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Executive Summary

The Pure GIM Rough Guide provides practical direction for implementing the Stage 2
General Internal Medicine curriculum for residents undertaking the three-year standalone
Pure GIM training programme. It outlines the purpose, structure, expectations, and
assessment processes required to train physicians capable of delivering advanced, holistic,
system-wide generalist care.

Pure GIM is designed to produce expert generalists who can:

e Manage complex multimorbidity, diagnostic uncertainty, and undifferentiated
presentations.

o Deliver whole-person, person-centred care across inpatient, outpatient, community,
and interface settings.

e Provide systems leadership, work across multidisciplinary teams, and support
integrated care models.

¢ Reduce fragmentation of care by managing disease clusters and coordinating
between specialties allowing better management of complex patients outside
specialist silos.

The programme responds to:
e The Shape of Training reforms.
e The shift from competency checklists to Capabilities in Practice (CiPs).
e The GMC’s Generic Professional Capabilities (GPC) requirements.
e Workforce needs for physicians skilled in complex medical care.

The training model follows the Stage 2 GIM curriculum but is differentiated by other
specialty training programmes in so far as the emphasis on skill development. Pure GIM
resident doctors in training will develop greater depth in diagnostic reasoning,
multimorbidity management, and systems leadership. The emphasis is on breadth over
niche specialty exposure with placements deliberately designed to build generalist
capability.

Pure GIM is a strategically important programme that builds a new workforce of generalist
physicians capable of delivering high-quality, integrated, person-centred care for complex
patients. It requires deliberate training design, strong supervision, and robust assessment
processes to ensure residents achieve the depth and breadth of capability expected at CCT.



Introduction

This guide for Pure General Internal Medicine (GIM) is to help training programme directors
(TPDs), supervisors, resident doctors in training (herein called ‘residents’) and others with
the practicalities of implementing the curriculum and offers guidance on how standalone
training can be differentiated from dual training in General Internal Medicine and a
specialty. Itis intended to supplement the Stage 2 general internal medicine curriculum
document and specifically provides guidance for implementation of general internal
medicine training during higher specialty training for the pure GIM three-year programme.
The curriculum, ARCP decision aid and this guide are available on the Federation of the
Royal Colleges of Physicians of the UK website (https://www.thefederation.uk).

The Rough Guide has been collated by Training Programme Directors (TPDs) in pure GIM
training, members of the General Internal Medicine SAC and members of the Joint Royal
Colleges of Physicians Training Board, with additional help from several external
stakeholders especially residents. It is intended to be a ‘living document’ and we value
feedback via curriculum@jrcptb.org.uk.

The Pure General Internal Medicine Training scheme and the General
Internal Medicine Stage 2 curriculum

Background

There have been three main drivers of the need to change higher specialist training in
General Internal Medicine. Firstly, the Shape of Training review (https://www.gmc-
uk.org/education/standards-guidance-and-curricula/guidance/shape-of-training-review)
was a catalyst for reform of postgraduate training of all doctors to ensure it is more patient
focused and more general. Secondly, there is a desire to move away from the ‘tick-box’
approach associated with the previous competency-based curriculum to the more holistic
assessment of high-level learning outcomes, leading all new curricula to have a relatively
small number of ‘capabilities in practice’ (CIPs) that are based on the concept of entrustable
professional activities (EPAs). Thirdly, the GMC has mandated that all postgraduate curricula
must incorporate the essential generic capabilities required by all doctors as defined in the
Generic Professional Capabilities (GPC) framework.

Single accreditation for GIM is not a new concept and existed in certain localities using the
previous training curricula. With the introduction of new curricula in higher specialist
training, there was an initial pilot for residents to be able to complete standalone Stage 2
training in GIM (now called pure GIM) without an additional specialty. The pilot scheme is
now expanding to more regions and sites. This is an exciting development in UK medical
training and practice and offers some similarities to the ‘hospitalist’ movement in the
United States of America, Australia and many European countries. It is recognised however
that the restriction of training numbers has forestalled the speed of expansion of such a
development in the UK.
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The pure GIM model of training reflects that GIM is a separate GMC recognised specialty
that emphasises the need for capabilities in diagnosing complex and interesting
presentations, as well as the holistic care of patients with complex multi-morbidity. This
training can facilitate a rewarding and flexible career for those interested in the breadth of
physician led medicine, that is intellectually challenging and can fulfil the need for high-
quality medical care across the healthcare system.

The three-year Pure GIM training programme offers a way of building the much-needed
workforce to address the increasing complexity of patients with medical conditions. For
many years, UK medical practice has tended towards excellence in specialty training and
delivery, but the changing demographics of the UK population has increased the number of
patients with complex needs, both medical and social, and significant comorbidities.
Transition of patients from general paediatric clinics to young adult services is an example of
a need for physicians with broad expertise to provide coordinated care. Other underserved
populations are patients with significant psychiatric conditions or those who are homeless
who are often in need of the input from physicians trained to deliver GIM. Many of these
individuals do not necessarily fall into a frail and/or elderly category and we must provide a
trained workforce who can deliver excellence in delivery of GIM and can train the general
physicians of the future. As the health service sets out ambitions to include better
integration of care across the community and secondary care settings, including promotion
of care to remote and rural communities, those trained primarily in GIM are in an ideal
position to deliver the physician input to such services.

Generalism versus Specialism

Pure GIM training aims to shift the narrative around generalism, not viewing it as a basic set
of skills lacking specialty knowledge, rather as highly valued expertise that exists on a
continuum with specialisation. Residents will have a breadth and depth of competencies in
practice reflecting Advanced Generalist skills. The training scheme aims to produce
physicians with the comprehensive generic professional and clinical capabilities required to
manage patients with a wide and often complex range of medical conditions and symptoms
across diverse care settings. This training is designed to provide high-quality, cost-effective,
and integrated care, particularly for the increasing number of patients who present with
unclear, complex, and/or co-morbid diseases .

Patient needs and training implications

Tomorrow’s doctors need to appreciate that health is beyond just diagnosis and treatment
of specific conditions. Multiple morbidity is on the rise in all sections of the population. For
instance, it is not uncommon for a patient to present with diabetes, hypertension, COPD,
and depression. The challenges of multimorbidity include the associated complex care
needs; care is often provided by several teams working in isolation which results in
fragmented care and an increased use of resources. Inadequacy and incoordination of
chronic care can result in increased frequency of presentation to urgent and emergency
care services. The new generation of pure general physician will be well equipped to



manage common disease clusters (morbidities that frequently co-exist) through innovative
training schemes enabling them to expertly manage patients such as those with cardio-
renal-metabolic disorders.

The association of socioeconomic deprivation is well described and adds a further layer of
complexity while providing care for someone with multi-morbidities. Doctors must consider
the role of social determinants of health while providing care for their patients.

Advances in healthcare have helped in the management of individual long-term conditions,
thereby adding years to our lives. To improve the quality of life for patients and reduce the
fragmented care that naturally evolves from multi-specialty involvement, there is
increasingly a requirement for doctors to possess generalist skills to deal with multiple long-
term conditions. General practitioners and geriatricians already appreciate this challenge
and work in teams to provide holistic patient care in primary care and older people
respectively, but this does not cover the whole population of affected patients. A holistic
‘whole-person’ approach that is needed for many adult patients and is often overlooked
because of focus on a single disease system. This requires balancing suggestions, opinions,
and interests from various experts and specialists while prioritizing the patient’s concerns
and goals. This creates a need for the new cadre of ‘expert generalists’ that have
capabilities to manage complex and/or multi-morbid patients with an ‘Advanced GIM’ skill-
set.

The scope and geography of comprehensive care needs of patients is changing. Some of the
key competencies required for Advanced GIM is in interdisciplinary collaboration and
systems leadership. Pure GIM training will emphasise the need to recognize when specialist
care is appropriate and effectively negotiate and facilitate transfers of care with other sub-
specialties. Specialisation (and increasingly Subspecialisation) frequently leads to a narrow
vision focused on the disease rather than the whole patient and their illness. Likewise, the
capability to work across care settings, including in interface teams, will allow better holistic
care of patients closer to where they live, and preventing the reliance on urgent and acute
care pathways. The ability to work within, or as leaders of, teams and systems involving
other healthcare professionals is crucial for optimal patient care.

