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1 Introduction

Specialist training in gastroenterology begins at ST1 level, although training in the
first two years is general and need not necessarily include experience of working in a
gastroenterology unit. Yet in an important respect, postgraduate training in the
specialty begins during the foundation programme where the fundamental skills of
history taking and examination are honed. Although diagnosis in gastroenterology
often requires a very complex investigational approach, common conditions such as
irritable bowel syndrome are diagnosed not by a series of tests but by clinical
assessment. Indeed, many of those who choose to become gastroenterologists are
very attracted by its combination of the use of fundamental clinical skills with some of
the most sophisticated technology of modern medicine.

Gastroenterology is one of the major specialties of internal medicine yet is a much
younger discipline than cardiology, neurology and thoracic medicine. The specialty
has grown incredibly fast over the past 30 years and even as recently as the 1970s
there were many hospitals without consultant gastroenterologists. There are several
factors that have led to the substantial growth of gastroenterology as a specialty.

1 Endoscopy in Diagnosis and Treatment.
The role of endoscopy in diagnosis has progressively extended into therapy and
endoscopic techniques have now largely replaced surgery in the management
of gastrointestinal haemorrhage, non-malignant tumours of the colon and some
causes of bile duct obstruction. While proficiency in upper Gl endoscopy is
required of most clinical gastroenterologists, some of the more specialised
techniques and in particular Endoscopic Retrograde Cholangio-
Pancreatography (ERCP) and endoscopic ultrasound (EUS) require specialised
training.

2 Technology of Diagnosis
The technological developments in radiology with ultrasound and axial imaging
employing both CT and MRI have vastly enhanced the process of diagnosis in
clinical gastroenterology and, like endoscopy, these techniques have
increasingly become interventional.

3 Therapeutics in Gastroenterology.
There have been substantial advances in treatment of many common
conditions. Some are readily utilised in primary care while others, such as
options for treating patients with inflammatory bowel disease (IBD), require a
high level of expertise

4 Management of Gastrointestinal Cancer.
Gastrointestinal cancers are common. The most important factor contributing to
survival is early diagnosis where the role of medical gastroenterology is crucial.
Cancer prevention is of increasing importance.

5 Impact of Liver Disease.
There has been a progressive increase in the incidence of alcoholic liver
disease but perhaps less well known is the increase in patients with viral
hepatitis whose treatment is highly specialised. The range of treatments for
patients with chronic liver disease, which includes transplantation, has rapidly
expanded. It was in response to the perceived need for specialists in liver
disease that the Specialist Training Authority (fore-runner of GMC) approved
hepatology as a sub-specialty of gastroenterology in 2004.
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Specialists in gastroenterology are trained to deal with highly complex conditions such
as uncontrolled gastrointestinal haemorrhage, complicated IBD and acute hepatic
failure yet they must also be skilled in treating patients with persisting dyspepsia in
whom ulcer disease has been excluded, in managing patients with irritable bowel
syndrome who have not responded to treatments in primary care and indeed up to a
third of the workload of a gastroenterologist in clinic might be taken up with patients who
have functional gut disorders. Successful treatment of such patients requires a portfolio
of skills, many of which are not to be found in prescribing manuals.

Most patients who are referred to gastroenterologists from primary care are assessed in
the outpatient clinic and appropriate investigation is performed without resort to
admission to hospital. Many Trusts will have specialist clinics where the needs of
patients with, for example, IBD or coeliac disease can be managed. The role of the
nurse specialist in gastroenterology has developed greatly over the past ten years not
just to help in the management of patients with IBD and cancer but to support and
provide endoscopy services. In addition to liaison with nurse specialists, medical
gastroenterologists require close interaction with:

Surgeons.

Diagnostic and interventional radiologists.
Pathologists.

Oncologists.

A particular example of close multi-disciplinary working is the contemporary
management of gastrointestinal cancer where regular multi-disciplinary team meetings
function to optimise patient management by directing patients along the most
appropriate management pathway. Interactions between gastroenterologists, surgeons,
radiologists and pathologists are essential in the management of patients with
complicated IBD. Hepatologists develop crucial links with radiological and colleagues
and the importance of their close liaison with histopathologists is long established.

Most consultant gastroenterologists in the UK and most specialty registrars training in
gastroenterology choose to train both in their specialty with as well as in General
Internal Medicine (GIM). Gastroenterology is the most general of the major medical
specialities. This curriculum recognises that most trainees will wish to obtain dual
accreditation and then practise both as specialist gastroenterologists and as general
physicians. Yet gastroenterology as a specialty can stand alone.

While most gastroenterologists provide a broad, comprehensive service, there is a
perceived need for some clinicians in the speciality to deliver a high quality service in
very specific areas. Some modalities of endoscopy are so highly specialised and require
such a high degree of technical proficiency that it is appropriate to focus training
opportunities here on a selected number of individual who show a high level of potential
during their training. So the present curriculum outlines a programme for advanced
training in endoscopy of the bile ducts and pancreas (ERCP) as well as in endoscopic
ultrasound (EUS). In a similar vein, although all gastroenterologists should be
competent to manage the majority of patients with IBD who come under their care, it is
recognised that a proportion of such patients are highly complex and require very
specialised management. The gastroenterology community has been working towards
developing IBD Service Standards and it is clear that, in specialised centres, highly
trained individuals will be required to provide the service. Clinical nutrition has been a
neglected area within medicine not least because it has been something of an orphan.
However, it has now been very much welcomed into the family of gastroenterology and
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clinical nutrition has become an important part of the syllabus. The present curriculum
recognises the increasing importance of nutrition in both health and disease but in
addition, reacts to the need to ensure that a higher standard of clinical services must be
provided for patients who have severe nutritional disorders. This requires an
improvement in the standard of training of all gastroenterologists in clinical nutrition and,
for the few who wish to specialise, a period advanced training.

In the present curriculum, it is also recognised that the training of all gastroenterologists
and hepatologists should be enhanced to enable them to cope with the increasing
burden of chronic liver disease in the community. This is reflected in the curriculum
where the standards of training in liver disease have been comprehensively developed
in close liaison with hepatologists.

Gastroenterology has evolved much faster than any other comparable major specialty.
The 2010 curriculum is a very substantial revision of its forebears and should be seen
as a living document that will respond rapidly both to developments in the specialty and
to the needs of clinical service.

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) in
gastroenterology.

The unequivocal aim of the curriculum is to deliver a programme of training which
when completed will enable the successful individual to practise independently as a
gastroenterologist trained to the level of a consultant physician in the United
Kingdom.

For those individuals who express a specialist interest in hepatology and have
competed successfully for one of the advanced hepatology training posts, there will
be recognition of their enhanced skills which will enable trainees who complete that
programme to deliver a specialised clinical service in liver disease.

The training programme is demanding and to complete it satisfactorily requires a
portfolio of relevant specialist clinical skills as well as technical proficiency in
endoscopy.

It is expected that most trainees following the gastroenterology curriculum to CCT
level will be doing so in parallel with the training programme in general internal
medicine. Yet it should be emphasised that this curriculum is free-standing and
specifies the training that is required and competencies that must be achieved to
practice independently as a specialist in gastroenterology. Trainees in
gastroenterology will have begun their post-graduate career at Foundation Year level
(or equivalent). They will have satisfactorily completed the first and second
Foundation Years having acquired a grounding in medical and surgical specialities
and many will have had experience of acute gastrointestinal emergencies in the
Accident & Emergency Department.

Following satisfactory progression through the Foundation Years, potential trainees

in gastroenterology will have entered a programme of specialist training either at
Core Medical Training level or on the Acute Medicine Component of Acute Care
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Common Stem training scheme. It is appropriate that such trainees are exposed to a
range of acute medical specialties and following completion of the two year
programme and having acquired Part | of the MRCP exam, they will be in a position
to apply for entry into this specialist training programme in gastroenterology at ST3
level. Trainees from the European Union and elsewhere who have completed
training programmes in their own countries comparable to those of the Foundation
Year and ST1 and ST2 have also completed MRCP Part | will also be eligible for
entry at ST3. It should be noted that from 2011 onwards, it has been a mandatory
requirement for entry into the gastroenterology training programme at ST3 to have
passed the full MRCP examination.

The primary purpose of the curriculum is to provide a programme of training which,
when successfully completed, will have armed the trainee with all of the
competencies required to practice as an independent specialist gastroenterologist.
Although it is likely (and indeed encouraged) that trainees will develop particular
clinical interests during their training years, the curriculum is designed to train across
the breadth and depth of the entire subject. The curriculum will enable trainees
equally to have all the skills to assess and manage patients in clinics as well as
inpatients. They will be able to select investigations appropriately and have reached
a standard of performance in gastrointestinal endoscopy that will enable them to
practise these procedures independently. Trainees will have acquired the skills to
pass on their experience to the next generation be they undergraduate or
postgraduate medical trainees or those in allied disciplines. They will have acquired
a portfolio of generic skills particularly those including leadership and management
crucial not only to running a clinical service but also to developing that service.
Finally, they will be given such a grounding in the specialty that will serve as a
platform for Continued Professional Development in the context of life-long learning.

The curriculum has mapped the four domains of the Good Medical Practice
Framework for Appraisal and Assessment to its content which has provided the
opportunity to define skills and behaviours which trainees require to communicate
effectively with their patients as well as carers and families and clearly states how
these should be assessed. The curriculum covers training for all four nations of the
UK.

2.2 Development

This curriculum was developed by the Specialty Advisory Committee for
Gastroenterology under the direction of the Joint Royal Colleges of Physicians
Training Board (JRCPTB). It replaces the previous version of the curriculum dated
May 2007, 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 generic, leadership and health inequalities competencies.

The 2007 curriculum is regarded as having been successful within its own terms but
the SAC felt that it ought to take the opportunity of the triennial curriculum review to
consult widely with the intention of being prepared to undertake major revision where
necessary. There is close liaison between the SAC in Gastroenterology (whose
membership includes the Heads of Specialist Training) and the British Society of
Gastroenterology Training Committee (which largely consists of Programme
Directors in each Deanery). The SAC and BSG held a combined Curriculum
Conference on 6th March 2009 at the Royal College of Physicians of London at
which the members of both committees were invited as well as the President and
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Vice President of the BSG and representatives from sub-specialist committees of the
BSG. Invitations were also extended to the Chairman of the Joint Advisory Group on
Gastrointestinal Endoscopy as well as the British Association for Parenteral and
Enteral Nutrition and British Association for the Study of the Liver. Representation
from the Education Department of the RCP was also sought. Delegates also
included trainee representatives from within the BSG but also the autonomous
Trainees in Gastroenterology (TiGSs).

The March 2009 meeting laid the framework for the curriculum re-design. The
meeting considered the likely roles and responsibility of the consultant
gastroenterologist in 2015. It looked at the strengths and weaknesses of the existing
curriculum, what might be omitted and what expanded. The importance of
gastrointestinal endoscopy was considered but in the context of the likely need for
future service provision. The increasing role of the gastroenterologist in clinical
nutrition was seen as already apparent and the demand on gastroenterology for
cancer services was expected to increase. The year-on-year increase in the number
of patients presenting with liver disease was highlighted.

The consensus of the meeting was that the curriculum should continue to look
towards training a broadly based gastroenterologist yet recognise the constraints of
doing this as the European Working Time Directive reduced the number of hours that
trainees were actually available for training. As an example of one of the changes
that has been made, skills in flexible sigmoidoscopy will no longer be a mandatory
requirement for CCT although proficiency in diagnostic and therapeutic upper Gl
endoscopy remains.

The Curriculum Conference also addressed sub-specialisation. The trainees’ group,
TiGs, carried out a very detailed survey of how their members perceived their training
during the year 2008. Although there was broad satisfaction, a number of issues
emerged and in particular the trainees wanted better training in clinical nutrition and
also wished for the opportunity to sub-specialise. Hepatology became a sub-
specialty in 2004 but the conference discussed the need for further sub-
specialisation. The areas considered were:

e Advanced nutrition.
e Advanced inflammatory bowel disease (IBD).
¢ Advanced endoscopy (ERCP and EUS).

Training in nutrition and IBD is required for all trainees. There are centres in the UK
where patients with complex nutritional needs are referred so appropriately trained
staff are required to look after such patients as indeed they are for patients with
complex inflammatory bowel disease. Although all trainees will be proficient in upper
Gl endoscopy by CCT and most will wish to become proficient in colonoscopy, the
conference felt that achieving proficiency in ERCP and EUS required a dedicated
period of intense training. To produce more gastroenterologists with EUS skills was
seen as meeting an important need as there are insufficient numbers of specialists to
meet the national demand.

There was some discussion as to whether the core curriculum should be radically
redesigned with the aim of reducing the core content and developing a raft of
modules so that by CCT trainees would have acquired both core skills and a number
of additional modules. This was attractive to a number of delegates at the conference
but was ultimately rejected principally for two reasons. The first was the impossibility
of restructuring the entire UK training programme in a short space of time; the
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second was that it was very uncertain that trusts would wish to appoint a
gastroenterologist with substantially less breadth to their training than at present.

Nevertheless, there was unanimous recognition that the alterations in the 2010
curriculum may well be a stepping stone to a future in which a wider number of
trainees would gain advanced specialist skills.

The notes of the meeting of 6™ March were widely disseminated within the British
Society of Gastroenterology and discussed at formal meetings of the BSG Training
Committee as well as the SAC. The ideas were discussed at the BSG Strategy
Group, by the trainees section of the BSG and by TiGs. The green light was given
from all sections of the gastroenterology community including trainers and trainees to
proceed with drafting the present document from the outlines above.

2.3 Training Pathway and Entry Requirements

Specialty training in gastroenterology 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 consultant gastroenterologist.

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
Gastroenterology therefore consists of the curriculum for either CMT or ACCS plus
this specialty training curriculum for gastroenterology. Experience of clinical
gastroenterology during core training is desirable although not essential.

Core Medical training programmes are designed to deliver core competencies as part
of specialty training by acquisition of knowledge, skills and behaviours as assessed
by the workplace-based assessments and the MRCP(UK). 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 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.
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Completion of CMT or ACCS and acquisition of full MRCP (UK) will be required
before entry into Specialty training at ST3 (2011 onwards).

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.

Diagrammatic Representation of Curricula:

Minimum
84 months
to
completion

ﬂ ﬂ ST3 ST4 ST5 ST6 ST7 ﬂ

MRCP (UK) Specialist examination*

Workplace-Based Assessments

Diagram 1.1 - The training pathway for CCT in Gastroenterology and GIM

*See section 5.3 for details

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 duration of training must meet the
European minimum of four years of full time specialty training - adjusted accordingly
for flexible training (EU directive 2005/36/EC). The SAC has advised that joint
training in GIM and gastroenterology from ST1 will usually be completed in seven
years of full time training (two years CMT or ACCS plus five years specialty training).
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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 Certification of Completion of Training

Trainees who wish to achieve a CCT in General Internal Medicine (GIM) as well as
Gastroenterology must have applied for and successfully entered a training
programme which was advertised openly as a dual training programme. Trainees
will need to show evidence of achieving the various competencies required in both
the Gastroenterology and GIM curricula. Postgraduate Deans wishing to advertise
such programmes should ensure that they meet the requirements of both SACs
curricula. Trainees seeking sub-certification in Hepatology must have applied in open
competition for one of thel6 approved training posts — normally undertaken in the
penultimate year of training and for CCT will also be required to have shown
evidence of competencies in that sub-specialty as specified in the separate
curriculum.
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3 Content of Learning

3.1 Programme Content and Objectives

This section comprises the Knowledge and Skills that have to be learned as well as
Behaviours that have to be displayed in order to practise independently as a
specialist gastroenterologist.

It is divided into three sections

1. Common Competencies for all Doctors
2. Core Competencies for all Specialist Gastroenterologists.

In essence, the curriculum is designed to produce a broadly trained
gastroenterologist who, while potentially having gained particular experience in
individual areas, will still be competent to deliver high quality of care to all patients
presenting with gastrointestinal or liver disease. Major changes in the 2010 syllabus
for clinical gastroenterology compared to that of 2007 are:

¢ A new section on Basic and Applied Science
e Stronger focus on Liver disease and Clinical Nutrition
¢ Endoscopic training mandatory only in Upper Gastrointestinal Endoscopy.

Expertise in gastric function tests and in flexible sigmoidoscopy is no longer required
for CCT. Although the SAC in gastroenterology wish to encourage trainees most
strongly to spend a period of time in research, it should be noted that no training
credit can be given for periods of research — although it may be possible ad
personam to grant some credit for clinical knowledge, skills and behaviours acquired
where there is a significant component of clinical training during the time spent in
research.

3. Specialist Competencies

Most gastroenterologists appointed to consultant posts in the UK do practise very
broadly and there is no evidence at present that this situation will change.
Nevertheless, as gastroenterology has grown, some areas have become increasingly
specialised and so the SAC recognises the widespread call from the
gastroenterological community to develop a training programme to allow for further
specialisation.

Training in the specialist areas of nutrition, IBD (inflammatory bowel disease) and
ERCP (endoscopic retrograde cholangio-pancreatography) and EUS (endoscopic
ultrasound) is covered in section 3 of this curriculum. Training in these will normally
take place during the fourth year (ST6) of training and it is not proposed to seek
formal sub-speciality status for these specialist areas.

