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Training Approval Document
(GP and Foundation)

(2011/12 - Version 1.3)
	Dr(s) being assessed

	Date and Time of Visit
	
	Or if to be a virtual visit the lead visitor should indicate here

	
	Lead Visitor
	
	

	Practice Address in full (including direct dial number)

	PD or Trainer Visitor(s)
	
	

	
	Practice Manager Visitor
	
	

	
	Date form completed
	
	

	
	Form completed by
	
	


NB. If more than one trainer is to be visited at the same time separate forms MUST be submitted.
	Type of self assessment (delete as appropriate)
	Self informal
	Self Formal (pre-visit)


	Type of Visitor assessment 
	Informal
	Approval
	First re-approval at 1 year
	First re-approval at 3 years
	Re-approval – virtual
	 Re-approval - actual
	Other – please specify


	Description of the Practice to include the following information - List size, demography, location and character of practice, brief summary of recent practice history and strategic direction

	List of key staff and job titles (those involved in training)



	Names of doctors currently being educationally supervised, location (hospital or GP) and status (GPStR, Foundation etc)

	How many patients does each see in a typical week?

100%. ST3 62 patients
100% ST3 62 patients


Educational and clinical supervisor(s) details 

	Name(s) of educational supervisors
	

	Name(s) of clinical supervisors
	

	Outside commitments and special interests of GPs
	

	Do you hold MRCGP/FRCGP?
	

	Have you passed summative assessment (if applicable)
	

	Do you have a postgraduate certificate in medical education
	

	Email address(es)
	

	Recommendations from last visit and action taken (if applicable). Please insert recommendations from the last visit and comment on each here. (mandatory and developmental relating to the trainer or practice)



Explanatory notes about the visiting process
Visits overview
1. After the first part of the New Trainers Course, an “informal visit” by the locality programme director will be performed. The prospective trainer will be asked to discuss a self-assessment against the training criteria and the visit will assess the GPs readiness for progressing, and will provide formative advice on what needs to be done to reach the required standard, including what is expected for the self-assessment and what supporting information should be provided. 
2. Should the outcome of the informal visit be satisfactory, the PD will complete the report on the criteria form reporting the developments still needed. 
3. The formal visit management with the lead visitor will include a discussion about the circumstances of the visit. The situations presented to us by new trainers range from their being a new trainer in a new training practice to a new trainer in an existing training practice, with partners who will have been reapproved at a variety of times and with possible alterations to practice buildings and partnership and administrative or management changes. The lead visitor will need to make a judgement about the team required to perform the visit 
4. The cycle of assessment is to remain at 
a. One year initial approval  – always an actual and not virtual visit
b. Two years first re-approval – always an actual and not virtual visit

c. Thereafter a three cycle – an actual or virtual visit (see below)

5. A “standard” visiting team will include an APD (lead visitor), locality PD or senior trainer and a practice manager. Further development on this area may lead to the inclusion of a trainee.
6. The visit itself will assess the new trainer, and the educational environment of the practice using the current training criteria. The new trainer will have provided a self-assessment and will provide some supporting information for the visitors to view. When present, the practice manager will consider the areas highlighted for their purpose in the criteria and with the practice’s manager. The lead visitor will interview the new trainer. The PD/senior trainer may remain with the lead visitor for a joint discussion, but there may be other aspects of the practice that could be considered (e.g. perhaps there is a trainee already in the practice for whom the new trainer has provided some clinical supervision).
7. A report will follow the visit and either a recommendation for appointment as trainer or deferment with recommendations for further action needed to acquire this status. 
8. After one year, (usually) there will be a first follow-up visit. The focus of this will be to discuss experience over the year, including successes and problems. The discussion again will be around the formal criteria, but a full self-assessment will not be required – only an updating of the original information. It would be useful to discuss the actual experience and supporting information (e.g. the trainee’s weekly timetable, any e-portfolio work) would be necessary.
9. Once again, a report following this will be required. This will be usually to recommend continuing training and a formal re-approval will be required in two further years.
10. When a re-approval date is approaching, eight months before this a lead visitor will be appointed. 
11. If the trainer does not provide the information required or respond to the proposed date in a timely fashion, the admin team will in conjunction with the lead visitor point out to the trainer that any visit may be postponed and the placement of trainees in the interim may be suspended.
12. If a visit is not required, the re-approval will be recommended to the Academy Board for three years.
13. Visit timetables will be planned and submitted to the practice for them to negotiate if necessary to ensure that the visit is as efficiently and least disruptively planned as possible.
The Approval visit
14. The timetable of the visits will be decided by the lead. However, the “normal” format will involve interviews with the current trainee, the trainer and the practice manager. This will be to seek clarification of or discuss items in the self-assessment questionnaire. There will also be a tour of the practice premises. 
15. The visitors will need a short meeting at the beginning to:

· Introduce themselves where necessary

· To ensure that each member is aware of their role in the visit (as directed by the lead visitor)

· Discuss any specific issues the visit will need to address

16. The meeting with the available doctors, nursing staff and management staff is intended to:

· Act as an introduction to the visitors

· Act as an introduction to the deanery

· Give the opportunity for the visitors to:

· Congratulate the practice in their work towards training

· Welcome them to faculty

· Remind them that the deanery perceives training to be a team function and that the trainer will need the support of his colleagues in the enterprise and that the input of all individuals will be valuable.

· Remind them that the trainee will be an employee of the practice with the resulting responsibilities for the practice

· Assure them that the deanery will offer full support

17. The tour of the building is intended to:

· Gain an overview of the clinical and non clinical areas

· Assess the accommodation relevant to any forthcoming trainees

· Gain a feel for the atmosphere or culture of the organisation

18. The meeting with the prospective trainer is intended to:

· Be an opportunity for the lead and the new trainer to discuss the self-assessment questionnaire

· It is not necessary to work through the questionnaire item by item as it is more useful to concentrate on items that are valuable to discuss

· Induction timetables

· Weekly timetables (including WTR)

· Protected time for trainer and trainee

· Knowledge of WPBA

· Knowledge of the e-Portfolio

· Previous training experience

· CPD as a trainer

· Quality control procedures

· Aspirations

· Knowledge of role of the deanery

· Role of the locality programme

· Ensure that the new trainer is aware of the role and schedule of re-approvals in the future

· Review any other supporting information the new trainer wishes to submit

19. The meeting with the practice manager (usually by the visiting practice manager) is intended to:

· Cover the areas of the training criteria relevant to management

· Give the opportunity for the practice manager to demonstrate knowledge of the employment aspects of GP training status

· Give the opportunity for peer support and sharing of ideas for the practice managers 

· Usually to look at practice material such as protocols, audits and audit timetables, physical educational resources and aspects of the practice accommodation

20. The meeting with the trainee is intended to:

· Triangulate feedback

· Give the opportunity for the trainee to be involved in the practice assessment

· Give an overview of the experience of being in the practice. 

