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Introductory Information

Purpose of this Document

This document makes explicit the knowledge and skills that are expected from an HTS trainee relevant to the scope of this HCCC module. As a portfolio insert it also serves as a record of the development of skills relevant to required learning outcomes and a record of the assessment of the trainee. The prescribed elements of the portfolio insert must be completed prior to an exam centre-based practical exam. In more detail, the document includes the following specific material for this module:

· General standards and expectations (relevant to all clinical modules)

· Learning outcomes and associated contextual knowledge requirements specific to this module.

· Record of clinical experience in terms of sessions. A minimum number of sessions with an approved supervisor is needed prior to examination, and is detailed in the portfolio insert. 

· Record of tutorial subjects and dates. A minimum number of one-hour tutorials are needed prior to examination.  

· Secondment reports. There is a need for at least 5 days of experience in at least one other accredited centre prior to examination.

· Part A – Observation of technical competence in clinical procedures, including calibration. This details the range of procedures in which the trainee needs to demonstrate their competence. When considered in association with the learning outcomes these procedures define the syllabus.

· Part B – Periodic appraisals of whole patient management and reflective diary. At least two of these appraisals should be by an approved supervisor from another department. The trainee would need to show consistent scores of exam standard, prior to taking their examination.

· Case studies to complete

· Exam schedules – to be completed by examiners.

· Guidance on the knowledge base required for successful completion of the written examination associated with this module (Appendix 1).

NB. The detailed minimum requirements for completion (prior to examination) of individual practical training elements are further described for this portfolio at the appropriate sections below and are listed together for convenience in Appendix 2.

General Standards and Expectations for HCCC Modules

The HTS scheme is intended to support the acquisition of competencies and affirm those competencies required to practice effectively as Band 6/7 Healthcare Scientists in Audiology.  The general expectation should be that all such trainees (meeting pre-requisite and associated M-level educational requirements) are capable of successful completion of the scheme’s HCCC modules and examinations given an adequate plan of supervision. The role of the supervisor in ensuring successful completion of the scheme cannot be over-emphasised. It is imperative that both the trainee and supervisor understand the standards expected and the regulations for the scheme. In particular, the required scope and level of M level knowledge required to succeed should be recognised for each module. 

The HTS examinations will assess technical and clinical skills, and a critical knowledge of recent published data, procedures and the scientific literature that bring scientific underpinning clinical practice and service development roles as Healthcare Scientists. As a professional training scheme, trainees will be expected to demonstrate an ability to integrate relevant knowledge (acquired through to study at M-Level) with practical competencies. Trainees should therefore ensure that their knowledge base relevant to this module remains up to date; development of a knowledge base should not stop on completion of an HEI course (or written exam) but should be maintained and further developed throughout the module training period. For further guidance as to the definition of M-level study, see Appendix A in the Regulations.

Trainees should take every opportunity at the HTS practical examination to make the examiners aware of their skills and wider critical knowledge. This might not be possible during an examined clinical session, and therefore the viva voce component of the practical examinations offers further opportunity to discuss and explain these wider issues. It is important that trainees are able to demonstrate not only what they do know, but also their own critical self awareness (i.e. awareness of where there are still areas for improvement, or gaps in knowledge. Such critical self awareness is regarded as a positive attribute to any assessment. 

Trainees should also demonstrate that they are able to see and understand the patient in the wider context (e.g. for patients primarily presenting with balance problems this will require consideration of hearing and tinnitus related issues as appropriate); slavish adherence to a standard test approach or to sophisticated technology should be balanced against sensible contingent decisions on how to proceed most effectively. Professional competence at this level implies the ability to choose alternative approaches or adapt approaches when necessary, and to be able to articulate and justify action to colleagues. The discipline of Audiology features uncertainties and practical problems. Consequently, the trainee needs to demonstrate that they have the necessary skills to tackle and solve practical problems by both systematic and creative thinking, complemented by originality of thought and initiative. Demonstration of independent thought and comment will be expected.

