Domain 4


4 Process for accreditation of intern training programs


Domain
The intern training accreditation authority applies the approved national standards for intern training in assessing whether programs will enable interns to progress to general registration in the medical profession.  It has rigorous, fair and consistent processes for accrediting intern programs.

Attributes
4.1 The intern training accreditation authority ensures documentation on the accreditation requirements and procedures is publicly available.
4.2 The intern training accreditation authority has policies on the selection, appointment, training and performance review of survey team members.  Its policies provide for the use of competent persons who are qualified by their skills, knowledge and experience to assess intern training programs against the accreditation standards.
4.3 The intern training accreditation authority has developed and follows procedures for identifying, managing and recording conflicts of interest in the accreditation work of survey teams and working committees.
4.4 The accreditation process includes self-evaluation, assessment against the standards, site visits where appropriate, and a report assessing the program against the standards. In the process, the intern training accreditation authority uses standards which comply with the approved national standards for intern training.
4.5 The accreditation process facilitates continuing quality improvement in the delivery of intern training.
4.6 There is a cyclical accreditation process, in line with national guidelines and standards, which provides for regular monitoring and assessment of intern programs to ensure continuing compliance with the approved Intern training – National standards.
4.7 The intern training accreditation authority applies national guidelines in determining if changes to posts, programs and institutions will affect the accreditation status. It has clear guidelines on how the institution reports on these changes and how these changes are assessed.
4.8 The intern training accreditation authority follows documented processes for accreditation decision-making and reporting that enable decisions to be made free from undue influence by any interested party.
4.9 The intern training accreditation authority communicates the accreditation status of programs to employers, interns and other stakeholders, including regulatory authorities. It communicates accreditation outcomes to the relevant health services facility and other stakeholders.
4.10 There are published complaints, review and appeals processes which are rigorous, fair and responsive.


· NOTE - These attributes have not been answered in order as the submission for this domain was written and the attribute points added after. Please use the attribute points in the document as a guide.





The adopted philosophy of the NT accreditation system is that it is 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.
The Accreditation program administered by the Northern Territory Accrediting Authority, Medical Education and Training Centre (METC) is fair, consistent and rigorous and aims to: 
· Ensure support and development of education and training for junior doctors which enables them to meet high standards of safe practice with respect to patient and practitioner, clinical skills and professional confidence, and become eligible for general registration with the Medical Board of Australia (MBA) 
· Ensure that the best possible environment exists to develop, evaluate and maintain the organisational processes that ensure excellence in the training of prevocational doctors 
· Provide a common denominator of shared values and practices among the diverse organisations which train junior doctors, in order to encourage communication and sharing of experiences 
· Promote links between the educational processes occurring at the undergraduate level with that at the prevocational level 
· Provide the community with a process of external validation of prevocational education programs 
· Provide assistance to facilities by identifying for them, the strengths and weaknesses of their prevocational education programs 
To achieve this, we work in partnership with prevocational training facilities and provide independent assurance of the quality of training sites and training posts available for training and education of prevocational doctors, using Accreditation Standards (Appendix Y) designed to encourage and support prevocational training facilities in continually improving the orientation, supervision, education, assessment, wellbeing and welfare of Junior Doctors. 
Appendix Y		



METC have built and continue to build partnerships with the NT Medical Program in Darwin located at the Charles Darwin University campus to promote the links between the undergraduate and prevocational years.
4.1 The intern training accreditation authority ensures documentation on the accreditation requirements and procedures is publicly available.
The NT Prevocational Accreditation System documents including the Prevocational Accreditation Standards can all be found on METCs public website. www.ntmetc.com 
In the last three years there has been one major review of the NT Accreditation Standards and its underpinning criteria. The version above of the NT Prevocational Accreditation Standards, Guidelines and Rating scale is the final version that has been endorsed for use by the NT Board of the Medical Board of Australia (NTBMBA).
This process of review and change used a collaborative and consultative process through the establishment of a working party with representation from the two health services including a junior doctor, to work through the NTPMC Intern Accreditation Standards 2008. The aims of this review were to ensure that the new national standards were embedded in our accreditation systems prevocational standards and criteria for Interns, and to consider how the standards could be reworded to include all prevocational doctors in training, an aim of the NT DoH. To do this the NTPMC accreditation staff mapped the 2008 NTPMC standards and the new national standards as well as looking at local health service requirements so that the standards could be customised to purpose.  To demonstrate how this was managed through a stakeholder working party see Appendix Z below.
      Appendix Z		
NOT AVAILABLE

[bookmark: _GoBack]The main change in the standards document was the shift from only referring to Interns in this assessment process.  The language used within these standards now includes all prevocational doctors.  While NT health services transition to include all prevocational positions in their accreditation assessments in the future our focus and priority is on the Intern year (PGY1). 
The other amendment to our NT Prevocational Accreditation Standards, Guidelines and Rating Scale during the previous three years document was to the NT Prevocational Accreditation rating scales. This change amended our previous five (5) levels in our rating scale to two (2) main ratings following the ACHS EQulP scales that are already identified and understood in the health services. In order to promote continued efforts in continuous improvement it was decided by the previous Council (NTPMC) membership to add two further ratings. This would allow the health services to demonstrate and be recognised for innovation and leadership in their prevocational education and training programs.
A 2 point Rating Scale is based on those used by the ACHS EQulP Scale
1. Not Met (NM) – awareness and knowledge of the Standards but only fundamental systems in place, or implemented systems but little or no monitoring of outcomes against Standards.
2. Satisfactorily Met (SM) – collection of outcome data from systems designed to implement Standards and evidence of improvements to systems.

For any Achievements above and beyond Satisfactorily Met the following ratings may be used
1. Extensive Achievement (EA) – evidence of innovation and implementation of best practice including sharing of practice at a State or National level.
2. Outstanding Achievement (OA) – considered leaders in the field relevant to the Criterion being assessed. There is evidence of benchmarking and comparing systems internally and/or externally.

Accreditation requirements, processes and accreditation decisions are communicated through our website, electronically via email correspondence and through letters to our various stakeholders involved in the accreditation of Intern positions.
The accreditation support team uses excel spreadsheets to monitor the process milestones in each survey event for each health service training facility (Appendix AB). 
This spreadsheet is guided by the accreditation cycle schedule that is endorsed by the NTBMBA when issuing an accreditation status period.  The cycle schedule outlines to the health service facility when each survey event submission is due during the accredited period (max 4 years can be awarded).  See example attached (Appendix AA)

       Appendix AA		Appendix AB


		NOT AVAILABLE

The Accreditation Survey Cycle Schedule is sent out to the facility with the report from the full accreditation/reaccreditation report and NTBMBA decision. Then usually as the dates approach for submissions our administration support team reminds the facility either by email or phone of the upcoming survey event.
Any decisions regarding a survey event follows our panel/committee governance processes. 
The survey team that undertakes the assessment whether a visit or desktop process, make their decisions from the evidence provided by the facility, the survey team leader documents these findings in a written report to the Prevocational Accreditation Panel (PAP). The survey team leader attends and presents the survey event report to the PAP meeting and clarifies any questions, issues or concerns that the panel may have regarding the survey event being assessed. The Panel members will then discuss the report and findings from the survey team and will either endorse or not endorse the survey event report, they also review the survey processes undertaken by the survey teams and ensure they have followed the surveyor code of conduct. The PAP provides the Prevocational Accreditation Committee (PAC) with their comments and/or recommendations in a Briefing paper that is presented by the PAP chair to the PAC.  The PAC deliberates on the Briefing paper from the PAP and can where necessary refer to the survey event report for further clarification. Once the PAC has made a determination regarding the survey event and its report the NTBMBA is informed of the PACs decision and recommendations. The Accreditation Manager attends the board meeting by invitation to present the PACs survey event report.
After the NTBMBA have met and finalised their decision they notify in writing the Prevocational Accreditation Committee of the outcome and the facility is informed by the Accreditation Manager of their decision regarding their accreditation status. They also receive a copy of the survey event report to assist them in meeting the new or added recommendations and comments from the survey event.

The NT accrediting authority accredits NT health services as a
· Primary Allocation Centre; or as an
· Offsite Unit – a health service located geographically away from the primary allocation centre that operates within the prevocational education and training program (PETP) of the primary allocation centre and/or an alternative prevocational term structure which operates within the PETP of the primary allocation centre (Examples of an Offsite unit – regional hospitals; General Practices and other health services e.g. AMS, health centre)
The accrediting authority accredits a Health Service facility as an intern Primary Allocation Centre when they can demonstrate that they can provide all three compulsory MBA general registration terms as part of their Intern Education and Training Program. As part of that education and training program there are also a number of other approved terms available within that health service for interns to complete their minimum 47 weeks Internship year. NT accrediting authority also accredits the number of positions within these terms to ensure that the education and training program delivers a safe, patient and junior doctor experience. NT monitors all of these elements to maintain the level of supervision required for Intern safety and learning. Assessing specific terms/rotations to be assured that there are enough trained supervisors for all supervisory needs within a department/division/general practice rotation so that an intern is assured of a safe and quality placement.
To maintain primary allocation centre status a health service must maintain positions in the MBA general registration core terms.  A health service offsite unit can provide “other approved terms” with a number of intern positions accredited and may provide one or none of the core terms as a part of the primary allocation centres PETP. 
A previously accredited term within a health service facility due to a change in circumstance (change in term staffing) may not be able to sustain the number of intern positions currently accredited therefore a modified unit request would change the accredited number of intern positions but not affect the overall health service facilities accreditation status.

4.5 The accreditation process facilitates continuing quality improvement in the delivery of intern training.
4.6 There is a cyclical accreditation process, in line with national guidelines and standards, which provides for regular monitoring and assessment of intern programs to ensure continuing compliance with the approved Intern training – National standards.
Our process for accrediting Internship positions within NT health service training facilities are varied depending on the Accreditation Cycle that the facility is in at the time. To give more information regarding the accreditation cycles see Appendix AC. This document will outline the principles that underpin the Accreditation Cycle, the Cycle of Events and Types of Survey Events. This accreditation cycle of survey events that includes a site visit at either end of the cycle with monitoring desktop survey events in between. This cycle promotes a continuous improvement approach to the training facility to continuously monitor and improve their education and training program for Interns and prevocational doctors.
Appendix AC			



Each type of survey event has its own process. See the list below of the processes for NT Prevocational Accreditation Survey Events – 
· Application for Accreditation
· Full Survey Process (Visit) 
· New Offsite Unit Survey
· Quality Action Plan (QAP)
· Modified Unit Survey
These processes can be found on the NT METC website www.ntmetc.com under the ‘Accreditation’ tab and ‘System’ page (scroll down the page to find Section 2: Accreditation Processes) these processes are publicly available (Attribute 4.1).
There are also resources that assist the facilities to undertake prevocational accreditation survey events. See the list below of the resources available
· Accreditation Step by Step
· Prevocational Education and Training Program Policy Guide
· Term Orientation Booklet Guide
· and a Glossary of terms used throughout the system
These resources can be found on the NT METC website www.ntmetc.com under the ‘Accreditation’ tab and ‘System’ page (scroll down the page to find Section 4: Accreditation Resources) these resources are publicly available (Attribute 4.1)
The methods used to assess whether the intern training program is meeting the national standards include both site visits and desktop monitoring methods. These assessment methods use the NT Prevocational Accreditation Standards that have the national standards for intern training embedded within the 2 Functions 15 Standards and 72 Criteria.
The NT Prevocational Accreditation System has been set up to determine what survey event and method is to be used at what point within a facility’s accreditation cycle. The cycle has been organized for the maximum period that a facility can achieve accreditation status.  If the facility does not achieve the maximum period of four years the cycle is adjusted to meet the period of accreditation awarded by the NTBMBA. The cycle includes one survey event each year of accreditation awarded by the NTBMBA. See Appendix AA and AC above.
Depending at what point the prevocational training facility is at on their accreditation survey cycle it will determine what type of survey event and method used to manage the facilities continuous improvement of their Prevocational Education and Training Program (PETP). The accrediting authority will remind the facility of upcoming survey events as well as the facility being informed at the beginning of each accreditation cycle.
Every site visit survey event team has a junior doctor, and a supervisor as part of the survey team. For desktop/monitoring surveys a junior doctor is part of the team where possible and available.  The Prevocational Accreditation Committee endeavors to provide continuity from survey event to survey event by ensuring where possible one survey team member is on the next survey event team for example - the site visit to Alice Springs Hospital in July 2015 included 
· Two Senior Clinicians 
· One Registrar
· One junior doctor (PGY1)
Recent Quality Action Plan Stage 1 desktop/monitoring survey included
· Two Senior Clinicians (one of which was on the previous site visit)
· No junior doctor was available for this desktop/monitoring survey event (as it was a monitoring survey event it was not mandatory to have a junior doctor on the survey team)
The PAP and PAC both have supervisors and junior doctors as participating members. Most working parties established in regards to prevocational accreditation involve junior doctors depending on availability. 
The Accrediting Authority asks the health facility/intern training program provider to provide an overarching story outlining what they have been doing since the last survey event. They are asked to give a map of what they have achieved, intend to achieve, short and long term as well as any limiting barriers or issues they have identified to achieving those goals. This overview along with the health services strategic plan (particularly commitment to training) allows the Surveyors the opportunity to determine if the health service staff involved in the intern education and training program is demonstrating a continuous improvement culture that drives high quality clinical care within the training facility.
Provided within the NT Prevocational Accreditation Standards, Guideline and Rating Scale document under each standard there is a list of suggested evidence, that if provided would achieve the facility a Satisfactorily Met (SM) rating, There are also guidelines provided under each standard and against each criterion to assist the facility to identify how they can demonstrate that interns are involved in high quality clinical care. 
As well as the suggested evidence and guidelines within the standards document the facilities can use the accreditation system resources found on the NT METC website for further information and guidance. These can be found on the NT METC website www.ntmetc.com
Being a small jurisdiction most health service staff involved in the oversight of the PETP have developed a good relationship and rapport with the Accreditation Manager and can contact them either through email or phone to achieve the assistance required.
4.8 The intern training accreditation authority follows documented processes for accreditation decision-making and reporting that enable decisions to be made free from undue influence by any interested party.
The process for making accreditation decisions regarding a survey event follows through our committee/panel governance processes. 
The survey team that undertakes the assessment whether a visit or desktop process, make their decisions from 
· the evidence provided by the facility 
· using the previous survey event reports which include the teams standards/criteria ratings, comments and recommendations from the previous survey team, 
· NT Prevocational Accreditation Standards and their underpinning criteria along with the guidelines and rating scale.  
For a site visit the survey team uses a triangulation of evidence method to come to a decision. To triangulate the evidence, the survey team, under the leadership of the team leader takes into consideration the following
What you hear


What you see


Figure 1 –Triangulation of Evidence


Figure 1 –Triangulation of Evidence
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Figure 1 –Triangulation of Evidence
The triangle in the middle of all three circles is where an overlap of the information received guides the decision making process for the survey team.
For those accreditation cycle survey events that are for monitoring purposes (desktop or paper based) the survey team relies on the evidence provided in the facility’s submission (only one part of the triangulation method) as in the case of a stage 1 quality action plan facilities are planning and recording how they will meet the NTBMBA recommendations and/or comments in the following period in the cycle. In the case of a stage 2 quality action plan the planning undertaken in stage 1 would be expected to be implemented and any completed recommendations and/or comments the facility will provide evidence to demonstrate how they have met those recommendations and/or comments.  This process reinforces the importance of the team having at least one member who provides continuity to the survey event being assessed.
The Survey team leader can request to speak with the facility staff if necessary for a monitoring survey event, historically this has not been required. 
After the survey event report is finalised and agreed on by the survey team the survey team leader attends and presents the survey event report to the PAP meeting and clarifies any questions, issues or concerns that the panel may have regarding the survey event outcome being presented. The Panel members will then discuss the report and findings from the survey team and will either endorse or not endorse the survey event report, they also review the survey processes undertaken by the survey team leader and team members and ensure they have followed the surveyor code of conduct and survey event processes. If the PAP has any concerns with the survey team and/or team leader they may take those concerns to the PAC for discussion however if it is minor then it is discussed at the meeting with the survey event team leader. If the PAP does not endorse the survey event report it is documented and referred to the PAC.
The PAP provides the Prevocational Accreditation Committee (PAC) with their comments and/or recommendations in a PAP Briefing paper.  The Chair of the PAP is a member of the PAC and presents the PAP briefing paper and where necessary refers to the survey event report for further clarification. Once the PAC has made a determination regarding the survey event and its report the NTBMBA is informed in writing of the PAC’s decision and recommendations of the survey event outcome. The Accreditation Manager attends the board (NTBMBA) meeting by invitation to present the PAC’s survey event outcome report.
After the NTBMBA have met and finalised their decision they notify in writing the Prevocational Accreditation Committee of the accreditation status outcome and the facility is informed by the Accreditation Manager of the board’s decision regarding their accreditation status. The facility is also provided a copy of the survey event report which includes any new or added recommendations and comments from the survey event just completed. The final outcome/s (Accreditation status dates) of the site visit are uploaded onto the METC website.
4.9 The intern training accreditation authority communicates the accreditation status of programs to employers, interns and other stakeholders, including regulatory authorities. It communicates accreditation outcomes to the relevant health services facility and other stakeholders.
Through the panel and committee meetings many of our stakeholders without conflicts of interest to that specific survey event are made aware of the facility’s prevocational accreditation outcome. The executive of the facility being assessed are made aware by written confirmation of the outcome of the facilities recent survey event shortly after the NTBMBA notifies the PAC of their final endorsement of the Survey event report.
The NT ensures its processes are rigorous, fair and consistent by applying the following underlying general principles of accreditation. See Appendix AD
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The NT Cycle of accreditation and length of the periods of accreditation are

· Maximum of 4 years for full accreditation status
· New or Offsite Unit accreditation – initial maximum of 1 year with a monitoring desktop QAP required six months after an intern has completed a term at this unit. If all endorsed after this time it will then join to the Heath Service facility current accreditation cycle.
· Modified unit accreditation if endorsed maintains the same accreditation status and follows the accreditation cycle that the Health Service is currently undertaking with a monitoring desktop QAP required six months after an intern has completed a term at this modified unit.
4.9 The intern training accreditation authority has policies on the selection, appointment, training and performance review of survey team members.  Its policies provide for the use of competent persons who are qualified by their skills, knowledge and experience to assess intern training programs against the accreditation standards.
The following attached documents (Appendices AE; AF; AG; and AB) outline how METC select, appoint and review the performance of NT survey teams. The process checklist used for a given survey event shows when the surveyors are contacted and invited to participate in a survey event.

Appendix AE		Appendix AF 		Appendix AG		Appendix AB




			NOT AVAILABLE
The training of surveyors for survey events is a one day workshop. See Appendix AH re Example Surveyor Training Workshop Program. Further resources for this training workshop are available on request.
Appendix AH

	

The Accreditation Manager is in the process of developing the Survey Team Coordinator/Leader workshop. Currently the Team leaders are supported and managed by the Accreditation Manager where necessary.  The Accreditation Manager is available to assist the team leaders throughout the survey events, desktop or visit. The size of the jurisdiction has not required the team leader workshop to be formalised until more recently. A blended approach is being considered in that an online component along with a face to face follow up component will be part of the design.   
The intern accrediting authority takes every opportunity to participate in and access any educational expertise in any of its intern training accreditation activities.  This has brought about opportunities to have membership on the NT’s Regional Training Organisation, NT General Practice Education (NTGPE) Accreditation Committee and their Continuous Improvement and Education Governance (CIEG) Committee. Participation on these educational and accreditation committees provides opportunities to develop further synergies through the wider membership of those committees, (PHN, regional training hospital staff and opportunities to look at other accreditation systems and processes).
On a national perspective the accrediting authority is a member of the Confederation of Postgraduate Medical Councils (CPMEC) where the Director of METC is a member of the CPMEC Board. The Accreditation Manager/Executive Officer is involved in the CPMEC Prevocational Medical Accreditation Network (PMAN), in quarterly meetings with other jurisdictional accrediting authorities where discussion is on intern education and training as well as accreditation matters. In 2015 METC along with the NT DoH hosted the national Medical Education and Training Forum, a forum that staff from the NT accrediting authority attends each year. This is a major opportunity to network and learn through sharing of information with many different levels within the intern education and training environment including accreditation practices and processes. Having the Australian Medical Council (AMC), the Accrediting Authority for the MBA attend and give lessons learnt over the previous year and future developments in the Intern accrediting space is invaluable in preparing for future assessment submissions.
More recently the Executive Officer/Accreditation Manager attended by invitation an AMC Specialist education and prevocational standards accreditation workshop. 
Being a smaller jurisdiction it allows a greater intimacy of sharing of information, which in turn creates many informal opportunities to educate and inform health facility staff about accreditation of intern education and training programs. This is something that we are working on all the time as there is a high transition rate of senior and junior medical staff within our two intern training health services. To maintain accreditation system consistency and currency the accrediting authority has developed a website where accreditation documents can easily be found and used by all those involved in intern education and training. Intern Education and Training Program coordinators/supervisors/medical education officers are encouraged and promoted to use the website and/or contact the Accreditation Manager and staff whenever assistance is needed.
Through various phone and face to face conversations those directly involved in collating health service submissions for accreditation can easily contact and discuss any concerns or requests for clarification regarding the system, standards or accreditation processes. The accrediting authority is very aware of the dangers of a small jurisdiction where the small staff population can be bombarded with information overload and have considered various options to disseminate the information one being the value of an accreditation newsletter. This is to be raised again for consideration and discussion at a future PAC meeting.
4.3 The intern training accreditation authority has developed and follows procedures for identifying, managing and recording conflicts of interest in the accreditation work of survey teams and working committees.
As a jurisdiction with a large demographic and a small medical practitioner population conflict of interest (COI) could be seen to be a major issue for our accrediting authority, however as a result of this workforce limitation being a constant it has empowered us to manage COI effectively for both our surveyors and working accreditation panel and committee. 
All of our governance processes both for our survey team members and our governing panels and committees conflict of interest is woven into the day to day processes.  All meetings of the PAP and PAC have a request for declaration of interests for the given agenda of the meeting. At the beginning of every meeting the Chair asks if anyone in attendance has any COI before proceeding. Each member has at the outset of their membership signed a declaration of interests and confidentiality form which is scanned, recorded and filed. If any COI are declared at the PAP or PAC they are documented in the minutes of the meeting and the member with the conflict of interest will excuse themselves from the meeting for the agenda item they have the conflict with. If the conflict of interest is known or expected the item is usually saved till the end of the meeting agenda so that members do not have to call in and call out more than once.
Each Surveyor at the time of training (one day workshop) has signed a declaration of interests and confidentiality form.  All surveyors are reminded to declare any recent conflicts of interest prior to any survey events they are involved in. If any are declared the conflict of interest is documented and assessed by the Accreditation Manager before the survey team meets for the first time or if the COI is identified after the survey event has commenced the conflict and decision regarding the COI is documented  in the survey event report written by the survey team leader. The survey team member with the conflict of interest will excuse themselves from the survey event and another surveyor where possible be called to replace them depending on the survey event and/or conflict of interest. This has not occurred so far for any survey events undertaken by NT accrediting authority. See Domain 2 Appendix I; J and L as evidence of COI policy, process and form applicable across all areas of METC including accreditation services. Appendices below show how COI are recorded in panel and committee agendas and minutes.
Appendix AI 		Appendix AJ		Appendix AK		Appendix AL	
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4.4 The accreditation process includes self-evaluation, assessment against the standards, site visits where appropriate, and a report assessing the program against the standards. In the process, the intern training accreditation authority uses standards which comply with the approved national standards for intern training.
The NT accrediting authority monitors accredited health services programs and posts throughout the NT prevocational accreditation systems accreditation cycle of events. Each health service employing interns (prevocational doctors) at a training facility will have a monitoring (desktop) survey event each year that they are accredited. Appendix AA shows a sample Accreditation Cycle Schedule that is collated at the beginning of each facilities accreditation cycle that starts with a site visit that determines the accreditation status period (max 4yrs). This schedule collated by the accrediting authority is sent to the facility to assist the facility to know what survey event is next in their continuous improvement cycle assessment.
Appendix AA


	
If a health service requests a new or offsite unit to be accredited the facility requesting will be assessed/reviewed for that new or offsite unit. As part of the evidence for this survey event the health service facility will have to provide evidence that will demonstrate how the primary allocation centre will communicate and partner the new or offsite unit in providing a component of the Prevocational education and training program (PETP). This survey event team has the option to and may call for wider evidence to demonstrate any impacts on the full primary allocation centres Prevocational Education and Training program.
If the survey event is for a modified unit it will be for that modification request and may not impact on the rest of the facility requesting the modification assessment. These survey events don’t usually give the survey event team a wider opportunity to review the facility broader than the unit modification request evidence.
The accrediting authority has been tracking recommendations from site visit survey events for all training facilities since the reestablishment of the NT Postgraduate Medical Council in late 2008.  This was to provide the Accreditation Committee with an ability to track any foundation Intern education and training program system wide common complaints or concerns raised through accreditation survey event assessments. 
See attached spreadsheet Appendix AM as an example of one training facilities recommendation tracking 2008 - 2015. Another process used to monitor and track accredited health services programs and posts is the Facility Accreditation Progress spreadsheet. See attached Appendix AN
Appendix AM		Appendix AN	
NOT AVAILABLE		NOT AVAILABLE

Both of these documents are available to the PAC and are brought to the meetings by the Accreditation Manager. A Report from the Accreditation Manager is under development to track and report any changes or consistent non-compliance issues to the PAC. (See Appendix S - ACIR2016-012A)
4.7 The intern training accreditation authority applies national guidelines in determining if changes to posts, programs and institutions will affect the accreditation status. It has clear guidelines on how the institution reports on these changes and how these changes are assessed.
Where a change of circumstance occurs in a health service offering a prevocational education and training program it may require the accrediting authority to undertake a survey event which might include a site visit. Change of circumstance refers to any circumstance which may result in the health service no longer achieving the Accreditation Standards e.g. No DCT, no senior clinician available as a Supervisor, closure of a ward causing change to caseload or case mix. (Appendix AP – Notification of Change of Circumstance Process)
Notification of a change of circumstance can come from the health service training facility or another source. The accrediting authority after being notified will contact the health service and arrange to meet with those personnel oversighting the prevocational education and training program to discuss whether a site visit or if a modified unit survey event is required due to the change of circumstance.  The Prevocational Accreditation Committee Chair would also be notified of the health service training facility change of circumstance. 
The Accreditation Policy outlines clearly what the responsibilities are for a change of circumstance (Appendix AO).