Whilst acute physicians have expertise at diagnosis and treatment in the initial presentation
of patients (“first 48 hours”), there is an important need both in hospital and community
settings for GIM physicians with advanced diagnostic reasoning skills and management of
complex cases (“post 48 hours”). Pure GIM physicians must be uniquely skilled in diagnostic
reasoning and differential diagnosis, including the ability to deal with undifferentiated cases,
diagnostic dilemmas and medically-unexplained or persistent physician symptoms. This
involves making astute working diagnoses based on clinical acumen acquired through in-
depth bedside experience and outpatient work-up of patients to formulate well-planned,
targeted investigations and management plans.

Increasingly patients are looked after ‘beyond the walls’ of the hospital and there is a need
for physicians to be able to work closely with community colleagues to provide coordinated
care closer to patients’ homes. There are a wide range of intermediate care facilities, virtual
ward environments and community diagnostic or neighbourhood health centres which



require generalist skills of physicians often working hand in hand with general practitioners.
The future physician workforce, as outlined in the NHS 10 year plan, need to be prepared
for both interface and community-based care and pure GIM training will provide the
knowledge and skills to support these developments.

Lastly, due to the complexity of modern medicine and scope of practice, pure GIM training
must appreciate the importance of navigating uncertainty and taking responsibility. GIM
physicians are expected to handle clinical decision-making under conditions of uncertainty.
Unlike specialists, they must tolerate uncertainty and avoid prematurely categorizing
diagnoses, maintaining a provisional attitude to knowledge and assuming ultimate
responsibility for patient outcomes.

In summary there are a set of Advanced Competencies that are essential for those trained in
pure general internal medicine. These doctors must be able to:

e provide person-centred and ‘Whole-person’ care

e deal with complex multimorbidity including disease clusters

e recognise and manage “undifferentiated” and challenging presentations

e appreciate population health promoting high levels of preventative medicine

e advocate for social justice and tackle health inequalities

e practise sustainable healthcare

e provide systems leadership of inter- and multi-disciplinary teams across a variety of

care settings

The GIM curriculum

Overview of the curriculum

There is not a separate pure GIM curriculum, and residents will currently follow the same
Stage 2 general internal medicine curriculum that all Group 1 specialties undertake as part
of dual training. However, due to the nature of the training scheme, there is a need for
‘strength in depth’ for the capabilities in practice that support generalist care. Residents will
develop high level skills in diagnostic reasoning, differential diagnosis, management of co-
morbidities, dealing with uncertainty, recognising when to seek advice or refer to specialist
care, and determining when care should be palliative.

The purpose of the curriculum is to produce doctors with the generic professional and
clinical capabilities required to practice as a General Internal Medicine specialist. The
curriculum — together with the experiences outlined in this guide — aims to produce
residents who will be an expert in managing a broad range of acute and chronic illnesses
and treating common conditions, while playing a key role in the diagnosis of people with
unusual or complex conditions and facilitating care when multiple specialist teams are
involved. The pure GIM resident is likely to train alongside other specialty residents,
particularly in non-procedural aspects of specialty training, to gain the broad-based
knowledge required to manage complex multi-morbidity. This will require training that
enables residents to gather broad experience of multiple and composite conditions in a
variety of different clinical settings (including where possible time in community or interface



clinics). Crucially, this training will reduce the need for referrals to disparate specialist teams
- and relieve pressure on waiting lists for specialist procedures and clinics.

Resident Doctors will learn in a variety of settings — including inpatient, outpatient and
community settings. Training will use a range of methods, including workplace-based
experiential learning, formal postgraduate teaching and simulation-based education.

What does good pure GIM training look like?

There is a degree of flexibility within the training scheme, to develop knowledge and skills in
specific settings, particularly those where residents may feel they have not had experience
of those areas of practice before. There should be recognition of the need to ensure that all
residents gain experience in the common diseases and co-morbidities that they are likely to
encounter within the UK setting. It is also recognised that residents will need to develop
expertise in particular disease clusters — such as obesity, diabetes, and cardiovascular risk
management — or areas of practice — such as medically unexplained symptoms. This will be
encouraged to support future career development as a generalist.

Trainers and residents are encouraged to think about which placements and experiences
will facilitate the development of knowledge and skills to manage multi-morbidity in new
and innovative ways. This is the preferred approach to training rather than a resident
spending a prolonged time with a specialty where niche specialty knowledge or non-
essential procedural skills are gained. For example, rather than spending time alongside
renal residents working in specialist renal wards (e.g. dialysis unit) or developing procedural
competencies, the pure GIM resident may be more purposefully attached to a hypertension
or chronic renal disease service gaining competencies through outpatient clinics, in-reach
services, and community clinics. Likewise when considering clinic experience, choice of
broad and common disease pathways, for example chronic pain, general respiratory or
hypertension clinics, will be of greater benefit than sub-specialty or rare disease clinics.
Innovative approaches will often be required to ensure that the scope and geography of
training matches the competencies expected of future expert generalists. Whilst continuing
care in GIM wards will form part of the training, it will be expected that at least 2 of the
indicative 3 year training scheme will include “disease cluster” modules, intermediate /
interface care, virtual clinics etc to develop the required competencies.

Good training (and good residents) should support developing experience beyond that set
out in the curriculum. For instance, the curriculum outpatient clinic requirement should be
seen as a bare minimum with good residents seeking to gain experience whenever and
wherever they can.

A doctor who has completed training in IMS2 must be capable of independent unsupervised
practice in particular managing the ongoing care of patients during and after an acute
unselected medical admission, providing expert medical advice to patients in other
specialties (such as medical complications during post-operative care) and supporting
integrated care of complex multi-morbid patients in outpatient or community care settings.



By the end of their final year of training, the resident will receive single accreditation CCT in
General Internal Medicine.

Capabilities in Practice (CiPs)

The six generic CiPs underpin the practice of medicine and cover the universal requirements
of all specialties as described in the GPC framework. The generic CiPs are common across all
physician specialties. Assessment of the generic CiPs will be underpinned by the GPC
descriptors. Satisfactory sign off will indicate that there are no concerns.

The eight Internal Medicine clinical CiPs describe the clinical tasks or activities which are
essential to the practice of internal medicine. The clinical CiPs have also been mapped to the
GPC domains and subsections to reflect the professional generic capabilities required to
undertake the clinical tasks. Satisfactory sign off requires demonstration that, for each of
the CiPs, the doctor in training's performance meets or exceeds the minimum expected
level of performance expected for completion of this stage of internal medicine training, as
defined in the curriculum.

Each CiP has a set of descriptors associated with that activity or task. Descriptors are
intended to help residents and trainers recognise the minimum level of knowledge, skills
and attitudes which should be demonstrated for an entrustment decision to be made. By
higher training, residents should already be demonstrably able to act under direct
supervision for these range of capabilities. During higher training, doctors must
demonstrate that they are achieving entrustment for each capability at (or above) the level
suggested in the ARCP decision aid according to the year of training.

By the completion of training and award of CCT, the doctor must demonstrate that they are
capable of unsupervised practice (level 4) in all generic and clinical CiPs.

Capabilities in practice (CiPs)

Generic CiPs
1. Able to successfully function within NHS organisational and management systems
2. Able to deal with ethical and legal issues related to clinical practice
3. Communicates effectively and is able to share decision making, while maintaining
appropriate situational awareness, professional behaviour and professional
judgement
4. Isfocussed on patient safety and delivers effective quality improvement in patient
care
5. Carrying out research and managing data appropriately
6. Acting as a clinical teacher and clinical supervisor to be assessed by DOPS
Internal Medicine Clinical CiPs
1. Managing an acute unselected take
2. Managing an acute specialty-related take
3. Providing continuity of care to medical inpatients, including management of
comorbidities and cognitive impairment




4. Managing patients in an outpatient clinic, ambulatory or community setting,
including management of long term conditions
5. Managing medical problems inpatients in other specialties and special cases

Managing a multi-disciplinary team including effective discharge planning

7. Delivering effective resuscitation and managing the acutely deteriorating patient

8. Managing end of life and applying palliative care skills

Evidence of capability

The curriculum describes the evidence that can be used by the educational supervisor to
make a judgement of the resident’s capability (please see the CiPs tables and the
assessment blueprint). The educational supervisor will make a holistic judgement based on
the evidence provided, particularly the feedback from clinical supervisors and the multi-
disciplinary team. The list of evidence for each CiP is not exhaustive and other evidence
may be equally valid.

