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Australia. Interns commencing at Monash Health were issued with a
postgraduate year 1 (PGY1) competencies package and logbhook for a suite
of frequently-performed clinical procedures which was to be formally
assessed and credentialed during the year. Evaluation involved a focus
group discussion at mid-year and analysis of data obtained through a
feedback form at the end of the year. Result: All 75 interns returned duly
completed logbooks at the end of the year. The focus group discussion with
20% of interns revealed a generally positive attitude towards the process.
The main barriers to undergoing formal assessment were supervisor
availability and intern workload. Most interns (54% of respondents) did not
think that formal assessment increased their confidence in performing the
procedures. This group felt that they were already competent in some of the
basic procedures as result of their medical school training and did not
require formal assessment to be credentialed for them. Conclusion: Formal
assessment of competence and credentialing of clinical procedures for
interns ensure that junior doctors meet the standards of competence
recognised by Monash Health before they are allowed to perform the
procedures on patients. This outcome should lead to improved quality of
care for patients in public hospitals that employ junior doctors.
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Introduction (1). The process of credentialling of vocational
trainees is also well developed and is driven by
To provide safe and high quality patient care, professional colleges.
health professionals must be appropriately

credentialed and work within their defined scope Postgraduate medical training occurs in a

of practice. The Department of Health in
Victoria mandates credentialing and defining the
scope of clinical practice for senior medical staff

workplace-based setting (2), using a problem-
based learning paradigm (3, 4). But postgraduate
medical training is also competency-based (5)
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and includes the training of clinical
competencies (6-8). Medical education in
general has moved to an outcomes-based model
that focuses on such competencies (9). Indeed,
clinical skills displayed by an effective doctor
are a basis for the formation of core
competencies for doctors (10, 11). Consequently,
the doctor’s CanMEDS  framework of
postgraduate medical training, based on medical
competencies, has been developed (12). These
methods of competency-based learning have
been used to teach clinical skills to junior
medical staff (5).

Credentialing of prevocational junior medical
staff is currently limited to verification of their
medical board registration, qualifications and
referee reports (1). These doctors come from
different universities with diverse medical
curricula and teaching models, and enter their
intern year with varying levels of competence in
procedural skills. During the course of their
internship they are expected to perform certain
procedures on patients. To ensure that interns
perform procedures safely, health services
should have a process to formally assess
competence in frequently-performed procedures
before they are allowed to perform them
independently.  Monash Health is a large
metropolitan public healthcare and leading
tertiary teaching health service located within the
South-Eastern  suburbs of Melbourne in
Australia. We have developed and implemented
a process for competency based credentialing of
interns in a suite of frequently-performed
procedures.

Method

Selection and identification of skills and
procedures: A multidisciplinary  panel
comprising of clinicians (including both senior
and junior medical staff), clinical educators and
medical administrators from the health service,
as well as university representatives, short-listed
a suite of seven frequently-performed clinical
procedures for which interns would be
credentialed (Figure 1). These procedures were
selected from the Australian Curriculum
Framework for Junior Doctors (ACFJD) (13).

Development of logbooks and assessment of
procedures: A logbook was assembled to assist
in the assessment and credentialing process. The
multidisciplinary panel developed assessment
criteria based on evidence (14) and expert
opinion. To be credentialed for each procedure,
interns were first required to observe the
supervisor performing the procedure once.
Interns then had to satisfactorily perform the
procedure twice under supervision, meeting all
the required assessment criteria.  Successful
completion of the supervised attempts led to the
intern being credentialed for the procedure and
for the procedure to be formally included in their
scope of clinical practice.

Project implementation: The project was
endorsed by the Monash Health Executive
Management Team and sponsored by the Chief
Medical Officer. Support was enlisted from
heads of clinical departments and ongoing
monitoring was provided by the Medical
Education Unit. The project was introduced to
interns at orientation where they were provided
with instructions on the requirements for
credentialing. The logbook was issued to each
intern. Interns were advised that satisfactory
completion of the requirements in the logbook
was mandatory for successful completion of
internship.  Details and requirements of the
project were reinforced several times at
organised teaching sessions during the year. The
aims of the project were also widely
communicated to heads of clinical departments
and supervisors. Supervisors were reminded of
their responsibility for assessing and signing off
logbooks.

Mental state assessment

Surgical knots and simple wound suturing
Removal of sutures

Assessment of splints/plasters

Aseptic technique

Bladder catheterization - male and female
Checking correct placement of nasogastric tube

NookrwhE

Figure 1: Skills and procedures selected for
assessment

Evaluation of the project: The project was
evaluated by means of a focus group discussion
held with interns at midyear and a feedback form
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completed at the end of the year. The focus
group was organised by the Junior Medical Staff
Advisory Committee, which is a representative
body of junior medicals staff that provides
advice to management about junior medical staff
issues. The focus group was led by one of the
interns.

