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on individuals of withdrawal of accreditation and of other avenue for correcting
deficiencies.
At their 28 July 2015 meeting, the AMC Directors agreed that they were
reasonably satisfied that the Bachelor of Medicine / Bachelor of Surgery (MBChB)
medical program me of the University of Auckland, Faculty of Medical and Health
Sciencesmeets the approved accreditation standards.

The AMC Directorsagreed

(i) That accreditation of theUniversity of Auckland, Faculty of Medical and Health
SciencesMIBChBprogramme be granted for a period of six years; that is until
31 March 2022 , subject to séisfactory progress reports; and

(i) That accreditation is subject to the following conditions:
2016 conditions

o Establish a mechanism to ensure that community and health service
consumersare consultedon key issues relating to the curriculum, graduate
outcomes and governance (Standard 1.1.3).

o :t.n.._”f_:t “.L..(._:t.“.) 0~ _g:t a”n%ouf..:l:-l.. ”f.'__f_:l:
with all AMC Graduate Outcome Statements (Standard 2.2).
o Demonstrate that the assessment methods and formats in use to assess the

Personal and Proéssional Skills domain learning outcomes are fit for
purpose (Standard 5.2.1).

o Complete an overarching assessment blueprint structured by phase and year
(Standard 5.2.2).

o Demonstrate that the mechanism for appeals regarding selection is publicly
available (Standard 7.2.4).
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Key findings ‘~ —St 2045 reaccreditation assessment of the University of
Auckland, Faculty of Medical and Health Sciences 7 eft«<...fZ "7 %" fee%t

1. The context of the medical program Met

Standard 1.1.3 is substantially met.

2016 condition

Establish a mechanism to ensure that community and health service consumeaise
consulted on key issues relating to the curriculum, graduate outcomes angbvernance
(Standard 1.1.3).

Commendations

The degree of coherencén and functionality of the programme governance structure,
which is a reflection of the outstanding leadership at University, Faculty, School, Head of
Medical Programme and departmental levels, and a collaborative approach from all staff
within the Faculty and externally (Stardard 1.1).

The effective change management process and broad Faculty engagement related to the
introduction of the reinvigorated curriculum (Standard 1.3).

St f'fr—ete— " fed"fZ "f..—c..tie . Z'¢t Te%of%ofete— ™S
teaching network (Standard 1.6).
Theextentof e—f"" T+ 1 Z' efe— —eti”—fete tomgkimistfintegrdtion of

St f—'"f C'7¢ tlefce =S —%S'—— —SF " %e"feet —fetf"t saz
2. The outcomes of the medical program Met

Standard 2.21is substantially met.

2016 condition

Demonstrate consistfe...> ‘° —Si "' %GradedtéLearning Outcomeswith all
AMC Graduate Outcome Statements (Standard 2P

2016 recommendation for improvement

Undertake further detailed evaluation to confirm the delivery of equivalent outcomes
across all domains and diciplines, and to verify parity of standards in workplacebased
assessments (Standard 2.2.3).

3. The medical curriculum Met

All standards are met and there are no conditions.

Commendations

The Faculty and Te Kupenga f —"'"f ¢ 7"<ie “<coc'e feof Foefif™'—"e —* fe 1
f—'"f C7¢ Trofce f.."'ee -St . —""c..—Z—+ —fetf”t uaw &















The AMC and the Medical Council of New Zealand have a memorandum of
understanding that encompasses the joint work between them, including the
assessment of medical programs in Australia and New Zealan assue the Medical












Figure 4: Medical programme organisational structure 2015

The Faculty moved from a clinical school structure to clinical campuses and sites in
2013. There are four clinical campuses which each have an assistant deawl am active
group of research academics, and there are thresmaller clinical sites each overseen by
an academic coordinator.The School of Medicinegoverns the clinical campuses and
sites, although the clinical campuses have a reporting line to the deputgean. The
academic eépartments have academic oversight of the curriculum deliveryand there is
an academic lead at each clinical campus or sit&.summary of the clinical campuses
and sites is at Tabldl.

