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Position Statement 
AMSA believes that:  

1. All medical students should have access to clinical placements that are of 
high quality regarding academic education and student support. 

2. Students should be well supported in terms of their safety, wellbeing, and 
quality of learning during clinical placements. 

3. Barriers to quality clinical placements should be identified and appropriately 
addressed. These barriers include inadequate support, training, and 
resources for clinicians at teaching hospitals, as well as a lack of proper 
exposure, supervision, guidance, infrastructure and standardisation across 
teaching sites. 

4. Clinical placements must be culturally safe for students, clinicians, and 
patients alike.  

5. The mental health and wellbeing of students and staff requires increased 
prioritisation. Specifically, efforts should be made to improve the 
accessibility of clinical placements and promote inclusive teaching 
practices, to ensure that placements equitably equip students with the skills 
required to become successful clinicians.  

6. Teaching clinicians must be equipped with the skills and training to engage 
students in meaningful and culturally safe learning experiences, with a 
particular focus on Aboriginal and Torres Strait Islander health practices. 

7. Students who have achieved the graduate competencies outlined by the 
Australian Medical Council should have access to remuneration via 
Assistants in Medicine positions that operate within the constraints of the 
clinical placement, supporting students financially without compromising on 
time or quality of education during placement. 

Policy Points 
AMSA calls upon: 

1. All Australian medical schools and clinical schools to: 
a. Strive to develop and ensure all students are provided high quality 

clinical placements;  
b. Ensure clinical teaching, tutorials, and educational resources provided 

to medical students on clinical placement are inclusive, intersectional, 



 

culturally safe, and free from racist, classist, sexist, homophobic, 
transphobic, and intersexist rhetoric;  

c. Develop a clinical curriculum which is cognisant of health inequities 
perpetuated by systemic marginalisation; 

d. Ensure education providers develop LGBTQIASB+ friendly 
environments and curriculum to allow for anti-oppressive teaching to 
develop, to tackle existing societal heterosexist and heteronormative 
assumptions; 

e. Ensure clinical cases and question prompts include patients where 
sexual orientation and/or gender identity is unrelated to the 
competency or pathology being assessed; 

f. Provide the opportunities for students to meaningfully interact with 
Aboriginal and Torres Strait Islander communities and patients, and 
learn how to provide culturally safe care; 

g. Provide students with a wide breadth of learning opportunities, 
including but not limited to: 

i. Exposure across a variety of specialties/subspecialities; 
ii. Exposure to a variety of settings - tertiary hospital centre and 

rural placements, and hospital and community-based 
placements; 

h. Commit to upholding a high standard of teaching when learning must 
be delivered online. This includes: 

i. Ensuring accessibility for all; 
ii. Developing learning resources specifically tailored to online 

delivery; 
iii. Utilising online learning as a supplement not substitution for 

placement-based education; 
i. Provide clinical educators with standardised, clearly defined 

expectations of learning objectives including but not limited to teaching 
aims, expected academic outcomes, time commitments, and 
availability requirements; 

j. Initiate training of medical students as educators early in their course, 
as to produce a workforce of junior doctors prepared to educate future 
generations of medical students; 

k. Provide a safe platform for medical students to offer anonymous 
feedback regarding strengths, weaknesses and areas of improvement 
of clinical placements. Facilitate and encourage a placement culture 
that values growth and improvement via prioritisation of transparent 
and confidential feedback processes; 

l. Ensure the safety and protect the wellbeing of students as they 
progress through their education in the hospitals and community; 

m. Provide meaningful and easily accessible mental health support to all 
students who need it;  

n. Guarantee that accessing any provided mental health support will not 
detrimentally affect involvement with clinical placement programs or 
assessment outcomes; 



 

o. Provide consideration and support regarding the financial burdens of 
housing and commuting costs (fuel, parking, public transport, time, 
etc.) incurred as an unavoidable component of clinical placement, 
especially regarding rural electives and placements; 

p. Work collaboratively with hospitals employing medical students in 
remunerated positions to explore the impacts of these positions on 
medical student wellbeing and education.  

2. Clinical sites and clinical teachers to: 
a. Increase teaching capacity by improving teacher to medical student 

ratios; 
b. Adequately protect in-person teaching time and patient contact, so 

students can sufficiently develop essential clinical and communication 
skills in hospital and community settings;  

c. Increase research into adequate clinician-to-student ratios that 
ensures individualised learning opportunities and promotes 
professionalism;  

d. Guarantee that clinical sites are culturally safe environments for 
Aboriginal and Torres Strait Islander medical students and that clinical 
teachers have undergone culturally safety training; 

e. Ensure adequate and standardised training of clinical teachers in 
becoming: 

i. the information provider; 
ii. the role model; 

iii. the facilitator; 
iv. the assessor; 
v. the curriculum and course planner; 

vi. the resource material creator; 
f. Ensure provision of training for clinical teachers is taking place in 

clinical settings with adequate incentives to improve comprehension 
and use of learned materials, with an effort made in recruitment of 
clinical experts to teach the areas of medicine related to their specific 
lived experiences; 

g. Streamline occupational health and safety requirements which 
disproportionately affect students from interstate, rural and remote, 
and international backgrounds; 

h. Ensure students are equipped with: 
i. Easily accessible resources to escalate cases of bullying, 

isolation, sexual harassment, and discrimination which protect 
victims from physical, psychological, or academic retaliation.  

ii. Bystander and first responder training to enable medical 
students to better advocate for their patients, colleagues and 
fellow students at all levels of seniority. 

