Intending Trainers – preparing for your interview


This document aims to stimulate some thoughts about why you want to become a trainer and what you have done to get yourself there.  This reflection may help you prepare for your interview.  You won’t be asked about everything in this document nor to some of the depths discussed here.   That’s because the primary purpose of this document is to help stimulate your thinking about GP training and education.  And in doing so, some of the things you are asked about in your interview will not be hard for you to talk about.

Dr. Ramesh Mehay, Bradford.  

PS If there is anything in this document you feel should be included – please let me know: rameshmehay@googlemail.com.   
· What are your strengths and weaknesses as a trainer?

· What are the biggest challenges for you with regards to training?

· What is in your PDP?  What are your own educational learning needs?
Think about the Johari window – what things do you know that you need to work on?  Are there any areas you can discover (e.g. through dialogue with others) which you might also need to work on but were previously unaware of?
Some common examples might be…
· Expanding further the repertoire of your facilitative skills
· Trying to match teaching style to learning style

· Trying not to talk too much

· Engaging, inspiring and motivating the trainee eg in terms of homework set, ePortfolio engagement etc.

· Methods of making the GP training year fun and enjoyable.
· Balancing a stimulating, enjoyable, challenging and personal rewarding GP training time vs working in a busy practice

· Making sure things happen – tutorial times, debriefs and so on.
· Timetabling and Delegating

· Trying to get the right balance for yourself –  balancing between GP work vs GP Training vs GPSI work vs your own social or family life.  Think in terms of time, effort and  emotional costs.
· Training can sometimes be a source of stress in the practice – managing it

· Dealing with the difficult GP trainee
· Dealing with the trainee in difficulty

· Giving negative feedback

· Aims of the Training Year

· What are your aims with respect to the training period?
Things others have said…
· Providing a non-threatening environment

· Developing a good teacher-learner relationship

· Developing a learner-centred approach so that we maximise the potential of each GP trainee
· Making it exciting and full of fun
· Promoting the principles of adult learning in GP training (Knowles/Brookfield principles)

· Developing a good standard for learners to assess themselves against

· Helping learners become self-aware of their progress towards their own learning goals

· Introduce the principle of lifelong learning and making sure they leave as self-directed and reflective adult learners.
· Preparation for Becoming a Trainer

· Why do you want to be a trainer?  Why now?
Some things others have said…
· Personal Reasons: for example, wanting to help others fulfil their true inner potential, helping them cope with a changing world 
· Seeing a person change and develop and the accompanying gratification that gives
· Learning and Teaching is a two-way process.  Trainers and GP trainees often learn from each other.  The advantages to the trainer: a) maintaining and/or propelling motivation to learning    b) keeping up to date      c) making general practice even more interesting through stimulating thought and discussion

· How can you make time in an already busy professional life to accommodate the demands of training?

What others have said…

· Through delegation and using the whole practice in training.  For this to happen, others need to be trained up to do the things being delegated to them e.g. debriefs.
· Creating an ethos of training within the practice.    

· Sharing out different roles – using the strengths of other members of the PHCT.  Most have been involved in training right from the start.  

· Making my role clear helps others to understand theirs.  As a GP trainer I will be the educational monitor AND the pastoral care provider.   Others need to help with the delivery of the teaching programme but feed back to me their or the trainee’s training deficiencies. 
· Pointing other training helpers to resources that may help them do their training bits better.   For example, some Deaneries put on basic educational courses for non-trainers.

· What else have you done apart from the PGCE to aid becoming a trainer?
Perhaps you have…
· Been to Trainers’ Workshops

· Been to Deanery Workshops on specific areas of GP training

· Helped with some Half-Day Release Sessions

· Helped with ARCP panels

· Helped with GP recruitment

· Had involvement with GP trainees already within the practice or borrowed the trainees of other established GP trainers. 
· Introduced changes/updated things in the practice for GP training – e.g. the practice library, updating induction pack, creating a GP trainees section on your website.
· Deanery Seminars?
· What Value have Trainers’ Workshops been?
For instance, have they given you:
1. protected time to consider the implication of becoming a trainer in personal and practice terms
2. more insight about the skills necessary for GP training

3. a clearer insight into the time and energy commitment that is required to do the job well

4. an opportunity to meet other colleagues with similar aspirations and thus form new links that one may then be able to call upon

5. a sense of belonging to a training community or group as opposed to training in isolation

6. an awareness into how you can use GP training as a vehicle to improve your own performance as a practitioner.
· How do you plan to share out responsibility for the GP trainee among the 4-5-6-7-8 doctors in your practice? 
For thought:
· Creating a concept of a “training practice” as opposed to nominated compartmentalised trainers. Developing “Collaborative practice ethos towards GP training” – encouraging many members of the team to play a part in GP training – not just the trainers.   
· Highlighting the advantages to all to get them on board – e.g. shared workload, collaborative working in times of difficulty etc

