















The Role of the Lay Assessor seems to have been less well defined. As I understand it they provide external scrutiny of the ARCP panel process. They need to clarify any conflicts of interest between the Educators and the GPStRs and provide their view on the information provided from the perspective of the lay person. To do this they need a detailed understanding of the e-Portfolio and what ARCP panels are looking for and this is the aim of the training session itself. They provide an invaluable contribution to the panel process.
Now have a look at the following links

http://en.wikipedia.org/wiki/McNamara_fallacy
and

http://thinkexist.com/quotation/not_everything_that_counts_can_be_counted-and_not/15536.html 

We need to be able to understand the meaning behind the numbers and words recorded on the e-Portfolio.
Dr Adrian Dunbar has previously highlighted the danger of focusing on one or two smaller areas (the pixels) and thus losing sight of the bigger picture (the full screen).  There are multiple sources of evidence on the e-Portfolio, more than ever used to exist in the past, so let us have a look at some of them in turn.
Posts
You need to know the whereabouts of the GPStR in their training. Are they coming to the end of their final year (ST3) and heading for their Certificate of Completion of Training (CCT) or are they progressing from their first year (ST1) to their second year (ST2)?  
It is important as when considering recommendations for CCT you need to consider whether any concerns are so serious as to need say 6 months extra in training at a minimum cost of £40,000. 



Scheme requirements for WPBA “Grids” for COTs and CbDs have recently been introduced. They should be being used formatively in the process of Educational Supervision to enable the GPStR to address areas in which competence has yet to be demonstrated.
A similar argument may apply where there is a degree of concern over the quality of Log Entries, PDPs, reflections on post, or “engagement with the e-portfolio” generally. You are allowed to be sad and disappointed, perhaps even irritated or angry, but is an extension to training warranted because of concerns in these areas alone? The assessor’ role is to establish the facts, chose representative examples and present this to the ARCP panel for a decision.
:LTFTT ^ Out of Sync

Then there are Less than Full Time Trainees (LTFTT). They are commonly referred up to central panel rather than be managed locally. This is because they are so complicated. The RCGP website details their requirements for evidence through the more information ...link at http://www.rcgp-curriculum.org.uk/nmrgcp/less_than_full_time_trainees.aspx
Another grouping are the “Out of Sync” GPStRs. They may have been on Maternity or Sick Leave so their ST year end differs to their peers. Separate ARCP panels are organised often centrally.
Combine Out of Sync GPStRs going to LTFTT and you may struggle to understand what they need in place and by when. The best way to get your head around it is to look at where they should expect to be by that point from the start (or working backwards, before the end) of training. 

Evidence

If one or two assessments or a piece of NOE are “missing” from the portfolio then the local or central panel may defer submitting a recommendation. They will agree a time to review the e-Portfolio again allowing a couple of weeks or so for the GPStR to get everything in place and then have a look at the portfolio again. 
In practice this falls to the Panel Chair who signs them off as Satisfactory if they have everything sorted out properly. If not then they will be rated Unsatisfactory- Missing Evidence. This usually speaks of poor organisation on the part of the GPStR, but occasionally may represent a professionalism issue.
COTs or Mini-CEX

The Consultation observation tool (COT) is used to look at recorded or directly observed consultations and to make a comparison against the criteria described in the COT: Detailed Guide to the Performance Criteria. 

Ratings are made against individual criteria and overall.  There are grids available from the www.bradfordvts.co.uk website which may be used by the ES to direct the GPStR to particular criteria Needing Further Development (NFD) or addressing areas where rated Insufficient Evidence (IE). The range of assessment outcomes are likely to be extended from August 2010.
Please remember a GPStR is of concern if there is a repeated pattern of NFD on an ongoing basis despite developmental feedback. If they have failed the CSA then this provides useful contextual information though we are encouraged to consider this separately from WPBA.

Indeed the odd NFD may be present in ST3 in a high flying GPStR who may have already passed the CSA and is being encouraged to bring along more challenging cases where there may be a chance to stretch them. Hopefully the trainer will have highlighted this in their write ups. The odd NFD therefore should not be a significant concern for CCT. 
If a GPStR is allowed to regularly bring along consultations with a low degree of challenge such as a simple pill check or a mild viral illness then they may not be able to provide enough evidence of competence in the COT criteria.
The Clinical Evaluation Exercise (Mini CEX) is undertaken in hospital posts in place of a COT. They should be supervised and recorded by experienced doctors familiar with the procedure across a range of clinical problems. They focus more on Clinical Skills than Consultation Skills and the write ups often provide limited detail and so they are often difficult to assess in terms of what they mean. 
Please remember when looking at Mini-CEX that many hospital consultants give ratings based on their assessment of a GPStR at that stage of training rather than judging them against a GP fit for independent practice. Many are therefore given inappropriately high ratings. 
In Innovative Posts where the GPStR is split across GP and hospital posts the evidence set will include a mix of COT and Mini-CEX to the total stipulated for the post on the e-portfolio.

