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Introduction 
 
For the most hardened of cynics, medical training has long been synonymous with suffering. This 
view, perpetuated throughout history, popular media, and doctors themselves, is particularly 
evident should one mention pursuit of a surgical career. The nineteenth century Professor of 
Medicine, Doktor Hermann Nothnagal, is quoted as saying “Whoever needs more than five hours 
of sleep should not study medicine”,1 and such stoicism (and self-flagellation) has seemingly 
persisted over one hundred years later. 

The unaccredited surgical registrar,i with gruelling hours, immense responsibility, and no 
guarantee of progression to accredited trainee,2 remains a bastion of these historic beliefs in 
many eyes.3-6 In fact, for countries such as the United States, Canada, and the United Kingdom, 
these “service positions” do not exist as seen in Australia.5 Therefore, this liminal role, including 
ward work, on call obligations, and with potentially minimal actual theatre time,2 bolsters a 
healthcare system that may collapse without it.3  

But is there any merit to the suffering, as many figures will have us believe? Is it an 
inevitable result stemming from the structure of the Australian healthcare system? Is it indeed 
fair? Ultimately, any question of fairness is subject to individual biases, over the span of time and 
contexts. However, in a world that has seen dramatic shifts in values and priorities for work-life 
balance following the pandemic,7 are the costs of unaccredited uncertainty, including potential 
financial, physical, and psychological harms,8 worth the chance of one day becoming a surgeon?  

 
 
I. Unaccredited  
 
Before assessing the fairness of the unaccredited role, it would be appropriate to first 
contextualise how and why these positions came to exist within the Australian public health 
system.  

Unsatisfied in part with a lack of capacity in public hospitals for doctors to progress from 
basic surgical trainee (BST) to specialist surgical trainee (SST), a new program of Surgical 
Education and Training (SET) was introduced in 2008.9 Previously, trainees were expected to 
complete two BST years and relevant examinations before progression to speciality advanced 
training.10 However, hospital administrators were increasing the number of BST positions to meet 
service requirements, without proportionate matching of available SST positions.10 As such, 
conflict between hospitals (primarily seeking service provision), and trainees and colleges 
(primarily seeking quality, timely training) was inevitable. Therefore, this new system ushered 
hope that “a more efficient and better outcome will be achieved for trainees, their trainers and 
their patients.”10  

However, the structural limitations within the public health system that initially prompted 
change remained, leading to the proliferation of unaccredited registrars facing similar problems 
to that of the BSTs. In formulation of this new system, unaccredited registrars do not exist within 
the protection of SET, instead becoming the workhorse of service provision for the hospital.10 
There is no definite time limit on their appointment, although one hopes to swiftly move through 
to accredited training with appropriate experience. However, the prospect of being a post-
graduate year (PGY) 10+ service registrar is a potential reality for many.  

In particular, when formulating the new SET program, there existed an implicit assumption 
that many medical officers will apply in PGY2, hence the lower overall percentage weighting of 
curricula vitae (CVs) at 15-20% of the application.10 For many, the thought of a successful SET 
application in PGY2 today would not only be an anomaly but for many an absurdity, as 
requirements for terms, research, and attainment of essential surgical skills11 may not be feasible 
so early in one’s career. In fact, successful selection for training in some states for General 
Surgery, Urology, and Vascular Surgery averages approximately PGY6+, with Plastic & 
Reconstructive, Orthopaedic, Otolaryngology Head and Neck, and Paediatric Surgery reaching 
PGY7+ for the majority of trainees in 2019.12 It would not be surprising if it takes even longer now.  

Having said that, additional clinical experience can clearly facilitate broader knowledge and 
competency. This has formed the basis of the Australian system, with two prevocational years 
and rotations in various specialties. Unlike countries such as Canada and the United States, 
medical students do not decide their specialty of choice whilst still in medical school.13 As such, 
multiple general years following medical school graduation allow for broader knowledge and 
development. There are clear merits to the Australian system, including allowing more time for 
junior doctors to decide on their preferred speciality, as well as to build upon their resume, 
especially if they did not have the financial means to do so during medical school. However, the 

 
iThere are many terms used to describe unaccredited service registrars. Sydney Local Health District and the NSW Ministry of Health prefers 
the term “trainees in unaccredited positions.”2 For brevity, trainees in unaccredited positions, unaccredited registrar, unaccredited trainee, 
or service registrar are used interchangeably, and refer specifically to those in surgical specialties unless otherwise specified.  
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time it takes to become a specialist, especially in surgical specialties, is considerably longer in 
Australia. This has forced many to question whether this is efficient for the system, but also 
whether it is fair for junior doctors.  
 
