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Royal Colleges of Physicians (UK) Pilot Study on 
Workplace Based Assessment 
 

Case Based Discussion (CbD) Guidance for Assessors 
The CbD assesses the performance of a trainee in their management of a patient to 
provide an indication of competence in areas such as clinical reasoning, decision-making 
and application of medical knowledge in relation to patient care. It also serves as a method 
to document conversations about, and presentations of, cases by trainees. 
The trainee can suggest cases for discussion but the assessor makes the choice of case 
for the CbD. Trainees in higher specialty training should be able to discuss any case with 
which they have had significant, recent involvement.  
The CbD should focus on a written record (such as written case notes, out-patient letter, 
discharge summary). A typical encounter might be when presenting newly referred 
patients in the out-patient department. 
 
Instructions: 
1. You should make the choice of which case to discuss and should lead the 

discussion. 
2. Please score the trainee on the scale shown. Please note that your scoring should 

reflect the performance of the trainee against that which you would reasonably 
expect at their stage/year of training and level of experience. 

3. Your GMC number is needed for this study to allow us to determine the number of 
different assessors used – it will not be used to identify assessors by name.  

4. Please give feedback to the trainee after the assessment - especially where 
deficiencies have been identified. 

5. After completing a form, give it to the trainee. It is their responsibility to photocopy this, 
keep one copy for their records if they wish and return the original to their Local Study 
Coordinator. 
 

Descriptors of competencies demonstrated during CbD : 

Medical record 
keeping 

This section encourages the assessor to give feedback on the 
quality of the written record, rather than to focus the discussion on 
the actual record 

Clinical assessment This includes the quality of the history and eliciting of appropriate 
clinical signs, and the clinical reasoning behind producing a 
differential diagnosis 

Investigations and 
referrals 

The rationale behind the choice of investigations and referrals 
should be explored, not just acknowledging that the ‘correct’ 
decisions were made 

Management Plan This includes any therapeutic intervention  

Follow-up and future 
planning 

This includes the ongoing plans for the review of the patient in 
clinic or on the ward. 

Overall Clinical 
Judgement 

Quality of the trainee’s integrated thinking based on clinical 
assessment, investigations and referrals resulting in the patient’s 
management plan 

 
 


