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1 Introduction

Core Medical Training (CMT) forms the first stage of speciality training for most
doctors training in physicianly specialties, i.e. those specialties managed by the Joint
Royal College of Physicians Training Board (JRCPTB). The approved curriculum for
CMT is a sub-set of both the curriculum for General Internal Medicine (GIM) and the
curriculum for Acute Internal Medicine (AIM). This document has been created for the
convenience of trainees, supervisors, tutors and programme directors. The body of
the document has been extracted from the approved curricula but only includes the
syllabus requirements for CMT and not the further requirements for acquiring a CCT
in GIM or AIM.

2 Rationale

2.1 Purposes of the curriculum

The purposes of this curriculum are to define the process of training and the
competencies needed for:

¢ the successful completion of Core Medical Training;
e the successful completion of the Acute Internal Medicine component of Acute
Care Common Stem training;

Mapping the 4 domains of the Good Medical Practice Framework for Appraisal and
Assessment to the curriculum has provided the opportunity to define skills and
behaviours which trainees require to communicate with patients, carers and their
families and how these will be assessed.

There is undoubtedly a need for physicians with the ability to investigate, treat and
diagnose patients with acute and chronic medical symptoms, with the provision of
high quality review skills for inpatients and outpatients fulfilling the requirement of

consultant-led continuity of care. This curriculum will provide physicians with these
skills.

2.2 Development

This curriculum was developed by a development group of the Sub Committee
responsible for Core Medical Training under the direction of the Joint Royal Colleges
of Physicians Training Board (JRCPTB). The members of the curriculum
development group have broad UK representation and include trainees and lay
persons as well as consultants who are actively involved in teaching and training.
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2.3 Training Pathway

Entry into Core Medical Training is possible following successful completion of a
Foundation Programme.

Selection Selection

| |

MRCP(UK) (UK)

| Workplace-based assessments :>

The training pathway for achievement of Core Medical Training generally for
two years

Diagram 1.0

CMT programmes are designed to deliver core training for specialty training by
acquisition of knowledge and skills as assessed by the work place based
assessments and the MRCP(UK). Programmes are usually for two years and are
broad based consisting of four to six placements in medical specialties. These
placements over the two years must include direct involvement in the acute medical
take. Trainees completing core training will have a solid platform from which to
continue into Specialty Training. Completion of CMT (or ACCS acute medicine) will
be required before entry into Specialty training at ST3.

The features of the CMT training programmes are:

Trainee led - the ePortfolio is designed to encourage a learner centred approach with
the support of Educational Supervisors. The ePortfolio contains tools to identify
educational needs, enables the setting of learning goals, reflective learning and
personal development.

Competency based — the curricula outline competencies that trainees must reach by
the end of the programme. The curriculum is directly linked to the ePortfolio as it
defines standards required for good medical practice and formal assessments
including the MRCP(UK) for CMT.
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Continuation of Good Medical practice — building on Foundation training the
curriculum contains important emphasis on generic competencies necessary for
practice as a physician.

Supervision — each trainee has a series of people with clearly defined roles and
responsibilities overseeing their training including Clinical Supervisor, Educational
Supervisor, College Tutor, CMT Programme Director, and Head of School.

Appraisal meetings with Supervisor — regular appraisal meetings and review of
competence progression are set out in the ePortfolio.

Workplace-based assessments — regular workplace-based assessments (more
frequently known as Supervised Learning Events) are conducted throughout training
building on those used in the Foundation programme with an annual ARCP. These
include the Acute Care Assessment Tool (ACAT), Case Based Discussion (CbD),
mini-Clinical Evaluation Exercise (mini-CEX) and multisource feedback (MSF) with
additional new assessment methods to assess Audit (AA) and Teaching (TO) and
are detailed in Section 5.3.

MRCP(UK) examination — the various parts of the MRCP(UK) have been mapped to
the curriculum for CMT and this provides a knowledge base assessment for CMT.

