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Medical education has changed dramatically over the last 40 years as we 

have climbed Miller’s pyramid. Our workplace-based assessment toolbox is 

now extremely well-filled with instruments, however every assessment has its 

limitations and there is no single assessment or method that can capture all of the 

competencies. Assessment has now moved from an input focus, to an output or 

outcome focus.  

 

Defining how doctors are expected to perform at the end of training includes 

competencies that are outside the knowledge domain or the technical expertise 

domain. Skills that are more complex such as professionalism, team-work, dealing 

with uncertainty, or managing multi-morbidity are developed in a longitudinal 

fashion from feedback in the workplace.  

Learning and performance will vary across different contexts and a robust training 

and assessment program utilises this fact. Regular narrative feedback, self-directed 

learning, the relationship of the trainer and the trainee, and programmatic 

assessment are the main-stay of this model. It will involve moving from a 

summative/formative discussion to one of low-stakes to high-stakes assessments, 
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The four essential elements that 

together make up the Workplace-

based Assessment Framework for 

Australian General Practice Training 

(the Framework) are: WBA tools, the 

assessor, the registrar and the context 

(see Figure 2).

The advantage of embedding 

assessment within a real-world context 

is balanced by the fact that establishing 

individual WBA validity and reliability 

is difficult. Therefore, the way in which 

WBAs are used must be structured to 

maximise the benefit of the real-world 

context and minimise the risk of biased 
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2. The 
Framework
Overview
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Theoretical underpinning

Whilst multiple frameworks have been used to assess the validity, generalisability 

and reliability of WBAs, the general consensus is that WBAs have low reliability 

unless entrustment-based scales are used.  

 

Therefore, it is recommended that entrustment scales be used within as many 

WBAs as possible. Low reliability is also likely explained by the various factors which 

disturb these psychometric properties, including users (e.g. assessors' roles or 

seniority, or users’ attitudes); the purpose of a WBA; and the relationship between 
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Safety assessmsent  

(Streams: 2, 3a, 3b, 3d).

Supervisor direct observation of the 

registrar (Streams: 1, 2, 3a, 3b, 3c, 3d).

Why: Registrars typically come 

straight from the hospital system into 

general practice and so are familiar 

with a very different style of practice. 

Timed appointments, billing patients, 

computer software, working in a clinic-

based team etc. are all new to the 

registrar. One of the biggest differences 

is that the registrar is expected to 

consult by themselves with no direct 

observation when consulting from 

the first week. The degree to which 

registrars are safe to practice, even with 

the supervisor available on-site, needs 

to be assessed as early as possible.   

What: The safety assessment should 

include direct observation of the 

registrar’s consulting skills with case 

note review, followed by entrustment 

scales. An MCQ test should be 

undertaken early in training to establish 

baseline knowledge. In addition, an 

internal MSF by colleagues should 

be undertaken. Feedback should be 

gathered from ME small group work, 

factoring in whether registrars need 

additional support. Flagging registrars 

who need more support at this stage 

is important, as tailoring the training 

pathway to an individual’s needs 

means they are more likely to be 

successful GPs. 

When: This is a once-off assessment, 

undertaken within weeks one to eight 

of commencing a community general 

practice placement. 

Who: It is recommended that the 

training organisation should facilitate 

this with the supervisors and then 

support the registrar and supervisor to 

ensure patient and practice safety.

Why: This allows the supervisor to 

assess the initial and subsequent 

safety of the registrar, track progress 

during their placement, and develop 

a relationship with the registrar that 

results often in the registrar feeling 

more comfortable with the supervisor 

observing them. However, this also 

brings with it the potential for bias, 

as the supervisor may be either 

consciously or unconsciously reluctant 

to give critical or negative feedback due 

to the relationship, the patients may 

know the supervisor and the supervisor 

may not have as much training in 

medical education and feedback 

techniques compared with MEs. 

What: EPAs should be used as part of 

the observation. 

How: Supervisors should receive 

specific training in undertaking a DOV 

and in the appropriate delivery of 

feedback to minimise potential bias. 

