RURAL HOSPITAL MEDICINE, VOCATIONAL, 1/B60

Effective 17 February 2010

INTRODUCTION

The scope of rural hospital medicine is determined by its social context: the rural environment.  The demands of this environment include professional isolation, geographic isolation, limited resources and special cultural and sociological factors.  The single factor that most determines this scope of practice, its depth and its nature, is that it is practiced at a distance from comprehensive specialist medical and surgical services and investigations.  In contrast to rural general practice, rural hospital medicine is orientated to secondary care, is responsive rather than anticipatory and does not continue over time.
This specification outlines the requirements for vocational training in rural hospital medicine. The Medical Council of New Zealand (MCNZ) recognised rural hospital medicine as a scope of practice in March 2008, under the Health Practitioners’ Competence Assurance Act 2003.

The training programme curriculum is developed by the Royal New Zealand College of General Practitioners (RNZCGP) Division of Rural Hospital Medicine (the Division).  The Division is a sub faculty of the RNZCGP rural faculty, and the MCNZ recognises it as the branch advisory body for rural hospital medicine.

The training programme leads to eligibility for the award of Fellowship of Rural Hospital Medicine New Zealand (FRHMNZ), and eligibility to apply to the MCNZ for vocational registration.

DESCRIPTION OF SERVICE

The Division’s training programme is four years in length, if completed on a full time basis.  The programme fulfils the requirements of the Rural Hospital Medicine curriculum.
Trainees are employed by a District Health Board (DHB) throughout their training. 
Training occurs in Division-approved clinical placements with supervision, and in formal teaching programmes (postgraduate university papers). 

The overall objectives of training are to develop medical competency in rural hospital medicine (RHM) and to develop wider vocational skills including cultural competence, health leadership, management, policy, economics and population health.
The general aims of the RHM training programme are to:

· Improve the health of rural New Zealanders through the provision of a RHM vocational training programme, which achieves a level of competence sufficient for  trainees to enter and maintain independent rural hospital practice 

· Promote high standards of care in rural hospitals by ensuring those who enter the field of RHM are vocationally trained

· Ensure that trainees understand the principles of RHM and develop the critical faculties required for ongoing development within their specialty

· Develop and foster a group of rural hospital teachers and teaching rural hospitals which will enable education of young doctors for rural hospital practice 

· Foster an understanding of RHM within the medical profession. 
The Division has a Director of Rural Hospital Medicine Training, (DRHMT) responsible for the oversight of all trainees.
The training programme ensures trainees acquire the core body of generalist knowledge, skills and attitudes necessary to practise medicine competently in a NZ rural hospital, defined in the curriculum.
Three important principles underlie the RHM curriculum:

· There is a predominant focus on experiential learning in the rural hospital setting with guidance from experienced clinicians

· The subject matter is organised according to statements of essential knowledge and skills, which provide the basic standards for rural hospital medical training and practice

· These basic standards define the core body of knowledge that forms the basis for advanced and special interest studies, the criteria for decisions about recognition of prior learning and experience, and the criteria for assessment and certification.

The Division’s training programme is encapsulated in a distinct body of knowledge, skills and professional behaviours and values, which is unique to rural hospital doctors.  The body of knowledge, skills, behaviours and values is applied within particular rural hospital contexts characterised by independence in decision-making and responsiveness to community needs.
The RHM curriculum has five domains:

1.
The Rural Hospital Context 

2. Communication 
3. Clinical Expertise 
4. Professional and Ethical Practice 
5. Scholarship
Learning is facilitated through interactions with patients, medical and other health professional staff, supervised clinical practice, an academic programme (University of Otago and/or University of Auckland Medical Schools), educational meetings, teleconferences, specified block courses (Early Management of Severe Trauma (EMST)), Advanced Paediatric Life Support (APLS), Advanced Cardiac Life Support (ACLS), and self-directed study. 
To avoid doctors repeating training in areas in which they have proven competence, the programme will have the flexibility to recognise prior knowledge and skills.  Many trainees are likely to have large parts of both the clinical attachments and academic programme accredited to them when they enter the training programme.  Trainees granted prior knowledge will be expected to complete the training programme in a commensurately shorter time.

The provider must inform HWNZ of any trainees who have recognition of prior learning.
2.1 
Learning Environment

A rural hospital is a non metropolitan hospital staffed by suitably trained and experienced generalists, who take full clinical responsibility for a wide range of clinical presentations.  While resident specialists may also work in these hospitals, cover is limited in scope or less than full time.  There are three levels of rural hospitals: 
Level 1: Visiting medical cover once a day, with on call medical cover at other times. Some of the after hours on call may be supplied by appropriately trained nursing staff with medical backup at a distance. No onsite laboratory services. Radiology services are limited and often involve non radiographers working under special licences or a visiting radiographer.

