Clinical Supervisor Support Package

This resource was produced for two reasons. The first is as a package which could be used by current or prospective OOH Clinical Supervisors to revise their knowledge and skills in the teaching of this area. The second aim is for facilitators on the Yorkshire Deanery Care of the Acutely Ill Course to use it in preparation for their role on the day. These people may well be the one and the same.  It is essentially the core of the curriculum for Out of Hours work, based on Chapter 7, Care of Acutely Ill People, of the new MRCGP. The end section has been updated with the advent of the e-portfolio. In addition there are a few suggestions throughout the material on teaching methods which OOH Clinical Supervisors may wish to consider using in their own teaching. We hope it is useful to you.
Best wishes, Drs Simon Hall and Rob Pearson

Confidence with Telephone Consultation Skills
As at March 2009, there is no bonefide (i.e. properly researched tool) for assessing triage & telephone consultation skills!  In the meantime, the two tools that could be employed are as follows……..

1. A useful tool can be found on p32, part (e) of Appendix 4 in the Out of Hours Clinical Audit Toolkit developed by the RCGP:

http://www.rcgp.org.uk/docs/Quality%20%20Out%20of%20Hours%20Toolkit%20final.doc 

This tool could be used using a dual headset attached to the phone in the Out of Hours (OOH) Triage Centre. The Clinical Supervisor (CS) could use the tool whilst listening in to the consultation between the GPR/GPStR (“the doctor” or ”Dr”) and the patient. After the call is completed the CS can give appropriate feedback on the consultation.
Later this process can be repeated with a pair of GPR/GPStRs, one acting as the supervisor listening in and the other as the consulting Dr. The consultation is “marked” and feedback given. The pair then swap roles for the next telephone consultation.
2. The COT: Detailed Guide to the Performance Criteria can be downloaded from:

http://www.rcgp.org.uk/docs/nMRCGP_COT_Guide_to_Performance_Criteria.doc
This provides an explanation of the performance criteria used for the Consultation Observation Tool (COT). This is one of the nMRCGP Workplace based assessment methods. It is usually used for looking at videoed (or joint) consultations. I include it here since it facilitates a greater understanding of the criteria used in looking at a Consultation.
The following sections of this document aims to set out useful knowledge based resources to support you in your role as OOH supervisor. They could support your own learning and could be used as resources when ‘teaching’.
The following article by Car and Sheikh is a useful summary of Telephone Consultations and related skills and can be downloaded from
http://www.bmj.com/cgi/reprint/326/7396/966
It aims to summarise the evidence evaluating the role of telephones in helping to deliver clinical care by considering three of the most commonly asked questions: 

· How acceptable is care delivered by telephone to members of the public and healthcare professionals? 

· What is the scope for consultations facilitated by telephone in the management of acute and chronic disorders? 

· How can the quality and safety of telephone consultations be ensured? 

As such it provides a useful review of the role of telephone communication as a means of delivering health care

Confidence in excluding potentially life threatening conditions
You could ask the doctor to prepare for the following task by reading the following articles from the ABC of Community Emergency Care.
Chest pain at http://emj.bmj.com/cgi/content/full/21/2/226 ,

Shortness of Breath at http://emj.bmj.com/cgi/content/full/21/3/341 , 

Assessment and management of neurological problems (1) at http://emj.bmj.com/cgi/content/full/22/6/440   and 

Abdominal pain, abdominal pain in women, complications of pregnancy and labour at http://emj.bmj.com/cgi/content/full/21/5/606
Patients will present with symptoms rather than with diagnoses and the telephone assessment needs to be safe, excluding any acute life threatening illness that could be present.
Consider the following presenting complaints. Which life threatening diagnoses could they signify? Which questions will you ask to ensure you are not missing these diagnoses?

Ask the doctor to limit the history taking to 5 questions only. It is usually best to start off with open questions and then to make them closed as the consultation is “safety netted”.
Chest Pain

	


Breathlessness

	


Abdominal Pain

	


Headache

	


Confidence with deciding on appropriate disposal options
It is useful to consider the concept of “disposal”. Once information is gathered through telephone triage a decision has to be made. It would be useful to start with  consideration of which cases should and which cases shouldn’t be managed via calling 999 or being directed  to go straight to A&E, What Community referral options are available as an alternative to hospital?

