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Executive Summary  
 
Using interview methodology, the Emergency Medicine Capacity Assessment Study 
sought to identify the capacity and strategies of Australian emergency departments 
(EDs) and staff to support increasing numbers of medical graduates and  implement 
the Australian Curriculum Framework For Junior Doctors (ACFJD). The study also 
assessed the existing supervision, structure, and learning experiences of 
prevocational doctors during an emergency medicine rotation. Quantitative and 
qualitative analyses were conducted with the following principle findings 
summarised below. 
 

 The current level of staffing within EDs was perceived by most interviewees to 
be inadequate in general, with specific deficits identified in the numbers of 
Fellows of the Australasian College for Emergency Medicine, interns and 
nurses.  By contrast, the majority felt that there were sufficient numbers of 
Career Medical Officers. The majority felt that medical resource problems 
would not be solved through increased intern numbers, and that significant 
increases in ED staff, particularly at senior medical level, would be required in 
order to accept more interns. Physical resource constraints, including 
space/ED design were also identified as major barriers to accepting more 
medical graduates. 

 

 An overwhelming majority of participants indicated that they would not 
welcome a 70% increase in medical students given their current resources 
while most felt that more students could be accepted if appropriate resources 
were allocated. 

 

 Opinions about having sufficient time to teach medical students were mixed 
and the majority of participants supported the concept of having a specific 
educator for medical students in the ED.  

 

 Most ED Directors and Directors of Emergency Medicine Training disagreed 
that more interns could be absorbed into the ED without problems.  The 
majority of participating emergency trainees and interns felt that increased 
numbers of interns and medical students would negatively affect the intern 
ED experience and learning opportunities. 

 

 The majority of staff indicated that interns were adequately supervised with 
registrars taking most of this responsibility during night shifts. Both feedback 
and supervision of interns were reported to fluctuate with the service 
demands of EDs. While several staff reported having structured teaching and 
feedback in place, qualitative data indicated room for improvement in this 
area. With respect to education, deficits were identified in training 
opportunities to improve the teaching skills of ED educators, resources 
available for medical student teaching, and access by Junior Medical Officers 
to hospital medical education officers and ED clinical teachers. Of all staff 
types, Career Medical Officers were perceived as having the poorest 
opportunities for education, supervision and feedback. 
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 Familiarity with the ACFJD was poor with just 33% of respondents aware or 
familiar with this tool. Although there is a large part of the ACFJD devoted to 
skills that are directly relevant to emergency medicine, the relevance of the 
ACFJD to emergency was poorly understood. The main barrier to 
implementing the ACFJD was limited knowledge and understanding of the 
ACFJD. Most respondents disagreed that  educators and supervisors and/or 
medical education support staff refer to the ACFJD and that prevocational 
doctors are expected to have knowledge of the ACFJD and how it relates to 
their rotations.  

 
Recommendations 
 
Several recommendations are made to enhance the capacity and strategies of EDs  to 
support increasing numbers of medical graduates and implement the ACFJD.   
 

 A failure to also address the wider system factors that contribute to ED 
overcrowding and access block may result in diminished learning 
opportunities for interns . It is recommended that systems be put in place 
which address the hospital-wide factors that  affect inpatient flow and 
discharge and which contribute to ED overcrowding.  

 

 A major barrier to the provision of effective learning opportunities for interns 
is the lack of senior medical staffing to provide supervision and education 
while also attending to service provision responsibilities. The increased 
demand on EDs combined with sheer lack of senior medical staff make the 
provision of clinical education in the ED difficult. Increased participation rates 
and improved recruitment and retention of these senior staff could be 
facilitated by financial and other incentives for staff working at this level. 
Further, in order to maintain an adequate standard in medical student and 
intern education, supervision and feedback, we recommend the provision of 
designated medical educators within EDs that do not have concomitant 
service provision duties. 

 

 Since the cost of employing an intern far exceeds the amount provided to 
hospitals for accepting these staff, decision makers external to the ED may be 
the prime sources of resistance to accepting increased numbers of interns. A 
review of the financial barriers to accepting interns, including a cost-benefit 
analysis within the ED, is warranted. 

 

 Addressing the accreditation issues of some hospitals may have significant 
impact on the capacity to provide the requisite number of terms in emergency 
medicine. Wider dissemination of accreditation policies, particularly regarding 
supervision of interns, is required for sites not presently accredited for intern 
training.  Where appropriate, these sites should be assisted through the 
accreditation process.  

 

 We recommend that greater opportunities be given to career medical officers 
for ED-based education and external courses relevant to ED. Furthermore, we 
recommend that ED staff that engage in education, supervision or feedback of 
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junior medical officers be provided with training in teaching methods that are 
relevant to the ED context.  

 

 To improve awareness and understanding of the learning objectives of 
medical student rotations , we recommend that the results of the current 
{mapping of hospital rotations to the ACFJD|(1) be disseminated to ED staff, 
along with guidelines relevant to the ACFJD. Furthermore we recommend the 
development of clear methods of self-assessment and objective assessment 
tailored to these objectives. We recommend increased and improved 
communication of how the ACFJD can be used to support the ED supervision 
process in the postgraduate years, a clearer articulation of its relevance and 
application for speciality EDs, and increased resources to support the 
implementation of the ACFJD.  

 

 We recommend the development and provision of openly accessible resource 
modules for undergraduate ED-based teaching. 

 

 Finally, we recommend that an impact analysis be undertaken by the authors 
of the present study at around 2012 to determine whether adequate learning 
opportunities in t he ED are being maintained for medical students and 
interns. 
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1.0 Introduction 
 
St. FY^SU^dzcHospital Melbourne was contracted in February 2008 by the 
3_]]_^gUQ\dX _V 1ecdbQ\YQzc 4U`Qbd]U^d _V 8UQ\dX Q^T 1WUY^W d_ S_^TeSd Q
capacity analysis of Emergency Departments (EDs). Using interview methodology, 
the Emergency Medicine Capacity Assessment Study (EMCAS) sought to identify the 
capacity and strategies of EDs and staff to support increasing numbers of medical 
graduates and implement the Australian Curriculum Framework For Junior Doctors 
(ACFJD). 
 
Specific aims of the project were to: 
 

i. Assess the existing supervision, structure, and learning experiences of 
prevocational doctors (interns) during an emergency medicine rotation. 

 
ii. Assess awareness of emergency directors and other supervisors of emergency 

training of the  ACFJD. 
 

iii. Assess capacity of EDs to absorb increasing numbers of prevocational doctors, 
and determine the potential impact of this change on staff. 

 
ED Directors and Directors of Emergency Medicine Training (DEMT) were interviewed 
regarding the numbers of existing prevocational doctors, awareness of the ACFJD, 
details of any structured teaching, supervision or measurement of experience; and 
the perceived capacity of EDs to take and provide further prevocational doctors, as 
well as other issues relating to the implementation of the ACFJD. Current 
prevocational doctors, and senior emergency medicine trainees were also surveyed.  
 
An evidence base was established to inform decisions regarding assistance that 
emergency medicine can make to support the increasing numbers of new medical 
graduates that are expected in the next few years. 
 
The capacity assessment utilised semi-structured telephone interviews  designed to 
gather information regarding:  
 
Demographics including position held, year of graduation medical school and 
location of ED rotation. 
 

(1) Information about the participating EDs including nu mber of ED attendances; 
and type and number of EFT on the weekly rosters. 

 
(2) Opinions on current staffing levels in EDs. 

 
 
(3) Opinions on current supervision, education and feedback of medical staff in 

the ED. 
 
(4) Effectiveness of services available for junior medical staff.  
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(5) Opinions on having 70%1 more interns in EDs without any other changes to 

current workplace and systems. 
 
(6) The requirements for accepting 70% more interns in EDs. 

 
 
(7) The structure, contribution to and experiences of undergraduate medical 

teaching in the ED.  
 
(8) DXU Y]`\U]U^dQdY_^ Q^T 5]UbWU^Si `bQSdYdY_^Ubcz \UfU\ _V e^TUbcdQ^TY^W

about the ACFJD. 
 
The following report outlines the process undertaken, literature review, 
methodology, results and recommendations formulated  in response to the data 
collected. 

                                                
1
dXU SX_YSU d_ ecU {ĕĘĉ ]_bU Y^dUb^c| _b {ĕĘĉ ]_bU ]UTYSQ\ cdeTU^ds|& gQc RQcUT _^ dXU QWWbUWQdU ]UQ^

estimated increase for all jurisdictions. Estimated increases per Australian State were provided by the 
Confederation of Postgraduate Medical Education Councils. While some jurisdictions may exceed an increase of 
70%, this figure reflects the calculated average of these estimates and permitted standardisation of the interview 
schedule across jurisdictions.  
  



Emergency Capacity Assessment Study 

 

6 

 

2.0 Literature Review 
 

2.1 Literature Search 
 
A literature search was conducted on Ovid Medline, Embase and Meditext using key 
words: 
 

Á Capacity 
Á Strategies 
Á =UTYSQ\ WbQTeQdUc "Y^SbUQcUc& ydce^Q]Yz# 
Á Supervision 
Á Education 
Á Feedback 
Á Nurse practitioners 
Á Australian Curriculum framework for Junior Doctors  (ACFJD) 
Á Undergraduate experiences  

 
These keywords were combined with "Medicine" or "Emergency Medicine". The 
search was not limited to the Australian setting and limited to those published in the 
English language. Forty-five relevant articles were retrieved. There is little located in 
the literature specifically on the effectiveness of the implementation of the ACFJD. 
DXUbUV_bU dXU 136:4zc `eb`_cU Q^T Y]`\U]U^dQdY_^ Y^ bU\QdY_^ d_ dXU \UQb^Y^W
requirement of junior medical staff was considered. 
 

2.2 Review 
 
The purpose of this literature review is to provide a background on increasing 
numbers of Australian medical graduates, the capacity and strategies of emergency 
departments (EDs) and staff to support the increase, and the implementation of the 
Australian Curriculum Framework for Junior Doctors (ACFJD). 
 
A shortage of doctors in Australia, particularly in the field of General Practice (GP), 
and in rural areas has been well-documented in recent years(2, 3). In the 25 years from 
1980 to 2005, the annual number of medical school graduates in Australia has 
increased only marginally from 1278 to 1348(4). In this same period, the overall 
population of Australia has increased by almost 50%(5). Meanwhile, the average 
working hours of doctors has been decreasing (3). For general practice, there was a net 
decrease in general practitioner (GP) availability, from 104 effective full-time (EFT) 
GPs per 100,000 people in 2001, to 98 EFT GPs per 100,000 people in 2005. This ratio 
decreased to just 84 EFT per 100,000 people in outer regional areas (6). Reliance on 
foreign trained doctors (international medical graduates; IMGs) has also increased; 
by 2005 25% of practicing doctors in Australia were trained overseas [65]. 
 
In response to the medical workforce shortage, the Federal Government has, from 
the beginning of this decade, embarked on a large-scale expansion of undergraduate 
medical education(4). The intake of students into medical schools has increased, and 
new medical schools have formed(4, 7). The number of medical schools in Australia 
now stands at 18, 14 of which are producing medical graduates, compared with just 
10 in 1999(4). In the decade from 1997 to 2007, the number of domestic medical 
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graduates increased by 24.1% with a 15% increase between 2006 and 2007 alone. 
The projected number of domestic graduates is expected to increase from 1544 in 
2007 to 2920 in 2012, resulting in an estimated increase in medical graduates of 
almost 90%(1). While a proportion of these new graduates may undertake rotations in 
ambulatory care and private hospital settings(4, 7), it is clear that public hospitals will 
need to substantially increase the number of places for medical students and junior 
T_Sd_bc( DXU bQ]YVYSQdY_^c _V dXYc {c\UU`Y^W U\U`XQ^d| XQfU S_^SUb^UT QSQTU]YS Q^T
clinical specialists, medical educationalists, and public health experts alike(2, 3, 7). 
 
The role of junior medical staff in public hospitals is often characterised on having a 
dichotomy between service provision and training(7). Rather than simply being service 
`b_fYTUbc& Ze^Y_b T_Sd_bc QbU QS[^_g\UTWUT Qc {T_Sd_bc Y^ dbQY^Y^W| gX_cU \UQb^Y^W
needs and responsibilities deserve consideration (8, 9). In Australia, the various State 
Medical Boards and Postgraduate Medical Councils are responsible for stipulating 
the training and supervision requirements for interns, the nature of rotations that 
can and must be taken, and the settings in which they can be undertaken(10-12). There 
has, however, been concern regarding the lack of uniformity across states, difficulty 
in identifying common education goals, and inconsistencies in supervision and 
assessment/feedback(10). To address these problems the Australian Curriculum 
Framework for Junior Doctors (ACFJD), developed by representatives of the various 
state postgraduate medical councils, was implemented nationally in 2006(10). In 
essence the ACFJD outlines a generic core curriculum for junior doctors, with 
UTeSQdY_^ W_Q\c _bWQ^YcUT XYUbQbSXYSQ\\i Y^ Q {S_^SU`d ]Q`|( =QZ_b {QbUQc| QbU
ceRTYfYTUT Y^d_ {SQdUW_bYUc|& gXYSX QbU VebdXUb ceRTYfYTUT Y^d_ {d_`YSc|& dXec WYfY^W Q
{RbQ^SXY^W dbUU| V_b]Qd(10). The ACFJD is applicable not only for interns, but also the 
subsequent years of pre-vocational training before entry into a specialist training 
programme.  A programme also suitable for interns and JMOs and of similar 
structure is the curriculum of the Foundation Programme that has recently been 
introduced for junior doctors in the United Kingdom (UK)(13). It should be noted 
however, that the Foundation Programme is part of a much larger set of health 
bUV_b]c Y^ dXU E; [^_g^ Qc dXU {=_TUb^YcY^W =UTYSQ\ 3QbUUbc @b_WbQ]]U|( DXUcU
reforms were driven primarily by the British government, and have been heavily 
criticised by UK doctors(14). The ACFJD has been well received by some, however 
concern has been raised by junior medical staff that it could be used as a blunt 
assessment tool, replacing core rotations(15). 
 
In Australia, the ED rotation is a traditional rotation of the intern year, together with 
rotations in medicine and surgery(16). For several reasons, the ED represents a unique 
place for interns to work and train. The nature of emergency medicine is that 
patients will often present undifferentiated, with a wide spectrum of presenting 
complaints and possible diagnoses. The intern may be the first doctor that the 
patient has seen for their complaint. Therefore patients can potentially be acutely 
unwell, requiring immediate treatment concurrent to assessment. A large 
percentage of intern time in the ED is spent engaged in clinical work such as history 
taking, examining patients and performing procedures, rather than clerical work(16, 17). 
International studies of medical students in the ED suggest that they receive 
important exposure to some medical conditions poorly represented on both medical 
and surgical wards(18). Correspondingly, a large portion of the ACFJD is devoted to 
skills that are directly relevant to emergency medicine; in particular, the sections 
pertaining to Emergencies, Common Problems and Conditions, and Skills and 



Emergency Capacity Assessment Study 

 

8 

 

Procedures (10). This is particularly pertinent, given that interns (19) and junior doctors 
in general(20) do not often feel adequately prepared for medical emergencies.  
 
The duration and mandatory nature of the ED intern rotation has been under recent 
scrutiny due to concerns over the capacity for EDs to accommodate an increased 
number of medical interns. A nationwide study of doctors working in Australian 
hospitals, demonstrated overwhelming support for mandatory ED rotations for 
interns (16). The study, in which interns, registrars and consultants were interviewed, 
also identified the learning experiences that interns would be anticipated to miss if 
the ED rotation was not undertaken. The top three responses were: 
Seeing/management of undifferentiated patients; procedural skills; and seeing 
sick/unwell patients. In recent years, two Australian States (South Australia and 
Western Australia) have provided an option for interns to replace emergency terms 
with General Practice terms(16). Doctors in these States, however, are just as likely to 
believe that ED terms should be compulsory (12). It was concluded that ED rotations 
were an essential core rotation for interns, and that GP rotations, although having 
important benefits, could not satisfactorily replace them (16).  
 
Presently there is general consensus between several peak bodies in Australia that an 
emergency rotation should be mandatory for all interns to meet their training 
needs(16),(12),(21, 22). The current requirement for interns in Victoria is to have worked at 
least eight weeks in an ED to be eligible for general registration(12). Five of these eight 
weeks must be in a large hospital that has at least one full-time emergency physician 
working in its ED (a so called core rotation)(12). With the exception of South Australia 
and Western Australia, other states have similar requirements with Queensland 
requiring a 10 week emergency term, New South Wales a 10 week term, and 
Tasmania an 8 week term during the intern year(11). There has been little enthusiasm 
for short (e.g. five weeks or less) emergency placements(16). 
 