3. Medical students to: 
a. Provide high quality, constructive feedback to highlight areas of 

weakness and guide ongoing improvement of clinical placement; 



 

b. Provide high quality, constructive feedback on the roles of 
remunerated medical students to inform future policy development and 
advocacy initiatives of student representation bodies;   

c. Ensure clinicians feel valued in their teaching positions. 
4. The Australian Medical Council to: 

a. Set standards for medical school assessment and accreditation which 
require demonstration of LGBTQIASB+ health competency;  

b. Ensure appropriate quality control and implementation of the AMC 
guidelines which outline Aboriginal and Torres Strait Islander health 
teaching standards in medical schools; 

c. Conduct research across Australian universities and clinical schools 
into: 

i. Whether equity is being achieved in delivering high quality 
clinical placements between all medical schools, and clinical 
sites affiliated with each medical school; 

ii. Current factors that pose barriers to achieving high quality 
clinical placement; 

d. Create guidelines, protecting in-person, patient-centred learning 
opportunities over online teaching whenever applicable. Implement 
policies that ensure student expectations are met, and graduates enter 
the workforce with adequate communication and procedural skills. 

e. Ensure access and exposure to all medical procedures outlined in 
state legislation via preferably on-floor, or if unfeasible, via simulated 
experiences,  such as regarding termination of pregnancy. 

5. Federal, State and Territory governments to:  
a. Facilitate the national coordination and implementation of 

Remunerated Medical Student Positions for clinical medical students 
that: 

i. Enables medical students to be given access to fairly 
remunerated roles without compromising on time or quality of 
clinical placement education; 

ii. Clearly defines the tasks able to be completed by students in 
remunerated positions to outline an appropriate scope of 
practice for medical students; 

iii. Are adapted and expanded in the context of a post-pandemic 
healthcare environment from their initial implementation as a 
surge workforce response to COVID; 

iv. Acts as an adjunct to the existing roles undertaken by interns 
and junior doctors as opposed to a replacement;  

v. Includes an employment contract with access to indemnity 
insurance and full workplace protections; 

vi. Involves clearly defined escalation and support pathways; 
vii. Incorporates proactive mental health support structures;  

b. Conduct research into the role of Remunerated Medical Student 
Positions in the healthcare system including but not limited to:  

i. Scope of practice;  



 

ii. Working hours and conditions; 
iii. Impact on clinical placement and medical education 

commitments; 
iv. Wellbeing stressors of the balance of employment, education 

and personal factors; 
v. Methods of improving the functionality of Remunerated Medical 

Student Positions and easing their transition into medical 
internship roles including but not limited to:  

1. Mandatory training of those in Remunerated Medical 
Student Positions;  

2. Improved access to electronic medical records and its 
functionality within the scope of the Remunerated 
Medical Student role; 

c. Make recommendations and implement changes to Remunerated 
Medical Student Programs based on the outcomes of research 
detailed in the above point; 

d. Eliminate discrepancies in teaching standards between medical 
schools by increasing funding to improve infrastructure and teaching 
capability in underfunded universities and clinical schools; 

e. Fund supports towards anonymous reporting mechanisms and 
counselling services to support medical students experiencing 
bullying, isolation, sexual harassment, and discrimination on clinical 
placement.  

Background 

Clinical placement provides medical students with the practical experience 
fundamental to entering the medical workforce. Consolidation of preclinical learning 
during clinical placement enhances learning outcomes and overall student 
satisfaction in terms of social, academic and individual wellbeing. Feedback from 
medical students has also reflected that quality clinical placements have been 
helpful in guiding their development of analytical clinical skills, facilitating patient 
interaction and providing real-life examples of academic concepts.[1] 

This policy will explore quality clinical placements through two lenses; academic 
quality and student safety and wellbeing.  

Academic Quality of Clinical Placements 
Teaching Capacity of Clinicians  
There is limited literature exploring the teaching capacity of doctors and optimal 
ratios for medical student clinical education. Little published data exists, especially 
in the Australian context of student to staff ratios, both ideal and realistic. One 
publication on teaching suturing skills in 2006 highlighted an optimal ratio of 1 
clinician to 4 students.[2] Distorted ratios negatively impact student learning 



 

experiences, with fewer individualised learning opportunities. Altered clinician to 
student ratios, for example in resource-deprived environments, can therefore be 
challenging environments to develop professional skills.[3]  
  
The literature does, however, highlight the importance of students developing 
clinical skills and competencies with complexity associated with physician lead 
teaching and communication.[4] 
  
Anecdotally, the number of students on a medical team has continued to increase 
within Australia. This issue has been exacerbated in the post-COVID era, where staff 
are moved between wards to mitigate workforce shortages. There is literature 
documenting that COVID-associated reductions in placement time and clinical 
opportunities are associated with in a personal lack of confidence in students’ own 
skills, stemming from reduced patient exposure and physician clinical teaching 
time.[5] 

Upskilling Medical Practitioners  

The modern medical practitioner inhabits an amalgam of roles. One of a physician’s 
key responsibilities is to be an effective educator. Six major educational roles for 
physicians have been identified,[6] including: 

1. the information provider; 
2. the role model; 
3. the facilitator; 
4. the assessor; 
5. the curriculum and course planner; and 
6. the resource material creator. 

