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Foreword 

Those of us studying and practising medicine in New Zealand are accountable 

for our actions at all time. There is a complex framework of laws, policies and 

codes with which we must comply. This booklet contains some of the 

overarching policies that apply to medical students at the University of Auckland 

across the years of their programme. In addition as a student you need to abide 

by all the University of Auckland Regulations listed in the Calendar. You will 

also receive the Medical Council of New Zealand publication Cole‟s Medical 

Practice in New Zealand during your programme. More specific policies, and 

any updates will be included in your guidebook or on CECIL. 

A good working knowledge of these is essential for you to participate safely and 

with confidence in the university and clinical settings. Annually, you will be 

expected to sign that you have read and agree to comply with these policies.  

The policies have been grouped according to the following framework: 

– Programme-related Policies 

– Immunisation and Prevention of Infectious Diseases  

– Health and Conduct of Medical Students 

– Ethical Guidelines 

– Other Relevant New Zealand Legislation 

 

 

Associate Professor Warwick Bagg (MBBCh, MD, FRACP) 

Associate Dean (Medical Programme) 

Medical Programme Directorate (MPD) 

Faculty of Medical and Health Sciences 

The University of Auckland 
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A.  Programme-re la ted  Pol ic ies  

A.1. Conduct of Coursework and Cheating  

A.1.1. The University of Auckland statement 

The following statement was endorsed by the Senate of The University of 

Auckland in 2004, and was updated in 2010. 

“The University of Auckland will not tolerate cheating, or assisting others to 

cheat, and views cheating in coursework as a serious academic offence. 

Cheating damages individual development, undermines academic 

standards and the educational outcomes that the University of Auckland is 

devoted to providing to students. Cheating devalues the grades and 

qualifications gained legitimately by other students. It can also seriously 

spoil the experience of other students and the role of the student who 

cheats as a trustworthy member of society. 

A student who cheats: 

1. Cheats themselves 

2. Cheats their fellow students 

3. Cheats their family, whanau and friends 

4. Cheats the University of Auckland and society in general” 

A.1.2. The Medical Programme and Cheating 

The work that a student submits for grading must be the student's own work, 

reflecting his or her learning.  Where work from other sources is used, it must 

be properly acknowledged and referenced.  This requirement also applies to 

sources on the world-wide web.  A student's assessed work may be reviewed 

against electronic source material using computerised detection mechanisms.  

Upon reasonable request, students may be required to provide an electronic 

version of their work for computerised review. 

The Schools involved with the delivery of the programme require that medical 

students have intellectual, professional and personal integrity, respect for truth 

and for the ethics of research and scholarly activity.  As future members of the 

medical profession, one way of undermining individual development is through 

cheating. It also reflects poor professional attitudes of the student.  All 

incidences of cheating are now considered under the Medical Programme 

Fitness to Practice Policy as well as the University‟s Disciplinary Statute, 1998. 

The following penalties may be imposed in minor cases of cheating in 

coursework: 
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 reduce the mark or grade for the piece of work to which the cheating offence 

refers, down to and including zero/ fail. 

 cancel any marks previously given for the piece of work concerned – hence 

zero. 

 not mark the piece of work, thus giving zero. 

 issue an oral or written reprimand, which will be recorded on your personal 

file. 

In the event of a major cheating offence, in addition to the Fitness to Practice 

incident report on your personal file, you may also have penalties imposed by 

the University‟s Disciplinary Committee, ranging from not crediting a course 

through to expulsion from the University. 

Register of Deliberate Academic Misconduct 

If a student deliberately cheats and receives a penalty, the case will be 

recorded in a University-wide Register. The record of the offence will normally 

remain until one year after the student graduates. The Register will help identify 

repeat offenders, with the risk that those students will receive more severe 

penalties for repeat offences. 

 

Definitions of coursework 

Coursework is assessable work (e.g., essays, assignments, reports, tests and 

practical, tutorial and seminar work) produced by students and normally 

submitted during periods of teaching.  Theses and dissertations are not covered 

by these provisions. 

Definitions of inappropriate conduct in coursework 

The general principle for determining whether cheating has occurred is whether 

work that is submitted for grading is the student’s own work, reflecting his or her 

learning.  If someone else‟s work – from whatever source – is portrayed by a 

student as being their own work, without proper attribution, then it is cheating.  

In addition, if a student gives some or all of their work to another student who 

then represents it as theirs, then the student who gave the work is assisting or 

colluding in cheating.  Both parties in this case may be subject to penalties.  

The following illustrative examples are included in the Guidelines: 

1. Plagiarism - Using the work of others and presenting it as one‟s own without 

explicitly acknowledging its source; not acknowledging the full extent of 

indebtedness to a source; paraphrasing of another work without attribution.  

2. Copying from another student‟s coursework (with or without their 

knowledge) or passing another student‟s work off as one‟s own. 
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3. Making up or fabricating data such has using false data in the writing up of 

laboratory reports, or using made-up quotations from interviewees. 

4. Submitting the same, or a substantially similar, assignment for assessment 

in more than one course. 

5. Impersonating someone else. 

6. Misrepresenting disability, temporary illness or injury or exceptional 

circumstances beyond your control, and then claiming special conditions. 

7. Using material obtained from commercial essay or assignment services, 

including web-based sources. 

- Buying or otherwise acquiring essays, answers or ideas (in whole or in 

part) and using them in a coursework assignment is unacceptable. 

- Using information and material from a website without attribution is not 

acceptable. 

The Guidelines point out that there is a danger of cheating where students use 

a third party to edit work and separate guidelines for students have been 

developed around this. 

The Guidelines also recognise the difficulties groupwork/ teamwork might pose 

in this area. The Guidelines note that cheating has occurred if a number of 

students work through a solution in what is intended to be an individual‟s 

assignment, or if two students submit an identical section of an assignment. 
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Pathways for a coursework offence by a medical student 
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Good Practice 

The following are good practices that you should be aware of to avoid cheating or 

being accused of cheating: 

1. Be honest about all the sources you have used in an assignment, and the level of 

indebtedness to those sources, including those from websites. 

2. Don‟t copy any part of any other student‟s work, and don‟t let them copy yours. 

3. If you have any doubts about what is an acceptable form or level of collaboration 

or discussion with other students, talk about it with the course coordinator - before 

you submit the work for grading. 

4. If you have any doubts about how to reference ideas appropriately – ask someone 

such as your course coordinator, the Student Learning Centre (SLC), or Library 

staff. 

5. Keep preparatory work. You may be requested – by means of interview, and/or 

through presenting materials used in preparation of a coursework assignment – to 

demonstrate that work submitted was your own.  It is a good practice for all 

students to retain rough notes, computer files and other preparatory and 

supporting materials to substantiate ownership of work in case the origins of an 

assignment are queried. 

6. If you are having difficulty with, for example, the course content, the language of 

the course, your abilities to manage your own time, and/or pressures from overall 

workload or stress, seek assistance. 

Where Can You Go for Help? 

There are many options available at the University, including: 

 The course convenor/coordinator, lecturer, tutorial leader, lab demonstrator 

 The Phase Director (or Year Coordinator) 

 The Head of Department  

 The Assistant Dean (Student Affairs), Faculty of Medical and Health Sciences 

 Health and Counselling Services 

 MAPAS Coordinator 

 IMU Coordinator 

 Student Learning Centre 

 AUSA or other students‟ services 

 Chaplaincy services  
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Electronic resources include: 

 University‟s website: 

http://www.auckland.ac.nz/uoa/about/teaching/plagiarism/plagiarism.cfm 

 Another helpful resource for international students may be found at:   

http://www.cshe.unimelb.edu.au/assessinglearning/03/intstuds.html. Although an 

Australian site, this applies equally to New Zealand. 

Plagiarism and Copying from other Students’ Work 

Plagiarism is an instance of the act of plagiarising.  The Concise Oxford Dictionary 

(1995) defines plagiarise as “1 take and use (the thoughts, writings, inventions etc. of 

another person) as one‟s own.  2 pass off the thoughts etc. of (another person) as 

one‟s own”.  Webster’s II New College Dictionary (1995) defines plagiarise as “1. To 

steal and use (the ideas or writings of another) as one‟s own.  2. To take passages or 

ideas from and use them as one‟s own”. 

Obviously, both orally and in writing, students and staff study, absorb, transmit, 

discuss and critique other people‟s ideas and writings. This activity is in the nature of a 

university and of intellectual activity. It is also recognised that students work together 

in laboratories and that the analysis of results may be pooled. In all of the foregoing 

cases, the important point is that other people‟s intellectual property must be 

appropriately acknowledged. This acknowledgment includes the requirement that 

direct quotations (uplifted text) be identified by means of quotation marks (“…” or „…‟).  

Where students wish to use portions of text from references cited in their reports, they 

should include the relevant text in quotation marks and give the citation. The use of 

ideas and information obtained from other than written sources, for example, material 

taken down in tutorials, must also be acknowledged in an appropriate way.  

Plagiarism means using the work of others in preparing an assignment and presenting 

it as your own without explicitly acknowledging – or referencing – where it came from.  

Plagiarism can also mean not acknowledging the full extent of indebtedness to a 

source.  Work can be plagiarised from many sources – including books, articles, the 

world wide web, and other students‟ assignments.  Plagiarism can also occur 

unconsciously or inadvertently.  Direct copying is definitely plagiarism.  Paraphrasing 

of another work without attribution is also plagiarism.  Submitting unattributed or less-

than-fully attributed work or ideas of others cannot be taken as evidence of your own 

grasp of the learning material. 

Copying from another student‟s work includes copying done with or without the 

knowledge of another student.  It also includes using someone‟s coursework that had 

http://www.cshe.unimelb.edu.au/assessinglearning/03/intstuds.html
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been submitted in a previous year – at any educational institution.  Examples would 

include: 

 Copying all or any part of someone else‟s assignment 

 Allowing someone else to copy all or part of your assignment 

 Having someone else do all or part of an assignment for you 

 Doing all or part of someone else‟s assignment for them. 

Where a student prepares an individual report describing group data and the 

academic expectation is that the report is entirely the student‟s own, it should be 

stated that the primary data are group data.  Use of another student‟s report, whether 

it is based on group data or not, must be acknowledged explicitly.   

In completing any part of the coursework for a course, you should under no 

circumstances use another student‟s work, or allow another student to use your work, 

unless there is full consent by the one and full acknowledgement by the other party.   

Handing in Assignments 

Please note the requirement to verify that your assignment work and case reports are 

original and do not contain plagiarised content.  Be very careful to be sure about the 

accuracy of your statement, as the Faculty and the medical profession take the 

misuse of a personal signature very seriously.  This would be in addition to any other 

issues raised by the submission of plagiarised material for assessment. 

 Assignments must use a designated cover sheet which clearly indicates the 

student name, ID, department, and assignment title. 

 All assignments must be accompanied by a written declaration stating that: 

– this assignment is the student‟s own work. 

– all sources have been appropriately acknowledged. 

– all data is authentic. 

– this work has not been used in any other assignment. 

– all features identifying a patient or their families have been removed. 

 In the case of electronic submission, a coversheet must be downloaded and 

included with the assignment.  The declaration statement on the coversheet will be 

deemed equivalent to a written declaration by the student. 

 Any requirements for students to submit electronic copies of their assignments to 

Turn-it-in.com must be signalled in writing (hard copy or electronically) to students 

at the start of the course.  Where students submit a hard copy this will not be 

returned until an electronic copy is submitted to Turn-it-in. 
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 The confidentiality of patients and their families is to be protected at all times.  Any 

feature within an assignment which may identify a patient or their family, including 

NHI number, must be deleted or changed prior to submission.  Any work submitted 

which fails to protect the identity of patients and their families will not be eligible for 

a passing grade. 

 Students are expected to hand-in their assignments to the location specified. 

 Students are expected to hand-in their assignments on or before the due date.  

Assignments received after the due date may be ineligible for the grade of 

Distinction, and may receive a grade of Fail. 

 Students must keep secure copies of all assessment tasks submitted.  

Assignments which have been lost, (electronically or physically) misplaced or 

delayed in the post are the responsibility of the student.  Students should regularly 

back up electronic documents, photocopy hand written assignments and store 

them safely. 

Student use of Patient Information 

When preparing study notes and case note reports etc. students who have permission 

to access a patient file need to be particularly vigilant that they safeguard the patient 

information and do not contravene DHB patient privacy codes.  In particular 

information which identifies the patient (including NHI numbers and/or date of birth) 

cannot be printed out or copied and stored to any personal device such as memory 

stick or laptop computer.  

The Health Information Privacy Code and its implications are outlined in section D of 

the Medical Programme Policy Guide and students must know and attend to its 

requirements. DHB audit systems are monitoring those accessing patient notes and 

misuse is taken very seriously. 
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A.2. Copyright Policy 

If you copy more than a small amount of any work which could be purchased, you 

could face legal action. 

Use of The University of Auckland photocopy machines must comply with the 

Copyright Act 1994.  

If you do not observe the following rules you may be liable to a copyright owner for 

any damages the owner may suffer or costs incurred in bringing an action against you. 

You may make one copy at any one time (multiple copies are not permitted) provided 

that you use the copy for: 

– your own research or private study, or 

– use the copy for criticism or review (you must acknowledge the author and the 

publisher of the work).  

According to the Copyright Act 1994, copying a small amount will be “fair” if:  

– only an insubstantial part of a work has been copied.  (Courts will look at the 

proportion of the work copied and the importance of that section to assess if 

your copying is “insubstantial”), and 

– your copying does not affect the market for the work (i.e. copying will not be 

fair if the amount you copied saved you from having to purchase the work).  

Copying more than a small amount will be “fair” if 

– you could not purchase the copied work within a reasonable time at an 

ordinary retail price.                   

 

If you fail to observe these rules the University may also take action against you under 

the provisions of the disciplinary statute (see University Calendar). 
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A.3. Student Allocation Policy – Phase 2 & 3 

A.3.1. Policies for Student Allocation, Years 4 - 6 

1. Students are expected to travel to different regions to undertake clinical education 

and training during Years 4, 5 and 6. 

2. Each student is expected to have diverse experiences by health care provider and 

by site. 

3. Except in exceptional circumstances, a student cannot complete all attachments in 

two consecutive years in any one District Health Board (DHB) area. 

4. Each student is required to complete at least one year in the Auckland region. 

5. Except in exceptional circumstances, each student is required to complete at least 

one year of study outside the Auckland DHBs‟ area. 

6. In Year 4 students will complete secondary care attachments at teaching hospitals 

and general practices in the upper North Island.  

7. Year 5 students will be allocated to one of four Cohorts at either: 

– Mid-North Island, or 

– South Auckland, or 

– Waitemata/ Auckland or 

– Northland for Pūkawakawa, the regional-rural programme. 

