CBD Question Maker for GP Trainers


Practising Holistically (PH)
This is about understanding the presenting problem in physical, psychological, socio-economic & cultural dimensions.  It’s difficult to do this without exploring the patient’s feelings & thoughts.
GRADE
	Needs further development
	Competent
	Excellent

	1. Enquires into physical, psychological, social & occupational (PSSO) aspects
2. Recognises impact of the problem on the patient.

3. Offers treatment & support for PSSO aspects
4. Offers health promotion advice.

	1. Demonstrates true understanding of the patient in relation PSSO; e.g.  uses to inform discussion & Mx
2. Recognises impact on the patient/ family/carers.
3. Uses appropriate support agencies (including PHCT members) to help patient/family/carers

4. Has skills/assertiveness to challenge unhelpful health beliefs or behaviours, whilst maintaining relationship.
	1. Obtains PSSO information in a fluent non-judgemental way
2. Recognises & shows limits of the doctor's ability to intervene in the holistic care of the patient.

3. Facilitates long-term support for patients, families & carers that is realistic and avoids doctor dependence.
4. Uses health promotion tools to improve health understanding e.g. decision aids


MARKERS OF POTENTIAL UNDERPERFORMANCE: Treats the disease, not the patient
Data Gathering & Interpretation (DGI)
This is about gathering and using data for clinical judgement, the choice of examination, investigations and their interpretation.
GRADE
	Needs further development
	Competent
	Excellent

	1. Obtains information from patient & medical records that is relevant to their problem.
2. Examinations & investigations broadly in line with the patient's problem.

3. Identifies abnormal findings & results

4. Limited data gathering styles/methods.
	1. Systematically gathers info, appropriate questions.
Uses existing info about the problem & context.
2. Examines efficiently and targets investigations appropriately
3. Takes appropriate action on findings and results.

4. Shows a variety of data gathering styles adapted to the patient & situations
	1. Expertly identifies the nature and scope of enquiry needed to investigate the problem/multiple problems.
Prioritises problems in a way that enhances patient satisfaction.

2. & 3. Uses a stepwise approach, basing further enquiries, examinations and tests on what is already known and what is later discovered.

4. Gathers info in a wide range of circumstances & from 

     family, representatives etc in a sensitive, empathic & 

    ethical way.


MARKERS OF POTENTIAL UNDERPERFORMANCE: Disorganised, chaotic, inflexible, inefficient.   Does not follow up on alarm features/red flags/significant data.  Fails to identify normality.   Examination technique poor.   Fails to identify significant physical or psychological signs. 
Making Diagnoses/Decisions (MD)
This is about a conscious, structured approach to decision-making.  Not just about diagnosis, but any decisions e.g. Ix, Mx
GRADE
	Needs further development
	Competent
	Excellent

	1. Adequate differential diagnoses
2. Generates and tests an appropriate hypothesis.

3. Makes decisions by rules/protocols/plans.
4. Asks for help appropriately but fails to progress independent decisions.
	1. Diagnoses in a structured (problem-solving) way

Probability based decision making.  Generate differentials on early undifferentiated problems. 

Uses time as a diagnostic tool.
2. Revises hypotheses in light of additional information.

3. Thinks flexibly around problems, generating functional solutions.
4. Confidence of own decisions + aware of own limitations.  Open mind - revises decisions if new info.
	1. Uses pattern recognition to diagnose quickly, safely & reliably. Aware of limitations of pattern recognition & when to revert to analytical approach.

2.& 3. No longer relies on rules/protocols.   
Justifies discretionary judgement in uncertainty / complexity e.g. patients with multiple problems.

4. Continues to reflect on difficult decisions.   Develops mechanisms to be comfortable with these choices.




MARKERS OF POTENTIAL UNDERPERFORMANCE: Indecisive, illogical or simply incorrect decisions.    Fails to consider serious possibilities.   Dogmatic/closed to other ideas.   Frequent late/missed diagnoses. 
Clinical Management (CM)
This is about the recognition and management of common medical conditions.  Did they do what a reasonably qualified person would do?


