Out-of-hours Training for GP trainees - Quality Assurance Monitoring Pro-forma
Date of visit:

The headings are those of the published PMETB domains.
For background to Severn's QA process, see http://primarycare.severndeanery.org/quality_assurance/out_of_hours_training 
	Standard
	Comment
	Evidence presented


1. Patient Safety

	1.1 Written protocols on record keeping.
	We audit at least 1% of all clinical contacts. For face to face contacts this relies on scrutiny of the clinical records.  We use a refined version of the RCGP template for scoring these contacts.  All doctors are informed of this at induction and encouraged to use the template domains to create structured records.  We particularly labour the need to adequately document worsening advice and to be absolutely explicit about hand over arrangements back to in hours care (e.g. Patient to ring practice and request visit)
Audit scores are fed back to all doctors and any doctors whose scores fall below a predetermined threshold are offered support.
	Information Governance Strategy Policy V2 Evidence No 1
Monthly Clinical Audit Doc. Evidence No 27
Clinical Handbook Evidence 11
SOP Special Notes Evidence 10
Guide to telephone triage (flip folder & intranet)

	1.2 A system of critical incident, reporting, analysis and feedback.
	We have an Adverse incident reporting and investigation process in place. All incidents are logged and investigated and those that score above a 6 are reported at the weekly risk meeting.
	Adverse incident reporting, investigation and learning policy V2 Evidence No 2
Incident Form Evidence No 3
Q3 Quarterly report – Incidents Evidence No 4

	1.3 An appropriate method of responding to patient comments and complaints and evidence that patients are involved in the organisation and development of the service (desirable).
	Established Complaints procedure

Random patient satisfaction surveys are carried out monthly and we have scored highly against the CFEP Benchmark. WMS also have a patient forum and Advisory board which meet quarterly.
	Complaints Policy and Procedure Evidence No 6
Patient complaints leaflet Evidence No 5
Patient Questionnaire Evidence No 7
Terms of Reference Patient (stakeholder) Forum Evidence 9
Terms of Reference Advisorary Board (role description. Evidence 8

	1.4 No trainee is expected to undertake an Out-of-hours session without appropriate supervision.
	We have managed to maintain good engagement from a high proportion of trainers within Wiltshire who continue to do OOH sessions and supervise their own trainees.  We encourage other sessional doctors to undertake supervisor training and have a reasonable pool who we can put in touch with ‘orphan’ trainees.  Trainee’s sessions can only be booked by a supervisor with rota privileges. 

We do not have rigid rules about level of supervision, but the general expectation is that the availability of the supervisor should mirror the traffic light system and the supervisor’s confidence in the trainee.  In any case we expect no net impact on the service, so we expect the supervisor to be readily available to ‘roll up their sleeves’ at all times.
	Clinical Handbook Evidence No 11

	Visitors' Report/comments:
	Only 2 complaints involving GPRs recalled in past 18 months.  As is the usual procedure WMS took the lead on the events.  The clinical supervisor supported the trainees throughout the process.
As there are a large number of trainers who work within the service, WMS has very little problem with capacity to take GPRs


2. Quality Assurance, Review and Evaluation

	2.1 A system of audit of workload and practice that enables quality of care to be monitored and practice reviewed, as part of clinical governance.
	We regularly produce increasingly sophisticated audit of the operational aspects of the service.  This includes measures (by clinician) of:
· Disposition following triage

· Ambulance referral rates

· Admission to hospital

· Average consultation length

· Compliments and complaints

These are fed back to each clinician with a service average for comparison.

We also audit all prescribing overall and identify/feedback any identified issues e.g inappropriate prescription/quantity 
	Quality Report Q3 Evidence No 4
RCGP template and audit outcomes Evidence No 27

	2.2 A system of information that enables the members of the OOH team to keep up to date with clinical and administrative matters relevant to OOH work.
	Regular emails are sent to all staff containing any memos, updates or changes. All staff are set up with an email account on their induction to WMS. 

For Doctors, this includes Patient Safety Alerts, CAS alerts and medication alerts, as well as administrative and operational memos.

All information and memos are also uploaded to the intranet. This is currently undergoing development, and will include ‘mandatory read’ notifications and a document library, which can be accessed by all staff.
	Examples of Staff Memos Evidence No 12
CAS Alerts (including example of responses sent back to PCT)  copies of screen shots Evidence No. 13

	2.3 A process for regular communication and review with the Deanery 
	We are keen to set this up with the Deanery
	

	Visitors’ Report/comments:
	The visitors saw some exceptionally detailed audit data about the service.  Currently it is quite labour intensive to produce this data for individual doctors.  Adastra have an add-on module which would make the production of this data much easier.  The visitors recommended that it would be valuable to allow trainees access to their data.