While it is intended that students of the Year 5 cohorts spend all their time in that 

cohort region, a student may be required to spend time in another region for a specific 

discipline. 

8. In Year 6 (TI Year) students will either rotate through various attachments in 

Auckland, or at different sites in the upper North Island, or complete the entire year 

at one distal site (currently Rotorua or Waikato hospitals). 

9. Once allocations have been confirmed it is not possible to change hospitals except 

under extenuating circumstances as judged by the Phase Director.  

10. Special Considerations for International Students entering Year 4 

– International students will be treated in the same way as domestic students in 

terms of attachment and cohort allocation.  Where possible international 

students will be placed in the Auckland region for the first attachment of Year 

4, to allow time to access services available only in Auckland. 

– In all other respects the same policies and principles will apply. 
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11. Factors taken into consideration when making allocations include: 

– Consideration is given for exceptional personal reasons i.e. being married, 

dependents at school, major sporting commitments etc. Please indicate on the 

preference form. 

– There are separate criteria for Pūkawakawa - see relevant parts of the 

guidebook. 

A.3.2. Cohort principles for Year 5 

The following cohort principles apply to Year 5. 

1. Students will be allocated to one of the Year 5 cohorts. 

2. The Board of Studies and the School of Medicine determines the cohort size for 

each site. 

3. For Pūkawakawa the application, interview and selection processes and criteria 

are guided by the principles of the signed Memorandum of Understanding between 

the University and the Northland DHB. 

4. Following the selection of students for Pūkawakawa, the students in other cohorts 

will be allocated. 

5. Applicants who are unsuccessful for Pūkawakawa will be treated equitably in any 

consequential allocation. 

6. Every attempt will be made to offer students their first choice from the ranked 

preferences. However some students may not be allocated their first choice due to 

over- or under- subscription. Balloting will apply in this instance (see below). 

A.3.3. Year 6 Allocation Process 

Every attempt is be made to offer students both the quarter and the location chosen. 

However, inevitably, some students will not be allocated their preferences due to over- 

or under-subscription to location or quarter.  The following criteria are used to make 

allocations: 

Year 6 Elective quarter allocation: 

 The class is divided equally across the four quarters, as far as possible, according 

to the elective quarter chosen.   

 Students with proof of partial or completed elective arrangements get their first 

choice of quarter. 

 Students who do not return their forms by the specified deadline will be allocated 

to spare spaces in any of the under-subscribed quarters. 
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 Where a quarter is over-subscribed, quarters will be allocated using the second 

choice for elective quarter. 

Year 6 location allocation: 

 The principles outlined in the policy will be adhered to. 

 The minimum quota of students will be allocated to Rotorua and Waikato (12 and 

30, respectively in 2011).   

 Where a quarter or location remains under- or over-subscribed, after the above 

rules are applied, a random ballot will take place to finalise the allocations. 

A.3.4. Ballot policy 

If the spaces at any hospital or cohort in Years 4, 5 or 6 are not filled by students 

volunteering/applying, a ballot policy will be enforced.  

Groups of three or more students wishing to be kept together need to be aware that if 

someone from that group is balloted in or out, then the rest of the group will also be 

moved. 

A.3.5. Administration of Policy 

Students allocated to each individual campus/ clinical school are coordinated by, and 

have pastoral support from, the appropriate campus or clinical school. 

The Medical Programme Directorate (MPD) allocates students to each hospital; sub 

allocations within a hospital (e.g. to which specific team) is undertaken by the 

Department concerned.  

A.4. Remediation Policy 

Year 4 

1. There will be a mid-year Board of Examiners meeting to review the results of the 

first two clinical attachments, and students with a need for additional assistance 

will be tagged. 

2. Students with tags will be identified to all clinical departments so that identified 

learning needs can be remediated. 

3. Oversight of tagged students rests with the phase director and department. 

Tagged students will meet with the phase director and departmental year 

coordinator or head of department on a regular basis through the year to ensure 

that progress is being made and that planned remediation is occurring. 
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4. At the end of the year, for students who have not met the required standard in 

clinical assessments, the Board of Examiners will award either a fail, a directed 

selective, or a tag for Year 5. 

5. Tags will identify the nature of the deficiency and may address both generic and 

discipline-specific issues. 

Year 5 

1. Students with tags from Year 4 will be identified to all departments so that their 

learning needs can be addressed. 

2. Oversight of tagged students rests with the phase director and department. 

Tagged students will meet with the phase director and departmental year 

coordinator or head of department on a regular basis through the year to ensure 

that progress is being made and that planned remediation is occurring. 

3. There will be no change to the system for administering directed selectives. 

Learning objectives will be formulated by department supervisors in consultation 

with the phase director. Students with a directed selective will be assumed to be 

tagged for the purpose of ensuring their learning needs are met during Year 5. 

4. The Year 5 Board of Examiners will award either a fail grade, a period of 

remediation, or a tag for Year 6. 

Remediation prior to Progression to Phase 3 

1. Students requiring remediation will complete four weeks of additional learning prior 

to entering Phase 3. 

2. Responsibility for arranging remediation placement lies with a centralised group 

and is not the responsibility of individual departments. 

3. The remediation group comprises experienced clinical teachers willing and able to 

provide supervision at this time of the year. The remediation group would have 

fewer teaching duties at other times in the year in order to spread the workload. 

4. The remediation group will identify the reasons for the fail and will specify learning 

objectives for the remediation. 

5. Remediation practices and assessment methods will be consistent across 

departments and students. 

6. While it is usually the case that a student will be attached to the discipline in which 

a deficiency has been identified, for global issues, remediation could occur in any 

discipline including those not usually used in Phase 3 (e.g. oncology, geriatric 

medicine). 
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7. A subcommittee of the Year 5 Board of Examiners will meet to decide on the 

progression of students to Year 6 following remediation. The members will be: 

Head of School of Medicine, Associate Dean (Medical Programme), Assistant 

Dean (Student Affairs), Phase 2 Director, Phase 3 Director, two Heads of 

Academic Departments. 

Year 6 

1. There will be no directed electives in Phase 3 (from 2012 onwards). 

2. Students with tags will be identified to all clinical departments so that identified 

learning needs can be remediated. 

3. Oversight of tagged students rests with the phase director and relevant 

department. Tagged students will meet with the phase director and departmental 

year coordinator or head of department on a regular basis through the year to 

ensure that progress is being made and that planned remediation is occurring 

4. If a student‟s performance raises concern, a tag may be applied at any time during 

the year by the Phase Director in consultation with the clinical department. This is 

a delegated responsibility from the Board of Examiners. 

5. There will be no change to the remediation policy in Phase 3. 

6. There will be no change to the Phase 3 Board of Examiners. 

A.5. Sensitive Examination Policy 

This section should be read in conjunction with Section D: Ethical Guidelines 

Sensitive Examination of Patients  

Sensitive examinations include breast, rectal (PR), and vaginal (PV) examinations as 

well as those of male external genitalia.  

There are certain steps to be taken BEFORE any sensitive examinations are 

performed by a medical student. These steps are: 

1. You have received specific teaching on the examination technique by a University 

of Auckland teacher; 

2. Apart from scheduled supervised teaching with full patient consent (e.g. GTA 

teaching in Year 5, examination under anaesthesia), there is a well-defined clinical 

indication to perform the examination; 
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3. If you believe that there is such an indication for a sensitive examination, you will 

first discuss the performance of this with the medical staff (or a midwife, in the 

case of obstetrics) responsible for that patient;  

4. The examination is carried out with a qualified doctor (or midwife, in the case of 

obstetrics) present; 

5. In the case of sensitive examinations on female patients, there must be a female 

chaperone present. This might be the supervisor, if female; 

6. Gloves should be worn for all sensitive examinations except: 

 examination of the breast  

 in some contexts, examination of the male genitalia. These are  

– when examining the male genitalia of a child under the age of 15. 

– when examining the scrotum of an adult when it is part of a routine abdominal 

examination, and where there is no sign of skin ulceration or infection.   

Gloves will be made available for students to use at their discretion, in both clinical 

contexts and under university examination conditions. 

 

On every occasion a discussion about the appropriateness of undertaking a sensitive 

examination must occur with a senior medical doctor (or midwife, in the case of 

obstetrics) prior to performing any sensitive examination. 

Medical student training requires the goodwill of patients, health professionals (both 

university and non-university), and health authorities, with the maintenance of a high 

level of collaboration and trust among all parties. Maintaining this trust requires all 

parties to: 

 protect patients from inappropriate or unnecessary examinations; 

 ensure that patients are not unduly alarmed by incorrect interpretation of physical 

findings; 

 protect students, teachers and the health authorities from the situation where a 

complaint may be laid. 

Policy pertaining to those who contravene these steps 

Any student who contravenes this protocol for sensitive examinations risks suspension 

from the medical programme while the situation is fully investigated. Depending on the 

outcome of this investigation, it is possible that the student may not be readmitted to 

the undergraduate medical programme following their initial suspension. 
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B.  Immunisat ion  and Prevent ion  of  In fect ious  

D iseases 

B.1. Entry to MBChB – The Immunisation Status Report (ISR)  

B.1.1. Policy 

Health care workers need to be protected from diseases they will encounter and need 

to have evidence they have the necessary protection to be allowed to work.  In 

addition, The Faculty of Medical and Health Sciences (FHMS) needs to assure health 

training providers that students are safe to work in clinical environments.  

1. The FMHS, through the services of the University Health Services at Grafton, 

requires all undergraduate medical students to know their immunity status by 

having the following tests done:  

– Blood tests to determine immunity to Hepatitis B and C, Rubella, Measles, 

Mumps and Varicella Zoster 

– Blood tests to detect chronic infection with Hepatitis B or C 

– Quantiferon Gold TB test in association with a completion of a TB 

questionnaire to determine TB status 

These will be completed at the commencement of Year 2 (or Year 4 for those 

students transferring into the programme at that time). 

The testing and administration charges for the above tests and required re-tests 

after vaccination will be met by FMHS only when conducted through the 

University Health Service. 

2. Students are expected to be up-to-date with other vaccines – tetanus, diphtheria 

and polio. In addition, they are advised to review their immunisation status with 

regard to infections that they may be at increased risk of acquiring as the results of 

changes in living situations (e.g. hostel or student flat accommodation, new 

relationships, etc). Such immunisations include Meningococcal C vaccine and 

HPV vaccine. 

3. For those with negative tests the following are required: 

– Vaccination for MMR II (Measles, Mumps and Rubella), and for Varicella 

Zoster. 

– Hepatitis B vaccinations (three, with four weeks between each). The 

vaccination will be followed up with a blood test to confirm immunity.  

The charges associated with immunisation or follow up chest xrays or other testing will 

not be covered by FMHS and are the student‟s responsibility. 
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4. The test results are to be collated on the Immunisation Status Report Form (ISR) 

and signed by the GP/ University Health Services. The ISR with copies of test 

results attached should be submitted by the student to the Medical Programme 

Directorate (MPD) by May 1 each year. These will be held on file in the MPD office 

separate from academic files. A student receiving further immunisations will need 

to advise MPD of the need for an extension to this date. 

It is the student‟s responsibility to provide the completed ISR as evidence of 

compliance with the policy. Noncompliance may lead to preventing the student having 

contact with patients until adequate clearance and immunity is demonstrated and/or 

referral to the Assistant Dean (Student Affairs) if considered a potential Fitness To 

Practise issue. 

B.1.2. Student actions 

1. Upon entry to MBChB each student must take the ISR form (sent out with offer of 

place) to the Student Health Service (or their Medical Practitioner) and request the 

set of antibody tests outlined on the specified form.  

TB exposure should be further assessed with the paper based screening test 

published by ARPHS (in addition to the Interferon blood test).  Positive TB results 

may need further investigations. Further TB information and copies of the 

screening test are available on:  

http://www.arphs.govt.nz/notifiable/tb_guidelines.asp 

http://www.arphs.govt.nz/notifiable/downloads/tb/Appendix_2.doc 

2. When the student shows acceptable immunity to the above diseases and is clear 

of TB or other infection transmission risk the medical practitioner should sign off 

the ISR form and the student should submit it, along with copies of test results, to 

the MPD office, 93 Grafton Rd, Building 532, room 508, Grafton.   

The deadline for submission of the completed ISR, or notification of delayed 

results, is May 1 each year. 

3. Students who lack immunity should be vaccinated (if appropriate) and then have 

repeat testing for antibody response after allowing time for this to occur.  The ISR 

can then be completed when an antibody response is demonstrable.  

B.1.3. Summary of Policy & Guidelines: Immunisation Status Testing  

The following tables outline immunisations which should be reviewed by every 

student. 

Table 1 lists required immunisation status testing and follow-up action. 

http://www.arphs.govt.nz/notifiable/tb_guidelines.asp
http://www.arphs.govt.nz/notifiable/downloads/tb/Appendix_2.doc
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Table 2 lists other recommended immunisations. 

B.1.4. Table 1: Required Immunity Status Assessment 

Student 
group 

Testing for Results on ISR form Further action Comment 

Year 2 Varicella 

Zoster virus 

antibody 

 Clear history of 

chicken pox exists 

or antibody +ve 

 None 

 

 

If clear history of chicken 

pox exists no testing is 

needed otherwise testing 

is required. 

If exposed, non immune 

contacts pose risks to 

vulnerable patients and 

risk being stood down 

with consequent 

significant disruption to 

clinical training schedule. 

  -ve  Vaccinations x2 

with follow-up 

blood test 

required 

 Measles/ 

Mumps/ 

Rubella 

antibodies 

 +ve none  

 -ve MMR 11 

vaccination(s) & 

follow up with 

further blood test 

 Hepatitis B 

antibody 

 

 

 +ve none  

 -ve 

 

 

vaccination (X3) & 

follow up with 

further test 

 

 

 

Hepatitis B 

surface 

antigen 

 -ve 

 

none  

 

Refer to Assistant Dean 

(Student Affairs) for 

referral for career advice 

 +ve    refer to 

hepatologist for 

discussion re 

management 

 Hepatitis C 

antibody 

 -ve  none  

 +ve  refer to 

hepatologist for 

discussion re 

management  

If further testing (HCV 

RNA) confirms HCV 

infection refer to Assistant 

Dean (Student Affairs) for  

referral for career advice 

 Quantiferon 

TB Gold test 

 -ve   None    

 +ve   Assess in 

conjunction with 

questionnaire – 

may need follow 

up with Chest 

XRay  

 

Follow Public Health 

guidelines 

Year 4 As above  As above As above Includes international 
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and 

other 

new 

starts 

within 2 

weeks 

of 

starting  

students. Test results 

from a NZ testing 

laboratory may be 

provided for an ISR 

assessed and signed by 

University Health 

Services 

FMHS will cover charges only for tests ordered through the University Health Service at 

programme entry, and post-immunisation re-testing. 

