
Domain 3


3 Operational management


Domain
The intern training accreditation authority effectively manages its resources to perform functions associated with accreditation of intern programs.

Attributes
3.1 The intern training accreditation authority manages human and financial resources to achieve objectives in relation to accreditation of intern training programs.
3.2 There are effective systems for monitoring and improving the intern training accreditation processes, and identification and management of risk.
3.3 There are robust systems for managing information and contemporaneous records, including ensuring confidentiality.



3.1 The intern training accreditation authority manages human and financial resources to achieve objectives in relation to accreditation of intern training programs.

Management of the functions of METC is undertaken by the Executive Officer and the Director. METC Management Committee meets monthly formally and oversights the human resource and financial management of the accrediting authority.
     Appendix M		    Appendix N		   Appendix O		
	NOT AVAILABLE		NOT AVAILABLE



The Executive Officer/Accreditation Manager is the cost centre manager for both the general METC budget and Accreditation budget. The Executive Officer reports to the Director outside of the Management Committee meetings in regards to the financial management of the accrediting authority. There has been no indication from NT Department of Health that there will be any resourcing issues affecting the accreditation service in the foreseeable future. 

A key responsibility of the Executive Officer position is to manage the METC Office and administration staff along with the prevocational Accreditation Surveyors. This responsibility requires the Executive Officer to manage all human resource functions for the business unit including recruitment, professional development and performance management of METC staff.  This includes the evaluation of NT Surveyors which is undertaken at the end of survey events. Currently this is undertaken informally through discussion whilst the transition from NTPMC to METC is finalised.  However there is the opportunity in the future for this to occur online. The survey team leader/coordinator has the responsibility to give and receive feedback to and from the surveyors within the survey team and discuss any issues/concerns with the Accreditation Manager and/or Prevocational Accreditation Committee. In the future any issues or improvements identified will be documented through the Accreditation Continuous Improvement Records (ACIRs) system. An example of how this has operated in the past is when the Accreditation Manager received feedback through a verbal evaluation from a survey team regarding their concerns about the current remuneration process for their time given to a survey event. After further discussion with the surveyors regarding this concern the Accreditation Manager raised an Accreditation Continuous Improvement Record. After research and further consultation a Surveyor Guideline document (Appendix P below) was developed which includes a section on Surveyor remuneration (Appendix S – ACIR2016-0010A)

The secretariat of METC Committees and Panels is through the METC budget. Secretariat for the Accreditation Committee and Panel is partially supported by a funding contribution from MBA through Australian Health Practitioner Regulation Authority (AHPRA) to manage the PGY1 accreditation service. A separate METC cost centre code has been established to track the expenditure of the accreditation services so as to acquit the MBA contribution.

The Executive Officer/Accreditation Manager observes and follows the NT government procurement, financial and travel policies when organising any surveyor travel and surveyor payments. These are outlined in the Surveyor Guidelines (Appendix P) to the surveyors.
Appendix P		



The two NT health services provide surveyors and representatives for our Prevocational Accreditation Committee and Panel (PAC and PAP). Other medical education and training stakeholder groups also provide representatives for the PAC and PAP as required. These membership positions are by invitation and nominations from stakeholder groups are sought where a position or role is not already filled. METC does provide sitting fees out of the business unit’s budget for those members who are not NT government staff and who would by virtue of attending any committee or panel meetings have a loss of income. 
NT Prevocational Accreditation Surveyors are recruited from both health services from various levels and divisions and also from other NT medical education and training providers. There are non-clinical surveyors that are again recruited from the health services as well as from the wider health sector. Previously under the NT Postgraduate Medical Council (NTPMC) interstate surveyors have been engaged when the NT health services were unable due to workforce issues release staff to assist with survey events. These surveyors have come from NSW and Qld. NT Prevocational Surveyor Register can be found at Appendix Q.
Appendix Q		
NOT AVAILABLE
Confederation of Postgraduate Medical Councils (CPMEC) is currently building a bank/register of national surveyors who may be available to assist in a jurisdiction requiring an independent surveyor. To date we have not utilised or trialed this process. If the NT were to use this register there would be added costs to the survey event due to the costs of travel and accommodation bringing the interstate surveyor to participate. Where possible we use local surveyors to keep the cost of the survey events within reasonable limits (minimum $600-700 return flight depending on surveyor home location; 2 nights’ accommodation $500 approx.)

3.2 There are effective systems for monitoring and improving the intern training accreditation processes, and identification and management of risk.

To evaluate the adequacy of our resources as part of our survey event process for a full visit assessment METC have made available an online evaluation feedback request to all staff at the health services involved in the recent survey event. This is collated and presented to the PAC for discussion and information by the Accreditation Manager.  This occurs at the PAP as one of their functions is to report to the PAC on improvements required in our survey event processes. 
Samples of Evaluation summary reports are attached. 

Appendix AAC		Appendix AAD


	

A recent example from a PAP meeting is a request to research and consider a new format of our survey event report. An Accreditation Continuous Improvement Report was raised and is being researched ready to take back to the PAP (see Appendix S – ACIR2015-003A).  
Previously this continuous improvement process has guided the improvements that are now part of the NT Prevocational Accreditation System that is now in use. Another example of review and improvement is where a working party was formed in 2014 to re-write the standards and guidelines to meet the National Intern medical education and training program standards and to widen the scope of the NT accreditation standards to include all prevocational doctor positions in preparation to accredit all NT PGY2 positions over the next few years. This process has added a new standard under the governance function - Governance of an Offsite Unit (Function 2, Standard 4) along with modifications to other standards and guidelines within the Prevocational Accreditation Standards and Guidelines document.
The practice that is in use by the METC to maintain evaluation of our business units systems and methods is also used to improve our capacity to deliver effective accreditation services. The METC continuous improvement process is established and maintained where any person can raise a suggested improvement, concern or issue with any part of the accreditation system. The suggestion, concern or issue is recorded, actioned by the appropriate person and/or committee/panel and followed up by the Accreditation Manager. The oversight of the ACIR outcome is by the Prevocational Accreditation Committee. The ACIR Register is a standing item at all PAC meetings, and the progress of ACIRs registered is presented and discussed by the Accreditation Manager at each meeting.
Appendix D		Appendix E		Appendix R		Appendix S




			NOT AVAILABLE

A further method established and being maintained is the process of reviewing and evaluating the NT Prevocational Accreditation System documents/resources that underpin our system.  The Accreditation Manager maintains the system document register that lists all documents that relate to NT accreditation services and raises the documents for review and evaluation to the Accreditation Committee as they become due to be reviewed, if not raised before. 
Appendix T		
NOT AVAILABLE
Funding from the NT Government through the Department of Health has been ongoing with no indication from NT Department of Health that there will be any resourcing issues affecting the accreditation service in the next three years. This appears to be the same for the MBA/AHPRA funding contribution that METC receives as the PGY1 Accrediting Authority.
One challenge is the costs moving around our large demographic to visit health service training facilities who wish to have prevocational positions accredited. This cost includes sending survey teams out to various locations as well as bringing in prospective surveyors from outside of Darwin for training days. For the METC this is only going to increase as new prevocational positions are expanded out into our regional areas. This challenge will be discussed at the PAC throughout the accreditation cycles as we expand our accreditation services to more regional areas. There has been a suggestion recorded as an ACIR for follow up.

METC’s approach to risk management relates to our business units systems, processes, and accreditation systems, processes and survey event activities. This approach is underpinned by the Department of Health’s Risk Management Policy (Appendix U). 
Appendix U			
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METC does not have a separate risk management policy from DoH/NTG. However, we do have an accreditation service risk plan/register (Appendix V).

Appendix V	
NOT AVAILABLE

3.3 There are robust systems for managing information and contemporaneous records, including ensuring confidentiality.

As part of our confidentiality and risk management of records and information management we maintain our own separate TRIM (Tower Records Information Management) dataset from DoH. Only those accreditation support staff involved in METC accreditation services that need to have access have access to the accreditation records and information regarding survey events and health service submissions.  Both the electronic folders and TRIM records are security passworded and/or protected. TRIM documents have security caveats etc. and these security caveats are managed by the METC TRIM Administrator who is also the Accreditation Manager. The overarching NT DoH Records Management policy is attached at Appendix W with a sample of METC separate dataset index of METC/Accreditation service files and documents attached below.
Appendix W		Sample list of METC separate dataset documents

	NOT AVAILABLE

Confidentiality – NTG Code of Conduct (public service) requires public servants to maintain confidentiality in regards to their work (see Appendix X - Section 14 and its paragraphs, page 6). On top of the NTG code of conduct each METC staff member and accreditation committee/panel member signs a METC Declaration of Conflicts and Confidentiality form/template as well (Appendix L). This ensures that all membership is covered as some stakeholders are either not full time NTG employees or may be part time NTG employees working for Prevocational Accreditation Committee on their non NTG days.
Appendix X			Appendix L		


		
Plans for further development are outlined in the new accreditation continuous improvement records raised – (see register at Appendix S)
· ACIR 2016-007A - Consideration of the opportunity to recruit surveyors from other medical disciplines nursing, allied health etc
· ACIR 2016-008A – OOS meeting decisions - Policy/Procedure
· ACIR 2016-009A – Research options to provide accreditation services via electronic means



AMC request for further information from 2015 NT METC Progress Report:
· “Please provide information about the NTMETC’s consideration of assessment of risks related to refusal or withdrawal of accreditation of a facility in the 2016 submission to the AMC”





Consideration of the risk of our accreditation system finding a health service training facility non-compliant which may cause a health service training facility to be refused or their accreditation of their PGY1 positons being withdrawn, although possible it is unlikely given the robust monitoring processes in place under the NT Prevocational Accreditation System. 
One component built into the NT Prevocational Accreditation system to manage the risk of refusal or withdrawal of a facilities accreditation is where the system has adopted High Priority Requirement (HPR) and Advanced Completion within 60 days (AC60) ratings. To determine if a HPR or AC60 should be awarded the survey team would undertake a risk analysis using the likelihood versus consequences matrix.
These extra risk assessment ratings were adopted to give the Survey Teams the opportunity to risk manage any high priority or more serious risks that they might have identified regarding a facilities capacity to be compliant with the prevocational  standards. These extra steps prior to awarding a refusal or withdrawal of accreditation status are used by the Survey Team Coordinator/Leader where they believe that an acceptable level of performance can be achieved quickly, either 60 days for an AC or within a predetermined time frame for a HPR, where it is deemed to be a high risk to the prevocational doctor and/or patients.  Not all the standards are worthy of a HPR or AC60 and therefore it is important that the risk assessment is undertaken if a concern/issue is identified a process the Survey Team Coordinator/Leader manages. This is discussed and delivered as part of the one day Surveyor Training workshop (see attachment below)
Attachment
[bookmark: _GoBack]


Depending on the seriousness and the facilities capacity to rectify the issue within the time frame given before deeming a health service, unit or facility non-compliant that would cause the facility to lose its accreditation status. If any of these ratings are given the Team Coordinator would notify the facility executive and the Accreditation Manager immediately of their concerns and intentions to award a rating that requires immediate attention. The Accreditation Manager would also directly notify the Accreditation Committee Chair to discuss the survey team’s findings and notify the NTBMBA. It is anticipated that these steps would if used ensure the safety and wellbeing of patients and prevocational doctors.
Since the initial survey event (2008) after the establishment of NTPMC where a health service training facility was in crisis regarding their intern education and training, avenues for the health service training facilities to meet with the accrediting authority and gain knowledge and skills in Intern education and training program methodologies has increased.  A greater knowledge base is now in place to support, at the least, the minimum requirements of an Intern Education and Training program as per the national requirements.  Whilst all of the NT Prevocational Accreditation Standards are mandatory, a quality continuous improvement methodology underpins our standards and system.  Patient safety and a safe learning environment for the junior doctors is also a high priority and if either of these was to be in jeopardy it would cause a survey team to immediately review and evaluate a health services training program to offset the risk.
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This is a Medical Education and Training Centre (METC) publication designed to assist METC
surveyors to prepare for a prevocational accreditation survey in NT Health Service Health service.
It is to be used in conjunction with the Prevocational Accreditation Standards and Guidelines

Section 3 — Version 1 2014.
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Accreditation

‘Accreditation is a formal process by which a recognised body, usually a non-governmental organisation,
assesses and recognises that a health care organisation meets applicable pre-determined and published
Standards. Accreditation Standards are usually regarded as optimal and achievable, and are designed to
encourage continuous improvement efforts within accredited organisations. An accreditation decision
about a specific health care organisation is made following a periodic on-site evaluation by a team of
peer Surveyors, typically conducted every two to three years.’

Both a process and a product, Accreditation relies on integrity, thoughtful and principled
judgment, rigorous application of requirements, and a context of trust. It provides an assessment
of an institution’s effectiveness in the fulfilment of its mission, its compliance with the
requirements of its accrediting association, and its continuing efforts to enhance the quality of
learning and its programs and services. Based upon reasoned judgment, the process stimulates
evaluation and improvement, while providing a means of continuing accountability to constituents
and the public. The product of Accreditation is a statement of an institution’s continuing capacity
to provide effective programs and services based on agreed-upon requirements.

Health Service

The Health Service (upper case) — is made up of two statutory bodies established under the NT
Health Act e.g. Top End Health service (TEHS) and Central Australia Health service (CAHS).

The health service (lower case) - is the institution or clinical setting within which prevocational
doctor’'s work and train. These organisations will usually be hospitals but may be healthcare
centres or supervised practice locations in community settings which have met accreditation
requirements for prevocational doctor training.

Medical Education and Training Centre (METC)

The METC is within the Department of Health’s (DoH) division of the Office of the Chief Medical
Officer (OCMO); through the Australian Medical Council (AMC) is the NT accrediting authority for
Intern education and training programs. This function is delegated by the Medical Board of Australia
(MBA).

Network Partners

Network partners refer to relationships between Health services in terms of prevocational doctor
education and training. These partnerships may be between public and private health services,
between NT Health services and Regional Training providers who work with General Practices,
Aboriginal Medical Services, and health centres etc.

Offsite Unit

An offsite unit is a prevocational term where an intern/prevocational doctor placement occurs in a
health service located geographically away from the primary allocation centre (usually a hospital),
but which operates within the Prevocational Education and Training Program (PETP) of that
primary allocation centre. A clear agreement is in place whereby the responsibility for the
prevocational accreditation standards for Governance lies with the primary allocation centre and
there is a clear communication process between the offsite units’ term and clinical supervisor and
the primary allocation centre at all times. The offsite unit term supervisor is therefore responsible
for implementing the primary allocation centre’s PETP policies and processes on a day to day basis
within the allocated offsite unit. The offsite unit’s term supervisor is also responsible for ensuring
appropriate term content, orientation, supervision and assessment is provided according to the
NT Prevocational Accreditation Standards.





Prevocational Accreditation Committee (PAC)

A Committee within METC however still independent of other METC functions in regards to any
Intern accreditation decisions. This Committee is established to implement, manage, monitor,
evaluate and review an objective, robust and transparent system to accredit all intern and all
prevocational doctors’ placements. This committee will where necessary form working groups to
work on specific projects relating to prevocational accreditation. (For further information please
contact the Prevocational Accreditation Manager)

Prevocational Accreditation Manager (PAM)

METC staff member assigned the role of prevocational accreditation manager (currently the
Executive Officer METC). This person oversights the other staff who coordinate the accreditation
surveys at health service. This includes the surveyors and survey team leader.

Prevocational Accreditation Panel (PAP)

The Accreditation Panel has been established to consider accreditation survey team findings and
endorse/not endorse survey team report recommendations, including the recommended period
of accreditation that should be granted (max 4 yrs). This Panel will refer their findings after
meeting to the Prevocational Accreditation Committee.

Prevocational Accreditation Surveyor

Surveyors are members drawn from the medical education stakeholder groups. In order to
participate in a prevocational accreditation visit Surveyors must possess the following attributes:

e  Necessary background/experience
e  Appropriate training
e  Maintenance of currency of Surveyor status

Surveyors can be drawn from any of the following stakeholder groups, at a state or national level:

Junior medical staff (Intern through to registrar)

Clinicians from public or private sector

Directors of Clinical Training (DCT)

Medical Education Officers (MEO)

Director of Medical Services (DMS)/Medical Superintendent

Prevocational Accreditation Staff member/Principal Officer or Executive Officer
Medical Services/Workforce Managers

S®m 0 a0 T oo

General Practitioners

Retired Medical Practitioners (who have been retired for less than five years)
j. Others with suitable experience

Prevocational Health service

A Prevocational Health service is an organisation that provides prevocational supervised clinical
practice, education and training. The prevocational health service is responsible and accountable
through the NT Prevocational Accreditation Standards and Guidelines for the provision of intern
and prevocational training programs provided in that health service. Health service may be a
hospital, community, general practice setting, or a combination of these.

Primary Allocation Centre

A health service providing all the compulsory terms required for intern registration.





Surveyor

A Surveyor is an individual trained in all aspects of the NT Prevocational Accreditation Program (by
attending an initial and refresher NT Surveyor training workshop) and who maintains their
knowledge and experience regarding the accreditation processes and system. A Surveyor when
undertaking any survey event acts on behalf of the NT Prevocational Accreditation Committee
when assessing a Prevocational Health service compliance with the NT Prevocational Accreditation
Standards.

Survey Team

A Survey Team is a group of Surveyors chosen for their individual expertise to a prevocational
survey event. A team may be made up of approximately 3 — 5 members depending on the
prevocational health service being assessed and the type of survey event.

Survey Team Coordinator/Leader

The Survey Team Coordinator/Leader is specifically trained and assisted by the Prevocational
Accreditation staff to lead the Survey Team, ultimately responsible for the writing, collation, and
review of the Accreditation Report and to present the report to the Prevocational Accreditation
Panel (PAP). Other responsibilities are outlined in this document.
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Medical Education and Training Centre (METC)

The METC was established in March 2015 and is within the division of the Office of the Chief
Medical Officer Department of Health.

The METC is accredited by the Australian Medical Council as the prevocational training
accreditation authority and will undergo periodic review by the AMC. METC is responsible for
ensuring the health services it accredits are compliant with the NT Prevocational Accreditation
Standards. METC's functions include the setting of standards for education and training and the
accreditation of facilities for prevocational education and supervision. The Prevocational
Accreditation Committee (PAC) and the Prevocational Accreditation Panel (PAP) administer this
function on behalf of METC.

Summary of the Prevocational Accreditation Process

The METC is accredited by the Australian Medical Council (AMC) as the prevocational training
accreditation authority. METC's prevocational accreditation program implements and monitors
standards for the training and welfare of prevocational trainees in their first two
postgraduate years (junior medical officers). METC undertakes the regulatory function of term
accreditation for prevocational medical education, training and supervision in the NT.

The accreditation process is cyclical, in line with national guidelines and standards, and provides
regular monitoring and assessment of intern programs to ensure continuing compliance with
the approved Intern Training National standards for programs. Over the accreditation cycle,
METC uses an appropriate mix of methods to assess whether an intern training program is
meeting the national standards. The methods include surveys, the intern training programs self-
assessment, desktop reviews, teleconference discussions, and onsite inspections.

NT PAC has the designated authority to undertake Accreditation of Intern training positions by the
Medical Board of Australia (MBA) through the METC being the accrediting authority. The
maximum duration of Accreditation status is for a period of four years. A Full Survey is required
prior to lapse of Accreditation, therefore a Full Survey must be undertaken in the calendar year
that the Accreditation will lapse.