Hepatology is an approved sub-specialty and is covered in a separate sub-specialty
syllabus.
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ST6

Hepatology

ST3-ST4-ST5 Nutrition ST7

IBD

Endoscopy

Diaaram 1.2- Outline of Specialist areas within trainina

Trainees in advanced hepatology will continue to spend a full year of their training in
the subspecialty area and follow the sub-specialty curriculum. Those training in one
of the other three specialist areas will devote 50% of their time to training in the
specialty area and the other 50% to continuing their broad training. They will gain
particular experience in managing patients with complex IBD or complex nutritional
needs or will have several training sessions in ERCP/EUS. They should be seen as
posts not so much as having exclusive sub-speciality training (as will be the case
with advanced hepatology) but there will be a strong focus on these additional skills.
In this way, the SAC feels that it can meet the needs of the clinical demand to train
some specialists with those specialised skills to practise modern clinical
gastroenterology.

3.2 Good Medical Practice

In preparation for the introduction of licensing and revalidation, the General Medical
Council has translated Good Medical Practice into a Framework for Appraisal and
Assessment which provides a foundation for the development of the appraisal and
assessment system for revalidation. The Framework can be accessed at
http://www.gmc-uk.org/Framework 4 3.pdf 25396256.pdf

The Framework for Appraisal and Assessment covers the following domains:
Domain 1 — Knowledge, Skills and Performance

Domain 2 — Safety and Quality

Domain 3 — Communication, Partnership and Teamwork

Domain 4 — Maintaining Trust

The “GMP” column in the syllabus defines which of the 4 domains of the Good
Medical Practice Framework for Appraisal and Assessment are addressed by each
competency. Most parts of the syllabus relate to “Knowledge, Skills and
Performance” but some parts will also relate to other domains.
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3.3 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 5.3 for more details.

The specialty examination is referred to as the European Specialty Examination in
Gastroenterology and Hepatology (ESEGH) in the syllabus tables below but was
previously known as the Specialty Certificate Examination (SCE) until 2017.

“GMP” defines which of the 4 domains of the Good Medical Practice Framework for
Appraisal and Assessment are addressed by each competency.

Behaviours of Trainees in Gastroenterology

The knowledge, skills and behaviours are specified in detail and in each section of
the curriculum but we wish also to specify some generic behaviours that are
expected of all trainees in gastroenterology. These include a number of behaviours
that we strongly believe our trainees and specialists should acquire and demonstrate
during professional practice. While the emphasis may vary according to the particular
clinical context, these behaviours are largely generic. In this curriculum, it is expected
that the trainee will continuously exhibit all of the following behaviours
throughout all areas of their practice. Indeed, it is inconceivable that trainees and
specialists should be dishonest or prejudiced, or that they should only try to
communicate promptly with some professionals and not others.

For the sake of clarity and to avoid unnecessary repetition, these generic behaviours
are not therefore repeatedly listed in every ‘Behaviours’ domain although, where
particular aspects are felt to be specifically relevant or important, these are
emphasised.

Generic Behaviours

Gastroenterologists should:

e Be sensitive, empathic, open and honest in communicating with patients and
relatives, or carers/patient advocates as appropriate.

e Appropriately challenge lifestyle and social practices where relevant to health.

¢ Not be discriminating or judgemental with patients with any condition.

¢ Maintain knowledge, skills and competence in all areas of practice, through
continued and self-directed education and reflection.

¢ Review performance and initiate appropriate personal CPD accordingly

e Strive to provide care based on evidence wherever possible.

o Be aware of limits of competence, seek advice from and refer appropriately to
specialists, colleagues, and other members of the multidisciplinary team.

e Communicate promptly with all health professionals relevant to a patient’s care

e Prioritise clinical care, and be able to assess and treat patients with the
appropriate degree of urgency.

e Give clear and realistic explanations in understandable language appropriate
to the knowledge, understanding, cultural and psycho-social background of
individual patients, including treatment options and alternatives.

e Manage patients with care and compassion.

¢ Involve patient and family as appropriate in decision making.

e Ensure and verify the patient’s understanding and the significance of informed
consent.
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Participates fully in Quality Assurance and alters practice to improve quality

through audit and reflection.

e Seek and adopt good management practice to enable the delivery of high
quality service and work and use resources efficiently.

e Carry out routine and on-call duties conscientiously and reliably.

o Respond appropriately to untoward incidents and adverse events, and
participate in standard governance and reporting procedures honestly and
without prejudice.

e Practise in accordance with the core ethical principles.

¢ Direct patients to other sources of help, such as voluntary organisations,

charities, and patient groups.
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1. Common Competencies

Although the resources that gastroenterologists use to help reach a diagnosis are
highly specialised and technically very sophisticated, in large part, clinical diagnosis
relies on clinical - and very human — skills. A high proportion of patients that clinical
gastroenterologists see have symptoms but not discernible disease. Clinicians rely,
perhaps more than in any other medical speciality, on their fundamental clinical skills
of taking a careful history from their patients. The best clinical gastroenterologists are
listeners...and they are great listeners in that they hear (as well as listen to) what is
being said to them.

It is crucial to the success of the patient-doctor interaction that a good rapport is
established very early on in the consultation. This is especially true when the patient
may have to describe symptoms that they find embarrassing. It is often the non-
verbal clues that astute clinicians find so helpful in coming to a diagnosis. It really
does not matter what sophisticated tests you can recommend, the diagnosis of
irritable bowel syndrome (the commonest disorder for which patient are referred to a
gastroenterologist) relies solely on how the doctor interprets the history — there are
simply no diagnostic tests that can establish the diagnosis.

Of all the highly desirable common skills listed below, for a gastroenterologist, the
crucial skill is the first. By putting the patient and their symptoms at the forefront,
experienced clinical gastroenterologists know that all the technology at their
command is just a means to an end.

It is precisely because gastroenterologists recognise the need for rapport with their
patients that the portfolio of generic skills is, for them, such an important component
of the curriculum.
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History Taking

To develop the ability to elicit a relevant focused history from patients with increasingly complex
issues and in increasingly challenging circumstances

To record the history accurately and synthesise this with relevant clinical examination, establish
a problem list increasingly based on pattern recognition including differential diagnosis(es) and

formulate a management plan that takes account of likely clinical evolution

Assessment
Knowledge Methods GMP
Recognises importance of different elements of history mini-CEX 1
Recognises that patients do not present history in structured fashion ACAT, mini-CEX 1,3
Knows likely causes and risk factors for conditions relevant to mode mini-CEX 1
of presentation
Recognises that the patient’s agenda and the history should inform mini-CEX 1
examination, investigation and management
Recognises the importance of social and cultural issues and practices CbD 1

that may have an impact on health

Skills

Identifies and overcomes possible barriers to effective communication mini-CEX 1,3
Manages time and draws consultation to a close appropriately mini-CEX 1,3
Communicates effectively with patients from diverse backgrounds and mini-CEX, PS 1,3
those with special communication needs, such as the need for

interpreters

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

time

Supplements history with standardised instruments or questionnaires ~ ACAT, mini-CEX 1,3
when relevant

Manages alternative and conflicting views from family, carers, friends ~ ACAT, mini-CEX 1,3
and members of the multi-professional team

Assimilates history from the available information from patient and ACAT, mini-CEX 1,3
other sources including members of the multi-professional team

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

Where values and perceptions of health and health promotion mini-CEX 1
conflict, facilitates balanced and mutually respectful decision making

Focuses on relevant aspects of history ACAT, mini-CEX 1,3
Maintains focus despite multiple and often conflicting agendas ACAT, mini-CEX 1,3
Shows respect and behaves in accordance with Good Medical ACAT, mini-CEX 3,4
Practice

Level Descriptor

Obtains, records and presents accurate clinical history relevant to the clinical presentation

1 Elicits most important positive and negative indicators of diagnosis, including an indication of
patient’s views
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Starts to screen out irrelevant information
Is able to format notes in a logical way and writes legibly
Records regular follow up notes

outpatients, ward referral
Demonstrates ability to target history to discriminate between likely clinical diagnoses
Records information in most informative fashion

junior colleagues
Notes are always, comprehensive, focused and informative
Is able accurately to summarise the details of patient notes

beliefs and understanding

Demonstrates ability to obtain relevant focussed clinical history in the context of limited time e.g.

Is able to write a summary of the case when the patient has been seen and clerked by a more

Demonstrates an awareness that effective history taking needs to take due account of patient’s

Demonstrates ability to rapidly obtain relevant history in context of severely ill patients

3 patient / relatives, or where communication difficulties are significant
Demonstrates ability to keep interview focussed on most important clinical issues
Able to write timely. comprehensive, informative letters to patients and to GPs

Demonstrates ability to obtain history in difficult circumstances e.g. from angry or distressed

Able to quickly focus questioning to establish working diagnosis and relate to relevant

in almost any environment

information collection process
Writes succinct notes and is able to summarise accurately complex cases

examination, investigation and management plan in most acute and common chronic conditions

In the context of non-urgent cases, demonstrates an ability to use time effectively as part of the

Clinical Examination

To develop the ability to perform focused, relevant and accurate clinical examination in patients

with increasingly complex issues and in increasingly challenging circumstances
To relate physical findings to history in order to establish diagnosis(es) and formulate a
management plan

Assessment
Knowledge Methods

Understands the need for a targeted and relevant clinical examination  CbD, mini-CEX

Understands the basis for clinical signs and the relevance of positive =~ ACAT, CbD, mini-
and negative physical signs CEX

Recognises constraints (including those that are cultural and social) CbD, mini-CEX
to performing physical examination and strategies that may be used
to overcome them

Be aware of the national and international situation regarding the CbD
distribution of disease, the factors that determine health and disease,
and major population health responses

Recognise that personal beliefs and biases exist and understand their CbD
impact (positive and negative) on the delivery of health services

Recognises the limitations of physical examination and the need for ACAT, CbD, mini-
adjunctive forms of assessment to confirm diagnosis CEX
Recognises when the offer/ use of a chaperone is appropriate or ACAT, CbD, mini-

GMP
1
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required CEX

Performs an examination relevant to the presentation and risk factors ~ ACAT, CbD, mini- 1
that is valid, targeted and time efficient CEX

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

agencies

Actively elicits important clinical findings CbD, mini-CEX 1
Performs relevant adjunctive examinations CbD, mini-CEX 1
Shows respect and behaves in accordance with Good Medical CbD, mini-CEX, MSF 1,4
Practice

Ensures examination, whilst clinically appropriate, considers social, CbD, mini-CEX, MSF 1,4

cultural and religious boundaries to examination, appropriately
communicates and makes alternative arrangements where necessary

Level Descriptor

Performs, accurately, describes and records findings from basic physical examination
Elicits most important physical signs

Uses and interprets findings adjuncts to basic examination appropriately e.g. internal
examination, blood pressure measurement, pulse oximetry, peak flow

Performs focussed clinical examination directed to presenting complaint e.g. cardiorespiratory,
abdominal pain

2 Actively seeks and elicits relevant positive and negative signs

Uses and interprets findings adjuncts to basic examination appropriately e.g.
electrocardiography, spirometry, ankle brachial pressure index, fundoscopy

Performs and interprets relevance advanced focussed clinical examination e.g. assessment of
less common joints, neurological examination

3 Elicits subtle findings

Uses and interprets findings of advanced adjuncts to basic examination appropriately e.g.
sigmoidoscopy, FAST ultrasound, echocardiography

Rapidly and accurately performs and interprets focussed clinical examination in challenging
4 circumstances (e.g. acute medical or surgical emergency) or when managing multiple patient
agendas

Therapeutics and Safe Prescribing

To develop your ability to prescribe, review and monitor appropriate therapeutic interventions
relevant to clinical practice including non-medication-based therapeutic and preventative
indications

Assessment
Knowledge Methods
Indications, contraindications, side effects, drug interactions and ACAT, CbD, mini- 1
dosage of commonly used drugs CEX
Recalls range of adverse drug reactions to commonly used drugs, ACAT, CbD, mini- 1
including complementary medicines CEX
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Recalls drugs requiring therapeutic drug monitoring and interpret ACAT, CbD, mini- 1

results CEX
Outlines tools to promote patient safety and prescribing, including ACAT, CbD, mini- 1,2
electronic clinical record systems and other IT systems CEX
Defines the effects of age, body size, organ dysfunction and ACAT, CbD, mini- 1,2

concurrent illness on drug distribution and metabolism relevant to the  CEX
trainee’s practice

Recognises the roles of regulatory agencies involved in drug use, ACAT, CbD, mini- 1,2
monitoring and licensing (e.g. National Institute for Clinical Excellence CEX

(NICE), Committee on Safety of Medicines (CSM), and Healthcare

Products Regulatory Agency and hospital formulary committees

Skills

Reviews the continuing need for, effect of and adverse effects of long ACAT, CbD, mini- 1,2

term medications relevant to the trainee’s clinical practice CEX

Anticipates and avoids defined drug interactions, including ACAT, CbD, mini- 1

complementary medicines CEX

Advises patients (and carers) about important interactions and ACAT, CbD, mini- 1,3

adverse drug effects CEX

Prescribes appropriately in pregnancy, and during breast feeding ACAT, CbD, mini- 1
CEX

Makes appropriate dose adjustments following therapeutic drug ACAT, CbD, mini- 1

monitoring, or physiological change (e.g. deteriorating renal function)  CEX

Uses IT prescribing tools where available to improve safety ACAT, CbD, mini- 1,2
CEX

Employs validated methods to improve patient concordance with ACAT, mini-CEX 1,3

prescribed medication

Provides comprehensible explanations to the patient, and carers ACAT, CbD, mini- 1,3

when relevant, for the use of medicines and understands the CEX

principles of concordance in ensuring that drug regimes are followed

Understanding of the importance of non-medication based ACAT, CbD, mini- 1,3

therapeutic interventions including the legitimate role of placebos CEX

Where involved in “repeat prescribing,” ensures safe systems for ACAT, CbD, mini- 1

monitoring, review and authorisation CEX

Recognises the benefit of minimising number of medications taken by ~ ACAT, CbD, mini- 1

a patient to a level compatible with best care CEX

Appreciates the role of non-medical prescribers ACAT, CbD, mini- 1,3
CEX

Remains open to advice from other health professionals on ACAT, CbD, mini- 1,3

medication issues CEX

Recognises the importance of resources when prescribing, including ACAT, CbD, mini- 1,2

the role of a Drug Formulary and electronic prescribing systems CEX

Ensures prescribing information is shared promptly and accurately ACAT, CbD 1,3

between a patient’s health providers, including between primary and
secondary care

Participates in adverse drug event reporting mechanisms mini-CEX, CbD 1
Remains up to date with therapeutic alerts, and responds ACAT, CbD 1
appropriately
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Level Descriptor

Understands the importance of patient compliance with prescribed medication
1 Outlines the adverse effects of commonly prescribed medicines
Uses reference works to ensure accurate, precise prescribing
Takes advice on the most appropriate medicine in all but the most common situations
Makes sure an accurate record of prescribed medication is transmitted promptly to relevant
others involved in an individual’s care
Knows indications for commonly used drugs that require monitoring to avoid adverse effects
Modifies patients prescriptions to ensure the most appropriate medicines are used for any
specific condition
Maximises patient compliance by minimising the number of medicines required that is compatible
2 with optimal patient care
Maximises patient compliance by providing full explanations of the need for the medicines
prescribed
Is aware of the precise indications, dosages, adverse effects and modes of administration of the
drugs used commonly within their specialty
Uses databases and other reference works to ensure knowledge of new therapies and adverse
effects is up to date
Knows how to report adverse effects and take part in this mechanism
3/4 Is aware of the regulatory bodies relevant to prescribed medicines both locally and nationally
Ensures that resources are used in the most effective way for patient benefit

Time Management and Decision Making

To demonstrate increasing ability to prioritise and organise clinical and clerical duties in order to
optimise patient care

To demonstrate improving ability to make appropriate clinical and clerical decisions in order to
optimise the effectiveness of the clinical team resource

Assessment
Knowledge Methods
Understands that effective organisation is key to time management ACAT, CbD 1
Understands that some tasks are more urgent and/or more important ~ ACAT, CbD 1
than others
Understands the need to prioritise work according to urgency and ACAT, CbD 1
importance
Maintains focus on individual patient needs whilst balancing multiple ACAT, CbD 1
competing pressures
Understands that some tasks may have to wait or be delegated to ACAT, CbD 1
others
Understands the roles, competences and capabilities of other ACAT, CbD 1
professionals and support workers
Outlines techniques for improving time management ACAT, CbD 1
Understands the importance of prompt investigation, diagnosis and ACAT, CbD, mini- 1,2
treatment in disease and illness management CEX
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SIS

Identifies clinical and clerical tasks requiring attention or predicted to ACAT, CbD, mini- 1,2

arise CEX

Estimates the time likely to be required for essential tasks and plan ACAT, CbD, mini- 1

accordingly CEX

Groups together tasks when this will be the most effective way of ACAT, CbD, mini- 1

working CEX

Recognises the most urgent / important tasks and ensures that they ACAT, CbD, mini- 1

managed expediently CEX

Regularly reviews and re-prioritises personal and team work load ACAT, CbD, mini- 1
CEX

Organises and manages workload effectively and flexibly ACAT, CbD, Mini- 1
CEX

Makes appropriate use of other professionals and support workers ACAT, CbD, mini- 1
CEX