Finally, the trainee works within a multidisciplinary team, receiving referrals, and referring onwards where appropriate. The ability to understand their own role, the objectives of others and implications of their own decisions (in effectively and efficiently meeting the health needs of patients) are important. Consequently, a broader understanding of their own role within that of the team and the wider health outcomes for patients is expected.  

Advice on Preparation for Examination

This document sets out requirements in terms of prescribing the composition of and numbers of the different elements of the portfolio insert that must be completed prior to external assessment (examination). However, it must be emphasised that these are minimum requirements. Effective local training provision will be planned and feature a progressively increasing scale and scope of experience. Additionally, preparation for examination cannot be effectively determined by empirical measures alone (eg number of sessions completed); the quality of experience is also of critical importance. In order to best prepare trainees for examination successful supervisors will offer training opportunities (eg through selecting patients and tutorial topics) that challenge the trainee in order to extend their skills. Such experience will be acquired steadily in order that learning is cumulative and skills can improve. Individuals may therefore require additional training provision (eg appraisal sessions and secondments) where there has been disruption to their training, where local provision is limited or where that training has extended over a very long period.   

Although this portfolio describes and prescribes a variety of means to develop skills this should not be regarded as a definitive ‘checklist’ to success but rather as a guide to the minimum training provision required. Success as a trainee is more likely if there has been exposure to additional approaches to training that complement those mandatory elements described in this document. This could for example include setting of defined learning tasks, presentations to colleagues on relevant topics at departmental CPD/audit/training events and local short secondments with other relevant professionals. Training will be more effective if it is multifaceted and those activities are integrated; for example using recent practical patient management experience (say from a Part B appraisal) to prompt a related tutorial learning task and subsequent presentation to colleagues.

If there are any special circumstances in the lead up to the examinations for this module which may affect the trainee’s performance, the supervisor and trainee should both decide whether the exams should go ahead. The exams should proceed only if both supervisor and trainee are confident the trainee will meet the required standard. Under no circumstances will the pass level be lowered.

In conclusion, HTS examiners will be looking for a safe, competent and confident practitioner who can demonstrate the full range of generic and specific skills expected at this level. A successful supervisor will carefully plan and customise training provision based upon the mandatory training requirements, the learning outcomes described and the evolving abilities of the trainee. 

The majority of training and appraisal will be conducted by the supervisor who should be best placed to judge readiness for examination (written or practical). As a guide the supervisor should consider if the trainee has the generic skills listed below (common to any clinical HTS module) in addition to meeting the more specific requirements set out in this document. Can the trainee:

· Relate their own practice to a supporting knowledge base – including reference to evidence based and/or recognised good practice?

· Clearly justify any of their own clinical decisions made in the assessment or management of patients?

· Understand and explain the roles and objectives of others within the multidisciplinary team?

· Explain the local structures (i.e., care/treatment pathways) for processing patients and offer critical comment?

· Critically comment and reflect on their own actions?

· Show independent thought through comment and presentation of alternative (and justified) approaches to existing local practice?

· Show creativity, initiative and originality of thinking in tackling and solving practical problems?

· Articulate the above clearly through presentation and constructive discussion with colleagues?

Registration Details

HCCC Registration Date …………….


	Surname
	
	First Name
	

	BAA No.
	
	RCCP/HPC No.
	

	Address
	

	Email
	


	Supervisor Name

(usually line manager)
	

	Job Title
	

	BAA No.
	
	RCCP/HPC No.
	

	Address (if different from candidate)
	

	Email
	


	Mentor Name

(optional)
	

	Job Title
	

	Address
	

	Email
	


Learning Outcomes

On completion of the module the trainee should be able to integrate theoretical knowledge and practical skills to enable them to:
· Calibrate equipment and facilities used in balance assessment and rehabilitation such as room set-up, positioning of the couch, flow rates and temperature of caloric stimuli and individual patient calibration. 

· Prepare test facilities & equipment, to include daily calibration checks , room set up and an understanding of test parameters

· Formulate assessment and treatment plans, liaising with the relevant professionals to co-ordinate assessments & care, as appropriate  
· Plan clinical approaches, using clinical reasoning strategies, evidence based practice

· Brief patients and/or carers appropriately with reference to their information needs and expectations of assessment.