Presentations and Conditions

The curriculum provides guidance on the presentations and conditions which form the
clinical context in which the capabilities are demonstrated. The presentation and conditions
listed are either common or serious. Residents will be expected to know about them, but
sign off for individual items is not required. It is acknowledged that pure GIM residents
should, through their training, develop more in-depth competencies within some
presentations and conditions than others. This may be seen as particularly valuable when
certain conditions fall within the rightful province of two or more specialties.

Practical Procedures

The curriculum and ARCP decision aid list the IMS2 practical procedures and minimum level
of competency required. Once a resident is competent to perform a procedure
unsupervised (as evidenced by summative DOPS and signed off during IMS2 or any other
recognised training programme) there is no requirement for further assessment. It is helpful
if residents can demonstrate maintenance of competency throughout the training
programme where unsupervised competence is demonstrated early. It is a matter of
professional insight and probity that a doctor should recognise limits to their competency,
and a resident should seek further training with appropriate supervision if they (or their
Educational Supervisor) feel that they are no longer confident or competent to carry out a
practical procedure (e.g. because they have not performed it for a long time). In recent
feedback on implementation of the new IMS2 curricula, many residents, across all Group 1
specialties, reported a lack of access to procedures. Improvements have been made in
access to simulation courses and training, but concerns remain. It has been noted that some
of the concerns arise because residents lack confidence in performing some of the
procedures rather than not having adequate training opportunities. We are also aware of
the impact of Clinical Fellows and specialist procedure teams (such as vascular access
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teams) upon access to procedural skills in the ward setting. JRCPTB encourages the
educational supervisor to put more emphasis on procedural shortfalls and arrange
appropriate training, possibly in the skills-lab or simulation setting. Re-acquisition of skills to
demonstrate maintenance of competence should continue to be monitored through the
ARCP process.

Duration of training

Pure GIM higher specialty training will usually be completed in three years of full-time
training. Residents who demonstrate exceptionally rapid development and acquisition of
capabilities may complete training sooner than these indicative times. Residents who
develop more slowly may require an extension of training under the provisions of the
Reference Guide for Postgraduate Specialty Training in the UK (The Gold Guide).

Academic Training
Residents wishing to undertake academic training alongside pure GIM may be accepted via
current academic pathways (e.g. academic clinical fellowship).

Assessment: What is required from residents and trainers?
Introduction

Decisions about a resident’s competence progression will be based on an assessment of
how they are achieving their CiPs. For the generic CiPs it will be a straightforward statement
as to whether they are operating at, above, or below level expected for the current year of
training. For the clinical CiPs there will be a judgement made at what level of supervision
they require (i.e. unsupervised or with direct or indirect supervision). For each of these CiP
there is a level that is to be achieved at the end of each year in order for a standard
outcome to be achieved at the Annual Review of Competence Progression (ARCP). The
levels expected are given in the grid below and in the ARCP decision aid.

Key to the quality of training and decision making is a supportive relationship between the
resident and their ES, formed at the initial induction meeting and re-enforced in subsequent
meetings to adjust / adapt the individual training strategy. The ES should know their
resident well, and will consider information from Supervised Learning Events (SLE),
Workplace-Based Assessments (WPBA), Multi-Source Feedback (MSF) based on Team
Assessment of Behaviour (TAB), Multiple Consultant Reports (MCR), Patient Survey (where
applicable), and other evidence in the resident’s e-Portfolio (e.g. personal development
plans, reflective notes and the resident’s self-rating of their own performance), to produce
an ES report (ESR) for every year of training

What the resident needs to do:

Arrange meetings with their Educational Supervisor in a timely manner
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All residents must have an ES, who should be an accredited GIM consultant and will
normally act in this role for at least the whole of each training year. The ES may at times also
be undertaking clinical supervisor (CS) role, when the resident is working directly with that
supervisor (see below). When residents are undertaking experiences in a variety of clinical
settings, the ES should be meeting with the resident regularly. As a minimum, the resident
should arrange meetings with their ES at the start (induction appraisal, within 4 weeks of
commencement unless there are exceptional circumstances) and end (within 4 weeks,
unless there are exceptional circumstances) of each new placement. Other meetings during
the placement can be organised at the request of the resident or their ES. When a resident
is moving from one placement to another but maintaining the same ES, a single meeting can
be used for the end of attachment appraisal of one placement and the induction appraisal
of the other.

Arrange meetings with their Clinical Supervisor in a timely manner

All residents must have a CS for every placement, who may also be their ES. The resident
should arrange meetings with their CS at the start and end of each placement. It is likely
that the CS will be contributing to Workplace based assessments and MCRs, and therefore
further ad hoc meetings are likely to be required for discussion of cases and to provide
formative feedback against curricula requirements.

Accrue evidence of their training experience and performance

The resident needs to engage with the mechanisms used to evidence their training and
performance (e.g. organise SLEs, MSFs and MCRs; document teaching attendance) as
specified in the ARCP Decision Aid (see below), and keep their e-Portfolio up to date. In
doing so they will provide their ES with the evidence that they require to make entrustment
decisions. In the ARCP Decision Aid, all times (e.g. days, months, years) and numbers (e.g. of
patients, of clinics, of assessments) are to be understood as ‘indicative’. This means that the
view of the JRCPTB is that the time or number specified is that required by most residents to
acquire the capability and for there to be adequate evidence to allow an ES to make a
judgement about their resident’s performance. The ES and ARCP panels will use expert
judgement to review whether more rapid progression through training will be possible;
adequacy of evidence is crucial to this type of decision making.

It should be appreciated by trainer and resident that the decision aid sets out indicative
requirements, but residents should be seeking to have SLEs performed as often as practical.
SLEs and formative DOPS are not pass/fail summative assessments but should be seen by
both trainer and resident as learning opportunities for a resident to have one-to-one
teaching and receive helpful and supportive feedback from an experienced senior doctor. It
is particularly important that the SLEs reflect the totality of the training experience in any
relevant period in order to provide evidence of attainment of skills. For example, if residents
undertake a period of experience in a particular setting (such as palliative care or frailty
ward), it would be expected that one or more SLEs may be used to demonstrate
competence in those areas of practice.

Residents should keep a log of their clinical activities in a Summary of Training document.
This should include acute medical take experience, outpatient clinic experience, and other
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equivalent experiences (e.g. specialty in-reach rounds) and reflect the totality of experience.
The log should be kept in the e-Portfolio in personal documents. The Federation of the
Royal Colleges of Physicians provides a template spreadsheet to assist in this documentation
- Summary of Training Calculator - November 2012 | The Federation.

Residents are encouraged to attend and document their teaching sessions and must
continue to reflect (and record that reflection) on teaching sessions, clinical incidents and
any other situations that would aid their professional development. Reflection is an
important part of the evidence of experience and should aim to be more than just a
descriptive narrative. How any teaching or incidents have impacted a resident’s practice and
a documentation of practical ways to use any reflective knowledge should be included in the
reflective accounts. What happened? So what? Now what? These are good questions to ask
when reflecting in order to go beyond just a description of the activity.

Each resident must ensure that they have acquired multi-source feedback (MSF) on their
performance each year and that this feedback has been discussed with their Educational
Supervisor (ES) and prompted appropriate reflection. They also need to ensure that they
have received a minimum of two reports from consultants who are familiar with their work
and who will contribute to the Multiple Consultant Report (MCR). Each consultant
contributing to the MCR will give an advisory statement about the level at which they assess
the resident to be functioning for each clinical CiP.

As the ARCP approaches, residents need to arrange to see their ES to facilitate preparation
of and discussion of the ES report (ESR). In preparation for this the resident should self-
assess the level at which they feel they are operating at for each CiP, and self-assess their
performance using the MSF questionnaire. These self- assessments allow the ES to see if the
resident’s views are in accord with those of the trainers and will give an idea of the
resident’s level of insight.