Emergency department intern training can be delivered through a variety of 
modalities including informal and formal training, supervision, high fidelity 
simulation training, informal feedback, and formal assessment(23). Supervision is a 
modality of training that also has the more immediate goal of preventing mistakes, 
`__b `bQSdYSU Q^T QTfUbcU UfU^dc& gXY\U VQSY\YdQdY^W _``_bde^YcdYS Q^T {`bQSdYSU-
RQcUT| \UQb^Y^W d_WUdXUb gYdX Q TUgree of junior doctor autonomy (10). The level of 
supervision of junior doctors by senior doctors has increased in Australia over the 
years, due to an awareness by the medical establishment, of medical errors, as well 
as by increased public awareness and medico-legal issues(24). Increased supervision is 
linked with better patient outcomes (25), though it is unclear exactly how much or 
what type of supervision is ideal. In Australia each State Postgraduate Medical 
Council has made recommendations regarding the level of supervision for interns in 
the ED (Appendix A, Table  A1). For example, the PMCV stipulates that interns 
undertaking a core ED rotation must be directly supervised by a senior doctor with at 
least 3 years training, for 100% of the time(12). In non-core rotations, there must be 
direct supervision 80% of the time, and senior help must be available within 5 
minutes at times when direct supervision is unavailable(12). It should be emphasised 
dXQd {TYbUSd ce`UbfYcY_^| T_Uc ^_d UaeQdU d_ TYbUSd _RcUbfQdY_^& Red bU\QdUc d_ dXU
continual physical presence in the department of a senior doctor who is expected to 
{_fUbcUU| dXU Y^dUb^ Q^T RU VbUU\i QSSUccYR\U V_b QTfYSU Q^T XU\`( 9^ bUQ\Ydi& direct 
observation in the ED appears to occur much less often, with one study citing a figure 
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of only 3% of total intern work time (26)( 4UVY^YdY_^c _V gXQd S_^cdYdedUc {Q``b_`bYQdU
ce`UbfYcY_^| V_b Y^dUb^c fQbi( DXU @=3F TUVY^Uc Yd Qc ce`UbfYcY_^ dXQd Yc WYfU^ {SQcU
Ri SQcU|(12)P:9], while the NSW Institute _V =UTYSQ\ DbQY^Y^W cdQdUc {1\\ `QdYU^dc cUU^
Ri Q @7Ię dbQY^UU r ]ecd RU bUfYUgUT Ri Q ce`UbfYc_b RUV_bU TYcSXQbWU|(11)P:4]. The 
`XbQcU {S\Y^YSQ\ _fUbcYWXd| XQc Q\c_ RUU^ S_Y^UT d_ TUcSbYRU X_g cU^ior doctors might 
maintain a level of awareness of their junior staff and their patients, stepping in 
where they have to, to ensure quality of care(24). 
 
Perhaps the biggest resource constraint to the provision of ED rotations for an 
increased number of interns is staff available to supervise. The supervision of interns 
contributes to the workload of the senior emergency doctor. The ED is a highly 
unpredictable environment, where all staff, particularly doctors, are exposed to a 
large communication load, and are often required to multitask(27). It has also been 
shown that emergency doctors are subjected to a high rate of interruptions (i.e. 
communications which are initiated by others and which occur when the doctor is 
already doing another task)(27). Problems in communication are a common cause of 
medical errors(28). Therefore, supervision will inevitably contribute to such 
{Y^dUbbe`dY_^c|& TUSbUQcY^W dXU UVVYSYU^Si _V ce`UbfYcY^W cdQVV& gXY\U S_]]e^YSQdY_^
failures can potentially lead to mistakes. In the absence of junior doctors the 
efficiency of EDs has been demonstrated to improve; when EDs have been staffed by 
senior doctors only during junior doctor strikes ED length of stay and waiting times 
decreased(29, 30). Similarly, in a US ED predominately staffed by emergency physicians 
the average ED length of stay steadily increased after the initiation of a Residency 
Programme(31). Conversely, a study from a paediatric ED calculated that by increasing 
consultant numbers, unnecessary admissions were avoided, patient waiting times 
decreased, patient length of stay decreased, and the level of complaints were 
reduced. They also achieved net monetary savings which represented more than nine 
times the cost of employing the additional staff (32) . 
 
This evidence ceWWUcdc dXQd Y^dUb^c QbU ^_d dXU {g_b[X_bcUc| _V dXU 54& Q^T dXQd dXUYb
b_\U Y^ dXU TU`Qbd]U^d Yc gUYWXdUT d_gQbTc dXU {UTeSQdY_^| cYTU _V dXU
service/education dichotomy. This begs the question of how to best approach their 
education to ensure a valuable education, while avoiding a negative impact on the 
day-to-day efficiency of the department.  
 
DXU UTeSQdY_^ Q^T ce`UbfYcY_^ Uh`UbYU^SUT Ri `bUf_SQdY_^Q\ T_Sd_bcz Q^T Y^dUb^cz Y^
the ED has been investigated in several surveys. One striking finding is the strong 
opinion that registrars do the bulk of supervision and training (23, 33). In one study, 90% 
of prevocational doctors reported adequate informal contact to registrars, but only 
56% reported adequate informal contact with consultants (23).Other studies have 
yielded similar results(33, 34). Common examples of informal teaching include bedside 
teaching, case presentations, X-bQi ]UUdY^Wc& XQ^T_fUb b_e^Tc& Q^T {dUQSXY^W _^ dXU
W_)be^|(16)pp.25)( =eSX _V dXYc g_e\T RU Uh`USdUT d_ _SSeb Y^ Q {c`_^dQ^U_ec| VQcXY_^
triggered by Qc`USdc _V dXU dUQSXUbzc ce`UbfYc_bi b_\U( 6b_] dXU `Ubc`USdYfU _V
prevocational doctors, registrars have been considered the most highly valued 
sources of education, significantly more so than consultants(23). Despite this, few 
registrars get any formal training in teaching methods and learning theory (23, 34).  
 
While informal teaching from registrars has generally been believed to be adequate, 
interns have identified other forms of education that they believed were useful, and 
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for which they needed increased exposure(23). These included formal teaching by 
registrars and consultants, high-fidelity simulation, professional college tutorials, 
clinical skills sessions, and consultant feedback(23). Interestingly, several modalities, 
such as grand rounds, computer programs, unit meetings and videoconferencing, 
have been thought to be much less useful(23). 
 
Large discrepancies have been shown to exist between the amount of training 
consultants believe interns are receiving compared with what interns perceive they 
are receiving, both in regards to formal training and advanced life support training 
(16). Registrars were found to lie between the two extremes. This discrepancy is 
concerning, as it suggests a lack of communication and consultation (16). 
 
The level of assessment and feedback provided to interns during their ED rotation is 
another area requiring attention. Mid -term and end of term formal feedback by 
supervisors is a general requisite of accrediting postgraduate councils(35). However, it 
has been suggested anecdotally that in most hospitals there is varying compliance 
with this (35)( D_WUdXUb gYdX VUUTRQS[& V_b]Q\ QccUcc]U^d _V Y^dUb^cz `UbV_b]Q^SU Yc
also a requirement. While the ACFJD does clearly specify which competencies should 
be achieved by junior doctors, its own authors admit that they are still challenged 
gYdX TUfU\_`Y^W dXU b_Recd QccUcc]U^d d__\c dXQd gY\\ WYfU Yd dXU {dUUdX| dXQd Yd ^UUTc
to gain acceptance and compliance by both trainees and trainers(36, 37). On the other 
hand, reliance on rigid forms of assessment has been a criticism of the British 
6_e^TQdY_^ @b_WbQ]]U& gYdX dXU QbWe]U^d dXQd Yd QbdYVYSYQ\\i {Y^cdbe]U^dQ\YcUc|
medical education, and is disliked by junior doctors(14). Another observation which, 
given the increase in intern numbers, is particularly pertinent to the situation in 
Australia, is that the assessments introduced by the Foundation Programme are very 
time and resource intensive.(14) 
 
Based on the literature reviewed herein, it is arguable that even before the increase 
in interns has fully materialised, interns already feel that some of their education in 
the ED is inadequate. Some have highlighted that while the number of interns in 
Australia is set to increase, there is unlikely to be a corresponding increase in 
resources, including senior supervising staff, to train them(2, 7). In 2007, the New 
South Wales Institute of Medical Education and Training (IMET) released a discussion 
paper containing projected numbers of interns in New South Wales EDs(11). The 
capacity of EDs at the time was for 765 intern placements. If this were to remain 
static demand would outstrip supply by 2011, and by 2014 there would be a shortfall 
of 333 placements. 
 
The ED is a complex workplace. The requirement for rapid assessment, high patient 
flow, and the need for around the clock rostering with shiftwork, are all factors that 
challenge the medical educationalist. Therefore, some innovation is necessary for 
quality supervision and the mobilisation of education opportunities. Allocation of 
Protected Teaching Time (PTT) has been one strategy explored, most recently in the 
More Learning for Interns in Emergency (MoLIE) project being implemented at the 
B_iQ\ 2bYcRQ^U Q^T G_]U^zc 8_c`YdQ\ S_]]YccY_^UT Ri dXU @=3A(11). In this project, 
Q\\ Y^dUb^c c`U^d ĐĘĉ _V dXUYb g_b[Y^W X_ebc {_VV\Y^U| bUSUYfY^W dUQSXY^W( DXYc
approach enabled the 20% more interns to be accommodated by the ED. Such a 
strategy is not, however, without its disadvantages. The number of hours junior 
doctors work is positively correlated with how much they learn(38). Consequently, 
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education may be hampered bi d__ ]eSX dY]U {_VV dXU cX_` V\__b|( Further, if junior 
doctors were to receive protected teaching time, this would require the availability of 
senior doctors teach them. 
 
There is also evidence that successful teaching is not simply about time allocation. In 
one study, junior doctors were asked to appraise the teaching performance of 
consultant emergency physicians. Teaching performance was found to be unrelated 
d_ S_^ce\dQ^dzc S\Y^YSQ\ g_b[\_QT+S\Y^YSYQ^zc teach well, regardless of time pressures 
(39). Nonetheless, the perceived need to improve the quality of medical teaching has 
bUce\dUT Y^ dXU TUfU\_`]U^d _V S_ebcUc dXQd {dUQSXdUQSXUbc X_g d_ dUQSX|(40, 41).  
Formal recognition of the education role and associated workload of senior doctors is 
`bUcU^d\i \QS[Y^W( 5TeSQdY_^ _V Ze^Y_b T_Sd_bc XQc bU\YUT WbUQd\i _^ {`b_ R_^_|
contributions b y generous senior doctors with the inclination to teach(35, 37, 42). Some 
have hinted that cultural and management changes need to be considered, such as 
bUfYUgY^W dXU SebbU^d dbQTYdY_^Q\ {Q``bU^dYSU| ]_TU\ _V dUQShing (43), and rewarding 
senior doctors suitably for their efforts. Some consider that education has been 
adversely affected by the ill-defined accountability of hospitals and their 
departments for education programmes(44). This is most strongly illustrated in the 
case of 2nd and 3rd iUQb `bUf_SQdY_^Q\ T_Sd_bc bUVUbbUT d_ Ri c_]U Qc {dXU \_cd dbYRUc|
since they do not belong to any one college or faculty, and little responsibility is 
taken for their education and guidance(45). 
 
One strategy to improve education and supervision has been to have one emergency 
consultant whose sole role during their rostered shift is to facilitate education and 
supervise the clinical practice of junior doctors(46). Another has been to create 
{]UTYSQ\ UTeSQdY_^ bUWYcdbQbČ `_cYdY_^c& gYdX cY]Y\Qb b_\Uc Qc QR_fU(11). The 
QccYW^]U^d _V ceSX TUVY^UT b_\Uc ]YWXd TUSbUQcU dXU ^e]RUb _V {Y^dUbbe`dY_^c|
which plague the multitasking emergency physician or registrar, and allow education 
d_ RU Q `bY_bYdi& bQdXUb dXQ^ Q^ {QTT _^|( 
 
However, even if funding were available for such positions, the availability of suitably 
qualified staff will be a prob lem. Although the total number of Emergency Fellows in 
Australia increased rapidly in between 1997 to 2002  (from 265 to 437), the number 
of doctors obtaining the FACEM between 2003 and 2007 decreased by 15.9%(1). At 
the same time,  demand has increased at a faster rate, and emergency consultants 
are, voluntarily, tending to work shorter hours than before(47). The drop in the 
participation rate and the growth in demand has meant that there are ongoing 
vacancies in specialist emergency medicine positions (47). At the same time numbers 
of junior doctors entering emergency specialty training have not increased as much 
as anticipated and drop out rate in emergency trainees during their training is high(1, 

47). The total number of emergency trainees decreased by 21.8% from 1997 to 2004 
(47), after which time it increased by just 1.9% in 2008(1). Suggested alternatives to 
FACEMs in senior medical roles in EDs have included increasing the GP presence in 
EDs to fill the gap in registrars and consultants(48), but this is thought to be unviable 
since GPs are also in shortage, particularly in rural areas(2). General Practitioners 
would need to have some requisite experience in Emergency Medicine, and some 
have suggested that those working in the Emergency Department at a senior level 
have credentials such as Emergency Management of Severe Trauma and Advances 
Life Support(12). Regardless, it is important to acknowledge that many GPs currently 
provide an invaluable service in emergency medicine in remote and rural areas(21). 
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With the increasing reliance on IMGs, the access to and suitability of ED-based 
educational opportunities for these doctors demands consideration. An audit of the 
Australian Health Workforce in 2003 revealed that 25% of medical emergency staff 
were IMGs(49)( DXYc Y\\ecdbQdUc dXQd 1ecdbQ\YQzc TU`U^TU^SU _^ _fUbcUQc dbQY^UT T_Sd_bc
also extends to the emergency workforce. Interestingly, the overall percentage of 
foreign trained doctors across all disciplines of medicine is also 25%, but figures 
differ considerably between different states (17.5% in Victoria compared to 34.5% in 
Western Australia) (49). The proportion of IMGs is highest in some rural areas, and it 
has been claimed to be as high as 50-100% in some areas of rural Queensland (50). 
There have been concerns that this heterogenous group of doctors may miss out on 
education and career enrichment opportunities(51). Career medical officers (CMOs) 
are another smaller group who have a variable presence in EDs and may also miss 
out on education opportunities (52). Consequently, a review of the ED-based 
educational opportunities and resources is warranted. 
 
A relative shortage in trained emergency nurses may also impact on educational 
opportunities and resources available to junior staff and EDs generally(47). If agreed 
nurse-to-patient ratios are enforced, an acute nurse shortage could potentially result 
in closure of emergency beds. In Australia, Nurse Practitioners (NPs), who manage 
patients independent to medical staff, are just beginning to have a presence in the 
ED. Their role in emergency care in North America and Europe is more established; in 
American EDs NPs have had a presence for over 30 years(53). Nurse Practitioners in 
Australian EDs generally focus on low acuity or uncomplicated presentations, such as 
wounds, soft tissue injuries, simple fractures, cellulitis and uncomplicated urinary 
tract infections (54). By measuring indicators such as patient satisfaction and 
complication rates, the quality of care provided by NPs has been demonstrated to be 
comparable to that of a mid level emergency doctor (i.e. senior resident)(55). 
Increasing the presence of NPs in Australian EDs has been suggested as a measure to 
improve patient flow and patient waiting times (54, 56). Intuitively, this could potentially 
TUSbUQcU Y^dUb^cz Uh`_cebU d_ SUbdQY^ ]UTYSQ\ S_^TYdY_^c Q^T dXUYb ]Q^QWU]U^d( DXU
ED team is also comprised of staff from many disciplines including social workers, 
physiotherapists, pharmacists, and support staff such as clerical, transport and 
cleaning staff(47). Shortages in any members of the ED team may compromise the 
TU`Qbd]U^dzc QRY\Ydi d_ Ve^SdY_^( 
 
The resource considerations for accepting an increased number of medical graduates 
also extends to the physical environment of the ED. Assuming no changes are made, 
a larger number of doctors will be sharing the same number of desk space, 
computers and telephones. This further exemplifies the potential inadequacy of 
resources that may be brought about by increased intern numbers. 
 
{2UT R\_S[|& Q\c_ bUVUbbUT d_ Qc {QSSUcc R\_S[| XQc bUSUYved much attention over the 
last few years, both in Australia(57) and internationally. (58, 59) It describes a situation 
where patients in the ED who require inpatient care are unable to access a bed on an 
inpatient ward (47). In Australia, the generally held timeframe for acceptable transfer 
of inpatients from entry to the Emergency Department to transfer to a ward is 8 
hours(60). Increased bed block is associated with longer waiting times, longer 
inpatient stays and poorer inpatient outcomes(61, 62). While quantitative evidence is 
lacking, ED overcrowding is likely to make teaching more difficult(58). However, 
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patients initially seen by junior emergency medical staff may have been 
demonstrated to have an increased ED length of stay(31). It is also claimed that 
`QdYU^dc cUU^ VYbcd Ri ]UTYSQ\ cdeTU^dc {]_fU dXb_eWX dXU cicdU] ]_bU c\_g\i|(63). 
Thus, one could make the argument that an increase in the presence of interns 
g_e\T Y^SbUQcU ^e]RUbc _V {RUT R\_S[UT| `QdYU^dc& YV dXU QR_fU TUVY^YdY_^ _V RUT
block was applied.   
 
Despite this, the root causes of bed block have little to do with junior medical staff. 
There has been a general decrease in the number of beds in public hospitals in 
Australia concomitant to a shortage of beds in aged care facilities(64)and an ageing 
population with an increased demand for emergency services. Bed block has been 
further exacerbated by cases, poorer access to GPs, and changes in medical therapies 
and the settings in which they are performed (47, 49). 
 
