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Introduction

1. Postgraduate medical education is facing nunsercliallenges. The rate of
technology innovation and the amount of new knogtedccumulating day after day call for
further and further sub-specialization. The globahd of limitation in work hours for
doctors-in-training could reduce training time aaffect the efficacy of conventional
apprenticeship type of postgraduate medical edutatiThis has prompted the Hong Kong
Academy of Medicine (the Academy) to think aboutvHzest to train a doctor in the limited
time and resources available. Educational resaarttte last few decades sheds light on how
an adult learns new knowledge or skills. To keapepwith these developments, apart from
providing a structured training programme dedi@atiraining resource for trainees, the
competencies expected of a doctor completing thevhip training, the curriculum design,
the method of training and the means of assessneeqatto be revisited.

2. This position paper is the result of seriesis€ulssion, starting from the Postgraduate
Medical Education Workshop organized by the Acadamjune 2009. It serves to highlight
the proposed key reforms to postgraduate mediaatagnbn that are required to modernize
the Fellowship training system such that the Acagewil produce Fellows meeting the
needs of the society in a sustainable manner.

“Hong Kong'’s Specialist”: the new generation of spealist doctors

3. The healthcare delivery model is constantly @wngl with the advancement in
medical technology and knowledge; sub-specialimatichanging social, economic and
political environment; and the patient safety moeaim The scope of practice for a newly
graduated fellow in specialties like medicine anulgsry, who breeds a variety of new
subspecialties, has now become just “general dgtcpaactice”, obviously very different
compared to twenty years ago. This “general spstigshould be competent to manage day-
to-day common specialty problems, or the majoritly their own specialty practice
independently. This “general specialist” conceguh ®e observed in other specialties apart
from medicine and surgery.

4, Apart from being a general specialist, how dibés “Hong Kong’s Specialist” look
like? The “Hong Kong's Specialist” is expectedptmssess certain generic competencies that
can be distilled and broken down into domains afiege qualities, abilities and skills.
Ideally all these have to be definable, measurabte assessable, but there are limitations at
present. The Royal College of Physicians and Surgef Canada (RCPSC) put them under
the CanMEDS framework (CanMEDSRCPSC, 2005). The Accreditation Council for
Graduate Medical Education (ACGME) defined a sestiaf core competencigACGME,
2007). The medical profession in United Kingdom alsceag on a Consensus Statement on
the Role of the Doctor in 200@1edical Schools Council, 2008). The Australian Medical
Council (AMC) specifies the expectation of a metigecialisf{AMC, 2009). Summarizing

all these together, the “Hong Kong’'s Specialistbld possess seven broad domains of
competencies, namepyofessional expertise, health promoter, inter-personal communication,
team working, academic, manager-leader, professionalism.



Recommendation 1. Academy should define the generic core competencies that every
specialist should possess.

5. Professional expertise refers to the necessaowledge and skills for clinical
practice in the relevant specialty in the provismindependent safe and quality service.
Health promoter is a role that every doctor shaudertake apart from treatment of diseases.

Teaching and learning communication

6. Good doctoring depends on building a good andraffeutic doctor-patient
relationship, which will enhance effects of meditahtment. Communication is also vital to
the roles of health promoter, team-working, mandggder roles and to future specialist
practice, such as in risk communication.

7. Many Academy Colleges are now assessing conuatiom skills during their

Intermediate or Final examinations. Doctors-inAiray need to accumulate experience on
communication, just as they need to accumulatéceliexperience. Therefore as the doctors
gain more and more experience in clinical practibey need to continue to learn how to
communicate effectively. The importance of comrsation in medical practice has to be
highlighted. Communication teaching and clinicallgkaching should be done hand-in-hand.

Recommendation 2: Communication skills should form part of the specialist training and be
formally assessed during the training process (formative assessment), and / or during
summative assessment.

Academic: learner roles

8. Academic includes four areas, learning, teachimmpntinuous professional

development and research. Learning is an activecess of knowledge-seeking,
acculturation, skills and experience acquisitioWhile the Academy provides the teachers,
environment and materials for clinical learningctos-in-training must be responsible for
their own learning process, including learning mg@ry. They should secure their own
chances for effective learning and training.