· Agreeing what can be shared, who is to do what; clear roles.
Despite this ‘sharedness’, it is still important for nominated trainer to have close contact with the GP trainee to help develop a 1-1 relationship.   And despite all playing a key role in the actual training and teaching, there needs to be a nominated lead trainer for every GP trainee.  This nominated trainer has the key role of 

1. identifying learning needs

2. formalising a curriculum plan
3. ensuring the curriculum plan happens
4. supervising and mentoring the GP trainee (and gathering information from other sources)
5. writing up the Clinical Supervisor’s Report.
· How would you choose the books for the practice library? 
Some stimulating points:

· Is a practice library with physical books and journals still necessary in this electronic age?  We need to be careful of information overload!  There is readily accessible information from a whole variety of sources.  The internet has made this more of a possibility in terms of making information more accessible in terms of time and place.  One must be careful not to provide resources for the sake of benefit assumed from evidence based on tradition!   So, are books still needed? – they certainly were back in the 1970s, but we have more media now.   And information is expanding at an exponential rate rending books out-of-date as soon as they are born!

· Could we have a balance of physical and digital material?   

· Physical books might include books on the consultation, CSA books, AKT books and one or two fundamental clinical books like Symptom Sorter.

· Digital links might include dermnet, the major medical journals.

· Other digital medial might be in the form of CD or DVDs.  

· If you are a multi-disciplinary learning organisation, don’t just think about material for your GP trainees.  What about the medical students, student nurses, Advanced Health/Nurse Practitioners, Associate Physicians and so on.
· What do you read in relation to GP training?
· Is there anything interesting you have read lately that has CHANGED your training practice? 

· What have you read that was useful in relation to becoming a trainer
· This could be some educational research you have read in a journal.
· Or it might be something you’ve read from a book on Medical Education like 

· The Johari Window

· The Educational Cycle

· The Educational Paradigm

· Intending Learning Outcomes

· Identifying Learning Needs

· Ramesh Mehay’s document on ‘Top Ten Educational Pearls’ is good read (www.bradfordvts.co.uk > onlineresources > teaching and learning > educational theory).  In fact, lots of educational material on www.bradfordvts.co.uk (www.bradfordvts.co.uk > onlineresources > teaching and learning)
· Tell me about the role of Educational Supervisor.  

· What are the key principles of Educational Supervision?
· What’s the difference between Educational Supervision and Mentoring?  Is it the same thing?  

· Can you see conflicts between the various roles the GP trainer does?
Key Principles of Educational Supervision
1. You must have a clear understanding of the educational objectives (as set by the RCGP in the ePortfolio).

2. You need to monitor the trainee’s progress.  

3. Good feedback skills.  If progress in some areas are below expectations, this needs feeding back.   

4. You need to be able to assess and quantify the evidence in terms of competency progression.  

5. Providing focus: a continual strive towards achieving what one is meant to be achieving. Therefore, one should know what one should be aiming for (i.e. agood understanding of all the competencies, WPBA).
6. You need to develop and facilitate an individual educational plan with the trainee.
Key Principles of Mentoring
1. Develop a 1-1 relationship.  This helps with pastoral care of the trainee.  Helps you understand the GP trainee and their educational/training/work development in the context of their own lives.
2. Encouraging the trainee and positively motivating them where possible.   Increasing their self-worth and respect.    Empowerment and confidence.

3. A space to offer critical reflection without being judgemental.  

4. An opportunity of maximising a trainee’s potential through helping the trainee 

· realise things for him or herself 

· evaluate things for him or herself
· decide on things for him or herself

Educational Supervision NOT to be confused with MENTORING!   There is a difference!

Mentoring is a process by which one person acts towards another as a trusted counsellor and guide. In mentoring, the relationship between mentor and learner (mentee) is all important. There must be a high level of mutual trust and respect.  Almost everyone has someone who took an interest in their welfare and development. You may not have thought of that person as a mentor, but you know that it was an important relationship and a valuable influence.  Mentoring helps people to learn, to achieve self-development, and to modify some habits or behaviour. It is not for educational supervision. 
An Educational Supervisor is essentially an educationalist under whom a trainee works, who gives the trainee pastoral care, is concerned with educational objectives, and who should develop and facilitate an individual educational plan. The educational supervisor should also discuss the trainee's needs for study leave and facilitate them. It is generally recognised that the educational supervisor will meet the trainee on a regular basis and carry out assessments and appraisals in line with GMC/College criteria/guidance.
In contrast, mentoring is about helping a person to learn within a supportive relationship. Appreciating the difference between educational supervision and mentoring rests on the mentor being clear and confident about the role. Idially, the mentor should not be the mentee's educational supervisor as the latter has to make appraisals and assessments and are involved in the review of in-service training assessment

Mentoring is about change - both responding to change in the environment and promoting change in the mentee. The basis of change is a new vision of the possibilities: "It was my mentor who convinced me that I needed to change the way I approached [my problems] and suggested ways to overcome them."
Mentoring is about challenging as well as supporting. Constructive criticism can help a mentee to face the need for change.  Mentoring is about helping: "Mentoring gives a real buzz and makes me feel unbelievably good that somebody can learn and develop with my help. It has enabled my influence to spread and thus assisted the change process in a way which is more powerful than any other process I know."
· Talk about one of the consultation theories and how it applies to your practice (you should be familiar with one of the following at the very least)
Neighbour

