Curriculum for Registrar Year in General Practice

Aims

· To produce a doctor with the knowledge, skills and competencies necessary to work independently as a General Practitioner in the NHS

· To produce a doctor who has attained the Attributes of the General Practitioner as described by the Joint Committee on Postgraduate Training for General Practice (JCPTG)  http://www.pdptoolkit.co.uk/Files/wellclosetraining/wellcloseconsult/training/pgi/attgp.htm
· To achieve successful completion of all components of the nMRCGP awarded a College Membership and Certificates of Completion of Training (CCT) to the Postgraduate Medical Education and Training Board (PMETB).
· To produce a doctor who is motivated towards self–directed learning, personal development and continual education throughout their professional life

Objectives

The objectives are extremely well expressed in the 11 goals for GPs in The Future General Practitioner, though written in 1972, seem very relevant today 

The Future General Practitioner: learning and teaching -
(Horder, Byrne, Freeling et al. 1972) 
1. ability to make diagnoses which are expressed in physical, psychological and social terms simultaneously

2. recognition of the patient as a unique individual can modify ways in which they elicit data, make hypotheses and manage illness

3. the ability to make appropriate decisions about every presented problem

4. understanding the way interpersonal relationships can affect the way illness occurs, presents and responds to treatment

5. ability to understand and manage the use of timescale in a manner peculiar to general practice

6. have knowledge of and skills in using the wide range of possible interventions

7. understanding of the relationship between health and illness and the social characteristics of the patient

8. have knowledge of and skills in practice management 

9. have recognition of the need for CME

10. have an understanding of basic research methods in practice

11. demonstrate ability and willingness to be self-critical (including audit).

Outcomes

The outcomes seem comprehensively expressed in the document by Pereira Gray:

The Exeter University Department of General Practice produced A system of training for general practice (Pereira Gray 1979) contains the following list of desired abilities in a Registrar: 

1. knows what it feels like to be a patient

2. maintains the dignity of patients at all times

3. practices patient-centred medicine

4. identifies his or her own learning needs

5. remedies his or her own learning needs

6. assesses himself or herself objectively

7. accurately analyses his or her doctor/patient relationships

8. understands illness as deeply in terms of the patient’s behaviour as in pathological terms

9. assesses accurately the capacity of a home/households to care for a sick member

10. offers (in more than 50% of cases) practical preventative advice

11. can tolerate uncertainty

12. promotes patient autonomy

13. reads and critically analyses the literature of GP 

14. regards GP as a branch of medicine with its own set of skills, attitudes and knowledge

15. feels a responsibility for the health of his or her registered population generally

16. can analyse a problem, devise a research project, carry this out and present the results.

This is published as RCGP Occasional Paper 4.

Content, Syllabus and the General Practice Curriculum

The Curriculum or the syllabus is not listed here.  The Royal College of General Practitioners (RCGP) Curriculum for general practice published in 2006 and reviewed in January 2007 is available on RCGP website the link takes you to the home page with further links to the comprehensive and extensive curriculum statement documents, curriculum searches, map, tools:

http://www.rcgp-curriculum.org.uk/ 

http://www.rcgp-curriculum.org.uk/rcgp_-_gp_curriculum_documents/gp_curriculum_statements.aspx 
http://www.gpcurriculum.co.uk/content/primary_care/mrcgp_syllabus.htm
Induction

The first two weeks in the Registrar post is an introduction to the practice and team.

An indexed information folder will be provided.  This will contain such things as: where to get help; a brief practice profile; timetable; surgery times; list of telephone numbers; referral process and so on.

The Trainer and administrative staff will go through elements of the content of the information pack.

A practice tour covering the building; safety systems; communication systems; staff organization; clinical area; administration systems; refreshment arrangements. 
Introduction to the practice staff.  

Introduction to the essential practice systems for the daily running of the surgery;

· computers, including training password and printers

· appointments

· processing test results

· post and paperwork

· repeat prescriptions

· phones

· messages

· internal communications including e-mail

· referral systems

· out of hours arrangements

Sitting in or visiting with a staff member:

· Trainer

· other partners

· in-house staff: practice nurse, health care assistant (HCA)

· key members of the Primary Care Healthcare Team (PCHT)

· community services: pharmacist, podiatrist, community psychiatry; social services, funeral directors

To enable the Registrar to rapidly feel part of the Primary Health Care Team

The early tutorials will focus on practice systems, basic paperwork, forms and processes, the essential information for the Registrar to start in General Practice.  Near the beginning the Trainer and the Registrar will look to planning the clinical and educational year and the Summative and Formative Assessment processes.

The Basic Registrar week for the full-time Registrar

· seven clinical sessions

· formal tutorial 1 x 2 hour per week, protected teaching time

· VTS half-day release course

· a session of protected time for summative assessment obligations or private study protected time

The formal timetable will be produced after discussion and negotiation with the Registrar, Trainer and Practice Manager.

Educational environment
The special context of teaching in general practice, dealing as it does with factors influencing health, emotions, life and death, has the potential of being very challenging and stressful particularly at the start of the post.  


The training practice recognizes that the Registrar is a learner at the beginning of a course of education.   The Registrar’s behaviour and performance will appear to be under constant surveillance for what they show of their competence and character.  All this may induce stress and anxiety. 

The Trainer recognizes that there may be a tension between a caring and supporting role and his role as a teacher and employer.

It is the Trainer’s responsibility for building an appropriate environment for learning.  The right educational atmosphere is created in the practice by ensuring the following:  

· a non-threatening environment

· a good teacher-learner relationship

· a learner-centred approach

· the opportunity to apply new learning

· the availability of good standards to apply new learning

· opportunities exist for the learner to be aware of their role in facilitating the learning in others

· learners are aware of their progress towards their own learning goals

Support and Supervision

Support and supervision is essential to facilitate the development of the learner 

The Trainer and practice provision of support and supervision in the first few months and beyond:

· all members of staff are friendly and supportive and makes the learner feel welcome and supported

· ensure that Registrar feels able to seek help at all times without loss of confidence or self-esteem

· fostering the feelings of self-confidence in the learner by encouragement, appropriate praise and constructive feedback

· giving learners time to reflect on what is happening

· allowing time discussion about patient care and other issues, debriefing after each surgery

· allowing time for discussion after any significant or difficult events

· encourage every opportunity to ask questions and ask for help on clinical, administrative and service related issues

· ensure that the GPR never feels embarrassed about asking what he or she might perceive to be trivial queries

· initially 20 minutes to 30 minutes per appointment until the Registrar feels able to progress less time

· urgent queries can be made mid-surgery, the Trainer does not mind being phoned mid-surgery

· other queries can be made at end of surgery or the next tutorial, there will be debriefing with the Trainer after each surgery in the first 2 months

ASSESSMENT

The word ‘assessment’ is used for the processes and instruments applied to measure the learner’s achievements, usually after they have worked through a learning programme of one sort or another.

Assessment can be a hurdle to pass through to allow progress to the next stage.  This is ‘pass’ or ‘fail’, and is usually called ‘summative assessment’ i.e. it ‘sums up’ achievement at the end of a period of study.

Formative assessment that ‘informs’ you of achievements as you go along highlighting progress and areas to develop while there is still time to do something about it, otherwise known as appraisal.

nMRCGP: the CCT and new Membership Assessment
From August 2007 there will be a single training and assessment system for UK trained doctors wishing to obtain a CCT (Certificate of Completion of Training) in General Practice.  Satisfactory completion of the scheme will be an essential requirement for entry to the General Medical Council’s GP Register and for membership of the Royal College of General Practitioners. 

http://www.rcgp.org.uk/certification_/certification_home/certificate_of_completion_of_t/the_cct_training_programme.aspx#ListA
The RCGP site for nMRCGP information and links:

http://www.rcgp.org.uk/nmrcgp_/nmrcgp.aspx 

http://www.rcgp.org.uk/nmrcgp_.aspx 

Other useful sites for nMRCGP:
http://www.rcgp-curriculum.org.uk/trainer_support/faqs.aspx#WhatIsTheNmrcgp 

http://www.lnrhwd.nhs.uk/deanery/cms/document_store/1178185224_1.pdf 

http://www.oxford-pgmde.co.uk/gp/nMRCGP.html
http://www.gpcurriculum.co.uk/Downloads/ETR.pdf
http://www.nosa.org.uk/downloads/pdf/Newsletter_3-nMRCGP.pdf
http://www.gp-training.net/training/assessment/nmrcgp/index.htm
http://careerfocus.bmj.com/cgi/content/full/331/7520/158
In general terms the nMRCGP assesses the following:

· Evidence based medicine
· Critical Appraisal
· Consultation skills
· Problem solving skills
· Broad thinking
· Integrating scientific knowledge, its application in clinical practice and medicine and society
What is the nMRCGP?
 

· The nMRCGP is not an examination; it is an assessment system designed to test knowledge, skills, behaviours and attitudes defined by the GP curriculum and "Good Medical Practice" over the whole of the period of specialty training in general practice.

· It comprises an Applied Knowledge Test (AKT), Clinical Skills Assessment (CSA) together with Workplace Based Assessments (WPBA) conducted throughout the whole period of training.

· The AKT and CSA are externally applied and validated tests of competence in knowledge and clinical skills respectively. The Workplace Based Assessments test performance in the workplace by standardised and validated assessment tools, some assessed by the trainer (Case Based Discussion, Consultation Observation Tool, Mini Clinical Evaluation Exercise, Direct Observation of Procedural Skills) and others by colleagues (Multi-source feedback) and patients (Patient satisfaction questionnaire).

· Assessments in the nMRCGP package are part of a development process – word pictures in the assessment guidance of the CSA and the enhanced trainer report define what types of knowledge, skills, behaviours and attitudes need further development, define competence or show progression to excellence.

· There is an emphasis on the thorough assessment of performance in the workplace.

· The evidence collected is suitable for NHS appraisal.

· The nMRCGP will be the licensing assessment at the end of training in General Practice. Successful completion of all components of the nMRCGP, together with satisfactory completion of the training programme, results in candidates being awarded a Certificate of Completion of Training (CCT) and College Membership.

 

Why is the nMRCGP needed?
 

The nMRCGP is an assessment system devised to assess the GP curriculum and “Good Medical Practice” and also meet the requirements of PMETB’s principles for an assessment system for postgraduate training.

 

The nMRCGP assessment process will further the integration of assessment and teaching. It is a movement towards a “whole task” integration of assessment of performance - measuring what the registrar “does do” in practice compared to what they “can do” in an isolated single examination. It will test knowledge, skills, behaviours and attitudes defined by the new GP curriculum. It is developmental – the word pictures of the competency statements of the nMRCGP will help define excellence as well as competence - enabling the registrar to see a route to further their development. The evidence collected within the portfolio will help satisfy the requirements of NHS appraisal.

 

Are there any other advantages of the nMRCGP?
 

· It will replace the dual system (NOSA and MRCGP) and should thus free up time for teaching and learning rather than assessment.

· It includes a formal test of clinical skills.

· It links in concept and content with previous learning/assessments in undergraduate training or foundation years, and does not assess minor skills which should be learned and tested at an earlier stage of training.

· The e-portfolio which supports nMRCGP will help trainer and trainee to plan and record progression through all three years of training and will make the developmental journey of the registrar more visible.

· Evidence from training in hospital posts will be systematically recorded and will form part of the overall assessment of the trainee.

· Trainers will be able to make judgements based on structured, systematically recorded evidence which can be built up over three years; the final assessment will be calibrated within and across deaneries. This means there is more support for trainers in making an overall judgment about their registrar’s readiness for practice.

 

Why is a licensing process necessary?
 

In order to protect patients from doctors who may not have reached the minimum level of competence and be safe for independent practice at the end of the standard period of GP specialty training. Doctors who fail the licensing examination will normally, at the discretion of the Deaneries, be given a further period of training in order to achieve the required competencies.

 

What competences are tested in the nMRCGP assessment package?
 

1. Communication and consultation skills. This competence is about communication with patients, and the use of recognised consultation techniques.

2. Practising holistically - the ability of the doctor to operate in physical, psychological, socioeconomic and cultural dimensions, taking into account feelings as well as thoughts.

3. Data gathering and interpretation - the gathering and use of data for clinical judgement, the choice of physical examination and investigations, and their interpretation.

4. Making a diagnosis / making decisions. This competence is about a conscious, structured approach to decision making.

5. Clinical management - the recognition and management of common medical conditions in primary care.

6. Managing medical complexity and promoting health - aspects of care beyond managing straightforward problems, including the management of co-morbidity, uncertainty, risk and the approach to health rather than just illness.

7. Primary care administration and IMT - the appropriate use of primary care administration systems, effective recordkeeping and information technology for the benefit of patient care.

8. Working with colleagues and in teams - working effectively with other professionals to ensure patient care, including the sharing of information with colleagues.

9. Community orientation - the management of the health and social care of the practice population and local community.

10. Maintaining performance, learning and teaching - maintaining the performance and effective continuing professional development of oneself and others.

11. Maintaining an ethical approach to practice - practising ethically with integrity and a respect for diversity.

12. Fitness to practise - the doctor's awareness of when his/her own performance, conduct or health, or that of others, might put patients at risk and the action taken to protect patients.

 

What is the Workplace Based Assessment?
 

The workplace based assessment consists of a number of tools designed to collect evidence of competencies. These will include direct observations of clinical practice

· the Consultation Observation Tool (COT) in general practice,

or the Clinical Evaluation Exercise (mini-CEX) in hospital practice,

· and

- Case Based Discussions (CBD’s) in general practice and in hospital practice

- Multi-source feedback (360 degree assessment) from colleagues

- Patient Satisfaction Questionnaire (PSQ)

- Audit participation

- Significant event analysis participation

- Direct Observation of Procedural Skills (DOPS)

Further information on the assessment tools can be found on the WPBA webpages.

 

Who is responsible for the different parts of the nMRCGP assessment package?
 

The Royal College of General Practitioners is responsible for the Applied Knowledge Test and the Clinical Skills Assessment. The Deaneries are responsible for the delivery of the Workplace Based Assessments.

 

When is it compulsory to sit the nMRCGP?
 

All those starting training on or after 1 August 2007 will be required to complete the nMRCGP in order to acquire a CCT.  Those who have commenced training prior to 1st August 2007, but who have not applied for any summative assessment components by 31st July 2007 will also be eligible for nMRCGP.

 

What opportunities do candidates have to complete elements of assessment from the current MRCGP which can contribute to the award of a CCT via Summative Assessment?
 

