[image: image1.png]



Workplace Based Assessment (WPBA) 

& Annual Review of Competency Progression (ARCP) Panels

A working guide produced by RCGP WPBA Operational Group 

April 2009

Workplace Based Assessment (WPBA)  and 
Annual Review of Competency Progression (ARCP) Panels
1. Workplace Based Assessment (WPBA)
Workplace based assessment (WPBA) is one of three components of the nMRCGP. Successful completion of all components, confers eligibility to become a member of the Royal College of General Practitioners (MRCGP) and contributes to the evidence considered by ARCP panels to make a recommendation for a certificate of completion of training (CCT). The licensing process is mapped to the RCGP curriculum, General Medical Council Good Medical Practice (1) and the RCGP Blueprint. The aim is to ensure adequate coverage and assessment of competence in those areas and patient safety is assured.

Workplace based assessment (WPBA) for licensing in general practice has been defined by the RCGP (2) 
The evaluation of a doctor’s progress over time in their performance in those areas of professional practise best tested in the workplace.
This is important as it reflects the formative nature of the process, looking at performance in action and therefore testing higher up Miller’s pyramid (3) at the “does”, assessing what the doctor actually does in context in their workplace.

Miller described a hierarchy of performance, where knowledge (knows) based factual recall is at the bottom, moving to application of that knowledge (knows how), demonstration of that application in a practical skill (shows how) and finally at the highest level to performance in action of what a doctor actually does in practice.

Figure 1 demonstrates Miller’s Pyramid with an indication of the suggested level in the hierarchy for the nMRCGP assessments.

Miller’s Pyramid – Figure 1
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The tools available in WPBA are designed to test across the competency framework, covering curriculum and blueprint areas both in spread and depth. The tools should be used formatively i.e. as a method to assess and identify developmental needs. A trainer or educational supervisor can support the trainee by using the tools to teach and develop the required skills and competencies. (appendix 1)

Trainees build a portfolio of evidence as they progress through their learning programme and this is reviewed regularly (there is a minimum schedule of assessments detailed in the Gold Guide (4). The educational supervisor makes an assessment of progression of competence and this forms the basis of the feedback given, setting objectives for the personal development plan (PDP) and the learning plan and strategy to achieve them.

The Gold Guide outlines the requirements and recommendations for specialty training (all specialties); providing a framework for delivery of specialty training for Royal Colleges and Postgraduate Deans. It details the role and purpose of clinical and educational supervision, the minimum requirement for reviews and the annual review of competency progression (ARCP) panels, the role of the ARCP panels is detailed further in section 6.
2. The competency framework
Workplace based assessment is underpinned by a competency framework, based on the RCGP curriculum domains and GMC Good Medical Practice. To separate the wood from the trees, the twelve competency framework domains can be clustered under broad themes using the RDMP model (Relationships, Diagnostics, & Management & Professionalism) 

Figure 1 – RDMP model (T Norfolk) for professional competencies
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Each of the WPBA tools gathers evidence in different domains (appendix 2); the process as a whole ensures that comprehensive coverage across the twelve areas is achieved. Indeed the GP specialty trainee has to ensure that by completion of training they have demonstrated competence in all twelve areas to be eligible for their certificate of completion of training (CCT). This process is often mistakenly interpreted by trainees and trainers as “passing” or signing off the WPBA portfolio.

2.1 Word pictures

Each area is supported by word pictures. These describe what each section of the competency framework means and the levels of performance that may be observed for each grade.

The word pictures are designed to help the specialty trainee understand the level of competence expected and for the clinical and educational supervisors in reaching judgements and formulating feedback.

Figure   2. An example of word pictures used in assessing against the domains of the competency framework

	4
	Making a diagnosis/making decisions

	This competency is about a conscious, structured approach to decision-making.

	Insufficient Evidence

From the available evidence, the doctor’s performance cannot be placed on a higher point of this developmental scale.

	Needs Further Development

Taking relevant data into account, clarifies the problem and the nature of the decision required.


	Competent

Addresses problems that present early and in an undifferentiated way by integrating information to aid pattern recognition.

Uses time as a diagnostic tool. 
Uses an understanding of probability based on prevalence, incidence and natural history of illness to aid 

decision-making.
	Excellent
Uses methods such as models and scripts to identify patterns quickly and reliably.

