MANCHESTER VOCATIONAL TRAINING RATING SCALES
The following were developed by the centre for primary care research at the Department of General Practice, University of Manchester.  They are taken from Occasional paper 40 published by The Royal College of General Practitioners with the permission of The Department of Health.  In the original, each scale is complemented by sub-scales.  However, the main scales are sufficient for most purposes and they have been validated.  The second statement represents the ideal and a GP registrar attaining it should score 10, the first statement, the opposite - a GP registrar scores 1.

SCALE 1.
History taking:

 General 

The doctor is not a very good listener, tends to confine questions to one areas of concern and does not clarify the reasons for the patient's visit.

The doctor is skilful in acquiring information which relates to the patient.  The doctor demonstrates interest by his/her manner and willingness to listen without interrupting unnecessarily.
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SCALE 2.
History taking:

Special skills 

The doctor's history taking tends to follow a rigid approach.  Sometimes psychological and social factors are not effectively pursued an psychiatric symptoms are not thoroughly investigated.

The doctor's history taking is flexible.  Psychological and social factors are followed up when appropriate and psychiatric symptoms are thoroughly investigated.
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SCALE 3.
Physical examination 1:
General observation

The doctor tends to fail to observe the patient (and  on home visits, the environment ) as an essential part of acquiring objective data.  Important clinical items are sometimes overlooked.

The doctor shows that he or she has taken note of the patient's appearance, behaviour and physical activity, where appropriate increasing the 'database' by home visits, and shows that he or she can use this sort of information in understanding the patient.
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SCALE 4.
Physical examination 2:
Considerateness
The doctor tends to forget the patient’s modesty and comfort and does not explain clearly what he/she is going to do or why.  The doctor forgets to warn about uncomfortable procedures and tends not to listen if the patient volunteers further information during the examination.

The doctor's movements are confident and show consideration of the patient's needs and feelings.  the patient is helped to prepare for examination when needed.  The doctor makes sure that the patient knows the relevance and thoroughness of the examination.  He or she can acquire additional  verbal information during the examination.
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SCALE 5.
Physical examination 3:
General approach

The doctor tends to fail to expose the part properly, is not always thorough and sometimes does not recheck doubtful findings.

The doctor is selective is the examination but systematic.  The regions/systems/organs examined reflect the history that the history that has been established.
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SCALE 6.
Physical examination 4:
Specific skills
The doctor often has some difficulty in gaining co-operation when examining patients.  He/she is not very good with instruments nor at using the correct technique in examining patients.

The doctor positions the patient properly, shows that he/she can elicit physical signs adequately, and displays skill in the use of instruments.
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SCALE 7.
Problem definition 1:
"Hypothesis formation"

The doctor responds to the information available  with few if any ideas about what the problem might be.

The doctor responds to the information available with an adequate range of reasonable ideas about what the problem might be.
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SCALE 8.
Problem definition 2:
"Hypothesis testing"



(the diagnostic process)

The doctor generates hypotheses superficially, and tests them in random order.  If the idea proves to be wrong he does not know what to do next, and tends to end the consultation quickly and inappropriately.

The order in which the doctor generates and tests ideas is 'weighted' by probability and seriousness.   The collapse of one leads logically to the next.  He/she ends the consultation only when the problem has been adequately defined.
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SCALE 9.
Problem definition 3:
Coping with complexity

The doctor sees the problem in simplistic terms, seldom taking into account important things such as life events, stress, risk factors or even inter-current illness.

The doctor incorporates into the analysis of the problem what he/she knows of the patient's life and background, so that he/she defines the problem in physical, social and psychological terms.
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SCALE 10.
Problem definition 4: 

Practicality
The doctor, by the end of a consultation, or a series of consultations, is unlikely to have defined the problem clearly and comprehensively enough to formulate a safe, effective and acceptable plan of management.

The doctor, by the end of a consultation, or a series of consultations, has usually defined the problem clearly and comprehensively enough to allow him/her to formulate a safe, effective and acceptable plan of management.
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SCALE 11.
Management 1:

Coping with uncertainty

The doctor, having failed to make a firm diagnosis shows intolerance of uncertainty by a hurried rush to treatment, investigation or referral, without thought for the patient's convenience, or proper concern for NHS economy.

