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INTRODUCTION

This is the core curriculum statement produced by the Royal College of General Practitioners (RCGP) that
defines the learning outcomes for the discipline of general practice and describes the skills required to
practise medicine as a general practitioner in the National Health Service (NHS) of the United Kingdom.

Rationale for this curriculum statement

This statement covers the core competences required to become a general practitioner (GP), and
outlines the elements of the discipline. Specific clinical areas of application are dealt with
elsewhere; this ‘core’ statement underpins them all.

Several documents in this area are already available. The publication Good Medic&c ce
(1998), produced by the General Medical Council (GMC), provides a framework against which
doctors can judge their own performance and by which they can also be judged.! d Medical
Practice for General Practitioners (2002) was developed from this text by the RCG the General
Practitioners Committee of the BMA, and designed specifically for GPs.2 Eac the curriculum
statements produced by the RCGP has been mapped to statements in th?cument to ensure
that coverage of the professional expectations of the discipline is co illustration of this
cross-referencing is provided in Appendix 1. {

The curriculum statement is based on the framework staten‘%‘ r the discipline of general
practice developed by WONCA Europe, and formally launch ing its meeting in London in
2002 and revised in 2005.3 The WONCA framework was s&s quently endorsed by the RCGP
and the Joint Committee on Postgraduate Training for General Practice (JCPTGP) here in the UK.
In developing its new curriculum a number of mo @re considered by the RCGP, including
those put forward from the Oxford Region,* and t&odel developed by the Royal Australian
College of General Practitioners.> The decision to e the WONCA Europe framework was taken
because of its international applicability and acceptance by the national colleges and associations
of family medicine in 30 countries in Euro %e United Kingdom is, like other European Union
and EEA countries, subject to EU Dir /16,6 which promotes free movement of doctors
through mutual recognition of tram@rectlve 93/16 only defines the length and placement of
training, however, and so it is clear family doctors should receive training that enables them
to practise across Europe.

The WONCA Europe D%lon contains a description of 11 fundamental characteristics of
general practice, a role ion of the specialist in family medicine and the competence
framework derived f hese (they appear in Appendix 2). The 11 characteristics of the
discipline relate t ilities that every specialist family doctor should master. They are not
specific to any particular type of healthcare system, or to any pathological conditions.

Further work carried out by EURACT, the education network organisation of WONCA
Europe, h er analysed the six categories of core competences and this has greatly assisted
design currlculum 7

U&%Ith priorities

General practice is a key element of all healthcare systems in Europe and is recognised by health
service providers as being of ever-increasing importance.8 International evidence indicates that
health systems based on effective primary care, with highly trained generalist physicians (family
doctors) practising in the community, deliver care that is both more cost-effective and more
clinically effective than in systems that place less emphasis on primary care.?

In the United Kingdom, general practice has been a fundamental element of healthcare
provision since the inception of the National Health Service in 1948. Since 1948 patients have had
the right to choose their GP and primary healthcare provider. This right to choose to register with
a practice is a fundamental building block of the NHS. GPs in the UK carried out 261 million




consultations in 2001, or 741,000 each day. On average, patients consult their GPs five times a
year.

The importance of general practice has been further emphasised by some of the changes to the
structure of the NHS, such as the development of the ‘Primary Care-Led NHS’, the development
of GP fundholding, and more recently the emergence of primary care trusts (PCTs) and other
primary care organisations (PCOs) as major commissioners of health care for local populations
across the UK.

Society has altered over the last 30 years, and there has been an increasing role for the patient
as a determining factor in health care and its provision. The opinion of the clinician is no longer
regarded as sacrosanct and a new dialogue is emerging between healthcare consumers and
providers. The expectations of patients, the interest of politicians and the media, the impact of
new information systems such as the internet and the increasing cost and complexity. of
healthcare delivery all have resulted in a climate of continual change. The future GP ha&\o ly
to be aware of this but also thrive in such an environment. Family doctors must inue to
practise medicine as clinical generalists, applying the 11 fundamental characteristies, but they
also need to be involved in the continuing development of their healthcare system. As individual
professionals they must adapt and grow in order to meet these new challenge()