Which cases need a Home Visit or a Face-to-face appointment? Which calls can be given advice?

How should we act on the information we have? 

Have we made our decision early on? Some cases need immediate action such as with typical history of Cardiac Chest Pain or a Stroke. Did the Call Handler’s information allow us to make this decision? Did we need only one or two questions to decide that we have a reasonable suspicion of a potentially life threatening condition and then call 999?

There are some patients who should be directed direct to A&E? If so do we know, perhaps through feedback from our local A&E colleagues, who should and who shouldn’t be referred without face to face assessment? In addition there may be access to secondary care services, for example in early pregnancy and perhaps paediatrics, which are more appropriate.
Do we need additional information to help us decide? Do we need to see the patient face to face in order to make our assessment? If we do see them what specific piece of information is going to influence our decision making? Perhaps we need to see with our own eyes if the patient is ill. In determining “Are they Ill?” did we gather all possible information through Telephone Triage or was there some element of uncertainty that made us want to see them with our own eyes?  Ask the Dr to be specific here.
If we decide we do need to make a face to face assessment then do they need a Home Visit or can they be offered an appointment in the Primary Care Centre?
It is useful to consider the type of case the Doctor feels need a Home Visit. Think about the patients they see on Home Visits in the day in their own practice. Are there any differences in the Out of Hours setting? Do they know how the Out of Hours provider organises the Visits? What drugs and equipment do they carry?  Do they know how to make an admission if necessary?
If faced by what appears to be an inappropriate demand for a Home Visit then how does the Dr react? It may be worthwhile exploring their thoughts and feelings here. It is never wise to start by negotiating with the patient or their relative when we do and when we don’t do Home Visits. This closes down a full assessment and may even lead to confrontation and complaint. If we side-step the demand and focus on information gathering, hopefully developing some kind of rapport and THEN make our decision on disposal we are much more likely to achieve an appropriate outcome.

If we are seeing patients in the OOH Primary Care centre it may be worthwhile setting up joint consultations with debrief between cases. This option is useful for a new pairing of Dr and supervisor, especially if the Dr is inexperienced in Primary Care. The other alternative, with a more experienced Dr is for the Dr and the supervisor to run separate surgeries and problem solve on an ad hoc basis with a formal surgery debrief at the end. 

If there are 2 Doctors, having 2 consultation rooms running with patients booked first into one surgery and then into the other one. The Supervisor could then alternate between the 2 rooms to discuss cases.
It should be noted that, unless there is something unusual about the cases presenting to the Primary Care Centre, Out of Hours, that they may gain limited additional learning relative to seeing patients in their own training practice in the day. A Clinical Supervisor may prefer to negotiate training sessions in Triage and Home Visiting (ideally a balance of the two) with the Out of Hours Provider rather than regularly seeing patients in the Primary Care Centre surgeries.
Finally some people are calling seeking advice. How would the Doctor advise someone to manage a fever? What would they actually say to them over the phone? If someone is seeking advice on medication do they have access to the BNF or MIMS? Do they know how to organise a script to be phoned or faxed through for a patient to collect from a pharmacy? Could they direct someone to the Primary Care Centre?

Confidence in recognising and managing Acute Illness

It is relatively easy to know how to act with a typical history of a heart attack or, at the other end of the spectrum, if someone presents a minor problem, just seeking advice or information. It is the number of patients in between that challenge us most in our decision making, in our management of uncertainty. In order to manage risk it is useful to try and determine “Are they Ill?”  We can use the Ill child as the basis for this but the same Airway (Noisy), Breathing (Distress), Circulation (Shock) and Disability (Consciousness) structure applies across all age ranges. How much of this assessment can be completed by the Doctor over the phone?
1. The Orange Book Chapter on Recognising the Seriously Ill Child 
2. Box 2 of Assessment and identification of paediatric primary survey positive patients at http://emj.bmj.com/cgi/content/full/21/4/511
and
3. the May 2007 NICE guidance on Feverish Illness in Children at 
http://www.nice.org.uk/nicemedia/pdf/CG47QuickRefGuide.pdf 
Provide useful reference material. 

The first two articles use the ABCD type assessment The Traffic Light system used by NICE should be used in the feverish child. It uses Appearance, Behaviour, Respiration and Dehydration, plus some other more diagnosis specific information as a structure to determine whether a child falls into the Amber or Red category and then guides subsequent action. The page on clinical assessment is then useful as an approach to be used in a face to face consultation.