2.4 Accreditation of Transferrable Competences

When moving from one approved training programme to another, a trainee doctor
who has gained relevant competences in core, specialty or general practice training
should not have to repeat training already achieved. The Academy of Medical Royal
Colleges (AoMRC) Accreditation of Transferable Competences Framework or ATCF
(www.aomrc.org.uk/publications/reports-a-guidance.html) assists trainees in
transferring competences achieved in one training programme, where appropriate
and valid, to another. This could save time for trainee doctors who decide to change
career path after completing a part of one training programme and transfer to a place
in another training programme. The ATCF applies only to those moving between
periods of GMC approved training. It is aimed at the early years of training. The time
to be recognised within the ATCF is subject to review at the first Annual Review of
Competence Progression (ARCP) in the new training programme.

The CMT programme accepts transferable competences from Acute Care Common
Stem (ACCS) Anaesthesia [Anaes], ACCS Emergency Medicine [EM] and ACCS
Intensive Care Medicine [ICM]. ATCF also applies for trainees who complete ST1-3
of the EM run through programme.

Details of the maximum duration and a mapping of transferrable competences are
set out below.

Guidance for ACCS [Anaes, EM and ICM] and run through EM trainees
transferring to CMT

ATCF will only be available to doctors who have successfully completed at least one
year of an ACCS [Anaes, EM and ICM] programme and have obtained ARCP
outcome 1 or ST1-3 of a run through EM programme with an ARCP outcome 1 The
maximum amount of time that can be credited for competences obtained during
ACCS [Anaes, EM and ICM] or run through EM is 12 months towards training in
CMT. Approval for the previous experience must be agreed by the relevant CMT
training programme director and must be reviewed and confirmed at the first CMT
ARCP.
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The decision as to whether competencies achieved will transfer to the CMT
programme will be made on an individual trainee basis.

The table below defines which components of other programmes will be recognised

for CMT.
1st CCT Transferring Completed Expected Maximum
Programme to component counted time | counted time
ACCS [Anaes] | CMT EM, GIM, ICM | 6 months GIM | 12 months
[EM] [ICM] 3 months EM

3 months ICM
ST1-3 EM CMT EM, GIM, ICM | 6 months GIM | 12 months

3 months EM

3 months ICM

2.5 Enrolment with JRCPTB

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

2.6 Duration of training
Core Medical Training from ST1 will usually be completed in 2 years in full time

training. Duration of specialty training to CCT will vary by speciality.

2.7 Less Than Full Time Training

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

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

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

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

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

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

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

3 Content of learning

This section lists the specific knowledge, skills, and behaviours to be attained
throughout training in Core Medical Training.

Each stage of learning in the curriculum has defined the competencies to be attained
by the trainee within the domains of knowledge, skills and behaviours. The
competencies are presented in five parts:

Symptom Competences - define the knowledge, skills and attitudes required for each
level of learning for different problems with which a patient may present. These
symptoms are further broken down in to “emergency”, “top presentations” and “other
important presentations”. The top presentations are listed together to emphasise the
frequency with which these problems are encountered in clinical practice, and are
followed by the other important presentations; based on medical admissions unit

audit data.

System Specific Competences - define competencies to be attained by the end of
training, and also lists the conditions and basic science of which the trainee must
acquire knowledge.

Investigation Competences - lists investigations that a trainee must be able to
describe, order, and interpret by the end of training.

Procedural Competences - lists procedures that a trainee should be competent in by
the end of training.

3.1 Good Medical Practice

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

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

Domain 2 — Safety and Quality

Domain 3 — Communication, Partnership and Teamwork

Domain 4 — Maintaining Trust

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

2009 Core Medical Training curriculum (amendments approved 28 August 2013) Page 7 of 181


http://www.gmc-uk.org/about/reform/Framework_4_3.pdf

3.2 Syllabus

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

“GMP” defines which of the 4 domains of the Good Medical Practice Framework for

Appraisal and Assessment are addressed by each competency. See section 5.3 for
more detalils.
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Common Competencies

The common competencies are those that should be acquired by all physicians
during their training period starting within the undergraduate career and developed
throughout the postgraduate career.