· Take a full and relevant history (see following section)

· Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available

· Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases

· Give clear information on results of investigative tests and recommendation for follow-up actions / interventions to patients and carers using appropriate language and communication strategies

· Deliver treatment plans, tailored to the individual, to include follow-up and adaptation of treatment as required

· Keep appropriate clinical records 

· Write reports on test results and recommendations and / or outcome of treatment as required, suitable for the intended audience, to include a range of professionals. 

· Critically evaluate and reflect on clinical practice
This will require a thorough knowledge of normal balance function, a wide range of balance disorders, differential diagnosis, mechanisms of balance recovery, plus the roles of the wider clinical team which may be involved in diagnosis, rehabilitation or for onward referral. Although patients may be presenting primarily with balance problems it will be necessary for the trainee to demonstrate the ability to consider their wider Audiological related needs as appropriate.  
The range of clinical procedures in which the candidate must be competent (with reference to the above learning outcomes) are those listed under ‘Part A – Observation and Technical Competence’   of this document. Up to date knowledge and understanding of associated national protocols, procedures and standards (e.g. BSA/BAA recommended procedures) is expected. 

Trainees must also understand and be able to comment on the context of individual assessments within national and local structures/processes for diagnosis and management of vestibular disorders. 

Specific Standards of Practice Expected for this Module

Case History

Points to cover may include;

General Demography: 
Personal details, occupation, lifestyle, general medical history, family history

Balance Problems: 
Date balance problems first noticed. Date and description of balance event(s)/episode(s) including , most prominent and last, number of balance events/episodes, precipitating factors, direction specificity, frequency and duration of balance events/episodes , motion/visual provoked symptoms, precipitating / associated  factors, attributed cause, treatment received and effectiveness, medication and total number of medicines being taken. Effect on lifestyle.
Associated Problems:
Hearing, hearing aid use, otological problems, noise exposure, tinnitus, aural pressure, visual disturbances, headaches/migraines

Record Keeping and Report Writing

Trainees must record results clearly, in a consistent format, all of which must be dated and named. S/he is expected to produce a concise, accurate and objective case report and/or make appropriate referrals to other agencies/services where necessary. The precise format of the report will be specified by the local department. However, when preparing written reports at the time of practical examination the report should include the following discrete sections: history, examinations, summary of results, conclusions and recommendations.

Types of Cases

Clinical competence is expected in assessing a patients audio-vestibular status and delivering rehabilitative treatment plans to adult patients with balance problems. 
External (Examination) Assessment

There are two components to the external assessment of this module:

1.In the absence of sufficient relevant HEI credits in balance assessment and rehabilitation there will be a written assessment to ensure that the theoretical underpinning that is required to achieve the learning outcomes has been achieved. This assessment will be set to the equivalent of M-level (Masters level) and will need to be passed prior to sitting the practical assessment.

2.Practical assessment of clinical skills required to achieve the learning outcomes. This will involve the assessment of one assessment and one rehabilitation patient, and the writing up of a report from the assessment case. In the case of the rehabilitation patient it should be someone who is suffering from motion provoked symptoms who has not had a rehabilitation appointment previously. In addition, there will be a discussion around assessment of each of the cases (case viva). Assessments will take place over a one-day period at an Exam centre at specified times of the year, according to need. There will then be a general viva voce, to assess the level and scope of theoretical knowledge underpinning the learning outcomes. This may explore broader issues prompted by the practical exams, and the content of the portfolio insert. 
Record of Clinical Experience

Clinical Sessions

A minimum number of 40 supervised sessions in an accredited centre are required prior to taking the practical examination in this module. Many individuals may need more than this to enable them to develop competence in all learning outcomes.

All of these 40 sessions must be supervised by a Band 6 or above practitioner who meets all the requirements of supervisors as outlined in the regulations.

Sessions can be classed as directly supervised (supervisor present in clinic room for 100% of the time).  or indirectly supervised (supervisor present for less than 100% of the time). A minimum of 50% (i.e. 20 sessions) must be directly supervised.