Uses an analytical approach to novel situations where probability cannot be readily applied.



	
	Generates and tests an appropriate hypothesis.

Makes decisions by applying rules or plans.
	Revises hypotheses in the light of additional information. 
Thinks flexibly around problems, generating functional solutions.
	No longer relies on rules alone but is able to use and justify discretionary judgement in situations of uncertainty.


2.2 The “ I N C E “ rating scale and “Competence”
For each of the WPBA tools and in the clinical and educational supervisors’ reports the same four point rating scale is used. There is no pass or fail grade for the WPBA tools as the process is formative and a way of assessing competency progression, defining learning and developmental needs.

The grading system for the INCE rating scale

I
Insufficient evidence

N
Needs further development (NFD)

C
Competent

E
Excellent

2.3 What do we mean by competence in the context of the INCE rating scale?

This is often a cause for confusion, nMRCGP contributes to the licensing process and WPBA is part of that; therefore, all the components must make assessment judgements of competence for licensing and independent practice. This is more straightforward for the applied knowledge test (AKT) and the clinical skills assessment (CSA) which are “one off” assessments making pass/fail or summative judgements at a single point in time. 

WPBA is a formative process in which the trainee must show that they are continually learning and improving. At the end of each year (except the final year), a decision is made as to whether the trainee has shown sufficient evidence of improvement to justify moving on to the next stage of training. In the final year of training, the decision at the end of the year is a summative, not a formative one. The question being asked is “Is the trainee good enough to be licensed for independent practice? “ This decision is based on the cumulative evidence in the portfolio and on the successful completion of AKT and CSA.

Note that workplace assessors (particularly the educational supervisors) are looking for evidence of improvement, which places particular importance upon the trainees learning plan and the evidence that they produce to show that their learning needs have been addressed and that performance has improved.

In the competence framework, the grade ‘Competent’ does not mean ‘competent’ for this stage of training’ or ‘ competent in comparison to other doctors’ but means ‘ competent for licensing’. It therefore describes the level of performance that we expect at the end of training. Many of the descriptors in this column are challenging and we do not expect them to be achieved until later on in training. This means that for the majority of training, trainees will be expected to perform at the ‘needs further development’ level (NFD). It is very important that the behaviours described in NFD are well-embedded and for these reasons, trainees and educators should not feel disappointed that the grades being awarded, probably until the last year of training, are mostly in this category. In fact, it would be a concern if ‘competent’ grades were routinely being awarded early on as this would suggest that the word descriptors were not being followed.

WPBA is asking the clinical and educational supervisors to make a judgement on progress towards achieving competence for licensing. The word pictures describe which performance indicators and behaviours may be observed for a licensed GP at the end of training. The judgement is NOT competent for stage in training or with respect to the peer group. The can be a particular problem for secondary care educators who may not be fully informed of the criteria for a licensed GP fit for independent practice. 

3. How to use the tools and build a balanced WPBA portfolio
WPBA requires trainees to keep a training record and learning log, housed in the e-portfolio (EP). Within the EP, trainees track their training and map their learning experiences to curriculum and competency areas. The educational supervisor reviews that log, assesses and agrees competency coverage and validates* them. This is recorded in the EP and a picture of the learning journey and progression of competence builds up. The more evidence that is presented, the more clarity there is to the picture and the more robust the final judgement becomes. 
*This would be a good time to define validation. Validation of the evidence in the trainee’s e-portfolio does not mean that the educational supervisor is agreeing on the achievement of competence. It means that the educational supervisor has reviewed the evidence and agrees and confirms with the trainee to which curriculum area it should be assigned or to which competency it refers.

The rules of WPBA specify a minimum evidence set. The keyword here is ‘ minimum’ and for the reasons given above, it is very much in the trainees interest to provide a good range of high-quality evidence, well above the minimum requirement, so that a true picture of performance can be created. This additional evidence might come from these structured tools (CbD etc) but the naturally occurring evidence described later in this chapter is particularly helpful, especially if trainees take the opportunity to reflect on their learning and demonstrate their insight into how they are performing and how they need to improve.
 3.1 How to demonstrate competence and gather evidence.
WPBA provides a number of tools and assessments that will test across the competency framework; each covering different areas (Table 1). Using the range of tools and a reflective learning log help provide a balanced comprehensive portfolio.

