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1 Introduction

The origins of Medical Oncology lie in the haematological and paediatric malignancies. It began
very much as a small research orientated specialty and clinical research remains an important
feature of its activities. Over the last 20 years, enormous developments have taken place in the
medical management of cancer and particularly in the development of orthodox therapies for the
common solid tumours.

Today, Medical Oncology is a broad-based clinical specialty with the responsibility to ensure that
state-of-the-art therapies of established efficacy for the common cancers are delivered on a
national basis, within a framework of care for the patient as an individual. Medical oncologists
nowadays with increasing frequency see patients at the outset of their disease for consideration of
adjuvant and preoperative (neoadjuvant) therapies. They must therefore be trained to work as part
of a multidisciplinary team, able to advise on all aspects of treatment including surgery and
radiotherapy as well as having the skills in training to deliver specialist medical therapy.

Patients under the care of a consultant in Medical Oncology often have advanced, progressive,
life-threatening disease for whom the focus of care is maximising their quality of life through expert
symptom management, psychological, social and spiritual support as part of a multi-professional
team. There are therefore close links with the specialty of Palliative Medicine and other specialist
palliative care units.

2 Rationale

2.1 Purpose of the curriculum

The purpose of this curriculum is to define the process of training and the competencies needed for
the award of a certificate of completion of training (CCT) and to be on the specialist register in
Medical Oncology.

The curriculum covers training in all four nations of the UK.

2.2 Development

This curriculum was developed by the Specialty Advisory Committee for Medical Oncology with
representation from the Association of Cancer Physicians under the direction of the Joint Royal
Colleges of Physicians Training Board (JRCPTB). It replaces the previous version of the curriculum
dated August 2010, with changes to ensure the curriculum meets GMC’s standards for Curricula
and Assessment, and to incorporate revisions to the content and delivery of the training
programme. Major changes from the previous curriculum include the incorporation of Common,
leadership and health inequalities competencies.

Contributors to the curriculum development include:

Dr Graham Dark, Consultant Medical Oncologist, SAC Curriculum Lead
Members of the Specialty Advisory Committee (SAC)

Members of the Education Committee of the Association of Cancer Physicians
Regional Speciality Advisors in Medical Oncology

Trainee Members of Cancer Physicians in Training

2.3 Training Pathway

Specialty training in Medical Oncology consists of core and higher speciality training. Core training
provides physicians with: the ability to investigate, treat and diagnose patients with acute and
chronic medical symptoms; and with high quality review skills for managing inpatients and
outpatients. Higher speciality training then builds on these core skills to develop the specific
competencies required to practise independently as a Medical Oncologist.
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Core training may be completed in either a Core Medical Training (CMT) or Acute Care Common
Stem (ACCS) programme. The full curriculum for specialty training in Medical Oncology therefore
consists of the curriculum for either CMT or ACCS plus this specialty training curriculum for
Medical Oncology.

Core Medical training programmes are designed to deliver core training for specialty training by
acquisition of knowledge and skills as assessed by the workplace based assessments and the
MRCP. Programmes are usually for two years and are broad based consisting of four to six
placements in medical specialties. These placements over the two years must include direct
involvement in the acute medical take. Trainees are asked to document their record of workplace
based assessments in an ePortfolio which will then be continued to document assessments in
specialty training. Trainees completing core training will have a solid platform of common
knowledge and skills from which to continue into Specialty Training at ST3, where these skills will
be developed and combined with specialty knowledge and skills in order to award the trainee with
a certificate of completion of training (CCT).

There are common competencies that should be acquired by all physicians during their training
period starting within the undergraduate career and developed throughout the postgraduate career
for example communication, examination and history taking skills. These are initially defined for
CMT and then developed further in the specialty. This part of the curriculum supports the spiral
nature of learning that underpins a trainee’s continual development. It recognises that for many of
the competences outlined there is a maturation process whereby practitioners become more adept
and skilled as their career and experience progresses. It is intended that doctors should recognise
that the acquisition of basic competences is often followed by an increasing sophistication and
complexity of that competence throughout their career. This is reflected by increasing expertise in
their chosen career pathway.

The approved curriculum for CMT is a sub-set of the Curriculum for General Internal Medicine
(GIM). A “Framework for CMT” has been created for the convenience of trainees, supervisors,
tutors and programme directors. The body of the Framework document has been extracted from
the approved curriculum but only includes the syllabus requirements for CMT and not the further
requirements for acquiring a CCT in GIM.

72 months to
completion
Selection Selection minimum
—
MRCP(UK) Specialist
Certificate
Exam (SCE)

Work place based assessments
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2.4 Enrolment with JRCPTB

Trainees are required to register for specialist training with JRCPTB at the start of their training
programmes. Enrolment with JRCPTB, including the complete payment of enrolment fees, is
required before JRCPTB will be able to recommend trainees for a CCT Trainees can enrol online
at www.jrcptb.org.uk

2.5 Duration of training

Although this curriculum is competency based, the SAC has advised that training from ST1 will
usually be completed in 6 (six) years in full time training (2 years core plus 4 years specialty
training).

2.6 Less Than Full Time Training (LTFT)

Trainees who are unable to work full-time are entitled to opt for less than full time training
programmes. EC Directive 2005/36/EC requires that:

e LTFT shall meet the same requirements as full-time training, from which it will differ only in the
possibility of limiting participation in medical activities.

e The competent authorities shall ensure that the competencies achieved and the quality of part-
time training are not less than those of full-time trainees.

The above provisions must be adhered to. LTFT trainees should undertake a pro rata share of the
out-of-hours duties (including on-call and other out-of-hours commitments) required of their full-
time colleagues in the same programme and at the equivalent stage.

EC Directive 2005/36/EC states that there is no longer a minimum time requirement on training for
LTFT trainees. In the past, less than full time trainees were required to work a minimum of 50% of
full time. With competence-based training, in order to retain competence, in addition to acquiring
new skills, less than full time trainees would still normally be expected to work a minimum of 50%
of full time. If you are returning or converting to training at less than full time please complete the
LTFT application form on the JRCPTB website www.jrcptb.org.uk .

Funding for LTFT is from deaneries and these posts are not supernumerary. ldeally therefore 2
LTFT trainees should share one post to provide appropriate service cover.

Less than full time trainees should assume that their clinical training will be of a duration pro-rata
with the time indicated/recommended, but this should be reviewed during annual appraisal by their
TPD and chair of STC and Deanery Associate Dean for LTFT training. As long as the statutory
European Minimum Training Time (if relevant), has been exceeded, then indicative training times
as stated in curricula may be adjusted in line with the achievement of all stated competencies.

2.7 Dual CCT

Trainees who wish to achieve a CCT in Medical Oncology and another specialty must have applied
for and successfully entered a training programme which was advertised openly as a dual training
programme. Trainees will need to achieve the competencies, with assessment evidence, as
described in both specialty curricula. Individual assessments may provide evidence towards
competencies from both curricula. Postgraduate Deans wishing to advertise such programmes
should ensure that they meet the requirements of both SACs.

3 Content of learning

3.1 Good Medical Practice

Good medical practice is the GMC’s core guidance for doctors. It sets out the values and principles
on which good practice is founded.
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The guidance is divided into the following four domains:

Knowledge, skills and performance

Safety and quality

Communication, partnership and teamwork
Maintaining trust

PN

Good medical practice is supported by a range of explanatory guidance. The ‘GMP’ column in the
syllabus defines which of the four domains of Good Medical Practice are addressed by each
competency.

4  Learning and Teaching

4.1 The training programme

The organisation and delivery of postgraduate training is the statutory responsibility of the General
Medical Council (GMC) which devolves responsibility for the local organisation and delivery of
training to the deaneries. Each deanery oversees a “School of Medicine” which is made up of the
regional Specialty Training Committees (STCs) in each medical specialty. Responsibility for the
organisation and delivery of specialty training in Medical Oncology in each deanery is, therefore,
the remit of the regional Medical Oncology STC. Each STC has a Training Programme Director
who coordinates the training programme in the specialty.

The sequence of training should ensure appropriate progression in experience and responsibility.
The training to be provided at each training site is defined to ensure that, during the programme,
the entire curriculum is covered and also that unnecessary duplication and educationally
unrewarding experiences are avoided. However, the sequence of training should ideally be flexible
enough to allow the trainee to develop a special interest.

What are the site-specific tumour types?

Each trainee will spend a period of time attached to a team that will have a specialist interest and
furthermore, clinical attachments may be completed in a random order within a training programme
or rotation. To achieve a Certificate of Completed Training (CCT) all required tumour types must
have been assessed and the trainee certified as competent by a supervisor. By adopting a modular
approach there is a different weighting of importance to each of the tumour types. These are:

Essential tumour types — all required for minimum 6 months WTE (Whole-Time Equivalent)

e Breast cancer

e Colorectal and anal cancer

e Lung cancer and thoracic malignancies

e Upper Gl cancer and Hepatobiliary (oesophagus, gastric, liver, biliary, pancreas and
neuroendocrine tumours)

¢ Intensive therapies (see below)

Essential tumour types — all required for minimum 4 months WTE
¢ Urological cancers (renal, bladder, prostate)

¢ Gynaecological cancer

e Skin (melanoma)

Intensive therapies — 6 months WTE made up from any combination of the following:
Leukaemia

Multiple myeloma

Lymphoma

Germ cell tumours

Sarcoma (intensive therapies)

High dose chemotherapy and bone-marrow transplantation
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Optional tumour types:
Immunosuppression-associated malignancies
Head & neck cancer

Central nervous system cancer

Endocrine system tumours

How much time do trainees spend in each tumour type?

Firstly, it is important to emphasise that each tumour type may not necessarily correlate with a
training post and sometimes posts are combined. For example, a trainee in a post that offers
simultaneous training in lung and breast cancer will be required to undertake 12 months training in
that post during their entire training programme (not necessarily continuous). All required tumour
types must be completed to the defined level of competence.

Each trainee should spend the equivalent of 6 months full-time training in the essential tumour
types. This will total 42 months of full-time training. The time in training is based upon satisfactory
assessment of outcome by a supervisor. The remaining 6 months allows trainees flexibility to
develop their experience in a particular area before CCT.

It is essential that trainees achieve competency in the required outcomes upon completion of a
tumour type. For some trainees, they may be required to undertake additional periods of training to
address identified deficiencies and to achieve competency.

What about time spent in a cancer unit?

Not all training programmes will be able to provide experience in a cancer unit, therefore this
requirement is not mandatory but is strongly advised, particularly as most future consultant posts
will incorporate time at a cancer unit and therefore, experience in such a setting is considered
highly desirable but not mandatory.. The training provided at a cancer unit must include all of the
features outlined in the section about full-time equivalent, as above.

What does this curriculum mean for a training rotation?

The curriculum defines the learning objectives and assessment methods for the knowledge, skills
and behaviour required in each syllabus module. The choice of teaching or learning method will
depend on the resources and facilities available within a specific hospital and the specific needs of
the individual. By defining the objective, it is the outcome that is defined and not the method by
which the trainee reaches their target.

A training programme is a combination of defined posts in order to deliver the learning objectives of
the curriculum. This curriculum adopts a modular approach and these can be completed in any
order and this provides flexibility for the rotation.

What about the optional tumour types?

The optional tumour types are designed to give experience in a range of malignancies, where
some of the skills learnt can be extrapolated to other situations. These opportunities can be
undertaken at the same time as the essential tumour types outlined above. In some centres,
trainees may wish to formally rotate with trainees in Clinical Oncology or Haematology.

What does this mean for the rotation?

Some trainees may spend 42 months rotating through all the essential tumour types and then have
6 months remaining to complete the optional tumour types, possibly on attachment to Clinical
Oncology or Haematology. Another trainee may complete 42 months of training which not only
includes the essential but also the optional tumour types, as these can be double counted at the
same time as the essential. This trainee will have completed their clinical modules in 42 months
and can spend the remaining 6 months on targeted training, where they spend more time in an
area in which they hope to specialise. Each of the tumour types will have been assessed by the
end of the rotation, but will only be assessed when on attachment to an appropriate firm.
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What about the longitudinal modules?
There are a number of other learning objectives that will be delivered continuously throughout the
training programme. These are classified into a number of domains which are:

Medical Leadership and Management
Clinical Research, Ethics and Economics
Scientific basis of malignancy

Systemic anticancer therapies

Acute Oncology

Supportive Therapies and Palliative Care

Each of these domains should be assessed during the training programme and progress recorded
every 6 months. Some aspects may carry more weighting than others and may required targeted
training for some trainees. For example, if a trainee does not have adequate knowledge of the
structure of the NHS in their first year of training, this is recorded in their training record, but just
requires to be covered at a later date. If however, a trainee was identified as having deficiencies in
their prescribing skills, this may require more immediate action to resolve the deficiencies.
Therefore each of the longitudinal modules should be assessed every 6 months throughout the
training period and personal targets for training identified to carry forwards into the next part of the
training programme.

How rotations should be organised?