Principles of Accreditation Cycle

The following principles underpin the Accreditation Cycle:

1. The maximum Accreditation period awarded to a prevocational health service is four years
from the date of the visit

2. Periods of reduced Accreditation can be recommended to be awarded by NT Prevocational
Accreditation Committee (PAC) where limited or non-compliance with Standards has been
identified. The Team Coordinator within the Accreditation Survey Report will recommend this
to the Prevocational Accreditation Committee through the Prevocational Accreditation Panel
(PAP). Accreditation cannot lapse if Interns are employed at the health service

3. Any health service employing a Director of Medical Services and employs
Interns/Prevocational Doctors is regarded as a prevocational health service. As such, it will be
required to undertake periodic reviews in accordance with the NT Accreditation Cycle and
events.





The NT Accreditation Cycle consists of events which are undertaken by the health service. The
timing of the events in the cycle is dependent on the period of accreditation awarded. Some of
these events for a period of reduced accreditation may be omitted and/or shorter lead in times
allotted. The NT Accrediting Authority will send shortly after the awarding of the accreditation
period by the NT Board of the Medical Board of Australia (NTBMBA) an Accreditation Survey Cycle
Schedule outlining the expected dates for each of the events required for that accreditation
period.

Cycle of Events

The events that make up a cycle for a full 4 year accreditation period awarded are:

e Full Survey (Visit)

Self-Assessment and Full Survey occur in the same 52 week period. They occur again prior
to the date when Accreditation would lapse. (This is a visit survey)

e Quality Action Plan (2 stages)

After a visit survey event, the health service is required to provide a Quality Action Plan
(QAP) to show how they will meet their recommendations and other conditions from the
visit report, maintenance and improvements expected or completed according to this
Plan. (This is a progressive paper-based survey)

Within the four year Accreditation period, two QAPs would be expected. The first QAP
should be received six months following a Full Survey (unless otherwise advised) and the
second QAP should be received six - twelve months following the first QAP.
The QAP should include monitoring of any New/Modified Units which have been
accredited since the last visit survey event. (See Accreditation Survey Types)

It is expected that ongoing maintenance and improvements of Prevocational Education
and Training Program (this includes the Intern education and training program), should be
going on inbetween other survey events.

e Progress Report

A Progress Report occurs approximately two years after the Full Survey (the half way
point). The timing of this Survey will be determined by PAC and will occur as close as
possible to two years (half way) since the previous visit survey event.

(This is a paper-based survey)

e Self Assessment

A Self-Assessment document is completed by the Health service prior to the Full Survey
(Visit). It addresses the Standards and Criteria across both the governance structure and
the Units within which the junior doctors learn. (This is a paper-based survey)

The following diagram represents the individual events which comprise the Accreditation
Cycle for a four year accreditation period:
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There are four main types of Accreditation Survey Events and one used for Offsite requests:
Full Survey Event

A Full Survey requires Surveyors to undertake a visit to the Health service under review. The
process used to guide this Full Survey is provided in the Chapter on Accreditation Processes.
Surveyors will be provided with the Health service’s Self-Assessment Forms and underpinning
evidence prior to the Visit. A number of meetings/interviews with Health service staff take place
during the Visit and details can be found in the Accreditation Step-by-Step Guide section 4,
Chapter 4 ‘Personnel’ (refer to page 19)

New Unit Survey

This Survey is required when a Health service requests Accreditation of a Unit that has not
previously been accredited for prevocational education and training. A smaller team of Surveyors
will review the Unit/s via a Paper Based (desktop) Survey or Visit according to the New Unit Survey
Process. New Units are accredited for a maximum of one year. A QAP for that unit may be
required six months following the Survey and copies of the evaluations for the term are required
12 months post Survey

Modified Unit Survey

This Survey is required when a Unit previously accredited for junior doctors needs to undergo
some modification since its last Accreditation Survey event. Examples of modifications which
would require review include but are not limited to:

o A link with another Unit which impacts on the type and amount of clinical experience
available to the Intern

« Change in supervision (refer Supervision Policy)

o Alteration to rostering and clinical duties

o Change in caseload not seasonal variations in caseload e.g. additional Visiting Medical Officer
(VMO) appointed

o Change to number of Interns/junior doctors in the Unit





o Acurrently accredited Unit now wanting to split into two separate Units

o Relocation of a Unit to another campus of the Health service (refer Accreditation Policy, para
15)

This Survey will be undertaken as a Paper Based (desktop) Survey according to the Modified Unit
Process provided in the Chapter Accreditation Processes.

Periodic Survey — Progress Report

A Progress Report is undertaken halfway through the Accreditation Cycle of a Health service as
outlined previously under Accreditation Cycle. This Survey will, in most circumstances, be
undertaken as a Paper Based (desktop) Survey according to the Periodic Survey Process provided
in the Chapter on Accreditation Processes.

Offsite Unit Survey

This Survey is required when a Health service requests Accreditation of a Unit that is offsite to the
main health service prevocational health service and has not previously been accredited for
prevocational education and training. For Example: Tennant Creek Hospital (Central Australia
Health Service) - where a single rotation from Alice Springs Hospital for a prevocational doctor is
requested.

The Prevocational Accreditation Committee (PAC)

The role of the Prevocational Accreditation Committee will reflect the direction and needs of the
Medical Board of Australia (MBA) in relation to registration requirements for PGY1 doctors in the
Northern Territory. A further role is to advocate for all prevocational doctors and International
Medical Graduate’s (IMG) education and training opportunities through the implementation of
accreditation standards.

Its functions are:

1. To advise the NT Board of MBA and health services on the health services requirements for
intern training.

2. To establish, implement, manage, monitor, evaluate and review an objective, robust and
transparent system to accredit all intern and all prevocational doctors’ placements.

3. To maintain NT accreditation services to meet the Australian Medical Council (AMC)
Accreditation Authority National Standards and reporting requirements to ensure METC
maintains its NT accreditation authority status.

The Prevocational Accreditation Panel (PAP)

The Accreditation Panel is established to consider accreditation survey team findings and
endorse/not endorse survey team report recommendations, including the recommended period
of accreditation that should be granted (max 4yrs).

The functions of the Accreditation Panel are to consider accreditation survey reports and:

1. Refer all accreditation appeals and/or grievances including any conflicts of interest regarding
surveyors engaged to undertake the survey event to the Prevocational Accreditation
Committee.





2. Provide final accreditation advice and recommendations to the Prevocational Accreditation
Committee in relation to accreditation of postgraduate year 1 training positions and
programs.

3. Provide final accreditation advice and recommendations to the Prevocational Accreditation
Committee in relation to accreditation of postgraduate year 2 training positions and
programs.

4. Provide advice to the Prevocational Accreditation Committee of any areas for improvement
regarding the NT Prevocational Accreditation Standards, system, policies or processes.

The Prevocational Accreditation Survey team

All NT prevocational accreditation surveyors are to have successfully completed the METC
Prevocational Accreditation Surveyor Workshop to be eligible to be placed on the surveyor register and
be selected as a surveyor for any survey event.

A survey team will consist of at least three and usually no more than 5 surveyors for a survey visit
event, one of which must be a junior doctor. For desktop survey events there are to be at least two
surveyors one of which must be a junior doctor.

Surveyors can be drawn from any of the following stakeholder groups at a Territory or National level:

Junior medical staff (Intern through to registrar)

Clinicians from public or private sector

Directors of Clinical Training (DCT)

Medical Education Officers (MEQ)

Director of Medical Services (DMS)/Medical Superintendent

Prevocational Accreditation Staff member/Principal Officer or Executive Officer
Medical Services/Workforce Managers

Sm ™m0 a0 oW

General Practitioners
Retired Medical Practitioners (who have been retired for less than five years)

j. Others with suitable experience e.g. Confederation of Postgraduate Medical Education Councils
(CPMEC) National Database of Prevocational Surveyors





Pre Survey

Prevocational Accreditation staff contact the health service five to six months before the visit
event is due to confirm survey dates with the health service.

Prevocational Accreditation staff will send an email reminder to the health service regarding the
date that their written submission for accreditation/reaccreditation is due at the METC office.

After the survey event dates and the reminder has been sent out to the health service, the
prevocational accreditation staff and the Prevocational Accreditation Committee (PAC) appoints a
survey team, including a team leader. The survey team leader along with the accreditation staff
coordinates the survey and the surveyors’ activities.

Prevocational accreditation surveyors may for a variety of reasons be perceived to have the
potential for a conflict of interest. These conflicts of interest are to be highlighted and raised with
the Prevocational Accreditation Manager (PAM) at the time of their initial engagement to
undertake a survey event.

Prior to the survey visit the names of the surveyors including the survey team leader are forwarded
to the health service being surveyed to ask if any reason the PAC should not use any of the named
surveyors regarding a conflict of interest for that particular survey event. The Prevocational
Accreditation Committee will review any concern/s regarding any surveyor’s conflict of interest
from the health service and where surveyors themselves have raised any concerns regarding their
conflict of interest. (See Prevocational Accreditation Surveyor Conflict of Interest Policy 5.5)

In the health services submission provided, the health service rates itself against the standards
and provides evidence to support its rating. Prevocational Accreditation staff checks all the
information and evidence from the health service before it is given to the survey team.

Surveyor Pack

Each survey team member will receive an information pack, and documentation for reference via
e-mail or a provided USB which includes:

¢ An identification badge (provided at the survey event)

¢ Covering Letter from PAM

¢ Health services Record of Accredited Terms (Prevocational Accreditation Matrix)

¢ Survey Team Contact List

¢ Previous Survey Report/s (including a recommendation summary sheet)

¢ Any other related Correspondence as needed

¢ NT Prevocational Accreditation Standards (or link to e-copy)

¢ Prevocational Accreditation Survey Report Writing tips

¢ Surveyor Code of Conduct, Surveyor Conflict of Interest policy and Surveyor Guidelines

Prevocational Accreditation staff provides secretariat services to coordinate the survey process
and ensure that all information is available for an efficient accreditation survey event of NT
health services. The prevocational accreditation staff is available to clarify any issues or request
information the survey team leader may need with regard to the administration of the
prevocational accreditation survey event.

The survey team evaluates the prevocational health services submission documentation by:

1. Reviewing the previous survey report/s recommendations and comments.
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2. The survey team leader will through negotiation, allocate specific areas within the NT
Prevocational Accreditation Standards that each team member will focus on. (these will be
recorded and disseminated to all team members)

3. Identifying areas needing clarification in the health services submission and evidence provided.
To be discussed at the pre-survey meeting.

4. Reviewing the actions taken by the health service in response to their last survey visit event
recommendations.

5. Identifying and clarifying any changes or additional requests made by the health service
since the last survey event, as follow up of these aspects may need to be addressed in the
upcoming survey.

6. Evaluating all information in line with NT Prevocational Accreditation Standards and
Guidelines.

The survey team leader then plans with assistance from prevocational accreditation staff the
survey event visit:

1. The team leader takes primary responsibility for liaising in person or by phone with the
Prevocational Accreditation staff to discuss the survey timetable and any issues as outlined in
any accreditation correspondence.

2. Notifying the prevocational accreditation staff as soon as possible if they require
interviewing any additional staff or needing to change any times that is listed on the
timetable. This may need to occur prior to the pre-survey meeting.

The survey team leader communicates with:

. Other team members, prior to the survey regarding their evaluation of the health
service submission (plus evidence).
. The identified prevocational accreditation staff survey event liaison person to

advise them of the team’s requirements for the interviews and any additional
documentation.

At the health service Prevocational Survey Visit

Welcome and Introductory Meeting

The visit starts with an introductory meeting between the survey team and the health service
executive team. The meeting introduces the survey team and accreditation support staff,
explains the process and invites the health services executive team to describe an overview of
the prevocational education and training program it offers and any major changes to the
program since their last visit survey event.

Interviews

Interviews are usually conducted with the following groups:

. Prevocational trainees (in small groups - both PGY1 and above),
. Term and Clinical supervisors

) DCT

. MEO

. JMO Managers/Administrators
. DMS (or equivalent)

It is important that the interviews concentrate on issues relevant to the prevocational
accreditation standards. Interviews with prevocational trainees tend to be group interviews with
small groups between two and up to eight trainees (too many in a group will make it difficult to
speak to all present especially interns who may not feel comfortable speaking in large groups and
therefore may not offer useful and valuable insight into the medical education and training
program).

11





Review of Documentation

The survey team will review documentation to assess how the prevocational education and
training program is led, coordinated and supported at all levels. It is important that the decisions
of the survey team do not rely solely on interviews. Triangulation of the evidence is important to
the accreditation outcome. (i.e. what you read, hear and see)

The documentation as suggested evidence in the Prevocational Accreditation Standards and
Guidelines (listed below) is a guide to what could be provided to achieve a Satisfactorily Met
(SM) rating and may include but is not limited to the following:

. prevocational accredited places Matrix;

. Prevocational Education and Training Program strategic planning;

. education and training staff lists and job descriptions;

. rosters;

. evaluation tools and reports;

. minutes from Medical Training Committee meetings;

) term descriptions;

. health service prevocational education and training policies, procedures and manuals;
. progress review forms.

Prevocational health service Infrastructure

The survey team will review the health service infrastructure provided for the prevocational
trainee. This may include a tour of the health service, including prevocational trainee’s access to a
common room, computer facilities, recreational space, library and internet, various accredited
units/terms that the prevocational trainee is rotated into. Sometimes an issue arises during survey
interviews that may require further visits to units/terms. All offsite terms must be visited where
possible. If not possible the reason is to be recorded in the survey report.

Prevocational trainee terms/units

The survey team will review all existing prevocational trainee terms/units to ensure
compliance with the standards and provision of the education and training experiences
outlined in the term descriptions. They will also check the number of places against what is
currently accredited, checking prevocational trainees are not in any unaccredited terms or do
not exceed current accredited places in any unit/term.

Facilities wanting to develop a new term or modify a term must submit the term description and
request to the PAC prior to the survey. It is the role of the survey team to review all terms, in
particular any provisionally accredited terms and assess whether the terms deliver education
and training as described in the term description and in alignment with the standards.

The survey team must provide to the PAC whether provisionally accredited terms are meeting all
accreditation standards. The survey team can make recommendations to the PAC relating to
individual terms.

Drafting the survey report

Before de-briefing the health service Executive staff about the team’s findings, the team leader
completes a draft survey visit report. This may be in the form of dot points against specific
standards where the team has identified areas for improvement and or concern. This report
should also give positive feedback as well as where improvements could be made.

During the debriefing the health service Executive staff will be given a further opportunity to
clarify any information or issues raised in the process by the surveyors.

As part of the survey visit report the team is required to rate each standard on a two-point scale
(NM = Not Met and SM = Satisfactorily Met), and any achievements above and beyond Satisfactorily
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Met that they believe should be awarded. (see NT Prevocational Accreditation Standards and
Guidelines document for the rating scale). Where any survey team rating is different to the health
service self-rating a comment within the report is required regardless of a recommendation being
awarded or not.

Prevocational Health service de-brief

On completion of the survey visit, the survey team leader and survey team members will meet
with the health service Executive staff to provide a debrief regarding the findings of the survey
visit. Then an open forum debrief is offered to all health service staff to provide feedback on
the survey visit outcomes.

It is important the survey teams debrief regarding the survey visit contains positive feedback
about its achievements as well as to advise the health service areas of concern and for
improvement. There should be “no surprises” when the health service eventually receives their
accreditation report.

During the debriefing the health service staff will be given a further opportunity to clarify any
information or issues raised in the process by the surveyors.

At no stage should the survey team inform the prevocational health service of the accreditation
status they plan to recommend to the PAP. This is a decision made by the Prevocational
Accreditation Committee (PAC).

The Prevocational Accreditation Committee encourages health services to provide feedback to the
team regarding the survey visit after the debriefings. A request to the prevocational health service
for formal feedback on the survey event processes and staff involved through a feedback survey
request will follow after the survey event and the results will be tabled at the next PAC meeting.

Finalisation of the survey
Final Survey Report

The survey team leader is expected to complete the survey report within two weeks of the
survey. The survey team leader will allow the survey team members within those two weeks an
opportunity to provide comments before submitting the report to the Prevocational
Accreditation Manager in preparation for presenting the final survey report to the PAP. The
Prevocational Accreditation Manager will assist the team leader to finalise the report and offer
assistance where necessary with the collation of information e.g. formatting etc.

The survey report must contain information through comments and the executive summary to
substantiate any constructive recommendations regarding how the health service’s
performance in facilitating the prevocational education and training program could be
improved.

In regards to the Final Survey Report the survey team leader is responsible for:

e writing the survey report including the synopsis/executive summary of the survey
summarising the team’s findings and its recommendations and commendations;

¢ rating of each standard and criteria, commenting where the rating differs from the
health service self-rating;

¢ ensuring that each survey team member has the opportunity to make comment on the survey
report and ratings;

¢ keeping any handwritten notes and survey documentation until the report is finalised
through the PAC;

¢ sending the completed report to Prevocational Accreditation Manager within 2 weeks after
the survey visit;

¢ keeping a copy of the completed report and having access to it at the time of presenting the
report to the PAP;
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¢  evaluation of the survey team by completing the Survey Team Leaders evaluation of survey
team form and returning to Prevocational Accreditation Manager (PAM) with the final
Accreditation Survey Report.

Once the survey team leader has completed the final survey visit report and before it goes to the
PAP the Prevocational Accreditation Manager will send the survey report to the health service
for comment on any factual errors within the report. If there are any concerns raised by the
health service with the final survey visit report the survey team leader will be consulted and
determine what and if any changes are required in consultation with the Prevocational
Accreditation Manager. Any concerns raised by the health service and decisions regarding those
concerns by the survey team leader will then go with the survey report to the PAP.

Finalisation of the survey report through Panel and Committee

The PAP considers each survey report in detail to ensure that standards are uniformly applied
from one survey to the next and that comments and recommendations are substantiated.

The survey team leader will need to be available in person or by telephone during the panel
meeting to present and discuss the survey report with the panel members. PAP meetings are
usually held as required soon after each survey event. The survey team leader will be notified in
advance when the Panel will be meeting.

The Prevocational Accreditation Panel (PAP) can support the survey reports recommendation for
accreditation status or modify it to meet the reports outcomes for up to a maximum period of four

years to the Prevocational Accreditation Committee (PAC).

The PAC may award accreditation status contingent upon the health service addressing
recommendations/conditions. The PAC may also decide a Focus Visit is required to ensure
specific issues are addressed within a stated timeframe.

The PAC Chair notifies the health service in writing once an accreditation decision has been
made.

At any time PAC can reduce or withdraw accreditation of a health service or term should there
be sufficient evidence of a significant change in the Prevocational Education and Training
Program. This is in accordance with the Notification of Change of Circumstance that may affect
Accreditation Status Process (2.10).

At their discretion, the PAC may revise the rating of any standard, at any time.

The NT Prevocational Accreditation website is updated as required to reflect the new status for

those areas re-accredited or accredited for the first time.

Types of Desktop survey events

e Quality Action Plan (Stages 1 and 2)
e Progress Report (Periodic Survey)
e Self-Assessment

e New Unit (preliminary survey at an already accredited prevocational health service —
NOT for any new Offsite Units)

e Modified Unit (depending on the modification being requested)
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Desktop survey events follow the same processes as the visit survey events previously described
except there is no need for timetables and interviews with the health service staff involved in
prevocational medical education and training programs. Desktop Survey events do not usually
require a visit to the health service. This however does not preclude the survey team leader
from contacting health service staff for clarification of the health service submission if required
to complete the desktop survey report.