The elements of the current MRCGP used for summative assessment, and summative assessment itself, will not be available after 31 July 2008. However, if a candidate has applied to sit the old MRCGP before the 29 August 2007 and has completed some summative assessment components before the 1st August 2008, they will be able to achieve the Certificate of Completion of Training by passing the components of the nMRCGP to complete their assessment. The transitional arrangements between summative assessment and nMRCGP are described in detail in Information Sheet 3.

 

I hear there has been an extension of the opportunity to take the old MRCGP: is that correct?
 

Yes. The arrangements for transition between the current MRCGP examination and the nMRCGP assessment process have been amended to accommodate those who will not have time to complete the Workplace Based Assessment (WPBA) of nMRCGP, for example those starting their final year of training in February 2007.

WPBA will be available from August 2007. The College considers that it is impractical and inappropriate to attempt WPBA in just six to eleven months.  GPStRs completing training before the end of July 2008, i.e. those with less than 12 months of training to complete from August 2007, have been advised by their deaneries, the College and NOSA, to apply for summative assessment (for a CCT) and, if they wish, the current MRCGP examination.  Many registrars have already applied for either the summer or winter 2007 examination sessions, but some missed the deadline. The closing date for applications to the winter 2007 MRCGP examination session (Wednesday 29 August 2007) remains unchanged, but this will be open to first time applicants, as well as those wishing to complete the examination or re-sit modules previously failed.

In order to ensure that all applicants have the option of three attempts at each module, the cut-off point for the availability of MRCGP components has been extended by six months to include a Written Paper session in October 2008 and Oral examinations in November/December 2008.  Candidates who still require passes in the Multiple Choice Paper and Consulting Skills modules of the current MRCGP at that time will be required instead to attempt the nMRCGP Applied Knowledge Test (AKT) and Clinical Skills Assessment (CSA) respectively.

 

What happens if a candidate fails the nMRCGP?
 

The applied knowledge test, the clinical skills assessment and the workplace based assessments ought to be passed within the period of GP specialty training. If it is not passed then the Deanery has the discretion to fund a further period of training to allow further time to complete this assessment to a satisfactory standard. It is anticipated that an extended period of training will normally be provided. Other outcomes, if failure persists, could be career counselling and exiting from training in General Practice.

nMRCGP : the scheme for new UK trained doctors

	Graduate from UK medical school
	 

	F1  first year of foundation training in hospital
	

	F2  during second year of foundation training apply to MTAS for a place to train as a GP.  If successful, apply to Deanery for training arrangements.  Apply to RCGP to start nMRCGP
	

	Specialty Training (various routes)
Minimum of 3 years.  If not completed within 7 years, part of training will need to be updated.

Minimum of 18 months full time employment, or equivalent, as a specialty trainee, under supervision of a GP trainer.

Minimum of 12 months full time employment, or equivalent, in hospital training posts approved for GP training.

Have current CPR and AED certificates and pass AKT, CSA and final review of WPBA.
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	Apply to PMETB for Certificate of Completion of Training and entry onto GMC GP Register and be entitled to work as an independent GP and be eligible to be Member of the Royal College of General Practitioners
	 


FORMATIVE ASSESSMENT

Formative assessment is purely educational and developmental and should not in any way be threatening.  It is not a pass or fail test.

Formative assessment takes place throughout the course of training and is used to feedback into both teaching and learning.  It is an ongoing process of finding out where the Registrar is with a particular topic at a particular time. 

Formative Assessment should be:

· a continuous process

· use specific assessment tools to identify individual strengths and weaknesses

· allow the development of tailor made personal development plans

· allow the Registrar to compare assessment with their peer group

The aims and objectives of Formative Assessment should be:

· to enable the Registrar to identify his or her educational needs

· take steps to address those needs

· it is intended to help the Registrar’s development.

Before the Trainer and Registrar can start planning a learning programme, the Registrar’s learning needs should be first identified.  This requires honest reflection, self-assessment and structured methods of assessment by the Trainer and the Registrar.

The different methods used to provide a formative assessment does not need to stand up to the nationally agreed strict criteria and of validation and reliability required of summative assessments.  

The formative assessment programme requires an initial assessment leading to a written educational plan, followed by further mutually agreed written records at 3 - 4 months, 6 - 7 months and 9 – 11 months.

Formative assessment for 6/6 month GPR:

· initial assessment

· 3 - 4 month appraisal

· 7 month appraisal

· 11 month appraisal

There is no single method of assessing competence encompassing the areas of knowledge, skills and attitudes and thus the assessment is based on a variety of methods and tools depending on the relevant needs of the individual GPR and negotiated between the GPR and Trainer:

· observation of practice

· informal ongoing assessment of GPR through case discussions, random case analysis, , clinical meetings, study days and general observation

· video analysis of consultations

· joint surgeries

· joint visits

· joint OOH work  

· review of prescribing and referrals

· audit, written work and projects

· log book or diary and reflective diary – a training record to aid reflection and develop a portfolio of learning

· Use of RCGP – PEP CD 

· Formal review using New Manchester Rating Scales; Confidence Rating Scales; Wolverhampton Grid;  Barnet Assessment Form 

· Registrar Rating scales provided by the Deanery Formative assessment pack

· tutorials, MCQ’s, MEQ’s, written work

· formal and informal feedback from members of the PHCT 
· Follow Up Slip System  
·  (FUSS) 
· Multi-source feedback for patients 

· Multi-sourse feedback for staff 
· patient satisfaction survey (CPEP)   DISQ consultation satisfaction questionairre  
· Doctors' Interpersonal Skills Questionnaire (DISQ)  DISQ - more infomation
· http://www.rcgp.org.uk/pdf/MAP%20CARE%20questionnaire.pdf
It is important to assess, early on in the year, the Registrar’s individual needs by discussion of what the GPR has done before and knows about already and encouraging the GPR to use tools to rate their own self-assessed levels of knowledge and skills in various areas

London Deanery link to several formative assessment tools:

http://www.londondeanery.ac.uk/general-practice/specialty-training-for-gp/formative-assessment-toolbox
WBPA is ultimately summative but formative in approach
Identifying Learning Needs

‘How do I know what I don’t know?’

Needs assessment of knowledge

Learner based self-rating confidence lists related to the medical curriculum

· Documentation provided by the Deanery formative assessment package may provide rating scales that the leaner can self-score
· Wolverhampton Grid (revised 1999) – an in-depth look at skills and knowledge in a lengthy scale   wolverhampton grid - GPR initial assessment 
· evaluating GPR perceptions of communication skills
· Confidence Rating Scales
· Combined  Confidence Rating Scales
· Initial educational planning list
Trainer and learner based rating methods

· New Manchester Rating Scale – RCGP occasional paper 40 available from RCGP and on-line electronically on the London Deanery website   New Manchester rating scales
· Bristol Modified Manchester Rating Scale

· Manchester rating scales 

· Barnet Assessment Form 

The Trainer and Registrar will early on in the year look at the tools and negotiate the best to use for the rest of the year.  Some of the rating scales are too complex and probably not practical to fit in given the constraints on time and other priorities.

MCQ based

MCQ scores and results can be divided into broad subject areas, this will be used by the Trainer and the Registrar to identify learning needs and plans made to address the needs

MCQ's are probably the best method of testing knowledge. The n MRCGP examination includes MCQ papers.  This structured objective assessment has moved away from simple true-false statements to more complex question formats such as Extended Matching Questions and Single and Multiple Best Answer Questions. These new formats are more capable of testing the understanding, reasoning and application of knowledge rather than just factual acquisition itself.

Past MRCGP examination papers are obtainable in the library and from the sales office of the RCGP along with access to an on-line Phased evaluation programme (PEP) which offers objective assessment in a number of GP-relevant areas. The PEP also provides a facility whereby you can compare your own performance against previous attempts by Registrars elsewhere in the country.

Needs Assessment of skill

If there is the desire and the time the following tools in the form of questionnaires and inventories can be made available:

· Skills list I to III

· Self-perception inventory

· Interpersonal skill assessment tools

· Assertion skill

· Motivation tools

· Learning styles

· Thinking styles

Self-awareness needs

· Self-perception inventory (Belting 1981)

· Learning style questionnaire (Honey and Mumford 1992)

· Motivation rank order scale

· Miller-Smith lifestyle assessment

Confidence rating scales could be used if the Registrar wishes at the outset of training to identify potentially weak areas.  However as time goes on the confidence in dealing with a particular problem may remain the same despite the acquisition of a considerable amount of knowledge and skills purely because the more we learn, the more we realize there is to learn.  

Needs Assessment of attitudes

· Attribute lists

· Attitudinal lists

· Ethical scenarios

· New Manchester Rating Scales

The rating scales can appear daunting and applying the results of such assessments can be difficult.  However if the Trainer and Registrar decide that they have the motivation are able to invest the time, some of these tools can help the development of the educational plan for the new Registrar and  provide a structured record of progress through the year.

Copies of forms of the rating scales assessment completed by a number of experienced local GP’s and other Registrars will provide a benchmark of ‘normal’ confidence levels.  This can demonstrate to the Registrar that no one expects him or her to be completely confident in all areas.

From the findings of the analysis of learning needs the Trainer can agree with the GPR some key topics they need to do and cover in the GP training year.  

It will be essential to keep written records in a portfolio both by the Registrar and the Trainer which will be used to adapt and direct the teaching and learning to meet the learning objectives and form the learning agreement.
The written records will be completed on a MARS (Mutually Agreed Report).  This mutually agreed written assessment will remain confidential between the Trainer and the Registrar.  Both the Trainer and GPR will keep records of each MARS.  

The MARS statements may need to be used if there are adverse developments or appeals concerning a particular GPR.  During practice visits from the Deanery evidence that MARS are being completed may be necessary, though the confidentiality of the GPR will be preserved, if the GPR does not give consent for this purpose.

nMRCGP FORMATIVE AND SUMMATIVE ASSESSMENT TIMETABLE

	REGISTRAR

YEAR


	ASSESSMENT

& PROCESS
	PERSONS RESPONSIBLE

 AND ACTION

	Throughout


	e-portfolio

 Video analysis –COT 

CBD

Random Problem Case Analysis

PUNS & DENS

Tutorials

Feedback 

WPBA 

DOPS

PSQ skills

Enhanced Trainer’s report

Reflective writing
	GPR/Trainer/VTS/Deanery

Regular assessment consultation skills

System of case analysis several times a week

Record  progress in e- portfolio 

Enhanced Trainer’s report

	Month 1 (25)


	Case Analysis of each surgery

Familiarise with the requirements of  nMRCGP: AKT; CSA; WPBA; e-Portfolio

Start Enhanced Trainer’s report

Start Video Analysis

Rating scale
	GPR/Trainer/VTS/Deanery

Prioritisation of learning needs 

Preparation of learning plan for whole year.   Courses; study leave. Start e-Portfolio



	Month 2 (26)


	Case Analysis of each surgery

PEP MCQ CD

Develop videos for practice and improving consultation skills. Start COT


	GPR/Trainer/VTS

Evidence in e-portfolio

Enhanced Trainer’s report

	Month 3 (27)
	Case Analysis of each surgery

Develop videos for practice and improving consultation skills COT

Review of e-portfolio
	GPR/Trainer/VTS/Deanery

 Evidence in e-portfolio

Enhanced Trainer’s report

	Month 4 (28)
	Case Analysis of each surgery

Practice MCQ’s 

Rating scale

CBD x2

COT 

Start looking at CSA skills

Progress on video COT

Appraisal  Review of e-portfolio
	GPR/Trainer

 MCQ scores analysis of PEP and Rating scale in logbook

CSA examples on RCGP site

Evidence in e-portfolio

Enhanced Trainer’s report

	Month 5 (29)
	Random Problem Case Analysis

MCQ  practice

Progress on video COT

CBD

Progress on CSA skills

Skills for PSQ
	GPR/Trainer/VTS

Evidence in e-portfolio

Enhanced Trainer’s report

	Month 6 (30)


	Random Problem Case Analysis

MCQ practice

CBD x6

COT x6

1 x MSF

Progress on CSA skills

Skills for PSQ

30 month review (WBPA)
	GPR/Trainer

MCQ scores analysis of PEP

Evidence in e-portfolio

Enhanced Trainer’s report

MSF data analysis

	Month 7 (31)


	Random Problem Case Analysis

Progress on video COT

CBD 

Skills for PSQ

Progress on CSA skills

Rating scale

Curriculum review

Skills for PSQ
	GPR/Trainer/Deanery

MCQ scores analysis of PEP

Evidence in e-portfolio

Enhanced Trainer’s report

Evaluation

Rating scale in logbook

PSQ score

	Month 8 (32)


	Random Problem Case Analysis

Progress on video COT

CBD

Progress on CSA skills

Skills for PSQ
	GPR/Trainer

Evidence in e-portfolio

Enhanced Trainer’s report

PSQ score

	Month 9 (33)


	Random Problem Case Analysis

Progress on video COT

CBD

Progress on CSA skills

Skills for PSQ 
	GPR/Trainer

Evidence in e-portfolio

Enhanced Trainer’s report

PSQ score

	Month 10 (34)


	Random Problem Case Analysis

CBD x6

COT x6

1 x MSF

1 x PSQ

34 month review (WPBA)

Progress on CSA skills

Rating scale

CCT (Certificate of Completion of Training) in General Practice
	GPR/Trainer/PCHT

Evidence in e-portfolio

Enhanced Trainer’s report

Rating scale in logbook

	Month 11 (35)


	Random Problem Case Analysis

Progress on consultation skills

Progress on CSA skills
	GPR/Trainer

Evidence in e-portfolio

Enhanced Trainer’s report

	Month 12 (36)


	Random Problem Case Analysis

Appraisal.  Career guidance
	GPR/Trainer/VTS/Deanery

Evidence in e-portfolio

Enhanced Trainer’s report

Career guidance options; references; interview, CV


Learning and Teaching

Learning can be defined as the transformation of experience into knowledge, skills, attitudes, beliefs and values.

The field of General Practice is so vast and wide-ranging that all the content cannot be delivered by a single teacher or even an established educational institution.   What is needed is to strive to provide the Registrar with skills and strategies for self-directed learning and continual learning throughout their career.

Adult learning and Facilitated learning

The Trainer will not just leave the GP Trainer to get on with learning entirely on their own.  Adult learning will be facilitated by the Trainer.  The Trainer will try to deliver the teaching to match the level of self-direction that the GPR has reached and try to challenge him or her to move to a greater degree of independence as appropriate to the area of study.  .