Appendix AO 		Appendix AP			


	



4.10 There are published complaints, review and appeals processes which are rigorous, fair   and responsive.
Where there is a dispute or appeal made in writing by a health service training facility against a PAC decision the accrediting authority would act as per the appeals policy. To date the accrediting authority has not had an appeal regarding a PAC decision. See Appendices F and AQ regarding Policy and Process documents.
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We have not had to resolve any major problems or disputes with accredited health services/programs since being established and conducting intern accreditation services.
As the accrediting authority for a small jurisdiction it allows our processes to react quicker than some of the larger jurisdictions.  Our communication and business with the health services is more intimate and informal and we have found in the past while still keeping professional, we know about any rising issues and can usually affect change through influencing and discussion rather than having major process and procedural mechanisms being imposed that would distance us from the collegiate approach used with the health services in this small jurisdiction. 
Some of the challenges come where having a smaller pool of clinicians and staff involved in Internship.  The personalities of those involved in prevocational education and training programs can and do affect progress and can limit how much can be changed within the infrastructure of the prevocational education and training program. Particularly those parts that are not specifically determined nationally or in the prevocational accreditation standards for example the number of terms per year for internship above and beyond the MBA general registration requirement. The NT has two health services which have two intern accredited training facilities and each have a differing number of internship terms on offer for the year (RDH 5 terms and ASH 4 terms). This can have an impact on the capacity for the NT to have territory wide education and training programs that would enable movement between locations to enrich the experiences across the NT intern education and training programs learning objectives. This is something that the PAC will consider at future meetings on how they may be able to influence the capacity to make our junior staff more mobile across the NT training facilities education and training programs.
Another challenge for our accrediting authority is the tyranny of distance between our training facilities making it costly when accrediting a facility for the first time and to follow up with a site visit to monitor any concerns or issues that may have been presented at the time or later. The Accreditation Manager is currently exploring and researching options for survey events of health service regional training facilities that could be undertaken via video conferencing or via other computer software to conduct follow up survey events. These processes would present challenges that have not been present previously and will need to be considered by the PAC, NT surveyors and consultation with those health service regional sites before proceeding. (ACIR2016-009A refers - See Appendix S)
To view copies of the current accreditation procedures go to the NT METC website www.ntmetc.com

Styles of survey event reports are being reviewed to become more consistent and easier to read for all stakeholders - NTBMBA, Facilities and PAC/PAP. (ACIR2015-003A refers - See Appendix S)
Some sample survey event reports provided are prior to the revision of the NT Prevocational Accreditation Standards, most formats are the same (apart from covers and change of organisation name) except for the Quality Action Plan format has slightly changed these are currently being processed and have been made available for the AMC Survey Team Observers to the June 2016 Panel and Committee meetings. (See the six Appendices below for the samples provided)
Appendix AR 			Appendix AS		Appendix AT		Appendix AU
Reaccreditation Report	Self-Assessment Report	New Unit Report	Modified Unit
NOT AVAILABLE			NOT AVAILABLE		NOT AVAILABLE		NOT AVAILABLE

Appendix AV			Appendix AW			
Quality Action Plan S1		Quality Action Plan S2		
NOT AVAILABLE			NOT AVAILABLE

AMC request for further information from 2015 NT METC Progress Report:
· “In the 2016 submission please provide the revised NT METC Prevocational Standards, Guidelines and Rating scale and a summary of the evaluations undertaken in 2015 (under attribute 3.2).”






See Appendix Y or go to www.ntmetc.com website go to ‘Accreditation’ tab across the top under the banner then go to ‘System’ then scroll down the page to find ‘Section 3: Accreditation Standards’.

For information regarding summaries of evaluations undertaken under attribute 3.2 in 2015/2016 please go to Domain 3 in this submission
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Sample Accreditation Cycle Schedule - ASH.pdf
SAMPLE

Alice Springs Hospital
Accreditation Survey Cycle 2015-2019

Phase Type of Survey Date Due
Last Full Accreditation Survey conducted 7" - 8™ July 2015
Cycle Accreditation Status expiry date 30 August 2015
commence
1 Quality Action Plan — Stage One 31 Mar 2016
2 Quality Action Plan — Stage Two 31 Mar 2017
3 Progress Report 30 Mar 2018
4 Self-Assessment Survey 29 Mar 2019
5 Full Accreditation Survey 2/3 July 2019
Cycle
completed
Accreditation Status expiry date 30 Sept 2019

SAMPLE
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Cycle.pdf
ACCREDITATION CYCLE

CYCLE

NT Prevocational Accreditation Committee has the designated authority to undertake Accreditation of Intern
training positions by the Medical Board of Australia (MBA). The maximum duration of Accreditation 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 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 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.
Accreditation cannot lapse if Interns are employed at the health service

3. Any health service with its own Director of Medical Services taking Interns/Junior Doctors is
regarded as a training health service. As such, it will be required to undertake reviews in
accordance with the normal cycle of Accreditation Events, not as a Secondment Health service i.e.
undertaking Full Survey in its own right (including the focus on governance (Function 1) of the
Intern Education Training Program)

The 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 NTBMBA an Accreditation Survey Cycle
Schedule outlining the expected dates for each of the events required for that accreditation period.

CYCLE OF EVENTS

The cycle of events for a full 4 year accreditation period awarded are:
Self Assessment

A Self Assessment document is completed by the health service prior to the Full Survey. 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)

Full Survey

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)
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Quality Action Plans

After a visit survey event, health services are 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 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 Full Survey.

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.

Periodic Survey — 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 NT Prevocational Accreditation Committee and will

occur as close as possible to two years (half way) since the previous Full Survey. (this is a paper-

based survey)

The following diagram represents the individual events which comprise the Accreditation Cycle for a four

year accreditation period:

Full Survey
Initial or before
acreditation period
expires
visit by NT Accrediting
Authority

Self Assessment
(approx 12 -6mths out
from Full Survey)

by health service

Quality Action Plan
Stage 1
6mths after Full Survey
by health service

Ongoing
Maintenance and
Improvements

by health service

TYPES OF SURVEY EVENTS

There are four main types of Accreditation Survey Events:

Full Survey Event

Ongoing
Maintenance and
Improvements

by health service

Quality Action Plan
6/12mths if required
after Periodic Survey
by health service

Quality Action Plan
Stage 2
12mths after Full Survey
by health service

Periodic Survey
Progress Report
approx. 2yrs (half way)
after Full Survey
by health service

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

Prevocational Accreditation Manual — Part 1
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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, Offsite 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 and may be offsite at a different geographical location to
the primary allocation centre. A smaller team of Surveyors will review the Unit/s via a Paper Based (desktop)
Survey or Visit according to the New, Offsite Unit Survey Process. New and Offsite 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:

e Alink with another Unit which impacts on the type and amount of clinical experience available to
the Intern

o Change in supervision (refer health service/PAC 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
e  Acurrently 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 — Progress Report Survey Process provided in the
Accreditation Process tab on the NT METC website.
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PRINCIPLES OF ACCREDITATION

PRINCIPLES

DEFINITION OF 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.

AIMS OF ACCREDITATION

The Accreditation program administered by the Northern Territory Accrediting Authority,
Medical Education and Training Centre (METC) aims to:

1. Ensure support and development of education and training for Junior doctors which
enables them to meet high standards of safe practice with respect to patient and
practitioner, clinical skills and professional confidence, and become eligible for full
registration with the Medical Board of Australia (MBA)

2. Ensure that the best possible environment exists to develop, evaluate and maintain
the organisational processes that ensure excellence in the training of prevocational
doctors

3. Provide a common denominator of shared values and practices among the diverse
organisations which train junior doctors, in order to encourage communication and
sharing of experiences

4. Promote links between the educational processes occurring at the undergraduate level
with that at the prevocational level

5. Provide the community with a process of external validation of prevocational
education programs
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6.

Provide assistance to facilities by identifying for them, the strengths and weaknesses of
their prevocational education programs

To achieve this, we work in partnership with training facilities and provide independent

assurance of the quality of training sites and training posts available for training and education

of prevocational doctors, using Accreditation Standards designed to encourage and support

Facilities in continually improving the orientation, supervision, education, assessment and

welfare of Junior Doctors.

OVERARCHING PRINCIPLES OF ACCREDITATION

NT Accreditation has the following underlying general principles:

1.

Processes which encourage a quality improvement approach to Accreditation and are
valid and reliable, measuring not only what they intend to measure but also producing
consistent and accurate results

Processes which are deemed trustworthy by their academic rigour, efficiencies and
parity, not favouring one party over another

Processes which are not burdensome on the institutions they are accrediting, where
possible coordination with other Accreditation Processes and open to shared
documentation and data sets

Transparent processes which are overtly known by all stakeholders
Processes consistent with International Standards

Operation within a legal system provided by the MBA and within which all stakeholders
recognise the accrediting authority in the NT

Processes which foster improvement and excellence beyond a baseline level of
compliance with Standards

To achieve these overarching principles the NT Accreditation system for facilities requesting

Accreditation and employing prevocational doctors should:

1.

Ensure that the education and training system will enable Junior doctors and other pre-
registration doctors to progress to full registration in accordance with the legislation
provided by the MBA

Be monitored by the NT Prevocational Accreditation Committee. The Committee should
be appropriately constituted and include Senior Clinicians, Executive Medical
Administration staff, other medical education and training providers, Junior Doctors, and
be supported by accreditation staff. This Committee should monitor Accreditation
requirements, oversee all developments in Accreditation, receive the reports via an
Accreditation Panel who have responsibility for reviewing Survey Reports, and should
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make final recommendations with regard to Accreditation of a health service applying
for Accreditation.

3. Be founded on Accreditation Standards which are clearly enunciated, defensible and
explicit. The Standards must be published and made accessible to all participants. The
Standards will, where possible:

. Use objective Criteria , which relate closely to the objectives of the Standards

. Encourage the use of tools for quality improvement, e.g. online
documentation so that the Health service will be able to fill in and complete
Self-Assessment documents, comparing itself to the published Standards,
before an Accreditation Visit

. Be specific, yet applicable across the full range of settings (e.g. hospital based
training, general practice settings, community placements, and others)

« Recognise that medical education programs progress through stages of
development

« Encourage innovation in the design and delivery of medical education
programs

. Explicitly recognise institutional diversity

. Have a predetermined quality cycle with clearly outlined stages that support
ongoing improvement in outcomes. The quality cycle should include
monitoring, assessment, action, evaluation and feedback. Examples of
processes used might be comprehensive, regular Self Assessments by the
health services, Site Visits, and Periodic Reviews. Site Visits will be required as
part of the process depending on the evaluation of the Self Assessment. Site
Visits will not be mandatory at each stage

. Be regularly reviewed by NT Prevocational Accreditation Committee in
collaboration with key stakeholder groups. Changes should be communicated
appropriately to all key stakeholders

« Include a process to evaluate feedback from prevocational doctors regarding
their clinical education

. Be supported within the health service by essential educational
infrastructure such as an appropriately constituted supervisory committee
and a Medical Education Unit with a Director of Clinical Training, a Medical
Education Officer and administrative support, consistent with best medical
education practices

« Provide appropriate sanctions for failure to be awarded Accreditation Status
when, despite opportunities for remediation and improvement, the health
service has failed to meet Accreditation Standards

Prevocational Doctor Accreditation Manual — Part 1





PRINCIPLES OF ACCREDITATION

. Have an appropriate appeal mechanism to deal with perceived inequities

. Be concordant with other States, National bodies and National directions for
prevocational training

*NT Prevocational Accreditation Committee recommends accreditation of health services for
education and training of pre-general registration doctors (PGY1) for MBA, the accreditation
process has benefits for all prevocational doctors in each Health service.

REFERENCES
1. Rooney, A.L., van Ostenberg, P.R. Licensure, Accreditation and Certification: Approaches
to Health Services Quality. Quality Assurance Project, Bethesda USA, 1999

2. World Federation for Medical Education (WFME). Basic Medical Education. WFME
Global Standards for Quality Improvement.(2003) University of Copenhagen, Denmark

3. Postgraduate Medical Education and Training Board (PMETB). Generic Standards for
Training. (2007) Accessed July 2007

4. Australian Medical Council (2002). Accreditation of Specialist Medical Education and
Training Professional Development Programs: Standard

5. Postgraduate Medical Education Council of Queensland (PMCQ). Accreditation
Standards and Ancillary Documents 2008

6. Australian Medical Council (2014). National Internship Framework
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SURVEYOR POLICY

POLICY 5.4

Date Approved by PAC: 2015 Date Last Amended: 2015 Date for Next Review: Aug 2016

Northern Territory Prevocational Accreditation Processes rely on Surveyors who are members drawn
from the medical education and training stakeholder groups. In order to participate in an
accreditation survey event Surveyors must possess the following attributes:

1. Necessary background/experience
2. Appropriate training
3. Maintenance of currency of Surveyor status

This Policy relates to all NT Prevocational Accreditation Surveyors. Surveyors are recruited and
trained annually and/or when required.

1. 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

DCTs

MEOs

DMS/Medical Superintendent

NT Prevocational Accreditation staff and/or Accreditation Manager

Medical Services/Workforce Managers

S@m o ao0 T W

General Practitioners

Retired Medical Practitioners (who have been retired for less than five years)
j. Others with suitable experience
2. The Surveyor Selection Process must be completed. To be appointed as a Surveyor the
applicant must agree to comply with the Surveyor Position Description and Code of Conduct
3. A Survey Team must consist of:
a. At least three and usually no more than 5 Surveyors for a Full Survey Visit, one of
which must be a junior doctor, or
b. At least two Surveyors for a Rural Hospital, General Practice or New, Offsite Unit or
Modified Unit Survey, one of which must be a junior doctor
4. A Surveyor must undergo the following training prior to his/her first Survey:
a. Surveyor Training Workshop (which must include orientation to NT Prevocational
Accreditation Policies and Processes, and Surveyor Code of Conduct)
b. Where possible observation of at least one Full Survey Visit (to reinforce the
Surveyor training by observing experienced Surveyors at work).
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10.

11.

12.

In order to maintain his/her currency and status as a NT Prevocational Accreditation
Surveyor a Surveyor must:

a. Attend a Surveyor Refresher Training Workshop at least every three years, and

b. Complete one preferably two Accreditation Survey events per annum (or one Survey
Visit event and at least one desktop Paper Based Survey event). This requirement
may be waived at the discretion of the Chair of the Prevocational Accreditation
Committee.

Where Surveyor currency is deemed to have lapsed, a Surveyor must either attend a:

a. Surveyor Refresher Training Workshop, or

b. Survey Visit as an observer
Every Accreditation Visit event must have an appropriately trained Survey Team
Coordinator/Leader
In order to ensure release of Surveyors for Accreditation events, without undue burden on
any one health service, the NT Prevocational Accreditation Committee will:

a. Request advance confirmation of release of Surveyors and Survey Team
Coordinators for scheduled Survey events during the forthcoming year from Health
service DMSs (or equivalent)

b. Work towards ensuring that Surveyors and Survey Team Coordinators are equitably
drawn upon across NT health services

c. Confirm availability with Surveyors and Survey Team Coordinators and their release

A Survey Team Coordinator must:

a. Have completed at least two Full Survey Visits (which may include experience in
another domain e.g. ACHS, AMC, Colleges or other PMC etc.)

b. Be nominated by NT Prevocational Accreditation Committee according to the Survey
Team Coordinator Selection Process

c. Be from any of the Surveyor backgrounds listed in this Policy
Attend the Survey Team Coordinator Training Workshop prior to becoming a Survey
Team Coordinator and

e. Complete at least one Survey event (which must be as a Survey Team Coordinator)
per annum to maintain his/her currency as a Survey Team Coordinator

The Survey Team Coordinator must provide all the Surveyors in his/her Survey Team with
feedback within one month of the accreditation survey event using the Accreditation
Evaluation Process

The Survey Team Coordinator is responsible for fulfilling the duties listed in the Survey Team
Coordinator Position Description (PD) including:

a. The organisation a Pre Survey Meeting with his/her Surveyors to allocate roles and
responsibilities, and

b. Chair the Summation Conference at the conclusion of a Visit survey event

c. The collation and final edit of the Accreditation Survey Event Report prior to
submitting to NT Prevocational Accreditation Panel.

NT Accreditation support staff will facilitate these activities.

A Survey Team may be divided into Sub-Teams to facilitate accreditation of multiple units.
Where a Sub-Team is formed, a Survey Sub-Team Leader will be allocated by NT
Prevocational Accreditation Committee.
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13. METC will provide the following honorariums to non NTG employees for their services to
prevocational accreditation survey events:
a. S500 per day for prevocational trainees, registrars and non-medical surveyors
b. $700 per day for consultants and career medical officers
c. 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 survey event report
writing.

DCT - Directors of Clinical Training (DCTs) are medical practitioners appointed in each health service
to support the training of junior doctors. The DCT has a responsibility to assess the strengths and
weaknesses in the health services General Clinical Education and Training Program and to rectify or
modify the program where needed. DCTs (or Directors of Medical Services (DMSs)) are responsible
for reporting on the assessment and suitability of PGY1 and AMC candidates on probationary or
provisional registration. DCTs are the Internship nominee as specified in the Medical Board of
Australia’s Registration standard

DMS (or equivalent) — is the medical practitioner who leads each health services medical
administration.

Health service — The health service is the clinical setting within which junior doctor’s (PGY1 + 2) work
and train. These organisations will usually be hospitals but may be health care centres or supervised
practice locations in community settings which have met accreditation requirements for
prevocational training.

MEO - is an experienced educationalist employed to assist the DCT in developing educational
processes and procedures supportive of the PETP.

Prevocational Accreditation Report - The Accreditation Report is the formal written document
prepared by the Survey Team following an Accreditation Survey event. It contains a written
assessment of the Facility’s compliance against the Standards and provides recommendations for
quality improvements. This Report contains a recommendation regarding the level and period of
Accreditation to be awarded.

Surveyor — An individual trained in all aspects of the NT Prevocational Accreditation System who acts
on behalf of Prevocational Accreditation Committee to either visit or undertake a desktop survey for
a health service and assess its compliance with the Standards.

Survey Team Coordinator/Leader — A specially trained leader of the Survey Team, ultimately
responsible for the writing, collation and review of the Accreditation Event Report to be presented
to the NT Prevocational Accreditation Panel/Committee.

Survey Sub-Team Leader — A Survey Sub-Team Leader is an experienced Surveyor assigned to assist
the Survey Team Coordinator/leader by leading a Sub-Team of the Survey Team. Each Survey Team
consisting of four or more Surveyors will be divided into Sub-Teams in order to conduct the
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unit/staff interviews at a health service. The Survey Sub-Team Leader is responsible for the tasks
outlined in the relevant Position Description.

Accreditation Evaluation Process

Surveyor Selection Process

Survey Team Coordinator Selection Process

Position Descriptions for Surveyors, Survey Team Coordinators and Survey Sub-Team
Coordinators

AW

5. Surveyor Guidelines — for NT Prevocational Accreditation Survey Events

1. 100% of Surveyors used in NT Prevocational Survey events have the appropriate
background, training and currency according to this Policy

2. 100% of all Survey Team Coordinators/Leaders used in NT Survey events have the
appropriate background, training and currency according to this Policy

3. 100% of honorariums paid are in accordance with this Policy and Surveyor Guidelines

Policy Contact Officer: Prevocational Accreditation Administration Co-ordinator
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CONTEXT


Northern Territory Prevocational Accreditation Processes rely on Surveyors who are members drawn from the medical education and training stakeholder groups. In order to participate in an accreditation survey event Surveyors must possess the following attributes:


1. Necessary background/experience


2. Appropriate training


3. Maintenance of currency of Surveyor status


[bookmark: _Toc434828561]SCOPE


This Policy relates to all NT Prevocational Accreditation Surveyors. Surveyors are recruited and trained annually and/or when required.


[bookmark: _Toc434828562]POLICY STATEMENT


1. 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. DCTs


d. MEOs


e. DMS/Medical Superintendent


f. NT Prevocational Accreditation staff and/or Accreditation Manager


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


2. The Surveyor Selection Process must be completed. To be appointed as a Surveyor the applicant must agree to comply with the Surveyor Position Description and Code of Conduct


3. A Survey Team must consist of:


a. At least three and usually no more than 5 Surveyors for a Full Survey Visit, one of which must be a junior doctor, or


b. At least two Surveyors for a Rural Hospital, General Practice or New, Offsite Unit or Modified Unit Survey,  one of which must be a junior doctor


4. A Surveyor must undergo the following training prior to his/her first Survey:


a. Surveyor Training Workshop (which must include orientation to NT Prevocational Accreditation Policies and Processes, and Surveyor Code of Conduct)


b. Where possible observation of at least one Full Survey Visit (to reinforce the Surveyor training by observing experienced Surveyors at work).
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5. In order to maintain his/her currency and status as a NT Prevocational Accreditation Surveyor a Surveyor must:


a. Attend a Surveyor Refresher Training Workshop at least every three years, and


b. Complete one preferably two Accreditation Survey events per annum (or one Survey Visit event and at least one desktop Paper Based Survey event). This requirement may be waived at the discretion of the Chair of the Prevocational Accreditation Committee.


6. Where Surveyor currency is deemed to have lapsed, a Surveyor must either attend a:


a. Surveyor Refresher Training Workshop, or


b. Survey Visit as an observer


7. Every Accreditation Visit event must have an appropriately trained Survey Team Coordinator/Leader


8. In order to ensure release of Surveyors for Accreditation events, without undue burden on any one health service, the NT Prevocational Accreditation Committee will:


a. Request advance confirmation of release of Surveyors and Survey Team Coordinators for scheduled Survey events during the forthcoming year from Health service DMSs (or equivalent)


b. Work towards ensuring that Surveyors and Survey Team Coordinators are equitably drawn upon across NT health services


c. Confirm availability with Surveyors and Survey Team Coordinators and their release


9. A Survey Team Coordinator must:


a. Have completed at least two Full Survey Visits (which may include experience in another domain e.g. ACHS, AMC, Colleges or other PMC etc.)


b. Be nominated by NT Prevocational Accreditation Committee according to the Survey Team Coordinator Selection Process


c. Be from any of the Surveyor backgrounds listed in this Policy


d. Attend the Survey Team Coordinator Training Workshop prior to becoming a Survey Team Coordinator and


e. Complete at least one Survey event (which must be as a Survey Team Coordinator) per annum to maintain his/her currency as a Survey Team Coordinator


10. The Survey Team Coordinator must provide all the Surveyors in his/her Survey Team with feedback within one month of the accreditation survey event using the Accreditation Evaluation Process


11. The Survey Team Coordinator is responsible for fulfilling the duties listed in the Survey Team Coordinator Position Description (PD) including:


a. The organisation a Pre Survey Meeting with his/her Surveyors to allocate roles and responsibilities, and


b. Chair the Summation Conference at the conclusion of a Visit survey event


c. The collation and final edit of the Accreditation Survey Event Report prior to submitting to NT Prevocational Accreditation Panel.


NT Accreditation support staff will facilitate these activities.


12. A Survey Team may be divided into Sub-Teams to facilitate accreditation of multiple units. Where a Sub-Team is formed, a Survey Sub-Team Leader will be allocated by NT Prevocational Accreditation Committee.


13. METC will provide the following honorariums to non NTG employees for their services to prevocational accreditation survey events:


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


b. $700 per day for consultants and career medical officers 


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


[bookmark: _Toc195346334][bookmark: _Toc196144895][bookmark: _Toc196799292]In addition METC will provide survey team leaders a $350 honorarium for survey event report writing.
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DCT – Directors of Clinical Training (DCTs) are medical practitioners appointed in each health service to support the training of junior doctors. The DCT has a responsibility to assess the strengths and weaknesses in the health services General Clinical Education and Training Program and to rectify or modify the program where needed. DCTs (or Directors of Medical Services (DMSs)) are responsible for reporting on the assessment and suitability of PGY1 and AMC candidates on probationary or provisional registration. DCTs are the Internship nominee as specified in the Medical Board of Australia’s Registration standard


DMS (or equivalent) – is the medical practitioner who leads each health services medical administration.


Health service – The health service is the clinical setting within which junior doctor’s (PGY1 + 2) work and train. These organisations will usually be hospitals but may be health care centres or supervised practice locations in community settings which have met accreditation requirements for prevocational training.


MEO – is an experienced educationalist employed to assist the DCT in developing educational processes and procedures supportive of the PETP.


Prevocational Accreditation Report - The Accreditation Report is the formal written document prepared by the Survey Team following an Accreditation Survey event. It contains a written assessment of the Facility’s compliance against the Standards and provides recommendations for quality improvements. This Report contains a recommendation regarding the level and period of Accreditation to be awarded.


Surveyor – An individual trained in all aspects of the NT Prevocational Accreditation System who acts on behalf of Prevocational Accreditation Committee to either visit or undertake a desktop survey for a health service and assess its compliance with the Standards.


Survey Team Coordinator/Leader – A specially trained leader of the Survey Team, ultimately responsible for the writing, collation and review of the Accreditation Event Report to be presented to the NT Prevocational Accreditation Panel/Committee.


[bookmark: _Toc195346335][bookmark: _Toc196144896][bookmark: _Toc196799293]Survey Sub-Team Leader – A Survey Sub-Team Leader is an experienced Surveyor assigned to assist the Survey Team Coordinator/leader by leading a Sub-Team of the Survey Team. Each Survey Team consisting of four or more Surveyors will be divided into Sub-Teams in order to conduct the unit/staff interviews at a health service. The Survey Sub-Team Leader is responsible for the tasks outlined in the relevant Position Description.


[bookmark: _Toc434828564]SUPPORTING DOCUMENTATION


1. Accreditation Evaluation Process 


2. Surveyor Selection Process 


3. Survey Team Coordinator Selection Process 


4. Position Descriptions for Surveyors, Survey Team Coordinators and Survey Sub-Team Coordinators


5. Surveyor Guidelines – for NT Prevocational Accreditation Survey Events


[bookmark: _Toc195346301][bookmark: _Toc196144862][bookmark: _Toc196799259][bookmark: _Toc434828565]PERFORMANCE Measures/KPI


1. 100% of Surveyors used in NT Prevocational Survey events have the appropriate background, training and currency according to this Policy


2. 100% of all Survey Team Coordinators/Leaders used in NT Survey events have the appropriate background, training and currency according to this Policy


3. 100% of honorariums paid are in accordance with this Policy and Surveyor Guidelines





Policy Contact Officer: Prevocational Accreditation Administration Co-ordinator
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NEW SURVEYOR SELECTION PROCESS

PROCESS 5.2

Approved by PAC: Last Amended: 2015 Next Review: Sept 2016

RELATED POLICY

Surveyor Policy 5.4

PURPOSE

The following documentation outlines the process for selection of new METC Prevocational
Accreditation Surveyors.

SCOPE

Selection of Surveyors is undertaken annually and/or as required. This process relates to new
Surveyors only. Applicants for a Surveyor position must understand the Surveyor Position Description
and Code of Conduct.

DEFINITIONS

Surveyor — A Surveyor is an individual trained in all aspects of the NT Prevocational Accreditation
System who acts on behalf of NT Prevocational Accreditation Committee to visit a health service
training facility and assess its compliance with the NT Prevocational Accreditation Standards.

Survey Team — A Survey Team is a group of Surveyors chosen for their individual expertise to
undertake a Survey Visit of a NT health service training Facility.