There is no formal debriefing with the health service on the completion of the desktop survey
event as is carried out after a visit survey event. The final survey report will go onto the PAP and
then onto the PAC for finalisation to inform them of the progress being undertaken by the
health service being surveyed.

The desktop survey team leader has the same responsibilities as if this event was a visit survey.
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TASK WHEN DONE(tick)
BEFORE SURVEY
1 Receipt of survey paperwork from the Prevocational
Accreditation staff. 2 weeks prior to survey
2 Contact other members of survey team, (including PAM)
arrange to meet with survey team prior to survey, in 1 K brior t
person or by teleconference. (METC Accreditation Staff wil week priorto survey
arrange teleconference facilities for you)
3 Contact the PAM and discuss the timetable. Ensure any
necessary changes are made. 1 week prior to survey
DURING SURVEY
4 Introduction General Introduction
»  Whatis METC's role?
> How survey process will occur
»  What to expect from debriefing
»  Askifany questions
5 During > Maintain notes throughout
> Consult with team members
> Prepare draft report for debriefing
6 Debriefing »  Generalcomments
»  Commendations to specific people/units
»  Good points.
> Highlight all points of concern and/or needing improvement
»  Wrapup
> Ask for comments / questions
AFTER SURVEY
7 Write up survey report and circulate to survey
team for comments
8 After comments received from survey team, update the
report accordingly if required and forward to PAM
Within 2 weeks after survey
9 Complete the Survey Team Leaders evaluation of survey
team form and returning to PAM with the Final
Accreditation Survey Report
10 Present an overview of the report at the
Prevocational Accreditation Panel (PAP) meeting .
. . . Next PAP meeting
(If required teleconferencing will be arranged by
Prevocational Accreditation staff at METC)
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Absenteeism

If for any reason you cannot attend a survey event, you need to phone the Prevocational
Accreditation Manager (PAM) and survey team leader as soon as you are aware that you cannot
attend or participate.

If at any time during a survey event you cannot continue, you need to notify the survey team
leader who will in turn notify the PAM if they are not present at the survey event.

If you are the survey team leader and cannot attend a survey, you need to notify the PAM or PAC
Chair as soon as possible. [f it is after 5pm on the evening before the survey, you must attempt
to contact another team member who can act up as survey team leader. This will usually be
another senior clinician or experienced surveyor. The PAM will need to be notified immediately,
who in consultation with the Prevocational Accreditation Committee Chair, will determine if it is
appropriate for the health service survey event visit to continue and if the survey team member
put forward to replace the team leader is suitable and eligible to perform that role in the team.

If you are the survey team leader and cannot attend the Prevocational Accreditation Panel
meeting you need to nominate another survey team member to present the survey report on
your behalf. You need to inform the PAM who will then inform the PAP Chair to make a decision
to either wait until you can present the report or is happy to go ahead with your replacement.

Travel

As a surveyor your travel, accommodation and other reasonable expenses will be paid by METC.
The surveyor expenses are further explained later in this document. METC makes all the travel
and accommodation arrangements as soon as possible prior to survey and sends the itinerary
details either with the other survey materials or shortly after.

METC covers the full cost of economy travel for surveyors. Depending on your location and the
location of the health service being surveyed, METC will organise a combination of flights and/ or
taxis.

On some surveys, you will usually travel to the location of the health service either the day before
the date of the survey or on the morning of the survey event. If travelling on the day of the
survey then a pre survey meeting will be arranged on the day or evening before travelling.
Otherwise travelling the day before will allow time for the survey team to discuss the health
service survey submission/documentation and identified areas that may need special review
and/or attention.

If you are surveying a local health service, you will need to make your own travel arrangements.

METC will provide cab charges when a surveyor is flying as a means of going to and from the
airport. METC provides one cab charge for each journey when not in local area.

1. After using Cab Charge card supplied by METC prevocational accreditation staff return
the card stub with an original receipt for the journey just paid for.

2. Return any unused Cab Charge cards to METC within 1 week from the survey event for
administrative acquittal purposes and to be re-assigned.

This is an NTG financial process that must be followed in the use of Cab Charge Cards.

If you drive your own car to the airport and use the airport long term car park while you are away
you may claim the expense in lieu of a cab charge. Process to make a claim for long term car
parking:

1. Retain original long term parking receipt
2. Request and fill out a reimbursement Form
3. Send form to METC for processing
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Accommodation

For those times when surveyors have to travel significant distances from home, METC offers
accommodation. When offering accommodation, we consider your needs, safety, local
conditions of the area, survey start and finish times and travel arrangements.

Accommodation only is billed directly to METC and is usually rated at 3% stars minimum.
In some areas it may not be possible to provide all of the amenities expected of a 3% star hotel.

However, accommodation provided will be checked to meet minimum acceptable standards.

Meals
When travelling outside of your local area METC will reimburse surveyors for their meals.

NTG surveyors (NTG employees) receive travel allowance for official business travel. This will be
processed by METC accreditation staff when the travel is organised and booked. METC will ensure
travel allowance for NTG employees on official travel is paid as per the government rates at the
time for meal expenses incurred while conducting business for the accreditation program.

For an external surveyor i.e. not an NTG employee, you will need to pay for your meal up front
and keep the original tax invoice receipt and submit it with your final invoice at the end of the
survey event for reimbursement through METC/NT DoH accounts payable processes.

Be aware that METC do not pay for any minibar or alcoholic expenses. If you have alcohol with
your meal this will not be paid as part of your reimbursement.

The maximum amount that will be reimbursed to non-NTG prevocational surveyors is equivalent
to the official business travel allowance provided to NTG prevocational surveyors.

METC will provide reimbursement for meals for Non-NTG prevocational surveyors to the
maximum amounts stated below after submission of the original tax invoice receipt has been
received. The maximum amounts that can be reimbursed are:

Breakfast $17.00
Lunch $26.10
Dinner $36.70

Honorarium Payments for Non-NTG Prevocational Surveyors
METC will provide the following honorariums to Non-NTG prevocational surveyors for their services

to prevocational accreditation survey events:

o $500 per day for prevocational trainees, registrars and non-medical surveyors
e S700 per day for consultants and career medical officers
¢ An additional $200 per day is provided to surveyors who are survey team leaders

In addition, METC will provide survey team leaders a $350 honorarium for the responsibility of
survey event report writing.

Process for Making Claims by Non-NTG Surveyors

New NTG Vendor (new external Surveyor never worked for NTG as a vendor before)
Step1l Request a NTG Vendor Creation Form from METC prevocational accreditation staff.

Step2 Complete the Vendor Creation Form provided, including your ABN (if you don’t have one
you will need to apply for one online through the Australian Business Register (ABR),
attach your tax invoice for services provided as a surveyor along with any other original
tax invoice receipts for meals etc and return to METC prevocational accreditation staff for
processing.
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Existing NTG Vendor (have worked for NTG as a vendor previously)

Step1 Provide your tax invoice displaying your ABN for services provided as a surveyor along
with any other original tax invoice receipts for meals etc to METC for processing.
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Written by Professor Geoffrey Marel (NSW). Used with permission for NT METC

10.

Remember thou, at all times, that this is a constructive process which has as its goal the
attainment by all facilities of high standards of supervision, training, working conditions
and morale for prevocational trainees.

Keep to thyself during the survey thy wise and profound opinions on how perfectly thine
own health service meets the accreditation standards.

Keep to thy own bosom also any preconceived impressions and prejudices concerning
the health service being surveyed.

Seek thou consensus among thy surveyor colleagues as to how well the standards are
being achieved.

Jumpeth thou not to speedy conclusion, but be meticulous and thorough in thy
examination of the facts.

Remember to keep thou strictly confidential any information thou acquireth during
the survey process.

Surveyors:
Send thou, thy handwritten notes to the Prevocational Accreditation Manager and
destroy/delete other survey materials once the report is written and finalised.

Team Leader:
For 30 days and 30 nights after accreditation status is awarded by METC shall thou keep
thy notes concerning the health service thou has surveyed.

Remember thou, thy job to make unto the Prevocational Accreditation Panel thy
recommendations concerning the accreditation status, and not to pre-empt this by
telling the HEALTH SERVICE what thou believeth to be the ultimate decision by
Prevocational Accreditation Committee.

Remember thou, thy role as an ambassador for METC.

Encourage thou feedback from the health service re the survey process.
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Contact details

For further information about the NT prevocational accreditation process please contact the NT
Prevocational Accreditation staff at Medical Education and Training Centre (METC).

Prevocational Accreditation Manager,
Medical Education and Training Centre,
PO Box 40596, Casuarina NT 0811

Phone: (08) 89 992836

Website

www.ntmetc.com




http://www.ntmetc.com/
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This is a Medical Education and Training Centre (METC) publication designed to assist METC surveyors to prepare for a prevocational accreditation survey in NT Health Service Health service. It is to be used in conjunction with the Prevocational Accreditation Standards and Guidelines Section 3 – Version 1 2014.


METC wish to acknowledge the Health Education and Training Institute (HETI) for allowing the use of their document to guide the development of this guideline.





Other relevant documents to be read in conjunction with this Guideline (These documents can be found in Section 5 of the NT Prevocational Accreditation Manual)





			Document Name





			Surveyor Position Description


Survey Team Leader/Coordinator Position Description


Surveyor Policy


Surveyor Conflict of Interest Policy

















Document History





			Version


			Issued


			Status


			Author


			Reason for Change





			1.0








			Sept 2015








			Draft


			Shirley Bergin


			Current draft will need additional review and changes.














GLOSSARY


Accreditation


‘Accreditation is a formal process by which a recognised body, usually a non-governmental organisation, assesses and recognises that a health care organisation meets applicable pre-determined and published Standards. Accreditation Standards are usually regarded as optimal and achievable, and are designed to encourage continuous improvement efforts within accredited organisations. An accreditation decision about a specific health care organisation is made following a periodic on-site evaluation by a team of peer Surveyors, typically conducted every two to three years.’


Both a process and a product, Accreditation relies on integrity, thoughtful and principled judgment, rigorous application of requirements, and a context of trust. It provides an assessment of an institution’s effectiveness in the fulfilment of its mission, its compliance with the requirements of its accrediting association, and its continuing efforts to enhance the quality of learning and its programs and services. Based upon reasoned judgment, the process stimulates evaluation and improvement, while providing a means of continuing accountability to constituents and the public. The product of Accreditation is a statement of an institution’s continuing capacity to provide effective programs and services based on agreed-upon requirements.


Health Service


The Health Service (upper case) – is made up of two statutory bodies established under the NT Health Act e.g. Top End Health service (TEHS) and Central Australia Health service (CAHS).


The health service (lower case) - is the institution or clinical setting within which prevocational doctor’s work and train. These organisations will usually be hospitals but may be healthcare centres or supervised practice locations in community settings which have met accreditation requirements for prevocational doctor training.


Medical Education and Training Centre (METC)


The METC is within the Department of Health’s (DoH) division of the Office of the Chief Medical Officer (OCMO); through the Australian Medical Council (AMC) is the NT accrediting authority for Intern education and training programs. This function is delegated by the Medical Board of Australia (MBA).


Network Partners


Network partners refer to relationships between Health services in terms of prevocational doctor education and training. These partnerships may be between public and private health services, between NT Health services and Regional Training providers who work with General Practices, Aboriginal Medical Services, and health centres etc.


Offsite Unit


An offsite unit is a prevocational term where an intern/prevocational doctor placement occurs in a health service located geographically away from the primary allocation centre (usually a hospital), but which operates within the Prevocational Education and Training Program (PETP) of that primary allocation centre. A clear agreement is in place whereby the responsibility for the prevocational accreditation standards for Governance lies with the primary allocation centre and there is a clear communication process between the offsite units’ term and clinical supervisor and the primary allocation centre at all times.  The offsite unit term supervisor is therefore responsible for implementing the primary allocation centre’s PETP policies and processes on a day to day basis within the allocated offsite unit.  The offsite unit’s term supervisor is also responsible for ensuring appropriate term content, orientation, supervision and assessment is provided according to the NT Prevocational Accreditation Standards.


Prevocational Accreditation Committee (PAC)


A Committee within METC however still independent of other METC functions in regards to any Intern accreditation decisions. This Committee is established to implement, manage, monitor, evaluate and review an objective, robust and transparent system to accredit all intern and all prevocational doctors’ placements. This committee will where necessary form working groups to work on specific projects relating to prevocational accreditation. (For further information please contact the Prevocational Accreditation Manager)


Prevocational Accreditation Manager (PAM)


METC staff member assigned the role of prevocational accreditation manager (currently the Executive Officer METC). This person oversights the other staff who coordinate the accreditation surveys at health service. This includes the surveyors and survey team leader.


Prevocational Accreditation Panel (PAP)


The Accreditation Panel has been established to consider accreditation survey team findings and endorse/not endorse survey team report recommendations, including the recommended period of accreditation that should be granted (max 4 yrs). This Panel will refer their findings after meeting to the Prevocational Accreditation Committee.


Prevocational Accreditation Surveyor


Surveyors are members drawn from the medical education stakeholder groups. In order to participate in a prevocational accreditation visit Surveyors must possess the following attributes: 


· Necessary background/experience 


· Appropriate training 


· Maintenance of currency of Surveyor status 


Surveyors can be drawn from any of the following stakeholder groups, at a state or national level: 


a. 	Junior medical staff (Intern through to registrar) 


b. 	Clinicians from public or private sector 


c. 	Directors of Clinical Training (DCT)


d. 	Medical Education Officers (MEO)


e. 	Director of Medical Services (DMS)/Medical Superintendent 


f. 	Prevocational Accreditation Staff member/Principal Officer or Executive Officer 


g. 	Medical Services/Workforce Managers 


h. 	General Practitioners 


i. 	Retired Medical Practitioners (who have been retired for less than five years) 


j. 	Others with suitable experience 


Prevocational Health service


A Prevocational Health service is an organisation that provides prevocational supervised clinical practice, education and training. The prevocational health service is responsible and accountable through the NT Prevocational Accreditation Standards and Guidelines for the provision of intern and prevocational training programs provided in that health service. Health service may be a hospital, community, general practice setting, or a combination of these.


Primary Allocation Centre 


A health service providing all the compulsory terms required for intern registration.








Surveyor 


A Surveyor is an individual trained in all aspects of the NT Prevocational Accreditation Program (by attending an initial and refresher NT Surveyor training workshop) and who maintains their knowledge and experience regarding the accreditation processes and system. A Surveyor when undertaking any survey event acts on behalf of the NT Prevocational Accreditation Committee when assessing a Prevocational Health service compliance with the NT Prevocational Accreditation Standards. 


Survey Team  


A Survey Team is a group of Surveyors chosen for their individual expertise to a prevocational survey event. A team may be made up of approximately 3 – 5 members depending on the prevocational health service being assessed and the type of survey event. 


Survey Team Coordinator/Leader  


The Survey Team Coordinator/Leader is specifically trained and assisted by the Prevocational Accreditation staff to lead the Survey Team, ultimately responsible for the writing, collation, and review of the Accreditation Report and to present the report to the Prevocational Accreditation Panel (PAP). Other responsibilities are outlined in this document.
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Overview of Medical Education and Training Centre and Prevocational Accreditation








[bookmark: _Toc429752480][bookmark: _Toc429752722]Medical Education and Training Centre (METC)


The METC was established in March 2015 and is within the division of the Office of the Chief Medical Officer Department of Health. 


The METC is accredited by the Australian Medical Council as the prevocational training accreditation authority and will undergo periodic review by the AMC. METC is responsible for ensuring the health services it accredits are compliant with the NT Prevocational Accreditation Standards. METC’s functions include the setting of standards for education and training and the accreditation of facilities for prevocational education and supervision. The Prevocational Accreditation Committee (PAC) and the Prevocational Accreditation Panel (PAP) administer this function on behalf of METC.


[bookmark: _Toc429752723]Summary of the Prevocational Accreditation Process


The METC is accredited by the Australian Medical Council (AMC) as the prevocational training accreditation authority. METC's prevocational accreditation program implements and monitors standards for the training and welfare of prevocational trainees in their first two postgraduate years (junior medical officers). METC undertakes the regulatory function of term accreditation for prevocational medical education, training and supervision in the NT.


The accreditation process is cyclical, in line with national guidelines and standards, and provides regular monitoring and assessment of intern programs to ensure continuing compliance with the approved Intern Training National standards for programs. Over the accreditation cycle, METC uses an appropriate mix of methods to assess whether an intern training program is meeting the national standards. The methods include surveys, the intern training programs self-assessment, desktop reviews, teleconference discussions, and onsite inspections.


NT PAC has the designated authority to undertake Accreditation of Intern training positions by the Medical Board of Australia (MBA) through the METC being the accrediting authority. The maximum duration of Accreditation status is for a period of four years. A Full Survey is required prior to lapse of Accreditation, therefore a Full Survey must be undertaken in the calendar year that the Accreditation will lapse.


Principles of Accreditation Cycle


The following principles underpin the Accreditation Cycle:


1. The maximum Accreditation period awarded to a prevocational health service is four years from the date of the visit


2. Periods of reduced Accreditation can be recommended to be awarded by NT Prevocational Accreditation Committee (PAC) where limited or non-compliance with Standards has been identified. The Team Coordinator within the Accreditation Survey Report will recommend this to the Prevocational Accreditation Committee through the Prevocational Accreditation Panel (PAP). Accreditation cannot lapse if Interns are employed at the health service


3. Any health service employing a Director of Medical Services and employs Interns/Prevocational Doctors is regarded as a prevocational health service. As such, it will be required to undertake periodic reviews in accordance with the NT Accreditation Cycle and events.


The NT Accreditation Cycle consists of events which are undertaken by the health service. The timing of the events in the cycle is dependent on the period of accreditation awarded. Some of these events for a period of reduced accreditation may be omitted and/or shorter lead in times allotted. The NT Accrediting Authority will send shortly after the awarding of the accreditation period by the NT Board of the Medical Board of Australia (NTBMBA) an Accreditation Survey Cycle Schedule outlining the expected dates for each of the events required for that accreditation period.


Cycle of Events


The events that make up a cycle for a full 4 year accreditation period awarded are:


· Full Survey (Visit)


Self-Assessment and Full Survey occur in the same 52 week period. They occur again prior to the date when Accreditation would lapse. (This is a visit survey)


· Quality Action Plan (2 stages) 


After a visit survey event, the health service is required to provide a Quality Action Plan (QAP) to show how they will meet their recommendations and other conditions from the visit report, maintenance and improvements expected or completed according to this Plan. (This is a progressive paper-based survey)


Within the four year Accreditation period, two QAPs would be expected. The first QAP should be received six months following a Full Survey (unless otherwise advised) and the second QAP should be received six - twelve months following the first QAP. 


The QAP should include monitoring of any New/Modified Units which have been accredited since the last visit survey event. (See Accreditation Survey Types)


It is expected that ongoing maintenance and improvements of Prevocational Education and Training Program (this includes the Intern education and training program), should be going on inbetween other survey events.


· Progress Report


A Progress Report occurs approximately two years after the Full Survey (the half way point). The timing of this Survey will be determined by PAC and will occur as close as possible to two years (half way) since the previous visit survey event. 