Knowles has defined seven fundamental principles that can be used as guidelines to facilitate adult learners:

1. Establish an effective learning climate where learners feel safe and comfortable expressing themselves

2. Involve learners in mutual planning of relevant methods and curricular content

3. Trigger internal motivation by involving learners in diagnosing their own needs

4. Give learners more control by encouraging them to formulate their own leaning objectives

5. Encourage learners to identify resources and devise strategies for using the resources to achieve the objectives

6. Support learners in carrying out their learning plans

7. Develop their skills of critical reflection by involving learners in evaluating their own learning

The aim is to gradually change from a learner dependent on the teacher to an independent and  self-directed learner.

Transition to an adult learner is to be aided by the following strategies:

1. Progressively reduce the learner’s dependence on the teacher

2. Help the learner to understand the use of learning resources, including the experiences of fellow learners

3. Help learners use reflective practice to define their learning needs

4. Help learners define their learning objective, plan their programmes and assess their own progress

5. Organise what is to be learned in terms of personal understanding, goals and concerns at the learner’s level of understanding

6. Encourage the learner to take decisions and to expand their learning experiences and range of opportunities of learning

7. Encourage the use of criteria for judging all aspects of learning and not just those which are easy to measure

8. Facilitate problem posing and problem solving in relation to personal and group needs issues

9. Reinforce the concept of the learner as a learner with progressive mastery of skills, through constructive feedback and mutual support

10. Emphasise experiential learning (learning by doing, learning on the job) and the use of learning contracts

Good Medical Practice, Role-model and Transference

The Trainer and the training practice will provide models of good practice that can be example of excellent practice.  The Registrar will be encouraged to develop their own style of practice which takes into account the duties of a doctor and Good Medical Practice as described by the GMC, GPC and RCGP.

The Trainer and Registrar should be aware of transference issues through the training programme.

http://www.gmc-uk.org/guidance/good_medical_practice/index.asp 

http://www.gmc-uk.org/standards/good.htm
http://www.gmc-uk.org/standards/doad.htm
Learning and teaching theories and concepts

The Trainer has some knowledge of learning and teaching theories and educational concepts.  The Trainer will try to apply this to the practical situation of teaching and learning in practice.  

A few terms are listed in the Appendix merely to provide a background.

Methods of learning

MCQ’s

· Phased evaluation programme (PEP) – form RCGP can be downloaded from web-site and the CD-ROM.  Print out of  scores broken down into subject can be compared with other Registrar scores

· Books containing MCQ’s ,past examinations, GP magazines

Tutorials

· Formal tutorial 1 x 2 hour every week in protected teaching time

It is important for both Trainer and GPR to plan for tutorials.

‘‘If you fail to plan you are planning to fail’’

Tutorial planning structure

· find a learning area

· jointly agree learning needs

· jointly agree methods

Preparation and planning

Written on a planning form may include reading, references, tutorial planning guide, collecting cases, ‘thinking time’, using the internet etc.

The following principles will be used in planning tutorials

The tutorial event

· Protected time and a suitable environment

· Appropriate resources

The process with the Trainer employing the following skills, whenever possible

· active listening

· appropriate questioning skills

· appropriate feedback skills

· use of a variety of educational tools

· the encouragement of self-awareness

· the development of problem solving skills

· appropriate information giving behaviour

· a sense of direction and position (i.e. not straying inappropriately off course)

· an awareness of any appropriate emotional elements

· enthusiasm and interest

Closing the tutorial

· reviewing aims, developing new aims

· considering follow up sessions

· ensuring there are no loose ends 

· arranging feedback for both parties

· evaluation and use of tutorial record form

http://www.Trainer.org.uk/members/tools/tutorial_anatomy.htm
http://www.Trainer.org.uk/members/tools/heron.htm
http://www.Trainer.org.uk/members/theory/planning/teaching_tasks.htm
Reflective learning

Reflective learning has been defined as ‘a dialogue of thinking and doing through which I become more skilful’ Schon 1987

It involves systems designed to raise awareness of the learning opportunities generated by experience.  

‘‘In practice most of these systems fly by and are lost in the ‘heat of battle’ ‘’– Al-Sheri 1995

Recording experiences and Reflective writing

The Registrar will be encouraged to keep records of experiences on one of the following of his or her choice

The log – this is a simple record of events that lacks much personal input.  It is easier to produce but less useful as a result

The diary – this encourages the learner to record feelings and interpretations

The journal – this combines the other two approaches but requires time input

Learning from patient contact

PUNS and DENS

This is a way of highlighting educational needs in the surgery setting developed by Dr Richard Eve.  Many of our clinical encounters result in patient’s needs not being met (Patient Unmet Needs).

Some of the PUNS are the direct result of the doctor’s lack of knowledge or skill (Doctors Educational Needs).

The PUNS and DENS method is focused around a logbook of patient contacts.  Having identified and written down the PUNS, the doctor considers why the patients’ needs went unmet, annotates the deficiencies identified in him- or herself and writes down an action plan to remedy the situation.

More details and sample logbook sheets in a tool for self directed learning - PUNS & DENS 
The Registrar, Trainer and other clinicians can use PUNS and DENS methods of recording experiences and documenting action and outcome for monitoring and review.

Problem Case Analysis

The Registrar brings along the records of patients that are interesting or causing difficulties.  The Registrar and Trainer discuss the learning needs that arose and how to deal with them.  Such discussions are likely to be wide-ranging and might end up covering areas of need far distant from the original perceived problem.

Random Case Analysis

The Registrar brings to a tutorial the notes of a complete surgery.  Early on in the training this enables the Trainer to keep track of how the Registrar is coping.  Later, it is useful to ensure that an adequate case mix is being experienced.  Each patient is a potential learning experience through dialogue with the Trainer, hitherto undiscovered learning needs can be revealed and the motivation to satisfy those needs enhanced

Significant event analysis (SEA)

Crudely speaking Significant Event Analysis is a way of learning from our mistakes.  

The Registrar, Trainer or other members of the practice team raises an event as significant such a missed diagnosis, death of a patient or a practice complaint.  

All the parties involved discuss why the event is considered significant and determine the facts of the case.  

The important issues raised by the event are teased out.  Those things that went well are highlighted together with those that went badly.  Feasible areas for improvement are identified and an action plan drawn up.  

The SEA can then be written up and filed in the learning log or Personal Development Plan portfolio. Practice significant event audit system and log sheets in (Appendix)

Significant Event Analysis
Diary

The Registrar and Trainer should keep a record of learning needs as they are identified.  The techniques used in keeping this log determine its usefulness, the following advice for the Registrar and the Trainer can help:

· have a diary open on the desk for every surgery

· write at least two comments per surgery

· record difficult patients

· write down any questions that occur

· bring the diary to every tutorial, de-briefing session and informal meetings

To be useful the Trainer and the Registrar must regularly review its contents.

Personal construct analysis

The Registrar declares his or her own perceived strengths and weaknesses in any particular area.  Usually list 10 most easy and 10 most difficult scenarios in a given area.  The Trainer can do the same.  Often similarities are reassuring for Registrars and differences provoke interesting discussions.

The Registrar and Trainer can discuss if they wish to use this method

Learning from non-clinical activities

· Academic meetings

· Half-day release participation

· Visits to other practices and Health care institutions

· Journal articles

· Press and media

· Professional conversations

· Research

· Internet

· Browsing ‘Mentor Plus’ provided by the EMIS system

The key is to use a variety of learning methods and use the methods most suited for the situation and the learning task undertaken.

Study Leave

The Registrar will have study leave in negotiation with the Trainer and practice manager and follow the guidelines laid by the JCPTG and the Deanery

http://www.jcptgp.org.uk/policy/policy_leave.asp
Audit

Audit is the systematic analysis of the quality of medical care, including the procedures used for diagnosis and treatment, the use of resources and the resulting outcome and quality of life for the patient – DOH definition.

The RCP suggest a five-point approach to audit:

1 Observe practice

2 Set a standard

3 Compare observed practice with the standard

4 Implement change

5 Observe again to assess the result of the change

The audit cycle:

What should we be doing?


What changes can we implement?


What are we doing?
The Oxford MAAG system assists in the quality of practice audits:

I
Choose topic

II
Identify criterion and set standards

III
Data collected, analyzed and presented

IV
Discussion among the relevant parties affected

V
Changes made

VI
Cycle repeated

The real value of audit lies in its ability to produce change and increase quality of care.

The Registrar will be encouraged and supported to use Audit throughout the training year.  

The Registrar will have access to practice resources to assess in the process.  The practice has many examples of audit.  Further examples from the VTS; Deanery; Primary Care Support Services will be available.  The EMIS computer system searches are extremely fast, efficient and comprehensive this makes audit in wide-ranging areas of practice an easier task.

· Sample audits 

· How to write an audit 
Teaching and Training

Throughout the period the Trainer will monitor the learning, development and performance of the Registrar, and ensure that the Registrar’s knowledge, skills and attitudes are developed as expected for the stage.  

The Trainer will:

· understand the learner’s needs

· set appropriate learning objectives

· prepare well so that the context and content are clear and focused

· match the educational methods with those objectives

· stimulate the learner

· challenge the learner

· interest the learner

· involve the learner

· encourage the learner with positive feedback

· use a style of delivery that suits the learner’s needs

· evaluate the teaching and the learning

· refine future teaching in the light of evaluation

· be a lifelong learner

· ensure that any learning needs identified are addressed appropriately

· arrange formal meetings where the Registrar can receive feedback and where the GPR can raise educational and practical issues about the training experience

· provide reliable and effective information, advice, support and encouragement for the summative assessment

· encourage and facilitate the attendance at day release courses

· encourage and provide facilitation to take the MRCGP examination if the GPR wishes to sit this examination

· ensure that the GPR has the opportunity to discuss health, welfare or domestic issues if desired

· provide or arrange the provision of careers guidance

The Trainer will give appropriate praise, support, encouragement, constructive feedback and maintain good educational records.  

However the Trainer would have to challenge behaviour or practice that falls short of the expected standard.  In appropriate cases where the Registrar’s performance does not improve, or where the Trainer feels the problems identified are so severe that such action is immediately justified, the Trainer will discuss the performance of the Registrar with the Course Organiser and if appropriate the Director or his or her nominated representative.  

Feedback

‘Feedback or knowledge of results, is the lifeblood of learning’ ~
Professor Derek Rowntree

Giving and receiving feedback is fundamentally important throughout the learning process.  The Trainer is committed to giving constructive feedback throughout the training year using some of the principles outlined below.

· contain enough specific detail and advice to enable the recipient to reflect and enhance their practice

· and it should be positive and supportive in tone

‘Feedback constructively’ means giving suggestions for improvement without damaging morale.

The Trainer will try to use the following principles that are characteristics of constructive feedback:

· highlights effective/ineffective behaviours

· provides descriptive and specific feedback

· feedback involves sharing of information

· feedback is not overwhelming

· teacher is aware of the effects of feedback on the learner

· feedback avoids collusion, i.e. is honest

Some models of feedback:

· Pendleton’s rules

· Pendleton's rules for video feedback
· the SCOPME model for giving feedback

· the Chicago model

· the six-step problem-solving model

· ALOBA – the Cambridge – Calgary Method

· video analysis - ALOBA style
· video analysis - ALOBA style 1-1 (summary)
Pendleton’s rules, in use for years, are simple and easy to remember, it has advantages but also some drawbacks. .  Cambridge-Calgary Method – ALOBA tries to address these drawbacks but in reality it is quite complex and may be more time consuming.

Consultation and Communication skills

The consultation is a cornerstone of our work in general practice...  

The aims are:

· to develop confidence to conduct a surgery safely and efficiently

· successful completion of the summative assessment, MRCGP Video or Single Route

· develop a patient-centred consulting style

· learn to adapt features from different consultation models according to the situation and personal needs and preferences

The transition from Hospital to GP Consulting
The Trainer will support the Registrar in the initial need to adapt to the change from hospital based clinical encounters to general practice consultations.

Some of the features of general practice consultations are:

· seeing diseases at an early, often unclear, stage and developing over time

· distinguishing the serious problems form the mundane

· presentation of undifferentiated problems

· dealing with uncertainty

There are several Consultation Models some examples:

· Physical, psychological and social terms from the RCGP The Future General Practitioner

· Stott and Davis

· Byrne and Long

· Pendleton et al.

· Inner Consultation – Roger Neighbour

· Byrne and Long

· Six-Category Intervention Analysis – Heron

· Cambridge-Calgary

Roger Neighbour’s book ‘The Inner Consultation’ contains an excellent overview of most of the models of consultation in Chapter A3.

Bill Bevington’s excellent handbook ‘’Talking with patients’’ – A Consultation Handbook provides a simple overview of consultation techniques and communication skills and I think is a great place to start.

Peter Tate’s Communication handbook.

After the first  month or two getting used to general practice consultations if the Registrar feels ready he or she can begin to look at different consultation models using the above books and with the aid of video analysis with the Trainer.  By practising the skills with the support of the Trainer the Registrar can develop his or her consultation skills.

The Trainer has some knowledge and experience of the consultation models, he can help and support the Registrar to take elements from each consultation model and adapt the styles for the situation and for the personal preferences of the Registrar.

http://www.rcgp-curriculum.org.uk/PDF/curr_2_The_GP_Consultation.pdf
Video analysis

This is a valuable tool for development of consultation skills any of the following consultation analysis tools can be used, some much more complex than others:

· video analysis - Pendleton's consultation rating
· video analysis - MRCGP sheet
· video analysis - summative assessment
· video analysis - ALOBA style
· video analysis - ALOBA style 1-1 (summary)
· Consultation Observation (COT) in primary care


Developing skills in patient-centred communication and consultation skills and being aware of Tate’s Tasks is the key to

· passing the summative assessment video module

· passing the MRCGP video module

· achieving satisfaction and rewards from the consultation process 

· improving patient satisfaction

· minimizing risk of complaints and adverse significant events.

The Trainer will support and facilitate the Registrar to achieve the aims ‘Skills for good interpersonal communication as described by Peter Tate:

1. Listen with genuine interest

2. Create a conducive environment

3. Be encouraging

4. Show understanding and empathy

5. Check current understanding

6. Reflect/summarize and paraphrase answers

7. Use open questions for exploration

8. Use closed questions for clarification

9. Adopt a similar language and avoid jargon

10. Use plural pronouns to indicate partnership

11. Be provisional rather than dogmatic

12. Be descriptive not judgmental

13. Comment on the issues rather than personalities

14. Encourage eye contact

15. Give information in clear, simple terms and use repetition

16. Check understanding

17. Use silence

The skills of good communication can be transferred to many other spheres of life.