3.2 How to get the best out of WPBA
The suggested schedule of assessments defines the minimum evidence required for each staged review and that informs the judgement of competency progression. Therefore, planning is important.

· Discuss learning needs with educational supervisors early in the programme, be aware of what assessments are needed and schedule them; reflecting on experiences with patients and colleagues, practising and developing skills. Review progress regularly. it is far more difficult to cram assessments in the last few weeks of posts. Planning one a month is more realistic and gives greater opportunity for formative development.
· Planning for directly observed procedures (DOPS)  is particularly important; many of the procedures are best reviewed during secondary care placements and avoid the stress of catching up in primary care. There are eight required DOPs for WPBA but evidence from optional DOPs can be used to develop the professional portfolio.

· Use the assessments formatively. A case based discussion done early in ST1 is unlikely to show competence or excellence in the desired competencies but it gives a snapshot of performance at that stage. Assessors give feedback on how to improve and develop. 

· Look for learning opportunities. The contextual nature of WPBA provides rich learning opportunities. Keeping a reflective diary helps capture that information and the competencies it tests can be reviewed and validated by the trainer during “professional conversations”. It is important to be discriminating in the learning log entries. Record personal reflections not documents and handouts. Critical reflection on how knowledge has been applied to solve a problem gives information about higher cognitive ability of understanding, synthesis and evaluation (Bloom 5).

· Linking WPBA, a formative process, to licensing inevitably leads to assessment driven learning instead of allowing the competencies defined in the curriculum to drive the process. WPBA is not just about consultation observation tools (COTs) and  case based discussion (CBDs); evidence from other activities such as audit, critical appraisal and significant event analysis can better test some of those difficult professionalism competency areas. The naturally occurring evidence and learning log are currently under used and help to provide a balanced portfolio of evidence for panels to assess.

· Use the website. It is a useful resource and can offer practical advice on the tools and documentation for both trainees and assessors. It is regularly updated and the preferred vehicle for informing about important developments in the assessment process.

The new GP curriculum provides a unique opportunity to promote self directed learning, tailored to individual learning needs and programmes. The curriculum guides educators as to what to teach and informs trainees about what the outcome of that learning should be. WPBA gathers evidence of competence that is captured in the training record and e-portfolio. Being a GP and achieving excellence is a lifelong journey of professional development, WPBA is the first stage of that journey. This process is discussed in more detail in this book in the chapter on the learning journey.

The evidence collected for WPBA can also be used for other purposes, principally NHS appraisal, CPD and revalidation. In time it is hoped that the information and evidence gathered in the portfolio will be easily transposable to meet these other requirements.

4. How to use and review the portfolio
The e-portfolio is the electronic training record, providing a learning resource for the trainee. The portfolio has both archive and analytical functions. It stores the evidence of performance and competency and houses the learning log. However, the e-portfolio has an underused analytical potential as developmental tool. The functionality of the portfolio will allow data to be collated and triangulated, and gaps in learning and competency progression can be identified, analysed by both trainer and educational supervisor and feedback given that determines the learning objectives in the PDP.

5. Educational Supervision in General Practice Speciality Training.

Educational supervision is not a new concept in postgraduate medical training, but since the review of postgraduate medical education and the implementation of Modernising Medical Careers (MMC) (6), the role and purpose of educational supervision has been more clearly defined by the Postgraduate Medical & Education Training Board (PMETB 7). The Gold Guide (2) details the function of educational supervision in specialty training programmes. It fails to recognise the different relationship for primary care and the unique master and apprenticeship role that GP training provides with the potential conflict of formative and summative roles for a GP trainer with an educational supervision role.

5.1 Clinical supervision (8)
Clinical supervision has been used in mental health services for many years It describes the framework for regular structured encounters reflecting on casework in the context of the post or specialty in which the health professionals are working and aims to identify areas of best practice and developmental needs. Clinical supervision has an important clinical governance role setting and improving professional standards of care. Clinical supervision can be delivered as one to one encounters or between groups of practitioners. 

In the context of specialty training, clinical supervision usually takes the form of one to one encounters between trainee (supervisee) and a more senior and experienced clinical supervisor.