GRADE
	Needs further development
	Competent
	Excellent

	1. Uses appropriate but limited Mx options.   Tells the patient what to do (Dr-centred).
2. Suggests intervention in all cases!
3. Follows up every patient.
4. Prescribes safely (checks drug interactions/SEs etc)
5. Refers safely (within limits of own competence)
6. Recognises & responds to medical emergencies

7. Ensures patient continuity of care eg adequate record keeping
	1. Varies Mx plan & Gives options where appropriate & respects preferences (Pt-centred)
2. “Wait & See” approach where appropriate.  
Effective prioritisation when multiple issues. 

3. Variety of follow-up arrangements.  Safe.  
4. Prescribes safely & in relation to local/national guidelines.  Including drug/non-drug therapies.  Understands legal framework for prescribing.
5. Refers appropriately, taking into account all available resources
6. Responds rapidly & skilfully to emergencies with appropriate FU  Ensures coordination of care .  
7. Comprehensive continuity of care, including patient’s problems AND their social situation.
	1. Pt-centred Mx plans whilst taking into account local -national guidelines (balance of Pt-Dr centredness).
2. Empower patients to manage problems & advises them when to seek help.
3. Challenges unrealistic expectations & consulting patterns for current/future problems.
4. Reviews patient medication repeats.   Evidence based prescribing.  Cost-effectiveness prescribing.  Aids concordance.  Confidence to stop/step down Rx.
5. Identifies areas of improvement in referrals/pathways + contributes to quality improvement.
6. Reflects on emergencies via SEAs to improve patient care.
7. At a practice level tries to improve continuity of care eg through systems


MARKERS OF POTENTIAL UNDERPERFORMANCE: Asks for help inappropriately (too much or too little).   Does not think ahead.   Safety netting poor.   FU poor.   
Managing medical complexity (MMC) (trainers struggle with this one)
Beyond managing straight-forward problems, e.g. managing co-morbidity, uncertainty & risk, approach to health rather than just illness
GRADE
	Needs further development
	Competent
	Excellent

	1. Deals with health problems separately, without thinking about the implications of co-morbidity.
2. Tolerates uncertainty but struggles to reassure the patient
3. Multiple problems: prioritises Mx based on risk to patient
4. Considers impact of patient’s lifestyle on their health.
	1. Simultaneously manages the patient's health problems, both acute and chronic
2. Manages uncertainty including that experienced by the patient.

3.  Multiple problems – recognises inevitable conflicts & adjusts care appropriately
4. Encourages patient to participate in health promotion & disease prevention strategies.
Encourages improvement, rehabilitation & recovery.
	1. Coordinates (over time) the management of the patient's acute and chronic problems.
2. ● Anticipates & has a variety of strategies for managing uncertainty
3. In situations of multi-morbidity & polypharmacy, can move beyond single condition guidelines.  
4. Coordinates team-based approach to health promo. 

Positive attitude to pt’s health even when challenging. 




MARKERS OF POTENTIAL UNDERPERFORMANCE: Inappropriately burdens patient with uncertainty.  In unfamiliar circumstances, cannot move forwards.   Gives up in complex/uncertain situations.  Easily discouraged or frustrated e.g. when lack of patient engagement or slow progress/improvement. 
Organisation, Management & Leadership (OML) (trainers struggle with this one)
Primary care admin systems, computers & record-keeping, managing & organising one’s work, leading & coordinating improvement/change.
GRADE
	Needs further development
	Competent
	Excellent

	1. Basic understanding or primary care & clinical computer systems.
2. Uses the medical record & online information during the consultation & record keeping standards of the practice.
3. Personal organisation & time Mx skills that do not inconvenience patients/colleagues.
4. Responds positively to change
5. Manages own workload
	1. Routinely uses primary care systems for acute problems, chronic problems & health promotion.  Including Info Management & Technology (IMT). 
2. Uses computer in consultation whilst maintaining rapport with pt. Succinct CODED records.
3. Well organised.  Good time Mx, handover skills, prioritisation & delegation.

4. Helps support change e.g constructive suggestions
5. Responds positively when services are under pressure
	1. Uses organisational systems & IMT to facilitate clinical care (individuals + communities), Clinical Governance & Practice admin work.  
2. Uses IMT and medical records to improve communication with pt & support care planning & communication across all health profs involved.
3. Manages own workload effectively.  Helps colleagues.  Recognises own limitations.
4. Facilitates change (including its evaluation)
5. Takes a lead role in helping the organisation in exceptional demand.


