nMRCGP on 2 sides of A4  – for trainers


The nMRCGP is based on the new GP curriculum: therefore, you should familiarise yourself with this document (link at the bottom of this document )

The three elements of nMRCGP will be: 
1. AKT (Applied Knowledge Test) : trainers don’t need to know much about this

Machine marked paper; 200 items extended matching and single best answer questions; 3 times per year (February, May, October). Contains critical reading questions, note.
2. CSA (Clinical Skills Assessment): trainers don’t need to know much about this

13 simulated patient cases; 10 minute consults; patients move around, not the doctors. It’s not just about communication skills
3. WPBA (Workplace Based Assessment): this is what trainers need to concentrate on!   WPBA will involve significant work from trainers; some of it will not be totally unfamiliar.
We should perhaps warn you now that the nMRCGP suffers from acronymania: there is whole clutch of new acronyms to learn and use to irritate others who are less well informed.  Lithium, unfortunately, is unlikely to help!

Workplace Based Assessment (WPBA)
· WPBA will look at the whole spectrum of GP including
a) relationships with colleagues

b) continuity of care

c) patient centredness/empowerment/satisfaction
d) community orientation, ethics, self-awareness etc
· WPBA will be composed of the following national and local subunits:
NATIONAL SUBUNITS (i.e. compulsory)
1. E-Portfolio
2. Cased Based Discussion (CBD)

3. Consultation Observation Tool (COT)

4. Multi Source Feedback (MSF) peer feedback based on Scottish 2 question MSF tool

5. Patient Satisfaction Questionairre (PSQ) (based on CARE questionnaire)
6. Clinical Evaluation Exercises (mini-CEX) – used in hosp posts
7. Direct Observation Procedural Skills (DOPS)
LOCAL SUBUNITS
8. OOH work booklet
9. Significant Event Review (SER) - SER is included both for its educational potential and its important role in risk management. Optional evidence 
10. Referrals Analysis - optional evidence
11. Audit - optional evidence
· Failing one element of WPBA does not necessarily lead to failure of WPBA. For instance, if the trainee fails PSQ or MSF, they will not automatically fail WPBA.  Instead, further evidence of performance in the competency areas to which these tools map should be undertaken, preferably at practice level, so that a decision can be made as to whether the candidate is a cause for concern or not. The rationale behind this is that the PSQ and MSF tools are relatively blunt tools of investigation that look at large constructs (such as professionalism) using a global methodology.  For example, MSF uses only two questions.  Therefore, although these tools may be valid, they are not reliable enough to warrant having more weight (that is a much higher level of inference) attached to them than would be attached to the other structured assessments that form part of the WPBA package.

· WPBA maps to the new curriculum. It is the learner's responsibility to ensure that their e-portfolio covers the e-curriculum, and the trainers responsibility to ensure the learning environment supports this aim.      

· The evidence for WPBA will be collected from BOTH primary and secondary care.  The contribution of secondary care depends on local arrangements to some extent, but some sections of the trainers report (biomedical management and working with colleagues in particular) lend themselves to assessment in either primary or secondary care settings
· The e-Portfolio descriptors of behaviours are all positive (there are no negative descriptors) - and the GP trainee will have to demonstrate a progression through training.  

· The e-Portfolio and OOH work booklet will be summatively assessed by the trainer in the final 6 months. Failure to complete, or inadequate performance will mean the GP trainee will face a Deanery panel.  So, as trainers, you will need to monitor its completion by the trainee  carefully.  This is meant to mean that the function of trainers and educational supervisors is both of summative and formative assessors, with the additional responsibility (as now) of making the Deanery aware of performance issues at an early and remediable stage.  
· PSQ: This is now the CARE questionnaire, and must be handed out by reception to consecutive patients until 40 responses are received. These must then be entered electronically (by your practice’s admin staff – admin fee payable). Collated results will be returned to the trainer, whose skills must include giving feedback in a constructive and formative way. A paper, based on Australian and UK experience, helps trainers give facilitated feedback.  For more information, go to www.cfep.co.uk (email address for CFEP is: enquiries@cfep.co.uk )

How You Might Integrate All Of This Into the Training YEAR

	ST1 POST
	ST2 POST
	THE FINAL GPR YEAR

	                             ( months (i.e. there are 36 months in a 3 year training programme)

	1
	12
	13
	24
	25
	26
	27
	28
	29
	30
	31
	32
	33
	34
	35
	36

	Hospital Based
	Hospital Based +/- GP
	first 6 months
	second 6 months

	
	
	6 x COT

6 x CBD

1 x MSF




    DOPS **


	Interim review: based on evidence previous COT, CBD, MSF +/- DOPS

	6 x COT

6 x CBD

1 x MSF




      DOPS **

PSQ 


	Final review: based on evidence previous COT, CBD, MSF +/- DOPS/PSQ
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 Deanery sign off or panel review if unsatisfa-ctory




                                                                                                                                   ** if appropriate

Links

http://curriculum.gp-sho.co.uk/Downloads/ETR.pdf     (enhanced trainer’s report)
http://gpcurriculum.co.uk/welcome/trainers.htm    (the new GP curriculum)
Dr. Ramesh Mehay, Programme Director (Bradford VTS) & Dr. Mei Ling Denney Course Organiser (PeterboroughVTS)

Please note, guidance may change with time: you should refer to www.rcgp.org.uk for the latest information.
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