The curriculum is meant to introduce flexibility. To this end it does not matter in which order
trainees complete their learning objectives, only that each is assessed and competency recorded
in the e-portfolio. Therefore the training programme director should ensure that each objective is
delivered and that appropriate methods for teaching and assessment are in place. Each trainee will
require regular appraisal and this may be undertaken by the programme director or by individual
educational supervisors.

Overall, the curriculum is designed to provide specialist training in both breadth and depth. Over
the training period, individuals will gain breadth, by experience in a range of clinical tumour types.
During each tumour type, there should also be a focus on the delivery of longitudinal learning
objectives, which include experience in research, clinical trials, chemotherapy, acute oncology etc.
The overall aim of a training programme is to produce specialists that have the required skills and
competencies to provide a workforce that can adapt to changes in manpower and to deliver cancer
treatments to the highest standards. The training programme must therefore concentrate on quality
and not just quantity of training.

Acting up as a consultant (AUC)

“Acting up” provides doctors in training coming towards the end of their training with the experience
of navigating the transition from junior doctor to consultant while maintaining an element of
supervision.

Although acting up often fulfills a genuine service requirement, it is not the same as being a locum
consultant. Doctors in training acting up will be carrying out a consultant’s tasks but with the
understanding that they will have a named supervisor at the hosting hospital and that the
designated supervisor will always be available for support, including out of hours or during on-call
work. Doctors in training will need to follow the rules laid down by the Deanery / LETB within which
they work and also follow the JRCPTB rules which can be found on the JRCPTB website
www.jrcptb.org.uk.

Medical Oncology August 2017 Page 8


http://www.jrcptb.org.uk/

4.2 Teaching and learning methods

The curriculum will be delivered through a variety of learning experiences. Trainees will learn from
practice, clinical skills appropriate to their level of training and to their attachment within the
department.

Trainees will achieve the competencies described in the curriculum through a variety of learning
methods. There will be a balance of different modes of learning from formal teaching programmes
to experiential learning ‘on the job’. The proportion of time allocated to different learning methods
may vary depending on the nature of the attachment within a rotation.

This section identifies the types of situations in which a trainee will learn.

Learning with Peers - There are many opportunities for trainees to learn with their peers. Local
postgraduate teaching opportunities allow trainees of varied levels of experience to come together
for small group sessions. Examination preparation encourages the formation of self-help groups
and learning sets.

Work-based Experiential Learning - The content of work-based experiential learning is decided

by the local faculty for education but includes active participation in:

¢ Medical clinics including specialty clinics. After initial induction, trainees will review patients in
outpatient clinics, under direct supervision. The degree of responsibility taken by the trainee will
increase as competency increases. As experience and clinical competence increase trainees
will assess ‘new’ and ‘review’ patients and present their findings to their clinical supervisor.

e Specialty-specific takes

e Post-take consultant ward-rounds

e Personal ward rounds and provision of ongoing clinical care on specialist medical ward
attachments. Every patient seen, on the ward or in out-patients, provides a learning
opportunity, which will be enhanced by following the patient through the course of their iliness:
the experience of the evolution of patients’ problems over time is a critical part both of the
diagnostic process as well as management. Patients seen should provide the basis for critical
reading and reflection of clinical problems.

¢ Consultant-led ward rounds. Every time a trainee observes another doctor, consultant or fellow
trainee, seeing a patient or their relatives there is an opportunity for learning. Ward rounds,
including those post-take, should be led by a consultant and include feedback on clinical and
decision-making skills.

e Multi-disciplinary team meetings. There are many situations where clinical problems are
discussed with clinicians in other disciplines. These provide excellent opportunities for
observation of clinical reasoning.

Trainees have supervised responsibility for the care of in-patients. This includes day-to-day review
of clinical conditions, note keeping, and the initial management of the acutely ill patient with referral
to and liaison with clinical colleagues as necessary. The degree of responsibility taken by the
trainee will increase as competency increases. There should be appropriate levels of clinical
supervision throughout training with increasing clinical independence and responsibility as learning
outcomes are achieved (see Section 5: Feedback and Supervision).

Formal Postgraduate Teaching — The content of these sessions are determined by the local
faculty of medical education and will be based on the curriculum. There are many opportunities
throughout the year for formal teaching in the local postgraduate teaching sessions and at regional,
national and international meetings. Many of these are organised by the Royal Colleges of
Physicians.

Suggested activities include:

¢ A programme of formal bleep-free regular teaching sessions to cohorts of trainees (e.g. a
weekly core training hour of teaching within a Trust)

e Case presentations
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Journal clubs

Research and audit projects

Lectures and small group teaching

Grand Rounds

Clinical skills demonstrations and teaching

Critical appraisal and evidence based medicine and journal clubs

Joint specialty meetings

Attendance at training programmes organised on a deanery or regional basis, which are
designed to cover aspects of the training programme outlined in this curriculum.

Independent Self-Directed Learning -Trainees will use this time in a variety of ways depending

upon their stage of learning. Suggested activities include:

¢ Reading, including web-based material

¢ Maintenance of personal portfolio (self-assessment, reflective learning, personal development
plan)

o Audit and research projects

e Reading journals

e Achieving personal learning goals beyond the essential, core curriculum

Formal Study Courses -. The training programme should deliver the learning outcomes of the
curriculum, but how this is achieved is to be determined by the Training Programme Director for
each rotation. For example, learning can be delivered by an internal course or by attendance at a
more formal study course, such as modules on an MSc, management courses and communication
skills courses. A course is one approach to achieving curriculum objectives and trainees should
discuss with their educational supervisors what is best for them as an individual.

4.3 Research

Trainees who wish to acquire research competencies, in addition to those specified in their
specialty curriculum, may undertake a research project as an ideal way of obtaining those
competencies. For those in specialty training, one option to be considered is that of taking time out
of programme to complete a specified project or research degree. Applications to research bodies,
the deanery (via an OOPR form) and the JRCPTB (via a Research Application Form) are
necessary steps, which are the responsibility of the trainee. The JRCPTB Research Application
Form can be accessed via the JRCPTB website. It requires an estimate of the competencies that
will be achieved and, once completed, it should be returned to JRCPTB together with a job
description and an up to date CV. The JRCPTB will submit applications to the relevant SACs for
review of the research content including an indicative assessment of the amount of clinical credit
(competence acquisition) which might be achieved. This is likely to be influenced by the nature of
the research (e.g. entirely laboratory-based or strong clinical commitment), as well as duration (e.g.
12 month Masters, 2-year MD, 3-Year PhD). On approval by the SAC, the JRCPTB will advise the
trainee and the deanery of the decision. The deanery will make an application to the GMC for
approval of the out of programme research. All applications for out of programme research must be
prospectively approved.

Upon completion of the research period the competencies achieved will be agreed by the OOP
Supervisor, Educational Supervisor and communicated to the SAC, accessing the facilities
available on the JRCPTB ePortfolio. The competencies achieved will determine the trainee’s
position on return to programme; for example if an ST3 trainee obtains all ST4 competencies then
12 months will be recognised towards the minimum training time and the trainee will return to the
programme at ST5. This would be corroborated by the subsequent ARCP.

This process is shown in the diagram below:
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OOPR Applicant Deanery grant
seeks approval time to go OOP
from Deanery

OOPR Applicant
SAC decide on applies to JRCPTB
research content for OOP approval

OOPR Applicant
obtains
competencies
whilst OOP

SAC decide how many
competencies can be
counted towards minimum
training time

A 4

OOP applicant returns
to programme at
appropriate competency
level

Funding will need to be identified for the duration of the research period. Trainees need not count
research experience or its clinical component towards a CCT programme but must decide whether
or not they wish it to be counted on application to the deanery and the JRCPTB.

A maximum period of 3 years out of programme is allowed and the SACs will recognise up to 12
months towards the minimum training times.

4.4 Academic Training

For those contemplating an academic career path, there are now well-defined posts at all levels in
the Integrated Academic Training Pathway (IATP) involving the National Institute for Health
Research (NIHR) and the Academy of Medical Sciences (AMS). For full details see
http://www.nccrcd.nhs.uk/intetacatrain and http://www.academicmedicine.ac.uk/uploads/A-pocket-
quide.pdf. Academic trainees may wish to focus on education or research and are united by the
target of a consultant-level post in a university and/or teaching hospital, typically starting as a
senior lecturer and aiming to progress to readership and professor. A postgraduate degree will
usually be essential (see “out of programme experience”) and academic mentorship is advised
(see section 6.1). Academic competencies have been defined by the JRCPTB in association with
AMS and the Colleges and modes of assessment have been incorporated in the latest edition of
the Gold Guide (section 7, see http://specialtytraining.hee.nhs.uk/files/2013/10/Gold-Guide-6th-
Edition-February-2016.pdf).

Academic integrated pathways to CCT are a) considered fulltime CCTs as the default position and
b) are run through in nature. The academic programmes are CCT programmes and the indicative
time academic trainees to achieve the CCT is the same as the time set for non-academic trainees.
If a trainee fails to achieve all the required competencies within the notional time period for the
programme, this would be considered at the ARCP, and recommendations to allow completion of
clinical training would be made (assuming other progress to be satisfactory). An academic trainee
working in an entirely laboratory-based project would be likely to require additional clinical training,
whereas a trainee whose project is strongly clinically oriented may complete within the “normal’
time (see the guidelines for monitoring training and progress)
http://www.academicmedicine.ac.uk/careersacademicmedicine.aspx. Extension of a CCT date will
be in proportion depending upon the nature of the research and will ensure full capture of the
specialty outcomes set down by the Royal College and approved by GMC.

Medical Oncology August 2017 Page 11


http://www.nccrcd.nhs.uk/intetacatrain
http://www.academicmedicine.ac.uk/uploads/A-pocket-guide.pdf
http://www.academicmedicine.ac.uk/uploads/A-pocket-guide.pdf
http://specialtytraining.hee.nhs.uk/files/2013/10/Gold-Guide-6th-Edition-February-2016.pdf
http://specialtytraining.hee.nhs.uk/files/2013/10/Gold-Guide-6th-Edition-February-2016.pdf
http://www.academicmedicine.ac.uk/careersacademicmedicine.aspx

All applications for research must be prospectively approved by the SAC and the regulator, see
www.jrcptb.org.uk for details of the process.

5 Assessment

5.1 The assessment system

The purpose of the assessment system is to:

¢ enhance learning by providing formative assessment, enabling trainees to receive immediate
feedback, measure their own performance and identify areas for development;

e drive learning and enhance the training process by making it clear what is required of trainees
and motivating them to ensure they receive suitable training and experience;

e provide robust, summative evidence that trainees are meeting the curriculum standards during

the training programme;

ensure trainees are acquiring competencies within the domains of Good Medical Practice;

assess trainees’ actual performance in the workplace;

ensure that trainees possess the essential underlying knowledge required for their specialty;

inform the Annual Review of Competence Progression (ARCP), identifying any requirements

for targeted or additional training where necessary and facilitating decisions regarding

progression through the training programme;

¢ identify trainees who should be advised to consider changes of career direction.

The integrated assessment system comprises of workplace-based assessments and knowledge —
based assessments. Individual assessment methods are described in more detail below.
Workplace-based assessments will take place throughout the training programme to allow trainees
to continually gather evidence of learning and to provide trainees with formative feedback. They
are not individually summative but overall outcomes from a number of such assessments provide
evidence for summative decision making. The number and range of these will ensure a reliable
assessment of the training relevant to their stage of training and achieve coverage of the
curriculum.

5.2 Assessment Blueprint

In the syllabus (10) the “Assessment Methods” shown are those that are appropriate as possible
methods that could be used to assess each competency. It is not expected that all competencies
will be assessed and that where they are assessed not every method will be used.

5.3 Assessment methods
The following assessment methods are used in the integrated assessment system:

Examinations and certificates
o The Specialty Certificate Examination in Medical Oncology (SCE)

The Federation of Royal Colleges of Physicians of the UK, in association with the Association of
Cancer Physicians has developed a Specialty Certificate Examination. The aim of this national
assessment is to assess a trainee’s knowledge and understanding of the clinical sciences relevant
to specialist medical practice and of common or important disorders to a level appropriate for a
newly appointed consultant. The Specialty Certificate Examination is a prerequisite for attainment
of the CCT.

Information about the SCE, including guidance for candidates, is available on the MRCP(UK)
website www.mrcpuk.org

Workplace-based assessments WPBAs
e Multi-Source Feedback (MSF)
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Multiple Consultant Report (MCR)

mini-Clinical Evaluation Exercise (mini-CEX)

Direct Observation of Procedural Skills (DOPS)
Case-Based Discussion (CbD)

Patient Survey (PS)

Quiality Improvement Project Assessment Tool (QIPAT)
Audit Assessment (AA)

Teaching Observation (TO)

These methods are described briefly below. More information about these methods including
guidance for trainees and assessors is available in the ePortfolio and on the JRCPTB website
www.jrcptb.org.uk. Workplace-based assessments should be recorded in the trainee’s ePortfolio.
The workplace-based assessment methods include feedback opportunities as an integral part of
the assessment process, this is explained in the guidance notes provided for the techniques.