1. Connecting

2. Summarising

3. Handing Over

4. Safety netting

5. Housekeeping

Calgary-Cambridge (the only evidence-based approach to consultations skills teaching)
1. Initiating the consultation

2. Gathering Information

3. Building relationship/ facilitating patient involvement

4. Explanation and planning

5. Closing the Consultation

Pendleton (1984)

1. Discovering the reason for pt attendance (history, aetiology, patient’s ICE, effects of problem)

2. Consider other problems (continuing problems, at risk factors)

3. Choose appropriate action for each

4. Achieve understanding with patient

5. Involve pt in management plan and some responsibility for it

6. Use time + resources effectively

7. Establish/maintain appropriate relationship

McWhinney’s Disease Illness Model (1972)

A consultation model which aims to bring together the patient and doctor’s agendas.

A patient centred approach.

Stott & Davies (1979)

1. Management of the presenting complaint

2. Modification of help seeking behaviour

3. Management of continuing problems

4. Opportunistic Health Promotion

Byrne & Long (1976)    Task orientated approach.
· Phase 1
     Dr establishes relationship with Pt

· Phase 2
     Dr discovers reason for consultation

· Phase 3
     Dr conducts verbal/physical examination

· Phase 4      Dr / Dr & Pt / Pt consider problem

· Phase 5
     Dr and/or Pt discuss management

· Phase 6
     Consultation terminated
· What sort of things would you include in an induction pack?

· What is needed for Induction?  Any timetabling issues?
It is essential for the new GP trainee to have some clear idea about your practice and the way in which you and the partners provide patient care.  An induction pack might include

1. A general description of the practice

partners, geographical location, patient demographics, organisation of the practice (appointments, clinics, call outs, chronically ill, emergencies)

2. Members of the primary care team

3. An educational contract
4. A timetable (routine stuff, on call, tutorial time, study leave arrangements)

5. Useful numbers
6. Map of district

7. The Practice Leaflet
8. Reading list, educational guidance
9. Quick clinical tips
10. IT related material to make things easier (e.g the practice system, basic use of etc).
Things to do at or before induction
· Before Induction – Give an induction Pack (see above)
· Before Induction – Read the last Educational Supervisor’s Report and ARCP panel report.
· Welcoming session with exchange of autobiographies to help develop a 1-1 link

· Discuss the timetable & Induction Pack
· Developing an Educational Contract
· Sitting in with various doctors and other team members (reception, nurses, district nurses, pharmacist)

· Surgeries graduated according GP trainee’s ability

Particular timetabling issues:

· Trying to match the GP trainee’s surgeries with trainer’s as much as possible.
· Weighing up service commitment vs educational needs e.g. may need to go on other courses or see other clinics, but how will this impinge on the amount of regular patients (s)he sees?
· How do you identify the learning needs of your trainee?   How would you go about meeting them?
Look at the Johari Window:
	
	Known to self (GPR)
	Not known to self (GPR)

	Known to others (eg trainer)
	Arena or Open
	Blind Spot

	Not known to others (eg trainer)
	Hidden Agenda
	CLOSED


Learning needs derived from

· Trainee – areas known to self that may or not be known to others.  So, ask the trainee or get them to do some confidence rating questionnaires (see below), or deficiencies highlighted via MCQs.
· Trainer – known by others through observation but not known to the trainee.  So, direct observation by yourself, observation from others (MSF, or something more informal).
Also depends what you are trying to elicit.

KNOWLEDGE NEEDS
· Learner recognises from self-assessments like Wolverhampton Grid, Confidence Scales, MCQs.  
· Trainer recognises from the consultation:  direct observation in consultation, video consultation, OOH work, joint visiting.

· Trainer recognises knowledge needs from Random or Problem Case Analysis, CBDs, CSA role play, prescribing analysis, referral analysis, from significant events.  

· Other people tell trainer of knowledge gaps (nurses, doctors) - direct feedback or via MSF

SKILL ASSESSMENT
· Learner recognises from day-to-day self-observation 
· Trainer recognises consultation skill or clinical skill deficiencies from:  direct observation in consultation, video consultation, OOH work, joint visiting.

· Skill deficiencies may also be picked up from significant events and complaints

· Other people tell trainer of skill needs (nurses, doctors) – direct feedback or via MSF

ATTITUDE ASSESSMENT
· Learner may already recognise attitudes that they have that might get in the way of learning.  But will they voice these?  (more likely to if you have a good relationship). 
· Trainer recognises attitudinal deficiencies from the consultation:  direct observation in consultation, video consultation, OOH work, joint visiting.

· Can recognised attitudinal deficiencies from questionnaires – see www.bradfordvts.co.uk > online resources > induction.