 
Although healthcare practitioners have the medical knowledge required to teach 
medical students, they rarely have the teaching skills required to educate 
adequately. This gap between clinicians’ medical knowledge and ability to share this 
information compromises students’ quality of education and overall learning 
experience.[7] 
  
Several initiatives have been proposed to improve the quality of clinician-led 
education. One key idea is that the behaviour and performance of clinical teachers 
can by improved by empowering them with self-efficacy.[8] Namely, efforts should 
be made to improve teachers’ content knowledge and provide clinical teachers with 
all the resources they need to effectively teach.[9] These resources can include 
training workshops, constructive evaluation and feedback sessions, interactive 
sessions with experts focused on learning basic teaching skills, and extensive 
access to literature on teaching.[10] 



 

Clinician participation in training initiatives has been disappointingly low, with poor 
attendance and inadequate learning transfer, even in institutions that prioritise the 
allocation of resources towards teaching. One potential solution is to host these 
training sessions during the clinical workplace’s working hours, with adequate 
compensation for the clinician’s time. Such an intervention could potentially 
improve compliance and incentivise a higher level of comprehension of the 
material.[11] Improving clinical teachers’ connection to their students and fellow 
faculty, in conjunction with a promoting sense of feeling valued, has also been 
shown to improve the retention and quality of clinical teachers.[12] 
 
Another important group requiring training on effective education is medical 
students themselves. Early instruction on how to be an effective educator ensures 
that teaching is part of emerging junior doctors’ professional identity. This could 
include providing opportunities for peer instruction, or sessions about teaching skills 
and communication in a university and clinical setting. Such instruction improves 
students’ knowledge of the content, and also provides the prerequisite skills required 
to educate patients, trainees, and colleagues as required during their future careers. 
Early medical student education on education skills thereby improves quality of care, 
and raises quality of education for future medical students on clinical 
placements.[13] 

Inclusive teaching practices  

The heteronormativity, cisnormativity and allonormativity of medical education has 
been a long-standing issue with the curriculum. This normativity is reflected by the 
fact that LGBTQIASB+ patients are often only written into stereotypical pathological 
scenarios.[14] For instance, as opposed to presenting a patient from the 
LGBTQIASB+ community with symptoms of a stroke, such patients are more likely 
will be connected to a case on sexually transmitted infections or reproductive health 
concerns. The Tufts Biomedical Queer Alliance recommends that clinical cases and 
question prompts include patients where sexual orientation and/or gender identity 
is unrelated to the competency or pathology being assessed [15].  
 
The current Australian Medical Council standards for assessment and accreditation, 
which influences graduate outcomes through clinical time, has no specific 
LGBTQIASB+ teaching nor standardisation. Unfortunately, the deconstruction of 
these binary norms and push for degendering teaching has not been successfully 
achieved.[16] 
  
 
 



 

The body of literature on degendering teaching in medical education is not extensive, 
particularly in the context of sexual and reproductive health.[17] Exclusionary and/or 
marginalising teaching in the prevocational years may perpetuate this issue, thus 
negatively impacting patient outcomes.   
 
Previously literature has proposed this can be achieved through medical education 
that focuses on open and inclusive language for history taking, education on identity 
language and teaching the social determinants of health that impacts patient 
outcomes. Into clinical years, screening, counselling, interventions for different 
population groups including transgender care should be a priority of education with 
reflecting on clinical practices.[15]    
 
Student exposure to quality training of inclusive and affirmative LGBTQIASB+ health 
delivery will potential reduce the inequality in healthcare access and outcomes.[18] 
The provision of high quality, anti-oppressive teaching regarding LGBTQIASB+ 
health is therefore of vital importance. 
 
Anti-oppressive teaching styles encompasses a commitment to change curriculum, 
pedagogy, and culture to move away from traditional education methods that 
contribute to oppression of minority groups in society.[19] It has been previously 
explored in nursing and social work for gender and sexual minorities where beliefs 
and attitudes of heterosexual healthcare workers were developed to be more self-
aware of their attitudes that impact their practice [20]. Activism in the form of calling 
out structural inequalities to influence education was also a component. In 
healthcare, the opportunities for workers to disclose aspect of their understanding 
of sexual and gender identities and formulate discussions on how this impacts 
healthcare delivery, needs to be integrated into training. [20] The literature in this 
field encourages education providers to develop LGBTQIASB+ friendly environments 
and curriculum to allow for anti-oppressive teaching to develop, to tackle existing 
societal heterosexist and heteronormative assumptions.[20]  

Online and Distance Learning 

Clinical placements were suspended and the medicine curriculum was delivered 
virtually during the COVID-19 epidemic.[21] This period of disruption gave rise to a 
“medical education revolution”, characterised by a shift towards online content 
delivery.[22] Many students are very concerned about the mostly unnecessary 
continuation of online placements over traditional in-person learning opportunities. 
There is a lack of data on the proportion of placements currently being delivered 
online. There is also a lack of explicit rules governing exactly what an online clinical 
placement should entail. There is therefore no universal application of any rules, 
regulation or guidelines regarding online and distance learning in medical school.  