Assessment of acquisition of the common competencies

For trainees within core training, knowledge of all the common competencies may be
tested while taking the three parts of the MRCP(UK) examination. Competence to at
least level 2 descriptors will be expected prior to progression into specialty training.
Further assessment will be undertaken as outlined by the various workplace-based
assessments listed.

The first three common competencies cover the simple principles of history taking
clinical examination and therapeutics and prescribing. These are competencies with
which the specialist trainee should be well acquainted from Foundation training. Itis
vital that these competencies are practised to a high level by all specialty trainees
who should be able to achieve competencies to the highest descriptor level early in
their specialty training career. There are four descriptor levels. It is anticipated that
CMT trainees will achieve competencies to level 2 and GIM trainees will achieve
competencies to level 4.

History taking

To progressively develop the ability to obtain a relevant focussed history from increasingly
complex patients and challenging circumstances

To record accurately and synthesise history with clinical examination and formulation of
management plan according to likely clinical evolution

Assessment GMP

Knowledge Methods Domains

Recognise the importance of different elements of history MRCP(UK) Part 1, 1
MRCP(UK) Part 2,
PACES, mini-CEX

Recognise the importance of clinical (particularly cognitive mini-CEX 1
impairment), psychological, social, cultural and nutritional factors

particularly those relating to ethnicity, race, cultural or religious

beliefs and preferences, sexual orientation, gender and disability

Recognise that patients do not present history in structured fashion =~ MRCP(UK) Part 1, 1,3
and that the history may be influenced by the presence of acute and MRCP(UK) Part 2,
chronic medical conditions PACES, ACAT, mini-
CEX
Know likely causes and risk factors for conditions relevant to mode MRCP(UK) Part 1, 1
of presentation MRCP(UK) Part 2,
PACES, mini-CEX
Recognise that history should inform examination, investigation and MRCP(UK) Part 1, 1
management MRCP(UK) Part 2,
PACES, mini-CEX
Recognise normal adolescent biological, psychological and social mini-CEX, CbD 1

development and its impact upon health and iliness, particularly, key
determinants of adolescent or young adult health such as
deprivation and the importance of adolescent health for adult health

Skills

Identify and overcome possible barriers (eg cognitive impairment) to PACES, mini-CEX 1,3
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effective communication

Manage time and draw consultation to a close appropriately PACES, mini-CEX 1,3
Supplement history with standardised instruments or questionnaires PACES, ACAT, mini- 1
when relevant CEX

Manage alternative and conflicting views from family, carers and PACES, ACAT, mini- 1,3
friends CEX

Assimilate history from the available information from patient and PACES, ACAT, mini- 1,3
other sources CEX

Recognise and interpret the use of non verbal communication from PACES, mini-CEX 1,3

patients and carers

Focus on relevant aspects of history MRCP(UK) Part 1, 1,3
MRCP(UK) Part 2,
PACES, ACAT, mini-
CEX

Identify and overcome possible barriers to effective communication mini-CEX 1,3
with adolescents and young adults, enabling adolescents and young

adults to be seen on their own without their parents/carers and

explaining about confidentiality

Behaviours

Show respect and behave in accordance with Good Medical PACES, ACAT, mini- 3,4
Practice CEX

Level Descriptor

Obtains, records and presents accurate clinical history relevant to the clinical presentation
1 Elicits most important positive and negative indicators of diagnosis
Starts to ignore irrelevant information

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

2 Demonstrates ability to target history to discriminate between likely clinical diagnoses
Records information in most informative fashion
Demonstrates ability to rapidly obtain relevant history in context of severely ill patients

