UUC Template for Trainees – example 2
To help trainees discuss & learn from their Urgent Unscheduled Care session

	1. Fill out this form DURING your Urgent Unscheduled Care session.   Spend some time thinking and filling it in; don’t rush.   The more you think, the more you’re likely to demonstrate your capabilities (and the greater the educational experience).  
2. Write a brief description of the cases you saw.  1-2 lines.
3. Then reflect and write about your performance, ability, or thoughts on one or more of Professional Capability areas from today’s session and link to a patient’s case where appropriate.  

4. Discuss the chosen capabilities with your Clinical Supervisor.  Add further learning notes as a result of the discussion. 
5. When uploading it to your ePortfolio, mark the log entry with the title “UUC session”.
6. Don’t forget to keep a map of how you are progressing with the Professional Capabilities with respect to UUC work.   The ES Workbook has a UUSC mapping section to help you with this: available here www.bradfordvts.co.uk/edsupervision



THIS FORM SHOULD BE TYPED

Date of UUC session:    
31/09/2019



Duration (hours):   5 hours
Type of Session:      OOH base 
Level of Observation: Observation & Direct
Name of Clinical Supervisor & GMC number:  Dr Peacock 
Brief summary of types of patients seen

Remember: do not add any patient identhoifiable data to this form.  Otherwise, you will be breaching confidentiality.

1. LRTI – 64 yr old Asian lady with COPD &CKD seen with daughter interpreting. Symptoms and signs of LRTI, admitted due to tachypnoea, tachycardia, and dehydration.
2. Abdo pain – 18 yr girl with Down’s syndrome, seen with parents, crampy abdo pain and 3 wks alternating constipation and diarrhoea.
3. Threatened abortion – 19 yr old + partner 6 wks. Scan 1w, patient unhappy with wait.
4. 2yr old, wheezy & pyrexial from URTI.  Separated parents, much confusion between them about which inhalers were prescribed. Desperate to help child sleep. Child well, (wheeze and pyrexia settled), to see own GP for clarification of long term Mx plan. 
5. Acute back pain – 24y old, 3 days..  No alarm features.  Analgesia & mobility.
6. Migraine – 45 y old with typical migrainous headache (hemicranial, photophobia, aura etc) – given im sumotryptan
7. Acute back pain – not settlng, had taken paracetamol.   Wanted something stronger.

8. Lady with depression – never seen anyone.  We started Sertraline

9. Methadone user – came in for a sore throat.  Reassured.  Went home.
BAD VERSION
	
	Acute back pain patient – the patient wanted stronger pain killers than paracetamol.   Difficult to manage and so we gave them in the end.  We tried our best with our communication skills to calm him down.
Methadone user – came in for a sore throat.   Am surprised that he didn’t ask for any drugs – I was expecting this!   And he took on our advice and thanked us.  Perhaps because our communication skills were good?
	Comments from Clinical Supervisor

This really is a terrible write up.  “So, we tried our best with our communication skills to calm him down” – what did you actually do that you think helped and thus you might be able to learn from in the future for similar difficult patients?

Methadone user – “perhaps because our communication skills were good” – well, how about telling me exactly what you did.  If you can’t spell out what communication skills were done, then you won this patient over by chance, not necessarily any communication skills.  But if you could spell out what you did, that would show you understand the principles of Communication Skills and how to apply them.



	
	Probable depression lady – Has not been to see GP yet.  Interesting that she came to OOH – perhaps she reached crisis point.    So we started her on Sertraline and see her GP
Migraine diagnosis – this lady had true migraine (photophobia, phonophobia and has to lie down in a dark room).   So we gave her an injection.   Poor lady, you could see how dreadful she looked at a glance.

	Comments from Clinical Supervisor

The first one is definitely not an emergency unless she was at crisis point but you give no indication of whether that was the case.    As for the second, again, it is urgent, but not a true medical emergency.   

Can readers step back for a moment and look at what this trainee has written.  Does it look like a trainee who is really interested in their learning and education?  Or did they do this quickly in a 10-minute free session they had somewhere?   If you wrote this, is that the impression you would like to impart to the CS, ES or ARCP panels who will be reading these to make sense of what sort of GP you will be?


GOOD VERSION
	
	COMMUNICATION & CONSULTATION SKILLS

I found the case of the girl with Down’s syndrome interesting as I presumed I was going to have immense communication and cognitive difficulties with her. I was also anxious not to miss a serious problem – perhaps she would not be able to accurately present her problems. But this couldn’t be further from the truth! The patient was charming and cooperative. She spoke quite a few words to me and we didn’t really need much input from her parents (although they did contribute, of course).    I built rapport in this particular case by introducing myself and showing interest in her comments about cartoons and toys. This helped the consultation to ‘flow’.  Of course, there were other things that made this consultation ‘flow’ – such as keeping questions and language as simple as possible.
It was important to engage other people present in the consultation (in this case, the parents) not only to triangulate the information received but to get a fuller picture and make them feel involved and heard.  During the examination I was conscious that it was important to keep things as comfortable as possible for her while still completing the necessary exam as I did not want to lose her trust and possibly make her frightened of doctors in the future. In fact she expressed no pain and giggled throughout her abdo exam. 
Learning points –  I must not presume that someone with learning disabilities means the consultation will be more difficult.  I should treat all patients from an equal starting point and not prejudge them (practising ethically).

	Comments from Clinical Supervisor

Wow this is so much better. The first case challenged this trainee’s thoughts about her preconceived ideas about Communication Skills.       

She also gives specifics about what she did and how it helped: rapport building, showing interest in her, keeping language simple, engaging the parents.  

	
	CLINICAL MANAGEMENT & DECISION MAKING

The 64 y old lady with a LRTI needed admitting.  I made this decision on several bits of data.   Her O2 saturation was 91.   She was not known to have COPD or anything.  She was tachypnoeic (24) and tachycardic – 124.    And she had a pyrexia of 39 C.  She did not look well at all.   I was worried for her.  Her NEWS score worked out to be 8 – which was worrying too and confirmed she needed to be admitted.  We gave her oxygen, put an IV line in and called the ambulance.
	Comments from Clinical Supervisor

For clinical emergencies, clearly there must be some level of detail about clinical information and exactly what the history, examination and clinical management plan was.   And of course, the basis upon which you make your clinical decisions.  This trainee has done all of this.



	
	
	Again, I hope this example shows that you don’t have to write lengthy essays in a reflective write up.    Shorter productions work just as well, if not better - BUT ONLY IF YOU REALLY UNDERSTAND AND KNOW WHAT YOU ARE DOING.




Developed by Dr. Ramesh Mehay (Aug 2019)
Available here: www.bradfordvts.co.uk/mrcgp/uuc