Ability to work flexibly and deal with tasks in an effective and efficient ~ ACAT, CbD, MSF 3

fashion

Recognises when you or others are falling behind and take steps to ACAT, CbD, MSF 3

rectify the situation

Communicates changes in priority to others ACAT, MSF 1

Remains calm in stressful or high pressure situations and adopts a ACAT, MSF 1

timely, rational approach

Appropriately recognises and handles uncertainty within the ACAT, MSF 1
consultation

Level Descriptor

Recognises the need to identify work and compiles a list of tasks
Works systematically through tasks and attempts to prioritise
Discusses the relative importance of tasks with more senior colleagues

Understands importance of completing tasks and checks progress with more senior members of
clinical team (doctors or nurses)

Understands importance of communicating progress with other team members
Able to express when finds workload too much

Organises work appropriately well and is able to prioritise
When unsure, always consults more senior member of team

Able to work with and guide more junior colleagues and to take work from them if they are
seeming to be overloaded

Discusses work on a daily basis with more senior member of team
Completes work in a timely fashion

Able to organise own daily work efficiently and effectively and to supervise work of others
Is known to be reliable

Able to manage to balance apparently competing tasks

Recognises the most important tasks and responds appropriately

Anticipates when priorities should be changed

Starting to lead and direct the clinical team in effective fashion

Supports others who are falling behind
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Requires minimal organisational supervision

Automatically prioritises, reprioritises and manages workload in most effective and efficient fashion
Communicates and delegates rapidly and clearly
Automatically responsible for organising the clinical team

Is able to manage to supervise or guide the work of more than one team — e.g. out patient and
ward team

Calm leadership in stressful situations

Decision Making and Clinical Reasoning

To develop the ability to formulate a diagnostic and therapeutic plan for a patient according to
the clinical information available

To develop the ability to prioritise the diagnostic and therapeutic plan

To be able to communicate a diaghostic and therapeutic plan appropriately

Assessment
Knowledge Methods
Defines the steps of diagnostic reasoning:
e Interprets history and clinical signs ACAT, CbD, mini- 1
CEX
e Conceptualises clinical problem in a medical and social ACAT, CbD, mini- 1
context CEX
¢ Understands the psychological component of disease and ACAT, CbD, mini- 1
iliness presentation CEX
o Generates hypothesis within context of clinical likelihood ACAT, CbD, mini- 1
CEX
e Tests, refines and verifies hypotheses ACAT, CbD, mini- 1
CEX
e Develops problem list and action plan ACAT, CbD, mini- 1
CEX
e Recognises how to use expert advice, clinical guidelines and ~ ACAT, CbD, mini- 1
algorithms CEX
e Recognises and appropriately responds to sources of ACAT, CbD, mini- 1
information accessed by patients CEX
Recognises the need to determine the best value and most effective ACAT, CbD, mini- 1,2
treatment both for the individual patient and for a patient cohort CEX
Defines the concepts of disease natural history and assessment of ACAT, CbD, mini- 1
risk CEX
Recalls methods and associated problems of quantifying risk e.g. ACAT, CbD 1
cohort studies
Outlines the concepts and drawbacks of quantitative assessment of ACAT, CbD 1
risk or benefit e.g. numbers needed to treat
Describes commonly used statistical methodology CbD, mini-CEX 1
Knows how relative and absolute risks are derived and the meaning CbD, mini-CEX 1
of the terms’ predictive value, sensitivity and specificity in relation to
diagnostic tests
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Skills

Interprets clinical features, their reliability and relevance to clinical ACAT, CbD, mini- 1

scenarios including recognition of the breadth of presentation of CEX

common disorders

Incorporates an understanding of the psychological and social ACAT, CbD, mini- 1

elements of clinical scenarios into decision making through a robust CEX

process of clinical reasoning

Recognises critical illness and responds with due urgency ACAT, CbD, mini- 1
CEX

Generates plausible hypothesis(es) following patient assessment ACAT, CbD, mini- 1
CEX

Constructs a concise and applicable problem list using available ACAT, CbD, mini- 1

information CEX

Constructs an appropriate management plan in conjunction with the ACAT, CbD, mini- 1,34

patient, carers and other members of the clinical team and CEX

communicates this effectively to the patient, parents and carers where

relevant

Defines the relevance of an estimated risk of a future event to an ACAT, CbD, mini- 1

individual patient CEX

Uses risk calculators appropriately ACAT, CbD, mini- 1
CEX

Considers the risks and benefits of screening investigations ACAT, CbD, mini- 1
CEX

Applies quantitative data of risks and benefits of therapeutic ACAT, CbD, mini- 1

intervention to an individual patient CEX

Searches and comprehends medical literature to guide reasoning AA, CbD 1

Recognises the difficulties in predicting occurrence of future events ACAT, CbD, mini- 1
CEX

Shows willingness to discuss intelligibly with a patient the notion and ACAT, CbD, mini- 3

difficulties of prediction of future events, and benefit/risk balance of CEX

therapeutic intervention

Shows willingness to adapt and adjust approaches according to the ACAT, CbD, mini- 3

beliefs and preferences of the patient and/or carers CEX

Is willing to facilitate patient choice ACAT, CbD, mini- 3
CEX

Shows willingness to search for evidence to support clinical decision ACAT, CbD, mini- 1.4

making CEX

Demonstrates ability to identify one’s own biases and inconsistencies ~ ACAT, CbD, mini- 1,3

in clinical reasoning CEX

Level Descriptor

In a straightforward clinical case:

e Develops a provisional diagnosis and a differential diagnosis on the basis of the clinical
evidence

e Institutes an appropriate investigative plan
e Institutes an appropriate therapeutic plan
e Seeks appropriate support from others
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Takes account of the patient’s wishes and records them accurately and succinctly

In a difficult clinical case:

Develops a provisional diagnosis and a differential diagnosis on the basis of the clinical
evidence

Institutes an appropriate investigative plan

Institutes an appropriate therapeutic plan

Seeks appropriate support from others

Takes account of the patient’s wishes and records them accurately and succinctly

3/4 .

In a complex, non-emergency case:

Develops a provisional diagnosis and a differential diagnosis on the basis of the clinical
evidence

Institutes an appropriate investigative plan

Institutes an appropriate therapeutic plan

Seeks appropriate support from others

Takes account of the patient’s wishes and records them accurately and succinctly

The Patient as Central Focus of Care

To develop the ability to prioritise the patient’s agenda encompassing their beliefs, concerns
expectations and needs

Assessment
Knowledge Methods GMP
Outlines health needs of particular populations e.g. ethnic minorities ACAT, CbD 1
and recognises the impact of health beliefs, culture and ethnicity in
presentations of physical and psychological conditions
Ensure that all decisions and actions are in the best interests of the CbD 1

patient and the public good

SIS

Gives adequate time for patients and carers to express their beliefs ACAT, mini-CEX 1,34

ideas, concerns and expectations

Responds to questions honestly and seek advice if unable to answer  ACAT, CbD, mini- 3
CEX

Encourages the health care team to respect the philosophy of patient ~ ACAT, CbD, mini- 3

focussed care CEX, MSF

Develops a self-management plan with the patient ACAT, CbD, mini- 1,3
CEX

Supports patients, parents and carers where relevant to comply with ACAT, CbD, mini- 3

management plans CEX, PS

Encourages patients to voice their preferences and personal choices  ACAT, mini-CEX, PS 3
about their care

Respond to people in an ethical, honest and non-judgmental manner  CbD 1,3,4

Supports patient self-management ACAT, CbD, mini- 3
CEX, PS

Respond to questions honestly and seek advice if unable to answer ACAT, CbD, mini- 3
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CEX

Recognises the duty of the medical professional to act as patient ACAT, CbD, mini- 3,4
advocate CEX, MSF, PS

Level Descriptor

Responds honestly and promptly to patient questions but knows when to refer for senior help
Recognises the need for disparate approaches to individual patients

Is always respectful to patients

Introduces self clearly to patients and indicates own place in team

Always checks that patient is comfortable and willing to be seen; asks about and explains all
elements of examination before undertaking even taking a pulse

Always warns patient of any procedure and is aware of the notion of implicit consent
Never undertakes consent for a procedure that he/she is not competent to do
Always seeks senior help when does not know answer to patient’s queries

Always asks patient if there is anything else they need to know or ask

Recognises more complex situations of communication, accommodates disparate needs and
develops strategies to cope

2 Is sensitive to patient’s own cultural concerns and norms

Is able to explain diagnoses and medical procedures in ways that enable patient to understand
and make decisions about their own health care

Deals rapidly with more complex situations, promotes patient’s self care and ensures alll
opportunities are outlined
3/4 Is able to discuss complex questions and uncertainties with patients and to enable them to make

decisions about difficult aspects of their health — e.g. to opt for no treatment or to make end of life
decisions

Prioritisation of Patient Safety in Clinical Practice

To understand that patient safety depends on the effective and efficient organisation of care, and
health care staff working well together

To understand that patient safety depends on safe systems not just individual competency and
safe practice

To never compromise patient safety

To understand the risks of treatments and to discuss these honestly and openly with patients so
that patients are able to make decisions about risks and treatment options

To ensure that all staff are aware of risks and work together to minimise risk

Assessment
Knowledge Methods GMP
Outlines the features of a safe working environment ACAT, CbD, mini- 1
CEX
Outlines the hazards of medical equipment in common use ACAT, CbD 1
Recalls side effects and contraindications of medications prescribed ACAT, CbD, mini- 1
CEX
Recalls principles of risk assessment and management CbD 1
Recalls the components of safe working practice in the personal, ACAT, CbD 1
clinical and organisational settings
Outlines local procedures and protocols for optimal practice e.g. Gl ACAT, CbD, mini- 1
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bleed protocol, safe prescribing CEX

Understands the investigation of significant events, serious untoward  ACAT, CbD, mini- 1
incidents and near misses CEX

SIS

Recognises limits of own professional competence and only practises ACAT, CbD, mini- 1
within these CEX

Recognises when a patient is not responding to treatment and ACAT, CbD, mini- 1
reassesses the situation; encourages others to do the same CEX

Ensures the correct and safe use of medical equipment, ensuring ACAT, CbD, mini- 1
faulty equipment is reported appropriately CEX

Improves patients’ and colleagues’ understanding of the side effects ACAT, CbD, mini- 1,3
and contraindications of therapeutic intervention CEX

Sensitively counsels a colleague following a significant untoward ACAT, CbD 3

event, or near incident, to encourage improvement in practice of
individual and unit

Recognises and responds to the manifestations of a patient’s ACAT, CbD, mini- 1
deterioration or lack of improvement (symptoms, signs, observations, = CEX, MSF
and laboratory results) and supports other members of the team to

act similarly

Continues to maintain a high level of safety awareness and ACAT, CbD, mini- 2

consciousness at all times CEX

Encourages feedback from all members of the team on safety issues ~ ACAT, CbD, mini- 3
CEX, MSF

Reports serious untoward incidents and near misses and co-operates ACAT, CbD, mini- 3

with the investigation of the same CEX, MSF

Shows willingness to take action when concerns are raised about ACAT, CbD, mini- 3

performance of members of the healthcare team, and acts CEX, MSF

appropriately when these concerns are voiced to you by others

Continues to be aware of one’s own limitations, and operates within ACAT, CbD, mini- 1

them competently CEX

Level Descriptor

Respects and follows ward protocols and guidelines
Takes direction from the nursing staff as well as medical team on matters related to patient safety

Discusses risks of treatments with patients and is able to help patients make decisions about their
treatment

1 | Does not hurry patients into decisions

Always ensures the safe use of equipment

Follows guidelines unless there is a clear reason for doing otherwise
Acts promptly when a patient’s condition deteriorates

Always escalates concerns promptly

Demonstrates ability to lead team discussion on risk assessment and risk management and to work
with the team to make organisational changes that will reduce risk and improve safety

Understands the relationship between good team working and patient safety
2 | Is able to work with and when appropriate lead the whole clinical team
Promotes patient’s safety to more junior colleagues

Recognises untoward or significant events and always reports these. Leads discussion of causes of
clinical incidents with staff and enables them to reflect on the causes. Able to undertake a root
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cause analysis

Able to assess the risks across the system of care and to work with colleagues from different
department or sectors to ensure safety across the health care system

3 Involves the whole clinical team in discussions about patient safety

Shows support for junior colleagues who are involved in untoward events

Is fastidious about following safety protocols and ensures that junior colleagues to do the same. Is
4 able to explain the rationale for protocols

Demonstrates ability to lead an investigation of a serious untoward incident or near miss and
synthesise an analysis of the issues and plan for resolution or adaptation

Team Working and Patient Safety

To develop the ability to work well in a variety of different teams and team settings — for example
the ward team and the infection control team — and to contribute to discussion on the team’s role
in patient safety

To develop the leadership skills necessary to lead teams so that they are more effective and
better able to deliver safer care

Assessment
Knowledge Methods
Outlines the components of effective collaboration and team working ~ ACAT, CbD 1
Describes the roles and responsibilities of members of the healthcare ~ ACAT, CbD 1
team
Outlines factors adversely affecting a doctor’s and team performance  CbD 1

and methods to rectify these

Skills

Practises with attention to the important steps of providing good ACAT, CbD, mini- 1,3,4

continuity of care CEX

Accurate attributable note-keeping, including appropriate use of ACAT, CbD, mini- 1,3

electronic clinical record systems CEX

Prepares patient lists with clarification of problems and ongoing care ACAT, CbD, mini- 1

plan CEX, MSF

Detailed hand over between shifts and areas of care ACAT, CbD, mini- 1,3
CEX , MSF

Demonstrates leadership and management in the following areas: ACAT, CbD, mini- 1,2,3
CEX

e Education and training of junior colleagues and other
members of the healthcare team

e Deteriorating performance of colleagues (e.g. stress, fatigue)
e High quality care

o Effective handover of care between shifts and teams

Leads and participates in interdisciplinary team meetings ACAT, CbD, mini- 3
CEX
Provides appropriate supervision to less experienced colleagues ACAT, CbD, MSF 3
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Behaviours

Encourages an open environment to foster and explore concerns and  ACAT, CbD, MSF 3
issues about the functioning and safety of team working

Recognises limits of own professional competence and only practises ACAT, CbD, MSF 3
within these

Recognises and respects the request for a second opinion ACAT, CbD, MSF 3
Recognises the importance of induction for new members of a team ACAT, CbD, MSF 3
Recognises the importance of prompt and accurate information ACAT, CbD, mini- 3
sharing with Primary Care team following hospital discharge CEX , MSF

Level Descriptor

Works well within the multidisciplinary team and recognises when assistance is required from the
relevant team member

Demonstrates awareness of own contribution to patient safety within a team and is able to outline
the roles of other team members

Keeps records up-to-date and legible and relevant to the safe progress of the patient
Hands over care in a precise, timely and effective manner

Demonstrates ability to discuss problems within a team to senior colleagues. Provides an
analysis and plan for change

Demonstrates ability to work with the virtual team to develop the ability to work well in a variety of
2 different teams — for example the ward team and the infection control team — and to contribute to
discussion on the team’s role in patient safety

Develops the leadership skills necessary to lead teams so that they are more effective and able
to deliver better safer care

Leads multidisciplinary team meetings but promotes contribution from all team members
Recognises need for optimal team dynamics and promotes conflict resolution

Demonstrates ability to convey to patients after a handover of care that, although there is a
different team, the care is continuous

Leads multi-disciplinary team meetings allowing all voices to be heard and considered; fosters an
atmosphere of collaboration

Recognises situations in which others are better equipped to lead or where delegation is
4 appropriate

Demonstrates ability to work with the virtual team

Ensures that team functioning is maintained at all times

Promotes rapid conflict resolution

Principles of Quality and Safety Improvement

To recognise the desirability of monitoring performance, learning from mistakes and adopting no
blame culture in order to ensure high standards of care and optimise patient safety

Assessment
Knowledge Methods
Understands the elements of clinical governance CbD, MSF 1
Recognises that governance safeguards high standards of care and CbD, MSF 1,2
facilitates the development of improved clinical services
Defines local and national significant event reporting systems relevant ACAT, CbD, mini- 1
to specialty CEX
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Recognises importance of evidence-based practice in relation to ChD 1
clinical effectiveness

Outlines local health and safety protocols (fire, manual handling etc) CbD 1
Understands risk associated with the trainee’s specialty work CbD 1
including biohazards and mechanisms to reduce risk

Outlines the use of patient early warning systems to detect clinical ACAT, CbD, mini- 1
deterioration where relevant to the trainee’s clinical specialty CEX

Keeps abreast of national patient safety initiatives including National ACAT, CbD, mini- 1
Patient Safety Agency , NCEPOD reports, NICE guidelines etc CEX

SIS

Adopts strategies to reduce risk e.g. surgical pause ACAT, CbD 1,2
Contributes to quality improvement processes e.g. AA, CbD 2

e Audit of personal and departmental/directorate/practice
performance

e Errors / discrepancy meetings

e Critical incident and near miss reporting
e Unit morbidity and mortality meetings

e Local and national databases

Maintains a portfolio of information and evidence, drawn from own CbD 2
medical practice

Reflects regularly on own standards of medical practice in AA 1,2,3,4
accordance with GMC guidance on licensing and revalidation

Shows willingness to participate in safety improvement strategies CbD, MSF 3
such as critical incident reporting

Develops reflection in order to achieve insight into own professional CbD, MSF 3
practice

Demonstrates personal commitment to improve own performance in CbD, MSF 3
the light of feedback and assessment