Multisource feedback (MSF)

This tool is a method of assessing generic skills such as communication, leadership, team working,
reliability etc, across the domains of Good Medical Practice. This provides objective systematic
collection and feedback of performance data on a trainee, derived from a number of colleagues.
‘Raters’ are individuals with whom the trainee works, and includes doctors, administration staff,
and other allied professionals. The trainee will not see the individual responses by raters, feedback
is given to the trainee by the Educational Supervisor.

Multiple Consultant Report (MCR)

The Multiple Consultant Report (MCR) captures the views of consultant supervisors on a trainee's
clinical performance. The MCR year summary sheet summarises the feedback received, outcomes
for clinical areas and comments which will give valuable insight to how well the trainee is
performing, highlighting areas of excellence and areas of support required. MCR feedback will be
available to the trainee and included in the educational supervisor’s report.

Mini-Clinical Evaluation Exercise (mini-CEX)

This tool evaluates a clinical encounter with a patient to provide an indication of competence in
skills essential for good clinical care such as history taking, examination and clinical reasoning.
The trainee receives immediate feedback to aid learning. The mini-CEX can be used at any time
and in any setting when there is a trainee and patient interaction and an assessor is available.

Direct Observation of Procedural Skills (DOPS)

A DOPS is an assessment tool designed to assess the performance of a trainee in undertaking a
practical procedure, against a structured checklist. The trainee receives immediate feedback to
identify strengths and areas for development.

Case based Discussion (CbD)

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 CbD should include discussion
about 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.

Acute Care Assessment Tool (ACAT)

The ACAT is designed to assess and facilitate feedback on a doctor’s performance during their
practice on the Acute Medical Take. Any doctor who has been responsible for the supervision of
the Acute Medical Take can be the assessor for an ACAT.

Patient Survey (PS)
Patient Survey address issues, including behaviour of the doctor and effectiveness of the
consultation, which are important to patients. It is intended to assess the trainee’s performance in
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areas such as interpersonal skills, communication skills and professionalism by concentrating
solely on their performance during one consultation.

Quality Improvement Project Assessment Tool (QIPAT)

The Quality Improvement Project Assessment tool is designed to assess a trainee's competence in
completing a quality improvement project. The Quality Improvement Project Assessment can be
based on review of quality improvement project documentation OR on a presentation of the quality
improvement project at a meeting. If possible the trainee should be assessed on the same quality
improvement project by more than one assessor.

Audit Assessment Tool (AA)

The Audit Assessment Tool is designed to assess a trainee’s competence in completing an audit.
The Audit Assessment can be based on review of audit documentation OR on a presentation of the
audit at a meeting. If possible the trainee should be assessed on the same audit by more than one
assessor.

Teaching Observation (TO)

The Teaching Observation form is designed to provide structured, formative feedback to trainees
on their competence at teaching. The Teaching Observation can be based on any instance of
formalised teaching by the trainee who has been observed by the assessor. The process should
be trainee-led (identifying appropriate teaching sessions and assessors).

5.4 Decisions on progress (ARCP)

The Annual Review of Competence Progression (ARCP) is the formal method by which a trainee’s
progression through her/his training programme is monitored and recorded. ARCP is not an
assessment — it is the review of evidence of training and assessment. The ARCP process is
described in A Reference Guide for Postgraduate Specialty Training in the UK (the “Gold Guide” —
available from specialtytraining.hee.nhs.uk). Deaneries are responsible for organising and
conducting ARCPs. The evidence to be reviewed by ARCP panels should be collected in the
trainee’s ePortfolio.

The ARCP Decision Aid is included in section 5.5, giving details of the evidence required of
trainees for submission to the ARCP panels.
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5.5 Medical Oncology ARCP Decision Aid

The ARCP decision aid documents the targets to be achieved for satisfactory ARCP outcome at the end of each training level for trainees on the
2017 Medical Oncology curriculum. The most current version will be available on the JRCPTB website (www.jrcptb.org.uk)

¢ The ePortfolio curriculum record should be used to present evidence in an organised way to enable the educational supervisor and the ARCP
panel to determine whether satisfactory progress with training is being made to proceed to the next phase of training.

o Evidence that may be linked to the competencies listed on the ePortfolio curriculum record include supervised learning events (SLEs) and other
work place assessments (WPBASs), personal development plans (PDPs), reflective practice, audit or quality improvement projects, reports,
feedback on teaching delivered and examination pass communications.

¢ A summary of clinical activities and teaching attendance can be recorded using the form available in the assessment section of the ePortfolio. A
template is available for recording a logbook of procedures and outpatient clinics but is not mandatory.

e An educational supervisor report covering the whole training year is required before the ARCP. The ES will receive feedback on a trainee’s clinical
performance from other clinicians via the multiple consultant report (MCR) and multi-source feedback report (MSF).

o Great emphasis is placed on the ES confirming that satisfactory progress in the curriculum is being made compared to the level expected of a
trainee at that stage of their training. This report should bring to the attention of the panel events that are causing concern e.g. patient safety
issues, professional behaviour issues, poor performance in work-place based assessments, poor MSF report and issues reported by other
clinicians. It is expected that serious events would trigger a deanery review even if an ARCP was not due.

e For each site-specific tumour type, trainees should consider all the outcomes outlined in section 1. Professional skills. Progression from one year
to the next should be made with awareness of the outcomes in this section that have not been met and these should form the targets for training
the following year.

e ltis important to consider that these requirements are the minimum and for some trainees the ES or TPD/ARCP panel may recommend that
additional assessment is undertaken and documented in the e-portfolio.

e To achieve CCT, ALL outcomes in the curriculum must be met by the end of ST6.
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Medical Oncology ARCP Decision Aid

ST3

ST4

ST5 (=PYA)

ST6 (=CCT)

Site-Specific
Tumour Type

2 mini-CEX satisfactorily
completed (1 in each 6 month
post), to include history taking
from a new patient, clinical
examination, patient
counselling and education

2 CbD satisfactorily completed
(1 in each 6 month post), to
include review of presenting
features, diagnostic reasoning,
planning investigations,
interpretation of clinical data
and planning treatment or end
of life care

The CbD should be for
different cases to the mini-
CEX

2 mini-CEX satisfactorily
completed (1 in each 6 month
post), to include history taking
from a new patient, clinical
examination, patient
counselling and education

2 CbD satisfactorily completed
(1 in each 6 month post), to
include review of presenting
features, diagnostic reasoning,
planning investigations,
interpretation of clinical data
and planning treatment or end
of life care

The CbD should be for
different cases to the mini-
CEX

2 mini-CEX satisfactorily
completed (1 in each 6 month
post), to include history taking
from a new patient, clinical
examination, patient
counselling and education

2 CbD satisfactorily completed
(1 in each 6 month post), to
include review of presenting
features, diagnostic reasoning,
planning investigations,
interpretation of clinical data
and planning treatment or end
of life care

The CbD should be for
different cases to the mini-
CEX

2 mini-CEX satisfactorily
completed (1 in each 6 month
post), to include history taking
from a new patient, clinical
examination, patient
counselling and education

2 CbD satisfactorily completed
(1 in each 6 month post), to
include review of presenting
features, diagnostic
reasoning, planning
investigations, interpretation of
clinical data and planning
treatment or end of life care

The CbD should be for
different cases to the mini-
CEX

Acute Oncology
and Supportive
Therapies

1 mini-CEX satisfactorily
completed, to include
elements of the management
of acute toxicity, disease
complication, oncological
emergency, pain management

1 CbD satisfactorily
completed, to include review
of presenting features,
diagnostic reasoning, planning
investigations, interpretation of
clinical data and planning
treatment

1 mini-CEX satisfactorily
completed, to include
elements of the management
of acute toxicity, disease
complication, oncological
emergency, pain management

1 CbD satisfactorily
completed, to include review
of presenting features,
diagnostic reasoning, planning
investigations, interpretation of
clinical data and planning
treatment

1 mini-CEX satisfactorily
completed, to include
elements of the management
of acute toxicity, disease
complication, oncological
emergency, pain management

1 CbD satisfactorily
completed, to include review
of presenting features,
diagnostic reasoning, planning
investigations, interpretation of
clinical data and planning
treatment

1 mini-CEX satisfactorily
completed, to include
elements of the management
of acute toxicity, disease
complication, oncological
emergency, pain management

1 CbD satisfactorily
completed, to include review
of presenting features,
diagnostic reasoning, planning
investigations, interpretation of
clinical data and planning
treatment
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ST3

ST4

ST5 (=PYA)

ST6 (=CCT)

The CbD should be for a
different case to the mini-CEX

The CbD should be for a
different case to the mini-CEX

The CbD should be for a
different case to the mini-CEX

The CbD should be for a
different case to the mini-CEX

1 mini-CEX satisfactorily
completed, to include
treatment choice discussion
with patient, review of
chemotherapy prescription,
obtaining consent and review
of toxicity and response

1 CbD satisfactorily

1 mini-CEX satisfactorily
completed, to include
treatment choice discussion
with patient, review of
chemotherapy prescription,
obtaining consent and review
of toxicity and response

1 CbD satisfactorily

1 mini-CEX satisfactorily
completed, to include
treatment choice discussion
with patient, review of
chemotherapy prescription,
obtaining consent and review
of toxicity and response

1 CbD satisfactorily

1 mini-CEX satisfactorily
completed, to include
treatment choice discussion
with patient, review of
chemotherapy prescription,
obtaining consent and review
of toxicity and response

1 CbD satisfactorily

Systemic completed, to include review completed, to include review completed, to include review completed, to include review

Anticancer of dose alteration for toxicity, of dose alteration for toxicity, of dose alteration for toxicity, of dose alteration for toxicity,

Therapy age, co-morbidity, system age, co-morbidity, system age, co-morbidity, system age, co-morbidity, system

Prescribing impairment or adverse impairment or adverse impairment or adverse impairment or adverse
reaction reaction reaction reaction
The CbD should be for a The CbD should be for a The CbD should be for a The CbD should be for a
different case to the mini-CEX | different case to the mini-CEX | different case to the mini-CEX | different case to the mini-CEX
Supervisors report Supervisors report Supervisors report Supervisors report
documenting Level 4 documenting Level 4 documenting Level 4 documenting Level 5
competence in chemotherapy | competence in chemotherapy | competence in chemotherapy | competence in chemotherapy
prescribing prescribing prescribing prescribing

Specialty Specialty Certificate

Certificate Examination (SCE) passed in

Examination

order to obtain CCT

MSF

1 satisfactorily completed with
documented discussion in
educational supervisors report

1 satisfactorily completed with
documented discussion in
educational supervisors report

Patient Survey

1 satisfactorily completed

1 satisfactorily completed

MDT
participation

Personal reflections on
contributions to MDT
meetings, such as;
preparation, referral,
presenting, educational benefit

Personal reflections on
contributions to MDT
meetings, such as;
preparation, referral,
presenting, educational benefit

Personal reflections on
contributions to MDT
meetings, such as;
preparation, referral,
presenting, educational benefit

Personal reflections on
contributions to MDT
meetings, such as;
preparation, referral,
presenting, educational
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ST3 ST4 ST5 (=PYA) ST6 (=CCT)
and inter-professional and inter-professional and inter-professional benefit and inter-professional
difficulties difficulties difficulties difficulties

Audit / Quality

1 audit or QI project
satisfactorily completed

Personal reflections relating to
the audit or QIP such as;
design, implementation,

1 audit or QI project
satisfactorily completed

Personal reflections relating to
the audit or QIP such as;
design, implementation,

1 audit or QI project
satisfactorily completed

Personal reflections relating to
the audit or QIP such as;
design, implementation,

1 audit or QI project
satisfactorily completed

Personal reflections relating to
the audit or QIP such as;
design, implementation,

Improvement . : . ! . . , .
analysis, presentation of analysis, presentation of analysis, presentation of analysis, presentation of
results and service results and service results and service results and service
development or guidelines that | development or guidelines that | development or guidelines that | development or guidelines
could result from the audit or could result from the audit or could result from the audit or that could result from the audit
QIP QIP QIP or QIP
1 satisfactorily completed 1 satisfactorily completed 1 satisfactorily completed 1 satisfactorily completed
teaching evaluation teaching evaluation teaching evaluation teaching evaluation
Personal reflections on Personal reflections on Personal reflections on Personal reflections on
Teaching teaching such as; content teaching such as; content teaching such as; content teaching such as; content

observation

development, delivery of
teaching, evaluation or
assessment, identifying areas
of personal development and
future targets

development, delivery of
teaching, evaluation or
assessment, identifying areas
of personal development and
future targets

development, delivery of
teaching, evaluation or
assessment, identifying areas
of personal development and
future targets

development, delivery of
teaching, evaluation or
assessment, identifying areas
of personal development and
future targets

GCP training completed or
maintained satisfactorily

GCP training completed or
maintained satisfactorily

GCP training completed or
maintained satisfactorily

GCP training completed or
maintained satisfactorily

Clinical Personal reflections on Personal reflections on Personal reflections on Personal reflections on