 

 
Some literature suggests that online placements should ideally be similar to a 
problem-based learning (PBL) class.[23] Specifically, the literature asserts that 
online clinical placements should ideally involve the student independently 
reviewing the patient’s history, physical exam findings, investigation and 
management plan, before discussing the case via Webinar with a clinician [23]. 
There are pros and cons to such a teaching approach.  
 
There are some potential benefits to delivering clinical placements online. The 
primary advantages of delivering student placements virtually include improved 
accessibility and engagement,[22] a mitigated risk of students experiencing trauma 
on placement,[24] exposure to telehealth,[25, 26] and the opportunity to practise 
procedures online before working with real patients.[27] One systematic review even 
suggested that eLearning was possibly superior to traditional learning in terms of 
knowledge and clinical reasoning skill development.[28] However, this systematic 
review neglected to examine whether eLearning results in equivalent development 
of other vital clinical skills, including communication skills and procedural skills. 
 
Medical student learning outcomes following virtual placements were extensively 
documented in the literature during the pandemic.[21] Concerningly, students 
expressed lower overall confidence in their communication skills and clinical skills 
following online placements. This lower confidence was attributed to having limited 
opportunities to practise their procedural skills, including physical examination 
skills.[22] Additionally, students had limited opportunities to develop their 
communication skills via interaction with patients and other members of the 
healthcare team during online placements.[23, 29] Students’ lower confidence 
translated to higher overall anxiety about transitioning to clinical practice.[30] 
 
Students also missed out on other important aspects of medical education during 
online clinical placements. Namely, many students reported receiving a low quality 
of education due to technical issues and limited communication from staff.[22, 30] 
It was also more difficult for students to build strong relationships with supervisors 
online. Hence, many students missed out on important opportunities for feedback, 
reflection and mentoring.[31] Such experiences are important for the development 
of a professional identity and sense of intra-discipline inclusivity.[32] Numerous 
students also struggled to remain engaged with the content, establish work-life 
boundaries, maintain relationships and prevent burnout due to physical separation 
from their peers and learning environment during online placement.[22, 33] It was 
also difficult to develop a meaningful partnership with the community whilst 
studying online,[34] thus affecting the likelihood of rural workforce retention [35], as 
well as interest in general practice and community care.[36] The literature suggests 



 

that “supported participation” is critical for clinical workplace learning [37], and that 
online placements are unlikely to significantly reduce university costs or fees.[22]  
 
In summary, online clinical placements are continuing for some students despite 
such a measure being no longer necessary. Whilst an online format does improve 
the accessibility of clinical placements, and may be appropriate for purely academic 
content, the literature suggests that students lose many vital learning opportunities 
when forced online. Many students are concerned about what the continuation of 
online placements means for their learning and later quality of clinical practice.  

Standard Setting between Universities 

The Australian Medical Council (AMC) is an independent national body, responsible 
for setting the standards of medical education across Australia.[38] The AMC is also 
responsible for standardising graduate outcomes. Clinical placements aim to 
sufficiently prepare students to achieve the AMC’s graduate outcomes, via 
supported participation in teaching activities and assessments, as outlined in 
AMSA’s Graduate Outcomes and Assessment policy.[39] Equalising each 
university’s degree of access to quality teaching and resources, as well as a breadth 
of experience, is critical given the central role of clinical placements in student 
learning. 

The ‘experience based learning’ model suggests students exposed to a greater range 
of situations, with appropriate support and assistance when placed in situations 
beyond their comfort zone, are better prepared and safer clinicians when entering 
the workforce.[40] This idea is backed by data associating participation in a greater 
diversity of clinical settings with increased medical student confidence.[41] 
Standardising clinical placements to provide all students exposure to this breadth 
of teaching is necessary to optimise preparation of the next generation of medical 
professionals.   

Student satisfaction differs between Australian universities.[42] However, there is 
limited literature on the source of these inequalities in student satisfaction within 
the Australian clinical placement context. Anecdotally, clinical schools often differ 
in the quality of student support and organisation. Clinical schools also often differ 
in the level of engagement of clinical educators and number of opportunities for 
meaningful feedback.  

One reason that universities may struggle to equalise their quality of clinical 
placements and teaching in general is the lack of explicit standards. Namely, 
learning requirements, expectations and aims can sometimes be very unclear.[43] 
Effectively-communicated, clearly-defined expectations of clinical educators, 



 

standardised across all clinical schools and universities would be beneficial in 
ensuring equality in medical student experience. 