N

Using the six independent domains of core competences, and %@ee background features of

The RCGP domains of competence and essential featur

the discipline described in the WONCA 2005 definition and th ning outcomes developed by
EURACT, the RCGP further developed the domains of comlﬁ\ e and background (now called
essential features) in 2004. These provide the framework{ e development of the curriculum
for general practice both for the core competences. o family doctor, and also for specific
content areas in general practice. These are summarixglow

The six domains of core competences: /
Primary care management

Person-centred care Q
Specific problem-solving sklllo

A comprehensive approach

Community orlentatlo

A holistic approach. g

The essential featur

As a person-centred scientific discipline, the three essential features should be considered as
fundamental. These are:

dl: using the context of the person, the family, the community and their culture

SR w =

2. Attitudinal: based on the doctor’s professional capabilities, values and ethics
ific: adopting a critical and research-based approach to practice, and maintaining this
ugh continuing learning and quality improvement.



LEARNING OUTCOMES

In order to demonstrate competence as a GP, the learner will need to acquire knowledge, skills
and professional attitudes in a number of areas. The scope of these core competences is described
below.

From the end of basic medical education to the completion of specialist training it is envisaged
that learners will develop progressively in all these competence areas from a state of being a
novice to that, in some cases, of becoming an expert.1

Successful completion of training will be judged to have occurred once a learner has been
considered competent by the Postgraduate Medical Education and Training Board (PMETB),
which sets the standards for all postgraduate medical training in the UK. Compe %is
technically defined as acquiring knowledge in order to develop expertise, knowled&a is
increasingly ‘coherent, principled, useful and goal-orientated’.!

In cases where duplication might occur (the referral process could be placed i ragraphs 1.3,
1.4 and 1.5, for example) the competence concerned has been described in onl)c) lace.

The RCGP domains of competenc®<\

Domain 1 - Primary care management @

The work of the GP is primarily focused on populations Wiﬂ&g\l prevalence of serious disease,
so it is crucial that the physician develops concepts of health, function and quality of life as well
as models of disease. This finds expression, first, i e preventative and health promotion
activities of physicians and in risk management. It.is also expressed in decisions made in
palliative and terminal care. Family doctors are also increasingly challenged by the need to be
conscious of healthcare costs. An understanding of cost-efficiency is therefore a key learning
issue for physicians in training. %

In caring for patients, GPs work wit tended team of other professionals in primary care,
both within their own practice and i ocal community, and also with specialists in secondary
care, using the diagnostic and treatment resources available in hospitals. Thus primary care
education must promote learn'r@‘nat integrates different disciplines within the complex team of
the NHS. Wcialist registrars (GP) must learn the importance of supporting

patients’ decisions achﬁagemerﬁ of their health problems and communicating how that

care will be delivered NHS team as a whole.

This competencg@)oncerned with the ability

1.1To e primary contact with patients, dealing with unselected problems.
is requires:
& Knowledge of the epidemiology of problems presenting in primary care
& * Mastering an approach that allows easy access for patients with unselected
problems
e An organisational approach to the management of chronic conditions
e Knowledge of conditions encountered in primary care and their treatment.



1.2 To cover the full range of health conditions.
This requires:

e Knowledge of preventative activities required in the practice of primary care

e Skills in acute, chronic, preventative, palliative and emergency care

e Clinical skills in history-taking, physical examination and use of ancillary tests to
diagnose conditions presented by patients in primary care

e Skills in therapeutics, including drug and non-drug approaches to treatment of
these conditions

e The ability to prioritise problems.

1.3 To coordinate care with other professionals in primary care and with other specialists.

This requires:

e Knowing how NHS primary care is organised \

e Understanding the importance of excellent communication with patient@staff
skills in effective teamwork.

1.4 To master effective and appropriate care provision and health service ﬁ)@*ion.

This requires:

e Knowledge of the structure of the healthcare system and tn&ion of primary
care within the wider NHS S

e Understanding the processes of referral into second )@‘ and other care
pathways K

e Skills in managing the interface between prima&@ secondary care including
communication with other professionals.