The doctor having excluded immediate risks is prepared to 'use time as a tool' to allow things to become clear, while giving the patient support and gaining his/her trust.  When this is not possible he or she uses diagnostic and referral facilities appropriately, economically and with due regard to the patient's feelings.
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SCALE 12.
Management 2:

Using community resources

The doctor tends to see patients mainly as presenting medical problems for the doctor's advice.  He or she does not always make use of community resources, either professional or self help and support groups.
The doctor knows the full range of resources available in the practice and the community.  Patients are appropriately referred to nursing, social services and/or voluntary bodies for help.
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SCALE 13.
Management 3:

Prescribing (a) Technical

The doctor is prepared to prescribe without having enough information about either the patient or the drug; therefore does so unsafely, unnecessarily, or uneconomically.

The doctor, having obtained all appropriate information, prescribes appropriately and cost effectively, with due regard to hazards, and consideration of alternative forms of management.
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SCALE 14.
Management 4:

Prescribing (b) Interpersonal

The doctor issues prescriptions on a 'take it or leave it' without obtaining informed agreement, warning of side effects, or instructions about use.

The doctor involves the patient in defining the aims of treatment , arrangements for follow-up, and further treatment.  He or she uses follow-up to check the effectiveness and cost of medication.
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SCALE 15.
Medical records

The doctor's records tend to be perfunctory, incomplete and do not facilitate good care at follow-up consultations.  The doctor does not always ensure that the records are always immediately available to the practice.

The doctor's records provide a complete and accurate account of the patient's problems, management, and plans for future care.  They are suitable for such purposes as audit, medico-legal  reports, and research.  They are backed up by other components of the medical records system and are always available to the practice.
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SCALE 16.
Emergency care 1: 

Initial assessment

The doctor is awkward in dealing with emergencies and often dose not collate the available information to make a good initial plan.

The doctor readily accepts responsibility for emergency care, and makes sure that he/she has the necessary information to make an initial plan.
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SCALE 17.
Emergency care 2:

Management

The doctor tends to be slow to make decisions, and / or makes poor decisions, which may relate to incomplete knowledge of the resources available.

The doctor will make rapid and correct management decisions which reflect an accurate knowledge of the resources available to deal with the emergency.
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SCALES 18.
Emergency care 3:

Range of situations
The doctor's ability is incomplete:  He/she cannot make or execute initial plans for some common important emergencies.

The doctor can cope, to the extent of preserving life, and making and executing an initial plan for the common emergencies encountered in general practice.
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SCALE 19.
Professional 1:

Availability
Many patients find the doctor is someone who is difficult to make genuine contact with.

The doctor is openly available and patients consult him/her readily.

This area of behaviour is best assessed by direct observation together with feedback from practice staff.
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SCALE 20.
Professionalism 2:

Involvement

The doctor sees patients as problems rather than as individuals and attempts to respond to them without being personally involved.

The doctor sees his/her  patients as individuals, each in their own family and work situation, and tries to build up a relationship with them in which they are encouraged to be more self-aware, questioning, and self-reliant.
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SCALE 21.
Professionalism 3:

Communication
The doctor sometimes communicates poorly, using words the patients cannot understand or talking in a way that makes them uncomfortable so that he/she cannot effectively reassures or help.

The doctor communicates effectively with a wide range of patients, using language with which they are comfortable, and is thus able to comfort and support them.
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SCALE 22.
Professionalism 4:
Working with colleagues

The doctor behaves to colleagues in the practice and the primary care team in a way which suggest that he/she neither understands their role nor respects their professionalism.

The doctor shows by his/her behaviour toward them that he/she understands the role responsibilities and professionalism of the other members of the primary care team and the practice.
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SCALE 23.
Personal development

The doctor does not read medical literature regularly and avoids going to medical meetings.  He/she does not always meet consultants on domiciliary visits.  He/she is reluctant to be criticised or to take part in evaluation.

The doctor continues to learn, by keeping up to date with books and journals, making good use of postgraduate meetings, domiciliary visits and critical assessment by self or peers of his or her own work.
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