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

patient / relatives
Demonstrates ability to keep interview focussed on most important clinical issues

Able to quickly focus questioning to establish working diagnosis and relate to relevant
4 examination, investigation and management plan in most acute and common chronic conditions
in almost any environment

Clinical examination

To progressively develop the ability to perform focussed and accurate clinical examination in
increasingly complex patients and challenging circumstances

To relate physical findings to history in order to establish diagnosis and formulate a
management plan

Assessment GMP

Knowledge Methods Domains

Understand the need for a valid clinical examination MRCP(UK) Part 1, 1
MRCP(UK) Part 2,
PACES, CbD, mini-
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and negative physical signs

Skills

and report to appropriate agencies

Behaviours

Practice

Level Descriptor

Understand the basis for clinical signs and the relevance of positive

Recognise constraints to performing physical examination and
strategies that may be used to overcome them

Recognise the limitations of physical examination and the need for
adjunctive forms of assessment to confirm diagnosis

Perform an examination relevant to the presentation and risk factors
that is valid, targeted and time efficient

Recognise the possibility of deliberate harm in vulnerable patients

Interpret findings from the history, physical examination and mental
state examination, appreciating the importance of clinical,
psychological, religious, social and cultural factors

Actively elicit important clinical findings

Perform relevant adjunctive examinations including cognitive
examination such as Mini Mental state Examination (MMSE) and
Abbreviated Mental Test Score (AMTS)

Show respect and behaves in accordance with Good Medical

CEX

MRCP(UK) Part 1, 1
MRCP(UK) Part 2,
PACES, ACAT, ChD,
mini-CEX

MRCP(UK) Part 1, 1
MRCP(UK) Part 2,
PACES, CbD, mini-

CEX

MRCP(UK) Part 1, 1
MRCP(UK) Part 2,
PACES, ACAT, CbD,
mini-CEX

PACES, ACAT, CbD, 1

mini-CEX

ACAT, CbD, mini- 1,2
CEX

mini-CEX, CbD 1

PACES, CbD, mini- 1
CEX

PACES, CbD, mini- 1
CEX

PACES, CbD, mini- 1,4
CEX, MSF

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

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

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

Actively seeks and elicits relevant positive and negative signs

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

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

Elicits subtle findings

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

Rapidly and accurately performs and interprets focussed clinical examination in challenging
circumstances e.g. acute medical or surgical emergency
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Therapeutics and safe prescribing

To progressively develop your ability to prescribe, review and monitor appropriate medication
relevant to clinical practice including therapeutic and preventative indications

Assessment
Methods

GMP
Domains

Knowledge

Recall indications, contraindications, side effects, drug interactions
and dosage of commonly used drugs

Recall range of adverse drug reactions to commonly used drugs,
including complementary medicines

Recall drugs requiring therapeutic drug monitoring and interpret
results

Outline tools to promote patient safety and prescribing, including IT
systems

Define the effects of age, body size, organ dysfunction and
concurrent illness on drug distribution and metabolism relevant to
the trainees practice

Recognise the roles of regulatory agencies involved in drug use,
monitoring and licensing (e.g. National Institute for Clinical
Excellence (NICE), Committee on Safety of Medicines (CSM), and
Healthcare Products Regulatory Agency and hospital formulary
committees

Review the continuing need for long term medications relevant to
the trainees clinical practice

Anticipate and avoid defined drug interactions, including
complementary medicines

Advise patients (and carers) about important interactions and
adverse drug effects

Make appropriate dose adjustments following therapeutic drug
monitoring, or physiological change (e.g. deteriorating renal
function)

Use IT prescribing tools where available to improve safety

Employ validated methods to improve patient concordance with
prescribed medication, and recognise when a pre-existing medical
condition such as cognitive impairment affects compliance

Provide comprehensible explanations to the patient, and carers
when relevant, for the use of medicines