9. Six years of postgraduate education is not emooidearn everything doctors need for
their life long career. These six years of tragnguffice to lay down a good foundation and
cultivate the doctors-in training for the life lofgprning culture that is integral to practice of
medicine(Hong Kong Academy of Medicine, 2007). The “Hong Kong’s Specialist” must
learn how to be an effective learner taking onttadl modern concepts of education such as
context-based learning and transferability of krexigie. Therefore apart from learning new
knowledge, skills and attitudes, the “Hong Kongjge8alist” would be expected to manage
uncertainty, ambiguity and complexity, and be atdework out solutions from basic
principles. They must know their own limits, unstand the importance of teamwork and
know when to call for assistance.

10. Research training helps to make the minds attod® more inquisitive, thereby
advancing the knowledge of medicine. Although amlyery small minority of doctors will

be engaged in research work in their career, utatetmg research, and ability to critically
appraise research papers are the competencieshthdHHong Kong's Specialist” should
possess.



Academic: teacher and trainer roles

11. All doctors, in particular the specialists, glibshare responsibility in mentoring
doctors-in-training. The doctors-in-training shiblearn to be a teacher and trainer early on
in their professional career, as “passing on thentedge” involves a change in attitude, and
this culture of teaching should be cultivated easty. Teaching enhances learning and
retention of knowledgéPeets et al., 2009). The training for a doctor to become a proficient
trainer should focus not only on learning the skitir teaching, but also recognizing the style
to fit into the requirement of trainee at differégdrning stages.

12. There is a difference between clinical and atlanal supervision. While clinical
supervision helps the trainees to develop theinicdl skills over specific situations,
educational supervisors would enable the learmedetelop their own learning needs so that
they will move towards the end-product that thecational supervisors have set.

13. Resources need to be allocated for trainettgrims of time and recognition, for them
to teach effectively. While apprenticeship is obis®gy and learning from what the master
does over a long period of time, clinical trainisigould involve a lot more active teaching.
Experiential learning in apprenticeship is defilyiteuseful; however, the benefits of
systematic and structured learning cannot be ustisrated(Kirschner et al., 2006).

Recommendation 3: More resources have to be spent on training and trainers. Specialists
should be taught how to become a proficient teacher and be given the necessary tools,
recognition and awards. The Academy and Colleges should conduct such training sessions
and serve as a resource centre for trainers.

Manager-leader and professionalism

14. Healthcare resources are scarce. Apart fromagiag and using these resources
judiciously, a doctor should be the quality andesafadvocate, and the leader in complex
health environment driving for better and safertheservices.

15. A lot of learning in medicine still occurs thugh role modeling, and professionalism
is certainly one of those. Professionalism, aydydoctoring, is an important competency for
any doctor, and the feature that differentiates@dgdoctor from a not-so-good doctor. Much
of the ethics, attitudes and behaviour of good @ong are better shown than taught. In the
end, this tradition will pass on from generatiorgemeration.

Curriculum planning

16. Curriculum planning starts from defining whiaé t‘Hong Kong’s Specialist” should
be like at the end of their training, such as defnobjectives, achievements and
competencies at the end of training. This is almuting the relevant materials into the
competencies framework deliberated above. Becal#ige changing healthcare scene, this
new generation of specialist doctors may requisetaof skills that is constantly evolving,
emphasizing the importance of defining and revigwtime requirements for “Hong Kong’s
Specialist” regularly to meet our needs. Thesaireqments can be organized into training



modules linked to specific objectives at differestdges of their training. Grouping these
modules together becomes the curriculum for “Holgdls Specialist”.

17.  The basket of qualities, abilities, knowledgidlls, and attitudinal behaviors that our
“Hong Kong's Specialist” should possess has to dmdistic and pragmatic. Ideally they
should be definable, measurable and assessablaevdn the limitations in measurement
sometimes render these characteristics unachievable

18. The traditional boundaries between differemtcggdties such as medicine and surgery
are getting blurred and the scope of practice isngewider such that there is much more to
learn. Yet there is the time constraint in squagza lot of materials into the six-year

programme. The “general specialist” concept shawdt create new boundaries in those
specialties used to be regarded as a single specgalch as between Obstetrics and
Gynaecology.