MARKERS OF POTENTIAL UNDERPERFORMANCE: Consults with computer rather than patient.   Poor medical record keeping – too short, too long, unfocused, no coding, wrong coding, failing to respond to prompts. 
Working with Colleagues & Teams (WWC)
This is about working effectively with others.  Appreciating them, sharing info. Appreciating teamwork enhances care more than us as individuals.  
GRADE
	Needs further development
	Competent
	Excellent

	1. Basic understanding of working in a team
2. Understand different roles & skills of colleagues

3. Respects others although yet to grasp advantage of harnessing potential within others
4. Responds to communication from other team members in a timely & constructive way.
5. Understands importance of integrating with teams.
	1. Effective team member – flexible with others

2. Understands context within which other colleagues are working e.g. Health Visitors & Safeguarding

3. Understands ↑efficacy when working as a team vs individuals.  Works cooperatively with others.
4. Communicates with others PROACTIVELY using appropriate modes of communication

5. Positively contributes to teams.   Reflects how teams work & members interact. 
	1. Coordinates team-based approach to care.

Positive & creative to team development.

2. & 3. Awareness of the strengths/weaknesses of each team member & how to improve to enhance the effectiveness of the team
4. Encourages contribution of colleagues.   Listens to their views too.
5. Understands group dynamics theory & practise (e.g. through chairing a meeting).


MARKERS OF POTENTIAL UNDERPERFORMANCE: Works in isolation.  Gives little support to other team members.   Doesn’t appreciate value of the tam.  Inappropriately leaves work for others to pick up.   Shirks responsibility.   Other colleagues raise concerns about them (formal or informal). 
Community Orientation (CO) (trainers struggle with this one)
This is about the management of the health and social care of the local community/practice population.
GRADE
	Needs further development
	Competent
	Excellent

	1. Understands important characteristics of local population eg demography, minority groups, socio-economics, disease prevalence etc.
2. Understands range of available services locally
3. Understands what resources are locally limited eg drugs, counselling, physio.
4. Takes steps to understand local resources e.g. school nurses, pharmacists, funeral directors, DNs, hospices, care homes, social services, child protection, adult protection, patient participation groups (PPGs).

	1. Understands how characteristics of local population shapes services and care in that area.
2. Referral practices based on range of services locally.  Encourages patients to use local services.
3. Adapts own clinical practice to limited local resources e.g. in referrals, cost effective Rx, local protocols
4. Utilises local services in practise to enhance patient care.
	1. Actively helps to develop services relevant to local population.
2. Understands how to influence local service delivery e.g. through CCGs, financial & regulatory frameworks.
3. Balances individual needs vs local community vs local resources.  Local vs  national protocols
4. Develops/Improves local services e.g. collaborating with private/voluntary sectors, getting involved with PPGs.


MARKERS OF POTENTIAL UNDERPERFORMANCE: Fails to take responsibility for using resources in line with local and national guidance.
Maintaining an Ethical Approach (Eth)
This is about ethical practise, integrity & a respect for diversity
GRADE
	Needs further development
	Competent
	Excellent

	1. Aware of GMC “Good Medical Practice” codes of practice.

2. Understands need to treat all (pts & colleagues) with respect for their beliefs, preferences, dignity & rights.
3. Does not discriminate against those differences.
4. Understands “Good Medical Practice” requires reference to ethical principles.
	1. Applies GMC codes to own practice.   Reflects on how their own values, attitudes and ethics might influence professional behaviour.

2. Demonstrates equality, fairness, respect in day to day practice.
3. Values difference in cultures, personal attributes in patients and colleagues.

4. Reflects on & discusses moral dilemma encountered in day-to-day work. 
	1. Anticipates & avoids conflict of interest situations
2. Anticipates situation of where indirect discrimination might occur.  Aware of legislation.