Supervised sessions should be recorded in the table below. Additional sessions which are not supervised should not be counted. Please note, these are sessions of approximately 3.5 hours, not individual patients.
	Date
	
	
	
	
	
	
	
	
	
	
	

	Supervisor
	
	
	
	
	
	
	
	
	
	
	

	Supervision level

D = direct

I = indirect
	
	
	
	
	
	
	
	
	
	
	


	Date
	
	
	
	
	
	
	
	
	
	
	

	Supervisor
	
	
	
	
	
	
	
	
	
	
	

	Supervision level

D = direct

I = indirect
	
	
	
	
	
	
	
	
	
	
	


	Date
	
	
	
	
	
	
	
	
	
	
	

	Supervisor
	
	
	
	
	
	
	
	
	
	
	

	Supervision level

D = direct

I = indirect
	
	
	
	
	
	
	
	
	
	
	


	Date
	
	
	
	
	
	
	
	
	
	
	

	Supervisor
	
	
	
	
	
	
	
	
	
	
	

	Supervision level

D = direct

I = indirect
	
	
	
	
	
	
	
	
	
	
	


Tutorial Subjects

The overall supervisor is expected to set reading around specific areas, and to hold tutorials for discussion. Use this sheet to record the date and topics covered. Topics should be determined with consideration of the candidate’s learning needs (particularly addressing any gaps in underpinning knowledge) and with reference to specific learning outcomes. There is a requirement for at least 7 one-hour tutorials prior to examination. Tutorials should be planned and delivered by the supervisor or other delegated staff member.

	Date
	Subject Area with reference to specific learning outcomes and/or clinical procedures
	Reference(s) given
	Tutorial by

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Secondments

The aims of each secondment should be agreed in advance and written in the table. Opportunity should be taken to make specific requests related to training needs. Secondment supervisors should write a brief report in the table at the end of the visit. There is a need for at least 5 days (10 sessions) of experience in at least one other accredited centre prior to examination.

	Date:


	Secondment centre:

	Aim of secondment (to be agreed by candidate, overall supervisor and secondment supervisor prior to the beginning of the secondment):



	Timetable
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	am
	
	
	
	
	

	pm
	
	
	
	
	

	Secondment supervisor's report:



	Date:
	Secondment centre:

	Aim of secondment (to be agreed by candidate, overall supervisor and secondment supervisor prior to the beginning of the secondment):



	timetable
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	am
	
	
	
	
	

	pm
	
	
	
	
	

	Secondment supervisor's report:




Aside from the mandatory requirement for formal secondment the trainee is encouraged to experience some local sessional placements to observe clinical practice of other professionals e.g. ENT medical consultant out-patient clinic, neurology outpatient clinic, physiotherapy etc. Such sessions should be recorded in the table below and would help demonstrate to HTS examiners that the trainee is familiar with the roles of others in the context of their own.
	Placement session


	Date

	
	

	
	

	
	

	
	

	
	


Part A – Observation and Technical Competence

This section lists the range of procedures in which the trainee needs to demonstrate their competence. When considered in association with the learning outcomes these procedures define the syllabus. This section should be completed in full as a record of observation and carrying out the procedures correctly and independently.

Facilities and Equipment:

	
	Trainee observed procedure (Staff initials/date)
	Carried out correctly by trainee (Staff initials/date)

	Stage A / daily checks to include

· Screening tympanometers

· Flow rate of caloric stimulus

· Temperature of caloric stimulus

· Positioning of couch
	
	
	
	


Case History:

	
	observed procedure (Staff initials/date)
	correctly by trainee (Staff initials/date)

	Independently and succinctly obtains a relevant case history about the patients’ symptoms in a logical but flexible progression
	
	
	
	

	Identifies possible aetiological or contributing factors as they arise and spontaneously probes for more relevant information

	
	
	
	

	Covers the main areas defined in the recommended case history outline (unless justifiably omitted)
	
	
	
	

	Utilises questionnaires to establish degree of symptoms and impact balance problems are having on patient eg  Vertigo Symptom Scale, Dizziness handicap Inventory,
	
	
	
	

	Shows sensitivity to the patients’ concerns both in questioning and information giving 

	
	
	
	

	Records relevant information whilst maintaining a rapport with the patient and being aware of their concerns
	
	
	
	


Procedures Observed/Performed

	
	Trainee observed procedure (Staff initials/date)
	Carried out correctly by trainee (Staff initials/date)

	Clinical and bedside tests of balance function to include

· Romberg/Sharpened Romberg/Romberg on foam

· Unterberger

· Head shake

· Head thrust

· Assessment of sway & gait

· Contraindications 

· Safety of patient and tester

· Implication and interpretation of results.
	