Recommendation 4: Colleges should define the outcome and objectives of the training at
different stages in preferably definable, measurable and assessable terms, such as
competencies; and organize them into modules for training.

Competency based training or time based training

19.  The debate for or against competency-basediricpis constantly evolving. There is
the argument that competency-based training womiel doctors the necessary skills but not
the clinical experience that can be offered throagime-based training. Integration of all
those skills would be important to bring in fullderstanding about the professional practice,
and about excellence in performar{@albot, 2004). Competency-based training should not
be interpreted as just focusing on acquiring tlebiriecal skills such as basic simulation or
skill training. During the process of acquiringtskills, the trainee would have been exposed
to the clinical materials, be well versed with diffntial diagnosis and be conversant in
managing the complications. While competency-basathing is not a panacea for
everything and a competent person does not meas dre expert, it certainly would ensure
all the necessary skills have been possessed,cams 1 good foundation for the specialist
doctor to acquire further experience through clihractice and life long learning.

20.  While it is easy to define and assess compieterfor skill-based specialties, for
example, the College of Surgeons of Hong Kong iwing in the direction of defining
competencies in the area of Laparoscopic Surgenyight be more difficult to define, if not
to assess, for some other specialties such as imedicpaediatrics. Competency should not
be limited to manual or technical skills only, acettainly not limited to those that can be
easily measured and missing the important elemergknical practice. Communication by
itself is considered a competency. Therefore afghothey are not as well defined, some
basic technical and non-technical skills can Hediisected out for structured learning.

21. Although there is a belief that heterogeneityhe learning ability of trainees exists

with some being fast learners and others slowpésdnot necessarily support competency-
based training rather than time-based. Fast lemmay require less time to acquire the skills
with a steep learning curve than others. Passinle final qualifying examination does not

equate to medical expertise. Doctors still needdbmore clinical experience to practise
their acquired skills. While passing a certainreisation can be achieved in a shorter time,
the acquisition of clinical experience needs moret



22.  Attitude learning, professional enculturatidearning the subtle skills of good
doctoring, ethics of practice are important evershill-based specialties. While it is not
difficult to state the principles, learning is aftacquired through role modeling and repeated
exposure over a period of time. The wisdom of emtwnal time-based training and
apprenticeship cannot be disregarded, especialiyving a broad based exposure for a good
foundation.

Recommendation 5: Training of specialist doctors should be a combination of competency-
based and timed-based training.

Simulation

23. Recently medical education has seen a risesingusimulation technology for
teaching. Simulation provides safe and effectippastunities for learners at all levels to
acquire practical skills that are required for gyadnd safe patient cai@®lcGaghie et al.,
2009). Simulation ranges in sophistication, from simpgkedgets, hi-fidelity simulators to
virtual reality ones. It sometimes involves the a$ fresh cadavers for simulation. It should
serve as an adjunct to real clinical experienga@rhing. The virtues of simulation lie in
training of skills and getting it acquainted, ofreshed before doing it on a real patient which
goes along with the current emphasis on patiertywgaBecause of its reproducibility, it can
cater for rare situations, and training for teantkyvas well as being used as a common and
standard task in the assessment for multiple exagsin

24. There is ample scientific evidence that simmotaworks to expedite the learning
curve, and to refresh the skills as in aviationustdy. Issenberd2005) reviewed the
simulation literature on hi-fidelity simulators, dasoncluded they are educationally effective.
Repetitive practice on a simulator is also assedialvith improved learner outcomes
(McGaghie, 2006). Simulation-based education complements but danmplace
conventional medical education in patient careirgggt(MaGaghie et al., 2009). There is
also ample research work in employing simulatons desessment of competencies, and
Hatala et al(2005) found that combining a standard patient with autator seems to be
ideal for assessment.