Level 2: Onsite medical cover during normal working hours. On call medical cover at other times.  A combination of off-site laboratory services and point of care testing. 24 hr access to on call radiographer.

Level 3: Onsite 24 hour medical cover. 24 hr access to radiology and laboratory services.  There may be limited specialist cover.

Learning takes place in a variety of clinical and academic settings:

· Clinical settings: rural and base hospitals, pre-hospital and inter-hospital settings (patient transfer), general practice and other community based health care settings

· University settings

· RNZCGP national office or satellite venues

· Trainee’s own home or work environment, for self directed study.
The Division must work closely with the other Colleges that provide specialty clinical placements for the RHM programme in order to determine the required criteria for their learning environment.  The specific arrangements made for trainees in specialty clinical placements must be approved by both the Division and the relevant College. 
2.1.1 
Clinical Placements
General Requirements
The training must be in accordance with the curriculum. Trainees must pass the assessments to Fellowship. 

The trainee must:

· Develop skills in the diagnosis and treatment of clinical presentations that would in an urban setting fall within the scope of practice of many different specialities, including emergency medicine, general practice, general medicine, general surgery, orthopaedics, geriatrics, rehabilitation medicine, paediatrics, palliative care, gynaecology and obstetrics, psychiatry, radiology, anaesthetics, medical administration and leadership.  It includes intermediate care, such as the in-patient period of rehabilitation following surgery, injury or a major medical illness and elective inpatient assessment

· Develop particular skill at communicating with specialists at a distance and in the use of telemedicine and tele-radiology

· Learn a wide range of procedural skills at the secondary care level

· Develop the skills to manage complex cases with limited resources, including limited investigations (imaging and laboratory) and personnel (lack of access to onsite specialists, specialised nursing and allied health professionals)

· Develop particular skills in assessing patients for appropriate transfer, making transfer arrangements and preparing patients for inter-hospital transfer

· Develop skills to work and communicate effectively within a multidisciplinary team.

The principles of culturally appropriate care are applied to all aspects of clinical practice. 
Release from clinical duties must be available for all trainees to enable them to meet the requirements of the academic part of the training programme: this includes residential workshops/block courses for the postgraduate distance learning papers, trainee teleconferences, and national educational meetings (generally once or twice per year). 
The trainee, Rotational Supervisors and Educational Facilitator must agree on specific written educational objectives for each clinical placement.  Evaluation of the placement and assessment of trainees’ progress are measured against these objectives.

Specific Requirements 
Compulsory Clinical Placements

Rural Hospital: 

At least two clinical placements in rural hospital medicine (at different sites) totalling a minimum 12 months full time (at least 8/10ths), or 24 months part time (at least 4/10ths, for example. in conjunction with rural GP).  One of the rural hospital clinical placements must be in a level 3 rural hospital.
Base Hospital:

· a minimum of six months in general medicine (three months may be cardiology or respiratory medicine)

· a minimum of six months in emergency medicine (three months may be orthopaedics)

· A minimum of three months in paediatrics.

· A minimum of three months in anaesthesia
Most of the base hospital training must occur at provincial hospitals (which often provide better training opportunities for rural hospital medicine), rather than tertiary hospitals. 
Rural General Practice:  
A minimum of three months in rural general practice.  The GP clinical placement is a required part of the Division’s training programme at level PGY3/4/5/6. 

Recommended clinical placements: (three months):

Further experience in any of the compulsory clinical placements outlined above. 

Plus: urban general practice, surgery, palliative care, rehabilitation medicine, geriatrics, anaesthetics /intensive care, Maori health provider, obstetrics / gynaecology.
2.2 Advanced Skills / Elective Time: (12 months) 

