Becoming Competent at Assigning Competencies


PART ONE – The QUIZ  (20 mins)
Welcome to the competency quiz.   The winner gets something nice!

ONLY LOOK AT ONE PAGE AT A TIME, DO NOT LOOK AHEAD!

Q1  What is competence?

Q2 How many RCGP Competencies are there?

Q3 Can you list all the 13 Competencies 
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.
Rule 1: You cannot be competent at assigning competencies if you don’t know what they mean.  So, can you write down briefly what each one means.   Write something next to each of the ones you have listed above.                                                                                       


          Total marks out of 30?
ANSWERS 

Q1  What is competence?

Competence means having the successful abilities – like good enough knowledge and good enough skills necessary for professional practise.   (1 mark for each of the highlighted bits, max 3).

Q2 How many RCGP Competencies are there?

Answer 13. (1 mark)
Q3 Can you list all the 13 Competencies 

13 marks

1. Communication and consultation skills (CS)

2. Practising holistically (PH)

3. Data gathering and interpretation (DG)

4. Making a diagnosis and making decisions (MD)

5. Clinical management (CM)

6. Managing medical complexity and promoting health (MMC)

7. Organisation, management and leadership (OML)

8. Working with colleagues and in teams (WWC)

9. Community orientation (CO)

10. Maintaining performance, learning and teaching (PLT)

11. Maintaining an ethical approach to practice 

12. Fitness to practise (FTP)

13. Clinical examination and procedural skills (CEPS)
Q5 Rule 1: You cannot be competent at assigning competencies if you don’t know what they mean.  So, can you write down briefly what each one means.

13 marks.   Share this table with your trainee?
	1. Communication/Consultation Skills (CS)
	· Communication with patient

· Recognised consultation techniques

	2. Practising Holistically (PH)
	· Physical, Psychological, Social, Economic, Culture

· Explores feelings

	3. Data Gathering (DG)
	· History (focused, appropriate yet comprehensive)
· Examination (appropriate)

· Investigations (appropriate)

· Looking up & interpreting results

	4. Making Diagnosis/Decisions (MD)
	· Coming to a diagnosis
· Making other decisions (eg how did they decide… what investigations, what management, veering off guidelines, what to explain, what not to,  etc)

	5. Clinical Management (CM)
	· As per national guidelines, local guidelines, or other common pathways
· Reasonable?   Safe?

	6. Managing Medical Complexity (MMC) *****
DIFFICULT ONE
	· Managing lots of problems – eg acute and chronic, managing co-morbidy
· Dealing with risk and uncertainty

· Promoting health - focusing on health than just illness

	7. Organisation, Management, Leadership (OML)
Easy to get but trainees don’t write about it because they don’t realise they can!


	· Record keeping
· Use of the computer in the consultation

· Managing change
· Organisational Skills (delegating, prioritising)

· Leadership skills (coordinating people/health professionals, coordinating services, empowering people, preventing collusion of anonymity)

· Doing mini-research/audit etc to improve practice
· 

	8. Working With Colleagues (WWC)
	· This is about working EFFECTIVELY with other health professionals to ensure good patient care. So…
· Not just a referral, but say a good referral letter.

· Not just a quick admission – but good handover and sharing of information.

	9. Community Orientation (CO) *****
DIFFICULT ONE


Trainees often write about an individual patient and how they made them aware of all the community services available.  This is NOT community orientation.
	· As the name suggests, this is about the PATIENT COMMUNITY, not the INDIVIDUAL PATIENT!
· Rationing – not referring or Ix blindly for fear of  breaking NHS resources and thus health of other patients.  Using services wisely.

· Developing something for a patient that can be used for other patients – e.g. a good leaflet on say sciatica for your Punjabi speaking patients.  Or getting some mental health self-help workbooks for all your GPs to use. 

· Getting in touch with Slimming World to get some free vouchers for your patients. 

· Getting involved with a patient participation group.

· Developing a new service.  Doesn’t need to be clinical - setting up TV information screens for instance.  

· Redesigning the health information boards.

· Doesn’t have to be about health.  Could be social care.

	10. Performance, Learning & Training (PLT)
	· Educating oneself – over and beyond what is expected from you.  Eg Doing a module on contraception.   Attending courses, webinars etc.

· Educating others – delivering teaching to GPs, med students, HDR, other trainees, nurses, admin staff etc.

	11. Ethical Approach

Should be EASY but trainees fail to reference to the theory or ethical frameworks which then begs the question if they understand what they are doing.