Research, contribution to clinical contribution to clinical contribution to clinical contribution to clinical

Ethics and research, such as; research, such as; research, such as; research, such as;

Economics recruitment, trial management, | recruitment, trial management, | recruitment, trial management, | recruitment, trial management,
data analysis, presentation of | data analysis, presentation of | data analysis, presentation of | data analysis, presentation of
data or project planning data or project planning data or project planning data or project planning

Multiple

Consultant 4-6 4-6 4-6 4-6

reports

. Satisfactory — to include Satisfactory — to include Satisfactory — to include
Educational . .
s . summary of MCR and any summary of MCR and any summary of MCR and any Satisfactory — to include
upervisor’s . . . . . .
Report resulting action or targets for resulting action or targets for resulting action or targets for summary of MCR

future training

future training

future training
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ST3

ST4

ST5 (=PYA)

ST6 (=CCT)

Medical
Leadership,
Management
and
Governance

Personal reflections relating to
leadership and management
such as; rota management;
staff induction, departmental
meetings

Personal reflections relating to
leadership and management
such as; rota management;
staff induction, departmental
meetings

Personal reflections relating to
leadership and management
such as; rota management;
staff induction, departmental
meetings, network meetings,
tumour specific group
activities, shadowing senior
managers, recruitment,
involvement in business
cases, risk management,
governance

Personal reflections relating to
leadership and management
such as; rota management;
staff induction, departmental
meetings, network meetings,
tumour specific group
activities, shadowing senior
managers, recruitment,
involvement in business
cases, risk management,
governance

Portfolio evidence of
completed management
training at local level (e.g.
Trust or Deanery)

Reflections on
Practice

Trainees should record
personal reflections on issues
such as; difficult
conversations, difficult or
complex management
decisions, critical incidents or
other such matters, and
identify the learning points and
action points for personal
development

Trainees should record
personal reflections on issues
such as; difficult
conversations, difficult or
complex management
decisions, critical incidents or
other such matters, and
identify the learning points and
action points for personal
development

Trainees should record
personal reflections on issues
such as; difficult
conversations, difficult or
complex management
decisions, critical incidents or
other such matters, and
identify the learning points and
action points for personal
development

Trainees should record
personal reflections on issues
such as; difficult
conversations, difficult or
complex management
decisions, critical incidents or
other such matters, and
identify the learning points and
action points for personal
development
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5.6 Penultimate Year Assessment (PYA)

The penultimate ARCP prior to the anticipated CCT date will include an external assessor from
outside the training programme. JRCPTB and the deanery will coordinate the appointment of this
assessor. This is known as “PYA”. Whilst the ARCP will be a review of evidence, it is considered
good practice for the PYA to include a face to face component. .

5.7 Complaints and Appeals

The MRCP(UK) office has complaints procedures and appeals regulations documented in its
website which apply to all examinations run by the Royal Colleges of Physicians including the
Specialist Certificate Exams.

All WPBA method outcomes must be used to provide feedback to the trainee on the effectiveness

of the education and training where consent from all interested parties has been given. If a trainee

has a complaint about the outcome from a specific assessment this is their first opportunity to raise
it.

Appeals against decisions concerning in-year assessments will be handled at deanery level and
deaneries are responsible for setting up and reviewing suitable processes. If a formal complaint
about assessment is to be pursued this should be referred in the first instance to the chair of the
Specialty Training Committee who is accountable to the regional deanery. Continuing concerns
should be referred to the Associate Dean.

6 Supervision and feedback

6.1 Supervision

All elements of work in training posts must be supervised with the level of supervision varying
depending on the experience of the trainee and the clinical exposure and case mix undertaken.
Outpatient and referral supervision must routinely include the opportunity to personally discuss all
cases if required. As training progresses the trainee should have the opportunity for increasing
autonomy, consistent with safe and effective care for the patient.

Trainees will at all times have a named Educational Supervisor and Clinical Supervisor,
responsible for overseeing their education. Depending on local arrangements these roles may be
combined into a single role of Educational Supervisor.

The responsibilities of supervisors have been defined by GMC in the document “Operational Guide
for the GMC Quality Framework”. These definitions have been agreed with the National
Association of Clinical Tutors, the Academy of Medical Royal Colleges and the Gold Guide team
working within the Conference of Postgraduate Medical Deans and are reproduced below:

Educational supervisor

A trainer who is selected and appropriately trained to be responsible for the overall supervision and
management of a specified trainee’s educational progress during a training placement or series of
placements. The Educational Supervisor is responsible for the trainee’s Educational Agreement.

Clinical supervisor

A trainer who is selected and appropriately trained to be responsible for overseeing a specified
trainee’s clinical work and providing constructive feedback during a training placement. Some
training schemes appoint an Educational Supervisor for each placement. The roles of Clinical and
Educational Supervisor may then be merged.

The Educational Supervisor, when meeting with the trainee, should discuss issues of clinical
governance, risk management and any report of any untoward clinical incidents involving the
trainee. The Educational Supervisor should be part of the clinical specialty team. Thus if the clinical
directorate (clinical director) have any concerns about the performance of the trainee, or there
were issues of doctor or patient safety, these would be discussed with the Educational Supervisor.
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These processes, which are integral to trainee development, must not detract from the statutory
duty of the trust to deliver effective clinical governance through its management systems.

Academic trainees are encouraged to identify an academic mentor, who will not usually be their
research supervisor and will often be from outside their geographical area. The Academy of
Medical Sciences organises one such scheme (www.acmedsci.ac.uk) but there are others and
inclusion in an organised scheme is not a pre-requisite. The Medical Research Society organises
annual meetings for clinician scientists in training (www.medres.org.uk) and this type of meeting
provides an excellent setting for trainees to meet colleagues and share experiences.

Opportunities for feedback to trainees about their performance will arise through the use of the
workplace-based assessments, regular appraisal meetings with supervisors, other meetings and
discussions with supervisors and colleagues, and feedback from ARCP.

6.2 Appraisal

A formal process of appraisals and reviews underpins training. This process ensures adequate
supervision during training, provides continuity between posts and different supervisors and is one
of the main ways of providing feedback to trainees. All appraisals should be recorded in the
ePortfolio

Induction Appraisal

The trainee and educational/clinical supervisor should have an appraisal meeting at the beginning
of each post to review the trainee’s progress so far, agree learning objectives for the post ahead
and identify the learning opportunities presented by the post. Reviewing progress through the
curriculum will help trainees to compile an effective Personal Development Plan (PDP) of
objectives for the upcoming post. This PDP should be agreed during the Induction Appraisal. The
trainee and supervisor should also both sign the educational agreement in the e-portfolio at this
time, recording their commitment to the training process.

Mid-point Review

This meeting between trainee and educational supervisor is mandatory (except when an
attachment is shorter than 6 months), but is encouraged particularly if either the trainee or
educational or clinical supervisor has training concerns or the trainee has been set specific
targeted training objectives at their ARCP. At this meeting trainees should review their PDP with
their supervisor using evidence from the e-portfolio. Workplace-based assessments and progress
through the curriculum can be reviewed to ensure trainees are progressing satisfactorily, and
attendance at educational events should also be reviewed. The PDP can be amended at this
review.

End of Attachment Appraisal

Trainees should review the PDP and curriculum progress with their educational/ clinical supervisor
using evidence from the e-portfolio. Specific concerns may be highlighted from this appraisal. The
end of attachment appraisal form should record the areas where further work is required to
overcome any shortcomings. Further evidence of competence in certain areas may be needed,
such as planned workplace-based assessments, and this should be recorded. If there are
significant concerns following the end of attachment appraisal then the programme director should
be informed.

7 Managing curriculum implementation

7.1 Intended use of curriculum by trainers and trainees

This curriculum and ePortfolio are web-based documents which are available from the Joint Royal
Colleges of Physicians Training Board (JRCPTB) website www.jrcptb.org.uk.

The educational supervisors and trainers can access the up-to-date curriculum from the JRCPTB
website and will be expected to use this as the basis of their discussion with trainees. Both trainers
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and trainees are expected to have a good knowledge of the curriculum and should use it as a
guide for their training programme.

Each trainee will engage with the curriculum by maintaining a portfolio. The trainee will use the
curriculum to develop learning objectives and reflect on learning experiences.

7.2 Recording progress

On enrolling with JRCPTB trainees will be given access to the ePortfolio for Medical Oncology. The
ePortfolio allows evidence to be built up to inform decisions on a trainee’s progress and provides
tools to support trainees’ education and development.

The trainee’s main responsibilities are to ensure the ePortfolio is kept up to date, arrange
assessments and ensure they are recorded, prepare drafts of appraisal forms, maintain their
personal development plan, record their reflections on learning and record their progress through
the curriculum.

The supervisor’s main responsibilities are to use ePortfolio evidence such as outcomes of
assessments, reflections and personal development plans to inform appraisal meetings. They are
also expected to update the trainee’s record of progress through the curriculum, write end-of-
attachment appraisals and supervisor’s reports.

8 Curriculum review and updating

The specialty curriculum will be reviewed and updated with minor changes on an annual basis. The
curriculum should be regarded as a fluid, living document and the SAC will ensure to respond
swiftly to new clinical and service developments. In addition, the curriculum will be subject to three-
yearly formal review within the SAC. This will be informed by curriculum evaluation and
monitoring. The SAC will have available:

* The trainees’ survey, which will include questions pertaining to their specialty (GMC to
provide)

*  Specialty-specific questionnaires (if applicable)

* Reports from other sources such as educational supervisors, programme directors, specialty
deans, service providers and patients.

» Trainee representation on the Deanery STC and the SAC of the JRCPTB

* Informal trainee feedback during appraisal.

Evaluation will address:

*  The relevance of the learning outcomes to clinical practice

*  The balance of work-based and off-the-job learning

*  Quality of training in individual posts

* Feasibility and appropriateness of on-the-job assessments in the course of training
programmes

* Availability and quality of research opportunities

*  Current training affecting the service

Evaluation will be the responsibility of the JRCPTB and GMC. These bodies must approve any
significant changes to the curriculum.

Interaction with the NHS will be particularly important to understand the performance of specialists
within the NHS and feedback will be required as to the continuing needs for that specialty as
defined by the curriculum. It is likely that the NHS will have a view as to the balance between
generalist and specialist skills, the development of generic competencies and, looking to the future,
the need for additional specialist competencies and curricula. In establishing specialty issues which
could have implications for training, the SAC will produce a summary report to discuss with the
NHS employers and ensure that conclusions are reflected in curriculum reviews.
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Trainee contribution to curriculum review will be facilitated through the involvement of trainees in
local faculties of education and through informal feedback during appraisal and College meetings.

The SAC will respond rapidly to changes in service delivery. Regular review will ensure the coming
together of all the stakeholders needed to deliver an up-to-date, modern specialty curriculum. The
curriculum will indicate the last date of formal review monitoring and document revision.

9 Equality and diversity

The Royal Colleges of Physicians will comply, and ensure compliance, with the requirements of
equality and diversity legislation set out in the Equality Act 2010.

The Federation of the Royal Colleges of Physicians believes that equality of opportunity is
fundamental to the many and varied ways in which individuals become involved with the Colleges,
either as members of staff and Officers; as advisers from the medical profession; as members of
the Colleges' professional bodies or as doctors in training and examination candidates.
Accordingly, it warmly welcomes contributors and applicants from as diverse a population as
possible, and actively seeks to recruit people to all its activities regardless of race, religion, ethnic
origin, disability, age, gender or sexual orientation.

LETB quality assurance will ensure that each training programme complies with the equality and
diversity standards in postgraduate medical training as set by GMC.

Compliance with anti-discriminatory practice will be assured through:

e monitoring of recruitment processes;

e ensuring all College representatives and Programme Directors have attended appropriate
training sessions prior to appointment or within 12 months of taking up post;

e LETBs must ensure that educational supervisors have had equality and diversity training (for
example, an e learning module) every 3 years

o LETBs must ensure that any specialist participating in trainee interview/appointments
committees or processes has had equality and diversity training (at least as an e module)
every 3 years.

e ensuring trainees have an appropriate, confidential and supportive route to report examples
of inappropriate behaviour of a discriminatory nature. LETBs and Programme Directors must
ensure that on appointment trainees are made aware of the route in which inappropriate or
discriminatory behaviour can be reported and supplied with contact names and numbers.
LETBs must also ensure contingency mechanisms are in place if trainees feel unhappy with
the response or uncomfortable with the contact individual.

e monitoring of College Examinations;

e ensuring all assessments discriminate on objective and appropriate criteria and do not
unfairly disadvantage trainees because of gender, ethnicity, sexual orientation or disability
(other than that which would make it impossible to practise safely as a physician). All efforts
shall be made to ensure the participation of people with a disability in training.

10 Syllabus

In the tables below, the “Assessment Methods” shown are those that are appropriate as possible
methods that could be used to assess each competency. It is not expected that all competencies
will be assessed and that where they are assessed not every method will be used. See section 5.2
for more details.