(This is a paper-based survey)


· Self Assessment 


A Self-Assessment document is completed by the Health service prior to the Full Survey (Visit). It addresses the Standards and Criteria across both the governance structure and the Units within which the junior doctors learn. (This is a paper-based survey)


The following diagram represents the individual events which comprise the Accreditation Cycle for a four year accreditation period: 








TYPES OF SURVEY EVENTS


There are four main types of Accreditation Survey Events and one used for Offsite requests:


Full Survey Event


A Full Survey requires Surveyors to undertake a visit to the Health service under review. The process used to guide this Full Survey is provided in the Chapter on Accreditation Processes. Surveyors will be provided with the Health service’s Self-Assessment Forms and underpinning evidence prior to the Visit. A number of meetings/interviews with Health service staff take place during the Visit and details can be found in the Accreditation Step-by-Step Guide section 4, Chapter 4 ‘Personnel’ (refer to page 19)


New Unit Survey 


This Survey is required when a Health service requests Accreditation of a Unit that has not previously been accredited for prevocational education and training. A smaller team of Surveyors will review the Unit/s via a Paper Based (desktop) Survey or Visit according to the New Unit Survey Process. New Units are accredited for a maximum of one year. A QAP for that unit may be required six months following the Survey and copies of the evaluations for the term are required 12 months post Survey


Modified Unit Survey 


This Survey is required when a Unit previously accredited for junior doctors needs to undergo some modification since its last Accreditation Survey event. Examples of modifications which would require review include but are not limited to:


· A link with another Unit which impacts on the type and amount of clinical experience available to the Intern


· Change in supervision (refer Supervision Policy)


· Alteration to rostering and clinical duties


· Change in caseload not seasonal variations in caseload e.g. additional Visiting Medical Officer (VMO) appointed


· Change to number of Interns/junior doctors in the Unit


· A currently accredited Unit now wanting to split into two separate Units


· Relocation of a Unit to another campus of the Health service (refer Accreditation Policy, para 15)


This Survey will be undertaken as a Paper Based (desktop) Survey according to the Modified Unit Process provided in the Chapter Accreditation Processes.


Periodic Survey – Progress Report


A Progress Report is undertaken halfway through the Accreditation Cycle of a Health service as outlined previously under Accreditation Cycle. This Survey will, in most circumstances, be undertaken as a Paper Based (desktop) Survey according to the Periodic Survey Process provided in the Chapter on Accreditation Processes.


Offsite Unit Survey


This Survey is required when a Health service requests Accreditation of a Unit that is offsite to the main health service prevocational health service and has not previously been accredited for prevocational education and training. For Example: Tennant Creek Hospital (Central Australia Health Service) - where a single rotation from Alice Springs Hospital for a prevocational doctor is requested.


GOVERNANCE OF ACCREDITATION





[bookmark: _Toc429752726]The Prevocational Accreditation Committee (PAC)


[bookmark: The_Ten_Commandments_of_Surveying]The role of the Prevocational Accreditation Committee will reflect the direction and needs of the Medical Board of Australia (MBA) in relation to registration requirements for PGY1 doctors in the Northern Territory. A further role is to advocate for all prevocational doctors and International Medical Graduate’s (IMG) education and training opportunities through the implementation of accreditation standards.


Its functions are:


1. To advise the NT Board of MBA and health services on the health services requirements for intern training.


2. To establish, implement, manage, monitor, evaluate and review an objective, robust and transparent system to accredit all intern and all prevocational doctors’ placements.


3. To maintain NT accreditation services to meet the Australian Medical Council (AMC) Accreditation Authority National Standards and reporting requirements to ensure METC maintains its NT accreditation authority status.


[bookmark: _Toc429752727]The Prevocational Accreditation Panel (PAP)


The Accreditation Panel is established to consider accreditation survey team findings and endorse/not endorse survey team report recommendations, including the recommended period of accreditation that should be granted (max 4yrs).


The functions of the Accreditation Panel are to consider accreditation survey reports and:


1. Refer all accreditation appeals and/or grievances including any conflicts of interest regarding surveyors engaged to undertake the survey event to the Prevocational Accreditation Committee. 


2. Provide final accreditation advice and recommendations to the Prevocational Accreditation Committee in relation to accreditation of postgraduate year 1 training positions and programs.


3. Provide final accreditation advice and recommendations to the Prevocational Accreditation Committee in relation to accreditation of postgraduate year 2 training positions and programs. 


4. Provide advice to the Prevocational Accreditation Committee of any areas for improvement regarding the NT Prevocational Accreditation Standards, system, policies or processes.


The Prevocational Accreditation Survey team


All NT prevocational accreditation surveyors are to have successfully completed the METC Prevocational Accreditation Surveyor Workshop to be eligible to be placed on the surveyor register and be selected as a surveyor for any survey event.


A survey team will consist of at least three and usually no more than 5 surveyors for a survey visit event, one of which must be a junior doctor. For desktop survey events there are to be at least two surveyors one of which must be a junior doctor.


Surveyors can be drawn from any of the following stakeholder groups at a Territory or National level:


a. Junior medical staff (Intern through to registrar)


b. Clinicians from public or private sector 


c. Directors of Clinical Training (DCT)


d. Medical Education Officers (MEO)


e. Director of Medical Services (DMS)/Medical Superintendent


f. Prevocational Accreditation Staff member/Principal Officer or Executive Officer 


g. Medical Services/Workforce Managers 


h. General Practitioners 


i. Retired Medical Practitioners (who have been retired for less than five years) 


j. Others with suitable experience e.g. Confederation of Postgraduate Medical Education Councils (CPMEC) National Database of Prevocational Surveyors 












[bookmark: The_Survey]Survey Process





Visit Survey Event (Full Survey)





Pre Survey


Prevocational Accreditation staff contact the health service five to six months before the visit event is due to confirm survey dates with the health service.


Prevocational Accreditation staff will send an email reminder to the health service regarding the date that their written submission for accreditation/reaccreditation is due at the METC office.   


After the survey event dates and the reminder has been sent out to the health service, the prevocational accreditation staff and the Prevocational Accreditation Committee (PAC) appoints a survey team, including a team leader. The survey team leader along with the accreditation staff coordinates the survey and the surveyors’ activities.


Prevocational accreditation surveyors may for a variety of reasons be perceived to have the potential for a conflict of interest. These conflicts of interest are to be highlighted and raised with the Prevocational Accreditation Manager (PAM) at the time of their initial engagement to undertake a survey event. 


Prior to the survey visit the names of the surveyors including the survey team leader are forwarded to the health service being surveyed to ask if any reason the PAC should not use any of the named surveyors regarding a conflict of interest for that particular survey event. The Prevocational Accreditation Committee will review any concern/s regarding any surveyor’s conflict of interest from the health service and where surveyors themselves have raised any concerns regarding their conflict of interest. (See Prevocational Accreditation Surveyor Conflict of Interest Policy 5.5)


In the health services submission provided, the health service rates itself against the standards and provides evidence to support its rating. Prevocational Accreditation staff checks all the information and evidence from the health service before it is given to the survey team.


Surveyor Pack


Each survey team member will receive an information pack, and documentation for reference via e-mail or a provided USB which includes:


· An identification badge (provided at the survey event)


· Covering Letter from PAM


· Health services Record of Accredited Terms (Prevocational Accreditation Matrix)


· Survey Team Contact List


· Previous Survey Report/s (including a recommendation summary sheet)


· Any other related Correspondence as needed


· NT Prevocational Accreditation Standards (or link to e-copy)


· Prevocational Accreditation Survey Report Writing tips


· Surveyor Code of Conduct, Surveyor Conflict of Interest policy and Surveyor Guidelines


Prevocational Accreditation staff provides secretariat services to coordinate the survey process and ensure that all information is available for an efficient accreditation survey event of NT health services. The prevocational accreditation staff is available to clarify any issues or request information the survey team leader may need with regard to the administration of the prevocational accreditation survey event.


The survey team evaluates the prevocational health services submission documentation by:


1. Reviewing the previous survey report/s recommendations and comments.


2. The survey team leader will through negotiation, allocate specific areas within the NT Prevocational Accreditation Standards that each team member will focus on. (these will be recorded and disseminated to all team members)


3. Identifying areas needing clarification in the health services submission and evidence provided. To be discussed at the pre-survey meeting.


4. Reviewing the actions taken by the health service in response to their last survey visit event recommendations.


5. Identifying and clarifying any changes or additional requests made by the health service since the last survey event, as follow up of these aspects may need to be addressed in the upcoming survey.


6. Evaluating all information in line with NT Prevocational Accreditation Standards and Guidelines.


[bookmark: The_team_then_plans_their_visit:]The survey team leader then plans with assistance from prevocational accreditation staff the survey event visit:


1. The team leader takes primary responsibility for liaising in person or by phone with the Prevocational Accreditation staff to discuss the survey timetable and any issues as outlined in any accreditation correspondence.


2. Notifying the prevocational accreditation staff as soon as possible if they require interviewing any additional staff or needing to change any times that is listed on the timetable. This may need to occur prior to the pre-survey meeting.


The survey team leader communicates with:


· Other team members, prior to the survey regarding their evaluation of the health service submission (plus evidence).


· The identified prevocational accreditation staff survey event liaison person to advise them of the team’s requirements for the interviews and any additional documentation.


At the health service Prevocational Survey Visit


Welcome and Introductory Meeting


The visit starts with an introductory meeting between the survey team and the health service executive team. The meeting introduces the survey team and accreditation support staff, explains the process and invites the health services executive team to describe an overview of the prevocational education and training program it offers and any major changes to the program since their last visit survey event.


Interviews


Interviews are usually conducted with the following groups:


· Prevocational trainees (in small groups - both PGY1 and above),


· Term and Clinical supervisors


· DCT


· MEO


· JMO Managers/Administrators


· DMS (or equivalent)


It is important that the interviews concentrate on issues relevant to the prevocational accreditation standards. Interviews with prevocational trainees tend to be group interviews with small groups between two and up to eight trainees (too many in a group will make it difficult to speak to all present especially interns who may not feel comfortable speaking in large groups and therefore may not offer useful and valuable insight into the medical education and training program).


Review of Documentation


The survey team will review documentation to assess how the prevocational education and training program is led, coordinated and supported at all levels. It is important that the decisions of the survey team do not rely solely on interviews. Triangulation of the evidence is important to the accreditation outcome. (i.e. what you read, hear and see)


The documentation as suggested evidence in the Prevocational Accreditation Standards and Guidelines (listed below) is a guide to what could be provided to achieve a Satisfactorily Met (SM) rating and may include but is not limited to the following:


· prevocational accredited places Matrix;


· Prevocational Education and Training Program strategic planning;


· education and training staff lists and job descriptions;


· rosters;


· evaluation tools and reports;


· minutes from Medical Training Committee meetings;


· term descriptions;


· health service prevocational education and training policies, procedures and manuals;


· progress review forms.


Prevocational health service Infrastructure


The survey team will review the health service infrastructure provided for the prevocational trainee. This may include a tour of the health service, including prevocational trainee’s access to a common room, computer facilities, recreational space, library and internet, various accredited units/terms that the prevocational trainee is rotated into. Sometimes an issue arises during survey interviews that may require further visits to units/terms. All offsite terms must be visited where possible. If not possible the reason is to be recorded in the survey report.


Prevocational trainee terms/units


The survey team will review all existing prevocational trainee terms/units to ensure compliance with the standards and provision of the education and training experiences outlined in the term descriptions. They will also check the number of places against what is currently accredited, checking prevocational trainees are not in any unaccredited terms or do not exceed current accredited places in any unit/term.


Facilities wanting to develop a new term or modify a term must submit the term description and request to the PAC prior to the survey. It is the role of the survey team to review all terms, in particular any provisionally accredited terms and assess whether the terms deliver education and training as described in the term description and in alignment with the standards.


The survey team must provide to the PAC whether provisionally accredited terms are meeting all accreditation standards. The survey team can make recommendations to the PAC relating to individual terms.


Drafting the survey report


Before de-briefing the health service Executive staff about the team’s findings, the team leader completes a draft survey visit report. This may be in the form of dot points against specific standards where the team has identified areas for improvement and or concern. This report should also give positive feedback as well as where improvements could be made.


During the debriefing the health service Executive staff will be given a further opportunity to clarify any information or issues raised in the process by the surveyors.


As part of the survey visit report the team is required to rate each standard on a two-point scale (NM = Not Met and SM = Satisfactorily Met), and any achievements above and beyond Satisfactorily Met that they believe should be awarded. (see NT Prevocational Accreditation Standards and Guidelines document for the rating scale). Where any survey team rating is different to the health service self-rating a comment within the report is required regardless of a recommendation being awarded or not. 


Prevocational Health service de-brief


On completion of the survey visit, the survey team leader and survey team members will meet with the health service Executive staff to provide a debrief regarding the findings of the survey visit. Then an open forum debrief is offered to all health service staff to provide feedback on the survey visit outcomes.


It is important the survey teams debrief regarding the survey visit contains positive feedback about its achievements as well as to advise the health service areas of concern and for improvement. There should be “no surprises” when the health service eventually receives their accreditation report.


During the debriefing the health service staff will be given a further opportunity to clarify any information or issues raised in the process by the surveyors.


At no stage should the survey team inform the prevocational health service of the accreditation status they plan to recommend to the PAP.  This is a decision made by the Prevocational Accreditation Committee (PAC).


The Prevocational Accreditation Committee encourages health services to provide feedback to the team regarding the survey visit after the debriefings. A request to the prevocational health service for formal feedback on the survey event processes and staff involved through a feedback survey request will follow after the survey event and the results will be tabled at the next PAC meeting.


Finalisation of the survey


Final Survey Report


The survey team leader is expected to complete the survey report within two weeks of the survey. The survey team leader will allow the survey team members within those two weeks an opportunity to provide comments before submitting the report to the Prevocational Accreditation Manager in preparation for presenting the final survey report to the PAP. The Prevocational Accreditation Manager will assist the team leader to finalise the report and offer assistance where necessary with the collation of information e.g. formatting etc. 


The survey report must contain information through comments and the executive summary to substantiate any constructive recommendations regarding how the health service’s performance in facilitating the prevocational education and training program could be improved.


In regards to the Final Survey Report the survey team leader is responsible for:


· writing the survey report including the synopsis/executive summary of the survey summarising the team’s findings and its recommendations and commendations;


· rating of each standard and criteria, commenting where the rating differs from the health service self-rating;


· ensuring that each survey team member has the opportunity to make comment on the survey report and ratings;


· keeping any handwritten notes and survey documentation until the report is finalised through the PAC;


· sending the completed report to Prevocational Accreditation Manager within 2 weeks after the survey visit;


· keeping a copy of the completed report and having access to it at the time of presenting the report to the PAP;


· evaluation of the survey team by completing the Survey Team Leaders evaluation of survey team form and returning to Prevocational Accreditation Manager (PAM) with the final Accreditation Survey Report.


Once the survey team leader has completed the final survey visit report and before it goes to the PAP the Prevocational Accreditation Manager will send the survey report to the health service for comment on any factual errors within the report. If there are any concerns raised by the health service with the final survey visit report the survey team leader will be consulted and determine what and if any changes are required in consultation with the Prevocational Accreditation Manager. Any concerns raised by the health service and decisions regarding those concerns by the survey team leader will then go with the survey report to the PAP. 


Finalisation of the survey report through Panel and Committee


The PAP considers each survey report in detail to ensure that standards are uniformly applied from one survey to the next and that comments and recommendations are substantiated.





The survey team leader will need to be available in person or by telephone during the panel meeting to present and discuss the survey report with the panel members. PAP meetings are usually held as required soon after each survey event. The survey team leader will be notified in advance when the Panel will be meeting.





The Prevocational Accreditation Panel (PAP) can support the survey reports recommendation for accreditation status or modify it to meet the reports outcomes for up to a maximum period of four years to the Prevocational Accreditation Committee (PAC).





The PAC may award accreditation status contingent upon the health service addressing recommendations/conditions. The PAC may also decide a Focus Visit is required to ensure specific issues are addressed within a stated timeframe.





The PAC Chair notifies the health service in writing once an accreditation decision has been made.





At any time PAC can reduce or withdraw accreditation of a health service or term should there be sufficient evidence of a significant change in the Prevocational Education and Training Program. This is in accordance with the Notification of Change of Circumstance that may affect Accreditation Status Process (2.10).





At their discretion, the PAC may revise the rating of any standard, at any time.





The NT Prevocational Accreditation website is updated as required to reflect the new status for those areas re-accredited or accredited for the first time.





Desktop (Paper based) Survey Events





Types of Desktop survey events





· Quality Action Plan (Stages 1 and 2)


· Progress Report (Periodic Survey)


· Self-Assessment


· New Unit (preliminary survey at an already accredited prevocational health service – NOT for any new Offsite Units)


· Modified Unit (depending on the modification being requested)


Desktop survey events follow the same processes as the visit survey events previously described except there is no need for timetables and interviews with the health service staff involved in prevocational medical education and training programs. Desktop Survey events do not usually require a visit to the health service. This however does not preclude the survey team leader from contacting health service staff for clarification of the health service submission if required to complete the desktop survey report.


There is no formal debriefing with the health service on the completion of the desktop survey event as is carried out after a visit survey event. The final survey report will go onto the PAP and then onto the PAC for finalisation to inform them of the progress being undertaken by the health service being surveyed.


The desktop survey team leader has the same responsibilities as if this event was a visit survey.
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SURVEY TEAM LEADER CHECKLIST








			


			TASK


			WHEN


			DONE(tick)





			BEFORE SURVEY





			1


			Receipt of survey paperwork from the Prevocational Accreditation staff.


			


2 weeks prior to survey


			





			2


			Contact other members of survey team, (including PAM) arrange to meet with survey team prior to survey, in person or by teleconference. (METC Accreditation Staff will arrange teleconference facilities for you)


			





1 week prior to survey


			





			3


			Contact the PAM and discuss the timetable. Ensure any necessary changes are made.


			


1 week prior to survey


			





			DURING SURVEY





			4


			Introduction


			General Introduction


			





			


			


			· What is METC’s role?


			





			


			


			· How survey process will occur


			





			


			


			· What to expect from debriefing


			





			


			


			· Ask if any questions


			





			 5


			During


			· Maintain notes throughout


			





			


			


			· Consult with team members


			





			


			


			· Prepare draft report for debriefing


			





			6


			Debriefing


			· General comments


			





			


			


			· Commendations to specific people/units


			





			


			


			· Good points.


			





			


			


			· Highlight all points of concern and/or needing improvement


			





			


			


			· Wrap up


			





			


			


			· Ask for comments / questions


			





			AFTER SURVEY





			7


			Write up survey report and circulate to survey team for comments


			Within 2 weeks after survey


			





			8


			After comments received from survey team, update the report accordingly if required and forward to PAM


			


			





			9


			Complete the Survey Team Leaders evaluation of survey team form and returning to PAM with the Final Accreditation Survey Report


			


			





			10


			Present an overview of the report at the Prevocational Accreditation Panel (PAP) meeting 


(If required teleconferencing will be arranged by Prevocational Accreditation staff at METC)


			





Next PAP meeting
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The Practicalities of Being a Surveyor


Absenteeism


If for any reason you cannot attend a survey event, you need to phone the Prevocational Accreditation Manager (PAM) and survey team leader as soon as you are aware that you cannot attend or participate. 


If at any time during a survey event you cannot continue, you need to notify the survey team leader who will in turn notify the PAM if they are not present at the survey event.


