Manchester Rating Scale


The Modified Manchester rating scales are comprehensive and together with the range of poor and good statements form a large part of the picture of a syllabus for Training the GP trainee.  If at the end of the Training year you have pictures closer to the “Good” GP trainee in the vast majority of rating scales, you both can feel justly proud.  

It is impossible to be the good GP trainee all the time.  The expansion of the scales is just meant as an aid to understanding what the rating scales mean.  The important part of the process is:

1) Deciding between you a description that fits the GP trainee best.

2) Planning how to improve the GP trainee’s assessments.  

I would recommend that you both read through the whole document before scoring for the first time so that it influences your decision making in a more uniform way. I hope it will also help you understand more clearly to what behaviours each rating scale and subsection refers.

 I hope you both find this document useful in formative assessment, please let me know of any improvements or difficulties you have with the wording, etc.

Best wishes 

Graham Rawlinson

Associate Adviser GAS.

How to Use

1. Make scoring: Below Expectations (BE), Meets Expectations (ME), Above Expectations (AE).  

2. Share scores with GP trainee; can be done separately before meeting to discuss.

3. If below average, or either of you are unsure of criteria or if there is a dispute: then go to word picture, range statements.

4. Read Poor and Good word pictures for the particular rating scale or subsection.

5. Agree between you, your own word picture that best describes GP trainee competences
6. Negotiate Learning Objective to improve the situation.  SMART it.

· Specific,

· Measurable.

· Achievable.

· Relevant.

· Trackable.

7. Discuss HOW to achieve Learning Objective, not forgetting the time limit

Summary of the General Practitioner Registrar Rating Scales.

	


                  

	GP TRAINEE’S NAME: 

Rating scales sections

Range statement

Pages.

Score

(BE, ME, AE)
1.  History taking: General:

3  


2.  History taking: Special skills.  


4
3. Physical exam 1

General observation

5
4. Physical exam 2: Considerateness.

5
5. Physical exam 3:

General Approach.
6
6.Physical exam 4: Specific skills.

7
7.Problem definition 1: Hypothesis formation

10
8. Problem definition 2: Hypothesis testing.

10
9. Problem definition 3: Coping with complexity.

11
10. Problem definition 4: Practicability.

12
11. Management 1: Coping with uncertainty.

13
12. Management 2: Using community resources.

14
13. Management 3: Prescribing 

(a) Technical.
15
14. Management 4: Prescribing (b) Interpersonal.

15
15. Medical Records.

18
16. Emergency care 1: Initial assessment.

19
17. Emergency care 2: Management.

20
18. Emergency care 3: Range of situations.

Haemorrhage, coma, trauma, abdominal pain, respiratory distress, fits, chest pain, psychiatric.

19.Professionalism 1: Availability.

21
20. Professionalism 2: Involvement.

21
21. Professionalism 3: Communication.

24
22. Professionalism 4: Working with colleagues.

28
23. Personal development.

32
24. Computer skills. 

33
25. Management skills.

34



RANGE  STATEMENTS

1) History Taking.
Is skilful in acquiring information about the patient.
Evidence from video, joint surgeries comments from partners, staff, patients; yellow card system.

Circumstances when invalid: when done too early, after a stressful time ……capabilities rather than performance and not all the time.

Poor
Asks lots of closed questions, early on in the consultation, rarely actively listens, not enough open questions.

Good
Actively listens, allows use of silence, aware of use of different opening gambits, clarifies, challenges only when appropriate, summarises, establishes rapport and safety nets.

So to give you an example of the next step,

1) Write down agreed word picture for the registrar e.g. sometimes asks too many closed questions and doesn’t challenge the patient if the symptoms seem contradictory.  Clarifies on occasions well when s/he knows the patient, actively listens if patient is eloquent but tends to try to help the hesitant without letting them use their own words.

2) Learning Objective – SMART.        

By next video session will summarise during the consultation and discover patient’s health beliefs.

Before that session. In joint surgery will practice asking more open questions, clarifying questions with new patients and use active listening skills with trainer role playing a slowly speaking patient.  

Read Neighbour on summarising and use of silence and health beliefs, then do video with these actions in mind.

        Review results with Trainer at next video review.

You will notice that the learning objectives on this occasion go beyond sorting out the difficulties, as these may be easily achievable and go further to stretch the learner, if possible.

Attentive and willing to take time to listen without interruption.

Poor.  
None or very little eye contact, interrupts after first introductory gambit of the patient, doesn’t allow enough time to say in their owns words why they have come to see the doctor or what their fears or expectations are.

Good.  
Uses silence, active listening, (nods, says “ah ha”, and other encouraging paralinguistic remarks!) maintains eye contact but not in such a way that the patient feels uncomfortable because the doctor stared at them for too long or was unblinking.  Clarifies only when patient is unable to explain him or herself or is clearly ambiguous in their comments.

Allows the patient to express his or her own ideas and concerns.

Poor.

Never discovers either actively or passively what the patient thinks is wrong with them, or what is concerning them about their symptoms.  

Good.

Asks such questions as: “ What do you think is wrong with you?” “What do you think is causing these symptoms?” “Is there anything concerning you?” Elicits a clear response that seems to be an honest reflection of true concerns.  Clarifies, when this is not apparent.

Clarifies the reason for the patient’s visit and their expectations.

Poor

It is unclear during observation of consultations, why the patient has come; the doctor doesn’t try to elicit the reasons or what they expect from the consultation or from the doctor.

Good.

Asks such questions as:  “What had you expected/hoped/ thought, I might do?” “ I am not sure why you have come today…What did you want?”  Elicited consciously, systematically and frequently .in subsequent consultations. 

History testing special skills.

Skilful in gathering information about psychiatric symptoms.

Poor.

Omits assessment of suicidal risk where appropriate, or does so in a very regimented or insensitive way.  Omits assessment of psychotic symptoms when appropriate. Misses cues from patient’s behaviour and non-verbal cues, which might suggest serious depressive or psychotic disease.

Good.
Discovers suicidal intent sensitively and thoroughly.  Recognises a non-verbal cue to illness such as depression or psychotic behaviour.  Empathises and comforts while gathering the information.

Assesses thoroughly the psychopathology of psychotic patients when appropriate, including risk factors sometimes using special questions, e.g. Sneiders first rank symptoms.  (ideas of reference, passivity, auditory hallucinations and other thought disorder).

Follows up psychological and social factors where appropriate.

Poor.

Ignores these factors or doesn’t seek them during the consultation.

Good.

Discovers psychological factors at an appropriate time in the consultation to an extent, which clearly puts the problem within a psychological context. Elicits family, work, marital and other social factors skilfully within the context of the other presented problems as they might appropriately affect them, e.g. divorce - causing insomnia, unemployment - leading to a depressive illness etc.

Demonstrates skill in discussing sensitive and personal matters.

Poor.

Persists in “taking a history” despite the obvious distress of the patient, without pausing.  Does so in a mechanical way, showing no feeling or empathy to the patient.

Good.

Demonstrates tact, empathy, sense of pace, subtlety and discretion in exploring sensitive areas, acts as an advocate of the patient.  Is able to take a sexual history in the above manner.  Ensures confidentiality whenever possible.  Demonstrates, even if they disagree with the patient, that the patient’s viewpoint has validity, supporting the patients autonomy, e.g. when a mother does not want her child to be immunised.

Physical Examination.

Demonstrates takes note of the patients appearance, behaviour and physical activity.

Poor.

Demonstrates by words or thoughts or actions that they don’t take note of these factors either during the consultation or at other times.

Good.

Can show that a patient has dishevelled appearance, slurred speech, abusive behaviour and an unsteady gait are present and probably significant. Uses their five senses carefully to assess the above situation, e.g. if the patient smells of urine, is cold to the touch, has stertous breathing and looks confused.

Appropriately visits the home to increase information.

Poor.

Refuses to visit even when patient seems seriously ill or visits every time an out of hours request for a visit is made.  Doesn’t discover important information about the patient, from the phone or messenger.

Good.

If telephoned by a relative concerned about an elderly man, decides to visit if unable to obtain by description enough detail from the relative to make a safe, credible clinical management plan.  Shows appropriate safe telephone skills.  Doesn’t visit everyone on request, immediately they are asked to do so.

Shows can incorporate these bits of information in understanding the patient.

Poor.

Unable to see the significance of the man with the dishevelled appearance who may also have a staggering gait and smells of ketones.  Does not act to investigate further these factors.

Good.

Can show that a dishevelled appearance, slurred speech, abusive, aggressive or confused behaviour with an unsteady gait may be due to intoxication with drugs, alcohol, hypoglycaemia, cerebrovascular disease, trauma, etc.

Physical exam – Considerateness.

Sensitive to patients needs and feelings, especially privacy.

Poor.

Examines patients with the consultation door open or inappropriate places without privacy such as waiting rooms, corridors etc.  Doesn’t seek to help or get help for frail patients to undress.  Rushes them.

Good.

Gives patient appropriate facilities to maintain as much of their dignity as possible.  Gives a sheet or blanket or properly fitting gown to cover themselves if half or fully undressed prior to examination.