1.5 To make available to the patient the approprig@rvices within the healthcare system.
This requires:
e Communications skills for counselligé teaching and treating patients and their

families/ carers
e Organisational skills for reco ing, information management, teamwork,
running a practice and audi he quality of care.

1.6 To act as advocate for the p@'nt.
This requires:
e Developing a taining a relationship and a style of communication that
treats the pati an equal and does not patronise the patient
e Skillsin ?gﬁze leadership, negotiation and compromise.

Domain2-P n-centred care

In his nine 'Ifiples of family medicine, McWhinney quoted three as basic (core) elements:
he person rather than to a particular body of knowledge; seeking to understand
f the illness; and attaching importance to the subjective aspects of medicine.l2 A
p -centred approach is more than just a way of acting: it is a way of thinking. It means
a&s seeing the patient as a unique person in a unique context and taking into account patient
preferences and expectations at every step in a patient-centred consultation.’® Sharing the
management of problems with the patient and disagreement over how to use limited resources in
a fair manner may raise ethical issues that challenge the doctor: the ability to resolve these issues
without damaging the doctor-patient relationship is important.

Person-centred care places great emphasis on the continuity of the relationship process.
Continuity is a large, multidimensional issue that includes many different aspects, but it can be
split up into three main types: personal continuity (seeing the same doctor); episodic continuity
(ensuring that information is always available when taking over or referring); and the continuity
provided by the discipline (which guarantees organised 24-hour care).’* McWhinney stresses that
the key word is responsibility, not personal availability at all times.12



This competence is concerned with the ability

2.1 To adopt a person-centred approach in dealing with patients and their problems, in the
context of patient’s circumstances.
This requires:
e The basic scientific knowledge and an understanding of the individual, together
with his or her aims and expectations in life
e The development of a frame of reference to understand and deal with the family,
community, social and cultural dimensions in a person’s attitudes, values and
beliefs
e Mastering patient illness and disease concepts

e The skills and attitudes to apply these in practice. %

2.2 To use the general practice consultation to bring about an effective doctor—patle
relationship, with respect for the patient’s autonomy.
This requires: O
e Adopting a patient-centred consultation model that explores the nt’s ideas,
concerns and expectations, integrates the doctor’s agenda, find mon ground
and negotiates a mutual plan for the future 9
e Communicating findings in a comprehensible way, helpl ents to reflect on
their own concepts and finding common ground for f dec1510n—mak1ng
e Making decisions that respect the patient’s autono%
e Being aware of subjectivity in the medical relatlm from both the patient’s side
(feelings, values and preferences) and from th or’s side (self-awareness of
values, attitudes and feelings).

2.3 To communicate, to set priorities and to act s\@nership.
This requires:
e The skills and attitude to establish a/partnership
e The skills and attitude to achi a balance between emotional distance and
proximity to the patient.

2.4 To provide long-term contlntc) care as determined by the needs of the patient,
referring to continuing and rdinated care management.
This requires:
. Understandm% mastering the three aspects of continuity: personal continuity;
episodic ¢ (making the appropriate medical information available for

each pat@ ntact); and continuity of care (24 hours a day and 365 days a year)

e The o help the patient understand and achieve an appropriate work-life

bal@

e Utilising disease registers and data-recording templates effectively for
portunistic and planned monitoring of long-term conditions to ensure

O continuity of care between different healthcare providers.

Dﬁl&n 3 — Specific problem-solving skills

Problem-solving in general practice is highly context specific. The skills required relate to the
context in which the problems are encountered, the natural history of the problems themselves,
the personal characteristics of patients, the personal characteristics of the doctors who manage
them and the resources they have at their disposal.

Focusing on problem-solving is a crucial part of GP training because family doctors need to
adopt a problem-based approach rather than a disease-based approach. Because most learning
| occurs in secondary care environments, many trainees-specialist registrars (GP) find it hard to

* for those in employment

10



adjust to the differences in problem-solving between general practice and hospital work. These
differences were described by Marinker in the following terms: GPs in solving problems have to
tolerate uncertainty, explore probability and marginalise danger, whereas hospital specialists
have to reduce uncertainty, explore possibility and marginalise error.’> Although this model
polarises these two situations, it provides some useful pointers, and each learner will need to
work out how differences occur in specific clinical contexts.