The impetus to dramatically increase the number of medical school graduates in 
Australia is to rectify shortages in the medical workforce. While this may be a 
necessary initiative, it is not without substantial impact on the educational and 
resource capacities of EDs. In the period between graduation and specialisation, 
these same problems have the potential to undermine the training of new graduates. 
To avoid this, changes may be required in the way EDs function, their resource 
allocation, as well as the culture of medical education in EDs.  
 
In summary, the recent move to dramatically increase the number of medical school 
graduates from Australian universities is a response to a chronic shortage of medical 
practitioners in Australia.  There has been consensus among postgraduate bodies 
that all interns should complete a clinical term in Emergency Medicine, so there is 
likely to be a considerable increase in the presence of interns in Australian EDs over 
the next few years. This will impact on the clinical and teaching resources of the ED 
workplace, as junior doctors require concurrent training and supervision to ensure 
their professional development as gU\\ Qc cQVUWeQbT `QdYU^dcz aeQ\Ydi _V SQbU( GXY\U
senior doctors such as consultants and registrars are the main providers of education 
and supervision to interns, this aspect of their job is not formally recognized. Relying 
simply on voluntary contribution f rom those senior doctors who want to teach may 
not be sustainable. Cultural changes in both medical education and the way EDs 
function may be required. Some anticipated problems, such as shortages of senior 
emergency doctors, will be difficult to solve, even with adequate financial resources.  
 
 

2.3 Rationale 
 

Based on the increased numbers of medical graduates and the likely impact this will 
have on the educational opportunities, and ED resource, a thorough investigation of 
the capacity of EDs to accept more interns and medical students  is warranted. 
Consideration of current levels of staffing, educational opportunities, as well as 
perceptions of the effects of a 70% increase in interns in the ED, and the capacity to 
absorb more interns is fundamental to such an investigation . 
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3.0 Methodology  
 

3.1 Project Oversight 
 
The EMCAS was conducted by Cd( FY^SU^dzc 8_c`YdQ\ =U\R_eb^U, and overseen by a 
Steering Committee.   
 
The committee held three teleconferences throughout the project  and maintained 
email contact to review the questionnaire design, pilot data collection, national data 
collection and data analysis phases. 
 

3.2 Questionnaire Design & Development 
 
The semi-structured telephone inter view was chosen as the most appropriate 
method to reach the large dispersed target group.   
 
Interview questions were developed by a Fellow of the Australasian College for 
Emergency Medicine with input from a researcher/psychologist and a project officer 
experienced in interview methodology and workforce planning. Face validity of draft 
interview items was ensured through iterative feedback between project staff.  

 
3.2.1 Pilot Phase & Questionnaire Refinement 
Further refinement of the interview questions wa s undertaken following pilot 
Y^dUbfYUgc gYdX Cd( FY^SU^dzc 8_c`YdQ\ =U\R_eb^U U]UbWU^Si cdQVV& Q^T bUVUbU^SU d_
dXU @_cdWbQTeQdU =UTYSQ\ 3_e^SY\zc `bUfY_ec Y^fUcdYWQdY_^c(  
 
The ED Director and Director of Emergency Training at Cd( FY^SU^dzc 8_c`YdQ\
Melbourne as well as a small sample, of up to three each of advanced trainees and 
prevocational doctors were approached by in person by a study researcher regarding 
participation in an interview. The purpose of the interview was to refine the interview 
questions and methodology. Those that consented were interviewed and the 
responses recorded included comments made in the course of the interview about 
the structure or content of the interview questions. These data were not combined 
with results of the larger study. Following review of the pilot phase results, the 
project team made some minor alterations to the questionnaire prior to the final 
draft being presented to steering committee for confirmation.  Iterative feedback 
from the steering committee resulted in minor changes and one major change 
bUWQbTY^W dXU bUVUbU^SU `UbSU^dQWU Y^SbUQcU Y^ Y^dUb^c+ dXU SX_YSU d_ ecU {ĕĘĉ ]_bU
Y^dUb^c| _b {ĕĘĉ ]_bU ]UTYSQ\ cdeTU^ds| "cUU RU\_g#& gQc RQcUT _^ dXU QWWbUWQdU
mean estimated increase for all jurisdictions; the estimated increases per Australian 
State were provided by the Confederation of Postgraduate Medical Education 
3_e^SY\c( {ĕĘĉ| bUV\USdc dXU SQ\Se\QdUT QfUbQWU _V dXUcU UcdY]QdUc( 1\dX_eWX dXU
increase may be up to 80% as a whole, the average is 70%.  
 
 
The final interview schedule included up to 160  items for ED Directors/DEMT, and up 
to 97 items for both Registrar and intern participants. The full interview schedule is 
provided in Appendix B. Briefly, items for the interviews included: 
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o Demographics: position held in the ED, year of graduation from medical 
school, hospital of ED rotation, medical school and gender.  

 
o Type of ED: Region, number of attendances, staffing type on roster and 

staffing EFT. 
 

o Opinions on current staffing levels in the ED: staffing levels and staffing mix.  
 

o Opinions on current supervision education and feedback of medical staff: 
general supervision in the ED, supervision of medical staff in the ED, interns 
preparation for work in the ED, clinical supervision of ED staff, feedback to ED 
medical staff, formal education for ED medical staff, compulsory ED rotations 
for full general medical registration, contribution to unsocial working hours in 
the ED, attention to the learning needs of service providers in the ED, the 
working environment in t he ED and adequacy of support services available for 
junior medical staff.  

 
o Opinions on having 70% more interns in EDs within their current structure: 

overall ability to absorb more interns, impact on patient care, the impact on 
patient flow, exposure to clinical cases,  exposure to procedures, supervisory 
requirements,  orientation requirements, affect on other staff, affect on 
medical student teaching, coping abilities of support services, coping ability of 
educational staff and impact on team building in  the ED. 

 
o Opinions on the requirements for accepting  70% more interns: physical 

requirements, technical requirements, supervisory requirements, support 
staff, non-clinical assessment time, specific ED supervisors, interns replacing 
other staffing groups, the role of nurse practitioners, exposure to patients and 
other adjustments. 

 
o Contributions to undergraduate medical teaching: medical students 
QddQSX]U^d d_ 54c& cdeTU^d Q\\_SQdY_^& CXQbUT e^YfUbcYdi SebbYSe\e]zc Y^
emergency medicine, clinical supervision of medical students, provision of 
medical student tutorials, payments for time spent with medical students, 
impact of medical students on patient care, medical students experiences in 
the ED, feedback, preparation for internship in the ED, involvement with 
medical schools 

 
o Opinions on having 70% more medical students in EDs: overall ability to 

absorb more medical students, impact on patient care, time requirements of 
senior staff, learning opportunities, ability to take on medical elective 
students, ability to take on Australian Medical Council Observers. 

 
o The ACFJD: familiarity with the ACFJD, depth of understanding of the 

Framework, practical utilisation of the ACFJD in the ED setting, limitations to 
the utilisation of the ACFJD and issues affecting the effective implementation 
of the ACFJD. 

 
The data items sought graded responses using a Likert scales or ordinal multi -
category scales enable quantitative statistical analysis.  Open-ended questions were 
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also used to elicit qualitative responses and in some cases numeric answers were 
c_eWXd "U(W(& GXQd Yc dXU d_dQ\ ]UTYSQ\ 56D _V i_eb 54/|#. 
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3.3 Nationwide Study  
 
3.3.1 Participants  
Doctors were eligible for participation if they were Emergency Department Directors, 
Directors of Emergency Medicine Training (DEMT), Advanced Trainees in Emergency 
Medicine, or prevocational doctors (interns) that had completed at least half of their 
emergency medicine rotation. 
 
3.3.2 Method   
A structured interview by telephone following  consent of individual doctors was used 
to maximise the response rate. This method is chosen over questionnaire 
methodology which we have found, in previous studies to yield a low response rate 
with this participant type.  
 
3.3.3 Sampling  
For the larger Australian States, participants were drawn from a stratified sample of 
two city, two metropolitan and two provincial hospitals  of each Australian 
State/Territor y. Hospitals were selected based on the advice of the postgraduate 
medical councils from each relevant Australian State/Territory who were asked to 
nominate hospitals with emergency departments and prevocational doctors that 
gUbU {bU`bUcU^dQdYfU| _V dXU cdQdU V_b UQSX SQdUW_bi "SYdi& ]Udb_`_\YdQ^& `b_fY^SYQ\#. 
As there were insufficient hospitals in the ACT, TAS, NT to meet our stratifie d 
sampling criteria all hospitals with applicable EDs from th ese regions were included. 
The total number of target hospitals was 37. 
 
3.3.4 Recruitment and Data collection 
ED Directors and DEMT: Names and contact details of eligible Emergency Department  
Directors and DEMTs were obtained from the Directory of Emergency Departments 
of Australia and New Zealand 2008, published by the Australasian Society for 
Emergency Medicine. Potential participants were emailed an invitation to partici pate 
in the research and were advised that they will be contacted by telephone or email to 
determine their willingness to participate in the research, and to arrange a mutually 
convenient time for the telephone interview . This email included the option to opt 
out of the telephon e call and thus the subsequent interview. Those that agreed to 
the research were then emailed a copy of the questions to be asked so that they 
could consider their responses prior to the interview, as well as a participant 
information  statement. At the tim e of the scheduled interview, participants were  
read the participant information  statement regarding the research and their rights 
as participants, and their consent to participate was recorded verbally by a telephone 
recording system. The interview then occurred and all answers were recorded by the 
researcher on an electronic data collection form. Responses to open ended questions 
were recorded to permit verbatim transcription  of responses. All voice recordings 
were stored as electronic data files. At the conclusion of the interview, recordings 
were replayed and data were entered into a predefined web-based interview/survey 
form. 
 
Advanced trainees and Prevocational Doctors: At the end of the interviews with ED 
Directors and DEMTs, we requested that these participants forward email invitations 
supplied by the researchers to current prevocational doctors and registrars of their 
respective EDs in order to invite particip ation in the research. These invitations 
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contained an email link for these potential partic ipants who were requested to 
provide their names and telephone contact to the researcher listed in the email. 
Recruitment and data collection for prevocational doctors and advanced trainees 
then occurred by telephone as described for ED directors and DEMT. 
 
3.3.5 Interview Schedule: 
Separate though similar interviews were administered to the three groups: (1) ED 
Directors and DEMT; (2) Advanced Trainees in Emergency Medicine, and (3) 
Prevocational Doctors. 
 
For ED Directors and DEMT, information obtained included personal Demographics, 
hospital demographic information, the numbers of existing prevocational doctors; 
awareness by ED directors of the National Curriculum; details of any structured 
teaching, supervision or measurement of experience; and the perceived capacity of 
emergency departments to take and provide further prevocational doctors, and the 
impact of interns supervision requirements on other staff. Advanced Trainees and 
Prevocational Doctors were asked similar questions to ED directors and DEMT with 
the exception of hospital demographic information which was asked of ED Directors 
and DEMTs only (Appendix B). 
 
3.3.6 Sample size:  
Since the purpose of the study was to describe rather than compare responses for 
different groups using inferential stat istics no sample size calculations were 
performed. 
 
3.3.7 Data Analysis: Quantitative  
Data entered into the web-based interview/survey data management program were 
exported to Microsoft Excel with analysis conducted SPSS 15.0 software.  Data from 
the pilot  interviews were not included in the final analyses.  
 

Descriptive statistics (frequencies, percentage 95% confidence interval (CI), mean 

95% CI, median, inter-quartile range) were calculated for quantitative data. The 
response distribution for all quant itative items were summarised using frequencies, 

percentages 95% CI and median as appropriate. Since some interviewees were 
unable to answer all questions, the total number of graded (Likert Scale or other 
ordinal scale) responses analysed varied for each item. These data are presented as 
percentages calculations adjusted for missing data. 
 
For continuous data, preliminary assumptions of normality were assessed using 
either Kolmogorov-Smirnov test (for >60 cases) or Shapiro Wilks test (for <60 cases). 
Were a violation of normality was indicated central tendency was summarised using 
the median (interquartile range). In all other instances both the mean and median 
are reported. 
 
3.3.8 Qualitative data  
Responses to each open-ended questions underwent content analysis which was 
conducted by an Emergency Physician (in all instances) and one of either an 
Advanced Emergency Trainee or the EMCAS project officer. For all items the two 
researchers independently read through and coded the qualitative data derived from  
the telephone interviews. Responses to open-ended questions were grouped into 
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themes initially identified by a project officer. This coding system was refined as the 
analysis of data progressed until the coding system accurately represented the key 
themes arising from the qualitative data. Derived themes were then compared 
between the two researchers, and differences in analyses were discussed to obtain 
consensus. Table 1 demonstrates the inter-rater reliability of the qualitative response 
coding prior to consensus. 
 
Frequencies and percentages were then calculated for each item.  Qualitative data 
are presented in group and individualised format.  During the analysis researchers 
also identified useful quotes and observational excerpts to illustrate key findings. 
 
Those responses selected for inclusion within this report have been assessed by 
raters to preserve anonymity. 
 
Table 1: Inter-rater reliability of qualitative response coding  
 
Qualitative Item  
 

Kappa Standard 
Error  

Number of 
responses 

Number of 
respondents 

Comments regarding existing staffing 
levels 

.676 .052 92 87 

Comments regarding existing staffing 
mix  

.672 .056 91 76 

Comments regarding supervision of 
medical staff 

.801 .048 89 83 

Comments regarding education in the ED 
 

.760 .047 100 89 

Comments regarding feedback to JMOs 
 

.668 .056 91 84 

Comments regarding the working 
environment  

.645 .050 108 73 

Comments on having 70% more interns  
 

.602 .045 151 87 

Adjustments for 70% more interns 
 

.70 .050 102 75 

Comments on the role of nurse 
practiti oners in the ED 

.600 .066 71 54 

Comments about supervision of medical 
students 

.593 .059 89 73 

Comments about learning opportunities 
for medical students 

.721 .049 102 74 

Comments about the main obstacles to 
implementing the ACFJD 

.556 .121 22 17 

Comments about the use of the ACFJD in 
other ways 

.662 .117 22 16 
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4.0 Results: Respondents 
 
Although there was a target of 37 sites, ethics approval was not granted from one 
NSW site during the study period. For this reason, respondents were drawn from a 
tota l of 36 sites. 
 

4.1 Response Rate  
 
4.1.1 Overall 
A total of 95 of 233 of potential interviews   were completed yielding an overall 
response rate of 40.1%.  The study aimed to interview, where possible the ED 
Director, DEMT and up to three advanced trainees and three Interns from each of the 
target  sites across Australia.  Not all target sites had a staffing make up which was 
representative of our aims, for example not all hospitals had a DEMT, some sites had 
a combined ED Director and DEMT role, some sites had fewer than three or 
sometimes no interns or advanced trainees on the ED roster the time of 
investigation. The response rate is therefore calculated in accordance with the 
staffing structure of each site.  
 
4.1.2 ED Directors & DEMTs 
A total of 61 ED Directors and DEMTs were interviewed producing a 100% (36/36) 
response rate from ED Directors eligible for participation, and a 96.2% (25/26) 
response rate from eligible DEMTs. Seven sites did not have a DEMT role, three sites 
had a combined DEMT role and the DEMT from one site did not respond to the 
invitation to participate in this study. Where the ED Director and DEMT role was 
combined, one interview was conducted with this person. 
 
4.1.3 Advanced trainees/registrars 
Twenty-four percent (19/81) of potentia l interviews with advanced trainee/registrars 
were completed. During investigations it was established that 24 of the participating 
sites had at least 3 emergency trainees/registrars, 7 sites did not have emergency 
trainees and 3 sites only had 1 emergency trainee/registrars on the roster at the time 
of investigation. 
 
4.1.4 Interns 
Seventeen percent (15/90) of potential interviews with interns were completed. 
During investigations it was established that 25 of the participating sites had at least 
three int erns, four sites had no interns and five sites had fewer than three interns on 
the current roster. 
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Table 2 summarises the numbers of participants from each staffing group.  
 
Table 2: Frequency distribution of respondents by participant staff category 
 

Participant staff category  Number Percentage 

ED Director/Director of 
Emergency Medicine Training 

61 64.2 

 
Advanced trainee/Registrar 

 

 
19 

 
20.0 

Prevocational Doctor/Intern  15 15.8 
 
Total 

95 100.0 

 
 
4.2 Participant Demographics  
 
The mean number of attendances to participating EDs during 2008 was 49,984.8 
(95% CI 37,231.3- 62,738.3; median=50,726, IQR= 37625- 57000). There was a slight 
preponderance of male respondents (58%). Tables 3 and 4 demonstrate the 
frequency distribution  of participants  in accordance with their setting  and 
jurisdiction . The majority of participants (54.7%) were from EDs based in a city 
setting. As documented, in the above description of study methodology, there are 
fewer hospitals in the ACT, Tasmania, Northern Territory, therefore  only hospitals 
with applicable Emergency Departments from this region were included in the study 
sample. Consequently all sites from these jurisdiction were based in a city setting. 
This distribution is perhaps also reflective of EDs in city areas having higher numbers 
of staff at all levels. 
 
 
Table 3: Frequency distribution of participants  by setting. 
 

Hospital Type Number Percentage 

 City 52 54.7 

  
 Metropolitan  

25 26.3 

  
 Provincial 

18 18.9 

  
 Total 

95 100.0 

 
 



Emergency Capacity Assessment Study 

 

22 

 

 
Table 4: Frequency distribution of participants by jurisdiction.   
 