Students returning from electives in countries where Tuberculosis is endemic should consult 

University Health Service at Grafton about follow-up testing requirements, 

 

Table 2: Other immunisations to be considered 

Target 
Group 

Vaccination Record on 
ISR 

Further action Comment 

All 

students 

annually 

 Seasonal 

Influenza 

Not 

applicable 

Vaccination highly 

recommended 

Recommended annually to 

protect themselves, 

patients and reduce 

community spread 

All 

students 

 Diphtheria 

 Polio 

 Tetanus 

 Pertussis 

Not 

applicable 

Vaccination highly 

recommended 

Most students will have 

completed vaccination in 

childhood. Booster 

recommended around age 

20. 

All 

students 

 Meningococcal 

C 

Not 

applicable 

Vaccination  

recommended 

Particularly recommended 

for those living in hostel 

situations 

Females  HPV Not 

applicable 

Highly 

recommended for 

young women 

Many students will have 

completed vaccination 

Some 

students 

 BCG 

 Haemophilus 

influenzae B 

 Pneumococcal 

vaccine 

 Polyvalent 

Meningococcal 

vaccine 

 Hepatitis A 

 Typhoid 

 Yellow Fever 

Not 

applicable 

 May be recommended in 

particular circumstances 

e.g. on electives 
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B.2. Prevention of Transmission of Infectious Diseases  

The section provides background/ rationale to FMHS entry testing and immunisation 

requirements and to other infection-related clinical attachment health issues. 

B.2.1. Risks of Transmission 

From patients to students 

As a medical student, and later as a doctor, you will be exposed to infection especially 

when you have direct contact with patients. The infections you may be exposed to 

include respiratory viruses, bacteria or viruses causing diarrhoea, bacteria, fungi or 

viruses causing skin diseases, and viruses present in patients blood such as Hepatitis 

B virus, Hepatitis C virus or HIV. 

From students to patients 

Similarly you may be a potential source of infection for your patients. The infections 

you may potentially transmit to your patients include respiratory viruses such as cold 

viruses or influenza, bacteria colonizing your skin such as Staphylococcus aureus, 

and viruses which may be present in your blood such as Hepatitis B virus, Hepatitis C 

virus or HIV. 

The guidelines below are intended to help you minimize the risk of transmission of 

infection between you and your patients. 

B.2.2. Standard precautions and isolation precautions 

The FMHS will require you to be familiar with the strategies used to minimise the risks 

of transmission of infectious diseases between health care workers and their patients. 

Hand hygiene, gloves, masks, gowns, etc 

Guidelines to minimise the transmission of infection between Health Care Workers 

and their patients are widely published (eg at: 

http://www.cdc.gov/ncidod/hip/ISOLAT/isopart2.htm) and provide advice about 

appropriate measures to reduce exposure to blood or contaminated bodily secretion 

from a potentially infected person.  

The relevant advice contained in these guidelines is that gloves should be worn for 

touching mucous membranes or non-intact skin of all patients and for performing 

venepuncture and other vascular access procedures.  Gloves should be changed after 

contact with each patient.  All open lesions, i.e. fresh cuts, grazes or areas of moist 

eczema/dermatitis should be covered by non-permeable dressings. 

http://www.cdc.gov/ncidod/hip/ISOLAT/isopart2.htm
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B.2.3. Advice and information about vaccine preventable infections 

Refer to Section B.1.3 for FHMS policy.  This section provides background information 

and some advice, to support the policy. 

Measles, Mumps and Rubella  

Measles, Mumps and Rubella continue to cause disease in New Zealand.  While most 

adults will have acquired immunity to disease by vaccination or natural infection, all 

students will be tested for immunity to measles, mumps and rubella; those who are not 

immune must receive a single injection of MMR (measles, mumps, rubella) vaccine.  

Blood donation should be deferred for 8 weeks following MMR vaccination. 

Pregnancy should be avoided for the first three months after the MMR vaccination 

because of concern that the vaccine strain could cause fetal infection. Other 

contraindications to MMR vaccine are: anaphylactic reaction to Neomycin and eggs 

(virus is cultured in chick embryo cell culture medium); febrile illness at the time when 

presenting for vaccination; active TB; treatment with immunosuppressive therapy; 

bone marrow and lymphatic system malignancies; blood disorders; primary 

immunodeficiency states. 

Hepatitis B  

Hepatitis B is relatively common in Maori, Pacific and Asian people in New Zealand. 

Most adults will have acquired immunity following childhood vaccination. However 

some students may not have been vaccinated or the course of vaccine given may not 

have induced effective immune responses. All students will be tested for immunity to 

Hepatitis B; those who are not immune and not chronically infected must receive a 

course of Hepatitis B vaccinations with follow-up testing to ensure immunity has been 

achieved.  Blood donations should be deferred 24 hours following Hepatitis B 

immunisation. 

Varicella  

Most students will have been infected by Varicella virus during childhood. Many will 

have had an obvious episode of chickenpox at this time but in many the illness will 

have been subclinical.  Approximately 10% of students will be susceptible to Varicella 

infection. These students may acquire the infection from a person (e.g. a patient or 

other health care worker) and then may transmit it to a patient. This may have severe 

consequences if the patient is immunocompromised. Two doses of Varicella vaccine 

given six weeks apart induce immunity in most adults, and are required by all students 

who do not have a clear history of chicken pox or who do not have Varicella 

antibodies.  
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Tuberculosis  

Tuberculosis is an uncommon disease in New Zealand.  However, many medical 

students and other health workers will be exposed to infected patients and thus be 

placed at a significant risk of developing tuberculosis (TB).  Students need to know 

their TB status. 

From 2009 the FHMS replaced the Mantoux test with the more specific Quantiferon 

Gold TB test as the required guide to a person's exposure or immunity to tuberculosis.  

Students are also required to complete the ARP TB questionnaire 

http://www.arphs.govt.nz/notifiable/downloads/tb/Appendix_2.doc  

Students are not required to have the BCG vaccination, however health workers 

sometimes request BCG vaccination if they anticipate that they will be working 

regularly with known tuberculosis patients. 

BCG is a live attenuated (weakened) strain of Mycobacterium bovis and is closely 

related to Mycobacterium tuberculosis – the usual cause of tuberculosis.  BCG 

vaccination can reduce the risk of developing tuberculosis but the benefit is greatest in 

infants who are at a high risk of infection (especially those living in poor countries with 

a high prevalence of TB).  BCG vaccination of adults provides only modest protection 

against tuberculosis – some studies have even suggested that the vaccine may 

increase risk of tuberculosis. BCG vaccination commonly causes a shallow ulcer at 

the site of the injection, which may take weeks to heal. 

Further information about tuberculosis and BCG vaccination is available in The 

Immunisation Handbook 2002, Chapter 12: Tuberculosis; and in an electronic 

publication of the NZ Ministry of Health at www.moh.govt.nz/cd/tbcontrol. 

Diphtheria 

Diphtheria is extremely rare in New Zealand, but in third world countries may be 

contracted either by inhalation of infected droplets or by skin contact with infected 

material.  Students who had a full course of diphtheria vaccinations in childhood are 

likely to have life-long protective immunity. Booster doses are recommended at age 

11,45 and 65 years .  A course of three injections of diphtheria vaccine (low dose for 

adults) given at intervals of four weeks is recommended for persons who have not 

previously been immunised. 

Tetanus 

Tetanus is an uncommon disease in New Zealand.  Students who had a full course of 

tetanus vaccinations in childhood are likely to have life-long protective immunity. 

Booster doses are recommended at ages 11, 45 and 65 years.  A course of three 

http://www.arphs.govt.nz/notifiable/downloads/tb/Appendix_2.doc
http://www.moh.govt.nz/cd/tbcontrol
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injections of tetanus vaccine given at intervals of four weeks is recommended for 

persons who have not previously been immunised. 

Pertussis  

Pertussis (Whooping Cough) has occurred in epidemics approximately every four 

years in New Zealand recently.  Because almost all adults will have acquired immunity 

to disease by vaccination or natural infection, and because pertussis vaccination in 

older persons is associated with a higher risk of adverse effects, vaccination is 

currently not recommended for adults irrespective of previous vaccine history.  

Poliomyelitis  

Poliomyelitis is extremely rare in New Zealand, but in third world countries it may be 

contracted by consuming contaminated food or drinks.  Students who had a full course 

of polio vaccinations in childhood, and who are neither in contact with patients with 

polio nor travellers to countries where polio is common, do not require further polio 

vaccinations.  A course of three injections of inactivated polio vaccine given at 

intervals of eight weeks, followed by a late booster dose at 6-12 months, is 

recommended for adults who have not previously been immunised 

B.2.4. Blood Borne Major Viral Infections and transmission risks 

Risk of Transmission from Students to Patients 

The FMHS requires that you are tested for infection with HBV, and HCV.  Students 

who recognise that they are at particular risk for acquisition of HIV infection (e.g. via 

sexual contact with at risk persons or via intravenous drug use) have a responsibility 

to also be tested for HIV. Students who are found to be infected with HBV, HCV or 

HIV must seek advice about practice precautions to prevent transmission of infection 

to their patients. 

Hepatitis B 

Hepatitis B infection is relatively common (approximate prevalence of 8%) in Maori, 

Pacific Island and Southeast Asian people living in New Zealand. Most chronically 

infected persons have acquired the infection perinatally and are asymptomatic and 

unaware of their chronically infected status.  

Hepatitis B virus (HBV) infection is transmitted from person to person in blood and 

blood contaminated secretions and body fluids. Blood and body fluids from some 

infected persons are highly contagious. Many examples of transmission of HBV 

infection from a health care worker to patients have been recognised. Most have 

involved dentists or surgeons who were exceptionally infectious. The dentists who 

transmitted infection to their patients had commonly not been wearing gloves during 

dental procedures, and the surgeons who transmitted infection to their patients most 
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commonly did so during major procedures with a high risk of puncture of the surgeon's 

gloves during the operation. The estimated average risk of transmission of HBV 

infection with a needle stick injury when the needle is contaminated by blood from an 

HBV infected person is approximately 15%. 

Hepatitis C 

Approximately 0.5% of the adult population in New Zealand has chronic hepatitis C 

infection. This is usually an asymptomatic infection and many infected patients will not 

be aware of it. Increased rates of infection are found in people who have received 

blood products before 1992 and in current or ex injecting drug users. Hepatitis C may 

be transmitted by contact with infected blood e.g. a needle stick injury. The estimated 

average risk of transmission with a needle stick injury when the needle is 

contaminated by blood from an HCV infected person is approximately 3%. 

HIV  

HIV infection in New Zealand is largely confined to men who have sex with men and to 

people from third world countries and their sexual partners.  The prevalence of HIV 

infection in medical students and other health care workers is likely to be very low - 

perhaps about 1:500. The majority of HIV infected persons probably are unaware that 

they are infected, although they may recognise that their behaviour has placed them 

at risk to this infection. 

Human Immunodeficiency Virus (HIV) infection is transmitted in blood and blood 

contaminated secretions and body fluids. Transmission of HIV from a dentist with 

AIDS to three of his patients has been recognised.  In contrast, follow-up of over 2,000 

patients and HIV testing of 691 patients operated on by three surgeons with HIV 

infection or AIDS has failed to reveal any instance of transmission of infection from 

these surgeons to their patients. 

 HIV is much less contagious than HBV; the estimated average risk of transmission 

with a needle stick injury when the needle is contaminated by blood from an HIV 

infected person is approximately 0.3%. 

Career Implications of HBV, HCV or HIV Infection 

The identification of students who have HBV, HCV or HIV infection is an essential step 

to helping those students prevent transmission of these infections to their patients 

during the course of their careers as health care workers. However the process of 

identifying HBV, HCV or HIV infection in a student can potentially have significant 

adverse effects for the student. These adverse effects could include anxiety about 

their health, stigmatisation, and reduced career opportunities. The FMHS will make 

every effort to mitigate the adverse effects that knowledge of infection with HBV, HCV 
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or HIV may have for a student. Infected MBCHB students are required to discuss their 

situation confidentially with the Assoc. Dean of Student Affairs as early as possible in 

their studies so that appropriate options can be explored and strategies developed. 

Exposure prone procedures 

Health care workers with a blood-borne virus infection must not perform any exposure 

prone procedures, unless they have received advice from an appropriate panel, which 

confirms the safety of them performing such procedures. 

Exposure prone procedures are those invasive procedures where there is a risk that 

injury to the student may result in the exposure of the patient‟s open tissues to the 

blood of the student (bleed-back). These include procedures where the worker‟s 

gloved hands may be in contact with sharp instruments, needle tips or sharp tissues 

(e.g. spicules of bone or teeth) inside a patient‟s open body cavity, wound or confined 

anatomical space where the hands or fingertips may not be completely visible at all 

times. 

Procedures where the hands and fingertips of the student are visible and outside the 

patient‟s body at all times, and internal examinations or procedures that do not involve 

possible injury to the student‟s gloved hands from sharp instruments and/or tissues, 

are considered not to be exposure prone provided routine infection control procedures 

are adhered to at all times. Examples of such procedures include: 

 taking blood (venepuncture); 

 setting up and maintaining intravenous lines or central lines (provided any skin 

tunnelling procedure used for the latter is performed in a non-exposure prone 

manner); 

 minor surface suturing; 

 the incision of external abscesses; 

 routine vaginal or rectal examinations; 

 simple endoscopic procedures. 

B.2.5.  Risk of Transmission from Patients to Students 

Students are at risk of becoming infected with HBV or HCV or HIV as the result of 

contact with blood or other contaminated secretions from infected patients. The risk of 

becoming infected by an accident involving blood from a patient with hepatitis B or 

hepatitis C or HIV infection is affected by the nature of the injury.  For each of these 

viruses the greatest chance of transmission is by a deep injury that inoculates a large 

amount of blood into the injured person‟s tissues.  For example a deeply penetrating 
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needlestick with a large-gauge hollow-bore needle containing infected blood is much 

more dangerous than an accident in which blood is spilt onto unbroken skin.  

Successful vaccination against HBV provides absolute protection against infection 

with this virus, but there is no effective vaccine available against HCV or HIV.  

Treatment with intravenous or intramuscular injection of anti-HBV immunoglobulin 

reduces the risk of infection with HBV if given soon after exposure to HBV infected 

blood or body fluids. This treatment is appropriate in persons who have not mounted 

an adequate immune response to HBV vaccination.  

Treatment with anti-retroviral drugs significantly reduces the risk of infection if given 

soon after exposure to HIV infected blood or body fluids. This treatment is appropriate 

in persons who have suffered a significant injury involving exposure to blood or body 

fluids from a person with uncontrolled HIV infection. 