	
	
	

	Assessment of spontaneous nystagmus to include

· Preparation and placement of electrodes /camera 

· Contraindications

· Safety of patient and tester

· Implication and interpretation of results.
	
	
	
	

	Assessment of saccadic eye movements to include:

· Preparation and placement of electrodes /camera 

· Contraindications 

· Safety of patient and tester 

· Implication and interpretation of results.
	
	
	
	

	Assessment of smooth pursuit eye movements to include

· Preparation and placement of electrodes /camera 

· Contraindications

· Safety of patient and tester.

· Implication and interpretation of results.
	
	
	
	

	Positional testing to include

· Preparation and placement of electrodes /camera

· Contraindications

· Safety of patient and tester

· Implication and interpretation of results.
	
	
	
	

	Positioning testing (Dix-Hallpike) to include:

· Preparation and placement camera or direct observation

· Contraindications

· Safety of patient and tester

· Implication and interpretation of results.


	
	
	
	

	Bi-thermal Caloric testing:

· Preparation and placement of electrodes /camera or direct observation

· Testing conducted within the scope of the BSA recommended procedure.

· Contraindications

· Safety of patient and tester

· Implication and interpretation of results.
	
	
	
	

	Information/counselling to include

· Explanation of balance function

· Typical effects of balance disorders

· Treatment options
	
	
	
	

	Particle repositioning to include

· Canalith repositioning manoeuvres (Epley/modified Epley/Semont maneuvre)

· Contraindications

· Safety of patient and tester
	
	
	
	

	Rehabilitation exercises to include

· Cawthorne-Cooksey exercises

· Gaze stabalisation exercises such  as those decribed by Herdman exercises

· Brandt-Daroff exercises

· Contraindications

· Patient instruction

· Safety of patient and tester
	
	
	
	

	Use of outcome measures to assess success of any rehabilitation to include

· Questionairres eg
· Objective measures eg
	
	
	
	

	Management of associate problems, to include when to refer on for specialist help

· Anxiety and depression

· Panic attacks
	
	
	
	


Debrief/Management:

	
	observed procedure (Staff initials/dates)
	correctly by trainee (Staff initials/dates)

	Explains results, recommendations and management options to patient and carers  using appropriate language
	
	
	
	

	Responds to questions from the patient and carers in an appropriate way, showing sensitivity and rephrasing / re-explaining as necessary to ensure understanding
	
	
	
	

	Develop a rehabilitation program appropriate to the patients symptoms including aims and objectives
	
	
	
	

	Back up information given with information leaflets where possible
	
	
	
	

	Utilise oucome measures to establish benefit of balance rehabilitation 
	
	
	
	


Part B - Periodic Appraisals of Whole Patient Management, Preparation & Reflective Diary

Part B appraisals are of critical importance to demonstrate assessment to the required standard for the key patient categories that help define the scope of the module. The assessments also record the detailed supervised preparation and readiness for final external examination. The scoring system of 1-5 should be used during these assessments with no intermediate ratings. A minimum of 5 assessments is required (in each specified patient category). Additionally, there must be an ultimate score of 4-5 in all areas of competence (scored for two consecutive assessment sessions for each patient category) before the trainee can apply for final examination in this module. 

The specified patient categories for this module are i) balance assessment  ii) balance rehabilitation. Within vestibular assessment trainees are expected to assess auditory function as appropriate, performing complementary audiological procedures such as tympanometry and pure tone audiometry. Within balance rehabilitation trainees are expected to perform testing/assessment as appropriate to the patient e.g. performing a Dix-HallPike manoeuvre at follow up of a patient with BPPV. 