	· Should be able to justify one’s approach IN REFERENCE to the ethical theories/frameworks.   Things like…

	12. 
	· Autonomy

· Beneficence

· Non-maleficence

· Justice/Fairness
	· Aristotle’s morality – doing the right thing, integrity

· Patient centred approach

· Egalitarianism

· Utilitarianism – greatest good for greatest number (eg rationing)
	· Consent

· Confidentiality

· Respect for diversity

	13. Fitness to Practise (FTP) *****
DIFFICULT ONE
	· This is a difficult one to get because it is about the doctor being aware of their own performance and what affects it. 
· It is not about them showing themselves that they are clinically ‘fit’!
· It is about recognising actual things that did or could have affected their conduct/performance and what they did to manage it.

· Things like lack of patient information, computers breaking down, running late, being anxious, the angry patient and the feelings evokes in you, lack of self-confidence, health problems, work overload, appointments elsewhere to get to, financial difficulties, etc.

· It’s important to recognise these things because 1. It can have an adverse effect on patients and 2. It can have a future adverse effect on ourselves and on 3. Our families.

· A burnt-out doctor is not good or fair on patients, not good or fair on ourselves, and not good or fair on our families.   Let’s value and take care of ourselves.

	14. Clinical Examination & Procedural Skills (CEPS)

Should be EASY but trainees forget to write about them because they think of the formal CEPS they must do.  But this is an easy area to get!
	· The trainee can’t just say “I did a chest examination”.  Their writing should show what they did and signs they picked up and interpreted.   For example.
· “I went to see a chap with Asthma.  I could see he was struggling.   Although he was pink, there was some subcostal recession, RR 48 and he was using some of his respiratory accessory muscles.   He was able to speak sentences.  His sats were 95% but his was tachycardic at 110.   He had some creps at his left base.”


Total marks out of 30?
PART TWO – But how do you assign competencies in a log entry.  (40 mins)
First of all, understand this….

· The 13 competencies define EVERYTHING THAT A GP DOES.

· Can you think of anything that you do that doesn’t fit into one of these categories?   I bet you don’t!

· So, if all these 13 things define everything that we do, then surely, if a trainee can show that they are good enough in each of these 13 things, they should be good enough to become a GP.  Right?
· Discuss (5 mins)

Second, let’s look at some log entries and see if we can work out how and when to assign a competency to a log entry.  (20 mins total)
· Validating against competency areas - read the first two learning log entries on the next page. Pay particular attention to the competency areas the Educational Supervisor has validated them against.

· Do you think the ES validation is appropriate?    Which, if any, are not? 
· Are there any that you think should be included that are not? (look back at the 13 competency list)
· Discuss after reading log entries 1 & 2 

Key Rules

· When awarding a Competency, the log entry must be a strong indicator of it, not just a flimsy one…..  

For example, in Communication Skills – you must say what exactly you said or did and preferably relate it to consultation theory/skills/micro-skills.   For Data Gathering – you must summarise what history you took and what the results of examination and investigations were.  For CEPS: you must detail the examination rather than write “chest examination normal”.  For Decision Making – just must say how you came to a decision – was it from guidelines?  Did you veer off from guidelines – and why?  Was it one based primarily on ethics?  Did you make a joint decision with the patient? Did you seek a second opinion from a colleague… And so on.  Hope you get the idea.   For Working With Colleagues – it must be more than “referred to surgical team”.  You might want to talk about the importance of a good handover, any difficulties you experienced, other health professionals you involved in the care, other health professionals whose opinions you sought and so on.  
· Can assign if the competency even if it shows good poor evidence of that competency.  It’s not about being competent.  Just whether the person show competent or incompetence in that area.

Finally, now that you understand that every competency must show strong evidence of the competency (not just a flimsy one) – read Log Entries 3 and 4 and discuss.  (20 mins total)

· Which is log entry is better – 3 or 4?  Both are roughly similar in length in terms of the write up.  
· Can you see that lengthy write ups don’t necessarily get marks if it’s just mostly waffle?
· You only get competencies awarded if there is strong detailed evidence of that competency in the write up.   If you ever think “mmmm I’m not sure, it’s 50:50” – then go for a NO!  
· And finally, using competencies as subheaders can help focus your write up and make you think more!
LOG ENTRY 1

Clinical Encounter

Current Selections

• Professional Competences 4 Making a diagnosis/decisions
• Curriculum Statement Headings 3.3 Ethics and Values Based Medicine

• Curriculum Statement Headings 7 Care of Acutely Ill People

• Curriculum Statement Headings 10.1 Women's health

• Curriculum Statement Headings 11 Sexual Health

• Curriculum Statement Headings 13 Care of People with Mental Health Problems

• Curriculum Statement Headings 15.7 Neurological problems
	Date
	07/6/2018

	What happened?
	ST1 45 year old German woman in UK on business had presented to A&E with an acute 'psychosis' & was initially referred to the psychiatrists. However her subsequent obs

showed a pyrexia of 39.5 & she was found to have an Hb 6.6 & low platelets at 60, deranged LFTs & raised CRP. It was a very difficult situation as she appeared unable to speak/understand English. The interpreter managed to get a contact no for her husband who spoke English. I spoke to him & it transpired that she had recently been in West Africa. She had no previous psychiatric history.