Candidates may spend up to one year in a specific training post (the elective year).
Training in advanced skill sets will often be provided through programmes run by the Australian College of Remote and Rural Medicine, (ACRRM) and the Royal Australian College of General Practice, (RACGP) in partnership with relevant Australasian specialist colleges; Joint Consultative Committees, (JCC).  Curriculum and assessment processes already exist for several of these, and more are likely to be developed in the future. 
Training posts in advanced skills must be accredited by the relevant JCC or the Board of Studies (BOS).
Other trainees may instead use their elective year to gain further general practice training as they concurrently move towards a FRNZCGP.  In order to undertake this option trainees must for this 12 month period be enrolled in the GP training programme, GPEP1.  Trainees will not be enrolled in both programmes at the same time and both programmes must be completed in the one 4 year Fulltime Equivalent (FTE), training period. 
2.2.1 
Formal Teaching programme
General Requirements
The academic part of the training programme will be completed over four years and comprises of papers from the Otago University’s Diploma in Rural Hospital Medicine and Auckland University’s postgraduate Diploma in Community Emergency Medicine.
The academic part of the programme will be the equivalent of 120 academic points (equivalent to a postgraduate diploma and 1200 hours of study).
The recognition of prior learning and the avoidance of unnecessary repetition of training and learning already undertaken is an important principal of this training programme.  Trainees who have passed AMPEX, PRIMEX, part 1 RACP, part 1 ACEM or other relevant postgraduate qualifications must be accredited part of the academic programme.
The educational quality audit and evaluation processes for the academic part of the education programme will rely on the processes in place at the respective colleges/universities.
The Division must have formal associations with the Universities to ensure that the rural hospital medicine curriculum is fully covered in the academic programme. 
Should the Division’s BOS identify gaps in the training programme, which it is unable to resolve through the university programmes, it will deliver supplemental training in conjunction with the Rural GP Network Conference.  This conference is a key venue at which NZ rural hospital doctors meet annually.  Trainees are required to attend this conference.

Specific Requirements

The core academic modules that must be covered and the minimum number of academic points required in each area are outlined below. Each point is equivalent to 10 hours of study.
University of Otago Papers:

· The Practice of Rural Hospital medicine (15 points)
· Cardiology (10 points) and Respiratory Medicine (5 points)

· Adult Internal Medicine (15 points)
· Medical specialities (30 points): Clinical communication skills and Maori Health (5 points), Geriatrics & Rehabilitation medicine (5 points), Palliative care (5 points), Psychiatry (5 points), Paediatrics (10 points)

· Surgical specialties* (15 points)

University of Auckland Papers:

· Surgical specialties* (15 points)
· Acute Orthopaedics (15 points)

· Plastics and Anaesthetics (15 points)

*Either of these 2 papers, not both
Completion of the following block courses once during the 4 year training period:

· EMST (Early Management of Severe Trauma.)

· ACLS (Acute Cardiac Life Support) level 7

· APLS (Acute Paediatric Life Support)
2.2.2 
Access to Resources

Access to resources for training includes: 

· Facilities for teaching in a clinical setting.

· Facilities for meetings, case discussion and group teaching sessions.

· Equipment and therapeutic modalities appropriate to the specialty.

· Access to ambulance transport services for pre and inter-hospital settings.

· Access to diagnostic resources, including pathology and radiology services.

· A library containing recognised texts and a relevant range of current journals.  The library may be accessed electronically. 

· High-speed Internet access to the University library and interactive teaching websites as well as other web-based rural medicine teaching sites that may be used (e.g. Australian College of Remote and Rural Medicine sites).

· Telepaeds and other videoconferencing resources.
2.3 Supervision
Supervision is provided by Rotational Supervisors and Educational Facilitators, as described below.  The Division’s Director of Rural Hospital Medicine Training (DRHMT) oversees supervision arrangements for each trainee. 

2.3.1 
Clinical Supervision in each clinical placement

All training requires supervision.  The Rotational Supervisor must ensure that:

· there is a suitable learning environment for the trainee, in order that their training objectives for that clinical placement can be met

· there are a wide range of opportunities for clinical skill development available to the trainee

· the level of clinical supervision is appropriate to the skill level of the trainee

· the trainee has access to resources as required in 2.1.3 

· there are clear lines of clinical accountability for patient care at all times.
The Rotational Supervisor for rural hospital clinical placements must be a vocationally registered rural hospital doctor (FRHMNZ) who has undergone relevant teacher training.  The Division has discretion to approve a Rotational Supervisor who is registered in a different vocational scope of practice.

For the rural and urban GP attachments, Rotational Supervisors must be vocationally registered GPs, accredited for teaching by the RNZCGP.
Base hospital Rotational Supervisors will normally be vocationally registered in the relevant specialty, and specialists will normally be accredited to teach trainees by their own college.  Occasional exceptions may be approved by the BOS due to the nature of staffing of base hospitals.
The Rotational Supervisor will be asked to administer a miniCEX examination with the trainee during the rotation, plus write a report on the candidate’s progress at the completion of each clinical attachment. 
The Rotational Supervisor must sign off in the skills logbook when they have observed the trainee satisfactorily complete a skill. 

