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	INTRODUCTION


This portfolio is a modified version of the StR Portfolio published in August 2007 by the Royal College of Anaesthetists (RCoA). It incorporates the NHS Appraisal Portfolio for trainees and the Personal Folder for career grade anaesthetists developed by the Joint Committee on Good Practice of the RCoA and the Association of Anaesthetists of Great Britain and Ireland (AAGBI).

NHS Appraisal

Appraisal has been an important part of Medical Education for many years – “education appraisal” is a vital part of a doctor’s development. The drive for a formal Appraisal process for all doctors in the NHS came from the introduction of the concept of Clinical Governance outlined in 1998 consultation document “A First Class Service – Quality in the New NHS”. In the consultation document “Supporting Doctors, Protecting Patients” (DoH 1999), Sir Liam Donaldson the Chief Medical Officer for England laid out a wide-range of proposals to assist doctors and help prevent them developing problems. The aims of Appraisal, which is at the heart of these proposals are :

· To set out personal and professional development needs, career paths and goals.

· To agree plans for them to be met.

· Review the doctor’s performance

· To consider the doctor’s contribution to the quality & improvement of local healthcare services.

Appraisal has been introduced by the DoH for all doctors working in the NHS. This guidance and document relates to Doctors in Training. All doctors in training must be part of the Appraisal process, which provides feedback on performance and continuing progress, and to identify educational and development needs.

Appraisal as part of the Training Programme

The Appraisal process for doctors in training must encompass the educational processes and documentation already in place for the CCT programme. This portfolio provides the framework into which CCT documentation can be inserted or collated both for appraisals within the CCT training programme and to support the Annual Review of training. All trainees should therefore use this portfolio in conjunction with their College Logbook to collate evidence and documentation. The portfolio is not an end in itself, it is a means to an end; it is a framework into which relevant information can be placed or appended and to give a structure to its presentation.

Training Documentation for Anaesthesia: Web based document links

All the documents listed below detail areas of your training in more depth. They are referenced appropriately in this portfolio and is recommended you read these. It may be useful to print them out for your own reference. Web sites are given; all hospitals should have internet access in the hospital library or the Anaesthetic department. Any problems with access, please contact your College Tutor.

1.
THE CCT IN ANAESTHESIA - I: CCT in Anaesthesia I: General Principles. A manual for trainees and trainers

http://www.rcoa.ac.uk/index.asp?PageID=57
2.
THE CCT IN ANAESTHESIA - II: Competency Based Basic Level (StR Years 1 & 2) Training and Assessment manual

http://www.rcoa.ac.uk/index.asp?PageID=57
3.
THE CCT IN ANAESTHESIA - III: Competency Based Intermediate Level (StR Years 3 & 4)


Training and Assessment. A manual for trainees and trainers

http://www.rcoa.ac.uk/index.asp?PageID=57
4.
THE CCT IN ANAESTHESIA - IV: Competency Based Higher and Advanced Level (StR Years 5, 6 & 7) Training and Assessment. A manual for trainees and trainers.

http://www.rcoa.ac.uk/index.asp?PageID=57
5.
Logbooks - downloadable software


http://www.rcoa.ac.uk/index.asp?PageID=968
There is a variety of software logbooks to suit Handheld (PDA), PC or Macintosh computer formats. These produce printouts in College recommended formats. As with all electronic data you MUST backup your data regularly; it is important for your career progression.

The main advantage of electronic recording is that logbook summaries take minutes to produce when required, rather than days (if paper held). If you are not computer literate ask your College Tutor to enquire about local hospital IT training courses. These are run for hospital staff, as part of the national “Information for Health” strategy which aims toward electronic patient records.

6.
Intercollegiate Board for Training in Intensive Care Medicine (IBTICM)

http://www.ics.ac.uk
7.
Local Training Website: essential information on local courses, chat room, access to documents and useful lists.


www.nwanaesthesia.org.uk
8.
Association of Anaesthetists of Great Britain & Ireland


http://www.aagbi.org/
9.
Obstetric Anaesthetists’ Association (OAA)


www.oaa-anaes.ac.uk
10.
Exam Sites:
www.frca.co.uk (Anaesthesia UK)




www.oneexamination.com
GLOSSARY

	Appraisal
	A process to provide feedback on doctors’ performance, chart their continuing professional development, & identify their developmental needs.

	
	

	Appraisee
	The doctor undergoing appraisal.

	
	

	Appraiser
	A doctor who possess the skills and has undergone appropriate training to carry out appraisal.

	
	

	Assessment
	A formal process which examines performance. A variety of assessment methods will be used to cover all of the areas of Good Medical Practice and will include for example: examinations, structured observation, simulation, 360-degree peer feedback, patient surveys etc.

	
	

	Clinical Governance
	A system through which Health Care Organisations are responsible for continuously improving the quality of their services and safeguarding high standards of care by creating an environment in which clinical excellence will flourish.

	
	

	Criteria, Standards & Evidence Documents
	Documents produced by the medical Royal Colleges. These give guidance on the criteria that can be applied to the different specialties to determine whether doctors have the required attributes; the standards expected of the work they do and the kind of evidence doctors should provide to show that they are meeting the standards.

	
	

	Educational Appraisal
	A process, which involves a trainee and an Education Supervisor, which is personal and reviews progress and plans future training. It is vital that such meetings take place at the start of each placement.

	
	

	Multi-Source Feedback (MSF)
	A tool to obtain the views of patients or colleagues on a doctor’s performance. This is usually a questionnaire circulated to a group of patients or colleagues with whom the doctor works on a regular basis. The summary of the data can then be used as part of the information to inform appraisal. For doctors in training it is likely that this will be required at the end of the first year and towards the end of a 5 year Revalidation cycle. 

	
	

	Annual Review of Competence Progression (ARCP)
	Annual assessment process for Core Training which will be based on the more explicit use of evidence to inform the annual assessment outcome of progress.


PRINCIPLES OF APPRAISAL

Appraisal is based around the GMC’s document “Good Medical Practice” (2006), which describes the principles of Good Medical Practice (GMP), and the standards of competence, care and conduct expected of doctors in all aspects of their professional work. These are:

· Good Clinical Care

· Maintaining Good Medical Practice

· Teaching and Training

· Relationships with patients

· Working with colleagues

· Probity

· Health

The first heading of GMP - Good Clinical Care - is speciality specific & for the majority of trainees; the information provided will be their College Logbook and assessment documents. The other headings of GMP are common to all doctors and the information required is detailed in this document.

STRUCTURE OF THE APPRAISAL PORTFOLIO

The portfolio is divided into eight sections with advice on what each should contain and, if appropriate, templates that can be used to record information in a standard format.

	Section 1
	Contains your up to date personal details.

Form 1 is a template for your current personal details.

	Section 2
	Contains details of your current medical activities.

Form 2 is a template to describe all your medical activities.

	Section 3
	Relates to the Standards of GMP & gives specific guidance on the data & evidence required to support appraisal and review and on providing evidence regarding teaching & training, relationships with patients & working with colleagues.

Form 3A is a template summarising the documents you put in this section.

Form 3B is the Logbook Summary.

	Section 4
	Concerns probity & health. Both form 4A & form 4B must be completed every year.

Form 4A is a declaration of probity.

Form 4B is a declaration of health.

	Section 5
	Contains the summary of your Appraisal discussion.

Form 4 is a template of the headings that should be covered in an appraisal.

Form 5 is a more detailed template of Form 4.

	Section 6
	Contains the Personal Development Plan (PDP). The PDP is both helpful and important, and, in discussion with your Educational Supervisor, will identify your developmental needs and plan the training in your next post.

Form 6 is a template for your PDP; it will be required by your next Educational Supervisor to plan the next stage of your training.

	Section 7
	Storage of additional documentation needed to support the current appraisal process.

	Section 8
	Reflective notes; used to document your reflections on training and development, and should contribute to the PDP.

Form 8 is a template for reflective notes.

	Archive
	Archive for old documents.


	SECTION 1

PERSONAL DETAILS


Instructions for completing Form 1

· Enter your personal details on Form 1.

· Update the form as your career develops e.g. you acquire a new qualification.

· If any details change during the course of your training amend them and make a note of the change in the amendment box e.g. change of name or grade.

· Include a current CV in this section.

FORM 1: PERSONAL DETAILS

	
	

	Surname
	
	First Name
	
	(Photo here)

	Other names
	
	

	Date of birth
	
	
	
	
	1
	9
	
	
	
	
	


	ADDRESSES
	GMC Registered Address
	Contact Address (if different)

	
	
	

	Telephone Home
	
	Telephone Mobile
	

	e-mail
	


	GMC REGISTRATION

	GMC Number
	
	Type of Registration 1
	Full / Limited

	Date Full Reg
	
	
	
	
	
	
	
	
	GMC Annual Reg Date
	
	
	
	
	2
	0
	
	

	Are there any current / pending / past 1 challenges to your registration?
	Yes / No

	If “Yes” please provide details
	


	MEDICAL DEFENCE INSURANCE 3

	Insurer
	
	Expiry Date
	
	
	
	
	2
	0
	
	


	QUALIFICATIONS

	
	Qualification
	Awarding Body
	Year Awarded

	Primary Medical Qualification
	
	
	
	
	
	

	Other relevant Qualifications
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Specialist

Registration outside the UK
	Country:

	

	
	Qualification:

	
	
	
	


	Deanery
	North West (E)
	School of Anaesthesia
	North West


	Date last appraisal
	
	
	
	
	2
	0
	
	
	
	


	FORM 1 (continued)
	
	Name of Trainee:
	


	CURRENT APPOINTMENT AND ROTATION

	Current Hospital
	
	Current Rotation
	

	Address of Current Hospital
	

	Date of Appointment
	
	
	
	
	2
	0
	
	
	Full Time 1
	Yes / No
	LTFT 1
	%


	Grade (enter “X” where appropriate
	CT 1
	CT 2
	FTSTA 1
	FTSTA 2
	LAT
	
	
	
	
	
	Other

	
	
	
	
	
	
	
	
	
	
	
	

	
	If “Other” please specify
	


	PREVIOUS HOSPITAL PLACEMENTS (including locum posts and time out) 5
(in chronological order)

	From
	To
	Hospital
	Grade
	Locum

Yes / No
	Full Time / LTFT (%)

	MM
	YY
	MM
	YY
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Indicate gaps between posts with dates and an explanation:




	ANY OTHER EMPLOYMENT 6

	From
	To
	Appointment
	Level of Commitment

	MM
	YY
	MM
	YY
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Key:

1.
Delete as appropriate.

2.
Include a photocopy of the current certificate in this section of the Portfolio.

3.
Include a photocopy of the policy in this section of the Portfolio.

4.
Please circle appropriate box.

5.
Please indicate gaps between posts with dates and an explanation.

6.
Any other employment, paid or voluntary, non-medical or concurrent with medical post e.g. sports event doctor, Territorial Army and BMA, RCoA, AAGBI or GAT commitments.

	FORM 1 (continued)
	
	Name of Trainee:
	


	SIGNIFICANT AMENDMENTS TO FORM 1

e.g. Change of Name or Grade

	Date
	Event
	Details

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


CURRICULUM VITAE

(current)

Insert after this page

To be updated before each ARCP

	SECTION 2

CURRENT MEDICAL ACTIVITIES


The purpose of this Section is to provide you with an opportunity to describe your post(s) in the NHS, in other public sector bodies, including titles and grades of any posts currently held, or held in the past year. You should explain what you do and where you train.

Your descriptions should cover your training and practice at all locations since your last appraisal. You may wish to comment on the environment in which you train, including:

· The quality of training in your post during the year.

· Level of supervision.

· Factors which you believe affect the provision of good health care, including your views (supported by information and evidence) on the resources available.

· Action taken by you to address above issues.

Instructions for completing Form 2:
1.
Obtain a copy of your job description and Training Agreement.

2.
Fill out the sections with the help of the Job Description and the CCT in Anaesthesia, and add any supplementary information, which may be missing from the Job Description.

3.
Do not include items from the Job Description if they do not really happen in your post. Form 2 should reflect what you actually do (training / non-training / locums).

4.
In “Details of emergency, on-call and out-of-hours responsibilities” include a description of your rota (e.g. 1:6) and whether you are full or LTFT (including %). Note whether the post is compliant or not with the approximate number of hours worked.

5.
Complete a copy of Form 2 each year and archive the previous one (with a copy of the relevant job description if that has changed).

NORTHWEST SCHOOL OF ANAESTHESIA

ROTATION SUMMARY FORM: CT/StR YEARS 1 & 2
	Name:
	
	
	School:
	


	HOSPITAL
	Grade
	Tutor
	Start Date

(MM / YY)
	Finish Date

(MM / YY)
	Modules / Sections

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	FORM 2: TRAINING SUMMARY
	
	Name of Trainee:
	


· You must complete Sections A and B.

· After each annual appraisal and review, this sheet should be put in the archive section and a new one produced for the new year.