25.  There is the debate about whether simulatigem®ance is equivalent to real clinical
experience, and whether the assessment couldtréfeetrue performance of the candidate in
times of crisis, e.g. the issue of simulatoritigpér-vigilance and cavalier attitudes. More
research would be needed in those directions. okg las simulators are serving as
complementary role, the Academy and Colleges shoedgh the full benefit of simulator

technology to enhance training and refreshing ofipetencies for quality and safe medical
practice.

26. Some of the Academy Colleges are already migjizzthe simulators and skill
laboratories for training. This is the opportuimee to revisit, invest and broaden the use of
medical simulation technology for postgraduate madiraining. A more in-depth position
paper on simulation in medical education may beired in due course.

Recommendation 6: Colleges should be encouraged to build more skill / simulation
laboratories and develop simulation-based training. Doctors-in-training should have
adequate exposure to simulators. In the longer term, some parts of simulator training should
be mandatory and be made widely available so that it can precede practicing on the patient.



Smulators should also be developed for assessment purposes. We should start as soon as
possible with areas in which the technology is more mature and ready.

Managing the trainee exposure

27. Although more work hours does not necessarggmmore clinical exposure for the
doctors-in-training, a limitation in work hours caring about a reduction in clinical
exposure. Proficiency is a result of deliberatectica and practice. Training in the era of
“limited work hours” has to be more focused andatired. The clinical materials available
for training need to be maximized for training ppsps. On the other hand, we should aim at
optimization of exposure to gain clinical experierin the limited working hours available
for trainees.

28. Provision of a systematic and structured trgimequires a lot of organization as the
occurrence of these clinical materials of trainugjue is not regular or predictable. While
organization of sub-specialization training blockey help to concentrate the training
exposure to the trainee, the difficulty lies in #gosure to emergency clinical materials. |If
the doctors-in-training are not working hands, @uld be easier to organize as they would be
free to move around. On the other hand, traineagnot be totally dissociated from clinical
responsibility. Assuming the clinical responstlyilis part of the acculturation process, and
facilitates the building up of clinical experience.

29. In order to maximize the exposure of doctorming to relevant clinical materials,
Colleges must define what constitutes the basiogx@ to achieve competency, for example,
the number of appendiectomies to be performedachra minimal competency level.

Recommendation 7: Maintaining the standard of training is one of the key functions of the
Academy. Training opportunities for doctors-in-training must be maximized, and part of the
working time should be protected for training purposes. The training programme should be
standardized and systematic.

Assessment

30. Assessment is the means, not an end, anddheiteds to be linked with objectives of
training, and what is needed to be assessed. liticagddhe issues of reliability (inter-rater,
inter-stations, intra-rater consistency), validjgpnstruct, concurrent) and comparability of
standards (equating) across generations have tormdered. A quality assurance process
on each examination (and its constituent tasks)cenelach individual examiner should be in
place.

31. There are many areas to be assessed with mssgssaent tools available.
Conventional assessment focuses on knowledge, \attitedes and skills cannot be easily
evaluated through summative assessment methodsn tBough attitude cannot be easily
defined, there is the need for an all-rounded assest in addition to testing skills and
evaluating technical competencies. With any nesessament, validity has to be considered.
Sometimes lay persons can be involved in the assmedsor evaluation of attitudes.
Regarding standard setting, the assessment fdiedeseel of competency is different from
the assessment for excellence.



32. Most Colleges have introduced in-training assesnt as part of the formative
assessment. The frequency of such in-trainingsassent varies from 3 months to 12 months.
Such in-training assessment is important as it @auate the doctors-in-training in the
workplace in a non-threatening manner. Softersskdompetencies, and qualities such as
attitudes, communication, team-working skills artdeo aspects of professionalism can be
readily assessed. While the optimal frequency is¢iéds to be debated as some advocates
daily assessment, the important point is to have #ssessment done properly and
conscientiously to reflect the performance of tleetdrs-in-training and provide input for
them to improve.

33. Competency-based training requires a good sts&ed tool. There is not a lack of
assessment tools, but a lack in using them witburigand quality. The Academy and
Colleges need to think about how best to do teelhrskill assessment. The Objective
Structured Assessment of Technical Skills (OSATS)ai good example that we might
consider. This OSCE like examination has showndgogiability and validity, works
between institutions organization, and be ableltd fhe progress of the trainee over the
years.

