OXFORD DEANERY TRAINER APPLICATION 
OXVT3 (June 2007)

	Date of Application
	14 October 2008
	TYPE    *RENEWAL

*delete as appropriate


	NAME
	Peter von Eichstorff

	Date of Birth
	

	GMC Number
	3284157

	Qualifications
	MA (Hons) MB ChB MRCGP DGM


	Practice Address
	Bartlemas Surgery
East Oxford Health Centre
1 Manzil Way

Oxford, OX4 1XD



	Telephone
	01865 263120

	Fax
	01865 200421

	Email
	


	How many years have you been a GP principal?
	12

	Do you hold MRCGP? 
	Yes

	Have you passed Summative Assessment? (if applicable)
	

	Do you have a Certificate of Medical Education?
	No


	Primary Care Trust
	Oxfordshire


	Doctors Working in the Practice



	Name


	Age


	Qualifications


	Status

e.g. Partner / Non-Prin
	F/T 

equiv
	Trainer



	Gina Robson

Tom Nicholson-Lailey

Kathryn Ward

Peter von Eichstorff

Tony Fleischman

Sheena Sharma


	63
49

49
48

43

29
	
	P

P

P

P

P

P


	3 / 10

Full

Full

Full

Full

5 / 10


	Y

Y

Applying

2009




	Names of Doctors in Training 

	Status

GPR, PRHO, Retainer

	Ellie Holloway 

Dr Liliya Bakiyeva 

Dr Helen Armstrong
Dr Alex Blacklock

	GP Retainer 

ST2
FY2

ST3


Do you need approval to have more than one learner in the practice at the same time? YES/

	List of Key Staff 


	Job Title

	Maggie Perrin

Marie Molloy

Ali Shlugman

Amanda Buckett 

Heather Paterson
Sharon Trown
Alison Stubbs
Julia Hutton
Christine Williams

Rita Foster
Teresa Smith

Margaret Staff

Bernadette Bisson

Debbie James
Patricia Glynn

Nina Billen

Rachel Tune

Lindsey Pipkin

Gilly O’Mara

Jayne Harrison

Naomi Douglas

Donna Dover-Griffen

	Practice Manager

Patient Services Manager/Secretary

Practice Nurse

Practice Nurse

Healthcare Assistant
Community Healthcare Assistant
Notes Summariser
Secretary
Receptionist/Admin Assistant

Receptionist/Admin Assistant
Receptionist/Admin Assistant

Receptionist/Admin Assistant

Receptionist/Admin Assistant

Scanning Clerk
District Nurse

District Nurse

District Nurse

District Nurse

Health Visitor

Health Visitor

Health Visitor

Nursery Nurse


	Practice Description 

Practice size, demography, location, and character of practice. Brief summary of recent practice history and strategic direction.



	List size  8400
Urban setting with very varied population in terms of social class and ethnicity. 30% from minority ethnic groups –predominantly South Asian (mostly from Pakistan but also from India and Bangladesh), but also approximately 10% African-Caribbean patients, and substantial numbers from Africa, Eastern Europe, and elsewhere.

We have the highest prevalence of Diabetes in Oxford with      Type 2 Diabetics.

Just over a year ago we moved back to our original site in East Oxford, after 2 years in temporary accommodation, and we are enjoying working in the spacious new East Oxford Health Centre, which also houses another Training Practice, Jenners’ Pharmacy, Physiotherapy, Podiatry, Dentistry, Community nursing Offices, OXEMS Out-of-Hours care, and much more besides. We are fortunate that we have been able to retain our own Practice identity and coherence within the new building, which was part of the first phase of Oxford LIFT.
The practice list size has grown by 600 (nearly 8% increase) in the first 15 months in the new Health Centre.
The other major development in the past year has been the retirement of Tarrant Stein after 37 years in the Practice, whom we have replaced with two new Partners – Tony Fleischman, and Sheena Sharma – both of whom have great enthusiasm for teaching and training.

Tony completed a New Trainers’ Course in London last year, and is now applying for approval as a trainer . Sheena has been involved in nMRCGP teaching , and is doing the Oxford New Trainers’ Course this year. They have both been actively involved in working with our current registrar and FY2 doctors, as has Kathryn Ward, who has had considerable experience of medical student teaching in the past.