 State or Territory Number Percentage 

Australian Capital Territory 
7 7.4 

 New South Wales 13 13.7 

  
Queensland 

18 18.9 

  
South Australia 

15 15.8 

  
Northern Territory  

6 6.3 

  
Victoria 

13 13.7 

  
Western Australia 

14 14.7 

  
Tasmania 

9 9.5 

  
Total 

95 100.0 

 
 
The length of experience in the ED varied amongst participating emergency trainees, 
all having graduated from medical school in the years between 1997 and 2005. 
Participating Interns had all graduated from medical schools during 2006-2008.  The 
majority of participating Emergency trainees and Interns (79.4%; 27/34) did not 
attend medical school within Australia.  Those who did not attend medical school in 
Australia were not asked to respond to questions relating to their undergraduate 
rotations in the emergency department. 
 
Advanced trainee participants indicated that the hospital of their most recent ED 
rotation  was one of 12 sites, and that they had attended one of 13 medical schools 
(eight of which were Australian medical schools).  
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5.0 Results: Main Findings 
 
 

5.1 Current staffing levels of Australian emergency departments  
 
ED Directors and DEMT were asked to quantify the staff full time equivalents (FTE) 
for each category of doctor. Participating EDs had varying staffing numbers and 
structures. Table 5 demonstrates the mean and median numbers of staffing groups 
of the participating hospitals.   
 
Table 5:  Mean (95% CI) and Median (IQR) number of medical staff (FTE) by staff type 
 
Staff Type Mean Median 

Emergency Physicians 8.3(7.0-9.6) 9 (3.95-11.6) 

  

Registrars/Trainees 
  

10.3 (8.4-12.2) 11 (3.88-14.5) 

  

PGY 2,3+ 10.0 (8.2-11.9) 
 

9.5 (5-12) 

Career Medical Officers 
  

2.6 (1.8-3.4) 1.8 (0-3.5) 
  

Interns 5.2 (4.2-6.2) 4.75 (2.75-7) 

  

Other Medical Officer  5.8 (2.5-9.1) 2 (11.5) 

  

 
 
 
ED Directors and DEMTs also quantified how many doctors within  each staffing 
group were Australian graduates, graduates from countries identified as competent 
authorities 2 or from other international settings.  Finding s demonstrate that on 
average,  Australian Medical Graduates (AMGs) were more likely to be in these 
positions than International Medical Graduates (IMGs)  with the exception of the 
y_dXUb ]UTYSQ\ _VVYSUbz staffing category for which there were greater numbers of 
IMGs than AMGs. (Appendix C, Table C1). 
 
The majority (60%) of participating ED Directors and DEMT indicated that they did 
not have nurse practitioners on staff (Appendix C, Table C2). The mean number of 
nurse practitioners on the roster in participating EDs was 1.96 (95% CI .44- 3.48; 
median=1.8 IQR=1-3). It was evident however that eight participants indicated that 
they had staff who were in the process of obtaining their nurse practitioner 
qualifications.   
 

                                                
2
 United Kingdom, Ireland, Canada, New Zealand or North America. 
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5.2 Perceived Adequacy of Current staffing levels  
 
All participants were asked to rate their agreement to set of statements about the 
adequacy of staffing levels in their  ED. The majority of participants either disagreed 
or strongly disagreed (64.2%) that their ED was adequately staffed (Figure 1).   
 
 

 
Figure 1: Percentage of participants by level of agreement to the statement,  
 |:_ XV_VcR] eYV 65 Zd RUVbfReV]j deRWWVU}. 
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Opinions of participants about the adequacy of staffing numbers within  specific 
staffing groups were varied (Table 6). 
 
Most participants disagreed/strongly disagreed (60%; 57/95)  that there were 
enough Fellows of the Australasian College for Emergency Medicine (FACEM) 
working in their ED (Table 6). Opinions regarding the adequacy of the number of 
Emergency Trainees/registrars working in the ED were variable;  52% felt that there 
were sufficient numbers of these staff (ie., agreed/strongly agreed) whereas 42% 
disagreed with this sentiment  (Table 6). With regard to the sufficiency of numbers of 
postgraduate year (PGY) 2, 3+, results were mixed with the most common response 
being agree/strongly agree (45%).  The majority of  participants agreed/strongly 
agreed (75%) that there were enough Career Medical Officers (CMOs) working in the 
ED (Table 6). Directors and DEMT respondents that agreed that there were enough 
CMOs also reported there being fewer CMOs at their ED (Median=1.2, IQR=0-4.1) 
than those that disagreed that CMO numbers were sufficient  (Median=3.0, IQR=.9-
3.7).  The perceived adequacy of CMOs as reported by Directors and DEMT was 
inversely related to the number of CMOs in the department. 
 
Sixty-one percent of interviewees disagreed/strongly disagreed that there were 
adequate numbers of interns working in the ED, while 34% agreed that current 
numbers were adequate (Table 6). 
 
 
Table 6: Number and percentage of participants according to level of agreement to 
statements regarding adequacy of staffing in the ED 
 
Statement Strongly 

disagree 
Disagree Neutral  Agree Strongly 

agree 
Not 

applicable 
Don{t 
Know 

Total 

There are enough 
FACEM/consultants for 
your ED 

16 41 5 23 5 4 1 95 

16.8 43.2 5.3 24.2 5.3 4.2 1.1 100 

There are enough 
Emergency 
Trainees/registrars for 
your ED 

8 31 6 46 3 
 

0 
 
0 94 

8.5 33 6.4 48.9 3.2 
 

0 
 
0 

 
100 

There are enough PGY 
2, 3 or later for your 
ED 
 

3 17 8 41 2 21 3 95 

3.2 17.9 8.4 43.2 2.1 22.1 3.2 100 

There are enough 
Career Medical 
Officers (CMOs) for 
your ED 

1 11 6 57 14 6 95 1 

1.1 11.6 6.3 60 14.7 6.3 100 1.1 

There are enough 
interns for your ED 
 

18 40 5 31 1 0 0 95 

18.9 42.1 5.3 32.6 1.1 
0 0 

100 

There are enough 
nurses for your ED 
 

18 40 5 31 1 
0 0 

95 
18.9 42.1 5.3 32.6 1.1 0 0 100 
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When asked to comment about the staffing level s in their ED participants provided 
109 responses. These were categorised post hoc into seven themes. The modal 
responses related to staffing inadequacies, particularly at the senior level (Table 7).  
 
Table 7: Number and percentage of responses about the staffing levels in the ED 
according to theme.      
  

Theme 
Number of 
responses 

% of 
responses 

 Staffing levels are inadequate for service demands 27 24.8 

 Shortage of senior staff (trainees/physicians) 24 22.0 

 Staffing levels are adequate 18 16.5 

 Staff retention or recruitment issues 14 12.8 

 Shortage of nurses 10 9.2 

 Other 10 9.2 
 Over-reliance on IMGs 6 5.5 

 Total 109 100.0 

 
Some of the comments about staffing levels in the ED are listed below: 
 
Many indicated that staffing levels are inadequate for service demands. For 
example: 
 
|deRWWZ_X Zd Z_dfWWZTZV_e W`c UV^R_Ud however there are not enough beds to deal with the incoming 
aReZV_e ]`RU) EYV SVU ]Z^ZeReZ`_d RcV _`e afcV]j hZeYZ_ eYV 65 Sfe eYV `feW]`h e` Z_aReZV_e hRcUd} 
 
|EYV 65 hRd SfZ]e Z_ R cVUVgV]`a^V_e d`^VeYZ_X ]Z\V ę jcd RX` hYZTY UZU _`e eR\V Z_e` RTT`f_eany real 
planning about the boom, the population growth that [we have] experienced. So the ED is too small, the 
waiting room is too small, we have 3 general bays in front of the nursing station, a treatment room with 
2 beds in it, a triage room and a resuscitation room. People wait in the waiting room for hours because 
hV aYjdZTR]]j TR_{e WZe eYV^ Z_ eYV SfZ]UZ_X) HV U`_{e YRgV R UVdZX_ReVU ecZRXV _fcdV Re eYV ^`^V_e
because she is doing other things, she has to answer the window but she is also doing something like 
giving an injection or doing an ECG so our problem is that we are doing more work than the building, 
deRWWZ_X R_U SfUXVe VgVc R]]`hVU W`c) HV RcVsdfS^ZeeZ_X SfdZ_Vdd TRdVd e` Z_TcVRdV cVd`fcTVd' Sfe `fc 65
workload has increased by 14%  in the lade Ę ^`_eYd R_U Zd T`_eZ_fZ_X e` U` eYZds) hV RcV _`e T`aZ_X)} 

 
Others indicated a shortage of senior staff (trainees/physicians). For example: 
 
|hV U`_"e YRgV R_jhYVcV V_`fXY deRWW ^V^SVcd aRceZTf]Rc]j ViaVcZV_TVU deRWW R_U Ze Zd YRgZ_X R
negative impact ̀ _ eYV 65 R_U Rd dfTY aV`a]V RcV cVdZX_Z_X} 
 
|HV TR_e ac`aVc]j dfaVcgZdV Z_eVc_d Z_ eVc^d `W dV_Z`c U`Te`cd} 
 
|: eYZ_\ eYRe R]eY`fXY eYVj YRgV Z^ac`gVU `gVc eYV ]Rde WVh jcd hZeY eYV Z_TcVRdV Z_ UV^R_U Z_ T]Z_ZTR]
and non clinical work like supervision of medical students and the increased requirements for 
prevocational doctors, the senior staffing levels are absolutely on a bare minimum to provide adequate 
clinical care let alone take on those additional roles and I think that if they stay at the same level with 
the increasing numbers of medical students coming through etc things will be disastrous, particularly for 
^VUZTR] defUV_ed)} 
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For some, staffing levels were reported to be adequate. For example: 
 
|4fccV_e ]VgV]d RcV RUVbfReV Sfe eYV aYjdZTR] TRaRTZej `W eYV 65 TR_"e YR_U]V dfTY cRaZU Xc`heY)} 
 
{1c Q WU^UbQ\ be\U Yd Yc QTUaeQdU\i cdQVVUT& Ydc QTUaeQdU Red g_e\T RU ^YSUb gYdX Q VUg ]_bU| 
{ 9 dXY^[ dXU cdQVVY^W \UfU\c QbU VY^U gXU^ UfUbi_^U deb^c e`& dXU `b_R\U] Yc gXU^ dXUbU Yc \_d cYS[ \UQfU
due to becY^Ucc _V dXU 54& Yd Yc c_ XQbT d_ ZeTWU(| 
 
Some interviewees reported staff retention or recruitment issues. For example: 
 
|hV YRgV Ğ RUgR_TVU ecRZ_VV R_U hV YRgV R]]`hVU W`c Ě Z_ `fc SfUXVe' TR_ _`e ReecRTe RUgR_TVU ecRZ_VVd
to our hospital- recruitment ̀ W ecRZ_VVd Zd R ac`S]V^} 
 
|hV YRgV R ĕĜĜ efc_`gVc `W _fcdZ_X deRWW aVc jVRc hYZTY Zd T]VRc]j TYR`eZT Re eZ^Vd R_U eYZd cVbfZcVd cV-
orientation after re-`cZV_eReZ`_} 

 
Some respondents report issues other than the main themes identified: 
 
|VWWZTZV_Tj Zd _`e R cVW]VTeZ`_ `W deRWWZ_X ]VgV]d Sfe SVU S]`T\ R_U hY`]V Y`daZeR] ac`S]V^d} 
 
|HV RZ^ e` efeor [f_Z`c deRWW ^`cV d` eYRe eYVj TR_ ^R\V g`TReZ`_R] UVTZdZ`_d VRc]ZVc' V)X) A8J Ĕ 'ĕ} 

 
 
 
Participants also commented about the staffing mix in their ED. Participants made 93 
comments which were categorised post hoc into seven themes (Table 8). Most 
comments related to inadequate numbers of senior decision-making staff. 
 
Table 8: Number and percentage of responses about the staffing mix in the ED 
according to theme.      
 

 Category Frequency Percentage 

Under-representation of senior decision making staff (EM 
trainees/physicians) 

33 35.5 

Adequate staffing mix  16 17.2 
Inadequate staffing mix  12 12.9 
Other 12 12.9 
Over-representation of IMGs 8 8.6 
Over-representation of JMOs 7 7.5 
Under-representation of non-medical support staff 5 5.4 

Total 93 100.0 
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Some of the comments about staffing levels in the ED are listed below: 
 
The under-representation of senior decision making staff was an issue for many: 
|Numbers of interns: if these numbers are not balanced by senior staff it is a problem, some terms have 
SVV_ gVcj f_SR]R_TVU V)X) VRc]j Z_ eYZd jVRc' eYVcV Zd R UVWZTZV_Tj Z_ dV_Z`c deRWW Z_ XV_VcR]} 
 
|_`e V_`fXY RTTcVUZeVU ecRZ_VVd e` dfaa`ce [f_Z`c deRWW} 
 
|hVhave a very junior mix of registrar this is a concern for us because we need a lot of consultant cover 
SVTRfdV eYVj _VVU R ]`e `W dfaVcgZdZ`_ Rd U` `fc cVdZUV_ed} 
 
|CVXZdecRcd RcV hYRe Zd cVbfZcVU Sfe eYV UZWWZTf]ej Zd hZeY RTTcVUZeReZ`_, eYV T`]]VXV cVbfZrements limit a 
lot of places in country WA so as a result there isn't any training besides Bunbury which is really a 
country area so we feel strongly that the college requirements actually limit our ability to train people. 
Given that there is only one FACEM led department, discounting Bunbury, which is metropolitan there is 
only one FACEM led department in the whole of WA country. I think [the problem] is the administration 
`W T`f_ecj YVR]eY R_U eYV T`]]VXV)} 
 

By contrast many participants expressed an adequacy of staffing mix with some 
comments qualified: 
 
|HV d`ce YRgV R]^`de X`e Ze cZXYe' hV ac`SRS]j _VVU ^`cV cVdZUV_ed R_U hV _`h YRgV _fcdV acRTeZeZ`_Vcd
hYZTY RcV ^R\Z_X R cVR] UZWWVcV_TV Rd hV]] Sfe `gVcR]] Ze Zd `\)} 
 
|@_V `W eYV cVRd`_d hYj eYV deRWfing is adequate is that we have had to do a recruitment drive 
`fcdV]gVd'sSfe RXRZ_ eYRe eR\Vd RhRj R_`eYVc 67E a`dZeZ`_ RhRj e` R_ RfUZe`c e` cVTcfZe dfTTVddWf]]j)} 
 
|Z_ XV_VcR] Zed LdeRWWZ_X ]VgV]d RcVN WRZc]j X``U) @_ hVV\V_Ud Ze XVed ]ZXYe `_ dV_Z`cZej and the liability and 
bfR]Zej TR_ SV R_ ZddfV} 

 
A similar number of responses related to inadequate staffing mix: 
 
|@gVc Ė jVRcd hV YRgV X`_V Wc`^ ĕěĜĜĜ e` _VRc]j ĘěĜĜĜ hZeY _` Z_TcVRdV Z_ deRWWZ_Xđ}) 
 
|: SV]ZVgV hV YRgV e`` ^R_j 4>@d W`c R eVRTYZ_X Y`daZeR]} 
 
|eYZd 65 cf_d `_ 4>@d' eYVj SRdZTR]]j RcV Vi-GPs or people who have opted not do post graduate 
ecRZ_Z_X)} 
 
|EYV d\Z]] ^Zi Zd gVcj gRcZVU R_U eYZd YRd _`e SVV_ eR\V_ Z_e` T`_dZUVcReZ`_ hZeY XV_VcR] deRWWZ_XseYVj
U`_{e RTefR]]j ViR^Z_V hYRe eYRe 67E T`^acZdVd `WsCMOd RcV gRcZVU Z_ d\Z]] ^Zi} 
  
|:e h`f]U SV ]`gV]j e` YRgV R SVeeVc decfTefcV hZeY d`^V 7246> Z_afe' R_U ecRZ_Z_X X`Z_X `_ Sfe eYZd
needs to be balanced with the capacity and skill levels that the CMOs bring to it. The last thing I want is 
for a FACEM or registrar to come and think that they know more than the people who have been 
working here for 15 yrs or very senior people who have been working here for 25 yrs and are extremely 
skilled but don't have FACEM qualifications- I don't want to de-d\Z]] eYV^) :ed R TReTY ĔĔ ac`S]V^)} 
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5.3 Existing supervision, structure and learning  experiences of 
prevocational doctors during emergency medicine rotations 
 
5.3.1 Supervision in EDs 
 
Most participants  (61%) agreed/strongly agreed that, the ED was, in general, 
adequately supervised (Figure 2). Similarly, the majority of participants 
agreed/strongly agreed (64.2%) that the medical staff in their ED are adequately 
supervised (Figure 3). 
 
 

 
Figure 2:  Percentage of participants by level of agreement to the statement,  
|In general eYV 65 Zd RUVbfReV]j dfaVcgZdVU} 
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Figure 3:  Percentage of participants by level of agreement to the statement,   
|In general the medical staff of the ED are adequately suaVcgZdVU} 
 
 
 
In general, consultants and registrars were reported by participants as being more 
likely to provide supervision to interns in the ED;  66% indicated that consultants 
provide most supervision to interns while  55% indicated that most intern supervision 
is provided  by registrars3.  
 
