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 Introduction

We all know that despite the enormous improvements in health care in the developed world over the past few decades that patients are still dissatisfied with the current state of health care. There appear to be some good reasons to be dissatisfied. At a recent curriculum workshop here we had a speaker who is paraplegic talk to us about his journey as a patient. This was a particularly instructive talk as his is himself a doctor. His experience was, as he put it, that those treating him spoke to the wheelchair rather than to him. There were few who asked him what he wanted, no account was taken of when he might want something and how things might affect his family ,access to things he wanted eg a gym were denied him. 

What is encouraging to me, an outsider, is that the reasons for this dissatisfaction, and that of Robert the paraplegic doctor have been identified nationally and internationally and are being discussed widely : the dominance of the biomedical model , inflexible  hospital timetables funding mechanisms, lack of  patient participation, fragmentation of care and so on. 

 It seems to me that a consensus based on people-centred health care is emerging.  

But there are a number of factors that make the achievement of this new model of care very difficult.. Australian governments have recognized this and set up the National Health Workforce Taskforce( NHWT) in 2006 to suggest reforms to enable the health workforce to respond to the evolving care needs of the Australian community. 

 Supply and quality of the new workforce
One of the most significant issues is the education and training of a sufficient number of high quality health professionals and this is a major focus of the NHWT 
The key objectives of the Education and Training Program  of the NHWT are to:
· Investigate ways to maximise the capacity of the health and education systems to provide sufficient numbers of appropriately trained and qualified graduates to meet projected demands.
		
To develop strategies to ensure that education and training is appropriate, responsive and relevant to changing health system needs and that it supports innovation and reform in the workforce.


There are two distinct issues here - Supply and quality. 

The shortage of supply is a result of a range of factor that people here will be aware of: 
•greater demand  for services( increases in chronic diseases , higher community expectations) 
•competition from other professions where there is perceived greater reward and less stress 
•the constraints of the current education and training system particularly the limitations of clinical placements in all health professions. 

When supply issues are present quality is understandably given a lower priority. On top of that, quality is a difficult concept to pin down, not amenable to simple metrics the way supply is.  
 To date much of the thinking of the NHWT has been on how to organize clinical placements on some rational basis- developing planning and costing processes statewide and between the various parties- universities, health systems and the various jurisdictions. 

I want to focus in the next few minutes on these quality issues in health education.
 In the time available I want to touch on only three issues: 
•the nature of a quality clinical experience ( and the relationship between this and what occurs in the university setting)
• international  trends in attempting to establish a standards based approach to quality
• the use of new technologies to enhance the student experience both clinical and university based.

First though, we need to decide what characteristics will the new health professional will need in the new era of patient-centred care. We have recently been looking at these issues  in the faculty and our conclusion is that we want to graduate people who can help to SHAPE the future not merely participate in it-people who have a sound grasp of the science underpinning their field but also with a breadth of vision and an understanding of the context, both nationally and internationally within which health operates. We want them to be not merely competent ethical practitioners but practitioners who are intellectually lively who have a life of the mind that they put to use to develop an enlightened practice that pushes forward the boundaries of health care.

• Quality of a clinical experience


It is unanimously agreed that clinical experience is a vital part of students’ professional education.  Contrary to the common view, however, it is not because clinical experience primarily provides an opportunity to turn theoretical knowledge into practice. While we do not have as yet a fully developed epistemology of practice, recent research (eg Eraut 2004)  suggests that learning to do things in real world settings is a complex process of becoming and belonging- of personal development (self evaluation, handling emotions etc) developing awareness and understanding ( of managers, colleagues ,patients, values etc) working in teams (joint planning, facilitating relationships etc) problem solving (formulating problems, dealing with complexity, generating options etc) , as well as actual task performance. 
Learning in and from clinical settings should therefore be seen as a complex process of reacting physically, emotionally, and cognitively to an unfamiliar(and often unfriendly) environment. Learning in these settings is less about the capacity to learn particular things, products, that are easily measured but of subtle changes to often intuitive understandings. 
Learning  in real world settings could be thought of as a process that is like a fog gradually lifting.  This takes time.
What this means for Clinicians like yourselves and health systems and health employers is that you cant expect students to “ hit the ground running”. They need to be mentored and gradually and sensitively introduced to what is for them a complex and confusing world where they need to build an identity before they develop the kind of expert judgments that that experienced thoughtful professional possess. In other words the education of health professional needs to extend beyond their university courses and there need to be formal schemes in place to facilitate this. 
 We are currently working on a framework for clinical education that will try to attack both the supply and quality issues. Our thinking is that we need to do more in simulated settings  and with patient partners in the early stages of a students course and reserve the actual clinical experience for the later stages.  I stress again that we need to accept that a student achievement of clinical competence will take some time beyond graduation as it does in most professions.

• International trends

Globalisation  is now a reality for students. All the indications are that this process will intensify in the future. It is already the case that there is serious international competition in attracting students.  If for no other reason this will necessitate a standards-based approach to quality where there are explicit standards developed for academic fields and individual subjects and where student outcomes can be measured against those standards. This already exists in a number of countries. Examples are the Dublin descriptors of outcomes for bachelors and Masters degrees that applies across Europe. Recently there has been the development of Chemistry eurobachelor that has become a brand that guarantees a range of subject specific outcomes for now some 60 courses. In the UK there are subject benchmarks for most fields in health. 
In a number of countries around the world there are external assessment of graduates both in subject specific areas and in generic competencies. 
To date all this has been resisted in Australia the major argument being that it would lead to homogeneity.  In fact this has not been the case in other countries as projects like Tuning have specifically developed standards and at the same time encouraged differentiation.
 This standards based approach is also important for the internationalization of professional services and provides us with a means of facilitating ( or blocking) international recruitment of health professionals, something of great importance to Australia in the near future


• Emerging Educational technologies

I can touch on only a couple of issues here. 
 
From access to collaboration.
 
The shift from web 1 to web 2 means a move away from an individual’s access to information to interaction and collaboration. This can mean the use of something like Google docs for example to develop a group document/ paper/ project, adding individual research finding to a study group’s data base, contribution to an asyncronous debate, use of mobile technology to support students on clinical placement ( both student to student and student to lecturer) and so on


New Resources
Widespread access to  cheap recording  devices will enable the faculty to capture edit  and publish multi media resources and develop a data base of case study material like never before.  It is interesting to note that the short film that recently won the New York Tropfest best award was made on a mobile phone and cost 55$ to produce.

 Conclusion

The coming new era in health presents challenges to health education. Some of these will have an impact on the health professions and health systems as well as to the university sector. Universities cannot meet these challenges alone.  I hope that the deliberations of the NHWT will provide a framework that will enable universities, the professions and the health bureaucracies to work together seamlessly and jointly produce the kind of health professional that we all agree is needed in the 21C 
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