There are certain models of general practice problem-solving that should be considered. The
concept of the hypothetic-deductive model was described by Marinker in the RCGP text that
underpinned early general practice training in the UK.1® Another approach is to use pattern
recognition or learning scripts, which clarify the problem-solving strategy of the doctor and can
be employed in teaching about specific cases.’” And there are a number of other consultation
frameworks that may assist learners in understanding this topic (Pendleton et al.,8 S@d

Davis,'® Neighbour,20 Cambridge Calgary??).
Use of time as part of the diagnostic process, incremental investigation and }@ with

uncertainty are part of the skills of learning general practice. There is a growing bod iterature
on these topics to support teachers who want to encourage learners to reﬂect@these unique
aspects of problem-solving.22 0

This competence is concerned with the ability @Q
3.1 To relate specific decision-making processes to the prevk@and incidence of illness in
the community.
This requires: @
e Knowledge of the prevalence and incidence of disease
e Knowledge of the practice community distribution, prevalence of chronic
diseases)
e The skills to apply specific decision—yking (using tools such as clinical reasoning
and decision rules).

3.2 To selectively gather and interpre %lation from history-taking, physical examination
and investigations, and apply i appropriate management plan in collaboration with
the patient.

This requires: O

e Knowledge of rel @ questions in the history and items in the physical
examination rel@ to the problem presented

e Knowledge of t tient’s relevant context, including family, social and
occupatio ctors

. Know&qge of available investigations and treatment resources

e History-taking and physical examination skills, and skills in interpreting data
. willingness to involve the patient in the management plan.

3.3 To adopt appropriate working principles (e.g. incremental investigation, using time as a
and to tolerate uncertainty.

& his requires:
e Adapting skills and attitudes to demonstrate curiosity, diligence and caring
e Adapting stepwise procedures in medical decision-making, using time as a
diagnostic and therapeutic tool
¢ Understanding and acceptance of the inevitability of uncertainty in primary care
problem-solving and the development of strategies that demonstrate this.

3.4 To intervene urgently when necessary.
This requires:
e Specific decision-making skills for emergency situations
e Specific skills in emergency procedures that may occur in primary care situations.

1"



3.5 To manage conditions that may present early and in an undifferentiated way.
This requires:
e Knowledge of when to wait and reassure, and when to initiate additional diagnostic
and therapeutic action.

3.6 To make effective and efficient use of diagnostic and therapeutic interventions.
This requires:
e Knowledge that symptoms and signs vary in their predictive value, as do findings
from ancillary tests
e An understanding of the cost-efficiency and cost-benefit of tests and treatments.

Domain 4 - A comprehensive approach \

GPs need to be able to address multiple complaints and co-morbidity in the patients fo@\om they
care. When patients seek medical assistance, they have become ill as a person may not be
able to differentiate between different diseases they may have. The challenggﬁfidressing the
multiple health issues in each individual is important and it requires fa% ctors to develop
the skill of interpreting the issues and prioritising them in consultation wi e patient.

The family doctor should also use an evidence-based approach care of patients. The
family doctor should aim at a holistic approach to the patient W& e main focus would be in
promoting their health and general wellbeing. Reducing risk s by promoting self-care and
empowering patients is an important task of the GP. The f mdoctor should aim to minimise
the impact of a patient’s symptoms on his or her wellbeing by taking into account the patient’s
personality, family, daily life, economic circumstanc hysical and social surroundings.

Coordination of care also means that the GP i ed not only in managing disease and
prevention, but also in caring for the patient, providing rehabilitation and providing palliative
care in the end phases of a patient’s life. Th sician must be able to coordinate patient care
provided by other healthcare professionals are provided by other agencies.

This competence is concerned with ejgﬁhty

4.1 To manage simultaneou@nultiple complaints and pathologies, both acute and chronic
health problems.
This requires: Q
e Anunder Qg of the concept of co-morbidity in a patient
e Theski anage the concurrent health problems experienced by a patient
thro %%mtification, exploration, negotiation, acceptance and prioritisation

e Skil sing the medical record and other information
. %gskill to seek, and the attitude to use, the best evidence in practice.