The level of medical staff responsible for supervision of interns was found to vary 
depending on the shift (Figure 4). Participants reported that during the day and 
evening shifts, consultants  were more likely to supervise interns than registrars. 
Registrars were, however nominated as being more likely to be responsible for the 
supervision of interns during night shifts, with 72% of participants indicating that 
registrars were responsible and 2% indicating that consultants were responsible 
during these shifts.   
 

                                                
3
 Data derived from separate questions. 
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Figure 4. Percentage of participants  according to perceived intern supervisory 
practices in general and across different shifts. 
 
Most (64%) ED Directors and DEMTs agreed/strongly agreed that interns received 
adequate clinical supervision in the ED (Table 9). Participating Emergency trainees 
and interns also mostly agreed/strongly agreed (79%) that this was the case 
(Appendix C, Table C3). A similar result was obtained when analyses were restricted 
to intern s only (Appendix C, Table C3). 
 
Most ED Directors and DEMT also agreed/strongly agreed that adequate clinical 
supervision was provided to PGY 2,3 or later (69%), emergency trainees (72%) and 
CMOs (52%).  Of those that had pre-registration IMGs on staff, most agreed that they 
were adequately supervised (Table 9). 
 
Table 9:  Number and percentage of ED Directors and DEMTs by level of agreement 
regarding receipt of adequate clinical supervision by medical staff groups.  
 
Staff type 

 
N 

 
Strongly 
disagree 

 
Disagree 

 
Neutral  

 
Agree 

 
Strongly 

agree 

 
N/A 

 
5`_{e
Know 

 
Total 

Interns N - 9 6 32 9 5 - 61 
% - 14.8 9.8 52.5 14.8 8.2 - 100.0 

PGY 2, 3 or 
later  

N 1 14 3 38 4 1 - 61 

% 1.6 23.0 4.9 62.3 6.6 1.6 - 100.0 

Emergency 
trainees 

N 1 6 4 40 4 6 - 61 

% 1.6 9.8 6.6 65.6 6.6 9.8 - 100.0 

CMOs N 1 5 7 31 - 16 - 60 

% 1.7 8.3 11.7 51.7 - 26.7 - 100.0 

Pre- 
registration 
IMGs 

 
N 2 7 1 23 4 21 

 
1 

 
59 

% 3.4 11.9 1.7 39 6.8 35.6 1.7 100.0 
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When invited to comment about the supervision in their ED participants generated 
90 comments which were subsequently categorised into seven themes (Table 10). 
While the modal response indicated that adequate supervision was in place this 
represented just 38.9% of responses; other responses were either negative with 
regard to the level of supervision or identified potential for improvement with more 
senior staff. 
 
Table 10:  Number and percentage of responses about supervision in the ED 
according to identified theme.  
 
 Theme 
 
 

Frequency of 
responses 

 

Percentage 
of 

responses 

Adequate supervision processes in place 35 38.9 
Level of supervision decreases during unsocial shifts 14 15.6 
Other 10 11.1 

Supervision is dependent on service demands 10 11.1 

Supervision would improve with more senior medical staff 9 10.0 
Overall, Supervision is inadequate 7 7.8 

Supervision of pre-registration/middle level medical  officers is 
overlooked 

5 5.6 

 Total 90 100.0 

 
 
Some of the comments about supervision levels in the ED are listed below: 
 
The most common theme with regard to supervision was that an adequate supervision 
processes in place, with several respondents indicating that this was facilitated by a formal 
or team-based structure. For example: 
 
|:e{d R SZX 65' d` YRgZ_X d` ^R_j aV`a]V ^VR_d eYRe j`f YRgV e` XVe dTZV_eZWZT RS`fe dfaVcgZdZ`_, have 
djdeV^d R_U cf]Vd Z_ a]RTV #V)X) hY` Zd dfaVcgZdZ_X hY`' `_V dfaVcgZd`c Re R eZ^V$) ?`e aVcWVTe Sfe `\)} 
 
|HV eR\V dfaVcgZdZ`_ gVcj dVcZ`fd]j R_U YRgV `_]j cVTV_e]j cVgZdVU dfaVcgZdZ`_) HV _`h YRgV R daVTZWZT
person who has a very low patient load and as a result has a much more strengthened role in supervision 
and provision of advice and service. It is essential that the person who is in charge of the department and 
flow, has to provide a role where they have no significant patient load, it has taken a long time to get to 
eYZd Sfe hV RcV deRceZ_X _`h)} 
 
|LEYZd Y`daZeR]N Zd R_ ViTVaeZ`_ Z_ eVc^d `W eYV R^`f_e `W dfaVcgZdZ`_) >`de `eYVc a]RTVd : YRgV h`c\VU Re
don't have this level of supervision, it can sometimes slow things down things but by and large we are 
vigilant, if things get busy it is the first thing that suffers, if teaching is included under supervision then it 
Zd eYV WZcde eYZ_X e` dfWWVc' R_U eYVj ac`SRS]j U`_"e XVe eYV ]VgV] eYRe eYVj dY`f]U)} 
 
|HV YRgV R c`Sfde decfTefcV _`e UVaV_UV_e `_ Z_UZgZUfR]d)} 
 
|: eYZ_\ `fc eVR^ SRdVU decfTefcV Zd cVR]]j gVcj X``U' Secause there is always an accountable officer, I 
have worked in EDs where it is every man for themselves and the doctors can work reasonably 
independently without any one realising that know one is supervising them, so here it is a team based 
structure, the senior house officers are independent so it is the junior house officers and interns that need 
e` SV dfaa`ceVU)} 
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Several respondents felt that the level of supervision decreases during unsocial 
shifts: 
|EYV ^RZ_ ZddfV YVcV Zd eYRe `_ _ZXYe dYZWed eYV C>@d #V)X)' A8J Ĕ'ĕ'Ė) are less supervised than they should 
be)} 
 
|5fcZ_X eYV URj dYZWed LeYV 65N Zd hV]] dfaVcgZdVU' Re _ZXYe eZ^V eYVcV Zd R dfaVcgZdZ`_ ac`TVdd hYVcV R
consultant is on call but sometimes the PGY 2 are in the ED by themselves while there is only one other 
support available - Sfe Re eYV dR^V eZ^V eYRe aVcd`_ ^ZXYe SV Sfdj UVR]Z_X hZeY d`^VeYZ_X V]dV)} 
 
|?`e V_`fXY dfaVcgZd`cd R_U e`` ^R_j aV`a]V cVbfZcZ_X dfaVcgZdZ`_ R_d increasing number of people 
who require really close supervision with our staffing numbers decreasing weekends are a real problem. 
Consultant cover is not as good as it used to be and we don't have consultant cover during the entire 
hVV\V_U)} 

 
Others felt that supervision was dependent on service demands: 
|3VTRfdV `W eYV ]VgV] `W `gVcTc`hUZ_X Z_ eYV 65d R_U Z_TcVRdVU aReZV_e RTfZej' VgV_ eY`fXY hV ecj e`
provide large amounts of supervision, it is not consistent. We have a 30 minute rule: Junior staff have to 
discuss with senior staff within this time. Because of overcrowding, acuity etc this does not always 
YRaaV_)} 
 
|EYV 65 Zd d` Sfdj R_U hV RcV RTTVddVU S]`T\ d` eYV T`_df]eR_ed YRgV e` d`ce `fe eYV ^RZ_ aRce `W eYV 65
and supervise the flow so there really isn't enough time to adequately teach and supervise the junior 
medical staff, to give them the appropriate attention that each doctor deserves. It is very hard for a 
T`_df]eR_e e` cf_ R_ 65 R_U ecj R_U eVRTY d`^V`_V hYV_ Ze Zd RSd`]feV TYR`d)} 
 
|:e Zdflow dependent, when it is quiet the supervision is better. When busy and senior staff are distracted 
Sj ^f]eZa]V _fcdZ_X cVbfVded W`c RddZdeR_TV R_U Sj cVdfdTZeReZ`_ TRdVd `c gVcj f_hV]] aReZV_ed s eYV
supervision falls off because there is no designated person for supervision and people are left by 
themselves really, and this is were it falls down.. What happens during these times is that you have more 
access block because no decisions are being made or patients are given, what we would consider poor 
advice and the patients just vegetate for hours waiting for something to happen so you have to be very 
on the ball about grabbing junior doctors at times when it is busy and saying tell me in 5 word or less 
hYRe Zd YRaaV_Z_X R_U : hZ]] eV]] j`f hYRe e` U`)} 
 
 
 
5.3.2 Provision of feedback 
 
All ED Directors and DEMTs from sites that had interns indicated that interns  receive 
formal feedback during their ED rotation (Table 11). The majority (30/33, 91%) of 
emergency trainees and interns also agreed/strongly agreed that they receive 
feedback on their ED Rotation. This was also the case when analyses were restricted 
to interns only with 14/15 interns agreeing.  
 
Most ED Directors and DEMT agreed that PGY 2,3 or later, emergency trainees and 
where applicable, pre-registration IMGs receive formal feedback in the ED. Responses 
varied with regard to feedback provision to CMOs, slightly more disagreed/strongly 
disagreed that formal feedback was provided (23/61 37.7%) than those who 
agreed/strongly agreed (17/61, 27.9%) that feedback occurred (Table 11).  
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Table 11:  Number and percentage of ED Directors and DEMT  by level of agreement 
to statements indicating that feedback is provided to medical staff.  
 
 
Staff Type 

  
N 

 
Strongly 
disagree 

 
Disagree 

 
Neutral  

 
Agree 

 
Strongly 
agree 

 
N/A 

 
Don't 
Know 

 
Total 

Interns N 0 0 0 30 26 5 0 61 

% 0.0 0.0 0.0 49.2 42.6 8.2 0.0 100 

PGY 2, 3+ N 1 1 5 37 16 1 0 61 
% 1.6 1.6 8.2 60.7 26.2 1.6 0.0 100.0 

Advanced 
trainees 

N 0 0 0 25 30 6 0 61 
% 0.0 0.0 0.0 41.0 49.2 9.8 0.0 100.0 

CMOs N 4 19 3 15 3 14 0 58 
% 6.9 32.8 5.2 25.9 5.2 24.1 0.0 100.0 

Pre- reg. 
IMGs 

N 0 3 0 22 12 18 1 56 
% 0.0 5.4 0.0 39.3 21.4 32.1 1.8 100.0 

 
 
Seventy-five respondents provided a total of 95 responses regarding the ability to 
provide feedback to junior staff in the ED. These were categorised post-hoc into one 
of nine themes (Table 12). 
 
Table 12:  Number and percentage of responses regarding the ability to provide 
feedback to junior staff in the ED according to thematic content    
  

 Theme 
Number of 
responses 

Percentage of 
responses 

 Formalised/structured approach to feedback provision 

34 35.8 

  Informal Feedback provided 
1 1.1 

  Service requirements restrict ability to provide feedback  

10 10.5 

  Feedback concentrates on those who are not meeting 
standards 4 4.2 

  Feedback process in inadequate 14 14.7 

  Pre-registration/middle level medical staff are 
overlooked 

1 1.1 

  Good Feedback 23 24.2 

  Consultant driven feedback 4 4.2 
  Other 4 4.2 

  Total 95 100.0 
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The most common response regarding feedback to junior medical staff was that a 
formalised or structured approach is adopted for feedback provision:  
 
|hV YRgV R ^VVeZ_X `_TV R ^`_eY hYVcV R]] T`_df]eR_ed TR_ ac`gZUV WVVUSRT\ R_U R UVdZX_ReV
supervisors provides feedback in an interview as well- it is multi -sourced feedback which I think is quite 
X``U)} 
 
|HV YRgV R aVcW`c^R_TV ^R_RXV^V_e e``] eYRe Zd SVZ_X UVgV]`aVU Sj eYV 65 UZcVTe`c R_U eYV Y`daZeR]
d` VgVcjS`Uj Zd aVcW`c^R_TV ^R_RXVU R_U XVed WVVUSRT\)} 
 
|HV UZgZUV R]] ecRZ_VVd R_U _`_-trainees amongst the consultants so we have dedicated time in our 
admin time for feedback we discuss them at a senior meeting and it is then feedback to staff , mid term 
R_U V_U `W eVc^ RddVdd^V_e' Rd eYV 56>E : U` R]] `W eYV aV`a]V `_ eYV ecRZ_Z_X dTYV^V)} 
 
|HYat I do is a 360 degree assessment, I go to consultants, registrars, to get an appraisal and then I 
T`^SZ_V Ze e`XVeYVc R_U dZe U`h_ hZeY eYV [f_Z`c deRWW ^V^SVc e` ac`gZUV eYV^ hZeY eYV WVVUSRT\)} 

 
Several respondents also indicated that the quality of feedback provided was good: 
 
|8V_VcR]]j Ze Zd cVR]]j X``U' j`f XVe R ]`e `W Z_W`c^R] WVVUSRT\ Rd j`f X` R]`_X Sfe : XfVdd Rd aRce `W R_
internship you have to get a performance review every rotation, it depends on your consultant, mine has 
been really supportive and sort of sat down with me and said you have been really good, could improve 
YVcV R_U eYVcV' Sfe Ze hRd cVR]]j X``U)} 
 

Others felt the feedback process was inadequate or inappropriate: 
 
|EYVcV RcV _`e V_`fXY e``]d e` fdV W`c WVVUSRT\ R_U d` `_' : hould like more training about how to give 
feedback for staff, you can get frustrated in ED and just tell them off, people need to be trained and 
d\Z]]VU e` U` eYZd Z_ eYV cZXYe hRj} 
 
|:_dfWWZTZV_e- R]] eZVU fa hZeY eYV Z_dfWWZTZV_e deRWW _f^SVcd} 
 
I think eYV TfccV_e W`c^ Zd W]RhVU' eYV W`c^ Zd R UfWWVc' eYVcV RcV Ĕ ac`S]V^d, `_V Zd eYRe j`f U`_{e h`c\
with the same person every shift, the supervisors change all the time so what we have implemented over 
the last couple of years is for each JMO to have a mentor and they provide a commentary on how they 
perform at a departmental, interpersonal, documentational level and whatever else is required on the 
form.  This is a strategy to try and improve the sensitivity of the observations rather than having the 
direce`c eZT\Z_X W`c^d Re eYV V_U `W dV^VdeVc)} 
 
|: eYZ_\ eYRe R ]`e `W eYV WVVUSRT\ hYV_ hV cRZdV T`_TVc_d Zd ]Z\V R e``eY]Vdd eZXVc Z_ eYRe j`f cVacVdV_e
your concerns clinically and not a great deal is done about it, in that the system is not built to 
rehabi]ZeReV eYV W]Rhd `W ^VUZTR] deRWW d` eYV WVVUSRT\ TR_ SV R ]RcXV]j a`Z_e]Vdds ZW hV cRZdV R T]Z_ZTR]
concern or something which has not gone well then there is not a lot of support for these 
TZcTf^deR_TVd)} 
 

Some felt that service requirements restrict the ability to provide feedback:  
 
|:e{d ^RUV dZX_ZWZTR_e]j ^`cV UZWWZTf]e UfV e` dZX_ZWZTR_e `gVcTc`hUZ_X R_U RTTVdd S]`T\' d` Ze U`Vd Z^aRTe
on all of these things, supervision of medical staff in the ED, it has sort of far reaching impacts about 
workplace flow and work practices which I think impacts on all of those areas which I think would be the 
primary problem and while we have good set ups in regard to education and supervision, they are all 
made much  more difficult because of overcrowding and access S]`T\} 
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5.3.3 Education provided in the ED 
 
The majority of ED Directors and DEMT also either agreed or strongly agreed (83.6%) 
that interns attend formal education session in the ED. Similarly, most emergency 
trainees and interns also either agreed/strongly agreed (30/35; 88.2%) that they 
attend or attended such formal education sessions (Table 13). 
 
The majority (83.6%; 51/ 61) of ED Directors and DEMT agreed that PGY 2,3 or later 
attend formal education sessions in the ED.  They also mostly agreed or strongly 
agreed (53/61, 86.9%) that emergency trainees and pre-registration IMGs (32/56; 
57%) formal education. Responses regarding the provision of formal education for 
CMOs were mixed with the modal responses tending toward the negative (strongly 
disagree/disagree: 39.6%) (Table 13). 
 
Table 13:  Number and percentage of ED Directors and DEMTs by level of agreement 
to statements that that  formal education is provided in the ED to different medical 
staffing groups  
 
 
Staff Type 

  
N 

 
Strongly 
disagree 

 
Disagree 

 
Neutral  

 
Agree 

 
Strongly 
agree 

 
N/A 

 
Don't 
Know 

 
Total 

Interns N 1 4 0 25 26 5 0 61 
% 1.6 6.6 0.0 41.0 42.6 8.2 0.0 100.0 

PGY 2, 3+ N 0 6 3 31 20 1 0 61 
% 0.0 9.8 4.9 50.8 32.8 1.6 0.0 100.0 

Advanced 
trainees 

N 0 2 0 25 28 6 0 61 
% 0.0 3.3 0.0 41.0 45.9 9.8 0.0 100.0 

CMOs N 6 17 3 17 1 14 0 58 
% 10.3 29.3 5.2 29.3 1.7 24.1 0.0 100.0 

Pre- reg. 
IMGs 

N 0 5 0 22 10 18 1 56 
% 0.0 8.9 0.0 39.3 17.9 32.1 1.8 100.0 
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Most participants disagreed/strongly disagreed (68.4%) that interns in the ED are 
used as service providers with little attention being p rovided to their learning needs 
(Figure 5). 
 