Survey Team Coordinator/Leader — The Survey Team Coordinator/Leader is the trained leader of the
Survey Team, responsible with assistance from the Accreditation Manager and support staff for
managing the survey team and the writing, collation, and review of the Survey Event Accreditation
Report. The Survey Team Coordinator/Leader will present the survey event report to the NT
Prevocational Accreditation Panel (PAP).
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NEW SURVEYOR SELECTION PROCESS

PROCESS FLOWCHART

Surveyors

NT Accreditation Staff call for applications for Accreditation

Nominee to complete a NT Surveyor
application form and submit to NT
Accreditation Staff

A

The NT Accreditation Staff
determines if the application meets the
Surveyor requirements as outlined in the
Surveyor Policy

If the requirements for Surveyors are not
met NT Accreditation Staff will inform the
applicant in writing

If requirements are met the application
is forwarded to NT Accreditation Manager for
endorsement

Nominee is informed in writing and appropriate
Training is organised and implemented
according to the Surveyor Policy
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NEW SURVEYOR SELECTION PROCESS

PROCESS DESCRIPTION

This process should take no longer than one month from receipt of application to notification of
outcome:

1. NT Accreditation Staff either call for Expressions of Interest or receives a Surveyor
Application Form

2. A NT Surveyor Application Form (See Attachment 1) must be completed prior to
consideration of the request to be a surveyor.

3. NT Accreditation Staff receive the written application and determine if the application meets
the criteria as outlined in the Surveyor Policy (5.4)

4. If the application does not meet the necessary criteria as outlined in the Surveyor Policy, the
nominee will be notified in writing ( may be email)

5. If the application meets the necessary criteria as outlined in the Surveyor Policy, the
application is forwarded to Accreditation Manager for endorsement

6. Once the endorsement of Accreditation Manager has been received, the nominee is
informed in writing, and the appropriate training is organised according to the Surveyor
Policy

SUPPORTING DOCUMENTATION

1. Surveyor Policy 5.4

PERFORMANCE MEASURES/KPI

1. 100% of applications for Surveyors are managed according to this Process.

Process Contact Officer: Prevocational Accreditation Administration Co-ordinator
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NEW SURVEYOR SELECTION PROCESS

ATTACHMENT 1

NEW SURVEYOR NOMINATION FORM

Thank you for your interest in becoming an NT Accreditation Surveyor. Please take the time to
complete this application form and return to the NT Accreditation Manager. Should you be successful
in being chosen for a Survey Team, you will be provided a letter/email of support to assist your
application to your work place supervisor to facilitate your participation in this activity.

Title:

Name:

Position:

Employer:

Phone: Fax:
Mobile: Email:
Mailing address:

Stakeholder type (please tick all that apply):

[ ] Junior medical staff (Intern-Registrar) [ ] Senior medical staff

[ ] DMS/E/Med Super (or equivalent) [] bcT

] MEO [ ] Medical Services/Workforce Manager

[ ] General Practitioner [] Retired Medical Practitioner (less than 5 years)

[ ] oOther (please specify):

Relevant background/experience: (please state your relevant background/experience to support your application)

Please outline briefly why you are interested in becoming a Prevocational Accreditation Surveyor in the
NT:

Nominee’s Name and Signature:

Director/DMS/E’s Name and Signature
in support of the Application:
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RELATED POLICY


Surveyor Policy 5.4


[bookmark: _Toc195346376][bookmark: _Toc196144937]PURPOSE


[bookmark: _Toc195346377][bookmark: _Toc196144938]The following documentation outlines the process for selection of new METC Prevocational Accreditation Surveyors.


SCOPE


[bookmark: _Toc195346378][bookmark: _Toc196144939]Selection of Surveyors is undertaken annually and/or as required. This process relates to new Surveyors only. Applicants for a Surveyor position must understand the Surveyor Position Description and Code of Conduct.


DEFINITIONS


[bookmark: _Toc195346379][bookmark: _Toc196144940]Surveyor – A Surveyor is an individual trained in all aspects of the NT Prevocational Accreditation System who acts on behalf of NT Prevocational Accreditation Committee to visit a health service training facility and assess its compliance with the NT Prevocational Accreditation Standards.


Survey Team – A Survey Team is a group of Surveyors chosen for their individual expertise to undertake a Survey Visit of a NT health service training Facility.


Survey Team Coordinator/Leader – The Survey Team Coordinator/Leader is the trained leader of the Survey Team, responsible with assistance from the Accreditation Manager and support staff for managing the survey team and the writing, collation, and review of the Survey Event Accreditation Report. The Survey Team Coordinator/Leader will present the survey event report to the NT Prevocational Accreditation Panel (PAP).
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[bookmark: _Toc195346380][bookmark: _Toc196144941]


[bookmark: _GoBack]


Process Description


[bookmark: _Toc195346381][bookmark: _Toc196144942]This process should take no longer than one month from receipt of application to notification of outcome:


1. NT Accreditation Staff either call for Expressions of Interest or receives a Surveyor Application Form


2. A NT Surveyor Application Form (See Attachment 1) must be completed prior to consideration of the request to be a surveyor.


3. NT Accreditation Staff receive the written application and determine if the application meets the criteria as outlined in the Surveyor Policy (5.4)


4. If the application does not meet the necessary criteria as outlined in the Surveyor Policy, the nominee will be notified in writing  ( may be email)


5. If the application meets the necessary criteria as outlined in the Surveyor Policy, the application is forwarded to Accreditation Manager for endorsement


6. Once the endorsement of Accreditation Manager has been received, the nominee is informed in writing, and the appropriate training is organised according to the Surveyor Policy


SUPPORTING DOCUMENTATION


1. [bookmark: _Toc195346382][bookmark: _Toc196144943]Surveyor Policy  5.4


PERFORMANCE MEASURES/KPI


1. 100% of applications for Surveyors are managed according to this Process.








[bookmark: _Toc196144952][bookmark: _Toc202076652][bookmark: _Toc202593792][bookmark: _Toc202595014][bookmark: _Toc202595508]Process Contact Officer: Prevocational Accreditation Administration Co-ordinator






aTTACHMENT 1


NEW SURVEYOR NOMINATION FORM


Thank you for your interest in becoming an NT Accreditation Surveyor. Please take the time to complete this application form and return to the NT Accreditation Manager. Should you be successful in being chosen for a Survey Team, you will be provided a letter/email of support to assist your application to your work place supervisor to facilitate your participation in this activity.


Title: 


Name: 


Position: 


Employer: 


Phone:	Fax: 


Mobile:	Email: 


Mailing address:


Stakeholder type (please tick all that apply):


|_|  Junior medical staff (Intern-Registrar) 	|_|  Senior medical staff


|_|  DMS/E/Med Super (or equivalent)	|_|  DCT


|_|  MEO	|_|  Medical Services/Workforce Manager


|_|  General Practitioner		|_|  Retired Medical Practitioner (less than 5 years)


|_|  Other (please specify):


			Nominee’s Name and Signature:


			





			Director/DMS/E’s Name and Signature 


in support of the Application:


			








Relevant background/experience: (please state your relevant background/experience to support your application)





Please outline briefly why you are interested in becoming a Prevocational Accreditation Surveyor in the NT:
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ACCREDITATION EVALUATION PROCESS

PROCESS 2.8

Approved by PAC: Last Amended: 2015 Next Review: Sept 2016

RELATED POLICY

Accreditation Policy 1.1

PURPOSE

The following documentation outlines the process for provision of feedback to all those involved in a
specific Accreditation Visit.

SCOPE

This process applies to every Full Survey, Self-Assessment Survey, Paper Based Survey and
New/Offsite Unit Survey event undertaken by the Prevocational Accreditation Committee Survey
Teams. Feedback is received from and provided to:

The health service staff involved in the Accreditation Survey Visit
The Surveyors
The Survey Team Coordinator

Qa 0 T o

Prevocational Accreditation Committee (PAC) through the Prevocational Accreditation Panel
(PAP)

The evaluation process is to be completed within one month of the Survey Visit. This Evaluation
Process is a part of the continuous quality improvement cycle which assists PAC to monitor their
performance and that of their Survey Event Teams, and inform future training programs. The PAC
intends that this Evaluation Process be constructive and collegial.

DEFINITIONS

Evaluation — Evaluation is to judge or calculate the quality, importance, amount or value of
something. In this case the evaluation is to judge the quality of the survey event processes from a
number of contexts including the conduct of survey team members and coordinator/Leader.

Health Service (lower case) — The health service is the institution or clinical setting within which
Interns work and train. These organisations will usually be hospitals but may be health care centres
or supervised practice locations in community settings which have met Accreditation requirements
for prevocational doctor training.

Surveyor — A Surveyor is an individual trained in all aspects of the NT Prevocational Accreditation
System who acts on behalf of NT Prevocational Accreditation Committee to visit a health service
training facility and assess its compliance with the NT Prevocational Accreditation Standards.
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ACCREDITATION EVALUATION PROCESS

Survey Team — A Survey Team is a group of Surveyors chosen for their individual expertise to
undertake a Survey Visit of a NT health service training facility.

Survey Team Coordinator/Leader — The Survey Team Coordinator/Leader is the trained leader of the
Survey Team, responsible with assistance from the Accreditation Manager and support staff for
managing the survey team and the writing, collation, and review of the Survey Event Accreditation
Report. The Survey Team Coordinator/Leader presents the survey event report to the NT
Prevocational Accreditation Panel (PAP).
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ACCREDITATION EVALUATION PROCESS =

PROCESS FLOWCHART

HEALTH SERVICE FEEDBACK

Within one month of a survey visit the following are to complete and submit their online
evaluation:

1. The health service
2. The Survey Team (Surveyors, Sub-Team Leaders and Team Coordinators)
3. Prevocational Accreditation staff

A

Accreditation Manager provides collated feedback in
writing to:

1. Survey Team Coordinator/Survey Team

2. PAPand PAC

v

The Survey Team Coordinator and the
health service staff have a right of reply to
feedback given

Where disagreements persist the matter
is referred to METC Director and a
mediation process will be followed

4

SURVEYOR FEEDBACK

Survey Team Coordinator/Leader
provides each Surveyor with constructive
written and verbal feedback

Surveyor accepts feedback and returns it Surveyor puts their concerns/comments in
to Accreditation staff signed for filing. writing regarding their feedback offered to
(Copy is kept by surveyor) Accreditation Manager who determines if it

needs to go onto PAP/PAC

L N

Accreditation Manager notes the Accreditation Manager progresses
concern on file and manages concern the complaint through the PAP/PAC
determines if PAP/PAC needs to be and where necessary through the NT
involved in mediation DoH mediation process if necessary
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ACCREDITATION EVALUATION PROCESS

PROCESS DESCRIPTION

1. Within one week of a Survey Visit, the Prevocational Accreditation staff shall distribute an
email link to the online Survey Evaluation tool to the following:

The health service (DMS, DCT, MEO and other staff involved in the survey event)
The Surveyors

The Survey Team Coordinator

d. Accreditation staff involved in the survey event

o oo

2. Within one month of a Survey event visit, the following are to complete and submit their
respective feedback to Prevocational Accreditation staff:

a. The health service (online evaluation)

b. The Surveyors (online evaluation)

c. The Survey Team Coordinator (online evaluation)

d. Accreditation staff involved in the survey event (online evaluation)

3. Accreditation staff are to compile the feedback and return the collated feedback to:

a. Accreditation Manager
b. The Survey Team Coordinator
c. PAP/PAC

4. Both the health service delegate and the Survey Team Coordinator have right of reply and
should do so in writing to Prevocational Accreditation Manager. Where an ongoing
disagreement is evident, the matter is referred to the Director of METC. Mediation can be
arranged when necessary.

5. The Survey Team Coordinator must complete a Surveyor Feedback Form (see attached form)
for each individual Surveyor and provide this verbally and in writing to the Surveyor.

6. The Surveyor;
a. signsthe form as sighted, returning it to the Accreditation Team for filing, or
b. provides a written response to the feedback received to Accreditation Manager

7. Accreditation Manager either:

a. Notes the concern on file, determines if PAP/PAC need to be involved in mediation
or
b. Progresses the concern to higher mediation through the METC Director.

SUPPORTING DOCUMENTATION

1. Accreditation Policy 1.1

PERFORMANCE MEASURES/KPI

1. 100% of Feedback is conducted according to the Process

Process Contact Officer: Prevocational Accreditation Administration Co-ordinator
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ACCREDITATION EVALUATION PROCESS b

ATTACHMENT 1

SURVEY TEAM COORDINATOR/LEADER FEEDBACK-INDIVIDUAL SURVEYORS

(To be completed by the Survey Team Coordinator/Leader on each Surveyor in the team)

Please provide this information to each of the Surveyors within your team within one month of the Survey
Event. You should complete one form for each individual Surveyor. You should discuss the contents of
this questionnaire with the individual Surveyor. The Surveyor needs to return this signed form to
Accreditation Manager for collation. Information regarding individual Surveyors will only be provided to
that Surveyor.

Survey Event Details

Health service/Training facility:

Survey Event Date/s:

Survey type: Full Survey |:| Self-Assessment Survey |:| QAP stages 1 or 2 Survey |:|

New/Offsite Unit/Change of Status Survey |:|
Survey Team Coordinator/Leader Name:

Surveyor Name:

Rate the Surveyor’s performance for each of the . L L Very
. L N/A Dissatisfied Satisfied o
following criteria: Satisfied

a. Preparation for the Pre Survey meeting

b. Performance as a Survey Team member

c. Use of questioning techniques to effectively
elucidate information and seek clarification of
Self-Assessment information (if applicable)

d. Conduct during the Survey Visit

e. Knowledge of Standards and Criteria

f. Appropriate triangulation of health service
Evidence

g. Demonstration of unbiased Surveying

h. Participation in the Summation Conference (if
applicable)
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ACCREDITATION EVALUATION PROCESS

Please provide any additional feedback/comments:

PRIVACY STATEMENT

In collecting this information, PAC will use it for the purposes of supplying services. Information will
be kept confidential and not disclosed to any persons other than Prevocational Accreditation staff
who require it for the purposes intended.

Prevocational Accreditation staff is always willing to provide further information. Changes to the
status of personal information provided i.e. inaccurate information, withdrawal of information from
spreadsheet/data bases etc. can be made by contacting accreditation staff, (08) 8999 2836 or email
via our generic email account METC.DoH@nt.gov.au .

Your Name (please print) Title

Signature Date

Thank you. Your feedback it is valued and appreciated.

Please send your completed form to: Medical Education and Training Centre
PO Box 40596
CASUARINA
NT 0811
Phone (08) 8999 2836
OR
Scan and email to: METC@nt.gov.au

Office Use Only

Date

Initials
completed

Enter in Spreadsheet/Database

Actioned by Accreditation Manager

Sent for filing

Adapted from the ACHS Individual Surveyor Feedback on Survey questionnaire 2005, and PMCV Facility Feedback Questionnaire 2007
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RELATED POLICY


Accreditation Policy 1.1


[bookmark: _Toc195346376][bookmark: _Toc196144937]PURPOSE


The following documentation outlines the process for provision of feedback to all those involved in a specific Accreditation Visit.


[bookmark: _Toc195346377][bookmark: _Toc196144938]SCOPE


This process applies to every Full Survey, Self-Assessment Survey, Paper Based Survey and New/Offsite Unit Survey event undertaken by the Prevocational Accreditation Committee Survey Teams. Feedback is received from and provided to:


a. The health service staff involved in the Accreditation Survey Visit


b. The Surveyors


c. The Survey Team Coordinator


d. Prevocational Accreditation Committee (PAC) through the Prevocational Accreditation Panel (PAP)


The evaluation process is to be completed within one month of the Survey Visit. This Evaluation Process is a part of the continuous quality improvement cycle which assists PAC to monitor their performance and that of their Survey Event Teams, and inform future training programs. The PAC intends that this Evaluation Process be constructive and collegial. 


[bookmark: _Toc195346378][bookmark: _Toc196144939]DEFINITIONS


Evaluation – Evaluation is to judge or calculate the quality, importance, amount or value of something. In this case the evaluation is to judge the quality of the survey event processes from a number of contexts including the conduct of survey team members and coordinator/Leader.


Health Service (lower case) – The health service is the institution or clinical setting within which Interns work and train. These organisations will usually be hospitals but may be health care centres or supervised practice locations in community settings which have met Accreditation requirements for prevocational doctor training.


[bookmark: _Toc195346379][bookmark: _Toc196144940]Surveyor – A Surveyor is an individual trained in all aspects of the NT Prevocational Accreditation System who acts on behalf of NT Prevocational Accreditation Committee to visit a health service training facility and assess its compliance with the NT Prevocational Accreditation Standards.


Survey Team – A Survey Team is a group of Surveyors chosen for their individual expertise to undertake a Survey Visit of a NT health service training facility.


Survey Team Coordinator/Leader – The Survey Team Coordinator/Leader is the trained leader of the Survey Team, responsible with assistance from the Accreditation Manager and support staff for managing the survey team and the writing, collation, and review of the Survey Event Accreditation Report. The Survey Team Coordinator/Leader presents the survey event report to the NT Prevocational Accreditation Panel (PAP).
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PROCESS FLOWCHART


HEALTH SERVICE Feedback


 Within one month of a survey visit the following are to complete and submit their online evaluation:


1. The health service


2. The Survey Team (Surveyors, Sub-Team Leaders and Team Coordinators)


3. Prevocational Accreditation staff























Accreditation Manager provides collated feedback in writing to:


1. Survey Team Coordinator/Survey Team


2. PAP and PAC

















The Survey Team Coordinator and the health service staff have a right of reply to feedback given 


Where disagreements persist the matter is referred to METC Director and a mediation process will be followed




















Surveyor Feedback  


Surveyor puts their concerns/comments in writing regarding their feedback offered to Accreditation Manager who determines if it needs to go onto PAP/PAC


Accreditation Manager notes the concern on file and manages concern determines if PAP/PAC needs to be involved in mediation


Accreditation Manager progresses the complaint through the PAP/PAC and where necessary through the NT DoH mediation process if necessary


Survey Team Coordinator/Leader provides each Surveyor with constructive written and verbal feedback


Surveyor accepts feedback and returns it to Accreditation staff signed for filing. (Copy is kept by surveyor)
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[bookmark: _Toc195346380][bookmark: _Toc196144941]Process Description


1. Within one week of a Survey Visit, the Prevocational Accreditation staff shall distribute an email link to the online Survey Evaluation tool to the following:


a. The health service (DMS, DCT, MEO and other staff involved in the survey event)


b. The Surveyors


c. The Survey Team Coordinator


d. Accreditation staff involved in the survey event 


2. Within one month of a Survey event visit, the following are to complete and submit their respective feedback to Prevocational Accreditation staff:


a. The health service (online evaluation)


b. The Surveyors (online evaluation)


c. The Survey Team Coordinator (online evaluation)


d. Accreditation staff involved in the survey event (online evaluation) 


3. Accreditation staff are to compile the feedback and return the collated feedback to:


a. Accreditation Manager


b. The Survey Team Coordinator


c. PAP/PAC


4. Both the health service delegate and the Survey Team Coordinator have right of reply and should do so in writing to Prevocational Accreditation Manager. Where an ongoing disagreement is evident, the matter is referred to the Director of METC. Mediation can be arranged when necessary.


5. The Survey Team Coordinator must complete a Surveyor Feedback Form (see attached form) for each individual Surveyor and provide this verbally and in writing to the Surveyor.


6. The Surveyor;


a.  signs the form as sighted, returning it to the Accreditation Team for filing, or


b. provides a written response to the feedback received to Accreditation Manager


7. Accreditation Manager either:


a. Notes the concern on file, determines if PAP/PAC need to be involved in mediation or


b. Progresses the concern to higher mediation through the METC Director.


[bookmark: _Toc195346381][bookmark: _Toc196144942]SUPPORTING DOCUMENTATION


1. Accreditation Policy 1.1


[bookmark: _Toc195346382][bookmark: _Toc196144943]PERFORMANCE MEASURES/KPI


1. 100% of Feedback is conducted according to the Process








[bookmark: _Toc196144952][bookmark: _Toc202076652][bookmark: _Toc202593792][bookmark: _Toc202595014][bookmark: _Toc202595508]Process Contact Officer: Prevocational Accreditation Administration Co-ordinator



ATTACHMENT 1 


SURVEY TEAM COORDINATOR/LEADER FEEDBACK-INDIVIDUAL SURVEYORS 





 (To be completed by the Survey Team Coordinator/Leader on each Surveyor in the team)


[bookmark: _GoBack]Please provide this information to each of the Surveyors within your team within one month of the Survey Event.  You should complete one form for each individual Surveyor. You should discuss the contents of this questionnaire with the individual Surveyor. The Surveyor needs to return this signed form to Accreditation Manager for collation. Information regarding individual Surveyors will only be provided to that Surveyor.Survey Event Details 


Health service/Training facility:


Survey Event Date/s:


Survey type:  Full Survey     [image: ]	   Self-Assessment Survey	[image: ]  	      QAP stages 1 or 2 Survey	[image: ]  


New/Offsite Unit/Change of Status Survey    [image: ]


Survey Team Coordinator/Leader Name:


Surveyor Name: ____________________________________________________________________


 











			Rate the Surveyor’s performance for each of the following criteria: 


			N/A


			Dissatisfied


			Satisfied


			Very Satisfied





			a. Preparation for the Pre Survey meeting


			


			


			


			





			b. Performance as a Survey Team member


			


			


			


			





			c. Use of questioning techniques to effectively elucidate information and seek clarification of Self-Assessment information (if applicable)


			


			


			


			





			d. Conduct during  the Survey Visit 


			


			


			


			





			e. Knowledge of Standards and Criteria


			


			


			


			





			f. Appropriate triangulation of health service Evidence 


			


			


			


			





			g. Demonstration of unbiased Surveying


			


			


			


			





			h. Participation in the Summation Conference (if applicable)


			


			


			


			


























			Please provide any additional feedback/comments:





























privacy statement


In collecting this information, PAC will use it for the purposes of supplying services. Information will be kept confidential and not disclosed to any persons other than Prevocational Accreditation staff who require it for the purposes intended.


Prevocational Accreditation staff is always willing to provide further information. Changes to the status of personal information provided i.e. inaccurate information, withdrawal of information from spreadsheet/data bases etc. can be made by contacting accreditation staff, (08) 8999 2836 or email via our generic email account METC.DoH@nt.gov.au .


Your Name (please print) _________________________________Title ________________________


Signature _____________________________________________Date ________________________


Thank you. Your feedback it is valued and appreciated.


Please send your completed form to:	Medical Education and Training Centre


	PO Box 40596


	CASUARINA


	NT 0811


	Phone (08) 8999 2836  


	OR


 Scan and email to:	METC@nt.gov.au 








			Office Use Only





			


			Date completed


			Initials





			Enter in Spreadsheet/Database


			


			





			Actioned by Accreditation Manager


			


			





			Sent for filing


			


			








 


Adapted from the ACHS Individual Surveyor Feedback on Survey questionnaire 2005, and PMCV Facility Feedback Questionnaire 2007
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Example Surveyor Training Program.pdf
SURVEYOR TRAINING PROGRAM

By the end of the workshop participants will have:

1. Identified their role as a Surveyor on behalf of the NT Prevocational Accreditation Committee and the

Code of Conduct of Surveyors

2. Discussed the Accreditation Standards, Criteria and the essential evidence required to assess

compliance with each Standard

3. Practiced participating in a mock Pre Survey Visit planning meeting using sample Self-Assessment

Documentation

4. Practiced rating against Criteria using the mock Survey Documentation

5. Discussed conduct of interviews during a survey including questioning techniques

6. Analysed their role and responsibilities in regards to the reporting requirements for the Accreditation

Survey event

7. Practiced writing recommendations using the mock documentation provided

PROGRAM OUTLINE

Time Session Title Content
Registration, Coffee,
8.00-8.30 .
Networking
8.30-38.40 Introduction to workshop Outlm.e of activities and program
Establishment of group norms
Welcome on behalf of NT Prevocational
Accreditation Committee
Roles and Responsibilities Roles and Responsibilities of Survey Team members
8.40-9.10 of SUPVevOrs Code of Conduct of Surveyors
y Position Description and responsibilities
Conflict of interest
Relevant Policies and Procedures
What are the Standards?
9.10-9.30 Standards What are you looking for?
What is the baseline expectation?
Administration Aspects of How does Accreditation Support staff assist
9-30-9.45 Accreditation surveyors?
What can you do to assist?
Activity 1 - Accreditation Mock Pre Survey Meeting
9.45-11.15 Documentation o Sample self-assessment documentation is

Includes working Morning
Tea

provided for review by the Surveyors
o Group to work through guided questions

June 2015






Time Session Title Content
e Questioning techniques

11.15-12.00 Information Gathering « Conducting Interviews on a Survey Visit

« What is the role of the sub-team leader

o Rating scales and risk profile

12.00-12.30 Rating against Standards .
e Outcome Indicators

12.30-1.15 Lunch

1.15-2.30 Activity 2 — The Visit o Calibration exercise — practice using Rating Scales

2.30-3.15 Summation from Activity 2 * Compar}son of ratings
o Calibration Process for Surveyors

3.15-3.30 Afternoon Tea

e Report Writing Process

3.30-4.00 Report writin
P & « How to write a recommendation vs a comment

Summary of the day and completion of evaluation
questionnaire

4.00-4.30 Summation and Evaluation

June 2015






Sample Accreditation Cycle Schedule - ASH.pdf
SAMPLE

Alice Springs Hospital
Accreditation Survey Cycle 2015-2019

Phase Type of Survey Date Due
Last Full Accreditation Survey conducted 7" - 8™ July 2015
Cycle Accreditation Status expiry date 30 August 2015
commence
1 Quality Action Plan — Stage One 31 Mar 2016
2 Quality Action Plan — Stage Two 31 Mar 2017
3 Progress Report 30 Mar 2018
4 Self-Assessment Survey 29 Mar 2019
5 Full Accreditation Survey 2/3 July 2019
Cycle
completed
Accreditation Status expiry date 30 Sept 2019

SAMPLE






image9.emf
1.1_Acc_Policy.doc. pdf


1.1_Acc_Policy.doc.pdf
ACCREDITATION POLICY

POLICY 1.1

Approved by PAC: 2015 Last Amended: 2015 Next Review: Aug 2016

CONTEXT

The Medical Board of Australia (MBA) has delegated to the Northern Territory Prevocational
Accreditation Committee (NTPAC) responsibility for delivering outcomes of surveying of units, terms
and health services providing junior doctors with education and training to the MBA.

The aim of Accreditation is to ensure that each unit, term and health service provide junior doctors
with appropriate clinical experience, orientation, supervision, assessment, feedback and education.
In accredited units, terms and health services, junior doctors will achieve high standards in safe
practice, clinical knowledge, clinical skills and professional confidence becoming eligible for
unrestricted general registration with the MBA.

SCOPE

This policy relates to the Accreditation Processes implemented by NT Prevocational Accreditation
Committee for all health services offering junior doctor placements as outlined in the Medical Board
of Australia’s registration standards.

POLICY STATEMENT

1. All NT junior doctor Education and Training health services must be accredited by MBA
before a junior doctor is placed in that health service. Accreditation Processes will generally
be completed within five months of receipt of a completed application for Accreditation.