If you are the survey team leader and cannot attend a survey, you need to notify the PAM or PAC Chair as soon as possible.  If it is after 5pm on the evening before the survey, you must attempt to contact another team member who can act up as survey team leader. This will usually be another senior clinician or experienced surveyor.  The PAM will need to be notified immediately, who in consultation with the Prevocational Accreditation Committee Chair, will determine if it is appropriate for the health service survey event visit to continue and if the survey team member put forward to replace the team leader is suitable and eligible to perform that role in the team.


If you are the survey team leader and cannot attend the Prevocational Accreditation Panel meeting you need to nominate another survey team member to present the survey report on your behalf. You need to inform the PAM who will then inform the PAP Chair to make a decision to either wait until you can present the report or is happy to go ahead with your replacement.


Travel


As a surveyor your travel, accommodation and other reasonable expenses will be paid by METC. The surveyor expenses are further explained later in this document. METC makes all the travel and accommodation arrangements as soon as possible prior to survey and sends the itinerary details either with the other survey materials or shortly after.


METC covers the full cost of economy travel for surveyors. Depending on your location and the location of the health service being surveyed, METC will organise a combination of flights and/ or taxis.


On some surveys, you will usually travel to the location of the health service either the day before the date of the survey or on the morning of the survey event.  If travelling on the day of the survey then a pre survey meeting will be arranged on the day or evening before travelling. Otherwise travelling the day before will allow time for the survey team to discuss the health service survey submission/documentation and identified areas that may need special review and/or attention.


If you are surveying a local health service, you will need to make your own travel arrangements. 


METC will provide cab charges when a surveyor is flying as a means of going to and from the airport. METC provides one cab charge for each journey when not in local area. 


1. After using Cab Charge card supplied by METC prevocational accreditation staff return the card stub with an original receipt for the journey just paid for.


2. Return any unused Cab Charge cards to METC within 1 week from the survey event for administrative acquittal purposes and to be re-assigned.


This is an NTG financial process that must be followed in the use of Cab Charge Cards.


If you drive your own car to the airport and use the airport long term car park while you are away you may claim the expense in lieu of a cab charge. Process to make a claim for long term car parking:


1. Retain original long term parking receipt


2. Request and fill out a reimbursement Form


3. Send form to METC for processing


Accommodation


For those times when surveyors have to travel significant distances from home, METC offers accommodation. When offering accommodation, we consider your needs, safety, local conditions of the area, survey start and finish times and travel arrangements.


Accommodation only is billed directly to METC and is usually rated at 3½ stars minimum.


In some areas it may not be possible to provide all of the amenities expected of a 3½ star hotel. However, accommodation provided will be checked to meet minimum acceptable standards.


Meals


When travelling outside of your local area METC will reimburse surveyors for their meals. 


NTG surveyors (NTG employees) receive travel allowance for official business travel. This will be processed by METC accreditation staff when the travel is organised and booked. METC will ensure travel allowance for NTG employees on official travel is paid as per the government rates at the time for meal expenses incurred while conducting business for the accreditation program.


For an external surveyor i.e. not an NTG employee, you will need to pay for your meal up front and keep the original tax invoice receipt and submit it with your final invoice at the end of the survey event for reimbursement through METC/NT DoH accounts payable processes. 


Be aware that METC do not pay for any minibar or alcoholic expenses. If you have alcohol with your meal this will not be paid as part of your reimbursement.


The maximum amount that will be reimbursed to non-NTG prevocational surveyors is equivalent to the official business travel allowance provided to NTG prevocational surveyors. 


METC will provide reimbursement for meals for Non-NTG prevocational surveyors to the maximum amounts stated below after submission of the original tax invoice receipt has been received. The maximum amounts that can be reimbursed are:





	Breakfast 	$17.00


Lunch		$26.10


Dinner		$36.70


Honorarium Payments for Non-NTG Prevocational Surveyors


METC will provide the following honorariums to Non-NTG prevocational surveyors for their services to prevocational accreditation survey events:





· $500 per day for prevocational trainees, registrars and non-medical surveyors


· $700 per day for consultants and career medical officers


· An additional $200 per day is provided to surveyors who are survey team leaders





In addition, METC will provide survey team leaders a $350 honorarium for the responsibility of survey event report writing.


Process for Making Claims by Non-NTG Surveyors


New NTG Vendor (new external Surveyor never worked for NTG as a vendor before)


Step 1	Request a NTG Vendor Creation Form from METC prevocational accreditation staff.


Step 2	Complete the Vendor Creation Form provided, including your ABN (if you don’t have one you will need to apply for one online through the Australian Business Register (ABR), attach your tax invoice for services provided as a surveyor along with any other original tax invoice receipts for meals etc and return to METC prevocational accreditation staff for processing.


Existing NTG Vendor (have worked for NTG as a vendor previously)


Step 1	Provide your tax invoice displaying your ABN for services provided as a surveyor along with any other original tax invoice receipts for meals etc to METC for processing.


[bookmark: Further_Information_and_Contact]



The Ten Commandments of Surveying


Written by Professor Geoffrey Marel (NSW). Used with permission for NT METC





1. Remember thou, at all times, that this is a constructive process which has as its goal the attainment by all facilities of high standards of supervision, training, working conditions and morale for prevocational trainees.


Recognise that different facilities will have different ways of achieving these standards.


2. Keep to thyself during the survey thy wise and profound opinions on how perfectly thine own health service meets the accreditation standards.


Thine own chance will come.


3. Keep to thy own bosom also any preconceived impressions and prejudices concerning the health service being surveyed.


Keep thy mind open.


4. Seek thou consensus among thy surveyor colleagues as to how well the standards are being achieved.


Document clearly any points of uncertainty.


5. Jumpeth  thou  not  to  speedy  conclusion,  but  be  meticulous  and  thorough  in  thy examination of the facts.


Open thy ears to what is told thee by prevocational trainees, registrars and attending medical officers and be thou sensitive to any special circumstances of the health service.


6. Remember to keep thou strictly confidential any information thou acquireth during the survey process.


Discuss things not with thy pals afterwards.


7. Surveyors:  


Send thou, thy handwritten notes to the Prevocational Accreditation Manager and destroy/delete other survey materials once the report is written and finalised.


	Team Leader:  


	For 30 days and 30 nights after accreditation status is awarded by METC shall thou keep thy notes concerning the health service thou has surveyed.


After this, sendeth them back to the Prevocational Accreditation Manager.





8. Remember thou, thy job to make unto the Prevocational Accreditation Panel thy recommendations concerning the accreditation status, and not to pre-empt this by telling the HEALTH SERVICE what thou believeth to be the ultimate decision by Prevocational Accreditation Committee.


9. Remember thou, thy role as an ambassador for METC.


Besmirch  not  the  good  name  of  METC  or  the  accreditation  process  by  unseemly comments, inappropriate or insensitive behaviour or a biased perspective.


10. Encourage thou feedback from the health service re the survey process.
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Contacts and Further Information 


[bookmark: _Toc429752728]Contact details


For further information about the NT prevocational accreditation process please contact the NT Prevocational Accreditation staff at Medical Education and Training Centre (METC).





Prevocational Accreditation Manager, 


Medical Education and Training Centre, 


PO Box 40596, Casuarina NT 0811





Phone: (08) 89 992836








Website


[bookmark: _GoBack]www.ntmetc.com 
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Survey Event — Facility Evaluation Summary

Date of Survey Event:

7/8 July 2015

Type of Survey Event:

Full Reaccreditation site visit

Health Service/Facility:

CAHS — Alice Springs Hospital

Survey Team: Dr Tamsin Cockayne (TL)

Dr Karen Stringer (TM — RDH DCT)

Dr Rosie Rock (TM — RDH REG)

Dr Sophia Scrimgeour (TM — JMO Representative)
METC Support staff: Shirley Bergin (Accreditation Manager)

Maria Halkitis (Administration)

Date of Evaluation:

15 July 2015

Sent out to:

All staff attending survey event

Number of responses:

10 (one incomplete)

Mix of responders roles:

Consultant
Specialist

Term Supervisor
PGY3 and above
PGY1 Intern
MEO

DCT

MTC member

Numbers who have had
any Training in
Prevocational
accreditation:

3 ( all surveyor training)

Areas for improvement:

One or more response

Pre survey Communication (usually conducted by facility-responses
generally positive)

Time keeping with timetable

More time with facility over the survey visit period

Suggestion of one on one anonymous interviews

Overall Feedback:

Useful and valuable.

Lessons learnt/future
considerations:

Ensure METC administration process is followed to ensure timely
reminders for facility.

Review timetable process so as not rushed

Reconsider size of groups coming in to speak with survey team especially
for the junior doctors (PGY1) — Logistics of








Survey Event – Facility Evaluation Summary


			Date of Survey Event:
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			Type of Survey Event:
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			Health Service/Facility:


			CAHS – Alice Springs Hospital





			Survey Team:


			Dr Tamsin Cockayne (TL)


Dr Karen Stringer (TM – RDH DCT)


Dr Rosie Rock (TM – RDH REG)


Dr Sophia Scrimgeour (TM – JMO Representative)





			METC Support staff:


			Shirley Bergin (Accreditation Manager)


Maria Halkitis (Administration)





			Date of Evaluation:


			15 July 2015





			Sent out to:


			All staff attending survey event





			Number of responses:


			10 (one incomplete)





			Mix of responders roles:
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Specialist


Term Supervisor


PGY3 and above


PGY1 Intern


MEO


DCT


MTC member





			Numbers who have had any Training in Prevocational accreditation:


			3 ( all surveyor training)





			Areas for improvement:


One or more response


			Pre survey Communication (usually conducted by facility-responses generally positive)


Time keeping with timetable


More time with facility over the survey visit period


Suggestion of one on one anonymous  interviews





			Overall Feedback:


			Useful and valuable.





			Lessons learnt/future considerations:


			Ensure METC administration process is followed to ensure timely reminders for facility. 


Review timetable process so as not rushed


Reconsider size of groups coming in to speak with survey team especially for  the junior doctors (PGY1) – Logistics of
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Survey Event — Surveyor Evaluation Summary

Date of Survey Event: 7/8 July 2015
Type of Survey Event: Full Reaccreditation site visit
Health Service/Facility: CAHS — Alice Springs Hospital
Survey Team: Dr Tamsin Cockayne (TL)
Dr Karen Stringer (TM — RDH DCT)
Dr Rosie Rock (TM — RDH REG)
Dr Sophia Scrimgeour (TM — JMO Representative)
METC Support staff: Shirley Bergin (Accreditation Manager)

Maria Halkitis (Administration)

Date of Evaluation:

7/8 July 2015

Sent out to:

Verbal received at survey event

Number of responses:

4 Surveyors + 2 admin

Mix of responders roles:

Team coordinator/Leader
Team members
Admin Support staff

Numbers who have had
any Training in
Prevocational
accreditation:

6 (surveyor training)

Areas for improvement:

One or more response

Remuneration of time given to undertake survey (apart from flights,
accommodation, cab charges) — Request for review for all including DoH

staff

Overall Feedback:

Useful and valuable, enjoyed the experience and would promote to
others. However need to sort out remuneration of surveyors.

Lessons learnt/future
considerations:

Review remuneration for non-NTG DoH staff.

ACIR Raised:

ACIR2016-010A (METC2016/0009-0010)








Survey Event – Surveyor Evaluation Summary
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CONTINUOUS IMPROVEMENT POLICY @

POLICY 1.6

Approved by Management Committee: 2016 Last Amended: 2015 Next Review: June 2017

CONTEXT

Members of the METC Committees, Panels, Secretariat and accreditation surveyors are expected to
consistently strive to improve all of METC services including our prevocational accreditation services
according to the highest standards. A continuous improvement process will ensure that all aspects of
METC including our prevocational accreditation services are measured and are fit for their purpose
and meet our stakeholder’s needs and expectations.

SCOPE

This policy applies to all work undertaken as part of the METC, including the work of committees, panels
and secretariat. For the purposes of this policy “committee” will be taken to include the Advisory,
Management, Medical Education & Training, Prevocational Accreditation Committees and Accreditation
and Prevocational Allocation Panels.

POLICY STATEMENT

1. Continuous Improvement is a long term approach to work that systematically seeks to achieve
small, incremental changes in processes in order to improve efficiency and quality.
2. ltis the responsibility of every worker, not just a selected few.

DEFINITIONS

Continuous Improvement — is a long term approach to work that systematically seeks to achieve
small, incremental changes in processes in order to improve efficiency and quality. It is the
responsibility of every worker, not just a selected few.

Quality — what the stakeholder needs or expects.

This includes:
e Timeliness
e Completeness
e (Courtesy
e (Consistency
e Accessibility and convenience
e Accuracy
e Responsiveness
e Value for Money

SUPPORTING DOCUMENTATION

1. Continuous Improvement Process 2.12

Junior Doctor Accreditation Manual — Section 1 1





CONTINUOUS IMPROVEMENT POLICY

2. Continuous Improvement Record Templates(METC and Accreditation)
3. Continuous Improvement Registers (METC and Accreditation)

PERFORMANCE MEASURES/KPI

1. 100% of notifications of continuous improvement requests are managed according to this
Policy

Policy Contact Officer: METC Administration Co-ordinator

Junior Doctor Accreditation Manual — Section 1 2
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POLICY 1.6


Approved by Management Committee: 2016
Last Amended: 2015
Next Review: June 2017


CONTEXT



Members of the METC Committees, Panels, Secretariat and accreditation surveyors are expected to consistently strive to improve all of METC services including our prevocational accreditation services according to the highest standards. A continuous improvement process will ensure that all aspects of METC including our prevocational accreditation services are measured and are fit for their purpose and meet our stakeholder’s needs and expectations. 


SCOPE


This policy applies to all work undertaken as part of the METC, including the work of committees, panels and secretariat. For the purposes of this policy “committee” will be taken to include the Advisory, Management, Medical Education & Training, Prevocational Accreditation Committees and Accreditation and Prevocational Allocation Panels. 


POLICY STATEMENT


1. Continuous Improvement is a long term approach to work that systematically seeks to achieve small, incremental changes in processes in order to improve efficiency and quality. 



2. It is the responsibility of every worker, not just a selected few.


DEFINITIONS



Continuous Improvement – is a long term approach to work that systematically seeks to achieve small, incremental changes in processes in order to improve efficiency and quality. It is the responsibility of every worker, not just a selected few.



Quality – what the stakeholder needs or expects. 



This includes:



· Timeliness



· Completeness



· Courtesy



· Consistency



· Accessibility and convenience



· Accuracy



· Responsiveness



· Value for Money


SUPPORTING DOCUMENTATION


1. Continuous Improvement  Process 2.12



2. Continuous Improvement Record Templates(METC and Accreditation)


3. Continuous Improvement Registers (METC and Accreditation)


PERFORMANCE Measures/KPI



1. 100% of notifications of continuous improvement requests are managed according to this Policy


Policy Contact Officer: METC Administration Co-ordinator


Junior Doctor Accreditation Manual – Section 1
1
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CONTINUOUS IMPROVEMENT RECORD PROCESS ./

PROCESS 2.12

Approved by Management Committee: 2016 Last Amended: 2015 Next Review: June 2017

RELATED POLICY

Continuous Improvement Policy 1.6

PURPOSE

Members of the METC Committees, Panels, Secretariat and accreditation surveyors are expected to
consistently strive to improve all of METC services including our prevocational accreditation services
according to the highest standards. A continuous improvement process will ensure that all aspects of
METC including our prevocational accreditation services are measured and are fit for their purpose
and meet our stakeholder’s needs and expectations.

It is a process which, in the long term, achieves:

e Stakeholder focus

e Enhanced quality of service delivery

o Simplified processes and procedures

e Attitudinal change

e Recognition of stakeholders, both internal and external

SCOPE

This process applies to all work undertaken as part of the METC, including the work of committees,
panels and secretariat. For the purposes of this policy “committee” will be taken to include the Advisory,
Management, Medical Education & Training, Prevocational Accreditation Committees and Accreditation
and Prevocational Allocation Panels. There is no endpoint to continuous improvement.

DEFINITIONS

Continuous Improvement — is a long term approach of work that systematically seeks to achieve
small, incremental changes in processes in order to improve efficiency and quality. It is the
responsibility of every worker, not just a selected few.

Quality — what the stakeholder needs or expects.

This includes:

e Timeliness

e Completeness

e (Courtesy

e Consistency

Accessibility and convenience
Accuracy

Responsiveness

Value for Money

Junior Doctor Accreditation Manual — Section 2 1
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PROCESS DESCRIPTION

1. METC Staff to complete Continuous Improvement Record (CIR/ACIR) on receiving issue or
item.

2. Send a Word version of CIR/ACIR to METC Administration Coordinator

3. Administration Coordinator checks and completes CIR/ACIR and enters in CIR/ACIR register.

4. Administration Coordinator identifies responsible person/committee/panel to implement
improvement/corrective/preventative action.

5. Administration Coordinator to monitor progress of implementation action. Report progress
for CIR/ACIR to Executive Officer or Accreditation Manager

6. For accreditation matters the Accreditation Manager/Accreditation Committee Chair to
complete and sign off completed actions and report to Accreditation Committee progress of
ACIR

7. For all other METC matters the Executive Officer to complete and sign off completed actions.
Administration Coordinator to report to ETC Management Committee CIR progress

8. Administration Coordinator to action review and evaluation 6 mths after action of
improvement

SUPPORTING DOCUMENTATION

1. Continuous Improvement Policy 1.6
2. Continuous Improvement Record (CIR/ACIR) Template

PERFORMANCE MEASURES/KPI

1. 100% of notifications of continuous improvement requests are acted upon according to this
Process

Process Contact Officer: Administration Co-ordinator

Junior Doctor Accreditation Manual — Section 2 2
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RELATED POLICY


Continuous Improvement Policy 1.6


[bookmark: _Toc195346410][bookmark: _Toc196144971][bookmark: _Toc196799368]PURPOSE


Members of the METC Committees, Panels, Secretariat and accreditation surveyors are expected to consistently strive to improve all of METC services including our prevocational accreditation services according to the highest standards. A continuous improvement process will ensure that all aspects of METC including our prevocational accreditation services are measured and are fit for their purpose and meet our stakeholder’s needs and expectations.  


It is a process which, in the long term, achieves:


· Stakeholder focus


· Enhanced quality of service delivery


· Simplified processes and procedures


· Attitudinal change


· Recognition of stakeholders, both internal and external


[bookmark: _Toc195346411][bookmark: _Toc196144972][bookmark: _Toc196799369]SCOPE


This process applies to all work undertaken as part of the METC, including the work of committees, panels and secretariat. For the purposes of this policy “committee” will be taken to include the Advisory, Management, Medical Education & Training, Prevocational Accreditation Committees and Accreditation and Prevocational Allocation Panels. There is no endpoint to continuous improvement.


[bookmark: _Toc195346412][bookmark: _Toc196144973][bookmark: _Toc196799370]DEFINITIONS


Continuous Improvement – is a long term approach of work that systematically seeks to achieve small, incremental changes in processes in order to improve efficiency and quality. It is the responsibility of every worker, not just a selected few.


[bookmark: _Toc195346414][bookmark: _Toc196144975][bookmark: _Toc196799372]Quality – what the stakeholder needs or expects. 