· Attitudinal deficiencies may also be picked up from significant events and complaints

· Other people tell trainer of attitudinal needs (nurses, doctors) – directly or via MSF.
Other Methods of Assessing NEEDS:  Reflective Diaries, PUNS/DENS, Notes Review
· How do you plan to formulate a Curriculum plan for the training period?
There are of course different models of curriculum design and how to design a curriculum. The philosophy underlying education has been advocated as a starting point to develop curriculum and this has also been linked to the philosophy and aims that lie behind what you are educating people for. Clearly these are different for technical skills of surgeons or anaesthetists than say psychiatrists or palliative care physicians. GPs of course need a contrasting range of skills and their education will need to reflect this, but you can develop a framework.

GP training should be about developing skills for lifelong learning, whilst equipping them with adequate knowledge and skills to function safely and effectively as GPs.  My personal philosophy would be based on educational principles derived from humanism but integrated with the more concrete learning objectives that are required for safe practice (a GP must know how to diagnose and manage a MI, after all). Constructivism seems to do this well: essentially by building on cognitive learning theory and integrating it with adult learning theory. We can use constructivist educational principles and lesson plans derived from them (e.g. PBL) and integrate them with lesson plans that are well established in GP training that use humanist principles (RCA, PCA, video feedback analysis etc.).

Of course, curriculum development should involve all stakeholders and cannot legitimately be the musings of an individual, but equally defacto medical curriculums have generally lacked any coherent educational basis.   There is this notion of Curriculum as a Conceptual Whole and how essentially no mainstream medical education really gets near to this. Assessment dominates medical education and drives the type of learning.  Yet many forms of assessment do not have a defined curriculum. The result is that learners deduce what needs to be done to pass. 

In the more enlightened land of GP training a curriculum plan maybe set through the RCGP curriculum - which can provide a check list of knowledge and skills and attitudes.  This provides a useful starting point although the curriculum was developed from GPs with a life-time of experience and therefore is mathematically difficult to achieve in the space of 3 training years. 

Guilbert (1997) – The 4 C’s of Curriculum Development

· Cooperation – input from both learner, teacher and people who actually do the job

· Continuous – i.e. curriculum evolves continuously

· Comprehensive – i.e. points to all the important areas

· Concrete – i.e. specific, so learners know where they are heading.  Well defined set of objectives.
· What do you think we mean by Adult Learning?  

Adult learning is: 

1. self directed learning 
Adults take control of their own learning (goals, methods, resources).  Evaluates self along the way.   But how much is inherent in our personalities?  How much is culturally learned?
Guglielmo (1976) on self directed learning

Identified 7 factors associated with successful self-directed learning

i. high openness to learning, dominated by enjoyment and enthusiasm.  Independent, strongly motivated learners.

ii. Good self-concept as a learner – organised learners with good problem solving and reading skills.  Confident working alone with self discipline.

iii. High initiative and independence – one of the characteristics of poor learning is learners who restrict themselves to tasks defined by outside influences (e.g. the RCGP’s AKT/CSA) and look forward to the end of the learning process.

iv. High enjoyment of verbal discussion with a belief in the exploratory nature of education

v. An integrative approach where new ideas are related to the existing framework.

vi. A drive to self-improvement and achievement

vii. An acceptance of responsibility for one’s own learning.
There is a self-directed readiness scale (SDLRS), which is a validated tool that has been applied in general practice.  Search for an article by Bligh (1992)

2. critical reflection 
Adults thinking contextually and critically at what they are doing.  Involves embedded logic, dialectical thinking, working intelligence, reflective judgement, post-formal reasoning, epistemic cognition. Three interrelated processes
a) the process by which adults question and then replace or reframe an assumption that up to a point has been uncritically accepted as representing commonsense wisdom
b) the process through which adults take alternative perspective on previously taken for granted ideas, actions, forms of reasoning and ideologies
c) the process by which adults come to recognize the hemogenic aspects of dominant cultural values and to understand how  self evident renderings of the “natural” state of the world actually bolster the power and self interest of unrepresentative minorities
But how is it that the same people can be highly critical regarding, for example, dominant political ideologies, yet show no critical awareness of the existence of repressive features in their personal relationships?

3. experiential learning
“Experience is the adult learner’s living textbook” (Lindeman 1926).   Adult learning is therefore “a continuing process of evaluating experiences”.  Experience is a valuable resource (simulations, case studies, role play and psychodrama, internships.  Kolb’s learning cycle is based on this.
But how we experience events and the readings we make of these change according to the cultural, moral and ideological vantage points from which they are viewed (of which we are scarcely aware of their existence or operation). Experiences are never neutral phenomena and are not free from the cultural contradictions that inform them!