4.2@ mote health and wellbeing by applying health promotion and disease prevention
& rategies appropriately.
& This requires:
e The ability to understand the concept of health
e The ability to promote health on an individual basis as part of the consultation
e The ability to promote health through a health promotion or disease prevention
programme within the primary care setting
e Understanding the role of the GP in health promotion activities in the community
¢ Understanding and recognising the importance of ethical tensions between the
needs of the individual and the community, and acting appropriately.

4.3 To manage and coordinate health promotion, prevention, cure, care, rehabilitation and
palliation.

This requires:
e An understanding of the complex nature of health problems in general practice

12



* An understanding of the variety of possible approaches

e The ability to use different approaches for an individual patient and to modify these
according to an individual’s needs

e The ability to coordinate teamwork in primary care.

Domain 5 - Community orientation

GPs have a responsibility for the community in which they work, which extends beyond the
consultation with an individual patient. The work of family doctors is determined by the makeup
of the community and therefore they must understand the potentials and limitations of the
community in which they work and its character in terms of socio-economic and health features.
The GP is in a position to consider many of the issues and how they interrelate, and:the
importance of this within the community. In all societies healthcare systems are being r ﬁd,
and doctors are being involved in the rationing decisions; they have an ethical and mo&l to
influence health policy in the community. o

This competence is concerned with the ability C)e

5.1 To reconcile the health needs of individual patients and the healt eds of the
community in which they live, balancing these with available ( ces.

This requires: @

e An understanding of the health needs of communiti& ough the epidemiological
characteristics of their population

* An understanding of the interrelationships betv&n health and social care

* An understanding of the impact of povert 1c1ty and local epidemiology on a

local community’s health &

e Anawareness of inequalities in healthcare'provision

e Anunderstanding of the structure oﬁxﬁe healthcare system and its economic
limitations

¢ An understanding of the role other professionals involved in community

policy relating to health
e An understanding of trcﬁortance of practice- and community-based information
in the quality assurance of each doctor’s practice
e Anunderstandin @OW the healthcare system can be used by the patient and the
doctor (referral %edure, sick leave, legal issues, etc.) in their own context
ile the needs of the individual with the needs of the community

Domain A(gglisticapproach

Medicine any cultural practice, is based on a set of shared beliefs and values, and is an
intrin @xt of the wider culture. The definition of holism widely accepted for medical care, and
1 1 be used in this document, is taken from the work of Kemper: it involves ‘caring for the
who person in the context of the person’s values, their family beliefs, their family system, and
their culture in the larger community, and considering a range of therapies based on the evidence
of their benefits and cost’.23 Or, as Pietroni puts it, holism involves a ‘willingness to use a wide
range of interventions ... an emphasis on a more participatory relationship between doctor and
patient; and an awareness of the impact of the “health” of the practitioner on the patient’.2*

Holism and patient-centredness are core values of general practice. Holism, described by
Howie et al.?> as the integration of physical, psychological and social components of health
problems in making diagnoses and planning management, is well established as a central issue of
good consulting practice.26?7 There is good evidence that this is promoted by longer
consultations?$2930 and by greater continuity of care.?1,3233 Howie and colleagues in Scotland built
on that evidence to develop their ‘consultation quality index” (CQI) for use in general practice,
which reflects the core values of general practice, using as proxies ‘consultation length” and how

13



well patients ‘’know the doctor’ as process measures and ‘patient enablement’ as an outcome
measure 343

Holistic care can only be interpreted in relation to an individual’s perception of holism, so if
we accept that holism will always be individualistic, then even therapies or interventions offered
to the patient will have different meanings to different people. This is the reason why it relates so
closely to general practice and family medicine. The holistic view acknowledges objective
scientific explanations of physiology, but also admits that people have inner experiences that are
subjective, mystical (and, for some, religious), which may affect their health and health beliefs.3¢

The recognition that illnesses have both mental and physical components, and that there is a
dynamic relationship between them has led to criticisms of the purely biomedical model and to
the development of the bio-psycho-social model of modern medicine.?” This model was spelt out

most clearly by Engel, who argued that for psychiatry to generate a fully scientific and i ive
account of mental disorder it was necessary to understand the illness (not the dise as a
process, giving equal importance to biological, psychological and social determinants for

pathogenesis, diagnosis and therapy - in other words the holistic approach.3839

It is also important to stress that a basic understanding of our own limitations as doctors is
crucial. Bearing in mind the fundamental autonomy of the patient, there is a ted opportunity
for the GP to intervene, and there is always a limit to the degree of inﬂuel@qat can be handled
by one person in a therapeutic environment.