CbD

The Case-based discussion (CbD) is used to look at cases chosen by the GPStR recording the evidence provided against the appropriate competence area. Again grids are available from the www.bradfordvts.co.uk website. 
I would draw your attention to the following from the RCGP website information on CbD:
“It is unreasonable to expect that all the competences will be covered in a single CbD but if too few are considered useful evidence will be overlooked and there would be inadequate sampling of all the competences. It is helpful to tell the GPStR at the beginning of the discussion which competence areas you expect to look at.”
It may be useful to see the grids as helpful in a formative developmental sense; directing the GPStR on those areas rated NFD or IE as they progress. However they should not be used as a reason to give an Unsatisfactory Recommendation in assessing progress to CCT provided there is definite evidence of competences the grids suggest IE or NFD elsewhere on the e-Portfolio.
PSQ

The Patient Satisfaction Questionnaire will be used only once if the GPStR is in general practice for 12 months (in ST3) but twice if they have more than 12 months in general practice. Most GPStRs now have more than 12 months in GP placements. It used to be one of the commonest bits of Missing Evidence until this requirement was fully understood.

Only numbers are provided; there are no written comments and numbers do not tell you THE STORY.   Remember a doctor who gives a patient what they want may be rated more highly than a doctor who challenges a patient as to what is really needed but scores significantly below those of their peers should be considered alongside the other feedback provided from staff, doctors and supervisor/trainer..
MSF

Multi-Source Feedback is undertaken with Two cycles to be completed in ST1 (5 clinicians only) and two cycles in ST3 (5 clinicians and 5 non-clinicians).
Beware the GPStR who upsets that barometer of opinion, the practice receptionist!

Word pictures are created and it is always worth reading in detail for concerns regarding performance, attitude, behaviour, teamwork, probity, engagement, reflection and learning etc.
CSR


The difference from the ES review, where they are being assessed in terms of fitness to practice independently at the end of training is that they are being rated in comparison to their peers i.e. how they are doing for their current stage of training. 
Because specific feedback relating to the main headings of Relationships, Diagnostics, Management and Professionalism is provided from the Clinical Supervisor or Trainer it is o ne of THE most useful places to find useful information on the GPStR especially if comments are provided in addition to ratings.
Progress to Certification




Sometimes GPStRs fail to contact their ES and arrange a meeting in time. It is the GPStR’s responsibility to do this; is their e-portfolio, their evidence etc and reflects on them.



· 
· 
· 
· 


















OOH


A GPStR applying for CCT needs to have demonstrated competence in the following areas:

1.   Ability to manage common medical, surgical and psychiatric emergencies in the out-of-hours setting. 
 

2.   Understanding of the organisational aspects of NHS out of hours care. 
 

3.   Ability to make appropriate referrals to hospitals and other professionals in the out-of-hours setting. 
 

4.   Demonstration of communication skills required for out-of-hours care. 
 

5.   Individual personal time and stress management. 
 

6.      Maintenance of personal security and awareness and management of the security risks to others
There needs to be a reasonable mix of sessions in order to do this. It is difficult to be prescriptive and that there should be "enough evidence to support the acquisition of competencies in both contexts". An example of 10 triage and 2 Face to Face was reported as Unsatisfactory at one ARCP panel. I would recommend that people aim towards a 50:50 split.

In terms of the number of sessions 18 months in general practice means a minimum of 18 sessions. 
There should also be appropriate recording of sessions. Dr Adrian Dunbar advises on the recording of sessions as follows:

Date, time, type, place and duration of session

e.g Wednesday 14th April,  19:00- 23:00, base doctor, Airedale GP OOH centre,  4 hour session.

 

Clinical Supervisor

 

Number of patients seen,

 

Description of one or two patients where significant learning occurred and a reflective commentary around the cases.

 

Linkage to the OOH competencies in Chapter 7 of the curriculum

At the final ES Review the ES needs to sign off the GPStR as having met the OOH session requirements.





· 
· 
· 



Curriculum Coverage


There is no prescribed figure required to demonstrate coverage of each Chapter of the Curriculum other than a number greater than a zero! 
It was previously suggested that double figures would be appropriate but 
a significant number of inappropriate linkages may be being made. Common problems include mistaking Management (not Clinical), Teaching (not simply attendance) or linking every patient encounter to the Consultation. Excessive linkages with absent or minimal supporting evidence in the log entry undermines simply counting the number of linked entries as a rational approach. 
We need to see that a GPStR has been able to demonstrate coverage of a reasonable number of the significant Learning Outcomes for each Chapter of the Curriculum. This may be done through a smaller number of entries if they are sufficiently detailed and reflective thus demonstrating learning across the breadth of the Curriculum.
Where doubt still remains, and in the absence of significant concerns elsewhere on the e-Portfolio, we may be partially reassured by a decent AKT mark; which demonstrates acquisition of knowledge by the GPStR across the Curriculum Chapters. 