Providing students with the opportunity to vocalise feedback on clinical placement 
is an important part of fostering ongoing improvement of medical education and 
ensuring a high-quality placement.[44] One study found that in addition to 
quantitative feedback, qualitative feedback from students regarding clinical 
placement gave useful insight into areas where students felt the educational 
environment was not meeting their needs. This feedback could then be translated 
into actions that improved the education environment and more broadly the quality 
of education in general.  

Student Safety and Wellbeing 
Mental Health 
Medical students are at a higher risk of mental illness and suicide than the general 
population.[45] Many factors can affect the wellbeing of a student on clinical 
placement including but not limited to bullying, harassment, isolation, academic 
stressors, and the stigma surrounding mental illness. This is explored in greater 
detail in AMSA’s Mental Health and Wellbeing policy.[46] An intersectional 
perspective is important to consider when evaluating student wellbeing on clinical 
placement as a multitude of factors such as gender, age, race and sexual orientation 
have shown to affect individual clinical learning experiences. Studies have shown 
that female medical students are at a higher risk of suicide compared to males.[45] 
Medical students who identify as LGBTIQASB+ experience a greater risk of 
depression and anxiety due to the homophobia, transphobia, and intersexism 
experienced within a heteronormative educational environment.[47]  

A large proportion of medical students come from religious and cultural minority 
groups in Australia. Despite being a culturally and linguistically diverse nation, 
Australian medical students from minority groups face marginalisation, 
discrimination, and racism. It is important to understand that racism in the clinical 
environment is not just confined to racist comments or active discrimination. 
Systemic and structural racism is still prevalent in the hospital setting and hinders 
access to employment opportunities for many students. Discriminatory comments 
on student performance negatively impact learning experiences and deter students 
from seeking clarification or asking for help.[48] Due to this ingrained systemic 
racism, students from minority groups often refrain from speaking up due to the fear 
that it may detrimentally affect their clinical placement assessments and learning 
opportunities.  

 



 

A multifactorial approach must be taken to address these factors and improve the 
quality of clinical placements, including LGBTIQASB+ and minority inclusion training 
for all medical practitioners and hospital teaching staff, and readily accessible 
support services for all students. 

Bullying, Isolation and Sexual harassment 
Although all universities have policies in place for bullying and harassment, relevant 
policies often do not cover off campus learning sites, such as clinical placement. 
Hospitals also have policies available for bullying and harassment, but students are 
often not aware of these policies due to limited accessibility and awareness. Thus, 
medical students experiencing bullying and harassment may feel isolated and 
confused regarding where to seek help. 

The prevalence of bullying and harassment in the clinical environment is high. Within 
8 months of commencing placement, 20% medical students reported that they 
experienced or witnessed bullying and harassment. Additionally, by the end of their 
medical education, 60% of medical students reported to have been exposed to 
bullying and harassment in the clinical environment.[49] Medical students 
identifying as LGBTIQASB+ reported higher levels of bullying and mistreatment, with 
43% stating that they had experienced an episode of mistreatment at some point 
during medical school.[50] The prevalent hierarchical structure of the hospital 
environment increases the instances of bullying and harassment due to power 
imbalances that are often abused. To combat this issue and prevent further 
instances of bullying, mistreatment and harassment in the workplace, teaching 
hospitals should ensure security staff are trained to assess and appropriately 
manage acts of bullying and aggression between staff and students. This is 
discussed further in AMSA’s Bullying and Harassment in Medicine policy [51] and 
Sexual Harassment policy [52].  

Although there are selection adjustments available for students of Aboriginal and 
Torres Strait Islander origin and people from low socioeconomic status (SES), the 
medical admissions process greatly favours students from higher SES 
backgrounds.[53] Students from low SES and Aboriginal and Torres Strait Islander 
backgrounds are therefore more likely to experience feelings of isolation. Such 
feelings have detrimental effects on these students’ mental wellbeing, which in turn 
affects their academic performance, leading to higher attrition rates. The 
accessibility to Aboriginal Hospital Liaison Officers and other support services such 
as mentoring needs to be improved, as to maximise clinical learning experiences for 
Aboriginal and Torres Strait Islander students. Low SES students should also be 
supported throughout clinical placement through bursaries and scholarships as well 
as support services that promote inclusivity and decrease stress levels. 



 

Meeting Occupational Health and Safety Requirements 

Medical students cannot go on clinical placement without meeting relevant 
occupational health and safety requirements. Such rules are necessary to protect 
the health of patients and staff alike. Most medical schools outline occupational 
health and safety requirements relatively clearly. Medical students that do not meet 
these occupational health and safety requirements are therefore issued breach 
notices and have notes made on their academic record for noncompliance. 
 
Students from rural, remote, interstate and international experience a 
disproportionate amount of stress in meeting occupational health and safety 
requirements. For instance, students cannot apply for a Queensland Blue Card 
without first being issued a customer reference number (CRN) from the Department 
of Transport and Main Roads (TMR).[54] However, students must either have a 
Queensland drivers licence or proof of Queensland address to be eligible for a TMR 
CRN.[55] Remote application options also mandate proof of local address.[56] 
Students that have only recently moved to their medical school, and may not have a 
permanent address yet, are therefore particularly vulnerable to issues in meeting this 
requirement. The Blue Card itself also requires an extensive wait time, and physical 
reception via post. Rather than accepting the nationally-recognised Working with 
Children Check, which has a much more streamlined application process, 
Queensland Health continues mandating reception of a physical copy of the Blue 
Card before placement commences.  
 