· It is not necessary to cover all the areas in the BOS survey, but areas might include:

· Experience of support in the practice

· Satisfaction with support for WPBA

· Experience of induction

· Satisfaction with educational resources

· Satisfaction with protected time

· Satisfaction with educational and clinical supervision

21. Any meeting with other staff (such as nurses) is intended to:

· Offer recognition to others in the practice offering clinical supervision

· Assess attitude and capacity of others to be involved in the training process

22. When the visiting team members have obtained all the information they need to make their conclusions about the trainer and the practice, they should meet to summarise their findings and their recommendations. What is to go into the report is made clear and agreed at this stage.

23. The visitors meet the trainer and the practice manager to deliver their findings and discuss their recommendations.
Peer review of teaching
24. In order to be approved as a trainer there must have been recent peer review of teaching. This would not normally be done at the approval visit and therefore could have been at:

a. The New Trainers Course

b. At your local trainers group 

c. By your GP Training Programme Director 

d. By another experienced GP trainer

25. If there are no concerns at an approval or re-approval apart from the lack of this evidence, there will be a recommendation for provisional approval/re-approval with a mandatory recommendation that the evidence be supplied to the lead visitor within 4 months. 
26. If this is the only omission, then provisional re-approval without a visit will still be possible.
The Re-approval visit

27. The steps here in a full re-approval visit are much the same. The meeting with the available doctors, nursing staff and management staff is usually omitted but sometimes other members of the team will be present initially and discussion can be around their experience and asking if they have any comments to make regarding training or regarding deanery support.
Visit report

28. This is the responsibility of the lead visitor and will be completed within 2 weeks of the visit. He/she will record the consensus of the visiting team in the report. The report will be submitted as a recommendation to the Academy Board. The visiting team itself cannot formally approve or re-approve, but will make such recommendations to the Board. The Board in turn technically makes a recommendation to the GMC, but the GMC will accept the view of Board. 

a. NB, ONLY the GMC can remove trainer status. If problems at a re-approval visit are such that trainer status would seem questionable, recommendations can be made only. The management of the situation would be to offer support to improve the issues causing concern but not to send trainees to that practice until the situation has been rectified. Trainer status will not be awarded if there are serious concerns.
29. Comments may or may not be written against the various criteria, as long as the self-assessment is accepted. Additional comments or changes can be made though if necessary. 
30. The report is subdivided into headings:

· Highlights for the Practice offers the opportunity to record positive comments on the practice team and accommodation

· Highlights for the trainer offers the opportunity to record positive comments on the trainer herself

· Mandatory recommendations (trainer and practice) are those that must be carried out for training status or for re-approval to be awarded i.e. there are conditions around the recommendations. The report will
· Refer to the criterion number

· State what the problem is

· Prescribe an action that should be taken and any support that will be given

· Prescribe a time by which the action should be taken

· State who will return and when to reassess this particular point (following which a further report should be sent to Board).

· Developmental recommendations (trainer and practice) are those that may arise from aspirations identified in the visit discussions or from suggestions made by the visiting team. These are optional and approval and re-approval are not conditional upon them.

· The visiting team will be asked to recommend the number of trainees that the practice can support. 

Practice feedback on the visit

31. This will be requested by questionnaire of the practice and trainer to provide some evaluation of the process.

Lead Visitor

32. The lead visitor is a key part of the approval and re-approval process. The duties are:

· As soon as the need for an approval is made: 

· Set a date

· Define the team required for the visit

· Assess the self-assessment and supporting information in advance of the visit.

· Introduce and plan the visit as described above.

· Compile the report as above.

· To take responsibility for the visit’s recommendations to Board and to receive any feedback from Board – and to provide further information or actions as required by Board.
· A lead visitor will be a senior educationalist in the deanery or member of a quality team.
· The lead visitor will maintain responsibility for a practice’s approval until the next formal assessment (see triggered visits below).

Is a visit required?

33. A visit to new trainers will always be made
34. First re-approvals after a year will always be by visit to the trainer.
35. Subsequent re-approvals may be made without a visit if the submitted information is satisfactory and there are no other significant factors.
36. The assessment cycle will be three yearly.
37. If one assessment is successful without a visit, then the next assessment will include a visit.
38. If there is any uncertainty about whether a visit is required, the default will be to visit.

Triggered visits/assessments
39. These will fall outside the regular schedule.
40. Any number of things that might occur would suggest that training needs to be assessed in a practice. As such, it is impossible to specify them all. The lead visitor will normally assume that any re-approval cycle will be as decided at a previous assessment. Any concerns in between are to be raised by the locality programme, usually by programme directors. 
41. Concerns would usually fall into the following categories with some examples. A judgement will usually be required as to the level of concern and once again, if there is any uncertainty as to the right approach, the default will be to visit. Any judgement will be supported by the directorate but will be open to scrutiny.

· Trainer issues:

· Illness or other significant absence

· Failure to engage in trainer CPD or locality programme support.

· Poor trainee feedback

· GMC matter

· Soft concerns from the locality programme

· Practice issues:

· Significant personnel changes

· New practice manager

· Building problems

· Change of premises

42. The function of a triggered visit will usually be to address a specific issue and the lead visitor (having informed the locality GP Training Programme Director (PD), Associate Postgraduate Dean (APD) and Head of Academy (HoA) will ensure the visit will be conducted by the appropriate personnel. This will often be a PD, though an APD may be more appropriate. A report on the circumstances, the assessment findings, and recommendations with a timetable and a subsequent report will be made by the visitor, endorsed by the lead visitor for submission to Board. On occasions, a full assessment visit will be required.

