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Introductory Timetables

Rotation dates are first Wednesday of August, December and April. August starters will be on the A&E induction programme for their first week – joining their practice in week 2.

August 2006, in GP surgery:
Fri pm Aug 4th




Tues pm Aug 8th




Wed pm Aug 9th

and then continually from Aug 10th 

Practices should have an “Introduction to the Practice” booklet. An example is available on the website.
We would encourage you to keep the introductory period brief and aim to have the doctor starting to see patients by week three (ie 10 days after starting). The main aims of the introductory period are:

· Clinical Competency assessment & Confidence Rating Scale

See website. Combines a cut-down Trainer’s Report with the St Georges final year medical student confidence rating scale.

You should be observing the doctor’s basic clinical skills and knowledge to make an assessment as to whether you feel that they can start seeing patients under indirect supervision. You do NOT need to complete every line on the checklist before they see their first patient but will enable you to make a reasonable judgement about competence.
· Sitting in with other doctors

“Getting to know you” exercise. Probably worth them spending 1 session with each of the full-time doctors, especially those who will be session supervisors.

· Computer Training



Preferably done “doctor-time efficiently” – ie they do it themselves, or with admin staff.



Consider using worksheets & exercises (see website)

· Communication & Consultation Skills

See section later for more detailed discussion. In the introductory period, you can start to discuss basic communication skills. Bill Bevington’s “watch and write what you see” approach is a very useful tool that we will cover in the Learning Sets

· PHCT Attachments

The general principal with attachments is to link them to clinical experience (see later). Therefore, we would recommend that they do not spend time on attachments during the introductory period, except perhaps in the treatment room.

· Teaching

Most teaching occurs during informal post-case discussions. The formal weekly teaching by the CES(s), in month one, will cover “Managing Minor Illness”, “Certificates & Paperwork”, “OCP & Basic Gynae” and “The Crying Patient”.

QoF points – it is probably worth covering basic issues like “pop-up reminders” early on, and making sure that the computer training covers Read coding and accessing templates.

What Work Can They Do?

Experience from the pilots, and Deanery guidance suggests:

Suitable Work

Same day appointments

Book 1-day ahead appointments

Simple visiting eg accompanying you to a warden complex

Chronic disease work – protocol-based

eg, working down a list of uncontrolled hypertensives, reviewing & changing meds.

Unsuitable Work

Routine / standard appointments

Telephone triage

Normal home visits

Prescription reviews

Signing repeats

Medicals and related forms

Typical Weekly Timetable Plan

· 6 Sessions
- 
Clinical session (see below for models)

· 1 Session
- 
Teaching Session

Monthly Trust Teaching Day (whole day, rotating day of week)

or 
Weekly with CES (Wednesday 14:00 – 15:30)
· 1 Session
- 
Academic / Private Study (look at workbooks)

· 1 Session 
-
Clinical attachment (will vary week to week)

· 1 Session 
-
Private Use (half day)

In addition, they will be working in A&E Sat & Sun 10:00 – 22:00, 1 weekend in 4

Teaching Sessions

Trust Teaching Programme

Clinically focussed sessions covering a broad agenda. One day per month (rotating day of the week)

2006-07 dates
27.9.06
17.10.06
20.11.06
11.12.06



18.1.07
21.2.07

20.3.07

23.4.07



25.5.07
21.6.07

19.7.07

Group Teaching (By CES)

Weekly group session for all the GP FY2’s (usually four) if there is no trust teaching that week
Wednesday 14:00 – 15:30 at the surgery of the Tutor (FY2 could start a short surgery at 16:00)

Dual focus:
Clinical topics that they will almost certainly come across, 

eg managing minor illnesses, OCP prescribing


Communication skills – using video & group discussion

In-House Teaching

Case discussions will provide ample opportunity for teaching & discussion. It would be useful for both of you if you could keep a record of topics covered (see “ Manual for FY2 CS’s ” page 57)

Clinical Sessions

Consultation Rate

Every doctor will be different. Only put on surgeries 1-2 wks in advance. For starters, you could consider:

Week 1-2
- Introductory period

Week 3-4
- 30 minute appts

Month 2
- 20 minute appts

Month 3
- 15-20minute appts

Month 4
- 15 minute appts

Supervision
The doctor MUST have a named supervisor for every surgery. It is better if this is not always the clinical supervisor and you are encouraged to involve others in the surgery. This will help the doctor when it comes to completing assessments. This can be a Sessional GP but not a locum.

These doctors will be working under indirect supervision in A&E, so do not treat them with kid gloves. Some doctors are not got at recognising their own limitations and here are two recommendations:

1. Do look at the Competency Assessment Tool on the website
2. The session supervisor should routinely review each patient record at the end of the session, probably for at least the first month, preferably with the FY2 doctor.