At least two of these appraisals should be by an approved supervisor from another department. 

For each case the trainee is required to reflect on practice against learning outcomes for this module, making a record of such reflection on the form as indicated.

1. Balance Assessment

Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidate’s reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of assessment and information needs of others. 
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of session.
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Diagnosis and Management: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual cases
	
	

	De-briefing: Give clear information on results of investigative tests, advice and recommendation for follow-up/ interventions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on test results and recommendations, suitable for the intended audience, to include a range of appropriate professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice.
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard 

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


2. Balance  Rehabilitation 

Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

d
	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires 
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires 
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires 
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires 
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Appraiser _ _ _ _ _ _ _ _ _ 
Centre _ _ _ _ _ _ _ _ _ _
     Date _ _ _ _ _ _ _

	Area of competence
	Rating
	Comments on session

	Preparation: Preparation of facilities and equipment sufficient for reliable and safe rehabilitation.
	
	Appraiser’s comments:

Principal procedures performed:

Agreed to reassess in __ weeks

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies, with reference to identified purpose of treatment and information needs of others.
	
	

	History Taking: Take  relevant history including utilising relevant questionnaires
	
	

	Briefing: Ensure patients and / or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out any testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available
	
	

	Treatment: Deliver treatment plans tailoring it to account the individual to include follow-up and adaptation of treatment as required
	
	

	Management: Collate relevant information, interpret and make an informed decision concerning ongoing management of individual cases
	
	

	De-briefing: Give clear information on recommendation for follow-up actions/interventions to patients and carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical records 
	
	

	Report Writing: Write reports on outcomes and recommendations, suitable for the intended audience, to include a range of professionals.
	
	

	Ability to justify approach taken. Appropriate critical evaluation and reflection on clinical practice
	
	


Rating definitions:

N/A: Not applicable in selected examination patient

1: Satisfactory only in initial phase of training

2: Some progress but further training required

3: Just below minimum examination standard

4: Just meets examination standard

5: Easily meets examination standard

	Candidates reflection

	Learning outcomes reflected on (maximum of two):



	


Case Studies

Using the headings as listed below trainees should complete at least 4 case studies (including at least one assessment and one rehabilitation case) and attach/add as hard copies to this section of the portfolio insert. To enhance the learning experience trainees are encouraged to present case studies to colleagues, perhaps as part of departmental audit or local CPD activity. 

Trainees should choose interesting cases that are thought provoking and further develop their own practical competencies in the context of local and national good practice. Cases should be those where the trainee has been directly involved in assessment and management decisions. Please see case study guide on the BAA website for guidance.

Each case study should include:

· Summary of referral information

· Initial plan for session

· Key information gathered from history

· Summary of tests / procedures carried out

· Summary of results obtained

· Conclusions and management

· Justification for approach and details of evidence base to support

· Critical reflection of assessment and outcomes

· Lessons learnt for own practice and of general applicability (i.e. to the local service)

The submitted case study material could be in the form of a copy of presentation slides. Each case study should be signed and dated by the supervisor.

In common with the other contents of the portfolio the case study material presented may be the subject of discussion at the general viva voce of the practical examinations. 

Supervisor’s Final Report and Sign-off

Supervisors Final Report:

Signed:






date:

----------------------------------------------------------------------------------------------

Area below only for use when applying to resit the practical examination.

Supervisors Final Report:




date:

Signed







date

----------------------------------------------------------------------------------------------

Supervisors Final Report

Signed







date

Details of Completed HEI Accredited Modules

Please provide details in the table below. Copies of certificates award should be submitted with this portfolio insert.  

	Module provider 
	Module title
	Learning outcomes covered
	Credits awarded
	Date completed
	HTS1 approved?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Exam Schedule

Written Assessment

Date: _____________


PASS / REASSESS / NOT APPLICABLE

First resit:

Date: _____________


PASS / REASSESS / NOT APPLICABLE

Second resit:

Date: _____________


PASS / REASSESS / NOT APPLICABLE

The written assessment will only be required if the candidate has not obtained sufficient HEI credits at M-level in Balance assessment and rehabilitation assessment. 