Self-assessment

Residents are required to undertake a self-assessment of their engagement with the
curriculum and in particular the CiPs. This is not a ‘one-off’ event but should be a continuous
process from induction to the completion of the programme and is particularly important to
have been updated ahead of the writing of the ES report and subsequent ARCP. Self-
assessment for each of the CiPs should be recorded against the curriculum on the resident’s
ePortfolio account.

The purpose of asking residents to undertake this activity is:

e To guide residents in completing what is required of them by the curriculum and helping
to maintain focus of their own development. To initiate the process, it is important that
the induction meeting with a resident’s ES reviews how the resident will use the
opportunities of the coming academic year to best advantage in meeting the needs of
the programme. It will allow them to reflect on how to tailor development to their own
needs, over-and-above the strict requirements laid out in the curriculum.
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e To guide the ES and the ARCP panel as to how the resident considers they have
demonstrated the requirements of the curriculum as set out in the Decision Aid and
where this evidence may be found in the resident’s portfolio. This will help the ARCP
panel make a more informed judgement as to the resident’s progress and reduce the
issuing of outcome 5s as a result of evidence not being available or found by the panel

What the Educational Supervisor (ES) needs to do
Prepare for meeting with the resident
Before their induction meeting with a resident the ES should:

e Review previous ESR, ARCP outcomes etc (if available)

e Ensure that they are up to date and familiar with the requirements specified in the
IMS2 ARCP Decision Aid and the contents of this rough guide.

e Liaise with the resident’s CSs about particular training opportunities that are
available in their placements, e.g. attendance at relevant clinical meetings,
observation of management meetings, ongoing audits / Ql projects / research,
teaching opportunities, outpatient clinics, in-reach activities, involvement with
palliative care.

Document meetings with the resident on e-Portfolio
The induction and end-of-placement meetings should always be recorded formally in the

resident’s ePortfolio. Other meetings should be recorded if appropriate.

Complete an Educational Supervisor’s report before the resident’s ARCP

The ES’s report (ESR) is the most important piece of evidence considered by the ARCP

Panel when assessing whether the resident has attained the required standard as set out

in the Decision Aid.

An ESR is required for every resident before every ARCP. Both time and planning will need

to be given to writing to writing a comprehensive ES report. Best practice is for it to be built
across the year and finalised ahead of the ARCP. Key elements in writing a good ESR include:

Consideration of all appropriate sources of information

Those required are specified in the ARCP Decision Aid (see below) and include MSF, MCRs,
SLEs and WPBAs, which should be discussed with the resident to highlight positive feedback
and allow exploration of any concerns raised. The evidence for the ESR should be gathered

from several sources as appropriate for the particular CiP.

The ESR should look at the Personal Development Plan (PDP) and see what steps the doctor

in training has taken to achieve the objectives. Specific mention may be required to
document any differences between what was planned and what was achieved during a
specific period of training.
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Undertaking regular reflection is an important part of being a self-directed professional
learner, and residents should reflect (without giving any patient-identifiable detail in their
ePortfolio) on situations that went well in addition to those that did not. A good ESR should
comment on a resident’s reflections, made during meetings with their ES or recorded in
their e-Portfolio, to comment on their ability to reflect and learn from experience.

Other sources of information about a resident may be available, e.g. from local faculty
groups where a group of senior clinicians within a service get together to discuss residents’
progress, with the collective opinions documented and communicated to the ES, who
should discuss such feedback with the resident and use it to inform their ESR.

Whenever any information is used by the ES to inform the ESR it is essential that it is
discussed with the resident and that such discussion is recorded in e-Portfolio.

Generic CiPs

In completing the ESR, assessments are made for each generic CiP using the following
anchor statements:

Below expectations for this year of training; may not meet the requirements for
critical progression point
Meeting expectations for this year of training; expected to progress to next stage

of training
Above expectations for this year of training; expected to progress to next stage of

training

It is good practice to provide a narrative for all ratings given, but detailed comments must
be made for any rating of below expectation, including source of the evidence and its
context, with examples (e.g. of statements made in MCRs, MSF or SLEs). It is good practice
to include in the narrative considerations for future development and/or improvement.
Guidance on how to assess QI skills and behaviours has been developed by the Academy of
Medical Royal Colleges and is available via this link.

Clinical CiPs

For the IM clinical CiPs, the ES makes a judgement using the levels of entrustment in the
table below.

Level 1: Entrusted to observe only — no provision of clinical care

Level 2: Entrusted to act with direct supervision: The resident may provide clinical care,
but the supervising physician is physically within the hospital or other site of patient care
and is immediately available if required to provide direct bedside supervision

Level 3: Entrusted to act with indirect supervision: The resident may provide clinical care
when the supervising physician is not physically present within the hospital or other site
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of patient care, but is available by means of telephone and/or electronic media to provide
advice, and can attend at the bedside if required to provide direct supervision

Level 4: Entrusted to act unsupervised

Only the ES makes entrustment decisions. It is good practice to provide a narrative for all
ratings given, but detailed comments must be given to support entrustment decisions that
are below the level expected for the stage of training (see IMS2 Decision Aid, below).
Likewise detailed comments are valuable if ratings are given suggesting that a resident is
progressing at a faster rate than their peers. Detailed comments are vital if consideration is
being given to accelerated training and bringing forward a CCT date.

Important Points

Adequate narrative: The ESR should comment on the resident’s experience, training and
performance in the previous year with regard to clinical activity (continuing ward care,
outpatient experiences), other elements specified in the Decision Aid (ALS, Ql involvement,
simulation training, teaching, practical procedural skills), and markers of good practice
(palliative and end of life care experience, working with primary care and the community,
and [for final year residents] working in the manner of a consultant).

Adequate discussion with the resident: The ES should discuss the ESR with the resident
before the ARCP. It is essential that such conversation occurs and is clearly documented
when any aspects could result in a non-standard outcome at ARCP.

Specific examples: It is important that specific examples are used for each entrustment
decision and the narrative points to evidence from all relevant parts of the ePortolio.

What the Clinical Supervisor needs to do

A resident’s training aims for the year are agreed in discussion with their ES. How these are
to be achieved in practice is to be agreed in discussion with their CS for each placement.

Prepare for meeting with the resident
Before their induction meeting with a resident the CS (who may also be the resident’s ES)
should:

e Review previous ESR, ARCP outcomes etc. (if available)

e Ensure that they are up to date and familiar with the requirements specified in the
IMS2 ARCP Decision Aid and the contents of this rough guide.

e Liaise with the resident’s ES about which particular training opportunities that are
available in their placement would be most valuable in terms of the resident’s
overall training plan for the year, e.g. attendance at relevant clinical meetings,
observation of management meetings, ongoing audits / Ql projects / research,
teaching opportunities, outpatient clinics, in-reach activities, involvement with
palliative care.

Document meetings with the resident on e-Portfolio
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The induction and end-of-placement meetings should always be recorded formally in the
resident’s ePortfolio. Other meetings should be recorded if appropriate.

Complete a Multiple Consultant Report form

MCRs are key evidence that the ES considers when making entrustment decisions, and at
the end of each placement the CS should expect to complete a MCR for their resident.
These require the global anchor statements [meets, below or above expectations] to give
feedback on areas of clinical practice that have been observed. It is good practice to provide
a narrative for all ratings given, but detailed comments must be made for any rating of
below expectation, including source of the evidence and its context, with examples.

Domain

Expectations

Comment

Diagnostic skills,
investigation and
management of
patients

Above

On the general internal medicine ward, |
and other consultant colleagues have
observed Dr X to reliably make accurate
diagnoses and implement clear plans for
investigation and management, even of
complex cases. Dr X manages multi-
morbid patients skilfully recognising when
to take specialty advice.

Meets

On the general internal medicine ward, |
and other consultant colleagues have
observed Dr Y to make accurate
diagnoses and implement appropriate
plans for investigation and management
of most patients, although they still
require assistance with complex cases. Dr
Y can, at times, be unsure of when to take
advice or refer to other specialties.

Below

On the general internal medicine ward, |
and other consultant colleagues have
observed that Dr Z struggles to make
accurate diagnoses and implement clear
plans for investigation and management
of their patients. Dr Z frequently refers to
other specialties for relatively
straightforward issues.