Engages with an open no blame culture CbD, MSF 3
Responds positively to outcomes of audit and quality improvement CbD, MSF 1,3
Co-operates with changes necessary to improve service quality and CbD, MSF 1,2
safety

Level Descriptor

Understands that clinical governance is the over-arching framework that unites a range of quality
improvement activities. This safeguards high standards of care and facilitates the development of
improved clinical services

Maintains personal portfolio

Able to define key elements of clinical governance i.e. understands the links between
2 organisational function and processes and the care of individuals

Engages in audit and understands the link between audit and quality and safety improvement

Demonstrates personal and service performance

3 Designs audit protocols and completes audit cycle through an understanding the relevant
changes needed to improve care and is able to support the implementation of change
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Leads in review of patient safety issues

Implements change to improve service

Understands change management

Engages and guides others to embrace high quality clinical governance

Infection Control

To develop the ability to manage and control infection in patients, including controlling the risk
of cross-infection, appropriately managing infection in individual patients, and working
appropriately within the wider community to manage the risk posed by communicable diseases

Assessment
Knowledge Methods
Understands the principles of infection control as defined by the GMC  ACAT, CbD, mini- 1
CEX
Understands the principles of preventing infection in high risk groups  ACAT, CbD, mini- 1

(e.g. managing antibiotic use to reduce Clostridium difficile infection,) = CEX
including understanding the local antibiotic prescribing policy

Understands the role of Notification of diseases within the UK and ACAT, CbD, mini- 1
identifies the principle notifiable diseases for UK and international CEX

purposes

Understands the role of the Health Protection Agency and CbD, ACAT 1

Consultants in Health Protection (previously Consultants in
Communicable Disease Control — CCDC)

Understands the role of the local authority in relation to infection ACAT, CbD, mini- 1

control CEX

SIS

Recognises the potential for infection within patients being cared for ACAT, CbD 1,2

Counsels patient on matters of infection risk, transmission and control  ACAT, CbD, mini- 2,3
CEX, PS

Actively engages in local infection control procedures ACAT, CbD 1

Actively engages in local infection control monitoring and reporting ACAT, CbD 1,2

processes

Prescribes antibiotics according to local antibiotic guidelines and ACAT, CbD, mini- 1

works with microbiological services where this is not possible CEX

Recognises potential for cross-infection in clinical settings ACAT, CbD, mini- 1,2
CEX

Practices aseptic technique whenever relevant DOPS 1

Encourages all staff, patients and relatives to observe infection ACAT, CbD, MSF 1,3

control principles

Recognises the risk of personal ill-health as a risk to patients and ACAT, CbD, MSF 1,3
colleagues in addition to its effect on performance

Level Descriptor

Always follows local infection control protocols, including washing hands before and after seeing
all patients
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Is able to explain infection control protocols to students and to patients and their relatives
Always defers to the nursing team about matters of ward management

Aware of infections of concern, including MRSA and C difficile

Aware of the risks of nosocomial infections

Understands the links between antibiotic prescription and the development of nosocomial
infections

Always discusses antibiotic use with a more senior colleague

Demonstrates ability to perform simple clinical procedures utilising effective aseptic technique
Manages simple common infections in patients using first-line treatments

Communicates effectively to the patient the need for treatment and any prevention messages to
prevent re-infection or spread

Liaises with diagnostic departments in relation to appropriate investigations and tests
Knowledge of which diseases should be notified and undertake notification promptly

Demonstrates an ability to perform more complex clinical procedures whilst maintaining aseptic
technique throughout

Identifies potential for infection amongst high risk patients, obtaining appropriate investigations
and considering the use of second line therapies

Communicates effectively to patients and their relatives with regard to the infection, the need for
treatment and any associated risks of therapy

Works effectively with diagnostic departments in relation to identifying appropriate investigations
and monitoring therapy

Works in collaboration with external agencies in relation to reporting common notifiable diseases,
and collaborates over any appropriate investigation or management

Demonstrates an ability to perform most complex clinical procedures whilst maintaining full
aseptic precautions, including those procedures which require multiple staff in order to perform
the procedure satisfactorily

Identifies the possibility of unusual and uncommon infections and the potential for atypical
presentation of more frequent infections. Manages these cases effectively with potential use of

4 tertiary treatments being undertaken in collaboration with infection control specialists

Works in collaboration with diagnostic departments to investigate and manage the most complex
types of infection, including those potentially requiring isolation facilities

Works in collaboration with external agencies to manage the potential for infection control within
the wider community, including communicating effectively with the general public and liaising with
regional and national bodies where appropriate

Managing Long Term Conditions and Promoting Patient Self-Care

To work with patients and use their expertise to manage their condition collaboratively and in
partnership, with mutual benefit

To pursue a holistic and long term approach to the planning and implementation of

patient care, in particular to identify and facilitate the patient’s role in their own care

Assessment
Knowledge Methods GMP
Describes the natural history of diseases and illnesses that run a ACAT, CbD, mini- 1
chronic course CEX
Defines the role of rehabilitation services and the multi-disciplinary ACAT, CbD, mini- 1
team to facilitate long-term care CEX
Outlines the concept of quality of life and how this can be measured, CbD 1
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whilst understanding the limitations of such measures for individual

patients

Work with an appropriate knowledge of guidance documents on ChbD 1
supporting people with long term conditions to self care

Outlines the concept of patient self-care and the role of the expert CbD, mini-CEX 1
patient

Knows, understands and is able to compare and contrast the medical ChbD 1
and social models of disability

Knows about and practises within the key provisions of disability CbD 14
discrimination and other contemporary legislation

Knows about the key provisions of disability discrimination legislation ~ CbD 1
Understands the relationship between local health, educational and CbD 1

social service provision including the voluntary sector

Be familiar with the range of agencies that can provide care and CbD 1,3
support in and out of hospital and how they can be accessed

Skills

Develops and agrees on a management plan with the patient (and ACAT, CbD, mini- 1,3
carers), ensuring comprehension to maximise self-care within care CEX

pathways where relevant

Assess the patient’s ability to access various services in the health CbD, mini-CEX 1,3
and social system and offer appropriate assistance

Advocate and facilitate appropriate self care CbD, mini-CEX 1,3
Develops and sustains supportive relationships with patients with CbD, mini-CEX 1,4
whom care will be prolonged and potentially life long

Provides relevant evidence-based information and, where ACAT, CbD, mini- 1,3,4
appropriate, effective patient education, with support of the multi- CEX

disciplinary team

Promotes and encourages involvement of patients in appropriate CbD, PS 1,3
support networks, both to receive support and to give support to

others

Encourages and supports patients in accessing appropriate CbD, PS 1,3
information

Shows willingness and support for patient in his/her own advocacy, ACAT, CbD, mini- 3,4

within the constraints of available resources and taking into account CEX
the best interests of the wider community

Recognises the potential impact of long term conditions on the ACAT, CbD, mini- 1

patient, family and friends CEX

Provides relevant tools and devices when possible ACAT, CbD, mini- 1
CEX

Ensures equipment and devices relevant to the patient’s care are CbD 1,2,3

discussed

Puts patients in touch with the relevant agency including the voluntary ~ACAT, CbD, mini- 1,3

sector from where they can procure the items as appropriate CEX

Provides the relevant tools and devices when possible ACAT, CbD, mini- 1,2
CEX

Shows willingness to facilitate access to the appropriate training and ACAT, CbD, mini- 1,3,4

skills in order to develop the patient's confidence and competence to CEX, PS
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self care, and adapt appropriately as those members change over

time

Shows willingness to maintain a close working relationship with other ~ ACAT, CbD, mini- 3
members of the multi-disciplinary team, primary and community care  CEX, MSF

Shows a willingness to engage with expert patients and ChbD, PS 13,4
representatives of charities or networks that focus on diseases and
recognises their role in supporting patients and their families/carers

Recognises and respects the role of family, friends and carers in the ACAT, CbD, mini- 1,3
management of the patient with a long term condition CEX, PS
Puts patients in touch with the relevant agency, including the CbD, PS 3,4

voluntary sector from where they can procure the items as
appropriate

Level Descriptor

Describes relevant long term conditions

Understands that “quality of life” is an important goal of care and that this may have different
meanings for each patient

Is aware of the need for promotion of patient self care and independence

Helps the patient to develop an active understanding of their condition and how they can be
involved in self management

Demonstrates awareness of management of relevant long term conditions
Is aware of the tools and devices that can be used in long term conditions
2 Is aware of external agencies that can improve patient care and/or provide support

Provides the patient with evidence based information and assists the patient in understanding
this material; utilises the team to promote excellent patient care

Develops management plans in partnership with the patient that are pertinent to the patient’s
long term condition

Can use relevant tools and devices in improving patient care
Engages with relevant external agencies to promote improving patient care

Provides leadership within the multidisciplinary team that is responsible for management of
4 patients with long term conditions

Helps the patient networks develop and strengthen

Relationships with Patients and Communication within a Consultation

To recognise the need, and develop the abilities, to communicate effectively and sensitively with
patients, relatives and carers

Assessment
Knowledge Methods
How to structure a consultation appropriately ACAT, CbD, mini- 1
CEX, PS
The importance of the patient's background, culture, education and ACAT, CbD, mini- 1

preconceptions (beliefs, ideas, concerns, expectations) to the process CEX, PS

Skills

Establishes a rapport with the patient and any relevant others (e.g. ACAT, CbD, mini- 1,3
carers) CEX, PS
Utilises open and closed questioning appropriately CbD, mini-CEX, PS 1,3
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Listens actively and questions sensitively to guide the patient and to
clarify information

Identifies and manages communication barriers, tailoring language to
the individual patient and others, and using interpreters when
indicated

Delivers information compassionately, being alert to and managing
their and your emotional response (anxiety, antipathy etc)

Uses, and refers patients to, appropriate written and other evidence
based information sources

Checks the patient's/carer's understanding, ensuring that all their
concerns/questions have been covered

Indicates when the consultation is nearing its end and concludes with
a summary and appropriate action plan; asks the patient to
summarise back to check his/her understanding

Makes accurate contemporaneous records of the discussion

Manages follow-up effectively and safely, utilising a variety if methods
(e.g. phone call, email, letter)

Ensures appropriate referral and communications with other
healthcare professional resulting from the consultation are made
accurately and in a timely manner

Approaches the situation with courtesy, empathy, compassion and
professionalism, especially by appropriate body language and
endeavouring to ensure an appropriate physical environment - act as
an equal not a superior

Ensures appropriate personal language and behaviour

Ensures that the approach is inclusive and patient-centred, and
respects the diversity of values in patients, carers and colleagues

Is willing to provide patients with a second opinion

Uses different methods of ethical reasoning to come to a balanced
decision where complex and conflicting issues are involved

Is confident and positive in own values

ACAT, mini-CEX, PS

ACAT, CbD, mini-
CEX, PS

ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX

CbD, PS

Behaviours

ACAT, CbD, mini-
CEX, MSF, PS

CbD, PS

ACAT, CbD, mini-
CEX, MSF, PS

ACAT, CbD, mini-
CEX, MSF, PS

ACAT, CbD, mini-
CEX, MSF

ACAT, CbD, mini-
CEX

Level Descriptor

1,3, 4

13
1,3

1,3

1,3

1,3

1 Conducts simple consultation with due empathy and sensitivity and writes accurate records
thereof

5 Conducts interviews on complex concepts satisfactorily, confirming that accurate two-way
communication has occurred

3 Handles communication difficulties appropriately, involving others as necessary; establishes
excellent rapport

4 Shows mastery of patient communication in all situations, anticipating and managing any
difficulties which may occur
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Breaking Bad News

To recognise the fundamental importance of breaking bad news
To develop strategies for skilled delivery of bad news according to the needs of individual
patients and their relatives / carers
Assessment

Knowledge Methods GMP
How bad news is delivered irretrievably affects the subsequent ACAT, CbD, mini- 1
relationship with the patient CEX, MSF, PS
Every patient may desire different levels of explanation and have ACAT, CbD, mini- 1,4
different responses to bad news CEX, PS
That bad news is confidential but the patient may wish to be ACAT, CbD, mini- 1
accompanied CEX, PS
Once the news is given, patients are unlikely to take anything CbD, mini-CEX, PS 1,3
subsequent in, so an early further appointment should be made
Breaking bad news can be extremely stressful for the doctor or ACAT, CbD, mini- 1,3
professional involved CEX
The interview at which bad news is given may be an educational ACAT, CbD, mini- 1
opportunity CEX
It is important to: ACAT, CbD, mini- 1,3

e Prepare for breaking bad news CEX

e Set aside sufficient uninterrupted time

e Choose an appropriate private environment and ensure that

there will be no unplanned disturbances

e Have sufficient information regarding prognosis and treatment

e Ensure the individual has appropriate support if desired

e  Structure the interview

e Be honest, factual, realistic and empathic

e Be aware of relevant guidance documents
‘Bad news’ may be expected or unexpected and it cannot always be ACAT, CbD, mini- 1
predicted CEX
Sensitive communication of bad news is an essential part of ACAT, CbD, mini- 1
professional practice CEX
‘Bad news’ has different connotations depending on the context, ACAT, CbD, mini- 1
individual, social and cultural circumstances CEX, PS
That a post mortem examination may be required and understand ACAT, CbD, mini- 1
what this involves CEX, PS
The local organ retrieval process ACAT, CbD, mini- 1

CEX

Skills
Demonstrates to others good practice in breaking bad news CbD, DOPS, MSF 1,3
Involves patients and carers in decisions regarding their future CbD, DOPS, MSF 1,3,4
management
Recognises the impact of the bad news on the patient, carer, CbD, MSF 13
supporters, staff members and self
Encourages questioning and ensures comprehension CbD, DOPS, MSF 1,3

Gastroenterology 2010 (amendments August 2013) V2 Page 36 of 148



Responds to verbal and visual cues from patients and relatives CbD, DOPS, MSF 1,3

Acts with empathy, honesty and sensitivity, avoiding undue optimism  CbD, DOPS, MSF 1,3
or pessimism
Structures the interview, for example: CbD, DOPS, MSF 1,3

e Sets the scene
e Establishes understanding

o Discusses diagnosis(es), implications, treatment, prognosis
and subsequent care

Behaviours

Takes leadership in breaking bad news CbD, DOPS, MSF 1
Respects the different ways people react to bad news CbD, DOPS, MSF 1
Ensures appropriate recognition and management of the impact of CbD, DOPS, MSF 1

breaking bad news on the doctor

Level Descriptor

Recognises when bad news must be imparted
1 Recognises the need to develop specific skills
Requires guidance to deal with most cases

Able to break bad news in planned settings with preparatory discussion with seniors
Prepares well for interview

2 ) .

Prepares patient to receive bad news

Responsive to patient reactions

Able to break bad news in unexpected and planned settings
3 Structures the interview clearly

Establishes what patient wants to know and ensures understanding
Able to conclude interview

Skilfully delivers bad news in any circumstance including adverse events
4 Arranges follow up as appropriate
Able to teach others how to break bad news

Complaints and Medical Error

To recognise the causes of error and to learn from them; to realise the importance of honesty
and effective apology and to take a leadership role in the handling of complaints

Assessment
Knowledge Methods GMP
Basic consultation techniques and skills described for Foundation CbD, DOPS, MSF 1

programme, including:
e Describes the local complaints procedure

e Recognises factors likely to lead to complaints (poor
communication, dishonesty, clinical errors, adverse clinical
outcomes etc)

e Adopts behaviour likely to prevent causes for complaints

e Deals appropriately with concerned or dissatisfied patients or
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relatives

¢ Recognises when something has gone wrong and identifies
appropriate staff to communicate this to

e Acts with honesty and sensitivity in a non-confrontational

manner

Outlines the principles of an effective apology CbD, DOPS, MSF 1
Identifies sources of help and support for patients and yourself when CbD, DOPS, MSF 1
a complaint is made about yourself or a colleague

Skills

Contributes to processes whereby complaints are reviewed and CbD, DOPS, MSF 1
learned from

Explains comprehensibly to the patient the events leading up to a CbD, DOPS, MSF 1,3
medical error or serious untoward incident, and sources of support for
patients and their relatives

Delivers an appropriate apology and explanation (either of error or for CbD, DOPS, MSF 1,3,4
process of investigation of potential error and reporting of the same)

Distinguishes between system and individual errors (personal and CbD, DOPS, MSF 1
organisational)

Shows an ability to learn from previous error CbD, DOPS, MSF 1
Takes leadership over complaint issues CbD, DOPS, MSF 1
Recognises the impact of complaints and medical error on staff, CbD, DOPS, MSF 1,3
patients, and the National Health Service

Contributes to a fair and transparent culture around complaints and CbD, DOPS, MSF 1
errors

Recognises the rights of patients, family members and carers to make CbD, DOPS, MSF 1,4
a complaint

Recognises the impact of a complaint upon self and seeks CbD, DOPS, MSF 1,3,4

appropriate help and support

Level Descriptor

If an error is made, immediately rectifies it and/or reports it

Apologises to patient for any failure as soon as it is recognised, however small
Understands and describes the local complaints procedure

1 Recognises need for honesty in management of complaints

Responds promptly to concerns that have been raised

Understands the importance of an effective apology

Learns from errors

Manages conflict without confrontation

2 , . . Lo
Recognises and responds to the difference between system failure and individual error