5.2 Educational supervision (8)
Educational supervision is organised supervision taking place in the context of a training programme. It is an activity to guide the trainee through the training programme rather than to assess and discuss individual cases (which is in the responsibility of the clinical supervisor).

Both clinical and educational supervisor have roles at different ends of the formative-summative continuum. The clinical supervisor's report is developmental, allowing reflection and development, whereas the Educational Supervisor (ES)’s report is principally a performance assessment conducted by an educator with insight into general practice. On the strength of this performance assessment, the educational supervisor’s report will also have a powerful influence on the trainee's development. The clinical supervisor's report helps to inform the judgements made by the educational supervisor and care needs to be taken that both of these supervisors understand their role and their relationship to each other.
5.3 The Gold Guide defines and differentiates these roles as follows:

Clinical Supervision – Gold Guide
Each trainee should have a named clinical supervisor for each placement, usually a senior doctor, who is responsible for ensuring that appropriate clinical supervision of the trainee’s day-to-day clinical performance occurs at all times, with regular feedback.
Educational supervision – Gold Guide
Educational supervisors are responsible for overseeing training to ensure 
that trainees are making the necessary clinical and educational progress. Where possible, it is desirable for trainees to have the same educational 
supervisor for the whole of their training programme or for stages of training (e.g. the early years or more advanced years of training).
The role of an educational supervisor (ES) in training is similar to that of an appraiser in continuing professional development. The ES has a responsibility to ensure that trainees get the best out of their training programme, realising educational opportunities, and appropriately tailoring their programme to their learning and developmental needs. Like an appraisal, ES reviews encourage critical reflection, constructive criticism and give the opportunity for feedback and guidance in developing trainees professional development plan (PDP).
5.4 The role of the Educational Supervisor in GP specialty training programme.
The Gold Guide recommends that all specialty trainees should have a named educational supervisor, and ideally this should be the same person for the whole of their training programme. The preferred convention for GP specialty training is that an educational supervisor should be allocated at entry level, ST1 and remains with that learner t through ST2 and ST3. However, the move to offering 18 months general practice in 3-year specialty training programmes  and towards longer training programmes by 2010 (Tooke 9) can create logistical workforce problems,. This is often only manageable by dovetailing ST2s and some educational supervisors may need to supervise more than one trainee at each level to achieve this. The implication is that there is likely to be a critical number of trainees that can be supervised without compromising on standards and the quality of that supervision.  Similarly the time commitment, the training to deliver effective educational supervision and the knock on effect for partners in practice should be recognised and financial reimbursements should cover the cost of back fill. The professional educational role educational supervisors have should be recognised. There is currently no national agreement and arrangements are determined locally by Postgraduate Deaneries.

Although it is not essential for educational supervisors to be active trainers or primary care medical educators, it is important that they receive training for the role and have a detailed understanding of the GP curriculum and GP specialty programme. Similarly they should have an understanding of teaching and assessment methodology used in this context.

It is very important that the educational supervisor is conversant with the e-portfolio. They should have access to it at the appropriate user level (i.e. named educational supervisor) so that they can access the assessments, analyse them and be in a position to give feedback and write informed educational supervisors report. Inevitably this means they need to be proficient in navigating the e-portfolio and aware of each of the different updates.

5.5 How often should educational supervisors and their trainees meet?

There is a requirement for a review every 6 months in the specialty training programmes. As a minimum there should be a meeting at each staged review to discuss progress, review the portfolio of evidence and the trainee’s competency progression. This gives the opportunity to give feedback, discuss the educational supervisor’s report (ESR) and agree the tailored PDP.

Many educational supervisors arrange a meeting early in the programme to do a “needs assessment” and agree the frequency of meetings and the format of educational supervisor’s meetings and reviews. Preparation and review of the portfolio is required before a review and much of this can be done electronically, by email or telephone so that the face-to-face meeting can focus on formative feedback and development.

5.6 Should the Educational Supervisor read all the log entries and validate competencies?
It not the role of the ES to read all log entries and validate them. However, in the early stages of training, entries may need to be reviewed frequently to encourage discriminating and reflective entries (quality rather than descriptive quantity).

Thereafter it should be possible to sample the log purposefully, guided by the trainee’s self-assessment rating and commentary on how the trainee has built their portfolio as evidence of skill and competency development.