What supervising consultants need to do

Residents may ask consultants (other than their ES and CS) who they work with to complete
a MCR form, which they should do in the manner described above. ES and CSs should work
with other supervising consultants to encourage them to support completion of SLEs with
residents in order to provide a range of judgements of competence against the curriculum.

Meetings of residents and their Educational Supervisors
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These should take place in a private setting, preferably without interruption.
Agree timeline of training

At the beginning of their IMS2 training the resident needs to discuss and agree the time
course of their training in GIM with their ES and (if necessary) their TPD. All parties need to
understand the planned timeline and structure for delivery of their GIM training, e.g. what
settings and specialties need to be included in the training. Depending on training site, and
given the nature of pure GIM training, placement / rotations may be fixed in advance or
may be negotiated over the course of the training. Timeline for progression will be
confirmed at the resident’s ST4 ARCP and reviewed at subsequent ARCPs if required.

Planning and review of training
The induction meeting of the resident and their ES at the beginning of each training year
should:

e Allow the resident to inform the ES of how they think their training is progressing —
what, with reference to the IMS2 curriculum and ARCP Decision Aid, have they had
plenty of experience and training in? What do they think they particularly need over
the next 12 months? Are there any specific experiences (such as community
placement, in-reach experience) that will assist in developing desired GIM
competencies? What, if they know, are their long-term career goals?

e Allow the ES, having reviewed the resident’s e-Portfolio, to make any observations
they think relevant regarding the resident’s experience / training and its
documentation.

e Review the placements for the year ahead

e Consider elements of experience or training that require specific planning, e.g.
procedural skills, simulation training, management experience.

e Lead to the development of a Personal Development Plan (PDP) for the training year,
which should be framed in terms of SMART (Specific, Measurable, Attainable,
Relevant, Time-bound) objectives linked to the curriculum, e.g. Ql project, teaching
observation, X outpatient clinics in Specialties A and B, mechanism for obtaining
management experience.

e Develop a plan for using study leave.

e Provide pastoral support when required.

e Consider any other matter the resident or ES wishes to discuss

The scope of pure GIM training is likely to depend on a resident’s prior experience, the
placements and structure available within the training site (and associated community
settings), and potentially the interests of the resident. Some placements will have fixed
rotations planned for residents, whilst others may allow a degree of flexibility for
placements as resident develop competencies across the spectrum of internal medicine
practice. This should be made clear at the outset of training.

At the end of the induction meeting the resident should have a clear plan for their training

for the year and know what evidence the ES will need to make the required entrustment
decisions when they complete the resident’s ESR before their ARCP.
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Subsequent meetings of the resident and their ES during the training year should:

* Review progress —what has gone well? What could have gone better? Does the PDP
need to be updated?

e Review any feedback (e.g. MSF, MCR) received.

e Review e-Portfolio —is it up to date?

® Provide pastoral support when required.

e Consider any other matter the resident or ES wishes to discuss.

e Before the ARCP — ensure that the ES has all information necessary to complete the
ESR.

Whilst a minimum number of pre-arranged and documented meetings of a resident and
their ES are needed to plan and provide evidence of training, other meetings at short notice
should be requested by either the resident or the ES as needed.

Meetings of residents and their Clinical Supervisors
These should take place in private settings, preferably without interruption.

The induction meeting of the resident and their CS at the beginning of each placement
should:

e Allow the resident to inform the CS of their PDP, which they have agreed in
discussion with their ES, including SMART objectives that they hope to achieve
during the placement.

e Allow the CS to inform the resident of the experience and training opportunities
available, including clinical experience and other opportunities linked to the
curriculum (e.g. attendance at relevant clinical meetings, observation of
management meetings, ongoing audits / Ql projects / research, teaching
opportunities, outpatient clinics, in-reach activities, involvement with palliative care)
and confirm which of these the resident will pursue (if any).

e Agree which elements of experience or training that require specific planning will be
obtained during the placement, e.g. procedural skills, simulation training,
management experience.

e Agree arrangements for study leave.

e Confirm the personalized educational work schedule for the placement, which is a
documentation of the points above.

* Provide pastoral support when required.

e Consider any other matter the resident or CS wishes to discuss.

The meeting of the resident and their CS at the end of each placement should:
e Review the resident’s progress — what has gone well? What could have gone better?
e Allow the resident to provide the CS with feedback about the post — which elements
of training have been good? What could be improved?
* Provide pastoral support when required.
e Consider any other matter the resident or CS wishes to discuss.
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Whilst a minimum number of pre-arranged and documented meetings of a resident and
their CS are needed to plan and support training, other meetings at short notice should be
requested by either the resident or the CS as needed.

Completing reports

When completing reports, all consultants should do more than just tick a box and make
some generic comment such as “good resident”. It is important that they make meaningful
comments about why they have assigned that particular level of performance/behaviour to
that particular resident. In doing this, the descriptors assigned to each CiP should be
especially useful as an aide-memoire. They should specifically not be used as a tick list that
requires a comment for each descriptor but should just allow the senior doctor completing
the report to reflect on what comments would be helpful to the ES for completion of their
report and to the ARCP panel in determining whether the resident can progress to the next
year of training. Constructive comments are also of course valued by the resident. It is very
helpful if the resident can have constructive comments if they are progressing along the
“normal” trajectory and especially if they are exceeding expectations either globally or in
certain areas. If a resident is performing below expectations then it is absolutely mandatory
that meaningful, insightful and precise comments are provided.

Annual Review of Competence Progression (ARCP)

Introduction

The ARCP is an annual procedure for assessing competence annually in all medical residents
across the UK giving a summative judgement about whether the resident can progress into
the subsequent year of training (outcome 1) or successfully complete training if in the final
year (outcome 6).

Before the ARCP panel

The resident needs to make sure that their e-Portfolio is up to date such that it properly
describes their experience, training, assessments and reflections over the previous year.
Details of requirements are described in the ARCP Decision Aid (see below). The ES needs to
make sure that the resident’s e-Portfolio is properly completed, best practice being that
they conduct a ‘mock ARCP’ with the resident a month or so before the (real) ARCP to
illuminate any deficiencies whilst there is time to address them. They should also complete
an ESR, as described above.

Conduct of the ARCP panel

ARCP panel members must ask the question: “Overall, on reviewing the ePortfolio,
including the Educational Supervisor report, the Multiple Consultant Reports, the Multi-
Source Feedback and (if necessary) other information such as workplace-based
assessments, reflection etc, is there evidence to suggest that this resident is safe and
capable of progressing to the next stage of training?
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The requirements for an ARCP panel member to lead assessment of IM training are that
they must:

e Practise Internal Medicine, including care of patients admitted on the acute
unselected take.

e Be familiar with the IMS2 curriculum and ARCP Decision Aid.

e Have reviewed the resident’s IM e-Portfolio in advance of the panel meeting,
especially the ESR, MCRs and MSF.

e Be aware that completion of a <GIM PYR [Penultimate Year Report] resident report>
and <GIM Summary of Training calculator> (Firth calculator) is required before a
resident’s penultimate IM ARCP, unless alternative arrangements are advised by the
local GIM TPD.

e Have determined how the resident’s progress compares with that expected.

e Lead discussion of the resident’s IM training at the panel meeting.

e Give the panel’s decision to the resident and explain it to them when necessary.

e Document the panel’s decision by completing an e-Portfolio IM ARCP outcome form

The panel must assure itself that the ES has made the appropriate entrustment decisions for
each CiP and that they are evidence based and defensible. The panel must also review the
record of resident experience to ensure that each resident has completed (or is on track to
complete over ensuing years) the various learning experiences mandated in the curriculum.

If members of the panel have any concerns that the resident under review is not eligible for
a standard outcome (outcome 1 or outcome 6) then they should examine more detail in the
ePortfolio and review more of the SLEs and other subsidiary information. In some cases, the
ESR may not be a true reflection of the totality of evidence of competence progression and
hence additional scrutiny can be helpful.