The Board of Studies angbhasegroups primarily coordinate the delivery of the medical
programme. The membership and terms of reference for these groups appear to be
entirely appropriate. The Board sets the programme vision and structure and agrees on
the high-level curriculum, assessment and admissiostrategies (refer to Standard 1.3).

The Phase 1, Phase 2, and Phase 3 Groups are each chaired by the respective phase
director and include members from departments and schools. The groups
operationalise the directives from the Board of Studies in curricdum and assessment,
monitor the phase and provide feedback to the Board of Studies.
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education qualifications among academic staffare strengths. The programme is also
supported by —St  f ... keatning sTechnology Unit which consists of a team ofsix
staff (4.4FTE) who assist with the development of multimedia and flexible learning
projects.

1.5 Educational budget & resource allocation

1.5.1 The medical education provider has an identified lioé responsibility and athority
for the medical program.

1.5.2 The medical education provider has autonomy to direct resources in order to achieve
its purpose and the objectives of the medical program.

1.5.3The medical education provider has the financial resources and finahci
management capacity to sustain its medical program.
Ultimate financial control for the programme rests with the Dean.Budgets are held by
heads ofschools fet —S$ Stft ‘'~  —'1% [ anfl-the manageient of
staff and courses is devolved to the departments within school#n internal budget
model is used to distribute budget betweenschools taking into account the quantity,
intensity, frequency, and geography of the teaching undertaken by eadthool. A review
process is undertaken with the head of the medicglrogramme, and the heads othe
Schools of Medicine, Medical Saiees, Population Health and the bad of Te Kupenga

f—"f ¢«

Income from base fundingincludes aper equivalent full-time student based allocation
provided through the Tertiary Education Commission (TEC), and revenue earned from
student fees. TEC fees are set by governmeriity defining the level of funding and the
number of gudents funded. This income is not subject to significant changeglthough
TEC funding was recently revised upwards for medicin® grow student numbers, and
the University was instrumental in providing datato support this increase The growth

in additional income is expected to plateau around 2020 when student numbers reach a
steady-state. The only source of extra income isnternational students, which is capped
at 10%. Domestic fullfee places are not permitted in any New Zealand programme that
receives TEC funding.Income is offset bya central University contribution which is
negotiated on an annual basisand bythe costs ofincreaseddelivery of the programme
at dispersed sites.

St ...S"Z 7 Ftc..cofie [ —1%F— <eo...Z—tte —Sistaffirgt %o t-

expenses at the clinical campuses and sites, as negotiated with the assistant deans and
academic coordinators.The School pays a weekly fee per student to cover clinical
teaching and student supervision, and funds clinical academic time.

The Boad of Studies approves the purpose and objectives of thgrogramme and any
financial costs are included inits considerations. The heads of schoolsas members of
the Board of Studies would consider the financial implications for their schools with the
Dean An example of successful change in resource load cited was the increased
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1.8.4The medical education provider follows appropriate recruitment, support, and
training processes for patients and community members formally engaged in
planned learning and teaching activities.

1.8.5The medical education provider ensures arrgements are in place for
indemnification of staff with regard to their involvement in the development and
delivery of the medical program.

The Faculty has a fulltime equivalent staffing profile of 264 academics whichis

sufficient to deliver the programme. Approximately, the School of Medicine has 14full -

time equivalent (FTE) academic staffthe School of Medical Sciences has 1BOE and

the School of Population Health has 8ETE

There are joint clinical appointments which may be either university apointments,
whereby the Faculty charges the District Health Board for clinical service hoursr

District Health Board appointments with Faculty buyback of teaching time. There are

also around 890 honorary clinical teachersTable 2 shows a summary of thé-TE of
academic and clinical staff from the three schools that deliver the programme
illustrate the adequacy by department and discipline. This table does not include those
e—f"" ™St frF T,—>,f..ei > TI'f'-efe—4 ‘FTMMScrosSal-St”t
departments.

The team considered that the academic staff base is stable and experienced, and noted
that any vacancies are readily filled. The depth of expertise in the academic
departments and at clinical sites ensures succession and will support the growth
student numbers.

The University reviewed its professional staff roles in 2014, and the Faculty maintained
its professional staff numbers and protected its Medical Programme Directorate and
TKHM structures. There are a small number of technical staffi ithe programme to
support lab-based teaching and shared facilities. The team considered that the
professional and technical staff profile was adequate.