“Routine assessments – visit or not?”
43. For many practices, there have been either no or no significant changes since the last approval. Where this is the case, the trainer’s self-assessment is satisfactory, and any supporting information is satisfactory, then no visit will be required. A lead visitor can re-approve the trainer based on the information given. A report should be made as usual, pointing out that no visit has been performed and giving the reasons for this. The lead may seek the advice of a peer to clarify any uncertainties, but if these remain, a visit should be performed.

Makeup of the visiting team
44. The visiting team required by the lead has a “standard” makeup as outlined above. However, a trainer’s approval or re-approval may come up when for one reason or another assessment of the practice has been made in the recent past. The most usual example of this is of a new trainer taking the New Trainer’s Course and wishing to be approved out-or-synchrony with the practice’s assessment cycle. In this instance, it would be entirely appropriate for the lead to visit on his/her own if there were no other significant changes.
45. Once again, the judgement of the lead on the makeup of the visiting team will be required, supported by the directorate but be subject to scrutiny.
46. The new trainer will supply a self-assessment and supporting information.

Assessments of more than one trainer in a practice

47. We require a separate form for each person to be approved. It is entirely acceptable however for information between application forms to be duplicated. This is particularly in the information which pertains predominantly to the practice.
The first re-approval
48. This will be done one year after first approval and is intended mainly as an informal supportive event (unusually in our usual policy). It is intended as a “how-have-you-got-on” meeting to share experience, celebrate success and opportunity to discuss any problems that have arisen.
49. A fresh self-assessment against the criteria should be performed but this may be an updating of the information submitted a year earlier (e.g. CPD. information) rather than a complete re-write. A report as usual will be provided by the visitor.

Foundation trainees
50. Our assessment process includes an evaluation of the trainer and practice’s suitability for accepting foundation trainees. When a date is arranged with a lead visitor, the issue of foundation status will be raised by the admin team. Discussions are underway as what minimum data set would be acceptable by the foundation team for re-approval in this context to occur.

Extensions to training status
51. There are occasions when a trainer may ask for the reassessment (or assessment) to be postponed. The reasons will be assessed by the lead visitor. A normal extension will be for a period of six months, but will need to take into account several circumstances. 
52. The usual reason for an extension is to coordinate the reassessment dates of multiple trainers.
53. Other circumstances may arise and have arisen that are too many to enumerate. They will require some judgement on the part of the lead visitor and confirmation of the reasons for allowing it to be part of a written report that should be available to the board, the HoA, the Dean, and the quality team.
54. To confirm an extension, the lead visitor will need data on the reason for the request, recent trainee feedback, a recommendation from the locality programme, a self-assessment questionnaire, and confirmation that there have been no significant changes in the practice.

Further information about this document
1. This document is derived from the GMC publication, ‘The Trainee Doctor’ which can be found at http://www.gmc-uk.org/Trainee_Doctor.pdf_39274940.pdf - domains 4 and 9 of this document are not a practice responsibility and are therefore omitted from this criteria document
2. It is to be used for self/informal and formal assessment as well as the process of ‘virtual visiting’.

3. Self-assessment against standards must be recorded by the educational supervisor/potential educational supervisor.

4. Educational supervisors are required to complete a self-assessment of all criteria listed in this report and submit it by email to the Deanery at least 2 weeks prior to their visit date. The evidence to support each self-assessment must also be recorded. 

5. It may not be necessary for visitors to record comments against each of the standards.

6. Where self-assessment or visitor comment is not applicable, please indicate with N/A.
7. In each section, there is a list of possible sources of evidence. It is intended as a guide only. Providing sufficient evidence where a virtual approval is possible will reduce the likelihood of an actual re-approval visit being needed. If unsure, please speak with the Lead Visitor. 
8. For the first approval visit where questions may ask what IS in place please describe what you will be putting in to place.

	Domain 1 – Patient Safety


	Purpose

This domain is concerned with the essential safeguards on any action by trainees’ that affects the safety and wellbeing of patients.


	Standards

The responsibilities, related duties, working hours and supervision of trainees must be consistent with the delivery of high-quality, safe patient care

	Possible Sources of Evidence

Reports from Significant Event reviews and demonstration of action taken (completion of the audit cycle), practice policy to deal with trainers absence and means by which this is notified to the learner and other members of the practice team, patient consent forms, audits showing use of consent forms for minor surgery, sample of practice policies, e-portfolio entries, GPStR feedback, rotas to show who is supervising / available for backup, statement of practice policy computer notes,  gold standard patients team meetings, messaging systems, PHC meetings to discuss patients, video of consultations, clarity of clinical management plans and entries on to patient medical records, knowledge of child protection procedures

	Criteria
	Self Assessment
	Visitor comments on evidence and self-assessment

	1. Describe the arrangements in place, or which will be put into place, to ensure that trainees are appropriately supervised according to their experience and competence.
	Registrars are closely supervised initially with gradual reduction with experience and competence. In ST1 start with sitting in with partners and discussing most cases in de-briefing sessions. Depending on individual progress are gradually able to work more independently. This is assessed by educational supervisors from tutorials, joint surgeries and de-briefs. Referrals are screened at referral meetings. Registrars discuss patients before admission. 
There is always a nominated partner to act as buddy during on call sessions. Clinical supervisors are easily contacted within the practice or from home visits to discuss patients. 
	Induction programme.
Appointment screens.



	2. Describe the supervision arrangements for the trainee(s), including arrangements for when the supervisor is not on-site or is otherwise absent.
	As above (1). 
The trainer is available by phone for visits.

There is a buddying system so that on-call there is always a contact available for consultation and also to help out if Registrar is very busy or gets behind for some reason.

During annual leave other partners provide supervision. Both who are prospective trainers have both provided support when is away and also provided tutorials. has also completed the New trainers’ Course in the last few years so is aware of the issues related to training and is familiar with assessment systems. Support will be greatly increased with multiple trainers.

Normally there is only one partner away at a time. 
	Appointment rota

	3. Describe the arrangements in place to ensure that trainees only obtain consent when they fully understand the proposed intervention and its risks.
	Registrars are not expected to take consent for procedures unless they are performing the procedure themselves. All minor surgery and coil fittings etc are booked in with the operating partner for an opinion before the procedure and full consent obtained then.
We have had registrars who are experienced surgeons or able to fit coils and discussion has taken place after full training of what they are happy to do and how consent is obtained.
	Written consent form.