3. Actively supports diversity.  Harnesses differences between people to make the organisation better.

4. Analyses ethical issues in reference to specific ethical theory.



MARKERS OF POTENTIAL UNDERPERFORMANCE: Does not consider ethical principles, such as good vs harm.   Fails to show willingness to reflect on own attitudes.
Fitness to Practise (FTP) (trainers struggle with this one)
This is about having an awareness of own performance, conduct or health, or of others and the action taken to protect patients

GRADE
	Needs further development
	Competent
	Excellent

	1. Understands GMC “Duties of a Doctor”
2. Attends to their professional duties.

3. Aware of physical or mental illness or personal habits that might interfere with the competent delivery of patient care.
4. Notifies appropriate other when own/colleague's performance, conduct or health might be putting others at risk.
5. Responds to complaints/performance issues appropriately.
	1. Demonstrates accepted codes of practice in order to promote patient safety & effective team working.
2. Achieves balance between professional & personal demands that meets professional obligations & preserves health.
3. Takes effective steps to address personal health issues/habits affecting their performance as a Dr.
Shows insight into any personal health issues.

4. Reacts promptly, discreetly & impartially when concerns about self or colleagues.

Takes advice from appropriate people and if necessary, engages in a referral procedure.

5. Actively reflects and learns from complaints & performance issues to improve patient care.
	1. Encourages scrutiny of professional behaviour.  Open to feedback.   Willingness to change.
2. Anticipates situations that might damage the work/life balance and seeks to minimise the adverse effects on themselves or patients.
3. Proactive approach to promote personal health.

Promotes an organisational culture in which the health of its members is valued and supported

4. Provides positive support to colleagues who have made mistakes or have performance concerns.

5. Actively seeks to rectify systems or practice that require improvement to improve patient care.


MARKERS OF POTENTIAL UNDERPERFORMANCE: Fails to respect the requirements of the organisation e.g. meeting deadlines, observing contractual obligations.  Has repeated unexplained or unplanned absences from professional commitments.  Prioritises own interest above that of patients.   Fails to cope with pressure.  Poor stress management.  Poor time management.   Is the subject of multiple complaints.
HOW TO USE THIS CBD QUESTION MAKER
The CBD Template for Trainees

First, get the GP trainee to fill out a CBD template for trainees.  This is available on www.bradfordvts.co.uk > MRCGP > CBD > CBD template for trainees.    I never do a CBD with a trainee without this being filled first because it saves so much time and helps you focus your questions.    It also tells you whether the trainee understands the competencies and when they don’t – it becomes clear from the template - and then you can have a mini-tutorial about this to align their understanding.     And this is what I say to my trainee:  “Please can you feel out the CBD template for trainees from the Bradford VTS website.   And please spend some careful time and thought to page 2 where you have to select which competencies you think your case demonstrated.    What I would like you to do is for every competency you tick, write a full account in the space provided of why you feel you should be awarded a competent grade.   Justify your tick.   Does that make sense?” 
I read the case and develop questions either on the day or the day before

If you read it any earlier – trust me, you forget all about the details of the case.    And if you plan too far in advance, will have your questions all neatly mapped out in advance, but then forget the context of why you were asking that.  So, I tend to do it on the day or the day before – because the recency helps me remember and helps everything flow smoothly.

The Questions

This guide provides a comprehensive range of questions in the rounded boxes for each competency.    Remember – YOU DO NOT HAVE TO ASK EVERY QUESTION IN THAT BOX.   Just tick the relevant ones that you want to ask.   And of course, you might develop more pertinent questions as the dialogue develops between you and your trainee and the story unfolds.   You only need to ask enough questions until you feel you have enough data to make an assessment about their competence.   If you don’t – keep exploring.   It’s not the number of questions you ask that is important; it’s more about asking the right questions to help you decide about their competency level.

The “Here and Now”

Case based discussions should be about what was actually done rather than what the trainee might have done. In other words, questions to elicit what ACTUALLY happened.   For example, “What were her concerns then?”    “How did you elicit those?”.  Stay away from hypothetical questions like “What if”.   For example, “What if those chest pains went down the left arm?  Would that have altered your management plan?”.  These type of “What if” questions are not allowed in a CBD because a CBD is assessing actual performance, not the possible performance from someone’s mind!   Of course, you can ask these at the end of a CBD as part of the tutorial and teaching but save it for the end).    It is permissible to ask: “Okay, so that’s what you decided to do.   During that consultation did you think about what you might do in the next consultation if that did not work?”.  Although this sounds like a “What if” question, it is not.   It becomes a ‘here and now’ question through asking if they had thought about it DURING the consultation.   It would be different if the question was “Okay, so if that doesn’t work, what will you do next” because this latter question is asking them about their thoughts AFTER the consultation.  And by the way - the cases should be ones which they managed independently. (It is NOT appropriate to have got advice from another colleague for the GP consultation and then to be assessed on actions which were not independent.)
Needs Further Development