There is no effective treatment to prevent infection with HCV after exposure to HCV 

infected blood or body fluids. 

Students who suffer an injury that involves exposure to blood or body fluids from a 

patient known or suspected to have HBV, HCV or HIV infection should promptly 

(within 1-2 hours) seek advice about management of this exposure either from 

Student Health or from the Adult Infectious Disease consultant at the hospital where 

the accident occurred or from the hospital Emergency Department. 

B.2.6.  Key Principles 

1. All health care workers (HCW) are under ethical and legal duties to protect the 

health and safety of their patients. They also have the right to expect that their 

confidentiality will be respected and protected. 

2. The duty of confidentiality is not absolute. Legally, the identity of infected 

individuals may be disclosed with their consent, or without their consent in 

exceptional circumstances, where it is considered necessary for the purpose of 

treatment, or prevention of spread of infection.  

[Note that this accords with the New Zealand Health Practitioners Competence 

Assurance Act 2003, Section 35 (1): “Whenever an authority that a health 

practitioner is registered with has reason to believe that the practice of the health 

practitioner may pose a risk of harm to the public, the authority must promptly give 

the following persons written notice of the circumstances that have given rise to 

that belief: The ACC, Director General of Health, Health and Disability 

Commissioner, and person who, to the knowledge of the authority, is the employer 

of the health practitioner.] 
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3. Health care workers with a blood-borne virus (Hepatitis B, Hepatitis C, or HIV) 

infection must not rely on their own assessment of the risk they pose to patients. 

4. A health care worker who has any reason to believe they may have been exposed 

to a blood-borne virus, in whatever circumstances, must promptly seek and follow 

confidential professional advice on whether they should be tested for the virus. 

Failure to do so may breach the duty of care to patients. 

5. Health care workers who are infected with blood-borne viruses must promptly seek 

appropriate expert medical and occupational health advice. Those who perform or 

who are expected to perform exposure prone procedures must obtain further 

expert advice about modification or limitation to their work practices to avoid 

exposure prone procedures. 

B.3. Infectious Diseases and Overseas Travel 

Students travelling to developing countries where there may be increased risk of 

infection with diseases of poverty should seek consultation, before travel, to determine 

risks of infection followed by provision of advice, vaccination and prophylaxis as 

appropriate. This consultation, advice and treatment may be provided by the 

University Health Service Grafton or by the student‟s family doctor or travel medicine 

specialist. 

Malaria, typhoid, hepatitis A, meningococcal infection, cholera etc. 

Students travelling to countries where there is an increased risk of acquiring these 

infections should seek advice from the University Health Service Grafton, own general 

practitioner, or an infectious disease physician or microbiologist regarding prophylaxis.  

Students expecting to work in areas with a high prevalence of HIV infection may seek 

a “starter pack” of anti-retroviral drugs to use in the event of a significant injury. 

Students returning from countries were Tuberculosis is endemic should visit the 

University Health Service Grafton on their return to discuss follow-up testing required. 

B.4. Methicillin Resistant Staphylococcus aureus  

B.4.1. Background 

Approximately 25% of the normal population are colonised in the anterior nares with 

Staphylococcus aureus. A steadily increasing proportion of isolates of Staphylococcus 

aureus are resistant to Methicillin and related antibiotics such as Flucloxacillin. These 

resistant isolates are known as MRSA. The prevalence of colonisation, and disease, 

due to MRSA is increased in some population groups and in the patients in some 
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hospitals. Many hospitals in New Zealand have concerns about the introduction of 

MRSA into their environment by health care workers who have transferred from other 

hospitals where MRSA patient colonisation rates are high. These hospitals may 

request that newly arrived staff members have nasal swabs collected to screen for 

MRSA colonisation and have a clear result before the staff member commences 

clinical duties.  

Students need to anticipate this possibility as they move from one hospital to another 

and seek updated hospital specific information in advance to avoid loss of clinical 

access time. 

B.4.2. Policy 

1. All medical students involved in clinical environments are required to complete an 

assessment for the transmission risk of Staphylococcus aureus (whether 

Methicillin sensitive S. aureus - MSSA or Methicillin resistant S. aureus - MRSA) at 

least annually. 

2. The assessment is an online (or paper) survey containing questions developed by 

the 2008/9 FMHS working party on Immunisation and MRSA. The questions relate 

to identifying those health conditions which would increase the risk of transmission 

if also colonised with S. aureus (SA).  

3. The survey is conducted annually by the MPD and monitored for compliance. 

Students who do not complete the survey will be referred to the Assistant Dean 

(Student Affairs). Non compliance may be considered a Fitness To Practise issue. 

4. Students who answer YES to any question will be referred to University Health 

Services for follow up assessment, appropriate swabbing, and if necessary, 

treatment and re-testing. Colonisation by either Methicillin sensitive or Methicillin 

resistant Staphylococcus aureus will be tested for. 

5. MPD will issue dated clearance certificates in the form of pdf. documents. The 

electronic certificate file will be stored independent of the academic file. 

6. Students are encouraged to present their clearance certificates when starting 

clinical attachments at each new health provider / District Health Board. Almost all 

host District Health Boards have indicated acceptance of these certificates in place 

of swab results. 

7. Notwithstanding any agreements indicated in item 6, FMHS respects the right of 

institutions to request MRSA swabs prior to allowing a student patient contact and 

it is the student‟s responsibility to check requirements (at least 3 weeks prior to 
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starting an attachment) to avoid losing patient contact time pending the outcome of 

swabbing. 

8. Students who have been required to be swabbed (as in item 7) or students who 

suspect they may be at risk of transmission (regardless of their certified status) 

may self refer to University Health Services at any time for assessment. This 

includes those who are concerned about an especial risk of MRSA contact either 

in New Zealand or overseas. 

9. The cost of swab testing (when requested by University Health Services) will be 

met by FMHS. Students are required to pay any treatment costs. 
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C.  Hea l th  and Conduct  o f  Medica l  S tudents   

C.1. Code of Practice for Fitness to Practise Policy 

The Board of Studies approved the original Fitness to Practise policy in December 

2004, with small modifications approved in February 2010. 

C.1.1. Goal of Policy and Processes 

The goal of the policy and associated processes is to put in place remedial or support 

mechanisms that will enable the student to remain in the programme wherever 

possible, and where the proposed remedial action does not place the public, the 

student or the University at risk either as a student or following graduation. 

This policy is not meant to encompass the minor issues that often arise during the 

student‟s natural pathway through the medical programme.  In most cases the matter 

will be resolved at an early stage, with the student‟s cooperation.  

C.1.2. Policy and its Scope 

Students who become aware that they are suffering from any medical or personal 

condition which may threaten their fitness to practise, and which may lead them to 

having to either discontinue or compromise their programme of study, should seek 

advice at the earliest opportunity. 

There is an organisational responsibility both ethically and legally, for staff who deliver 

to students on the programme to minimise the risk of harm for students and graduates 

of the FMHS. 

The policy encompasses Fitness to Practise (FtP) concerns in three areas: 

Area 1:   Health or personal issues 

Issues that may affect the student‟s future ability to practise medicine, including: 

– psychiatric illnesses 

– physical impairment 

– transmissible blood-borne viral infections 

– drug and alcohol issues 

These are likely to: 

– affect a student‟s studies, progression or career pathways 

– expose the student, patients or staff members to potential risk 

– expose the Faculty or partner organisation to potential risk 
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Areas 2:   Professional attitudes 

Issues of concern regarding professional attitudes during the programme including: 

– plagiarism 

– poor attendance 

– inappropriate behaviour 

– contravention of significant aspects of policy, e.g. sensitive examinations 

Area 3:    Issues external to the programme 

Issues regarding the actions of students occurring outside the programme, cover 

aspects such as: 

– any offence which is potentially punishable by more than three months in jail 

(e.g. drink-driving conviction, drug conviction) 

C.1.3. Classification of Concerns 

Concerns are classified into three groups, according to the following features. 

1. Non-critical 

– An issue that raises concerns about future fitness to practice, that would best 

be dealt with through support and counselling. 

– Examples would include poor attendance, some inappropriate behaviour, and 

minor self-limited illness. 

2. Critical 

– Issues that raise much more significant concerns in regards to future fitness to 

practice issues or career options. 

–  Three repeated non-critical concerns escalate to this category. 

– Examples would include dishonesty, serious health issues (persistent or 

severe), significant contravention of a policy, drug and alcohol abuse. 

3. Extraordinarily critical  

– An unpredicted event giving rise to the need for immediate action because of 

the likelihood of significant harm, either involving a student, or resulting from 

the action of a student.  

The Head of School of Medicine (HOSM) should be notified immediately of any such 

extraordinarily critical incident. If there are implications for the safety of patients, staff, 

or students, the HOSM has delegated authority to temporarily suspend the student or 

place limits on the continuation of his/her study and/or clinical attachment. 
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C.1.4. Process  

Referral Process 

The process is commenced and actioned through different pathways according to 

which of the three areas is in the frame.  

 It is anticipated that most referrals will come from a Phase Director, Assistant 

Dean (Student Affairs) or Head of Department, but any academic member of 

Faculty or honorary teaching staff may refer a student to the process.  

 Students may make referrals, but only to the Assistant Dean (Student Affairs) or a 

Phase Director. 

 Self-referrals are encouraged from students. 

 Anonymous referrals to this process will not be considered. 

Table 1:  Health or personal issues 

It is common that students develop such issues during the programme, and most 

episodes are self-limited. The Assistant Dean (Student Affairs) provides one 

confidential avenue of support. This person keeps a confidential record of contacts 

with students separately from the student academic file. In the situation where the 

Assistant Dean (Student Affairs) is aware the students has had persistent or severe 

episodes that may affect fitness to practise, the Assistant Dean (Student Affairs) will: 

 conduct an exit interview with the student; 

 advise the student to notify the Medical Council of New Zealand (MCNZ) 

voluntarily 

 liaise with the Chair of the Fitness to Practice Committee (FtPC)  regarding 

whether or not the Dean should be advised to notify this student to the MCNZ 

under Section 45 of the HPCAA. 

The Assistant Dean (Student Affairs) initially determines whether an issue is 

potentially non-critical or critical, and may take advice from the Chair of the FtPC. 

 Non-critical Critical Extraordinarily critical 

Refer to  Assistant Dean 

(Student Affairs)/ 

Phase Director or 

others e.g. Student 

Health 

 Assistant Dean 

(Student Affairs) 

Head of School of 

Medicine  

Action Devise an agreed 

action plan with 

student +/- Phase 

Director/ Associate 

Dean  

Devise an agreed 

action plan with 

student and Phase 

Director/ Associate 

Dean 

Suspension or 

withdrawal from clinical 

attachment 



 

 

   

Medical Programme Policy Guide  Page 37 
  

Anticipated 

outcomes 

Student may continue 

with their study 

Student may 

continue with their 

study or defer. 

If persistent or 

severe, an exit 

interview with 

Assistant Dean 

Decided by FtPC 

Report Notes kept by 

Assistant Dean 

(Student Affairs) on file 

Notes kept by 

Assistant Dean on 

file. 

Liaise with Chair of 

FtPC. 

May have FtP 

report held 

confidentially in 

student file if 

academic progress 

affected. 

Report held by HOSM, 

distributed to FtPC, and 

decision kept on student 

file permanently. 

Table 2: Professional attitudes 

The Assistant Dean (Student Affairs) and/or the Phase Director will initially determine 

whether an issue is potentially non-critical or critical. The Associate Dean (Medical 

Programme) or nominee may be approached for advice. 

 Non-critical Critical Extraordinarily critical 

Refer to HOD, Phase Director 

and/or  

Assistant Dean 

(Student Affairs) 

Head of 

Department and/or 

Assistant Dean 

(Student Affairs) 

Head of School of 

Medicine 

Action Advice and guidance Investigation of 

incident  

Suspension or 

withdrawal from clinical 

attachment 

Anticipated 

Outcomes 

Student may continue 

their study 

Formal referral and 

report to FtPC 

Formal referral to FtPC 

Report Kept on student file 

temporarily 

Decision made by  

FtPC  

Report held by HOSM, 

distributed to FtPC, and 

decision kept on student 

file permanently 

Table 3: Non-programme related concerns 

Students are required to bring to the attention of the Assistant Dean (Student Affairs) 

any issues that may affect their future ability to register as a Doctor with the MCNZ.  It 

is anticipated that this will usually be criminal convictions. 

The student will be seen by the Assistant Dean (Student Affairs). Once the issue is 

discussed, the Assistant Dean will provisionally classify it as either non-critical or 
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critical (note that the extraordinarily critical category is unlikely to be needed, as other 

processes will overtake the Fitness to Practise Committee). 

 Non-critical Critical 

Refer to Assistant Dean (Student Affairs) Assistant Dean (Student Affairs) 

Action Advice and guidance  

Anticipated 

Outcomes 

Student can continue their study Formal referral to FtPC 

Report Filed in student record temporarily Decision confirmed by FtPC 

C.1.5. Fitness to Practise Committee (Medical Programme) 

A Fitness to Practise Committee (FtPC) is established as a subcommittee of the Board 

of Studies (Medical Programme). Although it is a subcommittee, it reports to BOS on 

matters of policy and process only; it will not give details of outcomes of individual 

cases. Owing to the small number of cases, this is not a standing committee but is 

constituted when the need arises.  

Terms of Reference 

 Consider the issues regarding students and make decisions on outcomes; 

 Refer individual cases to the University Disciplinary Committee, as appropriate; 

 Review the Code of Practice for Fitness to Practise policy and recommend any 

changes to the Board of Studies; 

 Advise the Dean of the Faculty with respect to decisions made about individual 

students and recommend any students who should be notified to MCNZ (See 

Appendix 1).  

 

Membership 

The subcommittee will have six members, of whom at least three must be present to 

consider individual cases. The membership is:  

– HOSM or nominee (Chair)  

– Chair of Board of Studies (Medical Programme), or his/her nominee 

– Senior members of the Schools of Nursing or Pharmacy 

– Senior member from the School of Medicine 

– Senior member of staff from another Faculty of the University 

Notes 

1. The committee will use due and fair process when dealing with all fitness to 

practise issues and students. 

2. The relevant Phase Director or Assistant Dean (Student Affairs) will be invited to 

be present during the meeting, be allowed to take part in the process and to 
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provide information to other members. They will not be involved in the decision-

making, in view of their earlier involvement in the process. 

3. The HOSM or nominee shall inform the student, in writing, that their case has been 

referred to the FtPC and shall inform the student of the reasons behind the 

referral. 

4. The student will be advised that he or she has the right to make a written 

submission to the FtPC and to appear before the committee in person, unless a 

medical adviser has advised that the student‟s state of health makes this 

impossible or inadvisable. 