3. Equality, Diversity and Opportunity

	3.1 A robust E&D policy for all employed staff
	Our HR manager is responsible for all HR policies and procedures.
	Equality and Diversity Policy Evidence No. 14

	3.2 Equity of access to available training sessions for all GP trainees
	Each quarter, a draft rota is proposed by our rota manager, Pat Robinson based on known clinician preferences and ‘fair-shares’.  This system is effective and well liked.  Clinicians then accept or reject offered shifts and remaining shifts are open to all.  Shifts with trainees are booked by the supervisor/trainer.  Generally this seems to be acceptable to all parties.  If we have trainees without a regular supervisor, Pat tries to pair them with an available supervisor.  We are not aware of any particular difficulties (and we have pretty vocal trainers!)
If we receive feedback that his system is failing individual trainees, we would be happy to look at alternatives.


	

	Visitors’ Report/comments:
	New rota software has been installed and the capabilities are still being explored. It may have the capacity to identify trainees at different levels of supervision (red/amber/green) as well as the availability of matching shifts.  This would be very useful.


4. Recruitment, Selection and Appointment

	4.1 A robust E&D policy for all employed clinicians
	See  3.1 
	Equality and Diversity Policy Evidence No. 14


5. Delivery of Curriculum including assessment

	5.1 A reliable method of transferring records of education to the trainee’s GP trainer.  Normally this will entail completion of a “Record of Out-of-hours” document.
	Completion of the COGPED OOH record sheet which is signed by the clinical supervisor. It is the trainee’s responsibility to discuss these records with their GP trainer at the practice.
	COGPED Workbook

	5.2 Opportunities for trainees to learn from and about management and administration systems.
	To date, we have relied on the trainer/supervisor to perform any necessary clinical induction for their trainees. On occasion we have been asked to accommodate a registrar observing call handling and triage in the call centre and we are happy to accommodate this, in a similar way to medical students.  We are keen to join in ‘group induction’ of new cohorts of registrars with other local OOH providers.
	

	5.3 Opportunities for trainees to appreciate how computerisation can contribute to clinical and organisational work in OOH (desirable).
	Trainees are offered an orientation session with the Adastra system which can be supported by our team of supervisors.  All trainees have their own log in for the system, as a clinical and information governance requirement.
	

	5.4 Where non-GPs are involved as educational supervisors, they will only supervise red sessions i.e. where the trainee takes no clinical responsibility.
	Not currently applicable, though we do use an increasing number of Nurse Practitioners who could play an active role in supporting training in due course.
	

	Visitors’ Report/comments:
	The visitors would recommend a more formal induction for trainees – perhaps running a session jointly on the VTS with other OOH providers.
The visitors also recommended that trainees could spend time with the nurse practitioners during their placements


6. Support and development of trainees, trainers and the local faculty

	6.1 A system of induction for all new staff.
	All new staff complete a full induction process prior to commencing any shifts. 
	Induction Policy Evidence No 15
GP Adastra Induction Evidence No.30
Base Induction Checklist Evidence No. 16
Staff Premises Induction document Evidence No 16

	6.2 Evidence of good team working.
eg: How often do you have meetings? How much STs involved in planning committees?  How often do you have social events?
	We hold various meetings across the year which includes, the staff council, significant event meetings, Mental health Meetings. 
	Significant event minutes Evidence No 28
Staff council Evidence No 29

	6.3 An appropriate clinical supervisor for the whole of the trainee’s shift.
	See 1.4
	

	6.4 Sufficient time within the session for teaching, feedback and completion of paperwork.
	Our general principle to supporting training is that we pay trainers/supervisors the full clinical rate for the session and broadly we expect that the overall impact on service delivery will be neutral.  We recognise that a certain amount of give and take is required.  Most of our trainees work with the same supervisor throughout which helps as there is a degree of payback for the supervisor when the trainee reaches green, which compensates for any ‘overage’ in the earlier sessions.  Our contract price has effectively been reduced by 12% in the retendering process.  We are facing a further reduction of contract value of 1.5% for the next financial year.  If there is any requirement for additional time it would have to be funded separately.
	

	Visitors' Report/comments:
	These points were agreed by the visitors. When negotiating contracts with commissioners it is important to factor training in.