2.3.2 
Educational supervision
Educational Facilitator 

On entering the programme the trainee must be assigned an Educational Facilitator.
The relationship with the Educational Facilitator is central to the candidate’s training.  The Educational Facilitator must be a vocationally registered rural hospital doctor and will have attended relevant teacher training, approved by the Division.
On entering the training programme, the candidate and Educational Facilitator must produce a written professional report and training plan.  The report identifies areas of prior learning, and the candidate’s learning needs.  The training plan includes intended clinical placements, academic qualifications and other courses needed to meet the candidates identified learning needs, and requirements for fellowship.  Progress must be documented in a portfolio and skills log book. 
The Educational Facilitator must meet the trainee at least four times a year to provide feedback on their progress.  Unless circumstances dictate otherwise at least two of these meetings must be face to face.  Two may be by electronic means.  At least twice a year the Educational Facilitator and trainee must review and adapt the trainee’s training plan in light of the contents of their portfolio and skills logbook.  It is expected there will be frequent contact with the Educational Facilitator outside the formal meetings.
The Educational Facilitator has responsibility for arranging clinical placements and must communicate with the Rotational Supervisor at the start of each clinical placement to ensure that the Rotational Supervisor is aware of the trainee’s learning needs.
The Educational Facilitator must report formally to the Board of Studies once a year on the trainee’s progress.  Unsatisfactory assessment over a period of three months must be reported to the Board of Studies who will more urgently review the trainee’s progress.

1.1 Programme Coordination

The Division’s Board of Studies must be actively involved with individual trainees.  The Director of Rural Hospital Medicine Training (DRHMT) must provide coordination for the training programme on behalf of the Board of Studies.  The DRHMT must have experience in medical training, but not necessarily in the scope of rural hospital medicine. 
In the DHBs, programme coordination includes:

· ensuring that each trainee has a Rotational Supervisor who meets the requirements of the training programme

· understanding the requirements of the training programme as specified by the Division 

· liaising with the Division and DRHMT

· understanding the requirements of the HWNZ training specification

· liaising with the HWNZ regarding the service agreement

· ensuring that HWNZ reporting and invoicing are completed accurately and promptly.

A requirement of the programme is that trainees receive training in a variety of disciplines.  This requires trainees to obtain runs in facilities external to their employing DHB.  For this reason and for the avoidance of doubt, rules of exchange between training entities are set out below:

1. Where a trainee undertakes a three month service run external to the employing DHB, the external entity providing the run will pay a 25% salary contribution to the employing DHB, for each three month run, or pro rata.

2. At the same time, the external entity providing the three month training run will claim 25% of the HWNZ annual price per trainee, paid to the employing DHB or pro rata.

It is expected that DHBs and other training providers must organise subcontracts and invoicing accordingly.  HWNZ programme coordination funding provides for this. 

1.2 Expected Outcomes

The final outcome of advanced training is expected to be Fellowship of Rural Hospital Medicine New Zealand (FRHMNZ).  On completion of training the trainee will be expected to have acquired an in-depth knowledge of their specialty, to be self-directed and to be able to practise independently in rural hospital medicine.
The intermediary outcomes are: 

· Success in examinations for the University Papers required in the academic programme.

· Successful completion of other required courses (EMST, APLS, ACLS).

· Completion of the required clinical attachments along with satisfactory reports from rotational supervisors and results in miniCEX assessments.

· Reviews of the candidate’s skills logbook and portfolio to the satisfaction of the Educational Facilitator.
Trainees and Fellows must practise in a manner that is consistent with the Medical Council of New Zealand standards of clinical competence, cultural competence and ethical conduct.

ELIGIBILITY

4.1 
Trainee Eligibility for HWNZ Funding 

To be eligible for HWNZ funding a trainee must meet the following criteria: 
· Acceptance by and formal registration with the Division’s RHM training programme, on at least a 0.5 FTE basis

· Acceptance by a DHB into a Division-approved RHM training position

· Be a New Zealand Citizen or hold a New Zealand residency permit
· General registration with the Medical Council of New Zealand
· Completion of at least two full-time equivalent years of appropriate postgraduate medical experience. 

Funding will not extend beyond four years FTE. 
On entry to the training programme, up to two years credit for prior knowledge and experience may be granted by the Division.
Trainees granted prior knowledge will be expected to complete the training programme in a commensurately shorter time.

This programme is designed as a ‘first fellowship’.  Those already holding MCNZ vocational registration are not eligible for funding of the programme described in this specification. 
Medical graduates who do not meet the above criteria may be considered on a case-by-case basis.
4.2
Provider eligibility
The DHB must ensure that all clinical placements are accredited by the Division either directly or by the Division accepting accreditation of posts by other Colleges.
The Board of Studies can initiate an inspection of any training site at any time.
The DHB must comply with the Division’s criteria for evaluation and accreditation of training posts in rural hospitals.