This includes:


· Timeliness


· Completeness


· Courtesy


· Consistency


· Accessibility and convenience


· Accuracy


· Responsiveness


· Value for Money


PROCESS DESCRIPTION


1. METC Staff to complete Continuous Improvement Record (CIR/ACIR) on receiving issue or item.


2. Send a Word version of CIR/ACIR to METC Administration Coordinator


3. Administration Coordinator checks and completes CIR/ACIR and enters in CIR/ACIR register.


4. Administration Coordinator identifies responsible person/committee/panel to implement improvement/corrective/preventative action.


5. Administration Coordinator to monitor progress of implementation action. Report progress for CIR/ACIR to Executive Officer or Accreditation Manager


6. For accreditation matters the Accreditation Manager/Accreditation Committee Chair to complete and sign off completed actions and report to Accreditation Committee progress of ACIR


7. For all other METC matters the Executive Officer to complete and sign off completed actions. Administration Coordinator to report to ETC Management Committee CIR progress


8. Administration Coordinator to action review and evaluation 6 mths after action of improvement


[bookmark: _Toc195346415][bookmark: _Toc196144976][bookmark: _Toc196799373]SUPPORTING DOCUMENTATION


1. [bookmark: _Toc195346416][bookmark: _Toc196144977][bookmark: _Toc196799374]Continuous Improvement Policy 1.6


2. Continuous Improvement Record (CIR/ACIR) Template


PERFORMANCE MEASURES/KPI


1. 100% of notifications of continuous improvement requests are acted upon according to this Process





Process Contact Officer: Administration Co-ordinator
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ACIR 2016-000A_template.pdf
Accreditation

Continuous Improvement Record

ACIR No. 2016-000A

Date Raised

ACIR completed by

Identified by

Tick box

METC Staff

Stakeholder

Feedback from Accreditation Survey Event

Received over phone/email

Committee/Panel/Working Group

Other (Specify):

Step 1: ISSUE/ITEM - To be completed by person

offering/submitting CIR.

/ Continuous Improvement Reporting Process

1.

METC staff to complete Accreditation Continuous
Improvement Record (ACIR) on identification of
issue or item.

Send completed Word version of ACIR to METC
Administration Coordinator

Administration Coordinator to check ACIR and
enter in ACIR Register.

Administration Coordinator identify responsible
person/committee/panel to action issue or item
Administration Coordinator to monitor progress of
ACIR action. Report progress to Accreditation
Manager

Accreditation Manager/Accreditation committee
Chair to complete and sign off completed actions
Accreditation Manager to report to Prevocational
Accreditation Committee ACIR progress
Administration Coordinator to action review and
evaluation 6 mths after action of improvement /

(If applicable/relevant attach electronically additional information)

Suggestion/feedback/comment

Improvement required

Grievance

Appeal

Ooogg

Risk

Other |:|

Issue: (explanation/description)

Suggested action required: (Include names of relevant people/positon/tasks where applicable)

Issue raised by :

(can be filled out on behalf of person offering feedback or stakeholder feedback)

Signature: SB

Date: Contact no of stakeholder identifying issue or item:  X92834
OFFICE USE ONLY

Section 1 Date Received:

Recorded ACIR register - [1 Date:

Forwarded to identified [1 Date:

person/committee/panel






Accreditation

Continuous Improvement Record ACIR No. 2016-000A

Step 2: ACTION PROCESS — METC Administration Coordinator to identify responsible person/committee/panel to
implement improvement/corrective/preventative action:

Administration Coordinator | [ ] Action: (Include names of relevant people/position/ tasks where applicable)

Project Officer

Executive Officer

Director

Accreditation Manager

OO O o)

Survey Team Leader

Other (name) []
Date sent:
Returned to Administration Coordinator for referral |:|
Referred to Director/Executive Officer METC/Accreditation Manager |:|
Referred to Management Committee []
Referred to Prevocational Accreditation Committee []
Referred to other — Name of Committee/Panel/Working Group: []
Other: |:|
Further Actions (if required):
Actioners Name and position: Signature: Date:
Yes |:|
Date Action/s Complete: No ]
Ongoing |:|
If No or Ongoing please provide comment: (what follow up action is required and by whom and by when)
Completion approved by:Accreditaiton Manager on Signature: SB Date:
behlaf of Committee Chair
(Accreditation Committee Chair)

PLEASE FORWARD THE COMPLETED RECORD TO METC Administration Coordinator

OFFICE USE ONLY

Section 2 Date Received: TRIM No:

Result recorded in ACIR register [1 Date: Accreditation Manager to advise AMC [] pate:
if accreditation service is affected

Forwarded to other relevant [] Date: Returned from [] pate:

person/committee/panel Person/committee/panel

Administration Coord to advise [1 Date: Advise Accreditation Manager of ACIR [] pate:

person submitting ACIR of outcome outcome
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Continuous Improvement Reporting Process



1. METC staff to complete Accreditation Continuous 



Improvement Record (ACIR) on identification of 



issue or item.



2.  Send completed Word version of ACIR to METC 



Administration Coordinator



3.  Administration Coordinator to  check ACIR and 



enter in ACIR Register.



4.  Administration Coordinator identify responsible 



person/committee/panel to action issue or item 



5.  Administration Coordinator to monitor progress of 



ACIR action. Report progress to Accreditation 



Manager 



6.  Accreditation Manager/Accreditation committee 



Chair to complete and sign off completed actions  



7. Accreditation Manager to report to Prevocational 



Accreditation Committee ACIR progress



8.  Administration Coordinator to action review and 



evaluation 6 mths after action of improvement
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Continuous Improvement Reporting Process

1.	METC staff to complete Accreditation Continuous 	Improvement Record (ACIR) on identification of 	issue or item.
2. 	Send completed Word version of ACIR to METC 	Administration Coordinator
3. 	Administration Coordinator to  check ACIR and 	 enter in ACIR Register.
4. 	Administration Coordinator identify responsible 	person/committee/panel to action issue or item 
5. 	Administration Coordinator to monitor progress of 	ACIR action. Report progress to Accreditation 	Manager 
6. 	Accreditation Manager/Accreditation committee 	Chair to complete and sign off completed actions  
7.	Accreditation Manager to report to Prevocational 	Accreditation Committee ACIR progress
8. 	Administration Coordinator to action review and 	evaluation 6 mths after action of improvement
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Records Management Policy

Purpose

This policy is to ensure the creation and management of authentic, reliable and useable records
that are capable of supporting business functions and activities for as long as they are required,
and which satisfy the accountability requirements of the public and Parliament of the Northern
Territory.

Scope of Application

This policy provides the overarching framework for all other corporate recordkeeping policies,
principles, practices and procedures.

This policy applies to all aspects of Departmental business, all records created during business
transactions, and all business applications used to create records including email, database
applications, mobile technologies and websites.

Application of this policy is mandatory for all staff of the Department of Health, the Department
of Children and Families, and all other organisations and/or individuals contracted to provide
services and functions, conduct research and/or provide training on behalf of either
Department.

Responsibilities
All Departmental staff, contractors and service providers are responsible for:

= creating, receiving and keeping records as part of their daily work in accordance with
established policies, procedures, standards and principles. This includes disposing of
records only in accordance with authorised disposal procedures.

Senior Management is responsible for:
= managing this policy through resource allocation and other management support;

and

= ensuring that staff, contractors and service providers create and keep records as an
integral part of their work and in accordance with established policies, procedures,
standards and principles.

Executive is responsible for:

= approving Departmental records management policies and standards;
= ensuring a successful records management programme; and

= promoting compliance with records management procedures throughout both
Departments.

Corporate Information Services is responsible for:

= setting policies and standards;

= assigning responsibilities and authorities;

= establishing and promulgating procedures and guidelines;

= providing a range of services relating to the management and use of records;

= designing, implementing and administering specialised systems for managing
records; and

= integrating records management into business systems and processes.
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Implementation principles

1. Determine what records should be created in each business process, by whom, and
what information needs to be included in the records.

2. Decide in what and how many forms and structures records should be created and
captured in, and the technologies to be used.

3. Determine what metadata should be created with records and through records
processes and how that metadata will be persistently linked and managed.

4. Determine requirements for retrieving, using and transmitting records between
business processes and other users and how long records need to be kept to satisfy
those requirements.

5. Determine how to organise records (including parts, copies of records and legacy
records) so as to support requirements for use over time.

6. Assess the risks that would be entailed by failure to have authoritative records of
activity.

7. Preserve records and making them accessible over time, in order to meet business
requirements and community expectations.

8. Comply with legal and regulatory requirements, applicable standards and
Departmental policies and procedures.

9. Ensure that records are maintained in a safe and secure environment.

10. Ensure that records are retained for as long as needed, and at a minimum as long as
required by authorised records disposal schedules.

11. Ensure records are disposed of in accordance with approved and current records
disposal schedules, in consultation with Corporate Information Services and with
approval from the Chief Executive or authorised delegate.

12. Identify and evaluate opportunities for improving the effectiveness, efficiency or
guality of processes, decisions and actions that could result from better records
creation and/or management.

13. Incorporate rules for creating and capturing records and metadata about records into
procedures governing all business processes for which there is a requirement for
evidence of activity.

14. Undertake business continuity planning and risk analysis to identify those records
that are vital to the continued functioning of the Department of Health and the
Department of Children and Families, and ensuring those records are protected and
recoverable when needed.

15. Create and maintain records with regard to objectivity, cultural sensitivity, equity and
impartiality.

16. Ensure records are captured into Departmental records management systems, and
Local Area Networks (LANS) are only used to store operational information.

17. Ensure agreements with service providers include specific reference to the
management of records produced in the conduct of outsourced services including
provisions for the hand back of records and metadata about those records for
disposition at the end of their active life or at the termination of their agreement.

18. Assign staff, contractors and service providers an authorised security profile that
allows them to view only those records that match that profile.

19. Satisfy requests for records from external parties such as courts, legal counsel and
other government departments by supplying them with authenticated copies
(authorised by the Chief Executive or delegate). Original records are to be retained
by the Department unless subject to a court order.
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Regulatory Framework

This policy should be read in conjunction with relevant legislation, policies, standards,
procedures and guidelines including the following:

= Adoption of Children Act

=  Adult Guardianship Act

= Annual Leave Act

= Audit Act

= Australian Code for the Responsible Conduct of Research

= Australian Quality Training Framework (AQFT) Audit Handbook

= Australian Quality Training Framework (AQFT) Essential Standards for Accredited
Courses

= Australian Quality Training Framework (AQFT) Essential Standards for Registration

= Australian Quality Training Framework (AQFT) Essential Standards for State and
Territory Registering Bodies

= Australian Quality Training Framework (AQFT) National Guideline for Risk
Management

= Australian Standard AS 4633 (1ISO 15189) Field Application Document Medical
Testing — Supplementary Requirements for Accreditation

= Australian Standard AS ISO 22000-2005 Food Safety Management Systems —
Requirements for Any Organization in the Food Chain

= Australian Standard AS ISO 15489:2002-Records Management

= Australian Standard AS ISO/IEC 17025-2005 General Requirements for the
Competence of Testing and Calibration Laboratories

= Australian/New Zealand Standard AS/NZS 4360:2004 Risk Management
= Births, Death and Marriages Registration Act

= Cancer (Registration Act)

= Care and Protection of Children Act

= Carers Recognition Act

= Classification of Human Genetic Testing

= Coroners Act

= Credentialling and Defining the Scope of Clinical Practice for Medical Practitioners in
Victorian Health Services — a Policy Handbook

= Department of Employment, Education and Training Vocational Educational and
Training (VET) Registration and Course Accreditation (RACA) Policy

= Department of Health and Families Accounting and Property Manual

= Department of Health and Families Grant Management Policy & Practice Manual
(Internal Consultation Draft)

= Department of Health and Families Registered Training Organisation Code of
Practice

= Department of Health and Families Registered Training Organisation Policy and
Procedures Manual

= Disability Services Act

= Disasters Act

= Emergency Medical Operations Act

= Evidence Act

= Fair Work Act

* Financial Management Act

= Fiscal Integrity and Transparency Act

Revised July 2011 Page 3 of 5 www.nt.gov.au
Department of Health is a Smoke Free Workplace





- DEPARTMENT OF HEALTH

= Food Act
= Guardianship of Infants Act

= Guidelines and Standards for the Collaborative and Pharmacist Residential
Management Review (RMMR) Program and Associated Quality Use of Medicines
(QUM) Services

= Guidelines for Approved Pathology Collection Centres

= Guidelines for Quality Systems in Medical Laboratories

= Guidelines for the Administration of Blood Components

= Guidelines for the Facilities and Operation of Hospital and Forensic Mortuaries

= Guidelines for the Performance of the Pathology Surgical Cut-Up

= Health and Community Services Complaints Act

= Health Practitioners Act

= Hospital Management Boards Act

= Human Tissue Transplant Act

» Information Act

= |nquiries Act

» [nterpretations Act

= Laboratory Accreditation Standards and Guidelines for Nucleic Acid Detection and
Analysis

= Limitation Act

*= Long Service Leave Act

= Medical Services Act

» Mental Health and Related Services Act

= National Medicines Policy

= National VET Quality Management Arrangements

= Natural Death Act

= Northern Territory Employment and Training Act

* Notifiable Diseases Act

= NT Government Archives Management Standards

= NT Government Pathology Service Hand-Book Revised

= NT Government Procurement Directions

= NT Government Records Management Standards

= NT Hospital Network Blood Transfusion Manual

= NT Treasury Treasurer’s Directions

=  Ombudsman Act

= Poisons and Dangerous Drugs

= Private Hospitals and Nursing Homes Act

=  Procurement Act

= Public Employment Mobility Act

= Public and Environmental Health Act

= Public Holidays Act

= Public Sector Employment and Management Act

= Public Sector Employment and Management (Transition and Savings) Act

= Publications (Legal Deposit) Act

= Radiation (Safety Control) Act

= Radiographers Act

= Requirements for Information Communication
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= Requirements for Participation in External Quality Assessment
= Requirements for Pathology Laboratories

= Requirements for Quality Management in Medical Laboratories
= Requirements for Supervision of Pathology Laboratories

= Requirements for the Development and Use of In-House In Vitro Diagnostic Devices
(IVDs)

= Requirements for the Packaging and Transport of Pathology Specimens and
Associated Materials

= Requirements for the Retention of Laboratory Records and Diagnostic Material
= Requirements for Transfusion Laboratory Practice First Edition
= Standard for Credentialling and Defining the Scope of Clinical Practice

= Standards and Guidelines for Laboratory Testing of Antibodies to the Human
Immunodeficiency Virus (HIV) and Hepatitis C Virus (HCV)

= Standards for the Provision of Pharmacy Medicines and Pharmacist Only Medicines
in Community Pharmacy Revised November

= Status of Children Act

= The Australian Clinical Trial Handbook

= The Australian Council on Healthcare Standards Evaluation and Quality Improvement
Program (EQuIP)

= Therapeutic Goods and Cosmetics Act

= Tobacco Control Act

= Volatile Substance Abuse Prevention Act

= Workers Rehabilitation and Compensation Act

=  Workplace Health and Safety Act

= Youth Justice Act.
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		Records Management Policy

		Purpose

		This policy is to ensure the creation and management of authentic, reliable and useable records that are capable of supporting business functions and activities for as long as they are required, and which satisfy the accountability requirements of the public and Parliament of the Northern Territory.

		Scope of Application

		This policy provides the overarching framework for all other corporate recordkeeping policies, principles, practices and procedures.

		This policy applies to all aspects of Departmental business, all records created during business transactions, and all business applications used to create records including email, database applications, mobile technologies and websites.

		Application of this policy is mandatory for all staff of the Department of Health, the Department of Children and Families, and all other organisations and/or individuals contracted to provide services and functions, conduct research and/or provide training on behalf of either Department. 

		Responsibilities

		All Departmental staff, contractors and service providers are responsible for:

		 creating, receiving and keeping records as part of their daily work in accordance with established policies, procedures, standards and principles. This includes disposing of records only in accordance with authorised disposal procedures.

		Senior Management is responsible for: 

		 managing this policy through resource allocation and other management support; and

		 ensuring that staff, contractors and service providers create and keep records as an integral part of their work and in accordance with established policies, procedures, standards and principles.

		Executive is responsible for:

		 approving Departmental records management policies and standards;

		 ensuring a successful records management programme; and

		 promoting compliance with records management procedures throughout both Departments.

		Corporate Information Services is responsible for:

		 setting policies and standards; 

		 assigning responsibilities and authorities; 

		 establishing and promulgating procedures and guidelines;

		 providing a range of services relating to the management and use of records;

		 designing, implementing and administering specialised systems for managing records; and

		 integrating records management into business systems and processes.

		Implementation principles

		1. Determine what records should be created in each business process, by whom, and what information needs to be included in the records.

		2. Decide in what and how many forms and structures records should be created and captured in, and the technologies to be used.

		3. Determine what metadata should be created with records and through records processes and how that metadata will be persistently linked and managed.

		4. Determine requirements for retrieving, using and transmitting records between business processes and other users and how long records need to be kept to satisfy those requirements.

		5. Determine how to organise records (including parts, copies of records and legacy records) so as to support requirements for use over time.

		6. Assess the risks that would be entailed by failure to have authoritative records of activity.

		7. Preserve records and making them accessible over time, in order to meet business requirements and community expectations.

		8. Comply with legal and regulatory requirements, applicable standards and Departmental policies and procedures.

		9. Ensure that records are maintained in a safe and secure environment.

		10. Ensure that records are retained for as long as needed, and at a minimum as long as required by authorised records disposal schedules.

		11. Ensure records are disposed of in accordance with approved and current records disposal schedules, in consultation with Corporate Information Services and with approval from the Chief Executive or authorised delegate.

		12. Identify and evaluate opportunities for improving the effectiveness, efficiency or quality of processes, decisions and actions that could result from better records creation and/or management.

		13. Incorporate rules for creating and capturing records and metadata about records into procedures governing all business processes for which there is a requirement for evidence of activity.

		14. Undertake business continuity planning and risk analysis to identify those records that are vital to the continued functioning of the Department of Health and the Department of Children and Families, and ensuring those records are protected and recoverable when needed.

		15. Create and maintain records with regard to objectivity, cultural sensitivity, equity and impartiality.

		16. Ensure records are captured into Departmental records management systems, and Local Area Networks (LANs) are only used to store operational information.

		17. Ensure agreements with service providers include specific reference to the management of records produced in the conduct of outsourced services including provisions for the hand back of records and metadata about those records for disposition at the end of their active life or at the termination of their agreement.

		18. Assign staff, contractors and service providers an authorised security profile that allows them to view only those records that match that profile.

		19. Satisfy requests for records from external parties such as courts, legal counsel and other government departments by supplying them with authenticated copies (authorised by the Chief Executive or delegate). Original records are to be retained by the Department unless subject to a court order. 