In these circumstances a case will not be considered formally until the student is 

deemed by a medical adviser to be fit to appear before the committee. The 

student will be given at least one week‟s notice in writing of the date of the 

committee meeting and will be advised that he or she may be accompanied by a 

support person (a fellow student, a member of academic staff or a member of the 

Student Counselling Service). 

C.1.6. Outcomes of Process 

The possible outcomes available from the process and/or the committee will vary 

according to the mechanism of referral. 

Area 1:    Health or Personal issues  

The goal of the process and/ or committee is to provide the student with a plan and 

support framework that will enable the student to remain within the Faculty and qualify, 

provided that such an action does not potentially place the public at risk. 

Such a plan may involve monitoring, mentoring and counselling and will be agreed 

between the student and either the Assistant Dean (Student Affairs) or the Fitness to 

Practise Committee (FtPC), depending on whether it is non-critical or critical. The plan 

is regarded as a condition of remaining within the current programme of study. The 

guidance issued by the MCNZ will be used as a baseline for evaluating such issues. 

Area 2:    Professional attitudes raised within the programme 

For a non-critical issue, an agreed action plan will be tracked to completion, with 

appropriate support.  

For a critical issue it is envisaged that the student is put on a formal reporting regime, 

with a clearly defined reporting period during which the issue must be resolved. This 

may involve a period of leave, after which the student can continue with the 

programme of study. This is likely to be the usual response of the committee to more 
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than two non-critical attitudinal issues. A written caution will also be given to the 

student. 

For an extraordinarily critical issue, the student will be suspended from the 

programme, until there is a complete investigation and a decision made by the FtPC. It 

is anticipated that this will mostly result in temporary suspension or withdrawal, but is 

possible for continuation to be an option. This situation is anticipated for students who 

have either persistent non-critical or critical attitudinal issue. More than one critical 

attitudinal issue will almost inevitably result in the student being asked to withdraw 

from the programme. 

If a decision is made to recommend withdrawal from the programme, the Chair of the 

FtPC or their nominee will be responsible for ensuring that the student is given 

appropriate advice about other options, such as: 

– transferring to an alternative programme; or 

– interrupting his or her studies while receiving appropriate therapy/counselling. 

Area 3:    Issues external to the programme 

The guidelines for the committee here will be what would have happened to a 

practising doctor who was referred to the medical council for similar reasons; the 

committee will have to consider the issue in this light.  

For students appearing as a result of a criminal conviction, the committee will not 

consider matters of guilt.  If the student has been convicted then they will be 

considered to have committed the offence and considered in this light.  

The guidance issued by the MCNZ regarding students convicted of an offence against 

the law will be used as the base line for making decisions in this area. 

If the FtPC considers that there are sufficient grounds for judging that the student is 

unfit for entry to the profession, its first step will be to ensure that the student is given 

appropriate advice and the opportunity to accept the advice without the need to go 

through the appeals procedure.  

The Chair of the FtPC will notify the Dean, who may ask for further medical advice, 

and/or advice from the MCNZ.  

C.1.7. Right of Appeal 

Students will have the right of appeal through the University if the outcome of the 

Fitness to Practise Committee is that a student is required to restart a year of withdraw 

from the programme. The appeals process will follow the University of Auckland 

Statute. 



 

 

   

Medical Programme Policy Guide  Page 41 
  

C.1.8. Advising students of Fitness to Practise Policy 

Students will be provided with a copy of the policy document and asked to declare 

their acceptance to study within its framework at the commencement of their studies 

within the medical programme. 

C.1.9. Processing of a Report 

On receipt of a FtP report, the process is as follows: 

1. First report of non-critical issue and discussion with HOD, Assistant Dean (Student 

Affairs) or Phase Director or Associate Director (Medical Programme) and student. 

→ file report in student record, except in the case of illness where the Assistant 

Dean (Student Affairs) will maintain confidential notes.  

If this is the only issue arising during the course of study then it will be removed from 

the file prior to graduation and no mention will be made in reports to professional 

bodies.  

2. Second report of non-critical issue, or a first issue that is not resolved after attempt 

at resolution through the Assistant Dean (Student Affairs) for issues related to 

physical or mental health, or for academic matters, the relevant Phase Director or 

Associate Dean (Medical Programme) → file report in student record, except in the 

case of illness where the Assistant Dean (Student Affairs) will maintain confidential 

notes.  

If issues of support/counselling are raised then an appropriate plan will be agreed with 

the student.  A written report of this meeting will be filed on the student’s record.  If no 

further issues arise during the course of study then it will be removed from the file prior 

to graduation and no mention will be made in reports to professional bodies. 

If the agreed resolution of the issues cannot be achieved at this stage a formal referral 

to the FtPC will be made.  The Assistant Dean (Student Affairs) or Phase Director are 

free to seek advice (in confidence) from any avenue they deem appropriate in dealing 

with these issues.  The Report is filed in the student’s record. 

3. Third report of non-critical issue: → formal investigation by the FtPC. 

4. Student is unwilling or unable to accept the advice given for resolution of the 

issues: → formal investigation by the FtPC 

5. Critical issue: → formal investigation by the FtPC 

If, during the course of this process, a Phase Director or the Associate Dean (Medical 

Programme) becomes aware that the student may have breached general University 

Regulations then he/she will take advice from the HOSM and, where appropriate, refer 
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the matter for investigation according to the University Disciplinary Statute. This would 

not preclude such an issue being placed on the student‟s record in respect to fitness 

to practise; an example would be plagiarism.  

C.1.10. Processes for Administration of Fitness to Practise Issues 

 Details of all fitness to practise issues will be kept in the student‟s file until 

graduation, in confidentially signed envelopes.  

 On receipt of the envelope, the Programme Manager (Medical Programme) places 

this in the student‟s file and check if practise issues have been raised before.  

 The Programme Manager informs the Associate Dean (Medical Programme) (or 

nominee on the FtPC) when three confidentially sealed envelopes are 

accumulated in the file. 

 If a student is suspended from part or all of their studies, the Associate Dean 

(Medical Programme) or Phase Director will inform the relevant course 

coordinator(s) that the student will not be attending that component of the 

programme.  

 When the files of graduating students are being secured, all confidentially sealed 

envelopes will be removed and given to the Associate Dean (Medical 

Programme), or nominee on the FtPC, who will check that there is no graduate 

who should be notified to the MCNZ, before the incident reports are destroyed. 

 The Associate Dean (Medical Programme), or nominee on the FtPC, will ensure 

that each incident is logged on to a secure and password protected register, for 

audit purposes. 
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Examples of Process 

Incident Action/  Plans 

Significant health issue 

Student found to be infected 

with Hep B and is an “s 

antigen” carrier 

Action 

 Student seen by Assistant Dean (Student Affairs) who 

keeps a note of the meeting 

 Issues discussed with student and expert advice 

sought 

 Agreed limitations put on student‟s training stopping 

high risk activities 

 Referral to specialist hepatologist made for treatment 

advice 

 Student advised of obligation to inform MCNZ 

Poor attendance 

A student‟s attendance during 

a clinical attachment was poor. 

The issue was brought to the 

attention of the Head of 

Department (HoD). 

 

Plan 

 HoD meets with student and explores the reasons for 

poor attendance.  

– Student and HoD agree on the issues. HoD 

formally warns student and fills in report to be filed 

in student‟s record. 

– Student and HoD disagree on the issue. HoD 

contacts Phase Director who will meet with student 

and attempt to resolve issue. FtP report filed in 

student‟s record. 

– HoD finds significant social problems have led to 

absence. Student referred to Assistant Dean 

(Student Affairs). 

 The Phase Director will receive the report and check 

the student‟s record. If this was the first time concerns 

have been raised no further action is taken. 

– Second issue raised. Issues considered and usually 

the Phase Director will see the student to discuss 

the issue. A warning would be given that any further 

issues would result in review by the FtPC. 

– Third issue – formal referral to the FtPC 

Cheating 

A student is caught cheating 

during an examination. 

Actions: 

 Formal referral to University Disciplinary committee 

 If found guilty then this finding is a fitness to practice 

issue in the student‟s file 

If this incident was the third issue then a formal referral 

to the FtPC would be made. 
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Incident Action/  Plans 

Unprofessional behaviour 

A patient complained that a 

student carried out an 

unchaperoned sensitive 

examination in a manner which 

made them feel uncomfortable. 

The HOD is informed, who in 

turn spoke to the Head of 

School of Medicine.  

 

Actions: 

 HOSM regards incident as extraordinarily critical. 

Student contacted by HOSM and formally suspended 

from clinical studies; 

 Head of School gathers all relevant information; 

 FtPC convened and hears case; 

 Student required to restart year and attend further 

training sessions; 

 Student advised that any further breaches of fitness to 

practice code will result in being removed from 

programme. 

Criminal conviction 

A student reports that they 

have been convicted of a 

criminal offence. They were 

caught in possession of a 

small quantity of marijuana. 

The HOSM considers the 

issue and, after seeking 

advice, convenes the FtPC. 

 

After hearing the evidence the student is asked to 

restart the year following appropriate and agreed 

counselling. The student is made aware that any further 

breaches of the fitness to practice will result in them 

being withdrawn from the programme. 

 

Appendix 1 Excerpts from HPCAA 2003 

Section 16 Fitness for registration 
No applicant for registration may be registered as a health practitioner 
of a health profession if--- 
(g)  he or she--- 
          (i)     is subject to an order of a professional disciplinary 
tribunal (whether in New Zealand or in another country) or to an order of an educational 
institution accredited under section 12(2)(a) or to an order of an authority or of a similar body in 
another country; and 
          (ii)    does not satisfy the responsible authority that that order does not reflect adversely 
on his or her fitness to practise as a health practitioner of that profession; or 
 
(h)  the responsible authority has reason to believe that the applicant may endanger the health 
or safety of members of the public. 

 
Section 45 Notification of inability to perform required functions due to mental or 
physical condition 
4)  Subsection (5) applies to a person in charge of an educational programme in New Zealand 
that includes or consists of a course of study or training (a course) that is a prescribed 
qualification for a scope of practice of a health profession. 
 
(5)  If a person to whom this subsection applies has reason to believe that a student who is 
completing a course would be unable to perform the functions required for the practice of the 
relevant profession because of some mental or physical condition, the person must promptly 
give the Registrar of the responsible authority written notice of all the circumstances. 
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C.2. Fitness for Registration (MCNZ) 

1. To be registered with the Council in accordance with the Health Practitioners 

Competence Assurance Act 2003 (HPCAA) your application for registration will be 

assessed to ensure that you are „fit for registration‟ as specified under section 16.  

2. In summary, the fitness for registration provisions in the HPCAA require you to 

satisfy the Council that you: 

 can communicate effectively for the purpose of practising within your scope of 

practice; 

 can communicate effectively in, and comprehend English; 

 have adequate skill and knowledge to practise medicine; 

 your fitness to practise is not adversely affected by factors such as criminal 

convictions, mental or physical conditions, disciplinary action or investigations; 

  will not endanger the health and safety of members of the public (refer to 

„Notes‟ for the full text of Section 16). 

3. When first applying to be registered, you will be required to answer specific 

questions relating to fitness for registration.  Similar questions are asked each year 

when doctors renew their annual practising certificates.  As would be expected, the 

HPCAA allows for considerable penalties (up to $10,000) for false declarations 

and representations. 

4. The current „Application for registration within a provisional scope of practice in 

New Zealand‟ seeks specific information (with evidence if asked) on the following: 

 Communication in English, 

 mental and physical conditions (including psychological, psychiatric, addiction 

to drugs or alcohol, physical deterioration from injury, disease or 

degeneration), 

 convictions by a Court in New Zealand or elsewhere of any offence punishable 

by imprisonment of three months or longer,  

 

 

Medical Council of New Zealand 

Fitness for Registration 

Guidelines for Medical Students 
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 university disciplinary order (i.e. any investigations while you were a university, 

including medical school), 

 professional disciplinary proceedings in New Zealand or any other country. 

5. As the Council is not directly informed if students break the law, it is your 

responsibility, and in your best interest to tell the Council of any convictions or 

other serious health or conduct findings.  If you are in doubt about the seriousness 

of these, it is best to consult your Dean at an early stage.  

6. Under the HPCAA a person in charge of an educational programme in New 

Zealand e.g. a dean of a medical school, who believes that a student who is 

completing a programme would be unable to perform the functions required 

because of some mental or physical condition, must promptly give the Registrar 

written notice of all the circumstances.  

Before making a notification, the person may seek whatever medical advice, 

whether psychiatric or otherwise, he or she considers appropriate to assist him or 

her in forming his or her opinion. 

7. Disclosures will all be investigated and many will require no further action; or only 

a minimum involvement and the doctor will be registered and able to practise as 

normal. 

8. The Council‟s Health Committee takes a rehabilitative, constructive approach to 

doctors who have a mental or physical condition and works with them through a 

supportive monitoring programme to help them regain their fitness, usually while 

continuing to practise, while ensuring patients are also protected. 

9. The Council has adopted the “HRANZ joint guidelines for registered health care 

workers on transmissible major viral infections”, which is available from Council‟s 

website (www.mcnz.org.nz). 

If you have been given a diagnosis of HBV, HCV and HIV, you will need to send 

copies of any recent reports which well need to include clarification of your 

serology and specific advice you have been given. 

10. The Council‟s usual practice when disclosures are made about matters of fitness 

to practise is to seek reports to satisfy itself that the new doctor has access to 

appropriate support, and if necessary, therapy, and that the health and safety of 

the public are not at risk. 
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11. If you are concerned about the contents of this statement and any events that may 

need to be declared in future when applying for registration, you should speak with 

the Dean or contact the Council directly.  

12. Failure to declare the required information could well jeopardise your right to 

registration. 

13. Gaining your medical education is an exciting and challenging time but is also 

stressful. Good habits built during the medical school years enable you to face the 

challenges ahead and maintain a balanced healthy lifestyle.  Medical students' 

associations promote this aspect during your medical education and the Council 

urges you to become involved in their activities. 