7. Management of Education and Training

	7.1 Effective and efficient management and administration systems.
Eg: What protocols do you have in place, how are they communicated?  Do you have manuals for doctors, nurses and administrative staff?  What are your booking systems?  How, if at all, do your systems recognise the need for ST sessions?  How do you induct STs to your service?
	Clinician Handbooks are given to GPs during their induction. 
Flip charts are available in the call centre and at each of the bases which contains up to date information, including Base opening times triage guidance, pharmacy opening times and useful numbers.
All this information will also be available on our new intranet which can be easily accessed whilst on shift.


	Employee Handbook Evidence No 18
Clinicians Handbook Evidence No 11
Induction Evidence no.15
Premises induction Evidence No 17
SOPs Selection of…Evidence No 19
Flip charts

	7.2 Methods of monitoring prescribing as an important part of the audit process and a formulary or prescribing policy including a statement on how the formulary or policy is reviewed and implemented. 
	WMS operate a formulary which is embedded in the Adastra software.  We strongly encourage all clinicians to work within this, though they do have the ability to circumvent.  This formulary and the stock drugs we hold closely mirror the National OOH Formulary.  Though there have been some changes as the service has evolved.  We encourage doctors to prescribe through Adastra even where a handwritten px is generated for example a home visit, so prescribing can be audited as required.
The medical director audits all drugs which are dispensed from stock.
We have positive links with the Medicines Management Team from NHS Wiltshire – Jo Clarke audits all the detailed PACT data and we look at individual suspect prescriptions and feed back as necessary.
Our long term aim is to implement the Adastra ‘Medicines Management’ software module which will allow much tighter control and audit of all prescribing, particularly stock items
	Medicines Management Policy Evidence No 20
Medicines management meeting minutes. Evidence No 21
TOR Meds Management Group– Evidence No 23
CQ&E Committee minutes - Evidence No 22
Formulary (on Adastra)

	7.3 Sufficient consulting rooms so that the GP trainee and clinical supervisor can consult during the same session.
	At all bases there are sufficient consulting rooms to enable trainees who are competent to consult independently from the Trainer.
There is also capacity for trainees to join supervisors on mobile shifts.
	

	7.4 All clinical supervisors must be qualified to teach although they will not necessarily require the educational expertise required of GP trainers.  (Suitability is defined in governance referred to above).
	We adhere to the recognised criteria and advertise the available courses for supervisor accreditation
	

	7.5 There is an administrative system that ensures that all GP trainees are allotted appropriate sessions with clinical responsibility commensurate with their experience and competence.
	This is currently the responsibility of the supervisor/trainer who books the shift.  We require prior knowledge of shifts being used for training and the traffic light status of the trainee, so we can monitor this
	

	Visitors' Report/comments:
	We discussed the fact that the deanery is in the process of developing an approved list of GP OOH supervisors


8. Educational resources and capacity

	8.1 A workload that will enable trainees to acquire adequate clinical experience across the full range of age and disease.
	WMS is a busy service and trainees will receive a wide range of experience at any shift they attend.
	

	8.2 An appropriate range of diagnostic and therapeutic equipment for static and mobile use.
	All bases are fully equipped and each car has a Clinicians bag of diagnostic equipment. The facilities management team visit all bases weekly to ensure all equipment is in good working order.
Drivers check equipment at the start of each shift to ensure everything is in order before taking the car out.
	

	8.3 An appropriate range and quantity of drugs for emergency and OOH use.
	WMS stock a comprehensive range of drugs in small quantities at each of the bases, with CDs kept separately. There is also a small stock of CDs in the cars and it is the responsibility of the Doctor and driver to make sure their usage is recorded correctly.
The medicines management team are responsible for keeping all bases and cars stock appropriately and to ensure that records are kept up to date.
	Medicines Management Policy Evidence No 20
SOP: Controlled Drugs; Ordering, Collecting and Storage Evidence no 19
SOP: Controlled Drugs; Administration and Management Evidence no 19
Drug stock check list Evidence no 24


	8.4 Adequate secretarial and support staff to run the OOH system and encompass training.
	The office support includes the Rota Manger, Admin Lead and HR Manager. Each shift is run by a Supervisor who is responsible for overseeing all staff and operations, clinical and non clinical.

The rota manager is also responsible for ensuring all new staff, including GPs, receives a local base induction with an existing member of staff. This has been set up to make sure that all new clinicians can log on to the system and know where equipment/drugs etc are kept.
	Local Base induction Checklist. doc Evidence no 16


	8.5 Sufficient transport so that the GP trainee and clinical supervisor can travel together as required on home visits.
	WMS have 5 fully equipped cars across the patch. The trainee and supervisor always travel together.
	