2. NT Prevocational Accreditation Processes will be conducted in a four-year cycle as outlined
in the NT Prevocational Accreditation Cycle document.

3. The NT Accrediting Authority will establish a Prevocational Accreditation Panel and a
Prevocational Accreditation Committee that will review and recommend the Accreditation
Status of health services to the MBA. The Prevocational Accreditation Panel and
Prevocational Accreditation Committee will have Terms of Reference outlining:

e Membership
e Term of Office
e Functions/Responsibilities
4. Prevocational Accreditation will be conducted by a Survey Team (refer to Surveyor Policy),
and will follow the relevant Accreditation Process, those processes include:
e  Full Survey Process
e New/Offsite Unit Survey Process
e Modified Unit Survey Process
e Quality Action Plan Process
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10.

11.

12.

13.

14.

15.

16.

17.

At the end of each Survey Visit, a Summation Debrief chaired by the Survey Team
Coordinator will be held with relevant staff from the health service. The aim of this is to
communicate and review major issues which are likely to appear in the Accreditation Report.
Paper Based Accreditation Surveys will be conducted by Surveyors, as outlined in the
Modified Unit Survey Process.
Accreditation will occur only if a health service:

e completes the required documentation within the timelines outlined in the

appropriate Survey Process, and
e Complies with the Standards and Criteria as outlined in the NT Prevocational
Accreditation Standards, Guidelines and Rating scale document.

Where documentation is received outside the timelines as outlined in the relevant process,
NT Prevocational Accreditation Committee may cancel the Survey Visit and rearrange
another Visit.
Applications for New/Offsite Unit Surveys should normally be made at the time of a Full
Survey. No New/Offsite Unit or Modified Unit Surveys will be conducted after 1 October of
that calendar year.
Feedback from a Survey will be provided in writing as a formal Report, including all
recommendations requiring action.
Accreditation Visits will be determined by the Prevocational Accreditation Committee within
the Prevocational Accreditation Cycle.
Any appeal against a decision will be managed according to the Appeals Policy and Process.
Health services will be notified of Accreditation Status following endorsement by the
NTBMBA. Ideally this will be within one month of the NTBMBA receiving the Prevocational
Accreditation Report.
NT Prevocational Accreditation Manager and the Committee must be immediately notified
when changes occur within any health service that could affect the Accreditation status of
that Health service or Unit (as outlined in the Notification of Change of Circumstance that
may affect Accreditation Status Process).
Where a Unit has been physically relocated to a new site, but retains the same governance,
casemix, patient numbers, and junior doctor supervision, the unit will be deemed to
maintain its current accreditation. Where the governance is retained and the equivalent
infrastructure is in place, however if changes are made with the relocation to casemix,
patient numbers or junior doctor supervision a modified unit survey will be required and
consideration will be given to Offsite Unit status.
NT Prevocational Accreditation Manager will store Accreditation documentation after any
Accreditation Process (both in electronic and hard copy) for a minimum of two full
Accreditation cycles (eight years).
Accreditation of an individual Unit will be deemed to have lapsed if a junior doctor has not
been placed in that Unit for a period of greater than two years since the Accreditation was
granted. Should this occur the Unit would require review and re-accreditation before a
junior doctor is again placed in that Unit. Health services will be required to notify NT
Prevocational Accreditation Committee at the time of their Progress Report, (Using the
Accreditation Matrix) details of previously accredited Units, and when they last had a junior
doctor placed into that unit (table that shows dates of intern/prevocational doctors rostered
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18.

19.

20.

21.

in each accredited Unit). If they have been without junior doctors for a period of time they
will need to state whether or not they are seeking re-accreditation for these Units.
The Accreditation Matrix outlines the maximum number of junior doctors that can be placed
in each Unit. Any Unit listed on the Matrix may be visited during a visit survey by the Survey
Team. Junior doctors must not be rostered to unaccredited Units. The Health service
Manager responsible for junior doctor education and training is required to sign off on the
Accreditation Matrix at the time of their Full Survey and ensure that this Matrix is
maintained unchanged unless a further application is made to Prevocational Accreditation
Committee for additional Units. Allocation sheets and rosters must reflect the names of
units/terms used within the Matrix for easy cross referencing. Units within the Matrix must
be referred to by a general descriptor rather than an individual doctor’s name e.g. Gastro A
instead of Dr Smith’s Gastro Unit. The Matrix must include PGY2 numbers where
Accreditation status is being sought for PGY2 places. Offsite Units need to be highlighted on
the matrix.
Whilst Prevocational Accreditation Committee has responsibility for the Accreditation of all
prevocational doctor placements, for PGY1 junior doctor placements, there are times the
recommendation for Accreditation is based on the presence or absence of a PGY2 junior
doctors. In this instance this will be clearly indicated within the Accreditation Report and on
the health service Matrix.
Where a potential breach of an accreditation standard is brought to the attention of
Prevocational Accreditation Committee at any point in the accreditation cycle, the
Prevocational Accreditation Committee will review the information provided and determine
what actions if any are required according to the notification of a Potential Breach of
Accreditation Process.
A 360 degree evaluation process is employed by Prevocational Accreditation Committee.
This process seeks feedback from:
e The health service commenting on the Survey Team and Prevocational Accreditation
Panel’s administration of the Accreditation Process
e The Survey Team commenting on the health service and Prevocational Accreditation
Panel’s administration of the Accreditation Process, and
e Prevocational Accreditation Panel’s commenting on the health service and the
Survey Team’s compliance with Accreditation Processes.

A collated Feedback Report is tabled at the next scheduled Prevocational Accreditation Committee’s

Meeting.

DEFINITIONS

Accreditation - Accreditation is a process by which Prevocational Accreditation Committee evaluates

a program against pre-determined Criteria or Standards (Cleary, 1995). In this context, it refers to

the evaluation of junior doctor Education and Training Programs.

Accreditation System - The Accreditation System is a framework of principles, policies, processes

and procedures undertaken by Prevocational Accreditation Committee, that occur over time, with

the specific aim of establishing a health service’s ability to adequately, within a quality framework,
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implement the training of prevocational (junior) doctors, and hence be bestowed Accreditation
status by the Medical Board of Australia (MBA).

Prevocational Accreditation Committee - The Accreditation Committee deals with the policies,
processes and procedures of Accreditation. This Committee reviews Reports from Prevocational
Accreditation Panel and the Accreditation Survey Teams and makes recommendations to the MBA
on these Reports. The Committee is comprised of a variety of stakeholders as outlined in their Terms
of Reference.

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

Prevocational Accreditation Processes - The Accreditation System is comprised of a number of
Accreditation Processes that describe "what happens", and usually involves multiple stakeholders to
complete at different stages within the Accreditation Process. A process includes a diagrammatic
flowchart representation of each step within the Accreditation Process.

Prevocational Accreditation Report - The Accreditation Report is the formal written document
prepared by the Survey Team following an Accreditation Survey event. It contains a written
assessment of the health service’s compliance against the Standards and provides recommendations
for quality improvements. This Report contains a recommendation regarding the level and period of
Accreditation to be awarded.

Health service - The health service is the institution or clinical setting within which junior doctor’s
work and train. These organisations will usually be hospitals but may be health care centres or
supervised practice locations in community settings that have met Accreditation requirements for
junior doctor training.

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.

Health service Manager - is the person employed to accept ultimate responsibility for
administration of all staff at the health service. Non-NT Department of Health, health services need
to indicate the health service Manager at the time of application for Accreditation.

Intern — Is a Medical Officer in the first postgraduate year (PGY1) of clinical experience with
conditional registration.

Junior Doctors — Include

e doctors in their Postgraduate Year 1 (PGY1/Internship);
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e Postgraduate Year 2 (PGY2/RMO), and above who have obtained full registration and where
the junior doctor is not studying through a vocational college program; and

e includes Australian resident overseas-trained doctors on probationary registration.

Surveyor - A Surveyor is an individual trained in all aspects of the NT Prevocational Accreditation
System who acts on behalf of NT Prevocational Accreditation Committee to visit a health service or
undertake a desktop survey to assess its compliance with the Standards.

SUPPORTING DOCUMENTATION

Full Survey - Process Ref No: 2.3

Quality Action Plans and Periodic Survey - Process Ref No: 2.6

New Unit Survey - Process Ref No: 2.5

Appeals - Policy Ref No: 1.2

Modified Unit Survey - Process Ref No: 2.4

Prevocational Accreditation Committee and Panel Terms of Reference

Prevocational Accreditation Cycle - Part One — pg. v

Notification of Change of Circumstances that may affect Accreditation Status — Process Ref
No: 2.10

©® N U A WNR

PERFORMANCE MEASURES/KPI

1. 100% of Prevocational Accreditation Survey events implemented according to this Policy
2. 100% of all notified breaches of Prevocational Accreditation Standards managed according
to this Policy

Policy Contact Officer: Prevocational Accreditation Administration Co-ordinator
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CONTEXT


The Medical Board of Australia (MBA) has delegated to the Northern Territory Prevocational Accreditation Committee (NTPAC) responsibility for delivering outcomes of surveying of units, terms and health services providing junior doctors with education and training to the MBA.


The aim of Accreditation is to ensure that each unit, term and health service provide junior doctors with appropriate clinical experience, orientation, supervision, assessment, feedback and education. In accredited units, terms and health services, junior doctors will achieve high standards in safe practice, clinical knowledge, clinical skills and professional confidence becoming eligible for unrestricted general registration with the MBA.


[bookmark: _Toc434828561]SCOPE


This policy relates to the Accreditation Processes implemented by NT Prevocational Accreditation Committee for all health services offering junior doctor placements as outlined in the Medical Board of Australia’s registration standards.


[bookmark: _Toc434828562]POLICY STATEMENT


1. All NT junior doctor Education and Training health services must be accredited by MBA before a junior doctor is placed in that health service. Accreditation Processes will generally be completed within five months of receipt of a completed application for Accreditation.


2. NT Prevocational Accreditation Processes will be conducted in a four-year cycle as outlined in the NT Prevocational Accreditation Cycle document.


3. The NT Accrediting Authority will establish a Prevocational Accreditation Panel and a Prevocational Accreditation Committee that will review and recommend the Accreditation Status of health services to the MBA. The Prevocational Accreditation Panel and Prevocational Accreditation Committee will have Terms of Reference outlining:


· Membership


· Term of Office


· Functions/Responsibilities


4. Prevocational Accreditation will be conducted by a Survey Team (refer to Surveyor Policy), and will follow the relevant Accreditation Process, those processes include: 


· Full Survey Process


· New/Offsite Unit Survey Process


· Modified Unit Survey Process 


· Quality Action Plan Process








5. At the end of each Survey Visit, a Summation Debrief chaired by the Survey Team Coordinator will be held with relevant staff from the health service. The aim of this is to communicate and review major issues which are likely to appear in the Accreditation Report.


6. Paper Based Accreditation Surveys will be conducted by Surveyors, as outlined in the Modified Unit Survey Process.


7. Accreditation will occur only if a health service:


· completes the required documentation within the timelines outlined in the appropriate Survey Process, and


· Complies with the Standards and Criteria as outlined in the NT Prevocational Accreditation Standards, Guidelines and Rating scale document.


8. Where documentation is received outside the timelines as outlined in the relevant process, NT Prevocational Accreditation Committee may cancel the Survey Visit and rearrange another Visit.


9. Applications for New/Offsite Unit Surveys should normally be made at the time of a Full Survey. No New/Offsite Unit or Modified Unit Surveys will be conducted after 1 October of that calendar year.


10. Feedback from a Survey will be provided in writing as a formal Report, including all recommendations requiring action.


11. Accreditation Visits will be determined by the Prevocational Accreditation Committee within the Prevocational Accreditation Cycle.


12. Any appeal against a decision will be managed according to the Appeals Policy and Process.


13. Health services will be notified of Accreditation Status following endorsement by the NTBMBA. Ideally this will be within one month of the NTBMBA receiving the Prevocational Accreditation Report.


14. NT Prevocational Accreditation Manager and the Committee must be immediately notified when changes occur within any health service that could affect the Accreditation status of that Health service or Unit (as outlined in the Notification of Change of Circumstance that may affect Accreditation Status Process).


15. Where a Unit has been physically relocated to a new site, but retains the same governance, casemix, patient numbers, and junior doctor supervision, the unit will be deemed to maintain its current accreditation.  Where the governance is retained and the equivalent infrastructure is in place, however if changes are made with the relocation to casemix, patient numbers or junior doctor supervision a modified unit survey will be required and consideration will be given to Offsite Unit status.


16. NT Prevocational Accreditation Manager will store Accreditation documentation after any Accreditation Process (both in electronic and hard copy) for a minimum of two full Accreditation cycles (eight years).


17. Accreditation of an individual Unit will be deemed to have lapsed if a junior doctor has not been placed in that Unit for a period of greater than two years since the Accreditation was granted. Should this occur the Unit would require review and re-accreditation before a junior doctor is again placed in that Unit. Health services will be required to notify NT Prevocational Accreditation Committee at the time of their Progress Report, (Using the Accreditation Matrix) details of previously accredited Units, and when they last had a junior doctor placed into that unit (table that shows dates of intern/prevocational doctors rostered in each accredited Unit). If they have been without junior doctors for a period of time they will need to state whether or not they are seeking re-accreditation for these Units.


18. The Accreditation Matrix outlines the maximum number of junior doctors that can be placed in each Unit. Any Unit listed on the Matrix may be visited during a visit survey by the Survey Team. Junior doctors must not be rostered to unaccredited Units. The Health service Manager responsible for junior doctor education and training is required to sign off on the Accreditation Matrix at the time of their Full Survey and ensure that this Matrix is maintained unchanged unless a further application is made to Prevocational Accreditation Committee for additional Units. Allocation sheets and rosters must reflect the names of units/terms used within the Matrix for easy cross referencing. Units within the Matrix must be referred to by a general descriptor rather than an individual doctor’s name e.g. Gastro A instead of Dr Smith’s Gastro Unit. The Matrix must include PGY2 numbers where Accreditation status is being sought for PGY2 places. Offsite Units need to be highlighted on the matrix.


19. Whilst Prevocational Accreditation Committee has responsibility for the Accreditation of all prevocational doctor placements, for PGY1 junior doctor placements, there are times the recommendation for Accreditation is based on the presence or absence of a PGY2 junior doctors. In this instance this will be clearly indicated within the Accreditation Report and on the health service Matrix.


20. Where a potential breach of an accreditation standard is brought to the attention of Prevocational Accreditation Committee at any point in the accreditation cycle, the Prevocational Accreditation Committee will review the information provided and determine what actions if any are required according to the notification of a Potential Breach of Accreditation Process.


21. A 360 degree evaluation process is employed by Prevocational Accreditation Committee. This process seeks feedback from:


· The health service commenting on the Survey Team and Prevocational Accreditation Panel’s administration of the Accreditation Process


· The Survey Team commenting on the health service and Prevocational Accreditation Panel’s administration of the Accreditation Process, and


· Prevocational Accreditation Panel’s commenting on the health service and the Survey Team’s compliance with Accreditation Processes.


A collated Feedback Report is tabled at the next scheduled Prevocational Accreditation Committee’s Meeting.


[bookmark: _Toc195346299][bookmark: _Toc196144860][bookmark: _Toc196799257][bookmark: _Toc434828563]DEFINITIONS


Accreditation - Accreditation is a process by which Prevocational Accreditation Committee evaluates a program against pre-determined Criteria or Standards (Cleary, 1995). In this context, it refers to the evaluation of junior doctor Education and Training Programs.


Accreditation System - The Accreditation System is a framework of principles, policies, processes and procedures undertaken by Prevocational Accreditation Committee, that occur over time, with the specific aim of establishing a health service’s ability to adequately, within a quality framework, implement the training of prevocational (junior) doctors, and hence be bestowed Accreditation status by the Medical Board of Australia (MBA).


Prevocational Accreditation Committee - The Accreditation Committee deals with the policies, processes and procedures of Accreditation. This Committee reviews Reports from Prevocational Accreditation Panel and the Accreditation Survey Teams and makes recommendations to the MBA on these Reports. The Committee is comprised of a variety of stakeholders as outlined in their Terms of Reference.


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


Prevocational Accreditation Processes - The Accreditation System is comprised of a number of Accreditation Processes that describe "what happens", and usually involves multiple stakeholders to complete at different stages within the Accreditation Process. A process includes a diagrammatic flowchart representation of each step within the Accreditation Process.


Prevocational Accreditation Report - The Accreditation Report is the formal written document prepared by the Survey Team following an Accreditation Survey event. It contains a written assessment of the health service’s compliance against the Standards and provides recommendations for quality improvements. This Report contains a recommendation regarding the level and period of Accreditation to be awarded.


Health service - The health service is the institution or clinical setting within which junior doctor’s work and train. These organisations will usually be hospitals but may be health care centres or supervised practice locations in community settings that have met Accreditation requirements for junior doctor training.


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.


Health service Manager - is the person employed to accept ultimate responsibility for administration of all staff at the health service. Non-NT Department of Health, health services need to indicate the health service Manager at the time of application for Accreditation.


Intern – Is a Medical Officer in the first postgraduate year (PGY1) of clinical experience with conditional registration. 


[bookmark: _Toc357755838][bookmark: _Toc364683446][bookmark: _Toc357755837][bookmark: _Toc364683445]Junior Doctors – Include


· doctors in their Postgraduate Year 1 (PGY1/Internship);


· Postgraduate Year 2 (PGY2/RMO), and above who have obtained full registration and where the junior doctor is not studying through a vocational college program; and 


· includes Australian resident overseas-trained doctors on probationary registration.


[bookmark: _Toc195346300][bookmark: _Toc196144861][bookmark: _Toc196799258]Surveyor - A Surveyor is an individual trained in all aspects of the NT Prevocational Accreditation System who acts on behalf of NT Prevocational Accreditation Committee to visit a health service or undertake a desktop survey to assess its compliance with the Standards.


[bookmark: _Toc434828564]SUPPORTING DOCUMENTATION


1. Full Survey - Process Ref No: 2.3


2. Quality Action Plans and Periodic Survey - Process Ref No: 2.6


3. New Unit Survey - Process Ref No: 2.5


4. Appeals - Policy Ref No: 1.2


5. Modified Unit Survey - Process Ref No: 2.4


6. Prevocational Accreditation Committee and Panel Terms of Reference 


7. Prevocational Accreditation Cycle - Part One – pg. v


8. Notification of Change of Circumstances that may affect Accreditation Status – Process Ref No: 2.10


[bookmark: _Toc195346301][bookmark: _Toc196144862][bookmark: _Toc196799259][bookmark: _Toc434828565]PERFORMANCE Measures/KPI


1. 100% of Prevocational Accreditation Survey events implemented according to this Policy


2. 100% of all notified breaches of Prevocational Accreditation Standards managed according to this Policy





Policy Contact Officer: Prevocational Accreditation Administration Co-ordinator
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NOTIFICATION OF CHANGE OF CIRCUMSTANCE | )
THAT MAY AFFECT ACCREDITATION STATUS PROCESS

PROCESS 2.10

Approved by PAC: Last Amended: 2015 Next Review: Aug 2016

RELATED POLICY

Accreditation Policy 1.1

PURPOSE

The following documentation outlines the Process for managing a Notification of Change of
Circumstance that may affect a health services’ Accreditation Status.

SCOPE

Change of circumstances that may affect Accreditation Status may involve the failure or potential
failure to satisfy any of the Standards of Accreditation for Prevocational Education and Training.

Notification of Change of Circumstance that may affect a health services’ Accreditation can come
from:

1. The health service Manager, or
2. An employee of the health service, or Individual, consumer or
3. Recognised body interested in Prevocational Education and Training

Where a whistle-blower is involved, this Process will ensure confidentiality is maintained at all times
according to the Northern Territory Government Whistle-blowers Policy.

DEFINITIONS

Change of Circumstance — refers to any circumstance which may result in the health service no
longer achieving the Accreditation Standards e.g. No DCT, no senior clinician available as Supervisor,
closure of a ward causing change to caseload or case mix.

Primary Allocation Status — is the Accreditation Status awarded to a health service capable of
providing all the compulsory terms required for Intern registration.

Secondment Allocation Status — is the Accreditation Status awarded to a health service with
accredited terms, but which is unable to provide one or more of the compulsory terms required for
Intern registration.

Standard - is a statement which outlines the specifications, processes or procedures required for
implementing Prevocational Doctor Education and Training. The Standard is intended to ensure that
a health service consistently provides or strives to provide quality education to junior doctors and at
a level deemed appropriate by the wider stakeholder group.

Junior Doctor Accreditation Manual — Section 2 1
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Whistle-blower — is the person/s who informs PAC (or any of its members) and/or prevocational
accreditation staff of the change of circumstance with the potential to impact on Accreditation

Status.

PROCESS FLOWCHART

PAC is notified of a potential change of circumstance
that may impact on the Accreditation Status of a

health service

v

Chair of Prevocational Accreditation Committee writes
to the health service notifying it of the claim and
asking for clarification of the issue

y

Health service provides explanation to PAC in writing

\ 4

PAC consider the documentation provided by the

health service

Accreditation status Information requires further
unaffected investigation — Survey event
Visit initiated
v
Health service Complainant Survey process followed as
informed of informed of per the Full Survey Process
decision in decision in writing
writing ¢
unaffected
Survey Team Coordinator reviews health facilities
| comments and finalises the survey event report before
presenting to the Prevocational Accreditation Panel
(PAP)
v
v v
If report not endorsed at PAP, If report endorsed by PAP, Chair
Chair requests further of PAP presents report to the
information from health service Prevocational Accreditation
and/or Survey Team Coordinator Committee (PAC)
Junior Doctor Accreditation Manual — Section 2 v 2

See over for continuation of report
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|

PAC supports the Report
recommendations and
informs NTBMBA/DaoH

I

PAC requests further

information from health

service or Survey Team

\4

LY
\
|

NOTIFICATION OF CHANGE OF CIRCUMSTANCE '/

PAC does not support
Report recommendations
and requests a re-Survey

The health service manager, DCT

and MEO are informed of the PAC

decision and where necessary the
NTBMBA and DoH are informed

l

PAC informs complainant of decision
in writing

Junior Doctor Accreditation Manual — Section 2
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PROCESS DESCRIPTION

PAC is notified of a change in circumstance that could affect a health services’ Accreditation
Status.
Chair of Prevocational Accreditation Committee writes to the health service (if
correspondence does not originate as notification from the health service) notifying it of the
complaint and asking for clarification.
Health service provides explanation to PAC in writing
PAC reviews health service response and:
a. If accreditation status unaffected, the health service and complainant are informed
of the outcome,
or
b. If the information received requires further investigation, a Survey event Visit or
Modified Unit Survey is initiated as appropriate
Survey event visit is conducted and recommendation on the issue is made.
The PAC reviews the recommendation and endorses or rejects.
Health service is informed of PAC decision. This Process should take no longer than three
months from the time of PAC notification.
The PAC informs the NT Board of the Medical Board of Australia (NTBMBA) and or DoH of its
recommendation/s.
PAC informs the complainant in writing if different to health service

SUPPORTING DOCUMENTATION

1.

Accreditation Policy 1.1

PERFORMANCE MEASURES/KPI

1.

100% of notifications of change of circumstance with the potential to impact on
Accreditation are acted upon according to this Policy

Feedback from health services

Feedback from Prevocational Accreditation Committee

Process Contact Officer: Prevocational Accreditation Administration Co-ordinator
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RELATED POLICY


Accreditation Policy 1.1


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


The following documentation outlines the Process for managing a Notification of Change of Circumstance that may affect a health services’ Accreditation Status.


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


Change of circumstances that may affect Accreditation Status may involve the failure or potential failure to satisfy any of the Standards of Accreditation for Prevocational Education and Training.


Notification of Change of Circumstance that may affect a health services’ Accreditation can come from:


1. The health service Manager, or


2. An employee of the health service, or Individual, consumer or


3. Recognised body interested in Prevocational Education and Training


Where a whistle-blower is involved, this Process will ensure confidentiality is maintained at all times according to the Northern Territory Government Whistle-blowers Policy.


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


Change of Circumstance – refers to any circumstance which may result in the health service no longer achieving the Accreditation Standards e.g. No DCT, no senior clinician available as Supervisor, closure of a ward causing change to caseload or case mix.


Primary Allocation Status – is the Accreditation Status awarded to a health service capable of providing all the compulsory terms required for Intern registration.


Secondment Allocation Status – is the Accreditation Status awarded to a health service with accredited terms, but which is unable to provide one or more of the compulsory terms required for Intern registration.


Standard – is a statement which outlines the specifications, processes or procedures required for implementing Prevocational Doctor Education and Training. The Standard is intended to ensure that a health service consistently provides or strives to provide quality education to junior doctors and at a level deemed appropriate by the wider stakeholder group.


[bookmark: _Toc195346413][bookmark: _Toc196144974][bookmark: _Toc196799371]Whistle-blower – is the person/s who informs PAC (or any of its members) and/or prevocational accreditation staff of the change of circumstance with the potential to impact on Accreditation Status.


PROCESS FLOWCHART


Survey process followed as per the Full Survey Process





Health service informed of decision in writing unaffected


Complainant informed of decision in writing


Information requires further investigation – Survey event Visit initiated


Accreditation status unaffected


PAC consider the documentation provided by the health service


Health service provides explanation to PAC in writing


Chair of Prevocational Accreditation Committee writes to the health service notifying it of the claim and asking for clarification of the issue


PAC is notified of a potential change of circumstance that may impact on the Accreditation Status of a health service





















































Survey Team Coordinator reviews health facilities comments and finalises the survey event report before presenting to the Prevocational Accreditation Panel (PAP)














If report not endorsed at PAP, Chair requests further information from health service and/or Survey Team Coordinator





If report endorsed by PAP, Chair of PAP presents report to the Prevocational Accreditation Committee (PAC)











See over for continuation of report








PAC does not support Report recommendations and requests a re-Survey


PAC requests further information from health service or Survey Team Coordinator


PAC supports the Report recommendations and informs NTBMBA/DoH
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PAC informs complainant of decision in writing


The health service manager, DCT and MEO are informed of the PAC decision and where necessary the NTBMBA and DoH are informed
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[bookmark: _Toc195346414][bookmark: _Toc196144975][bookmark: _Toc196799372]PROCESS DESCRIPTION


1. PAC is notified of a change in circumstance that could affect a health services’ Accreditation Status.


2. Chair of Prevocational Accreditation Committee writes to the health service (if correspondence does not originate as notification from the health service) notifying it of the complaint and asking for clarification.


3. Health service provides explanation to PAC in writing


4. PAC reviews health service response and:


a. If accreditation status unaffected, the health service and complainant are informed of the outcome, 


or


b. If the information received requires further investigation, a Survey event Visit or Modified Unit Survey is initiated as appropriate


5. Survey event visit is conducted and recommendation on the issue is made.


6. The PAC reviews the recommendation and endorses or rejects.


7. Health service is informed of PAC decision. This Process should take no longer than three months from the time of PAC notification.