21
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Figure 4: Programme structure 2015
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4  Learning and teaching

4.1 Learning and teaching methods

The medical education provider employs a range of learning and teaching methods to
meet the outcomes of the medical program.

The Faculty utilises a wide range of teaching and learning methods throughout the
varied contexts and settingsin the programme. With an increased number of students
and sites, more onrline resources have been developed.

In Overlapping Year 1, the large cohort size of over 1,100 health professional students
requires lectures to be given in two streamsStudents have small group tutorials and
laboratories led by teaching assistants, who are often pogfraduate studerts or may be
medical students.

Phase 1 core material is delivered largely in lecture format comprising around 58% of
formal learning hours. The Phase 1 Committee reported that this reflects a reduction in
the proportion of lecture-based delivery of core material in the ranvigorated
programme and has been achieved in the context of increased clinical contentPhase
1. Staffwere aware of the growing need to address new ways of engaging increasingly
digitally -oriented students, as reflected by the clinical scenarios initiative.

Other methods of teaching and learning irPhase 1 include medical science laboratory
sessions, practical skills tutorials and anatomy dissection.The team commends lie
T «”e— f —projeet] which involves a full-body anatomy dissection for all Year 2
studentsthroughout the year followed by a presentation on their patientasan excellent
teaching initiative.

Phas 1 contact hours are displayed iTable4.

Table 4: Phase 1 contact hours

Phase 1 w 8 | < " é % m o

Hours 2014 g % gg E » 5 g g .§ g 3
§ | g (688 £ |z8| 2 |83 *
S8 |Taf 5| a" S

Year 2

Hours 259 80 23 18 28 35 443

Hr/Week 9.3 2.9 0.8 0.6 1 1.3 15.9

Year 3

Hours 264 39 16 26 16 30 50 441

Hr/Week 10.2 15 0.6 1 0.6 1.2 1.9 17

* Special activities include in Year2- 0— RUL +HDOWK ,QWHQVLYH DQG *HQHUBPBasiSsUDFWLFH YL\
Life Support training, Quality and Safety Symposium and Medical Humanities option.

The Faculty has made aconcerted effort to deliver content in an inerdisciplinary

manner. Learning modules inPhase 1 are orgarbased, to ceordinate and focus the
relevant subject material from the different disciplines. This approach is reinforced by
use offive Integrated Learning Activities, which are highly appreciatd by students. The
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frequently involved in teaching, in particular modelling clinical skills. This continues
through Phases?2 and 3. Researchersare encouraged to share their workin formal
learning opportunities with students at all stages of thgorogramme.

The team noted that where there had been feedback tthe Faculty from students

"t fUTco%o —eTt LT Tece%o o —"1" <o "ed —Sce ™fe "_fe "t7f_1F+¢
role modelling behaviours. The fact that this was detected by students and promptly

dealt with by Faculty suggests that the strong grounding in ethics and professionalism

equips and encourages students to detect and report poor role models.

The Faculty have evidence that students wee acting as role models for others related to
cross cultural awareness particularly with ¢ 7 < While this is to be lauded, it cannot be
relied upon as the sole means of promulgating positive behaviours.

The team encourage development of a coherentapproach to planning and support of
appropriate role modelling, including strategies to increase staff awareness that role
modelling is a learningprocessthat occurs constantly.

4.6 Patient centred care and collaborative engagement

Learning and teaching metbds in the clinical environment promote the concepts of
patient centred care and collaborative engagement.

There are many formal aspects of teaching which promote the concept of patient
centred care. The introduction of clinical scenarios is seen by botteachers and
students as supporting the earlier and more consistent introduction of a patient centred
approach during Phase 1. The ¢ *”<Health Intensive introduces the concept of a
collaborative approach with ¢ *” patients which can be applied to all paents. Thisis
reinforced during further teaching in the Hauora ¢ ‘" domain. Many clinical teachers
also demonstrated a high degree of understanding of this concept.