The Medical Leadership Competency Framework, developed by the Academy of Medical Royal
Colleges and the NHS Institute for Innovation and Improvement, has informed the inclusion of
leadership competencies in this curriculum. The Framework identified possible assessment
methods, but in reviewing these we identified a need for more specific methods. JRCPTB and the
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RCP Education Department have established a working group to develop and evaluate leadership
assessment methods. These may include variants of CbD and ACAT, as well as the Case

Conference Assessment Tool currently being piloted.

“GMP” defines which of the 4 domains of the Good Medical Practice Framework for Appraisal and
Assessment are addressed by each competency. See section 3.1 for more details.
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1. Professional skills

1.1 History taking

Take arelevant and detailed patient history, recognising significance of presenting symptoms and the
underlying heritable predisposition, epidemiology and risk factors

Knowledge Assessment GMP

Methods

Can describe the symptoms that can manifest in a patient suspected of CbD, SCE 1
having cancer as a direct or indirect result of the cancer and the variation
of presentation in Teenage and Young Adults (TYA) and the older patient

Can define the disease aetiology, relationship with risk factors and CbD, SCE 1
disease prevention for a patient presenting with cancer

Can define the epidemiological principles of demography and biological CbD, SCE 1
variability of individual cancers, with application to the population of the

UK, including cancers that present in Teenage and Young Adults (TYA)

and in the older patient

Can define red flag symptoms and the common life-threatening situations MCR, mini-CEX 1,2
that can present in a patient with cancer

| Skills and Behaviour

Takes a focused history that covers all relevant aspects of patient history, MCR, mini-CEX 1,3
including identification of risk factors, and can assimilate information from
other sources including family members and healthcare professionals

Demonstrates precise, perceptive, comprehensive and sensitive CbD, MCR, mini-CEX, 1,3
guestioning of the patient using focused and open questions that elicit MSF, PS

the relevant and related features of the case and considers the context of

the age and state of the patient and multicultural factors

Demonstrates appropriate communication techniques such as; eliciting CbD, MCR, mini-CEX 1,34
the patient agenda, clarifying, information chunking, facilitation,

summarising and closure. Can supplement history with standardised

instruments, such as a pain chart, or questionnaires when relevant

Listens carefully, actively and appropriately to the patient, establishes MCR, mini-CEX, MSF, 1,3,4
rapport and encourages and enhances mutual understanding and can PS

identify their ideas, concerns and expectations

Identifies and overcomes barriers to effective communication; including MCR, mini-CEX, MSF, 1,3
problems with cognition, language, age-related factors, culture and PS

religion; and can manage conflicting views from family, carers, friends
and members of the multi-professional team

Recognises and interpret appropriately the use of non verbal MCR, mini-CEX, MSF 1,3
communication from patients and carers

Recognises and evaluates sensitively the possible influence of; socio- CbD, MCR, mini-CEX 1,3
economic status, household poverty, employment status and social

capital in taking a medical history and their impact on cancer risk,

stigmatising effects of some illnesses and tolerance of treatment

Recognise that effective history taking in non-urgent cases may require MCR, mini-CEX 1,3
several discussions with the patient and other parties, over time

Writes clear, legible, structured and comprehensive documentation that CbD, mini-CEX, MSF, 1,2,3
is dated and signed and includes all relevant communications with PS
patients, relatives and colleagues

Can obtain a detailed pain history from a patient, including the use of MCR, mini-CEX, MSF 1,3
pain charts and scores

Always considerate, polite and thoughtful of patients and colleagues and  MCR, mini-CEX, MSF, 1,34
demonstrates respect and behaves in accordance with Good Medical PS
Practice and safeguards confidentiality
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1.2 Clinical examination and interpreting clinical features

Perform accurate clinical examination of a patient with cancer, recognising diagnostic features and
complications of the disease and treatment

Knowledge Assessment GMP
Methods
Can describe the clinical signs that can manifest in a patient suspected of CbD, SCE 1

having cancer as a direct or indirect result of the cancer and the variation
of presentation in Teenage and Young Adults (TYA) and the older patient

Can define the clinical features that can identify the disease aetiology, CbD, SCE 1
natural history, complications of the disease, procedure, investigation or
complications of anticancer therapy

Can define the relevance of positive and negative physical signs in CbD, SCE 1
determining a differential diagnosis and plan of investigation
Can describe the constraints to performing physical examination and the  CbD, SCE 1
need for adjunctive forms of assessment to confirm diagnosis
Can define when the offer or use of a chaperone is appropriate or CbD, MCR, mini-CEX, 1,24
required SCE

| skills and Behaviour
Performs clinical examination of the patient that is thorough, sensitive, CbD, MCR, mini-CEX, 1

focused and systematic in approach that is general and systems-based, MSF
that is relevant to the presentation and performed in a timely manner

Elicits physical signs with accuracy and precision CbD, mini-CEX, MSF, 1
PS

Undertakes clinical examination that is appropriate for age, gender and CbD, MCR, mini-CEX, 1

state of the patient and can demonstrate technique to others MSF

Elicits physical signs with accuracy and precision, with appropriate CbD, MCR, mini-CEX, 1

interpretation to form an appropriate differential diagnosis MSF, PS

Recognises the clinical features that can identify the disease aetiology, CbD, MCR, mini-CEX, 1

complications of the disease, hon-metastatic manifestations or MSF

complications of anticancer therapy

Recognises life-threatening clinical features and demonstrates a calm, CbD, MCR, mini-CEX, 1,2

systematic approach and appropriate outcome following emergency MSF

situations

Can perform an assessment of cognitive function and mental state CbD, MCR, mini-CEX, 1,2
MSF

Demonstrates consideration of the patients age, gender, status, ethnicity, CbD, mini-CEX, MSF, 1,3

spiritual, cultural and social circumstances when undertaking physical PS

examination and make alternative arrangements where necessary

Writes clear, legible, structured and comprehensive documentation that CbD, MCR 1,3
is dated and signed and includes all relevant findings on general and
systemic examination

Recognise the possibility of deliberate harm (both self harm and harm by  CbD, MCR, mini-CEX  1,2,4
others) in vulnerable patients and report to appropriate agencies

Always considerate, polite and thoughtful of patients and colleagues and  MCR, mini-CEX, MSF, 1,3,4
demonstrates respect and behaves in accordance with Good Medical PS
Practice and safeguards confidentiality

See sections 1.6 and 5.2 for related competencies when assessing patients receiving systemic
anticancer therapies
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1.3 Planning diagnostic, prognostic investigations and interpretation of clinical data

Formulate an appropriate plan for cost-effective diagnostic and prognostic investigations, including
staging

Knowledge Assessment GMP
Methods
Can define relative and absolute risk and how they are derived, the SCE 1

meaning of the terms predictive value, sensitivity and specificity in
relation to diagnostic tests

Can define the staging system for the cancer under investigation CbD, SCE 1

Can define the modalities of investigation to obtain a diagnosis or CbD, SCE 1
determine prognostic factors, including the procedures required to obtain
appropriate material for investigation

Can define the indications, contraindications, complications and cost- CbD, SCE 1
benefit analysis of planned investigations

Can define the parameters that can influence the sensitivity, specificity, CbD, SCE 1
predictive value and accuracy of a test

Can discuss the role of immunohistochemistry and immunophenotyping CbD, SCE 1
on tissue and cellular samples in contributing to the diagnosis and
importance of accurate histological assessment in the determination of

prognosis

Can discuss the role of molecular diagnosis in relation to individual CbD, SCE 1
patients

Can define the role of tumour markers in the diagnosis, prognosis, and CbD, SCE 1

follow-up of patients

Can discuss the situations in which an error in the clinical data might be CbD, SCE 1,2
suspected and consider strategies to minimise such error

Can define the indications for endoscopy, surgery and imaging in the CbD, SCE 1
diagnosis and staging of cancer

| Skills and Behaviour

Generates a hypothesis within the context of clinical likelihood of a CbD, SCE, mini-CEX 1
diagnosis and can test, refine and verify the diagnostic hypothesis

Determines a plan of investigation that uses cost-effective investigations  CbD, mini-CEX, MSF 1
appropriate to the clinical situation and orders relevant investigations that
follow local guidelines

Determines and communicates to the patient the risk of the procedure or  CbD, mini-CEX, MSF, 1,3
investigation, anticipating the likely complications and obtains appropriate PS
informed consent

Interprets correctly a broad range of investigations, including laboratory- CbD, SCE 1
based and radiological investigations to confirm the diagnosis and stage

the cancer

Explains the clinical reasoning behind the formulation of a differential CbD, mini-CEX, MSF, 1,3
diagnosis and plan of investigation PS

Writes clear, legible, structured and comprehensive documentation that CbD, mini-CEX, MSF, 1,3
is dated and signed and includes the plan of investigation, and outlines PS
the relevant communications with patients, relatives and colleagues

Prepares the patient practically for an investigation or procedure, CbD, mini-CEX, MSF, 1,2,3
organises and coordinates other staff that may be involved in the test, or  PS
the care of the patient after the procedure is completed

Demonstrates an analytical and scientific approach to problem-solving CbD, MCR, mini-CEX, 1
and shows a range of problem-solving skills MSF
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1.4 Germline and tumour genomics

Recommended resources:
e NHS Genetics for Healthcare www.geneticseducation.nhs.uk
e UK genetic testing network www.ukgtn.nhs.uk
e Course in Genomic Medicine www.futurelearn.com/course/the-genomics-era

Apply foundation understanding of genomics to the investigation of a patient with cancer

Knowledge Assessment GMP
Methods

Can define the structure, function and transmission of the genome CbD, SCE 1

Can define the principles of gene expression and regulation through CbD, SCE 1

genetic and epigenetic mechanisms

Can define the Mendelian patterns of inheritance CbD, SCE 1

Can describe the multi-factorial predisposition of cancer and interactions  CbD, SCE 1

of environmental risk factors with random genetic events and low risk
cancer predisposition gene variants

Can describe the pattern of malignancies and underlying gene mutations  CbD, SCE 1
associated with the following high risk cancer predisposition syndromes:

hereditary breast/ovarian cancer, hereditary colorectal cancer, Von

Hippel-Lindau disease, Li—-Fraumeni syndrome, multiple neuroendocrine

neoplasia

Recognises that inherited cancer predisposition syndromes often require  CbD, SCE 1
a multi-disciplinary approach to patient management including primary
and secondary cancer prevention strategies

Can define the clinical features that may indicate an underlying inherited  CbD, SCE 1
cancer predisposition syndrome

Can define the difference between germline and somatic mutations and CbD, SCE 1
their influence in cancer risk, development and progression

Can define the principles and underlying mechanisms of precision CbD, SCE 1
oncology and pharmacogenomics and their application to targeted
therapies, particularly in the treatment of common malignancies

Can define the role, indications and limitations of; cytogenetic testing, CbD, SCE 1
single gene tests, panel gene testing, whole exome and genome

sequencing, diagnostic and understand the clinical implications of a

report of DNA variants of unknown significance

Can discuss the ethical issues associated with whole genome CbD 1,4
sequencing and management of genomic data

Can discuss national guidelines for screening of patients with a strong CbD, SCE 1
family history of breast or colorectal cancer but no known mutation in a
high risk cancer predisposition gene

Can discuss national guidelines for genomic testing in patients with CbD, SCE 1
cancer
Can define the indications to seek advice from or make referral to the CbD, SCE 1

specialist Clinical Genetic Service

| Skills and Behaviour

Takes a detailed family history, recognising the clinical features that may  CbD, mini-CEX 1,3
indicate an underlying inherited cancer predisposition syndrome

Estimates the genetic and cancer risk to family members of carriers of CbD, mini-CEX, SCE 1
mutations in cancer predisposition genes

Discusses value of increased screening for family members with strong CbD, mini-CEX 1
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family history of specific cancers in absence of known cancer
predisposition gene mutation

Reliably identifies patients that fulfil local criteria for germline and tumour  CbD, mini-CEX 1
genomic testing

Obtains informed consent for genomic testing, outlining the potential CbD, mini-CEX 1,3
benefits, impact and issues relating to such information

Requests appropriate somatic genomic tests for new patients presenting  CbD, mini-CEX, SCE 1
with common malignancies e.g. breast, colorectal, ovary, lung, renal and

melanoma

Explains clearly the results of genomic testing to patients, conveying CbD, mini-CEX, PS 1,3
understanding and outlining the objective implications of the results,

particularly the influence on subsequent therapeutic options

Appreciates the ethical and confidentiality issues which may arise in CbD, mini-CEX, SCE 1,34
taking family histories and communicating results of genetic testing,

including health insurance issues

Demonstrates consideration and respect for the patient age, status, mini-CEX, PS 1,34
cultural and ethnic circumstances when discussing genetic issues

Demonstrates empathy and respect to patients during all communication ~ CbD, mini-CEX, MSF, 1,34
and appreciates the physical and psychological impact of inherited PS

cancer predisposition syndromes on patients and their families

Complies with guidelines on ethical conduct in research and consent for CbD, mini-CEX, MSF 1,34
research