8. The PAC informs the NT Board of the Medical Board of Australia (NTBMBA) and or DoH of its recommendation/s.


9. PAC informs the complainant in writing if different to health service


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


1. [bookmark: _Toc195346416][bookmark: _Toc196144977][bookmark: _Toc196799374]Accreditation Policy 1.1


PERFORMANCE MEASURES/KPI


1. 100% of notifications of change of circumstance with the potential to impact on Accreditation are acted upon according to this Policy


2. Feedback from health services


3. Feedback from Prevocational Accreditation Committee





Process Contact Officer: Prevocational Accreditation Administration Co-ordinator
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APPEALS POLICY

POLICY 1.2

Approved by AC: 2015 Last Amended: 2015 Next Review: Aug 2016

CONTEXT

Prevocational Accreditation Committee has delegated responsibility from the Medical Board of
Australia (MBA) for the Accreditation of junior doctor Education and Training Programs. A health
service has the right to appeal any Accreditation recommendation/s made and endorsed by the
Prevocational Accreditation Committee prior to the recommendation being presented to the NT
Board of MBA (NTBMBA).

SCOPE

Any health service, individual or department that is the subject of an Accreditation decision may,
within 14 days from receipt of written advice of the Accreditation decision, apply to the Chair of the
Prevocational Accreditation Committee to have the decision reviewed by an Appeals Committee for
any or all of the following reasons:
1. Anerrorin due process occurred in the formulation of the earlier decision
and/or
2. Relevant and significant information which was available to the Surveyors was not considered in
the making of the recommendations
and/or
3. The decision of the Prevocational Accreditation Committee was inconsistent with the
information put before that Committee
and/or
4. Perceived bias of a Surveyor

This Appeals Policy refers to an appeal regarding Prevocational Accreditation Committee’s
recommendation to the NTBMBA prior to it being considered by the NTBMBA. Relevant legislation deals
with appeals of decisions of the NTBMBA and appellants are referred to the NTBMBA for details of this
process.

POLICY STATEMENT

1. Appeals Committee:
The Prevocational Accreditation Committee will establish an Appeals Committee comprising
of:
a. A Chair, who is normally the nominee of the Chair of the Prevocational Accreditation
Committee, and
b. A minimum of three experienced Surveyors, none of whom were on the original Survey
Team. At least one of these Surveyors will be from an external organisation (e.g.
another Postgraduate Medical Council, AMC, and ACHS); and
c. that does not comprise of any individual who was a party to the Accreditation decisions
to which the Appeal relates





APPEALS POLICY

2. A Prevocational Accreditation staff member shall be Secretary to the Appeals Committee but
shall not form part of the Appeals Committee

3. No personal representation to the Committee is permitted. Only written submissions will be
considered

4. The Appeals Committee must act according to the laws of natural justice and decide each
appeal on its merits

5. The Appeals Committee is not bound by the rules of evidence and is subject to the rules of
natural justice. It may inform itself on any matter and in such a manner as it thinks fit

6. The Prevocational Accreditation Committee will be bound to accept the advice of the
Appeals Committee and will uphold or set aside the Accreditation decision accordingly. The
health service will retain its earlier Accreditation Status during the appeal process

7. The Appeals Committee Chair will have the final vote in the situation where the Appeals
Committee decision is tied

DEFINITIONS

Appeal — An Appeal is a request (in writing) for review of a decision made by a Prevocational

Accreditation Committee Survey Team and endorsed by the Prevocational Accreditation Committee,
prior to the submission of the Report to the NTBMBA.

Prevocational Accreditation Committee — The Accreditation Committee deals with the policies,

processes and procedures of Accreditation. This Committee reviews Reports from the Prevocational

Accreditation Panel and the Accreditation Survey Teams and makes recommendations to the MBA

on these Reports. The Committee is comprised of a variety of stakeholders as outlined in their Terms

of Reference.

SUPPORTING DOCUMENTATION

1.

Appeals against Accreditation Committee Decision - Process Ref No: 2.9

PERFORMANCE MEASURES/KPI

1.

100% of Appeals managed according to this Policy

Policy Contact Officer: Prevocational Accreditation Administration Coordinator
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CONTEXT


Prevocational Accreditation Committee has delegated responsibility from the Medical Board of Australia (MBA) for the Accreditation of junior doctor Education and Training Programs. A health service has the right to appeal any Accreditation recommendation/s made and endorsed by the Prevocational Accreditation Committee prior to the recommendation being presented to the NT Board of MBA (NTBMBA).


[bookmark: _Toc195346304][bookmark: _Toc196144865][bookmark: _Toc196799262][bookmark: _Toc434828567]SCOPE


Any health service, individual or department that is the subject of an Accreditation decision may, within 14 days from receipt of written advice of the Accreditation decision, apply to the Chair of the Prevocational Accreditation Committee to have the decision reviewed by an Appeals Committee for any or all of the following reasons:


1. An error in due process occurred in the formulation of the earlier decision


and/or


2. Relevant and significant information which was available to the Surveyors was not considered in the making of the recommendations


and/or


3. The decision of the Prevocational Accreditation Committee was inconsistent with the information put before that Committee


and/or


4. Perceived bias of a Surveyor


This Appeals Policy refers to an appeal regarding Prevocational Accreditation Committee’s recommendation to the NTBMBA prior to it being considered by the NTBMBA. Relevant legislation deals with appeals of decisions of the NTBMBA and appellants are referred to the NTBMBA for details of this process.


[bookmark: _Toc195346305][bookmark: _Toc196144866][bookmark: _Toc196799263][bookmark: _Toc434828568]POLICY STATEMENT


1. Appeals Committee:


The Prevocational Accreditation Committee will establish an Appeals Committee comprising of:


a. A Chair, who is normally the nominee of the Chair of the Prevocational Accreditation Committee, and


b. A minimum of three experienced Surveyors, none of whom were on the original Survey Team. At least one of these Surveyors will be from an external organisation (e.g. another Postgraduate Medical Council, AMC, and ACHS); and 


c. that does not comprise of any individual who was a party to the Accreditation decisions to which the Appeal relates


2. A Prevocational Accreditation staff member shall be Secretary to the Appeals Committee but shall not form part of the Appeals Committee


3. No personal representation to the Committee is permitted. Only written submissions will be considered


4. The Appeals Committee must act according to the laws of natural justice and decide each appeal on its merits


5. The Appeals Committee is not bound by the rules of evidence and is subject to the rules of natural justice. It may inform itself on any matter and in such a manner as it thinks fit


6. The Prevocational Accreditation Committee will be bound to accept the advice of the Appeals Committee and will uphold or set aside the Accreditation decision accordingly. The health service will retain its earlier Accreditation Status during the appeal process


7. The Appeals Committee Chair will have the final vote in the situation where the Appeals Committee decision is tied


[bookmark: _Toc195346306][bookmark: _Toc196144867][bookmark: _Toc196799264][bookmark: _Toc434828569]DEFINITIONS


Appeal – An Appeal is a request (in writing) for review of a decision made by a Prevocational Accreditation Committee Survey Team and endorsed by the Prevocational Accreditation Committee, prior to the submission of the Report to the NTBMBA.


[bookmark: _Toc195346307][bookmark: _Toc196144868][bookmark: _Toc196799265][bookmark: _Toc434828570]Prevocational Accreditation Committee – The Accreditation Committee deals with the policies, processes and procedures of Accreditation. This Committee reviews Reports from the Prevocational Accreditation Panel and the Accreditation Survey Teams and makes recommendations to the MBA on these Reports. The Committee is comprised of a variety of stakeholders as outlined in their Terms of Reference.


SUPPORTING DOCUMENTATION


1. Appeals against Accreditation Committee Decision - Process Ref No: 2.9


[bookmark: _Toc196799266][bookmark: _Toc434828571]PERFORMANCE Measures/KPI


1. 100% of Appeals managed according to this Policy











Policy Contact Officer: Prevocational Accreditation Administration Coordinator
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APPEAL AGAINST THE PAC DECISION PROCESS

Approved by AC: 2015 Last Amended: 2015 Next Review: Aug 2016

RELATED POLICY

Appeals Policy 1.2

PURPOSE

The following documentation outlines the process for the lodgement of an appeal regarding a
Prevocational Accreditation Committee recommendation.

SCOPE

Any health service, individual or department subject to an Accreditation decision may, within 14 days
from receipt of written advice of the Accreditation decision, apply to the Director of the METC for
review of the decision by an Appeals Committee for any or all of the following reasons:

1. Anerrorindue process occurred in the formulation of the earlier decision
and/or

2. Relevant and significant information which was available to the Surveyors was not considered in
the making of the recommendations
and/or

3. The decision of the Prevocational Accreditation Committee was inconsistent with the
information put before that Committee.

This process refers to the appeal prior to a PAC recommendation being forwarded to the NTBMBA
(PGY1) and/or DoH (PGY2).

DEFINITIONS

Appeal — An Appeal is a request for review of a decision made by a Prevocational Accreditation
Survey Team and endorsed by the Prevocational Accreditation Committee, prior to the submission of
the Report to the NTBMBA (PGY1) and/or DoH (PGY2).

Appeals Committee — is an independent group convened by the Director of the METC responsible for
reviewing the Prevocational Accreditation Committee recommendations and processes regarding the
health facility making the appeal.

Prevocational Accreditation Committee — deals with the policies, processes and procedures of
Prevocational Accreditation. This Committee reviews survey event reports from the Prevocational
Accreditation Panel that have been complied by the Accreditation Survey Teams and makes
recommendations to the NT Board of the Medical Board of Australia (NTBMBA) and the Department
of Health (DoH) on these survey event reports.
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PROCESS FLOWCHART
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APPEAL AGAINST THE PAC DECISION PROCESS

PROCESS DESCRIPTION

This Process should take no longer than four weeks to complete from lodgement of the Appeal. The
Process is as follows:

1. The Prevocational Accreditation Committee considers the Final Report and Accreditation status
and recommendations/conditions are decided.

2. PAC notifies the health service of both the Report and Prevocational Accreditation Committee
findings

3. The health service either:

a. Accepts the Final Report. In this case the Final Report is sent to the NT Board of the
Medical Board of Australia (NTBMBA) and/or DoH with recommendations. The
NTBMBA/DoH informs the PAC of their decision/s and then the PAC notifies the health
service

or

b. The health service requests an appeal within 14 days. When lodging an Appeal, health
services are requested to provide detailed information on the prescribed Appeal
Lodgement Form including comments on the reason for the Appeal, and specific items
raised in the Accreditation Report that the health service may wish to dispute. In any
appeal, the applicant will bear the burden of proof to establish the grounds of the
Appeal. The applicant should state on which grounds they are making the Appeal in the
terms outlined above.

The applicant shall be liable for the costs associated with the convening of the Appeals
Committee (including travel, accommodation, honoraria, recording costs etc.). Health services
will be liable for any additional costs incurred during the Appeal, which will be billed to the
health service at the conclusion of the Appeal. As a guide, the total costs may be $3000 -
$5000. If the Appeal is successful the costs of the Appeal are reimbursed.

4. METC Director will convene an Appeals Committee according to the Guidelines outlined in the
Appeals Policy. The Appeals Committee will examine all relevant documentation that will
include:

The previous Survey event report of the health service
Responses from Surveyors

Relevant Committee and Panel minutes
Documentation from the appellant health service

T oo oo

Any other relevant documents
The Appeals Committee shall be entitled to consider all relevant information that it thinks fit.

Minutes of hearings of the Appeals Committee along with all the reviewed documentation will
be provided to the NTBMBA and/or DoH at the completion of the process.

5. The Appeals Committee makes a decision that either:

a. Affirms the previous decision made by the Prevocational Accreditation Committee, or
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APPEAL AGAINST THE PAC DECISION PROCESS

b. Sets aside the previous decision of the PAC and refers the decision back to the PAC for
further consideration (upon such terms or conditions that the Appeals Committee may
determine e.g. if there is insufficient information to make a decision. In this case PAC
may require additional information or a re-Survey of the health service), or

c. Sets aside the decision which is the subject of the Appeal and advises the PAC of an
alternative Accreditation recommendation and/or condition.

6. The Chair of the Appeals Committee will write a letter to the PAC members and the health
service with the Committee’s decision.

7. The NTBMBA and/or DoH is informed of the Prevocational Accreditation Committee’s
recommendation and is provided with the Report and all the Appeals documentation and
supporting material.

SUPPORTING DOCUMENTATION
1. Accreditation Policy 1.1
PERFORMANCE MEASURES/KPI

1. 100% of requests for Appeals are managed according to the Process
2. Feedback from health services
3. Feedback from Prevocational Accreditation Committee

Process Contact Officer: Prevocational Accreditation Administration Co-ordinator
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Related Policy


Appeals Policy 1.2


[bookmark: _Toc195346401][bookmark: _Toc196144962][bookmark: _Toc196799359]Purpose


The following documentation outlines the process for the lodgement of an appeal regarding a Prevocational Accreditation Committee recommendation.


[bookmark: _Toc195346402][bookmark: _Toc196144963][bookmark: _Toc196799360]Scope


Any health service, individual or department subject to an Accreditation decision may, within 14 days from receipt of written advice of the Accreditation decision, apply to the Director of the METC for review of the decision by an Appeals Committee for any or all of the following reasons:


1. An error in due process occurred in the formulation of the earlier decision


and/or


2. Relevant and significant information which was available to the Surveyors was not considered in the making of the recommendations


and/or


3. The decision of the Prevocational Accreditation Committee was inconsistent with the information put before that Committee.


This process refers to the appeal prior to a PAC recommendation being forwarded to the NTBMBA (PGY1) and/or DoH (PGY2).


[bookmark: _Toc195346403][bookmark: _Toc196144964][bookmark: _Toc196799361]Definitions


Appeal – An Appeal is a request for review of a decision made by a Prevocational Accreditation Survey Team and endorsed by the Prevocational Accreditation Committee, prior to the submission of the Report to the NTBMBA (PGY1) and/or DoH (PGY2).


Appeals Committee – is an independent group convened by the Director of the METC responsible for reviewing the Prevocational Accreditation Committee recommendations and processes regarding the health facility making the appeal.


Prevocational Accreditation Committee – deals with the policies, processes and procedures of Prevocational Accreditation. This Committee reviews survey event reports from the Prevocational Accreditation Panel that have been complied by the Accreditation Survey Teams and makes recommendations to the NT Board of the Medical Board of Australia (NTBMBA) and the Department of Health (DoH) on these survey event reports. 
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[bookmark: _Toc195346404][bookmark: _Toc196144965][bookmark: _Toc196799362]Process Flowchart


Prevocational Accreditation Committee (PAC) considers Report and makes a recommendation





Appeals Committee convened


Health service appeals recommendation and/or conditions within 14 days outlining reasons for appeal on the Appeal Lodgment Form


NTBMBA/DoH notifies PAC of accreditation decision and PAC notifies health service of accreditation decision


NTBMBA and/or DoH notified of PAC’s recommendations and Final Report submitted to NTBMBA and/or DoH


Health service notified of the PAC’s recommendations and any conditions


Health service accepts recommendations and conditions


NTBMBA/DoH informed of METC Appeals Committee Recommendation/s


Sets aside the PAC’s recommendation and makes an alternate recommendation and or condition


Sets aside the PAC’s recommendation and/or conditions and refers to the PAC for further consideration


Accepts Accreditation Committee decision


Appeals Committee meets and reviews all relevant documentation








[bookmark: _Toc195346405][bookmark: _Toc196144966][bookmark: _Toc196799363]Process Description


This Process should take no longer than four weeks to complete from lodgement of the Appeal. The Process is as follows:


1. The Prevocational Accreditation Committee considers the Final Report and Accreditation status and recommendations/conditions are decided.


2. PAC notifies the health service of both the Report and Prevocational Accreditation Committee findings


3. The health service either:


a. Accepts the Final Report. In this case the Final Report is sent to the NT Board of the Medical Board of Australia (NTBMBA) and/or DoH with recommendations. The NTBMBA/DoH informs the PAC of their decision/s and then the PAC notifies the health service


or


b. The health service requests an appeal within 14 days. When lodging an Appeal, health services are requested to provide detailed information on the prescribed Appeal Lodgement Form including comments on the reason for the Appeal, and specific items raised in the Accreditation Report that the health service may wish to dispute. In any appeal, the applicant will bear the burden of proof to establish the grounds of the Appeal. The applicant should state on which grounds they are making the Appeal in the terms outlined above. 


The applicant shall be liable for the costs associated with the convening of the Appeals Committee (including travel, accommodation, honoraria, recording costs etc.). Health services will be liable for any additional costs incurred during the Appeal, which will be billed to the health service at the conclusion of the Appeal. As a guide, the total costs may be $3000 - $5000. If the Appeal is successful the costs of the Appeal are reimbursed.


4. METC Director will convene an Appeals Committee according to the Guidelines outlined in the Appeals Policy. The Appeals Committee will examine all relevant documentation that will include:


a. The previous Survey event report of the health service


b. Responses from Surveyors


c. Relevant Committee and Panel minutes


d. Documentation from the appellant health service


e. Any other relevant documents


The Appeals Committee shall be entitled to consider all relevant information that it thinks fit.


Minutes of hearings of the Appeals Committee along with all the reviewed documentation will be provided to the NTBMBA and/or DoH at the completion of the process.


5. The Appeals Committee makes a decision that either:


a. Affirms the previous decision made by the Prevocational Accreditation Committee, or


b. Sets aside the previous decision of the PAC and refers the decision back to the PAC for further consideration (upon such terms or conditions that the Appeals Committee may determine e.g. if there is insufficient information to make a decision. In this case PAC  may require additional information or a re-Survey of the health service), or


c. Sets aside the decision which is the subject of the Appeal and advises the PAC of an alternative Accreditation recommendation and/or condition.


6. The Chair of the Appeals Committee will write a letter to the PAC members and the health service with the Committee’s decision.


7. The NTBMBA and/or DoH is informed of the Prevocational Accreditation Committee’s recommendation and is provided with the Report and all the Appeals documentation and supporting material.


[bookmark: _Toc195346406][bookmark: _Toc196144967][bookmark: _Toc196799364]SUPPORTING DOCUMENTATION


1. Accreditation Policy 1.1


[bookmark: _Toc195346407][bookmark: _Toc196144968][bookmark: _Toc196799365]PERFORMANCE MEASURES/KPI


1. 100% of requests for Appeals are managed according to the Process


2. Feedback from health services


3. Feedback from Prevocational Accreditation Committee





Process Contact Officer: Prevocational Accreditation Administration Co-ordinator











image1.jpeg


PMCQ

Postgraduate Medical Education
Council of Queenslan








image2.png











image1.emf
Section  3_Accreditation_Standards_and_Guidelines new rating scale.pdf


Section 3_Accreditation_Standards_and_Guidelines new rating scale.pdf
ACCREDITATION STANDARDS, GUIDELINES AND RATING SCALE D

SECTION 3

INTRODUCTION (includes Rating Scale) 4
HOW TO USE THIS DOCUMENT 4
RESPONSIBILITY - STANDARDS
FUNCTION 1 - GOVERNANCE 7
STANDARD 1: HEALTH SERVICE STRUCTURE 7
GUIDELINES: STANDARD 1 7
Criterion 1 — PETP Governance and Program asseSSMEeNT ............cccccuuiiieiiiieiiiieeesiieeeeiereesseveeeessreessssessssssnsesns 8
Criterion 2 — Delivery of high-quality, safe patient care...............cccccvii i e 8
Criterion 3 — PETP given appropriate priority relative to other RESPONSIBILITIES IN THE Health service.......... 8
Criterion 4 — Strategic Planning, Resource and financial planning
Criterion 5 — Organisational Structure ..............ccccoecciiiiiniinnienen.
Criterion 6 — Policies (or equivalent) processes and ProCcedures ...............ccceevuveeveienieeceeecee e esae e
Criterion 7 — Physical and educational infrastructure ...............cccoe oo e
Criterion 8 — Communication with other Health services...............ccccccoviiiniiiiiini e

STANDARD 2: PERSONNEL OVERSEEING THE PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM 11

GUIDELINES: STANDARD 2 11
Criterion 1 — Educational support Personnel ..............cccoooiiiiiiiiiiiiiii e e 12
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INTRODUCTION

The NT Accreditation System Standards and Guidelines are made up of two main Functions

e  Function 1 - Governance
The health service 'Delegated Officer’ will ensure that the prevocational doctor education and
training program offered is sufficient to enable prevocational doctors who undertake the
program to gain the skills and knowledge in clinical medical practice necessary to competently
and safely practise the profession

e  Function 2 — Prevocational Doctor Education and Training Program

The structure and content of the program including assessment and supervision, training
infrastructure and resources and clinical experiences is sufficient to enable prevocational doctors
to progress to full registration, and prepare for the transition to Vocational Education and
Training

Underpinning these functions are standards that describe the dimensions of each function that need to be met.
Each standard has a number of criteria that break each standard down further so that a health service can
demonstrate and give evidence of how they meet each function.

e Function 1 has 5 standards and 31 criteria
e Function 2 has 10 Standards and 41 criteria

These standards have been used as a foundation for setting up a new prevocational education training program.
The standards give the fundamental components to running a safe and quality education and training program, and
if the components are put in place and maintained, prevocational accreditation status will be achieved. Continuous
improvement of the program is ongoing and will be a refinement of the program in each health service over time.

HOW TO USE THIS DOCUMENT

This component of the Accreditation Manual consolidates the Accreditation Standards, suggested evidence to
achieve a satisfactorily met (SM) rating (see note on next page regarding what an SM and other ratings are) with
the published Guidelines for the Accreditation Standards. The combination of the suggested evidence and
guidelines interpretative assistance with the actual Standards will assist you in understanding not only the wording,
but also the intent of the Prevocational Accreditation Standards. There is a glossary to assist in defining the
meaning of words/titles etc. used in this publication.

The Guidelines have been developed to assist health service training facilities in understanding the requirements of
each of the Accreditation Functions, Standards and Criterion. They provide guidance as to the minimum
requirements and the depth of evidence necessary to achieve a Satisfactorily Met (SM) rating. They are intended to
assist Facilities in implementing best practice and guide continuous improvement in prevocational doctor education
and training. The guidelines are meant to be in addition to any opportunity to ask questions for clarification from
NT accreditation staff.

RESPONSIBILITY - STANDARDS

Every staff member who has involvement in the prevocational education, training and supervision program is
responsible to ensure that the standards are met. However to ensure that each function, standard and criterion is
managed and coordinated throughout the program each Standard is to have a person nominated as the ‘Delegated
Officer’ to be responsible for the management and coordination of that standard/s and its components —

The ‘Delegated Officer’ is

‘the health service staff member who has been given responsibility and accountability for
overseeing a specific Accreditation Standard/s by the health service Manager. The health service
Delegated Officer is responsible and accountable for ensuring compliance with the Standard/s’

NT Prevocational Accreditation Standards Guidelines and Rating Scale Glossary
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Directors of Medical Services have been nominated for oversight of most and sometimes all of the standards in
some Health services. Where the DMS is not responsible or nominated against a standard/s then another
appropriate staff member is to be nominated against that or those standards to ensure compliance is achieved and

maintained.

Note: see Function 1; Standard 1; Criteria 5 guidelines

RATING SCALE

Please note that demonstration of all of the components recommended in the Accreditation
Guidelines would result in an achievement of a SM rating.

A 2 point Rating Scale is based on those used by the ACHS EQuIP Scale

Not Met (NM) — awareness and knowledge of the Standards but only fundamental systems in
place, or implemented systems but little or no monitoring of outcomes against Standards.
Satisfactorily Met (SM) — collection of outcome data from systems designed to implement
Standards and evidence of improvements to systems.

For any Achievements above and beyond Satisfactorily Met the following ratings may be used

1.

Extensive Achievement (EA) — evidence of innovation and implementation of best practice
including sharing of practice at a State or National level.

Outstanding Achievement (OA) — considered leaders in the field relevant to the Criterion being
assessed. There is evidence of benchmarking and comparing systems internally and/or externally.

For further information about the rating scales please contact the NT Accreditation staff.

Back to Top

Prevocational Doctor Accreditation Manual — Section 3 5





ACCREDITATION STANDARDS AND GUIDELINES '

FUNCTION 1 - GOVERNANCE

The health service Delegated Officer will ensure that the prevocational junior doctor education and
training program offered is sufficient to enable prevocational junior doctors who undertake the
program to gain the skills and knowledge in clinical medical practice necessary to competently and
safely practise the profession.

STANDARD 1: HEALTH SERVICE STRUCTURE

STANDARD 2: PERSONNEL OVERSEEING THE PREVOCATIONAL JUNIOR DOCTOR
EDUCATION AND TRAINING PROGRAM

STANDARD 3: PREVOCATIONAL JUNIOR DOCTOR EDUCATION AND TRAINING PROGRAM

STANDARD 4: GOVERNANCE OF A PREVOCATIONAL OFFSITE UNIT

STANDARD 5: PREVOCATIONAL DOCTOR EDUCATION AND TRAINING COMMITTEE
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FUNCTION 1 - GOVERNANCE

STANDARD 1: HEALTH SERVICE STRUCTURE

Criteria:

1. Provide governance to the health services PETP that includes defining the prevocational training program
outcomes and the programs assessment. Assessment roles are defined and meet any relevant national
and/or territory laws and regulations pertaining to prevocational education and training.

2. The duties, rostering, working hours and supervision of prevocational doctors are consistent with the
delivery of high-quality, safe patient care.

3. The health services give appropriate priority to medical education and training relative to other
responsibilities.

Undertake medical education and training program strategic planning.

5. Ensure that there is an organisational structure with appropriately qualified staff to manage the PETP.
Ensure that there are policies (or equivalent), processes and procedures in place, which facilitate the
delivery, coordination and evaluation of the PETP including supervision and orientation.

7. Provide safe adequate physical and educational infrastructure to ensure the objectives of the
prevocational doctor training years are met.

8. Ensure effective communication between health services that provide prevocational medical education
and training.

Responsibility: Health service Delegated Officer (Identified and nominated)

s

’
Q” Evidence: (to achieve Satisfactorily Met (SM) rating)

1. Evidence of overall prevocational education and training program outcomes and programs assessment
based within the framework of any relevant national or territory laws and regulations pertaining to
prevocational education and training.

2. A copy of overall prevocational education and training program that outlines/highlights the delivery of
high-quality safe patient care. (e.g. duties expected, rostering guidelines and working hours of
prevocational doctors, supervision policy/guideline).

3. Acopy of health services strategic plan showing appropriate priority to medical education and training.

4. Copy of strategic plan, resource and financial plan for the PETP within the health service indicating non-
salary funding allocation for PETP.

5. A copy of health service organisational structure outlining the program position roles, responsibilities and
accountabilities relevant to the PETP.

6. Copies of policies or equivalent, processes and procedures relevant to the PETP including the review

process of these documents.
7. A list of the physical and educational infrastructure provided to ensure training objectives are met e.g.
library facilities, internet access, handover facilities, simulated learning environments.

8. Evidence of effective communication and evaluation of communication between health services and
copies of minutes/notes/emails of meetings between health services.

9. A list of Identified health service Delegated Officers responsible for compliance of Standards and any
delegations of that responsibility (delegation appropriate to manage and deliver Standards).