When:  A DOV performed by the 

supervisor should be undertaken each 

six months of community training, 

ideally early in the term to establish the 

level of supervision required.

Direct observation of registrar by ME or 

ECT (Streams: 1, 2, 3a, 3b, 3c, 3d).

Why: An ECT or ME should observe 

a registrar consulting and provide 

feedback and education to the 

registrar. This is an important 

assessment to allow for registrar 

professionalism competencies to be 

observed.  

What: EPAs should be used as part 

of the observation. Feedback should 

be given at the time of observation, 

in both written and verbal formats. 

A discussion should occur after the 

session with the supervisor, registrar 

and observer to discuss progress. 

Who: ECT visitors usually do not have 

an established relationship with the 

registrar, thus are more likely to give 

an objective assessment and be able 

to benchmark the registrar against 

expectations and other registrars. An 

assigned ME does not have a day-to-

day relationship with the registrar or 

patients, but often knows the registrar 

from small groups, previous visits, or 

training advisor contacts, thus can 

observe with some prior knowledge of 

competencies. 

When: A DOV performed by a ME or 

trained ECT should be undertaken 

each six months of community 

training, ideally later in the term 

to ensure minimal overlap with 

supervisor DOV.
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Direct observation video reviews 

(Streams: 3b, 3d).

Why: Video reviews can be 

undertaken to assess professionalism 

and consultation skills. These are 

often used as a self-reflection tool, 

especially in rural and remote 

areas. However, overall they can 

be unpopular due to logistics with 

registrars, supervisors, MEs and RTOs. 

 

What: This includes recording of three 

to six patient consults, followed by 

playback with the supervisor or ME 

and registrar reflection. 

 

Who: Video reviews are useful for 

remediation purposes, especially for 

registrars with professionalism issues. 

However, they are also useful for 

excellent registrars who want to refine 

their skills or for registrars in rural 

and remote areas where it is more 

difficult to have face-to-face direct 

observation. State-based legislation 

should be referred to in regards to the 

legality of recording patient consults 

prior to undertaking.

Why: These are used to map registrar 

progression through training, 

ensuring they are progressing at an 

expected level. This assessment is 

also an opportunity to discuss training 

concerns.  

What: A supervisor mid and end of 

term assessment should be conducted 

every six months until the registrar has 
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Learning log (Streams: 2, 3b, 3d). Procedural skills log (Streams: 1, 3b 

and Environmental Scan).
Why: The learning log is seen as an 

additional tool within the Framework, 

rather than a stand-alone WBA. It 

ensures a reflective and outcome-

based process associated with 

day-to-day learning and all WBAs. A 

self-managed, dynamic and integrated 

learning log of day-to-day issues that 

can be discussed with the supervisor, 

ME or ECT, allowing for the registrar 

to track their learning needs is 

recommended. The log will include 

daily events that the registrar needs 

to learn more about, for example 

review menopause patches, look up 

mechanism of sitagliptin or talk to 

physiotherapist about knee braces.

What: The learning log needs to be 

easily updatable between consults 

and have the ability to be readable 

or accessible by others. The learning 

log needs to be updated after each 

WBA with what has been learnt and 

what will change in the registrar’s 

practice. Learning plans were regarded 

by interviewees as in-effective and 

under-utilised, thus there is a need for 

a dynamic platform to host registrar 

learning needs.  

When: At least six issues chosen from 

the learning log each semester  

should be presented to the assigned  

ME as evidence of self-directed and  

reflective learning. 

Why: Procedural skills logs were 

not originally included in the list of 

WBAs that we requested from the 

training organisations. However, the 

interviewees identified this as an 

unmet need. A procedural skills log 

allows registrars to tick off procedural 



18

Patient Encounter Tracking And 

Learning tool (PETAL) (Streams: 2,3b).
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Table 3. Mapping WBAs against the RACGP domains of general practice and core skills 

Domains

Domain 1

CS1.1 GPs communicate effectively & appropriately 

to provide quality care. 