Early evaluation of ARCP panels suggests that engagement in the portfolio building and capturing that in the e-portfolio in the transition year has been very variable. An important role for the ES may be in encouraging trainees to reflect and input data in their portfolio on a regular basis rather than “cramming” prior to a review or ARCP panel.

5.7 Promoting a balanced portfolio
Linking the formative workplace based assessment (WPBA) process to licensing has inevitably made it assessment driven. Trainees have tended to focus on presenting only the required assessments at the minimum level. The naturally occurring evidence (NOE) which includes reflective practice, learning log, audit, significant event analysis, case commentaries, etc. have been underused. The tools included in NOE often best test some of the more difficult blueprint and competency areas of professionalism not tested elsewhere in WPBA or the CSA & AKT
. Perhaps one of the most important roles for the ES is to guide trainees and give feedback so that they build and present more balanced portfolios. This has the advantage of setting a good role model and standards for developing and building their continuing professional development and appraisal portfolios for revalidation and recertification.

5.8 Monitoring the programme
Although the ES is responsible for the ensuring the trainees get the best out of their training programme, its practical organisation is the responsibility of the training programme director (TPD). The ES can have an important role to play in detecting problems, they may for example pick up that a trainee is failing to progress. The critical assessment by the ES contributes to diagnosing the cause of the problem. It may be a question of educational delivery (the posts do not provide appropriate educational experience) in which case this can be fed back to the TPD. Attitudinal issues can often be detected by the ES who then communicates with others involved in the trainees programme (clinical supervisors and TPD) to triangulate evidence and agree what action is needed to address the problem. The ES is often the first to pick up on health or personal issues that are frustrating training and act appropriately. 

Perhaps one of the hardest roles for the ES is providing career counselling. For a proficient trainee progressing well, this may take the form nurturing their potential and providing contacts and networks for professional development. For a trainee failing to progress there may be a need to make difficult decisions about the suitability for continuing in the training programme. It is important for the ES to recognise that such judgements and decision should not be taken in isolation but involve the clinical supervisor, TPD and senior educators in the deanery. Nevertheless, the feedback the ES provided to the deanery is invaluable in managing doctors in training programmes with performance concerns.

5.9 How to conduct an educational supervisor’s review – Educational Supervisor’s perspective.
· Identify your supervisees early and arrange the “induction and orientation” interviews early in their training programmes.

· Agree the “educational contract” boundaries, roles and responsibilities, frequency of meetings etc.

· Review the trainee’s e-portfolio regularly to check that information is captured and recorded appropriately and that progress is occurring. . It is easier to review the learning log if you have a look once a month rather than trying to trawl through multiple entries prior to a review and preparing the report.

· Check progress on the required assessment schedule – are they keeping up with DOPs CBDs etc? Often an email reminder that they are 4 months through and no CBDs in the e-portfolio is enough to motivate them.

· Scan curriculum coverage and consider is it appropriate to their current post, are there any gaps that could best be addressed by attachment opportunities whilst they are in secondary care? Again it is better to find this out when they can be arranged rather than just as they are finishing posts.

· Similar to the appraisal model, review the e-portfolio (similar to an appraiser reviewing Form 2 & 3) prior to the review interview and writing the educational supervisors report. It is helpful to do a detailed analysis of the e-portfolio whilst preparing the educational supervisors report. Draft the report and “save” in the review page section of the e-portfolio. This means it can be written and prepared, discussed face to face with the trainee, feedback given and the PDP agreed. Only then “submit” the report and the recommendations for the ARCP panel. Many educational supervisors conduct the ES review interview and agree objectives completing the report in the same way to completing the Form 4 at the end of an appraisal interview; this approach is helpful. 

· An important part of the e-portfolio assessment is a review of the trainee self-rating scale and progress in the PDP and objectives they have set for themselves. Then look to the log, is it reflective or merely descriptive? Do the entries offer evidence to support competency progression? Hone in on some of the assessments. A particular problem with secondary care educators in early use of WPBA has been a lack of understanding of the competency framework and in particular that the assessment of competence is for licensing and not for stage in training. Many have graded all the competencies as exceeds competent or excellent with no comments or evidence to support that. This can make the ES judgement of competency progression very difficult.