The grade ‘needs further development’ (NFD) IS NOT A FAIL.  It simply means the trainee has more to learn.  Don’t fear awarding an NFD grade: in fact, if it applies you have a responsibility to give it.  An NFD grade is the expected grade for many ST1s and ST2s.  Think – can ST1s and ST2s be competent or excellent in everything before finishing their training?   (I don’t think so!).  Explain to trainees what an NFD means…

· Ask them how they feel about an NFD grade.  

· Tell them they should not feel too disheartened by an NFD grade.  

· Tell them that NFD is not a fail and actually is the expected grade for most ST1s and ST2s.
· Then show them the word descriptors for the NFD grade and get them to see that all the descriptors are positive behavioural markers.  

· Then explain that an NFD simply means they need to build on that positive performance to get to the Competent grade.  

· And that it’s a good thing that “we’ve found something to work on and make you better”.  “Wouldn’t you like that?  To become better and better?”.

GMC duties of a doctor: 
	1. Make the care of your patient your first concern, 

2. Protect and promote the health of patients and the public, 

3. Provide a good standard of practice and care, 
	4. Treat patients as individuals and respect their dignity, 

5. Work in partnership with patients, 

6. Be honest and open and act with integrity.


How many competencies should I cover?

Some GP training schemes tell you to cover 3-4 competencies if you’re a beginner.   And that’s okay, but I would say, try and cover as many as are relevant.    Often, I will cover 6-7-8 competencies.   Yes, of course it’s difficult to do this in 20 minutes but if you spend a little longer (say 40-45 mins), you can often get through more than 4!  And trust me - the more you do, the easier it becomes at testing the natural competencies as they emerge from the discussion.     
Also, I feel it’s not very fair on the trainees just to assess 3-4 competencies.   Remember, they must do 12 CBDs in the last year of GP training.   If you only cover 3 with each one, that means from 12 CBDs there will only be about 3 CBDs providing evidence for each competency (some even less!) – and can you make a reliable assessment about the overall performance in a competency from just 2-3 CBDs?   In short, do more!!!  Cover as many as you can.  It’s good practice for you too.

An example of one question opening up the discussion for a number of competencies…
“So why did you not admit this 82 year olc patient with bad COPD considering how poorly she was?” And the response might be… 
“First of all, she had severe COPD and the doctor before had given antibiotics and steroids the week before.   When I examined here, she was Cheyne-Stoking, and her sats were 82.   She wasn’t responsive.   I therefore felt that if I had admitted her, there was a 90% she would die anyway, so why not keep her comfortable at the home.   She couldn’t make a decision because she had severe dementia – she definitely couldn’t retain any information let alone understand it no matter what time of day.  And the staff said they never saw any periods of lucidity.  The journey to hospital and a new environment, in my mind, would have made her death worse and I did not want any to cause additional harm by way of a horrible death.  Her daughter was there.  We discussed it sensitively in another room, and she said she knew her mum would not have wanted hospital admission and hated it every time she went in with her COPD.   And the daughter too felt it was best to keep her at the nursing home. So, based on my professional opinion, taking into account the opinion of others, and in the best interests of the patient, I felt it was best to keep her at the home.   That’s when I decided to write up anticipatory medication and checked the nurses were comfortable with administering it if they needed to – and they were.  And that’s how we left it.  The daughter was grateful for me spending time with her and for not admitting her.  I felt we were all on the same wavelength and we had done the right thing.
Can you see from this ONE MINUTE discussion, the ONE question has led to some talk on “data gathering”, “decision-making”, “clinical management” & “ethical practise”?   Clearly, one would ask a few more questions to dig deeper to award an appropriate grade for each competency.  