CS1.2 Through effective health education, GPs 

promote health and wellbeing to empower 

patients. 

Domain 2

CS2.1 GPs provide the primary contact for holistic & 

patient-centred care. 

CS2.2 GPs diagnose & manage the full range of 

health conditions in a diverse range of patients, 

across the lifespan through a therapeutic 

relationship. 

CS2.3 GPs are informed & innovative. 

CS2.4 GPs collaborate & coordinate care.

Domain 3

CS3.1 GPs make rational decisions based on the 

current & future health needs of the community & 

the Australian healthcare system. 

CS3.2 GPs effectively lead to address the unique 

health needs of the community.

Domain 4
CS4.1 GPs are ethical & professional.
CS4.2 GPs are self-aware.
CS4.3 GPs mentor, teach & research to improve 
quality of caC甀
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WBA tool delivery 

This section provides 

recommendations as to how 

the WBA tools should be best 

delivered within the AGPT 

context. 

Registrars should be clearly informed 

about each WBA and its purpose 

(Streams: 1, 3b,3c,3d).

WBAs should be defined as low, 

medium or high-stakes  

(Streams: 1, 3b, 3d).

WBAs should be available through a 

user-friendly, efficient online learning 

system (Streams: 1, 2, 3a, 3b, 3c, 3d).

Registrars should be clearly informed 

about the processes involved in each J
ET
Q
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The training organisation should set 

up processes to ensure that specific, 
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WBAs should be spaced at regular 

intervals throughout training to 

map registrar progression 

(Streams: 3a, 3b, 3c).



26

The primary purpose of a 

programmatic assessment approach 

to WBAs should be to give feedback 

to encourage self-reflection and 

learning, a secondary purpose should 
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WBA tool features

This section focuses on the 

recommended tool features. 

There are a number of features 

which are important for 

integration within WBA tools to 

improve their effectiveness. This 

includes inclusion of EPAs within 

assessments, benchmarking, 

narrative and cultural feedback 
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Assessors must be aware of their 

various roles and responsibilities 

(Streams: 2, 3a, 3b, 3d). 
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Multiple assessors should be used to 

reduce bias (Streams: 1, 2, 3a, 3b, 3d).

The same group of assessors should 

reassess the registrar at regular 

intervals (Streams: 1,3a, 3b, 3c, 3d). Feedback is an essential component 

within WBA and appropriate systems 
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The assessor should also receive 

training in the flagging process, so that 

when concerns do arise, they have 

the tools and understanding of the 

flagging and remediation process. In 

addition, assessors should be trained 

in how to communicate with the 

registrar regarding flags and notifying 

the registrar of whether they have been 

flagged, reducing failure to fail. 

When assessors provide psychological 

support to a registrar, there should 

be formal pathways set up to ensure 

that the balance of confidentiality 

about the registrar’s issues, their 

ongoing training requirements and the 
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5. High-stakes 
assessments

This section provides recommended principles 

for making high-stakes decisions such as 

registrar flagging and remediation.

Flagging and remediation

The training organisation should have 

a documented transparent process 

outlining how registrar flagging 

occurs (Streams: 2, 3a, 3b, 3c, 3d).

Registrar flagging should take into 

consideration a collation of WBA 

feedback using a programmatic 

assessment approach (Streams: 3b, 3d).

Consequences of non-compliance 

with WBAs, lack of insight, or 

unsafe practice should be clearly 

documented (Streams: 2, 3a, 3b,  

3c, 3d).

‘Flagging’ is a process whereby those 

registrars who are struggling with the 

general practice training are either 

‘monitored’ to watch, or ‘actioned’ if 

they need more assistance in order to 

fulfil the requirements of the training 

program. If anyone at any time has 

a concern about a registrar, they 

should be ‘flagged’, preferably to the 

assigned ME. Many supervisors and 

practice managers are reluctant to 

document concerns and so would 

prefer to communicate the concern 

verbally. There are many reasons for 

flagging but essentially, they can be 

categorised into Personal, Practice or 

Professionalism.  