 
II. Underutilised  
 
For proponents of ‘free market forces’, the unaccredited market may be representative of simple 
supply and demand, and one that will self-correct with time. Instead of toiling away for a decade 
without attaining a training position, rational individuals will instead transition to other areas of 
significant need in the Australian healthcare system, such as General Practice.14 For many, this 
explanation may be enough to conclude that it is not unfair for unaccredited registrars to fill these 
positions with no guaranteed progression and no definitive exit. However, the fact that this 
transition has not seamlessly occurred indicates this to be a flawed, normative theory, in 
behavioural economics terms.15 Although one might believe this is how people should be behave, 
it is not, in fact, how they ultimately do. When constructing an efficient system, understanding 
individuals’ actual decision-making is essential. As such, this assumption may instead contribute 
to an inefficient health system, especially should some unwavering and intrinsic hope for a 
surgical career prevent consideration of the other available specialties. Therefore, for the profit 
motivated individual, does prolonging hope in attaining an oversubscribed subspeciality surgical 
training position actually promote maximal efficiency, for both the individual and society? Or would 
these registrars be better utilised elsewhere and earlier? 

Despite acknowledgement and general government consensus, doctors and patients alike 
are cognisant of the clear undersupply and unsustainable primary care system in Australia.14 
Gaps in remuneration between other specialties and rising costs in running a general practice 
have inevitably contributed to reduced incentives for medical graduates to pursue this career more 
recently.14 Although there often exists some intrinsic passion for surgery, a better funded primary 
care system may entice select unaccredited registrars to this alternate training pathway through 
personalised cost-benefit analysis, and sooner in their post-graduate journey. This may therefore 
be considered more efficient, and fair, for the system and the junior doctor themselves long-term. 

Conversely, this only reflects half the story. The current system relies heavily on the work 
of unaccredited surgical registrars, from assisting with outpatient clinics, on call hours, and 
managing a ward efficiently. Would de-incentivising people from persisting with these roles 
actually undermine the public hospital structure?  

Overall population growth and an aging population places additional pressure on the 
healthcare system, with healthcare budgets ballooning to accommodate.16 Additionally, structural 
shortfalls that have existed for years became overt during the COVID-19 pandemic, such as 
increases in elective surgery waiting periods.17 One study examining an Orthopaedic outpatient 
clinic found an increase in face-to-face clinic volumes by 18.9% between the years 2018 to 2022, 
or an additional 361 patients each year.18 In the same period, there were no additional staffing 
provisions.18 Whether or not these demands surpass that of the need for Rural Generalists and 
General Practitioners, there clearly remains demand for the work of unaccredited registrars within 
surgical subspecialties alike. As with anything, more research is needed, but if highly skilled and 
capable unaccredited registrars are crucial for maintaining the system in parallel to trainees, it 
does seem unfair that they are not left with any guarantee of progression in their careers in return.  

With the increase in post-graduate medical students, and an average age of twenty-four at 
time of enrolment in some universities,19 an efficient General Surgery trainee may not finish SET 
training until their mid to late thirties. In fact, approximately 40% of SET trainees were thirty-five 
or older in 2022.20 Considerations for time away for study and research, family planning, 
unexpected health concerns, or even the need for multiple fellowship years, can dramatically add 
to the total length of time it takes to become a consultant. For a system that only cares for 
maximising efficiency, one must consider whether this is the best utilisation of time and resources 
in the long-term, and if these registrars would instead better serve society with additional years 
as a consultant compared to their current years in service provision. 

Additionally, the unaccredited position, being one to meet the needs of the hospital, has 
limited contractual obligations for ensuring continued medical education. They exist outside a 
formal training network, lacking the organised educational requirements, curriculum, or 
supervision of that of an accredited trainee. Likewise, healthcare services themselves, managing 
a hospital system in which the majority of teaching clinicians and trainees are employed, lack 
explicit accountability for ensuring continued education.21 This not only reflects a potential loss in 
productivity but potential risk to patients. Concerns regarding this have been raised, resulting in 
a number of pilot programs such as the Hospital Skills Program (HSP) and Professional 
Development Plan (PDP) by New South Wales (NSW) Health, with varying success.22 

As such, additional unaccredited years may further reflect diminished returns, both to the 
individual and long-term cost to system, past a certain point. Inevitably, different specialities and 
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experienced practitioners will differ in their opinion of what is the most efficient. Particularly, for 
those who have suffered and come out the other side, it is not unpredictable, and indeed an 
expected human reaction, to believe others can and should endure the same. For some, the 
additional time and experience may make them a better, safer, and more skilled doctor.5 In fact, 
the other side to the story is that one may consider it equally unfair for those who have 
successfully completed training to be left with no prospect of a consultant job due to increases in 
trainee numbers. This is an important structural consideration. As such, it may not be as simple 
as increasing training positions without oversight, and there are several barriers that have been 
acknowledged in similar discussions previously.4 The standards of accreditation, quality of 
training, access to sufficient caseloads, and availability of suitable supervisors represent some of 
these considerations.   