MRCP(UK) Part 1,
MRCP(UK) Part 2,
PACES, ACAT, CbD,
mini-CEX

MRCP(UK) Part 1,
MRCP(UK) Part 2,
PACES, ACAT, CbD,
mini-CEX

MRCP(UK) Part 1,
MRCP(UK) Part 2,
PACES, ACAT, ChD,
mini-CEX

ACAT, CbD, mini-
CEX

MRCP(UK) Part 1,
ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX

PACES, ACAT, CbD,
mini-CEX

MRCP(UK) Part 1,
MRCP(UK) Part 2,
ACAT, CbD, mini-
CEX

PACES, ACAT, CbD,
mini-CEX

MRCP(UK) Part 1,
MRCP(UK) Part 2,
ACAT, CbD, mini-
CEX

ACAT, CbD, mini-
CEX

ACAT, mini-CEX

PACES, ACAT, CbD,
mini-CEX

1,2

1,2

1,2

Skills

1,2

1,3

1,2

1,3

1,3

Behaviours

Recognise the benefit of minimising number of medications taken by PACES, ACAT, ChD,

1
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a patient mini-CEX

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

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

medication issues CEX

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

the role of a Drug Formulary CEX

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

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

Remain up to date with therapeutic alerts, and respond ACAT, CbD 1
appropriately

Level Descriptor

1 Understands the importance of patient compliance with prescribed medication
Outlines the adverse effects of commonly prescribed medicines
Uses reference works to ensure accurate, precise prescribing

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

3/4 | Is aware of the regulatory bodies relevant to prescribed medicines both locally and nationally

Ensures that resources are used in the most effective way for patient benefit

This part of the generic competencies relate to direct clinical practice; the importance
of patient needs at the centre of care and of promotion of patient safety, team
working, and high quality infection control. Furthermore, the prevalence of long term
conditions in patient presentation to general internal medicine means that specific
competencies have been defined that are mandated in the management of this group
of patients. Many of these competencies will have been acquired during the
Foundation programme and core training but as part of the maturation process for
the physician these competencies will become more finely honed and all trainees
should be able to demonstrate the competencies as described by the highest level
descriptors by the time of their CCT
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Time management and decision making

To become increasingly able to prioritise and organise clinical and clerical duties in order to
optimise patient care. To become increasingly able to make appropriate clinical and clerical
decisions in order to optimise the effectiveness of the clinical team resource

Knowledge Assessment GMP

Understand that organisation is key to time management ACAT, CbD 1

Understand that some tasks are more urgent or more important than MRCP(UK) Part 1, 1

others MRCP(UK) Part 2,
ACAT, CbD

Understand the need to prioritise work according to urgency and MRCP(UK) Part 1, 1

importance MRCP(UK) Part 2,
ACAT, CbD

Understand that some tasks may have to wait or be delegated to ACAT, CbD 1

others

Outline techniques for improving time management ACAT, CbD 1

Understand the importance of prompt investigation, diagnosis and MRCP(UK) Part 1, 1,2

treatment in disease management MRCP(UK) Part 2,
ACAT, CbD, mini-
CEX

SIS

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

arise CEX

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

accordingly CEX

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

working CEX

Recognise the most urgent / important tasks and ensure that they ACAT, CbD, mini- 1

are managed expediently CEX

Regularly review and re-prioritise personal and team work load ACAT, CbD, mini- 1
CEX

Organise and manage workload effectively ACAT, CbD, mini- 1
CEX

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

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

rectify the situation

Communicate changes in priority to others ACAT, MSF 1

Remain calm in stressful or high pressure situations and adopt a ACAT, MSF 1

timely, rational approach

Level Descriptor

Recognises the need to identify work and compiles a list of tasks
Works systematically through tasks with little attempt to prioritise
1 Needs direction to identify most important tasks

Sometimes slow to perform important work

Does not use other members of the clinical team
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Finds high workload very stressful

Organises work appropriately but does not always respond to or anticipate when priorities should
be changed