Please discuss with the doctor about how to deal with problems. Reinforce how willing you are to have a knock on the door or a phone call. These doctors are used to working with stroppy seniors and you need to be different! In the first couple of weeks, consider adopting a “please call me in for every case” approach and then move away from this as they settle in. This means that the supervisor should probably have every third or fourth appointment blocked initially. By the end of 4 months, I had 1 block per surgery.

Surgery Models - Joint surgery vs Solo surgery

Some trainers find joint surgeries very useful for teaching

Advantages
observation time for completing competency assessment tool


opportunity for immediate teaching & feedback


can be appointment neutral from day 1 

Disadvantages
does occupy supervisor time


Can be complicated to set up

In the first week or two that they are working, starting a session with an hour of joint surgery appointments (typically 20 minute appointments) can be very useful. Depending on how much benefit it gives, you can continue it throughout the post. (In the pilot, in month one, I started very surgery with joint surgery and continued one hour of joint surgery per week throughout)

You could work with solo surgeries alone form the start but please make sure that you have clarified whether you want to see every patient and also that the supervisor has adequate blocks in place.

Private Study Sessions & Clinical Attachments

If training doctors are given protected study time, it really does enhance their development as self-directed learners. In early stages of medical careers, private study time may need to be semi-directed and here are some suggestions on how to use this time.

Computer Training

In the first 2-3 weeks, using worksheets in a study session is a very effective way of getting them up to speed on computer systems.

Audit

All FY2 doctors have to include an audit in their portfolio and GP is probably one of the best settings for audit work. Encourage them to return later in the year to re-run the audit and complete the cycle.

Portfolio Work

The Foundation Portfolio that they need to submit is quite extensive and detailed. Over and above the “Assessments of Competence”, they need to submit evidence of competence across the curriculum (see “Summary of Evidence Presented” in the Foundation Portfolio.) This evidence can be from assessments, from teaching material, from Internet modules (BMA, doctors.net), from reflective diaries…

Chronic Disease Workbooks

In a four-month attachment it is difficult to gain experience in managing chronic diseases. To help, we have developed some “workbooks” that aim to guide a training doctor through a chronic disease area.

Aims of Modules

· Provide an overview of one particular disease in the primary care setting

· Provide direction for what the doctor does in private study sessions

· Provide direction for what the doctor does in clinical attachment sessions

· Relevant audit work

· Relevant EBM

· Developing IT skills – especially web-based

One workbook should keep a FY2 doctor occupied and “semi-directed” for 4-6 weeks. On the website, there are workbooks on Palliative Care, Diabetes, Asthma & COPD and IHD.

In addition, the workbooks help direct useful clinical attachments. Rather than sending the doctor to spend half a day with a practice nurse, they give a framework for experiencing the work of other members of the PHCT or hospital clinics. For example, in the diabetes module, typical attachments might include:

Practice diabetic clinic

District nurse visits to housebound diabetics

Community diabetes nurse specialists

Hospital diabetic clinic

Teaching Communication and Consultation Skills

Initially, Christine Marshall will use some of the group sessions to focus on communication and consultation skills, using discussion and video work. The main focus is on developing listening skills and an understanding of patient-centred consultations. Main message – keep it simple!

Background Material

There are two documents on the FTG website that a lot of trainers give GPR’s at the start of their year. They are easy to read and help trainees to understand why we approach the consultation differently in general practice:

· Why patients go to the doctor.


A brief summary article about illness behaviour, the sick role and the doctor's role

· Making a Diagnosis

Looks at the major differences between problem solving skills used in hospitals and in general practice. (Hospital clerking vs hypothetico-deductive approach)

Consultation Models - Simple models only!

· Bill Bevington’s “watch and write what you see”.
Make them to watch and think about what goes on in a consultation for themselves – do this during a couple of the “sitting-in” surgeries at the start of the attachment. 
· Tell the observer to write down what they see happening in a consultation. 

· At the end of the consultation, you look at what they have written and highlight the good bits. 

· At the end of one surgery, most observers have put together a pretty good model along the lines of “Welcomes patient, listens, finds reason for attendance……”

· Disease Illness Model

Bill Bevington put together an excellent guide to the GP Consultation. This is a very good starting point for teachers as well as learners. A version is available on the Frimley website – look under “Introductory Phase Material” for the “Consultation Handbook”. In my experience, the “Disease Illness Model” works very well for basic teaching about the consultation.