 

Some will be flagged before they start 

training because of their knowledge 

or attitude, and some because of 

their health or social circumstances. A 

‘diagnostic process’ investigating what 

is behind the concern that has been 

raised will ensure that any program is 

tailored to the particular needs of the 

registrar. Templates are helpful in order 

to outline generic pathways that may 

have assisted with particular issues in 

the past, so that the assigned ME, who 

already has a relationship with the 

registrar can be supported to continue 

to monitor them. An important flag 

will be that of safety, including over-

confident registrars who do not ask for 

appropriate assistance. It is essential 

to flag registrars as early as possible so 

that additional resources and strategies 

can be implemented to improve the 

registrar’s chance of success.

WBAs are an integral part of the 

flagging process as they can ensure 

closer monitoring of the registrar, 

tailored feedback for their needs and 

ascertain the resources needed. 

Therefore, consequences of non-

compliance with WBAs, lack of insight, 

or unsafe practice should be clearly 

documented.

A registrar who is being ‘monitored’ will 

need to have a programmatic view of 

what is happening. Unless it is a high 

risk flag, a single issue on a single WBA 

will not be enough to flag a registrar. 

An ME who has oversight of all the 

WBAs is best positioned to make a 

decision about whether this one flag 

is part of a bigger picture that needs 

‘action’ or whether this registrar can 

continue to be ‘monitored’. It may be 

that extra WBAs are necessary as part 

of the ‘diagnosis’ in order to clarify the 

position.
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The assessments that feed into the 

flagging, monitoring and remediation 

processes will be multifactorial and 

will include review of:

• Compliance and outcomes  

of WBAs. 

• Personal and social issues. 

• Context in which the  

registrar is practicing. 

• Registrar/supervisor relationship  

(it may be that this has broken down 

and is not conducive to learning).

These factors should be diagnosed and 

collated by an ME, preferably one who 

has a relationship with the registrar.

Flagged registrars who are deemed by 

an ME to require additional support 

require a tailored intervention plan 

that addresses the developmental 

gaps identified (Streams: 3b, 3d). Flagged registrars should be 

monitored and reviewed regularly 

and managed by a panel of senior MEs 

(Streams: 1, 2, 3b, 3d).

Flags should be recorded in an online 

portfolio accessible to the registrar, 

assessors and training organisation 

(Streams: 3b, 3d).

If a registrar is escalated from a 

‘monitoring’ category to one of ‘action’ 

then a comprehensive ‘diagnosis’ of 

the registrar’s difficulties will need to be 

made, a management or intervention 

plan compiled, and the registrar and 
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Non-compliance with flagging or 

remediation requirements should 

also have clear accountability 

pathways and consequences 

documented (Streams: 2, 3b, 3d).

The final high-stakes programmatic 

assessment decision should be made 

by a panel of senior MEs (Streams: 1, 

2, 3b, 3d).

Following up mandatory WBAs can 

be an administrative burden on the 

training organisation. Making WBAs 

mandatory ensures that the training 

organisation can monitor a registrar’s 

safety and progression through 

training, and make a valid judgement 

on the registrar’s preparedness for 

independent practice. Follow-up of 

registrars who do not comply with WBA 

requirements is essential, with flagging 

as an outcome for those who do not 

meet expectations. It may be that there 

are personal or social issues that are 

the problem, but lack of compliance in 

training and assessment requirements 

is sometimes a sign of a deeper 

professionalism issue that needs to be 

addressed. 

It is important to have transparent 

guidelines about the time-frames 

and quality that is expected and the 

consequences of non-compliance. 

Initial monitoring should be done 

by an administrative team member 

such as a training coordinator with 

a transparent process for escalation 

if the registrar does not comply 

or behaves in an unprofessional 

manner with the training coordinator. 

Non-compliance with flagging or 

remediation requirements should also 

have clear accountability pathways and 

the consequences spelled out in the 

remediation documentation.