Back to Top
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GUIDELINES: STANDARD 1

The aim of this Standard is to ensure that a suitable and effective organisational and operational health service
structure is in place and a high quality PETP can be implemented and maintained using a continuous improvement
model. The policies (or equivalent) and procedures are in place to support the implementation of the PETP. This set
of standards focuses on the requirements to support junior doctors during the internship and other prevocational
years, but recognises the importance of integration of the systems for education, support and supervision for all
doctors and students in training.

The health service will provide a governance model for their Prevocational doctor education and training program
that supports junior doctors during the internship and following prevocational years. The governance model will
indicate how the PETP will be assessed both formatively and summatively specifically for internship and appraisals
for all other levels in their prevocational education and training program.

These standards recognise that prevocational doctors can complete the supervised placements and training in a
variety of health care settings, including hospitals, general practice and community based health services. The way
in which these elements combine into an education and training program may vary. The standards do not prescribe
any one program model.

However risk assessments of new and offsite units will assist in ensuring any risks that are present have been
identified from the outset and have a mitigation process to ensure a safe and quality environment for the patients
and prevocational doctors.

The health services overall strategic approach will outline the expected level of duties of prevocational doctors, the
rostering and working hours guidelines for prevocational doctors and the supervision deemed necessary for the
prevocational years.

This criterion is focused on a strategic approach (high level health service) to the delivery of high-quality safe
patient care.

The Health service will provide evidence that the PETP is considered a priority in the overall Health service strategic
plan. Teaching and training, appraising and assessing doctors are important functions for the care of patients and
the development of a highly skilled workforce to care for patients in the future.

Demonstration of managing this priority will indicate how reductions or increases in service provision in a clinical
area result in consideration of prevocational doctor workload and potential changes in prevocational doctor
numbers where applicable. In addition, the Health service will provide an outline of the case mix and workload for
each unit. This type of information is regularly collated for ACHS Surveys and may be used in this context. The intent
is for the Accreditation Survey Team to determine the type of clinical experience a particular term provides the
prevocational doctor.

There will be a process for determining the appropriate terms for prevocational doctors to allow for capacity
building as case mix and clinical capacity changes. Any changes to terms or placements will always be
communicated to the accrediting body to ensure the safety and wellbeing of both patients and prevocational
doctors.
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The health service will demonstrate how they resource this educational role by providing a strategic plan
specifically for the prevocational education and training program linked to the wider health service plan. There will
also be demonstrated evidence that the personnel involved in implementing the PETP are actively involved in the
PETP strategic planning process.

In addition, the health service will have a dedicated prevocational doctor education and training Non-Salary Item
funding that itemises expenses against deliverables e.g. professional development opportunities, resource and
administration requirements.

Those members of health service staff with the delegated task to manage one or more of these standards will be
listed and identify how their overall responsibilities are linked to the overall management of the PETP.

The health service will demonstrate that it has competent and appropriately qualified staff to manage the PETP.

In a health service with Primary Allocation Status, this will include a DCT, MEO and medical education
administration support.

In a health service prevocational offsite unit, this will include access to at least a DCT or equivalent and preferably
access to an MEO or equivalent.

Each DCT will have adequate time allocated to perform this role. In addition, there will be a clear organisational
structure, which outlines the reporting lines, responsibilities and accountabilities for the DCT, and MEO. This
structure will also demonstrate the reporting lines for the clinical supervisors to the DCT for their role in
Prevocational Doctor Education and Training. There will also be evidence that those involved in Medical Education
are aware of their reporting line.

The health service will have developed policies (or equivalent), processes and procedures to assist the
implementation of the PETP. These policies will be reviewed at least bi annually and will include:

. Governance of PETP;
. Attendance at Health service Education Programs (HSEP) and Release from duties (pager protected);
. Assessment Policy (linked to assessment);
o Prevocational Doctor Well Being Policy;
. Underperforming Prevocational Doctor Policy (including IPAP or similar);
. Ward Call Policy (where applicable);
. On Call Policy (if applicable);
. Communication with network facilities/health services Policy;
. Supervision Policy which outlines:
a) Level of experience required by the supervisor
b) Location of supervision i.e. proximity — on site or via telephone
c) Delegation of responsibility for supervision e.g. in the event of an absence of a supervisor
d) Supervision for day working hours compared to evenings and weekends
e) Responsibility for appraisal/evaluation of Supervisors
f)  Accessing Supervisor professional development opportunities

o Orientation Policy, which will outline:
a) Responsibility for prevocational doctor Orientation Programs within the organisation

b) Responsibility for evaluation and review of all Orientations
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Where a health service offsite unit has adopted the policies of a Primary Allocation Health service, there must be a
documented process for implementing at a local level communication of any changes or amendments to same.

The physical infrastructure required to ensure a high quality PETP will be carefully considered by the health service.
Including but not limited to:

e Adequate library health service and services with access to up to date journals both online and hard copy,
photocopying facilities, reference books and ability to conduct inter-library loans;

e Prevocational doctor 24-hour internet access to allow online research and access to online resources.
Internet access will take into consideration speed of download and connectivity. Internet access will be
easily available in their work areas not just in the library;

e Prevocational doctors will have easy access to a printer at all times;

e Designated Skills Area — training facilities to allow attainment of clinical skills away from the patient will be
provided. These facilities will be available for prevocational doctors during working hours;

¢ Adequate training rooms for conducting the HSEP. These training rooms will be commensurate with the
number of participants and will have adequate teaching and AV equipment such as whiteboard, projector
etc.

For an offsite unit these points would be included in the risk assessment of that offsite unit.

Communication between the Primary Allocation Centre health service and the health service offsite unit is crucial to
ensure continuity and congruency of the PETP and appropriate support services for the prevocational doctors.
There will be regular evaluation of any communication that is oversighted by the health services prevocational
doctor education and training committee.

In addition, there will be regular meetings of the personnel involved in administering the PETP. (No less than once a
term)

The MEU (or similar) staff will have reciprocal membership on each of the prevocational doctor education and
training committees if there is one at the offsite unit. These committees are responsible for overseeing the PETP
and there will be a regular agenda item regarding the offsite unit Terms. Minutes of meetings are appropriate
evidence of the communication strategy being implemented.

Back to Top
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FUNCTION 1 - GOVERNANCE

STANDARD 2: PERSONNEL OVERSEEING THE PREVOCATIONAL
DOCTOR EDUCATION AND TRAINING PROGRAM

The health service Manager is accountable for the provision and quality of the training experience of
prevocational doctors by ensuring that there are suitable personnel with clinical and educational expertise
employed to support and undertake educational planning and the delivery of the prevocational doctor education
and training program (PETP).

Criteria:
1. There are educational support personnel appointed with appropriate skills, knowledge, competencies,

time and authority specifically employed to support the PETP.

2. There are clinical and educational supervisors appointed with appropriate skills, knowledge,
competencies, time, authority and resources including the relevant capabilities and understanding of the
assessment processes employed to support the PETP.

3. There is support for the participation in professional development opportunities by those overseeing the
PETP.

4. There is advocacy for prevocational doctors by those overseeing the PETP and it is supported by relevant
documentation.

5. There is performance appraisal of all Medical Education Unit or equivalent personnel involved in the
prevocational doctors’ training experience which is monitored including the evaluation of presenters
where appropriate.

Responsibility: Health service Delegated Officer (Identified and nominated)

.-ﬁ’ ’) Evidence: (to achieve Satisfactorily Met (SM) rating)
-

1. A list of names, roles, relevant qualifications and experience of all educational support personnel
appointed (will include at least the MEO, DCT and AQ). Copies of position descriptions for all personnel
involved in supporting the PETP.

2. A list of names/and or roles, relevant qualifications and experience of clinical and educational supervisors

appointed and involved in supporting the PETP (will include clinical and term supervisors, /instructors).
Copies of position descriptions for personnel involved in clinical and educational supervision.

3. A record of professional development opportunities and participation by Medical Education Unit or
equivalent personnel involved in supporting the PETP.

4. A copy of position descriptions indicating responsibility for advocacy on behalf of the prevocational
doctors. Documentation indicating their role in process for advocacy as discussed at the prevocational
doctor orientation.

5. A copy of the performance appraisal tool used for assessing the performance of all personnel involved in
the Prevocational doctors’ training experience including Clinical and Term Supervisors.

Back to Top
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GUIDELINES: STANDARD 2

The aim of this Standard is to ensure that there are suitably trained and supported personnel to oversee the
implementation of a high quality prevocational doctor education and training program (PETP). These personnel will
include not only those with administrative responsibilities for the PETP, but also those involved in supervision of the
prevocational doctors within the clinical environment.

The Health service will provide the names, qualifications and allocation of time for each of its personnel employed
in roles to assist the administration of the PETP. This would include the MEO, DCT, MER and administration staff or
equivalent where applicable. The Health service will provide clear job descriptions outlining the expectations of the
Health service in terms of the PETP.

Each term within the Health service will have an allocated Clinical and Term Supervisor. The Health service will
provide a list/register of Clinical and Term Supervisors and their appointed position relevant to their role as
supervisors in the PETP. The Clinical and Term Supervisors’ qualifications and experience will meet the role
description. In addition, the roles and responsibilities of this position are outlined. Time allocated for this role will
be supported by the Health service delegated officer and identified where possible. Clinical and educational
supervisors will have the capabilities and understanding of the assessment processes and applicable
policies/guidelines for managing poor performing prevocational doctors employed to support the PETP.

Professional development is crucial for those involved in overseeing the PETP. The Health service will provide a list
of professional development opportunities available for those personnel involved in overseeing the PETP. These
may include:

¢ In house courses e.g. management, Teaching on the Run, supervision workshops;

e Externally conducted courses on relevant topics;

e Attendance at the National Prevocational Forum, or other prevocational medical education conferences;
e  Professional Development Program for Registrars;

e Higher degrees in education and training;

e Any college courses related to Supervision.

The Health service will have a process to facilitate advocacy on behalf of prevocational doctors. Job descriptions for
personnel involved in prevocational doctor training and education will specify this role and responsibility. The
process for prevocational doctor advocacy will be included in the Health service Orientation Program. Where a
health service offsite unit has adopted the policies of a Primary Allocation Health service, there must be a
documented process for implementing this policy at a local level.

The roles of the personnel involved in overseeing the PETP are crucial for its success and to ensure that the
program is of a consistently high quality. As such the Health service will have a process in place for monitoring and
appraising the performance of these key personnel in their roles in relation to the PETP. Personnel appraised will
include the MEO, DCT, MER and Medical Education Administration staff, Clinical and Term Supervisors or
equivalent. In addition, the Health service may also choose to include the Chair of the committee responsible for
overseeing the PETP. The Health service will provide a copy of the process for assessing the performance of these
key staff and the tool/s used.

Back to Top
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FUNCTION 1 - GOVERNANCE

STANDARD 3: PREVOCATIONAL DOCTOR EDUCATION AND
TRAINING PROGRAM (PETP)

Criteria:

1. The health service has a clear statement of principles underpinning the selection process of prevocational
doctors. The health service’s process for the appointment of prevocational doctors is based on the
employment criteria, the principles of the program concerned and is transparent, rigorous and fair.

2. The health service delivering the prevocational training program documents and reports to the
prevocational training accreditation body any changes in the program, units or rotations which may affect
the delivery of the intern component of the program at a level consistent with the national standards.

3. A current flexible HSEP is delivered in paid time and is accessible and relevant to prevocational doctors.
The intern component of the training program includes rotations that are structured to reflect the
requirements of the national registration standard.

4. Prevocational doctors have equitable access to appropriate clinical and non-clinical education
opportunities in order to meet his or her educational needs.

5. Coordination and management of the local delivery of the prevocational training program across diverse
sites occurs.

6. Where offsite unit terms are used, the nature of the experience, education and training provided for the
PETP is clearly defined. The HSEP supports the delivery of prevocational training by constructive working
relationships with other health services and facilities.

7. The national assessment processes and health services assessment strategy are followed for all
prevocational doctors.

8. Where ward call/remote call is allocated as part of a compulsory term:

a. There is adequate supervision provided at all times

b. Prevocational doctors are only rostered to cover in Units/terms that are currently accredited for
Prevocational doctor training

c. The Clinical Supervisor for ward call is included in the full assessment process
The Prevocational doctor is aware of the change in assessment procedures
The Clinical Supervisor for the compulsory term liaises with other Clinical Supervisors.

Responsibility: Health service Delegated Officer (Identified and nominated)

i .
I=A Evidence: (to achieve Satisfactorily Met (SM) rating)

.

1. A copy of selection process statement and criteria given to prevocational doctors as part of process of
appointment.

2. Copies of changes that have occurred to health service training programs for all prevocational doctors e.g.
changes in the program, units or rotations which may affect the delivery of the program at a level
consistent with the national standards.

3. Examples of full year term allocation for each prevocational doctor, which demonstrates length of terms.
Copies of, case mix/workload data for each Unit accredited.

Back to Top
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a. A copy of HSEP and term education programs for the current and previous year (includes any offsite
unit terms).

b. Alist of all current terms and numbers of Prevocational doctors allocated to terms (Current Matrix).

c. A copy of the HSEP Policy re: protected time.
Processes for accessing additional educational opportunities e.g. leave policies, and examples of
additional education opportunities.

5. A copy of each offsite Memorandum of Understanding (or equivalent) which specifies the obligations of
the offsite Health service in supporting Prevocational doctor training and the learning objectives for
Prevocational doctors at that site

6. Examples of Term Descriptors for offsite unit term and minutes from prevocational doctor education and
training committee.

Examples of Assessment tools used.
8. A copy of ward call roster, supervision arrangements and policy for providing feedback.

GUIDELINES: STANDARD 3

The aim of this Standard is to ensure that the prevocational doctor is selected and appointed in a transparent and
fair manner and that the Education and Training Program (PETP) is comprised of relevant and current education
and training to ensure that the Prevocational doctors can gain the necessary clinical and professional knowledge,
skills and attitudes to achieve and maintain registration.

The Health service has a clear statement of principles underpinning their selection processes and will also have a
transparent, rigorous, fair appointment process that is based on the employment criteria and the principles of the
HSEP.

Changes to the prevocational training program, institution or posts may affect the quality of the prevocational
training and require assessment by the prevocational training accreditation body. Major changes in circumstances
which would necessitate a review and might include:

e Absence of senior staff with significant roles in intern training for an extended period with no replacement
(e.g. Director Medical Services/Supervisor of Intern Training, absence greater than one month).

e  Proposal for significant redesign or restructure of the health service that impacts on prevocational doctors
especially interns (e.g. significant change to clinical service provision or closure of a ward causing change to
caseload and case mix for the term.)

e Rostering changes which significantly alter access to supervision or exposure to educational opportunities.

e Changes to resources resulting in significant reduction of administrative support, facilities or educational
programs available.

The HSEP is the formalised program consisting of educational opportunities offered to all the prevocational doctors
regardless of the term they are currently allocated. This Program will be offered in a flexible format to allow access
to all prevocational doctors and in paid time. As such, the Health service will have a policy/guideline on the HSEP
indicating:

e Definition of protected time;
e Process for ensuring protected time;
e Process for evaluating compliance with protected time;
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e Where a health service offsite unit has adopted the policies/guidelines of a Primary Allocation Health
service, there must be a documented process for implementing each of these policies at a local level;

e The intern component of the HSEP formalised program is structured to reflect the requirements of the
national registration standard.

The health service will provide prevocational doctors with equitable access to clinical and non-clinical additional
education opportunities (outside the HSEP). There will be processes developed for accessing these additional
education opportunities such as a form to be completed, reimbursement guidelines and processes and leave
policies. In addition, prevocational doctors will be informed of the professional development opportunities open to
them such as:

e Advanced Life Support (ALS) programs;

e  Clinical skills or Simulation Programs offered;
e Learning on the Run Programs;

e NT Accreditation Surveyor training;

e JMO Forum attendance.

The health service Education Program (HSEP) will be accessible to all prevocational doctors equally. As such, a
Health service will provide evidence of HSEP attendance. There will be a process to address terms identified as
problematic re: attendance at the HSEP, and where it is deemed a unit-based issue rather than an individual
prevocational doctor’s behaviour. The health service will have a policy or equivalent regarding HSEP attendance and
will include reference to the necessity for release from duties to allow this attendance. All Term Supervisors will be
made aware of this policy.

Health services coordinate the local delivery of the prevocational training programs. Health services that are part of
network or dispersed programs contribute to coordination and management of the programs across diverse sites.

Where a health service is using offsite unit terms, there will be documented agreement established (MOU)
regarding these terms, which outline:

e Specific obligations of the health service in terms of supporting prevocational doctors e.g. supervision,
assessment, feedback etc.

e Learning objectives for the term;

o Staff responsible for supporting Prevocational doctors at that term;

e Description of how this information is given to the prevocational doctors;

e Evaluation/review by Prevocational Doctor Education and Training Committee.

Assessment is a crucial component of the PETP and essential for prevocational doctor learning and development.
The health service is responsible for ensuring that the National Assessment Process is implemented. The health
service will have a process for distributing the assessment tool to Supervisors and prevocational doctors and for
return of these forms to the DCT for review. The process of review of these assessment forms will be clearly
identified including remediation processes should problems be identified. Additional workplace based assessment
methodology will be used to inform the completion of the National assessment tool.
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‘ CRITERION 8 — WARD CALL/REMOTE CALL

It is expected that where a Health service rosters Prevocational doctors to ward call or remote call, there is a clear
policy on this which informs the prevocational doctor:

e Their Supervisor whilst undertaking these duties;
e The Ward call/remote call Supervisor’s input to overall term appraisal.

Prevocational doctors will be aware of this policy and the MEU staff will monitor the implementation of the policy.

Back to Top
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FUNCTION 1 - GOVERNANCE

STANDARD 4: GOVERNANCE OF A PREVOCATIONAL OFFSITE
UNIT

The offsite Term Supervisor (e.g. RTP — DCME; Hospital DMS) is responsible for ensuring that there is clear
communication with the Primary Allocation Centre (PAC) Medical Education Unit (MEU) to implement the
prevocational doctor education program. (See glossary for definition of an Offsite Unit)

Examples of offsite units — prevocational doctor placements into
e Hospitals;
e General practice; and
e  Other health services e.g. AMS; health centers

For greater clarity around each criteria see the guidelines that follow for each criteria.
Criteria:

1. There is systematic communication between health services to optimise learning outcomes for the
prevocational doctors. A procedure for liaising with the PAC’s MEU is outlined.

2. There is an offsite unit orientation provided at the commencement of the term including relevant health
service policies and processes that demonstrate the specifics of the offsite unit actively participating in the
PAC's prevocational training committee.

3. There is physical infrastructure to support the implementation of the PETP.

4. There is appropriate supervision for prevocational doctors wherever they may be located and the health
services policies on adequate supervision are implemented at all times (including when a prevocational
doctor is rostered to ward call)

5. The PAC liaises with the Offsite Unit regarding their process for evaluating the term.

Responsibility: Health service Delegated Officer (Identified and nominated)

[
.Q-J Evidence: (to achieve Satisfactorily Met (SM) rating)

1. Evidence of communication between health services, copies of minutes of meetings between health
services and/or evidence of communication between the PAC and term supervisor.

2. Evidence of Health service orientation process and Health service orientation handbook
documenting relevant local policies and procedures, and the coordination of processes including
assessment and performance management, term evaluation, start of year orientation, HSEP
attendance and handover, including evidence of orientation of the prevocational doctor to the new
environment and offsite location.

3. Alist of the physical and educational infrastructure provided and accessible to ensure prevocational
training and learning objectives are met e.g. library facilities, internet access, and digital conferencing
equipment.

4. A copy of the health services policy on adequate supervision

5. Copies of minutes of PAC’s training committee, demonstrating involvement and evaluation of the
offsite unit’s educational strategic planning, decision making and evaluation of the offsite term. E.g.
Risk management process

Back to Top
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GUIDELINES: STANDARD 4

A process is in place to facilitate the communication between the health services which should include:
e Timing of communications —i.e. the frequency with which these will occur;
e Parties to be involved in the communication e.g. DMS, DCT and/or MEO, RTP etc.;
e  Record of communication — how will this be kept.

The offsite unit provides a specific health service orientation for the prevocational doctor. This orientation
highlights specific policies and processes of the health service particularly where they differ from the PAC.

For those prevocational placements into community settings Cultural Education must be included in the health
service orientation.

There is active regular participation by the offsite unit in the PAC GCTC/MTC e.g. Term Supervisor, Regional Training
Provider (RTP) representative. This may be in person or via teleconference/videoconference. This representative
will receive the minutes of the PAC GCTC/MTC.

Adequate infrastructure refers to examples such as:

e Access to IT support to attend/participate in PAC education programs e.g. HSEP

e Access to IT to support patient care which will be in the ward areas and visiting rooms, as well as access to
library facilities which promotes research;

e Access to printer facilities;

e Accessto internet and online journals etc.;

e Tutorial rooms if required;

e Anarea where prevocational doctors can have discussions with appropriate parties.

A formal orientation is provided to each prevocational doctor by the delegated Supervisor, and includes an
orientation booklet/manual, which outlines:

« Term rosters, durations, locations (whichever is most applicable/relevant to placement location);

e Learning Objectives (specific and individual);

e Relevant and current (specific to health service) policies, procedures and guidelines for that term e.g.
management of patients with specific needs;

e Names of supervisors , other support medical/administrative staff and reporting lines;

e Assessment procedures (DOPS etc.);

e Evaluation/feedback processes regarding the term orientation (by prevocational doctor and supervisor).

The results of the term orientation evaluation will be reviewed by the PAC’s training committee that oversights
the prevocational medical education and training program.

Where prevocational doctors are to undertake a ward call at an offsite term there will be specific orientation to
these duties which includes:
e  Ward call policy;
e Discussion of supervision on ward call — how to access and who is responsible for supervision;
e  Prevocational doctor roles and responsibilities on ward call including any restrictions on their scope of
practice;
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y

e Discussion of escalation processes if concern exists about a patient.

Note: Go to Glossary — see Clinical Supervisor and Term Supervisor definitions to understand the different roles and
responsibilities.

There is evaluation of the offsite unit. This may be undertaken by the PAC and/or by the RTP in the case of General
Practice. Within the process ongoing evaluation will be clearly articulated and include the recording and reporting
of the prevocational doctor term evaluations undertaken throughout the year once prevocational doctors have
been placed into this offsite unit . This process will also show how the offsite Term Supervisor is made aware of the
results of the term evaluations at least annually (for positive feedback) and more regularly where there are issues
of concern identified.

Back to Top
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FUNCTION 1 - GOVERNANCE

STANDARD 5: PREVOCATIONAL DOCTOR EDUCATION AND
TRAINING COMMITTEE

The Health service Manager will ensure that there is in place a committee with representation of all medical
education stakeholders including prevocational doctors that meet to develop and survey all aspects of the
prevocational doctor education and training program (PETP).

Criteria:

1. The Committee establishes the general and specific policies of prevocational doctor education in order to
protect and preserve the best interests of the patient, the supervisor, the prevocational doctor and the
Health service.

The Terms of Reference will ensure that:

a. The purpose of the Health service which employs prevocational doctors sets and promotes high
standards of medical practice and junior doctor training.

b. Appropriate reporting lines are in place within all levels of the Health service.

c. Appropriate membership on the Committee including prevocational doctor and any offsite unit
supervisor representation.
Independent Chair who does not currently hold a position within the MEU.

e. The Committee promotes quality assurance and complies with NT Standards, and encourages
educational excellence.

2. The Committee schedules and undertakes regular evaluation and review of the effectiveness and content
of the PETP and this is used to improve the PETP.

3. The committee schedules and undertakes regular evaluation and review of the effectiveness of the PETP
assessment processes.

4. The Committee responds to feedback and modifies the program as necessary to improve the intern
experience for interns, supervisors and hospital administrators.

5. Prevocational doctors including interns are involved in the governance of their training and there is
representation on the training committee.

Responsibility: Health service Delegated Officer (Identified and nominated)

B

hi;( Evidence: (to achieve Satisfactorily Met (SM) rating)

Copies of relevant Health service prevocational doctor education policies/guidelines.
2. A copy of the Terms of Reference for the Committee responsible for PETP including committee
membership.
3. Copies of minutes of meetings for past 12 months with relevant parts highlighted to meet criteria; and
4. Committee Report/s outlining the actions as a result of any PETP feedback and assessment process
evaluations or reviews undertaken during reporting period.

Back to Top
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GUIDELINES: STANDARD 5

The aim of this Standard is to ensure that there is a committee established to oversee the prevocational doctor
education and training program (PETP). The committee may have additional roles of oversight such as specialty
training, however the PETP is a specific concern and clearly identified within its roles and responsibilities.

The committee will have clear terms of reference that relate to the PETP.
These will include:

¢ Membership on the committee of relevant personnel overseeing the PETP e.g. MEO, DCT, MER, Clinical
and Term Supervisors and prevocational doctors including Interns;

¢ Chairperson independent from the Health service MEU;

e Prevocational doctor and offsite unit supervisor representation on the committee;

¢ Monitoring and evaluation of the PETP;

e Development of policies and processes for the PETP;

e Development and endorsement of policies and procedures for the PETP;

e Undertake regular review and evaluation of PETP policies and procedures;

¢ Annual review and evaluation of Committee Terms of Reference and performance measures.

The committee is responsible for evaluating the PETP and as such, the Accreditation Team will be provided with
copies of the minutes from their meetings, which clearly indicate the:

e Issues discussed which were relevant to the PETP;

e Actions resulting from these discussions (see criterion 4);

e Quality Action Plan discussions relevant to previous surveys;

e Evaluations and reviews undertaken during the period.

In addition, the PETP Committee will also evaluate each prevocational doctor’s experience across a year taking into
consideration the yearly allocation to terms.

Back to Top
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FUNCTION 2 - PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM

The structure and content of the program including assessment and supervision, training infrastructure
and resources and clinical experiences is sufficient to enable prevocational doctors to progress to full
registration, and prepare for the transition to Vocational Education and Training.

STANDARD 1: PETP STRUCTURE

STANDARD 2: PETP ORIENTATION

STANDARD 3: HSEP CONTENT

STANDARD 4: HSEP DELIVERY

STANDARD 5: HSEP EVALUATION

STANDARD 6: TERM ORIENTATION AND HANDOVER

STANDARD 7: TERM SUPERVISION

STANDARD 8: TERM CONTENT

STANDARD 9: TERM EVALUATION

STANDARD 10: PREVOCATIONAL DOCTOR (PERFORMANCE) ASSESSMENT
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FUNCTION 2 - PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM

STANDARD 1: PETP STRUCTURE

Criteria:
1.

The allocation to each term meets the requirements of prevocational doctor training such that
prevocational doctors in their postgraduate year one must each have the compulsory terms of medicine
and surgery for a minimum of 10 weeks each and a term of at least 8 weeks that provides experience in
emergency medical care. The remaining 19 weeks are to be taken in a range of approved terms to make up
the minimum of 47 weeks fulltime equivalent service. (MBA Intern registration standard).

For offsite units, the allocation of prevocational doctors is in accordance with that agreed by the Primary
Allocation Health service.