Confidence on responding to Cues from, and delivering appropriate level of challenge to the  GPStR/ GPR

It can be useful to look at dialogue between the Supervisor and the GPSTR in a similar way to consulting with patients. What verbal and non-verbal cues are they giving you?  Be aware of their thoughts and feelings. What are they saying are their real learning needs? Have they identified which situations pose the greatest challenge and are there “blind spots” in knowing what they don’t know?
Confidence in delivering feedback

Appendix 3 of the Out of Hours Clinical Audit Toolkit developed by the RCGP:

http://www.rcgp.org.uk/docs/Quality%20%20Out%20of%20Hours%20Toolkit%20final.doc 

gives some does and don’ts of feedback.

A very useful educational website is http://www.gp-training.net/
The section on educational theory specifically the part on Feedback 
is very helpful . Rehearsal of these skills is the next step.
Awareness of nMRCGP curriculum

The purpose of doing sessions Out of Hours is to support teaching and learning in Care of Acutely Ill People, Chapter 7 of the new MRCGP Curriculum. The supporting documentation can be found at:

http://www.rcgp.org.uk/PDF/curr_7_Acutely_ill_people.pdf 

It is worth looking at the sections on Learning Outcomes and The Knowledge Base.
Awareness of OOH teaching materials

The Yorkshire Deanery is developing a series of courses, relevant to both the GPR/GPStR and the current or prospective Clinical Supervisor. Details can be found at:

http://www.yorksandhumberdeanery.nhs.uk/general_practice
Awareness of appropriate clinical induction for new GPStR/ GPR

The above sections on  

	Confidence with Telephone Consultation Skills

	Confidence in excluding potentially life threatening conditions

	Confidence with deciding on appropriate disposal options

	Confidence in recognising and managing Acute Illness


represent an induction package, effectively a guide for the initial Out of Hours Sessions with the new GPR/GPStR. 

The remaining teaching should be based on experience and look to the Learning Outcomes and Knowledge Base found in Chapter 7, Care of Acutely Ill People of the new Curriculum.
Awareness of OOH provider’s induction package

It is expected that Out of Hours providers will have an Induction Package for Doctors working in their organisation. The GP Clinical Lead may be the initial point of contact here. It may also be the case that there is training but that it is yet to be formalised into an Organisation specific format.

Awareness of e-Portfolio recording of OOH session

The Care of the Acutely Ill Pre-Course Workbook can be downloaded from 

Pre-course workbook for "Unscheduled Care" course 
Guidance from the Yorkshire and Humber Deanery can be found at: Y&H Deanery Guidance on OOH and Dr Ramesh Mehay has put together Getting the most out of OOH sessions . It does what it says on the tin!
I would recommend that copies of the documents which follow are saved onto the desktop at the Out-of-Hours centre for reference or printing as necessary.

GPStRs still need to attend a minimim of 1 OOH session per month whilst attached to a GP post (i.e. 12 sessions for twelve months 18 sessons for 18 months posts). *The statement that a GPR or GPStR has completed their OOH training is to be completed by their trainer once they have attended the requisite number of sessions and reviewed the portfolio. 

The Revised COGPED OOH position paper updates previous guidance on Out-of-Hours training for the GP Specialty Registrar. It can be downloaded from:
”Revised COGPED OOH Position Paper 2007”
The record of the OOH session should focus on the evidence provided by the GP StR of competency across the six generic competencies of the “Care of Acutely Ill People” chapter of the new MRCGP Curriculum. These can be found on page 5 of the revised COGPED document, under the heading of “The key out-of-hours competencies and their assessment”. You will see that they are the same as the old competencies with the addition of security risk as the sixth competency.
On pages 7 and 8 there is guidance on “Documenting OOH experience in the e-portfolio”. The key point here is that the Clinical Supervisor needs to complete a session feedback sheet, to be shown to their trainer/supervisor as evidence of attendance. In addition the GP StR needs to place a “Shared” entry in the OOH session part of the Learning Log on the e-portfolio. This could be done together in the debrief part of the OOH session or later by the GP StR on their own. The Record of the Out-of-Hours session can be downloaded from:
Record of OOH Session
Enjoy!

Drs Simon Hall and Rob Pearson