Their Coverage of the Curriculum will have inevitably formed the base of the exam syllabus noting that the early chapters are not as well assessed as the later ones in the AKT.
DOPS

There should be at least one satisfactory rated DOPS, undertaken by an experienced observer competent in this skill carried out for at least the eight Mandatory Procedures. 
Recommendation
The Educational Supervisor will have made a recommendation as to whether or not a GPStR is making Satisfactory or Unsatisfactory progress towards Certification. The reasons given for an Unsatisfactory Recommendation may fall into the same category as the recommendations that could be made by an ARCP panel and it may be helpful for you to be familiar with them.









Educator’s Notes

This area of the e-Portfolio enables comments or notes to be added from the Trainer, Clinical Supervisor or Educational Supervisor. The GPStR is able to read the entry and may respond if they wish.
There is no set way in which this section of the e-Portfolio is to be used. It may be blank or may have a few entries which may document reasons for leave or detail prompts to complete WPBA ahead of an ARCP panel. 

The educator may have placed details of any concerns about the GPStR in this area and a struggling GPStR may well have a number of entries placed in this particular section of the e-Portfolio as a result.

It should be used to document the first meeting of an ES and GPStR so as to avoid more than one Review being created in a 6 month Post.

Learning Log

Finally we turn to the Learning Log. 
It is useful consider the guidance provided by the RCGP on How to Produce Good Learning Log Entries. GPStRs and ES should be familiar with this or similar guidance and ensure that the log entries are of sufficient quality to demonstrate learning well before an application for CCT.
A recommendation for 2-3 entries a week is suggested as a rough guide. A large proportion should relate to patient contact and be written up as Clinical Encounters though some may be written up as Significant Events. A GPStR who does this, with a mix of different types on log entry, detailing the learning gained from experience, will over time be able to demonstrate Competence and Curriculum Coverage through appropriate linkages.
There is a desire for detail and reflection in log entries which provide evidence of learning. Reflection is one part of the learning cycle where the GPStR is continually doing something, thinking about it i.e. reflecting, learning from resources then planning for the next time. 

When there is no detail then entries are clearly inadequate. When there is no reflection it is hard for the GPStR to convince us that they have learnt anything but these are issues which should be addressed by Trainers and Supervisors early on in training. It would be difficult to justify deferring CCT or extending training solely because of poor qualities of reflection in use of the learning log.
Log entries should be being read and comments made by way of developmental feedback. An entry may be linked to Competence if there is sufficient detail and reflection in an entry which could enable someone to form a judgement that they are addressing that specific competence.

Unfortunately there is a clear divide between the approach being taken by GP trainers and by hospital consultants.  If entries are not being read, commented upon and linked by the CS then an ES is encouraged to at least sample some of the entries which they will need to do during the process of rating Competence as part of the ESR anyway.
NOE

Information on the Naturally Occurring Evidence (NOE) requirements may be found at http://www.yorksandhumberdeanery.nhs.uk/general_practice/trainees/NaturallyOccurringEvidenceinePortfolio.aspx 
NOE was introduced by the Y&HD from the summer of 2009 as a structured approach to some of the elements of the Learning Log; facilitating demonstration of competences. It also enables preparation of the GPStR for Appraisal and Revalidation once qualified. 



· 
· A Reflection on key learning points from each post- filed in courses/certificates, describing in detail the learning gained as a log entry or attached document at the end of a 6 month post
· An Audit or Reflection on QOF-in the relevant learning log section, undertaken in the first GP attachment. Either an audit demonstrating a complete cycle or a suboptimal QOF indicator with suggestions for improvement.
· A Case Study or Presentation- 1 per 6 month post, filed in Lecture/Seminar. This may be a presentation to a group of a clinical case study, a literature review, a research project, a discussion paper or a notes review 









ARCP Panel Review 

	Name


	

	Stage of training


	

	Previous Panels
	

	Log Entries

(depth and breadth)
	

	NOE 
	3x SEA

Reflection on post

Audit/QOF

Case Study or Presentation

OOH

Complaints/Leave/HDR

	PDP
	

	Curriculum coverage

(and comments)
	

	DOPS 

Skills log

(and comments)
	

	WPBA
	

	COT/Mini CEX numbers
	

	CBD numbers
	

	Competency ratings

(self and supervisor)
	

	MSF numbers

(and comments)
	

	PSQ 

(and comments)
	

	CSR

(and comments)
	

	ES review

(and comments)
	

	Educators Notes
	

	Mandatory
	

	AKT
	

	CSA 
	

	CPR and AED
	

	OOH
	

	Recommendation
	


ARCP Panel Review: “It’s the portfolio stupid…”

	Name

“There may be trouble ahead”
	· Inter Deanery Transfers

· 1 Year for WPBA in General Practice

· Sitting AKT and CSA at last opportunity

· LTFTT and ill health (50% have both)

· International Medical Graduates

	Stage of training


	· If out of programme (OOP) on maternity/long term sick leave, then WPBA is assessed on a pro-rata basis from the start of training.