Ensures that they are not inappropriately overlooked by third parties.  Considers using or not using a chaperone.  Turns off or covers lens on the video camera if asked to, or if they sense that the patient is embarrassed.  Covers video lens if intimate examinations, or if patient undressed.  

Helps where necessary and continues to listen while examining.

Poor.

Ignores cues offered by patient during the examination.  Doesn’t help or offer help to patient during the examination.

Good.

Helps up infirm patient on to examination couch etc.  Listens to continuing history or other comments from the patient while undertaking he examination, even if these remarks may not seem relevant at first.

Explains to patient what they are doing and why.

Poor.

Proceeds with the examination without telling patient what they are going to do next or how they might do it.  Seeks to overcome objections from the patient without finding out why they are concerned about a particular examination.  Makes assumptions about those reasons without due regard to the patient.

Good.
Carefully obtains informed consent, especially for intimate examinations, without coercion and stops the examination if the patient asks them to do so or seems unduly distressed, allowing them to recover before proceeding.  Tells patient clearly, simply and exactly what the exam entails and whether it will hurt, be uncomfortable and why it is necessary to do it.  E.g.  “I would like to carry out a vaginal examination of your pelvis.  Have you had one done before?”  “Do you understand what happens?” etc.  

“I want to examine your right ear.  I shall put a small plastic instrument like this, (demonstrates) in the outside of your ear and shine a light like this, into the ear canal and eardrum.  It is a little uncomfortable but shouldn’t hurt.”  “I’m doing it to find out if you have a middle ear infection”.  “Have you any questions?” “Is it all right for me to have a look please?”

This may sound rather pedantic and overblown, but imagine if you were going to have something done that you had not experienced before, like a filling at the dentist.  Remember how you felt when that happened? Consider if this was a nervous child, old enough to be reassured by a careful explanation.

Physical Examination 3  General Approach.

They order the examination selectively and thoroughly, reflecting the history established.

Poor.

Haphazard illogical approach without regard to what the patient has said.  Performs examination slavishly in the way a medical student might, doing it system by system with a complete physical exam of all or even just the relevant system.  This method is pursued doggedly, even if the history suggests strongly a diagnosis, which is not or could not be confirmed by the choice of exam.

E.g. Examines abdomen in a patient with a sore throat and uncomplicated herpetic stomatitis, in case has organomegaly from another condition such as infectious mononucleosis in the absence of any abdominal systems.

Good.
Takes a specific disease history, selects an examination, which may inform a differential diagnosis.  Carries out the selected, systematic exam thoroughly but in an order that may quickly and securely confirm the most likely diagnosis.  This is done so that the doctor does not have to resort to an unnecessary examination of the whole of the system which might possibly be affected by the symptoms - e.g. obtains a history of a previously well child with a coryza lasting a day.  The child has no conjunctivitis and the doctor is given a previous history of herpes simplex stomatitis.  The doctor looks carefully at the vesicles at the angle of the mouth and also inside the mouth in case there is a florid gingivo-pharyngitis, perhaps palpating for affected regional lymph nodes.

They recognise when to carry out an extended examination.

Poor.

Only examines the chest in a breathless elderly patient, omitting examination of the ankles for oedema.

Good.
The doctor sees a bruise that they think may be finger -tip bruising on a child.  The doctor then carefully checks the whole child having de-clothed him or her.

They check doubtful findings.

Poor.

Doctor feels that a mass in the abdomen of an elderly patient is due to constipation but is not sure.  They fail to get the patient to return to see if the mass has disappeared after an adequate evacuation of the bowels. Doesn’t re-examine the chest of a patient who remains breathless after treatment with a nebuliser for asthma.

Good.

Asks patients to return to see another doctor or themselves if the signs are minimal and of doubtful significance, but having a potential to become serious.

If unsure of a diagnosis during an examination of the eye with a magnifying lens or ophthalmoscope,

They fail to find a foreign body, despite a vague history of foreign body exposure.  The examination reveals a mildly inflamed acute red eye, so the doctor seeks to confirm or exclude other diagnoses (such as a corneal abrasion) by using other resources, such as fluorescein drops, or referral as appropriate.

Physical Examination 4. Specific skills.

They examine each system and each organ properly and detect physical signs adequately.

Poor.

The doctor leaves out an examination of the cranial nerves when examining the nervous system in a patient who is complaining of double vision.

Good.

During an examination of the liver, the doctor carefully lays the patient flat wherever feasible and observes, then palpates with the tips of the fingers from well below the right lower ribs asking he patient to breathe in deeply as they palpate deeply and superiorly to enable themselves to feel the liver edge.  The doctor also doesn’t forget to percuss for liver dullness.

Demonstrates the correct technique for using the auriscope, ophthalmoscope, sphygmomanometer, stethoscope, patella hammer, tuning fork vaginal speculum and proctoscope.

Auriscope.
Poor.

Uses a small earpiece, with a fading light source, without pulling the pinna posteriorly.  Is unable to identify the anatomy within the ear, despite clear unimpeded vision of the eardrum.

Good.

Uses the largest possible earpiece to examine the eardrum, which has a bright light source, after seeking consent.  Can diagnose common conditions such otitis media, perforation of the ear drum and fluid levels within the middle ear etc.

Ophthalmoscope.

Poor 

Forgets to view the external eye first with high magnification, doesn’t consider dilating the pupil of he patient’s eye if they are unable to see through a constricted pupil.  Hasn’t adequate power for a bright light source.

Good

If the instrument is powered by mains electricity is sensitive of the patient being painfully dazzled by prolonged use of this light source.  Examines the eyelids if appropriate and the cornea and pupil carefully, before looking at the retina.  Examines the retina and disc systematically.

Sphygmomanometer.

Poor.

Inflates and deflates cuff quickly, without first palpating the brachial artery.  Doesn’t use the right size cuff for the arm size.  Doesn’t maintain the sphyg.  Having regular calibrations.  Doesn’t straighten the arm with patient seated and take repeated readings if there is a variation.

Good.
Uses British Hypertension Society guidelines to take a blood pressure.  

Stethoscope.

Poor.

Listens to the chest through ANY clothing.  Is impatient and rudimentary about auscultation of the chest or abdomen.

Good.

Uses the bell for low sounds and the diaphragm for high sounds.  Recognises what the heart sound abnormalities are and their significance.  Is diligent and patient when examining the heart of a baby, allowing it to settle if necessary.

Patella hammer.

Poor.
Doesn’t use a patella hammer to elicit reflexes; gives up after a couple of taps.

Doesn’t swing the hammer correctly.

Good.

Examines the patient wherever feasible in the appropriate bodily position to allow relaxation of the appropriate reflexes in order that the reflexes can be effectively examined.  Understands and uses appropriate reinforcement techniques to elicit doubtfully absent reflexes.

Tuning fork.

Poor 

Uses only one tuning fork, place the fork incorrectly for testing vibration sense.

Good

Performs Rinne, Weber’s and other tests correctly.

Vaginal Speculum.

Poor.

Doesn’t use any lubrication (even water for smears).  Examines the patient insensitively, without discussing beforehand what the exam entails.  Fails to obtain informed consent.  Introduces the speculum roughly with the patient in the wrong position according to the kind of speculum used.

Doesn’t consider warming speculum at all.  Fails to visualise cervix or external os.

Fails to introduce speculum through the labia without rotating it to a vertical orientation.

Good.

 Make efforts to minimise the patient’s discomfort by both being careful in introducing and manipulating the speculum.  Also comforting and reassuring verbally during the examination.

Informing he patient of what they are doing during the exam, and explaining any findings (if unambiguous) such as normality.

Proctoscope.

Poor

Pushes instrument too quickly into rectum.  Withdraws to quickly without being able to see mucosa and anus adequately.

Good.

Informs the patient beforehand of he exact nature of the examination and why it is being performed.

Gains informed consent.  Uses lubrication introduces the proctoscope carefully and slowly, using a bright light source.  Checks any ambiguous finding that may be partially obscured by faeces.  Reassures and comforts the patient, as per vaginal speculum use.

Peak Flow Meter.

Poor.

Only takes 2 readings or accepts less than maximal flow, with the patient sitting.  Doesn’t read the meter carefully after each blow, and doesn’t use a mouthpiece.

Good.

Explains purpose of the test and gives clear instructions as to how perform the test optimally.

Takes 3 readings of good effort, with the patient unencumbered and standing if possible.

Compares readings with past readings/ normogram.

Ensures the peak flow meter is well maintained and accurate and that patients own meter is the one that is used for comparisons if possible.  Doesn’t over estimate the usefulness in cases of COPD.

Problem definition.

Hypothesis formation.

The initial ideas about a problem include all the common and important causes.

Poor.

Unless unusual skewed epidemiology dictates otherwise, common conditions are not considered first, e.g. thyroid cancer as a cause of sore throat.

Good.

In a patient with sore throat for two days, depending on age and circumstances, the differential diagnosis includes in descending order of frequency:

1) Viral URTI.

2) Streptococcal sore throat.

3) Infectious mononucleosis, if continues for weeks.

4) Only consider alternatives if unusual history, inexplicable clinical findings.