NOTES: 

Section 16 of the HPCAA Fitness for registration 

No applicant for registration may be registered as a health practitioner of a health 

profession if: 

(a) he or she does not satisfy the responsible authority that he or she is able to 

communicate effectively for the purposes of practising within the scope of practice 

in respect of which the applicant seeks to be, or agrees to be, registered; or  

(b) he or she does not satisfy the responsible authority that his or her ability to 

communicate in and comprehend English is sufficient to protect the health and 

safety of the public; or 

(c) he or she has been convicted by any court in New Zealand or elsewhere of any 

offence punishable by imprisonment for a term of 3 months or longer, and he or 

she does not satisfy the responsible authority that, having regard to all the 

circumstances, including the time that has elapsed since the conviction,  the 

offence does not reflect adversely on his or her fitness to practice as a health 

practitioner of that profession; or  

(d) the responsible authority is satisfied that the applicant is unable to perform the 

functions required for the practice of that profession because of some mental or 

physical condition; or  

(e) he or she is the subject of professional disciplinary proceedings in New Zealand or 

in another country, and the responsible authority believes on reasonable grounds 

that those proceedings reflect adversely on his or her fitness to practise as a health 

practitioner of that profession; or  

(f) he or she is under investigation, in New Zealand or in another country, in respect of 

any matter that may be the subject of professional disciplinary proceedings, and 

the responsible authority believes on reasonable grounds that the investigation 

reflects adversely on his or her fitness to practise as a health practitioner of that 

profession; or 
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(g) he or she:  

(i) is subject to an order of a professional disciplinary tribunal (whether in New 

Zealand or in another country) or to an order of an educational institution 

accredited under section 12(2)(a) or to an order of an authority or of a similar body 

in another country; and 

(ii) does not satisfy the responsible authority that that order does not reflect adversely 

on his or her fitness to practice as a health practitioner of that profession; or  

(h) the responsible authority has reason to believe that the applicant may endanger 

the health or safety of members of the public. 

 

Disclosure of health condition 

Requirements  The Health Practitioners Competence Assurance Act 2003, requires 

the Council to be satisfied that applicant doctors are fit for registration 

and fit to practise.  This is to ensure that doctors are able to perform 

the functions required to practise medicine. 

Applicant must Applicants must declare if they have ever been, or are currently, 

affected by a physical or mental condition or impairment with the 

capacity to affect their ability to perform the functions required for the 

practice of medicine. 

Website Information Information is available on the website under Health at 

http;//www.mcnz.org.nz/Health 

The functions required of a practising doctor include: 

 making safe judgments  

 demonstrating the level of skill and knowledge required for safe 

practice  

 behaving appropriately  

 not risking infecting patients with whom the doctor comes into 

contact  

 not acting in ways that impact adversely on patient safety. 

 Conditions that may impair a doctor‟s ability to perform those functions 

include: 

 alcohol or drug abuse or dependence  

 psychiatric disorders  

 temporary stress reaction  

 infection with a transmissible disease  

 declining competence due to age related loss of motor skills or the 

early stages of dementia, and  

 certain other illnesses and injuries. 
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Documents required The doctor must attach to their application assessment and treatment 

information to inform Council about their fitness for registration.  

Specifically the information should include: 

 the actual diagnosis given for any condition/illness 

 a brief history of the condition 

 a brief outline of treatment and management 

 what impact the condition might have on the applicant‟s ability to 

perform the functions required to practice medicine, and what 

strategies are in place to minimise that impact 

 a professional opinion from a key treatment provider on current 

health status and fitness to be registered and to practise. 

Processing an 

application with a 

disclosure 

Information provided is forwarded to Council‟s Health Committee to 

advise on the doctor‟s fitness for registration. 

Depending on the circumstances, the Health Committee may request 

an independent assessment.  This could apply if the condition is 

ongoing, a remitting or relapsing one, treatment recent, if the doctor 

has not been well engaged in treatment with a relapse management 

plan. 

C.3. Attendance and practical/clinical work 

The University of Auckland Calendar MBCHB Regulations state: 

“A student enrolled for this degree must carry out satisfactorily such practical or 

clinical work as the Faculty of Medical and Health Sciences may require.” 

C.4. Certification 

You must not sign any form requiring the signature of a Registered Medical 

Practitioner - not even when Acting House Officer. Such forms are: 

- Death Certificates 

- Cremation Certificates 

- Certificates under Alcoholism and Drug Addiction Act 

- Certificates under the Mental Health Act 

- ACC Certificates 

- Social Security/Invalidity Benefits 

- Medical Reports for Insurance Companies 

- Investigations requiring the use of ionizing radiation e.g. Xray, CT scan. 



 

 

   

Medical Programme Policy Guide  Page 50 
  

D.  Eth ica l  Guide l ines  

D.1. Ethical Guidelines: Involving Patients in Clinical Teaching 

Introduction 

An effective health care system needs a continuing supply of qualified staff. An 

essential requirement for training health professionals is access to practical 

experience that is well planned and properly supervised. 

Good quality practical experience for students is based on a 4-way partnership 

between the patient who agrees to be part of the teaching/learning process; teaching 

staff; other qualified staff; and the student. 

In this partnership, the paramount consideration must always be the welfare and 

interests of the patient.  The present Guidelines address the issue of how to ensure such 

an ethical focus when patient/student interaction is organised primarily for teaching 

purposes. 

In some situations, different ethical codes or guidelines apply, e.g.: 

a) When qualified personnel (e.g. doctor, nurse, physiotherapist, etc) are seeing 

patients for the purpose of their own continuing education, the normal ethical 

obligations appropriate to their own professional responsibilities will apply. 

b) When students are involved with patients as providers of care, their supervision is the 

responsibility of the senior qualified professional involved, and the latter are therefore 

responsible for ensuring that the provision of care meets appropriate ethical 

standards. 

All fully qualified staff, and not just teaching staff, have an obligation to facilitate the 

teaching of students in their own and related disciplines, and share a common 

responsibility to ensure adherence to the Guidelines. 

Guidelines 

1. Patients' Rights 
Every patient has the right to decide whether he or she wishes to agree to an 

interview, examination or other specific procedure carried out by a student, and 

to withdraw from the teaching situation at any stage.  Patients have the right to 

have a support person present.  These rights should be brought to the attention 

of all patients who are asked to become involved in a teaching situation. 



 

 

   

Medical Programme Policy Guide  Page 51 
  

2. Right to Refuse 
Every patient must receive a clear prior assurance that refusal to participate in 

teaching or withdrawing from teaching will not jeopardise his or her care in any 

way. 

3. Students to seek consent 
Students must seek the agreement of patients allocated to them to be 

interviewed and examined, or to be the subject of specific learning procedures, 

and must explain clearly what is involved. 

4. Teachers to seek consent for group teaching 
Teachers must ask a patient's permission to involve him or her in group teaching 

or clinical demonstration sessions and explain precisely what will be involved 

and how many students will be present. 

5. Situations needing special care 
Teachers must exercise special care when there may be difficulties for patients 

in understanding what is proposed, or in making their own views known.  

Patients who may have such difficulties include: 

(a) Children   
 For children under 16, consent must be sought by an appropriate means 

from a parent or a guardian. Children who can understand what is involved 

should participate in the decision. 

(b) Those from a different cultural background to the teacher or student 

 Cultural differences in decision making should be respected. This process 

may include involvement of family members. 

(c) Those not proficient in English 

 Patients must have an adequate prior understanding of what is proposed; 

the involvement of family members or a recognised interpreter may be 

necessary, before, during, or after the teaching, as the patient chooses. 

(d) Those disabled by confusion, an altered state of consciousness, mental 

incompetence, speech understanding difficulties, or hearing problems.   

 Agreement should be sought from another person who can speak for the 

patient, e.g. family member or close friend. 

6. Involvement not to be unreasonable 
Physical examination or specific procedures must not be repeated unreasonably 

on any one patient, and must not produce or prolong significantly any distress or 

pain. 

 

7. Support for particular procedures 
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The patient's right to have a support person present requires particular 

emphasis during intimate examinations such as rectal and vaginal examinations. 

8. Written consent for procedures under anaesthetic 
 Students must obtain written consent before premedication for any procedure or 

examination to be performed by them while the patient is under general 

anaesthesia or sedation. 

9. Observing in Theatre 
 Students must obtain the patient's verbal consent to observe procedures in theatre. 

10. Identity of students to be known 
 Patients have a right to know the name and professional status of any person who 

wishes to interview and/or examine them, or carry out any specific treatment or 

investigation procedures.  Students must wear name badges and introduce 

themselves to their patients. 

11.  Students to respect confidentiality 
 Students are responsible for ensuring that personal information acquired by them 

about their patients remains confidential. 

12. Teachers to provide supervision 
 Teachers responsible for clinical teaching must provide effective supervision of 

their students and ensure adherence to these guidelines. 

D.2. Ethical Responsibilities: Doctors 

1. As a junior member of a medical team your ethical responsibilities include those of 

qualified doctors as described and published by the New Zealand Medical Council 

(Cole’s Medical Practice in New Zealand. 1st edition (2009)  edited by Ian St. 

George).  

2. Medical students must ensure that the spirit of the ethical guidelines covering the 

involvement of patients in the clinical teaching Years 4 and 5 apply while carrying 

out clinical duties.  Like all doctors, medical students must: 

i. identify themselves to their patients and explain their place in the team and 

their level of experience. 

ii. explain a proposed examination or procedure. 

iii. respect a patient's refusal to be examined or to submit to a particular procedure 

or to have a trainee intern observing during an examination or procedure. 

iv. if you plan to approach a patient from another team, you should first speak 

with the clinicians of that team, as well as the senior nurse on duty and the 

nurse looking after the patient. 
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v. if this is after hours, or on the weekend, you should check with check with the 

charge nurse during the week. 

3. When any difficulties arise in obtaining appropriate consent, you must consult 

more senior members of the clinical team to whom you are responsible.  

Depending on the circumstances this may be the House Officer, Registrar or 

Consultant concerned. 

4. If you are concerned in any way about ethical aspects of your clinical work, you 

should consult more senior members of your clinical team and/or the Head of the 

Academic Department concerned, the Phase 3 Director, or the Associate Dean 

(Medical Programme), or Assistant Dean (Student Affairs).  

Excerpts from the Code of Ethics of the New Zealand Medical Association 

(NZMA) 

Code of Ethics 

All medical practitioners, including those who may not be engaged directly in clinical 

practice, will acknowledge and accept the following Principles of Ethical Behaviour:  

1. Consider the health and well being of the patient to be your first priority.  

2. Respect the rights, autonomy and freedom of choice of the patient.  

3. Avoid exploiting the patient in any manner.  

4. Practise the science and art of medicine to the best of your ability with moral 

integrity, compassion and respect for human dignity.  

5. Protect the patient‟s private information throughout his/her lifetime and following 

death, unless there are overriding considerations in terms of public interest or 

patient safety.  

6. Strive to improve your knowledge and skills so that the best possible advice and 

treatment can be offered to the patient.  

7. Adhere to the scientific basis for medical practice while acknowledging the limits of 

current knowledge.  

8. Honour the profession, including its traditions, values, and its principles, in the 

ways that best serve the interests of the patient.  

9. Recognise your own limitations and the special skills of others in the diagnosis, 

prevention and treatment of disease.  

10. Accept a responsibility to assist in the protection and improvement of the health of 

the community.  
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11. Accept a responsibility to advocate for adequate resourcing of medical services 

and assist in maximising equitable access to them across the community. 

12. Accept a responsibility for maintaining the standards of the profession.  

PRINCIPLES 

 

Guide to the Ethical Behaviour of Physicians 

The profession of medicine has a duty to safeguard the health of the people and 

minimise the ravages of disease.  Its knowledge and conscience must be directed to 

these ends.  Ethical codes have developed to guide the members of the profession in 

achieving them.  The Hippocratic Oath was an initial expression of such a code.  More 

recent codes have developed from this and from a consideration of modern ethical 

dilemmas and these are embodied in a number of important declaration, international 

codes and statements from the World Medical Association. These include: 

1.  The Declaration of Geneva (1948, amended in 1968, 1983, 1994, 2005, 2009)  

2. The World Medical Association International Code of Medical Ethics (1949, 1968 

and 1983, 2004)  

3. The following statements by the World Medical Association which deal with 

particular issues:   

– The Declaration of Helsinki dealing with biomedical research (1964, 1975 and 

1983, 1989, 1996, 2000, 2002, 2004, 2008);  

– The Declaration of Oslo on therapeutic abortion (1970, 1983, 2006); 

–  the Declaration of Tokyo on a doctor's responsibility towards prisoners (1975, 

2005, 2006);  

– The Declaration of Lisbon on patient's rights (1981, 1995, 2005); 

– The Declaration of Venice which deals with terminal illness (1983, 2006); 

– The Declaration of Ottawa on child health (1998, 2009); 

– The Declaration of Washington on patient safety (2002); 

– The Declaration of Madrid on euthanasia (1987, 2005); 

– The Declaration of Delhi on health and climate change (2009). 

For latest updates and new Declarations, regularly check the website of the World 

Medical Association, www.wma.net. 

These have been endorsed by each member organisation, including the New Zealand 

Medical Association, as general guides having worldwide application.  

The New Zealand Medical Association accepts the responsibility of delineating the 

standard of ethical behaviour expected of New Zealand Medical Practitioners. 
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An interpretation of these principles is developed in the following pages, as a guide for 

individual doctors. 

Responsibilities to the Patient 

1. Standard of Care 
 Practice the science and art of medicine to the best of one's ability in full technical 

and moral independence and with compassion and respect for human dignity. 

2. Continue self education to improve one's personal standards of medical care. 

3. Ensure that every patient receives a complete and thorough examination into their 

complaint or condition 

4. Ensure that accurate records of fact are kept. 

5. Respect for Patient 

 Ensure that all conduct in the practice of the profession is above reproach, and 

that neither physical, emotional nor financial advantage is taken of any patient. 

6. Patient's Right 

 Recognise a responsibility to render medical service to any person regardless of 

colour, religion, political belief, and regardless of the nature of the illness so long 

as it lies within the limits of expertise as a practitioner. 

7. Accepts the right of all patients to know the nature of any illness from which they 

are known to suffer, its probable cause, and the available treatments together with 

their likely benefits and risks. 

8. Allow all patients the right to choose their doctors freely. 

9. Recognise one's professional limitations and, when indicated, recommend to the 

patient that additional opinions and services be obtained. 

10. Keep in confidence information derived from a patient, or from a colleague 

regarding a patient, and divulge it only with the permission of the patient except 

when the law requires otherwise. 

11. Recommend only those diagnostic procedures which seem necessary to assist in 

the care of the patient and only that therapy which seems necessary for the well-

being of the patient.  Exchange such information with patients as is necessary for 

them to make informed choices where alternatives exist. 

12. When requested, assist any patient by supplying the information required to enable 

the patient to receive any benefits to which he or she may be entitled. 

13. Render all assistance possible to any patient where an urgent need for medical 

care exists. 

Continuity of Care 



 

 

   

Medical Programme Policy Guide  Page 56 
  

Ensure that medical care is available to one's patients when one is personally absent, 

when professional responsibility for an acutely ill patient has been accepted, continue 

to provide services until they are no longer required, or until the services of another 

suitable physician have been obtained. 