3 Recognises and manages the effects of any complaint within members of the team

4 Provides timely, accurate written responses to complaints when required

Provides leadership in the management of complaints
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Communication with Colleagues and Cooperation

To recognise and accept the responsibilities and role of the doctor in relation to other healthcare
professionals
To communicate succinctly and effectively with other professionals as appropriate

Assessment
Knowledge Methods
Understands the section in ‘Good Medical Practice’ on Working with CbD, MSF 1
Colleagues, in particular:
e The roles played by all members of a multi-disciplinary team CbD, MSF 1
e The features of good team dynamics CbD, MSF 1
e The principles of effective inter-professional collaboration to CbD, MSF 1

optimise patient, or population, care

Understands the principles of confidentiality that provide boundaries CbD, MSF 1
to communication

Skills

Communicates accurately, clearly, promptly and comprehensively ACAT, CbD, mini- 1,3
with relevant colleagues by means appropriate to the urgency of a CEX

situation (telephone, email, letter etc), especially where responsibility

for a patient's care is transferred

Utilises the expertise of the whole multi-disciplinary team as ACAT, CbD, mini- 1,3
appropriate, ensuring when delegating responsibility that appropriate = CEX, MSF
supervision is maintained

Participates in and co-ordinates an effective hospital-at-night or ACAT, CbD, mini- 1
hospital out-of-hours team where relevant; participates effectively in CEX, MSF
General Practice out-of-hours

Communicates effectively with administrative bodies and support CbD, mini-CEX, MSF 1,3
organisations

Employs behavioural management skills with colleagues to prevent ACAT, CbD, mini- 1,3
and resolve conflict and enhance collaboration CEX, MSF

Is aware of the importance of and takes part in multi-disciplinary ACAT, CbD, mini- 3
teamwork, including adoption of a leadership role when appropriate CEX, MSF

but also recognising where others are better equipped to lead

Fosters a supportive and respectful environment where there is open  ACAT, CbD, mini- 1,3
and transparent communication between all team members CEX, MSF

Ensures appropriate confidentiality is maintained during ACAT, CbD, mini- 1,3
communication with any member of the team CEX, MSF

Recognises the need for a healthy work/life balance for the whole CbD, mini-CEX, MSF 1

team, including yourself, but take any leave yourself only after giving
appropriate notice to ensure that cover is in place

Is prepared to accept additional duties in situations of unavoidable CbD, MSF 1
and unpredictable absence of colleagues, ensuring that the best
interests of the patient are paramount

Level Descriptor

Accepts own role in the healthcare team and communicates appropriately with all relevant
1 members thereof

Knows who the other members of the team are and ensures effective communication
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Fully recognises the role of, and communicates appropriately with, all relevant potential team
2 members (individual and corporate)

Supports other members of the team; ensures that all are aware of their roles

3 Able to predict and manage conflict between members of the healthcare team

Able to take a leadership role as appropriate, fully respecting the skills, responsibilities and
viewpoints of all team members

Health Promotion and Public Health

To develop the ability to work with individuals and communities to reduce levels of ill health,
remove inequalities in healthcare provision and improve the general health of a community

Assessment
Knowledge Methods
Understands the factors which influence the incidence and ACAT, CbD, mini- 1
prevalence of common conditions CEX
Understands the factors which influence health and illness — ACAT, CbD, mini- 1
psychological, biological, social, cultural and economic especially CEX
poverty and unemployment
Understands the influence of lifestyle on health and the factors that ACAT, CbD, mini- 1
influence an individual to change their lifestyle CEX
Understands the influence of culture and beliefs on patient’s ACAT, CbD, mini- 1
perceptions of health CEX
Understands the purpose of screening programmes and knows in CbD, mini-CEX 1
outline the common programmes available within the UK
Understands the positive and negative effects of screening on the CbD, mini-CEX 1
individual
Understands the possible positive and negative implications of health  CbD, mini-CEX 1
promotion activities (e.g. immunisation)
Understands the relationship between the health of an individual and ~ CbD, mini-CEX 1
that of a community and vice versa
Knows the key local concerns about health of communities such as ACAT, CbD, mini- 1
smoking and obesity and the potential determinants CEX
Understands the role of other agencies and factors, including the ACAT, CbD, mini- 1
impact of globalisation in increasing disease and in protecting and CEX
promoting health
Demonstrates knowledge of the determinants of health worldwide and ACAT, CbD, mini- 1
strategies to influence policy relating to health issues, including the CEX
impact of the developed world strategies on the third world
Outlines the major causes of global morbidity and mortality and ACAT, CbD, mini- 1
effective, affordable interventions to reduce these CEX
Recalls the effect of addictive and self harming behaviours, ACAT, CbD, mini- 1
especially substance misuse and gambling, on personal and CEX

community health and poverty

Skills

Identifies opportunities to prevent ill health and disease in patients ACAT, CbD, mini- 1,2
CEX, PS
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Identifies opportunities to promote changes in lifestyle and other ACAT, CbD, mini- 1,2
actions which will positively improve health and/or disease outcomes. CEX

Identifies the interaction between mental, physical and social ACAT, CbD, mini- 1
wellbeing in relation to health CEX

Counsels patients appropriately on the benefits and risks of screening ACAT, CbD, mini- 1,3
and health promotion activities CEX, PS

Identifies patient’s ideas, concerns and health beliefs regarding CbD, mini-CEX, 1,3

screening and health promotions programmes and is capable of
appropriately responding to these

Works collaboratively with other agencies to improve the health of CbD, mini-CEX 1

communities

Recognises and is able to balance autonomy with social justice CbD, mini-CEX 1,3

Engages in effective team-working around the improvement of health ~ ACAT, CbD, 1,3
MSF

Encourages, where appropriate, screening to facilitate early CbD 1

intervention

Seeks out and utilises opportunities for health promotion and disease  ChbD 1

prevention

Level Descriptor

Discusses with patients others factors which could influence their personal health

1 Maintains own health and is aware of own responsibility as a doctor for promoting healthy
approach to life

2 Supports an individual in a simple health promotion activity (e.g. smoking cessation)

Knowledge of local public health and communicable disease networks

Communicates to an individual and their relatives information about the factors which influence
their personal health

Supports small groups in a simple health promotion activity (e.g. smoking cessation)

Provides information to an individual about a screening programme and offers information about
its risks and benefits

Discusses with small groups the factors that have an influence on their health and describes
steps they can undertake to address these

Provides information to an individual about a screening programme, offering specific guidance in
4 relation to their personal health and circumstances concerning the factors that would affect the
risks and benefits of screening to them as an individual

Engages with local or regional initiatives to improve individual health and reduce inequalities in
health between communities
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Principles of Medical Ethics and Confidentiality

To know, understand and apply appropriately the principles, guidance and laws regarding

medical ethics and confidentiality

Knowledge

Demonstrates knowledge of the principles of medical ethics

Outlines and follows the guidance given by the GMC on
confidentiality

Defines the provisions of the Data Protection Act and Freedom of
Information Act

Defines the principles of Information Governance

Defines the role of the Caldicott Guardian and Information
Governance lead within an institution, and outlines the process of
attaining Caldicott approval for audit or research

Outlines situations where patient consent, while desirable, is not
required for disclosure e.g. serious communicable diseases, public
interest

Outlines the procedures for seeking a patient’s consent for disclosure
of identifiable information

Recalls the obligations for confidentiality following a patient’s death

Recognises the problems posed by disclosure in the public interest,
without patient’s consent

Recognises the factors influencing ethical decision making, including
religion, personal and moral beliefs, cultural practices

Do not resuscitate — defines the standards of practice defined by the
GMC when deciding to withhold or withdraw life-prolonging treatment

Recognises the role and legal standing of advance directives

Outlines the principles of the Mental Capacity Act

Uses and shares information with the highest regard for
confidentiality, and encourages such behaviour in other members of
the team

Uses and promotes strategies to ensure confidentiality is maintained
e.g. anonymisation

Counsels patients on the need for information distribution within
members of the immediate healthcare team

Counsels patients, family, carers and advocates tactfully and
effectively when making decisions about resuscitation status, and
withholding or withdrawing treatment

Encourages informed ethical reflection in others

Shows willingness to seek advice of peers, legal bodies, and the

Skills

Behaviours

Assessment

Methods

ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1
CEX

CbD, mini-CEX 1
ACAT, CbD, mini- 1,4
CEX

ACAT, CbD, mini- 1,4
CEX

ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1,4
CEX

ACAT, CbD, mini- 1,4
CEX

ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1,2,3
CEX, MSF

CbD 1
ACAT, CbD, MSF 1,3
ACAT, CbD, mini- 1,3

CEX, PS

ACAT, CbD, MSF 1
ACAT, CbD, mini- 1
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GMC in the event of ethical dilemmas over disclosure and CEX, MSF
confidentiality

Respects patient’s requests for information not to be shared, unless ACAT, CbD, mini- 1,4
this puts the patient, or others, at risk of harm CEX, PS

Shows willingness to share information regarding care with patients, ACAT, CbD, mini- 1,3
unless they have expressed a wish not to receive such information CEX

Shows willingness to seek the opinion of others when making ACAT, CbD, mini- 1,3

decisions about resuscitation status, and withholding or withdrawing CEX, MSF
treatment

Level Descriptor

Respects patient’s confidentiality and their autonomy

Understands, in respect of information about patients, the need for highest regard for
confidentiality adhering to the Data Protection Act

Keeps in mind when writing or storing data the importance of the Freedom of Information Act
Knowledge of the guidance given by the GMC in respect of these two acts
1 Understands that the information in patient’s notes is theirs

Only shares information outside the clinical team and the patient after discussion with senior
colleagues

Familiarity with the principles of the Mental Capacity Act; if in doubt about a patient's competence
and ability to consent even to the most simple of acts (e.g. history taking or examination,) to
discuss with a senior colleague

Participates in decisions about resuscitation status and withholding or withdrawing treatment

Counsels patient on the need for information distribution within members of the immediate
2 healthcare team and seeks patient’s consent for disclosure of identifiable information

Discusses with patient with whom they would like information about their health to be shared

Defines the role of the Caldicott Guardian within an institution, and outlines the process of
attaining Caldicott approval for audit or research

Understands the importance of considering the need for ethical approval when patient

3 information is to be used for anything other than the individual’s care

Understands the difference between confidentiality and anonymity

Knows the process for gaining ethical approval for research

Able to assume a full role in making and implementing decisions about resuscitation status and
4 withholding or withdrawing treatment

Able to support the decision making on behalf of those who are not competent to make
decisions about their own care
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Valid Consent

To understand the necessity of obtaining valid consent from the patient and how to obtain it

Assessment

Knowledge Methods

Outlines the guidance given by the GMC on consent, in particular: CbD, DOPS, MSF 1

e Understands that consent is a process that may culminate in,
but is not limited to, the completion of a consent form

e Understands the particular importance of considering the
patient's level of understanding and mental state (and also
that of the parents, relatives or carers when appropriate) and
how this may impair their capacity for informed consent

Skills

Presents all information to patients (and carers) in a format they ACAT, CbD, mini- 1,3
understand, checking understanding and allowing time for reflection CEX, PS
on the decision to give consent

Understand the social and cultural issues that might affect consent CbD, PS 1,3,4

Provides a balanced view of all care options ACAT, CbD, mini- 1,3,4
CEX, PS

Respects a patient’s rights of autonomy, even in situations where ACAT, CbD, mini- 1

their decision might put them at risk of harm CEX, PS

Does not exceed the scope of authority given by a competent patient ~ ACAT, CbD, mini- 1
CEX, PS

Does not withhold information relevant to proposed care or treatment ~ ACAT, CbD, mini- 1,34

in a competent patient CEX

Does not seek to obtain consent for procedures which they are not ACAT, CbD, mini- 1,3

competent to perform, in accordance with GMC/regulatory CEX

Shows willingness to seek advance directives CbD, PS 1,3,4

Shows willingness to obtain a second opinion, senior opinion and ACAT, CbD, mini- 1,3

legal advice in difficult situations of consent or capacity CEX, MSF

Informs a patient and seeks alternative care where personal, moral or  ACAT, CbD, mini- 1,34

religious belief prevents a usual professional action CEX, PS

Level descriptor

Understands that consent should be sought ideally by the person undertaking a procedure and if
not by someone competent to undertake the procedure

Understands consent as a process

1 Ensures always to check for consent for the most simplest and non-invasive processes — e.g.
history taking; understands the concept of “implicit consent”

Obtains consent for straightforward treatments that he/she is competent to undertake with
appropriate regard for patient's autonomy

Able to explain complex treatments meaningfully in layman's terms and thereby to obtain
appropriate consent

2 _ . .
Responds appropriately when a patient declines consent even when the procedure would, on
balance of probability, benefit the patient

3 Obtains consent in ‘grey-area’ situations where the best option for the patient is not clear

4 Obtains consent in all situations, even when there are problems of communication and capacity
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Legal Framework for Practice

To understand the legal framework within which healthcare is provided in the UK and/or
devolved administrations in order to ensure that personal clinical practice is always provided in

line with this legal framework

Knowledge

All decisions and actions must be in the best interests of the patient

Understands the legislative framework within which healthcare is
provided in the UK and/or devolved administrations, in particular
death certification and the role of the Coroner/Procurator Fiscal; child
protection legislation; mental health legislation (including powers to
detain a patient and giving emergency treatment against a patient’s
will under common law); advanced directives and living Wills;
withdrawing and withholding treatment; decisions regarding
resuscitation of patients; surrogate decision making; organ donation
and retention; communicable disease notification; medical risk and
driving; Data Protection and Freedom of Information Acts; provision of
continuing care and community nursing care by a local authorities

Understands the differences between health related legislation in the
four countries of the UK

Understands sources of medical legal information

Understands disciplinary processes in relation to medical malpractice

Understands the role of the medical practitioner in relation to personal
health and substance misuse, including understanding the procedure
to be followed when such abuse is suspected

Skills

Ability to cooperate with other agencies with regard to legal
requirements, including reporting to the Coroner’s/Procurator Officer,
the Police or the proper officer of the local authority in relevant
circumstances

Ability to prepare appropriate medical legal statements for submission
to the Coroner’s Court, Procurator Fiscal, Fatal Accident Inquiry and
other legal proceedings

Is prepared to present such material in Court

Incorporates legal principles into day-to-day practice

Practices and promotes accurate documentation within clinical
practice

Behaviour

Shows willingness to seek advice from the employer, appropriate
legal bodies (including defence societies), and the GMC on medico-
legal matters

Promotes informed reflection on legal issues by members of the
team; all decisions and actions must be in the best interests of the
patient

Assessment

Methods

ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1,2
CEX

CbD 1
ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1
CEX, MSF

ACAT, CbD, mini- 1
CEX, MSF

ACAT, CbD, mini- 1
CEX

CbD, MSF 1
CbD, mini-CEX 1
ACAT, CbD, mini- 1
CEX

ACAT, CbD, mini- 1,3
CEX

ACAT, CbD, mini- 1
CEX, MSF

ACAT, CbD, mini- 1,3
CEX, MSF

Level Descriptor
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Knows the legal framework associated with medical qualification and medical practice and the
1 responsibilities of registration with the GMC

Knows the limits to professional capabilities, particularly those of pre-registration doctors

Identifies to Senior Team Members cases which should be reported to external bodies and
where appropriate, and initiates that report

2 Identifies with Senior Members of the Clinical Team situations where you feel consideration of
medical legal matters may be of benefit; is aware of local Trust procedures around substance
abuse and clinical malpractice

Works with external strategy bodies around cases that should be reported to them; collaborates
with them on complex cases preparing brief statements and reports as required

3 Actively promotes discussion on medico-legal aspects of cases within the clinical environment

Participates in decision making with regard to resuscitation decisions and around decisions
related to driving, discussing the issues openly but sensitively with patients and relatives

Works with external strategy bodies around cases that should be reported to them; collaborates
with them on complex cases providing full medical legal statements as required and present
material in court where necessary

Leads the clinical team in ensuring that medico-legal factors are considered openly and
consistently wherever appropriate, in the care and best interests of the patient; ensures that
patients and relatives are involved openly in all such decisions

Ethical Research

To ensure that research is undertaken using relevant ethical guidelines

Assessment
Knowledge Methods GMP
Outlines the GMC guidance on good practice in research ACAT, CbD 1
Understands the principles of research governance AA, CbD, mini-CEX 1
Outlines the differences between audit and research CbD, mini-CEX 1
Describes how clinical guidelines are produced CbD 1
Demonstrates a knowledge of research principles CbD, mini-CEX 1
Outlines the principles of formulating a research question and CbD, mini-CEX 1
designing a project
Comprehends principal qualitative, quantitative, bio-statistical and CbD 1
epidemiological research methods
Outlines sources of research funding ChbD 1
Understands the difference between population-based assessment CbD 1

and unit-based studies and is able to evaluate outcomes for
epidemiological work

Skills

Develops critical appraisal skills and applies these when reading CbD 1
literature

Demonstrates the ability to write a scientific paper ChbD 1
Applies for appropriate ethical research approval CbD 1
Demonstrates the use of literature databases CbD 1
Demonstrates good verbal and written presentations skills CbD, DOPS 1
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Behaviour

Follows guidelines on ethical conduct in research and consent for CbD 1
research
Shows willingness to the promotion in research CbD 1

Level Descriptor

Defines ethical research and demonstrates awareness of GMC guidelines
Differentiates audit and research and understands the different types of research approach e.g.