The hypothesis incorporates an unexplained finding or apparent inconsistencies.

E.g. a middle-aged non-smoker has a persistent sore throat for two months.  He denies he is worried about the systems, and just wants something to clear it up.  However, you notice he has a swelling in his neck, is sweating, and looks as though he has lost weight.  

Poor

Viral upper respiratory tract infection snoring at night from a blocked nose.

Good

Hypotheses should include hyperthyroidism from whatever cause, lymphoma, TB, carcinoma of the 

larynx (has the patient just given up smoking) etc.,

Hypotheses testing

The hypotheses on a sound estimate of frequency and probability.

Poor

Does not enquire in a middle-aged male smoker if the central chest he is getting is worse on exercise.

Good

In a young woman patient with current dysmenorrhoea frequently checks the ……but also considers in the hypotheses the diagnosis of non-specific urethriths.

Does not send off for a thyroid scan everyone with a sore throat.       
Examines the abdomen testing in particular for grading and rebound tenderness over McBurney’s point in a young man with constant abdominal pain for more than six hours, with fever an vomiting which has shifted from the umbilicus to the right iliac fossa.  This would be in a patient who has not had an appendectomy.  The doctor does not forget to do a rectal examination.

They move logically from rejecting one hypothesis to considering the next.

Poor

Gives an antibiotic course for the third time despite negative throat swabs.

Good

In a middle-aged woman with episodic upper pain after food considers the diagnoses of gallstones after discovering she has had a recent negative endoscopy result.

Ends the consultation only when the problem has been adequately defined

Poor

Allows the man with constrictive central chest pain to leave without discovering if he is (at risk) of ischaemic heart decease.  Persistently fails to safety net.

Good

Discovering the exact risk of suicide in a depressed patient.  Actively discovers what kind of social support they have in case that risk changes, makes an accurate risk management assessment and ensures adequate follow up.

Problem definition coping with complexity 

They incorporate in the analysis of the problem, what they know of the patient’s life and background, so that the problem is defined in physical, physiological and social terms.

Poor

Defines the problem presented by the patient e.g. tension headache, in purely physical terms. “The muscles are tightening up at the back of your neck and given referred pain to your forehead”.

Good

Relating physiological and social stresses to the tension headache. Taking a global holistic view of patient not just the disease orientated approach. Does not see the patient’s problems just in terms of demonstrable pathology.  The doctor uses divergent think convergent problem solving when defining a problem.  

They include causal factors e.g. smoking, contributory factors; obesity and associated factors; job loss.

Poor

(Your acute bronchitis is due to a bug called haemophilus influenza).  (There is mention made that the patient is smoking and that obesity is related or even causal to the problem and they have both deteriorated with job loss).

Good

Able to way up important related factors in attributing effects that these may have on a person as a whole.  The doctor then relates this to what these factors have has an effect on the main or the patient “problem”, e.g. the job loss is the key to their worsening physical health and exacerbating the contributing factors.  This makes smoking, sensation and loss of weight clearly more difficult given the social and perhaps also physiological circumstances. The job loss is the main “real” problem and the moment, particularly from the patient’s point of view perhaps.

They take into consideration other diseases and problems the patient is known to have……..  

Poor.

Disregard their dementia in accessing an acute chest infection.

Good.

Takes into account diabetes, lung cancer etc. in accessing the chest infection and whether the patient can remember to take their tablets, look after themselves, call for help, return to cue, get to the hospital to have there chest x-rayed, and looked after their invalid relative, work! (and not come out in a rash from their penicillin allergy.

Practicability 

Defines the problem in terms and facts they feel sure of.

Poor.

Your sore throat is definitely due to bacteria, because there is pus on the tonsils.  

Good.

You have tonsillitis because there is pus on the tonsils, (TAPE GONE FUNNY)        tonsils nodes are also enlarged …………….

They make it clear whether further information is required.

Poor.

“Your chest pain is due to angina, even though this is rather atypical”.

Good.

I can tell you whether you have an alcohol problem (with 96% sensitivity) if you just reply to this short “CAGE” questionnaire!  When accessing depressed patient be clear about accessing suicidal risk.

Coping with uncertainty

They formulate safe, effective and acceptable plans of management.

Poor.

This is subjective and open to debate.

“I think you have angina, please come back straight away if it gets worse”.

Good.

“I am not sure if you have angina, but I would like you to have these tests, the sublingual spray, and I will arrange exercise E.C.G. at the hospital”.   “ Here is our out of hours phone number, written instructions as to what to do if certain things happen to you”.  “As you will see they tell you or your partner what to do if…”  “I would like to see you after we have the results of the test”. “I don’t think you should take aspirin unless…”  “Have you any questions etc.,”

One doctors safe and effective and acceptable plan is another’s recipe for disaster, and if yet another over prescriptive ……… doctors centred fuss which only alarms the patient diminishing the patient role in taking appropriate responsibility for their own health.

The debate about where your management is on this spectrum and is probably the most productive part of this particularly criteria.  Ask yourselves what is likely or could happen if we do nothing. This concerns safety netting in Neighbour terms.

Management coping with uncertainty too

After excluding immediate risks she/he is prepared to watch and wait to allow things to become clear, while gaining the patients trust.

Poor.

On seeing a rash thinks that it may be caused by eczema, without explaining this to the patient persistently seeks out the trainer in assistance in diagnosis/treatment/management.

Good.

On seeing a patient with psoriasis, feels the rash is a “herald patch”, explains that this is self-limiting, but the rash will spread and be very itchy.  The doctor then goes on to explain that most treatments at best only alleviate the system of itching etc, that it will disappear by itself in about six to twelve weeks.  The doctor then goes on to encourage the patient to ask questions, answers them, discovers expectations and health beliefs etc. and offers follow-up.  Another scenario might be: a young patient with palpitations has occasional V.E’s on E.C.G.  The doctor describes the benign nature of the condition and explores possible causes, and discusses the conditions for follow up.

He uses diagnostic facilities appropriately and economically and with regard to the patients feeling and convenience.

Poor.

Refers all smokers with a cough for a chest x-ray.  Undertakes s…………………..on all patients over the age of fifty to screen them for bowel cancer.  Does not explain why the test is being carried out and how urgent it may be or its possible implications.  Take a throat swab from all who attend with a sore throat asking them to return in three days for the result in case it shows a beta haemolytic streptococcus.

Good.

Refers for a chest x-ray a sixty year old patient who is a smoker with weight loss and chest pain and finger clubbing – urgently. The doctor describes the concerns he has over the patient’s condition and why the x-ray is being undertaken, having listened to the patients concerns reasonably about possible serious conditions such as lung cancer.  The doctor then fixes a time for follow-up, outlines possible future management if that would seem a likely cause.  Explores the patients health beliefs and health concerns.

Arranges a full blood count in a tired woman suffering from menorrhagia who has not a full blood count done before.       

When necessary she/he gets consultant help in the most efficient way.

Poor.

Refers patient with a mass on a chest x-ray to the next non-urgent chest physician appointment in three months time.

Good.

Faxes referral on a fifty-year-old woman with an irregular hard breast lump with an appropriate one-stop breast clinic within the week.

Management 2.       Uses Community resources.

She/he knows the full range of services within the Community

Poor.

Tells a young mother who has behaviour problems to get help from child’s grandmother on how she handled difficult behaviour.

Good.

For the daughter who is a caring for a patient with dementia, gives a leaflet on dementia on the Alzheimer’s Society.  Refers to social services, health visitor for the elderly (if available). Considers referral to geriatrician/psycho geriatrician and in case patient’s condition is suitable for treatment with drug therapy such as aricept. Gives the daughter the address/phone number of local district/practice support groups for confused patients and their carers. Does not forget to offer themselves as a resource offering future access for following up.

She/he refers appropriately after obtaining the patients agreement.

Poor.

Refers an elderly man for a hearing aid fitting by shouting at him that he will send him to the hospital for help, without knowing if he is willing or able to use the hearing aid.

Good.       
Ascertains that the patient’s presbyacusis is a problem to him and he understands how and what a hearing can do for his hearing. The doctor discovers if the patient is willing to use the hearing aid before making the referral to the hearing aid clinic.

She/he encourages patients to join self-help groups.

Poor.

Does not bother.

Good.

When presented with a patient with post neonatal depression gives a leaflet detailing the address and telephone number etc. of appropriate self-help groups such as mothers for mothers.  Discusses help and gains the trust and co-operation of the patients beforehand and arranges follow-up with the doctor or health visitor etc.

Management.  Prescribing (a) Technical.

She/he prescribes the most appropriate drug in suitable quantity only after getting adequate information.

Poor.

The patient with attention headache and no physical signs is given 100 dihyrocodeine tablets, (because they asked for them as they have worked for them in the past).

Good.

Doctor elicits the nature of the headache, discovers it is migrainus, brought on by stress, but only occurs every three months or so.  The doctor discovers that Paracetomol is ineffective and there is sometime associated vomiting with the headaches.  