	4. Describe the processes for identifying; supporting and managing trainees whose progress or performance, health or conduct is giving rise to concern that should include steps required where there are serious concerns as well as how information will be shared with relevant parties.
	It is important all members of the team are aware of how concerns can arise and should feel free and able to discuss these with the trainer or practice manager. This includes debrief of all registrar surgeries; referral meetings; practice meetings; significant event analysis; complaints review; general behaviour; absence rates.  We encourage trainees to approach the trainer in confidence as soon as they are aware of any problems. 

The help provided will depend on the issue. At practice level, we can look at individual workload & make changes to appointment times & visit numbers if necessary. We will look at any factors arising from significant events or complaints & help the trainee to develop a plan to deal with these. 

Any issues causing concern must be recorded in the Registrar’s e-portfolio. They may choose to do this themselves in the Learning log. If they decline or is recorded in a slanted way, the Educational Supervisor may need to record the evidence in the Educator Notes. It is explained that all evidence needs to be recorded for the Review Panel and will include good things as well as things that may have gone better.

a programme director so may have additional knowledge of how an issue was dealt with elsewhere. However he would normally discuss these issues just as any other trainer in Trainer Groups or with his Programme Director colleagues. Involving the Deanery at an early stage is important and can also be flagged up in the Deanery Reports.

Referral to the Trainee Support Service may be necessary or to Occupational Health.

The general view of disciplinary issues of non clinical nature are dealt with by the practice manager and trainer as per any employed member of staff, but also keeping the deanery informed.
	Examples of previous Trainee Support Service referrals. 

	

	Domain 2 – Quality Management, Review and Evaluation


	Purpose

This domain deals with governance issues and how the GMC and standards will be used for review, assurance, and improvement. It refers to the quality management systems and procedures of postgraduate deaneries and quality control by local educational providers (LEP’s). (In this case training practices.)
	Standards

Training must be quality managed, monitored, reviewed, evaluated, and improved.



	Possible Sources of Evidence 
Pro forma that are used to capture the feedback, details of anything that has changes because of that feedback, trainers MSF, GPStR timetable, and EMOS survey data. 

	Criteria
	Self Assessment
	Visitor comments on evidence and self-assessment

	5. Describe the trainee’s timetable and how you will ensure that it is appropriately balanced, based on a 70:30 clinical:educational split. Also describe how you will ensure that the trainees overall timetable is Working Time Compliant.
	The practice is very strict about the 30:70 split and no registrar should have a problem with this. At the outset Registrars choose which day they are to have their study half day, although not everyone can take it at the same time nor everyone on a Friday afternoon. The half day release is protected on a Wednesday afternoon. 
Tutorial time is protected and is a half day each week and depends on the mix of registrars. Currently we perform ST1 & 2 tutorials on a Monday morning and ST3 on a Friday morning.

We treat the educational element as equivalent to full time, so may get slightly too much education. This is done for simplicity and avoid confusion with booking surgeries. 
In addition there is a joint debriefing session every day.

Working Time compliance is generally not a problem for normal working 08:30 to 17:30. Registrars do take part in Extended hours once a week. They do not perform Saturdays although this option is open to them if they prefer to do so.  For this the Registrar has no additional appointments but the evening surgery is moved to start at 17:30 (instead of 14:30) and finishes at 19:00. There is always a partner here till 20:00 on those occasions.
The Registrar should therefore never finish later than 19:30 even when doing extended hours and has a break of at least four hours in the middle of the day in which they can do what they please. We have never had any complaints about this and fits in with the normal working pattern of the partners.

Registrars are not normally given any extras beyond their booked appointments.

Out of hours has to be arranged by the Registrar and it is their responsibility to ensure no issues with Working Time rules occur. This is not normally an issue as many choose to do out of hours with at weekends. Registrars liaise with the practice manager regarding weekday shifts and may have to start their morning surgery later or take this as their private study time.
	Appointment timetable.

	6. Describe the processes by which trainees can provide feedback to the practice and raise concerns. That should also include ensuring that trainees complete the East Midlands Online Survey (EMOS) and how you have responded to it if applicable. 
	Informal concerns can be raised at any time with the trainer or other partner or practice manager. 
Registrars are strongly encouraged to complete EMOS and has access to these reports and normally writes the Deanery Report every four months.

Action is taken where appropriate. The last report had registrars reporting that video consultations were not performed. This is not really a concern and the registrars were reminded repeatedly to do this but never got round to it, preferring joint surgeries instead.

They also stated they did not attend significant event meetings. Again this was not an issue. Registrars are all encouraged to attend practice meetings and within this there is a standing item for significant events. Certainly several were discussed although no specific specially arranged meeting occurs to just look at significant events.
	

	

	Domain 3 – Equality, Diversity and Opportunity


	Purpose

This domain deals with equality and diversity matters across the whole of postgraduate training including widening access and participation, the provision of information, programme design and job adjustment.
	Standard

Training must be fair and based on the principles of equality.



	Possible Sources of Evidence 
Certificate of completion, description of what would be or has been done demonstrating knowledge of legal requirements, staff training session

	Criteria
	Self Assessment
	Visitor comments on evidence and self-assessment

	7. Have you undergone training in equality and diversity in the last 3 years? When?
	Yes, July 2012
	Certificate available. 

	8. Describe how the practice has/would made/make appropriate reasonable adjustments for trainees with disabilities, special educational and other needs.
	The practice has full disabled access, lifts and ground floor access at two levels.  
Longer surgery times may be appropriate although I am not aware of any special arrangements in the CSA for this. 

We would be quite happy to work with any reasonable adaptation. 
	

	9. Describe the systems in place to ensure that the practice understands that they must treat patients and colleagues fairly and not exhibit prejudice based on characteristics protected under the 2010 Equality Act. Specifically, age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex, sexual orientation.
	The practice is fully aware of these issues and never had any problems in this area. 
We have always been very helpful in arrangements for child care, sickness etc.

Registrars have been permitted to take time off for private prayers when requested and some have even attended services during the day in the local mosque which happens to be up the road.