4. learning to learn 
The ability of adults to learn how to learn – to become skilled at learning in a range of different situations and through a range of different styles.  Involves an epistemological awareness deeper than simply knowing how one scores on a cognitive style inventory, or what is one’s typical or preferred pattern of learning.  Rather, it means that adults possess a self-conscious awareness of how it is they come to know what they know, an awareness of the reasoning, assumptions, evidence and justifications that underlie our belief’s that something is true.
That learning to learn is a skill that exists far beyond academic boundaries is evident from the research conducted on practical intelligence and everyday cognition in settings and activities as diverse as grocery shopping and betting shops (Brookfield 1991).  Far to often applied to knowledge acquisition than examining it in the context of emotion learning or the development of emotional intelligence.

(Summarised by Brookfield in “International Encyclopaedia of Education” (1995))
Another way of looking at Adult Learning – the 3 Cs

An adult learner is one who

1. Learns in Context

2. Learns Collaboratively with others

3. Acquires new information through a Constructivist approach.
McEvoy (Educating the Future GP) states adult learners: 
1. are not beginners but are in a continual state of growth 

2. bring with them a package of experiences and values, each one unique 

3. come to education with intentions 

4. bring expectations about the learning process 

5. have competing interests, the realities of their lives 

6. already have their own set patterns of learning 

Adult learning is therefore most productive when: 

· learners are engaged in the design of learning 

· learners are encouraged to be self directed 

· the educator functions as a facilitator rather than a didactic instructor 

· the individual learner’s needs and learning styles are taken in to account 

· a climate conducive to learning is established 

· the learner's past experiences are used in the learning process 

· learning activities seem to have some relevance to the learner’s circumstances 
The Concept of Life Long Learning
" The purpose of adult education is to help them to learn, not to teach them all you know and thus stop them from learning."  (Rogers)
· What do you understand by the term “Reflective Practitioner”? 

REFLECTIVE PRACTICE: “a dialogue of thinking and doing through which I become more skilful.” (Schon 1987)  i.e. raising awareness of the learning opportunities generated by experience.
How to Reflect: record experiences eg a diary or a log.  Include feelings and personal interpretations.

The Reflective Cycle (Kolb, 1974)

Description

(what happened)

Action Plan

                                


Feelings

(what will you do next time)

            

 (What were you thinking/feeling)


Conclusion                                                                                      Evaluation

(what else could you have done)                                                  (what was good or bad

(what can you do now)                                                                   about the experience)


Analysis

(what sense can you make of the situation?)

Points for Further Though
· Learning – is this a noun or a verb?  Are we referring to behavioural change or cognitive development?
· We always take about learning in relation to settings (communities, schools, the workplace etc) or on externally observable processes (e.g. self-direction, collaborative learning etc).  Rarely do we look at how adults learn about their own emotional selves.  Such emotional dimensions are frequently ignored.  Is this something that needs more in-depth inquiry?
· It is easy to forget that the “self” in a self-directed learning effort is a socially formed self and that the goals of adults’ self-directed learning can therefore be analysed as culturally framed goals.

· One must not forget the impact of class, culture, ethnicity, personality, cognitive style, learning patterns, life experiences and gender and its influence on adult learning.

· It is also important to consider the spiritual and significant personal learning and to understand the interconnections between these domains.

· To understand adult learning, we need to know of its connections to learning in childhood and adolescence and to the formation during these periods of interpretive filters, cognitive frames and cultural rules.

· How do you prepare for a tutorial?  
· How would you prepare a tutorial on……  
· Take me through the last tutorial you did.  Anything you would now consider doing differently?
1. Preparation 
· Protected time – planning and the tutorial

· Identifying subject area – asking trainee about his/her learning needs, knowledge checks (checklists, PEP, MCQ), learning needs identified through CBDs, COTs, sit in surgeries and other day to day encounters, significant events, problem cases, hot topics in GP etc.
· Defining an agreed learning agenda – between trainer and trainee
· Deciding on the best teaching method – case discussion, powerpoint, role-play, problem-based learning (and remember - tutorial may not always be the best approach (e.g. ENT clinic for ENT needs, peer discussion for significant events)
· Set trainee pre-tutorial homework if necessary.
2. Process things to consider
· Tailored to GP trainee’s learning style?
· Build on GP trainee’s knowledge & experience

· GP trainee to do the ground work?
· Use variety of educational tools (video, books, papers, articles, flipchart)?
· Maintaining Interest (interact, open ended questions, give time, vary content)
· Build in experience into the learning session
3. Feedback – see below
· What teaching styles or methods do you know of and how do you decide which to use?

· Various teaching styles – Socratic direction, power-point, mini-lectures, interactive discussion, video analysis, role-play, case analysis, quiz style session, problem-based learning.
· Mapping teaching style to trainee’s learning style.
· Map teaching style to VAK style or use a combination of methods where possible.
· Map teaching style to learning objectives.  E.g. for knowledge – a PowerPoint or handout will do.  For communication skills – do role-play.  

· How would you evaluate a tutorial?  Is evaluation always necessary?