A feedback form was included in the logbook
which was collected at the end of the year with
the logbook. The form had two multiple choice
questions and three open ended questions. The
multiple choice questions related to the
usefulness of the logbook in increasing
confidence levels in procedural skills and its
user-friendliness. Open ended questions related
to the main barriers to the process and other
skills that should be included in the logbook.

Result

All 75 interns returned completed logbooks at
the end of the year. Completion rate for five of
the seven procedures was 100%. Several interns
did not get an opportunity to complete the
process for removal of sutures and assessment of
splints and plasters, as these procedures are not
common in a hospital setting.

Focus group feedback: The focus group
discussion revealed a generally positive attitude
towards the process, indicating that the logbook,
although tedious, had substantial benefit. The
interns considered that keeping logbooks up-to-
date was good preparation for future competency
based training requirements, and recognised that
this process encouraged safe medical practice.
They acknowledged that it facilitated learning in
line with the Australian Curriculum Framework
for Junior Doctors.

The interns identified a major barrier being the
availability of supervision during the surgery
rotations due to registrars being in theatre at the
time when the opportunities for performing the
procedures arose. This situation was even more
acute in rural rotations where there were a
limited number of registrars and no full-time
consultants.  Suggestions  for  increasing
acceptability included providing evidence of the

harm caused by the lack of skill in the
procedures, giving credit for prior learning, and
including procedures with a higher degree of
difficulty like lumbar punctures, pleural taps,
ascitic taps, arterial blood gas samplings, supra
pubic catheterisations, and insertion of arterial
and central venous lines.

Confidence in procedural competence after
formal credentialling

100

50

m W

Increase  No increase Unsure

Figure 2: Level of confidence

Feedback form: 76% of interns completed the
feedback form provided in the logbook. An
analysis of these forms showed that 31% of
respondents felt that the formal assessment of
procedural skills improved their confidence level
in performing those skills while 54% felt that the
process had no effect on their level of
confidence, as shown in Figure 2. Although 51%
of interns found the logbook user-friendly, most
felt that carrying it around all the time was
difficult, and they did not always have it handy
when an opportunity to perform a procedure
presented. As a result, even though they
performed the procedure under supervision, they
could not get it formally signed off at the same
time, and they found it difficult to remember to
get it signed off at a later time.

The main barriers to the process were time and
workload. Interns felt that they were too busy to
organise formal assessment of the procedures
with their supervisors. Supervisor time and
availability, and engagement with the process,
were also cited as barriers by some interns. Most
interns who said that the logbooks were not
useful felt that the skills being assessed were too
basic. In addition, most interns felt that anyone
who had completed a medical degree should
already be deemed competent in such skills.
Some stated they felt awkward when asking to
be supervised for skills they felt that they should
already be competent in. Additional skills that

Education in Medicine Journal (ISSN 2180-1932)

© www.eduimed.com | €21




should be included in the loghook as suggested
by the interns were lumbar puncture, nasogastric
tube insertion, pleural tap, ascitic tap, chest drain
insertion, joint aspiration, regional nerve block
and arterial blood gas sampling.

Discussion

The prevocational years provide an opportunity
for new doctors to consolidate the knowledge
and experience acquired in medical school (15).
Traditional apprenticeship models of medical
training take the ‘see one, do one, teach one’
approach and rely on the trainee’s ability to
accurately self-assess their own level of
competence and seek appropriate supervision.
However, studies show that individual medical
student experience in procedural competencies
varies considerably, and therefore interns
demonstrate a range of competence levels. These
studies also demonstrate that self assessment of
performance bears little correlation with formally
assessed competence in procedural skills (16-
19). This issue can pose a risk to patient safety.
While most interns might be competent in the
basic skills listed in the Australian Curriculum
Framework for Junior Doctors at the
commencement of internship, a proportion of
them would need formal training in those skills
before they are confident to safely and
competently perform them independently.

As such, health services need to ensure that
anyone performing procedures on patients meet a
minimum standard of competence. Therefore,
assessment of competence in frequently-
performed procedures is essential. All interns
should be provided with the opportunity to
access formal supervision for procedures until
they achieve the required level of competence.
The effectiveness of implementing procedural
training programs has been demonstrated in
several studies (17, 20, 21). Increased exposure
to procedures correlates with increased
confidence in procedural performance (18, 22,
23), in turn ensuring quality of treatment and
patient safety.