 
Figure 5:  Percentage of participants by level of agreement to the statement,  
|Interns are used as service providers with little attention to their learning needs} 
 
 
 
ED Directors and DEMTs were also asked whether they thought that other staffing 
groups were considered as service providers with little attention being given to their 
learning needs. Most ED directors and DEMT disagreed with this sentiment with 
regard to PGY 2,3 or later (65%), emergency trainees (64%) and pre-registration IMGs 
(50%). By contrast, results for CMOs were mixed with a slight trend towards 
agreement that CMOs were used as service providers with little attention to their 
learning needs (Table 14). 
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Table 14:  Number and percentage of ED Directors and DEMT by level of agreement 
to statements that specific staff  are used as service providers with little attention to 
their learning needs  
 
 
Staff type 

  
N 

 
Strongly 
disagree 

 
Disagree 

 
Neutral  

 
Agree 

 
Strongly 

agree 

 
Not 

applicable 

 
Total 

PGY 2, 3 or 
later  

6 30 9 11 3 1 0 60 
10.0 50.0 15.0 18.3 5.0 1.7 0.0 100.0 

Emergency 
trainees 

11 35 4 3 2 6 0 61 

18.0 57.4 6.6 4.9 3.3 9.8 0.0 100.0 
CMOs 3 8 9 18 6 14 0 58 

5.2 13.8 15.5 31.0 10.3 24.1 0.0 100.0 
Pre- 
registration 
IMGs 

4 22 6 2 3 18 1 56 

7.1 39.3 10.7 3.6 5.4 32.1 1.8 100.0 

 
 
When asked whether they had any comments about education in the ED, 100 
responses were generated by participants. These were classified into nine themes, 
the most common suggesting that structure or formal approaches to education were 
present (Table 15). 
 
 
Table 15:  Number and percentage of  responses regarding education in the ED  
according to thematic content  
 

Themes N % 

Structured/formal approach to education for ED staff 28 28.0 
Adequate education program 19 19.0 
Education is dependent on service requirements 15 15.0 

Inadequate education opportunities  12 12.0 
Other 10 10.0 
Education program could be improved 8 8.0 
The education requirements for middle to senior staff are overlooked 4 4.0 

Formal and informal education provision 3 3.0 
Informal Education only 1 1.0 
 
Total 

100 100.0 

 
Some of the responses comments regarding education are provided verbatim below. 
 
The most common themes related to a structure or formal approach being present: 
 
|HV YRgV 65 TRdV acVdV_eReZ`_d' XcR_U c`f_Ud hZeY f_Z R_U daVTZWZT 65 eVRTYZ_X ac`gZUVU Sj ^V `c
R_`eYVc T`_df]eR_e) :e TR_ SV SVeeVc Sfe hV YRgV d`^VeYZ_X d`]ZU Z_ a]RTV} 
 
|He have a very structured education program with dedicated and protected teaching time for registrars 
and Senior house officers and we have daily half hour intern training before every shift, each morning. So 
the night and day team get education sessions} 
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|EYVj eR\V fd VgVcj URj Re eYV dR^V eZ^V Z_ eYV RWeVc_``_ R_U hV XVe W`c^R] eVRTYZ_X eYV cVXZdecRcd RcV
\VV_ e` eVRTY hYV_ eYVj XVe eYV TYR_TV)} 
 
|HV YRgV R W`c^R]ZdVU VUfTReZ`_ decfTefcV hYZTY Zd UV]ZgVcVU f_UVc eYV XfZUR_TV `W R 56>E hYZTY Zd
very reliable and it is being adhered to and we believe that the education structure that we offer is 
crucial to our survival as an ED. We place a very high priority on such a structured education proviso. This 
is one of the things that gives us an advantage for the recruitment of quality junior staff, to be able to do 
this you have to have the ability to provide quality education, it has to be structured, consistent and 
SVZ_X UV]ZgVcVU Z_ R hRj eYRe eYVj TR_ cV]j `_ R_U eYRe Zd Z^a`ceR_e e` fd)} 
 

Several interviewees reported that an adequate system was in place: 
  
|RgRZ]RS]V ZW j`f ]``\ W`c Ze' j`f YRgV e` Rd\ W`c Ze, eYVcV RcV hVV\]j VUfTReZ`_ dVddZ`_d} 
|Z_ XV_VcR] Ze Zd X``U' R_ 65 hYVcV T`_df]eR_ed R_U cVXZdecRcd eR\V cVda`_dZSZ]Zej W`c VUfTReZ`_' Ze Zd aRce
of thV Tf]efcV} 

 
Some felt that education was dependent on service requirements: 
|RU Y`T R_U decfTefcVU UVaV_UV_e `_ Y`h Sfdj j`f RcV e` SV RS]V e` XVe RhRj' eYV W`c^R] eVRTYZ_X hRd
average to poor but the bedside ad-Y`T `aa`cef_ZeZVd W`c eVRTYZ_X hVcV X``U)} 
 
|hV YRgV W`c^R] VUfTReZ`_ dVddZ`_d' Sfe YRcU e` ^R\V Ze e` eYV^ SVTRfdV `W dYZWe h`c\ #_ZXYed$' d` j`f
TR_ `_]j ReeV_U R WVh VRTY c`eReZ`_} 
 
|EYV ZddfV Zd dVcgZTV ac`gZdZ`_+ XVeeZ_X aV`a]V `WW eYV W]``c W`c ac`eVTeVU eVRTYZ_X eZ^VshYV_ : X`e YVcV
there was no protected formal teaching at all so we implemented 4hrs a week of paid protected time but 
we found that it bit into the roster so dramatically, so this has been incredibly problematic and very 
UZWWZTf]e)} 
 
|6UfTReZ`_ Z_ eYV 65 YRd R]hRjd SVV_ R_ ZddfVin terms of it conflicting with floor time and the hospital 
YRU _`e dfaa`ceVU eYZd SVTRfdV `_TV j`f eR\V aV`a]V `WW eYV W]``c Ze T`ded e`` ^fTY ^`_Vj VeT)} 
 
|6UfTReZ`_ YRd SVV_ T`^ac`^ZdVU SVTRfdV `W eYV h`c\ ]`RU' R ]`e YRd SVV_ TR_TV]]VU Z_ aRceZTf]Rc
bedside education does not happen because of the work load. We get the work the work done as quickly 
as possible without teaching staff why decisions have been made, this avoids disasters but we have not 
been able to provide education to senior staff, educatZ`_ Zd R ]fifcj e` eYV^)} 
 
 
5.3.4 Contribution to shifts during un -social hours4 
 
The majority (37/61, 61%) of ED Directors and DEMTs also disagreed/strongly 
disagreed that interns do  more than their fair share of unsocial hours, in comparison 
to other groups of medical staff (Table 16). In contrast, just over half of emergency 
trainees and interns agreed/strongly agreed that they do more than the ir fair share 
of unsocial hours (Figure 6). 
 

                                                
4
 For the purpose of the study unsocial hours refer to shifts that occur outside of normal business hours, in 

particular  night and weekend shifts. 
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Table 16: Number and percentage of ED Directors and DEMTs by level of agreement 
to statements that particular staffing groups do |more than their fair share of 
unsocial hours}.  
 
Staff type 

 
N 

 
Strongly 
disagree 

 
Disagree 

 
Neutral  

 
Agree 

 
Strongly 

agree 

 
N/A 

 
5`_{e
Know 

 
Total 

Interns N 5 32 6 9 4 5 - 61 
% 8.2 52.5 9.8 14.8 6.6 8.2 - 100 

PGY 2, 3 or 
later  

N 2 27 4 16 11 1 - 61 
% 3.3 44.3 6.6 26.2 18.0 1.6 - 100 

Emergency 
trainees 

N 0 21 11 15 8 6 - 61 
% 0.0 34.4 18.0 24.6 13.1 9.8 - 100 

CMOs N 4 20 4 13 3 14 - 58 
% 6.9 34.5 6.9 22.4 5.2 24.1 - 100 

Pre- 
registration 
IMGs 

 
N 1 23 2 8 3 18 

 
1 56 

% 1.8 41.1 3.6 14.3 5.4 32.1 1.8 100 

 
 

Figure 6:  Percentage of emergency trainees and interns by level of agreement to the 
statement, |I do more than my fair share of unsocial hours in the ED (e.g. nights and 
weekends$} 
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ED Directorsz and DEMTsz opinions varied regarding the over allocation of shifts 
involving unsocial hours to other staff to PGY 2,3+, emergency trainees, and CMOs. 
Most (24/ 43) of those ED Directors and DEMT that  had pre-registration IMGs on staff, 
disagreed that this staffing group do more of their fair share of unsocial hours (Table 
10).  
 
 
 
5.3.5 Intern emergency rotation  
 
Most study participants either agreed or strongly agreed that the ED rotation should 
remain compulsory for full general medical registration  (Figure 7). Consistent with 
this, the majority (14/15, 93%) of participating interns disagreed or strongly 
disagreed that the ED rotation was not necessary for their training needs and the 
majority (16/18,89%) of registrars agreed that the ED rotation was a valuable 
learning experience for interns (Appendix C, Table C4). 
 

 
Figure 7:  percentage of participants by level of agreement to the statement, |The ED 
rotation should remain compulsory for full general medical registration}) 
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While opinions varied amongst ED Directors and DEMTs about whether interns arrive 
in the ED adequately prepared by their medical course, the trend was negative with  
just over 40% disagreeing with this sentiment. Although most (9/15, 60%) 
participating interns felt that they were adequately prepared by their medical degree 
for the ED rotation, more than half  (9/15) disagreed that they were ready for 
internship in the ED at the completion of their ED rotation as medical students (Table 
17). 
 
Table 17.  Number and percentage of Directors, DEMT or interns by level of 
agreement to statements regarding readiness for rotations.   
 
Statement strongly 

disagree 
disagree neutral  agree strongly 

agree 
N/A Total 

Interns arrive 
adequately 
prepared by their 
medical course to 
work in ED+ 

 
6 

 
21 

 
10 

 
18 

 
1 

 
5 

 
61 

 
 

9.8 

 
 

34.4 

 
 

16.4 

 
 

29.5 

 
 

1.6 

 
 

8.2 

 
 

100 
At the completion 
of my ED rotation, 
as a medical 
student I felt ready 
for internship in 
the ED* 

 
 
3 

 
 
6 

 
 
0 

 
 
4 

 
 
0 
 

 
 
2 

 
 

15 

 
20 

 
40 

 
0 

 
26.7 

 
0 

 
13.3 

 
100 

My medical degree 
prepared me 
adequately for the 
ED rotation* 

 
1 

 
3 

 
2 

 
8 

 
1 

  
15 

 
6.7 

 
20 

 
13.3 

 
53.3 

 
6.7 

  
100 

*interns only 
+ ED Directors and DEMT only 

  

  
5.3.6 Access to services for junior medical staff 
 
Opinions about the level of access to hospital educators such as Medical Education 
Officers varied, with few participant s indicating th at the standard was very good or 
excellent  (Figure 8). A large number (23/95, 15.6%) of interviewees indicated that  
junior  medical staff do not have access to hospital education officers (as indicated by 
responding not applicable). 
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Figure 8:  Percentage or participant s by rating of perceived junior medical staff 
access to hospital education offi cers 
 
 
 
The majority of participants felt that junior medical staff had access to ED clinical 
medical educators to a standard bQ^WY^W RUdgUU^ {W__T|and {UhSU\\U^d|.  While a 
large proportion of participants indicated a lack of access to clinical medical 
eTeSQd_bc c`USYVYS d_ dXU 54 "Qc Y^TYSQdUT Ri bQdY^W {^_d Q``\YSQR\U|#& the majority of 
those that did rated access to these educators as ranging between good and 
excellent (Figure 9). Of those that responded ŷ _d Q``\YSQR\Uz to rating access of 
junior medical staff to hospital medical educators, nine (9% of total participants) also 
responded ŷ _d Q``\YSQR\Uz to ED clinical educators suggesting a lack of access to 
either. 
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Figure  9:  Percentage of participant s according to rating s of perceived junior medical 
staff access to ED clinical medical educators. 
  
 
Perceived access to support services (pastoral, administrative, human resources) by 
junior medicals staff was rated to be between poor and fair by the majority of 
participants (Figure 10). 
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Figure 10:  Percentage of participant s by rating  of perceived junior medical staff 
access to support services (administration, human resources, and other supports). 
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5.4 Undergraduate medical teaching in emergency departments 
 
Approximately half  of ED Directors and DEMTs (49.2%; 30/61) indicated that there 
was a shared curriculum in place between hospital campuses in emergency medicine 
(Appendix C, Table C5). Based on ED Director and DEMT reports, the median number 
of weeks that medical students are formally attached to their ED was 5 (IQR: 3-7.5).  
The majority (43/61 ; 70.5%) of ED Directors and DEMTs, however agreed that the 
existing ED rotations for medical students were too short (Appendix C, Table C6). The 
median number of students allocated per rotation was 4 (IQR: 2-7.25). 45.9% (28/61) 
Directors and DEMT also indicated that medical students appear in the ED when they 
are not doing their formal ED rotation  (Appendix C, Table C7).  
 
Supervision responsibilities and provision of tutorials for medical students primarily 
fall to ED consultants (Tables 18 and 19). 
  
Table 18:  Number and percentage of responses and respondents according to who is 
perceived to be responsible for the supervision of medical students  in the ED 

Staff Type N 
Percentage of  

total responses (N=147) 
Percentage of total 
respondents (N=95) 

Registrars 19 12.9 20.0 

Consultants 43 29.3 45.3 

CMOs 5 3.4 5.3 

Academics 2 1.4 2.1 

 
 
 
Table 19:  Number and percentage of responses and respondents according to which 
staffing group is perceived to be responsible for providing tutorials to medical 
students  in the ED 

Staff Type N 
Percentage of  

total responses (N=247) 
Percentage of total 
respondents (N=95) 

Registrars 11 7.5 11.6 

Consultants 45 30.6 47.4 

CMOs 4 2.7 4.2 

Academics 11 7.5 11.6 

Not applicable 1 1.7 1.1 
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With regard to the distribution of payments for having medical students in the ED, 
the modal response suggested that ED directors were unaware of the way allocation 
of funds occurred (Table 20).  
 
Table 20:  Number and percentage of ED Director and DEMT responses and 
respondents by perceived distribution of payment for having medical students in the 
ED  

Staff Type 
N 
 

Percentage of 
total responses (N=147) 

Percentage of total 
respondents (N=61) 

Don't know  21 14.3 34.4 

Hospital 16 10.9 26.2 

No payment 8 5.4 13.1 

ED Staff 7 4.8 11.5 

Other 7 4.8 11.5 

Clinical school 3 2 4.9 

Supervising GP 3 2 4.9 

University 2 1.4 3.3 

  
The majority of all study participants  disagreed  or strongly disagreed (78.9%)  that 
with in their current resources, they would welcome a 70% increase in Medical 
students (Figure 11). However, most indicated that they would agree or strongly 
agree (68.4%)  to welcoming 70% more medical students if specific resources were 
allocated (Figure 12).  
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Figure 11:  Percentage of participants by level of agreement to the statement |With 
the current ED resources I would welcome increasing the number of medical students 
by 70%}.  
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Figure 12:  Percentage of participants by level of agreement to the statement |With 
specific resource allocation, I would welcome increasing the number of medical 
students by 70%}. 
 
Most participants disagreed or strongly disagreed (50/95; 53) that medical student 
rotations should be avoided in the absence of specific teaching resources (Table 21). 
Many qualified their opinion by indicating that despite the frustrations  caused by 
lim ited resources, the ED rotation remains important  for medical sdeTU^dzc \UQb^Y^W. 
Further, the majority (74.8%) of participants supported the concept of having a 
specific educator for medical students in the ED (Table 21). 
 
Table 21:  Number and percentage of participants by level of agreement to 
statements regarding educational resources for medical student ED Rotations 

 Statement   
Strongly 
disagree Disagree Neutral  Agree 

Strongly 
agree Total 

Unless specifically 
resourced to teach and 
supervise them, medical 
defUV_ed dY`f]U_{e U` R_
ED rotation 

n 4 46 11 26 8 95 

% 4.2 48.4 11.6 27.4 8.4 100.0 

A specific educator in the 
ED for medical students is 
required 

n  0 15 9 51 20 95 

%  0.0 15.8 9.5 53.7 21.1 100.0 
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Most Emergency trainees and interns indicated that t hey play or will play an active 
role in teaching medical students in the ED, with 76% (25/33) agreeing with this 
notion  (Appendix C, Table C8). Figure 13 presents the mixed opinions of these interns 
and  emergency trainees about whether or not they have enough time to actually 
teach medical students in the ED.    
 