	What, if anything, happened subsequently?
	Her malarial films were positive for falciparum malaria & she was commenced on treatment for cerebral malaria, after discussion with the infectious disease unit & she made a full recovery. On recovery she was completely fluent in English! On the advice of the infectious disease unit we had done an HIV test on admission & unfortunately she was positive. The GUM registrar came accross to inform the patient of the result & I asked if I could be present as I had developed quite a good rapport with the patient by then.



	What did you learn?
	Lots!

1)How easy it can be to miss a physical cause for psychiatric symptoms.

2)How useful/helpful the ID & GUM team were, not at all like the surgeons!

3)I watched the GUM reg break bad news to the patient in a very skillfull way checking out what she already knew & giving her lots of time to ask questions. She also took a sexual history which revealed she had had a relationship in West Africa. The registrar also advised her that her husband would need to be tested/informed



	What will you do

differently in future?
	I will always remember to exclude a physical cause for new onset physical symptoms

I would feel happier about breaking bad news in future



	What further learning needs did you identify?
	need to find out more about the management of HIV infection

	How and when will you

address these?
	? e module


Comments [10/09/2018 12:14:09] Dr Joan Smith (Educational Supervisor)

What an incredibly complex case. There are quite a lot of ethical issues here that you could have commented on. presumably the patient was unable to consent to an HIV test. How do you feel about this? is it ethical?. What about your responsibilites to the womans husband. Clearly the GUM reg handled the situation very well, but what would the implications have been if she had not been willing to inform her husband
LOG ENTRY 2

Professional Conversation

Current Selections

• Professional Competences 10 Maintaining performance, learning and teaching

• Curriculum Statement
	Date
	1/6/2018

	What happened?
	ST1 6 month educational supervision with Dr Smith at her surgery


	What, if anything, happened subsequently?
	Following educational supervision

	What did you learn?
	Need to put more clinical encounters into learning log & to be more selective in my choice of curriculum headings


	What will you do

differently in future?
	Aim to spend 15 mins a day on eportfolio

	What further learning needs did you identify?
	

	How and when will

you address these?
	Will try to look at my porfolio on a daily basis


Comments [17/09/2009 13:04:30] Dr Joan Smith (Educational

Supervisor)

I remember our conversation as being a little bit more detailed than that! We spoke about some of the difficulties you had had making entries due to your lack of a home internet connection, which has now resolved. We also spoke about the fact that your personal organisational skills are suboptimal. I had to chase you several times to arrange our appointment & enter your evidence which is not satisfactory. You have also ’forgotten’ your turn at journal club on the VTS on 2 occasions. You are responsible for your own learning & i expect to see a significant improvement in this area over the next 6 months
Quick Question…

What FEELINGS does this log entry evoke in you as a GP Trainer?
LOG ENTRY 3 Conversation
	Date
	1/6/2018

	What happened?
	An 84 year old lady was brought in by her family c/o a 12 hr history of persistent anterior chest and epigastric pain radiating to the back with associated nausea and vomiting. Nursing triage notes stated PMH of IHD and previous MI and therefore serial ECGs and routine FBC and biochemistry tests were performed. YAS crew started treatment for a suspected ACS.   Waiting time was 03:30 to see a doctor in AED. The patient vital signs remained stable all the way through. 

	What, if anything, happened subsequently?
	I reviewed the patient several hours after arrival to the department. I apologised and she was okay with me.. As She looked in pain and obvious distress I offered analgesia and immediately accepted the offer. The patient was unable to speak English so a family member was used as an interpreter.
Brief history of the symptoms was taken. Clinical examination was largely unremarkable and the ECGs were similar to previous ECGs from a few years ago. The blood tests only revealed a mildly elevated WCC but otherwise unremarkable. Cardiac enzymes levels were normal.

I was not satisfied by the information I gathered as I was not able to convince myself of the what the actual clinical matter in question is especially in the view of the obvious distress the patient was experiencing. By this time the patient has spent 04:30 hrs in the department and I was under growing pressure from the nursing staff to come up with a management plan.

So I went back to the records to see if that would help.  Of course I asked the patient permission to do this.   The patient was very nice and she kindly agreed.   The notes were difficult to find at first, but eventually I found them (a nurse had them and forgot to put them back!). On the records I found out that the patient was admitted to hospital 18 months prior with the diagnosis of acute calculus cholecystitis. Cholecystectomy was deemed not the best option due to high operative risk.