Formal evaluation is not always necessary.  You can sometimes pick up how things went from non-verbal cues.  Strict repetitive formal evaluation can deteriorate into a boring task filling event rather than its true purpose of wanting to make things better.
HOW TO EVALUATE a tutorial
Methods 

1. written format – likeheart scales vs yes/no vs free text comments

2. verbal questioning

3. verbal and non-verbal cues 
Needs to be specific & descriptive: 

· achieving aims and objectives?  
· what have you learned?
· what went well
· what could have gone better
· What wasn’t covered that you would have liked?
· Enjoyment

· How do learners acquire skills?  For example, communication skills?
 “Student profiling: the Dreyfus model revisited” by Ajay Bedi   Aug 2003 vol 14 no.3
Dreyfus & Dreyfus – mathematician & philosopher, theory based on study of airline pilots and chess players.  Translated to the context of GP trainees by Dr. Ajay Bedi (a GP trainer in Northumberland).   What’s it all about? A model of skill acquisition.  From Novices to Experts – the 5 phases of.  Understanding the model helps us to facilitate the process from novices to experts.  The 5 levels of Proficiency in Skill Acquisition are…
Novice 

Has no experience.  Student behaviour is governed and inflexible.  Student tries to learn facts around the subject without reference to the environment.  Task orientated rather than skill orientated.

Advanced beginner

Has had enough experience of real-life events and may carry out tasks well but fail to appreciate the social implications of illness.  Most ST1’s are at this stage (where all they ask of you is clinical tutorials or their videos are very clinical).  Hospital has given them some experience of pathology that is seen in primary care too, but because their experience is based in disease-based hospital medicine, they will miss some crucial aspects pertaining to family medicine.    Trainer Implications of this stage: This is the phase which maximises potential for moulding the individual eg reviewing videos at this stage may engage the novice GP trainee (but expert SHO) to consider the psycho-social aspects of disease.

Competent

Students begin to see their actions as a part of a long-range plan of which they are consciously aware.  When you see this happening in your trainee, it is exciting and motivating.  The trainee can differentiate attributes and aspects which are important and those which can be ignored.    The trainee takes on responsibility.  The trainee sets and tries to achieve goals after joint discussion with the patient (shared management). Trainer Implications of this stage - the trainer may wish to change teaching methodology – using more problem-solving scenarios at this stage.

Proficient

Trainee has matured to perceiving situations as a whole.  Big leap from the competent!  The trainee recognises those aspects of a patient’s presentation that are important and there is an intuition based on a deeper level of understanding of the patient’s issues.  Smoother quality to the Dr-Pt relationship.  “Fluency phase” characterised by “the progress of the learner from step-by-step analysis and solving of the situation to the holistic perception of the gestalt of the situation”.  GP trainee consults in a “whole person approach” manner.  Trainer implications of this stage – clinical students will learn best by use of case studies (where then can grasp the situation well!), clinical constructs (RCA and PCA) to facilitate understanding of their behaviour in different situations

Expert

A more holistic approach and the development of patient-centred practice.   Intuitive grasp of a scenario, a feeling that something is “not quite right” with the patient or situation etc. The “art” of the clinician is apparent.    Uses a theoretical approach with greater efficiency esp. in unfamiliar situations.  Has a gut based instinctive knowledge and reaction.  Understands the situation at an affective level.  

“the performer is no longer aware of features and rules, and his/her performance becomes fluid and flexible and highly proficient.  The chess player develops a feel for the game; the language learner becomes fluent; the pilot stops feeling that s/he is flying the plane and simply feels that s/he is flying” Trainer Implications of this stage: more portfolio based and grounded in critical event analysis, peer assisted learning and reflective practice.

Overall Conclusions of the Dreyfus Model :

Understanding the trainee in the learning process or where they are in it is crucial.  It ties the teaching and the learning experience together.  One can use tailor the facilitative approach to the stage the registrar is at thereby encouraging progress through the Dreyfus levels.

· How do you identify and deal with difficult registrars? 
Try and seek them out early – constant vigilance – listen to what others in the practice tell you.  Then  Share, Involve and Document (SID)

· Share – share concerns with Trrainee at an early stage.  Open & Honest but tactful.

· Involve – Involve others like the Training Programme Director at an early stage. Get advice from fellow trainers.  
· Document – Document in the trainee’s ePortfolio (under Educator’s Notes), and highlight to the trainee that you have made a note.  Preferably, do it together. Do not keep secret documents about the trainee – this is in breach of the Data Protection Act. 
Some Questions:
· What is the problem? Who is it a problem for?, What is the effect of the problem?

· Am I prepared to put up with the problem?

· Does the trainee accept there is a problem? Is there an underlying reason for the problem?, Spell out the Consequences
· What changes are we trying to negotiate? What are the consequences if changes agreed?, What are the consequences if changes not agreed?

· What options are there for addressing the problem? Which is the best option?, Is the trainee happy with the outcome?, Does this create a knock on problem?