Some registrars have provided a very interesting insight into cultural and religious differences.
	

	

	Domain 5 – Delivery of Approved Curriculum including Assessment


	Purpose

This domain is concerned with ensuring that the required curricula set by the Royal Colleges and faculties and specialty associations or others developing curricula and approved by the GMC, are being met at the local level and that each post enables the trainee to attain the skills, knowledge and behaviours as envisaged in the given approved curriculum.
	Standards

The requirements set out in the approved curriculum and assessment system must be delivered and assessed.



	Possible Sources of Evidence
 Timetable to show release for central teaching, tutorial timetables/records, other teaching time, exposure to other members of PHCT (induction & other opportunities), practice demographics show patient distribution, methods of allocating patients in personalised list practices & others to show continuing care for chronic disease patients e.g. End of Life care, e-portfolio entries – Deanery to review ESRs comments in logs, CBD

	Criteria
	Self Assessment
	Visitor comments on evidence and self-assessment

	10. Describe the practical experience available within the practice to support the acquisition of knowledge, skills, and behaviours and demonstration of developing competency as set out in the RCGP curriculum. CSA preparation is of specific interest – please describe the arrangements for joint surgeries and video sessions etc.
	Registrars are exposed to the full range of primary care experience. This includes end of life & palliative care, management of long term conditions as well as acute problems. We participate in the Pro-Active Care scheme where a multi-disciplinary team meets once a week to focus of the needs of ten or so patients with the aim of providing extra input to avoid hospitalisation. 

We ensure that registrars see a mixture of acute & chronic presentations & they are encouraged to follow up cases as much as possible. We are able to monitor the types of problems seen by looking at appointments. Early on there may be less chronic problems but in ST3 where a longer period of follow up is possible long term care is encouraged. 

They actively participate in primary healthcare team meetings. They have the opportunity to receive training in minor surgery, coil & implant insertion (although much of this is done in the Family Planning Clinic) & cervical cytology. Trainees are expected to attend & contribute to weekly practice business meetings. We have an in-house educational programme for PLT as well as weekly referral meetings for analysis of referrals from all doctors and also to review letters coming back from out patient clinics.
Each tutorial session has a joint surgery of two or three patents. Feedback can be given directly. We also have video recoding facilities and registrars review these in the practice. The Teaching Room has a TV and playback facilities. We have sufficient video cameras for everyone. In addition video sessions are performed in the VTS. There are a variety of books and DVDs available as well. 

We also have partners who have recently passed CSA and are able to give tips on the subject 

We have arranged input from outside PDs mock joint simulated surgeries with the practice manager acting the part of the patient. We have arranged sessions sitting in with some of our more efficient partners if time management is an issue. 
	

	11. Describe how you ensure that trainees are free to attend regular, relevant, timetabled, organised educational session and training days, courses, resources and other learning opportunities of educational value. How many hours do you have allocated to enable you to fulfil your role as a trainer?
	We normally have four GP Registrars. At the start of each day 40 minutes is allocated for de-briefing of the previous day’s patients. This is always first thing in the morning starting at 08:30 ensuring we are all ready to start at the same time. Registrars prepare a debriefing sheet beforehand with information they wish to discuss. The trainer or debriefing doctor can then add comments and ideas for further reading.
Wednesday afternoon half day release should be possible and registrars are not overloaded with visits those days.

Registrars are welcome to attend any meetings in the practice. They may need to block out time ahead to make this possible but are most welcome to attend any meeting.

Some tutorials are joint usually in pairs. 

40 mins x 5 days plus two tutorials of 90 minutes plus two patients joint surgery twice per week. In total: 8 hours of protected teaching time. This is between all 4 registrars in joint sessions either as four together in debriefs or pairs in tutorials.  This does amount to at least 2 hours per registrar. 
On top of this we have a weekly meeting for 90 minutes on referral discussion and also registrars take it in turn to present a guideline of their choice. 

Practice business meeting 1 hour per week in which are included significant events.

Study Leave: Deanery rules are applied. does not normally refuse any reasonable study leave even if costs are not claimed.
	Debriefing sheets.
Timetable.

NICE meeting topics and guidelines presented.



	12. Describe how familiar and up-to-date you are with the technical and administrative aspects of the e-portfolio and how you will use the e-portfolio to the benefit of the trainee. That should include the use of the learning log, validation of entries against the curriculum areas, educator’s notes, and the educational supervisors report.
	I have used the eportfolio as part of my own training as a Registrar and have also familiarised myself with updates at the New trainer’s Course. More practice when using it with a Registrar will help me get familiar with validating entries, using educator notes and so on. 
	

	13. Describe your proficiency and expertise in using and interpreting the work place based assessment (WPBA) tools. Specifically, CbD, COT, CSR, DOPS, mini-CEX, MSF and PSQ.
	I have performed COT and CBD assessments on a couple of Registrars and had one of them peer reviewed by. I am regularly asked by Registrars to fill in their MSFs and DOPs. 
	

	14. Describe how you facilitate trainees to complete and develop learning reflections and objectives on out of hours (OOH) experiences.
	I do not do OOH work performs out of hours work on a regular basis. 

Registrars complete reflective sheets and if time permits discuss these at the time with the supervising GP. I will make sure that my registrar is up to date with their OOH sessions and review their filled out reflective sheets and feedback.
	OOH log sheets

	15. Describe how you would calibrate your assessor role for WPBA and how you are clear as to what is deemed acceptable progress.
	Attending the Trainers’ Group meeting provides me the opportunity to calibrate my WPBA assessment skills with other trainers as the trainer group regularly participates in these exercises to peer review both COTs and CBDs. 

Having multiple trainers in our practice will give me an opportunity to regularly calibrate my assessment skills with that of my peers in house and also learn from experience. 


	

	

	Domain 6 – Support and Development of Trainees, Trainers and Local Faculty


	Purpose

This domain covers the structures and support, including induction, available to trainees, trainers and local faculty.


	Standard

Trainees must be supported to acquire the necessary skills and experience through induction, effective educational and clinical supervision, an appropriate workload, relevant learning opportunities, personal support, and time to learn.