Overall, it is important to ensure that more realistically achievable alternative 
occupational health and safety requirements are considered by state bodies, as to 
minimise the disproportionate amount of stress currently experienced by rural, 
remote, interstate and international students in meeting occupational health and 
safety requirements.  

Workload and Exhaustion 

Due to the high workload and academic rigour of the medical curriculum, levels of 
burnout and emotional exhaustion are high amongst medical students. This issue is 
exacerbated during clinical years, wherein many students struggle to balance 
placement with work, extracurriculars, personal life and academic workload. Medical 
students who are parents or primary carers face added difficulty in managing their 
academic and personal responsibilities. The lack of accessibility to childcare 
facilities in hospital settings is a major barrier affecting the quality of clinical 
placement for students with children as they often miss learning opportunities on 
placement whilst caring for their children.[57] Further information regarding medical 
students with dependents is provided in AMSA’s Medical Students with Dependents 
policy.[58]  



 

Cultural Safety on Clinical Placement  

Culturally safe environments are spaces where personal identity and culture can 
stand free from assault.[59] There are several factors that make an environment or 
interaction culturally safe, including practice of cultural humility, resisting 
hierarchical approaches to concepts which challenge us, and engaging in deep 
reflection on one’s own cultural background.[60, 61] Furthermore, cultural safety 
involves acknowledgement and active work to combat the interpersonal and 
systemic power imbalances that disempower people from minority 
backgrounds.[62]  

Cultural safety is vital in ensuring that all stakeholders within the healthcare system 
feel accepted. Clinical placements must be environments where Aboriginal and 
Torres Strait Islander medical students are able to exist and excel within culturally 
safe frameworks. The definition of cultural safety for Aboriginal and Torres Strait 
Islander medical students may encompass (but not limited to) an inclusive clinical 
environment where staff and students are educated about local cultural practices, 
and students feel safe to voice their views and concerns as well as express their 
cultural identity without fear of judgement or discrimination. The valuable cultural 
knowledge brought into practice by Aboriginal and Torres Strait Islander medical 
students creates safer environments for Aboriginal and Torres Strait Islander 
patients. Models and frameworks to enable Indigenous students to escalate their 
concerts regarding culturally unsafe environments must be established and 
regularly reviewed to provide a platform to advocate for ongoing improvement. 
Culturally safe environments are more conducive to meaningful collaboration, 
wherein a diversity of perspectives can inform the healthcare decision making 
process. The literature asserts that Australia’s current standards are not sufficient 
to ensure cultural safety within the healthcare system.[63] Listening to Aboriginal 
and Torres Strait Islander experts speak to how cultural safety can be most 
effectively promoted within the Australian healthcare system is of paramount 
importance to ensure equitable outcomes for Aboriginal and Torres Strait Islander 
people, both as clinicians and as patients.[64] 

To develop meaningful relationships between healthcare professionals and 
Aboriginal and Torres Strait Islander communities, a culturally inclusive and safe 
environment must be fostered.[65] People identifying as Aboriginal or Torres Strait 
Islander reported fear of discrimination, racism, disrespect and judgement as 
intrinsic barriers to seeking healthcare amongst various other barriers including lack 
of accessibility to doctors of Aboriginal or Torres Strait Islander origin and 
Indigenous healthcare practices. Fear of government involvement was also 
reported, especially in regards to seeking medical treatment for children due to 
perceived judgement of bad parenting.[66] These factors are deeply rooted within 



 

the community and must be addressed to promote meaningful relationships 
between the health service and the community. Using appropriate communication 
pathways and working with Aboriginal Health Workers, demonstrating commitment 
to building long standing relationships with community, and engaging in intentional 
reflexivity are all key activities which clinical sites and clinical teachers must 
promote and model to medical students to create culturally safe and meaningful 
clinical placements. Since a large proportion of medical students in Australia are 
international students, it is important to ensure adequate information regarding 
Australian history and appropriate training and exposure to local Aboriginal and 
Torres Strait Islander practices are provided during clinical placement so all 
students are equipped with the required skills to provide a culturally safe 
environment to patients from Aboriginal and Torres Strait Islander backgrounds. In 
particular this should include location-specific education regarding the practices 
and history of differing regions to address the immense diversity among Indigenous 
culture that exists across Australia.  