In understanding the role of the unaccredited registrar, one must examine whether it is not 
only unfair for the individual, but concurrently unfair and incredibly inefficient for the system more 
generally. To have skilled, intelligent individuals spend their most productive working years in a 
subspecialised service job that does not offer any guarantee of progression, potentially even 
losing the general medical knowledge that was once touted as the key benefit of the Australian 
system: it seems they are additionally underutilised.  

 
 
III. Unaccounted For 
 
Despite much of the discussion so far revolving around the structure and economic capabilities 
of the current system, and whether this surpasses any consideration of fairness, little has been 
said of the actual experience for those left to face this stark reality. Although some thought for 
unaccredited registrars had been percolating years prior,4, 5 their true blight perhaps first reached 
public consciousness in 2019 with the account on Dr. Yumiko Kadota’s blog23 and subsequent 
book.24 Detailing the long hours, sleep deprivation, and obligations of a Plastic and Reconstructive 
Surgery service registrar, it ultimately culminated in a harrowing account of exhaustion, 
disconnect, and thoughts of self-harm.24 Although only one individual’s experience, it evidently 
resonated with others in the medical community.3, 6 The NSW Ministry of Health began a review 
of trainees in unaccredited positions in 2019, with the intent to greater understand the experience 
of these doctors, identify issues to be addressed, and make suitable recommendations.2 Despite 
this, the highly fractionated governing of medical education, speciality training, and hospital 
administration represents a considerable barrier, with multiple competing interests.4 

The experience of poor mental health, depression, and burnout is certainly nothing new for 
doctors. A beyondblue survey in 2013 found that the level of general distress and suicidal 
thoughts amongst doctors was high, and greater than that of the Australian general population.25 
We are often reminded, even as medical students, that we must take care of ourselves before we 
can take care of our patients, and yet this does not always appear to be the case. In particular, a 
fear of being perceived as weak, a burden, and not committed enough for the job prevents 
individuals from seeking help.26 Further, burnout has substantial implications for the functioning 
of the healthcare system, as its characteristic features of cynicism, mental distance from one’s 
job, and reduced professional efficacy27 can have profound effects on individuals, colleagues, and 
patients.28  

Despite the physical and mental demands of long hours, a less tangible impact on mental 
health is the uncertainty that goes hand in hand with being an unaccredited registrar. Not only do 
they not know if they will make it onto the program, but they must apply for the next unaccredited 
job at the end of their often-yearly contract. A study examining the impact of applying to specialty 
training found a negative impact on the ability to exercise, explore non-medical interests, and 
spend time with partners and non-medical friends.8 The very same lifestyle factors that are often 
prescribed for patients in their healthcare and recovery. Despite the competitiveness and gruelling 
‘residencies’ seen in North America, their fixed length and clear requirements offers one thing to 
be desired. Like the Olympic sprinter, they can see the finish line at the end of the track, and know 
the pain will ultimately be short lived. There is much to say about the experience of suffering with 
and without an end in sight. 

Changes in speciality selection criteria have attempted to mitigate some of the issues 
unaccredited registrars face. Placing limits on applications, for example, as seen in Vascular 
Surgery, unequivocally indicates it is time to move on.29 Likewise, some specialties, such as 
Plastic and Reconstructive Surgery, are implementing points for other non-accredited surgical 
experience outside their specialty, to facilitate alternative career options once the maximum 
number of attempts is reached.30 Contrastingly, the Australian Orthopaedic Association recently 
removed limits on the number of attempts, citing increased demand for training places.31 Although 
limits on application attempts would seem a natural response to increasingly untenable 
unaccredited years, it may have the opposite effect, forcing applicants to delay their application 
in order to maximise competitive CV requirements. Despite this, unaccredited registrars remain 
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particularly vulnerable, especially to burnout. As this is an occupational health phenomenon,27 it 
requires the assistance of occupational intervention, such as cultural change.28 Until then, the 
suicide rate among doctors remains a stark reminder of how quickly it can all fall apart.32 
 
 
Conclusion 
And so, is it fair? In the end, the “stoics” will agree that none of us are guaranteed anything in life, 
no matter what is endured. However, beyond such ideological musings, one hopes that as a 
society we could more greatly empathise with those who are left to endure. The opportunity costs, 
the undercurrent of uncertainty, and the intrinsic loss of hope for a career that may never be 
realised, perhaps culminating in self-harm or suicide: it does not seem fair. The purpose of this 
essay has not been to solve a complex problem that has existed for many years, but to consider 
its evolution and eventual outcome as a facet of fairness. As such, it would be naïve of a medical 
student to speak definitively on such matters, and to claim to fully understand the nuances of a 
system they are yet to partake in. But a system that has contributed to the suicide of even one 
doctor is a system that has failed. And it is on that, we must ultimately reflect.  
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