The main aim of our procedural competency
based credentialing project was to develop a

standardised process for objective assessment of
individual interns in a suite of frequently-
performed procedures. Interns were required to
demonstrate competence in the shortlisted
procedures and be formally credentialed in them
before they could perform them independently.
The process also provided interns with an
opportunity to ask for supervision if they did not
feel confident in performing a procedure.

The results of the project show that although
100% of interns completed the requirements of
the logbook and underwent assessment, the
acceptance of the process and its perceived
usefulness was mixed. The main reason for
100% completion rate was that it was made clear
from the start that the organisation mandated
completion of logbooks as a prerequisite for
internship completion. However, the data suggest
that more than half the interns completed the
logbook because it was mandatory and not
because they felt that the process was useful.

Competency-based training, assessment and
credentialing are still new concepts in the
prevocational years. 54% of the interns did not
think this process was useful and a majority felt
that anyone out of medical school should be
presumed to be competent in basic procedures.
These interns felt that the organisation should
trust them to seek supervision when required. As
interns come from several different medical
schools with different training curricula and
variable experience, recognition of prior
procedural learning is difficult. Our health
service is now working with the university from
which 70% of interns originate to vertically
integrate procedural skills training. This will
avoid duplication of effort and enable the health
service to recognise medical school training in
procedural skills in order to credential interns to
perform those skills independently in the health
service. However, the group of interns coming
from other universities will still need to be
assessed for competence in basic procedures to
ensure they meet the standard required. Unless a
national  undergraduate  curriculum  and
standardised procedural training and assessment
across medical schools exist, health services will
require a process to assess competency in the

Education in Medicine Journal (ISSN 2180-1932)

© www.eduimed.com | €22




new medical graduates they employ. A
framework for ensuring safe procedural practice

by junior medical staff is presented in Figure 3.

Hew trainas roquinsd
L0 perform a
proc edure on a
patient

l

Parfarm procedure . Prios laaming Undargo
nida pandanihy ' Yes recognised No : F55esEment #*
Undlartake Lrainin
Crodentialled 1o LA ! al--Jlr.l:n‘.lulfl'ul 7
fourre i LT — EEOEEE 5 b d perform
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Figure 3: A framework for ensuring safe procedural practice by junior medical staff

In order to make this process acceptable and
meaningful for the interns, health services need
to ensure clear supervision structures are in
place. Health services also need to engage
supervisors and prevocational junior medical
staff in the process. While the objectives of the
project were communicated to all registrars and
consultants by email, newsletters and
memorandums, the frequent turnover of
registrars meant that not all registrars knew about
the project. Theatre commitments of surgical
registrars proved to be one of the major barriers
to their availability. Use of nurse educators to
assess competence in junior medical staff may be
a strategy to overcome this barrier. An online
package which the supervisor could sign off in
their own time after having assessed the intern is
another suggestion.

The procedures included in this project are basic
skills that interns are required to perform
frequently. The feedback from this project
suggested that interns wanted competency-based
training and assessment in relation to more
difficult procedures that they have fewer
opportunities to perform. Two of these
procedures are being incorporated in a similar
project for PGY2 doctors at Monash Health.
These are lumbar puncture and nasogastric tube
insertion. The process involves structured
training involving online study material, an

online pre-test to assess required knowledge,
followed by a formal assessment on a part-task
trainer. Once these steps have been successfully
completed, assessment on real patients will be
carried out.

To the best of our knowledge this is the first
publication of competency-based credentialing
of prevocational junior medical staff. Our
experience has shown that appropriate
supervision structures, endorsement of the
process by the junior medical staff
representatives, and executive support, were the
key success factors for the process. Further
exploration of ways to increase acceptance for
the process by junior medical staff is required.
Vertical integration of procedural training which
allows recognition of prior undergraduate
training should be a focus of health services and
the affiliated clinical schools.

Conclusion

Competency-based training may eventually
replace  more  traditional methods  of
prevocational teaching. Competency-based
procedural credentialing sets a clear expectation
for interns and ensures that they are competent to
perform the skills and procedures encountered in
their daily roles.  As individuals achieve
competency within different time frames, health
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services are able to identify individuals who may
need greater support and assistance. Health
services can then assist in tailoring training to
individual needs. Ultimately, an improvement in
the quality and consistency of procedures
performed by interns will improve quality of care
and patient safety, resulting in reduced risk for
the health service, the intern and the patient. The
successful implementation of a procedural
credentialing program for interns allows further
opportunity to introduce structured organisation-
wide credentialing of procedural competency for
all prevocational and vocational junior medical
staff.
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