1 qualitative and quantitative
Knows how to use databases
Demonstrates good presentation and writing skills
2 Demonstrates critical appraisal skills and demonstrates ability to critically appraise a published

paper

Demonstrates ability to apply for appropriate ethical research approval
3 Demonstrates knowledge of research organisation and funding sources
Demonstrates ability to write a scientific paper

Provides leadership in research
4 Promotes research activity
Formulates and develops research pathways

Evidence and Guidelines

To develop the ability to make the optimal use of current best evidence in making decisions
about the care of patients

To develop the ability to construct evidence based guidelines and protocols in relation to
medical practise

Assessment
Knowledge Methods
Understands of the application of statistics in scientific medical MRCP Part 1, CbD 1
practice
Understands the advantages and disadvantages of different study MRCP Part 1, CbD 1
methodologies (randomised control trials, case controlled cohort etc)
Understands the principles of critical appraisal CbD 1
Understands levels of evidence and quality of evidence CbD 1
Understands the role and limitations of evidence in the development CbD 1
of clinical guidelines and protocols
Understands the advantages and disadvantages of guidelines and CbD 1
protocols
Understands the processes that result in nationally applicable CbD 1

guidelines (e.g. NICE and SIGN)

Understands the relative strengths and limitations of both quantitative ~ CbD 1
and qualitative studies, and the different types of each

Skills

Ability to search the medical literature including use of PubMed, ChbD 1
Medline, Cochrane reviews and the internet

Appraises retrieved evidence to address a clinical question CbD 1
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Applies conclusions from critical appraisal into clinical care ChD 1
Identifies the limitations of research CbD 1

Contributes to the construction, review and updating of local (and CbD 1
national) guidelines of good practice using the principles of evidence
based medicine

Behaviours

Keeps up to date with national reviews and guidelines of practice ChD 1

(e.g. NICE and SIGN)

Aims for best clinical practice (clinical effectiveness) at all times, ACAT, CbD, mini- 1

responding to evidence-based medicine CEX

Recognises the occasional need to practise outside clinical guidelines ACAT, CbD, mini- 1
CEX

Encourages discussion amongst colleagues on evidence-based ACAT, CbD, mini- 1

practice CEX, MSF

Level Descriptor

Participates in departmental or other local journal club

Critically reviews an article to identify the level of evidence and submits the same for objective
1 review

Understands the importance of evidence based practice; is aware of the different levels of
evidence

Leads in a departmental or other local journal club

> Undertakes a literature review in relation to a clinical problem or topic and presents the same
Able to explain the evidence base of clinical care to patients and to other members of the clinical
team

3 Produces a review article on a clinical topic, having reviewed and appraised the relevant
literature

Performs a systematic review of the medical literature
Contributes to the development of local or national clinical guidelines and protocol
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Audit

To develop the ability to perform an audit of clinical practice and to apply the findings
appropriately and complete the audit cycle

Assessment

Knowledge Methods

Understands the different methods of obtaining data for audit, AA, CbD 1
including patient feedback questionnaires, hospital sources and
national reference data

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

Understands the steps involved in completing the audit cycle AA, CbD 1
Understands the working and uses of national and local databases AA, CbD 1

used for audit, such as specialty data collection systems, cancer
registries etc;

Understands the working and uses of local and national systems AA 1
available for reporting and learning from clinical incidents and near
misses in the UK

Designs, implements and completes audit cycles AA, CbD 1,2
Contributes to local and national audit projects as appropriate (e.g. AA, CbD 1,2
NCEPOD, SASM)

Supports audit by junior medical trainees and within the multi- AA, CbD 1,2

disciplinary team

Behaviours

Recognises the need for audit in clinical practice to promote standard  AA, CbD 1,2
setting and quality assurance

Level Descriptor

Attendance at departmental audit meetings
1 Contributes data to a local or national audit
Suggests ideas for local audits

Identifies a problem and develop standards for a local audit
Describes the PDSA (plan, do, study, act) audit cycle and takes an audit through the first steps

Compares the results of an audit with criteria and standards to reach conclusions
Uses the findings of an audit to develop and implement change

Organises or leads a departmental audit meeting

Understands the links between audit and quality improvement

Leads a complete clinical audit cycle, including development of conclusions, the changes needed
for improvement, implementation of findings and re-audit to assess the effectiveness of the
changes

Becomes audit lead for an institution or organisation
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Teaching and Training

To develop the ability to teach to a variety of different audiences in a variety of different ways
To be able to assess the quality of the teaching

To be able to train a variety of different trainees in a variety of different ways

To be able to plan and deliver a training programme with appropriate assessments

Assessment
Knowledge Methods
Describes relevant educational theories and principles ChbD 1
Outlines adult learning principles relevant to medical education ChD 1
Demonstrates knowledge of literature relevant to developments and ChD 1
challenges in medical education and other sectors
Outlines the structure of an effective appraisal interview CbD 1
Defines the roles of the various bodies involved in medical education ChD, 1
and other sectors
Identification of learning methods and effective learning objectives CbD 1
and outcomes
Describes the difference between learning objectives and outcomes CbD 1
Differentiates between appraisal and assessment and performance CbD 1
review and is aware of the need for both
Differentiates between formative and summative assessment and CbD 1
defines their role in medical education
Outlines the structure of the effective appraisal review CbD 1
Outlines the role of workplace-based assessments, the assessment CbD 1

tools in use, their relationship to course learning outcomes, the
factors that influence their selection and the need for monitoring

evaluation

Outlines the appropriate local course of action to assist a trainee CbD 1
experiencing difficulty in making progress within their training

programme

SIS

Is able to critically evaluate relevant educational literature CbD 1
Varies teaching format and stimulus, as appropriate to situation and CbD, TO 1
subject

Provides effective and appropriate feedback after teaching, and CbD, MSF 1
promotes learner reflection

Conducts developmental conversations as appropriate, for example, CbD, MSF 1
appraisal, supervision, mentoring

Demonstrates effective lecture, presentation, small group and CbD, MSF, TO 1,3
bedside teaching sessions

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

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

Is able to lead departmental teaching programmes, including journal CbD 1
clubs

Recognises the trainee in difficulty and takes appropriate action, CbD, TO 1
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including where relevant referral to other services
Is able to identify and plan learning activities in the workplace

Contributes to educational research or projects e.g. through the
development of research ideas of data/information gathering

Is able to manage personal time and resources effectively to the
benefit of the educational faculty and the need of the learners

Behaviour

In discharging educational duties acts to maintain the dignity and
safety of patients at all times

Recognises the importance of the role of the physician as an
educator within the multi-professional healthcare team and uses
medical education to enhance the care of patients

Balances the needs of service delivery with education

Demonstrates willingness to teach trainees and other health and
social workers in a variety of settings to maximise effective
communication and practical skills and to improve patient care

Demonstrates consideration for learners, including their emotional,
physical and psychological wellbeing, along with their development
needs; acts to ensure equality of opportunity for students, trainees,
staff and professional colleagues

Encourages discussions with colleagues in clinical settings to share
knowledge and understanding

Maintains honesty and objectivity during appraisal and assessment

Shows willingness to participate in workplace-based assessments
and demonstrates a clear understanding of their purpose

Shows willingness to take up formal training as a trainer and
responds to feedback obtained after teaching sessions

Demonstrates a willingness to become involved in the wider medical
education activities and fosters an enthusiasm for medical education
activity in others

Recognises the importance of personal development as a role model
to guide trainees in aspects of good professional behaviour

Demonstrates a willingness to advance own educational capability
through continuous learning

Acts to enhance and improve educational provision through
evaluation of own practice

Contributes to educational policy and development at local or national
levels

Level Descriptor

Able to prepare appropriate materials to support teaching episodes

1
Able to seek and interpret simple feedback following teaching

CbD
CbD

CbD

CbD, MSF, TO

CbD, MSF, TO

CbD, MSF, TO
CbD, MSF, TO

CbD, MSF, TO

CbD, MSF, TO

CbD, MSF, TO
CbD, MSF, TO

CbD, MSF, TO

CbD, MSF, TO

CbD, MSF, TO

CbD, MSF, TO

CbD, MSF, TO

CbD, MSF, TO

1

1,4

1,3

1,3

1

2 appropriate feedback

Able to teach clinical skills effectively

Able to supervise a medical student, nurse or colleague through a procedure
Able to perform a workplace based assessment including being able to give effective and

Delivers small group teaching to medical students, nurses or colleagues

3 Able to devise a variety of different assessments (e.g. multiple choice questions, work place
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based assessments)
Able to appraise a medical student, nurse or colleague
Able to act as a mentor to a medical student, nurses or colleague

Able to plan, develop and deliver educational activities with clear objectives and outcomes
Able to plan, develop and deliver an assessment programme to support educational activities

Personal Behaviour

To develop the behaviours that will enable the doctor to become a senior leader able to deal with
complex situations and difficult behaviours and attitudes. To work increasingly effectively with
many teams and to be known to put the quality and safety of patient care as a prime objective

To develop the attributes of someone who is trusted to be able to manage complex human, legal
and ethical problem. To become someone who is trusted and is known to act fairly in all
situations

Assessment
Knowledge Methods GMP
Recalls and builds upon the competences defined in the Foundation ACAT, CbD, mini- 1,2,3,4
Programme Curriculum: CEX, MSF, PS
e Deals with inappropriate patient and family behaviour
e Respects the rights of children, elderly, people with physical,
mental, learning or communication difficulties
e Adopts an approach to eliminate discrimination against
patients from diverse backgrounds including age, gender,
race, culture, disability and sexuality
e Places needs of patients above own convenience
e Behaves with honesty and probity
e Acts with honesty and sensitivity in a non-confrontational
manner
¢ Knows the main methods of ethical reasoning: casuistry,
ontology and consequential
e Understands the overall approach of value-based practice
and how this relates to ethics, law and decision-making
Defines the concept of modern medical professionalism CbD 1
Outlines the relevance of professional bodies (Royal Colleges, CbD 1

JRCPTB, GMC, Postgraduate Dean, BMA, specialist societies,
medical defence societies)

Skills

Practises with professionalism including: ACAT, CbD, mini- 1,2,3,
CEX, MSF, PS 4

e Integrity
e Compassion
e Altruism

e Continuous improvement

e Asgpiration to excellence
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e Respect of cultural and ethnic diversity

e Regard to the principles of equity
Works in partnership with patients and members of the wider ACAT, CbD, mini- 3
healthcare team CEX, MSF
Liaises with colleagues to plan and implement work rotas ACAT, MSF 3
Promotes awareness of the doctor’s role in utilising healthcare ACAT, CbD, mini- 1,3
resources optimally and within defined resource constraints CEX, MSF
Recognises and responds appropriately to unprofessional behaviour ACAT, CbD 1
in others
If appropriate and permitted, is able to provide specialist support to ACAT, CbD, MSF 1
hospital and community-based services
Is able to handle enquiries from the press and other media effectively = CbD, DOPS 1,3
Recognises personal beliefs and biases and understands their impact ACAT, CbD, mini- 1
on the delivery of health services CEX, MSF
Where personal beliefs and biases impact upon professional practice, ACAT, CbD, mini- 1
ensures appropriate referral of the patient CEX, MSF
Recognises the need to use all healthcare resources prudently and ACAT, CbD, mini- 1,2
appropriately CEX
Recognises the need to improve clinical leadership and management  ACAT, CbD, mini- 1
skill CEX
Recognises situations when it is appropriate to involve professional ACAT, CbD, mini- 1
and regulatory bodies CEX
Shows willingness to act as a leader, mentor, educator and role ACAT, CbD, mini- 1
model CEX, MSF
Is willing to accept mentoring as a positive contribution to promote ACAT, CbD, mini- 1
personal professional development CEX

Participates in professional regulation and professional development CbD, mini-CEX, MSF 1

Takes part in 360 degree feedback as part of appraisal CbD, MSF 1,2, 4

Recognises the right for equity of access to healthcare ACAT, CbD, mini- 1
CEX,

Recognises need for reliability and accessibility throughout the ACAT, CbD, mini- 1

healthcare team CEX, MSF

Level Descriptor

Works work well within the context of multi-professional teams
Listens well to others and takes other viewpoints into consideration

Supports patients and relatives at times of difficulty e.g. after receiving difficult news
Is polite and calm when called or asked to help
Responds to criticism positively and seeks to understand its origins and works to improve
5 Praises staff when they have done well and where there are failings in delivery of care provides

constructive feedback
Wherever possible, involves patients in decision making

Recognises when other staff are under stress and not performing as expected and provides
3 appropriate support for them.

Takes action necessary to ensure that patient safety is not compromised
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Helps patients who show anger or aggression towards staff or with regards to their care or
situation, and works with them to find an approach to manage their problem

Is able to engender trust so that staff feel confident about sharing difficult problems and feel able
to point out deficiencies in care at an early stage

4/5

Management and NHS Structure

To understand the structure of the NHS and the management of local healthcare systems in
order to be able to participate fully in managing healthcare provision

Assessment
Knowledge Methods
Understands the guidance given on management and doctors by the ~ CbD 1
GMC
Understands the local structure of NHS systems in the locality, ACAT, CbD 1
recognising the potential differences between the four countries of the
UK
Be familiar with the range of agencies that can provide care and CbD 1

support in and out of hospital, and how they can be accessed
Understand, the structure and function of healthcare systems as they =~ ACAT, CbD 1
apply to your specialty

Understands the consistent debates and changes that occur in the CbD 1
NHS including the political, social, technical, economic,
organisational and professional aspects that can impact on provision

of service
Understands the importance of local demographic, socio-economic CbD 1
and health data and the use to improve system performance
Understands the principles of: ACAT, CbD, mini- 1
CEX

¢ Clinical coding

e European Working Time Regulations including rest provisions

¢ National Service Frameworks

e Health regulatory agencies (e.g., NICE, Scottish Government)

e NHS Structure and relationships

¢ NHS finance and budgeting

e Consultant contract and the contracting process

e Resource allocation

e The role of the Independent sector as providers of healthcare

e Patient and public involvement processes and role
Understands the principles of recruitment and appointment CbD 1
procedures
Participates in managerial meetings ACAT, CbD 1
Takes an active role in promoting the best use of healthcare ACAT, CbD, mini- 1
resources CEX
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Works with stakeholders to create and sustain a patient-centred
service

Employs new technologies appropriately, including information
technology

Conducts an assessment of the community needs for specific health
improvement measures

Recognises the importance of equitable allocation of healthcare
resources and of commissioning

Recognises the role of doctors as active participants in healthcare
systems

Responds appropriately to health service objectives and targets and
take part in the development of services

Recognises the role of patients and carers as active participants in
healthcare systems and service planning

Shows willingness to improve managerial skills (e.g. management
courses) and engage in management of the service

Works as a valued member of the multi-professional team.

Is polite and calm when called or asked to help
Acknowledges the skills of all members of the team

ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX

CbD, mini-CEX

Behaviour

CbD

ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX, PS

CbD, MSF

Level Descriptor

Listens well to others and takes other viewpoints into consideration
1 Supports patients and relatives at times of difficulty e.g. after receiving difficult news

1

Can describe in outline the roles of primary care, including general practice, public health,
community, mental health, secondary and tertiary care services within healthcare

development

the specialty

2 i - . .
Can describe the roles of members of the clinical team and the relationships between those roles
Participates fully in clinical coding arrangements and other relevant local activities.
Can describe the relationship between PCTs/Health Boards, General Practice and Trusts
including relationships with local authorities and social services

3 Participates in team and clinical directorate meetings including discussions around service

Discusses the most recent guidance from the relevant health regulatory agencies in relation to

team

are considered in managing services

Describes the local structure for health services and how they relate to regional or devolved
administration structures; is able to discuss funding allocation processes from central
government in outline and how that might impact on the local health organisation

Participates fully in clinical directorate meetings and other appropriate local management
4 structures in planning and delivering healthcare within the specialty

Participates as appropriate in staff recruitment processes in order to deliver an effective clinical

Within the Directorate, collaborates with other stake holders to ensure that their needs and views
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Personal qualities of a Gastroenterologist

To demonstrate the personal qualities of a gastroenterologist. The trainee will be required to
draw upon their own values, strengths and abilities to deliver high standards of care.

Assessment

Knowledge Methods

Demonstrate the knowledge of how patients with gastro intestinal liver CbD, mini-CEX 1
disease are affected by their illness

Demonstrate the knowledge of the effect of Gastro Intestinal liver CbD, mini-CEX 1
disease on quality of life capacity, capacity for work, interpersonal
relationships and indeed the general wellbeing of an individual.

Demonstrate knowledge of tools and techniques for managing stress ~ CbD, mini-CEX 1
Ability to advise people of desirable alterations to lifestyle in an CbD, mini-CEX 1,3
effective but firm and empathic manner

Ability to develop creative solutions to transform services and care CbD, mini-CEX 1
Ability to undertake an audit project CbD, mini-CEX, AA 1
Display self awareness: being aware of their own values, principles, MSF, mini-CEX 3
assumptions, and by being able to learn from experiences.

Recognise when self or others are falling behind and take steps to MSF, CbD 1,3
rectify the situation.

Recognise the importance of induction for new members of a team. MSF, CbD 1,3
Demonstrate self management: organising and managing themselves CbD, PS 3

while taking account of the needs and priorities of others.

Self development: learns through participating in continuing MSF, mini-CEX 3
professional development and from experience and feedback.