We have had two learners in the Practice since August 2007 – ST3 Maria Seniorou (Trainer Peter von Eichstorff), and we have had FY2 doctors for the first time (Trainer Tom Nicholson-Lailey)

We have been discussing possibilities for joint working with the other 2 practices on Manzil Way –Richard Stevens and Partners(also in the new Health Centre), and St Bartholomews Medical Centre.

We have participated in a project looking at the ethnic profile of the Type 2 Diabetes patients in our 3 Practices, aimed at identifying particular needs and available community resources.

We are all Training Practices, and we hope to do some joint teaching sessions involving all 3 Practices.

We have made an innovative appointment for Case Management, and 50 of our patients have had Case management visits (only 450 patients on CM registers for the whole of Oxfordshire.)
We have developed the Practice website and now offer online appointment bookings, and repeat prescriptions.

We have installed a flat screen TV in the waiting-room for health education and updates on services offered by the Practice.

A member of the Citizens Advice Bureau is available at the Practice on Monday afternoons to provide advice for patients.




	Practice outside commitments



	We do employment medicals for Oxfam



	Trainers outside commitments



	Clinical lead for Oxford City Practice Based Commissioning Consortium for the last 2 years. For the last few months I have shared this role. This involves approximately 5 hours per week although the workload is variable.
National LIFT champion employed by Community Health Partnerships which works with the Department of Health on the LIFT building programme. This requires 4-8 days per year. I am also the local LIFT champion and have been involved in co-ordinating and liaising with clinicians and the PCT during the building of Blackbird Leys and East Oxford Health Centres.

Appraisals for the last 2 years. Normally 12 per annum but last year was 24 due to a shortage of appraisers.


	Recommendations from last Practice visit and Action taken



	Systematic recording of audits and significant events. Action: All events are minuted and circulated to clinical team. Copies are now stored on central server prior to uploading to intranet.
Minutes are reviewed prior to each meeting to deal with matters arising.

Development of intranet. Action: Practice intranet devised and lapsed and being resuscitated.

Summaries should not depend on doctors. Action: Notes summarized by trained staff.

Trainer to consider computer log rather than written log. Action: Achieved via eportfolio..see sample entries and reflection. Also aided by tools eg rating scales and use of ‘Google desktop search’ to aid filing and retrieval.

Take experienced trainers’ course. Action: Course attended May 2007



A.
The Trainer as Doctor
	1. Professional Values


	Evidence 

E.g. Appraisal folder - Form 4, Personal Development Plan, Patient Feedback, Significant Event Analysis, 360 degree feedback, Continuity of care provisions


	Self Assessment against Criteria



	Visitors’ Assessment




	2. Revalidation


	Evidence

E.g. Revalidation certificate, Appraisal folder



	Self Assessment against Criteria

My first appraisal was not a great success so I decided to train as an appraiser to see what was required and improve. Consequently I am aware of the potential criteria for revalidation and what constitutes a good appraisal. I have done 360 appraisal in the past, attended a significant amount of continuing professional development including a whole day GP update. I have attended significant event meetings and personally conducted various audits. I have provided evidence of personal referral data. There have been no complaints in the last 3 years and no health or probity issues. I supply a copy of my appraisal folder for information.


	Visitors’ Assessment




	3. Continuing Education


	Evidence 

E.g. List of CME undertaken in last 2 years, Personal Development Plan including Educational Developmental plan, 360 degree feedback forms, PUNS and DENS



	Self Assessment against Criteria

Having attended a meeting with Paul Glasziou on evidence based learning, I realize that, like many people, I learn based when there is an immediate need and instant access to resources. I try to document this activity by keeping an internet log and Mentor log – this builds into a list of PUNS and DENS. I have done 360 on 2 occasions but it is probably time to do it again. It would be helpful if there was a free central tool to use. Copies of my appraisal folder will be available. 


	Visitors’ Assessment




B.
The Practice: General principles of good practice

	1. GMS Quality Outcomes Framework


	Evidence

E.g. QOF score, strengths and areas for improvements, plans for future development


	Self Assessment against Criteria

We do extremely well on QOF due to every day high quality care which covers much of the framework anyway, This is then helped by coordinated recalls and methodical follow up and exception reporting. We were visited by the PCT for our QOF. It seems we were using the codes ‘patient unsuitable’ instead of ‘informed dissent’ in some instances.
We need to improve on our diagnosis eg of COPD and heart failure – we are now using codes ‘suspected copd/hf/asthma’ so that we can recall patients for diagnosis. We also need to discuss blood pressure control in patients with CKD and treat where patients agree. 