Having this new information in mind I phoned the lab and requested whether LFTs and amylase levels can be added to previous biochemistry sample obtained earlier and how long the analysis time would take. Luckily this was possible and the technician stated that it will approximatel 40 minutes for the new results to be available. This has released the pressure I was experiencing at the time.  Of course I explained everything to the patient and relatives at all times.

The new biochemistry results have revealed deranged LFTs and very high amylase level consistent with the diagnosis of acute gallstone pancreatitis.  The patient, family and the nursing staff were informed of the diagnosis. Subsequent management plans were put in place and the patient was admitted under the care of the surgical team.

	What did you learn?
	Go back to the medical records if you are stuck with a making a diagnosis.  Get more information.  

	What will you do

differently in future?
	Always go back and look at the medical record in more detail.

	What further learning needs did you identify?
	

	How and when will

you address these?
	


Comments for Trainers & Educational Supervisors reading this…
I would not award the competency COMMUNICATION & CONSULTATION SKILLS – because nothing is really mention about what exact communication skills was used.  “I explained things to the patient” is not good enough on its own; it needs more “meat on the bone”.  I would also not give “Working with colleagues” – he just referred to surgeons – no talk of what handover was given or how he liaised with others etc.     The only two I would give here are Data Gathering & Interpretation (although it could have been better if he detailed the history more) and Making a diagnosis & decisions – because he does make a point of going back to gather more information (in this case from the medical record) when one is stuck.     Most of this learning log entry is DESCRIPTIVE, with a small amount of analysis.   There is a lot of unnecessary waffle in this write up too – only 2 PCs for all that!
LOG ENTRY 4
	Date
	1/6/2018

	What happened?
	82 yr F with symptoms and signs of severe pneumonia, severe hypertension BP 220/110, multiple drug allergies. Refused hospital admission. 

	What, if anything, happened subsequently?
	We decided on oral abx at home with safety net advice. The patient was non-native English speaker, seen with daughter who was translating. My clinical supervisor also spoke the same language and I was able to utilize this to clarify the patient's symptoms and understanding of my explanation when required.

	What did you learn?
	COMMUNICATION SKILLS: I was mindful of the patient's limited command in the English language and therefore I used simple words and phrases in conducting the consultation. I also used body language skills to augment my explantation and convey my perception of risk to the patient. I used the phrase- VERY BAD CHEST INFECTION- while pointing to my chest and putting on a very worried facial expression. As she was unwell, with very high BP I advised hospital admission for acute treatment and monitoring. She understood the risk but refused hospital admission and insisted on having outpatient treatment instead.

CLINICAL Mx:  this patient had multiple drug allergies to various abx and antihypertensive medications. by getting her account on what happened and comparing it to what was recorded on her medical record I worked out the safest option was to treat the pneumonia with clarithromycin 500 mg BD for 7 days. Because her BP was so bad, we also agreed to doxazosin 1 mg od for one week and then to see her own GP for BP check and possible up titration of the dose-as recommended on the BNF. This was the best shared management plan and I felt the patient’s daughter would ensure it happened.

MEDICAL COMPLEXITY:  I combined management of the acute problem-pneumonia in this case with the management of chronic disease-hypertension. There was also an element of risk management in this case. The patient needed IP treatment but refused admission. I was able to tolerate this risk by giving a detailed safety net advice to what symptoms would denote deterioration (symptoms of worsening breathlessness/chest pain/TIA) and how to seek immediate help-ring 999.

ETHICAL APPROACH & FITNESS TO PRACTISE: This patient English language was not fluent. I felt this might hinder my ability to convey the risk of not going into hospital. I asked my trainer who spoke her language fluently to act as an interpreter for me. I also did a CAPACITY assessment to ensure she was able to make the decision of refusing hospital admission. When I was certain she had capacity, I RESPECTED her AUTONOMY.

PERFORMANCE, LEARNING & TEACHING:  Following this encounter I felt prompted to refresh my knowledge of the different steps in the drug treatment of hypertension and when to refer for same day specialist assessment. I used the CKS guidance

	What will you do

differently in future?
	Remember to continue to look at the latest guidance, because it changes so often.  

	What further learning needs did you identify?
	

	How and when will

you address these?
	


Comments 
A wonderful write up.  I loved reading every bit of this.  See what a difference selecting headings does to your reflection – it clearly makes you reflect widely and deeply than before.  And Mezirow says ‘learning can only happen through reflection’.  Again, Well done.  7 competencies awarded!
Dr Ramesh Mehay, www.bradfordvts.co.uk (2018)