Act with integrity: behaving in an open and ethical manner. MSF, PS 4

Management of patients requiring Palliative and End of life Care

To be able to work and liaise with a multi-disciplinary team in the management of patients

requiring palliative and end of life care.

To be able to recognise the dying phase of a terminal illness, assess and care for a patient who

is dying and be able to prepare the patient and family.

To be able to devise an appropriate management plan and facilitate advance care planning
Assessment GMP

Knowledge Methods Domains

Describe different disease trajectories and prognostic indicators and ACAT, CbD, 1

the signs that a patient is dying mini-CEX

Know that specialist palliative care is appropriate for patients with ACAT, CbD, 1,3

other life threatening illnesses as well as those with cancer mini-CEX

Describe the pharmacology of major drug classes used in palliative ACAT, CbD, 1

care, including opioids, NSAIDS, agents for neuropathic pain, mini-CEX

bisphosphonates, laxatives, anxiolytics, and antiemetics. Describe

common side effects of drugs commonly used

Describe the analgesic ladder, role of radiotherapy, surgery and other ACAT, ChD, 1
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non-pharmacological treatments mini-CEX

Describe advance care planning CbD, mini-CEX 1

Knowledge of a spectrum of professional and complementary CbD, mini-CEX 1,2

therapies available, e.g. palliative medicine, hospice and other

community services, nutritional support, pain relief, psychology of

dying.

Know about End of Life Integrated Care Pathway documentation ACAT, CbD, 1
mini-CEX

Know about the use of syringe drivers ACAT, CbD, 1
mini-CEX

Outline spiritual care services & when to refer CbD, mini-CEX 1

Describe the role of the coroner and when to refer to them ACAT, CbD, 1
mini-CEX

SIS

Recognising when a patient may be in the last days / weeks of life ACAT, CbD, 1
mini-CEX

Be able to assess the patient’s physical, and social needs ACAT, CbD, 1
mini-CEX

Is able to take an accurate pain history, recognising that patients may ACAT, CbD, 1

have multiple pains and causes of pain mini-CEX

Is able to prescribe opioids correctly and safely using appropriate ACAT, CbD, 1,2

routes of administration mini-CEX

Able to assess response to analgesia and recognise medication side ~ ACAT, CbD, 1,2

effects or toxicity mini-CEX

Is able to assess and manage other symptom control problems ACAT, CbD, 1

including nausea and vomiting, constipation, breathlessness, excess  qini-CEX

respiratory tract secretions, agitation, anxiety and depression
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2. Core Competencies for all Gastroenterologists

a) Basic and Applied Science in Gastroenterology

Basic Science in Gastroenterology

Clinical Anatomy, Physiology and Biochemistry

To understand the relevance of basic science to clinical practice

Assessment
Knowledge Methods
Understands the development, structure and function of the normal ESEGH 1
gastrointestinal tract and the liver
Is aware of how disease processes can disturb normal anatomical CbD, ESEGH 1
structure
Describes the contribution of disordered gastrointestinal motility both ~ CbD, mini- CEX, 1,3
to patients’ symptoms and to their diseases ESEGH
Is aware of how diseases result from alterations in gastric secretion, CbD, ESEGH 1,2,3

intestinal absorption and secretion, and disordered function of the
liver and pancreas

Is aware of the normal micro-structure of the gut and liver and how ESEGH 1
they can be affected by disease processes

Knows those aspects of biochemistry relevant to normal ESEGH 1
gastrointestinal and liver function and understand how diseases may
either result from or cause abnormal biochemical processes

Skills

Shows recognition of the importance of a thorough grounding in basic ESEGH 12,4
science to gaining an understanding of gastrointestinal disease

processes

Adjusts explanations of all aspects of clinical gastroenterology CbD, PS 1,234

according to patients’ understanding
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Applied science in Gastroenterology

Applied Sciences 1: Clinical Genetics and Epidemiology

To understand the relevance of genetics and epidemiology to clinical practice

Assessment
Knowledge Methods
Knows the basics of clinical genetics, including both ‘classical’ and ESEGH 1
molecular genetics
Understands the patterns of inheritance of gastrointestinal and liver ESEGH 1
diseases.
Aware of the developing understanding of how genetic factors may be ESEGH 1

important in a growing number of diseases

Understands how techniques of molecular biology can explain ESEGH 1
predisposition to disease

Aware of the epidemiological factors that contribute to developing ESEGH 1
gastrointestinal and liver diseases and of the scientific methods used
to determine disease associations

Describes genetic and environmental causes for disease ESEGH 1

Is able to identify genetic and environmental factors underlying mini-CEX, PS, 14
disease in individual patients and to advise them accordingly ESEGH

Seeks advice from appropriate specialists, including referral for CbD, ESEGH 12,34

genetic counselling where appropriate

Applied Sciences 2: Pathology and Radiology

To understand the importance of pathology and radiology

Assessment

Knowledge Methods

Pathology: ESEGH 1,2

Knows the basic pathological changes that occur in gastrointestinal
and liver diseases

Understands and can utilise the significance of the information that
clinical pathologists are able to provide
Radiology: ESEGH 1,2,3

Knows how the range of potential diagnostic imaging techniques can
aid patient management

Is able to select the most appropriate imaging techniques to aid
management in specific clinical situations, Is aware of the potential of
radiologically-guided interventions

Describes the relevant contributions of different specialists to ESEGH 1
diagnosis and management

Skills

Can choose the appropriate investigations in specific clinical CbD, DOPS, ESEGH 1,2,3
situations
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Interprets the results of pathological and radiological investigations CbD, DOPS, ESEGH 1,2,3

Behaviours

Liaises with specialists in other disciplines in selecting the most CbD 1,2,3
appropriate investigations.

Applied Sciences 3: Immunology and Microbiology

To understand the relevance of immunology and microbiology

Assessment

Knowledge Methods

Immunology: ESEGH 1

Knows the role of the immune system in mucosal defence
mechanisms in the gastrointestinal tract

Is aware of the role and consequences of disordered immunity in both ESEGH 1
gastrointestinal and liver diseases

Understands the role of medical treatment in modifying immune ESEGH 1,2
responses

Microbiology: ESEGH 1,2

Recognises the huge importance of infection as a cause of
gastrointestinal and liver disease and the different range of infections
around the world.

Knows the clinical presentations of such infections, their diagnosis CbD, mini-CEX, 1,34
and appropriate treatments ESEGH
Appreciates the importance of infection in the pathogenesis of CbD, mini-CEX, 1

complications of liver disease, such as variceal bleeding, hepatorenal ESEGH
failure and spontaneous bacterial peritonitis and role of prophylactic

antibiotics

SIS

Considers disordered immunity or infection as a cause of a patient’s ACAT, CbD, mini- 12,34

disease CEX, ESEGH

Uses laboratory investigations appropriately ACAT, CbD, mini- 12,34
CEX, ESEGH

Uses antibiotics and immunomodulatory drugs appropriately ACAT, CbD, mini- 1,2,3,4
CEX, ESEGH

Behaviours

Can assess and manage patients presenting with a wide range of CbD, mini-CEX 1,3
conditions to which infection and disordered immunity contribute
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Applied Sciences 4: Oncology

To understand the principles of oncology.

Assessment
Knowledge Methods
Understands the essentials of the biology of tumours of the ESEGH 1
gastrointestinal tract and the liver
Knows those conditions which are potentially pre- malignant ESEGH 1
Understands the principles of screening and surveillance ESEGH 1,2
Is aware of the ways in which tumours present clinically and the mini-CEX, ESEGH 13
means by which they can be diagnosed and staged
Understands the range of treatment options, their effectiveness and mini-CEX, ESEGH 1,2,3
their possible complications
Knows the principles of palliative care CbD, PS 13,4
Aware of the modern interdisciplinary management of gastrointestinal CbD 1,34

cancers. The gastroenterologist acting with radiologists, pathologists,
oncologists, surgeons, palliative care specialists and clinical nurse as
well as interacting with primary care practitioners

Skills

Be able to make a timely and accurate clinical assessment of patients ACAT, CbD, mini- 1,2,3,4
with malignant disease, select appropriate investigations and referto =~ CEX, ESEGH
the specialist multi-disciplinary team

Demonstrates awareness of how different members of the team CbD, MSF 1,3
communicate and respect, value and acknowledge the roles,
contributions and expertise of others

Identify and prioritise tasks and responsibilities including to delegate CbD, MSF 1,2,3
and supervise safely

Makes a prompt diagnosis and plan of management mini-CEX ,PS, MSF 1,34

Shows empathy when breaking bad news. Uses a holistic approach mini-CEX, MSF 3,4
to patient management.

Works effectively within the multidisciplinary team MSF 3
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b) Upper Gastrointestinal Tract Disorders
Oesophageal Symptoms

Gastro-Oesophageal Reflux

To understand the mechanisms of reflux and its clinical management.

Assessment
Knowledge Methods
Recognises the typical clinical presentations of gastro-oesophageal CbD, mini-CEX, 1
reflux ESEGH
Is aware of the relationships of reflux to pharyngeal, laryngeal and CbD, mini-CEX, 1
respiratory symptoms ESEGH
Knows the range of diagnostic tests CbD, DOPS, ESEGH 1,2
Knows the role of endoscopy and radiology CbD, DOPS, ESEGH 1,2
Understands the role of physiological investigation including CbD, DOPS, ESEGH 1,2
ambulatory pH monitoring
Understands the complications of reflux disease CbD, mini-CEX, 1
ESEGH
Recognises the importance of the development of columnar-lined DOPS, ESEGH 1,2
mucosa,; follow-up of such patients and the role of surveillance
Knows the treatment options, both medical and surgical CbD, mini-CEX, 1
ESEGH

Skills

Can make a clinical assessment, select appropriate CbD, mini-CEX 1.4
investigations and devise a plan for treatment and follow-up

Behaviours

Explains the condition to the patient and discuss the options for mini-CEX 1,3,4
management with sensitivity and in an understandable manner

Dysphagia and Non Cardiac Chest Pain

To understand the causes of non-cardiac chest pain and dysphagia, and how patients are
managed.

Assessment
Knowledge Methods GMP
Dysphagia:
Knows the various causes of dysphagia and their clinical CbD, ESEGH 1
presentations
Understands the methods of assessment and investigation including CbD, mini-CEX, 1
the use of manometric assessment where appropriate ESEGH
Knows the range of therapeutic options including the potential for CbD, mini-CEX, 1,2,3
endoscopic treatment, and how to select appropriate treatment ESEGH
Non-Cardiac Chest Pain:
Understands the potential role of the oesophagus in patients CbD, ESEGH 1
presenting with chest pain in whom a cardiac cause has been
excluded and its role in the genesis of functional symptoms.
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Knows the range of appropriate investigation of such patients and the  CbD, mini-CEX, 1,3
various avenues of management ESEGH

Carcinoma of the Oesophagus:

Knows the predisposing factors, presentation, diagnostic work-up and  CbD, mini-CEX, 1,2,34
staging ESEGH

Knows the range of potential therapies (including palliative care), and  CbD, mini-CEX, 1,2,3,4
understand how the appropriate selection is made ESEGH

SIS

Can make a thorough clinical assessment, select investigations CbD, mini-CEX, 1,2
appropriately and plan therapy. ESEGH

Manages patients with oesophageal disease with care and mini-CEX 1,34
compassion.
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Gastro-Duodenal Diseases

Dyspepsia and Peptic Ulcer

Understand the clinical management of patients with ulcer and non-ulcer dyspepsia
Assessment

Knowledge Methods

Dyspepsia and Peptic Ulcer:

Knows the range of organic and non-organic causes of dyspepsia. Be  CbD, mini-CEX, 1
aware of current BSG and NICE guidelines for selecting patients for ESEGH
investigation. Know the significance of alarm symptoms

Understands the relevance of Helicobacter pylori infection and how it  CbD, ESEGH 1
can be detected and treated. Recognise the adverse effect of non-
steroidal anti-inflammatory drugs

Understands the physiology of gastric acid secretion, mucosal ESEGH 1

protection and gastroduodenal motility and know how drugs can

modify these

Knows the complications of ulcer disease, the principles of surgery CbD, ESEGH 1,2

that may be required and be aware of post-operative sequelae

SIS

Makes a thorough clinical assessment, perform appropriate CbD, mini-CEX, 1,24

investigations and be familiar with how medical treatments are used. ESEGH

Show awareness of how to recognise and manage complications CbD, mini-CEX, 12,4
ESEGH

Behaviours

Can explain the steps taken towards making a diagnosis and mini-CEX 1,3
planning treatment clearly and comprehensibly

Upper Gastrointestinal Bleeding

Understand the presentation and management of patients presenting with haematemesis and/or
melaena

Assessment
Knowledge Methods
Knows the causes of upper gastrointestinal bleeding and its CbD, mini-CEX, 1
presentation ESEGH
Understands the circulatory disturbance associated with blood loss CbD, ESEGH 1

and the pathophysiology underlying the clinical manifestations of
hypovolaemic shock

Knows the principles of assessing hypovolaemia and of restoring the ~ CbD, ESEGH 1
circulation. Be able to identify and correct coagulopathy

Knows the principles of using the various risk stratification tools ESEGH 1
Knows how endoscopic techniques are used to control bleeding CbD, DOPS, ESEGH 1
Understands how oesophageal and gastric varices develop and the CbD, ESEGH 1
endoscopic and pharmacological methods that are used to control

blood loss

Skills

Can make an accurate clinical assessment, and stratify the risk. Know ACAT, DOPS, 1,2,3
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the principles of fluid resuscitation and arrange endoscopy ESEGH

Is aware of methods to secure haemostasis, recognise signs of re- ACAT, DOPS, 12,3
bleeding and liaise with other disciplines (such as interventional ESEGH
radiology or surgery

Behaviours

Assesses and treats patients who have bleeding with appropriate CbD, DOPS, MSF 1,2,3,4
degree of urgency.

Significant Upper Gastrointestinal Symptoms

Understand the range of symptoms arising from the upper Gl tract and how patients with these
are managed.

Assessment
Knowledge Methods GMP
Nausea and Vomiting:
Understands the pathophysiology of vomiting CbD, mini-CEX, 1
ESEGH
Appreciates the gastrointestinal conditions that cause nausea and CbD, mini-CEX, 1
vomiting as well as the range of extra-intestinal causes ESEGH
Recognises the influence of neurological conditions and metabolic CbD, mini-CEX, 1
derangements such as diabetes ESEGH
Understands the physiology of gastric emptying and how this is ESEGH 1
affected by disease, toxins and drugs
Abdominal Pain: 1
Knows the causes of acute and chronic abdominal pain that arise ACAT, CbD, mini-
from upper gastrointestinal, biliary and pancreatic diseases CEX, ESEGH
Understands the clinical presentations of the various conditions ACAT, CbD, mini-
causing pain and the means by which they can be diagnosed and CEX, ESEGH
treated
Weight Loss:
Knows the significance of weight loss as a consequence of upper CbD, mini-CEX, 1
gastrointestinal disease, knows those conditions that present with ESEGH
loss of weight and how they are managed
SIS
Makes a detailed clinical assessment of patients presenting with ACAT, CbD 1
symptoms indicating possible upper gastrointestinal disease,
construct a management plan and be aware of the various avenues
of treatment
Evaluates patients in a structured and timely manner, carries out CbD, PS 34
appropriate investigations and formulates management plan.
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c) Intestinal Disorders

Abdominal Pain

Understands the causes of acute and chronic abdominal pain and how patients with these
symptoms are managed.

Assessment
Knowledge Methods
Knows the causes of acute and chronic abdominal pain originating CbD, mini-CEX, 1
both from the gastrointestinal tract and elsewhere ESEGH
Understands the mechanisms by which pain is produced in the ESEGH 1
various conditions and the underlying basis of pain perception
Knows the methods of clinical assessment and the means of CbD, mini-CEX, 1
investigation ESEGH
Understands the range of treatment options for managing acute and CbD, ESEGH 1

chronic pain — both pharmacological and otherwise, and knows the
safe use of appropriate analgesics

Knows how psychological factors can modify a patient’s response to CbD, mini-CEX 1,3
pain

SIS

Can take a thorough history and elicit physical signs in patients with CbD, mini-CEX, 1
abdominal pain ESEGH

Can plan investigations appropriately, reach a diagnosis and CbD, mini-CEX, 1
formulate a plan of management ESEGH

Behaviours

Shows understanding of the patient’s anxiety and responds mini-CEX, MSF 1,34
sympathetically. Appreciates the need for pain control

Relates effectively with specialists in other disciplines when mini-CEX, MSF 1,34
appropriate

Shows compassion in managing patients with chronic pain especially ~ mini-CEX, MSF 1,34
when response to treatment has been disappointing

Diarrhoea

Understands the causes of acute and chronic diarrhoea and their management.