34. With the numerous assessment tools availdideAtademy and Colleges would need
to find out which tool is best suited to evaluat®wledge, skills or technical competencies,
attitudes or other behavioral competencies. Coemogtis context bound. It may not be
generic or transferable to other situations. Hilbility of competency testing, or in fact the
whole assessment, lies in the sampling of testsgbeerformed. A matrix of competencies
and assessment methods including objective, siNgeat qualitative tools would have to be
worked out.

Recommendation 8: Assessment should be all rounded, including skills and attitudes as much
as possible. There should be a quality assurance process on examinations. The formative
assessment is important and resources need to be injected to allow it to be done properly. A
matrix of assessment tools to match the competencies should be devel oped.

To consider setting up an education unit

35. The Academy is an independent statutory bodglwed in the postgraduate medical
education; it should provide leadership and aimaoademic excellence. To maintain this
status and to excel, this educational role wouléxygected to be clearly visible and reflected
in the formal structure in a sustainable mannemil®the Education Committee, consisting
of representatives of Colleges, is set up under Hbeag Kong Academy of Medicine
Ordinance (Cap. 419), Chairman and members of tmendlttee have defined terms of office
and change over time. An Education Unit can endane role of Education Committee and
serve as the executive arm to assist in implemgnpiolicies decided by the Education
Committee and approved by Academy Council. The Btlowcal Unit will collaborate with
and complement the training activities of the Cgdie. Staffed by professional educationalists,
the Education Unit becomes the executive arm offtiecation Committee, the function of
which should be regarded as the core businesed¢hdemy.

36. A large number of overseas academic collegeshawving separate educational
departments, and employing educationalists. ThgR0Oollege of Physicians and Surgeons
of Canada, for example, employs their College Malavith an educational background on a
part-time or full-time basis as Director or Assdei®irector of Education. For the Academy
taking care of over 5,600 specialists, the Edunaltlait should initially consist of a Director,



with one to two other staff working at executivdiadr level. The Director of Education
should have thorough understanding in postgraduat#cal education.

37.  The Director of Education who heads the Edaoatinit will keep abreast of current
developments in educational and assessment consapls as transferability of learned
knowledge; keep the specialist training system wungeriodic review and consider
introducing new practices to specialist trainingtaategic time points. Apart from serving as
the resource centre for Colleges on academic rsadterh as those in relation to training and
assessment, the Education Unit will also look iptofessional development for trainers,
teachers and assessors, as well as coordinateoaddat research projects in postgraduate
medical education.

38. Stipulated in the HKAM Regulations, the Academybound to have a general
governance role over the Colleges on postgraduadical education, and this role is
currently taken up by the Education Committee agdd®my Council. The Education Unit
is going to enhance this governance role and csistas assessing the training programmes.

Conclusion

Postgraduate medical education is constantly englaind has come to a stage where
a review is necessary to keep pace with curreentiic developments in education, training
and assessments. The Academy should first defiaegeneric core competencies of a
specialist, followed by Colleges to define in distavhat would be expected of their
graduating Fellows. The specialist training shobll a combination of time-based and
competencies-based ones. The training shall bectsted and training opportunities
maximized for the doctors-in-training. Simulatibased training and assessment should be
explored, benefits maximized and introduced as@ppate into the Academy. Assessment
should be all-rounded, and focus put on formatsseasment to guide the doctors-in-training
in their training process. It is the appropriateet for the Academy to consider whether there
is a need to set up an Education Unit to assistAtelemy and Colleges in such matters.
Through such initiatives, the Academy can contiralpyproduce specialists who can meet
the demands of the profession and the societyge,las well as passing on the much valued
traditional virtues of good doctors.

Postgraduate Medical Education Working Group (Dr. CT Hung, Prof. KT Hau, Prof. SKumta, Prof. Linda
Lam, Dr. Ares Leung, Dr. HT Luk, Prof. NG Patil)

June 2010
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