However, the Faculty acknowledged that maintaining focus on a patient centred
approach ard collaborative engagement during clinical exposure is largely dependent
on the clinical teacher. The teamwas exposed to instances where the level of
appreciation of these concepts among students was high. In contrast, circumstances
have occurred where irvestigations have led to remediation of supervisors with both
positive and negative outcomes for the supervisor.

4.7 Interprofessional learning

The medical program ensures that students work with, and learn from and about other
health professionals, includg experience working and learning in interprofessional
teams.

There were many commendable examples of interprofessional learning. Formal
programmes include the ¢ ‘” Health Intensive (with nursing and pharmacy students);
Quiality and Safety Symposium (wh nursing, pharmacy and optometry students);ward
callsi(with nursing and pharmacology students) andAdvanced Cardiac Life Support
training (with nursing students for Auckland-based students). Thesgrograms were

41









and 3 where endof-year decisions are pass, fail or distinction. Recognition of
achievement inPhase 1 is by AE grades informed by numerical results. This is dut®
University policy but it does place constraints in the progressowards programmatic
assessment

The transition to making progression decisions by domain rather than by module or
attachment is proceeding. TheFaculty emphasises the primacy of domain over
module/attachment, and the Board of Studieshas developedpolicies to determine how

final domain grades are formulatedand the rules for progression. These rules, in the

main, seem appropriate but some may need to be refined over timAssessment in

Phases 2 and 3 follows the order showm Figure 5

Figure 5: Assessment order in Phases 2 and 3

Under a programmatic approach, the dichotomy between formative and summative
becomes blurred. Instead students are given opportunities to repeat assessments where
they have not met the required standard. As such, many assesents can be formative
until the standard is reached and then become summative. When assessments have
been repeated because of poor performance on the first attempt, deciding which result
to use must be carefully considered (the first result which is belw the standard, or the
second result which is above the standard), particularly if these are numerical, have a
weighting and contribute to a graded pass. When final decisions are pass or fail, such
issues become minor, but when final decisions are gradedjore explicit rules are
needed. This is an area still under discussion and developmeby the Faculty, and
updates should be included in AMC progress reports

The decision to make progression decisions within theClinical and Communication
Skills domain by aggregating results from incourse assessments (particularlyMini-
CEX) andend-of-year assessments (OSCE) is sound. There is the theoretical risk of
compensation within this domain, for example the current policy could allow a student

to pass this domainyet either not be assessed (bini-CEX) or have failed all samples
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In relation to assessment<s —S f—*"f ¢‘"< T'ef <waseRduragefl by the
work being undertaken, and notel further development was planned, particularly in
"FZf—<'e = —SF feefeeote_ T e _Fhe_ej fZc..f—-<'e " St ZFf

A variety of standad setting techniques are being used or developed, particularly in
relation to the progress test, and to some extent with the other tools. The Board of
Examinersiprocess by which failing or borderlineperformance students are discussed
is well outlined. For such students all evidence is used and considered by a body of
people and the narrative information from various tools strengthens the evidence that
guides decisions. If the narrative information is rich, this process has the potential to
moderate the dfect of examiner variation.

Nevertheless, there are some tools withnherently poor reliability , with the clinical
supervisor reports as described abovebeing the most notable. This is seen in many
contexts in education programmes and is not unique to tkiFaculty. Variation is also
seen to a lesser extent with theMini-CEX. The team noté the efforts to create
calibration videos although many assessors were unaware athis resource. Amongst
those who had viewed them, it was unclear if any change in pracé had occurred. This
issue isalso common to many programmes. The teanrecommends further work to
enhance appropriate use, calibration and interpretation of tools used in student
assessment

The Faculty recognisd that when tools with such variability are to be used in
summative decisions, there needs to be sufficient observations by a sufficient number of
observers. Reassurance on any variation could be gained by an evaluation process.
Robustness of determination of standards can also be gained by calesing the
narrative that is associated with such assessment results. vias noted that the Board of
Examinersis using narrative information to guide decisionmaking and this is to be
encouraged.

5.3 Assessment feedback

5.3.1The medical education prader has processes for timely identification of
underperforming students and implementing remediation.

5.3.2The medical education provider facilitates regular feedback to students following
assessments to guide their learning.