Assessment
Knowledge Methods
Knows the physiology of intestinal absorption, secretion and motility ESEGH 1
Understands the biochemical processes occurring within the gut ESEGH 1
lumen and at mucosal level
Has awareness of the factors controlling these processes — in ESEGH 1
particular the neuro-endocrine influences
Understands the range of mechanisms by which diarrhoea can result ESEGH 1
from disturbances in each of these processes
Knows the causes of both acute and chronic diarrhoea mini-CEX, ESEGH 1
Knows the range of investigations appropriate to determining the CbD, mini-CEX, 1,3
cause of the patient’s diarrhoea and is aware of the range of ESEGH

therapeutic possibilities
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SIS

Makes a detailed clinical assessment of patients that present with CbD, mini-CEX, 1,2,3

either acute or chronic diarrhoea ESEGH

Recognises the potential need for urgent fluid replacement CbD, mini-CEX, 1,2,3
ESEGH

Makes appropriate use of microbiology and other relevant CbD, mini-CEX, 1,2,3

laboratories in reaching a diagnosis ESEGH

Shows ability to interpret results, reach a diagnosis and formulate a CbD, mini-CEX, 1,2,3

treatment plan ESEGH

Reacts appropriately to the urgency of the clinical presentation CbD, MSF, PS 1,2,3,4

Always shows sympathy and understanding especially when the CbD, MSF, PS 1,2,3,4

patient is distressed

Functional Gut Disorders: Irritable Bowel Syndrome

Understands functional gut disorders and the approach to their treatment.

Assessment
Knowledge Methods GMP
Shows understanding of contemporary knowledge of the range of CbD, mini-CEX, 1

factors that control gastrointestinal motility, as well as the means by ESEGH
which symptoms arising from the Gl tract are perceived.

In particular, can describe the enteric nervous system and ESEGH 1

understands the ways in which drugs can modify its functioning

Can describe the brain-gut axis and the role of psychological factors ESEGH 1

in the genesis of symptoms

Can describe the symptomatology and range of clinical presentations  CbD, mini-CEX, 1

of patients with irritable bowel syndrome ESEGH

Knows the diagnostic criteria CbD, mini-CEX, 1
ESEGH

Realises the importance of careful clinical assessment as well as the  CbD, mini-CEX, 1

need for appropriate selection of investigations ESEGH

Knows the evidence-based treatment options for IBS and the mini-CEX, ESEGH 1,34

importance of a holistic and individualised approach to patient

management

Skills

Can make an accurate clinical assessment of patients with irritable CbD, mini-CEX, 1,3,4

bowel syndrome ESEGH

Uses investigations selectively CbD, mini-CEX, 13,4
ESEGH

Communicates the diagnosis clearly and sympathetically CbD, mini-CEX, 13,4
ESEGH

Appreciates the degree to which functional gut problems can impair CbD, mini-CEX, 13,4

quality of life. Involves patients in making choice of treatment options  ESEGH

Can explain, where appropriate, that a psychological treatment might ~ CbD, mini-CEX, 1,3,4

be helpful and refer appropriately ESEGH

Behaviours
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Show a sympathetic understanding of the relevance of symptoms to mini-CEX 14
the individual and never appears dismissive

Takes time to explain nature of the condition, the treatment options mini-CEX 1,4
and appreciates their (often) limited effectiveness

Functional Gut Disorders: Constipation and Disordered Defaecation

Understands functional gut disorders and the approach to their treatment

Assessment
Knowledge Methods
Knows the functional anatomy and physiology of normal colon, ESEGH 1
rectum and anus
Can describe the causes of constipation. Distinguishes disordered gut CbD, mini-CEX, 1,2
transit from abnormalities of the process of defaecation ESEGH
Understands how abnormal transit and disordered anorectal anatomy ESEGH, mini-CEX, 1,2
and physiology may be investigated — including radiology and CbD
anorectal manometry
Knows the mechanisms of continence and how these may be mini-CEX, ESEGH 1
affected by disease
Recognises syndromes of disordered defaecation including spurious mini-CEX, ESEGH 1
diarrhoea, obstructed defaecation, Hirschsprung’s disease
Knows the range of treatment options including drugs, biofeedback CbD, mini-CEX, 1,3
and the possible role of surgery ESEGH
SIS
Shows ability to carry out a detailed clinical assessment, can select CbD, mini-CEX, 1
investigations appropriately and advise the patient on options for ESEGH
treatment
Understands how to use laxatives judiciously CbD, mini-CEX, 1

ESEGH
Always uses a sympathetic and professional approach to the patient MSF, PS 1,4
and takes appropriate steps to minimise embarrassment
Explains nature of problem and outlines options for investigation and MSF, PS 1.4
treatment

Inflammatory and Infective Conditions

Understands the presentation and management of infective and inflammatory disorders.

Assessment
Knowledge Methods
Recognises the range of important inflammatory conditions of the ESEGH 1
intestine other than inflammatory bowel disease
Knows the range of potential aetiologies including infection and mini-CEX, ESEGH 1
ischaemia
Understands how diverticular disease can give rise to complications mini-CEX, ESEGH 1
Knows how diseases can affect the peritoneum and how such mini-CEX, ESEGH 1

conditions can present both in the acute and chronic situation

Knows the range of both acute and chronic intestinal infections and mini-CEX, ESEGH 1

Gastroenterology 2010 (amendments August 2013) V2 Page 68 of 148



their various presentations

Knows the means of investigations of infectious diseases and CbD, mini-CEX, 1
understands the principles and use of antimicrobial therapy ESEGH

SIS

Makes a full clinical assessment of patients presenting with infective CbD, mini-CEX, 12,4
and inflammatory conditions ESEGH

Recognises the potential urgency of the clinical situation. Selects CbD, mini-CEX, 12,4
appropriate investigations and treatments ESEGH

Behaviours

Manages patients with inflammatory and infective conditions carefully, mini-CEX, MSF, PS 12,4
competently and sympathetically.

Large Intestinal Tumours

To recognise the presentation of colorectal tumours, how they are diagnosed and managed.

Assessment
Knowledge Methods
Knows the pathology of benign and malignant tumours of the colon ESEGH 1
and rectum
Has awareness of the molecular genetics of colorectal ESEGH 1
carcinogenesis and the adenoma-carcinoma sequence
Knows the range of predisposing conditions including inherited ESEGH 1
syndromes and acquired colonic diseases
Knows the range of clinical presentation and the means of CbD, mini-CEX, 1
diagnosis, investigation, management and follow-up ESEGH
Knows the strategy for prevention including procedures for CbD, ESEGH 1
screening
SIS
Uses clinical assessment and selects investigations to reach a rapid  CbhD, mini-CEX, 1,3

conclusion as to whether a patient might have colorectal cancer and MSF, ESEGH
arranges timely investigation.

Refers the patient to the multi-disciplinary team CbD, mini-CEX, 1,3
MSF, ESEGH

Behaviours

Shows ability to react to possible diagnosis of malignancy in a timely mini-CEX, MSF, PS 2,34
manner

Communicates with patient and family in a sympathetic and mini-CEX, MSF, PS 2,34
understanding manner, explains next steps, involves other health
professionals (including the GP) as appropriate
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Rectal Bleeding and Perianal Conditions

Know the causes of rectal bleeding and their management.

Assessment
Knowledge Methods
Understands the clinical anatomy of the rectum and anus ESEGH 1
Knows the causes of rectal bleeding and the methods of investigation ESEGH 1
to determine the cause
Has awareness of the range of perianal conditions (which includes CbD, mini-CEX, 1
abscesses and fistula), their clinical presentation and their ESEGH
complications
Knows the techniques of investigation and the possible medical and CbD, ESEGH 1
surgical treatments
Is aware of the treatment options for radiation proctitis CbD, ESEGH 1
SIS
Take a history and appropriately examines the anus and rectum CbD, mini-CEX 1,3
Refers the patient for the appropriate endoscopic and radiological CbD, mini-CEX 1,3
investigations

Behaviours

Manages patients with anorectal disease in a sympathetic manner, mini-CEX, MSF, PS 2,34
recognising and addressing the concerns caused by such conditions
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Inflammatory Bowel Disease

Diagnosis and Investigation

To recognise and understand the differential diagnosis of inflammatory bowel disease, and the
investigations required to investigate and diagnose it.

Assessment

Knowledge Methods

Knows the differential diagnosis of IBD including bacterial and ESEGH 1
amoebic infection, CMV, IBS, drug induced injury (NSAIDs)
microscopic colitis and vasculitis.

Skills

Uses appropriate investigations including blood tests, stool cultures CbD, mini-CEX,
and intestinal imaging modalities. ESEGH
Exhibits sympathy to patient, orders appropriate tests in a timely CbD, MSF, PS

manner, and involves members of the multidisciplinary team including
IBD nurse and surgeon as appropriate.

Treatment

To understand the treatment options available for IBD especially in the acute situation, and to
recognise the importance of involving the patient and appropriate healthcare professionals and
in decision making.

Assessment

Knowledge Methods

Knows the criteria for assessing the severity and extent of IBD, in CbD, mini-CEX, 1
particular recognition of acute severe colitis. Knows treatment options ESEGH
including aminosalicylates, corticosteroids, and steroid sparing

therapies.

Knows differing methods of delivery for therapy. CbD, mini-CEX, 1
ESEGH

Selects of appropriate treatment for extent and severity of disease, CbD, mini-CEX,

including timing of immunomodulator therapy and referral for surgery. ESEGH

Behaviours

Recognises the urgency of treating acutely sick patients, including mini-CEX, MSF, PS 1,2,3,4
multidisciplinary team early, particularly surgeons. Clearly explains

the clinical situation and treatment options to patient and family.

Involves patient and family in decision making about treatment

options.
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Complications and Special Situations

To recognise long term complications of IBD, and their treatment including medical and surgical
treatment.

Assessment
Knowledge Methods
Knows the complications of IBD including stricturing, fistulae, CbD, mini-CEX, 1
extraintestinal manifestations, colon cancer and special situations ESEGH

such as pregnancy.

Skills

Able to recognise potential complications and take appropriate action ~ CbD, mini-CEX, 1,3
to investigate and alter treatment as necessary including referral for ESEGH
surgery and involvement of other healthcare professionals

Behaviours

Works with patient to explain complications and options for treatment ~ mini-CEX, MSF, PS 1,2,3,4

Involves the multidisciplinary team especially IBD nurse and surgeon  mini-CEX, MSF, PS 1,2,3,4
in management, and tailors treatment to the needs of the patient.
Discusses with colleagues early and appropriately
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d) Nutrition

During this module, which will typically take place over a 3-6 month period in an
accredited unit, specialty registrars will have the opportunity to develop training and
expertise in the core principles of nutritional support and management of intestinal
failure.

Accredited core nutrition training centres should have as a minimum:

e At least one consultant with an interest in nutrition;

e A nutrition steering committee, with senior multi-professional representation,
which meets regularly;

¢ A multi-professional nutrition support team, which meets at least weekly and
which should include a doctor, dietician, nurse and pharmacist.

During this module, trainees should become an integral member of the nutrition
support team and fulfil the following roles:
o Attend weekly nutrition ward rounds
¢ Review patients between ward rounds and provide clinical input at ward
rounds
e Assess patients for consideration of gastrostomy placement
e Assess patients for consideration of parenteral nutrition (PN)

Trainees will be expected to maintain a portfolio, which should contain the following
and be included for review at their ARCP:

e Evidence of WBAs as detailed in ARCP decision grid

e At least nine reflective ward round patient lists

e Report from supervising consultant

Nutritional Screening and Assessment

To be able to detect under and over nutrition and manage appropriately

Assessment

Knowledge Methods

Describes the body composition, energy homeostasis, requirements ESEGH 1
and sources of macro and micronutrients and consequences of
deficiency or excess

Outlines the different methods available to assess nutritional status ESEGH 1

Skills

Is able to use and interpret a valid nutrition screening tool (e.g. mini-CEX 1
MUST)

Can assess the nutritional status of individual patients using mini-CEX 1

appropriate methodology

Behaviours

Liaises appropriately with other members of a nutrition support team mini-CEX 1,2,3
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Weight loss and Anorexia

To be able to identify, explain and manage patients with significant weight loss and/or anorexia

Assessment
Knowledge Methods
Describes the Gl and non-Gl causes of weight loss and clinical ESEGH 1
consequences of undernutrition
Lists the features suggestive of an eating disorder ESEGH 1
Outlines the risks of feeding someone with significant weight loss ESEGH 1
secondary to poor nutritional intake and how to minimise such risks

Skills

Can take a relevant history and perform an appropriate examination mini-CEX 1
in order to be able to identify the likely cause for anorexia/weight loss

(including psychiatric conditions).

Arranges relevant investigations, interprets results and organises CbD 1
appropriate management plan

Behaviours

Explains and discusses potential causes with patient, especially those mini-CEX 1,3
with non-organic conditions

Obesity

To be aware of the health consequences and different management strategies for obesity and to
be able to identify and manage the complications of such treatments

Assessment
Knowledge Methods GMP
Describes the risks associated with obesity ESEGH 1
Describes interactions in the community which may help in the CbD 1
prevention/early intervention in populations at risk of obesity
Describes the dietary, pharmacological and surgical techniques ESEGH 1

(including anatomical re-configuration) for managing obesity and their
associated medical and nutritional complications

Skills

Takes a relevant history and perform an appropriate examination in CbD, mini-CEX 1
order to be able to define level of obesity, identify potential

complications and arrange relevant investigations before referral to

an obesity service

Able to interact with community services to help co-ordinate CbD 1
services/provide support
Investigates and appropriately manages (in conjunction with surgical CbD 1,3

and dietetic colleagues) patients admitted with complications from
bariatric surgery

Behaviours

Recognises obesity as an illness and will evaluate and treat the PS 1,2
patient in a sympathetic manner
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Malabsorption and Anaemia

To understand the pathology, and clinical features of malabsorption and anaemia and how to

investigate and manage it

Assessment
Methods

Knowledge

Defines the pathophysiology of fluid and nutrient malabsorption,
including causes, e.g. anatomical and functional short bowel
syndrome, high output stomas, enterocutaneous fistulae and
pancreatic insufficiency

Knows how to investigate patients with malabsorption

Describes the clinical consequences of malabsorption, including
malnutrition, fluid and electrolyte disturbance and micronutrient
deficiency and anaemia and how to manage these

Describes all other causes of anaemia, including bone marrow
disorders and haemolysis

Describes the metabolism, absorption and bioavailability of iron, B12
and folate and clinical conditions and diets associated with their
deficiency

Skills

Identifies and appropriately investigates clinical features suggestive of
malabsorption

Manages fluid, electrolyte and micronutrient disturbances associated
with short bowel syndrome or high output stomas

Uses the appropriate investigations for the different types of anaemia

Behaviours

Takes a careful clinical approach to managing patients with
malabsorption and anaemia. Explains plan of management clearly to
patients and their relatives.

ESEGH

ESEGH
CbD, ESEGH

ESEGH

ESEGH

CbD, ESEGH

CbD, ESEGH

ESEGH

CbD, mini-CEX

1.3

Artificial Nutritional Support

To be able to identify and assess patients requiring artificial nutrition support and offer the

appropriate route and monitoring of nutrition support.

Knowledge

Knows the appropriate indications and contraindications for the use of
enteral and parenteral nutrition.

Outlines the different types of enteral and parenteral feeding lines and
indications for use of each

Describes the principles of perioperative nutritional and fluid
management

Lists the risks and complications of all types of artificial nutrition
support and describe how to minimise these.

Describes the re-feeding syndrome and associated risks and
management

Describes the role of different members of the nutrition support team
(NST)

Outlines the ethical and legal implications of provision, withdrawal
and withholding artificial nutrition support

Assessment
Methods

CbD, ESEGH
ESEGH

ESEGH

CbD, ESEGH

CbD, ESEGH

CbD

CbD, ESEGH
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Skills

Chooses an appropriate bedside, endoscopic or radiological method
and route for nutritional support, including different parenteral lines
and gastric vs. post-pyloric tube placement options.

Demonstrates competence in insertion of a haso-jejunal tube and
verification of position

Supervises the use and management of feeding lines and prescribe
appropriate intravenous and enteral feeding regimes in conjunction
with dietetic, nursing and pharmacy colleagues in the NST

Monitors patients on artificial nutrition support to avoid the re-feeding
syndrome.

Understands the principles of perioperative nutritional and fluid
management

Determines patient capacity and make appropriate decisions for
artificial nutritional support

Behaviours

Assesses the different options for nutritional support, explains and
then discusses these with the patient and/ or carers/patient advocate,
as appropriate

ESEGH 1
DOPs 1
mini-CEX, MSF 13
CbD, ESEGH 1
CbD, ESEGH 1
CbD 13
PS 1,23

Percutaneous Endoscopic Gastrostomy (PEG)

To understand the role of PEG in enteral feeding and be able to competently assess patients in
terms of appropriateness and risks for procedure, as well as being able to insert a PEG tube

safely and supervise follow up care

Knowledge

Describes the ethical framework and indications for PEG tube
insertion

Describes the anatomy of relevant area

Identifies different types of gastrostomy tube.

Outlines the advantages, disadvantages and complications of PEG
tube insertion

Skills

Identifies and uses appropriately all components of a PEG insertion
kit

Can competently and safely perform insertion of a PEG tube
(including jejunal extension where appropriate), both as an
endoscopist and assistant.

Can assess a patient after a PEG procedure and recognise and

Considers PEG support in appropriate cases, listen to patient’s and/or
relative’s fears and expectations and discusses these sympathetically

manage potential complications
Behaviours

Assessment

Methods

CbD, ESEGH 1,2
ESEGH 1
mini-CEX 1
CbD, ESEGH 1
DOPs 1
DOPs 1
CbD, mini-CEX 1
ChbD, PS 2,34
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e) Hepatology

There is widespread recognition of the increasing burden of liver disease and its
complexity. Cirrhosis is now the fifth most com