This competence is concerned with the ability ‘\@

6.1 To use bio-psycho-social models, taking into accoun %ral and existential dimensions.

This requires: &

e Knowledge of the holistic concept and i @ cations for the patient’s care

e The ability to understand a patient as a)&—psycho—social ‘whole’

e The skills to transform holistic understanding into practical measures

e Knowledge of the cultural background and beliefs of the patient, in so far as they are
relevant to health care %

e Tolerance and understandi patients’ experiences, beliefs, values and
expectations, as they af althcare delivery.

@QQ@
S
<&
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Essential features of the discipline of general practice

Three features are essential for a person-centred scientific discipline: context, attitude and
science.PP123 They are concerned with features of doctors and determine their ability to apply the
core competences in real life in the work setting. In general practice these may have a greater
impact because of the close relationship between the family doctor and the people with whom
they work but they relate to all doctors and are not specific to general practice.

Essential Feature 1 — Contextual aspects

Understanding the context of doctors themselves and the environment in which they work,
including their working conditions, community, culture, financial and regulatory framew\

1 Having an understanding of the impact of the local community (incl socio-
economic and workplace factors, geography and culture) on patient care.

2 Being aware of the impact of overall workload on the care given to th '@idual patient
and the facilities (e.g. staff, equipment) available to deliver that care t)

3 Having an understanding of the financial and legal frameworkﬁhich health care is
given at practice level.

4 Having an understanding of the impact of the doctor’ @&al housing and working
environment on the care that he or she provides. é‘{

Essential Feature 2 - Attitudinal aspects
Based on the doctor’s professional capabilities, value&@ngs and ethics.

1 Being aware of their own capabilities and;élues.

2 Identifying ethical aspects of clinical practice (prevention, diagnostics, therapy, factors
that influence lifestyles).

3 Having an awareness of self: ar@ rstanding that their own attitudes and feelings are
important determinants of h y practice.

4  Justifying and clarifying personal ethics.

5 Being aware of the int @)n of work and doctor’s own private life, and striving for a
good balance betwee m.

Essential Feature @%:ientific aspects

Adopting a criti \nd research-based approach to practice and maintaining this through

continuing learning'and quality improvement.
1 Be&mﬂiar with the general principles, methods and concepts of scientific research

the fundamentals of statistics (incidence, prevalence, predicted value, etc.).

2 aving a thorough knowledge of: the scientific backgrounds of pathology; symptoms
and diagnosis; therapy and prognosis; epidemiology; decision theory; theories about the
forming of hypotheses and problem-solving; preventative health care.

3 Assessing medical literature, reading and assessing it critically and putting the lessons
from the literature into practice.

4 Developing and maintaining continuing learning and quality improvement.
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APPENDIX 1

Mapping of curriculum to Good Medical Practice

Good Medical Practice

Corresponding paragraphs in this core curriculum statement

Good Clinical Care
1 Clinical care

Domain 1: Primary care management

1.1 To manage primary contact with patients, dealing with unselected
problems.

1.2To cover the full range of health conditions.

1.3 To coordinate care with other professionals in primary c}&d with

other specialists. ?

1.4 To master effective and appropriate care provision ealth service
utilisation.

1.5 To make available to the patient the appropri &rviees within the
healthcare system. t)

Domain 2: Person-centred care Q

2.1To adopt a person-centred apw ealing with patients and
problems in the context of pati circumstances.

2.2 To use the general practice tation to bring about an effective

doctor-patient relationship, with respect for the patient’s autonomy.
2.3 To communicate, to seQrio ities and to act in partnership.