	Possible Sources of Evidence
Induction timetable, GPStR feedback, log responses, review of educational plans at regular intervals and feedback in the learning log, responses in log diary, comments in educators notes if not, teaching timetable, e-portfolio, complaints protocols,  GPStRs views, e-Portfolio contains reflections on SEAs & an audit, video of COT and scoring sheet

	16. Induction

Describe how you will provide appropriate induction for your trainee. This should also include how, during your initial meeting, you discuss the educational framework and support systems available in the practice and the respective responsibilities of trainee and trainer for learning. At this first meeting, the discussion should also include the setting of aims and objectives that the trainee is expected to adhere to in this post.
	The induction period lasts for ten days. It begins on the first morning with an initial interview. This can involve use of the Kiddy Ring, self-rating curriculum questionnaires and review of e-portfolio curriculum coverage and competency areas. Registrars are asked to draw up a plan for tutorials although this often surrounds examination needs. We go through what we expect of registrars, sign contracts and arrange initial timetable. The rest of the induction is made up of sessions observing other GPs & various members of the primary healthcare team (practice nurses, district nurses, health visitors, pharmacist & practice manager). They will have a session to familiarise themselves with SystmOne. Trainees will gradually start seeing patients themselves, initially at 30 minute intervals with debrief after every patient.
	

	Educational Supervision

17. Describe how you encourage your trainee to develop self-awareness, critical thought and to direct his or her own learning.
	I have not had a registrar to supervise on my own before but have had a part to play in the current registrars debrief sessions and the referral meetings where we all review each others referrals before they are sent off. These different events give me an opportunity to challenge and encourage critical thoughts in the registrars.   Although, I have not had any formal feedback from my trainees I think I encourage self – awareness in a non-judgemental and hope to be a positive role model by giving examples from my own clinical experience.
	

	18. Describe how you review trainee progress using debriefing, feedback, regular meetings. (Trainees must meet regularly with their educational supervisor (or representative) during their placement: at least at the beginning and end of each placement for foundation doctors to discuss their progress, outstanding learning needs and how to meet them.
	At there is a comprehensive training programme in place to meet regularly (weekly basis) and review e-portfolios and learning logs. also meets his trainees in hospital posts for reviews, although its not as detailed as GP as some hospital timetables are restrictive and getting time to meet can be difficult. 

I plan to follow the programme established by and regularly arrange review with the registrars allotted to me.
	

	Training

19. Describe the working patterns and intensity of work. It should be appropriate for learning (neither too light nor too heavy), in accordance with the curriculum, add educational value and be appropriately supervised.
	Surgery patterns are similar to partners  The registrars initially start at  30 - 20 mins appointment working down to 10 minutes depending on individual confidence and experience.  There are no extra patients booked  for registrars in a normal working day with a maximum of two visits a day. 
Registrars are not normally given any telephone call backs unless on call.

Registrars are not expected to deal with prescription queries or report writing unless they have a particular interest in that patient.  We should possibly increase this for ST3 Registrars. 

On call afternoons can be pressurised but they do have a partner buddy who actively works with the Registrar to make sure they don’t get over-burdened.  Registrars keep issues noted for debrief sessions. 
	

	20. Describe how you ensure that trainees are facilitated to demonstrate competence in the area of clinical audit and SEA. Trainees should participate in planning, data collection, and analysis.
	Significant event discussion occurs weekly in the practice meeting.
Audit is encouraged and Registrars often need to have some encouragement in this area. Audits surrounding prescribing are the most readily available. Staff are able to assist registrars in collecting data. 
	

	21. Describe the process by which trainees are enabled to learn with, and from, other healthcare professionals. Also, describe the training that all of those involved, directly or indirectly, have had in educational approaches and techniques.
	Registrars have the opportunity to spend time with various members of the practice team during their induction as above. They will also receive debriefs from all GPs. They will attend the weekly practice meetings and other healthcare meetings. The referral meetings are an excellent way to share best practice.   

The partners have all been through the New Trainers’ Course and have skills in providing feedback. Three partners have higher educational qualifications. There is also a prompt sheet available for debriefing sessions.
In addition are involved with teaching medical students and have training in feedback skills from this.
	

	Additional Standards for Trainers

All doctors who have completed specialty training can and do act as trainers. Many doctors develop the role to become educational supervisors. These standards apply to all such doctors; however, the requirements may specify where they apply only to educational supervisors or others with educational responsibilities.

	Standard

Trainers must provide a level of supervision appropriate to the competence and experience of the trainee.

	22. Describe how you enable trainees to learn by taking responsibility for patient management within the context of clinical governance and patient safety.
	Debriefing sessions: Although Registrars discuss the patient they are expected to maintain responsibility and go back to make any suggested changes in management themselves. 
Referral meetings the Registrar has to explain their referral and justify it.  In addition emergency admissions are justified in a similar way. 

The referral meeting also looks at letters coming back from Out Patients and admissions. This is particularly useful for ST3s. 

Results are passed back to Registrars. 

If there are queries about management this can be discussed in debriefs, tutorials and informally with partners. 
	

	23. Describe how you:

a. Adopt a constructive approach to giving feedback on performance

b. Advise on career progression

c. Understand the process for dealing with a trainee whose progress gives cause for concern.
	a. Feedback at our practice occurs in a non-judgmental manner looking at the behaviours rather than the person. We try to do this on a one-to one basis. Positive feedback is also given. We try to make the environment as safe for the registrar as possible for feedback. This is an important way of learning and progressing and we point this out to the registrars. We also record this In their e-portfolio.

b. has had to provide career advice to registrars in PD role.  The Half Day Release session has a topic “Going Into Practice” which includes information about all sorts of career topics and guidance.  This includes sessional and portfolio careers. Several of the partners have specific interests and this is a good example of the variety of work available. 

c. Concerns will be discussed at an early stage with the Programme Director and then beyond and mention made in the Programme reports to the Deanery. These concerns will be shared with the trainee themselves giving them an opportunity to explain any contributory factors. Additional evidence and triangulation where possible will be sought If necessary referrals will be made to the Trainee Support Service.
	

	Standard

Trainers must be involved in, and contribute to the learning culture in which patient care occurs

	24. Describe how you ensure that clinical care is valued for its learning opportunities.
	We believe there is plenty of time for reflection  during the working day. The debriefing sessions and sheets provide a good template for developing thoughts on a problem. 
PUNs and DENs are encouraged. 