Appraisal

Appraisal has been defined as a two-way dialogue focusing on the personal, profession and educational needs of the parties, which produces agreed outcomes.

It is a process of regular meetings between teacher and learner, with support carried out for the benefit of the learner.   Appraisal, through reflecting on practice, allows both the demonstration of strengths and revealing of difficulties, so that the former may be reinforce and the latter can be put right within the framework of the objectives set at the start of the programme.

It is always non-threatening, friendly and supportive.  It does not result in a judgment or a pass/fail decision.  It could be thought of as ‘facilitated self-appraisal’.

Using the above principles Registrar appraisals will be carried out with the Trainer at appointed times of the year. The final appraisal towards the end of the training year will resemble the Appraisals required annually of doctors in General Practice.

http://www.appraisal-skills.nhs.uk/
http://www.Trainer.org.uk/members/tools/appraisal.htm
http://www.radcliffe-oxford.com/books/samplechapter/6029/001_Prelims.pdf
Evaluation

Educational evaluation is a systematic approach to collection, analysis and interpretation of information about any aspect of the conceptualization, design, implementation and utility of educational programmes.  

Evaluation measures the teaching this is not the same as measuring what the students have learned - that is assessment.

The elements of Evaluation by the Registrar will need to cover:

· Needs assessment: Was it relevant; were needs met or what was the extent of needs that were not met?

· Objectives setting:  Were the objectives clear; what important things were learned; what else was needed?

· Methods:  Were the methods appropriate; leaner-centred or teacher centred

· Results of assessment processes can be incorporated into evaluation, this can be useful when trying to evaluate how the teaching has transferred into clinical practice or impacted on patient care

Evaluation of the Trainer by peer review will be carried out at:

· At Trainer’s workshop by role-play, video analysis of tutorials

· At courses arranged by the Deanery by teaching practice, role-play and video analysis

External evaluators

The Patch Dean and other members will evaluate the Trainer’s teaching conducting the Trainer’s practice accreditation visit by interview of the Trainer, portfolio, log diaries and video analysis of teaching.

Regular evaluation of the teaching and delivery of the curriculum will take place throughout the training using appropriate tools

Structured methods of evaluation will be used, examples of such tools are:

· Regional Registrar feedback form

· The visiting team Trainer assessment form

· The Burton Trainer rating scales 1-6

The evaluation cycle

Reflection and analysis of the evaluation data and subsequently implementing any changes will help:

· the Trainer to develop as a teacher

· the curriculum to evolve and develop in response to changing needs

· the whole training programme improve in quality and delivery for this Registrar’s year and future years

Evaluation Tools

· Tynedale Questionairre
· Another method of reviewing the training you are providing 
· GPR review - how did it go 
· Evaluate a training practice 
Other qualifications during the GP Training year:
Minor surgery

The Registrar can gain experience in common joint injections under supervision with the Trainer and common minor operations with one of the partners an along with attending a theoretic course during the VTS course will qualify the Registrar for the Minor Surgery list.

Child Health Surveillance

The Registrar can gain entry to Child Health Surveillance lists by either completing an SHO post in paediatrics, which includes developmental paediatrics or through gaining practical experience in the GPR year supervised by the Trainer and a partner, augmented by attending a theoretical course provided by the Deanery.

Family Planning

The Registrar can gain experience in the practice.  Theoretical family planning courses are also available and attendance at the Family Planning clinic to qualify for the FP Cert if required.  IUCD insertion training if required would have to be arranged through the Family Planning Clinics, the Deanery or Margaret Pyke Centre.

Out of Hours work and training

Out of hours experience and emergency care is part and parcel of general practice.  The skills developed during OOH work is essential and can be useful for emergencies and urgent problems as they arise in normal hours.  

The Trainer will provide the OOH training and supervision:

· supervision as outlined in the COGPED guidance

· using the OOH Workbook (full version COPGED) will provide

· structured learning tool

· assessment tool for the GPR with the Trainer

· provide written evidence of experience

· aid formative assessment

· can be used in the portfolio for PDP, appraisal and future re-validation

http://www.londondeanery.ac.uk/gp/latestnews/pdf/cogpedoutofhourstrainingforgprspostionpaper.pdf
http://www.out-of-hours.info/documents.php
APPENDIX 

Professional values - this comes up frequently in the MRCGP orals.  


Definition of a GP

A familiar definition of a General Practitioner is the one published by the RCGP in 1969: 

A General Practitioner is a doctor who provides personal, primary and continuing care to individuals and families. He may attend his patients in their homes, in his consulting room, or sometimes in hospital. He accepts the responsibility for making an initial decision on every problem his patient may present to him, consulting with specialists when he thinks it appropriate to do so. He will usually work in a group with other General Practitioners, from premises that are built or modified for the purpose, with the help of paramedical colleagues, adequate secretarial staff and all the equipment which is necessary. Even if he is in single handed practice, he will work in a team and delegate when necessary. His diagnoses will be composed in physical, psychological and social terms. He will intervene educationally, preventively and therapeutically to promote his patients health.
The Attributes of the General Practitioner

1. Values and Attitudes

Fully trained general practitioners are expected to be:

a. caring and understanding of patients and their families;

b. committed to providing high quality care;

c. aware of the need to be readily accessible and available to patients;

d. aware of their own limitations and willing to seek help from others when appropriate;

e. committed to keeping up to date with developments in practice – both clinical and organizational;

f. committed to improving the quality of their professional performance through active participation in audit and quality assurance;

g. aware of the ethical principles which govern the medical profession and committed to observing them;

h. appreciative of the value of teamwork to patient care in general practice;

i. willing to teach others, including colleagues and practice staff, and willing to acquire the teaching skills necessary for this;

j. willing to contribute, when possible, to the advancement of medical knowledge;

k. able to care for themselves and to balance the demands of a busy professional life with the need for personal time.

2. Clinical Competence

General practitioners are expected to be:

a. Knowledgeable about clinical general practice. This will require an appropriate level of understanding of the physical, behavioural, epidemiological and clinical sciences of medicine, the aetiology and natural history of disease, the impact of psychological factors upon illness, and of illness upon patients and their families, and of the social, cultural and environmental factors that contribute to health and illness;

b. skilled in recognizing and making appropriate decisions about all problems presented by their patients.

c. Able to examine a patients physical and mental state and to investigate further as appropriate;

d. Able to assess symptoms and physical signs, to establish a diagnosis when possible, and to exercise sound clinical judgement in further management;

e. Skilled in communication and in the process of the consultation. This will include the ability to listen carefully and to explain effectively to patients, families, colleagues and others, and the ability to involve patients in decisions about their health care;

f. Able to contribute to the prevention of illness and the promotion of health, and to understand a doctor’s role and that of others in these;

g. Able and willing to deal with common medical emergencies appropriately;

h. Able to prescribe effectively and with due thought to economy;

i. Able to keep clear, coherent and up-to-date medical records for each patient using a format that enables information to be easily identified for clinical and auditing purposes.

3. Organisational Ability

General practitioners are expected to be:

a. able to assess the health status, needs and expectations of the practice population;

b. able to plan, organize and manage a practice to provide a broad range of accessible services including the management of acute and chronic illness, medical emergencies, health promotion and preventative activities;

c. able to function as a member of a multidisciplinary, practice based team and, when appropriate, able to assume the responsibilities of a team leader. This will involve an understanding and appreciation of the roles, responsibilities and skills of other health care workers such as community nurses, practice nurses, health visitors and midwives;

d. able to make effective use of resources including, for example, money, time, skills, both within and out with the practice setting;

e. able to organize and carry out effective clinical audit; and have the skills necessary to bring about change in the practice where audit shows this to be necessary;

f. conversant with and willing to participate in the work of organizations that advise, plan and assist in the development and administration of health services, such as NHS authorities, medical Royal Colleges, professional associations, local medical committees and regional medical committees.

Joint Committee on Postgraduate Training for General Practice 1992

The duties of a doctor registered with the General Medical Council 
Patients must be able to trust doctors with their lives and health. To justify that trust you must show respect for human life and you must: 

· Make the care of your patient your first concern

· Protect and promote the health of patients and the public

· Provide a good standard of practice and care

· Keep your professional knowledge and skills up to date

· Recognise and work within the limits of your competence

· Work with colleagues in the ways that best serve patients' interests

· Treat patients as individuals and respect their dignity

· Treat patients politely and considerately

· Respect patients' right to confidentiality

· Work in partnership with patients

· Listen to patients and respond to their concerns and preferences

· Give patients the information they want or need in a way they can understand

· Respect patients' right to reach decisions with you about their treatment and care

· Support patients in caring for themselves to improve and maintain their health

· Be honest and open and act with integrity

· Act without delay if you have good reason to believe that you or a colleague may be putting patients at risk

· Never discriminate unfairly against patients or colleagues

· Never abuse your patients' trust in you or the public's trust in the profession.

You are personally accountable for your professional practice and must always be prepared to justify your decisions and actions. 
The link to guidance for doctors on Good Medical Practice (2006) on GMC website:
http://www.gmc-uk.org/guidance/good_medical_practice/index.asp 

The Good General Practitioner: Professional Values (RCGP)

In this section an attempt is made to describe some personal attitudes and values which are regarded as fundamental attributes of the good general practitioner. This is a section that forms part of the trainer’s report that all Registrars have to satisfy before certification.

The doctor should be able to demonstrate:

 

a) awareness of his/her own values, beliefs and attitudes, the factors that influence them, and the way that they affect his/her work and relationships with patients and colleagues.

b) his/her recognition of the social, cultural, and organizational factors that define and affect his/her work as a doctor (e.g. social class, race, methods of payment).

c) the possession and application of ethical principles in his work.  These include

respect for the value of human life

respect for the dignity of patients and the promotion of their autonomy

maintenance of confidentiality

willingness broadly to place the needs of the patients above his/her own convenience

justice and fairness in allocating resources

personal and professional integrity.

d) tolerance, respect and flexibility in this response to the ideas of others, including those of his/her patients, peers and teachers.

e) his/her willingness to submit his/her work to review by his/her peers and the ability to give and receive criticism.

f) that he/she is able to maintain his/her own physical and mental health.  He/she should be aware of the stresses of his/her work and of his/her own responses and defence mechanisms.  He/she should be able to seek and obtain appropriate support.

g) his/her awareness of the factors that influence the relationship between his/her personal and   professional life (e.g. financial and family commitments).

h) a willingness to accept appropriate responsibility for his/her patients, partners and colleagues   within the practice.  He/she should be prepared to provide      appropriate support for others in the practice.

Originally developed from RCGP Occasional Paper: What Sort of Doctor: Assessing Quality of Care In General Practice (1985)

Professional Values: what you should get from a vocational training scheme (Liverpool)

Registrars should leave training with positive attitudes and values including:

1. A willingness to seek self understanding and be self critical 

2. A commitment to continuing professional development including continuing education 

3. A willingness to make a contribution to a wider professional life and society as a whole

4. A willingness to teach others 

5. A willingness to contribute to research and the furtherance of understanding where appropriate 

6. A willingness to review and evaluate his work with a commitment to change where indicated 

7. A willingness to work within an accepted ethical framework

Some general issues

· Being professional and having professional values – does it mean that you lose your individuality?  Does it alter who you are?  

· “The Good Doctor” – what does this mean? What does good mean?  Is it just competence?  If not, what else is involved?  How much does each of these other factors contribute to being good?  When we say good, do we judge a persons moral values as a result?  Do they mean the same thing or are we just basing it on behaviour?  Surely some personal traits make up being a good doctor? 

· If“goodness” can be defined by certain core values, what are those core values? 

· The difference between traditional medical ethics and contemporary biomedical ethics (reflective morality) – i.e. does the traditional school of ethics have weaknesses when we relate it to professional values?  Isn’t life just too complicated in some instances so traditional ethics is difficult to apply, resulting in the need for a different system which takes the whole picture (as well as the intricacies) into account? 

Consultation Models
Byrne & Long

1. The doctor establishes a relationship with the patient

2. The doctor either attempts to discover or actually discovers the reason for the patient’s attendance

3. The doctor conducts a verbal or physical examination or both

4. The doctor, or the doctor and the patient, or the patient  consider condition

5. The doctor and or the patient detail further treatment or further investigation

6. The consultation is terminated 

Byre PS and Long BEL (1976) Doctors Talking to Patients, (London HMSO)

Stott and Davis

	A: Management of

presenting

problems


	B:  Modification of

                  help-seeking behaviour

	C:  Management of

              continuing problems


	D:  Opportunistic

             health promotion


Stott NCH and Davis RH (1979) The Exceptional Potential in each Primary Care Consultation JRCGP; 29:  201-205

Neighbour: ‘’5 Check points’’

· Connecting with the patient

· Summarising his understanding of the patient’s problems

· Handing over decisions and management

· Safety netting to manage uncertainty & to avoid being caught by unexpected developments

· Housekeeping, the doctor being self-aware and taking care of himself or herself to manage the stresses of clinical practice

Neighbour R (1986) The Inner Consultation (Radcliffe)

Pendleton:  ‘’ 7 Tasks’’

1. To define the reasons for the patient’s attendance:  Nature and history of problems, aetiology, patient’s ideas, concerns, expectations, the effects of the problems

2. To consider other problems:
continuing problems; at-risk factors

3. With the patient to choose an appropriate action for each problem

4. To achieve a shared understanding of the problems with the patient

5. To involve the patient in the management and encourage him to accept appropriate responsibility

6. Use of time and resources appropriately:  In the consultation; in the long term

7. To establish or maintain a relationship with patient which helps to achieve the other tasks

Pendleton D, Schofield T, Tate D and Havelock P (1984) The Consultation:  An Approach to Learning and Teaching (Oxford, OUP)

A VISUAL AID 

TO THE GP

CONSULTATION 


Initial exploration






Patient’s Narrative
Active listening,  Golden Minute, encouragement






Open questions Directed open questions

Increasingly focused

Open to closed cone


Reflecting, internal summarising






Clarification, 






Paraphrasing






Agenda Setting

Building Rapport

Maintaining the relationship
Sign posting

Further Exploration

Sharing thoughts &





reasoning. Empathy 






Demonstrating empathy

Sensitivity



Sensitivity






Verbal & Non-verbal cues


Opportunistic screening 


Co-morbidities 

Essential Background information





PMH





Social history; Occupation; 








Family history










Drug & allergy history












http://www.rcgp-curriculum.org.uk/PDF/curr_2_The_GP_Consultation.pdf
More recently, Mead and Bower (2000) reviewed the literature and identified five conceptual dimensions of patient-centeredness.  These were:

1. A biopsychosocial perspective, expanding the scope of the consultation to include the social and psychological dimensions of health

2. The ‘the patient-as-person’, understanding the individual’s experience of illness

3. sharing power and responsibility in the consultation

4. the therapeutic alliance, recognizing that the relationship is not just about management but has therapeutic potential. This idea is similar to Michael Balint’s idea of ‘the Doctor as drug’

5. the doctor-as-person, considering the contribution that the individual doctor makes to the relationship

Bensing (2000) suggested that the concept of ‘patient-centredness’ could be clarified by contrasting it to both disease-centred and doctor-centred care.  The characteristics of patient-centredness are therefore:

1. concern for the whole person rather than just their disease

2. the patient’s involvement in controlling the consultation and setting the agenda

3. patients’ expectations and power to make decisions

The challenge is to bring all the concepts together in a coherent statement that does not lose its richness and complexity, but is also sufficiently clear to be of value in teaching and practice.

