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Teaching on the run tips 6: determining competence
Fiona R Lake and Jeffrey M Hamdorf

1 Framework for clinical assessment*

Setting
On the round you review a patient who needs long-term intravenous
antibiotics. Your registrar says she will put in a “PIC” (percutaneous
intravenous catheter) later that day. As you wander off, you wonder
how good she is at putting in a PIC line. You wonder who taught her,
as you know you didn’t and, indeed, it is many years since you have
done one.
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octors in training need to practise to improve, and, whether
we like it or not, practice often involves patients.1 While
learning, it is possible that errors will occur. It is our
responsibility as senior doctors to ensure that our trainees provide
safe and good care and receive support in the learning environment.
At a certain point, we also need to decide whether they are good
enough to work alone. This involves assessing knowledge, skills,
communication skills and professional behaviour. Often we rely on
our “gut feeling” about whether they are capable. Is this sufficient?
The focus of this teaching tips article is on how to decide when
trainees are capable of carrying out procedural skills on patients.
Skills training
It is important to consider what skills you expect your junior
doctor or trainee to perform either independently or under your
observation,
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(eg, intubation), it is initially important to find
out what training junior doctors have had in such skills.2

Framework for clinical assessment
A basic framework for determining clinical competence is shown in
Box 1.3,4 The four stages move from “knowing” (awareness) up to
“doing” (performance). For clinicians who assess junior staff, competence can be viewed as what these staff do in controlled situations,
whereas performance is what they actually do when unsupervised.5
As described in “Tips 5”,6 trainees should not only demonstrate
technical competence, but also be able to articulate the indications,
contraindications and risks of a procedure, and be able to communicate these details to patients and know when to seek assistance. A
trainee may be competent to insert a PIC line in a simulated setting,
but, to perform well, he or she needs to be able to cope with a variety
of situations (eg, patients who are obese, thin, well, unwell, agitated,
or receiving anticoagulants) and know when to call for help.
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* Adapted from Miller.3,4

2 Competence rating scale*
• No errors observed.
• Occasional errors, corrected by trainee.
• Frequent errors, corrected by trainee.
• Frequent errors, not corrected by trainee.
• Trainee unable to proceed without step-by-step instruction.
* Adapted from a competence rating scale used in the Royal Australasian College
of Surgeons Basic Surgical Skills Course. Student assessment materials. 2000.

As clinicians, we are usually called upon to determine competence (can they do it safely in a supervised environment?) or
performance (are they safe to do it alone?) while they work with
us. How can we do this?
Methods of assessment
Methods that can be used to assess skills include objective,
structured clinical examinations, simulated and virtual settings,
and “on-the-job” assessment.4,7 Each medical school, medical
board, hospital and college uses its own range of tools and uses
different methods for different levels (Box 1). Being competent
doesn’t guarantee good performance.8 Knowing that trainees
passed their medical school course or progressed from internship
doesn’t mean they can safely care for patients without supervision.
A review of the reliability or validity of these methods of
assessment is beyond the scope of this article, but no single
method can provide all the data required for deciding something
as complex as whether a trainee is capable of delivering professional services.3
Tips for assessing competence and performance in the
clinical setting
• Think about assessable moments. Structure work and teaching
so you can observe behaviour.
• Gather information from multiple sources. Observe often and
ask others (colleagues, registrars, nurses, patients).
• Ask trainees how they think they are going.
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Take-home message
In determining whether a trainee is safe to carry out procedures on
your patient:
• Know what you would expect at each level of training.
• Decide whether you are determining competence (can the trainee
do it safely in a supervised environment?) or performance (is he or
she safe to do it alone?).
• In the clinical setting, observe often and ask others.
• Provide constructive feedback and further training when needed.

• Tell trainees how they performed, offering timely and constructive feedback and supporting them when things don’t go well.
• Use a simple rating scale (Box 2) to guide your assessment as to
whether further training is required.
• Get trainees to describe and demonstrate. This will allow you to
determine their weaknesses (Box 2).
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DURING A DIVERSE CAREER as pharmacist, research synthetic chemist, pharmacologist and medical practitioner, George Eckert was always a charismatic
teacher across this diverse knowledge base. He
strongly influenced generations of students, doctors, dentists, and pharmacists through coaching,
tutoring, mentoring, lecturing and published
research.
George was born in Sydney on 24 October
1931. He was educated at Sydney Boys’ High
School, and studied pharmacy at the University of
Sydney, graduating in 1951.
After spectacular success as a pharmacy academic at the University of Sydney and private tutor
to over 1000 students from 1953 to 1965, George
changed direction and studied medicine, graduating
with honours in 1968. He trained in the Department of
Clinical Pharmacology at St Vincent’s Hospital, then, from 1974
to 1980, directed the first NSW Health Commission-funded
Clinical Pharmacology unit at Sydney Hospital. In 1984, he
transferred to St George Hospital, Kogarah, where he stayed until
his retirement in 1992. During this time, he was responsible for
changing methods of prescribing and managing drugs in hospitals
and for instituting quality-assurance and risk-management procedures that are now benchmark best-quality practice worldwide in
all areas of medical practice and healthcare delivery. He influenced
the flow of information about drugs, believing that those who
prescribed, administered and dispensed them, and the people who
received them, were all entitled to more information about their
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use and effects than they were getting. He engaged in
what he called “counter-detailing”: giving practitioners
a view of drugs independent of that supplied by
pharmaceutical companies, and often at odds with
it. He was fearless and selfless in the public
interest, passing up lucrative offers from pharmaceutical companies that were widely available to
clinical pharmacologists and other medical specialists in that period.
George had the many gifts and true modesty of
a polymath. He had a creative intellect, bringing
together his diverse education and life-long learning. The examiners for his Doctor of Medicine
thesis wrote: “This thesis is to be highly commended, as it is so novel. It is so far ahead of the
prevailing orthodoxy conceptually that it is not likely to
be widely understood or appreciated until there is a
broadening of pharmaceutical and pharmacological training.”
He had an encyclopaedic knowledge of history (ancient and
modern), music, opera, film, chess and cricket, and shared these
interests with friends of all ages.
George’s greatest gift was his capacity for friendship with a wide
range of people in his diverse life roles. He saw the world as one
moulded by human strengths and weaknesses, and shared his
insights with kindness, compassion and humour.
Towards the end of his life, suffering from prostate cancer, he
faced his illness with stoicism, dignity and courage, and died at
home among family and friends on 17 May 2004.
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