Furthermore, it is important to note that the definition of ‘good health’ varies between 
cultural and religious communities. For Aboriginal and Torres Strait Islander people, 
good health is a holistic concept encompassing social, emotional, physical and 
spiritual well being. Connection to land, culture, ancestry and spirituality is a crucial 
component of Aboriginal and Torres Strait Islander wellbeing. Good health is 
achieved when the wellbeing of all members of the community is ensured.[67] The 
significance of Indigenous healthcare practices, cultural safety and doctors of 
Aboriginal and Torres Strait Islander origin is further explored in AMSA’s Aboriginal 
and Torres Strait Islander Health policy.[68]  

The Australian Medical Council is undertaking a review of standards for primary 
medical education at time of writing. There are substantial proposed changes to 
graduate outcome standards which foreground elements of cultural safety 
knowledge and practices.[69] These changes follow a lengthy consultation process 
which heavily involved the AMC Aboriginal and Torres Strait Islander and Māori 
Standing Committee and Aboriginal, Torres Strait Islander, and Māori stakeholders 
from medical schools around the country. Ongoing quality control and improvement 
will be essential in the successful implementation of the newly developed standard.  

Location and Accessibility 

Medical Universities provide minimal to no support in funding the transportation and 
housing costs incurred as an unavoidable component of clinical placement. Clinical 
placements are therefore difficult to access for many students undergoing their 
clinical years. There is no literature discussing this topic from the perspective of the 
experiences of current medical students. Ultimately, these issues have a significant 
impact on the safety and wellbeing of students.  



 

Commuting 

A prevalent issue for students is the commute time to clinical placement. Travel 
times can be substantial, often over an hour each way. Losing so much time to travel 
can be incredibly detrimental to students, as the cost of such a journey can be 
financially stressful. Furthermore, students often leave placement mentally and 
physically exhausted. Students often thereafter drive home fatigued, and therefore 
at risk of being involved in a road traffic accident or developing a mental health 
issue.[70] Reducing time to placement is an important means of preventing harm to 
students. Students with extensive travel times often struggle with studying enough 
to meet the academic expectations of the faculty, due to exhaustion upon arriving 
home coupled with the need to appropriately take care of themselves, work and 
uphold other social responsibilities. Providing students with the resources 
necessary to reduce the amount of time it takes for them to travel to and from 
placement could potentially help students have more time to prioritise their physical, 
mental and social well being as required to meet their faculty’s academic 
expectations. This issue is further exacerbated with the current rental crisis in 
Australia. Due to how competitive the rental market is in regards to rent price and 
availability, students are left with no other choice but to find housing even further 
away from clinical locations. Providing means of housing support, particularly in 
metropolitan centres where this is not the norm, would also significantly assist in 
reducing commuting time and concerns.[71] 

Financial Stressors 

A predominant point of contention is the financial cost of accessing clinical 
placement, especially following the recent significant rise of fuel costs and public 
transport fees in some Australian states. A substantial component of this stress is 
the cost of parking. Free parking, concessional rates and onsite parking availability 
differ between sites. The maximum rates for public hospital onsite parking can range 
from roughly $30-50 per day.[72, 73] With stringent clinical placement attendance 
requirements, these costs accrue to become a significant point of financial burden 
on students. Some students have reported skipping meals or forfeiting social and 
physical activities as a means to afford to participate in placement. These sacrifices 
can place undue stress and pressure on medical students, ultimately harming their 
wellbeing. Providing financial support, such as travel allowances, grants and other 
financial incentives, to all students in need, including those in metropolitan areas, 
can improve mental health and educational outcomes.[71] 

Safety Concerns 

Many students that drive to placement may opt to park substantial distances from 
their clinical site in an effort to find cheaper or even simply available parking. 
However, walking a long way to their car in the evening can put students, especially 



 

female-presenting students, in danger of being a victim of a crime. Safety is also a 
point of concern for students who use public transport. They may have to not only 
travel to reach, but also wait alone in the dark for buses, trains and trams, sometimes 
in unsafe areas. These safety concerns disproportionately affect students from low 
socioeconomic backgrounds. A reasonable means to overcome this, includes 
providing students access to staff-parking, as opposed to paying visitor’s rates. 
Additionally, minimising transport at unsafe times for students taking public 
transport. 

Remunerated Medical Student Positions 

Introduction to the Assistant in Medicine Program: 

The Assistant in Medicine (AiM) position is a new, paid role for medical students. 
The role was originally established as part of the surge workforce management 
response, with the aim of easing COVID-related staff shortages.[74] While similar 
assistantships have been adopted internationally, this program is new in Australia. 
This scheme could potentially alleviate the aforementioned issues in medical 
student financial stress during placement.  Many students have found the support 
provided by the Students in Medicine (SiM) position invaluable as it assists students 
experiencing economic precarity to engage fully with pre-vocational learning.[75] 
Broader uptake of such a program should support students, without compromising 
their time or quality of education on clinical placement.  

Current Remunerated Roles 

Clinical placement schedules can be unpredictable, rendering it difficult for medical 
students to find consistent work and meet their living expenses. As such, innovative 
models of training that remunerate senior year students for their labour, within the 
limits of the healthcare system infrastructure, may improve students’ ability to fully 
participate in clinical placement. The current AiM program provides a model to cater 
for medical students’ needs, as standardised by the Australian Medical Council 
regarding final examinations.  
 