LOCATION AND SETTING

The training programme’s clinical placements will take place in the following training posts:

· rural hospitals accredited by the Division
· medical specialist departments accredited by Division

· other medical specialist departments that are accredited for training by the relevant specialist college, subject to the approval of the Division.

· with RNZCGP accredited GP teachers
· accredited by Australian Joint Consultative Committees for training in advanced skill sets

Any placement of a trainee to another location for further training must comply with Part 9 of the HWNZ Head Agreement.

ASSOCIATED LINKAGES

The provider must have established linkages with:

· The Division of Rural Hospital Medicine
· Providers of the clinical placements 
· The Medical Council of New Zealand

· The University of Otago (PG Diploma Rural Hospital Medicine)

· The University of Auckland (PG Diploma Community Emergency Medicine)

· Other relevant advanced medical training programmes 

· Providers of patient retrieval and transport services

· Patient advocates for Code of Health and Disability Services, Consumer Rights and Privacy Issues.
PURCHASE AND REPORTING UNIT

The purchase unit is an eligible DHB employed trainee in a Division-approved training post for rural hospital medicine training.  Part-time eligible trainees (minimum 0.5 FTE), will be funded on a pro rata basis.
The reporting unit is a registered trainee in an accredited training post as designated by the Division in a specified year of training as part of a Division-approved training programme. 

PROGRAMME SPECIFIC QUALITY STANDARDS

Please read this section in conjunction with Schedule 1 Part 3 of the HWNZ Head Agreement, which specifies generic quality standards for all programmes provided under the contract.
The Provider must:

· Ensure clinical placements are appropriate to the trainee’s level of knowledge and experience, so that the training experience can be graduated and ongoing.

· Have policies in place which detail the roles, responsibilities and limitations for trainees in the organisation.

The Rotational Supervisor must:

· Ensure all trainees receive the required level of clinical supervision and training experiences in their day-to-day work.

· Ensure a set of written general and specific objectives, that have been based on the learning needs identified in the trainee's training plan, are provided for each clinical placement, and that evaluations are based on these objectives.

· Ensure clear lines of accountability for patient care at all times, with back-up available appropriate to the level of experience of the trainee. 

· Administer a miniCEX examination during the clinical placement, and provide a written report including the miniCEX result to the trainees Educational Facilitator at the end of the clinical placement.
The Educational Facilitator must:
· Ensure that reports on trainees’ progress are provided to the Board of Studies by the due date.

· Meet with the trainee on a regular basis to discuss their progress and re-evaluate their training plan.

The DRHMT/Board of Studies must: 
· Be responsible for the examination and assessment process.  
· Ensure Rotational Supervisors and Educational Facilitators are provided with overall and placement-specific educational objectives, and are consistent in their assessment of trainees using measurable validation procedures.

· Ensure trainees are assigned an Educational Facilitator, that regular contact with the trainee occurs and that regular reports on the trainees progress are provided to the BOS.

· Review the progress of trainees on a yearly basis.

· Audit supervisors to ensure that recognised practices are applied and that a consistent approach is taken to trainee assessment.

· Have a record of trainees preparing for the FDRHM examination available on request, detailing their associated rotational and educational supervisors.

· Ensure processes are in place to identify and take appropriate action for trainees who require additional support.

REPORTING REQUIREMENTS: PROGRAMME SPECIFIC

Please refer to Schedule 1 Part 1 of the HWNZ Head Agreement which specifies generic reporting requirements for all programmes provided under the contract.

TRAINING PROGRAMME FUNDED COMPONENTS SUMMARY

	Table 1 Rural Hospital Medicine Funded Components

	Description
	Quantity per FTE trainee
	Comments

	Trainee release time for conferences and supervision meetings
	35 hours pa
	Includes conferences, workshops, planning, reports and assessment time

	Trainee release time for education programme
	60 hours pa
	Includes university papers, EMST, ACLS and APLS courses

	Programme coordination - leadership
	21 hours pa
	Consultant planning, reports and assessment time

	Tuition/course fees
	Actual compulsory fee costs
	Includes university papers, EMST, ACLS and APLS courses

	Travel and accommodation
	Actuals as per HWNZ Travel Policy
	Unless funded from a Multi Employer Collective Agreement (MECA).   Exclusive of GST

	Teleconference access
	4 hours pa
	Teleconference charges from telecommunications provider


Table 1 applies to rotations in Rural Hospital Medicine only.  Rotations in other specialties, such as anaesthesia, are subject to the relevant Specification documents for those specialties.
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