· It illustrates how a consultation should run down two parallel paths – what is going on from the patient’s perspective (ideas, concerns, expectations) and what is the doctor thinking about

· You can encourage them to use their listening skills to explore the patient’s perspective

· You can illustrate the importance of “integrating” the two frameworks at the end of a consultation

Consultation Analysis

If you watch videos with them, initially stick Pendleton feedback rules

Christine may start using more sophisticated approaches like Calgary-Cambridge if a group is working well

Educational Aspects & The Foundation Portfolio

The Foundation Programme requires the training doctor to create a portfolio that provides information about their development throughout the two-year programme. At the end of each year, they need to submit their portfolio to an Educational Committee for approval. They cannot complete the programme without a satisfactory portfolio. 

Who’s Who?

· Educational Supervisor (ES)

All Foundation Trainees have an educational supervisor (ES) and this person remains constant for the entire year. They are expected to meet with their ES at the beginning and end of every 4 month post and, if possible, at the mid-point also.

· Clinical Supervisor (CS)

With each 4-month post, there will be a nominated person in charge of supervising their clinical work for that post – you in the GP attachment! Your job is supervising clinical work and helping the FY2 doctor with their portfolio during the post, but not necessarily taking over from the ES.

· Community Educational Supervisor (CES)

This is a deanery post – a peer who works with the Course Organisers to co-ordinate the local FY2 programme, with a particular emphasis on running group teaching sessions and also supporting the CS’s. At present, this role is being shared between Rachel Darroch, Christine Marshall and Richard de Ferrars.

What (Bare Minimum) Does a CS Need to Know About?

· The Educational Structure – what is meant to happen with the cycle of structured meetings with the ES and what input the CS is meant to have. (See table below)

· The Assessments – what happens with CbD, DOPS, mini-CEX, mini-PAT. How each of these assessments work, which ones are suitable for GP setting, how many need to be done?

· The Portfolio – what does the doctor need to submit in their portfolio at the end of the year

· The Foundation Curriculum Core Competencies – please read it through at least once (Blue book, downloadable from MMC, pages 16-34) There are an extracted summary of the “very relevant to GP” bits later in this document. This is what the Foundation doctor needs to demonstrate that they have achieved by the end of year 2

Structured Meetings & Reviews

	
	Clinical Supervisor & FY2
	Educational Supervisor & FY2

	
	
	

	
	Induction meeting
	Induction meeting

	
	
Create PDP
- Read curriculum!
	
Create PDP
- Read curriculum!

	Post
	

- Self-assessment
	

- Self-assessment

	1
	
Educational Agreement
	
Educational Agreement

	
	Mid-point review
	Mid-point review

	
	Final meeting
	Final meeting

	
	
	

	
	
	

	
	Induction meeting
	Discuss PDP if needed

	Post
	
Update PDP
	

	2
	
Educational Agreement
	1. Meet to discuss career plans (Dec / Jan)

	
	Mid-point review
	2. Meet to discuss mini-PAT (Jan / Feb)

	
	Final meeting – CS gives feedback to ES
	

	
	
	

	
	
	

	
	Induction meeting
	3. Meet for discussion (end post 2, start post 3)

	Post
	
Update PDP
	Discuss PDP if needed

	3
	
Educational Agreement
	

	
	Mid-point review
	

	
	Final meeting – CS gives feedback to ES
	4. Meet before sign-off (June)

	
	
	


Frequent informal contact (phone, email) is probably more valued than the formal meetings

Assessment of Competence
Outline of assessments through the year – see curriculum page 44. In general, we should aim to do at least 2 of each of CbD and Mini-CEX. 1-2 DOPS should also be achievable. We will almost certainly need to help with MSF. Please note with CbD, Mini-CEX and DOPS, they should not use the same “observer” twice, so you will need to involve others within the practice.


Per post
Year Total
GP Suitability

CbD
2-3
6
Easy

DOPS
2-3
6
Hard

Mini-CEX
2-3
6
Medium

MSF
0-1
2
Medium

CbD – Case Based Discussion

15 minutes doing a hot topic type discussion, followed by feedback. Aim for 2 in GP post with 2 different “observers”. The six that they submit must have one in each of the following areas:

Airways
Breathing
Circulation

Neuro
Psych / Behaviour
Pain

DOPS – Direct Observation of Practical Skills

Structured observation of practical procedures. The list is on the DOPS forms and approximates to the list on page 90 of the curriculum (no distinction made between F1 list and F2 list). Harder to do GP setting and most of these will probably be done in hospital. The most suitable for GP setting are venupuncture, injections and ECG recording.