· Look at the clinical supervisors report (CSR) and particularly the free text entries; are any comments on teamwork triangulated by comments in the patient satisfaction questionnaire (PSQ) and multi-source feedback (MSF)? 

· The ES has responsibility for giving feedback on the MSF. Within the ES login they will have access to all the MSF submissions. The collated responses and findings can then be summarised and feedback given to the trainee. The first time this is done it can take some time to navigate the appropriate review and assessment pages so set aside some protected time for it and if you are struggling find an IT friendly trainer or the e-portfolio champion who can help. Some trainers groups have done this as a group exercise and reviewed the e-portfolios MSFs etc. sharing their IT and e-portfolio expertise. It can also be helpful for the group to agree the feedback points (especially if it is likely to be difficult feedback).

· The educational supervisors report can be saved as a word document and then printed but a simple printing of the e-portfolio page does not give the scroll down facility for the free text boxes and merely serves as a screen shot of the box. We are looking into the possibility of a way for the trainee to capture information on training and assessment for their portfolio as an educator.

Once the educational supervisors report is completed the PDP discussed and feedback given, the ES has to complete and make a recommendation to the panel. Although there are only 4 choices. i.e.  failure to progress, insufficient evidence competent etc. there is a free text box to justify the judgement . Important observations not easily captured in the EP can be inserted there. The panel chair will have access to this full report when reviewing trainees’ e-portfolio at ARCP panels.

It is this final summative judgment that many trainers and supervisors feel uncomfortable with and it might prevent trainees being open in sharing their e-portfolio with their educational supervisor for fear of a negative judgement. In fact there is very little difference between the final comments made in the old Structured Trainers Report (STR) and this final panel recommendation. 

6. Annual Review of Competency Progression (ARCP)

The Gold Guide requires that all doctors in specialty training programmes have an annual review of competency progression in order to determine their fitness to progress to the next stage in training or completion of training.

Every 12 months (time served not post specific) ARCP panels review the portfolio evidence alongside the clinical and educational supervisors’ reports. On the basis of this information they make a decision on fitness to progress or eligibility to apply for a certificate of completion of training (CCT).

The panel outcomes are defined in the Gold Guide and there is congruency between the specialties as to how the judgements are applied. 

1. Achieving progress at the expected rate.

2. Development of specific competencies required – additional time not required.

3. Inadequate progress by trainee – additional time required.

4. Released from training programme.

5. Incomplete evidence presented – additional time may be required.

6. Recommended as having completed training.

7. Outcome for fixed term specialty training appointment (FTSTA not normally applicable to GP training)

8. Out of programme for research, approved training or career break.

9. Outcome for doctors taking top up training in a training post. (This normally applies to article 11 trainees)
6.1 How to prepare for staged reviews and the ARCP – an Associate in training’s perspective (AiT). 
Planning is the key, WPBA outlines a schedule of minimum evidence required for each staged review (see appendix). It is wise not to leave assessments to the last minute, as it may be difficult to find an assessor (especially in ST1 & ST2). If the minimum evidence is not available in the e-portfolio for the ARCP panel to review, an outcome of “5 – incomplete evidence” is likely; and progression may be delayed.

Prior to each review, the clinical supervisor must submit a report which needs to be shared and discussed with the trainee. It is a good idea to plan for this several weeks before the panel review. Similarly, for each review the educational supervisor needs to prepare a report, the trainee should prepare the portfolio of evidence to enable the ES to review it.

Trainees should ensure that there is a PDP with objectives relating to curriculum competencies and in the context of the current post. For each area in the PDP, there should be some learning log entries, validated and linked to the appropriate curriculum and competency area.

Review the PDP objectives and complete the trainee self assessment rating scale justifying your assessment with reference to evidence from log entries, CBDs etc. For example if the self rating is “competent” in communication there should be some reference to COTs and CBDs focused on communication skills e.g. breaking bad news and perhaps some reflective log entries and clinical encounters that demonstrate that. It is often helpful to “signpost” entries for the ES directing them the relevant log entries.

As discussed earlier (getting the best out of your portfolio 3.2), regular assessments and making 2 -3 reflective learning  log entries, maximising the naturally occurring evidence (NOE) ensures that the portfolio is built over time and provides a balanced “living documents” tracking the trainees development.