Toronto Consensus Statement
BMJ 1991 303:1385-87

54% of patient’s complaints not elicited

50% of psychological diagnoses missed

50% patient and doctor do not agree on the main problem

High proportion of patients do not understand what they have been told

Most complaints are about communication problems

Quality of clinical communication is related to positive outcomes

Opening Statements - average 25 sec, most under 60 sec, longest 150sec

Length of consultation - 1983 Hughes - longer time
less prescribing


fewer FU appts


fewer further appts in next 4 weeks

The psychology of learning and learning theories:

· Behaviourist theories

· Cognitive theories

· Motivational theories

· The Theory X and Theory Y of learning

· Constructivism

Non-reflective learning

Reflective learning


Schon’s 

· ‘reflection in action’

·  ‘reflection on action’

Learning styles

Active vs passive

Assimilator vs accommodator

Concrete vs abstract

Convergent vs divergent

Field dependence vs field independence

Holist vs serialist

Reflection vs impulsivity

Rigidity vs flexibility

Deep processors vs surface processors

Honey and Mumford’s four learning styles:

· Activists

· Reflectors

· Theorists

· Pragmatists

It is useful for the Trainer and the Registrar to know their learning styles.  This can be ascertained by discussion of past learning experiences and self-evaluation for example by completing a ten-minute 80-item self-assessment questionnaire.   

If the Trainer and Registrar have very different learning styles steps can be taken to accommodate the differences.

Teaching styles

· Pedagogy

· Androgogy

· Synergogy

· Didactic

· Socratic

· Facilitative

Motivational theory

Kolb learning cycle

Adult learning

General practice training places much emphasis on ‘adult learning’.  To a greater or lesser extent adult learners will be independent and self-directed.  Malcolm Knowles coined the term ‘androgogy’ to the art and science of teaching adults.  Adult learning theory is built on five assumptions:

· Adults are independent and self-directing

· They have accumulated a great deal of experience, which is a rich resource for learning

· They value learning that integrates with the demands of their everyday life

· They are more interested in immediate, problem-centred approaches than in subject-centred ones

· They are more motivated to learn by internal drivers than by external ones

Adult learners are at different levels or stages of self-direction depending on things such as previous teaching; previous learning and especially previous assessment experiences, and also on the subject matter and context of learning.  Not all learners are ready to take responsibility for their own learning.

Core principles of teaching and training

· The training for General Practice will be based on a recognition of the individual and changing needs of Registrars and must be reflected in every stage of planning, execution and assessment of training

· The GP Trainer is required to be educationally effective as well as providing a caring and nurturing environment in which Registrars may develop and grow as doctors and as people

· The GP Trainer undertakes the responsibility to see that the best possible experience is provided for the GP  Registrars and to be aware of the individual needs of Registrars

· The GP Trainer is required to take responsibility for his own personal education and growth and will take every opportunity to extend and expand his capabilities in the education process

USEFUL MRCGP WEBSITES (promoting the concept of collaborative working)
http://www.nottm-vts.org.uk/MRCGP/mrcgpHome.htm   (general)

http://uk.msnusers.com/MRCGPStudyGroup (simply excellent)

http://www.mrcgp.com 

http://www.swansea-mrcgp.co.uk/topics.php (hot topics, but doesn’t get updated often)

http://www.qub.ac.uk/cm/gp/ni-trainers/TUTORIAL/Mock1.html   (orals)

http://www.mrcgpexam.co.uk/ (workbook)

http://www.mrcgp-workbook.com/ (workbook)

Internet Resources for GP Registrars and GP Trainers

The following websites are the ones I have found most useful and very comprehensive

http://www.bradfordvts.co.uk/
http://www.gp-training.net/
http://www.trainer.org.uk/
They also contain links to many other sites.

You almost do not need any others but I have added some other websites that I have found useful on a separate page to avoid information overload!

ON LINE RESOURCES FOR TRAINERS & REGISTRARS

http://www.bradfordvts.co.uk/onlineresources/WFB.PHP
http://www.bradfordvts.co.uk/onlineresources/INDUCTION%20AND%20TRAINING%20TOOLS/Tutorial%20Tools/
http://www.bradfordvts.co.uk/whattoread/whattoread.htm
http://www.gp-training.net/training/resource.htm
http://www.postgradgpliv.com/E-Learning/e-learning_menu.htm
http://www.postgradgpliv.com/sitemap.htm
http://www.nvts.co.uk/gp_registrars.asp?inc=attributes
http://www.nvts.co.uk/train_nvts.asp?cont=educontracts&inc=traineeagree&nav=traindev_intro
http://www.shropshirevts.com/book.htm
http://www-gpeg.medschl.cam.ac.uk/default.htm
http://www.oxford-pgmde.co.uk/gp/
http://www.mharris.eurobell.co.uk/swacpo/resource.htm
http://www.wmdeanery.org/Downloads/GP%20Files/Trainer%20Competencies%20Jul%2004.doc
http://www.gpcurriculum.co.uk/contents.htm
http://www.robin-beaumont.co.uk/rbeaumont/virtualclassroom/contents.htm
http://www.bradfordvts.co.uk/whattoread/whattoread.htm
http://www.londondeanery.ac.uk/gp/downloads/word/sa-guide.doc
ASSESSMENT

http://www.londondeanery.ac.uk/general-practice/specialty-training-for-gp/formative-assessment-toolbox
www.nosa.org.uk
http://www.nosa.org.uk/information/video/cogped/guidelines.htm
http://www.nosa.org.uk/information/audit/cogped/guidelines.htm
http://www.londondeanery.ac.uk/gp/formativeassessment/marking_schedule_for_COGPED_video.doc
http://www.rcgp.org.uk/exam/videoworkbook/video1.asp
http://www.postgradgpliv.com/Vocational_Training/summ_assessment/Audit/audit_listing_page.htm
http://www.Trainer.org.uk/members/tools/gmc_video_consent.htm
http://www.abersychan.demon.co.uk/vts/trainers_pages.htm
AUDIT

http://www.nice.org.uk/page.aspx?o=audit
http://www.nelh.nhs.uk/nice_bpca.asp
http://www.icservices.nhs.uk/ncasp/pages/default.asp
CLINICAL UPDATE SITES

http://www.jr2.ox.ac.uk/bandolier/
http://www.cebm.net/
CONSULTATION SKILLS

http://www.gp-training.net/training/consultation/consulta.htm
http://www.skillscascade.com/index.html
http://www.trainer.org.uk/members/2001/module_2.htm
http://www.pdptoolkit.co.uk/Files/Communication%20skills/cascade%20revised/consultationtheory.htm
http://www.rcgp-curriculum.org.uk/PDF/curr_2_The_GP_Consultation.pdf
http://www.nurse-prescriber.co.uk/Articles/The_Consultation.htm
CURRICULUM FOR GP REGISTRARS

http://www.rcgp-curriculum.org.uk/ 

http://www.rcgp-curriculum.org.uk/rcgp_-_gp_curriculum_documents/gp_curriculum_statements.aspx 
http://www.gpcurriculum.co.uk/content/primary_care/mrcgp_syllabus.htm
DEPARTMENT OF HEALTH

http://www.dh.gov.uk/Home/fs/en
http://www.govtalk.gov.uk/
JOURNALS

http://bmj.bmjjournals.com/
http://www.thelancet.com/
LEARNING & TEACHING

http://www.brookes.ac.uk/services/ocsd/6_archive/isl2002/keynotes/gibbs/gibbs.html
http://www.londondeanery.ac.uk/Projects/TeachingSkills/index.asp
http://www.trainer.org.uk/members/theory/process/bloom.htm
http://www.celt.iastate.edu/grants_awards/fellowships/miller/proposals/2004-05.html
http://staffcentral.brighton.ac.uk/clt/events/documents/Ramage%20Example%202.doc
http://www.hull.ac.uk/foundationaward/formsforweb/booksabouteachingadultsandadultlearning.rtf
http://www.brookes.ac.uk/services/ocsd/6_archive/isl2002/keynotes/gibbs/gibbs.html
http://www2.glos.ac.uk/gdn/gibbs/
http://pss.uvm.edu/pss162/learning_styles.html#1
nMRCGP

http://www.rcgp.org.uk/nmrcgp_/nmrcgp.aspx 

http://www.rcgp.org.uk/nmrcgp_.aspx 

Other useful sites for nMRCGP:

http://www.lnrhwd.nhs.uk/deanery/cms/document_store/1178185224_1.pdf 

http://www.oxford-pgmde.co.uk/gp/nMRCGP.html
http://www.gpcurriculum.co.uk/Downloads/ETR.pdf
http://www.nosa.org.uk/downloads/pdf/Newsletter_3-nMRCGP.pdf
http://www.gp-training.net/training/assessment/nmrcgp/index.htm
http://careerfocus.bmj.com/cgi/content/full/331/7520/158
OOH & PRESCRIBING

http://www.nhslothian.scot.nhs.uk/primarycarelibrary/2_ClinicalPractice/5_PresDrugsInfo/PresDrugsInfo.htm
PRIMARY CARE SITES

http://www.doctorupdate.net/du_home/du_home.asp
http://www.medscape.com/home
PROFESSIONAL BODIES

http://www.bma.org.uk/ap.nsf/content/splashpage
http://www.rcgp.org.uk/
http://www.gmc-uk.org/
nMRCGP : the CCT and new Membership Assessment

From August 2007 there will be a single training and assessment system for UK trained doctors wishing to obtain a CCT (Certificate of Completion of Training) in General Practice.  Satisfactory completion of the scheme will be an essential requirement for entry to the General Medical Council’s GP Register and for membership of the Royal College of General Practitioners. 



Latest News and New Webpages

Details of the patient satisfaction questionnaire
Frequently asked questions on workplace-based assessment

Powerpoint presentation about the Clinical Skills Assessment

Sample cases for the Clinical Skills Assessment

Letter sent to all Faculties and GP Directors by the Chair of the RCGP Postgraduate Training Committee, Dr Bill Reith

The RCGP assessment submission under consideration by the Postgraduate Medical Education and Training Board



The nMRCGP is an integrated assessment programme that includes three components:

Applied Knowledge Test (AKT),

Clinical Skills Assessment (CSA)

Workplace-Based Assessment (WPBA).

Each of these is independent and will test different skills but together they will cover the curriculum for specialty training for general practice.  Evidence for the workplace-based assessment will be collected in the e-Portfolio of each GP trainee.

The RCGP assessment submission is currently under consideration by the Postgraduate Medical Education and Training Board.

Doctors who are currently in GP training are subject to transition arrangements.

Applied Knowledge Test

The Applied Knowledge Test is a summative assessment of the knowledge base that underpins independent general practice within the United Kingdom.  Candidates who pass this assessment will have demonstrated their competence in applying knowledge at a level which is sufficiently high for independent practice.

The test will take the form of a three hour 200 item multiple-choice test. Currently the MCQ for Summative Assessment and the MRCGP Multiple Choice Paper are both paper and pencil examinations.  The AKT, by contrast, will be delivered using computer terminals at 147 Pearson Vue professional testing centres around the UK.  However, question formats will be the same as for the current MCP.

Approximately 80% of question items will be on clinical medicine, 10% on critical appraisal and evidence based clinical practice and 10% on health informatics and administrative issues.  All questions will address important issues relating to UK general practice and will focus mainly on higher order problem solving rather than just the simple recall of basic facts.

On three days each year candidates will be able to sit the AKT at one of the Pearson Vue centres.  Candidates registered for the nMRCGP will call Pearson Vue to book a test and choose a centre.  The earlier a candidate books, the greater the chances of their preferred centre being available: candidates booking late may need to travel a bit further.  Pearson Vue will confirm each booking by e-mail. The First AKT will be held on 31st October 2007.

Appropriate arrangements will be made for candidates with special needs, as far as these can be accommodated.  The AKT will comply with all relevant UK legislation in this respect, but candidates should notify the RCGP of any special requirements at the earliest possible opportunity.

Candidates will present themselves at the test centre with two pieces of identification (details to be provided).  They will then sit the test at a computer work station, using a mouse and keyboard to select their answers.  A tutorial will be available, but it is hoped that all candidates will familiarise themselves with the test format in advance by working through examples of test items available as a Word document download.

The RCGP will communicate results to candidates soon after each test.  Unsuccessful candidates will be able to resit the AKT by applying to the RCGP and booking a new test with Pearson Vue. Feedback will be sent to candidates on their performance in each of the three key subject areas tested with appropriate comparative data for meaningful interpretations to be made.  Detailed feedback will be provided for deaneries and other interested parties about the overall performance of the candidature as a whole, after each examination.

Whilst candidates will be eligible to attempt the AKT at any point during their time in GP specialty training, it is anticipated that the most appropriate point, and that providing the highest chance of success, will be whilst working as a GP trainee in ST3.

Clinical Skills Assessment

The Clinical Skills Assessment (CSA) is ‘an assessment of a doctor’s ability to integrate and apply clinical, professional, communication and practical skills appropriate for general practice’. 

This component of the nMRCGP will be available from October 2007.  The assessment will be available during a 3 or 4 week period in sessions in February, May and October each year. It will take place in one location, initially in Croydon, and in later years in a purpose-built centre in London.