Currently, New South Wales, Queensland and Victorian-based final-year medical 
students, attending an Australian Medical Council-accredited university, are eligible 
for participation in this scheme. Queensland-based medical students are also 
eligible to apply for the program in their penultimate year of medical school (Bond 
University, Griffith University and the University of Queensland) or the final three 
years of their degree (James Cook University). The tasks performed by AiMs vary 
between states. In Queensland, SiMs are responsible for clinical support through 
ward duties, scribe services, surgical assisting under supervision, improving 
productivity and clinical service continuity where applicable. Final year medical 



 

students may additionally perform tasks including patient monitoring and 
observations, vital sign measurements and escalation of patients as per hospital 
and health services protocol.[76] 
 
The AiM role was established as an opt-in position, for final year medical students 
in NSW, receiving 75% of NSW Medical Intern Salary. For Queensland, individuals 
who are employed by Queensland Health in the role of SiM in 2023, will be 
remunerated at a base rate equivalent to 80% of an Intern Level 1 outlined in the 
Medical Officers’ (Queensland Health) Certified Agreement.[76] Additionally, the 
hours of work varied from 8 hours - 36 hours with the majority of AiM’s (42%) 
contracted to work 32 hours per week (four days per week).  
 

Benefits of Remunerated Medical Student Positions 

Limited literature exists on the benefits and shortcomings of the current AiM 
program, since the role is so new within Australia. A review of the program initiated 
in 2021 has been commenced but remains incomplete.[77] There was also an 
evaluation report conducted by NSW Health.[75] This report found that the main 
tasks performed by AiMs included venepuncture, medical record documentation, 
cannulation, discharge summaries, scribing, and organising consults and 
investigations. This report also concluded that the AiM program improved students’ 
confidence entering internship, by ensuring they developed the skills and 
capabilities required for safe patient care..[75] Furthermore, this report found that 
the AiM role improved the functioning of the medical team, as the AiM’s lessened 
the junior medical officers’ workloads and therefore allowed the junior medical 
officers to perform more tasks at the top of their scope of practice. 
 
A benefit of introducing the AiM role in the pandemic response, is that non-
healthcare setting employment was forgone for many students, allowing this paid 
employment role to alleviate financial stressors of unemployment.[75] Currently 
around half of medical students work during their degree, with many requiring paid 
work to continue their studies and maintain their lifestyle. In addition to this, the 
majority of working medical students reported issues with work impacting upon 
their studies. This illustrates a need for paid work that is flexible, allowing medical 
students to continue their studies without negative impacts upon their university 
work.[78] Currently, an AiM like role that has allowances for the adaptable schedule 
of senior medical students could fulfil this need. Likewise, a paid role in a healthcare 
team has been seen to raise clinical experience in a hands-on environment, helping 
not only the healthcare team, but also teaching invaluable clinical and teamwork 
skills to the students.[79] 
 



 

Overall, existing literature suggests that the AiM role should continue to be offered 
when surge workforce requirements are demanded, and to improve transition to 
internship. 

Limitations and Future Considerations for Remunerated Medical Student Positions 

There is potential for AiM positions to negatively impact upon the quality and 
quantity of clinical placements via a decreased prioritisation of clinical education 
and expectation to work increased hours resulting in a compromise to student’s 
work/study balance. Medical students have reported that while participation in the 
program has been valuable, students were at risk of missing out on important 
rotations, such as their emergency department rotation, in order to complete 
administrative tasks for their AiM role whilst on placement.[80] Strict guidelines and 
limitations are required to safeguard medical students from overwork and ensure 
protected time for clinical placement teaching.   
 
As the role was developed in response to the pandemic crisis, ongoing 
communication allowed for the utilisation of AiM’s with some timetable clashes 
occurring, which impacted upon students work/study balance [75]. In particular, 
reports of increased difficulty balancing studies and work when exams were during 
or directly after an AiM term.  Queensland Health’s Employment Directive for the SiM 
role in 2023 does prioritise the educational and wellbeing pillars of the employee, 
highlighting that rostering must be managed to avoid fatigue and honour the 
students medical school responsibilities and academic clinical placements. 
Students in these roles are encouraged to speak with their home institution for 
appropriate hours of work and to ensure completion of their degree is not 
compromised [75]. Future recommendations include discussion around medical 
school commitments and exam schedules for workforce rostering, as well as the 
impact of working terms on exams. 
 
Additionally, The NSW Evaluation report outlined that the lack of understanding of 
the AiM role by the multidisciplinary team can be better understood with improved 
communication.  The inability to prescribe medications is an evident limitation for 
AiMs to optimise team function. Given this, the NSW Health report recommended 
reconsidering this limitation when placing a student in this role on a team [75].  In 
addition, the unclear role of these AiMs could lead to confusions regarding scope of 
practice, resulting in students acting outside their scope which could have serious 
repercussions for both the patient and practitioner. Recommendations to mitigate 
these risks within the AiM positions include clear, standardised guidelines that 
clearly state the tasks able and unable to be performed by students in these roles. 
 



 

As the implementation of this role in the Australian healthcare system was a result 
of the surge workforce requirement, the evidence for the benefit, limitations, and 
structure of the role, is yet to be explored. Following further literature defining the 
gold-standard framework for Assistants in Medicine, encompassing both the 
protection of their wellbeing and support of the healthcare system, AMSA will further 
clarify their position on this issue.  
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