Always considerate, polite and thoughtful of patients and colleagues and  MCR, mini-CEX, MSF, 3,4
demonstrates respect and behaves in accordance with Good Medical PS, SCE

Practice and safeguards confidentiality
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1.5 Planning therapeutic intervention

Formulate a plan of management including anticancer therapy with consideration of the patients age,
status, cultural and social circumstances

Knowledge Assessment GMP
Methods
Can define the indications and goals of systemic anticancer therapy in CbD, SCE 1

primary and metastatic cancer, including adjuvant, neoadjuvant and
palliative intent treatments

Can define the indications for systemic anticancer therapy as a radiation =~ CbD, SCE 1
sensitiser and situations in which chemoradiotherapy is indicated with
curative intent in both an adjuvant and neoadjuvant setting

Can define the mechanisms of intrinsic and acquired drug resistance and CbD, SCE 1
possible strategies for its circumvention

Can define the role of dose-dense therapy and dose intensification, and CbD, SCE 1
indications, complications and adverse effects of such therapy

Can discuss the appropriate therapeutic management, including CbD, SCE 1
pharmacological and non-pharmacological interventions for the individual

patient, demonstrating understanding of the indications, interactions,

adverse effects and the implications for resource management and

resource limitations

Can define the criteria for assessing the objective response to therapy CbD, SCE 1
(e.g. RECIST, WHO)

Can define methods for assessing the performance status of the patients ChD, SCE 1
Can define methods for assessing quality of life using measurement CbD, SCE 1
instruments such as; HADS, Rotterdam Symptom check list and EORTC

QLQC-30

Can define the impact on fertility by chemotherapy and other anticancer CbD, SCE 1,34

therapies, including the indications for fertility preservation and
cryopreservation of semen and the developing technology and current
limitations with respect to female gamete storage

Can define quantitative data of risks and benefits of therapeutic CbD, SCE 1
intervention applied to an individual patient

Can discuss search strategies of the medical literature to inform AA, CbD, SCE 1
reasoning and decisions about intervention

Can discuss situations when patient care decisions may be based upon CbD, SCE 1
parameters other than published evidence

| Skills and Behaviour

Makes decisions about treatment in partnership with colleagues and CbD, mini-CEX, MSF, 1,3
patients, recognising own level of responsibility, capability and limitations, PS
usually seeks advice when needed

Assesses the impact of the patients age, co-morbid medical conditions, CbD, mini-CEX, MSF, 14
gender, fertility, status, religious, cultural and social circumstances when  PS
determining treatment and modifies the management plan accordingly

Determines and communicates to the patient the risk/benefit ratio of the MCR, mini-CEX, MSF  1,2,3
planned treatment, anticipating the likely complications and obtains
appropriate informed consent

Writes clear, legible, structured and comprehensive documentation that CbD, MCR, mini-CEX, 1,2,3
is dated and signed and includes a clear plan of management that MSF

includes anticipation of toxicity, intended outcomes and planned

assessment of response

Explains the clinical reasoning behind the plan of management and CbD, MCR, mini-CEX, 1,3
delivers clarity and understanding to the patient, with reference to MSF, PS, SCE
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published evidence, where appropriate, on which the decisions are made

Always makes the appropriate choice of treatment, dosage, schedule CbD, mini-CEX, MSF, 1,3
and method and route of delivery for the diagnosis with compliance with PS
local and national guidelines

Can discuss the management plan and institute appropriate therapy CbD, mini-CEX, MSF 1,3
within the setting of a multidisciplinary team, particularly when the
treatment may fall outside of local or national guidelines

Takes responsibility, makes decisions or takes well-judged risks and CbD, MCR, mini-CEX, 1
exerts authority when appropriate MSF, PS

Recognises the need to determine the best value and most effective CbD, MCR, mini-CEX 1,2
treatment both for the individual patient and for a patient cohort

Willing to adapt and adjust approaches according to the beliefs and CbD, MCR, mini-CEX 3,4
preferences of the patient and/or carers

Respects patient autonomy and willing to facilitate patient choice CbD, MCR, mini-CEX 3,4
Always considerate of the patients age, gender, status, ethnicity, MSF, MCR, mini-CEX, 1,4
spiritual, cultural and social circumstances when determining treatment, MSF, PS

particularly for Teenager and Young Adults and the older patient

See sections 1.6 and 5.2 for related competencies when assessing patients receiving systemic
anticancer therapies
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1.6 Special considerations in TYA, older patients and pregnancy

Review and modify the plan of investigation or management based upon consideration of the patients
age, co-morbidity or special situations such as pregnancy

Knowledge Assessment GMP
Methods

Can define the cancers that may be paediatric with late onset or adult CbD, SCE 1

with early onset and those that can occur at any age

Can define the late toxicity related to a planned treatment in adolescents  CbD, SCE 1

Can define the impact of age, gender, pregnancy and co-morbidity on the CbD, SCE 1

epidemiology and clinical presentation of cancers in such patients

Can define the impact of age, gender, pregnancy and co-morbidity on the CbD, SCE 1

pitfalls or barriers to investigation and diagnosis of cancer in such

patients

Can define the impact of age, gender, pregnancy and co-morbidity on the CbD, SCE 1

pharmacokinetics, drug-drug interactions, efficacy and toxicity of
treatment in patients with cancer

Can discuss the issues of fertility preservation and contraception during CbD, SCE 1
cancer treatment

Can define the potential adverse effects of treatment in early pregnancy CbD, SCE 1
and neonatal risks of early delivery

Can define the different domains of geriatric assessment such as; social CbD, SCE 1
status/support, nutritional status, functional status, fatigue, co-morbidity,

cognition, mental health, and geriatric syndromes such as falls,

incontinence and delirium

Can discuss the requirement for polypharmacy evaluation and CbD, SCE 1
assessment of drug compliance

Can define the alteration in tumour biology in younger or older patients CbD, SCE 1
and how this may impact on therapy

Can define how cancer therapy can exacerbate the co-morbidity during CbD, SCE 1
or after completion of therapy

Can define the utility and limitations of tools to assess the impact of co- CbD, SCE 1
morbid medical conditions on outcomes in cancer patients

| Skills and Behaviour

Assesses the impact of age, gender, pregnancy and co-morbidity in CbD, MCR, mini-CEX, 1,2
patients presenting with cancer and adapts the plan of investigation MSF
accordingly

Assesses the impact of age, gender, pregnancy and co-morbidity on the CbD, MCR, mini-CEX, 1,2
planned treatment, anticipating modifications to dose, schedule, route of MSF
delivery in order to optimise the treatment for the individual patient

Performs a geriatric assessment including; social status/support, CbD, MCR, mini-CEX, 1,2
nutritional status, functional status, fatigue, co-morbidity, cognition, MSF

mental health, and risk of geriatric syndromes such as falls, incontinence

and delirium

Writes clear, legible, structured and comprehensive documentation that CbD, MCR, mini-CEX, 1,2,3
is dated and signed and includes a clear plan of management with MSF

explanation of all modifications, that includes anticipation of toxicity,

intended outcomes and planned assessment of response

Explains the clinical reasoning behind the modifications to the plan of CbD, MCR, mini-CEX, 1,3
management and delivers clarity and understanding to the patient, with MSF, PS, SCE

reference to published evidence, where appropriate, on which the

decisions are made
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1.7 Obtaining valid consent

Obtain valid consent from a patient for a planned treatment or investigation including a clinical trial

Knowledge Assessment GMP
Methods

Can define the components necessary for informed consent and the CbD, SCE 1,34
GMC guidance on consent

Can discuss the value and limitations of promotion of autonomy in CbD, SCE 1,34
medicine

Can define the tests for assessing capacity to give consent CbD, SCE 1,34
Can discuss the need to respect competent refusal CbD, SCE 1,34
Can define the principles and implications of the Mental Capacity Act, CbD, SCE 12,4

advanced refusals, enduring power of attorney, independent mental
capacity advocates

Can define the procedures for seeking patient consent for disclosure of CbD, SCE 1,3
information and situations where consent while desirable is not obligatory

Can discuss the problems posed by disclosure in the public interest, CbD, SCE 1,34
without patient’s consent

Can define the legal and ethical aspects of consent for Teenage and CbD, SCE 1
Young Adult and older patients with impaired abilities

| Skills and Behaviour

Provides the patient and carers with appropriate information and time MCR, mini-CEX, MSF, 1,3

required to make an informed decision PS

Gives clear explanations and uses language effectively and appropriately MCR, mini-CEX, MSF, 1,3
PS

Provides a balanced and objective view of treatment options MCR, mini-CEX, MSF, 1,3
PS

Accurately describes the intended benefits and likely adverse effects ofa MCR, mini-CEX, MSF, 1,3

planned treatment PS

Assesses a patients capacity and understands the legal and moral MCR, mini-CEX, MSF, 3,4

implications of its presence and absence and supports decision-making PS
on behalf of those not competent to make decisions about their own care

Demonstrates respect for the patient’s right to autonomy MCR, mini-CEX, MSF, 1,3,4
PS

Completes the consent form accurately with the patient and records the CbD, MCR, mini-CEX 12,34
consent process in the medical record

Apply the principles of the Mental Capacity Act in promoting, assessing MCR, mini-CEX 12,34
and contextualising the patient’s capacity in discerning his/her best

interest

Treats patients with respect and without discrimination, is polite, MCR, mini-CEX, MSF, 1,34
considerate and honest, and shows respect for dignity and privacy PS

Demonstrates willingness to seek advice or offer the patient a second MCR, mini-CEX, MSF, 1,3,4
opinion where appropriate PS

Follows guidelines on ethical conduct in research and consent for MCR, mini-CEX, MSF 1,34
research
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1.8 Patient education in a structured interview

Communicate information to patients and their carers relating to the diagnosis (including breaking
bad news), explaining clinical data and future plans

Knowledge Assessment GMP
Methods
Can define the influence of correct environment on providing patient CbD, SCE 1.3

information and education

Can discuss the importance of the patient perspective when explaininga  CbD, SCE 1,34
diagnosis or treatment plan

Can define the influence of patient age, culture and religion on the CbD, SCE 1,34
understanding of a cancer diagnosis, impact of breaking bad news and

approaches to communicating the information with clarity and

understanding

Can define common terms as alternatives for the technical language CbD, SCE 1,3
used in the reporting of clinical data

Can discuss of local and national support groups and agencies that CbD, SCE 1,34
provide information and support to patients with cancer, including those
for Teenage and Young Adult patients

Can discuss that every patient may desire different levels of explanation CbD, SCE 1.4
and have different responses to bad news and that how bad news is
delivered irretrievably affects the subsequent relationship with the patient

| Skills and Behaviour

Selects the correct environment and setting for patient education MCR, mini-CEX, MSF, 1,34
including; setting aside sufficient uninterrupted time, chooses an PS

appropriate private environment, provides sufficient information regarding

prognosis and treatment, ensures the individual has appropriate support

if desired, delivers a structured interview, is honest, factual, realistic and

empathic

Assesses the needs of the patient and their expectations and to impart MCR, mini-CEX, MSF, 1,3,4

knowledge and patient education appropriate to the clinical situation PS

Gives clear explanations and uses language effectively and appropriately MCR, mini-CEX, MSF, 1,34
PS

Communicates clearly, honestly and using language effectively and MCR, mini-CEX, MSF, 1,3,4

appropriately, easily establishes rapport with the patient and encourages  PS
mutual understanding

Assesses the patients understanding of their condition and encourages MCR, mini-CEX, PS 1,3
guestioning

Responds to the emotions of the patient and imparts knowledge to the MCR, mini-CEX, MSF, 1,34
patient in a sensitive and appropriate approach PS

Listens carefully, actively and appropriately to the patient and their MCR, mini-CEX, MSF, 1,3,4
concerns, ideas and expectations and checks their understanding, PS

inspires confidence and allays the patients fears

Contributes to discussions on decisions not to resuscitate with patient, CbD, MCR, mini-CEX 1,3,4
carers, family and colleagues appropriately and sensitively ensuring
patients interests are paramount

Recognises and responds appropriately to sources of information MCR, mini-CEX, MSF, 1,34

accessed by patients PS

Can mediate, negotiate and deal appropriately with complaints CbD, MCR, mini-CEX, 1,3,4
MSF, PS

Recognises that bad news is confidential but the patient may wish to be CbD, MCR, mini-CEX, 1,34

accompanied and involve carers in decisions regarding their future MSF, PS

management
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Recognises the impact of the bad news on the patient, carer, supporters,
staff members and self and that bad news may be expected or
unexpected and it cannot always be predicted

Responds to verbal and visual cues from patients and relatives

Acts with empathy, honesty and sensitivity avoiding undue optimism or
pessimism

Inspires confidence and trust with the patient and allays the patients
fears

Always safeguards confidentiality and has excellent knowledge of the
data protection act

Demonstrates empathy and respect to patients during all communication

CbD, MCR, MSF

CbD, MCR, mini-CEX,
MSF

CbD, MCR, mini-CEX,
MSF

MSF, PS

CbD, mini-CEX, MSF,
PS

mini-CEX, MSF, PS

1,34

1,3

1,3

1,34

34

134
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1.9 Psychological aspects of cancer