With a new nurse and 2 new partners we are reviewing our protcols eg asthma and copd.



	Visitors’ Assessment




	2. Performance Review, Quality Control and Evidence Based Decision Making


	Evidence

E.g. Practice audits showing resulting changes, Significant Event meetings, Patient feedback audits

Complaints procedure and audit of complaints

PACT information, Practice prescribing audits
Practice development plan



	Self Assessment against Criteria

Audits conducted by me in last 12 months:
Use of statins in diabetes. Outcome: diabetics are still missing out. All now coded as high risk cvd.

Appointment duration. Outcome: some substantial improvements.

Erecord refusals. Outcome: continue to rise.

Referrals. Outcome 1) feedback on hi/low comparative 2) 90 pts, quality review. Effect of learners.

No personal complaints.

Access now to personal ePACT = ePIFP..antibiotics reviewed. No surprises. Use of Abs in UTI – FY2 project and protocol. Practice hits all PBC local incentive scheme targets

Practice questionnaire is available. Huge percentage increase in some areas including waiting times, telephones and especially the building. These were presented at a recent away day.



	Visitors’ Assessment




	3. Medical Records


	Evidence

E.g. Practice audit of records, Visitors’ audit of records

Notes summarisation protocol, Registration procedures/protocol, Protocol for IOS claims
Medical Record system, Practice IT strategy


	Self Assessment against Criteria 

Last visit recommended summarising by staff non doctors. This has been achieved. Our notes audit showed 93% complete out of 100 records. We satisfy all QOF targets for speed an percent summarised.


	Visitors’ Assessment



	Percentage Notes summarized


	93%


C.
The Teacher

	1. Previous Experience


	Evidence

E.g. Years of experience in general practice, Years as trainer

Sessions in practice, Arrangements for cover



	Self Assessment against Criteria

Qualified as GP 17 years ago
Principal for 12 years

Trainer for 7 years

Normally 8 sessions in practice, drops to 7 if learner in post. Comprehensive cross cover from new trainers, trainers in training, colleagues and rest of team.



	Visitors’ Assessment




	2. Preparation for Teaching


	Evidence

E.g. Attendance at trainers course or Equivalent Experience, Higher qualification in Medical Education, 

Attendance at local training group



	Self Assessment against Criteria

I attended the Oxford Deanery trainers’ course in 2001. I attend the local trainers group and went on the experienced trainers’ course May 2007. I have also attended Deanery Study days and other sessions on nMRCGP.


	Visitors’ Assessment




	3. Continuing Commitment to Teaching


	Evidence

E.g. Attendance teachers courses last 3 years, PDP – development as teacher, Reading for teaching skills development, Course organisers report, Mentoring/Co-mentoring



	Self Assessment against Criteria

Experienced trainers’ course May 2007
Registrar selection training 14/12/06 and 27/2/08 with 3 days 27-29th March 2007 and 3 days 4th-6th March spent at selection centre
I have assisted with all the learners in the practice and this extends to medical students and work experience students as well as our formal learners.



	Visitors’ Assessment




	4. Contribution to the Local Scheme/Departmental teaching and Deanery/University


	Evidence: Records of

E.g. Attendance trainers group, Contributions day release course, Mid-term assessment of SHOs + GPRs

Training practice assessments, Involvement selection process, Course Organisers report



	Self Assessment against Criteria

I led a mid-term assessment in 2007 in Didcot

I assisted with a practice visit on 7th February 2006 Kintbury

I offered to do a departmental teaching session on PBC and have offered to be involved in prescribing in the past.



	Visitors’ Assessment




	5. Relationships


	Evidence

E.g. OXVT7 report, Registrar interview, 360 degree feedback, Appraisal



	Self Assessment against Criteria

Feedback has been positive and I try to give learners as positive an experience during their attachment as I had during my training. I try to assess their needs, treat them as equals and try to expose them to everything we do in practice as quickly as possible before laziness sets in, while still protecting from extremes of intensity or volume of paperwork and providing a safety net.  We try to make learners feel a valued member of the team and address any problems early with appropriate support.