For each rotation, the health services list the relevant outcome statements and the skills and procedures
that can be achieved in that rotation, and the nature and range of clinical experience available to meet
these objectives.

Prevocational doctors have access to formal clinical teaching and structured clinical and non-clinical
learning activities in addition to informal work-based teaching and learning.

The prevocational doctor training program enables prevocational doctors to attend formal educational
sessions, and they are supported by senior medical staff to do so.

The prevocational doctor training provider/Health service guides and supports supervisors and interns in
the implementation and review of flexible training arrangements. Arrangements are consistent with the
General Registration Standard.

There is dedicated time for teaching and training for prevocational doctors and the health service also
reviews the opportunities for work-based teaching and training.

Responsibility: Health service Delegated Officer (Identified and nominated)

o |
-/

Evidence: (to achieve Satisfactorily Met (SM) rating)

1. Annual allocations for each prevocational doctor outlining the terms and his/her durations (where
applicable including offsite unit terms).

2. Agreement documents between Primary Allocation health services and offsite unit health services.

3. Term descriptor which reflects the statements for interns, and lists the skills and procedures that can
be achieved for that rotation as well as the nature and range of clinical experiences available.

4. Examples of formal clinical teaching opportunities and structured clinical and non-clinical learning
activities that are offered to prevocational doctors. Copies of Policies/guidelines related to
attendance and comments from supervisors on junior doctor assessment forms.

5. A copy of the structured prevocational doctor training program identifying pager protected times.
Where any issues arise regarding attendance or support to attend provide copies of follow
ups/discussion by health service committee responsible for overseeing the prevocational education
and training program.

6. Copies of policies/guidelines and reviews relating to the Health services flexible training
arrangements that guide and support the relevant medical staff.

7. Copies of documents (policies, guidelines) specifying dedicated time for teaching and training and
reviews/evaluations provided for work-based teaching and training.
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GUIDELINES: STANDARD 1

This Standard ensures that the PETP is structured to enable compliance with the national registration requirements
and any relevant NT Department of Health requirements.

Facilities will be able to provide copies of the annual prevocational doctor allocation, which provide each
conditionally registered doctor (Intern) with:

e 10 weeks in Medicine;

e 10 weeks in Surgery;

e  Min 8 weeks in Emergency Medical Care;

e The remaining 19 weeks are taken in a range of approved terms making up the minimum of 47 weeks
fulltime equivalent service.

Each term and place within the Health service will be listed and correspond with NT Accreditation Records.
The Accredited Places Matrix will indicate:

e Term content area e.g. Medicine, Surgery etc.;
e  Number of junior doctors; and
e Postgraduate year of the prevocational doctors allocated to the term or offsite unit.

This Accredited Places Matrix must be completed, available and up to date for the current allocations (actual not
expected). These allocations will be easily mapped to the Accredited Places Matrix, with names of terms and
number of places consistent with those found within the Matrix held by NT Accreditation Committee.

Where a Secondment Term is used, the link to the requirements (agreement documents etc.) of overall allocation
for the individual prevocational doctor will be clear.

The AMC outcome statements for internship take into account the Australian Curriculum Framework for Junior
Doctors (ACFID). These AMC outcome statements are not a curriculum, but state the broad and significant
outcomes that interns should achieve by the conclusion of their programs. Intern Training providers are responsible
for designing learning programs that will enable interns to achieve these outcomes. The outcome statements are:
set within four domains, which align with the ACFJD at the intern level; work-based and patient centered and take
account of the increasing responsibility for patient care under supervision that is required of interns; and designed
to be sufficiently generic to encompass a range of learning environments.

The Australian Curriculum Framework for Junior doctors (ACFJD) is a two year educational template outlining a
curriculum for prevocational doctors to apply through their clinical rotations, education programs and individual
learning, in order to promote safe, quality health care. It provides a description of the knowledge, skills and
behaviours expected of prevocational doctors by the end of the second prevocational year in order to work safely
in Australian hospitals and other healthcare settings.
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Structured learning activities may include (but are not limited to):

e sessions with other health professionals, specialists and support services;

e team-based activities — e.g. mortality and morbidity audits, quality assurance;
e multidisciplinary meetings;

e formal ethical discussions.

Formal teaching may include (but is not limited to):

e one-to-one teaching with the supervising medical practitioner or the registrar as case discussions or skill
acquisition experiences;

e team educational activities (e.g. a presentation or seminar on a recent case or a journal club);

e simulation, team reviews of radiology and pathology and other disciplines relevant to the service;

e medical or surgical service or hospital grand rounds; and

e group teaching specific to interns and other prevocational doctors.

In addition to clinical teaching, there will be opportunities to assist with workload management, identification and
management of stress and burn-out, professional development and peer support.

Health services Education Training Committees and Senior Clinical staff promotes, support and encourages
prevocational doctors to attend any formal educational sessions that are part of the health services education
program. This is promoted to all Clinical and Term Supervisors at commencement of the role and throughout the
year.

Where a Health service offers and utilises the flexible training arrangements as outlined in the national General
Registration Standard a policy/guideline and process for managing and supporting supervisors and interns is in
place with a review and evaluation process that reports to the HSEP Committee responsible for the PETP.

Formal Educational sessions have dedicated pager protected time for prevocational doctors. Regular reviews of
work-based teaching and training are undertaken and evaluated by the Health service Education Committee
responsible for PETP.
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FUNCTION 2 - PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM

STANDARD 2: PETP ORIENTATION

All prevocational doctors will be orientated to the Health service and Prevocational Doctor Education and
Training Program (PETP) prior

Criteria:

1. All Prevocational doctors participate in a comprehensive orientation program including the following:

a.

f.

g.
h.

Identification of personnel responsible for implementing the PETP;

Identification and explanation of relevant PETP policies and procedures including assessment and
evaluation processes;

Identification of prevocational doctor support personnel and processes;

Identification and explanation of relevant Health service clinical policies and procedures;
Explanation of educational and assessment processes used at the Health service including the
educational program outcomes;

Promotion of maintaining a logbook or portfolio (electronic) of term experiences;

Information about the activities of committees that deal with prevocational doctor training;
Outline how to find this information outside of the initial orientation period.

2. The delivery of the PETP orientation is consistent with best educational principles including experiential

opportunities.

3. The PETP orientation program is evaluated by the prevocational doctors and necessary changes made in

line with quality improvement. Data from the evaluations is reviewed by the Committee responsible for

the oversighting of prevocational doctor Education at the Health service.

Responsibility: Health service Delegated Officer (Identified and nominated)

f“ 7; Evidence: (to achieve Satisfactorily Met (SM) rating)

-~ 1

3.

. A copy of the orientation program and attendance.
2.

A copy of the orientation program activities.

A copy of the orientation program evaluation and recommended changes for following year to ensure
relevant learning has occurred.

Copies of minutes from committee responsible for overseeing PETP showing results from any

evaluation and reviews undertaken regarding orientation.
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GUIDELINES: STANDARD 2

The aim of this Standard is to ensure that there is a suitable Health service Orientation Program provided at the
beginning of the prevocational doctor year (for Primary Allocation Facilities) and prior to commencement of duties
for each term (including at an offsite unit health service), which outlines the details of the prevocational doctor
education and training program (PETP).

The Health service provides a copy of their PETP Orientation Program. The Orientation Program will include:

e Advocacy processes;

e  Clinical policies and procedures;

e  Clinical skills e.g. ALS;

e Health service Education Program (HSEP);

e« Compulsory requirements e.g. term evaluations;

¢ Role of Accreditation and NT Accreditation Committee (matrix);

e Prevocational doctor support and welfare processes (which may include but not limited to where to find
career advice and personal counselling opportunities, process for professional development leave etc.);

¢ Information about the health service committees that oversee and manage prevocational doctor
education and training programs;

e Assessment procedures and responsibilities;

e Relevant Health service policies and procedures e.g. WH&S, Grievance, Human Resources, Pay, Leave etc.

The orientation information about the Prevocational doctor training program provides clear and easily accessible
information about the training program.

The Orientation Program will be consistent with best educational principles. A copy of the Orientation Program
activity outlines, provides and reflects:

e A mixture of didactic and experiential opportunities;

e Opportunities to practice skills and receive feedback;

e Opportunities for prevocational doctors to ask questions;
e Self-reflection activities.

As part of the quality improvement cycle, Health services will evaluate the program. A copy of the tool used to
evaluate the program will be provided. This tool will include (but not be limited to) an opportunity for the
prevocational doctor to:

e Provide feedback on individual sessions;

e  Provide feedback on individual presenters/facilitators;

e Reflect on learning achieved from the program;

e  Provide suggestions for changes to the program for the following year.

The Health service MEO organising the Orientation Program will provide this evaluation in report form to the
committee responsible for the oversighting of the PETP and include recommendations for change. Survey Teams
will be provided with a copy of this report and or the committee’s minutes where it was discussed and any
resolutions determined.
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STANDARD 3: HSEP CONTENT

The content of the Health service Education Program (HSEP) will be consistent with The National Curriculum
Framework for Prevocational doctors (ACFJD) and AMC Intern training — Intern outcome statements. It will
include career advice, professional development leave, access and opportunities for personal counselling where
necessary.

Criterion:
1. The HSEP has content relevant to prevocational doctors and is mapped to the National Curriculum
Framework and Intern outcome statements for Prevocational doctors as is applicable to the Health service.
The HSEP is appropriately updated in response to feedback.
2. Prevocational doctors have access to personal counselling and career advice. The personal and career
counselling services are publicised to prevocational doctors, their supervisors, and other team members.
3. The procedure for accessing appropriate professional development leave is fair, practical and published.
Rotations identified for training of prevocational doctors considers the following:
e  Complexity and volume of the unit’s workload;
e The prevocational doctor’s workload ( e.g. particularly for internship);
e The experience prevocational doctors can expect to gain;
e How the prevocational doctor will be supervised and by whom.

Responsibility: Health service Delegated Officer (Identified and nominated)

ﬂ ’) Evidence: (to achieve Satisfactorily Met (SM) rating)

- 1. Copy of the HSEP plan (with mapped links to ACFJD and AMC outcome statements) and timetable;
2. Evidence of availability of personal and career counselling services. Copy of guideline,
procedure/process to access professional development leave (where appropriate);
3. Copies of PETP Committee minutes/other documents showing evaluations of rotations that have
prevocational doctor places.
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GUIDELINES: STANDARD 3

The aim of this Standard is to ensure that a Health service Education Program (HSEP) is provided with content,
consistent with National Standards of best practice.

The HSEP will be developed with consideration to the experiences to be gained throughout the entire PETP. This
may involve mapping against National Standards such as the Australian Curriculum Framework for Prevocational
doctors (ACFJD) and AMC Intern outcome statements. The program will employ a flexible format, which
incorporates the acquisition of knowledge, skills and attitudes relevant to the domains of clinical management,
communication and professionalism in Medicine, Surgery and Emergency Medical Care, using best educational
practice. The program will indicate the relevant components of the ACFID and AMC Intern statements to enable
prevocational doctors to monitor their progress against the Intern Outcome statements and Curriculum
Framework. Consideration will be given to how the PETP compliments and/or provides the more general
overarching topics compared to the more specific Term/Unit education programs.

Prevocational doctors will have access to personal counselling and career advice at the health service where they
are employed. This can be either through an internal or external service and career advice may be informal. The
accrediting team will need to see how a prevocational doctor can access personal counselling and career advice if
sought, and how is it made known to the prevocational doctor. Supervisors and other team members are made
aware of this process and access in order to advise and assist the prevocational doctors where necessary.

The health service will have a guideline and a procedure/process for prevocational doctors (where applicable)
regarding professional development leave. This process will be published so that the prevocational doctor can
easily access the guidelines and process, and it will be fair to all who apply.

Health services when developing the PETP content take into consideration when organising rotations, the
complexity and volume of the unit’s workload along with the prevocational doctor’s individual unit workload.

Consideration is given to the experience a prevocational doctor can expect to gain whilst in that unit and the level
of supervision that they can expect to receive and from whom. These considerations are particularly important for
the internship year.

These considerations will be taken into account when the rotation is evaluated and reviewed by the PETP
committee that has the responsibility to oversee the PETP for prevocational doctors.
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FUNCTION 2 - PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM

STANDARD 4: HSEP DELIVERY

Criteria:
1. The health service ensures Prevocational doctors can attend the HSEP. The Health service demonstrates

innovation to meet individual prevocational doctor learning needs.
2. The delivery of the HSEP is consistent with best educational principles including experiential opportunities.

Responsibility: Health service Delegated Officer (Identified and nominated)

’ >
= ’; Evidence: (to achieve Satisfactorily Met (SM) rating)

Q 1. A copy of the Attendance Reports for the HSEP, and evidence of actions taken to remediate problems.
2. A copy of HSEP attendance by term to allow comparison of access.
3. A copy of the HSEP activities and evidence that the application of adult learning principles in the
development of the program is regularly updated according to evaluation feedback.

GUIDELINES: STANDARD 4

The aim of this Standard is to ensure that the Health service Education Program (HSEP) is delivered in a flexible
manner to maximise attendance and opportunity for learning by prevocational doctors and is delivered using best
educational principles.

The HSEP will be accessible to all prevocational doctors regardless of their term allocation. It is understood that
individual rostering may from time to time prevent attendance. Alternative strategies will allow for equitable access
to all prevocational doctors. In addition, this criterion will allow for innovative responses to individual prevocational
doctor learning needs and may include online learning opportunities or independent study options.

The HSEP will be consistent with best educational principles. A copy of the program activity outlines will be
provided and reflect:

e« A mixture of didactic and experiential opportunities, encouragement of innovative approaches such as
blended and peer group learning;

e  Opportunities to practice skills and receive feedback;

e  Opportunities for prevocational doctors to ask questions;

e  Self-reflection activities.

The program provided will indicate:

e Timing of sessions to allow reasonable access for all prevocational doctors;
e Format of sessions e.g. skills stations vs. presentations (showing links to ACFJD and AMC intern outcome
statements).
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FUNCTION 2 - PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM

STANDARD 5: HSEP EVALUATION

The Health service Education Program (HSEP) will be formally reviewed and evaluated using a quality framework.

Criterion:

1. There are evaluation tools to evaluate the HSEP, and a process that encourages all prevocational doctors
to evaluate the HSEP.

2. There is regular systematic collection, interpretation and use of evaluation data from prevocational
doctors and term supervisors. This evaluation data provides feedback into the program, places and the
continuous improvement of both.

3. Supervisors contribute to monitoring program development. Their feedback is sought, analysed and used
as part of the monitoring and evaluation process.

Responsibility: Health service Delegated Officer (Identified and nominated)

L - & Evidence: (to achieve Satisfactorily Met (SM) rating)

oy

1. A copy of evaluation tools used to evaluate the HSEP.

2. Copies of Evaluation Reports for the HSEP used to report to HSEP committee responsible for
oversighting of the PETP including continuous improvement actions.

3. A copy of HSEP evaluation processes used for continuous improvement.
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GUIDELINES: STANDARD 5

The aim of this Standard is to ensure that the Health service Education Program (HSEP) is evaluated and
appropriate recommendations are made to enable continuous improvement of the program.

The learning undertaken in all prevocational education programs is to be evaluated and monitored to ensure the
program is contemporary.

An evaluation tool is provided for sessions where applicable. These tools will allow the prevocational doctors the
opportunity to provide feedback on:

« The content of individual sessions and overall rotations;

e The performance of individual presenters;

e What they gained from the session/rotation; and

e Provide suggestions for changes to the program for the following year.

The convenor of the HSEP will provide the evaluation data in report form to the committee responsible for the
oversighting of the HSEP and include any recommendations for change.

Collation of evaluation and recommendations will be undertaken and reported on to the HSEP committee no less
than twice per annum, preferably more frequently to ensure the PETP is meeting the prevocational doctor’s needs.

Survey Teams will be provided with a copy of this report and copies of minutes of the committee responsible for
oversighting the HSEP indicating agreed changes to the program for future implementation.

The Health service regularly evaluates and reviews its PETP and prevocational doctor places to ensure that
standards are being maintained. Its evaluation processes check program content, quality of teaching and
supervision, rotation case mix and workloads, assessment and prevocational doctor’s progress.

Prevocational doctor and term supervisor feedback is required on the PETP to ensure that quality improvements
are made each year. The Health service will have a process for collecting and collating prevocational doctor and
term supervisor evaluation on the PETP.

There will be an evaluation tool which is distributed to the prevocational doctors and term supervisors which is
then collated by the personnel overseeing the PETP. The process to report this information to the Education
Training Committee responsible for overseeing the PETP will be clearly outlined to both prevocational doctors and
clinical supervisors.

The Health service will provide copies of these Evaluation Reports to the Accreditation Survey Teams and any
actions resulting from the outcomes of this evaluation.

The Health service regularly evaluates and reviews its PETP and prevocational doctor places to ensure that
standards are being maintained. The evaluation processes check program content, quality of teaching and
supervision, rotation case mix and workloads, assessment and prevocational doctor’s progress.

Prevocational doctor and term supervisor feedback is required on the PETP. The Health service will have a process
for collecting and collating clinical supervisor’s evaluation of the PETP. There will be an evaluation tool developed
which is distributed to the clinical supervisors which is then collated by the personnel overseeing the PETP.
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The process will be clear regarding the reporting of this information to the Education Training Committee
responsible for overseeing the PETP. The Health service will provide copies of these Evaluation Reports and any
actions resulting from the outcomes of this evaluation to the Accreditation Survey Team.
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FUNCTION 2 - PREVOCATIONALDOCTOR EDUCATION AND TRAINING PROGRAM

STANDARD 6: TERM ORIENTATION AND HANDOVER

Prevocational doctors will receive a comprehensive term orientation and handover prior to commencement of
clinical duties.

Criteria:
1. Prevocational doctors receive a comprehensive orientation to the term prior to commencement of clinical
duties including but not limited to:

Reporting lines

Rosters

Timetables

Relevant Unit policies, procedures and guidelines

Documented clear generic Learning Objectives for a prevocational doctor undertaking this term

m o 0 T W

2. Evaluation of each term orientation.

3. Record and discuss with the prevocational doctor their agreed individual learning objectives for the term.

4. The prevocational doctor going to a ward has a clinical handover from an appropriate clinician prior to
commencement of clinical duties.

Responsibility: Health service Delegated Officer (Identified and nominated)

L : ’) Evidence: (to achieve Satisfactorily Met (SM) rating)

. 1. Copy of Unit Orientation Booklet/e-documents, unit roster, unit timetable and outline of face to face
term orientation process.
2. Report summarising evaluation of Term Orientations.
Copy of agreed prevocational doctor individual learning objectives for the term (these are separate to
the general term learning objectives).
4. Copy of process for clinical handover.
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GUIDELINES: STANDARD 6

The aim of this Standard is to ensure that prevocational doctors receive adequate orientation and handover of
clinical cases prior to commencement of their clinical duties.

It is expected that a formal orientation be provided to each prevocational doctor by an appropriate clinician. Each
term will have a formal orientation process and documentation, which outlines:

e Rosters and timetables (see Accreditation Step by step guide for more information on what is a roster and
what is a timetable);

e Learning objectives (both term and individual);

e Clinical duties;

e« How to access current policies, procedures and guidelines for that specific term e.g. management of
patients with unstable angina for a cardiology term;

e Supervisors and reporting lines;

e Assessment procedures;

e Evaluation/feedback regarding the term orientation.

It is expected that a formal evaluation of the term orientation will be undertaken by the prevocational doctors. The
results of the term orientation evaluation will be reviewed by the HSEP committee that oversights the
prevocational medical education and training program.

A supervising clinician will discuss the term learning objectives with the individual prevocational doctor at an
agreed time. Specific learning objectives will be agreed upon (and recorded) relevant to the individual prevocational
doctor and their previous experiences and learning requirements. These are to be revisited at the mid and end of
term assessment meetings with the clinical supervisor. These discussion outcomes are to be recorded in mid and
end of term assessment records.

Adequate handover is essential for safe and quality clinical care of patients. As such, evidence of the process for
handover at the start of each term will be provided. This process will take into consideration the requirement for
handover prior to commencement of the term if the prevocational doctor is at an offsite unit health service. This
may involve a phone handover with the current prevocational doctor in the week preceding commencement of the
new term.

Back to Top

Prevocational Doctor Accreditation Manual — Section 3 36





=
ACCREDITATION STANDARDS AND GUIDELINES -

Prevocational Doctor Accreditation Manual — Section 3 37





ACCREDITATION STANDARDS AND GUIDELINES {’O\i

-
./
/
AN

FUNCTION 2 - PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM

STANDARD 7: TERM SUPERVISION

The prevocational doctor will be supervised at all times by a medical practitioner with the appropriate
knowledge, skills and experience to provide safe patient care and effective prevocational doctor training.

Criteria:
1. Sufficient clinical and educational supervision is provided by Supervisors. Supervisors of Prevocational
doctors will have appropriate skills, knowledge, competencies, induction, time, authority and resources.
2. The Health service’s policies on adequate supervision are implemented at all times (including when a
prevocational doctor is rostered to ward call).
3. Supervisors of prevocational doctors are made aware of their role and responsibilities in the PETP and are
given professional development opportunities to support improvement in the quality of the PETP.

Responsibility: Health service Delegated Officer (Identified and nominated)

L - & Evidence: (to achieve Satisfactorily Met (SM) rating)

"':J 1. List of approved Term Supervisors and their relevant appointment.
2. A copy of Health service’s policy on adequate supervision.
3. A copy of attendance by Supervisors at relevant professional development including induction and
outlining role and responsibilities in PETP,
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GUIDELINES: STANDARD 7

The aim of this Standard is to ensure that prevocational doctors receive adequate supervision whilst undertaking
their clinical duties. This will take into consideration the appropriate levels of supervision according to duties to
being undertaken by the prevocational doctor.

Supervisors will be approved as having the appropriate skill, knowledge, competencies, induction, time, authority
and resources by the Unit. The clinical Supervisors will provide prevocational doctors with details of approved
Supervisors within that term. A list of approved Supervisors for the term will be available to the prevocational
doctor. This list will indicate the Supervisor’s current appointment e.g. VMO, registrar etc.

There will also be clear understanding of the process for supervision including levels of supervision. Each unit will
specify prevocational doctor duties and which duties must have direct supervision at all times. It is recognised that
the level of supervision provided will be determined by an assessment of an individual prevocational doctors skills,
however some terms may specify a requirement for supervision for a specific task and these will be made clear to
the prevocational doctor at orientation.

It is expected that the Health service will have developed a policy on adequate supervision.

This policy will include:

e Adefinition of supervision and types of supervision;

e Whois able to provide prevocational doctor supervision;

e« How to access (and escalate) supervision if immediate Supervisor is unavailable;
e A process for addressing perceived inadequacy of supervision.

Supervisors will be aware of this policy and implement it.

Term and/or clinical Supervisors will, through their induction be informed of their roles and responsibilities as a
prevocational supervisor. Opportunities and attendance for prevocational supervisors to receive professional
development for their supervisory duties should be recorded for each prevocational supervisor. Professional
development for supervisors should be promoted and encouraged to current and interested future supervisors to
assist in the continued improvement of the PETP.
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FUNCTION 2 - PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM

STANDARD 8: TERM CONTENT

Terms will provide clinical and educational experiences, which will contribute to the achievement of safe
competent clinical practise.

Criteria:

1. The term provides appropriate clinical experience such that it enables the prevocational doctor to achieve
competence in clinical activities appropriate to that term.

2. The Scope of Practice for the specific term including specific clinical skills, which require direct
observation is documented and provided to the prevocational doctor at the commencement of the term.

3. A flexible, accessible and relevant Term Education Program provides a variety of formal and informal,
clinical and non-clinical teaching and learning opportunities for prevocational doctors delivered in paid
time.

4. The prevocational doctors are supported and encouraged to attend the formal HSEP sessions, which
supplements the term experience.

Responsibility: Educational Supervisor (ldentified and nominated)

L >
Jo= ’& Evidence: (to achieve Satisfactorily Met (SM) rating)

oy

1. A copy of term outline including the clinical case mix, workload, weekly timetable, and Term
Supervisor details.

2. A copy of Scope of Practice for the term and specific clinical skills which require direct observation.

3. A copy of the formal and informal education opportunities of the term.

4. A Copy of term roster.
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GUIDELINES: STANDARD 8

The aim of this Standard is to ensure that all terms will provide clinical and educational experiences, which
contribute to the development of safe practice and achievement of competency.

Each term will provide an outline of the terms clinical case mix, workload, weekly timetable, and term supervisor
details. Evidence provided will assist Surveyors to determine the breadth and depth of clinical experience offered
by each term.

Each term will have a clearly documented Scope of Practice outlined for the prevocational doctors. The Scope of
Practice will be relevant to the clinical area in which the prevocational doctor is working and the level of
prevocational doctor experience. This Scope of Practice will also include a list of clinical skills, which require direct
observation prior to independent practice.

Each term will provide prevocational doctors with a list of formal and informal learning opportunities available to
them. This is not intended to be exclusive as it is recognised that rich opportunistic learning occurs throughout most
terms, and cannot be documented.

Examples of formal learning opportunities provided on a term may be but are not limited to:

e Tutorials;
e Case presentations;
e  Skills workshops.

These should be available in paid time and attendance be free of interruptions.
Examples of informal learning opportunities may include but are not limited to:

¢ Ward rounds;

e Case conferences;
e  Audit meetings;

e Grand rounds;

e Journal Clubs.

It is expected that additional education opportunities outside clinical experience may be offered to prevocational
doctors throughout a term. A summary of these will be available to Surveyors.
Examples of these may be but not limited to:

e Presentation skills — presenting to peers, allied health, nursing or students;
e Research skills — participation in small research studies;

e  Audit skills — management of data collection, analysis of data;

e Teaching skills — students, peers etc.

A copy of the term roster indicating roles of the prevocational doctor will be provided.
Rosters will indicate: (overarching document)

e Hours to be worked;
e  Ward duty time allocation;
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Days off.

Daily rosters will indicate hours worked and consider industrial as well as training requirements.

The roster needs to be able to be read and understood by Surveyors. For the purposes of the survey, the Intern and
junior doctors need to be able to be clearly identified and differentiated from Career Medical Officers and
Registrars on rosters and timetables provided.

Timetables will indicate activities to be undertaken by the Intern or junior doctor: (detailed document)

Ward round/Grand Round;
Theatre;

Out Patients;

Ward work;
Procedures/Tutorials/clinics
HSEP

In addition, consideration will be given to individual prevocational doctor learning needs to ensure that they can
fully participate in the educational opportunities provided by a term.

For further information regarding differences between a roster and a timetable see NT Accreditation Support
Resources (Accreditation step by step guide) soon to be loaded onto NT METC Website.

Back to Top

Prevocational Doctor Accreditation Manual — Section 3 42





ACCREDITATION STANDARDS AND GUIDELINES (D))

FUNCTION 2 - PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM

STANDARD 9: TERM EVALUATION

The Term Education Program will be formally evaluated using a quality framework.