Each candidate will be given a consulting room and will have appointments with 13 patients, each lasting around 10 minutes. The performance will be graded as Clear Pass, Marginal Pass, Marginal Fail or Clear Fail. Example scenarios showing the nature of this assessment will be available soon.

An up-to-date presentation is available for use in training sessions.

Statement from Dr William Reith, Postgraduate Training Committee Chair
'Following a pilot of the Clinical Skills Assessment (CSA) in September 2006, rumours have circulated that there will be poor passing standards in the CSA and therefore in the nMRCGP as a whole.
The purpose of the Clinical Skills Assessment (CSA) pilot was to establish its feasibility and reliability. Standard setting exercises have not yet been completed and pass rates cannot be accurately predicted from the original CSA pilot, which used a group of trainees that was not entirely typical of the likely eventual candidate group for CSA in that some of them were not at the stage where they would ordinarily have sat CSA. The CSA will be criterion, as opposed to norm, referenced. It is a competence-based assessment with no pre-conceived idea of pass rates and all candidates who meet the criteria set for competence will pass'
ends
The CSA will test mainly from the following areas of the curriculum:

Primary Care Management - recognition and management of common medical conditions in primary care.

Problem Solving Skills - gathering and using data for clinical judgement, choice of examination, investigations and their interpretation. Demonstration of a structured and flexible approach to decision making.

Comprehensive Approach - demonstration of proficiency in the management of co-morbidity and risk.

Person-centred Care - communication with patient and the use of recognised consultation techniques to promote a shared approach to managing problems.

Attitudinal Aspects - practising ethically with respect for equality and diversity, with accepted professional codes of conduct.

The CSA will also test:

Clinical Practical Skills - demonstrating proficiency in performing physical examinations and using diagnostic/therapeutic instruments.

Workplace-based Assessment in the nMRCGP

	WPBA for nMRCGP is the evaluation of a doctor’s progress in their performance over time, in those areas of professional practice best tested in the workplace.
FAQs on WPBA.

Why WPBA?
There are three main reasons why there should be a workplace based assessment. 

The first is that WPBA offers the opportunity to reconnect teaching, learning and assessment. Assessment should be an integral part of educational planning, not a bolt on extra at the end.  Trainees should know what is expected of them and have an opportunity to demonstrate attainment over time and in a variety of contexts.

Secondly WPBA offers authenticity: the opportunity for the assessment to get as close as possible to the real situations in which doctors work.

 
	Thirdly, some competency areas e.g. professional development, probity, team-working simply cannot be assessed effectively in any other way as they are impossible to disentangle from system (e.g. practice facilities) or personal influences (e.g. health).  Assessment of performance in the workplace provides us with the only route into many aspects of professionalism.

WPBA for the nMRCGP is in keeping with guidance from the PMETB, and the plans for WPBA will bring all specialties into line and will continue the approach of the Foundation Programme.

It is expected that WPBA will:

[image: image1.jpg]


  Provide feedback on areas of strength and development needs
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  Identify trainees in difficulty
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  Drive learning in important areas of competency
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  Determine fitness to progress to the next stage of the trainee’s career

 


Introduction to the CASES in the Clinical Skills Assessment

Selection of sample cases with accompanying discussion
Introduction to the cases
How the cases will be used in the CSA
How to prepare for the CSA
Explanation of the likely structure of the CSA
Introduction to the cases
Cases are written by experienced General Practitioner case writers, who are members of the MRCGP Panel or Deanery representatives across the UK. All have undergone training in case writing.

Cases are chosen to fit into a blueprint derived from the MRCGP curriculum, and each case can be related to a specific section of one or more of the Curriculum Statements (which can all be found on the RCGP website). Cases are often informed by real life situations the case writers have experienced themselves and are therefore representative of current British general practice.

Each case consists of several sections: instructions to the role player playing the part of the patient, instructions to the assessor and the case notes. Candidates will only see the case notes, of course! These are constructed to look as similar to medical case notes as possible, although they are not electronically presented. Relevant details are presented, including relevant past medical history, current medication and social habits etc. The last consultation may also be there, or a relevant letter from secondary care, test results, ECGs etc. The case notes are kept to the essential minimum so that candidates do not have to wade through unnecessary details to learn about their ‘patients’.

The final and most important part of the case is the marking schedule. This has been carefully tailored to the assessment purpose of the case and some examples are given below. The following broad areas, or “domains” are assessed in each of the cases:

· Information gathering

· Clinical management

· Interpersonal skills

In the marking schedule, guidance is provided to assessors as to what to look for in terms of appropriate or inappropriate behaviour in the given situation. Assessors use this guidance and their observations to mark each domain separately and then, based on this, produce an ‘overall’ grade for the case. There are four possible grades, which are:

· Clear pass

· Marginal pass

· Marginal fail

· Clear fail

The candidate needs to pass a certain number of cases to pass the assessment overall. The decision on what this number will be, will depend on the outcome of the currently running national standard setting exercise.

Candidates will be sent feedback on their performance in the CSA after the assessment.

How the cases will be used in the CSA
The CSA will take place on three purpose-designed floors of a modern tower block situated directly opposite East Croydon station in south London.  Candidates will have to register on arrival, bringing proof of identity with them.  Two sessions will run each day, each comprising three identical circuits (one on each floor).

Each circuit will consist of thirteen 10-minute stations. Candidates will be allocated a ‘consulting room’, with very basic medical kit provided. They will be expected to bring their own equipment with them – the equipment generally found in a ‘Doctors’ bag’. Details of these contents will be sent out with confirmation of candidates’ applications to take the assessment.

Candidates remain in their room throughout the assessment, only leaving for a short coffee break at a designated time. At the start of the assessment a buzzer will sound, and the first ‘patient’ will knock on the candidate’s door. These patients are all role players who have been given a specific role to play, based on the case instructions and marking schedule. Role players will have been standardised across the three floors so that all role players for a given case are playing their role in the same way.

At the end of 10 minutes, another buzzer will sound, and the role player will leave the room. After a short break of 2 minutes, the next case begins with the sounding of the next buzzer. This process is repeated until all 13 cases have been seen.

The cases are marked by MRCGP assessors, who are all trained assessors of postgraduate general practice. Each assessor marks the same case all day, so that marking is calibrated and reliable. Assessors follow the role player into the room and mark the case as it unfolds, sitting out of the candidate’s line of view. They do not interact with the candidate unless required to do so. Examples when this might occur are if the candidate wishes to examine the patient in a way that is unnecessary for the case marking, or requests a piece of information that the role player cannot provide or indicates that they would normally use a particular piece of clinical equipment. Most of the time, they will remain observant, but silent.

Case selection for each session is decided according to a pre-determined formula. This will include a selection of acute, chronic and undifferentiated presentations, psychological/social cases and cases based on health promotion issues. Within these parameters, cases will be selected to display a range of ages, one or two cases will be based on some aspect of diversity and there will be a selection of male and female patients. Clinically, cases will span those clinical areas in the MRCGP curriculum that can be tested in the CSA environment. A few cases might require a clinical examination skill to be demonstrated.

Preparing for the CSA
The CSA cases are all written by GPs active in British National Health Service and reflect real-life presentations. Therefore, candidates should have no great difficulty in taking the CSA, so long as they have had experience in NHS general practice. For this reason candidates are recommended to have firstly completed at least 6 months of British NHS GP practice.

Although up to date knowledge of general practice and of general medicine is necessary to pass this assessment, it is not primarily a test of knowledge. It is a test of the ability to integrate clinical and communication skills, to produce a consultation that is meaningful to both patient and doctor and which moves the patient forward towards a justifiable management of their presenting problem.

Showing an ability to engage patients in the consultation, using recognised interpersonal skills (such as enquiring about the patient’s health beliefs and incorporating these into the explanation given to the patient), is an important part of the work of general practice and is assessed within the ‘interpersonal skills’ domain of the marking schedules. Valuing patients’ contributions and respecting their autonomy and decision-making is also assessed in some cases.

Efficient and targeted data-gathering, together with correct diagnoses and management plans that are congruent with current accepted British general practice is also assessed. Some cases will require a physical clinical examination and candidates will be expected to be knowledgeable in the appropriate use of medical instruments and in examination techniques. Fluency of these procedures will be rewarded.

The overall mark given to the case will depend on the candidate’s ability to combine the two areas of clinical consulting with interpersonal skills.

The following tips may help candidates prepare for the CSA:

· Obtain the Curriculum Statements from the RCGP website and read through them thoroughly. Each curriculum statement has a section on common and important conditions and cases are quite likely to be based on one of these.

· Video your own consultations and watch them with a colleague, bearing in mind the points made above about the integration of clinical approach and interpersonal skills. You might want to watch your consultations several times, marking them for either of the two skills, and then for the combination of both. This should give you some idea of the gaps in your performance and where you could be working to improve.

· Consider the types of clinical examination you could be asked to perform during the CSA, and practise focussed examinations. There are some examinations that you are unlikely to be asked to demonstrate (for example, intimate examinations on a role player, or examinations that might cause discomfort if repeated over and over during an assessment day), but you could be asked to assess a leg, an arm, a chest, an abdomen etc. Make sure you are conversant with any medical equipment you might need and can handle it with confidence.

· Think about the sort of letters you receive from secondary care and the types of test results you see (ECGs, spirometry, blood test results, urinalysis results, skin scrapings, swabs etc). Make sure you can interpret them correctly and explain them to a patient.

Selection of sample cases with accompanying discussion
Document prepared by Kamila Hawthorne
Sample cases prepared by Kamila Hawthorne, Mark Coombe, Chris Elfes and Mei Ling Denney on behalf of the CSA Operations Group
May 2007

How the tools work

Each tool, be it COT, CBD or mini-CEX, is a device for gathering evidence.

This evidence is collected by the trainee in their portfolio, and at the 6 month reviews conducted by the educational supervisor, is used to inform decision made about the trainee’s progress.

It is important then to note that there is no pass/fail standard to any of these workplace-based assessments. The tools simply serve to harvest information and provide the supervisor with material for feedback, identification of learning needs and possible recommendations for change for the trainee.

Across the 12 competency areas in workplace-based assessment, progression towards expertise is described in terms of insufficient evidence, needs further development, competent and excellent.  The competent level reflects the standard for independent practice.  By the end of the training period, a level of competent is expected across all of the areas and it is entirely likely that some trainees in ST1 and ST2 will have developmental needs within some areas and conversely, may achieve excellence in others.

A minimum amount of evidence to be collected prior to each review has been advised, but it is perfectly acceptable, and indeed expected, for more assessments to be performed, or evidence recorded, in order to build up a richer picture of the trainee.

Quick links to tools

MSF   PSQ   COT   CBD   DOPS   CEX   CSR
Competency Areas for Workplace-Based Assessment

WPBA addresses the majority of the curriculum, assessing those parts that are best tested in the workplace.  Twelve areas of professional competence have been extracted from the core curriculum statement ‘Being a General Practitioner’. Detailed descriptors of each of the competency areas who the level of achievement required.

Communication and Consultation Skills
- communication with patients and the use of recognised consultation techniques.


Practising Holistically
- the ability to operate in physical, psychological, socio-economic and cultural dimensions, taking into account feelings as well as thoughts.


Data Gathering and Interpretation
- gathering and use of data for clinical judgement, the choice of examination and investigations, and their interpretation.

Making a Diagnosis/Making Decisions
- a conscious, structured approach to decision-making.

Clinical Management
- the recognition and management of common medical conditions.

Managing Medical Complexity
- aspects of care beyond managing straightforward problems, including the management of co-morbidity, uncertainty and risk, and the approach to health rather than just illness.

Primary Care Administration and Information Management and Technology - the appropriate use of primary care administration systems, effective record keeping and information technology for the benefit of patient care.

Working with Colleagues and in Teams - working effectively with other professionals to ensure patient care, including the sharing of information with colleagues.

Community Orientation
- the management of the health and social care of the practice population and local community. 

Maintaining Performance, Learning and Teaching - maintaining the performance and effective continuing professional development of oneself and others.

Maintaining an Ethical Approach to Practise - practising ethically with integrity and respect for diversity.

Fitness to Practise - the doctor’s awareness of how their own performance, conduct or health, or that of others, might put patients at risk and the action taken to protect patients.

The relationship between these competency areas and the curriculum is shown in the Blueprint and will be described in the e-Portfolio.

Consultation Observation Tool (COT)

This tool has been designed to be used by trainers as an evidence-collecting instrument to support the more holistic judgements made about GP trainees at the interim and final reviews during GP settings. The mini-CEX tool will be used for this purpose in a hospital setting.

The starting point for this assessment is either a video recorded consultation or a consultation directly observed by the trainer. In either case the observation should generate discussion and feedback for the GP trainee.

What to do

•  The GP trainee records a number of consultations on video and selects one for assessment and discussion, or the trainee and the trainer agree one prospective patient encounter which will be the subject of direct observation. In either case the trainee must ensure that the patient has given consent as per the Guidelines for consenting patients.

•  Time is set aside for both GP trainee and trainer to view the consultation together during which time the trainer grades on the form each of the items as I (insufficient evidence) N (needs further development) C (competent) or E (excellent). A detailed guide to these performance criteria can be found in COT: Detailed Guide to Performance Criteria.

•  The trainer then formulates a global judgement for the overall consultation and offers formal feedback on the assessment conducted with recommendations for further work and development by the trainee.


How many consultations should be viewed?
One consultation should be viewed for in-training assessment purposes at each “sitting.” Prior to an interim review at 6 months, six such assessments should be made, thus allowing the exploration of a minimum total of 12 cases over a training year spent in general practice. 

Assessors

While the trainer may well conduct the majority of these assessments, it is recommended that in order to improve reliability of this tool at least one other assessor (another trainer or course organiser or programme director) is involved in rating a few of the cases. 

Consultation selection

Consultations should be selected across a range of patient contexts and over the entire period of training spent in general practice and should include at least one case from each of the following categories:

•  Children (a child aged 10 or under)
•  Older adults (an adult aged more than 75 years old)
•  Mental health

It is likely that more evidence will be generated from consultations with greater complexity.

Patient Satisfaction Questionnaire

The PSQ provides useful feedback to doctors by providing a measure of the patients’ opinion of the doctor’s relationship and empathy during a consultation.  The evidence provided is useful in helping trainer and trainee to address needs and facilitate educational shift during the training period.

PSQ will take place as follows:

Once during months 31 to 34 (Specialty Training Year 3, if in primary care).
Also, PSQ can take place in ST1 or ST2, if in primary care.
That is:           once if GP experience is for 12 months,
                      or twice if GP experience is more than 12 months.              