	Visitors’ Assessment




	6. Assessment and Curriculum Planning


	Evidence

E.g. Methods and records of assessments, Curriculum plans, Induction programme, Registrars and Trainers Logs, Mid-term assessment arrangements, Trainer overall aims



	Self Assessment against Criteria

Prior to arrival I try to make email contact to extend a welcome and outline initial plans and request a copy of their CV. I try to have a long interview with each learner as early as possible (Modified Kiddy Ring model). Our introduction is typically over 1-2 weeks with all the usual attachments. I try to get the learner doing their own 30minute consultations by the end of the first week and bolster this with joint surgeries which seem more useful than observation alone.
Curriculum planning is easier in some ways with eportfolio as gaps become apparent. I still use Northumberland rating scales.

Eportfolio has superseded the log to some extent, but I still keep paper notes from tutorials. I also have the sheets used from marking COTs and CBDs.



	Visitors’ Assessment




	7. Teaching Records


	Evidence

E.g. Trainers and Registrars logs, Tutorial reviews, Reflection sheets, Practice feedback



	Self Assessment against Criteria

I keep all notes from tutorials as evidence it took place. I encourage learners to write them up on eportfolio..it is evident from feed back that each tutorial should probably appear on eportfolio.
I do reflect on the registrar’s portfolio, but still need to do more of my own reflection I will aim to do at least 1 SRT in my next appraisal. I did keep a log at the experienced trainers’ course.



	Visitors’ Assessment




	8. Methods


	Evidence

E.g. Video tutorial, Involvement of partners and practice team, Joint Surgeries, Use of Books and Journals and IT and EBM, Registrar PDP



	Self Assessment against Criteria

There is excellent practice involvement in sharing the teaching. Joint surgeries seem particularly useful early on and enable COTs and DOPs to be done at the same time. We still use video which is again useful for DOPs. The amount of teaching on video has gone down. This may change as we get more familiar with nMRCGP


	Visitors’ Assessment




D. 
The Registrar Experience
	1. Practice Responsibilities


	Evidence

E.g. OXVT7 Registrar report, Partners’ interview, Involvement of Registrar in practice activities,

Attendance registrar practice meetings, involvement registrar practice management, 

In-house learning programme


	Self Assessment against Criteria

So far we have had good reports. Registrar’s could be more involved in practice activities but usually this is limited by personal domestic arrangements eg commuting to Ireland, or working part time and not being in on the day of PHCT meetings (though we have worked around these problems with the obvious solutions)


	Visitors’ Assessment




	2. Practice Premises, Equipment and Reference facilities


	Evidence

E.g. Registrar’s room, Video equipment, IT facilities, Library catalogue



	Self Assessment against Criteria

Fantastic bespoke premises are greatly appreciated by patients and staff – yet to have learner feedback. Excellent IT. Modern phone system + headsets. Touch screen check in. Website with online booking, prescriptions and registration. Text messaging appointment reminders and recalls. Library catalogued using bar code scanner.


	Visitors’ Assessment




	3. Induction Programme


	Evidence

E.g. Induction process and timetable



	Self Assessment against Criteria

As described above. No surprises. Samples available. There is a considerable extra workload having learners attached for only 4 months in terms of getting to know reception, sitting in, attaching to the community nurses and in administrative terms. It is easy to forget: contracts/email address/EMIS login/ all the different learner schedules for joint surgeries and all the associated supervisor changes that are needed. Certainly with a new registrar/F2 and visiting registrar all arriving within 7 days we were a bit pressured.


	Visitors’ Assessment




	4. Protected Time for Teaching and Learning


	Evidence

E.g. Training timetable, protected time for trainer   


	Self Assessment against Criteria

Trainer is given half day per week. Allowance for mid term assessments, practice visits, deanery days and registrar selection, trainer courses, needs to be formalized. We are also in the early stages of integrating our teaching across the site. For example we have circulated St Bartholomews and Dr Stevens with our tutorial topics and learners have been able to attend sessions arranged by other practieces.


	Visitors’ Assessment




	5. Workload and Arrangements for seeing patients


	Evidence 

E.g. Registrar workload, Registrar patient profile, Clinical supervision arrangements 

Arrangements for specific experience



	Self Assessment against Criteria

Learners start with 30 minute appointments and usually reduce to 20 minutes within the first month, then to 25 minutes within 3 months and 10 minutes by 6 months. Extras and on-call are added when able, along with paper work and prescription.
In the initial phase the supervisor gets one free appointment for each patient seen by the registrar to enable a debrief.

