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There are two key issues in Indigenous medical workforce
development — the relative undersupply of Indigenous Australian
doctors, and the need to equip all Australian medical graduates
with the skills, knowledge and attributes to provide quality health
care to Indigenous Australians regardless of where they present in
the health system.

Indigenous Australians represent 1.9% of the total population
aged 15 years and older, but only 1% of the total health work-
force.4 In 2006, there were 100 Indigenous Australian medical
practitioners (0.2% of the total), including 40 medical specialists.4

In 2008, the Australian Indigenous Doctors’ Association (AIDA)
estimated that there were 125 graduates, with another 125 in
training (an estimate consistent with figures previously published
in the Journal).5,6 According to 2006 census figures, the propor-
tion of doctors in the Australian population was 0.27%, while the
proportion of Indigenous doctors in the Indigenous population
was 0.019%.5

Increasing the participation of Indigenous people in the health
workforce is an important workforce development strategy, as well
as an important goal to pursue for equity reasons. Indigenous
Australians can contribute to improved quality of care by aligning
their technical and sociocultural capabilities to maximise patient
or population health outcomes. The presence of Indigenous
practitioners in the health workforce adds a collegiate dimension
to relationships between non-Indigenous practitioners and Indi-
genous Australians, and this has the potential to facilitate reform in
health care practice. To that end, the leadership provided by
Indigenous practitioners in health research and education is also
important. However, the responsibility for quality health care for
Indigenous people is one that must be shared. Non-Indigenous
colleagues play a critical role, which is why all graduates need to be
equipped to work across the entire range of Australian sociocul-
tural contexts, including in Indigenous health.

The Indigenous health medical workforce agenda has been
implemented through a broad partnership that includes AIDA,

Medical Deans Australia and New Zealand and the Australian
Medical Council. This has resulted in a suite of tools for support-
ing medical school reform and revised standards and procedures
for medical school accreditation.7-10

There have been two recent developments that we anticipate
will provide further impetus in curricula development.

The first is the development of the Critical Reflection Tool
(CRT).11 The CRT was developed to support medical schools in
their efforts to implement the national Indigenous health curricu-
lum framework and their initiatives to support Indigenous stu-
dents. It was designed to cover the broad context of medical
schools in implementing an Indigenous health reform agenda. The
CRT provides an opportunity for medical schools to critically
analyse factors such as their structural relationship with existing
Indigenous health units, and the aspirations of the medical school
as articulated through mission statements, through to the detail of
the curriculum itself (including teaching and learning, assessment,
implementation and review and evaluation) and Indigenous stu-
dent recruitment and retention initiatives and strategies.

All medical schools in Australia and New Zealand were invited
to trial the CRT in October 2007 through to June 2008, and 12 of
21 schools were able to provide feedback within the timeframe
required. Trial findings endorsed the content of the CRT.

The second development supporting curricula development is
the creation of the Leaders in Indigenous Medical Education
(LIME) Network for medical educators, specialists in Indigenous
health, policymakers and community members with an interest in
quality Indigenous health content in medical education.12 Medical
Deans Australia and New Zealand established the LIME Network
to provide a forum for medical educators in Indigenous health,
promote the exchange of best practice and facilitate professional
development. The Network hosts a biennial conference to facili-
tate dialogue on Indigenous health between medical educators,
colleagues across the other health disciplines and community
partners.12

There is still much work to be done to increase Indigenous
participation in the health workforce, and to develop medical
schools into places that produce a workforce fit to meet the needs
of Indigenous Australians. Clearly, there is a significant undersup-
ply of Indigenous doctors, but as yet there are no nationally agreed
targets. This is an important policy agenda and a brokered
agreement on targets by key stakeholders would enable a more
robust framework for monitoring change. Targets should be achiev-
able and take into account high school retention rates, tertiary
readiness, potential pathways and population demographics.

Nationally, the track record for medical schools in recruiting and
retaining Indigenous students is very mixed. Institutions such as
the University of Newcastle, the University of Western Australia,
James Cook University and the University of New South Wales
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clearly lead the field.6 There is a debate about whether strategy
should focus on building the programs within schools with a
proven record of success, or whether all medical schools should be
encouraged to do better. Our view is that the system should enable
Indigenous students to select the university that will maximise
their opportunities for personal success. However, this would
require more universities to develop the comprehensive integrated
programs that develop pathways through secondary education,
promote health sciences as a career choice for Indigenous Austra-
lians and provide robust support for the academic and social
development of enrolled students. Graduate attributes are arguably
the best marker of efficacy in curriculum reform. The CRT
provides a framework for internal reflection by medical schools on
their structures, curricula, and recruitment and retention strat-
egies, to maximise their potential to graduate Indigenous and other
students who can contribute to “closing the gap”.
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