Referral meetings are very much structured as a joint learning session as well as feedback from letters received. 

A wide variety of clinical material is discussed and Registrars are encouraged to enter this in their Learning Log.
	

	

	Domain 7 – Management of Education and Training
	Purpose

This domain covers organisational management at administrative and executive level.


	Standard

Education and training must be planned and managed through transparent processes, which show that is responsible at each stage.

	Possible Sources of Evidence
 Statement of policy and method/pro forma used, feedback from PDs

	Criteria
	Self Assessment
	Visitor comments on evidence and self-assessment

	25. Describe the processes for communicating with the Programme Director when you have a trainee in difficulty.
	By e-mail or telephone. Personal contact with Contact with other Programme Directors to ensure fair treatment in all matters. Often also pass issue up to APD and also via Reports to Deanery. Record conversations in Educator Notes so Registrar can read this. 
Trainer Group discussions for wider discussion and help. 
	

	26. What systems do you have in place for monitoring attendance and reporting absences back to the programme office (VTS)? 
	Absences noted and reported back to Deanery, sick leave etc. Half Day Release register kept and sent off to Deanery Office weekly. Normally check with Registrar to ensure they know this is checked up on. 
	

	

	Domain 8 – Educational Resources and Capacity

We would expect that the following criteria (self-assessment) would be answered (primarily) by the practice manager and assessed (primarily) by the visiting practice manager.
	Purpose

This domain addresses both the physical requirements for facilities to support postgraduate training and also the service, workload, management, supervisory and educational capacity of the organisation to provide training.
	Standard

Education and training must be planned and managed through transparent processes which show who is responsible at each stage.


	Possible Sources of Evidence 
Timetables, feedback from GPStRs, feedback from staff, PDP as an educator, ratio of learners to patients and other doctors/nurses, description of practice population, case load, tutorial,  computer records, record summarising protocol, computer records, policy statement, feedback from GPStR and staff,  copy of practice leaflet and notice in waiting room, induction programme, audit, appointments system an availability, patient satisfaction surveys, complaints procedure, annual leave arrangements, ratio of GPs/PNs to patients

	Criteria
	Self Assessment
	Visitor comments on evidence and self-assessment

	27. What access do trainees have to Occupational Health services and other support structures like counselling services?
	Trainees have the same access to occupational health as all practice employees. This is through the Occupational Health Dept at Trainees are made aware of confidential counselling services (eg BMA, Sick Dr’s Trust) and the support offered by the deanery.
	BMA Counselling Service 
Provides telephone counselling by qualified counsellors. 
Tel: 0645 200169

 

Sick Doctors’ Trust 
A pro-active service, self-help organisation for addicted physicians. 
Tel: 0870 444 5163 
website: www.sick-doctors-trust.co.uk

	28. What measures are in place to ensure that trainees and educators are practising in safe working environments where their personal safety is not compromised?
	All workstations have a green panic button installed which alerts other staff in the building. There are also individual panic buttons under the desks.
Evacuation procedures & emergency exit routes are displayed in all rooms. There is a fire safety session once a year for all staff. 

All electrical equipment is checked annually.

Trainees are never timetabled to work alone and there would always be a partner present in the building.  

Trainees will discuss hypothetical safety scenarios with their supervisor.
Registrars who are timetabled to use the Lower Ground Floor consulting rooms come upstairs to the main floor when performing extended hours or on-call work. They would not normally be consulting on the Lower Ground Floor by themselves. There would be a trainer in one of the rooms and also a receptionist there as well. 

There is a lock and release button on the main surgery door which is activated in extended hours so that booked patients only are allowed in individually.

All doors in the building are locked with a code.

There is also CCTV situated in various places around the building and also outside. There is security lighting outside.
	

	29. Practices must normally have achieved the maximum QOF points for medical records and have 90% of summaries computerised. Is this the case?
	Yes
	

	30. Are trainees consulting in well-equipped room(s)?
	All rooms are fully equipped with normal medical equipment and IT facilities. 
We have sufficient cameras, oxygen saturation monitors, thermometers, scales, height measuring devices, auroscopes, ophthalmoscopes, BNFs.
	

	31. Do trainees usually (in a typical week) use a maximum of three consulting rooms on any single site?
	Normally registrars only use one room. If performing extended hours or on-call after 17:00 registrars who are on the Lower Ground Floor come up to the Ground Floor consulting rooms.
	

	32. What are available in the practice to secure personal items safely?
	All rooms have coded locks on the doors. There are filing cabinets and desks with lockable drawers.
	

	33. How does the practice inform patients that it is a training practice? This is particularly with reference to the recording of consultations and the inspection of medical records for the purpose of educational supervisor selection and accreditation, deanery and GMC quality assurance activities.
	There is a plaque in the Reception area informing the patients of this and there is information on the practice web site, practice leaflet.
When booking in, patients are warned if joint or video surgery and given the option to decline. We have a video consulting card with all the information on to give to patients. 

Full written consent is obtained before and after consultations. 
	Video card.

	34. How is the practice able to show evidence that patients are satisfied with its services and physical environment? How is patient feedback acted upon?
	Patient satisfaction feedback has been obtained over the years. There is a patient participation group being set up which is able to reflect the view of the patients. We receive suggestions and complaints and are brought to the practice meetings. 
	

	35. How does the practice comply with health and safety legislation?
	The practice is fully compliant with Health & Safety legislation. We have an up to date Health & Safety Policy. The Health and Safety notice is on display in the Staff Room. Public Liability Certificate in Practice Manager’s office.
	

	36. What IT support available in the practice, including a computer with appropriate search facilities, internet and electronic reference access as well as facilities for private study? How is a trainee guided towards relevant online resources to support their education and curriculum coverage?
Do you provide any reference books? If so, do you have a policy for purchasing and a catalogue?
	All consulting rooms are equipped with the NHS issue computers. Unfortunately these do not have DVD codecs but will play video transferred on USB flash drives. The Education Room on the Ground Floor has a computer and television which will accept DVD, flash cards and various other media for watching recorded consultations.  This equipment is maintained by the PCT IT support team. 

There is a separate server on which the practice intranet is maintained.