5.3.3The medical educatio provider gives feedback to supervisors and teachers on
student cohort performance.

The Board of Studies is responsible for approving thestudent assistance and
remediation processes in the programmeThe reinvigorated programme has improved
processes or the timely detection of underperforming students allowing the Faculty to
address remediation for students with performance concerns earlier Improved
remediation in Phase 2has resulted in fewer students commencing Year 6 with
performance concerns.
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in meeting the samecriteria as full-time academic staff. However— S £ — frgading of
the University policy is that it is enabling, allowing theFaculty to identify and reward
clinicians academically having consideratiorof their opportu nity to undertake teaching
and research together with clinical leadership.

The team wasimpressed with many testimoniesto the high quality of the relationships
between the Faculty and the various health careproviders, most citing significant
improvements over recent years. S f..—Z—>ie oF .. Si¢ntifying "and

managing time pressure on clinical supervisorsis via high-level negotiations with the

District Health Board (DHB). he Faculty is satisfied its expectations are being met,
identifying good-will with DHBs asa critical ingredient.

An important aspect of this relationship is where thd~aculty pays fortime, or buys-back
clinician time for specific teaching, research or postjraduate supervisory roles. While a
small number of clinicians reported that clinical loads sometimes eat into academic
time, mostreported that the mechanism worked well.

The teamwas most impressedby the high degree ofenthusiasm and commitmentof the
clinical supervisors across all sitesThis is anotable strength of the programme, reflects
the efforts and leadership of Faculty and its academic stafind is highly valued by the
students.
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Appendix One  Membership of the 2015 assessment team

Professor Tim Usherwood (Chair) , BS¢ MBBS MD, DMS FRCGPFRCR FRACGP
FAICD

Head, Department of General Practice, Sydney Medical School Westmead, The
University of Sydney

Professor Simon Broadley (Deputy Chair) , BSc (Hons) MBChB MRCR PhD, CCST
FRACP
Dean and Head, School of Medicine, Griffith University

Professor Chris Cunni ngham BSc PhD
Director of the Research Centre for ¢ * ” Health and Development, Massey University

Associate Professor Bronwyn Peirce MBBS FACEM
Medical Coordinator, Rural Clinical School of Western Australia (Bunbury), The
University of Western Australia

Professor Jan Provis BSc (Hons)PhD
Professor of Aatomy, Associate Dean Phase 1 (Teaching & Learning), College of
Medicine, Biology & Environment, The Australian National University

Professor Tim Wilkinson MBChB PhD, MClineEd FRACPMD, FRCP
Director, MBChBProgramme, Faculty of Medicine, The Universitgf Otago

Ms Stephanie Tozer
Manager, Medical School Assessments, Australian Medical Council

Ms Fiona van der Weide
Accreditation Administrator, Australian Medical Council
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Head of Department, Psychological Medicine
Head of Department, Surgery
Head of the SimulationCentre for Patient Safety
Phase 1 Director
Phase 2 Director (acting)
Phase 2 Director
Phase 3 Director
—e—fec fot fft T £ —'fe%f ¢—"f

Medical Programme Committees and Groups
AssessmeniSubommittee

Board of Examiners

Board of Studies

Clinical Scenarios Moderation subcommittee
Evaluation Group

Formal Learning oversight suscommittee
General Pratice teaching staff
Interprofessional Learning Group

Learning Technology Group

Medical AdmissionsSubcommittee

Medical education expertise subpanel
Medical Programme Directorate

OLY1 Staff

Personal and Professnial Skills Domain staff
Phase 1 Curriculum ®up

Phase 2 Curriculum Group

Phase 3 Curriculum Group

Population Health Domain

ResearchGroup
Student Support Group
:l: _l:t.%of ¢_‘11f ¢‘11(

Teaching fellows

Medical Students

¢ <

Auckland University Medical Students Association representatives

Student representatives from all clinical sites
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Waikato Clinical Campus

Assistant Dean, Waikato Clinical Campus
Clinical Teachers

Executive of Waikato District Health Board
Faculty Staff

Waitemata Clinical Campus

Clinical Teachers

Faculty Staff

Assistant Dean, Waitemata Clinical Campus
Executive of Waitemata District Health Board
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