SECTION A

	Initial Assessment of Competency

	Date completed
	
	
	
	
	2
	0
	
	


	Basic Level Training Certificate

	Date completed
	
	
	
	
	2
	0
	
	


	UNITS OF TRAINING PURSUED SINCE THE LAST APPRAISAL / REVIEW

	Level

Basic = B, Intermediate= In
	Unit
	From
	To
	Date of Workplace Assessment

	
	
	MM / YY
	MM / YY
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	FORM 2 (continued)
	
	Name of Trainee:
	


	SECTION B: BASIC LEVEL TRAINING
	Date:
	


Update this page for each appraisal / ARCP

	
	From

MM / YY
	To

MM / YY
	WAC Status (enter “X”)
	WAR Issue

Date

MM / YY

	
	
	
	Little / No Completion
	Mostly Complete
	

	PRE-OP ASSESSMENT

CCT II Appendix C Section 1; WAC Section (a) 
	
	
	
	
	

	PREMEDICATION

CCT II Appendix C Section 2; WAC Section (b)
	
	
	
	
	

	ANAESTHESIA & ICU EQUIPMENT

CCT II Appendix C Section 3; WAC Section (c)
	
	
	
	
	

	INDUCTION OF GENERAL ANAESTHESIA

CCT II Appendix C Section 4; WAC Section (d)
	
	
	
	
	

	INTRA-OPERATIVE CARE

CCT II Appendix C Section 5; WAC Section (e)
	
	
	
	
	

	POST-OPERATIVE & RECOVERY CARE

CCT II Appendix C Section 6; WAC Section (f)
	
	
	
	
	

	INTENSIVE CARE MEDICINE

CCT II Appendix C Section 7

Step 1 IBTICM assessment
	
	
	
	
	

	REGIONAL ANAESTHESIA

CCT II Appendix C Section 8; WAC Section (h)
	
	
	
	
	

	TRAUMA & TRANSFER

CCT II Appendix C Section 9; WAC Section (i)
	
	
	
	
	

	OBSTETRIC ANAESTHESIA

CCT II Appendix C Section 10; standalone WAC
	
	
	
	
	

	PAEDIATRICS

CCT II Appendix C Section 11; WAC Section (k)
	
	
	
	
	

	ELDERLY

CCT II Appendix C Section 12; WAC Section (l)
	
	
	
	
	

	PAIN MANAGEMENT

CCT II Appendix C Section 13; WAC Section (m)
	
	
	
	
	

	INFECTION CONTROL

CCT II Appendix C Section 14; WAC Section (n)
	
	
	
	
	

	CRITICAL INCIDENTS

CCT II Appendix C Section 15; WAC Section (o)
	
	
	
	
	

	CPR / ALS

CCT II Appendix C Section 16; WAC Section (p)
	
	
	
	
	


	FORM 2 (continued)
	
	Name of Trainee:
	


	SECTION B: BASIC LEVEL TRAINING
	Date:
	


	EMERGENCY AND OUT OF HOURS DUTIES FOR LAST 12 MONTHS

(Details of particular rota, frequency and workload)

	


	OUT-PATIENT WORK

	


	OTHER CLINICAL WORK

	


	NON-CLINICAL WORK

(e.g. Teaching / Academic work, Management activities, Research)

	


	STUDY LEAVE

	


	WORK FOR REGIONAL, NATIONAL OR INTERNATIONAL ORGANISATIONS,

AND OTHER PROFESSIONAL ACTIVITIES

	


	SECTION 3

RECORD OF REFERENCE DOCUMENTATION SUPPORTING THE APPRAISAL AND REPORT


The purpose of this Section is to record the background evidence and information that will help to inform your appraisal discussions. You should list in Form 3A the documents in your Appraisal folder; these provide evidence in the terms set out in the GMC’s Good Medical Practice. You should include relevant information and evidence from your training and practice, including outside the NHS, to help give an overall picture of you and your development needs. All current records of Workplace Assessment must be included in this section as must the Initial Assessment of Competency, and the Basic and Intermediate Training Certificates when they are awarded.

Archiving

Assessment documents that have led to the award of a Basic or Intermediate Training Certificate can be archived after the appraisal and Annual Review have been completed. For example, a trainee at the end of CT / StR Year 2 who has just been awarded the Basic Certificate of Competence must present all the assessment records and the Basic Certificate. The following year the Basic Certificate and any StR Year 3 assessments must be presented, but the CT / StR Years 1 & 2 assessments can be archived.

1.
GOOD MEDICAL PRACTICE
(a)
Good Medical Care


Examples of documentation which are appropriate:

· Logbook summaries (Form 3B) which must but must be in the RCoA approved format. Two summaries should be included:

· One covering the year under review, and

· The second covering your whole training career.

· Assessment reports and RITA forms.

· Simulation centre training reports

· Out of Programme Training (OOPT) reports.

· Previous Professional Development Records and Plan(s)

· Audit, reflections and changes in practice documented

· Complaints / outcomes / reflections, critical incidents and reflections (Section 8)

· Reflections on own practice – what standards do you set yourself? (Section 8)

(b)
Maintaining Good Medical Practice
The purpose of this section is to record continuing educational activities undertaken since the last appraisal. You should keep up to date & ensure that you acquire the necessary knowledge and skills to work appropriately as a doctor in training. You should keep yourself informed about your working environment by keeping up to date about key directions and changes in the NHS and in medical practice. You should interest yourself in research findings and may wish to engage in undertaking and participating in research activities. Any difficulties in attending these activities should be recorded, with reasons.

Examples of documentation you might include:

· Participation in appropriate Continuing Professional Development, this might include individual development activity, locally-based development and participation in college or specialty association activities. List all CPD courses attended.

· Record of Study Leave / CPD.

· Examination results to demonstrate your professional development.

· Record of clinical governance activities, including audit activities.

· Examples of attendance at Local and Regional teaching sessions.

(c)
Working Relationships with Colleagues

The purpose of this section is to reflect on your relationship with your colleagues.


Examples of documentation which may be appropriate:

· For each post / placement, a four line description of the setting within which you work and the team structure, including a personal account of how you feel you are getting on.

· Statement from Consultant / College Tutor / Educational Supervisor.

· Annual Assessment of Communication Skills, Attitudes and Behaviour (The CCT in Anaesthesia I: General Principles, Appendix E).

· Multi-Source Feedback (possibly twice in a 5 year revalidation cycle).

(d)
Relations with Patients

The purpose of this section is to reflect on your relationships with your patients.


Examples of documentation which may be appropriate:

· Personal statement.

· Statements from Trainers / Tutors / Consultants / Work Colleagues.

· Patient questionnaires / reviews (Year 1, then every 3 years thereafter)

· Thank you letters.

· Complaints with outcomes.

(e)
Teaching and Training

The purpose of this section is to reflect on your teaching and training activities since your last appraisal.

Examples of documentation which may be appropriate:

· Record of Teaching Activity.

· Teaching activities to other doctors / students / Professions allied to Medicine.

· Include teaching on course / small group / 1-to-1 teaching.

· Include feedback where appropriate or available.

· Training the Trainers courses should be included in Section (b) as CPD.

2.
RESEARCH

Examples of documentation which are appropriate:

· Evidence of formal research commitments.

· Record of any research ongoing or completed in the previous year.

· Record of funding arrangements for research.

· Record of noteworthy achievements.

· Confirmation that appropriate ethical approval has been secured for all research undertaken.

· Publications.

	FORM 3A 
	
	Name of Trainee:
	


	RECORD OF DOCUMENTATION SUPPORTING APPRAISAL
	Date:
	


	GOOD MEDICAL CARE

List below each document, in the order that they appear in your folder.
	Included

Yes / No

	1.
	Rotation Summary Form (Section 2)
	

	2.
	Current Training Summary: Form 2 (Section 2)
	

	3.
	Log Book Summaries
	

	4.
	Initial RCoA Assessment of Competency
	

	5.
	Other RCoA Certificate(s) of Competency
	

	6.
	Completed Workplace Assessment Records (WARs) in Past Year
	

	7.
	Past ARCP Forms
	

	8.
	Audit: Project Summaries & Audit Development Plan
	

	9.
	Previous Professional Development Plan / Records
	

	10.
	Out of Programme Training (OOPT) reports
	

	
	
	

	
	
	


	MAINTAINING GOOD MEDICAL PRACTICE

List below each document, in the order that they appear in your folder.
	Included

Yes / No

	1.
	Learning Summary for Past Year (inc. Summary of Examination performance)
	

	2.
	Record of Clinical Governance activities (non-audit)
	

	3.
	Probity Declaration: Form 4A
	

	4.
	Health Declaration: Form 4B
	

	5.
	Copies of CRB, GMC, MDU / MPS & immunisation status certificates
	

	6.
	Simulation Centre Training Reports / Certificates
	

	7.
	Other CME: Evidence of Attendance
	

	8.
	Other Diplomas & Non-RCoA Certificates
	

	
	
	

	
	
	


	FORM 3A (continued) 
	
	Name of Trainee:
	


	RECORD OF DOCUMENTATION SUPPORTING APPRAISAL
	Date:
	


	WORKING RELATIONSHIPS WITH COLLEAGUES

List below each document, in the order that they appear in your folder.
	Included

Yes / No

	1.
	Assessment(s) of Communication Skills, Attitudes & Behaviour in Past Year
	

	2.
	Multi-Source Feedback Records
	

	3.
	Reflective Notes / Practice
	

	
	
	

	
	
	


	RELATIONS WITH PATIENTS

List below each document, in the order that they appear in your folder.
	Included

Yes / No

	1.
	Personal statement
	

	2.
	Statements from Trainers / Tutors / Consultants / Work Colleagues in Past Year
	

	3.
	Patient Questionnaires / Reviews
	

	4.
	Thank you letters
	

	
	
	

	
	
	


	TEACHING & TRAINING

List below each document, in the order that they appear in your folder.
	Included

Yes / No

	1.
	Record of Teaching Activity (in Learning Summary for Past Year)
	

	
	
	

	
	
	


	RESEARCH

List below each document, in the order that they appear in your folder.
	Included

Yes / No

	1.
	Record of Ongoing / Completed Research Projects
	

	2.
	Publications
	

	
	
	

	
	
	


LOG BOOK SUMMARIES

(RCoA Approved Format)

Insert after this page

Include:
One summary for past year




One summary for ALL training

For CT2 / StR2, provide additional summary for all Obstetrics

Include additional specific summary for ICM module in past year (if applicable)

INITIAL ASSESSMENT

OF COMPETENCY

At 3 months

Sample Forms:

(a)
Pre-Operative Assessment form

(b)
General Anaesthesia form - parts 1 & 2

(c)
Rapid Sequence Induction form

(d)
CPR assessment form

(e)
Clinical Judgement, Attitudes & Behaviour form

The Royal College of Anaesthetists

THE CCT IN ANAESTHESIA

II: Competency Based Basic Level (StR Years 1 & 2) Training & Assessment

The Initial Assessment Of Competency

All trainees are required to have the Initial Assessment of Competency Certificate (IACC) before they can be permitted to practice anaesthesia without direct clinical supervision. 

To obtain the IACC a trainee must achieve a satisfactory standard in an Initial Assessment of Competency involving at least two consultant anaesthetists who meet the criteria to be trainers. This applies to both new trainees & to more experienced trainees working in the UK for the first time. Although the assessment process is the responsibility of the College Tutor, it can be delegated to other trainers, as appropriate. This initial assessment is designed to demonstrate the possession of basic key components of knowledge, skills and attitudes necessary to progress in the specialty.

	Until the Initial Assessment of Competency has been completed successfully, the

trainee must not deliver anaesthesia at any time without Direct Supervision.


It is intended that this assessment should be completed by a typical trainee after approximately 3 months of full-time training in anaesthesia, but the exact timing will need to be determined on an individual basis. More experienced trainees who are working in the United Kingdom for the first time, whatever their grade, could be assessed much earlier than 3 months, after a period of familiarisation and direct clinical supervision.

The initial assessment should comprise a recorded consensus view of the trainers who have supervised the trainee including a workplace assessment covering:

a)
Pre-Operative assessment

b)
General anaesthesia for ASA I or II patients (including equipment & anaesthetic machine
check)


(i)
General anaesthesia with spontaneous respiration


(ii)
General anaesthesia with endotracheal intubation

c)
Rapid sequence induction & and failed intubation routine

d)
Cardiopulmonary resuscitation (CPR) skills

e)
Clinical judgement, attitudes and behaviour

The patients seen by trainees will need to be selected so as to be appropriate to the trainees' limited exposure within the specialty and should always be of ASA I or II.
	Assessments will be formal. Both the assessment & its outcome must be recorded in departmental records & in the trainee’s personal record. Should a trainee be assessed as unsatisfactory in any area, & thus be referred for further closely supervised training, the reasons for this referral must be recorded. The names of assessors must be legible, as must any additional comments.


Copies of completed IACCs should be sent to the RCoA Training Department as a formal record. The IACC is available to College Tutors via the secure pages of the RCoA website.
FOLLOWING THE ASSESSMENT:

Satisfactory assessment: after a satisfactory assessment trainees may begin to undertake uncomplicated general anaesthesia cases & peripheral nerve blocks delegated to them, without direct supervision, and may be given increased clinical responsibility (for example by working on the “out of hours’ rota with indirect (local or distant) supervision).

Unsatisfactory assessment: after an unsatisfactory assessment trainees will need targeted instruction & re-assessment. Whether the whole assessment is to be repeated or targeted at deficient areas is a decision to be taken locally, with regard to individual circumstances, and is left to the discretion of the assessors.

Compulsory reassessment after repeated failure: repeated failure by a novice trainee to achieve the prescribed standard after 6 months of full-time training will call into question the trainee’s suitability for a career in anaesthesia and should lead to an immediate, compulsory reassessment. Failure at this assessment will normally result in the trainee being asked to leave the specialty.

DEFINITIONS OF LEVELS OF SUPERVISION

Clinical supervision of daytime and out of hours duties for anaesthesia falls into two categories, direct and indirect.

Direct Supervision: the trainee is working directly with a supervisor senior to themselves who is actually with the trainee or can be present within seconds. This proximity maintains patient safety but when appropriate allows a trainee to work with a degree of independence in order to develop confidence.

Indirect Supervision: falls into two categories, local and distant.

(a)
Local supervision: the supervisor is on the same geographical site, is immediately available for advice and is able to be with the trainee within 10 minutes of being called. 

(b)
Distant supervision: the supervisor is available rapidly for advice but is off the hospital site and/or separated from the trainee by over 10 minutes. The maximum time or distance separation permitted will depend upon the combination of the trainee's grade, the nature of the clinical work, local geography and traffic conditions.

a)
Pre-Operative Assessment of Patients

Direct Observation of Practical Skills

	Name of Trainee:
	


The trainee must be accompanied on a pre-operative round of patients.
	The Trainee:
	Yes
	
	No


	Communicates in a satisfactory manner with patients
	
	
	


	Obtains relevant history 
	
	
	


	Undertakes any physical examination (if indicated)
	
	
	


	Assesses the airway
	
	
	


	Understands the pre-operative investigations
	
	
	


	Explains anaesthesia clearly
	
	
	


	Discusses pain and explains post operative analgesia clearly
	
	
	


	Prescribes pre-operative medication as needed
	
	
	


	Understands the ASA classification
	
	
	


	Understands consent for anaesthesia and operation
	
	
	


	This assessment was completed satisfactorily:
	
	
	


IF NO, GIVE REASONS:

	Specific Individualised Targets
	

	Agreed Timescale for development
	


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 1


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 2


	
	Feedback Given:
	Yes
	
	
	No
	


INITIAL ASSESSMENT OF COMPETENCY SYLLABUS

a)
Pre-Operative Assessment of Patients
Clinical Skills

1.
Is able to demonstrate satisfactory communication with staff and patients.

2.
Is able, in a manner appropriate to the patient, to take a relevant history, explain the necessary aspects of anaesthesia, and answer their questions.