Read the blurb about the difficult competences

The difficult ones that nearly all trainers struggle with are a) Managing Medical Complexity (MMC)  b) Organisational, Management & Leadership (OML)  c) Community Orientation (CO) d) Fitness to Practise (FTP).   So slow down and read the competency descriptors on the RCGP/Bradford VTS websites.   Make sure you understand them completely because I guarantee your trainee won’t – and they’ll try and pass of something as demonstrating a competency when it isn’t!  You won’t be able to decipher whether it is or not if you don’t have a good understanding yourself.
As you get better and better at CBDs

As you get more familiar and better at doing CBDs, you will probably not need to use this CBD question-maker.  It was originally devised for the new trainer – but I still use it at times, but other times, I just let my natural clinical curiosity flow.   And then, when you become really good at it, you get into the hang of asking a question which results in a discussion which covers 2-3 competencies.  And that’s when you know you are really good!     
Good luck with it all. 
Oh, and any suggestions – email me on the website. 

Ram x
( What was the patient’s agenda (I.C.E.)?    How did you elicit this?   Why present now?   What feelings did you explore?


( Did you identify any ongoing problems which might have affected this particular complaint?


( How did you establish the patient’s point of view?  What consultation skills did you use to do this?


( What effect did the symptoms have on the patient’s work, family and other parts of their life?  (i.e. considers difference: illness vs. Disease)


( How did the symptoms affect him/her psychosocially?  What phrases did you use to elicit these?


( Were there any cultural dimensions to this consultation?  How did you pick these up?    Did this help with your advice and next steps in Mx?


( Did you explore the impact it had on other family members?  What did you find?  How did you support them?


( How have you involve the patient (and their carers/family) in planning their own care?    


( How did the patient feel about your choice of treatment?  Did this influence your final decision?


( So clearly there was a difference in the doctor’s and patient’s agenda.   How did you address this whilst not losing the patient’s trust?




















( Specifics about the key findings in this case: duration, symptoms, specific features like biological features for depression etc.  


( You have described how you gathered your data, how was this adapted for this particular patient?


( How did you focus on getting this information in the limited time available to you?  Give me some example of phrases you used?   


( How did you exclude the serious stuff?  What alarm features did you enquire about?; How did you carry out a suicidal risk assessment?; How did you exclude a brain tumour? etc.


( There was a lot going on in this consultation.  How did you keep focus & gather all the necessary information to exclude worrying things?


( What pre-existing information did you use to help formulate your diagnosis/decision? (consultations, summary, letters, investigations)


( Had you gathered any further information about this case from others?


( What bits of information (from Hx/Ex/Ix/Others) did you find helpful in this case?  Why?  How did you elicit those?


( What examination/investigations did you make?   Why did you do all of these (justify)?  Any abnormalities? - what did you do about them?


( Which bits of the examination/investigations were most useful?  Can you explain why this was?


( I see from the notes that there is no reference to examining their “chest” (for example).  Why is it not there?


( What prior knowledge of the patient did you have which affected the outcome of your consultation(s)?








DIAGNOSIS


( What were you particularly worried about in this case?


( What differential diagnoses did you consider?  What features made each one more or less likely?


( How did you come to your final working diagnosis?   Remind me - which bits of the Hx and Ex were instrumental in this?  Did any bits make you wonder about other diagnoses?  


( When you got the result of (names particular test), how did that change the diagnoses you were considering?


( Did you use any tools, guidelines or frameworks to help you with the diagnosis?  Which ones?  How?  Where did you find them?  


TREATMENT DECISIONS


( What were your options?  Which did you choose?  Why this one?  Convince me that you made the right choice.


( What is the natural history/pattern of this condition?  How did that affect your plans for the next steps?


( I see that you started off on one treatment plan and then changed tracks.  What led you to change your plan?


( Did you consider any evidence in your final choice?  Tell me about it?


( How did the patient/family/carer feel about your choice of treatment?   Did this influence your final decision?


( Did you consider the implications of your decision for the relatives/doctor/practice/society?  In what way?


( Did you use any tools, guidelines or frameworks to help you with treatment decisions?


( There’s lots of clear guidelines for clear situations.  Your case was quite complex.  Did you use any guidelines?  How?


( Tell me about how you used time to help you when making decisions here.


( How close to the limits of your competence were you in managing this case?  How did you handle that?








( You’ve described a patient with several problems.   How did you choose which to prioritise?  What was the final Mx plan?


( What were your main priorities here (physical, psychological, social)?  How did that affect your final management plan?


( Why did you do those investigations?  What were you looking for?