Discusses alternatives that are available over the counter such as Migraleve or suggest they might have a prescription for a drug such as Paramax but then discovers that this has been prescribed in the past and was ineffective too.  Doctors goes on to discuss the use of such drugs as Sumatriptan after finding out that it has not been used before and that there are no contra indications to its use such as angina, etc.  The doctor discovers that the patient does not like using injections or nasal sprays so prescribes four Sumatriptan tablets giving a drug information leaflet with a prescription.  This prescription is given with instruction that it is a trial for treating migraine and only can be taken if the migrainus type of headache return and the doctor arranges a review of the effective of the treatment thereafter.

Prescribes only after consideration of all forms of management

Poor.

Gives antibiotics for upper respiratory track infections.  Give dihyrocodeine for ……………headache.  Gives methadone to a drug addict without counselling.

Good.

Gives antihypertensive treatment to a patient with proven high blood pressure of a mild degree on at least three readings who have already tried lifestyle changes first.

She/he takes due regard of Hypersensitivities, Drug, Interactions and side effects.

Poor.

Prescribes indonethachin a patient with a history of a bleeding duodenal ulcer, without prescribing a gastro protective.

Good.

Prescribes amlodipine to a patient with asthma and hypertension with angina who is non diabetic, in conjunction with a thiazide diacritic to allow a synergistic effect on the blood pressure.

Management.  Prescribing.  (b) Interpersonal.

She/he involves the patients in defining the aims of treatment.

Poor.

Gives a prescription for analgesic for tension headache with no explanation of what the prescription is for.

Good.

Hypertension patient is starting on bendrofluazaide with the aim of reducing the blood pressure throughout the day by reducing the circulator volume the rationale for this is explained to the patient.       The long-term aims of secondary complications of hypertension are also discussed at the same opportunity.  Patients health beliefs are elicited in case some kind of information is already known to the patient, the understanding of the explanation is then checked by the doctor at the end.

She/he advises the patient on dosage on duration of treatment, side effects and pacific precautions.

Poor.

The doctor prescribes tremi        for a urinary tract infection and hands the prescription to the patient 

Good.

Before handing over the prescription for the t           , tells the lady patient that it is 200ml grams twice a day for three days for example.  The doctor then goes on to say that there may be gastro-intestinal side effects such as nausea/vomiting and diarrhoea and in a few cases an alternative contraceptive should be used such as barrier methods for the duration of the course of the antibiotic.  If the patient is taking the oral contraceptive concomitantly it may fail to be effective due to the interaction of the t……. The doctor checks that the patient is not already pregnant.  He then checks the health understanding of the patient.

She/he arranges feed back for effectiveness and side effects

Poor.

Does not bother.

Good.

Ask the above patient to return or contact the doctor if systems of urinal tract infection remain or if they get any side effects from the treatment or any other side effects mentioned in the drug leaflet given with the prescription for example a blotchy rash

She/he considers the costs of prescriptions.

Poor.

No account is taken of the amount or of equivalent cheaper alternatives.  For example prescribes drugs Aricept for all patients with dementia. Prescribes Interferon for all patients with multiple sclerosis.

Good.

The doctor prescribes generically where possibly, with consideration for PACT data, local PCG and practice base protocols and formularies.  The doctor does not prescribe at all if they feel it is unnecessary however, the doctor bears in mind the negative effects on future practice drug budgets if they are too parsimonious about prescribing.

The doctor only prescribes expensive drugs if they are “the best” for the patient in turn of compliance, cost effectiveness, and safety for example SSRI.       COULD NOT UNDER STAND THE START OF THE TAPE ON SIDE 2

She/he makes sound decision about starting repeat prescribing

Poor.

The doctor gives repeat prescriptions for tamazipan in large amounts to known addicts etc.

Good.

Once hypersensitive patient’s blood pressure is controlled satisfactorily, or perhaps the patient satisfactorily monitors the blood pressures themselves the doctor decides to give repeat prescriptions with six monthly review as per the Practice/PCG/National/……hypersensitive guidelines.

She/he uses proper methods of monitoring repeat prescriptions

Poor.

Looks at a repeat prescription print out attached to patients prescription normally asks the patients what they are taking at the moment.

Good.

Reviews records to repeat prescribing a…………..used and issued.       The doctor reviews any previous computer pages in case a prescription had been discontinued for medical reasons etc.  and for information about when the patient last had the prescription.  The doctor takes note of drug/allergies /sensitivities, that is evident within any of the records available.

Medical Records.

She/he reads the records before the consultation and uses them in clinical decision making.

Poor.

Does not use records available, for, during or after the consultation.  The doctor is unaware of the summary of the clinical episodes in the record/computer.  If there are only computer records available doesn’t use the computer summaries or look at previous dormant pages etc.  on making decision about clinical care.

Good

Reviews the hypersensitive treatment since it was started in a patient otherwise known to them.  Looks at the records of the patient before they enter and notes of a patient before they come into see them if they are not unknown to them not forgetting to look at the summary of serious conditions.

She/he writes records promptly without hinder the interaction.

Poor.

Writes with the head down while the patient is speaking without excusing themselves or stopping to look up to maintain eye contact. Doesn’t record the con…………..records of a visit that they had to do out of hours until several days later.

Good.

Maintains active listening while the patient if speaking.  Writes down measurements etc.  before they are forgotten and makes contemporary ……….  records at the end of the consultation/visit/phone call etc. so as not to interrupt the patient.

His/her records are complete, conscience, legible and always available to the practice.

Poor.

The records are illegible to colleagues, incomplete, rambling freely over irrelevant detail, missing out blood pressure readings, dates, positive and physical findings.  Keeps the records at home or in the car after visits, without returning them promptly to the appropriate surgery, not just the branch.

Good.

Legible orderly notes complete with the relevant details, e.g. diabetic. Check should be equivalent to the nurses’ notes using a protocol. The doctor adds occasionally, where relevant, verbatim quotes from the patient if they are particularly revealing of a state of mind/attitude etc.  Returns notes to the staff after visits promptly.       

She/he uses other components of the record system.

Poor.

Doesn’t refer to the computer records, child health record, anti natal record when they are relevant to the patient’s immediate or even subsequent care.

Good.

Looks at child health records to see if the mothers or health visitor’s comments are relevant.  Checks a  …………chart if a baby with a possible failure to thrive presents to them the surgery.  Makes full use of different directories on the computer and have different records available from other health professionals and other colleagues, such as social services in pursuit of a complete picture of a patient their family and their illness.

Emergency care 1.  Initial assessment.  

In an emergency, she/he puts the patient needs above his own convenience.

Poor.

A man known with e                          heart disease phones the surgery during consultation complaining of heavy central chest pain, unrelieved by GTN spray.  The doctor tells the patient to take another puff of the spray and they will visit after surgery. Ring back if no better.

Good.  
Interrupted in the surgery by the same man, the doctor ascertains if he has taken his aspirin today, how many puffs he has had and then decides to visit immediately, possibly getting the reception to dial 999 for the ambulance to meet the doctor at the patients home, (this depends on the geography and the ambulance availability).

She/he uses time with the messenger to obtain the relevant information and give interim advice.

Poor.

The wife of the man with central chest pain above rings for an urgent visit.       The doctor tells the receptionist to tell his wife that they will visit straight away.

Good.

The doctor speaks to the wife asks quickly if he has had any aspirin, and if (not then instructs the wife to give him half an adult aspirin as long as it is no ……PARDEN……………….)  They briefly ascertains from the wife whether the patient if conscious, sweaty, blue in colour, and breathing.  The doctor tells the wife that the surgery will phone for a 999 ambulance and the doctor will be there in x minutes, that the wife is to stay calm and try to keep the patient comfortable and calm until either the ambulance or the doctor arrives soon.

She/he decides correctly on the degree of urgency.

Poor.

When told that a ten week baby is pale with delayed capillary return and is suffer from laboured breathing and a cough and is moving very little with a high pitched cry decides not to act immediately.

Good.

Decides to arrange emergency presentations when to visit immediately, and when to visit after surgery and when to give just advice proviso to ring back if they is any deterioration in the patient condition.       E.g. visit immediately when a child non-blanching perperic spots.

She/he takes the right equipment.

Poor.

Forgets to take the nebulizer to someone suffering from acute asthma attack at home.

Good.

Takes the nebulizer with innate nebulas of salbutamol and atro…………..  as a back up, sterile mask and tubing, syringes, needles and hydrocortisone which is injectable, a back up supply of adrenaline in the emergency bag and a supply oral ………………  Also takes a peak flow meter and a mouthpiece all pre packed in an easily available prepared asthma emergency bag kept in a recognised place in the surgery.

Emergency care 2.       Management.  

She/he takes appropriate responsibility at the scene of the emergency.  

Poor.

Abrogates responsibilities.  The doctor goes in the ambulance if appropriate.       

The doctor gives clear instructions properly written as to when the patient or patients relatives should call again if the asthma attack has now been adequately treated and settled with such agents as nebulize SAL………………

Good.       -  anything for this section
Fits.

Poor.