 
 
 

Figure 13: Percentage of emergency trainees and interns by level of agreement to 
the statement, |: WVV] : YRgV V_`fXY eZ^V e` eVRTY ^VUZTR] defUV_ed Z_ eYV 65}Figures 
14 and 15 present the mixed opinions of these medical staff about whether or not 
they have enough time to actually teach medical students in the ED}.    
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Figure 14:  Percentage of ED Directors and DEMTs by level of agreement to the 
statement |There is little time to attend to the learning needs of medical students in 
eYV 65} 
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Figure 15:  Percentage of emergency t rainees and intern s by level of agreement to 
the statement  |There was little time for the ED doctors to attend to the learning needs 
of medical students in the ED} 
 
 
 
All but one of the participating ED Directors and DEMTs either agreed or strongly 
agreed that medical students seem to enjoy their ED rotation. Most (49/61, 80.3%) 
disagreed/strongly disagreed that medical students detract from pat ient care 
(Appendix C, Table C6). In reflecting on their ED rotation when they were medical 
students most Emergency Trainees and Interns (Australian graduates only) agreed or 
strongly agreed that they enjoyed the ED rotation (Figure 16).  Respondents for 
whom this statement was ynot applicablez completed their under-graduate study 
outside of Australia. 
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Figure 16:  Percentage of emergency trainees and interns by level of agreement to 
the statement, |As a medical student I enjoyed the ED rotation} 
 
 
 
A clear majority of Directors and DEMTs indicated that they disagreed or strongly 
disagreed (78.7%) that they received regular feedback or contact from Universities 
QR_ed ]UTYSQ\ cdeTU^dcz 54rotations (Appendix C, Table C6). 
 
Close to half (29/61) of ED Directors and DEMTs disagreed that medical students 
received feedback at the end of their ED rotation (Appendix C, Table C6). Amongst 
emergency trainees and interns that completed an ED rotation as a medical student 
in Australia, most reported receiving feedback (16/23; Appendix C, Table C9). Of this 
same group of participants all but one disagreed or strongly disagreed that, when 
they were doing undergraduate rotations, there was a designated area or facility 
allocated to medical students in the ED (Appendix C, Table C9). Half of this group of 
medical staff disagreed or strongly disagreed that they felt ready for an internship in 
the ED at the completion of their ED rotation as a medical student (Appendix C, Table 
C9). 
 
While most emergency trainees and interns agreed/strongly agreed that they felt 
welcomed by doctors in the ED as a medical students (13/23) (Appendix C, Table C9), 
the same proportion disagreed/strongly disagreed that they felt welcomed by 
nursing staff during this time ( Appendix C, Table C9). A similar number 

 

Not applicable Strongly Agree Agree Feel neutral Disagree 

P
a

rt
ic

ip
a
n

ts
 (

%
) 

40 

30 

20 

10 

0 

29.4 

20.6 

32.4 

8.8 8.8 



Emergency Capacity Assessment Study 

 

54 

 

agreed/strongly agreed (14/25) that they felt in the way as a medical students in the 
ED (Appendix C, Table C9). 
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5.5 Opinions on having 70% more interns in Australian emergency 
departments 
  
5.5.1 The impact of a having 70% more interns in the ED 
According to reports from ED Directors (DEMTs excluded from analysis), the median 
{^e]RUb _V Y^dUb^c|typically placed at participating EDs was 5 (IQR 3-7).  Four 
reported having no interns while Directors from four  centres reported having 10 or 
more (Figure 17). 
 

 
Figure 17: Distribution (%) of the number of interns presently undertaking a rotation 
in the ED  as reported by ED Directors. 

 
The majority of participants either disagreed or strongly disagreed (64/95, 67.4%) 
that they would like to have 70% more interns in their ED (Figure 18). Most of the ED 
Directors and DEMTs disagreed/strongly disagreed (43/61, 70.5%) that 70% more 
interns could be absorbed into the ED without problems.  Consistent with this, t he 
majority of participating emergency trainees and interns either strongly 
disagreed/disagreed (29/34, 85%)  that 70% more interns would not affect their ED 
experience.  
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Figure 18:  Percentage of participants by level of agreement to the statement, |I 
would like to have 70% more interns in the ED.} 
 
 
 
Participants were asked to indicate what percentage increase in interns the ED would 
be able to manage without making any changes. The median response of all 
participants was 25% (IQR=0-37.5). Responses were fairly consistent across staffing 
groups (ED Directors and DEMTs: median=25 IQR=0-36; emergency trainees:  
median=22.5 IQR=0-34; interns: median=25 IQR=25-50). 
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Participants from EDs located in provincial settings nominated a preference for a 
greater increase in interns compared to  those from EDs in the city metropolitan area . 
There was, however a substantial degree of variability in this data (Table 22). 
 
Table 22:  Median (IQR) percentage increase in intern number s by setting that would  
be able to be managed in the ED without making any changes. 
 

ED Setting Median (IQR) 

City 25 (0-43) 

  

Metropolitan  20 (0-25) 

  

Provincial 27.5 (6.25-70) 

 
While the data obtained according to region were variable due to the low sample 
size, the trend was that fewer interns could be managed in Queensland and New 
South Wales when compared to other regions (Table 23).  
 
Table 23. Median (IQR) percentage increase in interns that could be managed 
without making changes as perceived by participants. 
 
STATE Median (IQR) 

ACT 25 (10-50) 
NSW 5 (0-25) 
QLD 0 (0-25) 
SA 25 (0-37.5) 
NT 26.25 (18.75-50) 
VIC 37.5 (25-70) 
WA 27.5 (0-100) 
TAS 25 (10-85) 

 
 
Since approximately 30% of participating EDs had fewer than four interns, subgroup 
analyses were undertaken for the percentage of interns that could be accepted based 
on the current number of interns. The (median) percentage increase considered 
acceptable was fairly consistent for those with fewer than six interns  (Table 24). 
 
Table 24. Median % increase in interns that could be accepted without changes to ED 
according to pre-existing numbers of interns 
 
Current Number of interns Median (IQR) [%] 

0 25 (0-29) 
1-3 25 (0-100) 
4-6 26.25 (3.25-65) 
7-9 5 (0-21.25) 
10_ 0 (0-25) 

 
 



Emergency Capacity Assessment Study 

 

58 

 

Most parti cipants were negative about the impact that increasing interns would 
have on the standard of care provided in the ED. The majority either disagreed or 
strongly disagreed (70/95, 73.7%) that having more interns in the ED would  decrease 
the total time patien ts spend in the ED (Appendix C, Table C10). Further, the majority 
of participants either agreed or strongly agreed (71/94, 75.5%)  that having more 
interns in the ED would  actually slow down processes in the ED due to their 
supervisory and orientation requirements (Appendix C, Table C10).  While most 
(57.4%)  disagreed that having 70% more interns in the ED would  decrease the time 
patients wait to be seen by a doctor, several respondents were in agreement with 
this notion  (Figure 19). 
 
 

 
Figure 19:  Percentage of interviewees by level of agreement with the statement, 
|Having 70% more interns will decrease the time patients wait to be seen by a doctor} 
 
 
 
The majority of participants  agreed (76.8%) that it would  be difficult to cope with the 
increase of 70% more interns with existing support staff (for example, 
administration, human resources, pastoral care and other supports) (Appendix C, 
Table C10). 
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More than half the interviewees disagreed (67/95, 70.5%) that 70% more interns 
would improve the standard of care provided in the ED (Appendix C, Table C10).  It 
was felt that increasing interns would not solve medical resource problems, with  the 
majority of participants disagreeing (43/95, 45.3%) or strongly disagreeing (38/95, 
40%)  that such issues could be solved through increased intern numbers (Appendix 
C, Table C10). 
 
Most respondents disagreed ({strongly disagree|, {disagree|) or were neutral  when 
`bUcU^dUT gYdX dXU cdQdU]U^d dXQd {XYWX deb^_fUb will negatively impact on team 
building  Y^ dXU 54| (Figure 20). 
 
 

 
Figure 20:  Percentage of interviewees by level of agreement with the statement, 
|The high turnover of interns will impact negatively on team building in the ED}. 
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The impact of an increased number of interns on the learning experiences of junior 
staff w as explored. Opinions were polarised regarding the impact of having 70% 
more interns on internsz exposure to clinical cases (Table 25).  By contrast, 
participants were more likely to agree/stro ngly agree (56/95, 58.9%) that the 
increase in interns would  decrease internsz exposure to procedures. Having 
insufficient patients to provide learning experiences for interns did not appear to be 
a concern for ED Directors and DEMTs; the majority disagreed that more patients 
would  be required to maintain the learning experience for medical staff at current 
levels (33/61, 54.1%; Figure 21). 
 
The majority of participants agreed or strongly agreed that it would be difficult to 
cope with the increase of 70% more interns with existing educational staff (Figure 
22).  
 
 
Table 25: Number and percentage of participants by level of agreement to 
statements that having 70% more interns would  significantly decrease interns{ 
exposure to clinical cases and procedures.  
 

  

N strongly 
disagree disagree neutral  agree 

strongly 
agree 

Not 
applicable Total 

 
Clinical 
cases 
  

 
n 

4 36 15 30 7 3 95 
% 4.2 37.9 15.8 31.6 7.4 3.2 100 

 
 
Procedures 
  

 
 

n 1 27 8 45 11 3 95 
% 1.1 28.4 8.4 47.4 11.6 3.2 100.0 
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Figure 21: Percentage of ED Directors and DEMT by level of agreement to the 
statement,  |more patients will be required to maintain the learning experiences for 
staff})  
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Figure 22: Percentage of participants by level of agreement to the statement, |It will 
be difficult to cope with the increase of 70% more interns with existing educational 
staff} 
 
The data presented in Table 26 indicates that participants felt  that the supervision of 
increased numbers of interns would be an issue. Most participants either strongly 
agreed or agreed that it would  be difficult for existing numbers of consultants and 
registrars to supervise 70% more interns (Consultants: 76/95, 80%; Registrars: 81/95, 
85.2%). 
 
Table 26: Number and percentage of participants by level of agreement to the 
deReV^V_ed |:e h`f]U SVdifficult for the existing number of consultants / registrars to 
supervise 70% more interns} 
 
Supervising 
staff  N Disagree neutral  agree 

strongly 
agree 

Not 
applicable 

Don't 
know Total 

Consultants 
n 11 4 31 45 3 1 95 
% 11.6 4.2 32.6 47.4 3.2 1.1 100 

Registrars 
n 10 9 31 40 5 0 95 
% 10.5 9.5 32.6 42.1 5.3 0.0 100 
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Figure 23 demonstrates participantsz opinions as to whether the increase in interns 
would have adversely affect the teaching of medical students. Opinions were varied 
although the majority  agreed that this would  be the case. 
 

 
Figure 23: Percentage of participants by level of agreement to the statement, |With 
70% more interns medical student teaching will be adversely affected}. 
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5.5.1 The impact of having 70% more medical students in the ED 
 
Most ED Directors and DEMT were of the opinion that they would not be able to 
sustain an increase of 70% more medical students rotating through their 
department .  Seventy-seven percent (47/61 ) either disagreed or strongly disagreed 
that th ey would be able to increase the number of students per rotation in 
emergency medicine by 70% without difficulty (Table 27). Similar results were 
obtained with regard to the  ability to increase the number of rotation s per year of 
medical students by 70% (Table 27). 
 
 
Table 27: Number and percentage of ED Directors and DEMTs by level of agreement 
to statements regarding the ability  to increase medical student numbers and 
rotations . 

 
 
 
In reflecting on their experiences as medical students in the ED, half of the 
Emergency Trainee and Intern respondents disagreed or strongly disagreed (17/34, 
50%) that a hypothetical increase in medical student numbers of 70% per ED rotation 
would not affect  learning experiences (Figure 24).   
 

 Statement N 
strongly 
disagree disagree neutral  agree 

strongly 
agree 

Not 
applicable 

5`_{e 
Know Total 

We would be able 
to increase the 
number of students 
per rotation in 
emergency 
medicine by 70% 
without difficulty  

 
 

n 17 30 1 10 1 1 1 61 

% 27.9 49.2 1.6 16.4 1.6 1.6 1.6 100 

We would be able 
to increase the 
number of rotations 
per year of medical 
students by 70% 
without difficulty  

 
 

n 17 30 1 10 1 1 1 61 

% 27.9 49.2 1.6 16.4 1.6 1.6 1.6 100 
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Figure 24: Percentage of emergency trainees and interns by level of agreement to 
eYV deReV^V_e' |We could have increased the number of students per rotation in the 
ED by 70% without affecting my learning experience} 
 
 
ED Directors and DEMT also mostly felt that this increase would affect their ability to 
take on medical elective students (agreed/strongly agreed: 47/60; 78%) and 
Australian Medical Council (AMC) observers (agreed/strongly agreed: 70%; 42/60). 
(Table 28). 
 
 
Table 28: Number and percentage of ED Directors or DEMT by level of agreement of 
statements suggesting that the increased numbers of interns would affect  the ability 
to take on  medical elective students and AMC observers in the ED 
 
 Visitor/staff    Strongly 

disagree 
disagree neutral  agree strongly 

agree 
N/A 5`_{e

Know 
Total 

Medical 
elective 
students 

N 0 9 3 36 11 1 0 60 

% 0.0 15.0 5.0 60.0 18.3 1.7 0.0 100 

Australian 
Medical 
Council 
Observers 

 
N 0 1 4 30 12 11 2 60 

% 0.0 1.7 6.7 50.0 20.0 18.3 3.3 100 
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5.6 Requirements for accepting 70% more interns in Australian emergency 
departments 
 
Participants were asked about what changes they thought  would be required if they 
were to accept 70% more interns into the ED in which they direct or work within.  
While  equipment and infrastructure changes were rated as being important, human 
resource requirements were rated as having greater importance. 
 
5.6.1 Equipment and infrastructural adjustments  
  
All participants were asked to indicate which changes they thought would be 
importa nt to make if their was an increase in interns in the ED.  Participants 
indicated that changes to the ED set-up such as changes that would allow for more 
space for staff facilities and more desk space were important, with 17/94 (18.1%) 
participants indicat ing that th ese changes would be essential (Table 29). 
 
Findings were similar with regard to the changes to equipment that would be 
required to if there was to be a 70% increase in interns. Most participants felt that 
more telephones would be important (32/ 94, 34%) or somewhat important (20/94, 
21.3%) to better manage the increase numbers of interns. Participants felt that more 
computers was of greater importance with most participants indicating that the 
though that more computers would either being importa nt (34/94, 36.2%)  or very 
important (20/94, 25.5%; Table 29).  
 
Table 29: Number of participants be level of agreement that specific equipment and 
infrastructural adjustments are required if there is to be an increase in interns  
 

  N Unimportant  
Somewhat  
important  Important  

Very 
important  Essential N/A Total 

More space 
for staff 
facilities*  

 
n 8 15 41 10 17 3 94 

% 8.5 16.0 43.6 10.6 18.1 3.2 100 
More desk 
space 

n 13 8 32 22 17 2 94 

% 13.8 8.5 34.0 23.4 18.1 2.1 100 
More 
telephones 

n 14 20 32 17 9 2 94 

% 14.9 21.3 34.0 18.1 9.6 2.1 100 
More 
computers 

n 7 11 34 24 16 2 94 

% 7.4 11.7 36.2 25.5 17.0 2.1 100 

*participants were given the example of  lockers and tearooms. 

 
5.6.2 Human resource adjustments 
ED Directors and DEMTs were asked to consider what changes would be required to 
their current roster if they were to have a 70% increase in interns. Table 30 
demonstrates that while some of the participating ED Directors and DEMTs agreed 
that no changes will be required, most felt  that changes would  be required to the 
rostering of other junior staff.  While the level of agreement varied, most ED 
Directors and DEMTs disagreed that numbers of non-ED trainees rotating through 
the ED would  have to be decreased. The majority of participating ED Directors and 
DEMT also strongly disagreed/ disagreed (35/61, 57.3%)  that CMOs would be 
replaced by interns if the number of interns increased by 70% (Table 30). 
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Table 30: Level of agreement about the human resource adjustments that may be 
required if there is an increase in the number of interns 
 

  N 
Strongly 
disagree Disagree Neutral  Agree 

Strongly 
agree N/A 

5`_{e
Know Total 

No changes will be 
required to other 
junior staff for us to 
take 70% more 
interns 

n 5 29 4 18 1 2 2 61 

% 8.2 47.5 6.6 29.5 1.6 3.3 3.3 100.0 

We may have to 
decrease the number 
of these non ED 
trainees rotating 
through our 
department if we 
take 70% more 
interns 

n 13 22 4 14 1 6 1 61 

% 21.3 36.1 6.6 23.0 1.6 9.8 1.6 100.0 

Career Medical 
Officers maybe 
replaced by interns if 
there are 70% more 
interns 

n 21 20 2 0 2 16 0 61 

% 34.4 32.8 3.3 0.0 3.3 26.2 0.0 100.0 

 
 
It was however evident that many participants were of the opinion that it was either 
essential or very important to have more consultants and emergency registrars 
providing adequate supervision for the increased numbers of interns (Table 31). 
Participant felt that it was of lesser importance to have more nursing staff to provide 
this support (Table 31). 
 