Learners move from mostly acute patients to building up their own list. They are also encouraged to take part in specific long term clinics eg diabetes and hypertension. We have a visiting registrar from Benson currently doing a 2 month attachment to gain just such experience of which there is no shortage due to our ethnic population and high prevalence of diabetes (300 patients)



	Visitors’ Assessment




	6. GP Registrar Appraisal


	Evidence

E.g. Annual appraisal, PDP



	Self Assessment against Criteria

Each registrar has had an appraisal.


	Visitors’ Assessment




	7. Out of Hours Work


	Evidence

E.g. Practice arrangements for out of hours, Arrangements for Registrar out of hours experience, 

GP Registrar OOH workbook



	Self Assessment against Criteria

Registrars arrange this directly. Dr Sharma is the only partner currently doing out of hours.


	Visitors’ Assessment




	8. Employment Arrangements


	Evidence

E.g. GP registrar contract



	Self Assessment against Criteria

Normal contract signed.


	Visitors’ Assessment




	9.  GP Retainer Doctors


	If there is a GP Retainer Scheme doctor in this practice, what are the arrangements for this doctor?



	Self Assessment

Retainer, Dr Holloway,  is mentored by Dr Ward. Frequent debriefs occur over coffee and she takes the time to come to PHCT meetings. We are extremely flexible regarding ongoing education and she is abut to embark on a further course via family planning. Dr Holloway’s referrals are triaged along with all  non-partner referrals.


	Visitors’ Assessment





MANDATORY CRITERIA CHECK

Are there any areas of these criteria about which you have concerns prior to the training practice assessment visit?

	Mandatory Criterion


	Fully achieved
	Needs Improvement

	All teachers will be revalidated when required by the GMC.  


	
	

	All teachers should have an educational development plan.


	
	

	The practice will need to demonstrate active audit cycles resulting in change in practice.


	
	

	Patient records should be 80% summarized and this should be demonstrated at the practice visit.


	
	

	A Certificate of Medical Education (or equivalent) will be mandatory for all new trainers.


	
	

	Trainers must have attended a course for the general development of their teaching skills, which include communication and consultation skills, since their last inspection visit.


	
	

	Trainers must belong and contribute to the local trainers group.


	
	

	Records and logs must be kept by each trainer and each registrar.


	
	


Please detail any concerns you have:

Records Computer and/or Paper Notes

	
	Practice Audit


	Visitor’s Audit



	Number of Sample


	100
	

	Notes in chronological order


	
	

	Detailed consultation records with management plans


	
	

	Summarised 

· Summary

· Not updated

· Significant omissions


	
	

	Regular medication

· Up to date authorisation

· Drugs no longer used on screen


	
	

	PACT prescribing data

· Generic percentage

· Cost relative to HA

 
	
	

	Adults 18-80 

(BHS guidelines)

· Number

· BP recorded last 5 years

· Smoking status (ever)


	
	

	Practice Cervical Cytology target over last year


	
	

	Practice Immunisation targets over last year

· 2 year olds

· 5 year olds


	
	


APPENDIX 1 – TRAINING PRACTICE CRITERIA

A.
The Trainer as Doctor

1.
Professional Values
Teachers should be doctors committed to providing a high standard of care for their patients.  They should believe in the importance of continuity of care, give a personal service and try to make it as comprehensive as possible.  They should balance their own convenience against that of their patients and keep the interests of the wider community in mind.  They should be of good repute and known for their integrity and have good relationships with their colleagues and staff.  They should encourage patients’ self help and keep in balance their need to be needed.  Their clinical decisions should reflect the true long-term interests of their patients.  They should see themselves as providing a service to their practice population, sharing with others the responsibility for promoting, preserving and restoring the health of the individual patients.  Teachers should not display racial or sexual prejudice either in their practices or their teaching..

2.
Revalidation
All teachers and teaching practices are expected to observe diligently and teach the professional guidance contained within the GMC publications Good Medical Practice and Maintaining Good Medical Practice. All teachers will be revalidated when required by the GMC.  They will aspire to the excellent general practitioner as defined in Good Medical Practice for GP’s.  They should be able to display a high standard of clinical competence in their consultations, the long term care of patients, preventative medicine, prescribing, record keeping, auditing their own work and appropriate use of other members of the practice healthcare team and of colleagues in agencies outside.