The educational supervisor will need time to review the portfolio before the ES review. Let the ES know when the portfolio is ready to review, allowing time for the ES to analyse it and preparing the key points for feedback for the ES review interview.

Instructions for preparing the ES review have been included in the previous section (5.9).

6.2 What happens at a panel?

The Postgraduate Deanery is responsible for the panel process; the Royal Colleges quality assure that process overall.

The panels consist of a lay representative; senior educators form the deanery (associate deans or directors), trainers and educational supervisors. Some panels are externally assessed by RCGP representatives, they are there to ensure that the panel process is correct and they have not influence on the panel decision for individual trainees. 10 % of all panel decisions are assessed by RCGP representatives to ensure that decisions to progress are made on robust evidence contained in the ePortfolio 

For the majority of panels, the process is “virtual”, the portfolio and evidence is reviewed by the panel members electronically and if the criteria for progression are met the panel chair signs off the panel and the report will be available for the trainee to view in the e-portfolio usually within twenty four hours.

Who gets called to a face-to-face panel?

1. For quality control, a small proportion of satisfactory trainees may have a face-to-face panel.

2. If a previous ARCP has been deferred e.g. outcome 5 – insufficient evidence, a further panel may be convened to review the recommendations. This is usually a face-to-face panel.

3. If the educational supervisor raises concerns relating either to performance or sickness/absence, then a panel may be convened to discuss recommendations and agree the “educational prescription” for the trainees PDP.

The panels are not disciplinary procedures but are there to assess trainees fitness to progress and where necessary to give feedback and direction to achieve that. 

6.3 Special cases & out of programme.
6.3.1 Academic posts (ST4 GP)

Academic posts are considered as specialty training posts and therefore regular panels will be required. However, where the programme is stand alone and previous ST3 requirements have been met, the WPBA schedule of assessments and portfolio of evidence should reflect the educational opportunities of the post and the PDP should be developed accordingly. So if this is a research post then the portfolio of evidence should include examples of research work, critical appraisal of evidence etc.

There is a still a need to demonstrate clinical competence and patient safety at the time of issues of CCT and there is a requirement for COTs and CBDs in ST4. 

6.3.2 Less than full time trainees (LTFTTs)

The Gold Guide suggests that  reviews should be at the same intervals as full time equivalents (FTE) trainees, i.e. every six months and that the evidence presented drawn from WPBA for each review will be the same and NOT on a pro rata basis with the exceptions of MSF & PSQ.

This is particularly important in planning for assessments and developing timelines as there may be reduced clinical commitments. Ensuring assessments are done in time for a review can be a problem if delayed.

6.4 What about sickness or maternity leave?

The ARCP panel will review your portfolio on time, although trainees on leave will not be expected to attend face to face nor collect evidence if the trainee is absent. The most likely panel outcome will be ‘out of programme’, with a review on return. In effect this means the trainee is held at that stage in training and would restart at the same point after they return, completing the necessary assessments.

It is worth trying to keep on track with the evidence.

e.g. if maternity leave is taken at 5 months in a 6 month post, it may be as well to aim for achieving as many assessments as possible before the leave is taken, this reduces  the pressure on catch up assessments on return.

6.5 The final summative decision for licensing
The final ARCP panel makes a summative pass fail judgement on fitness for independent practice and recommends a CCT and licensing on that basis.

For a licensing decision panels must use all the evidence and information available, most of which will be available in the e-portfolio. However, the educational supervisor or training programme director (TPD) may have important information about performance and its effect on patient safety that is not easily captured in the e-portfolio. There is an obligation (under Good Medical Practice) to report and act accordingly. In the case of sickness for example, occupational health reports and sickness records should be made available to the panel.

Once the ARCP panel is satisfied that all the criteria for licensing have been met, that recommendation is made and the portfolio signed off. It may take six to eight weeks for the certification unit and PMETB to clear the licensing process and issue the CCT. Unlike other specialties without a CCT a doctor cannot work whether or not she/she has completed training. Again planning is important. Deaneries arrange final ARCP panels with regard to the six week window for turnaround of CCT issue. If trainees are late submitting evidence in the portfolio tom the panel, there is no guarantee of CCT on time and there may be a gap in eligibility for employment between finishing programme and receipt of CCT. Collecting and presenting evidence is the responsibility of the trainee.