( What management options did you consider at the time?  What were they?  Tell me about some of the pros and cons of these options.  Did the patient’s preferences or situation affect the management plan?  How?


( What made you prescribe xxx?  How did you come to choosing that?  What does the evidence say about it?  Do you know how much that costs?  Why not xxx which is cheaper and effective?  What else is the patient on: did you check for interactions?  


( Did you use any guidelines to help you?


( You prescribed xxx to help her.  What non-drug interventions did you suggest to manage this patient?


( Did you involve or make a referral to anyone else?  Did this add value?  What did you put in the referral letter?


( How did you use the computer system to help with the management of this patient (e.g. communication with others, e-referrals, e-consults etc)


( How did you monitor the pt’s  progress.  How did you ensure continuity of care?  Any follow up?   Why do you want to see her again?





( What made this case medically complex?   Any ongoing problems that added to the complexity?   How did you resolve that?


( Were there any areas of uncertainty?  What strategies did you use to manage that uncertainty? (e.g. using time)


(  There was a lot to co-ordinate in this consult – from acute to the chronic co-morbidities.  Was this difficult/stressful? How did you manage the ongoing problems as well as dealing with the immediate acute ones?  What strategies did you use to co-ordinate it all?


(  Was there a difference of agendas?  How did you tackle this? (e.g. demanding patient, difficult angry patient, overbearing heart sinks etc).  Tell me exactly how you managed to merge agendas or come to some sort of resolve?


(  Do you think the patient pushed you into Ix/Rx/referral (e.g. with abx)?  How did you feel about this?  What did you learn from this case?


( There were so many complex options here.   How did you explain the pros and cons to the patient for each of these?  What was the outcome?


(  How did you explain ‘risk’ to the patient?  Did you involve them in risk management?  To what extent & how?  How did risk affect your Mx plan?


(  Tell me about your use of time to help manage this complex case? (e.g. allowing sown seeds to develop, to manage uncertainty or risk)


(  This patient is clearly dependent on doctors.  What did you do to alter his help seeking behaviour?


(  Did you use any health promotion strategies?  How did you encourage the patient to stop smoking/lose weight/go back to work/other rehabilitation and recovery?  How did this fit in with the rest of the discussions you had with the patient?





THE MEDICAL RECORDS & RECORD-KEEPING


( Look at the trainee’s computer record entry: satisfactory?  Ask trainee: “Do you think what you have documented is coherent and comprehensible?”  Have any important negatives been left out?  Have they captured the patient’s narrative?  Is it concise yet thorough?  


(  Was the consultation entry added in a timely manner? (esp. Important for home visits)


(  Did they use the right Read/SnoMed codes?  Why is coding important?  


(  How did you use the computer to help in the care of the patient? (prev. consults, results, letter, the web, e-consults)?   How did you use it without breaking patient rapport?  What consultation skills did you use to stop it from interrupting the flow of the consultation or obstructing rapport?


(  Did you use any online information or resources to help you?  What?  Why? How?


(  Have they written up a future management plan for colleagues (in case they’re not there at review)?  Why not? 


MANAGEMENT OF OWN WORK


(  The patient had several problems – too many to cover in the consultation.  How did you tackle this to prevent you from running too late?


(  In this complex case, did you involve any other colleagues to help in the management of this patient, so that you didn’t have to do it all? 


(  In this complex case, did you delegate anything?


LEADERSHIP


(  Were there any issues in this consultation which were a result of inadequate systems or training?   What did you do about them?  (e.g. reception staff communications skills training, inadequate protocol for something, practice organisational systems).


(  Do you treat this case as a Significant Event then?   How did you follow that through?  And the main learning points were….?


(  So, you’ve highlighted the significant issues for this patient.  At the time did you think those same issues might be more widespread and apply to other patients with the same clinical condition/age/pregnant/ethnicity/gender/sexual orientation/disability?  Did you follow that through?  (e.g. a practice-based QI project, run a search to gather more organisational performance data, seek out/adopt/disseminate models of good practice)





(  Did you involve anyone else in this case?  Who? Why? How did they help?   What skills did they bring that you didn’t? (esp with allied health profs.)


(  Did you involve any other organisations/agencies in this case?  For what purpose?


(  Did anyone else provide you with information you found useful with your case?