Resident Hints for ARCP preparation

As the ARCP approaches, it is essential that the resident reviews their ePortfolio and
ensures that all requisite information is available in a logical and accessible format. In
particular they should ensure that:

e The self-declaration for the Revalidation of Doctors in Training form is completed
and submitted according to local requirements. The Form R Part B (self declaration)
form should reflect all practice and any significant events, incidents or complaints
are included — particularly if these have been included as topics for reflection.

e All appropriate certificates have been uploaded to the personal library and are
clearly signposted

e An appropriate amount of reflection has been documented

e Asabare minimum (see comments above), the requisite number of SLEs (as
demanded by the annual decision aid) has been completed and recorded in the
ePortfolio

e MSF has been completed and the results released by the ES. It is critical that
appropriate discussion/reflection has occurred and been recorded in response to the
MSF
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e MCR has been completed by each CS and additional ones have been completed by
any supervisor with whom the resident has had significant clinical/educational
interaction

e The resident has self-rated themselves for each CiP on the curriculum page

e The SMART objectives documented in their PDP have either been achieved fully and
the evidence for that achievement has been clearly documented. If any objectives of
the PDP have not been fully achieved, then the reasons for that have been clearly
documented and evidenced.

e A summary of training (with relevant calculations) is completed and uploaded to the
personal library

e An appointment has been made with their ES to discuss the annual ES report that
will inform the ARCP panel

Types of Evidence
Multi-Source Feedback (MSF)

The MSF provides feedback on the resident that covers areas such as communication and
team working. It is helpful to obtain feedback from the wider multi-disciplinary team such as
nurses, therapy staff, pharmacists, etc. These groups give a good insight to team working
above and beyond other resident doctors. It closely aligns to the Generic CiPs. Feedback
should be discussed with the resident. If a repeat MSF is required it should be undertaken in
the subsequent placement.

Multiple Consultant Report (MCR)

The MCR captures the views of consultant (and other senior staff) based on observation of a
resident’s performance in practice. The MCR feedback gives valuable insight into how well
the resident is performing, highlighting areas of excellence and areas of support required.

The minimum number of MCRs considered necessary is two (three in the final year). It is
advised that more should be obtained to support the entrustment decisions made by the ES
especially if the resident is struggling. All those formally appointed as CS should complete a
MCR but any other consultant with whom the resident has had significant interaction can
also complete one.

Consultant supervisors completing the MCR will use the global anchor statements [meets,
below or above expectations] to give feedback on areas of clinical practice. If it is not
possible for an individual to give a rating for one or more area they should record ‘not
observed’. Comments must be made, as a minimum, for any rating of below expectation. It
is good practice to narrate all decisions. The narration should include:

e Source of the evidence and its context, outlining contradicting evidence if

appropriate
e Examples (of statements)
e Direction for future development/improvement
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Supervised Learning Events

Acute Care Assessment Tool (ACAT)

The ACAT is used to provide feedback on a resident’s performance when undertaking acute
care, particularly the acute medical take. It can also be usefully used for assessment of
supervised post-take ward rounds and ongoing rounds of patients admitted via the
unselected take. Its main focus is on multi- tasking, prioritisation and organisational skills. It
should not be used to produce a “multiple Case Based Discussion”. Each ACAT should cover
the care of a minimum of five patients.

OutPatient Care Assessment Tool (OPCAT)

This tool is designed to be used in a single clinic whether that is face to face or virtual and
may be used during a direct observation if the trainer is present or as an assessment at the
end of a clinic. There is no minimum number of patients that should be seen although for a
post clinic assessment it would be unusual if the resident has seen fewer than three
patients. It is not currently mandatory for residents to use the OPCAT, but it is strongly
recommended in order to get structured feedback on outpatient capability and to
demonstrate competence in Internal Medicine CiP4.

Case based Discussion (CbD)

This tool is designed to provide feedback on discussions around elements of the care of a
particular patient. This can include elements of the particular case and the general
management of the condition. It is a good vehicle to discuss management decisions.

Mini-Clinical Evaluation (mini-CEX)
This tool is designed to allow feedback on the directly observed management of a patient
and can focus on the whole case or particular aspects.

Workplace-Based Assessments

Direct Observation of Procedural Skill (DOPS)

This tool is designed to give feedback and assessment for residents on how they have
undertaken a procedural skill. This may be in a simulated or real environment. Formative
DOPS may be undertaken as many times as the resident and supervisor feel is necessary. A
resident can be signed off as able to perform a procedure unsupervised using the
summative DOPS.

Teaching Observation (TO)

The TO form is designed to provide structured, formative feedback to residents on their
competences at teaching. The TO form can be based on any instance of formalised teaching
by the resident which has been observed by the assessor. The process should be resident-
led (identifying appropriate teaching sessions and assessors).

Quality Improvement Project Assessment Tool (QIPAT)
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The QIPAT is designed to assess a resident’s competence in completing a quality
improvement project. The QIPAT can be based on a review of quality improvement
documentation or on a presentation of the quality improvement project at a meeting. If
possible, the resident should be assessed on the quality improvement project by more than
one assessor. Guidance on how to assess Ql skills and behaviours has been developed by
the Academy of Medical Royal Colleges and is available via this link.

Reflection

Undertaking regular reflection is an important part of resident development towards
becoming a self-directed professional learner. Through reflection a resident should develop
SMART learning objectives related to the situation discussed. These should be subsequently
incorporated into their PDP. Reflections are also useful to develop ‘self-knowledge’ to help
residents deal with challenging situations.

It is important to reflect on situations that went well in addition to those that went not so
well. Residents should be encouraged to reflect on their learning opportunities and not just
clinical events.

Suggested evidence for each CiP
The suggested evidence to inform entrustment decisions is listed for each CiP in the
curriculum and ePortfolio. However, it is critical that trainers appreciate that residents do

not need to present every piece of evidence listed and the list is not exhaustive and other
evidence may be equally valid.
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ARCP Decision Aid for Internal Medicine Stage 2 (IMS2)

This ARCP decision aid documents the targets to be achieved for a satisfactory ARCP outcome for IMS2. It sets out the requirements for CCT
and provides guidance on the evidence expected in each training year.

Progression through training is by acquisition of capabilities. In this Decision Aid all times (e.g. days, months, years) and numbers (e.g. of
patients, of clinics, of assessments) are to be understood as ‘indicative’. This means that the view of the JRCPTB is that the time or number
specified is that required by most residents to acquire and demonstrate the capability and for there to be adequate evidence to allow an
Educational Supervisor (ES) to make a judgement about their resident’s performance. In addition to providing formative feedback to residents,
another purpose of SLEs is to provide evidence to inform the ES report. ARCP panels should make decisions based on holistic review of the
resident’s progress and be proportionate in their requirements, e.g. if the only IM training that a resident undertakes in a particular year is in
outpatients, they should only require evidence related to Clinical CiP4 (managing patients in an outpatient clinic). The ES and ARCP panels will
use their judgement to review whether more rapid progression through training will be possible, with adequacy of evidence being crucial to
this type of decision making.

Evidence / Notes Year 1 (ST4) Year 2 (ST5) Year 3 (ST6)
requirement
Educational To cover the training year since | Confirms meeting or Confirms meeting or Confirms meeting or
supervisor (ES) last ARCP (up to the date of the | exceeding exceeding exceeding
report current ARCP) expectations and no expectations and no expectations and no
concerns concerns concerns

Generic Mapped to Generic ES to confirm resident | ES to confirm resident | ES to confirm resident
capabilities in Professional Capabilities (GPC) | meets expectations for | meets expectations for | meets expectations for
practice (CiPs) framework and assessed using | level of training level of training level of training

global ratings. Residents
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should record self-rating to
facilitate discussion with ES. ES
report will record rating for
each generic CiP

See grid below of levels
expected for each year of
training. Residents must
complete self-rating to
facilitate discussion with ES. ES
report will confirm
entrustment level for each CiP.
See grid below for minimal
levels expected during IMS2

ES to confirm resident
is performing at or
above the level
expected for all CiPs

ES to confirm resident
is performing at or
above the level
expected for all CiPs

ES to confirm resident
is performing at or
above the level
expected for all CiPs

Each MCR is completed by a
consultant who has supervised
the resident’s clinical work.