Domain 3: Specific pr&

3.1 To relate specific decision-making processes to the prevalence and
incidence of %ess in the community.

3.2To selec%l gather and interpret information from history-taking,
physical examination and investigations, and apply it to an

iate management plan in collaboration with the patient.

pt appropriate working principles (e.g. incremental

estigation, using time as a tool) and to tolerate uncertainty.

@ To intervene urgently when necessary.

olving skills

3.3

QQS.S To manage conditions that may present early and in an

undifferentiated way.

Domain 4: A comprehensive approach

4.1 To manage simultaneously multiple complaints and pathologies,
both acute and chronic health problems.

4.2 To promote health and wellbeing by applying health promotion and
disease prevention strategies appropriately.

Domain 5: Community orientation

5.1 To reconcile the health needs of individual patients and the health
needs of the community in which they live, balancing these with
available resources.

Domain 6: A holistic approach

6.1 To use bio-psycho-social models, taking into account cultural and
existential dimensions.

Good Clinical Care

2 Keeping records, writing
reports and keeping your
colleagues informed

Domain 1: Primary care management

1.3 To coordinate care with other professionals in primary care and with
other specialists.

Domain 2: Person-centred care
2.3 To communicate, to set priorities and to act in partnership.
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Good Clinical Care

3 Access, availability and
providing care out of hours

Domain 2: Person-centred care

2.4 To provide long-term continuity of care as determined by the needs
of the patient, referring to continuing and coordinated care
management.

Good Clinical Care
4 Treatment in emergencies

Domain 3: Specific problem-solving skills
3.4 To intervene urgently when necessary.

Good Clinical Care

5 Making effective use of
resources

Domain 3: Specific problem-solving skills

3.3 To adopt appropriate working principles (e.g. incremental
investigation, using time as a tool) and to tolerate uncertainty.
3.6 To make effective and efficient use of diagnostic and therap%utic

interventions. \

n, cure, care,

Domain 4: A comprehensive approach

4.3 To manage and coordinate health promotion, prev
rehabilitation and palliation. @

Domain 5: Community orientation O

5.1 To reconcile the health needs of indivi tients and the health
needs of the community in which ve, balancing these with
available resources.

Maintaining Good Medical

Practice

6 Keeping up to date and
maintaining your
performance

Essential feature 3: Scientific aspec
4 Being able to develop an ain continuing learning and quality

improvement. K

Relationships with Patients

7 Providing information about
your services

Domain 2: Person-cenitred care

2.3 To communicate, to set priorities and to act in partnership.

Relationships with Patients
8 Maintaining trust

Domar@Qson—centred care
21 Q? pt a person-centred approach in dealing with patients and
eir problems, in the context of patient’s circumstances.
To use the general practice consultation to bring about an effective
doctor-patient relationship, with respect for the patient’s autonomy.
2.3 To communicate, to set priorities and to act in partnership.

Essential feature 2: Attitudinal aspects

1 Being aware of one’s own capabilities and values.

2 Identifying ethical aspects of clinical practice (prevention,
diagnostics, therapy, factors that influence lifestyles).

3 Justifying and clarifying personal ethics.

w‘% with Patients

oiding discrimination and
prejudice against patients

Domain 6: A holistic approach

6.1 To use bio-psycho-social models, taking into account cultural and
existential dimensions.
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Relationships with Patients
10 If things go wrong

Essential feature 1: Contextual aspects

1 Having an understanding of the impact of the local community
(including socio-economic and workplace factors, geography and
culture) on patient care.

2 Being aware of the impact of overall workload on the care given to
the individual patient and the facilities (e.g. staff, equipment)
available to deliver that care.

3 Having an understanding of the financial and legal frameworks in
which health care is given at practice level.

4 Having an understanding of the impact of the doctor’s personal
housing and working environment on the care that he (ﬁle

provides. \
O(\

Essential feature 2: Attitudinal aspects

1 Being aware of their own capabilities and values.
2 Identifying ethical aspects of clinical practice (
diagnostics, therapy, factors that influence life
3 Having an awareness of self: an understa
attitudes and feelings are important determinants of how they
practice.