Participants were also of the opinion that more non-clinical time allocated for staff 
who are required to assess interns would be important to cope with an increased 
number of interns, with the majority of participants indicating that this change 
would be either important or very important ( 57/94 , 60.6%). Similarly, the majority 
of participants  felt that a specific ED clinical intern supervisor or educator would be 
more than important in adjusting for such an increase in interns with several 
respondents considering this essential ( Table 31). 
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Table 31: Human adjustments required if there was to be an increase in interns by 
level of importance 

 
 
One-hundred and two responses were provided when asked what adjustments 
would be required to accept 70% more interns. Thematic analyses placed these 
responses into ten themes, the most common relating to a change in staffing 
balance between supervisors and interns (Table 32). 
 
Table 32: Number and percentage of responses provided by participants when asked 
to specify adjustments that would be required to accept 70% more interns. 
 

Theme N 
Percentage of 

responses 

 A staffing balance between supervising staff and interns 37 36.3 

 Infrastructure  changes to the ED to improve 21 20.6 

  Appropriate resources to support such an increase 8 7.8 

  A dedicated intern supervisor/educator 7 6.9 

  More interns could not be accommodated 7 6.9 

  Other 7 6.9 

  Revised staffing models 6 5.9 

  No changes would be required 5 4.9 

  Protected teaching time 3 2.9 

  Improved demand management 1 1.0 

  Total 102 100.0 

 

Statement Unimportant  
Somewhat 
Important  Important  

Very 
Important  Essential N/A Total 

More Emergency 
Consultants to 
provide adequate 
supervision 

4 7 20 25 36 2 94 

4.3 7.4 21.3 26.6 38.3 2.1 100.0 

More Emergency 
Registrars to 
provide adequate 
supervision 

6 10 18 26 30 4 94 

6.4 10.6 19.1 27.7 31.9 4.3 100.0 

More nursing staff 
to provide 
adequate support 
for interns  

23 18 26 16 9 2 94 

24.5 19.1 27.7 17.0 9.6 2.1 100.0 

More non-clinical 
time  allocated for 
staff who are 
required to assess 
interns 

9 12 33 24 13 3 94 

9.6 12.8 35.1 25.5 13.8 3.2 100.0 

A specific ED 
clinical intern 
supervisor/ 
educator 

6 6 22 34 21 4 93 

6.5 6.5 23.7 36.6 22.6 4.3 100.0 
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Some of the comments regarding adjustments for 70% more interns are reproduced 
below: 
The most common theme related to the need to achieve a staffing balance between 
supervising staff and interns: 
 
|>`cV T`_df]eR_ed e` ]``\ RWeVc eYV^ ac`aVc]j' eYZd Zd d`^VeYZ_X eYRe hV eR\V acVeej dVcZ`fd]j Z_eVc_d RcV
very well supported at any one time and they have an orientation package and that sort of thing so 
^`cV Z_eVc_d h`f]U cVbfZcV ^`cV T`_df]eR_e ^V_e`cd R_U hV [fde U`_"e YRgV V_`fXY e` X` Rc`f_U)} 
 
|e` WZe Z_ hZeY eYV XfZUV]Z_Vd' eYVj h`f]U _VVU R ]`e ^`cV cVXZdecRcd R_U T`_df]eR_eds) : TR_e Z^RXZ_V R
70% increase, it just blows my mind, I fail to think how it wont impact on patient care so negatively that 
Ze hZ]] acVTZaZeReV TcZdZd)} 
 
|: cVR]]j eYZ_\ eYV ^`de Z^a`ceR_e eYZ_X h`f]U SV e` YRgV UVdZX_ReVU dV_Z`c ^VUZTR] deRWW hZeY _` T]Z_ZTR]
]`RU e` dfaVcgZdV eYV^' Ze Zd eYV `_]j hRj e` ^R_RXV eYZd)} 
 
|:_TcVRdVU dfaVcgZdZ`_' LhVN _VVU e` XVe deRWWZ_X ^Zi cZXYe' V)X) cf_ eVR^d `W cVdZUV_ed R_U Z_eVc_d `c Ė
PGY 2/3 and 1 intern. If we increased interns we would be moving away from this ratio, this ratio/mix is 
not ideal in terms of experience. We would cVR]]j YRgV e` YRgV R ]``\ Re `fc cReZ`d}) 

 
Infrastructure changes were perceived by several respondents to be needed: 
|: acVdf^V eYRe eYVcV hZ]] _VVU e` SV R ęĜ cVUfTeZ`_ Z_ `eYVc deRWW' eYRe h`f]U ^VR_ eYVj h`f]U YRgV
to get rid of some of JMOs because there would just be so many people there would be no desk space or 
TYRZcd e` dZe `_}) 

 
|: eYZ_\ W`c fd Ze h`f]U SV RS`fe :E ZddfVd' eYVcV RcV d` ^R_j UV^R_Ud `_ eYV T`^afeVcd eYRe RcV R]cVRUj
there, there is so much done with IT, pathology, radiology and access to information, each individual 
_VVUd R T`^afeVc Re R]] eZ^Vd)} 
 
|]ZeVcR]]j UVd\ daRTV R_U V]S`h c``^ Z_ eYV RTefR] h`c\Z_X RcVR) LEYVcV RcVN aYjdZTR] R_U ]`XZdeZTR]
cVdecRZ_ed} 

 
Others felt that appropriate resources would be required to support an increase in 
interns: 
|HV h`f]U _VVU R dZX_ZWZTR_e deRWWZ_X S``de)} 
 
|EYVcV{d _`e V_`fXY `W R_jeYZ_X W`c eYV TfccV_e _f^SVc `W aV`a]V ]Ve R]`_V Z_TcVRdVU _f^SVcd `W
Z_eVc_d} 
 
|@gVcR]] hV T`f]U RTTVae R _f^SVc `W Z_eVc_d Sfe _`e Re eYV ViaV_dV `W `eYVc deRWf groups, if we were 
ac`gZUVU hZeY cVd`fcTVd W`c dfaVcgZdZ`_ R_U VUfTReZ`_s} 
 

Some felt a dedicated intern supervisor/educator may be the solution: 
 
|YRgZ_X R UVUZTReVU T]Z_ZTR] eVRTYVc h`f]U SV fdVWf]} 
 
|hV _VVU R UVUZTReVU ^VUZTR] `WWZTVc Z_ eYV 65 [fdee` cf_ Z_eVc_ VUfTReZ`_ ac`XcR^d} 
 
|eYV Z_TcVRdV dY`f]U T`^V hZeY R UVUZTReVU Z_eVc_ VUfTRe`c Z_ eYV 65 Sfe hV [fde U`_"e YRgV eYV
cVd`fcTVd W`c eYRe Re eYV ^`^V_e)} 
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ED Directors and  DEMTs were asked about the potential for nurse practitioners to 
replace interns or PGY 2,3 or later in the ED. The level of agreement about this varied; 
some would consider this approach, however most disagreed that they would make 
these changes in response to increased numbers of interns in the ED (Table 33). 
 
Table 33: Ed Directors and DEMTs level of agreement about whether about nurse 
practitioners can replace the interns in the ED 
 

  N 
strongly 
disagree disagree neutral  agree 

strongly 
agree 

Not 
applicable Total 

Nurse 
practitioners can 
replace the 
interns in the ED 

n 8 27 4 17 1 4 61 

% 13.1 44.3 6.6 27.9 1.6 6.6 100.0 

Nurse 
practitioners can 
replace the PGY 
2, 3 or later* in 
the ED 

n 12 27 4 15 0 3 61 

% 19.7 44.3 6.6 24.6 0.0 4.9 100.0 

*Excludes trainees 

 
 
When asked whether they had any comments on the role of nurse practitioners in 
the ED, 71 respondents provided a single answer. Thematic analyses revealed seven 
themes. The views of respondents were polarised with the most common comments 
provided indicating that NPs benefit or add value to the ED and NPs have a limited 
role in the ED (Table 34). 
 
 
Table 34. Number and percentage of responses regarding nurse practitioners 
according to thematic analyses.  
 

 Theme N % of responses 

 NPs benefit the ED by managing low acuity presentations 12 16.9 

 NPs add value to the ED 15 21.1 

 NPs have a limited role 13 18.3 

  NPs are not a substitute from JMOs 11 15.5 

 Other 9 12.7 
  The NP do not benefit the ED 4 5.6 
  NPs have a role outside of urban/tertiary hospitals 4 5.6 

  NPs could replace JMOs 3 4.2 

  Total 71 100.0 
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Several respondents felt that NPs benefit the ED by managing low acuity 
presentations: 
 
|gVcj fdVWf] Z_ ]Z^ZeVU ^Z_`c TRdVd' Z_eVc_d R_U C>@d TR_ U` ^fTY ^`cV T`^a]Vi TRdVd} 
 
|?Ad RcV ^RZ_]j fdVWf] W`c bfZT\ Z_ R_U bfZT\ `fe' ^Z_`c `aerations, they can be useful here, interns can't 
^R\V eYVdV UVTZdZ`_d)} 
 
|: eYZ_\ ?Ad RcV deZ]] WZ_UZ_X eYVZc a]RTV Z_ eYV 65' aV`a]V fdV eYV^ Z_ UZWWVcV_e hRjd' eYVj RcV X``U ZW eYVj
have their scope of practice well defined and that being limited to the skills they have e.g. in my ED a NP 
does not see a chest pain because there is no point because a doc has to see the patient anyway but for 
lacerations where it can be quickly done by the NP and the patient goes home, this is good otherwise it 
TR_ SV R hRdeV `W eZ^V)} 
 
|eYV X`gVc_^V_e dY`f]U V^ScRTV eYV^ Rd eYVj RcV XcVRe W`c WRde ecRT\ R_U `eYVc T`cV dVcgZTVd} 
 
|EYV ?Ad SVTRfdV `W eYVZc ]Z^ZeVU c`]V eYVj SVT`^V gVcj X``U Re hYRe eYVj RcV U`Z_X eYVj dVV eYV ^Z_`c
spectrums of illness e.g. muscle injury or patients with cleac ^R_RXV^V_e aReYhRjd)} 

 
Several respondents felt that NPs add value to the ED. For example: 
|: eYZ_\ _fcdV acRTeZeZ`_Vcd YRgV T`^a]Z^V_eRcj c`]V R_U eYVj RUU gR]fV e` eYV 65 Sfe eYVj _VVU e` SV
seen as complimentary not a substitute, we need the balance to get the learning experience for doctors, 
eYVj _VVU e` XVe Via`dfcV e` eYV aReZV_e ejaVd eYRe ?Ad dVV}) 
 

While some were positive about NPs they felt that they were no substitute for JMOs: 
|2_ VddV_eZR] dVcgZTV W`c Z_eVc_d `c `eYVc [f_Z`c deRWW' Sfe _`e R dfSdeZefeV} 
 
|EYVj U`_"e cVa]RTV Z_eVc_d R_U gZdR gVcdR} 
 
|: eYZ_\ ?Ad YRgV R gR]fRS]V a]RTV Z_ eYV 65 Sfe : U`_"e dVV eYV^ Rd R dfSdeZefeV W`c U`Te`cd R_U _VZeYVc
do they. The best comment I heard was a NP saying she is not a second class doctor she is a first class 
nurse. I think they have a specific skill set which is not  a substitute for medical staff or nurses but they 
are able to function as part of the team. The function of interns and RMOs is more than just seeing 
patients it is or their educational development and understanding whereas NPs are there to help support 
other nurses and also pick up a specific patient load, so I think the concept of NPs replacing doctors is 
failing to recognise the relevant structure, it is like saying that NUMs could replace FACEMs, to me it is a 
nonsensical discussion. 
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5.7 Awareness Amongst Emergency Medical Staff of The Australian 
Curriculum Framework for Junior Doctors. 
 
5.7.1 Awareness & Implementation 
When asked d_ bQdU dXUYb QWbUU]U^d d_ dXU cdQdU]U^d {9 Q] familiar with the ACFJD| 
approximately half of all  participants indicated that they either strongly 
disagreed/disagreed or felt neutral  (51/94, 53.2%) (Figure 25).   
 
 

 

  
Figure 25: Percentage of participants by level of agreement to the statement, ñI am 
familiar with the Australian Curriculum Framework (ACF) for Junior Doctorsò.
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While the proportion of prevocational doctors and Directors/DEMTs expressed poor 
familiarity with the ACFJD, data for advanced trainees was mixed (Table 35). 
 
Of those that 42 participants that indicated being familiar with the ACFJD or 
responded neutrally, 39 felt that they were sufficiently familiar with the ACFJD to 
answer a series of questions relating to the Framework. When presented with the 
questions, some respondents felt that the items were not applicable to them. While 
these responses have been excluded from the following analyses presented here, 
complete data are provided in Appendix C (Tables C11). 
  
Among those indicating that they were fami liar with or neutral towards the ACFJD, 
most participants either agreed that they have a good understanding of the 
framework or felt neutral towards this statement (Figure 2 6).   
 
 

Table 35. Comparison between staff in familiarity of ACFJD. Data are number and 
percentage. 
 

Staff Type Strongly 
disagree disagree neutral  agree 

strongly 
agree 

Not 
applicable 

TOTAL 

Director/DEMT 1 33 5 17 5 0 61 
 1.60% 54.10% 8.20% 27.90% 8.20% 0.00% 100.00% 
Advanced 
trainee/Registrar  2 5 5 4 1 1 18 
 11.10% 27.80% 27.80% 22.20% 5.60% 5.60% 100.00% 
Prevocational 
Doctor/Intern  1 8 1 4 0 1 15 
 6.70% 53.30% 6.70% 26.70% 0.00% 6.70% 100.00% 
TOTAL 4 46 11 25 6 2 94 
 4.30% 48.90% 11.70% 26.60% 6.40% 2.10% 100.00% 
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Figure 26: Percentage of participants by level of agreement to the statement, |: YRgV
a good understanding of the structure of the Australian Curriculum Framework for 
;f_Z`c 5`Te`cd} (n=32). 
 
The majority (26/32, 81%) agreed that the ACFJD helps to clarify what  competencies 
junior doctors are expected to attain in their prevocational years (Table 36). However 
when the interns who were familiar with the ACFJD were asked specifically about 
this, 5 of 6 interns indicated that they disagreed that they compared their current 
rotation wit h the competencies listed in the ACFJD, and 2 of 6 indicated having used 
the ACFJD for self-assessment.  
 
There were also varied levels of agreement about the level of understanding about 
the aspects of the ACFJD that relate to ED rotations, with a small t rend toward 
agreement (15/32, 47%). There was a similar level of agreement about whether the 
ACFJD accurately reflects the requirements of ED rotations (Table 36). 
 
Participants were polarised in their perceptions regarding whether or not the ACFJD 
was linked with education/training sessions provided in their hospital  and most 
disagreed that it was linked to assessment (Table 36). Approximately 30% agreed 
that clinical educators, supervisors and/or medical education support staff 
constantly refer to the ACF, and most felt that awareness of the ACFJD did not 
changes ce`UbfYc_bcz focus or what they teach (Table 36). 
 
Most also disagreed (21/30) that junior doctors are expected to have knowledge of 
the ACF and how it relates to their rotations and that the ACFJD has changed the way 
prevocational doctors approach their ED rotations(Table 36).Despite this, most 
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participants acknowledged that prevocational doctors in the ED would  have 
experience to meet the ACFJD competencies. Consistent with this most 
disagreed/st rongly disagreed (21/29, 72%) that the ACFJD has no relevance to 
prevocational ED doctors (Table 36). 
 
 
Table 36: Number and percentage of participants by level of agreement to 
statements regarding the Australian Curriculum Framework for Junior Doctors. 
 
Statement  strongly 

disagree 
disagree neutral  agree strongly 

agree 
Total 

I have a good 
understanding of the 
aspects of the ACF that 
relate to ED rotations 

 
- 11 6 13 2 32 
 
- 34.4 18.8 40.6 6.3 100 

The ACF helps clarify what 
competencies junior 
doctors are expected to 
attain in their 
prevocational years 

 
- 

 
- 6 23 3 32 

 
- 

 
- 

18.8 71.9 9.4 100 

The ACF accurately reflects 
the requirements of ED 
rotations  

- 6 9 12 1 28 
 
- 21.4 32.1 42.9 3.6 100 

The ACF is linked with the 
education/training 
sessions provided in your 
hospital  

1 11 5 7 4 28 

3.6 39.3 17.9 25 14.3 100 

Clinical educators and 
supervisors and/or 
Medical education support 
staff constantly refer to 
the ACF 

9 10 3 7 - 29 

31 34.5 10.3 24.1 

 
 
 
- 100 

Junior doctors are 
expected to have 
knowledge of the ACF and 
how it relates to their 
rotations  

2 19 5 4 - 30 

6.7 63.3 16.7 13.3 

 
 
 
- 100 

The ACF is linked to 
assessment being 
undertaken at the hospital  

3 9 5 9 - 26 

11.5 34.6 19.2 34.6 
 
- 100 

The ACF has changed the 
way prevocational doctors 
approach their ED 
rotations  

5 18 4 3 - 30 

16.7 60 13.3 10 

 
 
- 100 

Supervisors are aware of 
the ACF and it changes 
their focus or what they 
teach 

4 16 7 1 1 29 

13.8 55.2 24.1 3.4 3.4 100 

Most prevocational 
doctors in the ED will have 
experience to meet the 
ACF competencies 

1 3 5 13 2 24 

4.2 12.5 20.8 54.2 8.3 100 

The ACF has no relevance 
to prevocational ED 
doctors 

4 17 7 1 - 29 

13.8 58.6 24.1 3.4 - 100 
















































