(  Some of your colleagues will have been working with this patient before you.  So, did you just take over? (or did they liaise and a team-based way)? 


(  How did you ensure you had effective communication with others involved in this case?


(  What information did you provide with your referral?  What did you decide would be helpful to them?


(  If many people/organisations are involved in the case, ask: “What do you see as your role considering so many others are already involved in this case?   Do so many people need to be involved?  Did you do anything to coordinate the overall care to promote more effective team working?”


(  What steps did you take to ensure continuity of care?


(  Can you describe what this case tells you about how our team works and the members interact?








(  How have you adjusted the care of this patient to fit with the resources we have here?


(  What local health resources did you encourage the patient to access? (e.g. weight loss/exercise classes, diabetes prog, counselling, direct physio)


(  Are there any limitations of local healthcare resources that impact on this patient’s care?


(  You prescribed a range of different medications. Please tell me more about them in terms of costs & the evidence base for their use in this setting. 


(  Had you any thoughts at the time about the cost of investigation/treatment/referral?  Tell me what you considered.  How did this influence you?


(  Did you think about the implications of your treatment/investigations/referral on the individual patient and on society?  Tell me more about the conflicting pressures.   How did you balance the needs of this patient against the needs of the whole practice population?


(  You’ve described the care you & this GP practice have given this patient; would it be different in a neighbouring CCG with a different population?


(  What characteristics of the local community impact on this patient’s care (epidemiological/social/economic/ethnic)?


(  Did this case make you think of any greater social/health care changes/provision we need to consider for our practice population?  Had you had any thoughts about what we need to do to make this happen?





(  There is usually an ethical dimension to all cases!   The trainee should know the theory and relate their practice to this.  Otherwise, there is a fear that they really don’t know the principles behind what they are doing!


(  Tell me about the ethical considerations with this case? How did you manage them? 1. Autonomy, 2. beneficence, 3. non-maleficence, 4. justice,    5. principle of Utility (greatest good for greatest number), 6. consent, 7. confidentiality.   For example, feelings about sick notes.


(  What ethical principles did you use to inform your choice of treatment?   How did you ensure the patient had an informed choice in terms of Mx?   


(  Was there a need to reassure the patient about confidentiality? (e.g. in cases where the patient is a teenager)


(  Did any of your own values, attitudes or ethics affect/nearly affect this case?    In what way?   What particular professional codes of practice did you have to make sure you adhered to in this case? (e.g. with LGBTQ+, ethnic minorities, asylum seekers, those on benefits and so on).  Respecting Equality & Diversity and those who feel they are marginalised.


(  Do you think you might have directly/indirectly discriminated and therefore judged this patient because of their xxxx?  If not – how did you anticipate it – making sure the patient didn’t feel discriminated against? 








(  Was there any point in the consultation where you felt out of your depth?  How did you define your limits?  What did you then do?


(  It sounds like this was quite an emotionally charged case.   No doubt it must have caused some internal feelings.  How did you manage or neutralise those to ensure they did not impact on the next patient you had to see?


(  It sounds like this case was emotionally difficult and challenging.  How did you care for yourself afterwards?


(  Our home or family life can change our behaviour and performance at work. Can you tell me about how your non work life might have affected you, when you were caring for this patient?


(  I see that you used a chaperone. What was the purpose?  Was it for your benefit or theirs?  (protecting patients, protecting doctors)


(  Safety Netting: Did you advise on when to come back?  What did you actually say? Why did you choose this time-frame/approach?  How did you ensure patient safety?  Did you use any tools to help with your safety netting (e.g. online resources).


(  After the consultation, did you have any thoughts on your performance (in terms of knowledge, skills, attitudes)?  Did you have any thoughts on how your performance could have been bettered?  What were these?  Have you made any plans to tackle them?  (PUNs and DENs).


(  Were there any significant learning issues raised by this consultation? (including complaints) What were they?  How did you proceed?


(  Did you have any concerns over what one of the previous health care professionals had done?  What did you do about it?


(  Did you ring the MPPS/MDU for advice? (If relevant to the case) Why did you call them?  What did you ask?  What did they say?








V3 Developed by Dr. Ramesh Mehay, Programme Director Bradford VTS (Dec 2006, 2010, 2019).  Look at www.bradfordvts.co.uk for more resources. 