Assess and manage the psychosocial aspects of cancer and the impact of the diagnosis on patients,
their relatives and on health care professionals involved in the care of patients with cancer

Knowledge Assessment GMP
Methods
Can discuss the variety of coping mechanisms for patients and families CbD, SCE 1

within the context of the clinical diagnosis of cancer and relating to end-
of-life care and death

Can discuss the sources of anxiety and concern and the indications and CbD, SCE 1
complications of using antidepressant or psychotropic medication in
patients with malignancy

Can discuss the impact of cancer in patients with dementia or pre- CbD, SCE 1
existing psychological or psychiatric illness

Can discuss the influence of age, status, religion, culture and social CbD, SCE 1
circumstance on the symptoms associated with the patients diagnosis
and treatment

Can discuss the needs and processes distinct to Teenage and Young CbD, SCE 1,2
Adult patients in relation to; physical, psychological and social

development, independence and autonomy, concordance and risk-

taking, education and work

Can discuss the responses and needs of children and adults with CbD, SCE 1
learning difficulties

Can define the process of grief and impact of bereavement, the CbD, SCE 1
preparation of carers and children for bereavement and discuss the
support available for the acutely grieving individual or family

Can discuss the impact of cancer on role, sexuality, body image and CbD, SCE 1
interpersonal relationships

Can define the role of the psychological or psychiatric services, including  ChD, SCE 1
the clinical psychologist

Can discuss approaches to deal with violent or suicidal patients and the CbD, SCE 12,4
use of compulsory treatment (Mental Health Act)

Can discuss the psychological impact of pain and intractable symptoms CbD, SCE 1
Can describe responses to uncertainty and loss at different stages inthe  CbD, SCE 1

natural history of cancer as an illness

| Skills and Behaviour

Recognises and addresses the social, biological, environmental and CbD, MCR 1,3
spiritual determinants of health (the bio-psycho- social model or the bio-

socio- psycho-existentialist model), and collaborate with other

professionals and agencies to improve health and wellbeing

Determines the patient’s experience of previous management, in terms of CbD, MCR, mini-CEX, 1,3

success and failure as well as physical and psychological impact MSF

Assesses the response to iliness and expectations in the patient and MCR, mini-CEX 1,3
among family members and recognises family dynamics

Identifies the physical manifestations of psychological impact on an CbD, mini-CEX, MSF, 1
individual of a disease or therapy PS

Assess the patient’s ability to access various services in the health and CbD, MCR, mini-CEX  1,2,3

social system and offer appropriate assistance

Empowers patients and negotiate complex systems to improve health CbD, MCR, mini-CEX  1,2,3
and welfare including where appropriate the right to work

Aware of transference and counter-transference in professional CbD, MCR, SCE 1,3
relationships with patients and family members
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Manages the tensions that may arise when there are conflicts of interest ~ MCR, mini-CEX, MSF, 1,2,3,4
between members of families and what implications this has for PS

professional duties across multidisciplinary teams

Identifies and alleviates the anxieties and concerns of the patient and CbD, mini-CEX, MSF, 1
their relatives PS

Identifies the coping mechanisms within a family environment, including CbD, mini-CEX, MSF, 14
the influence cultural and spiritual issues PS

Assesses the impact of the diagnosis on the patient and their relatives CbD, mini-CEX, MSF, 14
and to provide appropriate support PS

Prescribes medication appropriate to the clinical situation CbD, mini-CEX, MSF 1
Assesses the impact of the diagnosis on individual health care MCR, MSF 1,3
professions involved in the care of patients and the impact on the

structure and functions of a team

Selects and provides appropriate support for colleagues and other staffin  MCR, MSF 1,3
the work place

Can deal with situations that involve; anger and strong emotions; anxious MCR, mini-CEX, MSF, 1,2,3
preoccupation, transference, collusion and conspiracy of silence, denial PS

Identifies psychological responses as a source of additional problems for  CbD, MCR, mini-CEX, 1,3
patient and family and as potentially obstructing the goals of care MSF

Be inclusive and makes people from diverse backgrounds to feel at ease  CbD, mini-CEX, MCR, 1,34
in discussing sensitive or painful issues MSF
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1.10 Surveillance, screening and survivorship

Knowledge

Formulate an appropriate plan for follow up, surveillance, screening and survivorship

Assessment
Methods

Can discuss national guidelines for population-based screening of
patients, including those with a strong family history of cancer but no
known mutation in a high risk cancer predisposition gene

Can define the sensitivity, specificity and cost-benefit and concept of bias
in the interpretation of screening programmes and the limitations of
investigations

Can define the application of well-defined screening role (e.g., PAP
smear) and situations in which the role of screening is unclear or not
defined (e.g., PSA, ovarian cancer)

Can define the risk factors that predispose to subsequent malignancy
including: genetic, dietary, occupational, environmental, previous
malignancy and previous therapy

Can define the principles of disease surveillance and screening, disease
prevention (including the role of vaccination in the prevention of cancer),
health promotion and the requirements to perform a health needs
assessment

Can define the parameters that can influence the sensitivity, specificity,
predictive value and accuracy of a test and determine the risks and
benefits of screening or surveillance investigations

Can define the role of screening for cancer recurrence, second primary
cancers and long-term and late adverse effects of therapy

Can define the clinical symptoms and signs of cancer recurrence or
treatment-related side effects

CbD, SCE

CbD, SCE

CbD, SCE

CbD, SCE

CbD, SCE

CbD, SCE

CbD, SCE

CbD, SCE

1

| Skills and Behaviour

Performs a health needs assessment and actively develops measuresto  MCR, mini-CEX, MSF 1
extend the application of such approaches to the surrounding population

Listens carefully, actively and appropriately to the patient and their MCR, mini-CEX, MSF, 1,3
concerns, ideas and expectations and checks their understanding, PS

inspires confidence and allays the patients fears

Determines and communicates to the patient the risk/benefit ratio of the MCR, mini-CEX, MSF 1,2
planned screening or surveillance, anticipating any likely complications

and obtains appropriate informed consent

Assesses the impact of the patients age, co-morbid medical conditions, MCR, mini-CEX, MSF, 1,4
gender, fertility, status, religious, cultural and social circumstances when  PS

determining surveillance or screening strategies and modifies the plan

accordingly

Explains the clinical reasoning behind the plan of screening or MCR, mini-CEX, MSF, 1,3
surveillance and delivers clarity and understanding to the patient, with PS, SCE

reference to published evidence, where appropriate, on which the

decisions are made

Writes clear, legible, structured and comprehensive documentation that CbD, MCR, mini-CEX, 1,2
is dated and signed and includes a clear plan of screening or surveillance MSF

Manages follow-up effectively and safely utilising a variety of methods CbD, MCR, mini-CEX, 1
(e.g. phone call, emalil, letter) MSF
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1.11 End of life care

Recommended resources:
e End of Life Care www.e-Ifh.org.uk/projects/end-of-life-care/

Work within a multi-disciplinary team to manage patients requiring palliative and end of life care and
to support patients whilst facilitating End of Life choices including advance care planning

Knowledge

Assessment

GMP

Can describe different disease trajectories and prognostic indicators and
the signs that a patient is dying

Can discuss the spectrum of professional and complementary therapies
available, e.g. palliative medicine, hospice and community services,
nutritional support, pain relief, psychology of dying

Can define the pharmacology of major drug classes used in palliative
care, including opioids, NSAIDS, agents for neuropathic pain,
bisphosphonates, laxatives, anxiolytics, and antiemetic medication. Can
describe common side effects of drugs commonly used

Can define the analgesic ladder, role of radiotherapy, surgery and other
non-pharmacological treatments

Can define advance care planning and describe Advance Care Planning
documentation and End of Life Integrated Care Pathway documentation

Can discuss the use of syringe drivers, including their advantages and
limitations

Can define the major cultural and religious practices relevant to the care
of dying people and demonstrating ability to support patients in choices
relating to these and when to refer

Can describe the role of the coroner and when to refer to them and
discuss when a post mortem examination may be required and recognise
what this involves

Can define the local organ retrieval process and identify when this may
apply in a patient that has died of cancer

Can discuss the issues arising when dealing with End of Life care in
Teenage and Young Adult patients

Methods
CbD, SCE

CbD, mini-CEX, SCE

CbD, SCE

CbD, SCE

CbD, SCE

CbD, mini-CEX, SCE

CbD, SCE

CbD, mini-CEX

CbD, SCE

CbD, mini-CEX, SCE

13

13,4

1,4

1

| Skills and Behaviour

Identifies accurately when a patient may be in the last days / weeks of life  CbD, mini-CEX 1
Takes an accurate pain history, recognising that patients may have CbD, mini-CEX 1,3
multiple pains and causes of pain

Prescribes opioids correctly and safely using appropriate routes of CbD, mini-CEX 1,2
administration

Assesses response to analgesia and recognise medication side effects or  CbD, mini-CEX 1,2
toxicity

Assesses and manages other symptom control problems including CbD, mini-CEX 1
nausea and vomiting, constipation, breathlessness, excess respiratory

tract secretions, agitation, anxiety and depression

Delivers effective pain relief, symptom control (including for agitation, MCR, mini-CEX, MSF 1
excessive respiratory secretions, nausea & vomiting, breathlessness),

spiritual, social and psychological management

Identifies that the terminally ill often present with problems with multi- CbD, mini-CEX 1
factorial causes some of which may be reversible

Communicates honestly and sensitively with the patient (and carers), CbD, mini-CEX 1,34
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about the benefits and disadvantages of treatment and appropriate
management plan, allowing the patient to guide the conversation. Can
elicit understanding and concerns

Writes a clear record of the issues and views that have been considered, = CbD, mini-CEX 1,3
the decision reached and the reasoning in complex end of life decisions

and communicates relevant parts to other involved carers appropriately

Demonstrates clear and logical thinking around legal and ethical issues at CbD, mini-CEX 1,3
the end of life or related to the discontinuation of treatment

Completes death certificates and cremation forms correctly CbD, mini-CEX 1
Co-ordinates care within teams, between teams and between care CbD, mini-CEX 1,2,3
settings, including referral to specialist palliative care services when

recognising that care is complex

Shows willingness to seek the opinion of others when making decisions CbD, mini-CEX, MSF 1,3
about resuscitation status, and withholding or withdrawing treatment

Supports the decision making around end of life issues, including those mini-CEX, MSF 1,3
who are not competent to make decisions about their own care

Manages the physical, emotional, social and psychological well-being of CbD, mini-CEX, MSF, 1.4
the patient in the final hours of life PS

Provides support to relatives and other health care professionals during CbD, mini-CEX, MSF, 1.4
the grieving process PS
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2. Medical Leadership and Management

2.1 Personal qualities

Identify own strengths, limitations and the impact of their behaviour and can change their behaviour
in light of feedback and reflection

Knowledge Assessment

Methods
Can discuss different methods of obtaining feedback 1
Can discuss personal values and principles and how these may differ CbD, MSF 1,34

from those of other individuals and groups

Can discuss the importance of best practice transparency and 1
consistency

| Skills and Behaviour

Demonstrates routine practice of critical self awareness, including 1
discussing strengths and weaknesses with supervisor and recognising
external influences and changing behaviour accordingly

Uses assessment, appraisal, complaints and other feedback to discuss 1.3
and develop an understanding of own development needs

Can mediate, negotiate and deal appropriately with complaints CbD, MCR, MSF, PS 1,2
Identifies own strengths and weaknesses MCR, MSF 1,3
Organises and manage workload effectively and flexibly 1,3
Recognises and demonstrates respect for diversity and differences in MCR, MSF 1
others

Shows commitment to continuing professional development which MCR, MSF 1,3

involves seeking training and self development opportunities, learning
from colleagues and accepting criticism

Demonstrates self management: organising and managing themselves MCR, MSF 3
while taking account of the needs and priorities of others

Can be left to deal with routine admin, well prepared and organised, MCR, MSF 1
competent at completing routine and complex admin tasks

Can juggle a large number of demands that are potentially conflicting or MCR, MSF 1
unpredictable, by setting priorities and planning effectively

Dependable, conscientious and does not need reminding MCR, MSF 1
Demonstrates an analytical and scientific approach to problem-solving MCR, MSF 1
and shows a range of problem-solving skills

Can identify one’s own biases and inconsistencies in clinical reasoning MCR, MSF 1,3
Demonstrates empathy and respect towards patients and colleagues MCR, MSF, PS 1,4
Always demonstrates a calm, systematic approach and achieves MCR, MSF, PS 1

appropriate outcomes following interactions with patients and staff

Works within a multidisciplinary team and always recognises the need MCR, MSF 1,3
and makes appropriate referrals to other health care professionals

Always has a calm, systematic approach and appropriate outcome MSF, PS 1
following emergency situations

Recognise the difficulties in predicting occurrence of future events CbD, MCR, mini-CEX 1
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2.2 Working with others