· Who should deal with the problem? How can the resolution be monitored?
Most problems often stem from difficulties in the trainee’s personal life.  Therefore, sensitivity and empathy are paramount.  If there is a health problem (e.g. depression, anxiety, stress, bipolar) – your job as GP trainer is to refer the trainee to the right person (their GP, occupational health, and also tell the TPD).  You should never take on the role of GP for your trainee – you are not there to treat their health problems but rather to direct them in the right way.
A good approach…
· Use general feedback principles  
a) Appropriate time, place, setting 

b) Be specific, use examples

c) Address the problem, not the person 

d) Spell out the consequences

e) Allow discussion

f) Let the PG trainee suggest solutions – remember, they are the experts of their own lives
g) Summarise

· Address the problem as soon as it becomes apparent

· Express your feelings about the behaviour

· Don’t use humour

· Arrange follow up

· Look for hidden issues

Another good approach – the RDMp approach
RDMp – stands for Relationships, Diagnostics, Management and professionalism.  The model also talks about SKIPE – Skills, Knowledge, Internal factors, Personal factors, External factors.   Developed by Tim Norfolk (a psychologist).  The only full detailed manual ever written is available on www.bradfordvts.co.uk (click online resources > educational theory > trainees in difficulty) or go to www.essentialgptrainingbook.com > click free web chapters).

Reasons why a registrar might become difficult : 

1. A personality clash  
2. Health problems  
3. Criminal activity  
4. Failing academically
5. Unexplained Absence from Work 6. Absence from Half Day Release
HOW TO DEAL WITH THESE SITUATIONS? 
1. Personality Clashes 
Share your concerns with your Programme Directors and with the involved GP trainee.  You might also wish to seek help from your trainers’ group whilst trying to keep the identity of the trainee as anaymous as possible.   

These situations should be faced sooner rather than later. A TPD  should involve themselves at this stage with the aim of clarifying issues and arbitrating if this is feasible. Every effort should be made to solve this problem quickly at Scheme level. 
If the problem seems complicated Postgraduate Deans are available to advise and guide you and your TPD. It is vital that trainers document their concerns and also share these concerns with the involved trainee – the best place to document is in the trainee’s ePortfolio itself under ‘Educator’s Notes’.  Do not keep separate hidden records – this is unlawful.

The outcome of external arbitration may be to move the GP trainee to another practice. It is important that neither of the involved people see this as failure. The GP scheme will have a responsibility to keep in contact with those involved over the following few months to deal with any developments. 
What not to do:  Do not keep these situations to yourself. Do not think that the answer is to "sack" the GP trainee. Do not think the Deanery will sort this out `sometime'.   Do not pass the buck or bide your time and let the next trainer sort them out.  
Ramesh Mehay: Personally, I believe true personality clashes are rare.    Most instances of personality clashes are actually down to not enough time invested into building a 1-1 relationship and/or not creating an open, honest and safe learning climate/environment.  Difficult things are then usually allowed to ‘simmer’ until the pan starts to really boil over!   A good 1-1 relationship between trainer and trainee (if done with true genuine intention) should allow for either the trainer or trainee to raise any difficulties early (and thus tackle them early in a way which results in everyone being happy).
2. Health Problems 
The important principle again is that you share your concern about your trainee’s health both with the trainee them self and your Training Programme Directors. You should encourage your trainee to have a personal GP who is not based within the training practice. You should document any concerns. Occupational health services are available to trainees and you should refer them via your scheme for an assessment if you are concerned. It may be necessary for the trainee to take sick leave from work to allow this process to happen. Where trainees lose a period of training due to illness there are now easy mechanisms for ensuring extended training is provided. Sick leave more than 2 weeks needs to be made up.
In a small number of cases the health problem will be such that it raises doubt about the safety of the doctor to practice. If you have these concerns, you should share then urgently with your TPDs and also with the Deanery. The Deanery has clear mechanisms for referral to the General Medical Council. It is vitally important that you have documented your concerns in these situations as you have to provide a written report for the General Medical Council.   Again, such documentation should be in the Educator’s Notes section of the ePortfolio and the trainee made aware of this.
3. The Trainee who may have committed a criminal act 
In any situation where you have concerns you should share your concerns at the earliest possible moment with your Training Programme Directors and with the Deanery. The employing body may need to suspend the GP trainee on full pay whilst the criminal act is being investigated.  
4. The GP trainee who is failing academically 
The three key words again come into play.     • SHARE  • INVOLVE  • DOCUMENT 
You must share your concerns with the trainee at the earliest possible time. You must document all concerns that you have within the ePortfolio itself and make the trainee aware of the entry. You must involve the TPDs and they may involve the Deanery. 
Please fill in the Clinical Supervisor’s Report (CSR) honestly and openly – but inform the TPDs of your concerns way before that!   DO NOT FALL INTO THE TRAP OF SIGNING OFF THE CSR IN THE HOPE AND BELIEF THAT THE DOCTOR INVOLVED IS CERTAIN TO IMPROVE IN FUTURE POSTS. 

