SAC newsletter
Curriculum and Assessment Strategy Update December 2008
At the end of September the RCP London Education Department hosted a successful training day with Cardiology Training Programme Directors from across the country. This newsletter represents a summary of key issues discussed on the day.

CURRICULA
The statutory body overseeing training is PMETB (Postgraduate Medical Education and Training Board) and this has issued standards for curricula, training and trainers, recently updated in August 2008 (for details see www.PMETB.org.uk).  In line with these standards JRCPTB has already produced the necessary curricula and is working on the refinement of the assessment strategy (for details see www.JRCPTB.org.uk). 
The curricula give details of the aims, objectives, content, experiences and processes of the training programme, including a description of the structure and expected methods of learning, teaching, assessment, feedback and supervision. The curriculum set outs what knowledge, skills, attitudes and behaviours the trainee will achieve. Cardiology training is described in the Cardiovascular Medicine Curriculum in conjunction with the Generic Curriculum for the Medical Specialties and General Internal (Acute) Medicine curriculum (all available at www.JRCPTB.org.uk).
ASSESSMENT 
These methods are designed to assess competence with the main aim of ensuring that trainees can achieve ‘sign-off’ as being competent as independent specialists. However, since the assessments also take place throughout training as a formative guide to trainees and trainers they need to be accompanied by ‘anchor statements’. For the procedural skills assessments they are: Level 1 Able to perform the procedure under direct supervision/assistance; Level 2 Does not usually require direct supervision but may need help occasionally; Level 3 Competent to perform the procedure unsupervised and can deal with complications. For the clinical skills assessments they are: Level 1 Performed at the level of a trainee during core cardiology training; Level 2 Performed at the level expected at completion of core cardiology training; Level 3 Performed at the level expected at completion of higher specialist training.

1) KBA - knowledge based assessment. 
This is still under development. There is a planned pilot in conjunction with the ESC to take place at the BCS ASC in London June 2009. This test of core cardiology knowledge for specialty trainees in cardiology will be implemented from 2010 as an integral part of completion of core training.
2) DOPS - directly observed procedural skills. 
These are designed to assess competence in procedural skills. The DOPS can be used during training as a formative assessment to guide trainees and trainers and it is necessary to indicate the level of competence demonstrated at each assessment. The DOPS assessment to ‘sign-off’ competence should take place when a trainee is thought to be competent with 6 DOPS with 3 different assessors. 

3) MSF – multi-source feedback (also known as 360). 
This is designed to assess trainees’ behaviour, team working and communication skills and collates views from a range of co-workers from various disciplines. The trainee will distribute the ‘raters’ forms to his/her chosen raters and give a list to his/her educational supervisor. The educational supervisor may suggest some additions to the list if the range seems inadequate. The key stage in MSF is the reflection on the feedback with the educational supervisor. 
4) Mini-CEX - mini clinical encounters
This is designed to assess clinical skills, knowledge and behaviours of trainees ‘in action’ e.g. in an outpatient clinic or on a ward round. The assessment can be related to just one component of the ‘clinical encounter’ e.g. just taking the history or can be related to the whole encounter. The assessments must cover the wide range of clinical conditions across the spectrum of the clinical syllabus (section 2 of the curriculum). A satisfactory assessment indicates that the trainee is satisfactory for their stage of training and should progress towards increasingly complex encounters to demonstrate competence as independent practitioners. The level achieved should be indicated as level 1, 2 or 3. 
5) PSQ - patient satisfaction questionnaires. 
This method is currently at the pilot stage, possibly ready for use from April 2009. It will be based around the feedback from patients seen in a clinic with a series of questions designed to determine ‘what did you think of this doctor?’  The process may need to be linked to Trust processes for patient satisfaction surveys and/or consultant revalidation surveys.  Whatever the mechanism for collecting the data, the key stage with the PSQ will be the reflection by the trainee on the feedback with their educational supervisor.
6) CBD - case based discussions. 

This method is currently at the pilot stage, possibly ready for use from April 2009. This is designed to assess clinical decision making and the application of knowledge.  In conjunction with Mini-CEX the assessments must cover the wide range of clinical conditions across the spectrum of the clinical syllabus (section 2 of the curriculum). A satisfactory assessment indicates that the trainee is satisfactory for their stage of training, the level achieved should be indicated as level 1, 2 or 3. Cases should progress towards increasing complexity to demonstrate competence as independent practitioners. CBD assessments should be planned to occur regularly throughout each clinical attachment; CBD can be used to identify learning needs; CBD can focus on generic skills e.g. legal or ethical.

7) Teaching Observation Tool.
This method is currently at the pilot stage, possibly ready for use from April 2009. It is intended to be developmental or an assessment of competence. It is envisaged that the assessor will discuss with the trainee before the assessment the subject to be taught; teaching techniques to be used; what lessons are intended to be conveyed to the learners. The observation will not need to encompass the full session. By linking the observation with the anchor statements it will provide evidence of competence in the essential generic skill of teaching.
8) Acute Care Assessment Tool.

This new method is still undergoing revision for incorporation into the higher specialist training curricula. Although initially designed with acute general medical takes in mind it is applicable to assessing trainees’ performance in managing ‘on-call for CCU’ or similar duties. It assesses skills such as prioritization, dealing with emergencies, delegation and team leadership.
9) Assessment of Audit.
This method is currently at the pilot stage, possibly ready for use from April 2009. It is intended to provide a template for assessing the satisfactory completion of an audit project. By linking the observation with the anchor statements it will provide evidence of competence in the essential generic skill of audit.

E-PORTFOLIO
The e-portfolio for higher specialist trainees is still under development. It is hoped that the necessary upgrades to make it suitable for cardiology specialist trainees will be completed by the end of 2008. 

ARCP

The Annual Review of Competence Progression will review the trainee’s evidence against the explicit milestones set out in the ARCP decision grid. Guidelines for which assessments need to be completed for each of the stages of  cardiology training are available at www.jrcptb.org.uk/Specialty/Pages/Cardiology.aspx. 
EDUCATIONAL SUPERVISOR
The Educational Supervisor is the key source for an individual trainee for appraisal, reflection and feedback. The educational supervisor (sometimes called a mentor) should have regular formal meetings with the trainee to monitor progress in achieving agreed objectives; review informal and formal information from all clinical supervisors; provide an opportunity for reflection; provide effective feedback; undertake appraisals; identify any shortcomings and their remedy; provide careers advice; write a supervisor’s report. 

CLINICAL SUPERVISOR
Clinical Supervisors provide the trainee with the necessary learning and development to achieve the curricular objectives. Trainees will have many different clinical supervisors during their training and may have more than one in a single clinical attachment. Clinical supervisors will be the main source of completion of workplace based assessments. 

TRANSITIONAL ARRANGEMENTS

For the few trainees appointed before 2003 that have yet to achieve their CCT participation in the new assessment methods will be voluntary. For trainees appointed after 2003 participation is compulsory, however individual TPDs can exercise their judgment as to what is appropriate for an individual trainee, e.g. a trainee who has already had a satisfactory PYA should not necessarily be expected to be reassessed and undertake DOPS in basic cardiac catheterization etc. Similarly trainees in their final years of training will not be expected to sit the KBA. However, it should be widely recognized that the new methods are a formalisation of good practice and the best validated ways of documenting achievement of competence.  Hence, the vast majority of trainees will need to satisfactorily complete these assessments in order to fulfill the requirements of a satisfactory RITA/ARCP.
JAH 12 11 08