3.
Is able to assess the airway.

4.
Is able to recognise potential problems requiring senior help.

5.
Is able to explain the management of post-operative pain and symptom control in a manner appropriate to the patient.

6.
Is able to interpret basic investigations (FBC, U&Es, Chest X-Ray, ECG).

7.
Is able to choose and prescribe appropriate pre-medication.

Knowledge

1.
The ASA scale of fitness.

2.
The relevance of common inter-current diseases to anaesthesia and surgery.

3.
Consent for anaesthesia.

4.
Predictors of difficult intubation.

Setting

Patients: all appropriate patients aged 16 and over.

Assessments

	A ward based demonstration of practical skills

Simultaneous oral confirmation of understanding


Guidance

This is a preliminary test to ensure that the trainee communicates adequately and understands the broad outline of anaesthetic assessment. After 3 months of training the trainee should be expected to identify patients who are low risk from the anaesthetist’s point of view. There is no expectation of the trainee being able to determine the fitness for operation of patients who are severely ill or who have inter-current disease. The expectation is that they will know which cases to refer to or discuss with senior colleagues. The trainee should have an understanding of whatever premedication he or she intends to use.

b)
Ability to administer a General Anaesthetic competently to elective ASA I / II Patients
(i)
General Anaesthesia with Spontaneous Respiration

	Name of Trainee:
	
	Direct Observation of Practical Skills


	The Trainee:
	Yes
	
	No


	Properly prepares the anaesthetic room and operating theatre
	
	
	


	Satisfactorily conducts a pre-operative equipment check (including the anaesthetic machine and breathing system)
	
	
	

	
	
	
	


	Has properly prepared and assessed the patient for surgery
	
	
	


	Chooses an appropriate anaesthetic technique
	
	
	


	Establishes i.v. access, ECG & pulse oximetry in the anaesthetic room
	
	
	


	Measures the patients blood pressure prior to induction
	
	
	


	Pre-oxygenates as necessary
	
	
	


	Induces anaesthesia satisfactorily
	
	
	


	Manages airway competently:

Face mask (+/-) airway
	
	
	


	





LMA
	
	
	


	Makes satisfactory transfer to operating theatre & positions patient safely
	
	
	


	Maintains and monitors anaesthesia satisfactorily
	
	
	


	Conducts emergence and recovery safely
	
	
	


	Keeps an appropriate and legible anaesthetic record
	
	
	


	Prescribes analgesia appropriately
	
	
	


	Properly supervises discharge of patient from recovery
	
	
	


	Understands the need for oxygen therapy
	
	
	


	Prepares, labels & uses all drugs with appropriate safe aseptic technique
	
	
	


	This assessment was completed satisfactorily:
	
	
	


IF NO GIVE REASONS:

	Specific Individualised Targets
	

	Agreed Timescale for development
	


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 1


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 2


	
	Feedback Given:
	Yes
	
	
	No
	


b)
Ability to administer a General Anaesthetic competently to elective ASA I / II Patients
(ii)
General Anaesthesia with Tracheal Intubation
	Name of Trainee:
	
	Direct Observation of Practical Skills


	In addition to Part b(i), the trainee must demonstrate the following:
	Yes
	
	No


	Assesses the airway properly
	
	
	


	Knowledge of factors which may make intubation difficult
	
	
	


	Satisfactory use of laryngoscope
	
	
	


	Correct placement of tracheal tube*
	
	
	


	Demonstrates position of tracheal tube by
(i)
observation
	
	
	


	
(ii)
auscultation
	
	
	


	
(iii)
capnography
	
	
	


	Knowledge of how to recognise incorrect placement of ETT
	
	
	


	Knowledge of how to maintain oxygenation in the event of failed
	
	
	

	intubation
	
	
	


	Manages extubation competently
	
	
	


	This assessment was completed satisfactorily:
	
	
	


IF NO GIVE REASONS:

	Specific Individualised Targets
	

	Agreed Timescale for development
	


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 1


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 2


	
	Feedback Given:
	Yes
	
	
	No
	


* if intubation is not possible, the trainee should maintain the airway & allow the assessor to intubate the patient.

INITIAL ASSESSMENT OF COMPETENCY SYLLABUS

b)
Administration of a safe General Anaesthetic to an ASA I or II Patient
Clinical Skills

1.
Explanation of the anaesthetic procedure(s) and surgery to the patient.

2.
Appropriate choice of anaesthetic technique.

3.
Pre-use equipment checks.

4.
Proper placement of I.V. cannula

5.
Attachment of monitoring (including ECG) before induction of anaesthesia.

6.
Measures blood pressure non-invasively.

7.
Pre-oxygenation.

8.
Satisfactory induction technique.

9.
Appropriate management of the airway.

10.
Maintenance of anaesthesia, including analgesia.

11.
Appropriate peri-operative monitoring and its interpretation.

12.
Recognition and immediate management of any adverse events which might occur.

13.
Proper measures during emergence from general anaesthesia, including extubation.

14.
Satisfactory hand over to recovery staff.

15.
Accurate completion of anaesthetic and other records.

16.
Prescription of appropriate post-operative analgesia and anti-emetics.

17.
Choice of post operative oxygen therapy.

18.
Instructions for continued I.V. therapies (if relevant).

19.
The ability to prepare all drugs using safe techniques with regard to checking, labelling, diluting and asepsis.

Knowledge

1.
The effects of anaesthetic induction on cardiac and respiratory function.

2.
The rationale for pre-oxygenation.

3.
Methods available for the detection of misplaced ET tubes, including capnography.

4.
Common causes of arterial desaturation (cyanosis) occurring during induction, maintenance and recovery.

5.
Common causes and management of intra-operative hypertension and hypotension.

6.
The immediate management only of cyanosis, apnoea, inability to ventilate, aspiration, bronchospasm, anaphylaxis and malignant hyperpyrexia.

7.
Trainees must demonstrate an adequate, basic, practical knowledge of anaesthetic pharmacology to support their practice, e.g. know about: two induction agents, two volatile agents, two opioids, suxamethonium and one competitive relaxant.

Setting

Patients:
ASA I and II patients age 16 years and over requiring uncomplicated surgery in the supine position e.g. hernia, varicose veins, hysterectomy, arthroscopy.

Location:
Operating theatre.

Situations:
Supervised theatre practice.
Assessments

	Theatre-based demonstration of practical skills.

Simultaneous oral case discussion of understanding


Guidance

The trainee should be observed undertaking a number of cases using facemask & airway, and/or LMA and/or ETT. Care should be taken to ensure that the trainee is skilled in use of bag & mask and does not always rely on the LMA. Whilst ensuring patient safety the assessor should let the trainee proceed largely without interference & note problems of technique. This should be combined with a question & answer session covering the underlying comprehension of the trainee.

The level of knowledge expected is that of a trainee who has been working in anaesthesia for 3 months and should be sufficient to support the specified clinical skills. Exclusions are specialised surgery, rapid sequence induction (Section c) and children under the age of 16 years.

c)
Assessment of Rapid Sequence Induction (RSI) and Failed Intubation Routine
	Name of Trainee:
	
	Direct Observation of Practical Skills


	The trainee has satisfactorily demonstrated:
	Yes
	
	No


	Preparation of the anaesthetic room and operating theatre
	
	
	


	Satisfactory checking of the anaesthetic machine, sucker etc.
	
	
	


	Preparation of the patient (information and positioning)
	
	
	


	An understanding of the mandatory periods for pre-operative fasting
	
	
	


	An understanding of the indications for RSI
	
	
	


	Adequate explanation of RSI to the patient, including cricoid pressure
	
	
	


	To the assistant how to apply cricoid pressure
	
	
	


	Proper pre-oxygenation of the patient
	
	
	


	The undertaking of a RSI
	
	
	


	Recognition of correct placement of tracheal tube
	
	
	


	Knowledge of failed intubation drill
	
	
	


	Practical application of failed intubation drill (may be manikin based)
	
	
	


	Proper extubation when the stomach may not be empty
	
	
	


	This assessment was completed satisfactorily:
	
	
	


IF NO, GIVE REASONS:

	Specific Individualised Targets
	

	Agreed Timescale for development
	


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 1


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 2


	
	Feedback Given:
	Yes
	
	
	No
	


INITIAL ASSESSMENT OF COMPETENCY SYLLABUS
c)
Rapid Sequence Induction for an ASA I or II patient and Failed Intubation Routine
Clinical Skills

1.
Detection of risk factors relating to slow gastric emptying, regurgitation and aspiration.

2.
Use of drugs (antacids, H2 receptor antagonists etc) in the management of the patient at risk of aspiration.

3.
Explanation of pre-oxygenation to the patient.

4.
Proper explanation of rapid sequence induction (RSI) to patient.

5.
Proper demonstration of cricoid pressure to the patient and assistant.

6.
Demonstration of the use of:
(a)
tipping trolley







(b)
suction







(c)
oxygen flush

7.
Appropriate choice of induction and relaxant drugs.

8.
Attachment of ECG, pulse oximeter and measurement of BP before induction.

9.
Pre-oxygenation.

10.
Satisfactory rapid sequence induction technique.

11.
Demonstration of proper measures to minimise aspiration risk during emergence from


anaesthesia.

12.
Failed intubation drill, emergency airway management (this may be manikin based).

Knowledge

1.
Risk factors causing regurgitation and aspiration.

2.
Factors influencing gastric emptying, especially trauma and opioids.

3.
Fasting periods in relation to urgency of surgery.

4.
Reduction of the risks of regurgitation.

5.
Failed intubation drill, emergency airway management.

6.
The emergency treatment of aspiration of gastric contents.

7.
Basic pharmacology of suxamethonium and repeated doses.

Setting

Patients:
Starved ASA I and II patients aged 16 and over having uncomplicated elective or urgent surgery with normal upper airway anatomy.

Location:
Operating theatre.

Situations:
Supervised theatre practice.

Assessments

	A test of failed intubation drill (this may be manikin based)

A theatre based demonstration of practical skills.

Simultaneous oral test of understanding.


Guidance

This test should ensure competent management of the airway during straightforward urgent surgery. The test must be done on a patient who is adequately starved prior to induction of anaesthesia. The patient may, or may not be, an urgent case. The trainee should be able to discuss methods of prediction of the difficult airway and of difficult intubation. They should be able to explain and if possible demonstrate on a manikin the failed intubation drill, and the immediate management of the patient who aspirates gastric contents.
d)
Assessment of Cardio-Pulmonary Resuscitation
	Name of Trainee:
	
	Direct Observation of Practical Skills


	The trainee has certified in ALS in the past 12 months:
	Yes
	
	
	No
	


If YES the assessment of CPR competency can be assumed.

	If NO the trainee:
	Yes
	
	No


	Ensures personal safety and that of the staff
	
	
	


	Calls for help
	
	
	


	Demonstrates the diagnostic method
	
	
	


	Understands sequences for single handed and assisted basic CPR
	
	
	


	Demonstrates mask to mouth rescue breathing
	
	
	


	Demonstrates ventilation with mask and bag
	
	
	


	Demonstrates satisfactory insertion of and ventilation with ET tube
	
	
	


	Demonstrates satisfactory cardiac compression
	
	
	


	Satisfactorily interprets common arrhythmias on ECG monitor
	
	
	


	Understands the indications for defibrillation
	
	
	


	Demonstrates correct use of defibrillator
	
	
	


	Understands the use of appropriate drugs during resuscitation
	
	
	


	Can undertake the lead role in directing CPR
	
	
	


	Demonstrates moving a patient into the recovery position
	
	
	


	This assessment was completed satisfactorily (or ALS in last 12 mo):
	
	
	


IF NO GIVE REASONS:

	Specific Individualised Targets
	

	Agreed Timescale for development
	


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 1


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 2


	
	Feedback Given:
	Yes
	
	
	No
	


INITIAL ASSESSMENT OF COMPETENCY SYLLABUS

d)
Cardio-pulmonary resuscitation (CPR)

Clinical Skills

1.
Able to recognise cardiac and respiratory arrest.

2.
Able to perform cardiac compression.

3.
Able to manage the airway during cardiopulmonary resuscitation (CPR): using expired air


breathing, bag and mask, laryngeal mask and endotracheal intubation.

4.
Able to perform CPR either single-handed or as a member of a team.

5.
Able to use the defibrillator.

6.
Able to interpret arrhythmias causing and associated with cardiac arrest.

7.
To perform resuscitation sequences for ventricular tachycardia, VF, asystole, PEA (EMD).

8.
Able to move a patient into the recovery position.

Knowledge

1.
Resuscitation guidelines of Resuscitation Council (UK).

2.
The factors relating to brain injury at cardiac arrest.

3.
Factors influencing the effectiveness of cardiac compression.

4.
Drugs used during CPR (adrenaline (epinephrine), atropine, lidocaine (lignocaine), calcium, magnesium, sodium bicarbonate).

5.
The ethics of CPR: who might benefit.

6.
Record keeping at CPR.

Setting

Simulated scenario of collapse requiring CPR during a practical teaching session.

	Role:
	Initiate and maintain CPR when necessary. Undertake the role of team leader if no more senior doctor is present, continuing CPR as appropriate, administering necessary drugs and defibrillating if needed. If a more experienced resuscitator is available will adopt an appropriate role in the resuscitation team.

	Locations:
	Wherever necessary.