Doesn’t bother to place the patient in the recovery position.  Doesn’t check the airway, doesn’t ask witness about relevant details of the “fit”.  If the patient is in status epilepticus doesn’t try to treat the patient with such agents as diazepam or equivalent to stop the fitting process.  The doctor leaves the patient unattended after administrating anti epileptic treatment without taking due care to monitor the level of consciousness adequacy of the airway respiratory and cardiovascular competence.  Doesn’t seek emergency help from such agencies as the ambulance if the fit lasts more than 15 minutes or is recurrent.

Good.

The doctor places the patient in the recovery position, maintains the airway accesses the cause of the fit and treats it if possible - e.g. hypoglycaemia.  The doctor then administers such agents as diazepam appropriately and watches for response or any other side effects from the treatment in a patient with in status epilepticus.  If there are side effects takes appropriate action. Accesses whether the patient needs to be hospitalised or not. The doctor makes a neurological assessment of the cause of the fit and any non-transitory clinical signs.

Chest pain.

Poor.

Assumes diagnoses from apparent “normal” appearance of the patient. The doctor assumes that the cause is not therefore cardiac.  Doesn’t check appropriate medical and medication history, doesn’t examine the chest, or the cardiovascular system including colour, pulses, heart sounds, blood pressure and sign of oedema in the chest, sacrum or limbs.  Fails to access the urgency or possible seriousness of the cause.  Fails to take adequate action and safeguards on leaving the patient.

Good  
Assesses urgency of the situation first, calls for an emergency ambulance if appropriate, maintains the airway of the patient and attends to the administration of aspirin, relevant drugs, establishes a venous line, gives appropriate opiate analgesic if the cause is thought to be due to a myocardial infarction.       Administers cardio-pulmonary resuscitation if appropriate.

Assesses the patient for other causes, keeping an open mind about diagnoses.  Uses an E.C.G.  to assess the cause if this is appropriate, interprets the reading with its limitation appropriately, and defibrillates, if necessary.

Psychiatric.
Poor

Does not ascertain the suicidal thoughts or intentions of a patient before contacting on-call psychiatrist for admission, leaves the patient unattended until the ambulance arrives.  Injects psychotic patient with a neuroleptic (major tranquilliser) and then leaves the patient with the attending relatives or friends.       

Good

If a doctor has telephoned they assess quickly the urgency of the emergency from the relatives or other witnesses or from the patient directly if possible.  The doctor administers neuroleptics only if this is safe and appropriate.  Attends immediately if there is any concern over the patient or safety to others is in doubt.  The doctor stays with the patient until they are able to be placed in a place of safety under Section 2 of the Mental Health Act.  Calms those at the seen as much as is possible.

Professionalism 1.  Availability

She/he is punctual and uses consulting time flexibly.  

Poor

The doctor turns up regularly twenty or thirty minutes late for the start of surgery, always runs over and is unable to catch up if behind.  If the doctor give a quick consultation he never sees emotionally retarded patients long enough to established whether they are clinically depressed because they close the consultation down in less than ten minutes and more often than not five minutes.

Good

Starts surgeries and comes to practice meetings on time.   Is able to adjust the pace of the consultation to the needs of the patient.   Taking longer and going more slowly with a depressed patient, catching up time if possible and patients needs allow.

She/he accepts and adjusts to variation of workload.

Poor

Doctor is unwilling to see any extra patients who require urgent appointment at the end of the surgery, despite their needs, and the obvious needs of his/her colleagues who are busy seeing their share of the extra patients.

Good

The doctor is willing to help out with extra during busy times for the practice, including after surgery and visits.  Is willing to help during sudden sickness or absence of colleagues while not taking an unfair amount of the work relative to the partner’s workload.

She/he is open available and patients consult him/her readily.

Poor

Allows their surgery to be booked up too much with patients returning perhaps unnecessarily for follow up appointments. It is difficult to access when on-call. The doctor is unpopular with patients and his surgery is relative empty after three months in practice.  Patients don’t usually ask to see them and may even ask not to see this particular doctor.

Good.

Allow telephone calls after surgery, invites patients to contact him if necessary under reasonable conditions, gives home phone number to terminal in their care. Is easily contactable on-call, attends practice meetings and tutorials readily.  Patients consult readily and repeatedly as they feel that his care is of a high standard.

Professionalism 2.  Involvement  

She/he presents himself appropriately for work.

Poor.

Is frequently late, smelling of alcohol, untidily dressed, without taking care to appear a professional, not attending to personnel habits and hygiene.       Appears to patients, staff, and colleagues not to care about what patients think of his behaviour or appearance.  He is either too tired to work or too intoxicated to function properly or to drive safely.

Good.

The doctors is punctual does not drink alcohol while working, dresses tidily (perhaps at times on-call more casually) but usually in a way which allow the patients to trust his professionalism. His/her behaviour and demeanour has the same effect on the patients too.  On the one hand it is not expected that every one should dress very formally but it should be smart enough to inform trust and not disrespect from patients.  This may vary according to the expectations perhaps of the particularly of patient group that you are looking after.

She/he shows respect for the patient’s customs, values, ideas and attitudes

Poor.

If a doctor disagrees with the patient’s values, ideas of illness or attitudes the doctor demonstrates that they have no respect for them as they feel that they are either misguided, wrong or worthless.       The doctor uses a combatative style with the health believes of ethnic minorities or others by dismissing what they say about their believes as unscientific or wrong.  The doctor feels that they should assimilate more into the majority culture.  Demonstrates racist views. If the patient believes that a herbal remedy is effective but the doctors knows that it has been scientifically shown to be worthless, the doctor then tells the patient of the knowledge, the judgmental way, which has the effect of reducing the patient’s self esteem and may even turn the patient’s trust away from the doctor.  Doctor refuses to help a patient seeking a termination of pregnancy, if the doctor has objections to it even being unwilling to suggest that they consult another GP/colleague or another agency.

Good

Respects culture diversity of the patient however that might impinge on their own cultural believes.  Doctor may not agree with the patient’s assertions, but shows respect for the diversity of their views.       (Except where these attitudes involve harm to others or breaking of the law).

The doctor demonstrates through listening and the way management options are shared that the patient’s customs, health beliefs, values and attitudes have been taken into account.

For example e.g. if a baby’s mother doesn’t wish to have a MMR vaccine because of adverse publicity, these beliefs should be respected even though you have evidence to the contrary.  The doctor should explore the reasons why this believe are held and explain calmly the consequences of not immunises the child to the mother.  The doctor should explain the facts around the safety of the vaccine in recent non-jargonised, non-judgmental language that allows the mother to maintain her self-esteem without being patronising.  After all our own strongly held health beliefs of the present may prove to be wrong in the future too.

She/he demonstrates to patients an interest in and concern for family and work situation.

Poor

During consultations the doctor repeatedly doesn’t find out about the patients illness in terms of social and psychological terms. The doctor gives certificates for the work without finding out the occupation of the patient because someone else has given them a note before even though the job is not mentioned in their medical records.       

Good

The doctor asks about the family at an appropriate time in the consultation and follows up previous enquiries from previous consultations.       

Defines exactly the nature of the patient’s job whether this changes or can be delegated, when considering if they are fit for work.  If the doctor has dealt with a family member previously the doctor remembers to ask about their welfare.

She/he makes plans that take a patient’s personnel situation into account.

Poor

Ask the patient to return for a minor operation at a certain time although they have to pick up children from school etc.       

Good 
Is flexible enough to make arrangements for further primary care, which do not unnecessarily inconvenience the patient as above.  The doctor suggests that the patient might make two appointments after their work if the patient wish to have personnel counselling, at the end of an evening surgery.       The doctor considers if the patient can afford private treatment if this is being suggested and the doctor discovers that the patient is uninsured.

She/he shows tenacity in helping patients in difficult or frustrating situations.

Poor

If the patient is deaf or has poor English skills the doctor soon gives up trying to communicate with the patient.

When the doctor is unable to admit a patient to a particular hospital because they have been told it is full, does not try another hospital.

Good

When a patient whose first language is not English, who is deaf consults a with a interrupter. The doctor seeks to discover as much as possible about the patient’s problems.  “goes the extra mile”.  Shows a willingness to be patient with elderly patient who bring a list of presenting problems having saved them up for a rare visit to the doctor.

The doctor first of all has no answer to a call at a patient’s home; tries to gain access by another route or telephone the patient before leaving.

She/he encourages them to become more self aware, questioning and self-reliant.

Poor

The doctor adopts a very doctor-centred approach to the consultation, rarely reflecting the patient’s comments or more significant phrases had occurred during the consultation. The doctor allows the patient to become reliant on the doctor, adopting a child-like dependency, taking responsibility for all the health decisions and actions of the patient.  Directs the patient all the time.

Good

A patient comes to see the doctor with “tiredness all the time”; the cause turns out to be depression.       The doctor allows the patient to explore their systems so that they realise themselves that they are depressed. The doctor invites questions and nature and management of depression, encouraging the patient to ask about causes, different sorts of treatments, and the side effects that they may have.

If a patient can make a choice about different treatments they should be allowed to do so, so that they are more actively engaged in their own therapy and health.

She/he gives health education when the opportunity or need arises.

Poor

Rarely/never gives advice about smoking, to patients who are heavy smokers with chest infections, or if the patient’s asks about help just tells them they should stop.