Criteria:
1. Prevocational doctors are given the opportunity to regularly evaluate the adequacy and effectiveness
of Term Education Programs (TEP) using an evaluation tool which gathers information on:
a. Supervision
b. Orientation
c. Formal and informal learning opportunities
d. Feedback
e. Agreed individualised learning objectives
2. The term evaluation results are reviewed by the committee overseeing the PETP and are used to
quality improve the terms.
3. There is a process in place to maintain the confidentiality of prevocational doctor term evaluations to
protect the prevocational doctor and encourage frank and honest feedback on the term.

Responsibility: Health service Delegated Officer (Identified and nominated)

i’ ’& Evidence: (to achieve Satisfactorily Met (SM) rating)
1. A copy of term evaluation tool.
2. A copy of the evaluation results, quality improvements made, and evidence of distribution of
results of prevocational doctor evaluations to the corresponding Units/Terms.
3. A copy of the minutes of the committee illustrating review and action where applicable of term
evaluations.
4. A copy of the process for maintaining confidentiality of Evaluation Reports.
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GUIDELINES: STANDARD 9

The aim of this Standard is to ensure that prevocational doctors receive an opportunity to formally evaluate a
term and that this information is reviewed by the committee responsible for oversighting the PETP. In addition,
it is expected that de-identified data be provided to the Term Supervisor for quality improvement activities.
This same de-identified data could be offered to the accreditation team when being surveyed.

It is expected that a tool is developed which affords the prevocational doctors an opportunity to give feedback
on but is not limited to:

e Term rosters;

e Clinical experience gained;

e Achievement of general and individual learning objectives;

e Adequacy and effectiveness of supervision;

e Adequacy of feedback and appraisal;

e  Opportunities for learning;

e Constructive feedback on aspects that improve the term experience;
e Suggested improvements to the term.

A copy of the evaluation data process indicating how data is presented to the Term Supervisor will be provided.

It is expected that this process would occur annually except where an issue has been identified where it may
occur earlier.

A copy of relevant minutes of the committee oversighting the PETP will be provided demonstrating review of
Term Evaluations and recommendations made. (Areas of relevance highlighted in the minutes)

It is expected that for the integrity of the Term Evaluation Process, data will be de-identified to maintain
confidentiality for the prevocational doctors involved. A copy of the process for managing Term Evaluations
clearly indicating how confidentiality will be maintained will be provided.
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STANDARD 10: PREVOCATIONAL DOCTOR (PERFORMANCE)
ASSESSMENT

Criteria:
1.

At start of term, detail the specific process for assessment within the Unit, particularly outlining the
personnel responsible for providing the feedback and conducting observation of clinical skills relevant
to that term.

There is a midterm feedback session by the Term Supervisor for all terms, which exceed five weeks.
Feedback sessions will include input provided by Supervisors and others observing the doctor’s
performance. Prevocational doctors are encouraged to take responsibility for their own performance,
and to seek feedback from their supervisors regarding their performance.

Ensure that prevocational doctors are informed when serious concerns exist. There is a documented
process for managing substandard performance, which takes into account the welfare of the
prevocational doctor and patients.

Objective summative assessment occurs at the end of each term. The Prevocational doctor must view
the assessment form at the assessment interview, be provided an opportunity to write comments on
it, be given a copy of the assessment form prior to it going to the PETP DCT and being stored in the
prevocational doctor’s personnel record.

The health service records and documents the progress and assessment of the Intern’s performance
consistent with the Medical Board of Australia Registration Standard for granting general registration
as a medical practitioner, on completion of their internship.

The PETP establishes an assessment review group as required to assist with decisions on remediation
of interns and other prevocational doctors who do not achieve satisfactory supervisor assessments.
The health service must have a policy and process in place to guide the resolution of training problems
and disputes.

Responsibility: Health service Delegated Officer (Identified and nominated)

=
-

Evidence: (to achieve Satisfactorily Met (SM) rating)

A copy of assessment process.

A record of midterm assessment completion.

A copy of assessment process for feedback sessions.

A copy of orientation documentation outlining promotion and encouragement of prevocational

doctors taking responsibility to receive feedback on performance.

A Copy of membership and TOR for PETP Assessment Review Group.

6. A Copy of policy/guideline and process for informing a prevocational doctor of any serious
concerns.

7. A copy of end of term assessment form used and record of completion (sign off form).

A copy of process for assessing clinical skills and record keeping.

9. A copy of final internship assessment tool used along with de-identified samples of completed
final internship assessment.

10. A copy of policy and process for resolution of training problems and disputes.

PwnNPR

o

&
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GUIDELINES: STANDARD 10

The aim of this Standard is to ensure that prevocational doctors receive assessment and appraisal to ensure
that learning objectives and relevant knowledge, skills and attitudes are being monitored and achieved against
the registration requirements for prevocational doctors.

At the term orientation prevocational doctors will receive an outline of the assessment processes of that term
including who is responsible for giving feedback, observing clinical skills and appraisals, and how this
information will be collated e.g. direct observation, reports from supervisors, and information from co-workers
such as nursing and allied health staff.

For interns, assessment must include observation of clinical skills. A copy of the recorded clinical skills observed
for interns will be provided by the Health service. The General Practice Term Supervisor will describe the
process for ensuring that this is completed for each Prevocational doctor prior to them leaving the term and
the process for sending this to the Primary Allocation Health service for follow up and review.

Formative and summative assessments submitted by Term Supervisors will be reviewed by the DCT or
equivalent, with assistance where possible from the MEO. Interns with satisfactory and specific ratings in
summative assessments will automatically progress. For others, early remediation is essential and an IPAP will
be implemented where performance is rated below expected level.

National standards require intern training providers to use intern assessment data in the improvement of the
intern training program. This should include centralised tracking and collation of assessment forms and analysis
of assessment outcomes and should inform intern supervisor training and support processes. Assessment
Review Groups of the committee with oversight of intern education and training may undertake these
functions.

There will be a Mid Term Assessment completed for terms of longer than five weeks duration. A copy of the
process for this Mid Term Assessment will be provided.

Prevocational doctor evaluations for the terms will indicate whether or not they received Mid Term Feedback
and information on how useful this feedback was. De-identified data from this evaluation will be provided to
the Term Supervisors for quality improvement purposes.

A copy of the Assessment Process as outlined under Criterion 1 will be provided. Evidence of input from a
variety of sources including other relevant Medical, Nursing or Allied Health staff will be provided.

Feedback and review of progress can be assisted by interns keeping a log or a learning portfolio, which can be
discussed and reviewed with their supervisor.

The requirement under national standards to immediately address concerns about patient safety will require
action beyond remediation, and could include possible withdrawal of an intern from the clinical context. Intern
training providers and employers must also be aware of sections 141 and 142 of the Health Practitioner
regulation national Law. ‘Notifiable conduct’ by interns must be reported to the Medical Board immediately.

A copy of the process (e.g. Improving Performance Action Plan (IPAP)) for informing prevocational doctors of
serious concerns will be provided. This process will include:

e Specifics of the concern;
e Remediation plan (e.g. IPAP);
e Allocation of responsibilities for implementation of the remediation plan;
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e Timeframe for review;
e Documentation and recording of process and outcomes.

The process will involve the prevocational doctor, MEO and DCT. Where the DCT considers that the
requirements of the term have not been met, or where performance issues are complex at either mid or end of
term, the assessment will be reviewed by an assessment review group to determine an appropriate course of
action. Decisions about IPAPs and outcomes of assessment and review group deliberations will be
communicated directly to the DMS so that he/she is aware of remediation efforts and the necessity, if required
to repeat terms.

A copy of the end of term assessment tool will be provided. There will be a process for the Director of Clinical
Training to review this form for each prevocational doctor for each term prior to this being stored in the
prevocational doctor’s personnel record.

Supervisors will consider the following attributes when making a rating regarding interns:
e  Ability to work with increased levels of responsibility;
e  Ability to apply existing knowledge and skills and learn new knowledge and skills as required;

e Ability to practise safely

At the completion of their internship junior doctors will achieve outcomes specified in the ACFJD and the
national outcome statements at a level consistent with one year of postgraduate training.

The national framework for intern training includes the document ‘Assessment Progression and sign-off for
completion of internship’ and a Term assessment tool. This assessment document outlines the assessment
process which includes information on summative assessment, the assessment review group and sign-off on
completion.

Sign off for completion of internship is the responsibility of the DCT. This will be reported to the DMS or
equivalent for a joint decision and notification to the Medical Board of Australia.

The DCT and the DMS will jointly recommend an outcome for an intern who does not meet these conditions to
the Medical Board of Australia for endorsement.

Assessment review groups will be established for each Primary Allocation Centre with membership and terms
of reference agreed by NT Accreditation Committee. The review group will be chaired by a senior clinician with
experience in the education and training of interns. Given the close nexus between training and employment
concerns in internship the review group will include a senior employer representative such as the DMS or
equivalent and other relevant medical educators. The assessment review group will have clear and transparent
procedures for deciding on any course of action and for resolving disputes and appeals.

The health service PETP has a policy and a process with appropriate confidentiality to support prevocational
doctors to address problems with training supervision and requirements.

The prevocational training program has clear impartial pathways for timely resolution of training-related
disputes between prevocational doctors and supervisors, or prevocational doctors and the health service.
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TERMINOLOGY RELATED TO THE PREVOCATIONAL DOCTOR EDUCATION AND
TRAINING PROGRAM

ALLOCATION

Allocation is the process of assigning a prevocational junior doctor to a term or unit to undergo a period of
training. For interns there are three compulsory allocations required according to the Medical Board of
Australia: Medicine, Surgery and Emergency Medical Care.

APPRAISAL (FORMATIVE ASSESSMENT)

Appraisal is a process of continuous monitoring of a prevocational junior doctor charting his/her progress, and
focussing on exploring evidence of performance, with the aim of identifying developmental needs. To avoid
ambiguity, the term appraisal will not be used without appropriate clarification e.g. clinical performance
appraisal, or program appraisal. The provision of appraisal via feedback enables an individual to monitor
his/her progress against agreed outcomes.

ASSESSMENT (SUMMATIVE ASSESSMENT)

Summative Assessment is a systematic procedure for measuring a prevocational junior doctor’s progress or
level of achievement against defined criteria to determine whether they have achieved the educational and
professional goals expected of them at each stage of their clinical education. Such assessment is summative, as
a satisfactory assessment will enable a prevocational junior doctor to progress to the next stage of training.

AUSTRALIAN CURRICULUM FRAMEWORK FOR JUNIOR DOCTORS (ACFJD)

The Curriculum Framework is the structure on which the prevocational doctor educational program is based.
The Australian Curriculum Framework for Junior Doctors (ACFJD) is an educational template outlining the
learning outcomes required of prevocational doctors, to be achieved through their clinical rotations, education
programs and individual learning in order to promote safe, quality health care. The ACFJD is built around three
learning areas: Clinical Management, Communication, and Professionalism. The ACFJD has components that
may require two years to achieve.

More information about the ACFJD can be viewed on the Confederation of Postgraduate Medical Education
Councils (CPMEC) Australian Curriculum Framework for Prevocational doctor’s website.

CERTIFICATION

The final sign-off to the Medical Board of Australia that the intern has completed the statutory requirements
for general registration.

COMPETENCIES

Competencies refer to the knowledge, skills, attitudes and behaviours required to capably perform the duties
of patient care.

CURRICULUM

A Curriculum is a statement of the intended aims and objectives, content, experiences, outcomes and
processes of a program, including a description of the structure and expected methods of learning, teaching,
feedback and supervision. The Curriculum will set out what knowledge, skills, attitudes and behaviours the
learner will achieve.

Back to Top

Prevocational Doctor Accreditation Manual — Section 3 48





ACCREDITATION STANDARDS AND GUIDELINES

EVALUATION

Evaluation is the process whereby the educational program itself, and the experience in each Unit, is appraised
by those undertaking the program, and those implementing it. This will comprise several elements including
but not limited to, structured and documented feedback from interns and prevocational doctors themselves.

EDUCATIONAL OUTCOMES

Educational Outcomes are the knowledge, skills, attitudes and behaviours that prevocational doctors must be
able to demonstrate at the end of their training.

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.

MANAGER

The Manager is the person with accountability for the health service. In NT Government health services this will
usually be the Chief Operating Officer (COO) or his/her nominee. Non - NT Department of Health Facilities will
need to indicate the health service Manager at the time of application for accreditation/re-accreditation.

HEALTH SERVICE EDUCATION PROGRAM (HSEP)

The Health service Education Program (HSEP) is the education program developed for Interns and other
prevocational doctor years, usually conducted on a weekly or bi-weekly basis (known previously as the Facility
Education Program - FEP).

IMPROVING PERFORMANCE ACTION PLAN (IPAP)

This action plan is used to address identified issues and provides a plan for the prevocational doctor to address
those issues (Must be completed for Borderline or Unsatisfactory assessment ratings)

INTERN TRAINING PROVIDER

The organisation that provides supervised clinical practice, education and training, and is responsible and
accountable for the standard of the intern training program. Providers may be a hospital, community, general
practice setting, or a combination of these.

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 term is an intern placement which occurs in a health service located geographically away from the
primary allocation centre (PAC) but which operates within the prevocational Education and Training Program
(PETP) of the PAC, and/or an alternative prevocational term structure which operates within the PETP of the
PAC. A clear agreement is in place whereby the responsibility for the Governance accreditation standards, lie
with the PAC and there is a clear communication process between the offsite units term supervisor and the

PAC at all times. The offsite unit term supervisor is therefore responsible for implementing the PAC’s PETP

policies and processes on a day to day basis within the offsite term. The offsite unit’s term supervisor is also
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responsible for ensuring appropriate term content, orientation, supervision and assessment according to the
NT Prevocational Accreditation Standards.

OUTCOME STATEMENTS FOR INTERN TRAINING

There are no formal examination requirements for the intern year. Interns undertake a series of work-based
assessments to determine their progress and suitability for registration as general medical practitioners. The
Australian Medical Council (AMC) has defined a set of outcome statements for intern training. These provide
clear criteria for clinical supervisors and clinical training directors to use in determining progression and
completion of internship.

These outcome statements are not a curriculum, but state the broad and significant outcomes that interns will
achieve by the conclusion of their programs. Intern training providers are responsible for designing learning
programs that will enable interns to achieve these outcomes.

The outcome statements are:

e Set within four domains, which align with the Australian Curriculum Framework for Junior Doctors
at the intern level

e Work-based and patient-centred and take account of the increasing responsibility for patient care
under supervision that is required of interns

e Designed to be sufficiently generic to encompass a range of learning environments.

PGY

Means Post Graduate Year, usually used with a number to indicate the number of years after graduation from
medical school. For example, PGY1 is the first postgraduate year, also known as internship.

PREVOCATIONAL DOCTOR EDUCATION AND TRAINING PROGRAM (PETP)

The prevocational doctor education and training program is the organisation’s medical education and training
program for prevocational doctors including Interns. Which comprises of a formal alignment or rotation of
terms, together with a program of training from both the health service education program (HSEP) and the unit
training programs, using the intern outcome statements and the ACFJD as a guide across supervised work-
based training in a range of specialities which will ensure general registration for the internship year and is also
offered to other postgraduate years. The program also includes orientation, formal and informal education
sessions and assessment with feedback, and it may be provided by one or more intern/prevocational training
providers.

Collectively the health service provides the clinical experience, orientation, supervision, assessment, feedback
and education to enable interns to achieve the standards in safe practice, clinical knowledge, clinical skills and
professional confidence necessary for general registration as a medical practitioner. These standards do not
prescribe any one program model.

PRIMARY ALLOCATION CENTRE (PAC)
A health service capable of providing all the compulsory terms required for intern registration.
ROSTERING

Rostering refers to the daily routine for the intern/prevocational doctor. The roster will indicate the hours of
work, location of work (e.g. ward, theatre, outpatients etc.) and specific events such as ward rounds, education
sessions, team meetings etc.
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SECONDMENT

Secondment involves the transfer of a doctor from the employing Health service to another Health service (e.g.
TEHS to CAHS) for a temporary period. Secondments for prevocational doctors are organised as part of the
roster at the employing Health service. An agreement between the Health services involved outlining the roles
and responsibilities of all parties are required where a secondment term is used.

SUPERVISION

Supervision is the direct or indirect (in health service) monitoring of Interns and other prevocational doctors by
more senior medical staff, which will make sure that patients are safe and cared for, and prevocational doctors
acquire appropriate skills and attitudes in their professional development. In the context of prevocational
doctor training, supervision also refers to the provision of training and feedback, to assist specifically in the
Intern year to meet the training requirements to satisfy registration requirements of the Medical Board of
Australia (MBA).

SUPERVISION LEVELS (INTERN/PGY1)

The following levels of supervision have been defined to provide clarity of proximity of Supervisor to the Intern:

e Level 1 Direct Supervision — is where the Supervisor is physically present with the intern in the

performance of his/her duties
e Level 2 In health service Supervision = is where the Supervisor is not physically present with the Intern,
but is immediately available on site if required by the Intern, without impediment to access. The

Supervisor must be aware of the duties being performed by the Intern

e Unsupervised — is where the prevocational junior doctor is unable to access appropriately qualified
assistance or observation which in turn is likely to lead to harming a patient or the Intern. (This level is
NOT to be used for intern/PGY1 prevocational doctors)

THE TERM

The Term is a period of practical experience and training that may occur in a number of clinical areas. A term
usually occurs in one or more Units with components of orientation, supervision, education, assessment and
clinical experience. Health services develop a timetable to schedule prevocational doctors working in various
clinical settings across each calendar year. A term is generally 10 — 12 weeks in length, a non-required
(compulsory) term for PGY1’s will be no less than five weeks in length.

TERM (COMPULSORY) RELEVANT TO INTERN YEAR (PGY1)

A Compulsory Term is one which must be completed within the Prevocational junior doctor intern year as
prescribed by the MBA. There are three compulsory terms which are Medicine, Surgery and Emergency
Medical care. Each compulsory term for Medicine and Surgery must be a minimum of 10 weeks and Emergency
Medical care a minimum of 8 weeks. As per the MBA granting general registration as a medical practitioner to
Australian and New Zealand medical graduates will be made on successful completion of intern training.

TERM (NON-COMPULSORY) RELEVANT TO INTERN YEAR (PGY1)

A Non-Compulsory Term is an accredited prevocational doctor placement of at least five weeks duration in a
clinical area deemed appropriate. As per the Medical Board of Australia (MBA) registration standard they are to
be a range of other approved terms to make up the interns first 12 months (min of 47 weeks full time
equivalent service).

UNIT

A Unit is an assigned term in which prevocational doctors work and undergo clinical training under the
supervision of senior colleagues and a designated Educational Supervisor. Usually the Unit staff consists of a
team of clinicians ranging from a prevocational junior doctor (including interns) to Consultant. Examples of a
Unit may be Anaesthetics, ENT, Surgery or Respiratory Medicine. Units are required by the Accreditation
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Standards to outline the range of clinical opportunities and case mix that is available. Prevocational doctors are
now also training in non-standard settings which are often based in general practice and community medicine.

UNIT/TERM EDUCATION PROGRAM

The Unit/Term Education Program is a specifically developed education program for prevocational doctors
which is only available to prevocational doctors rotating through this Unit/Term and may be multidisciplinary in
nature. This program will be linked and recorded to the health service education program so that a diverse
coverage is always maintained with minimal or no duplication.

TERMINOLOGY RELATED TO THE PERSONNEL INVOLVED

ADMINISTRATION OFFICER (AO)

The Administration Officer is the administrative staff member who assists the Medical Education Officer (MEQ)
and Director of Clinical Training (DCT) to achieve the outcomes of the prevocational doctor education and
training program (PETP)

ASSESSMENT REVIEW GROUP

Assessment review groups will be established for each training provider with membership and terms of
reference approved by NT Accreditation Committee. The review group will be chaired by the DCT. Given the
close nexus between training and employment concerns in internship the review group will include a senior
employer representative such as the DMS or equivalent. Other members will be drawn from Term supervisors,
Medical Educators and additional employer representatives. The assessment review groups will have clear and
transparent rules for deciding on the courses of action, and must provide these for review through the intern
training accreditation process.

CLINICAL SUPERVISOR

The Clinical Supervisor is the Consultant/s or Registrar/s identified by the employing authority as having clinical
responsibility for the prevocational junior doctor in each Unit/Term. Given the complexity of the tasks
performed by prevocational doctors, supervision will be provided by a medical practitioner with unrestricted
general registration with MBA and at least three years postgraduate clinical experience. Appropriate Senior
Medical Staff opinion must always be available. The Clinical Supervisor conducts direct observation of the
prevocational doctor’s procedures and skills during the term. This person may or may not be the doctor
providing or taking responsibility for educational supervision. In some rural or smaller facilities the clinical
supervisor may also be the Term Supervisor.

DIRECTOR OF CLINICAL TRAINING (DCT)

Directors of Clinical Training (DCTs) are senior clinicians with delegated responsibility for implementing the
intern training program, including planning, delivery and evaluation at the facility. The DCT also plays an
important role in supporting interns with special needs and liaising with term supervisors on remediation.
DCT’s have a responsibility and accountability to assess the strengths and weaknesses in the Health service’s
prevocational doctor education and training program and to rectify or modify the program where needed. This
can occur through the Health services prevocational doctor education and training committee. DCTs or
Directors of Medical Services (DMS’s) are responsible for reporting on the assessment and suitability of PGY1
and AMC candidates on probationary registration for general registration.

DIRECTOR OF MEDICAL SERVICES (DMS)

The DMS is the medical practitioner who leads each Health service’s medical workforce. The DMS is usually the
nominated Health service Delegated Officer for oversight of the accreditation standards. However some
standards accountability and responsibility are shared with other senior clinicians.
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DOCTORS IN TRAINING

‘Doctors in Training’ is a generic term to describe junior medical staff (including Registrars) in the early
postgraduate years who are undertaking clinical training. Although not all such persons will be junior in
chronological years, they will be junior in terms of their postgraduate clinical training and experience in the
Australian setting.

EARLY POSTGRADUATE YEARS (PREVOCATIONAL)

The Early Postgraduate Years include Postgraduate Year 1 (PGY1/Internship), Postgraduate Year 2 (PGY2)
Resident Medical Officers (RMO), Postgraduate Year 3 and above for those not enrolled in any vocational
training program and Australian Medical Council (AMC) graduates undertaking 12 months of supervised
training. This period of medical training is often referred to as the Prevocational years.

HEALTH SERVICE DELEGATED OFFICER

The health service Delegated Officer refers to the health service staff member who has been given
responsibility and accountability for overseeing a specific Accreditation Standard/s by the health service
Manager. The health service Delegated Officer is responsible and accountable for ensuring compliance with the
Standard/s. Directors of Medical Services may be nominated for oversight of most and sometimes all of the
standards in their health service. Where the DMS is not responsible or nominated against a standard/s then
another appropriate staff member is to be nominated against those standards to ensure compliance is
achieved and maintained.

INTERN

A doctor in their first postgraduate year (PGY1) and who holds provisional registration with the Medical Board
of Australia (MBA).

JUNIOR MEDICAL OFFICERS (JMOS)

Junior Medical Officers are Doctors in their Postgraduate Year 1 (PGY1/Internship) and Postgraduate Year 2
(PGY2/RMO), and above where the junior doctor is not studying through a vocational college program and
includes Australian resident overseas-trained doctors on probationary registration.

MEDICAL ADVISORY COMMITTEE (MAC) OR EQUIVALENT

The Medical Advisory Committee is a committee that focuses on the outcomes for the medical staff within that
Health service. The GCTC/MTC will have at least one representative on the MAC, and the agenda and minutes
of the GCTC/MTC will be provided to the MAC.

MEDICAL EDUCATION OFFICER (MEO)

The Medical Education Officer is an experienced educationalist employed to assist the DCT in developing
training and educational processes and procedures supportive of the PETP. This role also assists with the
advocacy of prevocational doctors and will redirect to the DCT and above where necessary.

MEDICAL EDUCATION UNIT (MEU)

The Medical Education Unit refers to the group of individuals providing oversight to the PETP. This usually
includes an MEO, Director of Clinical Training (DCT) and Administration Officer (AO) at a minimum. It will
sometimes include a Medical Education Registrar (MER).

PREVOCATIONAL DOCTOR EDUCATION AND TRAINING COMMITTEE

The Prevocational Doctor Education and Training Committee is the health service based multidisciplinary
committee formed to determine, oversee and monitor the specific training and educational needs for Interns
and other prevocational doctor’s. One important role of the prevocational doctor education and training
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committee is to implement, review and evaluate these training and education programs and to work closely
with the health service Medical Education Unit (MEU).

REGISTRAR

A Registrar is a doctor who has been accepted into an accredited specialist training program in a clinical
specialty with a nominated college.

STAKEHOLDER

A Stakeholder is an individual, group or organisation that has a vested interest in the outcomes of the
postgraduate medical education and training system, which can affect, or is affected by actions within that
system. The stakeholders of prevocational junior doctor education include:

Health Care Consumers;
Junior Medical Officers within NT health services;

c. Junior Medical Officers (JMO) Forum — A group of prevocational doctors representing their colleagues
in NT health services. Formed to discuss issues relevant to, and to participate in, the decision making
processes affecting their education and training;

d. Medical Education Officer and Director of Clinical Training (MEO/DCT) Network — Denotes
collaboration between these individuals to achieve common outcomes in prevocational doctor
Education and Training;

e. Directors of Hospital (and Health) Services Boards;

f.  NT Department of Health (DoH);

g. Private Hospital;

h. Australian Council on Healthcare Standards (ACHS);

i.  Australian Medical Council (AMC);

j. Medical Board of Australia (MBA) including local Board;

k. Postgraduate Medical Council (PMC);

I.  Australian Medical Association of Northern Territory (AMANT);

m. Australian Medical Association Council of Doctors in Training (AMACDT).

TERM SUPERVISOR

The Term Supervisor is a Senior Medical Officer, Consultant, or General Practitioner who is responsible for
ensuring prevocational doctors receive a term orientation and assessment for that term. They may also provide
appropriate clinical supervision throughout the term along with other colleagues. This person will be the doctor
providing or taking responsibility and is accountable for educational supervision, which may include direct
observation of skills and procedures within that term as well as ensuring a term education program is provided.
The Term Supervisor is responsible to ensure the required documentation (Term orientation, general and
individual learning objectives are set, mid and end of term assessments) is completed where necessary for each
prevocational junior doctor placed in their unit. The Term Supervisor may have more than one prevocational
junior doctor to oversee at any one time.

UNIT EDUCATIONAL SUPERVISOR

The Unit Educational Supervisor is the consultant identified by the employing authority as having educational
responsibility for the prevocational junior doctor in the unit identified. This may or may not be the doctor
providing clinical supervision. They are responsible for ensuring a prevocational doctor receives appropriate
training and experience and reports on whether individual placements have been completed successfully by
the end of the prevocational doctor’s rotation in their unit.

Some entries in this glossary have been adapted from the following:

ACHS EQuIP Guide, - http://www.achs.org.au/publications-resources/qlossary-and-acronyms

RACS website — http://www.surgeons.org
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UK PMETB website — http://www.gmc-uk.org

PMCQ Accreditation Standards and Guidelines 2010
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