Assessments

	Manikin based practical assessment of CPR skills

Arrhythmia recognition session using monitor

Oral assessment of knowledge of resuscitation


If a trainee has completed an ALS course within the last 12 months, the assessment of CPR competency can be assumed and signed off with a comment made to that effect under the signature(s).

e)
Assessment of Clinical Judgement, Attitudes & Behaviour
	Name of Trainee:
	


To the best of my knowledge & belief this trainee has:

	
	Yes
	
	No


	1.
	Shown care and respect for patients
	
	
	


	2.
	Demonstrated a willingness to learn
	
	
	


	3.
	Asked for help appropriately
	
	
	


	4.
	Appeared reliable and trustworthy
	
	
	


	This assessment was completed satisfactorily:
	
	
	


ACTION PLAN if NO:

	Specific Individualised Targets
	

	Agreed Timescale for development
	


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 1


	Signed:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Appointment:
	
	TRAINER 2


	
	Feedback Given:
	Yes
	
	
	No
	


RCoA CERTIFICATES

OF COMPETENCY

Insert after this page

COMPLETED

WORKPLACE

ASSESSMENT RECORDS

Include:
All WARs supporting the issue of an RCoA Certificate of Competence (other than IACC) in past year

	WORKPLACE ASSESSMENT CHECKLISTS (WACs) & WORKPLACE ASSESSMENT RECORDS (WARs)

WACs are School documents in which trainees are able to record the attainment of individual competencies which contribute, eventually, toward the issue of Workplace Assessment Records (WARs). All template WACs / template WARs are available by download from the NW School website. Unlike WACs, WARs are RCoA documents.
Basic Level Training (CT / StR 1/2): 3 WACs (General + Obstetrics + ICM) together constituting 16 sections (a) to (p), which map to WARs for Sections 1 - 16 of the CCT in Anaesthesia II (Appendix C) document. WACs largely concentrate on Skills, Attitudes & Behaviour competencies (as primary evidence of knowledge is success in the Primary FRCA).

Intermediate Level Training (StR 3/4): 20 clinical WACs collectively mapping to WARs for Sections 1 – 20 & Section 23 of the CCT in Anaesthesia III (Appendix A) document, plus 3 non-clinical WACs which have no WAR equivalent.

Higher Level Training (StR 5-7): 15 clinical WACs collectively mapping to WARs for Units 1 - 15 of the CCT in Anaesthesia IV (Appendix A) document, plus 4 non-clinical WACs which have no WAR equivalent.

During day-to-day training, when a particular WAC checkpoint has been covered satisfactorily by a trainee with a senior (usually Consultant) trainer, the trainer if satisfied should initial & date the appropriate section. The trainee must demonstrate competency; it is not enough to have a chat with the trainer about a topic then expect a sign-off to result. As increasing checkpoints are signed-off, this evidences documentary proof of progression towards overall competence. Some checkpoints may require several signatures.

When all competencies in a given WAC section are completed, your College Tutor can issue a WAR for this section. A WAR is the formal RCoA documentation of competency achievement in a given area (“unit”) of training.

· Completed WARs for all 16 Basic Level Training WAC sections (a)-(p), plus success in Primary FRCA, leads to eligibility to receive the Completion of Basic Level Training Certificate required for entry to the StR3 grade.

· Completed WARs for all 20 Intermediate Level Training clinical WACs, plus success in Final FRCA, leads to eligibility to receive the Completion of Intermediate Level Training Certificate required for entry to the StR5 grade.

· Completed WARs for a majority of the 15 Higher Level Training clinical WACs (which must compulsorily include ICM), by the end of StR Year 7, leads to eligibility to receive a Certificate of Completion of Training (CCT), subject to satisfactory exit ARCP.

Some demonstrations of competency may utilise assessment tools, e.g. Direct Observation of Procedural Skills (DOPS), Anaesthesia Mini-Clinical Evaluation Exercise (anaes-CEX) or Case-based Discussion (CbD). Use of each of these tools requires use of a written form (for inclusion in the Portfolio) per episode, in addition to the WAC sign-off.

It is the explicit responsibility of the trainee to maintain his / her WAC, ensuring that competencies are assessed & signed off by trainers on a continuing time basis. WACs with multiple checkpoints signed-off by the same trainer on the same date may be rejected at ARCP.


PAST ARCP FORMS

Insert after this page

AUDIT

Insert details after this page
Include:
1.
AUDIT PROJECT SUMMARY
FORMS (one per project)




One audit per year on average

Ideally 3 in any 2 year period

2.
AUDIT DEVELOPMENT PLAN

3.
List of Audit meetings attended in Year Learning Summary

	NORTHWEST SCHOOL OF ANAESTHESIA
	AUDIT DEVELOPMENT PLAN
	Date:
	


	Name:
	
	
	Update this plan regularly + before each ARCP


	Audit Title
	Location
	Start Date

(MM / YY)
	Presentation* Date (MM / YY)
	Completion*

Date (MM / YY)
	Comments e.g. project phase (planning, data collection, implementation) & plan if incomplete when rotating from location

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


* Enter projected dates if no firm date for presentation / completion (& specify)

	AUDIT PROJECT SUMMARY
	
	Name of Trainee:
	


This form should be completed for each project that you undertake, whether the project is completed or not.
	Project Title
	

	Location
	
	Calendar Year
	2
	0
	
	

	Consultant Supervisor
	


	Project Phase:
	Planning
	
	Data collection
	
	Presented
	
	Implementation
	
	Complete
	


	Who had the idea for this project, and why was the topic selected?

	


	What was your personal contribution to the project?

	


	Briefly describe how audit data was collected and analysed.

	


	What were the major findings, and what changes to practice did they suggest?

	


	How was a change in practice implemented? What obstacles to change were encountered?

	


	What did you learn from performing this audit project?

	


	Any further training / educational needs identified by this audit?

	


LEARNING SUMMARY FOR PAST YEAR

Insert after this page

ONE per year of training

	NORTHWEST SCHOOL OF ANAESTHESIA
	Trainee Name:
	


LEARNING SUMMARY: BASIC ANAESTHESIA TRAINING YEAR 1 (CT1, StR1)
PLACEMENTS / MODULES

	DATES
	HOSPITAL
	MODULES

	From
	To
	
	

	
	
	
	

	
	
	
	

	
	
	
	


INTERNAL CME (NON-AUDIT):
Include Local but not Regional Primary FRCA course

	DATE
	TITLE
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 1: TOTAL INTERNAL CME POINTS =
	


	NORTHWEST SCHOOL OF ANAESTHESIA
	Trainee Name:
	


LEARNING SUMMARY: BASIC ANAESTHESIA TRAINING YEAR 1 (CT1, StR1) (continued)

AUDIT MEETINGS ATTENDED:

	DATE
	TITLE (e.g. Departmental Meeting)
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 1: TOTAL AUDIT CME POINTS =
	


REGIONAL PRIMARY FRCA COURSE

	DATES
	TOPIC
	PLACE
	CME

PTS

	From
	To
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	YEAR 1: TOTAL PRIMARY FRCA COURSE CME POINTS =
	


EXTERNAL MEETINGS ATTENDED (include ALS, ATLS, APLS, etc.)

	DATE
	TITLE
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 1: TOTAL EXTERNAL CME POINTS =
	


	NORTHWEST SCHOOL OF ANAESTHESIA
	Trainee Name:
	


LEARNING SUMMARY: BASIC ANAESTHESIA TRAINING YEAR 1 (CT1, StR1) (continued)

PRIMARY FRCA PERFORMANCE

	
	Attempt Dates

(MM / YY)
	FRCA / FCAI

(specify)
	Pass / Fail
	Planned Next Attempt (MM / YY)

	MCQ
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FORMAL EXPERIENCE IN TEACHING OTHERS

	DATE
	DESCRIPTION
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 1: TOTAL FORMAL TEACHING CME POINTS =
	


	EDUCATION PLAN FOR NEXT 12 MONTHS & OTHER COMMENTS:

	


	NORTHWEST SCHOOL OF ANAESTHESIA
	Trainee Name:
	


LEARNING SUMMARY: BASIC ANAESTHESIA TRAINING YEAR 2 (CT2, StR2)
PLACEMENTS / MODULES

	DATES
	HOSPITAL
	MODULES

	From
	To
	
	

	
	
	
	

	
	
	
	

	
	
	
	


INTERNAL CME (NON-AUDIT):
Include Local but not Regional Primary / Final FRCA course

	DATE
	TITLE
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 2: TOTAL INTERNAL CME POINTS =
	


	NORTHWEST SCHOOL OF ANAESTHESIA
	Trainee Name:
	


LEARNING SUMMARY: BASIC ANAESTHESIA TRAINING YEAR 2 (CT2, StR2) (continued)

AUDIT MEETINGS ATTENDED:

	DATE
	TITLE (e.g. Departmental Meeting)
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 2: TOTAL AUDIT CME POINTS =
	


REGIONAL PRIMARY FRCA COURSE

	DATES
	TOPIC
	PLACE
	CME

PTS

	From
	To
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	YEAR 2: TOTAL PRIMARY FRCA COURSE CME POINTS =
	


REGIONAL FINAL FRCA COURSE

	DATES
	TOPIC
	PLACE
	CME

PTS

	From
	To
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	YEAR 2: TOTAL FINAL FRCA COURSE CME POINTS =
	


	NORTHWEST SCHOOL OF ANAESTHESIA
	Trainee Name:
	


LEARNING SUMMARY: BASIC ANAESTHESIA TRAINING YEAR 2 (CT2, StR2) (continued)

EXTERNAL MEETINGS ATTENDED (include ALS, ATLS, APLS, etc.)

	DATE
	TITLE
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 2: TOTAL EXTERNAL CME POINTS =
	


PRIMARY FRCA PERFORMANCE

Include all attempts in CT / StR Year 1

	
	Attempt Dates

(MM / YY)
	FRCA / FCAI

(specify)
	Pass / Fail
	Planned Next Attempt (MM / YY)

	MCQ
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	SOE / OSCE
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FORMAL EXPERIENCE IN TEACHING OTHERS

	DATE
	DESCRIPTION
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 2: TOTAL FORMAL TEACHING CME POINTS =
	


	EDUCATION PLAN FOR NEXT 12 MONTHS & OTHER COMMENTS:

	


	NORTHWEST SCHOOL OF ANAESTHESIA
	Trainee Name:
	


LEARNING SUMMARY: BASIC ANAESTHESIA TRAINING YEAR 3 (CT3, StR2+)
PLACEMENTS / MODULES

	DATES
	HOSPITAL
	MODULES

	From
	To
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


INTERNAL CME (NON-AUDIT):
Include Local but not Regional Primary / Final FRCA course

	DATE
	TITLE
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 3: TOTAL INTERNAL CME POINTS =
	


	NORTHWEST SCHOOL OF ANAESTHESIA
	Trainee Name:
	


LEARNING SUMMARY: BASIC ANAESTHESIA TRAINING YEAR 3 (CT3, StR2+) (continued)

AUDIT MEETINGS ATTENDED:

	DATE
	TITLE (e.g. Departmental Meeting)
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 3: TOTAL AUDIT CME POINTS =
	


REGIONAL FINAL FRCA COURSE

	DATES
	TOPIC
	PLACE
	CME

PTS

	From
	To
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	YEAR 3: TOTAL FINAL FRCA COURSE CME POINTS =
	


EXTERNAL MEETINGS ATTENDED (include ALS, ATLS, APLS, etc.)

	DATE
	TITLE
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 3: TOTAL EXTERNAL CME POINTS =
	


	NORTHWEST SCHOOL OF ANAESTHESIA
	Trainee Name:
	


LEARNING SUMMARY: BASIC ANAESTHESIA TRAINING YEAR 3 (CT3, StR2+) (continued)

PRIMARY FRCA PERFORMANCE

Include all attempts in CT / StR Years 1 & 2
	
	Attempt Dates

(MM / YY)
	FRCA / FCAI

(specify)
	Pass / Fail
	Planned Next Attempt (MM / YY)

	MCQ
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	SOE / OSCE
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FORMAL EXPERIENCE IN TEACHING OTHERS
	DATE
	DESCRIPTION
	PLACE
	CME PTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	YEAR 3: TOTAL FORMAL TEACHING CME POINTS =
	


	EDUCATION PLAN FOR NEXT 12 MONTHS & OTHER COMMENTS:

	


NORTHWEST SCHOOL OF ANAESTHESIA

	Name:
	
	
	Date:
	


RESEARCH REPORT

This proforma is intended to give concise details of any present research activity for inclusion in your records & to submit to your Research Mentor every 6 months. If this is your first report, please note all your completed research. Subsequent reports should update any previous reports. Use extra sheets as required but please be concise. Use additional sheets for general comments.

	Research Mentor:
	
	
	Current Hospital:
	


COMPLETED RESEARCH

	Title & Brief Project Description
	Consultant 

supervisor &

collaborators
	Current Status*
	Consultant

Supervisor

signature

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


*Choices:
Data collected, Written up, Submitted (note where, e.g. ARS, BJA), Accepted / Publication (please note anticipated or actual date of publication)

ON-GOING RESEARCH

	Title & Brief Project Description
	Consultant 

supervisor &

collaborators
	Current

Status**
	Start Date

for Data

Gathering
	Anticipated

Date for Data

Gathering
	Consultant

Supervisor

signature

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


**Choices:
Idea, Protocol written, Protocol accepted, Data gathering started, Analysis started, writing up

RECORD OF CLINICAL

GOVERNANCE ACTIVITIES

(non-audit)

Examples may include:

· Experience in local Trust Adverse Incident Reporting

· Involvement in writing / reviewing local Trust clinical protocols or guidelines

· Attendance at a Trust Induction Course on arrival at a new hospital

· Attendance at local Trust Health & Safety training courses

· Attendance at a local Trust Diversity & Equality training course (must have attended course in previous 3 years)
· Attendance at a local Trust Child Protection course

	Name of Trainee:
	


	RECORD OF CLINICAL GOVERNANCE ACTIVITIES
	Date:
	


Update for each appraisal / ARCP

	
	Date of

Activity
	Description
	Location

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	

	6.
	
	
	

	7.
	
	
	

	8.
	
	
	

	9.
	
	
	

	10.
	
	
	


ASSESSMENTS OF

ATTITUDES AND

BEHAVIOUR

Insert after this page

(Sample form included)

CT 1/2:
ONE at 9 months (pre-ARCP)

ONE at 21 months (pre-ARCP)

ONE per ICM assessment

Trainee problems with Attitudes / Behaviour may trigger more frequent assessments

College Tutors complete Assessment of Attitudes & Behaviour Forms, based on feedback from other trainers.

A sample of the Assessment of Attitudes & Behaviour Form used by trainers is contained on the following pages.

Trainees experiencing difficulties may undergo additional assessments utilising other assessment tools (e.g. mini-PAT, 360( TAB, ANTS).

	ASSESSMENT OF ATTITUDES & BEHAVIOUR
	Trainee Name:
	


	Guidance for Trainers:

For each trainee assessment, this form should be distributed to all consultants responsible for training CT/StR 1/2 trainees. Returns should be forwarded to the RCoA College Tutor for summarisation. At appraisal, the trainee must be given feedback including discussion of the summary, and an explanation how data was collected to produce the summary.