3.
Continuing Education
Teachers should subject their work to critical self-scrutiny and peer review and accept a commitment to keep up-to-date, to improve their skills and widen their range of services in response to needs identified.  They must fulfill the annual requirements for the postgraduate educational allowance.  They should have and make available for inspection on the visit an educational personal development plan.

B.
The Practice 

General principles of good practice:

The teaching practice should provide a high standard of care for its patients in order to provide an example for learners and to provide opportunities for learning.  

The practice will need to demonstrate in its application a commitment to performance review and development over time.  

The primary care team is an essential part of general practice and working within it a vital part of the learning experience.  The teaching practice must therefore be able to demonstrate an effective primary care team, including appropriate values, team working, staff appraisal and continuing professional development, patient involvement, quality improvement, records, registers, information technology, management, premises.

Specific areas of good practice:

1. GMS Quality Outcomes Framework
The practice will be one of the top practices in the PCT for QOF points (or PMS equivalent). The training practice application form will include reflection on the QOF score, highlighting strengths and areas for improvement, and plans for future development.

2. Performance Review, Quality Control and Evidence Based Decision Making
General practitioners are required to audit their work as a means of performance review, quality control and evidence based decision making.  It is important that registrars are fully aware of this process and the role it has in the management of change. 

The practice must have in place an active programme of audit, which demonstrates the full audit cycle and the application of both standards and criteria. The practice will demonstrate the changes that have resulted from its audit programme and discuss the process of selection of areas for audit. 

The training practice must be able to demonstrate that the audit process is being modeled and taught. The practice will have a practice development plan, and there will be evidence that audit is generated from need identified within the practice like significant event meetings.  Where audit has been undertaken for the purpose of QoF the practice must be able to demonstrate the process of reflection leading (when appropriate) to change.

3. Medical Records
The standard of medical records in a teaching practice should be sufficient to support a high standard of clinical care. Reliable information must be readily available to health carers.  The purpose of this criterion is to look at the quality of summaries as well as the quantity. 

Notes must be accurately summarised, including appropriate prioritisation of problems, following a written practice protocol outlining the system for notes summarising and updating. Patient records should be 80% summarized and this should be demonstrated at the practice visit. 

Records of consultations must include a formulation of the clinical problem together with a management plan, which the registrar would have no problem following from the records. 

Because medical records contain confidential information the GMC has advised that practices inform patients that their records may be inspected by other doctors for the purposes of education and training and that they have the right to object if they wish to do so.  This information may be provided in the form of a notice in the waiting room and in statements in practice brochures.

C.
The Teacher

1.
Previous Experience
A teacher must have at least two years experience in general practice. This can be either as a principal or salaried partner or assistant in a GMS or PMS practice.  They should have a minimum four sessions per week regular commitment to the practice. They must be able to demonstrate (if not full time) that the teaching and arrangements for the learner are not compromised by their absence, and that the registrar has access to the breadth of teaching from all members of the primary healthcare team.

2.
Preparation for Teaching
A new trainer will be expected to have attended an approved course for new trainers.

(Under exceptional circumstances, a new trainer will be able to demonstrate that they have equivalent experience to be able to teach and train. The demonstration of equivalent experience will be by the production of a portfolio outlining courses and experience that demonstrates the individual’s ability to train.  This could include attendance at consultation skills courses, having already gained a certificate or higher degree in medical education and experience of teaching other members of the primary healthcare team or undergraduates.  Portfolios will be reviewed by the selection committee who will advise if an individual needs to produce further evidence to fulfill the criteria).

New trainers must have the MRCGP (either by examination or by assessment of performance).  A Certificate of Medical Education (or equivalent) will be mandatory for all new trainers.

All individuals are expected to be regular members of their local training group for at least 6 months prior to application.

New trainers must be familiar with educational aims for vocational training and methods of teaching and assessment. A trainer should also be able to help the registrar prepare to sit the MRCGP Examination at the end of vocational training.  Trainers will need to be able to demonstrate that they are able to teach and prepare the registrar for summative assessment and understands the criteria and components of both summative assessment and the MRCGP.
3.
Continuing Commitment to Teaching
Teachers will regard teaching and meeting the educational needs of their registrar/student as a major commitment.  This will be reflected in time, enthusiasm, and the desire to develop as a professional teacher.  They should be aware of new ideas and developments in general practice and with the main literature of general practice.  By the end of their first two years approval they must have attended a course for the general development of their teaching skills which includes communication and consultation skills.  Thereafter they must attend appropriate courses for teachers every three years.  The teachers should demonstrate this commitment by ensuring that their personal development plan includes their own development as a teacher.