Personal Morality 

When a personal moral judgement or religious conscience alone prevents the 

recommendation of some form of therapy, the patient must be so acquainted and an 

opportunity afforded the patient to seek alternative care. 
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D.3. Code of Health and Disability Services Consumers’ Rights 1996 

1. Consumers have Rights and Providers have Duties: 

1. Every consumer has the rights in this Code. 

2. Every provider is subject to the duties in this Code. 

3. Every provider must take action to - 

– Inform consumers of their rights; and 

– Enable consumers to exercise their rights. 

2. Rights of Consumers and Duties of Providers: 

The rights of consumers and the duties of providers under this Code are as follows: 

Right 1:  Right to be Treated with Respect 

1. Every consumer has the right to be treated with respect. 

2. Every consumer has the right to have his or her privacy respected. 

3. Every consumer has the right to be provided with services that take into account 

the needs, values, and beliefs of different cultural, religious, social, and ethnic 

groups, including the needs, values, and beliefs of Maori. 

Right 2:  Right to Freedom from Discrimination, Coercion, Harassment, and 

Exploitation 

Every consumer has the right to be free from discrimination, coercion, harassment, 

and sexual, financial or other exploitation. 

Right 3:  Right to Dignity and Independence 

Every consumer has the right to have services provided in a manner that respects the 

dignity and independence of the individual. 

Right 4:  Right to Services of an Appropriate Standard 

1. Every Consumer has the right to have services provided with reasonable care and 

skill. 

2. Every consumer has the right to have services provided that comply with legal, 

Professional, ethical, and other relevant standards. 

3. Every consumer has the right to have services provided in a manner consistent 

with his or her needs. 

4. Every consumer has the right to have services provided in a manner that 

minimises  the potential harm to, and optimises the quality of life of, that consumer. 
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5. Every consumer has the right to co-operation among providers to ensure quality 

and continuity of services. 

Right 5:  Right to Effective Communication 

1. Every consumer has the right to effective communication in a form, language, and 

manner that enables the consumer to understand the information provided.  Where 

necessary and reasonably practicable, this includes the right to a competent 

interpreter. 

2. Every consumer has the right to an environment that enables both consumer and 

provider to communicate openly, honestly, and effectively. 

Right 6:  Right to be Fully Informed 

1. Every consumer has the right to the information that a reasonable consumer, in 

that consumer's circumstances, would expect to receive, including - 

(a) An explanation of his or her condition; and 

(b) An explanation of the options available, including an assessment of the 

expected risks, side effects, benefits, and costs of each option; and 

(c) Advice of the estimated time within which the services will be provided; 

and 

(d) Notification of any proposed participation in teaching or research, including 

whether the research requires and has received ethical approval; and 

(e) Any other information required by legal, professional, ethical, and other 

relevant standards; and 

(f) The results of tests; and 

(g) The results of procedures. 

2. Before making a choice or giving consent, every consumer has the right to the 

information that a reasonable consumer, in that consumer's circumstances, needs 

to make an informed choice or give informed consent. 

3. Every consumer has the right to honest and accurate answers to questions 

relating to services, including questions about - 

(a) The identity and qualifications of the provider; and 

(b) The recommendation of the provider; and 

(c) How to obtain an opinion from another provider; and 

(d) The results of research. 

4. Every consumer has the right to receive, on request, a written summary of 

information provided. 
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Right 7:  Right to Make an Informed Choice and Give Informed Consent 

1. Services may be provided to a consumer only if that consumer makes an informed 

choice and gives informed consent, except where any enactment, or the common 

law, or any other provision of this Code provides otherwise. 

2. Every consumer must be presumed competent to make an informed choice and 

give informed consent, unless there are reasonable grounds for believing that the 

consumer is not competent. 

3. Where a consumer has diminished competence, that consumer retains the right to 

make informed choices and give informed consent, to the extent appropriate to his 

or her level of competence. 

4. Where a consumer is not competent to make an informed choice and give 

informed consent, and no person entitled to consent on behalf of the consumer is 

available, the provider may provide services where - 

(a) It is in the best interests of the consumer; and 

 (b) Reasonable steps have been taken to ascertain the views of the   

 consumer; and 

(c) Either, - 

 (i) If the consumer's views have been ascertained, and having regard to 

those views, the provider believes, on reasonable grounds, that the 

provision of the services is consistent with the informed choice the 

consumer would make if he or she were competent; or 

 (ii) If the consumer's views have not been ascertained, the provider 

takes into account the views of other suitable persons who are 

interested in the welfare of the consumer and available to advise the 

provider. 

5. Every consumer may use an advance directive in accordance with the common 

law. 

6. Where informed consent to health care procedure is required, it must be in writing 

if - 

(a) The consumer is to participate in any research; or 

(b) The procedure is experimental; or 

(c) The consumer will be under general anaesthetic; or 

(d) There is a significant risk of adverse effects on the consumer. 

7. Every consumer has the right to refuse services and to withdraw consent to 

services. 
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8. Every consumer has the right to express a preference as to who will provide 

services and have that preference met where practicable. 

9. Every consumer has the right to make a decision about the return or disposal of 

any body parts or bodily substances removed or obtained in the course of a health 

care procedure. 

10. No body parts or bodily substances removed or obtained in the course of a health 

care procedure may be stored, preserved, or used otherwise than –  

(a) with the informed consent of the consumer; or 

(b) for the purpose of research that has received the approval of an ethics 

committee; or 

(c) for the purposes of 1 or more of the following activities, being activities 

that are each undertaken assure or improve the quality of services: 

(i) a professionally recognised quality assurance programme: 

(ii) an external audit of services: 

(iii) an external evaluation of services. 

Right 8:  Right to Support 

Every consumer has the right to have one or more support persons of his or her 

choice present, except where safety may be compromised or another consumer's 

rights may be unreasonably infringed. 

Right 9:  Rights in Respect of Teaching or Research 

The rights in this Code extend to those occasions when a consumer is participating in, 

or it is proposed that a consumer participate in, teaching or research. 

Right 10:  Right to Complain 

1. Every consumer has the right to complain about a provider in any form appropriate 

to the consumer. 

2. Every consumer may make a complaint to - 

(a) The individual or individuals who provided the services complained of; 

and 

(b) Any person authorised to receive complaints about that provider; and 

(c) Any other appropriate person, including - 

(i) An independent advocate provided under the Health and Disability 

Commissioner Act 1994; and 

(ii) The Health and Disability Commissioner. 
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3. Every provider must facilitate the fair, simple, speedy, and efficient resolution of 

complaints. 

4. Every provider must inform a consumer about progress on the consumer's 

complaint at intervals of not more than 1 month. 

5. Every provider must comply with all the other relevant rights in this Code when 

dealing with complaints. 

6. Every provider, unless an employee of a provider, must have a complaints 

procedure that ensures that: 

(a) The complaint is acknowledged in writing within 5 working days of receipt, 

unless it has been resolved to the satisfaction of the consumer within that 

period; and 

(b) The consumer is informed of any relevant internal and external complaints 

procedures, including the availability of - 

  (i) Independent advocates provided under the Health and Disability  

   Commissioner Act 1994; and 

  (ii) The Health and Disability Commissioner; and 

 (c) The consumer's complaint and the actions of the provider regarding that 

complaint are documented; and 

(d) The consumer receives all information held by the provider that is or may be 

relevant to the complaint. 

7. Within 10 working days of giving written acknowledgement of a complaint, the 

provider must, - 

(b) Decide whether the provider - 

  (i) Accepts that the complaint is justified;  

    or 

  (ii) Does not accept that the complaint is justified; or 

(c) If it decides that more time is needed to investigate the complaint, - 

  (i) Determine how much additional time is needed; 

    and 

 (ii) If that additional time is more than 20 working days, inform the 

 consumer of that determination and of the reasons for it. 

8. As soon as practicable after a provider decides whether or not it accepts that a 

complaint is justified, the provider must inform the consumer of - 

(a) The reasons for the decision; and 

(b) Any actions the provider proposes to take; and 
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(c) Any appeal procedure the provider has in place. 

3.   Provider Compliance: 

1. A provider is not in breach of this Code if the provider has taken reasonable 

actions in the circumstances to give effect to the rights, and comply with the duties, 

in this Code. 

2. The onus is on the provider to prove that it took reasonable actions. 

3. For the purposes of this clause, "the circumstances" means all the relevant 

circumstances, including the consumer's clinical circumstances and the provider's 

resource constraints. 

4. Definitions: 

In this Code, unless the context otherwise requires, -  

"Advance directive" means a written or oral directive - 

1. By which a consumer makes a choice about a possible future health care 

procedure; and  

2. That is intended to be effective only when he or she is not competent: 

"Choice" means a decision - 

1. To receive services: 

2. To refuse services: 

3. To withdraw consent to services: 

"Consumer" means a health consumer or a disability services consumer; and, for the 

purposes of rights 5, 6, 7(1), 7(7) to 7(10), and 10, includes a person entitled to give 

consent on behalf of that consumer. 

"Discrimination" means discrimination that is unlawful by virtue of Part II of the Human 

Rights Act 1993: 

"Duties" includes duties and obligations corresponding to the rights in this Code. 

“Ethics committee” means an ethics committee  

1. established by, or appointed under, an enactment; or 

2. approved by the Director-General of Health: 

"Exploitation" includes any abuse of a position of trust, breach of a fiduciary duty, or 

exercise of undue influence. 

"Optimise the quality of life" means to take a holistic view of the needs of the 

consumer in order to achieve the best possible outcome in the circumstances: 
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"Privacy" means all matters of privacy in respect of a consumer, other than matters of 

privacy that may be the subject of a complaint under Part VII or Part VIII of the Privacy 

Act 1993 or matters to which Part X of that Act relates: 

"Provider" means a health care provider or disability services provider. 

"Research" means health research or disability research: 

"Rights" includes rights corresponding to the duties in this Code: 

"Services" means health services, or disability services, or both; and includes health 

care procedures: 

"Teaching" includes training of providers. 

5.   Other Enactments 

Nothing in this Code requires a provider to act in breach of any duty or obligation 

imposed by any enactment or prevents a provider doing an act authorised by an 

enactment.  

6.   Other Rights Not Affected 

An existing right is not overridden or restricted simply because the right is not included 

in this Code or is included only in part. 

What Services Are Covered By These Rights? 

The Code of Health and Disability Services Consumers‟ Rights applies to all health 

and disability services in New Zealand. 

The Code gives rights to all consumers, and places obligations on people and 

organisations providing services. It covers a wide range of providers (whether public 

or private) including: 

hospitals   rest homes 

doctors   home care providers 

counsellors  homeopaths 

nurses   therapeutic masseurs 

optometrists  midwives 

The Code Of Rights 

If you believe your rights have been breached, it is best to talk or write directly to the 

person or organisation giving you the service. 

Very often they will welcome your complaint as it helps them improve their standard of 

service or uncover a problem. 
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If you feel uncomfortable or unable to do this you can take a friend or relative with you 

as support.  You can also have the support of an independent Health and Disability 

Advocate who is trained to help people in your situation.  This service is free. 

Your local advocacy service and the Health and Disability Commissioner‟s office can 

be reached on the following: 

Phone 0800 555 050   Fax 0800 2787 7678   Email advocacy@hdc.org.nz 

This section contains the regulation known as the Code of Health and Disability 

Services Consumers' Rights. 

The Health and Disability Commissioner has produced a range of leaflets, posters and 

videos about rights, the Commissioner and the Advocacy Service. 

Health and Disability Commissioner 

P O Box 1791, Auckland. 

Phone (09) 373 1060 

Free Phone 0800 11 22 33 

Fax: (09) 373 1061 

Email hdc@hdc.org.nz 

Web site http://www.hdc.org.nz/ 

 

 

mailto:advocacy@hdc.org.nz
mailto:hdc@hdc.org.nz
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D.4. Privacy Act 1993 and Health Information Privacy Code 1994 

A. Privacy Act – Applies Universally 

The Privacy Act establishes that information concerning an identifiable individual 

should be collected, stored, used and destroyed in a manner which ensures that 

the individual concerned (and in certain circumstances their relatives) are not either 

actually, or potentially harmed.  Failure to comply with the 12 Information Privacy 

Principles in the Privacy Act (which became operative on 1st July 1993) can result 

in severe legal penalties for the individual and/or organisation breaching the 

principles. 

B. Health Information Privacy Code 

The following guidelines on the application of the Code to medical students are not 

exhaustive and do not replace the Code but indicate general approaches which 

should be adopted to comply with the Code and Directives from the DHBs.  Only 

the rules specifically applying to medical students have been mentioned.  

The Privacy Act allows The Privacy Commissioner to promulgate Codes of Practice 

which tailor the Privacy Principles of the Act to a particular activity or occupation.  

Such a Code (The Health Information Privacy Code 1993 [Temporary]) came into 

force on 10th August 1993 and was replaced by a permanent Code on 28th June 

1994.  The reprinted 2007 Code incorporates 7 amendments made since 1994. 

The Code applies to all “Health Agencies” (which include DHBs and General 

Practitioners) and individuals (including Students and Trainees) who use Health 

Information.  Whilst under the supervision of a hospital or other health agency 

students must comply with the policies and regulations developed for staff of that 

agency and while under the supervision of the FMHS should comply with the 

School‟s regulations and policy.  The Code covers, for example, information about 

an individual‟s medical and treatment history, any disabilities they may have or 

have had, their contact with any health or disability providers and information about 

donation of blood, organs etc.  The Code does not apply to statistical or 

anonymous information which does not enable the identification of an individual. 

Application of The Code and Penalties for Breaches 

The Code does not supersede standards of Ethical and Professional Conduct of 

the Health Professions (which may be “higher”), but sets minimum standards with 

which all individuals and organisations have to comply. 

Failure to comply with the Code can result in severe legal penalties for both 
the organisation and the individual. 



 

 

   

Medical Programme Policy Guide  Page 66 
  

 
During your Medical Studies you must comply with the Code in all of your contacts 

with patients or patient information in all circumstances. 

Contents of the Health Information Privacy Code 1994 

The full Code is available for you to consult at the following sites: 

-  The MPD Office 
-  Philson Library 
 

The Code consists of 3 parts and an Appendix. 

 Part 1: Introduction 

 Part 2: The 12 Rules of the Code 

  (based on the 12 Privacy Principles of the Privacy Act) 

 Part 3: Miscellaneous Provisions 

   (related to Charges for copies of Information, appointment of 

   Institutional Privacy Officers, Complaints and Schedules) 

  Appendix: Excerpts from the Privacy Act 

In case of any doubt consult the full Code and/or your immediate Supervisor for 

guidance. 

The Components of the Health Information Privacy Code 

Rules 1 – 3: Collection of Health Information  

This section outlines the essential points from each rule that is relevant for a 

medical student.  It is not an exact copy of the rules. 