4 Justifying and clarifying pers ics.

Working with Colleagues

11 Working with colleagues
and working in teams

Domain 1: Primary care manage
1.3 To coordinate care with other professionals in primary care and with

other specialists.
1.5 To make availab t@e patient the appropriate services within the
healthcare system.

Domain 4: A comprehensive approach

4.3 To manage and coordinate health promotion, prevention, cure, care,
rehabilitation and palliation.

Working with Colleagues
12 Referring patients

DOM 1: Primary care management

@ To coordinate care with other professionals in primary care and with

other specialists.

Q Dl .5 To make available to the patient the appropriate services within the

healthcare system.

Working with Collea
13 Accepting pos

Essential feature 2: Attitudinal aspects
1 Being aware of their own capabilities and values.
4 Justifying and clarifying personal ethics.

Teachin g."l’mining,

Ap ﬂ{%ﬂd Assessing
14%1: ing and training,
a

praising and assessing

Not explicitly covered in this statement but covered in other RCGP curriculum
statements

Probity

15 Research

16 Financial and commercial
dealings

17 Providing references

Essential feature 2: Attitudinal aspects

1 Being aware of their own capabilities and values.

2 Identifying ethical aspects of clinical practice (prevention,
diagnostics, therapy, factors that influence lifestyles).

3 Justifying and clarifying personal ethics.
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Health and the Performance of Essential feature 2: Attitudinal aspects

Other Doctors 1 Being aware of their own capabilities and values.

18 Protecting patients when 3 Having an awareness of self: an understanding that their own
your own health or the attitudes and feelings are important determinants of how they
health, conduct or practice.
performance of other 5 Being aware of the interaction of work and doctor’s own private life,

doctors puts patients at risk | and striving for a good balance between them.
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APPENDIX 2

Characterising the discipline of general practice/family medicine

General practice/family medicine is an academic and scientific discipline, with its own
educational content, research, evidence base and clinical activity, and a clinical specialty
orientated to primary care.

These 11 characteristics of the discipline relate to 11 abilities that every family doctor should
master and should be the basis for developing the curriculum for training in general practice.?

General practice: \%

1. Is normally the point of first medical contact within the healthcare syste@roviding
open and unlimited access to its users, dealing with all health problems regardless of the
age, sex or any other characteristic of the person concerned @

2. Makes efficient use of healthcare resources through coordinati
other professionals in the primary care setting and by managi interface with other
specialties. It also means taking on an advocacy role for the p g when needed

3. Develops a person-centred approach, orientated to in V@l s, their family and their
community K

, working with

4. Has a unique consultation process, which estabhsl’&@elatlonshlp over time, through
effective communication between doctor and pa\

5. Is responsible for the provision of longitudi 0) tinuity of care as determined by the
needs of the patient

6. Has a specific decision-making process gﬁermmed by the prevalence and incidence of
illness in the community

7. Manages simultaneously both tQ%lte and chronic health problems of individual

patients
8. Manages illness that presﬁ?n an undifferentiated way at an early stage in its
development, some of which'may require urgent intervention

9. Promotes health and
10. Has a specific res ity for the health of the community
11. Deals with

existentia%
tygf’

The specia general practice/family medicine

eing both by appropriate and effective intervention

GPs/fami tors are specialist physicians trained in the principles of the discipline. They are
person@ ors, primarily responsible for the provision of comprehensive and continuing care
dividual seeking medical care irrespective of age, sex and illness.

to
&ey care for individuals in the context of their family, their community and their culture,
always respecting the autonomy of their patients. They recognise they will also have a
professional responsibility to their community. In negotiating management plans with their
patients they integrate physical, psychological, social, cultural and existential factors, utilising the
knowledge and trust engendered by repeated contacts.

GPs/family physicians exercise their professional role by promoting health, preventing
disease and providing cure, care or palliation. This is done either directly or through the services
of others according to health needs and the resources available within the community they serve,

* under the self-care strategy, general practice may not be the first point of contact with the healthcare system
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assisting patients where necessary in accessing these services. They must take the responsibility
for developing and maintaining their skills, personal balance and values as a basis for effective
and safe patient care.
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