Adopt a team approach, acknowledging and appreciating efforts, contributions and compromises.
Can recognise the common purpose of the team and respect their decisions

Knowledge Assessment GMP
Methods

Can discuss a range of leadership styles and approaches and their 1
applicability to different situations and people

| Skills and Behaviour

Enables individuals, groups and agencies to implement plans and make 1,3
decisions

Assesses and appraises more junior clinical colleagues or students 1,3
Builds and maintain relationships by listening, supporting others, gaining  MSF 3
trust and showing understanding

Shows willingness to act as a leader, mentor, educator and role model as 3
appropriate

Demonstrates recognition of a team approach, respecting colleagues, 1,3

including non-medical professionals
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2.3 Managing services

Support team members to develop their roles and responsibilities and continue to review
performance of the team members to ensure that planned service outcomes are met

Knowledge Assessment GMP
Methods

Can discuss the relevant legislation and HR policies that apply to junior 1
medical staff
Can discuss the duties, rights and responsibilities of an employer and co- 1
worker
Can discuss the benefits and limitations of individual performance review 1
Can define the roles, competences and capabilities of other professionals SCE 1,34
and support workers
Can define the role of audit and quality improvement projects (improving  SCE 1
patient care and services, risk management etc.)
Can define the steps involved in completing the audit cycle SCE 1

| Skills and Behaviour
Contributes towards staff development and training, including mentoring, 1,3
supervision and appraisal
Contributes to recruitment in the directorate such as; writing a job 1
description, person specification, short listing candidates, interviewing
applicants
Contributes to the development of an organisational response to 1
emerging health policy
Demonstrates a commitment to good communication whilst also inspiring 1,3
confidence and trust
Manages resources appropriately, discussing what resources are 1
available and use influence to ensure that resources are used efficiently
and safely
Manages people by providing direction, reviewing performance and 1,3

motivating others

Manages performance by holding oneself and others accountable for 1,3
service outcomes
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2.4 Improving services

Ensure patient safety at all times, continue to encourage innovation and facilitate transformation

Knowledge Assessment GMP
Methods

Can discuss of risk management issues and the application of risk 1,2

management tools

Can discuss how healthcare governance influences patient care 1

Can discuss a variety of methodologies for developing creative solutions 1,2

to improving services

Can define the principles of risk assessment and risk management 1,2
applied to a clinical setting such as; safe prescribing, sharps disposal,
needlestick injury

| Skills and Behaviour

Reports clinical incidents appropriately and records documentation in a 1,2
timely manner

Assesses and manages risk to patients appropriately 2
Monitors the quality of equipment and safety of the environment relevant 1,2
to the specialty

Ensures the correct and safe use of medical equipment, ensuring faulty 2
equipment is reported appropriately

Questions existing practice in order to improve the services 1,2
Seeks advice and or assistance whenever concerned about patient 12,3
safety

Supports colleagues to voice new ideas and is open-minded to new 1,3
thoughts
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2.5 Setting direction

Identify the contexts for change and can make decisions

Knowledge Assessment

Methods

Can define the functions and responsibilities of national bodies, College 1
and faculties, representatives, regulatory bodies

Can discuss the approach to effective communication strategies within 1
an organisation

| Skills and Behaviour

Discuss the local, national and UK health priorities and how they impact 1
on the delivery of health care relevant to the specialty

Contributes to committee or group meetings and works collegiately and 1,3
collaboratively with a wide range of people outside the immediate clinical

setting

Demonstrates a willingness to articulate strategic ideas and use effective 1,3

influencing skills

Demonstrates a willingness to participate in decision making processes 1,3
beyond the immediate clinical care setting

Applies knowledge and evidence in practice through gathering 1
information to produce an evidence-based challenge to systems and
processes in order to identify opportunities for service improvements

Makes decisions by integrating values with evidence to inform decisions 1,3
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2.6 Utility and application

Define the utility and application of information technology to patient care, personal development and
to the delivery and management of healthcare across primary, secondary and tertiary divides

Knowledge Assessment GMP
Methods

Can discuss the availability of information in health related databases CbD, SCE 1

and relevant web sites

Can define the requirements for data retrieval, construction of retrieval CbD, SCE 1

plans and utility of data recorded in clinical systems

Can discuss the range of possible primary and secondary uses of clinical CbD, SCE 1

data and appreciate the benefits of aggregating clinical data

Can discuss the application of telemedicine or telecare to clinical practice CbD, SCE 1

Can discuss the stages of evaluation of any new technology CbD, SCE 1

Can discuss the utility of clinical data and information CbD, SCE 1

Can discuss the application and benefits of electronic storage systems CbD, SCE 1

for clinical data and records

| Skills and Behaviour

Competent in the use of database, word processing and statistical CbD 1
software applications for creating documents and for the storage of data
and information

Can retrieve healthcare information from a variety of sources including CbD 1
online data resources

Can define a data set for analysis and perform a statistical analysis on CbD 1
clinical and non-clinical data

Identifies the data retrieval requirements, conduct retrieval plans and use  CbD 1
data recorded in clinical systems

Applies the appropriate use of information technology in clinical practice CbD 1
Demonstrates an analytical and scientific approach to problem-solving MSF, PS 1

and shows a range of problem-solving skills
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2.7 Confidentiality

Define the principles of confidentiality and implementation in terms of clinical practice in the context
of information technology

Knowledge Assessment GMP
Methods

Can discuss the data protection act and other legislation and the CbD, SCE 1,34

relevance to clinical practice

Can define the responsibilities and liabilities in the UK and Europe, CbD, SCE 1,34

pertaining to confidentiality

Can define the responsibilities relating to the use of clinical information CbD, SCE 134
| Skills and Behaviour

Always safeguards confidentiality and has excellent knowledge of the MCR, MSF 1,34

data protection act

Always considerate, polite and thoughtful of patients and colleagues MCR, MSF 1,4

when discussing confidential information inside and outside the work

place

Always considerate of the patients age, status, cultural and social MCR, MSF 1.4

circumstances in relation to confidentiality of information
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2.8 Audit of practice and quality improvement

Perform an audit of clinical practice or quality improvement project to identify areas for improvement,
apply an intervention appropriately and complete the audit cycle to demonstrate improvement in
practice

Knowledge Assessment GMP
Methods

Can describe clinical, organisational and multi-professional audit AA, MCR, SCE 1,2

Can define the different methods of obtaining data for audit including AA, CbD, MCR 1

patient feedback questionnaires, hospital sources and national reference
data, applied to clinical care

Can define the role of audit (improving patient care and services, risk AA, CbD, MCR 1
management etc)

Can define the steps involved in completing the audit cycle, including AA, CbD, MCR 1
setting standards in relation to clinical care

Can discuss the use of national and local databases appropriate for audit AA, CbD, MCR 1
such as specialty data collection systems such as NCPC or SIGN data
sets, cancer registries etc.

Can describe the working and uses of local and national systems CbD, MCR, SCE 1,2
available for reporting and learning from clinical incidents and near
misses in the UK

Can describe the barriers to change in clinical practice and outline AA, MCR 1
strategies to overcome them

| Skills and Behaviour

Can design, implement and complete audit cycles that are relevant to AA, CbD, MCR 1,2
clinical practice

Contributes to local and national audit projects as appropriate (e.g. AA, CbD, MCR 1,2
National Confidential Enquiry into Perioperative Deaths (NCEPOD),
Scottish Audit of Surgical Mortality (SASM))

Uses clinical audit with the purpose of highlighting resources required AA, MCR 1,2,3
Supports audit by junior medical trainees and within the multi-disciplinary ~ AA, MCR, MSF 1,2,3
team

Complies with national guidelines that influence healthcare provision CbD, MCR, mini-CEX 1,2
Recognises the need for audit in clinical practice to promote standard AA, MCR 1,2

setting and quality assurance
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2.9 Teaching and training

Deliver teaching or training to a variety of audiences in a variety of approaches, with assessment of
the quality of the teaching, and ability to plan and deliver a training opportunity with appropriate
assessment

Knowledge Assessment GMP
Methods

Can define how medical education is underpinned by learning theories, CbD, Teaching 1

particularly applied to adult learning observation

Can define the purpose of assessment and the role of formative and CbD, Teaching 1

summative assessment observation

Can define the requirements and benefits of workplace-based CbD, Teaching 1

assessment observation

Can discuss the principles of adult and life-long learning, personal SCE, MCR 1,2

learning styles and reflective practice, and continuing professional
development

Can define the roles and responsibilities of trainee and trainer SCE, MCR 1,2,3

Can define the role of supervision, mentoring, learning contracts, critical SCE, MCR 1,2
appraisal and feedback, experiential learning in regard to own and others'
development

Can discuss the local processes for dealing with and learning from CbD, MCR, SCE, MSF 1,24
clinical errors or critical incidents

Can describe relevant educational theories and principles, including adult CbD, MCR 1
learning principles relevant to medical education

Can define the roles of the various bodies involved in medical education CbD, MCR, SCE 1
and other sectors, including the role of the Postgraduate Deanery, Royal
Colleges of Physicians and GMC in postgraduate education

Can discuss learning methods and effective learning objectives and CbD, MCR 1
outcomes, and describe the difference between objectives and outcomes

Can discuss the structure of an effective appraisal interview CbD, MCR 1
Can differentiate between appraisal and assessment versus performance CbD, MCR 1

review and recognise the need for both

Can differentiate between formative and summative assessment and CbD, MCR 1
define their role in medical education

Can discuss the role of workplace-based assessments, the assessment CbD, MCR 1
tools in use, their relationship to course learning outcomes, the factors
that influence their selection and the need for monitoring evaluation

Can discuss the appropriate local course of action to assist a trainee CbD, MCR 1
experiencing difficulty in making progress within his/her training
programme

| Skills and Behaviour
Can plan learning aims, objectives, methods and outcomes CbD, MCR 1,3
Demonstrates the routine practice of critical self awareness, including CbD, MCR 1,2

ability to discuss strengths and weaknesses with supervisor, recognising
external influences and change behaviour accordingly

Uses a reflective approach to practice with an ability to learn from CbD, MCR 1,2
previous experience

Uses assessment, appraisal, complaints and other feedback to discuss CbD, MCR 1,2
and develop an understanding of own development needs

Identifies the learning needs of others and plans the delivery of learning CbD, Teaching 1
to address identified need observation
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Delivers effective clinical teaching, such as; large group teaching Teaching observation 1
(lectures), tutorial group activities, small group clinical teaching,

instructional design and use of audio visual aids, facilitates active

audience participation

Undertakes supervision, workplace-based assessments, appraisal, MSF 1
mentoring as appropriate

Recognises the trainee in difficulty and take appropriate action, including  CbD, MSF 1
where relevant referral to other services

Participates in professional development activities such as; a journal 1
club, network educational meetings

Delivers excellent oral presentation of cases or scientific data, with clear ~ CbD, mini-CEX, MSF, 1,3,4
delivery of the objective of the presentation PS

Participates in strategies aimed at improving patient education, e.g. CbD, MSF 1
talking at support group meetings

Vary teaching format and stimulus, appropriate to situation and subject CbD, TO, MCR 1
Provide effective feedback as appropriate after teaching, and promote CbD, MCR, MSF 1
learner reflection, communicating feedback effectively and constructively

Provides appropriate career support, or refer trainee to an alternative CbD, MCR, MSF 1,3
effective source of career information

Participates in strategies aimed at improving patient education e.g. CbD, MSF, TO, MCR 1
talking at support group meetings

Demonstrates willingness to seek and learn from feedback MSF, TO 1,2,3
Maintains honesty and objectivity during appraisal and assessment CbD, MSF 1,3
Willing to teach trainees and other health and social care workers in a CbD, MCR, MSF 1
variety of settings to maximise effective communication and practical skill

development and to improve patient care

Demonstrates consideration for learners, including their emotional, CbD, MSF, TO 1,3
physical and psychological well-being with their development needs

Show commitment to continuing professional development which MCR, MSF 1,2
involves seeking training and self development opportunities, learning

from colleagues and accepting constructive criticism

Contributes to educational policy and development, as appropriate, at CbD, MCR, MSF 1
local or national levels
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3. Clinical Research, Ethics and Economics

3.1 Clinical trials

Define the components of clinical trial design, through development and conduct of clinical trials and
can enrol, assess, consent and manage patients within clinical trials

Knowledge Assessment

Methods
Can define the ethical, regulatory and legal issues involved in the design  CbD, SCE 1.4
of a clinical trial
Can define the criteria for assessing response to therapy CbD, SCE 1.4
Can define the selection of appropriate end-points for clinical trials CbD, SCE 1,4
Can discuss the issues relating to informed consent for a clinical trial, CbD, SCE 1,3
particularly for an investigational agent
Can discuss the tools used to assess quality of life and assess and grade ChD, SCE 1
toxicity
Can discuss the inclusion of biomarkers in clinical studies and their CbD, SCE 1

opportunities and limitations

Can define the regulatory mechanisms of surveillance, monitoring of CbD, SCE 1,34
studies, da