Summary 

This chapter has outlined the principles and theory of workplace based assessment and how that is applied in the context of GP specialty training. Although the final ARCP panel decision is summative and contributes to the licensing decision, WPBA is a continuing formative process throughout the doctor’s training programme and is dependent on collecting evidence of performance, measured against the domains of the competency framework. The clinical and educational supervisors use the tools to give feedback   and guide the trainee in developing the required skills and competencies.

The principles and value of portfolio assessment are explained and there is guidance on how to build a balanced portfolio, gather the evidence and get the best out of WPBA. Trainers and educational supervisors can use the framework described to review that evidence and prepare educational supervisors reports.

The ARCP panel process, how to prepare for it and the likely outcomes for a range of different training placements is described and explained.

Much of this information is summarised and available in electronic format on the college website http://www.rcgp-curriculum.org.uk/examinations_and_assessment.aspx
References

1. General Medical Council November 2006 – Good Medical Practice

2. RCGP 2007. Work place based assessment  (WPBA) in the nMRCGP – submission for PMETB  (2006) http://www.rcgp-curriculum.org.uk/nmrcgp/wpba.aspx  (accessed September 2007)
3. Miller G (1990).  The assessment of clinical skills/competence/performance. Academic Medicine 65: 563 – 567
4. A Guide to Postgraduate Specialty training in the UK (2008) – The Gold Guide http://www.mmc.nhs.uk/default.aspx?page=281 accessed July 2008

5. Bloom, B.S. et al 1956 Taxonomy of Educational Objectives: Handbook 1 Cognitive Domain. New York D McKay.

6. Department of Health (2003) Choice and Opportunity – Modernising Medical Careers for Non-Consultant Career Grade Doctors. http://www.mmc.nhs.uk accessed July 2008
7. http://www.pmetb.org.uk/fileadmin/user/QA/QF/QF_Operational_Guide.pdf accessed April 2009
8. Launer John (2006) – Association for the Study of Medical Education (ASME) Supervision, mentoring and coaching: one-to-one learning encounters in medical education.

9. Tooke (2007) Final Report into the Independent Enquiry into Modernising Medical Careers, London 2007. http://www.mmcinquiry.org.uk/draft.htm accessed July 2008

Appendix 1: RCGP Curriculum Blueprint domains and competency coverage 

in the three components of the nMRCGP Tripos

(Taken from MRCGP Blueprint, A. Rughani RCGP London 2007)
	Curriculum domains
	Coverage by assessments



	
	WPBA
	CSA
	AKT

	Primary care management
	(
	(
	(

	Person centred care
	(
	(
	

	Specific problem solving skills
	(
	(
	(

	Comprehensive approach
	(
	(
	(

	Community orientation
	(
	
	

	Holistic approach
	(
	
	

	Contextual aspects
	(
	
	

	Attitudinal aspects
	(
	(
	(

	Scientific aspects
	(
	
	(

	Psychomotor skills
	
	(
	


Appendix 2 : Evidence gathering tools to test the 12 WPBA competency areas 
and competencies (RCGP)
	Competency Area
	MSF
	PSQ
	COT
	CBD
	CEX
	
CSR


	Communication and consultation skills
	(
	(
	(
	
	(
	(

	Practising holistically


	
	(
	(
	(
	
	(

	Data gathering and interpretation


	(
	
	(
	(
	(
	(

	Making a diagnosis/decisions


	(
	
	(
	(
	(
	(

	Clinical management


	(
	
	(
	(
	(
	(

	Managing medical complexity


	
	
	
	(
	(
	(

	Primary care admin and IMT


	
	
	
	(
	
	

	Working with colleagues and in teams


	(
	
	
	(
	
	(

	Community orientation


	
	
	
	(
	
	(

	Maintaining performance, learning 

and teaching
	(
	
	
	
	(
	(

	Maintaining an ethical approach


	(
	
	
	(
	
	(

	Fitness to practise


	(
	
	
	(
	
	(


Glossary
MSF
Multi source feedback

PSQ
Patient satisfaction questionnaire

COT
Consultation observation tool

CBD
Case based discussion

CEX
Clinical evaluation exercise

CSR
Clinical supervisors report

DOPs
Directly Observed Procedures
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