2 Starting to recognise which tasks are most urgent
Starting to utilise other members of the clinical team but not yet able to organise their work
Requires some direction to ensure that all tasks completed in a timely fashion

Recognises the most important tasks and responds appropriately
Anticipates when priorities should be changed

3 Starting to lead and direct the clinical team in effective fashion
Supports others who are falling behind

Requires minimal organisational supervision

Automatically prioritises and manages workload in most effective fashion
Communicates and delegates rapidly and clearly

Automatically responsible for organising the clinical team

Calm leadership in stressful situations

Decision making and clinical reasoning

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

To progressively develop the ability to prioritise the diagnostic and therapeutic plan
To be able to communicate the diagnostic and therapeutic plan appropriately

Assessment GMP
Knowledge Methods Domains
Define the steps of diagnostic reasoning: ACAT, CbD, mini- 1

CEX
Interpret history and clinical signs MRCP(UK) Part 1, 1

MRCP(UK) Part 2,
PACES, ACAT, ChD,

mini-CEX

Conceptualise clinical problem PACES, ACAT, ChD, 1
mini-CEX

Generate hypothesis within context of clinical likelihood MRCP(UK) Part 1, 1

MRCP(UK) Part 2,
PACES, ACAT, CbD,

mini-CEX

Test, refine and verify hypotheses PACES, ACAT, CbD, 1
mini-CEX

Develop problem list and action plan MRCP(UK) Part 1, 1

MRCP(UK) Part 2,
PACES, ACAT, ChD,

mini-CEX
Recognise how to use expert advice, clinical guidelines and PACES, ACAT, ChD, 1
algorithms mini-CEX
Recognises the need to determine the best value and most effective  MRCP(UK) Part 1, 1,2
treatment both for the individual patient and for a patient cohort MRCP(UK) Part 2,
PACES, ACAT, ChD,
mini-CEX
Define the concepts of disease natural history and assessment of ACAT, CbD, mini- 1
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risk

Recall methods and associated problems of quantifying risk e.g.
cohort studies

Outline the concepts and drawbacks of quantitative assessment of
risk or benefit e.g. numbers needed to treat

Describe commonly used statistical methodology

Know how relative and absolute risks are derived and the meaning
of the terms predictive value, sensitivity and specificity in relation to
diagnostic tests

Knows how to use expert advice, clinical guidelines and algorithms
and is aware that patients may also use non-medical information
sources

Interpret clinical features, their reliability and relevance to clinical
scenarios including recognition of the breadth of presentation of
common disorders

Recognise critical illness and respond with due urgency

Generate plausible hypothesis(es) following patient assessment

Construct a concise and applicable problem list using available
information

Construct an appropriate management plan and communicate this
effectively to the patient, parents and carers where relevant

Define the relevance of an estimated risk of a future event to an
individual patient

Use risk calculators appropriately

Apply quantitative data of risks and benefits of therapeutic
intervention to an individual patient

Behaviours

Recognise the difficulties in predicting occurrence of future events

Show willingness to discuss intelligibly with a patient the notion and
difficulties of prediction of future events, and benefit/risk balance of
therapeutic intervention

Be willing to facilitate patient choice

Show willingness to search for evidence to support clinical decision
making

Demonstrate ability to identify one’s own biases and inconsistencies
in clinical reasoning

Level Descriptor
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CEX

ACAT, CbD 1
ACAT, CbD 1
CbD, mini-CEX 1
MRCP(UK) Part 1, 1
CbD, mini-CEX

AA, CbD 1

Skills

MRCP(UK) Part 1, 1
MRCP(UK) Part 2,
PACES, ACAT, CbD,
mini-CEX

MRCP(UK) Part 1, 1
MRCP(UK) Part 2,
ACAT, CbD, mini-

CEX

PACES, ACAT, CbD, 1
mini-CEX

MRCP(UK) Part 1, 1
MRCP(UK) Par