5. Unexplained absence from work 
Any unexplained absence from work should trigger an attempt to contact the involved GP trainee. "Case Law" usually suggests that there is an underlying problem that has overwhelmed the involved trainee. Be supportive. If you are unable to contact the trainee or unable to undercover a significant problem, communicate with your TPDs who may involve the Deanery. 
6. Absence from half-day release 
GP Trainees vary in their attendance at half-day release. It may well be that they have identified a more effective personal method for education. Often, they may take time out to study with others in small CSA groups.    They should however have discussed this with you and got yours and the TPDs’ agreement.    Deanery rules are that they should be attending HDR 80% of the time if in a GP post.

What is not acceptable is absence because they don't feel like attending or because they have a dental appointment, or the plumber is coming around. If they are not spending the time, when they are not at half-day release, working in the surgery they are in fact acting fraudulently and action will have to be taken. 
OTHER SOURCES OF HELP FOR TRAINERS 
i. Use your Trainer Group but ensure that if you have a specific problem your TPDs know about your concerns and that you have both documented these concerns.   Keep your GP trainees identity anonymous.
ii. I am going to say it again.  NOTIFY YOUR TPDs AS EARLY AS POSSIBLE.  DON’T WAIT FOR THINGS TO BREW.  THE EARLIER THE PROBLEM IS SORTED, THE BETTER THE OUTCOME.   
iii. Use the Deanery appropriately. Postgraduate Deans are available to help and advise both you and TPDs and can sometimes remove the load of making difficult decisions from your shoulders if you would find this helpful. At all times they must be provided with documented information to facilitate their decision making. Do not short-circuit the ladder however, the natural place for trainers to initially voice any concerns is with their TPDs.
iv. Use the BMA. They have Industrial Relations Officers available to provide free advice about contractual and employment issues. Do not forget your defence organisation as a source of advice. Do not act first and ask questions later.  Instead, do the reverse.
OTHER POTENTIAL TRAINEE PROBLEMS:
· Knowledge – poor history taking for certain areas, prescribing/management - not knowing the latest guidelines

· Skills – poor communication skills, examination skills not good enough, poor reflective writing skills (for ePortfolio log entries).  Being disorganised.  Poor time-keeping skills.  Poor delegation skills.  Not managing one’s own workload (e.g. going through letters and blood results in too much and unnecessary details, working in ineffective time-consuming ways).  Poor decision-making skills (and being able to tolerate uncertainty).
· Attitudes – poor attitude to other staff (“I’m the doctor”), poor attitude to learning (not engaging with the e-portfolio, not doing CBDs, COTS, MSF, PSQ on time, not engaging with Educational Supervision or doing the prep work for it, only learning the bare minimum, learning for the exams and not for bettering themselves).   Poor Motivation. Self confidence issues (over or under confident).  
· Tell me about the Principles of Feedback and some feedback methods that you know of.
Brown & Leigh’s Principles of Feedback
Feedback should be

i. Descriptive: non-judgemental; based on behaviour not personality

ii. Specific: focused and clear (i.e. avoid personal comments, avoid mixed messages, avoid diffusion of your message)

iii. Directed:  towards behaviour that can be changed

iv. Timely: given as close to the event as possible and providing the learner is in a receptive state

v. Selective: addressing 2-3 key issues and not 20!

vi. Suggestions given, not prescriptions.

OTHER FEEDBACK METHODS
Pendleton
i. What do you think you did well?
ii. What do I think you did well?
iii. What do you think you could have done differently and how?
iv. What do I think you could have done differently and how?
v. How do you feel about this?
           

(finish on a positive reinforcement of good behaviour)

SET-GO method

Good method for giving feedback on video consultations.

i. What did you the trainee SEE

ii. What ELSE did I, the trainer see

iii. What do you the trainee THINK about this

iv. What GOALS can we now set

v. What OFFERS have we got to achieve these goals

(role play the offers?)

ALOBA – Agenda Led Outcomes Based Analysis
A method which basically says that if you collaboratively define the agenda for the feedback with the trainee first (based on outcomes the trainee wants to achieve), then you should be able to give feedback easily because it is expected and agreed upon.  In other words, there is no reason why the trainee would reject it or be defensive about it if you have truly negotiated and agreed on an agenda.   

So, if you said to a friend that “I truly want your opinion of this jacket because I don’t want to waste my money” you won’t be offended if they say “Well, it’s a nice colour but unfortunately it doesn’t suit you.   I don’t think red is your colour”.   On the other hand, if you didn’t ask for any feedback and your friend said out of the blue ‘Ugghh, what a nasty colour – that jacket doesn’t suit you’ – your would be offended and your gut reaction would be one of defensiveness.
· Are there any difficulties you want to focus on.
· How did you FEEL about the difficulty when it happened?  (emotions get in the way of learning and therefore must be expressed to help ‘release’ them.

· Let’s look at what happened?

· Having talked/watched the event – how doe you FEEL about it now? (release further emotions)

· Are in a ready enough state to talk about moving forwards?

· Any ideas on how to move forwards?
Would you like to hear some ideas from me (the trainer)/others (if in a group) about ways of moving forwards?

· What do you make, if anything, of these suggestions?
END
(Good luck for the interviews)
Dr Ramesh Mehay, Bradford, www.bradfordvts.co.uk 