Please enter a tick (() in the appropriate box to indicate your assessment (see Guidelines). Any “Cause for Concern” must be qualified with personal experience of specific examples of questionable trainee attitudes and/or behaviour.
	
	Satisfactory
	Cause For

Concern
	Give examples of cause for concern, noting date

(expand on a separate sheet if necessary)

	Communication Skills: With Patients & Relatives 
	
	
	

	Communication Skills: With Staff
	
	
	

	Communication Skills: Sensitivity to Another’s Needs
	
	
	

	Reliability & Time Keeping
	
	
	

	Control of Moods & Emotions
	
	
	

	Personal Presentation
	
	
	

	Social Behaviour
	
	
	

	Conscientiousness in Checking
	
	
	

	Initiative
	
	
	

	Over or Under-Assertiveness
	
	
	

	Overconfidence
	
	
	


	ASSESSMENT OF ATTITUDES & BEHAVIOUR
	Trainee Name:
	


	
	Satisfactory
	Cause For

Concern
	Give examples of cause for concern, noting date

(expand on a separate sheet if necessary)

	Under-confidence
	
	
	

	Departmental Involvement
	
	
	

	Team Working
	
	
	

	Personal Organisation
	
	
	

	Honesty & Trustworthiness
	
	
	

	Enthusiasm
	
	
	

	Record Keeping (Anaesthetic Records, Log Book)
	
	
	


	I have worked with this trainee:
	Frequently
	
	A Few Times
	
	Once or twice
	
	Never
	


	Signed:
	
	
	Print name:
	
	Date:
	___ / ___ / ___


	The Royal College of Anaesthetists
THE CCST IN ANAESTHESIA
	Name of Trainee:
	
	
	Grade & Year:
	


Assessment of Attitudes & Behaviour: Consultant Assessment of Trainee

SUMMARY OF RETURNS FROM ALL CONSULTANTS
	
	TOTAL NUMBERS OF RESPONSES
	
	Number of Reporting Consultants worked with Trainee:

	
	Satisfactory

to Level of Training
	Cause For

Concern
	Unable To

Comment
	
	Frequently
	A Few Times
	Once or Twice
	Never

	Communication Skills: Patients & Relatives
	
	
	
	
	
	
	
	

	Communication Skills: With Staff
	
	
	
	
	
	
	
	

	Communication Skills: Sensitivity to Another’s Needs
	
	
	
	
	Summary of Qualifying Remarks (e.g. reasons if an assessment is below “satisfactory” in any category):



	Reliability & Time Keeping
	
	
	
	
	

	Control of Moods & Emotions
	
	
	
	
	

	Personal Presentation
	
	
	
	
	

	Social Behaviour
	
	
	
	
	

	Conscientiousness in Checking
	
	
	
	
	

	Initiative
	
	
	
	
	

	Over or Under-Assertiveness
	
	
	
	
	

	Overconfidence
	
	
	
	
	

	Under-confidence
	
	
	
	
	

	Departmental Involvement
	
	
	
	
	

	Team Working
	
	
	
	
	

	Personal Organisation
	
	
	
	
	Agreed Action Plan (targets & timescale):


	Honesty & Trustworthiness
	
	
	
	
	

	Enthusiasm
	
	
	
	
	

	Record Keeping (Anaesthetic Records, Log Book)
	
	
	
	
	


	Signed:
	
	
	
	
	Date:  ____ / ____ / ____
	Feedback Given:
	Yes
	
	
	No
	

	
	College Tutor
	
	Trainee
	
	
	
	
	
	
	
	


EXAMPLES OF ATTITUDES & WORKPLACE BEHAVIOUR THAT MIGHT CAUSE CONCERN

	ATTITUDE OR

BEHAVIOUR PATTERN
	Example of Minor Problem
	Example of Serious Problem

	Communication Skills:

Patients & Relatives
	Occasional communication difficulties with patients or relatives have been noticed.
	Repeated communication difficulties with patients and relatives have been noticed. Others have commented on them.

	Communication Skills:

With Staff
	Occasional communication difficulties with staff have been noticed.
	Repeated communication difficulties with staff have been noticed. Others have commented on them.

	Communication Skills:

Sensitivity to

Another’s Needs
	On occasions fails to listen to patients or relatives or to respect their wishes.
	Appears oblivious of what patients & relatives say. Seems to press on within his/her own cultural & ethical reference frame despite wishes of patients & relatives.

	Reliability and

Time-Keeping
	Isolated episodes of lateness, sometimes fails to warn of problems, tends to need reminding to get things done.
	Repeated episodes of lateness, often fails to warn of problems, usually needs reminding to get things done.

	Control of Moods

and Emotions
	Occasionally shows irritability or bad temper with no apparent cause. Although other staff are aware of it, work continues normally.
	Well known for being moody, irritable & bad-tempered. Other staff modify their behaviour to accommodate him/her. The pattern of work is adversely affected.

	Personal

Presentation
	When seeing patients, occasionally dresses in an unprofessional way. Occasionally wears inappropriate accessories.
	Frequently dresses in an unprofessional way when seeing patients. Wears accessories which patients may find distasteful. Other aspects of personal hygiene sometimes cause offence.

	Social

Behaviour
	Social life occasionally impinges on professional life causing lateness, tiredness at work, and difficulty with studies.
	Social life repeatedly affects professional performance, is likely to be causing problems with self-directed learning and affects patient care.

	Conscientiousness

in Checking
	Usually satisfactory but has occasional lapses (e.g. doesn’t sign controlled drugs book, forgets to switch alarms on). If running late may omit routine checks.
	Frequently observed not to carry out routine equipment checks. Has too many ‘near misses’ for comfort. Theatre staff comment on “slap dash” approach. Doesn’t record critical incidents.

	Initiative
	Rather passive. Tends to need pushing when things have to be done. Slower than he/she should be to take responsibility.
	Actively avoids taking up challenges and very slow in adopting responsibility as and when problems arise.

	Over-Assertiveness
	On occasions, insists on a course of action in the face of reasonable advice to the detriment of patients and/or colleagues.
	Frequently causes problems and offends patients and/or colleagues by insisting on a course of action in the face of reasoned argument.

	Under-Assertiveness
	On occasions, undertakes inappropriate procedures because of pressure from others. Known to be someone who usually “won’t argue”.
	Rarely presses his/her argument, even when he/she knows that he/she is right. Fails to be assertive when necessary even to the patient’s detriment. Unable to control any situation.

	Over-Confidence
	Occasionally takes on cases which are beyond his/her level of competence. Occasional clinical crises occur because of lack of proper planning & assessment.
	Frequently exhibits lack of care in planning and execution of tasks. Works without concern beyond his/her level of training, knowledge or experience.

	Under-Confidence
	Reluctant to extend clinical experience. Anxious when working alone on clinical cases that should be within his/her competence.
	Frequently demonstrates & transmits anxiety to theatre environment. Sufficiently stressed by work that symptoms of stress become an issue & affect performance.

	Departmental

Involvement
	Participation below the usual expected. Tends not to attend meetings unless he/she has to. Reluctant to take part in social activities related to the department.
	Rarely participates in any departmental activity. Rather isolated socially from other members of the department.

	Team Working
	Doesn’t always consider the needs of others. Tends to press ahead with his/her own plan and expects others to adapt around it.
	Careless of the needs of others. Often arrogant and thoughtless. Sufficient lack of insight that his/her behaviour frequently causes problems.

	Personal

Organisation
	Can be unprepared for the task in hand: sometimes forgets to bring essential items to meetings etc. Can be slow to implement agreed policy changes.
	Frequently poorly prepared & disorganised. Unreliable to extent that other staff are affected. Appears unaware of impact their behaviour has on working environment.

	Honesty and

Trustworthiness
	Has been found to tell lies to prevent criticism e.g. says a premed was not given when it was never actually written up; blames others for his/her own shortcomings.
	Deliberately misleads staff, patients or trainers by mis-information e.g. fills in logbook with non-existent cases; does not report serious adverse event; alters records after a problem has occurred. Fails to answer patients queries honestly (e.g. risks of a procedure).

	Enthusiasm
	Usual response to new opportunities is rather flat. Gives the appearance that work is an onerous duty rather than something to give satisfaction.
	Negative response to new opportunities. Every silver lining is surrounded by a black cloud. Never volunteers and is uncooperative in solving departmental problems.

	Record Keeping
	Occasionally fails to keep a good record or is rather economical with basic information. Always has to be asked to sign the controlled drugs book.
	A review of anaesthetic charts shows frequent poor record keeping; key basic physiological and monitoring information missing.


MULTI-SOURCE FEEDBACK

(MSF) RECORDS

Insert after this page

(Sample forms included)

ONE at the end of CT1 year

At least ONE per 5 years of training

	Guidance for Trainees:

· Well in advance of your MSF assessment, you must inform your RCoA College Tutor of the 15 individuals (“raters”) that you have identified to contribute to the assessment.

· Most raters should be supervising consultants, SpRs (or StRs beyond Year 2), experienced nursing or allied health professional (AHP) colleagues, including secretarial / administrative staff. You should choose an appropriate mix of raters amongst these professional groups.

· Before nominating an individual to contribute to your MSF, it is polite to ask their permission first.

· Each of your chosen raters will complete an MSF Form & return it to your RCoA College Tutor. You will not see these returns.

· You will however receive a Summary Form of returns from all raters, to be discussed at your appraisal.

Guidance for Lead Trainers:
· Well in advance of the trainee’s MSF assessment, you should send the trainee’s MSF Form, with the covering letter and a pre-addressed return envelope, to each of the 15 raters identified by the trainee.

· After all returns are received (by the selected close date), you should complete the Summary Form for discussion at the trainee’s appraisal.
· You must ensure anonymity of individual raters.

· If enough raters regard a trainee as giving cause for concern, you should reach with the trainee an agreed Action Plan to be achieved with appropriate help and support.


Multi-Source Feedback: 360º team assessment of behaviour (TAB)

Draft covering letter

DATE

Dear colleague

CT/StR Trainees in Anaesthesia – Multi-Source Feedback

Multi-source feedback is now a required part of the assessment process for specialist trainees in anaesthesia and I shall be grateful if you would take a few minutes to complete the attached form. The form is anonymous but I ask that you complete a limited number of personal details to enable a check that a suitable cross-section of people have been asked to comment on the named trainee’s performance.

	Please return the form to
	
	in the envelope provided, by
	(add date).


Thank you for agreeing to complete this multi-source feedback form.

Yours faithfully
	(add name)


RCoA College Tutor, NW School of Anaesthesia.
	Guidance on completing the form:

· You are one of 15 individuals (“raters”) contributing to this assessment, each of whom were selected by the trainee.

· If you are a doctor, please indicate your grade & specialty.

· Please use the free text part of this form to congratulate good behaviour and to describe any behaviour causing you concern.

· If you want to comment on attitude please provide evidence of behaviour.

· Give specific examples, if you can, of good or worrying features.

· The trainee will receive private feedback, but you will not be identified.

· If enough raters regard a trainee as giving cause for concern, the trainee will be offered help and support.


	Multi-Source Feedback: 360º team assessment of behaviour (TAB)
	
	Trainee’s name:
	

	ASSESSOR DETAILS (please indicate)
	
	Current post:
	


	Workplace:
	Ward
	
	
	HDU / ICU
	
	
	Theatre / Recovery
	
	
	Other
	


	Medical:
	Specialty:
	
	
	Consultant
	
	
	SAS Grade
	
	
	SpR 3-5 / StR 3-7
	
	
	StR 1/2
	
	
	FY 1/2
	


	Non-Medical:
	Nurse
	
	
	ODP
	
	
	Administration / Secretarial staff
	
	
	Other
	


	Behaviour and attitudes evidenced

by behaviour
	Areas of concern
	Comments

· If you cannot give an opinion due to lack of knowledge of the trainee, say so here.

· Comment on anything especially good.
· You must specifically comment on any concern about attitudes and/or behaviour, and this should reflect the trainee’s behaviour over time - not usually just a single incident.

	
	None
	Some
	Major
	

	Maintaining trust / professional relationships with patients

· Listens.

· Is polite and caring.

· Shows respect for patients’ opinions, dignity and confidentiality.

· Is unprejudiced and dresses appropriately.
	
	
	
	

	Verbal communication skills

· Gives understandable information.

· Speaks good English, at the appropriate level for patients.
	
	
	
	

	Team-working/working with colleagues

· Respects others’ roles and works constructively in the team.

· Hands over effectively and communicates well. Is unprejudiced, supportive and fair.
	
	
	
	

	Accessibility

· Is accessible.

· Takes proper responsibility.

· Only delegates appropriately.

· Does not shirk duty.

· Responds when called.

· Arranges cover for absence.
	
	
	
	


	[image: image2.jpg]



	The Royal College of Anaesthetists Multi Source Feedback

SUMMARY FORM FOR FEEDBACK TO THE TRAINEE


	Name of trainee:
	
	Trainee’s GMC number:
	


	Name of Educational Supervisor:
	


	Year of CT / SpR / StR training:
	


Form to be completed by the staff member responsible
for feedback compilation before meeting with the trainee

	Attitude and/or Behaviour
	Number of raters
	No Concern
	Some Concern
	Major Concern

	Maintaining trust / Professional relationship with patients
	
	
	
	

	Verbal communication skills
	
	
	
	

	Team-working / Working with colleagues
	
	
	
	

	Accessibility
	
	
	
	


	Summary of comments from raters:

	Future recommendations for training:


	
	Signature
	Date

	Trainee
	
	

	Educational Supervisor
	
	


After completing form, one copy for the trainee’s logbook and one for your records
	SECTION 4

PROBITY AND HEALTH


NOTES TO SUPPORT SECTION 4: PROBITY

The extract below is taken from the GMC guidance “Good Medical Practice”, pages 27 to 33.

Being Honest & Trustworthy

56.
Probity means being honest and trustworthy, and acting with integrity: this is at the heart of medical professionalism.

57.
You must make sure that your conduct at all times justifies your patients’ trust in you and the public’s trust in the profession.

58.
You must inform the GMC without delay if, anywhere in the world, you have accepted a caution, been charged with or found guilty of a criminal offence, or if another professional body has made a finding against your registration as a result of fitness to practise procedures.