4.
Contribution to the Local Scheme/Departmental teaching and Deanery/University
Trainers must belong and contribute to the local trainers group.  They should be willing to work with, to support and be supported by colleagues in the development of teaching.  Trainers should be prepared to assist and support the Course Organiser with the organisation of the scheme including help with the day release courses, and assessment of progress of SHO’s and GPR’s in training.  After appointment, trainers will be required to become members of a visiting panel for re-approval of other trainers and their practices in the Deanery.  They will be expected to have undertaken an assessment visit and will need to highlight that they have done so with their application.  Such visits are a mandatory part of being a trainer and are a useful educational experience for all trainers.

The trainers are also expected to take part in the Deanery recruitment and selection process for new GP registrars.

5.
Relationships

Teachers should be able to develop and maintain an open, honest relationship with their registrar/student and generate enthusiasm and motivation in them.  They should have the ability to understand their learner’s problems and to communicate with them.  They should demonstrate ability for logical and critical thought and a willingness and ability to encourage the registrar/student to direct their own learning.

6.
Assessment and Curriculum Planning
The trainer must be familiar with the Oxford Deanery Priority Objectives of General Practice Vocational Training (RCGP Oct Paper 30).  The trainer and registrar must jointly assess the registrar’s needs at the start of the programme and these needs must be regularly reassessed during the course of the attachment.  These assessments must be guided by the trainer’s aims of what needs to be achieved by the end of the attachment and must cover appropriate aspects of knowledge, skills and attitudes.  The trainer and registrar must negotiate appropriate educational goals and curriculum planning in the light of these regular assessments and the trainer will need to keep in mind both short and long term aims.  These must reflect the increasing confidence and competence of the registrar as well as their personal growth.

7.
Teaching Records
Records and logs must be kept by each trainer and each registrar so that it is possible to ensure that important aspects of training have been covered, that comprehensive assessments have been made and that curriculum plans are logically laid out.

8.
Methods

The teaching must be planned and prepared on a logical basis in relation to the educational goals.  The teacher should encourage the registrar/student to direct his or her own learning and to develop self-awareness and critical thought.  They should be able to use a variety of appropriate and effective teaching methods and be able to direct the learner to additional resources when required.

The teacher will be expected to demonstrate to the visiting team that they practice student centred teaching and patient centred consultations.  It is expected that this will be demonstrated by video evidence and in discussion at the assessment visit.  

Teachers should be able to direct learners to the use of additional resources especially those involving information technology. Other members of the partnership and the primary health care team will have important contributions to make.

D. 
The Registrar Experience

1.
Practice Responsibilities
The learner needs to be accepted and welcomed as a colleague in the practice. Effective workplace learning depends on legitimate participation in the work of the practice, members of the practice have a responsibility to make all learning opportunities available to the learner, and provide guided supervision for clinical care. The learner should benefit from the full potential range of the primary health care team. Attendance should be encouraged at primary health care team meetings, educational meetings, and partnership meetings. Registrars should have access to all aspects of practice management, including business finance and employment.

All partners should be willing to accept the educational purpose of the learner’s attachment and their own responsibilities as members of the teaching practice. They should also recognize the financial contribution that teaching makes to the practice and be willing to participate in and support the development of the practice for teaching.

2.
Practice Premises, Equipment and Reference facilities
The learner should be able to consult in a well-equipped room and it is desirable that they should have a consulting room of their own.  The practice should ensure that the registrar/student is provided with adequate equipment to carry out consultations and home visits.  Access to video cameras must be provided.

Appropriate IT support should be available in the practice.  This includes a computer with appropriate search facilities, internet and electronic reference access as well as facilities for private study. 

The practice must have an organized library that is accessible to all members of the team and the registrar/student.  The library should contain adequate up to date reference books, books relevant to general practice and recent copies of the major journals relevant to general practice. 

3.
Induction Programme
There should be an organised induction programme for learners joining the practice, during which time they have the opportunity to meet all members of the primary health care team, and appreciate the individual contributions of all members to the practice. The induction period should include training on the practice computer system.