Good

Uses opportunities appropriately to mention smoking as a cause of a prolonged bronchitis after influenza, offering help if asked or after asking if the patient wants to give up smoking. Asks about whether the smoker has given up before, and what successful strategy they had used before. What made them smoke again etc.

Professionalism 3  Communication

She/he communicates effectively with a wide range of patients using language with which they are comfortable and is thus able to comfort and support them.

She/he communicates well with 

Small Children

Poor

The doctor doesn’t talk to the child, only the parent. The doctor stands over the child to examine them without telling them what they are going to do. The doctor frightens the toddler by wrestling with them while examining them, without gaining the co-operation of the parent to hold the child properly by rushing the examination but perhaps even using force.

Good

Gains the co-operation of the child by coming down to their height, perhaps squatting, actively reassures by smiling talking quietly and calmly and examining gently and slowly. The doctor asks them simple questions directly giving them time to answer.  Doctor uses touch to calm to reassure, doctor uses appropriate language for the ability of the child.

Adolescent males.

Poor

The doctor addresses all the questions to the accompanying parent not the patient.  Does not allow the patient the express their ideas, concerns and expectations of their illness as it effects them or in some cases ignores their non-verbal queues.

Good

Uses rapport-building skills to put the patient at ease getting their views of the illness.  Addresses obvious non-verbal queues as they arise otherwise as the moment may otherwise pass and the opportunity lost.  Doctor enables shy, ineloquent boys to talk about their fears and ideas supporting them when the parents may undermine their views. The doctor considers common unspoken concerns about such conditions as acne vulgaris, sexual difficulties, contraception and sexually transmitted disease if appropriate. The doctor empowers the patient by offering therapeutic choices, if available.

Adolescent females

Poor

As above plus dismissive and patronising.

Good

As above but also may pay attention to such health concerns as contraception re pregnancy, anorexia etc.

If the patient is under sixteen and unaccompanied by a parent or guardian the doctor is able to assess Gillick competence, if necessary, to decide about management with therapeutic decisions effecting a teenager.

Mentally handicapped.

Poor

Doesn’t speak to the patient (“does he take sugar”) the doctor assumes no ability for the patient to express themselves effectively.  The doctor doesn’t seek to gain informed consent for some therapeutic intervention.

Good

The doctor directly addresses the patient and adjusts the level of language up as well as down to the appropriate level of understanding for the patient.  Continually checks that that level is correct and that any misunderstanding is minimised.

The doctor involves the patient in choices if possible using any care to facilitate communication and checking their understanding.  The doctor builds rapport and respect and comforts whenever possible.       The doctor takes time and is tenacious in an attempt to help the patient communicate effectively.

The old

Poor

Treats the patient as a child, doesn’t allow time for the patient to reply or reflect on the question, rushes the elderly patient during the consultation.  The doctor doesn’t show any respect for the experience and views expressed by the patient, is intolerant of deafness, poor memory, or confusion.  Is patronising towards the patient.

Good

Relates to an old person with kindness and patience.  The doctor bring in an old person’s memories from the past where relevant, and uses them for building.  The doctor takes time and gives an old person a sense that they are not being rushed treats them as an individual, does not make assumptions about their views.

The socially disadvantaged.

Poor

Does not consider social problems in treating the patient.  Deals only with medical model, closes down the patient’s social concerns because they feel it is not their job to look into them.  The doctor suggests joining a gym to improve their exercise, even though they cannot afford to do so.  The doctor fails to connect and deal with the concerns that may be paramount to the patient but not to the doctor.

Good

Realises that social deprivation is key linked to poor health, and that this needs addressing as much as more technical aspects of health.  The doctor acts as an advocate for social support and links with other agencies and professionals towards that aim.  The doctor empathises and comforts a patient when they describe to their doctor their social problems, even when they may seem insoluble.

Ethnic minorities.

Poor

The doctor makes language assumptions, doesn’t use interpreters, jumps to the diagnoses without clarifying the history or ambiguous replies from the patient.  The doctor jumps to conclusions about ethnic minorities health beliefs, presentation of illness and expectations of treatment based on previous racial stereotypes and prejudices.  Does not the patient as an individual.

Good

The doctor recognises the patient is an individual and the doctor recognises their own prejudices and stereotypes and beliefs.  The doctor uses interpreters, link workers when available.  The doctor recognises the limitations of using members of family as interpreters.  The doctor allows time for interpretation in the patient’s first language.  The doctor addresses the patient in their own language if the doctor is proficient having considered initially to addressing the patient in English directly as often the patient’s understanding may be very good.  The doctor allows time for expressing the reply.  The doctor checks the meaning of the replies respectfully if they are unsure.  The doctor respects health beliefs even if the doctor may disagree with them.  The doctor allows time for a patient to ask clarifying questions at the end of the consultation.

Aggressive.

Poor

The doctor uses aggressive body language in reply to the patient’s aggression.  The doctor uses language that is threatening and inflammatory.  The doctor uses a tone that is aggressive or supercilious or inflammatory. Shouts.  Makes no attempt to de-escalate an increasingly agitated patient.

Good

The doctor’s assertive did not allow the patient to bully the doctor or allow themselves to become a victim.  The doctor does not use aggressive body language.  He uses language that is respectful to the patient and shows that they are taking the patient’s concerns seriously.  They actively listen, have an open manner and non-threatening body language that is neutral and not defensive unless absolutely necessary.  The doctor makes sure they are safe and can escape safely and quickly and get help quickly and effectively.  The doctor uses words that show empathy for the expressed anger of the patient and that aggression is not helping their case.  The doctor rewards calming actions from the patient.   The doctor uses calm body language and tone of voice to allow dissipation of the anger and maintain eye contact comfortably not overdoing the eye contact, not staring at the patient but just enough to show they are listening, breaking away frequently, as necessary.

Deceptive patients.

Poor

The doctor colludes in the deception being perpetrated by the patient.  The doctor doesn’t challenge actions of the patient, e.g. a patient who is having fits and continuing to drive.  The doctor prescribes inappropriately to drug addicts, etc.

Good

The doctor does not collude if important issues are at stake.  The doctor firmly but gently challenges the patient who is not taking their tablets. But says they are. By trying to find out if they have missed taking tablets in the past, using such mechanisms as empathising that it may be difficult for them to remember to take them, asking if they are giving side-effects but in the end expressing why the doctor has the belief that they are not being compliant.

Distressed.

Poor

The doctor ignores the stress, doesn’t feel they can comfort or empathise so doesn’t try, ploughs on regardless with the consultation not allowing the patient to recover.   The doctor doesn’t use active listening, appropriate tone of voice, or touch to try and comfort the patient.

Good

The doctor immediately picks up the clues from the patient of their distress.  The doctor acknowledges them appropriately and seeks to allow ventilation of the distress and exploration (if the patient agrees to do so and is able) of the issues surrounding the distress, in an attempt to aid resolution (a problem shared is sometimes a problem halved). 

The doctor uses silence for the patient to recover or to proceed with a discussion of the feelings.  The doctor empathises, provides tissues for a crying patient if they are not immediately to hand.   The doctor uses touch, if appropriate, e.g. placing hand on hand or forearm.  The doctor actively listens adjusting their tone of voice increasing the softness.  Takes time for the patient to regain their composure and for the distress to resolve.

Disbelieving.

Poor

The doctor challenges directly the patient’s health belief stating that it is wrong and they make no attempt to understand their point of view.  The doctor feels the patient is being difficult.  The doctor engages in a slanging match going to and fro between themselves and the patient developing an escalating circular argument that becomes insoluble, failing to gain a patient’s understanding or trust, resulting in an entrenchment of ideas and attitudes rather than increasing the understanding for the patient.

Good

The doctor seeks to discover why the patient holds the views they do.  The doctor allows the patient to fully explain their point of view, actively listening before addressing point by point any facts that might be incorrect. The doctor accepts the autonomy of the patient to hold different views, but doesn’t duck responsibility of the doctor to give the patient informed choice.  E.g. the mother of the toddler who refuses the MMR immunisation because of the adverse publicity.  E.g. the patient with the information from the Internet advocates a certain treatment.  The doctor should respect that the patient has a right to their point of view and supports them as individuals without misusing the power of the doctor to influence their decisions by threatening them with expulsion from their general practice list.  The doctor then non-judgementally and simply puts the facts and arguments to the patient as they have been able to best inform themselves from a number of authoritative sources.

Flirtatious.

Poor

The doctor engages in flirting with the patient too.  The doctor gives signals that they may want to encourage the patient’s flirtatious behaviour or beliefs and feelings the patient may have for the doctor.  The doctor doesn’t address the behaviour at all.

Good

The doctor acknowledges the behaviour and calmly points out to the patient any thoughts or feelings they may be secretly harbouring for the doctor are not in the interest of the kind of doctor/patient relationship the doctor must pursue professionally.  This is done without crushing the patient and the doctor tries to understand and explore what this behaviour means to them, as it may not be a conscious action on the patient’s part.  The doctor tries to maintain an appropriate doctor/patient relationship if possible, depending on the type and depth of the feelings that the patient may have towards him.       Gently, but clearly, lets the patient know that an inappropriate relationship is inappropriate.  They are then specific about what they mean by inappropriate, encouraging non-flirtatious behaviour.