59.
If you are suspended by an organisation from a medical post, or have restrictions placed on your practice you must, without delay, inform any other organisations for which you undertake medical work and any patients you see independently.

Providing and Publishing Information about Your Services

60.
If you publish information about your medical services, you must make sure the information is factual and verifiable.

61.
You must not make unjustifiable claims about the quality or outcomes of your services in any information you provide to patients. It must not offer guarantees of cures, nor exploit patients’ vulnerability or lack of medical knowledge.

62.
You must not put pressure on people to use a service, for example by arousing ill-founded fears for their future health.

Writing Reports and CVs, Giving Evidence and Signing Documents

63.
You must be honest and trustworthy when writing reports, and when completing or signing forms, reports and other documents.

64.
You must always be honest about your experience, qualifications and position, particularly when applying for posts.

65.
You must do your best to make sure that any documents you write or sign are not false or misleading. This means that you must take reasonable steps to verify the information in the documents, and that you must not deliberately leave out relevant information.

66.
If you have agreed to prepare a report, complete or sign a document or provide evidence, you must do so without unreasonable delay.

67.
If you are asked to give evidence or act as a witness in litigation or formal inquiries, you must be honest in all your spoken and written statements. You must make clear the limits of your knowledge or competence.

68.
You must co-operate fully with any formal inquiry into the treatment of a patient and with any complaints procedure that applies to your work. You must disclose to anyone entitled to ask for it any information relevant to an investigation into your own or a colleague’s conduct, performance or health. In doing so, you must follow the guidance in Confidentiality: Protecting and Providing Information.

69.
You must assist the coroner or procurator fiscal in an inquest or inquiry into a patient’s death by responding to their enquiries & by offering all relevant information. You are entitled to remain silent only when your evidence may lead to criminal proceedings being taken against you.
Research

70.
Research involving people directly or indirectly is vital in improving care & reducing uncertainty for patients now and in the future, and improving the health of the population as a whole.
71.
If you are involved in designing, organising or carrying out research, you must:

(a)
Put the protection of the participants’ interests first.

(b)
Act with honesty and integrity.

(c)
Follow the appropriate national research governance guidelines and the guidance in “Research: The Role and Responsibilities of Doctors”.

Financial and Commercial Dealings

72.
You must be honest and open in any financial arrangements with patients. In particular:

(a)
You must inform patients about your fees and charges, wherever possible before asking for their consent to treatment

(b)
You must not exploit patients' vulnerability or lack of medical knowledge when making charges for treatment or services.

(c)
You must not encourage patients to give, lend or bequeath money or gifts that will directly or indirectly benefit you.

(d)
You must not put pressure on patients or their families to make donations to other people or organisations

(e)
You must not put pressure on patients to accept private treatment

(f)
If you charge fees, you must tell patients if any part of the fee goes to another healthcare professional.

73.
You must be honest in financial and commercial dealings with employers, insurers and other organisations or individuals. In particular:

(a)
Before taking part in discussions about buying or selling goods or services, you must declare any relevant financial or commercial interest that you or your family might have in the transaction

(b)
If you manage finances, you must make sure the funds are used for the purpose for which they were intended & are kept in a separate account from your personal finances.
Conflicts of Interest

74.
You must act in your patients’ best interests when making referrals and when providing or arranging treatment or care. You must not ask for or accept any inducement, gift or hospitality which may affect or be seen to affect the way you prescribe for, treat or refer patients. You must not offer such inducements to colleagues.

75.
If you have financial or commercial interests in organisations providing healthcare or in pharmaceutical or other biomedical companies, these interests must not affect the way you prescribe for, treat or refer patients.

76.
If you have a financial or commercial interest in an organisation to which you plan to refer a patient for treatment or investigation, you must tell the patient about your interest. When treating NHS patients you must also tell the healthcare purchaser.

NOTES TO SUPPORT SECTION 4: HEALTH

The extract below is taken from the GMC guidance “Good Medical Practice”, page 34.

77.
You should be registered with a general practitioner outside your family to ensure that you have access to independent and objective medical care. You should not treat yourself.

78
You should protect your patients, your colleagues and yourself by being immunised against common serious communicable diseases where vaccines are available.

79.
If you know that you have, or think that you might have, a serious condition that you could pass on to patients, or if your judgement or performance could be affected by a condition or its treatment, you must consult a suitably qualified colleague. You must ask for and follow their advice about investigations, treatment and changes to your practice that they consider necessary. You must not rely on your own assessment of the risk you pose to patients.

Guidance

Paragraphs 77 to 79 of Good Medical Practice above set out some of the health obligations that you should consider when signing a declaration. There are other types of obligations / information that you should also consider for example your own assessment of your health and whether there are any formal or voluntary restrictions to your practice because of illness or a physical condition. This would include any conditions imposed by an employer or contractor of your services, any proceedings under the GMC’s Health Procedures or Health Committee or similar proceedings of other professional regulatory or licensing bodies within the UK or abroad.

PROCEDURE

Forms 4A & 4B below reproduce proformas which the GMC has tested extensively as part of the work to develop revalidation. The proformas are helpful tools for the collection of evidence for annual appraisal, for which it is sufficient to provide a self-declaration about how effectively you are ensuring that your personal probity and health do not affect your fitness to practice medicine. You must disclose information that relates to your probity and/or health over the whole of your current appraisal cycle.

If you are able to sign both of the declarations at the beginning of each pro forma, then you do not need to complete the rest of the proforma.

If you are unable to sign a declaration then you will need to complete the full proforma.

	FORM 4A
	
	Name of Trainee:
	


PROBITY DECLARATION
Notes:

· If you are able to sign both of the following declarations then you do not need to complete the rest of the proforma. 

· If you are not able to sign both declarations then you will need to complete the full proforma.

Professional Obligations

I accept the professional obligations placed upon me in paragraphs 56-76 of Good Medical Practice.

	Signature:
	
	
	Date
	


	Name in capitals:
	


Convictions, findings against you and disciplinary action

Since my last appraisal I have not, in the UK or outside:

· Been convicted of a criminal offence or have proceedings pending against me.

· Had any cases considered by the GMC, other professional regulatory body, or other licensing body or have any such cases pending against me.

· Had any disciplinary actions taken against me by an employer or contractor or have had any contract terminated or suspended on grounds relating to my fitness to practice.

	Signature:
	
	
	Date
	


	Name in capitals:
	


TO BE COMPLETED IF YOUR ARE UNABLE TO SIGN THE PROBITY DECLARATION

Convictions, findings against you and disciplinary action

1.
Since your last appraisal 1, have you been convicted of a criminal offence either inside or outside the UK?

	Yes
	
	
	No
	
	
	If yes, please give details:


	


2.
Do you have any criminal proceedings pending against you inside or outside the UK?

	Yes
	
	
	No
	
	
	If yes, please give details:


	


	1 If this is your first appraisal then please fill in the proforma answering the questions as they apply to you at the current time.


FORM 4A (continued)

PROBITY DECLARATION (continued)

3.
Since your last appraisal 1, have you had any cases considered, heard and concluded against you by any of the following:

(a)
The General Medical Council.

(b)
Any other professional regulatory or other professional licensing body within the UK.
(c)
A professional regulatory or other professional licensing body outside the UK.

	Yes
	
	
	No
	
	
	If yes, please give details:


	


4.
Are there any cases pending against you with any of the following organisations:

(a)
The General Medical Council.

(b)
Any other professional regulatory or other professional licensing body within the UK.
(c)
A professional regulatory or other professional licensing body outside the UK.

	Yes
	
	
	No
	
	
	If yes, please give details:


	


5.
Since your last appraisal 1, have there been any disciplinary actions taken against you by your employer or your contractor – either in the UK or outside - that have been upheld:

	Yes
	
	
	No
	
	
	If yes, please give details:


	


6.
Since your last appraisal 1, has your employment or contract ever been terminated or suspended – in the UK or abroad - on grounds relating to your fitness to practice (conduct, performance or health):

	Yes
	
	
	No
	
	
	If yes, please give details:


	


7.
All the information in this declaration is true to the best of my knowledge.

	Signature:
	
	
	Date
	


	Name in capitals:
	


	FORM 4B
	
	Name of Trainee:
	


HEALTH DECLARATION
Notes:

· If you are able to sign both of the following declarations then you do not need to complete the rest of the proforma. 

· If you are not able to sign both declarations then you will need to complete the full proforma.

Professional Obligations

The GMC’s guidance Good Medical Practice and Serious communicable diseases says that if a doctor has a serious condition which they could pass on to patients or colleagues they must have any necessary tests and act on the advice given to them by a suitably qualified colleague about necessary treatment and/or modifications to their clinical practice. Moreover, if their judgement or performance could be significantly affected by a condition or illness, they must take and follow advice from a consultant in occupational health or another suitably qualified colleague on whether, and in what ways they should modify their practice. 

I accept the professional obligations placed upon me in paragraphs 77 to 79 of Good Medical Practice and Serious communicable diseases.

	Signature:
	
	
	Date
	


	Name in capitals:
	


Regulatory and voluntary proceedings

Since my last appraisal I have not, in the UK or outside:

· Been the subject of any health proceedings by the GMC or other professional regulatory or licensing body.

· Been the subject of medical supervision or restrictions (whether voluntary or otherwise) imposed by an employer or contractor resulting from any illness of physical condition.

	Signature:
	
	
	Date
	


	Name in capitals:
	


FORM 4B (continued)

HEALTH DECLARATION (continued)

TO BE COMPLETED IF YOUR ARE UNABLE TO SIGN THE HEALTH DECLARATION

Your Own Health

The GMC acknowledges that medicine can be a demanding profession and that doctors who become ill deserve help and support. Doctors also have to recognise that illness can impair their judgement and performance and thus put patients and colleagues at risk (this is particularly so in the case of psychiatric conditions, drug and alcohol abuse). The GMC therefore encourages doctors to reflect on their own health, seek professional advice if necessary and consider whether, for health related reasons, they should modify their professional activities.

1.
Do you have any illness or physical condition that has since your last appraisal 1 resulted in your restricting or changing your professional activities?

	Yes
	
	
	No
	
	
	If yes, please give details:


	


Regulatory and voluntary proceedings

2.
Are you - or have you been since your last appraisal 1 - the subject of any proceedings under the GMC’s Health Procedures or Health Committee or similar proceedings of other professional regulatory or licensing bodies within the UK or abroad?

	Yes
	
	
	No
	
	
	If yes, please give details:


	


3.
Are you currently or since your last appraisal 1 been subject to medical supervision, voluntary or otherwise, and/or any restrictions voluntary or otherwise, imposed by your employer or contractor resulting from any illness or physical condition within the UK or abroad?

	Yes
	
	
	No
	
	
	If yes, please give details:


	


4.
All the information in this declaration is true to the best of my knowledge.

	Signature:
	
	
	Date
	


	Name in capitals:
	


	1 If this is your first appraisal then please fill in the proforma answering the questions as they apply to you at the current time.


	SECTION 5

SUMMARY OF

APPRAISAL DECISION


This section includes the signed off Summaries of your Appraisals using Form 4 and/or Form 5.
· Form 5 is optional & may be appropriate in circumstances where significant training issues are identified at appraisal.
Forms are based on and must include all of the standards laid out in Good Medical Practice and it should be agreed and signed by your Appraiser.

The Summary of Appraisal will be the basis of the evidence to be submitted to the GMC for Revalidation purposes.

	If the outcome of an appraisal cannot be agreed this must be recorded as a matter

of fact, signed by the appraiser and appraisee and filed in this Section.


Forms will be completed by your appraiser

Insert completed & agreed form(s)
after this page

(Sample Forms 4 & 5 included)

FORM 4: Summary of Appraisal Discussion (Anaesthesia)
This section includes the signed off Summary of your Appraisal. It is based on and must include all of the standards laid out in Good Medical Practice and it should be agreed and signed by your Educational Supervisor who is undertaking workplace based appraisal.

	1.
	Good medical care

· Current Training Summary: Form 2

· Log Book Summaries

· IACC / RCoA Certificate(s) of Competency

· Completed Workplace Assessments in Past Year

· Past RITA / ARCP Forms

· Audit: Project Summaries & Development Plan

· Professional Development Plan

· Out of Programme Training (OOPT) reports
	

	2.
	Maintaining good medical practice

· Learning Summary for Past Year
· Examination performance

· Record of Clinical Governance activities (non-audit)

· Copies of CRB, GMC, MDU / MPS & Hepatitis B status certificates

· Simulation Training Reports / Certificates

· Other CME: Evidence of Attendance

· Other Diplomas & Non-RCoA Certificates

· StR 5-7 Evidence of Training in Health Care Management, IT, Medical Ethics & Law
	

	3.
	Working relationships with colleagues

· Assessment(s) of Communication Skills, Attitudes & Behaviour in Past Year
· Multi-Source Feedback Records
· Reflective Notes / Practice
	

	4.
	Relations with patients

· Personal statement
· Statements from Trainers / Tutors / Consultants / Work Colleagues in Past Year
· Patient Questionnaires / Reviews
· Thank you letters
	

	5.
	Teaching and training

· Record of Teaching Activity
· StR 5-7 Evidence of Training in Teaching & Medical Education
	

	
	Research (StR 5-7)

· Record of Ongoing / Completed Research Projects
	

	6.
	Probity

· Probity Declaration: Form 4A
	

	7.
	Health

· Health Declaration: Form 4B
	


	Agreed action:


SIGN OFF

We agree that the information in Form 4 is an accurate summary of the appraisal discussion and agreed action, and of the agreed personal development plan. The trainee confirms that since the last appraisal / revalidation he/she has not, in the UK or outside:

· been convicted of a criminal offence or have proceedings pending against me.

· had any cases considered by the GMC, other professional regulatory body, or other licensing body or have any such cases pending against me.

· had any disciplinary actions taken against me by an employer or contractor or have had any contract terminated or suspended on grounds relating to my fitness to practice.