Minimum of Two
MCRs that provide
feedback on IM CiPs to
be completed by
consultants who have
supervised the
resident in the clinical
CiPs in which they
have been training

Minimum of Two
MCRs that provide
feedback on IM CiPs to
be completed by
consultants who have
supervised the
resident in the clinical
CiPs in which they
have been training

Minimum of Three
MCRs in final year
confirming
performance is at
the level appropriate
for completion of
IMS2 and award of
CCT

12 raters including a mixture of
staff (medical and non-
medical). MSF report must be

One MSF must be
completed each
training year to

One MSF must be
completed each
training year to

One MSF must be
completed each
training year to
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Evidence /
requirement

Notes

Year 1 (ST4)

Year 2 (ST5)

Year 3 (ST6)

released by the ES and
feedback discussed with the
resident before the ARCP. If
significant concerns are raised
then arrangements should be
made for a repeat MSF.

cover the generic
and clinical
capabilities required
IM training.

cover the generic
and clinical
capabilities required
IM training.

cover the generic
and clinical
capabilities required
IM training.

Supervised
Learning Events
(SLEs):

Acute care
assessment tool
(ACAT)

To be carried out by
consultants. Residents are
encouraged to undertake more
and supervisors may require
additional SLEs if concerns are
identified. SLEs should be
undertaken throughout the
training year by a range of
assessors. Structured feedback
should be given to aid the
resident’s personal
development and reflected on
by the resident.

If training in CiP1, 4
ACATs to be carried
out by consultants
supervising in the
acute unselected

take/post take setting.

Each ACAT must
include a minimum of
5 cases and should be
used for global
assessment of
resident’s
performance on take
or presenting new
patients on ward
rounds, encompassing
both individual cases
and overall
performance (eg

If training in CiP1, 4
ACATs to be carried
out by consultants
supervising in the
acute unselected

take/post take setting.

Each ACAT must
include a minimum of
5 cases and should be
used for global
assessment of
resident’s
performance on take
or presenting new
patients on ward
rounds, encompassing
both individual cases
and overall
performance (eg

4 ACATSs in final year of
IMS2 training to be
carried out by
consultants
supervising in the
acute unselected
take/post take setting.
Each ACAT must
include a minimum of
5 cases and should be
used for global
assessment of
resident’s
performance on take
or presenting new
patients on ward
rounds, encompassing
both individual cases
and overall
performance (eg
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prioritisation, working
with the team)

prioritisation, working
with the team)

prioritisation, working
with the team.

3 SLEs (CbDs and/or
mini-CEXs) to be
carried out by
consultants
supervising in IM

3 SLEs (CbDs and/or
mini-CEXs) to be
carried out by
consultants
supervising in IM

3 SLEs (CbDs and/or
mini-CEXs) to be
carried out by
consultants
supervising in IM

Valid ALS certificate

Valid ALS certificate

Valid ALS certificate
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At least one to be completed by end of IMS2

Participation in quality

improvement project or audit
encouraged throughout the

training

At least one Ql project
to be completed in
IMS2 and assessed
with quality
improvement project
tool (QIPAT) or
equivalent

Record number of
outpatient clinics in
specialties other than
the resident’s
specialty

Record number of
outpatient clinics in
specialties other than
the resident’s
specialty

Indicative minimum of
20 clinics in specialties
other than the
resident’s specialty by
the end of IMS2

Record estimate of
number of patients
presenting with acute
medical problems that
the resident has been
actively involved in
caring for

Record estimate of
number of patients
presenting with acute
medical problems that
the resident has been
actively involved in
caring for

Active involvement in
the care of an 750
patients presenting
with acute medical
problems by the end
of IMS2, with 100
patients in the final
year of training
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Record number of
months of experience
and training in
continuing ward care
of patients admitted
with acute medical
problems*

Record number of
months of experience
and training in
continuing ward care
of patients admitted
with acute medical
problems*

12 months of
experience and
training in continuing
ward care of patients
admitted with acute
medical problems by
end of IMS2, including
3 months in final year
of IMS2 training*

Record number of
hours of simulation
training to include
recognition of human
factors in interactions
in any year during
which a resident is
training in GIM

Record number of
hours of simulation
training to include
recognition of human
factors in interactions
in any year during
which a resident is
training in GIM

At least 12 hours of
simulation training to
include recognition of
human factor in
interactions during
IMS2, including at
least 4 hours in the
final year of IMS2
training

At least one Teaching Observation to be completed by end of IMS2

Minimum level of competence required for completion of IMS2 as shown

in Table below
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Evidence / Notes Year 1 (ST4) Year 2 (ST5) Year 3 (ST6)
requirement
Supervisors to make a judgement about a resident in relation to CiP3. A 4 week intensive placement in an acute medical until
will be acceptable as an alternative to 3 months inpatients experience in the final year

Practical procedural skills

Competence in the procedures below will have been achieved during IMS1 and should be maintained during IMS2 either by continued practice or
skills lab training. When a resident has been signed off as being able to perform a procedure independently they are not required to have any further
assessment (DOPS) of that procedure unless they or their educational supervisor think that this is required (in line with standard professional
conduct). This also applies to procedures that have been signed off during foundation training or in other training programmes (e.g. ACCS). Residents
must be able to outline the indications for the procedures listed in the table below and recognise the importance of valid consent, aseptic technique,
safe use of analgesia and local anaesthesia, minimisation of patient discomfort, and requesting for help when appropriate. NOTE: These procedural
skills are reviewed from time to time and residents should ensure they look at the Federation website for the latest guidance. For all practical
procedures the resident must be able to appreciate and recognise complications and respond appropriately if they arise, including calling for help
from colleagues in other specialties when necessary.

Practical procedure Practical procedure

Advanced cardiopulmonary resuscitation (CPR) Advanced cardiopulmonary resuscitation (CPR)
Leadership of CPR team Leadership of CPR team

cardioversion Competent to perform unsupervised

Lumbar puncture Competent to perform unsupervised
Nasogastric (NG) tube Competent to perform unsupervised

Pleural aspiration for fluid (diagnostic) Competent to perform unsupervised

It can be assumed that a resident who is capable of

performing pleural aspiration of fluid is capable of introducing

a needle to decompress a large symptomatic pneumothorax
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Practical procedure

Practical procedure

Abdominal paracentesis

Skills lab or satisfactory supervised practice

Access to circulation for resuscitation (femoral vein or
intraosseous)

The requirement is for a minimum of skills lab training or
satisfactory supervised practice in one of these two
mechanisms for obtaining access to the circulation to allow
infusion of fluid in the patient where peripheral venous access
cannot be established

Skills lab or satisfactory supervised practice

Central venous cannulation (internal jugular or subclavian)

Skills lab or satisfactory supervised practice

Intercostal drain for effusion*

Skills lab or satisfactory supervised practice

Intercostal drain for pneumothorax*

Skills lab or satisfactory supervised practice

Temporary cardiac pacing using an external device

Skills lab or satisfactory supervised practice

* Pleural procedures should be undertaken in line with the British Thoracic Society guidelines. Ultrasound guidance should be provided by a

pleural-trained ultrasound practitioner
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Outline grid of minimum level of entrustment expected for Internal Medicine clinical CiPs at the end of each year of
IMS2 training — single CCT

Level descriptors: Level 1: Entrusted to observe only — no clinical care; Level 2: Entrusted to act with direct supervision; Level 3: Entrusted to

act with indirect supervision; Level 4: Entrusted to act unsupervised

1. Managing an acute unselected take 3 3 4

2. Managing an acute specialty-related take 2 3 a

3. Providing continuity of care to medical inpatients, including management of 3 3 4
comorbidities and cognitive impairment

4. Managing patients in an outpatient clinic, ambulatory or community setting, 3 3 4
including management of long term conditions

5. Managing medical problems inpatients in other specialties and special cases 3 3 4

6. Managing a multi-disciplinary team including effective discharge planning 3 3 4

7. Delivering effective resuscitation and managing the acutely deteriorating patient 4 4 4

8. Managing end of life and applying palliative care skills 3 3 4

CRITICAL PROGRESSION POINT
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Training programme
Acute medical take

Whilst pure GIM training primarily concentrates on ongoing medical care of
residents, many GIM consultants contribute to the acute take and in order to be
competent in CiP1, this is an important part of the training. Residents should be
involved in the acute unselected medical take and be actively involved (have
sufficient input for their involvement to be recorded in the patient’s clinical notes) in
the care of an indicative 750 patients presenting with acute unselected medical
problems during IM stage 2 training.