More than one patient at a time

Poor

Doctor allows disorganised and destructive pandemonium to occur in the consultation room with the doctor unable to hear what the patient is saying because of others talking or making background noise.  The doctor tries to consult the two patients simultaneously.  While this is possible it is probably unsatisfactory in most cases and requires great skill and concentration and in other areas to allow the patients equal and full access to the doctor particularly if they have two unrelated problems.

Good

The doctor while encouraging the patients (plural) to consult readily and freely expressing their ideas concerns and expectations as usual organises the time and contributions to allow this to be fair allowing equal weight to each patient and stopping everyone talking at once.  The doctor in effect leads a group discussion if there are three or more patients.  Or deciding that the patients would be best served by seeing them in a smaller group/pairs/individually.  If children are involved the doctor makes sure that they are engaged in not too noisy play or are looked after by staff or other relatives.  If the patients are a couple with marital problems for example, the doctor facilitates even handily open discussion between them.

Professionalism 4  Working with colleagues

She/he shows by his behaviour towards other members of the primary health care team and practice that she/he understands their role and responsibilities.

Poor

The doctor demonstrates arrogance towards other professionals in the PHCT and practice staff.  The doctor delegates inappropriately, not giving enough information or guidance about the task to allow the colleague to fulfil the action or to perform the task to a standard, which the doctor expected. For example the doctor expects reception staff during busy times to do photocopying immediately for his/her audit.  Or asks the midwife to do a post-natal check on a mother at six weeks or asks the practice manager to draw up an audit plan.

Good

The doctor delegates appropriately tasks to various individuals or teams.  Making all the relevant information clear and preferably in writing to a named team member, being specific about what is expected, answering clarifying questions and following up to check progress and outcome.  E.g. asks a health visitor to visit a parent a baby at home to give advice re weaning.  The doctor asks later when they see the health visitor in the practice about how the parents were getting on with the task etc.

She/he values their help in respect of professional autonomy.

Poor

Repeatedly demands that a district nurse go and visit a patient to keep an eye on them, despite the nurses manager not allowing them to undertake surveillance of the elderly. The doctor does not take into consideration nurses’ own priority concerning workload. Doctor dismisses their input and feedback, doesn’t take up any of their concerns that the colleague may have about a patient when you have been sharing care.  Doctor feels the colleague’s assessments are not trustworthy, unless they have good supporting evidence to the contrary.

Good

The doctor appreciates the different skills of the practice team and PHCT.  The doctor listens to and acts on if appropriate, advice and concerns voiced by colleagues not only concerning patients but also actively seeks feedback and constructive criticism of their own actions and knowledge. The doctor is able to learn from their comments and delegate appropriately. The doctor allows a colleague to appropriately refuse to take on something they are suggesting that they do.

She/he balances the patient’s right to confidentiality with a colleague’s need for information.

Poor

The doctor tells the receptionist about details of a consultation concerning marital stresses and infidelity.  The doctor doesn’t tell the health visitor about the concerns for the safety of a baby failing to thrive and is being possibly neglected at home.  

Good

The doctors aware there are Acts of Parliament, such as the Road Traffic Act, and the Children’s Act, 1990 which detail specifically the occasions when society requires a doctor to break patient confidentiality and inform other professionals where the safety of the child for example is paramount.  The doctor takes care not to divulge consultation and (in particularly, personal) details to others who do not need to know them even allowing them to overhear accidentally these details.  The doctor warns reception staff a particular patient was very aggressive with the doctor as it may involve the staff’s personal safety in future.

She/he respects colleagues right to confidentiality.

Poor

Tells everyone about a colleague’s recent illness but this was not explicitly allowed to be divulged.  Tell ones colleagues about another’s thoughts and feelings about them when this was expressed in confidence to the doctor.

Good

The doctor assumes without having to ask that personal details of a colleague’s life be not to be discussed with others, unless the colleague explicitly wants that to happen.  If the doctor is involved in the appraisal of staff their details are kept confidential unless permission is given otherwise.

She/he works well with: principles and practice

Poor

The doctor relates poorly to certain doctors in the practice.  He is intolerant of certain styles and attitudes that may be different from their own.  The doctor feels that these may be wrong, out of date, or even essential attributes are ‘bad’ doctors without considering exactly why, or looking at the outcomes of their own knowledge, skills and attitudes.  They are poor team members.

Good

If a doctor is open-minded about the styles and attitudes of the principles and the practice tolerating different levels of competence, strengths and weaknesses within the doctors with whom they work as long as this does not fall below a certain minimal standard which would involve such agencies as the GMC.  The doctor asks them for advice, respects their experience and encourages feedback of their own performance in the practice.  Treats the other partners in the practice with the same status as their trainer.

Practice employed to treatment room nurses

Poor

Investigations of patients, such as ECGs or blood tests are given to the nurse with no forms filled in and the doctor expects that the tests be done immediately.  They refuse to see the patient the nurse would ask them to see.

Good

The doctor helps with blood tests…………….appropriately.  The doctor discusses the patients care with the practice nurse, aims to improve and learn from the skills and knowledge of a trained asthma or diabetic nurse.  The doctor shows and interest in the nurse’s extended role, encourages discussion of their combined care of patients and seeks feedback from the nurse of her own performance.       

District nurses

Poor

The doctor treats district nurses as servants, who should undertake his bidding to do such tasks as collecting blood samples.  The doctor shows little respect for their often intimate knowledge of patients and their families. The doctor declines to visit patients when asked to do so by the nurse.  The doctor disregards opportunities for liaison of discussion of care of patients that they have in common.

Good

The doctor fosters a special relationship that district nurses often have with the chronic sick patients in the practice. The doctor encourages the feedback on her own care.  The doctor liaises freely with nurses in the practice setting or at coffee time, to check on follow-up of patients the doctor has seen and for whom the doctor has asked for nursing care.  He learns from the skills and knowledge concerning the terminal care of patients given by district nurses at home.  Look to actively promote a team approach to the care of patients with district nurses.

Associated social workers
Poor

The doctor rarely uses their skills in patient care.  The doctor fails to liaise about referrals they have made, particularly concerning child abuse etc.  The doctor devalues the skills of social workers in making an assessment of needs, organising care etc.  The doctor never gives written referrals, even when there is a lot of details and the case is non-urgent.

Good

The doctor treats social workers as professionals with an important effective role in patient care.       They liaise frequently about ongoing cases of concern, sharing confidential details of the patient only as appropriate with the social worker.  The doctor acts on their advice, seeks feedback on their own performance. The doctor promotes teamwork by fostering good communications and is sympathetic to the social worker’s efforts despite the lack of resources and limitations of their role often imposed by management structures.

Practice administrative staff.

Receptionists/secretaries/clerks and practice managers

Poor

The doctor orders the staff around without showing due respect for their role, feelings, seniority, etc.  The doctor shows a lack of politeness, humanity and patience when dealing with and is intolerant of any mistakes they might make.

Good

Fosters good relations by helping out with seeing patients occasionally, answering queries, and taking telephone queries from patients to an appropriate extent.  Usually staff will appreciate this type of behaviour and return favours without exploiting the relationship. The doctor should be friendly and professional helping effecting patient care by promoting teamwork.  They should also offer sympathy if someone is obviously distressed at work.

Health Visitors

Poor

The doctor rarely discusses patient care with health visitors, doesn’t liaise with the health visitor over child protection issues and cases, dealing just with community paediatricians. The doctor misunderstands the role and skills of the health visitor, refers inappropriately, rarely using written communication even in non-urgent cases.

Good

The doctor understands the health visitors educational, child surveillance, chronic adult sick, and elderly surveillance roles.  They refer appropriately and liaise carefully with the health visitor. The doctor uses opportunities to team build and foster good relationships as above, by maintaining communication about patients on an informal basis, demonstrates enthusiasm about the help health visitors may be able to give them.

Midwives

Poor

The doctor fails to recognise midwives special skills and responsibilities as a specialist practitioner, conflicts rather than compliments the midwives role and expects the midwives to perform a measure of menial tasks during anti-natal clinic such as weighing, urine and blood pressure testing, without realising the midwives view of their own role, however much they may disagree with this view.

Good

The doctor builds of working together with the midwives, using their prior knowledge of patients to compliment the patient’s relationship with the midwife.  They build on mutual respect, liaise regularly as above and try to work as a team wherever possible.  Support where appropriate decisions of a mother and a midwife to have a home delivery where possible, recognising that the midwife now takes responsibility for her own actions as a professional.

Other health care professionals e.g. counsellors

Poor

The doctor refers all psychological problems to the counsellor in practice, without regard for protocols, the particular qualifications of the counsellor or the limitations that they have in their role.  The doctor never commits any referral in writing and fails to follow-up those referrals. Refers frankly psychotic patients inappropriately to the counsellor.