	Educational supervisor:
	
	
	Print name:
	
	
	Date:
	___ / ___ / ___


	Trainee:
	
	
	GMC No:
	


	FORM 5
	
	Name of Trainee:
	


	SUMMARY OF APPRAISAL DISCUSSION
	Date:
	


1.
Good Medical Care
	Commentary:



	Action Agreed:




2.
Maintaining Good Medical Practice
	Commentary:



	Action Agreed:




3.
Working Relationships with Colleagues
	Commentary:



	Action Agreed:




4.
Relations with Patients
	Commentary:



	Action Agreed:




5.
Teaching and Training
	Commentary:



	Action Agreed:




FORM 5 (continued)

	SUMMARY OF APPRAISAL DISCUSSION (continued)
	Date:
	


6.
Probity

	Commentary:



	Action Agreed:




7.
Health
	Commentary:



	Action Agreed:




SIGN OFF

We agree that the information in Form 5 is an accurate summary of the appraisal discussion and agreed action, and of the agreed personal development plan.

	Appraiser:
	
	
	
	
	

	
	Signed
	
	Name
	
	GMC No.


	Appraisee:
	
	
	
	
	

	
	Signed
	
	Name
	
	GMC No.


	Date:
	


	Record here the names of any third parties who contributed to the appraisal and indicate the capacity in which they did so:

	


	SECTION 6

PERSONAL DEVELOPMENT

PLAN (PDP)


In this section the appraiser and appraisee should identify key development objectives for the year ahead, which relate to the appraisee’s personal and/or professional development. This will include action identified in the summary above but may also include other development activity, for example, where this arises as part of discussions on objectives and job planning. Clearly indicate the timescale within which these objectives should be met on the template provided here.

The PDP is essential for planning the training in the next post. You should agree your PDP with your current appraiser / educational supervisor and take it with you to the next post. It is the basis for the initial meeting with your educational supervisor in the next post.

It should cover development in the areas of GMP but will also cover aspects of training such as examinations and study leave.

	If a PDP cannot be agreed this must be recorded as a matter of fact,

signed by the appraiser and appraisee and filed in this Section.


	BRIEF GUIDANCE ON DEVELOPING & USING YOUR PERSONAL DEVELOPMENT PLAN

Completing a PDP is your chance to set out what you expect to achieve during each placement, & throughout the year. You should develop your PDP with your current educational supervisor(s), and  it should be updated at regular intervals linked to formal assessment milestones and rotation between hospitals. You can use your PDP to refer back to the goals that you agreed previously with your educational supervisor(s), to check your progress against them. 

Specific Objectives: what do you need to learn?

The CCT IN ANAESTHESIA documents I – IV cover the range of core knowledge and skills appropriate to your level of training. Learning needs change as you develop through training and, as your experience grows, your PDP can be updated. Different placements offer different opportunities to gain curriculum competences. As you consider the opportunities available in each placement, you should plan how you intend to make the most of them. In collaboration with your educational supervisors, you develop your PDP to focus on areas highlighted for improvement.

Developing Your PDP

As you progress, appraisal, direct assessment & reflective practice provide different perspectives on your performance and development. It is important to be aware of what information you are using when setting your learning needs and that you are not missing important feedback that may be available to you.

Your PDP should identify what you intend to do during the year and in each placement, how you will develop your learning, and how and when you will be assessed. A key goal of the training programme is to demonstrate, through portfolio evidence, a series of assessments that show development against the curriculum & progression towards competence. Your PDP should list realistic & achievable targets mutually agreed with your educational supervisor(s).

Maintaining your PDP: Appraisal & Key Milestones

Your induction meeting at a new hospital may reveal unexpected opportunities prompting PDP revision. You should update your PDP, as a discussion document, in preparation for an appraisal or milestone assessment with your educational supervisor. Your PDP will often be modified as a result, which must be recorded in your portfolio to identify future learning needs at your current location or on rotation to a new hospital.

An up-to-date PDP will be an expectation at formal assessments.


	PERSONAL DEVELOPMENT PLAN
	NAME OF TRAINEE
	
	
	DATE
	


This should be used to inform discussion on development provided for on Form 4 and/or Form 5. It should be updated whenever there has been a change - either when a goal is achieved or modified or where a new need is identified.

	
	Date

(MM / YY)
	What Specific Development Needs do I have?

Explain the need
	How will these objectives

be addressed?

Explain how you will take action, & what resources you will need
	Date by which I plan to achieve the development goal (MM / YY)

The date agreed with your appraiser for achieving the development goal
	Outcome?

How will your practice change as a result of the development activity?
	Completed?

Agreement from your appraiser that the development need has been met

	1.
	
	
	
	
	
	

	2.
	
	
	
	
	
	

	3.
	
	
	
	
	
	

	4.
	
	
	
	
	
	


	SECTION 7

PROFESSIONAL DEVELOPMENT:

ADDITIONAL EVIDENCE


This section can be used to collate and archive any additional documentation, which supports the current Appraisal process. Examples of evidence not elsewhere included in the Portfolio include the following:

· Copies of current CRB, GMC. MDU / MPS & immunisation status Certificates

· Simulation Centre Training Reports / Certificates

· Other CME: Evidence of Attendance

· Other Diplomas & Non-RCoA Certificates

· Records of Use of Clinical Assessment Tools (DOPS, anaes-CEX, CbD)

· Out of Programme (OOPT) reports

· Relations with Patients:

· Personal statement

· Statements from Trainers / Tutors / Consultants / Work Colleagues

· Patient Questionnaires / Reviews

· Thank you letters

COPIES OF CURRENT CRB, GMC, MDU / MPS & IMMUNISATION STATUS CERTIFICATES

Insert after this page

SIMULATION CENTRE

TRAINING REPORTS

& CERTIFICATES

Insert after this page

OTHER CME: EVIDENCE OF

ATTENDANCE

Insert after this page

Include evidence of attendance at:
Tutorials










Courses










Other CME

Examples:
Certificates of Attendance




Signed ad hoc Records of Attendance




Approved Study Leave Forms

OTHER DIPLOMAS &

NON-RCoA CERTIFICATES

Insert after this page

USE OF WORKPLACE

ASSESSMENT TOOLS

(DOPS, anaes-CEX, CbD)

Insert in this section

WORKPLACE ASSESSMENT TOOLS

Following the introduction of FY training & a study of assessment techniques, the RCoA has decided that common tools and documentation should be used for workplace based assessment, unless other formats are explicitly required e.g. The Initial Assessment of Competency. The College is not prescriptive about which tools should be used for each unit of training, but will review guidance on this matter in the light of experience. The tools to be used are listed below.

Direct Observation of Procedural Skills (DOPS): frequency at least six every 6 months
Assessment takes the form of the trainee performing a specific practical procedure that is directly observed and scored by a consultant observer, using a structured form.

· Performing a DOPS assessment will slow down the procedure but the principal burden is providing an assessor at the time that a skilled trainee will be performing a practical task.

· There are numerous examples of procedures that require assessment as detailed in each unit of training.

· The assessment of each procedure should focus on the whole event, not simply for example successful insertion of a cannula, the location of epidural space or central venous access such that, in the assessor’s judgment the trainee is competent to perform the individual procedure without direct supervision.

· A generic Anaesthesia DOPS form for CT/StR use is available for download from the School website. A specimen example of this form is included below.

· Some DOPS assessments utilise specific forms which differ in format from the generic version.
Anaesthetic-Clinical Evaluation Exercise (anaes-CEX): frequency at least four every 6 months
The key learning event in anaesthetic training is the supervised operating list, where management plans are formulated, problems are discussed, techniques and procedures taught and behaviours learnt. Therefore an operating list, obstetric emergency or ICU admission is too valuable an opportunity to miss, and so should be fully exploited for occasional use in trainee assessment. The anaes-CEX is intended to evaluate the core skills that trainees employ in many clinical scenarios throughout the curriculum.

· In practice, this assessment should be undertaken at the trainee’s behest, in a routine operating list undertaken with a consultant or senior (SpR 4/5 or StR 6/7) trainee.
· The assessor will act primarily as an observer and allow the trainee to manage the major part of the list. The assessor will stimulate dialogue – not in an attempt to gauge depth of knowledge – but more to understand thought processes and management decisions made through the course of a procedure or list.

· Feedback and discussion at the end of the session is mandatory. The assessor then scores the trainee in each of the seven domains described below, using a standard form.

	
	DOMAIN
	DESCRIPTOR

	1
	Pre-operative assessment
	Appropriate questions, focuses questions and physical exam on areas of concern / relevance

	2
	Patient safety
	Consent, patient identity, machine checks, blood products, personal (gloves & masks, etc.), sidedness, sterile technique, sharps, drug labels, electrical, etc

	3
	Professionalism
	Respect, compassion, empathy, ethical, aware of own limitations

	4
	Clinical judgement
	Use of appropriate technique, sound management of anaesthesia

	5
	Communication & generic skills
	Patients, medical and non-medical staff

	6
	Organisation and efficiency
	Organisation, preparation, makes efficient use time, anticipation

	7
	Overall clinical care
	Synthesis of above, effective


· A generic anaes-CEX form for CT/StR use is available for download from the School website. A specimen example of this form is included below.

Case-based Discussion (CbD): frequency at least two every 6 months
CbD is designed to evaluate trainee clinical practice, decision-making and the interpretation and application of evidence, by reviewing their record of anaesthetic practice. Its primary purpose is to enable a conversation between trainee and assessor about the presentation and anaesthetic management of a patient.

CbD is not intended as a test of knowledge, nor as an oral or clinical examination.

· It is intended to assess the clinical decision-making process and the way in which the trainee used medical knowledge when managing a single case.

· Trainers are always evaluating the clinical practice and clinical management skills of their trainees subjectively, and this tool is a way of formalising that process.

CbD is useful throughout training and especially as a basis for discussion of complications that may have occurred where the trainee was not directly supervised by a consultant. Another example is for discussion of rare events that may not have occurred during the trainee’s attachment such as eclampsia in obstetric anaesthesia, air embolism in neurosurgical or cardiac anaesthesia, total spinal block in regional anaesthesia, epiglottitis in paediatric anaesthesia.

Such discussions may also incorporate an assessment of the adequacy of a trainee’s record keeping, although this in not the primary purpose of CbD.

In practical terms:, the trainee will arrange a CbD with an assessor (Consultant or senior trainee) and bring along a selection of three anaesthetic records from cases in which he/she has recently been solely involved. The assessor selects one and then engages the trainee in a discussion around the pre-operative assessment of the patient, the choices and reasons for selection of techniques and the management decisions with to respect pre-, intra- and post-operative management. The assessor then scores the trainee in each of the seven domains described below, using a standard form.

	
	DOMAIN
	DESCRIPTOR

	1
	Anaesthesia record keeping
	Complete, signed, legible, dated, appropriate

	2
	Pre-operative assessment & review of investigations
	Implication for anaesthetic management

	3
	Choice of anaesthetic technique
	Reasoning, alternatives, risks and benefits

	4
	Anaesthetic management
	Intra-op management decisions, incidents

	5
	Post-op care
	Analgesia, fluids, post-op instructions - alternatives

	6
	Professionalism
	Self evident

	7
	Overall clinical care
	Self evident


It may be appropriate only to score 3 or 4 domains at a single event, and it should be emphasised that the purpose of the tool is to understand the decision processes and thinking of the trainee.

· CbD is the trainee’s chance to have somebody pay close attention to an aspect of their clinical thinking and to provide feedback.

· Feedback and discussion is mandatory.

· A generic Anaesthesia CbD form for CT/StR use is available for download from the School website. A specimen example of this form is included below.

Trainee Self Evaluation

It may be helpful to ask the trainee to complete an evaluation form before any assessment, in order to gauge insight. The form would be identical to that used by the assessor. This may also be usefully done at the beginning & end of a module to see how the trainee’s evaluation of his / her own ability evolves.

Direct Observation of Procedural Skills (DOPS): Anaesthesia

	
	
	

	Please complete the questions using a cross:
	X
	Please use black ink and CAPITAL LETTERS

	
	
	


	Trainee’s

Surname:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Trainee’s

Forename:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	GMC Number:
	
	
	
	
	
	
	
	
	
	GMC NUMBER MUST BE COMPLETED


	Clinical setting:
	Theatre
	ICU
	A&E
	Delivery suite
	Pain Clinic
	Other


	
	
	
	
	
	
	
	
	
	
	
	


	Procedure:
	


	Case Category:
	Elective
	Scheduled
	Urgent
	Emergency
	Other
	ASA Class:
	1
	2
	3
	4
	5


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Assessor’s Position:
	Consultant
	SASG
	SpR
	Nurse
	Other


	
	
	
	
	
	
	
	
	
	


	Number of previous DOPS observed by

assessor with any trainee:
	0
	
	1
	
	2
	
	3
	
	4
	
	5-9
	
	>9

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Number of times procedure

performed by trainee:
	0
	
	1-4
	
	5-9
	
	>10

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	Please grade the following areas using the scale below:
	Below

Expectations
	Borderline
	Meets

Expectations
	Above

Expectations
	U/C*

	
	
	1
	2
	3
	4
	5
	6
	

	1
	Demonstrates understanding of indications, relevant anatomy, technique of procedure
	
	
	
	
	
	
	

	2
	Obtains informed consent, explains risks & side-effects
	
	
	
	
	
	
	

	3
	Demonstrates appropriate pre-procedure preparation
	
	
	
	
	
	
	

	4
	Demonstrates situation awareness
	
	
	
	
	
	
	

	5
	Aseptic technique
	
	
	
	
	
	
	

	6
	Technical ability
	
	
	
	
	
	
	

	7
	Seeks help where appropriate
	
	
	
	
	
	
	

	8
	Post-procedure management
	
	
	
	
	
	
	

	9
	Communication skills
	
	
	
	
	
	
	

	10
	Consideration for patient
	
	
	
	
	
	
	

	11
	Overall performance
	
	
	
	
	
	
	


*U/C: Please mark this if you have not observed the behaviour and therefore feel unable to comment.
Please use this space to record areas of strength or any suggestions for development.

	


	Trainee satisfaction with DOPS
	1
	
	2
	
	3
	
	4
	
	5
	
	6
	
	7
	
	8
	
	9
	
	10
	
	
	1 = Not at all, 10 = Highly


	Assessor satisfaction with DOPS
	1
	
	2
	
	3
	
	4
	
	5
	
	6
	
	7
	
	8
	
	9
	
	10
	
	
	1 = Not at all, 10 = Highly


	What training have you had in the use of this assessment tool?
	Face-to-Face
	
	Have read guidelines
	
	Web / CD ROM
	


	Assessor’s signature:


	
	Date (mm / yy):
	
	Time taken for observation (min)
	
	

	
	
	M
	M
	
	Y
	Y
	
	
	
	

	
	
	
	
	/
	
	
	
	Time taken for feedback (min)
	
	


	Assessor’s name:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Assessor’s GMC number:
	
	
	
	
	
	
	
	Acknowledgement: Adapted with permission from the American Board of Internal Medicine.