There is no single WBA that will 

adequately reflect the range of 

competencies needed to affirm that 

a registrar is progressing. As well 

as collation of the outcomes of the 

WBAs, collation of expert opinions is 

also important in order to assess a 

final outcome regarding successful 

completion of training. The final 

high-stakes programmatic assessment 

decision should be by a panel of senior 

MEs. Most RTOs have a panel of such 

experts who discuss the collated WBA 

outcomes along with any flags such as 

non-compliance, relationship with RTO 

staff, exam progress, and engagement 

with training etc., in order to affirm that 

the registrar is deemed to be a safe and 

independent GP who is a self-reflective 

life-long learner.

High-stakes decisions will need to be 

made in a standardised and reliable 

way by highly trained assessors who do 

not have a close day-to-day relationship 

with the registrar. MEs are well-suited 

to make medium-stakes assessments 

as they may know the registrar but are 

more likely to be one step removed and 

so more likely to be objective.  

In particular, the final assessment 

should include written exams plus a 

sign-off of a programmatic portfolio 

of WBAs. The stakeholders who 

participated in the interviews and focus 

groups felt very strongly that WBAs and 

exams are testing different aspects of 

registrar ability – the exams mostly test 

knowledge and some critical thinking 

skills, and the WBAs assess remaining 

competencies.

Consequences for non-
completion of WBAs

Programmatic assessment 
for high-stakes decisions

All stakeholders should be trained in 

the flagging process (Streams 3c, 3d).

All stakeholders should be trained in 

the possible reasons for flagging, the 

flagging and remediation pathways 

and the outcomes expected from 

flagging and remediation. This 

should include professionalism 

and communication. Flags may 

result from a number of events 

including WBAs, conversations 

with stakeholders (e.g. ME, practice 

manager, supervisor, registrar, 

training coordinator). The different 

types of flags should be understood 

by training coordinators so as to 

ensure flags can be captured and 

documented across personal, 

practice or professional categories. 
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High-stakes assessments, where the 

registrar’s progress is being assessed 

using a WBA, is best done by an 

external assessor and not by the 

supervisor. This is a strong message 

in the literature because of the 

relationship of the supervisor and 

registrar and the greater potential for 

bias. As coach, employer, role model 

and often confidante, the supervisor 

will also feel uncomfortable taking 

on this role. The focus group 

participants also emphasised that 

it would be detrimental for the 

day-to-day corridor and case-based 

teaching that registrars receive from 

their supervisors, as they would be 

reluctant to ask ‘stupid’ questions or 

discuss personal problems.  

 

Often supervisors will be practice 

owners and there will be a potential 

bias, as they will also be negotiating 

the registrar’s employment contract. 

On occasions, the relationship 

between the supervisor and the 

registrar is not ideal, or the supervisor 

is interested in the registrar becoming 

part of the practice, and so any 

high-stakes assessment is likely to be 

biased one way or the other. 

High-stakes assessments used to 

monitor remediation must collate a 

portfolio of WBAs in a programmatic 

way to inform decisions. It needs to 

be made clear to the registrar that at 

this stage the WBAs are high-stakes 

and hence there will not be timely 

constructive feedback given, but 

an assessment of whether training 

should continue or the registrar should 

be withdrawn. The programmatic 

assessment might include: DOV, RCA, 

MSF, video review, and structured 

learning plans. A panel of senior MEs 

should review the portfolio and make 

a decision.

High-stakes assessments for 

remediation should be collated in a 

programmatic manner with a variety 

of different WBAs used and a variety 

of different assessors (Stream: 3d).

Ensuring that several assessors 

have affirmed that the registrar is 

‘safe to practice unsupervised’ in all 
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However, the registrars in the focus 

groups universally valued feedback, 

and found it frustrating when all 

they received was a ticked box with 

little narrative. Training assessors to 

give constructive, outcome-based 

feedback, and empowering registrars 

to ask for feedback and then to 
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The training organisation should foster 

a culture of excellence, for itself, its 

staff, its programs and the registrars. 