Process: Obtaining Feedback

1.  GP trainee and trainer should agree a date for the PSQ and a date for interview (not an interim review).

2.  The forms and letters of explanation should be handed to consecutive patients (irrespective of their likelihood of responding) by the receptionist, continuing into subsequent days if necessary. 

3.   Receptionist and trainer complete the declaration form and return to Deanery.

4.   Patients complete the forms and hand back to receptionist. This should continue until 40 completed forms have been returned.

5.   The results need to be inputted on-line using www.eportfolio.rcgp.org.uk/forms. Each deanery will decide who will perform this duty. 

Process: Using Feedback

5.  Once submitted, results are sent to the Educational Supervisor. Results will include mean, median and standard deviation for each question.

6.  Results are anonymous

7.  The Educational Supervisor familiarises him/herself with the feedback prior to the interview and aims to assimilate the numerical scores within the context of the trainee’s overall performance.

Process: The Interview

8.  The interview should be conducted in protected time with no interruptions.  Different individuals may require different lengths of time for reflection.  It may be necessary to schedule the feedback for more than one occasion in order to make best use of data.

9.  The Educational Supervisor can authorise for the transmitting of results to the trainee’s ePortfolio at any time.  The GP trainer will then have access too.

10. The scores for all those completing PSQs will be collated and displayed anonymously on the College website.  This will be updated daily and show averages for those in different stages of specialty training.

11. The Educational Supervisor or GP trainer should ensure that the trainee understands the background and purpose of the PSQ.

12. The interviewer uses skills in feedback.

13. Discussion should centre around the trainee’s expectations in relation to the mean, median and standard deviation for each question.

14. In order to evaluate the success or otherwise of the feedback process, it is suggested that the Trainer and Trainee Diary is used, or an alternative.

14.  If the trainer has any areas of serious concern regarding either the content of the assessment or anticipated difficulties in giving feedback, they should contact their local course organiser/associate adviser for further discussion prior to the interview.

Collecting Evidence

In order for the trainer or educational supervisor to be in a position to monitor the progress of their GP trainee in the twelve areas, information relating to their performance needs to be collected throughout the training period using these tools:

Case-based Discussion (CBD)
Minimums of 6 in ST1, 6 in ST2 and 12 in ST3

Consultation Observation (COT) in primary care
or Mini-CEX in secondary care
Minimums of 6 in ST1, 6 in ST2 and 12 in ST3

Direct Observation of Procedural Skills (DOPS)
Until mandatory section of log complete

Evidence recorded through direct observation of the trainee by the trainer in primary care and Clinical Supervisors’ Reports (CSR) when in secondary care.

Multi-Source Feedback (MSF)
Two cycles in both ST1 (clinicians only) and ST3 (clinicians and non-clinicians)

Patient Satisfaction Questionnaire (PSQ)
One cycle in ST1 or ST2, when in primary care, and one in ST3

Results for the MSF and PSQ will be entered on-line with results appearing later in the e-Portfolio. The other tools will be completed by the trainer, clinical or educational supervisor and will contribute to the e-Portfolio which is then used, in its totality, to support judgments made at the interim and final reviews. 

Each tool (form) once completed will be filed in the e-Portfolio.  It will be automatically tagged under the appropriate competency area headings so that the results and free text comments are brought up during the interim and final reviews.  In addition, the trainer or supervisor will also have the opportunity to file items under a content heading as well.

	Doctor's Surname


	Forename
	GMC Number


	Clinical setting: 
name of organisation:



	Hospital
	General Practice


	Please tick referring to the descriptors in the detailed guide to the performance criteria for the COT
	Insufficient evidence
	Needs further development
	Competent
	Excellent

	A. Discovers the reasons for the patient’s attendance. 

	1. Encourages the patient’s contribution
	
	
	
	

	2. Responds to cues 
	
	
	
	

	3. Places complaint in appropriate psychosocial contexts
	
	
	
	

	4. Explores patient’s health understanding 
	
	
	
	

	B. Defines the clinical problem

	5. Includes or excludes likely relevant significant condition
	
	
	
	

	6. Appropriate physical or mental state examination
	
	
	
	

	7. Makes an appropriate working diagnosis
	
	
	
	

	C. Explains the problem to the patient

	8. Explains the problem in appropriate language
	
	
	
	

	D. Addresses the patient’s problem

	9. Seeks to confirm patient’s understanding  
	
	
	
	

	10. Appropriate management plan


	
	
	
	

	11. Patient is given the opportunity to be involved in significant management decisions
	
	
	
	


	
	Insufficient evidence
	Needs further development
	Competent
	Excellent

	E. Makes effective use of the consultation 

	12. Makes effective use of resources
	
	
	
	

	13. Conditions and interval for follow up are specified
	
	
	
	


	Overall Assessment: Please tick
	Feedback and recommendations for

	I
	N
	C
	E
	further development:

	
	
	
	
	

	Agreed action:




	Assessor’s signature:
	Date

	Assessors name


	Time taken for discussion

	
	Time taken for feedback


COT: Detailed Guide to the Performance CriteriaPRIVATE 
PC1:
The doctor is seen to encourage the patient’s contribution at appropriate points in the consultation.

This PC is particularly looking for evidence of a doctor’s active listening skills, the ability 

to use open questions, to avoid unnecessary interruptions, and the use of non-verbal 
skills, in exploring and clarifying the patient’s symptoms.

Remember to think of the competences as active ones.  In many consultations there is 

little need to encourage; the patient comes in and states what is the matter, and the 

doctor may not necessarily be given credit for that. You should seek for evidence that the doctor can encourage a contribution from a patient when encouragement is needed.

PC2:
The doctor is seen to respond to signals (cues) that lead to a deeper understanding of the problem 

The competence is to respond appropriately to important, significant (in terms of what emerges afterwards) cues. 

Take account of non-verbal cues, if these are evident. However, the doctor’s response to a non-verbal cue may either be verbal (commenting that a patient seems upset, worried etc), non-verbal (use of silence) or active (a change in body posture, a touch to the patient, offering the patient a tissue).  It is important that you are alert for these responses. 

This PC certainly incorporates “showing empathy”, and if you notice an empathic response, consider whether it represents a response to a cue (i.e. the “cue” may be explicit, but the emotional significance that is being responded to may be quite subtle).

PC3:

The doctor uses appropriate psychological and social information to place the complaint(s) in context.

We expect candidates to consider relevant psychological, social including occupational aspects of the problem: these may be known beforehand, or offered spontaneously by the patient, or elicited. The competence is to use the information in exploring the problem e.g. “how does your backache affect your life as a builder”. 

PC4:

The doctor explores the patient’s health understanding.

This PC incorporates exploring the patients “ideas, concerns and expectations”, in the context of the Unit - “Discover the reasons for the patient’s attendance”. The competence is the curiosity to find out what the patient really thinks - a cursory “what do you think?” without any response to the answer will not do.  But questions like “what did you think was going on………..what would be your worst fear with these symptoms……….were you concerned this was serious…….what were you hoping I would do for this condition are much more likely to get a valuable response.

PC5:
The doctor obtains sufficient information to include or exclude likely relevant significant conditions.

Registrars demonstrate this competence by asking questions around relevant hypotheses. It is important to remember the context of general practice, and especially that registrars are not (usually) specialist-generalists in any field.

This is the medical safety PC, which addresses the focused enquiry that commonly occurs during the consultation, not necessarily at a particular stage: it may happen during an examination, or later, during the explanation, or even as an afterthought.

This is an occasion when closed questions may be the most efficient method of obtaining the information, for example to determine whether or not a patient with headaches might have a serious illness such as raised intracranial pressure.  It does not mean that the doctor has to go into every conceivable detail or chase rare diagnoses.  Remember that it is part of the element obtain sufficient information about symptoms and details of medical history which in turn is part of defining the clinical problem(s).  It is about taking a history in the degree of detail which is compatible with safety but which takes account of the epidemiological realities of general practice.

PC6:
The physical/mental examination chosen is likely to confirm or disprove
hypotheses that could reasonably have been formed, OR is designed to address a patient’s concern.
The competence will usually be the choice of examination, not the way it is done (because the video may not be the best place for that to be assessed- however it may generate discussion in this area).   A mental state examination would be appropriate in a number of cases.  Intimate examination should not be recorded!

PC7:

The doctor appears to make a clinically appropriate working diagnosis

Whilst this is included in the consultation summary form there should be evidence on 

the video of a clinically appropriate diagnosis or hypothesis having been made. 

PC8:

The doctor explains the problem or diagnosis in appropriate language. 

There must be evidence of an explanation of the patient’s problem.  The element states that the findings should be shared with the patient.  As educational supervisors we need to judge the quality of the explanation. A short explanation may be enough but it must be relevant, understandable and appropriate. It is essential for an adequate explanation.

Excellent registrars will incorporate some or all of the patients’ health beliefs - in other words, one that responds to the health beliefs considered in PC4. It is unlikely that this PC could be demonstrated in the absence of PC4.  However, on occasion, the patient will volunteer their health belief without prompting.

Essentially it requires a reference back to patient-held ideas during the explanation of the problem/diagnosis.

PC9:  
The doctor specifically seeks to confirm the patient’s understanding of the diagnosis
This competence implies a quite discrete process: a digression after the explanation, to check how well it has been understood. A cursory “Is that OK?” or the patient simply nodding is not enough.  It must be an active seeking out of the patient’s understanding.  Questions such as “Tell me what you understand by that” or “What does the term angina mean to you?” and a dialogue between patient and doctor ensuring that the explanation is understood and accepted, are essential.  
PC10:

The management plan (including any prescription) is appropriate for the working diagnosis, reflecting a good understanding of modern accepted medical practice.

It is important that the management plan relates directly to the working diagnosis and 

must represent good current medical practice.   Please remember, however, that in 

the UK there are large differences, due to local guidelines or resources, in the availability of investigations in primary care, such a PSA tests, access to ultrasound and echocardiography.  Management must be a safe plan even though it may not be what you would do.  Investigations and referral should be reasonable. The prescribed medication (if any) should be safe and reasonable, even if not your preferred choice!

PC11:

The patient is given the opportunity to be involved in significant management decisions. 

This was formerly “sharing management options” - the new version seeks to reward the underlying competence of doctor and patient engaging in shared decision making. Included in this competence is establishing the conditions for shared decision-making, such as the patient’s willingness to be involved (at least a third are unwilling), their ability to take decisions (some are not able), and the evidence-base on which any decisions are being made. 

The registrar should be rewarded for addressing any of these aspects of the competence: they do not need to take the patient right through to a decision.

PC12:

Makes effective use of resources

This criterion relates to the doctor using resources effectively (e.g. effective use of time).
PC13:

The doctor specifies the conditions and interval for follow-up or review.

This criterion within the unit Make effective use of the consultation should be straightforward. It should be interpreted broadly, so that any reference to returning (“next week”, “when the tablets run out”, “if not better in a few days”, “see the nurse for a BP check in 1 month”, etc.) may be rewarded.

Case-based Discussion (CBD)

Case-based discussion (CBD) is a structured interview designed to explore professional judgement exercised in clinical cases which have been selected by the GP trainee and presented for evaluation.  Evidence collected through CBD interviews (called ‘Discussions’ below) will support the judgements made about trainees at the interim and final reviews throughout the entire programme of GP training. The CBD tool has been designed to be used in both hospital and GP settings.

Professional judgement may be considered as the ability to make holistic, balanced and justifiable decisions in situations of complexity and uncertainty.  It may include the ability to make rational decisions in the absence of complete information or evidence, and to take action or even do nothing in such situations. It requires a selection of attributes: recognising uncertainty/complexity, application or use of medical knowledge, application or use of ethical and legal frameworks, ability to prioritise options, consider implications and justify decisions.

How to start

•  The GP trainee is responsible for selecting cases, organising the Discussion and ensuring the paperwork is properly completed. 

•  The trainee should ensure that a balance of cases are represented including those involving children, mental health, cancer/palliative care and older adults, across varying contexts i.e. surgery, home visits and out-of-hours contacts.

How many cases should be discussed?

Years ST1 and ST2
•  For each Discussion the trainee will select two cases and present copies of the clinical entries and relevant records to the assessor one week before the discussion.
•  The assessor selects one of the cases for discussion.

Prior to each interim review a minimum of 3 Discussions should have taken place, discussing 3 out of 6 cases. There will 2 reviews each year, and therefore a minimum of 6 Discussions each year.

Year ST3 
•  For each Discussion the trainee will select four cases and present copies of the clinical entries and relevant records to the assessor one week before the discussion.
•  The assessor selects two of the cases for discussion.

Prior to the 30 month review a minimum of 6 Discussions should have taken place, discussing 12 cases from a possible 24.

Prior to the final review a minimum of 6 more Discussions should have taken place, discussing 12 more cases from a possible 24.

Downloads

How to plan and conduct the CBD interview

HYPERLINK "http://www.rcgp.org.uk/docs/nMRCGP_CBD%20Structured%20Question%20Guidance.doc" \o "CBD Structured Question Guidance"
CBD Structured Question Guidance

HYPERLINK "http://www.rcgp.org.uk/docs/nMRCGP_CBD%20Discussion%20Notes%20Sheet.doc" \o "CBD Discussion Notes Sheet"
CBD Discussion Notes Sheet

HYPERLINK "http://www.rcgp.org.uk/docs/nMRCGP_Sample%20Form.doc" \o "Sample Form"
Sample Form
Case-based Discussion Form

	Doctor's Surname

	Forename
	GMC Number


	Clinical setting: 
Name of organization:

	Hospital
	General Practice


	Please tick, referring to the competency area descriptors in the

e-portfolio
	Insufficient evidence or not assessed
	Needs further development
	Competent
	Excellent

	Practising holistically
	
	
	
	

	Data gathering and interpretation
	
	
	
	

	Making diagnoses/decisions
	
	
	
	

	Clinical management
	
	
	
	

	Managing medical complexity
	
	
	
	

	Primary care administration/IMT
	
	
	
	

	Working with colleagues and in teams
	
	
	
	

	Community orientation
	
	
	
	

	Maintaining an ethical approach
	
	
	
	

	Fitness to practise
	
	
	
	


	Overall assessment: Please tick
	Feedback and recommendations for further development:


	Needs further
	Competent
	Excellent
	

	
	
	
	

	Agreed action:


	Assessor’s signature:
	Date

	Assessors name

	Time taken for discussion

	
	Time taken for feedback


Where to find the Evidence

	Competency Area
	MSF
	PSQ
	COT
	CBD
	CEX
	CSR

	Communication and consultation skills
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	Practising holistically
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	Data gathering and interpretation
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	Making a diagnosis/decisions
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	Clinical management
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	Managing medical complexity
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	Primary care admin and IMT
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	Working with colleagues and in teams
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	Community orientation
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	Maintaining performance, learning and teaching
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	Maintaining an ethical approach
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	Fitness to practise
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Training Record

Every six months, the GP trainee will meet with their trainer or educational supervisor to complete an interim review of progress.  Evidence collected is reviewed, a self-assessment conducted and the trainee’s progress assessed by the trainer in each of the twelve competency areas.  Towards the end of training, a final review is conducted, this time without the trainee’s self-assessment.  Successful completion requires achievement in each of the twelve competency areas.  The trainer makes a recommendation to the deanery regarding the competence of the trainee.  A failure to reach the standard will trigger a review by an expert deanery panel, which will make decisions and recommendations as to whether the workplace-based assessment has been completed satisfactorily.