During their induction, trainees receive training in IT which includes use of search engines & educational websites (Prodigy, Patient, GP notebook).

In addition to the consulting rooms, trainees are welcome to use the Conference Room.  All computers have a broadband connection. 

The practice has a library which is indexed. The practice will consider purchasing books which are agreed to be of educational value to the practice team. There is an acquisition policy.
	

	37. What audio-visual equipment is available for recording consultations? The equipment should work and be available to the trainee all or most of the time?
	There are four video cameras available. Two are hard drive and two DVD. They are kept in the Practice Manager’s office and kept locked when not in use. 
	

	38. How does the trainee access the drugs and equipment needed to provide effective routine and emergency care? Is a suitably equipped doctor’s bag provided?
	Each registrar has a fully equipped bag provided. The Treatment Room has some drugs in stock. There are common emergency drugs in the doctor’s bag. There is a system for replacing these when out of date operated by the Practice Nurse. We carry no controlled drugs and have not done so for many years. There is a pharmacy on site which is open from 08:30 to 18:30 Monday to Friday. There are several chemists in now open until 22:00. 
	

	39. If controlled drugs are kept on the premises what governance procedures in place? 
	No controlled drugs are kept on the premises.
	

	40. How is the practice able to show that it is committed to providing a good, comprehensive, cost effective, and continuing service to patients, including the use of effective and economic prescribing methods and referrals to secondary care and laboratory and x-ray facilities?
	The practice actively participates in the PCT prescribing incentive scheme and has always achieved maximal points for this. 

We hold referral meetings every Monday to review all referrals prior to being sent. This has resulted in a significant drop in referral rates for the practice.  Nevertheless we are a high referral practice. The Local Commissioning Group has been working with us to reduce this. 

The practice holds weekly Proactive care meetings to identify & manage those patients considered at highest risk of hospital admission.

We employ a pharmacist to help us improve cost-effectiveness in prescribing. He currently goes through hospital discharges every week or so to ensure any changes are maintained in our repeat prescribing.
Interestingly in order to reduce referrals some investigations have increased eg MRI of lumbar spine.
	Prescribing Incentive Programme.

	41. How does the practice make effective use of the entire primary healthcare team in terms of their educational input into training?
	During the induction period trainees will spend time with district & practice nurses & health visitors. The practice manager is involved in training and has provided management tutorials.

Non-trainer GPs will conduct tutorial sessions looking particularly at their area of expertise such as gynaecology and forensic medicine and drug and 

Registrars attend healthcare team meetings which now seem to be divided into lots of smaller meetings of interest to certain groups (eg district nurses and Pro Active Care) and health visitors and safeguarding meetings.

We have a programme of educational meetings for nursing staff looking at clinical protocols and policies. 
In addition there are in-house PLT sessions which involve all staff every two months.
	

	42. How does the practice effectively promote audit that demonstrates the full audit cycle, and the application of both standards and criteria or quality improvement processes?
	Audit is regularly performed by the practice. Many of these are related to QoF. There are several other audits performed looking at prescribing issues.
	SLS and NHS ED drugs
Orlistat and weight policy



	43. Does the practice undertake regular significant event analysis? Please describe how are trainees involved in the monitoring programme? 
What other clinical governance procedures are in place? 
	Significant event proformas are used and discussed in the practice in the weekly practice meeting as a standing item.  Registrars are encouraged to bring these along for discussion.
	Significant event form

	44. Does the practice have regular practice meetings, which the trainee is expected to attend, and at which practice management, partnership issues, and the management of patients are discussed? Please describe the meetings schedules. What arrangements are in place for trainees to attend these?
	The practice holds weekly practice business meetings on a Friday morning 08:00 to 09:00. There are no surgery booked at that time so all Registrars should be able to attend. There is a  referral meeting Monday afternoon from 14:00 to 15:30 to discuss referrals and also an educational item on guidelines prepared by a Registrar. In addition there are monthly PLT afternoons either central or practice based. 

The PLT sessions have rotated in the day of week in the past. However in 2012 they are exclusively held on the second Wednesday of the month. The VTS plan to have registrars attend these rather than run additional VTS sessions.
	

	45. Describe briefly the appointment system and how it complies, or otherwise with current national access standards.
	Patients can book up to 6 weeks in advance with a GP of their choice. The practice is open from 8:00 am to 18.30 pm each weekday except Tuesday and Thursday when we are open until 20:00 pm performing extended hours. We also operate a Saturday morning surgery from 07:30 to 09:30. 

Approximately 50% of appointments are released for on the day demand. Patients do not have to normally wait more than two days for an appointment with a doctor. However there are longer delays if a specific doctor is required especially as some are part time.

There are telephone slots available at the end of the morning surgery but Registrars do not normally have these to deal with unless on call or they have been dealing with a relevant clinical issue.

Trainees are not expected to work Saturday mornings unless they choose to do this instead of weekday evenings. 
	

	46. Describe or attach the patient complaints procedure/policy. How does the practice advertise this? 
	The patients complaints procedure is advertised in Reception, practice web site and practice leaflet. These are responded to within 48 hours.
	

	47. Please attach a practice profile/guide/information leaflet and confirm this is supplied to the trainee. 
	This is provided in the induction pack. Information is available on the web site and practice leaflet
	Practice information (new partner)

	48. What are the approaches to home visiting and how are the trainees involved?
	We recognise home visits are an important part of GP training.  We avoid over-burdening trainees, so they are restricted to a maximum of 2 visits per day and indeed sometimes a nursing home can put in many visits, sometimes 8 in which case more than one registrar will visit. Visit requests are viewed on the appointment ledger and registrars put their names against which ones they are to do. They are able to add names of patients for follow up as well. 
More experienced registrars may be involved with terminal care follow up with appropriate support. 

There is a home visit sheet taken on visits to record information. The registrar can then enter the clinical information on the system later accurately and the original sheet can then be scanned in. 

Further visits may be required if on-call. The Registrar is often able to do these at the end of the surgery before 18:30 with the clinical supervisor covering the surgery.
	

	49. Do all members of the team who are directly involved in training have annual appraisals and consider their educational role in this appraisal? This should include the practice manager.
	All members of staff undertake appraisal annually including educational elements. 
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