Anaesthetic-Clinical Evaluation Exercise (anaes-CEX)

	
	
	

	Please complete the questions using a cross:
	X
	Please use black ink and CAPITAL LETTERS

	
	
	


	Trainee’s
Surname:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Trainee’s

Forename:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	GMC Number:
	
	
	
	
	
	
	
	
	
	GMC NUMBER MUST BE COMPLETED


	Clinical setting:
	Theatre
	ICU
	A&E
	Delivery suite
	Pain Clinic
	Other


	
	
	
	
	
	
	
	
	
	
	
	


	Case Category:
	Elective
	Scheduled
	Urgent
	Emergency
	Other
	ASA Class:
	1
	2
	3
	4
	5


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Case:
	


	Focus of clinical

encounter:
	History
	
	Diagnosis
	
	Management
	
	Explanation

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Assessor’s Position:
	Consultant
	SASG
	SpR
	Nurse
	Other


	
	
	
	
	
	
	
	
	
	


	Number of previous anaes-CEX observed

by assessor with any trainee:
	0
	
	1
	
	2
	
	3
	
	4
	
	5-9
	
	>9

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	Please grade the following areas using the scale below:
	Below

Expectations
	Borderline
	Meets

Expectations
	Above

Expectations
	U/C*

	
	
	1
	2
	3
	4
	5
	6
	

	1
	Pre-operative assessment
	
	
	
	
	
	
	

	2
	Patient safety
	
	
	
	
	
	
	

	3
	Professionalism
	
	
	
	
	
	
	

	4
	Clinical judgement
	
	
	
	
	
	
	

	5
	Communication and generic skills
	
	
	
	
	
	
	

	6
	Organisation and efficiency
	
	
	
	
	
	
	

	7
	Overall clinical care
	
	
	
	
	
	
	


*U/C: Please mark this if you have not observed the behaviour and therefore feel unable to comment.

	Evidence of good practice?
	Suggestions for development



	Agreed action:




	Trainee satisfaction with aCEX
	1
	
	2
	
	3
	
	4
	
	5
	
	6
	
	7
	
	8
	
	9
	
	10
	
	
	1 = Not at all, 10 = Highly


	Assessor satisfaction with aCEX
	1
	
	2
	
	3
	
	4
	
	5
	
	6
	
	7
	
	8
	
	9
	
	10
	
	
	1 = Not at all, 10 = Highly


	What training have you had in the use of this assessment tool?
	Face-to-Face
	
	Have read guidelines
	
	Web / CD ROM
	


	Assessor’s signature:
	
	Date (mm / yy):
	
	Time taken for observation (min)
	
	

	
	
	M
	M
	
	Y
	Y
	
	
	
	

	
	
	
	
	/
	
	
	
	Time taken for feedback (min)
	
	


	Assessor’s name:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Assessor’s GMC number:
	
	
	
	
	
	
	
	Acknowledgement: Adapted with permission from the American Board of Internal Medicine.


Case-based Discussion (CbD): Anaesthesia

	
	
	

	Please complete the questions using a cross:
	X
	Please use black ink and CAPITAL LETTERS

	
	
	


	Trainee’s
Surname:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Trainee’s

Forename:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	GMC Number:
	
	
	
	
	
	
	
	
	
	GMC NUMBER MUST BE COMPLETED


	Clinical setting:
	Theatre
	ICU
	A&E
	Delivery suite
	Pain Clinic
	Other


	
	
	
	
	
	
	
	
	
	
	
	


	Case Category:
	Elective
	Scheduled
	Urgent
	Emergency
	Other
	ASA Class:
	1
	2
	3
	4
	5


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Cases:
	


	Assessor’s Position:
	Consultant
	SASG
	SpR
	Nurse
	Other


	
	
	
	
	
	
	
	
	
	


	Number of previous CbD observed

by assessor with any trainee:
	0
	
	1
	
	2
	
	3
	
	4
	
	5-9
	
	>9

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	Please grade the following areas using the scale below:
	Below

Expectations
	Borderline
	Meets

Expectations
	Above

Expectations
	U/C*

	
	
	1
	2
	3
	4
	5
	6
	

	1
	Anaesthesia record keeping
	
	
	
	
	
	
	

	2
	Pre-operative assessment and review of investigations
	
	
	
	
	
	
	

	3
	Choice of anaesthetic technique
	
	
	
	
	
	
	

	4
	Anaesthetic management
	
	
	
	
	
	
	

	5
	Post-operative care
	
	
	
	
	
	
	

	6
	Professionalism
	
	
	
	
	
	
	

	7
	Overall clinical care
	
	
	
	
	
	
	


*U/C: Please mark this if you have not observed the behaviour and therefore feel unable to comment.
	Evidence of good practice?
	Suggestions for development

	Agreed action:


	Trainee satisfaction with CbD
	1
	
	2
	
	3
	
	4
	
	5
	
	6
	
	7
	
	8
	
	9
	
	10
	
	
	1 = Not at all, 10 = Highly


	Assessor satisfaction with CbD
	1
	
	2
	
	3
	
	4
	
	5
	
	6
	
	7
	
	8
	
	9
	
	10
	
	
	1 = Not at all, 10 = Highly


	What training have you had in the use of this assessment tool?
	Face-to-Face
	
	Have read guidelines
	
	Web / CD ROM
	


	Assessor’s signature:
	
	Date (mm / yy):
	
	Time taken for observation (min)
	
	

	
	
	M
	M
	
	Y
	Y
	
	
	
	

	
	
	
	
	/
	
	
	
	Time taken for feedback (min)
	
	


	Assessor’s name:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Assessor’s GMC number:
	
	
	
	
	
	
	
	Acknowledgement: Adapted with permission from the American Board of Internal Medicine.


	YEAR 1: SUMMARY OF WORKPLACE ASSESSMENT TOOL USE
	Name:
	


	
	DATE
	DOPS ASSESSMENT CT1 (each describing one DOPS Form in Portfolio)

At least six every 6 months

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	9.
	
	

	10.
	
	

	11.
	
	

	12.
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	
	DATE
	anaes-CEX ASSESSMENT CT1 (each describing one aCEX Form in Portfolio)

At least four every 6 months

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	
	DATE
	CbD ASSESSMENT CT1 (each describing one CbD Form in Portfolio)

At least two every 6 months

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	
	
	

	
	
	

	
	
	

	
	
	


File your Year 1 records after this page

	YEAR 2: SUMMARY OF WORKPLACE ASSESSMENT TOOL USE
	Name:
	


	
	DATE
	DOPS ASSESSMENT CT2 / StR2 (each describing one DOPS Form in Portfolio)

At least six every 6 months

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	9.
	
	

	10.
	
	

	11.
	
	

	12.
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	
	DATE
	anaes-CEX ASSESSMENT CT2 / StR2 (each describing one aCEX Form in Portfolio)

At least four every 6 months

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	
	DATE
	CbD ASSESSMENT CT2 / StR2 (each describing one CbD Form in Portfolio)

At least two every 6 months

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	
	
	

	
	
	

	
	
	

	
	
	


File your Year 2 records after this page

	YEAR 3: SUMMARY OF WORKPLACE ASSESSMENT TOOL USE
	Name:
	


	
	DATE
	DOPS ASSESSMENT CT3 / StR2+ (each describing one DOPS Form in Portfolio)

At least six every 6 months

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	9.
	
	

	10.
	
	

	11.
	
	

	12.
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	
	DATE
	anaes-CEX ASSESSMENT CT3 / StR2+ (each describing one aCEX Form in Portfolio)

At least four every 6 months

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	
	DATE
	CbD ASSESSMENT CT3 / StR2+ (each describing one CbD Form in Portfolio)

At least two every 6 months

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	
	
	

	
	
	

	
	
	

	
	
	


File your Year 3 records after this page

OUT OF PROGRAMME

(OOPT) REPORTS

Insert after this page

RELATIONS WITH

PATIENTS

Insert after this page

You may include:

· Personal statement

· Statements from Trainers / Tutors / Consultants / Work Colleagues

· Patient Questionnaires / Reviews

· ONE in Year 1, then every three years
· Thank you letters

ANY OTHER

EVIDENCE

Insert after this page

	SECTION 8

REFLECTIVE NOTES


This is the most personal section of your portfolio. You should take the time to make some brief notes about your progress, learning, training, assessment, appraisal, trainers etc. In fact this section can include personal views on any aspects of your learning and development.

You may choose to keep this section separately or you may wish to share it with friends, colleagues or trainers.

	BRIEF GUIDANCE ON DEVELOPING & USING YOUR REFLECTIVE PRACTICE DOCUMENTATION

Learning From Experience: good reflective practice is a core part of any learning programme & is one of the core competences set out in the Foundation Learning curriculum.

Being able to identify your challenges & discuss them with your educational supervisor will help you define future learning opportunities and apply what you’re learning in the work environment. Reflective practice will record many of your most challenging or personal experiences.

There are three parts to this section:

FORM 8: REFLECTIVE NOTES

· Forms to be completed by the trainee; at least one per year.

REFLECTIVE PRACTICE RECORD

· This is designed to encourage you to think about your specific experiences in the work place in a structured way, capturing the elements most pertinent to learning and development.

· Forms to be completed by the trainee; at least 3 per 6 month period.

SELF-APPRAISAL OF TRAINING

· This template is designed to encourage you to think about what you learned in your last placement, how it differed from your expectations, and if it has affected your thoughts on career direction.

· One form to be completed by the trainee toward the end of each hospital placement.

Be mindful of the confidential nature of what you may be writing and who may have access to it if left unattended in a busy environment.


	FORM 8
	
	Name of Trainee:
	


	REFLECTIVE NOTES
	Date:
	


Suggested headings:
	How well do you think you are doing?

	


	What could you have done better?

	


	What can you do better in the future?

	


	What additional help and support do you require / from whom?

	


REFLECTIVE PRACTICE RECORD FORMS

Insert after this page

At least 3 per 6 month period

(Sample form included)

REFLECTIVE PRACTICE RECORD FORM

	NAME OF TRAINEE
	
	
	DATE
	


	PLACEMENT
	
	FROM:
	
	TO:
	


You can use this template to record* a variety of situations, including for example educational, clinical, ethical, legal or personal situations. Try to put time aside each day to reflect on the day’s learning opportunities and identify any further learning needs.

	1.
Describe interesting, uncomfortable or difficult experiences. Try to record positive & not so positive elements. What made the experience memorable?

	

	2.
How did it affect you?

	

	3.
How did it affect the patient?

	

	4.
How did it affect the team?

	

	5.
What did you learn from the experience, and what (if anything) would you do differently next time?

	


* Use STAR (Situation, Task, Action, Result)

SELF-APPRAISAL OF

LEARNING RECORD FORMS

Insert after this page

ONE per hospital placement in last year

(Sample form included)

SELF-APPRAISAL OF LEARNING RECORD FORM

	NAME OF TRAINEE
	
	
	DATE
	


	PLACEMENT
	
	FROM:
	
	TO:
	


This template is designed to encourage you to think about and record* what you learned in your last hospital placement.

	1.
What did you find most valuable in learning experiences and how did they match your needs? What areas did you find the most difficult?

	

	2.
What feedback did you get from your supervisors to help you meet your objectives?

	

	3.
Has your placement differed from your expectations?

Has it changed your ideas or thoughts on a career direction? If so, how?

	

	4.
In light of your experiences, how will you adapt your Personal Development Plan (PDP)?

	

	5.
What study / formal education activity did you undertake?

What were some of the key things that you got from the training?

	


* Use STAR (Situation, Task, Action, Result)

HOSPITAL PLACEMENT EVALUATION FORM (CT/StR 1/2 ONLY)
	NAME (OPTIONAL)
	
	
	DATE
	


	PLACEMENT
	
	FROM:
	
	TO:
	


You are encouraged to evaluate each of your hospital placements in respect of the areas outlined below. Without constructive feedback, either praise or criticism, it’s difficult to evidence a need to improve training in some hospitals & congratulate trainers in others.

Your feedback is treated in strictest confidence. You will not be identifiable when feedback is cascaded to individual hospitals. You are encouraged to include free comment on the back of this form, if you wish.

PLEASE TICK, RING or DELETE as appropriate

	Did you meet with your Tutor / Clinical Supervisor to discuss your training at the start of the placement?
	YES
	NO
	

	Did you meet the objectives set at the start of your attachment? 
	YES
	NO
	

	Appraisal – Did you participate in an appraisal session at least every 6 months, during your attachment?
	YES
	NO
	

	Tutorials – Any difficulty getting time to attend?
	YES
	NO
	

	Study Leave – Were there any difficulties in obtaining time or funding for appropriate courses?
	YES
	NO
	

	Audit - Did you participate in audit activities?
	YES
	NO
	

	Supervised Sessions - in relation to your training needs
	Frequent
	Minimum needed (average 3 / wk)
	< 3 per week

i.e. mainly solo

	Consultant present majority of time,

i.e. good training gained
	YES
	NO
	

	Consultant present only fleetingly,

i.e. poor training opportunity
	YES
	NO
	

	Solo Sessions - in relation to your training needs
	Adequate in number & difficulty
	Occasionally inappropriate
	Inappropriate in type or number

	How would you rate the clinical teaching in your department?
	Excellent
	Patchy
	Poor

	Out of Hours Cover
	Senior support readily available
	Support can be obtained but little teaching
	Senior support is difficult to get

	General facilities
	Excellent
	Adequate
	Poor

	Library / Study facilities
	Excellent
	Adequate
	Poor


Please return forms to your CT/StR 1/2 School Programme Director:

	Central School:
	Dr Nick Smith, Bolton

	South School:
	Dr Chris Tolhurst-Cleaver, Wythenshawe

	Lancashire School:
	Dr Rod Emmott, East Lancashire


	ARCHIVE STACK

YEAR 1


Documentation used to support a previous appraisal and review may be stored here.

	ARCHIVE STACK

YEAR 2


Documentation used to support a previous appraisal and review may be stored here.
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