Most Health Information is collected in a situation of confidence and trust and the 

manner of collection should reflect that confidence and trust by:- 

Rule 1 

Ensuring that Health Information is only collected from a person if it is for a lawful 

purpose connected with a function or activity of the health agency and is necessary 

for that purpose (eg. Care and Treatment, Administration, Training and Education, 

Quality Assurance) 

Rule 2 

Information shall be collected directly from the person concerned or from a person 

who he/she authorises or who is their legal representative.  Non compliance (under 

special circumstances) requires approval from your immediate supervisor and then 

specific explanation and consideration (this provision confirms the Informed 

Consent Principle). 
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Rule 3 

All reasonable steps must be taken to ensure that the person knows: - 

– That the information is being collected. 

– The purpose for which the information is being collected. 

– The intended recipients of the information. 

– The name and address of the agency collecting and holding the 

information. 

– Whether the supply of information is voluntary or mandatory, and if 

mandatory, the particular law under which it is required. 

– The consequences to that individual and/or representative if all or any 

part of the requested information is not provided. [e.g. that failure to 

provide information for education and training purposes will not 

prejudice treatment] 

– The rights of access to correction of health information 

Rules 5 – 9: Storage, Security, Accessibility and Retention of Health 

Information 

Rule 5 

The Health Agency shall ensure that the Patient Information is protected against 

loss, access, use, modification or disclosure or misuse, except with the authority of 

the agency.  All efforts will be made to prevent unauthorised use or unauthorised 

disclosure of the information.  Health information must be disposed of in a manner 

that preserves the privacy of the individual. 

N.B. Patient notes/records must not be taken from the places specified for 

their secure storage. 

Rule 9 

The Health Agency shall not keep information for longer than is required for the 

purpose for which the information may be lawfully used. 

Rule 6 

The Health Agency shall provide to the patient on request confirmation of whether 

or not the Agency holds information about them and also provide access to that 

health information.  

Rules 10 – 12: Use of Health Information 
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Rule 10 

(1) A health agency that holds health information obtained in connection with one 

purpose must not use the information for any other purpose unless the health 

agency believes on reasonable grounds: 

(a) that the use of the information for that other purpose is authorised by: 

(i) the individual concerned; or 

(ii) the individual‟s representative where the individual is unable to give 

his or her authority under this rule; 

(b) that the purpose for which the information is used is directly related to 

the purpose in connection with which the information was obtained;  

(c) that the source of the information is a publicly available publication; 

(d) that the use of the information for that other purpose is necessary to 

prevent or lessen a serious and imminent threat to: 

(i) public health or public safety; or 

(ii) the life or health of the individual concerned or another individual; 

(e) that the information: 

(i) is used in a form in which the individual concerned is not identified; 

(ii) is used for statistical purposes and will not be published in a form 

that could reasonably be expected to identify the individual 

concerned; or 

(iii) is used for research purposes (for which approval by an ethics 

committee, if required, has been given) and will not be published in 

a form that could reasonably be expected to identify the individual 

concerned; 

(f) that non-compliance is necessary: 

(i) to avoid prejudice to the maintenance of the law by any public sector 

agency, including the prevention, detection, investigation, 

prosecution, and punishment of offences; or 

(ii) for the conduct of proceedings before any court or tribunal (being 

proceedings that have been commenced or are reasonably in 

contemplation); 
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Rule 11  

(1) A health agency that holds health information must not disclose the information 

unless the agency believes, on reasonable grounds: 

(a) that the disclosure is to: 

(i) the individual concerned; or 

(ii) the individual‟s representative where the individual is dead or is 

unable to exercise his or her rights under these rules; 

(b) that the disclosure is authorised by: 

(i) the individual concerned; or 

(ii) the individual‟s representative where the individual is dead or is 

unable to give his or her authority under this rule; 

(c) that the disclosure of the information is one of the purposes in 

connection with which the information was obtained; 

(d) that the source of the information is a publicly available publication; 

(e) that the information is information in general terms concerning the 

presence, location, and condition and progress of the patient in a 

hospital, on the day on which the information is disclosed, and the 

disclosure is not contrary to the express request of the individual or his 

or her representative; 

(f) that the information to be disclosed concerns only the fact of death and 

the disclosure is by a [health practitioner], or by a person authorised by 

a health agency, to a person nominated by the individual concerned, or 

the individual‟s representative, partner, spouse, principal caregiver, next 

of kin, whanau, close relative or other person whom it is reasonable in 

the circumstances to inform[; or] 

(g) the information to be disclosed concerns only the fact that an individual 

is to be, or has been, released from compulsory status under the Mental 

Health (Compulsory Assessment and Treatment) Act 1992 and the 

disclosure is to the individual‟s principal caregiver. 
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D.5. Patient Health Information - Frequently Asked Questions 

 

Q1  What are the key policies regarding the use of health information by medical 

students? 

A The overarching policies regarding health information are the Health Information Privacy 

Code (1994), and The Code of Health and Disability Services Consumers‟ Rights 1996. 

These are included in this policy guide.  

The MCNZ has issued statements on Maintenance and Retention of Patient Records, 

Legislative Requirements about Patient Rights and Consent, and Use of the Internet and 

Electronic Communication.   

Anyone (including medical students) working at a DHB is expected to observe that DHB‟s 

policy with regard to the confidentiality of patient information at all times, and without 

exception, to ensure patient confidentiality is maintained. Most DHBs have Privacy 

Officers. 

If you are working at a DHB outside Auckland please ensure you check that DHB‟s policy. 

All Auckland region DHBs have policies on access to patient information. Those policies 

state that only those staff members involved in the care and treatment of a patient may 

have access to that person's clinical records. In addition, any staff member wishing to view 

his/her own records should request to view their records following the processes designed 

by the DHB he/she is at.  

Furthermore, parents and guardians must officially request access to the records of their 

children, and parents and guardians do not have an automatic right to access their child's 

clinical records. Staff members who require access to their own or their child's record 

should contact the Release of Information staff in the Clinical Records Department for 

assistance. 

You should never share your logons/passwords with others. 

You will be held accountable for all transactions that occur in any of the DHB‟s patient 

information systems using your logon/password. 

You must only ever access information in the DHB‟s patient information systems (including 

CMS, CHiPS, PHS, CRIS, Concerto, Meddocs, PiMS etc.) for the purpose of performing 

the specific duties associated with your job. 

If your job requires you to access the record of a patient with whom you have a personal 

relationship (e.g. a relative or a friend) it is recommended that you ask another staff 

member to perform the duties associated with accessing the record, rather than you 

accessing the record yourself.  You should seek advice/support from your Manager 

regarding this. 

DHB staff are strictly prohibited from accessing / browsing / viewing / printing patient 

information, unless they are required to do so for the purpose of performing the specific 

duties associated with their job. The same applies for medical students.  

The DHBs conduct regular audits on patient information systems usage to identify potential 

breaches of the DHB Policy. Please note that all staff with access to patient information 

are subject to audit at some stage. 

The DHBs regard any misuse of patient information systems as a breach of DHB policy. It 

is important that you realise that such breaches of patient confidentiality are taken very 
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seriously, and have resulted in previous staff members having their employment 

terminated.  

Depending on the severity of the breach, medical students might have their access rights 

to DHBs curtailed, and/ or their actions considered under the Faculty‟s “Fitness to Practise” 

process or the University Disciplinary Committee. This may result in suspension or 

exclusion from the Medical Programme. This would also have ramifications for access of 

future students to information systems, and DHBs.  

 

Q 2 My login has expired but my clinical supervisor has given me her login to use 

indefinitely. I’ve used her login to look up a well known TV presenter’s records not 

under our team’s care. What is the DHB’s view of this? What are repercussions for me? 

My supervisor?  

A You should NEVER use another person‟s login – this is against DHB policy at all the 

DHBs. The repercussions for you and the supervisor will be serious - see Q1 above. If you 

require access to clinical systems you need to follow the process required by the DHB you 

are at. 

 

Q 3 I use my login to check the clinical results for a close relative who isn’t directly 

under my team’s care. The person has verbally consented to me. Is there any 

comeback? 

A This is a breach of DHB policy as per Q1. To find out information about a patient who is 

not directly in your care, you must request the records following the process designed by 

the DHB at which you are located.   

 

Q 4 I wish to look up a patient’s records for a case report/ assignment/ presentation. I 

recall examining this patient with a rare medical condition several weeks ago but the 

person has subsequently left the hospital and I have no way of getting their consent. 

Is there anything I can do? 

A If you were involved in the team that was looking after the patient‟s care, you will need to 

talk to your consultant and seek their approval to access the electronic record.  

If you were not involved in the patient‟s care, you will need to seek the approval of the 

consultant who was looking after the case. If they believe it is appropriate you then need to 

approach Clinical Records staff. You will need to provide appropriate identification - 

University ID and name badge, before the information is made available to you.  

 

Q 5 I’m keen to get some additional clinical practice in preparation for a clinical case 

exam, so I turn up on the ward on a Saturday and look at the patients’ notes then log 

onto the patient record system. The Duty Nurse asks me what I’m doing. Do I have a 

right to access patient records in this situation?  

A If you are practising for a clinical examination you should not need to access the electronic 

patient record. It is not appropriate for medical students to view the case notes of patients 

that they are not involved with in a direct clinical sense. If you wish to view the patient‟s 

paper record you do need the patient‟s express permission. This can be discussed with the 

patient at the time.  

The DHBs acknowledge rights of access for students for learning. You are reminded of the 

ethical guidelines covering the involvement of patients in clinical teaching and you must 

always: 
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 be correctly attired, including the wearing of your university name badge; 

 identify yourself to the patient; 

 explain the purpose of your interview and examination and obtain verbal agreement 

from the patient; 

 ensure the patient is able to consent and agrees to be interviewed. 

 respect a patient‟s refusal to be examined. 

If you are not formally allocated to a team in that ward, it is particularly important that you 

observe the following procedure in addition to the above: 

 you explain the purpose of your visit, and seek permission from, the senior nurse on 

duty and the nurse looking after the patient before approaching the patient;  

 if the clinical team is present, it is appropriate to speak to a member of that team.  

 

Q 6 I am a Trainee Intern working for the renal service; my colleague has a patient with 

an unusual urology syndrome that would provide valuable learning. May I meet 

with/examine the urology patient and access the urology patient's records? 

A See the answer to Q 5 regarding responsibilities to patients and access to their notes. It is 

preferable if one of the attending team asks the patient if they are prepared to see you. 

 

Q 7 Do I have to log out of the main ward login and login under my username as this is 

slow and irritating? 

A Every person has their own log-in and may only use that to access the patient information 

systems. You should log off when finished.  

 

Q 8 May I complete an online patient discharge form? If so are there any caveats?  

A You are reminded of the importance of the quality and accuracy of the information 

contained in the discharge form. This is the information the patient takes with them and 

provides important information for the GP for follow-up purposes. Extra care must always 

be taken to ensure that the information included is accurate. E.g. failure to document an 

allergy to medication can have serious consequences.  

 

Q 9 The IS Helpdesk has generated a username for me that has rude connotations. May I 

get it changed? 

A All usernames are generally checked as they are created.  However if the user name is 

problematic (e.g. it is offensive) a student should contact the relevant helpdesk of a DHB to 

request a change.   

 

Q 10 I am doing a summer studentship, and have been asked to perform an audit. I would 

like to take the records home with me to save me coming into the hospital each day. 

How do I go about ordering these records? 

A Even if paper records were available, you are NEVER allowed to take them home with 

you. You may only view the records that are relevant for audit purposes in a Clinical 

Records Department. 
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E.  Other  Re levant  New  Zealand Legis la t ion   

E.1. Health Practitioners Competence Assurance Act 2003 

This Act provides a framework for the regulation of all health practitioners where there 

is a risk of harm to the public. 

Purpose of the Act 
To protect the health and safety of members of the public by providing for mechanisms 

to ensure that health practitioners are competent and fit to practice their professions. 

The Act provides a framework for the regulation of all health practitioners where is a risk 

of harm to the public. There will be consistent processes for the registration and 

ongoing competence of practitioners who are currently regulated and a process for the 

inclusion of new health professions if appropriate. Registration authorities will certify 

that practitioners are qualified and competent to practice within a certain scope 

specifying conditions and time. 

Scopes of Practice 
Each registration authority will develop scopes of practice describing the activities 

practitioners are qualified to perform, the conditions under which the activities may be 

performed and a date for review. 

Restricted Activities 
Some activities, where there is a risk of serious or permanent harm, will be restricted to 

those who are competent to perform the activity according to their scope of practice. 

Ongoing Competence 
Registration authorities will be required to put processes in place to ensure that 

practitioners maintain their competence throughout their careers. 

Complaints and Discipline 
There will be consistent processes across the professions for handling complaints 

against health practitioners that are fair to both the complainant and the health 

practitioner. 

Protected Quality Assurance Activities (QAA) 
QAAs facilitate practitioners learning from patient outcomes, improving their 

competence and reducing adverse outcomes. By declaring a QAA, the Minister of 

Health provides both confidentiality to information that becomes known as a result of 

the activity and immunity from civil liability to people who engage in the activity of good 

faith. 

It is important that you keep yourself informed of this Act and its implications for your 

ongoing professional development and competence. 
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E.2. Medicine Regulations 1984, Section 41 

Every prescription given under these regulations shall – 

(a) Be legibly and indelibly printed; and 

(b) Be signed personally by the prescriber with his usual signature (not being a 

facsimile or other stamp), and dated; and 

(c) Set out the address of the prescriber; and 

(d) Set out  

i. The title, surname, initial of each given name, and address of the 

person for whose use the prescription is given; and 

ii. In the case of a child under the age of 13 years , the date of birth 

of the child, and 

(e) Indicate by name the medicine and, where appropriate, the strength that is 

required to be dispensed; and 

(f) Indicate the total amount of the medicine that may be sold or dispensed on the 

one occasion, or on each of the several occasions, authorised by that 

prescription, and 

(g) If the medicine is to be administered by injection, or by insertion into any cavity 

of the body, or by swallowing, indicate the dose and frequency of dose; and 

(h) If the medicine is for application externally, indicate the method and frequency 

of use; and  

(i) If it is the intention of the prescriber that the medicine should be supplied on 

more than one occasion, bear an indication of  

i. The number of occasions on which it may be supplied; or 

ii. The interval to elapse between each date of supply; or  

iii. The period of treatment during which the medicine is intended to 

be used 

 

The MCNZ statements on prescribing also make reference to the following: 

– Medicines Act 1981;  

– Misuse of Drugs Act 1975;  

– Medicine Regulations 1984; 

– The Medicines (Standing Orders) regulations 2002 and  

– PHARMAC subsidy requirements.   