The culture of lifelong learning extends 

beyond the registrars and is influenced 

by the supervisors, MEs, training 



39

Training organisations need to ensure 

that registrars are aware of the 

mandatory expectations of training and 

that for independent and safe practice 

additional WBAs may be required. 

(Streams: 1, 3b, 3d).

Training organisations need to 

ensure that registrars are aware 

of the mandatory expectations of 

training and that for independent 

and safe practice additional WBAs 

may be required. (Streams: 1, 3b, 3d).

Training organisation support for 

WBA assessors is critical. Training 

coordinators are essential to provide 

support to assessors (Streams: 2, 3b).

There is a need for training 

organisations to establish early on 

that training in general practice is not 
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Recognition/payment for assessor 

investment into WBAs is important 

(Streams: 1,3b).

A positive relationship between the 

supervisor and registrar leads to more 

effective WBA outcomes  

(Streams: 1,3a, 3b).

Training plans allow registrars to 

envisage their future training timeline 

and assessors to better understand 

future requirements (Streams: 2, 3b).

MEs, supervisors and practice 

managers will all rely on an efficient 

and engaged training coordinator 

who is able to easily negotiate the IT 

system in order to discuss timelines 

and compliance with WBAs. This is 

especially important for those registrars 

who have been flagged when the ME 

will usually be more closely involved. 

Running a successful general practice 

training program with a suite of 

WBAs requires engaged staff who 

feel adequately supported and 

remunerated. Supervisors are busy 

GPs and their consulting time earns 

them income. Using this time to train 

a registrar means they are not earning 

for themselves and the training 

organisation should ensure they 

remunerate the supervisor to the best 

of their ability. Supervisors are also 

required to invest their time in assessor 

training and in giving feedback, dealing 

with difficult registrars etc. In order 

to ensure engagement of supervisors 

in this process, they should also be 

recognised and remunerated for this 

time. There should also be increased 

remuneration for supervisors who 

provide a higher level of supervision.  

For many registrars who have come 

from a hospital system with maternity 

leave, professional development 

funding and long service leave 

entitlements, coming into general 

practice can mean a decrease in 

income. It is important that their 

training time is quarantined and 

remunerated and that they do not feel 

pushed to consult during this time, 

either by themselves, or by the practice.

Training plans created by the training 

coordinator and discussed with the 

registrar provide a visual appreciation 

of the training requirements. In 

addition, they ensure the training 

organisation is accountable to 

the RACGP and that all college 

requirements are incorporated into the 

plan. Training plans can be adapted 

based on WBA completion and whether 

flagging has occurred, allowing for 

additional WBAs to be added. Training 

plans can be viewed by the ME and 

supervisor so they are aware of 

progression and the next steps that 

need to be taken. Finally, training plans 

are important for registrars who are 

working part-time, allowing for WBAs to 

be appropriately planned based on the 

full-time equivalent. 

They are also more likely to accept 

praise about progression, as they 

are aware of the longitudinal 

relationship and the care with which 

the supervisor has observed, assessed 

and communicated with them in the 

past. This is obviously also likely to be 

to the supervisor’s advantage if they 

are looking for good GPs for future 

workforce in their practice as the 

collegial relationship of mutual respect, 

trust and open communication 

continues to be important in GPs who 

work together long-term. 

The relationship between the 

supervisor and the registrar will impact 

on the likelihood of the registrar 

integrating the supervisor’s feedback 

into learning. A positive relationship 

becomes one of trust, mentoring and 

role-modelling the craft of general 

practice. The registrar is more likely 

to feel at ease with being observed, 

assessed and accepting feedback. If 

the registrar respects the opinion of 

the supervisor, they are more likely to 

accept and ask for their feedback. 

Practice Context
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How GPs are trained has changed dramatically over the last few decades. We now 

know that being a good GP is not just about having a great deal of knowledge or 

passing the exams. Becoming a ‘safe and competent GP who is a self-reflective, 

life-long learner’ is a process that can be facilitated by valid assessment tools, well-

trained assessors, engaged registrars and a supportive context. 
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