SUMMARY OF ASSESSMENT EVIDENCE FOR F2 YEAR 

Full Name:
 _____________

GMC No.
___________
	CASE BASED DISCUSSIONS
	DATE
	CBD State FOCUS
	NAME OF ASSESSOR Please ask SIX different assessors
	GRADE OF ASSESSOR (ALLOWABLE: CONS/Gp/SASG/SpR/ and Specialty trainees)
	ASSESSOR Reg No.NMC or GMC
	PLEASE STATE IF WRITTEN/VERBAL FEEDBACK GIVEN YES/NO

	1
	 
	 
	 
	 
	 
	 

	2
	 
	 
	 
	 
	 
	 

	3
	 
	 
	 
	 
	 
	 

	4
	 
	 
	 
	 
	 
	 

	5
	 
	 
	 
	 
	 
	 

	6
	 
	 
	 
	 
	 
	 

	

	MINI-CEX
	DATE
	MINICEX  State FOCUS State Clinical focus of Minicex
	NAME OF ASSESSOR Please ask SIX different assessors
	GRADE OF ASSESSOR (ALLOWABLE: CONS/Gp/SASG/SpR/ and Specialty trainees)
	ASSESSOR Reg No.NMC or GMC
	PLEASE STATE IF WRITTEN/VERBAL FEEDBACK GIVEN YES/NO

	1
	 
	 
	 
	 
	 
	 

	2
	 
	 
	 
	 
	 
	 

	3
	 
	 
	 
	 
	 
	 

	4
	 
	 
	 
	 
	 
	 

	5
	 
	 
	 
	 
	 
	 

	6
	 
	 
	 
	 
	 
	 


	DIRECTLY OBSERVED PROCEDURAL SKILLS
	DATE
	PROCEDURE
 F2 insert only from the list below *
	NAME OF ASSESSOR Please ask SIX different assessors
	GRADE OF ASSESSOR (ALLOWABLE: CONS/Gp/SASG/SpR/ and Specialty trainees)
	ASSESSOR Reg No.NMC or GMC
	PLEASE STATE IF WRITTEN/VERBAL FEEDBACK GIVEN YES/NO

	
	
	 
	
	
	
	

	1
	 
	 
	 
	 
	 
	 

	2
	 
	 
	 
	 
	 
	 

	3
	 
	 
	 
	 
	 
	 

	4
	 
	 
	 
	 
	 
	 

	5
	 
	 
	 
	 
	 
	 

	6
	 
	 
	 
	 
	 
	 


Sample of appropriate F2 DOPS* - Procedures should relate to clinical exposure in your placement
DC cardioversion


Pleural aspiration


Knee aspiration


Digital nerve block


Rectus sheath suturing


Uterine closure


Subcuticular suturing


Hysterosalphingogram


Trans vaginal ultra sound


Chest drain


Abdominal pericentesis


Skin Lesion
Lumbar puncture


Electrocautery


Reduction of Colles fracture


Suturing
/wound closure
Peritoneal tap


Using split lamp



Use of biometry machine


Joint reduction


Ultra sound scan aorta


Paediatric cannulation

Paediatric ABG

Paediatric lumbar puncture


TAB forms/ Team Assessment of Behaviour (Multi-source Feedback)



How many forms did you distribute?   State number = 
_____________


How many forms were returned?   State number =
_____________


How many Clinical Supervising Consultants did you ask to give you feedback via TAB forms?
State number = 
 ___________


Please state names of Clinical Supervising Consultants:


Have you discussed the collated summary of these forms with your Educational Supervisor? 


Yes/No

If No, please state the reason for this:
Educational Supervisor signature

Record of Generic Skills attendance, study leave, on-line learning taken during Northern Ireland Foundation Programme 2007-2009.  Please attach your current Haemovigilance Certificate.
	Session Content    
	Date(s) attended
	Certificate of attendance in Portfolio(Comment if unable to attend)
	Personal Reflective/Comment in e-portfolio Yes/No

	Intro/Clinical Audit
	 
	 
	 

 

	Team Working
	 
	 
	 

 

	Patient Safety 
	 
	 
	 

 

	Career Development
	 
	 
	 

 

	BBN/Ethical Issues
	 
	 
	 

 

	Acute Care Simulation 
	 
	 
	 

 

	Child Protection
	 
	 
	 

 

	Equality & Diversity
	 
	 
	 

 


Other Leave (Include all Courses, Taster Modules, etc)
	Session Content    
	Date(s) attended
	Venue
	Activity
	Personal reflection comment Yes/No 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 


	[image: image1.png]DTA - No and Medical and D 050 plorer provided by Free: =181

Fle Edt View Favortes Took Help

Qe - ) - %] [B] D] Pseach Joraones €] 20- L @ -

ke [ et et o o ECEEE

Northern Ireland
Medicel & Dentel Training Agency

mmmmm--m—

[Quick Navigation

Advanced [

H

1) i

Welcome to the NIMDTA homepage
Register

Academic Clinical Posts
The Northern Ireland Medical and Dental Training Agency

N o 15, 2005
oain (NIMDTA) is responsible for funding, managing and supparting
Help postgraduate medical and dental education within the Northern EpEtlly CoE e
Srlond Doanery ¢ provides ronge o servies fo those Round 2 Guidance to oy

] et fumw.imeea gov. ukhospial-medicine. [} [

Internet

B start| (5] inbox-tir... | 4 13Reminders | 8] Cardiovascul. | B cLnicaL a... | £ QOF exampl...[E]NiMDTA- N

<% 1





	CLINICAL AUDIT SUMMARY FORM

This form must be completed when you have finished your clinical audit project.  It should be returned to NIMDTA along with all supplementary evidence – such as your audit presentation (powerpoint presentation) or sample proforma


	YOUR DETAILS

	

	Your Name:
	     

	Your Supervisors Name:
	     

	Your Department/Location:
	     

	Did audit involve any other F2’s/other Dr’s?
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO

	If yes, please list names:
	     


	PROJECT SUPPORT
	
Input from Local Audit Department?

What input?

 FORMCHECKBOX 
  YES

 FORMCHECKBOX 
  NO

 FORMCHECKBOX 
  Registration

 FORMCHECKBOX 
Advice

 FORMCHECKBOX 
Actual Support

Input from Local Audit Facilitator?

What input?

 FORMCHECKBOX 
  YES

 FORMCHECKBOX 
  NO

 FORMCHECKBOX 
  Registration

 FORMCHECKBOX 
Advice

 FORMCHECKBOX 
Actual Support




	PROJECT DETAILS

	

	Audit Title:
	     

	Aim/Purpose:
	     

	Objectives
	     

	Standards used:
	     

	Sample Size used
	     

	Audit Outcome
	     

	Was audit presented?
	 FORMCHECKBOX 
  YES
	Have powerpoint slides been attached?     FORMCHECKBOX 
  YES

	If yes, please detail to whom, and what (if any) feedback was given
	     

	If no, please detail why?
	     

	Project timescales:
	Date Started:
	     
	Date Completed:
	     

	Signature/GMC number 


	                                                                                            Date : ____/____/______

	
	

	Supervisors Signature:
	                                                                                            Date : ____/____/______


PAGE  
1