4.
Protected Time For Teaching and Learning

The trainer and partners must make adequate time available for the provision of teaching and supervision within the practice and for other outside activities for the teacher. The trainer will require a minimum of four hours per week. The trainer will need time to attend the trainers’ group, trainers’ courses, take part in visits to other practices and scheme activities, and also time for his/her own educational activities. 

The trainer and partners will need to be accessible at all times to the registrar to provide guided supervision when required.

The trainer must provide uninterrupted teaching time of at least two hours a week for teaching in normal working hours. This will normally be in one session and may be delegated usefully at times to partners and other members of the practice team. The learner will also require the opportunity for regular joint consultations and must be free to attend courses organized outside the practice.

5.
Workload and Arrangements for seeing patients
The list size and workload of the teaching practice should be large enough to offer the learner adequate clinical experience but not too large to prevent time being available for teaching and for attending courses by both trainer and learner.  The practice needs to be able to offer a package of experience that would be regarded as normal everyday general practice not just specialist clinics.

Workload should increase under guided supervision throughout the year to full participation in practice clinical responsibilities, always with the educational need of the registrar rather than the service need of the practice as the guiding principle.

The arrangements for the registrars to see patients should be planned to meet their educational needs.  Learners need to have the opportunity both to have the time to study patients and their problems in depth and also to experience working at a similar rate to the partners in practice. This includes seeing a representative cross-section of patients including those with long-term problems, and opportunities to establish continuity of care for patients. Learners must not be seeing patients at times when they do not have the opportunity to obtain advice from a partner present in the practice.

6.
GP Registrar Appraisal
All doctors registered with the GMC, including those in training posts, must undergo annual appraisal. The GP trainer is expected to undertake a developmental appraisal of the GP registrar towards the end of the training year, with the specific focus of agreeing a personal developmental plan for independent practice. The GP trainer should send the completed Form 4 to the Deanery, who will officially inform the PCT at the end of the training year, that the appraisal has taken place and confirm the satisfactory completion of training for clinical governance purposes.

7. Out of Hours Work

Training for Out of Hours remains part of the GP vocational training scheme. Registrars must have sufficient exposure to all aspects of out of hours care to prepare them for independent practice.

The Committee of General Practice Educational Directors (COGPED) has developed a work-book for out of hours training, with specified out of hours competencies. Registrars are expected to work a minimum of 12 sessions in formal out of hours provision, in addition to the unscheduled care they will provide during the training year in the practice. Although the trainer may no longer have out of hours responsibility for patient care, it remains the trainer’s responsibility to arrange out of hours training with the local out of hours provider for the registrar.  Clinical supervision approved by the Deanery is the responsibility of the out of hours provider, but the final certification of out of hours competency remains the responsibility of the GP trainer, based on the evidence of assessment within the practice over the year and the evidence recorded in the out of hours workbook.

8.
Employment Arrangements
The Registrar is an employee of the teaching practice and must be provided with a letter of employment or written contract.  This contract must not contain conditions that restrict the registrar’s rights under the Statement of Fees and Allowances, or that interfere with their training. Oxford Deanery recommends the BMA model contract.

Doctors in training must be appointed through Deanery selection processes, and matched to practices through local scheme arrangements approved by the local trainers’ group. Practice managers should attempt to complete all paperwork for the relevant health authority at the earliest possible moment, to ensure inclusion of the doctor on the Performers’ List and reimbursement of salary.
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	NAME OF TRAINER


	
	First / Renewal


	Practice Name 

Address


	


	Date of Visit


	


	Visiting Team


	


For the Practice

	Highlights


	Recommendations against the Criteria



	Observations




For the Trainer

	Highlights



	Recommendations against the Criteria



	Observations




	Mandatory Criterion


	Fully achieved

	All teachers will be revalidated when required by the GMC.  


	

	All teachers should have an educational development plan.


	

	The practice must demonstrate active audit cycles resulting in change in practice.
	

	Patient records should be 80% summarized and this should be demonstrated at the practice visit.
	

	A Certificate of Medical Education (or equivalent) will be mandatory for all new trainers.
	

	Trainers must have attended a course for the general development of their teaching skills, which include communication and consultation skills, since their last inspection visit.
	

	Trainers must belong and contribute to the local trainers group.


	

	Records and logs must be kept by each trainer and each registrar.


	


Recommendation for Appointments Committee

	Approval without reservation


	

	Approval with reservations

Reasons


	

	Non-Approval

Reasons


	


Team Leader

Date
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