Curriculum coverage

Episodes of learning that are rich in knowledge, such as those that may arise from tutorials, will not be assessed, but will allow trainees and educators to monitor how the knowledge base of the curriculum is being covered in preparation for the Applied Knowledge Test.

Skills

A technical skills log records assessment by DOPS building on those examination and procedural skills acquired in Foundation.

Professional Competencies

Progression across the twelve competency areas is recorded at regular, evidenced, staging reviews.  These areas have been identified as those areas of professional practice that are best tested in the workplace.  The areas, although derived from the RCGP curriculum, do not represent general practice in its entirety and should not be treated as a comprehensive curriculum for professional training. 

Each area has been defined in terms of developmental word pictures that reflect increasing expertise:
(I) Insufficient evidence
From the available evidence, the doctor’s performance cannot be placed on a higher point of this developmental scale.

(N) Needs further development
Rigid adherence to taught rules or plans.  Superficial grasp of unconnected facts.  Unable to apply knowledge.  Little situational perception or discretionary judgement.

(C) Competent
Accesses and applies coherent and appropriate chunks of knowledge.  Able to see actions in terms of longer-term goals. Demonstrates conscious and deliberate planning with increased level of efficiency.  Copes with crowdedness and able to prioritise.

(E) Excellent
Intuitive and holistic grasp of situations.  No longer relies on rules or maxims.  Identifies underlying principles and patterns to define and solve problems.  Relates recalled information to the goals of the present situation and is aware of the conditions for application of that knowledge.

Required Minimum Evidence

Prior to each review, the trainee is required to collect a number of pieces of evidence to support judgments that will be made about their progress.  The minimum data set required is shown below.

The description given below applies only to those starting a three-year programme on 1 August 2007. Trainees who have two years of training to complete from 1 August 2007, will begin WPBA from the heading Specialty Training Year 2 onwards. Trainees who have one year of training to complete from 1 August 2007, will begin WPBA from the heading Specialty Training Year 3 onwards.
 
Please note that further information about these arrangements will be available in due course via the Deaneries and Trainers.  Doctors who have completed hospital and/or GPR posts prior to 1 August 2007, will be asked to produce the usual VTR/2 and/or VTR/1 forms for these posts.

	Specialty Training Year 1
Minimums prior to 6 month review

• 3 x COT or mini-CEX
• 3 x CBD
• 1 x MSF, 5 clinicians only
• DOPS, if in secondary care
• Clinical supervisors’ reports, if in secondary care

Minimums prior to 12 month review

• 3 x COT or mini-CEX
• 3 x CBD
• 1 x MSF, 5 clinicians only
• 1 x PSQ, if in primary care
• DOPS, if in secondary care
• Clinical supervisors’ reports, if in secondary care

Specialty Training Year 2
Minimums prior to 18 month review

• 3 x COT or mini-CEX
• 3 x CBD
• PSQ, if not completed in ST1
• DOPS, if in secondary care
• Clinical supervisors’ reports, if in secondary care

Minimums prior to 24 month review
• 3 x COT
• 3 x CBD
• PSQ, if not completed in ST1

 Specialty Training Year 3 (primary care)
Minimums prior to 30 month review
• 6 x CBD
• 6x COT
• 1 x MSF

Minimums prior to 34 month review
• 6 x CBD
• 6 x COT
• 1 x MSF
• 1 x PSQ

Notes
1. Throughout the training mini-CEX and COT assessments will be used interchangeably. The former being adopted in the secondary care setting, the latter in primary care.

2. DOPS assessment will only need to be carried out until the mandatory practical skills have been assessed as satisfactory.

3. Patient satisfaction will only be assessed in the primary care setting.

4. Multi-source feedback will involve clinical raters only when in secondary care and both clinical and non-clinical raters when in primary care.

 

The e-Portfolio

The evidence for WPBA will be recorded in a web-based e-portfolio.  The e-portfolio is much more than an electronic record of specialist training, updated and accessible through the internet, it records details of achievement in the Applied Knowledge Test and Clinical Skills Assessment, and documents all stages of training, records evidence of WPBA, `reviews with educational supervisors and the subsequent development as a General Practitioner.

A record of personal development and experience is becoming mandatory for all doctors. It provides evidence that training has taken place and allows the GP trainee to reflect on a range of learning opportunities. The WPBA is defined as the evaluation of a doctor’s progress in their performance over time, in those areas of professional practice best tested in the workplace.

Workplace-based assessment brings together teaching, learning and assessment.  Trainees will know what is expected of them and will have the opportunity to demonstrate attainment over time in a variety of contexts.  The assessment recorded in the e-Portfolio will be drawn from performance and evaluation taking place in the real situations in which doctors work. It also allows competency in areas such as team-working to be appraised in a manner which cannot be done by the AKT and the CSA.

Many tools will be completed on-line without the contributor having to enter the e-Portfolio. Writing to many parts of the e-Portfolio will be limited to the trainer or educational supervisor.  The personal section of the e-Portfolio will be hidden to all except the GP trainee.

The AKT and CSA must be passed before the e-Portfolio can be signed off as a complete record of GP training and a recommendation of certification (CCT), inclusion in the General Medical Council’s GP Register and applying for membership of the Royal College of General Practitioners.

Plan of the e-Portfolio

Education Log

Learning Log Entries
Clinical encounters, tutorials, reading, lectures, seminars, professional conversations and more.

Personal Development Plan
A dynamic record of training needs

Evidence

Progress to Certification
Information on CCT, chart summarizing progress, declarations and more.

Applied Knowledge Test (AKT)
Information on AKT, how to book a test and record of result.

Clinical Skills Assessment (CSA)
Information on CSA, online application and record of result.

Workplace-based Assessment (WPBA)
Information on WPBA, professional competencies, DOPS, CBD, MSF, PSQ, CSR, mini-CEX, COT.

Reviews
6 month, 12m, 18m, 24m, 30m and final review, Deanery Panel Reviews.

Skills Log
Record of skills.

Resources

Curriculum
‘Being a GP’ linked to RCGP curriculum.

Resources
RCGP resources, ITI, external resources, e-learning links, podcasts and library resources.

Courses
National and local courses from RCGP.

Personal Library
Record of literature and sources used, including search facility.

Mail box

SMS, Email and reminders
Patient Satisfaction Questionnaire

The PSQ provides useful feedback to doctors by providing a measure of the patients’ opinion of the doctor’s relationship and empathy during a consultation.  The evidence provided is useful in helping trainer and trainee to address needs and facilitate educational shift during the training period.

PSQ will take place as follows:

Once during months 31 to 34 (Specialty Training Year 3, if in primary care).
Also, PSQ can take place in ST1 or ST2, if in primary care.
That is:           once if GP experience is for 12 months,
                      or twice if GP experience is more than 12 months.              

Process: Obtaining Feedback

1.  GP trainee and trainer should agree a date for the PSQ and a date for interview (not an interim review).

2.  The forms and letters of explanation should be handed to consecutive patients (irrespective of their likelihood of responding) by the receptionist, continuing into subsequent days if necessary. 

3.   Receptionist and trainer complete the declaration form and return to Deanery.

4.   Patients complete the forms and hand back to receptionist. This should continue until 40 completed forms have been returned.

5.   The results need to be inputted on-line using www.eportfolio.rcgp.org.uk/forms. Each deanery will decide who will perform this duty. 

Process: Using Feedback

5.  Once submitted, results are sent to the Educational Supervisor. Results will include mean, median and standard deviation for each question.

6.  Results are anonymous

7.  The Educational Supervisor familiarises him/herself with the feedback prior to the interview and aims to assimilate the numerical scores within the context of the trainee’s overall performance.

Process: The Interview

8.  The interview should be conducted in protected time with no interruptions.  Different individuals may require different lengths of time for reflection.  It may be necessary to schedule the feedback for more than one occasion in order to make best use of data.

9.  The Educational Supervisor can authorise for the transmitting of results to the trainee’s ePortfolio at any time.  The GP trainer will then have access too.

10. The scores for all those completing PSQs will be collated and displayed anonymously on the College website.  This will be updated daily and show averages for those in different stages of specialty training.

11. The Educational Supervisor or GP trainer should ensure that the trainee understands the background and purpose of the PSQ.

12. The interviewer uses skills in feedback.

13. Discussion should centre around the trainee’s expectations in relation to the mean, median and standard deviation for each question.

14. In order to evaluate the success or otherwise of the feedback process, it is suggested that the Trainer and Trainee Diary is used, or an alternative.

14.  If the trainer has any areas of serious concern regarding either the content of the assessment or anticipated difficulties in giving feedback, they should contact their local course organiser/associate adviser for further discussion prior to the interview.

 

http://www.rcgp.org.uk/councils__faculties/rcgp_scotland/products__services/care_measure.aspx#WhatisCAREmeasure
http://www.rcgp.org.uk/pdf/MAP%20CARE%20questionnaire.pdf
 
	Specialty Training Year 3 (primary care)
Minimums prior to 30 month review
• 6 x CBD
• 6x COT
• 1 x MSF

Minimums prior to 34 month review
• 6 x CBD
• 6 x COT
• 1 x MSF
• 1 x PSQ

Notes
1. Throughout the training mini-CEX and COT assessments will be used interchangeably. The former being adopted in the secondary care setting, the latter in primary care.

2. DOPS assessment will only need to be carried out until the mandatory practical skills have been assessed as satisfactory.

3. Patient satisfaction will only be assessed in the primary care setting.

4. Multi-source feedback will involve clinical raters only when in secondary care and both clinical and non-clinical raters when in primary care.

 

 

 

 

 

 

 

 


The Examination for Membership of the Royal College of General Practitioners (MRCGP)
Important notice to all candidates attempting modules of the MRCGP examination during 2007 and 2008.

MRCGP / nMRCGP – changes to the published transitional arrangements for 2007 and 2008
The arrangements for transition between the current MRCGP examination and the nMRCGP assessment process have been amended to accommodate those who will not have time to complete the Workplace Based Assessment (WPBA) of nMRCGP, for example those starting their final year of training in February 2007.

WPBA will be available from August 2007. The College considers that it is impractical and inappropriate to attempt WPBA in just six to eleven months.  GPRs completing training before the end of July 2008, i.e. those with less than 12 months of training to complete from August 2007, have been advised by their deaneries, the College and NOSA, to apply for summative assessment (for a CCT) and, if desired, the current MRCGP examination.  Many GPRs have already applied for either the summer or winter 2007 examination sessions, but we understand that there are some who missed the 9 February deadline.

The closing date for applications to the winter 2007 MRCGP examination session (Wednesday 29 August 2007) remains unchanged, but this will be open to first time applicants, as well as those wishing to complete the examination or re-sit modules previously failed.

In order to ensure that all applicants are afforded the option of three attempts at each module, the cut-off point for the availability of MRCGP components has been extended by six months to include a Written Paper session in October 2008 and Oral examinations in November/December 2008.  Candidates by that time requiring passes in the Multiple Choice Paper and Consulting Skills modules of the current MRCGP will be required instead to attempt the nMRCGP Applied Knowledge Test (AKT) and Clinical Skills Assessment (CSA) respectively.

The following options for those attempting modules of the MRCGP examination during 2007 and 2008 will be available:

	 MRCGP modules
	Summer 2007
	Winter 2007
	Summer 2008
	Winter 2008

	Multiple** Choice paper
	May 2007
	October 2007 – nMRCGP AKT
	May 2008 - nMRCGP AKT
	October 2008 - nMRCGP AKT

	Written paper
	May 2007
	 October 2007
	 May 2008
	October 2008

	Oral examination
	June/July 2007
	November / December 2007
	June/July 2008
	November /December 2008

	Consulting skills (video)
	May 2007
	 November 2007
	May 2008
	October 2008 - nMRCGP CSA*

	Consulting skills (Simulated surgery)
	March & July 2007
	October /November 2007 - nMRCGP CSA* or video
	May 2008 –nMRCGP CSA* or video
	October 2008 - nMRCGP CSA*


* the dates for these assessments are not yet confirmed
** the additional AKT planned for February 2008 will only be available to nMRCGP candidates

The arrangements above supersede those described in Information Sheet No. 2 (revised in January 2007).

The arrangements for acquiring a CCT via Summative Assessment during the transition period remained unchanged (please refer to Information Sheet No. 3).

http://www.rcgp.org.uk/exams/examination_home.aspx
Preparation Greeting


Golden Minute/ Opening statment








Gathering information











Parallel search of two frameworks








Disease Framework


(Doctor’s agenda)


History – symptoms & their characteristics


Relationship between symptoms


Clarification of symptoms


Time frame of symptoms


Red flag symptoms


Symptom analysis


Targeted Relevant functional enquiry/Systems R/V


Targeted Examination - signs


Pattern Recognition


Scripts








Illness Framework


(Patient’s agenda)





Listening for and checking out patient cues Verbal & non- verbal cues





Ideas


Concerns


Expectations





Effects





Feelings


Thoughts














Integration of the two frameworks








Understanding the patient’s unique experience of the illness  


Empathy


Eliciting patient’s health beliefs








Explanation and planning in terms the patient can understand and accept & using the patient’s health beliefs


Reaching a shared understanding and decision making


Mutually understood common ground


Explore & Respond to patient’s understanding of treatment.


 Chunk and check


Arrangement for follow-up


Safety-netting


Final checking


Housekeeping








Underlying pathology


Differential diagnosis


Investigations
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