TA2 2006 (Guidance Notes)

CRITERIA FOR TRAINING APPROVAL  - 2006 Guidance Notes

[amendments since the last edition are highlighted in bold]

Criterion 1.2

Trainers should notify the Chair of the GP Education Committee, in confidence, of any health problem that may affect their ability as a Trainer. Such problems would include and psychological problems that might impair judgement, or any physical or mental health problem which might result in an absence from training for more than six weeks in a six month GPR attachment. Long-term absence of other doctors from the practice, which might compromise the standard of education provided should also be notified. [see document TA04]

Criterion 1.5

The requirement for the MRCGP qualification will be waived for Trainers approved prior to January 1996. However, all Trainers must be able to demonstrate that they are able to provide effective assistance to their Registrars who are sitting the MRCGP examination, i.e. they must be familiar with the structure and process of the examination.

If the MRCGP examination was obtained prior to the inclusion of a clinical component then the prospective Trainer will be required to demonstrate their clinical competence either by attending a simulated surgery session or by submission of a video tape of consultations, which will be assessed by the current summative assessment procedure for GP registrars.  It is expected that prospective Trainers will be working at a much higher level than this standard, however, this assessment protocol will be used until an alternative validated process is described to which we have access.

The Committee on reserves the right to insist on validation of clinical competence by MRCGP (by assessment or examination) in the event of a substantiated complaint relating to clinical competence, before re-selection.

Criterion 1.6 

The purpose of this criterion is to ensure continuity of educational support for the GPR throughout the working week. With the agreement of the DGPGE such availability may be ‘shared’ between two approved Trainers.

Criterion 2.2

The use of locally agreed PCO formularies and monitoring arrangements, and the scores from Medicines Management Indicators of the Quality and Outcomes Framework [QOF] are acceptable evidence for this criterion.

Criterion 2.3

Whilst it is recognised that many practices participate in audit organised at a multi-practice or PCT level, where the structure of the audit may not meet the level set for Summative Assessment, training practices will be expected to submit to the Deanery at least one practice based audit at the time of approval / re-approval. This audit should demonstrate the full audit cycle with the application of criteria and standards (if appropriate). One measure of improving standards is a practice’s level of achievement in the QOF clinical domain. 

Criterion 2.4

It is expected that Registrars should be encouraged to attend all forms of practice meeting including discussion of financial matters, as this forms an important aspect of their education for independent practice. Exceptionally, specific meetings might be deemed inappropriate - examples might include where a doctor’s health is being discussed, or major partnership dispute involving confidential information.

Criterion 2. 10

It is expected that Registrars will have direct access to appropriate drugs, dressings and diagnostic and therapeutic equipment to allow them to provide effective routine and emergency primary medical care. The actual level of equipment provided is likely to vary depending on characteristics of individual practices and level of service provision.

In order to comply with legislation, the Doctor’s bag must be lockable and a Controlled Drugs Register must be provided for the Registrar.

Criterion 2.11

A training practice must demonstrate that the medical records either written or on computer are of a standard that a GPR or any doctor working in the practice would be able to manage a patient’s care safely and effectively. 

It is desirable that patient summaries are on computer. Whilst practices are in the process of transferring summaries from the written record to computer, and the patient problem list is partially manual and partially computerised, it is essential that mechanisms exist for both parts to be available for the GPR consulting.

Items to be recorded in problem lists should include all events of long-term significance, i.e. operations, major trauma, acute and chronic diseases, drug allergies, pregnancy related problems, together with other socially and psychologically significant events.  The completed summary should be such that it could be used for writing an insurance report, or when referring a patient for secondary care, or when starting a patient on a new drug.  

It is essential that the repeat prescribing system is on computer.

It is desirable that preventive data and the morbidity register are on computer.

With the exception of the first year of training when a standard of 80% applies, the normal expectation would be that 90% of all records that have been in the practice for more than six months would fulfil this standard. Should the practice fall below this standard e.g. an inner city practice or university practice with a high patient turnover, then the practice must demonstrate:

1. Reasons why this is the case.

2. A plan to remedy this within an agreed time-scale, discussed with and endorsed by DGPGE.

The practice’s attention is drawn to the GMC guidance on record keeping (Good medical Practice, 1998)

QOF scores in the records section of the organisational domain may be used as supporting evidence 
Criterion 2.12

‘Children at risk’ should be easily identifiable on either the manual or computer record.

Criterion 3.1

“The Doctor as Teacher” GMC September 1999. 

 Available from the GMC  (www.gmc-uk.org). 

Royal College of General Practitioners   

www.rcgp.org.uk/corporate/objectives

Criterion 4.1

As a minimum, the Practice Guide for the Registrar should include:

· details of partners and employed and attached staff

· details of the geography of the Practice

· administrative and clinical protocols in current use in the Practice

· methods of referral and clinical investigation in the Practice

· a list of useful telephone numbers

· policy documents relating to equal opportunities and provision of chaperones
Criterion 4.4

Whilst routine booked appointments should be a minimum of 10 minutes it is recognised that GP Registrars may see additional ‘emergency’ extras. However Trainers should monitor this workload and are reminded of JCPTGP guidance that ‘a system for urgent cases should interfere as little as reasonably possible with the pre-booked appointment system’.

Criterion 4.5

This will include (but not exclusively so), ensuring that the registrar will be eligible for admission to lists held from time to time by the HA (or its successors), e.g. child health surveillance, minor surgery etc. Medical management, organisation and political issues should also be covered.

It is essential that the registrar’s consulting room is provided with desk-top computer facilities, operating a system that meets NHS approval.  Computer use should be integrated into the consultation and the GP Registrar should be provided with appropriate training in both the practice’s clinical system and other IT functions. 

Equipment and support required for emergency care will vary from practice to practice depending on local factors e.g. geographical location. 

Criterion 4.6

Detailed guidance on COGPED policy should be made available by the Vocational Training Schemes / Deanery to Practice Educational Trainers and Registrars

Criterion 4.7

The Trainer and GP registrar should jointly assess the GP registrars training needs at the start of the programme. This assessment should cover appropriate aspects of knowledge, skills and attitudes. The educational goals and curriculum should be planned in the light of this. Frequent feedback should be given to the registrar by the Trainer on how problems have been handled. 

At agreed intervals the Trainer should carry out detailed reviews of the registrar’s progress. It is expected that this will happen at the mid-point of the attachment and at the end. These assessments will be in a documentary form that both Trainers and the registrar may keep and form the basis for informing the handover from one post to another. Methods will be decided upon by the local VTS in consultation with the Deanery.
Methods of Formative Assessment (examples)

· Early in Post

1. Confidence rating scales

2. Attitudinal questionnaires

3. Sitting in

4. Review of consultation record

5. Video analysis

6. Feedback from patients colleagues and staff
· Ongoing Assessment

1. Registrar’s and Trainer’s log

2. Random and problem case analysis

3. Preparation for and performance in teaching sessions

4. Sitting in/joint consultations

5. Video analysis

6. MCQs

7. Project and Audit work

8. PUNs and DENs exercises

9. Prescribing analysis

10. Workload analysis

11. Referrals analysis

12. Feedback from patients colleagues and staff
Criterion 4.11

The Trainer is expected to provide the expertise, the time and the facilities to allow the Registrar to complete an audit project or other written work on site, for the purposes of summative assessment.
Criterion 4.13

Local arrangements for GP Registrar appraisal may vary – the appraiser may not necessarily be the GP Registrar’s Trainer, however the Trainer should facilitate the GP Registrar’s preparation for appraisal.
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