HONG KONG COLLEGE OF PAEDIATRICIANS

Subspecialty Board in ____________________________________  - Report of Centre Visit / Centre Review Accreditation on
__________________________________________

(to be completed by Subspecialty Board)

	Training Centre visited :

	______________________________________________

	Date and Time of Visit
:
	______________


	Accreditation Team

:
	(Coordinator)
:  _______________________________

	
	(Member)
:  _______________________________

	
	(Member)
:  _______________________________

	
	(Member)
:  _______________________________

	
	(Member)
:  _______________________________

	
	(Member)
:  _______________________________


	Trainers and Trainees present

	COS




:  __________________________________________________

	Training Programme Director (of Subspecialty) :___________________________________

	Local Trainers (if applicable)
: ________________________________________________

	Trainees nos. (if applicable): _________________________________________________

	Other Centres in Training Programme/Network: ________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

	Assessment on supplied information from application form

	Completeness and relevance of information from application form :

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	

	Description on training programme

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________



	Assessment on (please see Appendix: Checklist on Training Centre Visit)

	Clinical / professional activities :

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________
________________________________________________________________________

	________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Educational activities :

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________



	Equipments, facilities and laboratories :

	_________________________________________________________________________

	_________________________________________________________________________

	_________________________________________________________________________

	_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Other allied health supports :

	_________________________________________________________________________

	_________________________________________________________________________

	_________________________________________________________________________

	_________________________________________________________________________
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________



	Interview with potential trainees (if available)

	Name of Trainees (disclosed/undisclosed):

________________________________________________________________________

	Comments :

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	Concerns on training programme

	_________________________________________________________________________

	_________________________________________________________________________
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

	

	Conclusion

	_________________________________________________________________________

	_________________________________________________________________________

	_________________________________________________________________________

	_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
Recommendations

	The Centre is recommended for: 

______________ core module training for a maximum period of ___________ months.

Other recommendations: ________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________




	_____________________
	____________________
	_____________________

	(



)

Coordinator
	(



)

Member

	(



)

Member

	_____________________
	____________________

	_____________________

	(



)

Member
	(



)

Member
	(



)

Member


Date : ___________________________
Appendix to Report
Check List for _______________Accreditation Visit (Year _________)

(to be completed by Team Coordinator)

Current College-Accredited Teams in General Paediatric Programme

Number of :
General Paediatric Team

____
Neonatology Team


____
Subspecialty Team


_______, _______






_______, _______

_______, _______

PICU Team



____
Checklist for ________________ Training Programme:

Number of Trainers: ________________________
Presence of multidisciplinary team (composition and posting)
Timetable of ___________ (Subspecialty’s) activities 
Research activities _________________________
List of public education and advocacy activities _________________________
Are there adequate educational activities?


Academic meetings
Yes/no


Research
Yes/no


Teaching
Yes/no


Audit/Quality improvement
Yes/no

Are there adequate supports from other specialties?
Yes/no
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