		Regulatory Framework

		This policy should be read in conjunction with relevant legislation, policies, standards, procedures and guidelines including the following: 

		 Adoption of Children Act 

		 Adult Guardianship Act 

		 Annual Leave Act 

		 Audit Act 

		 Australian Code for the Responsible Conduct of Research 

		 Australian Quality Training Framework (AQFT) Audit Handbook 

		 Australian Quality Training Framework (AQFT) Essential Standards for Accredited Courses 

		 Australian Quality Training Framework (AQFT) Essential Standards for Registration 

		 Australian Quality Training Framework (AQFT) Essential Standards for State and Territory Registering Bodies 

		 Australian Quality Training Framework (AQFT) National Guideline for Risk Management 

		 Australian Standard AS 4633 (ISO 15189) Field Application Document Medical Testing – Supplementary Requirements for Accreditation 

		 Australian Standard AS ISO 22000-2005 Food Safety Management Systems – Requirements for Any Organization in the Food Chain

		 Australian Standard AS ISO 15489:2002-Records Management

		 Australian Standard AS ISO/IEC 17025-2005 General Requirements for the Competence of Testing and Calibration Laboratories 

		 Australian/New Zealand Standard AS/NZS 4360:2004 Risk Management

		 Births, Death and Marriages Registration Act 

		 Cancer (Registration Act) 

		 Care and Protection of Children Act 

		 Carers Recognition Act 

		 Classification of Human Genetic Testing 

		 Coroners Act 

		 Credentialling and Defining the Scope of Clinical Practice for Medical Practitioners in Victorian Health Services – a Policy Handbook 

		 Department of Employment, Education and Training Vocational Educational and Training (VET) Registration and Course Accreditation (RACA) Policy 

		 Department of Health and Families Accounting and Property Manual

		 Department of Health and Families Grant Management Policy & Practice Manual (Internal Consultation Draft) 

		 Department of Health and Families Registered Training Organisation Code of Practice 

		 Department of Health and Families Registered Training Organisation Policy and Procedures Manual

		 Disability Services Act 

		 Disasters Act 

		 Emergency Medical Operations Act 

		 Evidence Act 

		 Fair Work Act 

		 Financial Management Act 

		 Fiscal Integrity and Transparency Act 

		 Food Act 

		 Guardianship of Infants Act 

		 Guidelines and Standards for the Collaborative and Pharmacist Residential Management Review (RMMR) Program and Associated Quality Use of Medicines (QUM) Services 

		 Guidelines for Approved Pathology Collection Centres 

		 Guidelines for Quality Systems in Medical Laboratories 

		 Guidelines for the Administration of Blood Components 

		 Guidelines for the Facilities and Operation of Hospital and Forensic Mortuaries 

		 Guidelines for the Performance of the Pathology Surgical Cut-Up 

		 Health and Community Services Complaints Act 

		 Health Practitioners Act 

		 Hospital Management Boards Act 

		 Human Tissue Transplant Act 

		 Information Act 

		 Inquiries Act 

		 Interpretations Act 

		 Laboratory Accreditation Standards and Guidelines for Nucleic Acid Detection and Analysis 

		 Limitation Act 

		 Long Service Leave Act 

		 Medical Services Act 

		 Mental Health and Related Services Act 

		 National Medicines Policy 

		 National VET Quality Management Arrangements

		 Natural Death Act 

		 Northern Territory Employment and Training Act 

		 Notifiable Diseases Act 

		 NT Government Archives Management Standards 

		 NT Government Pathology Service Hand-Book Revised 

		 NT Government Procurement Directions 

		 NT Government Records Management Standards 

		 NT Hospital Network Blood Transfusion Manual 

		 NT Treasury Treasurer’s Directions

		 Ombudsman Act 

		 Poisons and Dangerous Drugs 

		 Private Hospitals and Nursing Homes Act 

		 Procurement Act 

		 Public Employment Mobility Act 

		 Public and Environmental Health Act 

		 Public Holidays Act 

		 Public Sector Employment and Management Act 

		 Public Sector Employment and Management (Transition and Savings) Act

		 Publications (Legal Deposit) Act 

		 Radiation (Safety Control) Act 

		 Radiographers Act 

		 Requirements for Information Communication 

		 Requirements for Participation in External Quality Assessment 

		 Requirements for Pathology Laboratories 

		 Requirements for Quality Management in Medical Laboratories 

		 Requirements for Supervision of Pathology Laboratories 

		 Requirements for the Development and Use of In-House In Vitro Diagnostic Devices (IVDs) 

		 Requirements for the Packaging and Transport of Pathology Specimens and Associated Materials 

		 Requirements for the Retention of Laboratory Records and Diagnostic Material 

		 Requirements for Transfusion Laboratory Practice First Edition 

		 Standard for Credentialling and Defining the Scope of Clinical Practice 

		 Standards and Guidelines for Laboratory Testing of Antibodies to the Human Immunodeficiency Virus (HIV) and Hepatitis C Virus (HCV) 

		 Standards for the Provision of Pharmacy Medicines and Pharmacist Only Medicines in Community Pharmacy Revised November 

		 Status of Children Act 

		 The Australian Clinical Trial Handbook 

		 The Australian Council on Healthcare Standards Evaluation and Quality Improvement Program (EQuIP)

		 Therapeutic Goods and Cosmetics Act 

		 Tobacco Control Act 

		 Volatile Substance Abuse Prevention Act 

		 Workers Rehabilitation and Compensation Act 

		 Workplace Health and Safety Act 

		 Youth Justice Act.
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CODE OF CONDUCT

Employment Instruction Number 12

1. Scope
1.1.  This Employment Instruction:

a) is issued in accordance with section 16 of the Public Sector Employment and
Management Act (the Act) which provides the Commissioner with the power to
make rules, not inconsistent with the Act, relating to the good management of
the Public Sector and which include a Code of Conduct to be observed in the
Northern Territory Public Sector; and

b) is to be read in conjunction with Part 1A (General Principles Relating to Public
Sector) of the Act.

1.2. This Employment Instruction is the Code of Conduct (the Code) which
stipulates the basic level of conduct expected of ‘Public Sector Officers’ as
defined in section 5F(2) of the Act.

2. Code of Conduct Generally

2.1. A Public Sector Officer (defined in section 5F(2) of the Act to include the
Commissioner for Public Employment, a Chief Executive Officer, or an
employee) must comply with the Act and this Code.

2.2.  For the purpose of the Code, if the “Public Sector Officer” referred to in the
Code is:

a) the Chief Executive Officer, then any related reference to “Chief Executive
Officer” is deemed to be a reference to the Commissioner for Public
Employment; or

b) the Commissioner for Public Employment, then any related reference to "Chief
Executive Officer” or “Commissioner for Public Employment is to be deemed to
be a reference to ‘the Chief Executive Officer of the Department of the Chief
Minister.

2.3. The Code cannot address all the possible challenges that a Public Sector
Officer may face in his or her employment in the Northern Territory Public
Sector. Where a Public Sector Officer is in doubt as to the applicability and
scope of the provisions of the Code, or as to the appropriate course of action to
be adopted in any given circumstance, the matter should be discussed with a
more senior officer, a Chief Executive Officer or the Commissioner, as
appropriate.
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3. Issuing of Agency Specific Code of Conduct or guidelines

3.1. A Chief Executive Officer may issue an agency-specific code of conduct which
is consistent with the Act, its associated subordinate legislation, this Code and
any other relevant legislation.

4. Application of Code of Conduct

4.1. This Code applies to all Public Sector Officers. The Code is underpinned by the
Public Sector principles which are specified in Part 1A of the Act and set out
below:

a) Administration Management Principle;

b) Human Resource Management Principle, including the Merit and the Equality of
Employment Opportunity Principles; and

c) Performance and Conduct Principle.
5.  Familiarity with Principles

5.1. A Public Sector Officer must familiarise him or herself with the Code, and the
General Principles of Part 1A of the Act.

6. Breach of Discipline

6.1. Disregarding the Code and Part 1A of the Act, or acting in a manner
inconsistent with those principles, is a breach of discipline under section 49(a)
of the Act.

7. Standards

7.1. In order to maintain public confidence in the integrity of the Northern Territory
Public Sector, a Public Sector Officer must exhibit, and be seen to exhibit the
highest ethical standards in carrying out his or her duties, and must pursue, and
be seen to pursue, the best interests of the people of the Northern Territory.

8. Trust and Confidence

8.1. Itis essential for the proper working of Government that a Public Sector Officer
retains the trust and confidence of his or her employer, colleagues and clients
in the manner in which he or she discharges his or her official responsibilities.

9. Personal and professional behaviour
9.1. Inthe performance of his or her duties, a Public Sector Officer must:
a) exercise his or her best possible technical and/or professional judgement;

b) develop and maintain knowledge of his or her professional field,;
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f)

g9)

h)

)

)
K)

commit time and energy to furthering the agency's purpose and achievements;

be familiar with and comply with the requirements of the Act, the Financial
Management Act and other legislative, industrial or administrative requirements
relevant to his or her official responsibilities;

have regard to all official guidelines concerning the performance of his or her
assigned duties;

provide all necessary and appropriate assistance to members of the public and
other Public Sector Officers;

seek to obtain value for public money spent and avoid waste or excessive use
of public resources;

take reasonable care for his or her own, and others, occupational health and
safety;

follow reasonable directions relating to occupational health and safety;
use relevant safety equipment provided; and

report workplace accidents in accordance with occupational health and safety
standards and programs as soon as practicable after they occur.

10. Relationships between Public Sector Officers and Government

Support to Government of the day

10.1.

A Public Sector Officer must provide full support to the Government of the day
regardless of which political party or parties are in office.

Advice to Government

10.2.

A Public Sector Officer is responsible for providing to Government advice which
is frank, independent, based on an accurate representation of the facts and as
comprehensive as possible. This includes setting out the advantages,
disadvantages, costs and consequences of the available options and, where
appropriate, recommending a particular course of action.

Implementation of Government policy

10.3.

A Public Sector Officer is also responsible for carrying out decisions and
implementing programs promptly, conscientiously and with full regard to
Government policy. In implementing programs, a Public Sector Officer's own
values should not supplant those explicit or implicit in Government policy. It will
be necessary both in providing advice and in implementing programs to
exercise judgement as to which facts or courses of action are most relevant or
important. Judgement must, however, always be exercised with due regard to
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legislative requirements, Government policy or a supervisor's directions,
together with considerations of equity and efficiency.

Contact with Minister and ministerial staff

10.4. Contact between a Minister and ministerial staff is normally with the Chief
Executive Officer. Where a Minister or ministerial staff member contacts an
employee directly, the employee must advise his or her Chief Executive Officer
of the contact as soon as possible.

11. Relationships between Public Sector Officers and Members of the Legislative
Assembly

11.1. Contact by Members of the Legislative Assembly who are not Ministers will
usually be to make representations on behalf of a constituent or by a Member
of the Opposition in relation to their duties as Opposition spokesperson on
Government activities.

Representations on behalf of a constituent

11.2. Constituent representations must be channelled to, and/or received by, an
appropriately senior Public Sector Officer who has responsibility for the subject
matter of the representation.

11.3. Written responses should, where possible, be cleared by a Chief Executive
Officer prior to dispatch.

11.4. Where an oral response is given, a Public Sector Officer shall ensure that all
due care is exercised in providing that response, particularly where the content
of the information is likely to be sensitive or constitute other than factual
material which is readily available elsewhere.

11.5. If a Public Sector Officer is in any doubt about releasing information, the advice
of his or her Chief Executive Officer should be sought.

11.6. Representations by Members of the Legislative Assembly do not confer any
privilege or priority in dealings with agencies. In addition, a Public Sector
Officer responsible for providing responses must, when contemplating release
of such material, be mindful of legislation concerning the security, confidentiality
or protocol governing certain categories of information.

Representation from an Opposition Spokesperson

11.7. Opposition Spokespersons normally contact the Minister with portfolio
responsibility.

11.8. In the absence of the Minister, the Spokesperson may contact a Chief
Executive Officer. If a Spokesperson contacts a Public Sector Officer, any
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11.9.

12. Relationship between Public Sector Officers of the Legislative Assembly and

request must be referred back to his or her Chief Executive Officer for
instructions prior to a written or oral response being provided.

Further, it should be noted that Opposition Spokespersons do not have a right
to access agency files and are not entitled, by virtue of their office, to be
provided with written or oral information regarding future or proposed policies or
strategies.

Members of the Legislative Assembly

12.1.

12.2.

c)

For Public Sector Officers of the Department of the Legislative Assembly this
section takes precedence over any other sections in the Code which relate to
contact with Ministers and Ministerial staff, and relationships with Members of the

Legislative Assembly.

Public Sector Officers of the Department of Legislative Assembly must:

provide professional advice and support for the Parliament independently of the

Executive Government of the Northern Territory;

provide non-partisan and impartial advice and services to the Parliament,

parliamentary committees and to all Members of the Legislative Assembly; and

maintain appropriate confidentiality about dealings with the Parliament, with

parliamentary committees and with Members of the Legislative Assembly.

13. Public comment

Meaning of public comment

13.1.

"Public comment" includes public speaking engagements (including comments
on radio and television), expressing views in a letter to the press or in books or
in notices, or ‘online’ (e.g. social networking sites), and any other comment
made in circumstances where it is reasonably foreseeable that publication or
circulation of the comment will flow to the community at large.

Public comment on Government matters

13.2.

13.3.

Except where required by law, or as authorised by the responsible Chief
Executive Officer, a Public Sector Officer must not make public comment on
Government matters in an official capacity.

If authorised by the Chief Executive Officer, comments made by a Public Sector
Officer must be confined to factual information and must not, as far as possible,
express an opinion on official policy or practice unless required to do by the
circumstances of the particular situation, e.g. when asked to do so in court.
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Circumstances in which public comment is inappropriate

13.4. While a Public Sector Officer, as a member of the community, has the right to
make public comment and enter into public debate on political and social
issues, there are some circumstances in which public comment is
inappropriate. These include:

a) the implication that the public comment, although made in a private capacity, is
in some way seen to be an official comment of the Government or of the Public
Sector Officer’s agency;

b) where a Public Sector Officer is directly involved in advising on or directing the
administration or implementation of Government policy and the public comment
would compromise his or her ability to continue to do so in an efficient and
professional manner; and

c) where public comment, regardless of the connection (or lack of connection) with
a Public Sector Officer's normal duties, amounts to criticism sufficiently strong
or persistent to give rise to the public perception that the Public Sector Officer is
not prepared to implement or administer the policies of the Government of the
day as they relate to his or her duties.

14. Use of information acquired in the course of employment
Disclosure of information acquired in the course of employment

14.1. A Public Sector Officer must not disclose information or documents acquired in
the course of his or her employment, other than as required by law or where
proper authority has been given.

Misuse of information

14.2. A Public Sector Officer must not misuse information gained in his or her official
capacity. Misuse includes, but is not limited to:

a) speculation, for personal gain or otherwise, in shares on the basis of
confidential information about the affairs of a business or of proposed
Government action;

b) seeking to take advantage for personal reasons or for another person on the
basis of information about that person held in official records;

C) gossiping or rumour mongering on the basis of personal or other information
held in official records; and

d) providing a former Public Sector Officer, or appearing to provide a former Public
Sector Officer, favourable treatment or access to privileged information.
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Integrity and security of documents and information

14.3. A Public Sector Officer must take care to maintain the integrity and security of
documents or information for which he or she is responsible (refer also
Employment Instruction Number 9 - Employee Records).

Freedom of information

14.4. A Public Sector Officer must ensure that the privacy of an individual is
maintained and only release information in accordance with the Information Act.
Authorisation from a Chief Executive Officer is required before action is
commenced.

Northern Territory Criminal Code

14.5. The Northern Territory Criminal Code contains provisions relating to the misuse
and communication of confidential information and other matters relating to a
Public Sector Officer.

15. Use of official facilities, equipment and resources

15.1. Unless a Chief Executive Officer grants permission, official facilites and
equipment, e.g. telephones, facsimiles, photocopiers, computers must not be
used for non-government or private purposes.

15.2. In granting such permission, a Chief Executive Officer must have regard to the
risk of exposing the agency to potential legal liabilities which could result from
the private use of facilities or equipment by a Public Sector Officer.

15.3. If permission is granted to use official facilities, equipment and resources the
equipment must be used in accordance with the applicable Northern Territory
Public Sector policies or standards concerning the use of Government facilities
and equipment.

15.4. A Public Sector Officer must not utilise the skills or working time of other Public
Sector Officers for their personal benefit or gain.

16. Financial and other private interests
Disclosure of interests

16.1. A Public Sector Officer must disclose in writing to his or her Chief Executive
Officer any financial or other interests held by the Public Sector Officer
immediately upon becoming aware that a potential conflict between personal
interest and official duty, whether real or apparent, has arisen or is likely to
arise.

16.2. Notwithstanding the above, where a Chief Executive Officer considers it
appropriate, any or all Public Sector Officers of an agency may be required to
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provide written statements of their financial or other interests as set out below.
The types of interests and contemplated interests which are to be considered
by Public Sector Officers in determining whether or not they might conflict with
their official duties include, but are not limited to, the following:

a) shareholdings or other interest in a company or business, whether held by a
Public Sector Officer as an individual or as a member of another company or
partnership, or through a trust;

b) interestin land or property;

c) significant liabilities to organisations or individuals excluding indebtedness for
home mortgages or for current and ordinary household and living expenses;

d) outside employment, appointments or directorships, whether remunerated or
not; and

e) Local Government office.

16.3. The above interests are to be considered by a Public Sector Officer not only in
relation to him or herself, but also in relation to his or her immediate family.

Ultimate decision

16.4. In the event of a real or apparent conflict of interest, a Chief Executive Officer
must decide whether:

a) a Public Sector Officer can continue his or her duties in the area;

b) a Public Sector Officer should be requested to divest himself or herself of the
interest; or

c) a re-arrangement of duties amongst staff, or a transfer to perform duties that
involve no such real or apparent conflict, should be organised.

16.5. The ultimate decision concerning the appropriate course of action is one for a
Chief Executive Officer.

Bankruptcy

16.6. If a Public Sector Officer becomes bankrupt during his or her employment, he
or she must inform his or her Chief Executive Officer who will determine if any
action is required.

17. Disclosure of offences against the law

17.1. A Public Sector Officer who has been charged, convicted or acquitted of an
offence is required to advise his or her Chief Executive Officer regardless of
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17.2.

whether the Public Sector Officer believes the offence relates directly to his or
her assigned duties.

In determining the appropriate course of action following such advice, the Chief
Executive Officer must have regard to what constitutes an irrelevant criminal
record under the Northern Territory Anti-Discrimination Act.

18. Political participation

Awareness of potential conflict of interest

18.1.

A Public Sector Officer involved in the political arena, whether as an
independent parliamentary candidate, spokesperson, representative, fundraiser
or parliamentary candidate for a political party, cause or movement, must be
aware of the potential for conflict of interest.

Likely potential conflict of interest

18.2.

When a Public Sector Officer becomes aware that a potential conflict, whether
real or apparent, has arisen or is likely to arise, the Public Sector Officer must
immediately inform his or her Chief Executive Officer. The matter will then be
dealt with under the ‘Financial and other private interests’ section referred to
earlier in the Code.

Withdrawal

18.3.

A Public Sector Officer must be aware that if a conflict of interest exists, it may
be necessary to withdraw from the political arena or from employment in the
Northern Territory Public Sector.

Caretaker periods

18.4.

A Public Sector Officer must acquaint him or herself with the conventions
regarding "caretaker periods", that is, the period immediately before an election.
In particular, following the dissolution of parliament, the Government assumes a
"caretaker” role and avoids taking major policy decisions, making appointments
of significance or entering into major undertakings or contracts.

19. Outside employment

Employment outside the Northern Territory Public Sector

19.1.

A Public Sector Officer must obtain written permission from his or her Chief
Executive Officer before engaging in paid employment (including employment,
work or service for which payment is made by way of pay, salary, honorarium,
commission, fee, allowance or other reward) outside his or her duties as a
Public Sector Officer.
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19.2. Such permission must be renewed by a Public Sector Officer annually unless
otherwise determined by his or her Chief Executive Officer.