· LTFTT are referred to central panel

· evidence timetable on RCGP website

	Previous Panels
	· Previous recommendations with comments

	Log Entries

depth and breadth
	· 2-3 a week as a rough guide

· Mix of different kinds of entries over time

· Encourage clinical encounters for PUNS and DENS

· Is there reflection as part of learning cycle: doing, thinking, learning, planning?

· Are they being read and comments made? 

· If not by CS then ES may sample during process of rating competence

	NOE 

From Summer 2009

To assist in demonstrating different competence and useful preparation for Appraisal/Revalidation


	· 3 x SEA in learning log section per 6 months

· Reflection on post- in courses/certificates, learning gained at end of 6 months

· Audit or QOF domain-in first GP post in audit/project. A complete cycle or review of suboptimal QOF domain

· Presentation- in Lecture/Seminar. May be clinical case study, a literature review, a research project, a discussion paper or a notes review- 1 per 6 months

· OOH- in learning log section 4-6 hours per month with reasonable balance of sessions and detailed recording of cases on e-portfolio.

	PDP
	· SMART (Specific, Measurable, Achievable, Realistic, Timescale) 

· at start of post 

· based on learning outcomes

· use re significant PUNS and DENS some of which may be transferred from learning log

· completed learning cycle demonstrated with “green tick” behaviour

	Curriculum coverage

(and comments)
	· Coverage- of a significant body of the Learning Outcomes for each chapter

· If low numbers then an inevitable comparison with AKT mark and detailed and reflective log entries plus absence of significant concerns reassure

· appropriate linkage to chapter based on evidence of covering Learning Outcome

· primacy of consultation section

· management (not clinical) and teaching (not attendance) often mislabelled

	Skills log: (DOPS

and comments)
	· By senior clinicians

· ALL mandatory ones completed.

	WPBA
	

	COT/Mini CEX numbers
	· Focus on NFD (may use grid)

· Specific and descriptive feedback on how to develop

	CBD numbers
	· Focus on NFD (may use grid)

· Specific and descriptive feedback on how to develop

	Competency ratings

(self and supervisor)
	· Competent in ALL areas at end ST3 so fit for independent practice through CCT

· Up to date assessment no more than 2 months ahead of ARCP panel with justifiable ratings referencing the evidence 

	MSF numbers

(and comments)
	· Read in detail for concerns re performance, attitude, behaviour, teamwork, probity, engagement, reflection and learning.

	PSQ 

(and comments)
	· Look at mean scores v peers

· probity check from trainer if GPStR enters data

· 2 if more than 12 months in practice

	CSR

(and comments)
	· Read in detail re assessment of knowledge, skills, assessment of competencies and developmental feedback

· Trainer as well as consultant to complete every 6 months

· Rated in comparison to peers

	ES review

(and comments)
	· Competences rated and evidence assessed

· Curriculum coverage 

· Skills Log re DOPS

· WPBA evidence in place

· QA programme now with regard to a justifiable judgement, based on assessment of evidence with developmental feedback

	Educators Notes
	· Visible record from trainer, CS or ES of any issues related to training

· Wide variation in useage but usually informative if entries made

	Mandatory
	

	AKT
	· Results, 4 attempts maximum?

	CSA
	· Results, 4 attempts maximum?

	Holds valid CPR and AED Certificate
	· Certificate available in paper form or uploaded

	Has met Out of Hours Session requirements
	· Numbers, Mix, detailed recording of session and cases encountered and related to OOH competences



	Local 
	· Statement of attendance, leave, complaints to be uploaded

	Comments

By ARCP panel
	Make a recommendation and write detailed plan

May refer to performance team:

5. Incomplete evidence presented – additional training time may be required 

(Missing evidence from NOE elements, OOH, PSQ, MSF etc, given 2 weeks then reviewed to see if complete to avoid CCT delay or extension. Poor engagement not enabling judgement on coverage or competence)
2. Development of specific competences required – additional training time not Required

(may have poor communication, consultation or management skills etc)
3. Inadequate progress by the trainee – additional training time required

(AKT, CSA and WPBA “failure”; may be stopped at ST1-2, ST2-3)

4. Released from training programme with or without specified competences

(An unsafe doctor, only after additional training time unless GMC concern)