	8.6 An environment that encourages multi-professional learning.
	All staff (clinical and non clinical) work together closely, both in the call centre and at the bases.
A Clinical Supervision course has been set up to train a number of clinical staff to be come supervisors. Following the course, regular meetings will be set up where calls and cases will be discussed between 

	Clinical Supervision Course Flyer Evidence No 25
Mental Health training memo/invite Evidence no 26
Significant event meetings Evidence no 28


	Capacity
	
	

	Visitors’ Report/Comments
	Discussed


9. Outcomes
	9.1 Registers and indices that can be used for teaching, research and audit (desirable).
	Adastra has a powerful reporting software suite.  We are happy to support trainees by producing reports on request – as we do for nurses and non-principals.
	

	9.2 There is a system of review, the purpose if which is to help clinical supervisors to reflect upon and develop their educational skills (desirable).
	We do not currently have this in place – we have assumed until now that this is the responsibility of the individual doctor as part of their professional development.
	

	Visitors' Report/Comments
	Discussed in section 2.  The deanery runs reapproval sessions for OOH clinical supervisors.


	A meeting is held annually with deanery representative to review the above quality standards.
	It will be now!
	


Development and Excellence 
	How has your educational provision for GP STs developed the past year?
	There have been no substantial changes in provision over the last year, however we are delighted that there is now more active engagement between WMS and the Deanery

	What have been your biggest problems in relation to GP STs educational provision over the past year, and how have you addressed them?
	Generally our current system which has evolved from our old COOP days works fairly well for all concerned.  The key challenge is to ensure that training is facilitated with adequate ring fenced time and resource, but that this does not impact on overall service delivery.  This is facilitated by ongoing open dialogue with many of the trainers who work in the service

	What are you particularly proud of in your educational provision for GP STs? 
	That we have managed to retain engagement from so many local GPs – this creates a very specific flavour for trainees, which dovetails well with their In-hours experience.

	What are your plans for development of your educational provision for GP STs over the next year?
	Ongoing closer engagement with the Deanery and clinical leads in neighbouring organisations – sharing best practice.
More formal introduction and induction to the service

	How would you like the Deanery and PCT to help you in providing educational provision for GP STs over the next year?
	Continuing closer engagement

	Visitors' Report/Comments
	Agreed


Report from the patch’s ST Representative(s)

To be completed independently by one or more of the patch’s ST reps before the QM visit

	Please give your views on the quality and quantity of the OOH provider's educational provision, its highlights, and areas that need to be developed or addressed. You may wish to use the same headings as we have used above.
	(We understood this was arranged by the Deanery?)
The GPR who came on the visit (Dr Ladd) had previously been the patch GPST rep and has also done sessions with WMS.  She confirmed that it was an appropriate and supportive learning environment.


Lead Visitor’s Summary and Recommendations

	Date of visit:
	24.3.11

	Lead visitor:
	Becca Duffy (APD – Bath)

	Other visitors and status:
	Jon Elliman (APD – Swindon), Carrie Ladd (GPST), Jo Cullen (Wiltshire PCT), John Kyffin (lay representative)

	OOH provider members seen:
	Jamie Brosch (Medical Director), Carole Williams (Associate Clinical Director), Daisy Newsome (Education and Development Lead)

	

	Highlights:
	· High quality evidence presented. Excellent engagement with QA process
· Involvement of local trainers in OOH service remains at high levels.

· Capacity, and flexibility to take trainees (able to take trainees from Bath for telephone triage experience which they don’t get with BEMs)

· Useful information about service easily available on intranet.

· Potential to give trainees a high level of audit data on their work

	Items that must be addressed before next visit:
	· None

	Development recommendations:
	· Develop a more formal induction process, liasing with the patch VTS half day release course
· Develop the rota system to identify which shifts are suitable for trainees (and to identify clinical supervisors doing those shifts)

· Make use of nurse practitioners to give some supervision, especially at start of year.

· Adastra could be updated to allow easier reporting of audit data for individual doctors.

· Encourage trainees to make use of intranet, and incident reporting system.

	Educational (re)approval recommended for (number of years):
	· 3 years

	Recommended grading:

A: Excellent

B: Satisfactory

C1: Action and feedback (significant problems have been identified)

C2: Action soon (major problems have been identified which have resulted in recommending a shortened re-approval time)

D: Unsatisfactory and immediate action needed
	· B

	If C2 or D, please give detailed reasons:
	

	Date submitted to School Board & PCT:
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