Factors for consideration by a Chief Executive Officer

19.3. In approving applications to undertake the paid employment, a Chief Executive
Officer must not give approval unless satisfied it will not interfere with the
performance by the Public Sector Officer of his or her duties.

19.4. In considering whether there is interference, amongst other things a Chief
Executive Officer should consider whether conflict may arise, whether real or
apparent, between a Public Sector Officer's duties and the proposed paid
employment. In particular, consideration should be given as to whether the paid
employment and/or other organisation concerned is in, or is entering into, a
contractual relationship with the Government, whether its primary purpose is to
lobby Government agencies or members of Parliament, or whether it is in a
regulatory relationship with any Government body.

Notice of approval

19.5. Approval to engage in the paid employment must be in writing and must state
any restrictions which a Chief Executive Officer has placed on the paid
employment.

Change in circumstances

19.6. A Public Sector Officer is required to notify his or her Chief Executive Officer of
any change in the nature or circumstance of approved paid employment and
such notification will constitute a fresh application for approval.

Voluntary or unpaid activities

19.7. In general, it is not necessary for a Public Sector Officer to obtain permission to
involve him or herself in voluntary or unpaid activities. However, where a
conflict of interest arises, whether real or apparent, between these activities and
official responsibilities, a Public Sector Officer must raise the issue with his or
her Chief Executive Officer and accept his or her decision on whether the Public
Sector Officer can continue in that activity.

Outside employment in a Public Sector Officer's private time

19.8. Any permitted work outside employment or voluntary work must be performed
wholly in a Public Sector Officer's private time. Except in the case of voluntary
work, private time does not include a Public Sector Officer's normal working
hours during periods of paid leave.
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Note:

Normal working hours for a Public Sector Officer who is on half pay means half of the normal working

hours.

20. Acceptance of gifts and benefits

Judgement and responsibility

20.1.

The acceptance of gifts or benefits by Public Sector Officers is an area
requiring sound judgement. Benefits include offers of cash, gifts, free travel,
substantial hospitality, accommodation or entertainment. Accepting such gifts or
benefits is a matter of judgement for the individual Public Sector Officer
concerned who must be satisfied that his or her responsibilities will not in any
way be compromised or appear to be compromised by acceptance. The Public
Sector Officer will bear personal responsibility for any decision to accept a gift
or benefit.

Guiding principles

20.2.

a)

b)

d)

In deciding whether to accept gifts or benefits, a Public Sector Officer will be
guided by the following principles:

a Public Sector Officer must not solicit or accept any gifts or benefits, the
receipt or expectation of which might in any way tend to influence, or appear to
tend to influence, the Public Sector Officer in his or her official capacity;

in the event that any substantial gift, offer or suggestion of such is made directly
or indirectly to a Public Sector Officer, the facts shall be reported at the first
opportunity to the Chief Executive Officer;

a Public Sector Officer must avoid all situations in which the appearance may
be created that any person or body, through the provision of hospitality or
benefits of any kind is securing, or attempting to secure, the influence or favour
of the Public Sector Officer; and

a Public Sector Officer must take all reasonable steps to ensure that his or her
spouse, children or dependents, or staff members, are not the recipients of
benefits which could give the appearance of an indirect attempt to secure the
influence or favour of a Public Sector Officer.

Permission to accept a gift

20.3.

In any event, a Public Sector Officer accepting a gift or benefit of a substantial
nature must have the specific permission of the Chief Executive Officer.
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Agency guidelines / policy

20.4.

f)

20.5.

A Chief Executive Officer may issue agency guidelines/policy regarding the
acceptance of gifts and benefits by Public Sector Officers, consistent with the
Code. These should give consideration to the following:

the relationship of the agency to the donor;
the primary business of the donor;
the likelihood of further contact with the donor;

whether the gift is being accepted as part of a formal exchange of gifts between
official representatives of the Northern Territory and another Government;

the possible adverse consequences to the Northern Territory's interests which
may result from the acceptance or refusal of a gift; and

the type of gift or benefit which in the context of the agency's operations can be
seen as inconsequential or trivial.

The agency guidelines/policy do not form part of the Code or the legislation.

21. Fairness and equity

Principles of equity

21.1.

b)

Within policy guidelines, a Public Sector Officer has a responsibility to ensure
fairness in decision making and equity in program administration. In managing
programs or in making decisions concerning individual matters, a Public Sector
Officer must take the following principles of equity into consideration:

natural justice; and

social equity, which is concerned with the substance and the effect of
administrative decisions on individuals and the community, particularly
disadvantaged members of the community.

Basis for decisions

21.2.

A Public Sector Officer must take all reasonable steps to ensure that the
information upon which his or her decisions or actions are based is factually
correct and relevant to the decisions or actions. A Public Sector Officer must
avoid acting in a way which could be seen as unreasonable or discriminatory.

Decisions based on statutory power

21.3.

Where a Public Sector Officer makes a decision based on a statutory power,
the Public Sector Officer concerned must:
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e)

ensure that the legislation under which the decision is made authorises the
making of that decision;

ensure that he or she has the authority or the delegation to make the decision;

ensure that any procedures which are required by law to be complied with in
the making of a decision have been observed;

ensure that the decision, the evidence upon which it is based, and the reasons
for the decision are properly documented; and

avoid unnecessary delay in making decisions or taking action.

Improper Exercise of Discretionary Powers

21.4.

A Public Sector Officer must not exercise discretionary powers for improper
purposes or on irrelevant grounds. Improper exercise includes failing to take all
relevant facts into consideration, taking irrelevant facts into consideration and
not having regard to the merits of each particular case.

22. Reports and Comment by a Public Sector Officer

22.1.

c)

Note:

When required to give references for, or make reports on, other Northern
Territory Public Sector Officers or on persons outside of the Northern Territory
Public Sector, a Public Sector Officers has a duty to provide frank and accurate
comment. A Public Sector Officer must take care to avoid making statements
which could be regarded as malicious. Situations in which a report potentially
could be regarded as having been made with malice include:

where a Public Sector Officer knowingly includes false or doubtful allegations in
a report;

where the language of the report is excessively strong or weak, in a manner
which might unreasonably mislead the recipient of the report or misrepresent
the Public Sector Officer who is the subject of the report; and

where extraneous material is deliberately introduced or where omissions are
deliberately made so as to create a misleading impression.

Section 64A of the Act provides protection from legal proceedings for persons who, in good faith,
conduct an investigation for a Chief Executive Officer or the Commissioner under the Act and provide a
report in good faith.

Section 59G of the Act provides protection from legal proceedings for persons who, in good faith,
exercise a power or perform a function as a member of an appeal board.
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23. Discrimination
Provisions of the Northern Territory Anti-Discrimination Act

23.1. The Northern Territory Anti-Discrimination Act prohibits discrimination on the
grounds of race, sex, sexuality, age, marital status, pregnancy, parenthood,
breastfeeding, impairment, trade union or employer association activity,
religious belief or activity, political opinion, affiliation or activity, irrelevant
medical record, irrelevant criminal record or association with a person who has,
or is believed to have, one of the above attributes.

Compliance with Northern Territory Anti-Discrimination Act

23.2. A Public Sector Officer is required to comply with the provisions of the Northern
Territory Anti-Discrimination Act in his or her dealings with other Public Sector
Officers and members of the public.

24. Public Sector Officers to exercise due care

24.1. A Public Sector Officer is expected to exercise due care in ensuring the
accuracy, timeliness and impartiality of information and advice given regardless
of whether a service fee is charged for that information or advice.

25. Disclosure of wrongdoing

25.1. A Public Sector Officer has a duty to report to any unethical behaviour, corrupt
act or wrongdoing by any other Public Sector Officer. The report can be made
to a supervisor, manager, Chief Executive Officer or the Commissioner for
Public Employment, or the Commissioner for Public Interest Disclosures.

GRAHAM SYMONS
Commissioner for Public Employment

14 December 2011
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MEDICAL EDUCATION & TRAINING CENTRE
Committee/Panel members
Declaration of Interests and Confidentiality

THE PARTIES AGREE THAT:

1.

Interpretation

In this declaration unless the contrary intention appears:
“Confidential Information” in the course of the Committee/Panel member’s duties means all
information made available to the Committee/Panel member, whether orally or in writing, or

otherwise made available by any means whatsoever, whilst the Committee/Panel member is
performing the duties as a Committee/Panel member and includes information that:

1.2.1 is by its nature confidential;

1.2.2 is designated as confidential; or

1.2.3 the Committee/Panel member knows or ought to know is confidential;
but does not include any information which:

1.2.4 isin the public domain;

1.2.5 becomes public knowledge other than by breach of this Declaration; and

1.2.6 is required to be disclosed by statute or court order.
“Conflict of Interest” includes any situation where a Committee/Panel member or the
Committee/Panel member’s partner, family member, employer or close family friend has a direct
or indirect financial or other interest which influences or may appear to influence proper
consideration or decision making by the Committee/Panel on a matter or proposed matter.
Conflict of Interest/Confidentiality Flow Chart

The flow chart below serves as a guide to outline the procedure and provides a number of
questions or prompts when considering conflict of interest issues.

Do | have private financial and/or other interests that may give rise to
a conflict of interest?

YES NO

Am | aware of immediate family members or other persons with whom | have a close relationship whose personal or business/financial
activities may give rise to a conflict of interest with my committee/Panel duties, whether real or apparent.

YES NO

Any changes in the financial and other interests of
you and/or your immediate family/other relevant
persons should be reported either in a Declaration in
writing or verbal disclosure to the METC Executive
Officer immediately you become aware of a possible
conflict or breach of confidentiality

Disclose conflict of interest or inability to maintain
confidentiality prior to or at the time of the
Committee/Panel meeting or event

NT Medical Education & Training Centre 10/4/15, Version 1.0
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MEDICAL EDUCATION & TRAINING CENTRE
Committee/Panel members
Declaration of Interests and Confidentiality

(Committee or Panel Name)

(Full Name)

of

(Address)

For the above

Declare that | am undertaking Committee/Panel

(Describe task/representative position held)

I acknowledge that it is a requirement that strict confidentiality as described below is maintained at all times.
I understand that | may handle and obtain information, which is of confidential nature, and that this information
must be kept confidential.
Further, I understand that | am to disclose any conflicts of interest, real or potential, as | become aware of them.
Specifically, |1 undertake:
(a) not to disclose confidential information to anyone not directly involved in the Committee or Panel
business without the written permission of the METC Executive Officer;
(b) keep all information safe and secure;
(c) not to personally retain, destroy or remove any original documentation or confidential information
without the written permission of the METC Executive Officer; and
(d) that the promise of confidentiality shall continue notwithstanding the expiration or termination of this
membership.
I understand that unauthorised disclosure of confidential information may harm the interests of other parties and
may result in legal action.

Details of any current Related Interests

Dated this Day of 16

Signature:

Witnessed by:

(Name) (Signature)

1. Complete and sign the Declaration.
2. Forward the original to the METC Executive Officer.
3. Copy held with the Committee/Panel membership papers.
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THE PARTIES AGREE THAT:





1. Interpretation





In this declaration unless the contrary intention appears:





“Confidential Information” in the course of the Committee/Panel member’s duties means all information made available to the Committee/Panel member, whether orally or in writing, or otherwise made available by any means whatsoever, whilst the Committee/Panel member is performing the duties as a Committee/Panel member and includes information that:





1.2.1 is by its nature confidential;





1.2.2 is designated as confidential; or





1.2.3 the Committee/Panel member knows or ought to know is confidential;





but does not include any information which:





1.2.4 is in the public domain;


1.2.5 becomes public knowledge other than by breach of this Declaration; and


1.2.6 is required to be disclosed by statute or court order.


“Conflict of Interest” includes any situation where a Committee/Panel member or the Committee/Panel member’s partner, family member, employer or close family friend has a direct or indirect financial or other interest which influences or may appear to influence proper consideration or decision making by the Committee/Panel on a matter or proposed matter.
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The flow chart below serves as a guide to outline the procedure and provides a number of questions or prompts when considering conflict of interest issues.











			











			(Committee or Panel  Name)





			





			I,


			





			


			(Full Name)


			





			of


			


			





			





			


			(Address)


			





			Declare that I am undertaking


			


			For the above Committee/Panel.





			


			(Describe task/representative position held)


			











I acknowledge that it is a requirement that strict confidentiality as described below is maintained at all times.


I understand that I may handle and obtain information, which is of confidential nature, and that this information must be kept confidential.


Further, I understand that I am to disclose any conflicts of interest, real or potential, as I become aware of them.


Specifically, I undertake:


(a) not to disclose confidential information to anyone not directly involved in the Committee or Panel business without the written permission of the METC Executive Officer;


(b) keep all information safe and secure;


(c) not to personally retain, destroy or remove any original documentation or confidential information without the written permission of the METC Executive Officer; and


(d) that the promise of confidentiality shall continue notwithstanding the expiration or termination of this membership.


I understand that unauthorised disclosure of confidential information may harm the interests of other parties and may result in legal action.


	


Details of any current Related Interests


			





			





			





			Dated this


			


			Day of


			


			2015





			Signature:


			





			Witnessed by:


			


			


			





			


			(Name)


			


			(Signature)











			1. Complete and sign the Declaration.


2. Forward the original to the METC Executive Officer.


3. Copy held with the Committee/Panel membership papers.
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Do I have private financial and/or other interests that may give rise to 



a conflict of interest?



Am I aware of immediate family members or other persons with whom I have a close relationship whose personal or business/financial 



activities may give rise to a conflict of interest with my committee/Panel duties, whether real or apparent. 



Disclose conflict of interest or inability to maintain 



confidentiality prior to or at the time of the 



Committee/Panel meeting or event 



Any changes in the financial and other interests of 



you and/or your immediate family/other relevant 



persons should be reported either in a Declaration in 



writing or verbal disclosure to the METC Executive 



Officer immediately you become aware of a possible 



conflict or breach of  confidentiality



YES NO



YES NO
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Any changes in the financial and other interests of you and/or your immediate family/other relevant persons should be reported either in a Declaration in writing or verbal disclosure to the METC Executive Officer immediately you become aware of a possible conflict or breach of  confidentiality




Do I have private financial and/or other interests that may give rise to a conflict of interest?
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All Standards and Criteria within the NT Prevocational Accreditation Process are mandatory



Can have N/A for handover e.g. in Anaesthetics and Emergency Medical Care



At the time of a Visit, Survey Teams need to identify if any of the Standards require a  High Priority Requirement (HPR)



A HPR is identified by undertaking a risk analysis, using the likelihood versus consequences matrix



Risk Assessment
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Risk Assessment

Likelihood

		Level		Descriptor		Description

		A		Almost certain		Is expected to occur in most circumstances

		B		Likely		Will probably occur in most circumstances

		C		Possible		Might occur at some time

		D		Unlikely		Could occur at some time

		E		Rare		May occur only in exceptional circumstances
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Risk Assessment

Consequence

		Level		Example detail description		

		1		Extreme		Immediate risk to the welfare of patients or interns e.g. interns managing patients independently without  Level 1 or 2 supervision available; interns in unaccredited terms

		2		High		Potential for risk to the welfare of patients or interns e.g. intern in a remote location with only Level 2 supervision available

		3		Moderate		Moderate risk to the welfare of patients or interns e.g. interns rostered to extended periods of night duty

		4		Low		Low risk to the welfare of patients or interns e.g. no unit based orientation; no appraisal system in place

		5		Minimum		No immediate risk to patients or interns e.g. poor attendance at FEP
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Risk Assessment

Risk Analysis Matrix

				Consequences								

		Likelihood		Extreme
1		High
2		Moderate
3		Low
4		Minimum-
5

		A (Almost certain)		E		E		H		M		M

		B (Likely)		E		E		H		M		M

		C (Possible)		E		H		H		M		L

		D (Unlikely)		E		H		M		L		L

		E ( Rare)		H		M		L		L		L







4





Not all the Standards are worthy of a HPR.  The Standards that are relevant for consideration for a HPR are:



- Function 2: Standard 1 –   Structure of PETP

- Function 2: Standard 7 –   Supervision

- Function 2: Standard 10 – Prevocational Doctor (Performance) Assessment 



Any HPRs received require immediate rectification; Accreditation will not be recommended



HPR’s are awarded to an entire Standard





HPRs
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Advanced Completion within 60 days (AC60) is given where there is deemed to be a high risk to the Intern/prevocational doctor and/or patients and the Survey Team Coordinator believes that an acceptable level of performance can be achieved in 60 days



Can vary the 60 days where the rectification is required in less than 60 days e.g. Orientation will occur in 10 days and orientation needs to be provided at beginning of next term



AC60’s are awarded to an individual Criterion within a Standard





AC 60s
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Where there are two or more AC60s in a Survey Visit, Accreditation will be granted for a maximum of one year after which a Full Survey Event Visit is required









AC 60s
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HPRs and AC60s to be notified to:

The DMS at the pre-summation meeting; and

Accreditation Committee Chair/METC Director and NT Board of MBA on the day of the Survey



Form to be completed and faxed to METC on the day of the Visit by the Team Coordinator



Implementation of AC 60s & HPRs
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Risk Assessment
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METC Management Committee

The METC Management Committee is responsible for overall planning and operations of METC,

including:

Setting the strategic direction for the METC;

Develop and ratify policies and procedures that support the goals and objectives of
METC;

Oversee the development of METC budget and financial performance;

Establish terms of reference for committees and panels, receive reports and make
recommendations to stakeholders as appropriate;

Facilitate effective communication and a common approach among key stakeholders
to achieve the goals and objectives of METC

The functions of the Management Committee are to:

1.

5.

Provide leadership in postgraduate medical education and training, the application
process for prevocational recruitment and workforce issues to promote safe and
high quality healthcare Territory wide.

Be a resource for expert advice on matters relating to medical education and
training, recruitment, workforce planning and workforce issues;

Establish, maintain and promote relationships with relevant national and
jurisdictional organisations, committees and working groups and be a point of
contact for jurisdiction medical staff-related matters;

Promote integration of education and training across the medical undergraduate,
prevocational and vocational continuum;

Ensure continuous quality improvement in all METC operations.

Meeting frequency — Monthly

Membership

Director METC — Chair

METC Executive Officer

METC project Officer/s

METC Administrative Coordinator
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The METC Management Committee is responsible for overall planning and operations of METC, including:


· Setting the strategic direction for the METC;


· Develop and ratify policies and procedures that support the goals and objectives of METC;


· Oversee the development of METC budget and financial performance;


· Establish terms of reference for committees and panels, receive reports and make recommendations to stakeholders as appropriate;


· Facilitate effective communication and a common approach among key stakeholders to achieve the goals and objectives of METC


The functions of the Management Committee are to:


1. Provide leadership in postgraduate medical education and training, the application process for prevocational recruitment and workforce issues to promote safe and high quality healthcare Territory wide.


2. Be a resource for expert advice on matters relating to medical education and training, recruitment, workforce planning and workforce issues;


3. Establish, maintain and promote relationships with relevant national and jurisdictional organisations, committees and working groups and be a point of contact for jurisdiction medical staff-related matters;


4. Promote integration of education and training across the medical undergraduate, prevocational and vocational continuum; 


5. Ensure continuous quality improvement in all METC operations.


Meeting frequency – Monthly


Membership


Director METC – Chair


METC Executive Officer


METC project Officer/s


METC Administrative Coordinator


[bookmark: _GoBack]