Good

The doctor understands particular skills and limitations of any particular counsellor the way they work and the limitations of the style they may use. The doctor follows agreed protocols for patient referrals so that the appropriate care is given. They accept that some patients need referral to other agencies or are better dealt with by the doctor.  To liaise carefully after the referral in case the patient needs drug therapy.  The doctor recognises issues of client/counsellor confidentiality shows an interest in the counsellor and their work.  

Personal development

She/he continues to learn by reading books and journals and making good use of post-graduate meetings.

Poor

The doctor is behind schedule in summative assessment, has excuses not to video has never shown a video to the trainer or small group at the vocational training scheme. The doctor doesn’t prepare for tutorials on topics that they have said they would like to learn.  The doctor fails to read up textbooks or literature in general.  For the preparation of tutorials, the MCQ and summative assessment or MRCGP.  The doctor shows no interest in completing the summative assessment if they do not have to do so or in taking the MRCGP at all. The doctor doesn’t read or comment on anything in the BMJ, BJGP, update DTB prescribers’ journal, health trends etc.  or even those in such magazines as GP/Pulse/Doctor magazine. The doctor never goes to post-graduate meetings either in or out of hours.  They don’t use study leave time in hours in the week to attend as much as possible to such post-graduate events as vocational training scheme, outpatient and other areas of interest, etc.  They don’t use the time available to study, especially if ‘out of hours’ study is not occurring.  That is study leave should be used for study as work time.  Or made up by the equivalent regular as effective study time “out of hours”.

Good

The doctor is self-motivated, keen and enthusiastic to use the limited time of training in vocational training to make the most of the time and opportunities available.  They put extra time and effort into tutorials, reading textbooks if necessary, editorials, national guidelines, researching, databases such as Medline M Base Cookham Collaboration etc.  Is keen to visit outpatients a priority use of time to fulfil their learning needs, perhaps even at a time outside of the working week if necessary such as a half day.  The doctor is reflective about all learning experiences and keeps a learning diary of the vocational training experience. The doctor is keen to plan effective use of the limited time with a personal learning plan.  The doctor reads literature that is not medical because they realise it enlightens and educates them in areas of human experience where they may have no knowledge. These other areas of human experience may help them to understand a different point of view that may be one that is shared by patient that they will meet one day professionally.  The doctor is critical in what they read and the plethera of journals available, selecting relevant areas, is keeping an open mind about trying new areas in journals.  They regularly attend post-graduate meetings which should be relevant not always just as ease orientated, for example BME meetings.  The doctor is critical about use of time and consults others about selection and a possible use effectiveness in meeting a learning outcome that is relevant and important.

She/he can by self-evaluation or peer review identify gaps in their competence.

Poor

The doctor doesn’t bother use learning diaries, is late or often misses vocational training small group meetings, doesn’t see any point in: formative assessment, evaluation of courses, listening to feedback from colleagues, patients and staff.  The doctor refuses to accept guidance or feedback from the trainer, course organiser, social advisers, etc. The doctor doesn’t use summative assessment problems to look at learning needs.  Avoids taking the M.R.C.G.P. at any stage feels the faults are within the system and not within themselves.

Good

The doctor is enthusiastic to undertake self assessment by various methods including taking the M.R.C.G.P., trying passed papers MCQs test papers in books etc.  They ask for feedback on performance from, colleagues, staff, patients in the practice (and from colleagues in outpatients if they attend them).  And also from colleagues at the vocational training scheme.  The doctor participates in summative assessment thoroughly and diligently including the Manchester Rating Scales!  They use the SMART objectives to plan their learning and also plan by themselves and with the trainer and if necessary a course organiser/adviser, etc.  a personal learning plan.  They use learning diaries to discover gaps, use portfolios, feedback and various assessment tools such as Rano case analysis, Problem case analysis PUNS, DENS videos of the consultation and teaching sessions.  They are encouraging and participate fully in critical event analyses.  They undertake psychometric testing such as Belbun, learning styles, questionnaires, from Honey and Mumford, Myers Briggs, 16PF etc. they consider participating in a Balint group.  They use books widely such as the inner consultation and Peter………….textbook, “the doctor’s communication handbook” to try and inform themselves about different consultation techniques, they analyse their videos using different models.  They strive to understand the principles of adult learning and to inform the process of professional development, hoping to continue these processes into their subsequent professional lives, recognising the tenets of such areas as Johari’s window, entering use of lifelines in reflection etc. and tools such as training needs analysis.  They are inquisitive to learn from their peers in a small group setting recognising it as an opportunity to gain insight into their attitudes, beliefs and actions.

She/he undertakes audit into such areas as prescribing, referral, follow-up, consultation skills and disposition.

Poor

The doctor doesn’t review prescribing in different disease areas, offer any change in prescribing after they or the practice adopts a clinical guideline.  Never review their own prescribing habits.  The doctor doesn’t keep data on or review outcomes of referrals made to secondary care or other professions in primary care.  The doctor doesn’t look at a video with a trainer or others, never discusses how they might improve their consultations either in the joint surgeries with the trainer or on the video.  No plans are made for improvement or checking if that improvement has occurred.  Fails a summative assessment audit. Fails the summative assessment video.

Good

The doctor keeps a record of prescribing reviewing if the prescribing performance has changed after agreeing a protocol or change of prescribing habit.  The doctor establishes personal drug formulary being able to justify it and that they stick to it by measuring the outcomes regularly in practice.  The doctor keeps records of all referrals and checks on outcomes against measurable criteria. E.g. whether the purpose of the referral was made clear in the letter and if appropriate to refer, was the outcome important to the clinical care of the patient, e.g. operation, diagnosis, reassurance of patient and/or doctor.  Did the doctor find out anything new, in other words, what did they learn and would they have used the resources differently in the future?

While reviewing consultation skills the learning is done regularly with written recommendations for future consulting the learning diary.  Recommendations are then regularly checked to see if they are being effected on or whether change is actually occurring in consulting behaviour.  The doctor keeps the videos of early consultations and views with the trainer or the small group; they then compare these with subsequent videos using such criteria as models of the consultation from the usual books some of the assessment criteria or the MRCGP criteria.  The doctors use such tools as externally validated patients satisfaction questionnaires to see if various patient satisfaction with their consulting.  The doctor undertakes research in important areas of primary care having searched the literature, sought ethical and practice approval and advice on study design and statistics, eventually getting the study published in a peer reference journal.

Complete the summative assessment audit satisfactorily.

Computer skills

Poor

Unable after adequate training to record patients details on a computer.  Unable after adequate training to produce a prescription on computer.  Unable to access patient records in their entirety.

Good

The doctor is a fluent typist, able to use computer patient records to the full for information retrieval, audit, with the use of filters.  The doctor has no problem in accessing information and printing prescriptions during a consultation.  The doctor can use inter or intra net facilities on a personal computer in the surgery.  They are able to access such equipment as is available within the surgery e.g. CD-ROM for EMENS, EDTB, EBNF and Bodyworks.  They are able to use the electronic sources for guideline retrieval and, if time allows and appropriate, they are able to demonstrate this during a consultation.  The doctor has other information technology skills for using Medline or Cochran database searches, uses Access and Excel in PowerPoint for practice data manipulation. Financial matters, audit and presentations to the practice and elsewhere.  The doctor is aware of computer technology generally and has a knowledge of the different available GP computer software systems in particular.  They have an awareness of the potential future of computing information technology and the Internet as far as general practice is concerned.

Management skills
Poor

The doctor rarely attends practice meetings and is disinterested and rarely contributes.  The doctor is a poor timekeeper, often late for work.  He doesn’t achieve tasks asked to do by other doctors, staff or primary health care team members.  The doctor forgets to do referrals to secondary care on time, and paperwork mounts up untouched or unresolved.  The doctor delegates poorly, using the team inappropriately for the tasks involved.  The doctor negotiates poorly, being inflexible and losing their temper with others, bullying and becoming rude if they don’t get their own way.  They may even abuse alcohol to help relax.  The doctor is unaware of the need to look after their own health and protect themselves from burnout or depression in the future.

Good

The doctor is perhaps a good “team” player, or if not is aware of the shortcomings and aims to try to minimise the effects or influence weaknesses such as this in the future.  The doctor attends practice meetings, is properly prepared for the meeting having read the paperwork, the agenda and associated papers. They contribute to items on the agenda and during May contribute to things on the minutes and contribute appropriately at the right time keeping to the point of the argument at that point on the agenda. The doctor is willing to help appropriately in the practices’ affairs.  The doctor is efficient in completing tasks, diligently, acting comprehensively as a patient’s advocate, unless they are required by law etc. to do otherwise.  The doctor manages delegation and paperwork effectively and efficiently.  The doctor is open to new ideas, understands team strengths, and weaknesses as well as the dynamics involved in any team.  They act to support and guide its members.  The doctor takes appropriate leadership of certain situations such as clinical emergencies etc.  The doctor manages their time effectively and efficiently ensuring the time is spent relaxing and recuperating to conserve energy.  The doctor gets regular exercise is aware of the dangers of alcohol and drugs and does not drink to excess.  The doctor is aware of the dangers of taking on too much work.  They listen to the counsel of others, especially if they show concern about their behaviour.  They make sure they remain human and humane. 
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