Mini-CEX – Mini Clinical Evaluation Exercise

Observing a clinical encounter and then providing feedback. Can be direct observation (joint surgery) or watching video. Aim for 2 in GP post with 2 different “observers”. Best choice is probably video and discussion at the joint teaching sessions. That should make it easy to get the 2 observers. The six that they submit must have one in each of the following areas:

Airways
Breathing
Circulation

Neuro
Psych / Behaviour
Pain

We would probably help them best by doing Neuro and Psych / Behaviour

MSF – Multi-source Feedback

Each doctor needs to complete 1 of these in the year, usually at the end of post 1. If there are problems, then it is repeated late in post 2 / start of post 3. I have a “cut-down” version available that you can use on yourself to let staff have an idea of what it is all about – contact me if would like a copy! They need to identify 10 assessors and in the GP setting they are allowed to use non-medical staff. Please help them to identify assessors.

The Foundation Portfolio

Why bother with Portfolios?

· FPH take them seriously and will not sign-off anyone with a poor portfolio

· The Foundation Programme publications lay out a clear structure for portfolios

· They introduce junior doctors to some important concepts:

a. Planning a PDP and developing achievable learning objectives

b. Engaging in an appraisal cycle

c. Developing reflective writing skills

d. Taking responsibility themselves for assembling “Summative Assessment” material

What is our role?

· We should have an idea of what their Portfolios should contain

· We should ask regularly to see them and take an interest in them – otherwise the trainees will develop a “why bother, no-ones looks anyway” attitude

What should the portfolio that they assemble look like?

Those who have done F1 at FPH should have comprehensive portfolios.Others may be more patchy

1) Personal Development Plan
Summary of learning objectives gathered through the year


Self-assessments carried out



Career management information

2)
Summary of Meetings
Each post should generate:


(see table)
Initial meeting with CS 






Any update to PDP






Educational agreement





Mid-point review with CS (optional)




Final placement review

3) Reflective Writing
Strongly encouraged and each doctor is expected to provide several pieces of reflective writing. They have some templates that they can work from in their portfolio. 

4) Assessments
A copy of each assessment they have completed



A clinical summary with CbD’s and mini-CEX is really useful



The ES should discuss the mini-PAT results with the doctor

5) Summary of evidence presented
Key section for the sign-off

(see below)
The Curriculum lays out the “Core Competencies” and the doctor MUST provide evidence for sign-off that they have achieved this competence. In this section, the should have the list of Core Competencies with an indication of the evidence that they are submitting to demonstrate each competence. 
6) Other Information
Additional information, principally material referred to in “Summary of evidence presented”

Summary of Evidence Presented
This section is the key section of the portfolio and cannot be completed at the last minute. They need to be aware of the Core Competencies within the curriculum before they can do anything! Sources for evidence include:

· Assessments

· Reflective writing

· Critical incidents

· Teaching sessions & courses

· Audit projects

· Web-based modules (doctor.net, bmj learning)

Key Themes from the Curriculum

Most of the subject material in the generic skills section is suited to delivery in the primary care setting. This list highlights those skills that are most appropriate for development in primary care. 

1.1
Good Clinical Care

A
History, Examination & Record-keeping Skills


i)
History
Psychological / social factors





Family issues





Psychiatric Illness





Patients with special educational needs


ii)
Examination
Children of all ages


iii)
Therapeutics
Evidence-based prescribing




Common prescribing situations and issues


iv)
Records
IT skills




Communication between primary and secondary care

B
Time Management, risk management and decision making


i)
Time management
Team working skills


ii)
Risk management
Epidemiology of clinical presentation within primary care


iii)
Decision making
Involving patients in decision making process

1.2 Communication Skills

i)
Within consultation
All aspects

ii)
Breaking bad news
Primary and palliative care settings

iii)
With colleagues
Communicating patient’s anxieties



Listening skills



Discharge information

iv)
Complaints
Dealing with dissatisfied patients

1.3
Maintaining Good Medical Practice


A
Learning


i)
Life long learning
Using learning opportunities





Personal learning plans



B
Evidence, Audits & Guidelines


i)
EBM
Principles, implementation and limitations


ii)
Audit
Principles, practical aspects




Managing change


iii) 
Guidelines
Advantages and limitations

1.4

Maintaining Trust


A
Professional Behaviour and Probity


i)
Dr-Pt relationship


ii)
Continuity of care


iv)
Working with others
Team-working




Communication between team members



B
Ethical & Legal Issues


i)
Consent
Children’s rights and Gillick competency




Confirming patient’s understanding


iii)
Legal issues
Child protection




DVLA




Advance directives, living wills



C
Patient Partnership & Health Promotion


i)
Educating patients
Understanding natural history of common diseases




Negotiating treatment plans




Encouraging ownership & responsibility


ii)
Lifestyle factors
Recognising risk factors




Advising on lifestyle changes




Involving other professionals

1.5

Teaching and Training

Approach to developing life-long learning

A free resource from www.bradfordvts.co.uk