Residents will need to demonstrate they have the required capabilities to manage
the acute unselected take at completion of training, hence it is required that they
are involved in the acute unselected take for an indicative three months in the final
year of training (e.g. three months of involvement with the acute unselected take
when undertaking other clinical activities; four weeks of attachment to an acute
medicine service with no concurrent specialty duties), during which time they must
be involved in the care of an indicative 100 patients presenting with acute
unselected medical problems.

Care of medical specialty patients with acute illness

It is recognised that not all specialties will have an acute specialty take but all will
receive patients in an unscheduled fashion. The resident should be able to manage
the specialty conditions with which the patient presents and provide management of
co-existing acute medical illness. Additionally, residents may be called upon to
provide internal medicine in-reach support for patients in non-medical specialties —
for example in managing medical conditions in post-operative patients.

Inpatients

Residents in internal medicine must be entrusted to provide continuity of care to
medical inpatients without supervision by completion of training (clinical CiP 3).
Residents will have had extensive experience and training in this capability during IM
stage 1; therefore during IM stage 2 they should build on this by undertaking an
indicative minimum of 12 months further experience and training in continuing ward
care of patients admitted with acute medical problems via the unselected take. To
confirm that residents are confident and capable of unsupervised practice at the
time of CCT an indicative minimum of three months of inpatient care should occur in
the last year of training.

The inpatient setting should provide residents with experience of the following:
e Assessment of patients during the course of acute medical illness
e Decision making during the course of acute medical illness
¢ Discussion with patients and relatives during the course of acute medical
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illness
e Management of the patient who is deteriorating, including decisions about
and implementation of plans for escalation of care (to HDU, ICU) or move to
palliative care
¢ Planning discharge of patients along with other members of the MDT.

In addition to the indicative minimum 12 months experience of inpatient care,
residents will acquire relevant skills, knowledge and behaviours (as detailed above
and in the CiP descriptors) in specialty settings such as the acute take, outpatients,
hospices, community and ambulatory care.

Non-procedural specialty experience

There are many opportunities within specialties to develop skills at chronic disease
management. Residents will come to Stage 2 GIM training with a variety of prior
experiences and may need to work with their ES to ensure they gain competencies in
diseease areas or specialties where they have had less exposure previously. This
enables the efficient future management of patients with multiple Long Term
Conditions (LTCs).

Developing expertise in managing patients with common disease clusters (such as
diabetes, hypertension and cardio- or cerebro-vascular disease) can be helped by
rotating through specialties seeking an emphasis on gaining competencies in their
non-procedural skills and knowledge.

It is expected that training outside pure GIM would be essential to develop the
necessary skills to deliver the depth of care for multi-morbid patients that we would
expect in pure GIM doctors in training. It is strongly recommended that ES provide
support in gaining experience such as 3 month rotations over the period of training
in key areas such as cardiology, neurology, diabetes and palliative care based on an
individual resident’s prior experience.

There may be opportunities within the pure GIM programme to take a deep-dive
into specific conditions or co-morbidities such as working with a specific service
(such as heart failure, renal failure, or hypertension teams) for some of the period of
training.

Outpatients
Residents should attend and be actively involved in an indicative minimum of 20

clinics that occur outside of their main specialty. Pure GIM residents are not
attending specialty clinics as part of specialty training, and therefore good residents
will be seeking to gather a much broader experience. Attending clinics across a
variety of specialties will increase this breath of experience, and the recommended
indicative number of 20 would be considered the bare minimum and experience
should be tailored for residents to give direct benefit for their training. Reflecting
changes in clinical practice, some of this training could be provided as community
experience, virtual clinics and work in ambulatory settings. The choice of clinic /
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experience should be driven by the educational needs of the resident, as identified
by the resident and their educational supervisor, with the educational objectives as
set out in the teaching and learning methods section. It has been agreed to consult
with group 1 SACs to determine a list of other speciality clinics that would most
benefit residents in their specialty. A recommended model is that the resident
should be able to attend blocks of clinics in a speciality rather than doing ad-hoc
clinics. This will support better skill and knowledge acquisition by developing a
training relationship with the clinic supervisors and receiving more meaningful
developmental feedback.

GIM clinics

In many hospitals, there are no General Internal Medicine clinics. Residents should
work with their ES/CSs to determine what more generalist clinics exist. Multi-morbid
patients requiring outpatient follow-up may be directed to slots within specialist
clinics and provide residents an opportunity to appreciate continuity of care
following inpatient stays.

Some outpatient clinics are by their nature relatively unselected, and these provide a
good training ground for pure GIM residents. Examples include syncope clinics,
general specialty clinics (such as general endocrine or neurology), non-specific
symptom cancer diagnostic clinics, medical unexplained symptoms clinics, and
breathlessness pathways.

Simulation

Simulation teaching involving human factors and scenarios training should be carried
out in IM stage 2 with refresher training for procedural skills where necessary.
Simulation can underpin assessment of the GPCs, for example, leadership and
teamworking, communication skills and time management, particularly for those
residents experiencing difficulty in accessing procedures or who have specific need
for updating skills.

Recommended training

Palliative and end of life care experience

Residents should be involved in the management of patients who are approaching
the end of their lives and be able to demonstrate that they can recognise such
patients and care for them and their families appropriately. Attachments with or
experience of working with a palliative care team are strongly recommended.
Residents should be capable of managing symptom control in dying patients in
addition to psychosocial issues in patients approaching the end of their life. Hospice
experience can often be organised by palliative care teams to appreciate their role in
patient care at the end of life.

Working with primary care and the community

Residents will need to demonstrate that they have an in-depth understanding of
primary care and community services, and they should be able to interact with them
appropriately and effectively. Rapid expansion of integrated care delivery models
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may allow residents to spend a period in the community setting. Experience of and
training in working across the primary-secondary care divide (e.g. rapid access
outpatient clinics, admission avoidance clinics, and ambulatory care) will be markers
of good practice.

Working in the manner of a consultant

At the completion of CCT doctors need to be able to function as independent
consultant practitioners. It will be a marker of good practice for residents in their
final year to be given up to three months of experience ‘acting up’ (with appropriate
supervision) as a consultant in Internal Medicine.
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Training resources links

JRCPTB Internal Medicine page - curriculum, decision aid, rough guide - curriculum,

decision aid, rough guide

JRCPTB physician trainer resources

Enhancing Generalist Skills from NHS England

Gold Guide - 9th Edition - Conference Of Postgraduate Medical Deans

(copmed.org.uk)

Glossary of abbreviations

ACAT Acute Care Assessment Tool

ALS Advanced Life Support

ARCP Annual Review of Competence Progression
AUS Acute Unselected Take

CiP Capabilities in Practice

CbD Case-based Discussion

CccT Certificate of Completion of Training
CS Clinical Supervisor

DOPS Direct Observation of Procedural Skills
EPA Entrustable Professional Activity

ES Educational Supervisor

ESR Educational Supervisor Report

GIM General Internal Medicine

GPC Generic Professional Capabilities

GMC General Medical Council

HoS Head of School

IMT Internal Medicine Training

JRCPTB Joint Royal Colleges of Physicians Training Board
MCR Multiple Consultant Report

Mini CEX Mini Clinical Evaluation Exercise

MSF Multi-Source Feedback

NTN National Training Number

OPCAT OutPatient Care Assessment Tool

PBD Project Based Discussion

PDP Professional Development Plan

PS Patient Survey

SLE Supervised Learning Event

WPBA Workplace Based Assessment
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https://www.thefederation.uk/training/specialties/internal-medicine
https://www.jrcptb.org.uk/training-certification/physician-trainer-resources
https://www.jrcptb.org.uk/training-certification/physician-trainer-resources
https://www.hee.nhs.uk/our-work/enhancing-generalist-skills/enhance-learning-resources/handbook
https://www.copmed.org.uk/publications/gold-guide/gold-guide-9th-edition
https://www.copmed.org.uk/publications/gold-guide/gold-guide-9th-edition
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