Clinical (Practical) Assessment

Date _ _ _ _ _ _ _

Examiners _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

	Definition of Performance:
	Performance rating:

	
	Balance assessment
	Balance rehabilitation

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies with reference to identified purpose of assessment and information needs of others.  
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and/or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available (if appropriate for rehabilitation)
	
	 

	Diagnosis & Management Decisions: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of the individual
	
	

	Rehabilitation: Deliver treatment plans tailored to the individual, to include follow-up and adaptation of treatment as required (if appropriate for assessment)
	 
	

	De-Briefing: Give clear information on results of tests and/or recommendation for follow-up actions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical  records
	
	

	Report Writing: Write reports on test results (or rehabilitation plans) and recommendations suitable for the intended audience, to include appropriate professionals 
	
	

	Case viva: Discusses salient issues specific to case   which may include i) Justification for approach taken and evidence-based practice ii) Critical evaluation and reflection on clinical practice


	
	

	General viva voce: to include underpinning theory, application of clinical knowledge across the module and portfolio content


	

	EXAMINER(S) RECOMMENDATION FOLLOWING 

PRACTICAL EXAMINATION
	PASS / REASSESS


* Indicate ‘N/A’ if inappropriate to score

Rating definitions:

N/A: Not applicable in the selected examination patient

1: 
Satisfactory only in initial phase of training

2: 
Some progress but further training required

3: 
Just below minimum examination standard

4: 
Just meets examination standard

5: 
Easily meets examination standard

In order to pass the candidate must score all 4s or 5s. 






First Re-sit: Clinical (Practical) Assessment
Date _ _ _ _ _ _ _

Examiners _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

	Definition of Performance:
	Performance rating:

	
	Balance assessment
	Balance rehabilitation

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies with reference to identified purpose of assessment and information needs of others.  
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and/or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing*: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available (if appropriate for rehabilitation)
	
	 

	Diagnosis & Management Decisions: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual
	
	

	Rehabilitation*: Deliver treatment plans tailoring it to the individual, to include follow-up and adaptation of treatment as required (if appropriate for assessment)
	 
	

	De-Briefing: Give clear information on results of tests and recommendation for follow-up actions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical  records
	
	

	Report Writing: Write reports on test results and recommendations suitable for the intended audience, to include appropriate professionals and parents
	
	

	Case viva: Discusses salient issues specific to case   which may include i) Justification for approach taken and evidence-based practice ii) Critical evaluation and reflection on clinical practice


	
	

	General viva voce: to include underpinning theory, application of clinical knowledge across the module and portfolio content


	

	EXAMINER(S) RECOMMENDATION FOLLOWING 

PRACTICAL EXAMINATION
	PASS / REASSESS


* Indicate ‘N/A’ if inappropriate to score

Rating definitions:

N/A: Not applicable in the selected examination patient

1: 
Satisfactory only in initial phase of training

2: 
Some progress but further training required

3: 
Just below minimum examination standard

4: 
Just meets examination standard

5: 
Easily meets examination standard

In order to pass the candidate must score all 4s or 5s.


Second re-sit: 

Date _ _ _ _ _ _ _

Examiners _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

	Definition of Performance:
	Performance rating:

	
	Balance assessment
	Balance rehabilitation

	Preparation: Completion of stage A calibration checks, preparation of facilities and equipment sufficient for reliable and safe assessment.
	
	

	Planning: Formulate and plan clinical approaches, using clinical reasoning strategies with reference to identified purpose of assessment and information needs of others.  
	
	

	History Taking: Take a full and relevant history
	
	

	Briefing: Ensure patients and/or carers are appropriately briefed/instructed with reference to their information needs and expectations of the session
	
	

	Testing: Carry out testing in a safe and effective manner adapting as required to ensure information gained is maximised within the time available (if appropriate for rehabilitation)
	
	

	Diagnosis & Management Decisions: Collate relevant information, interpret and make an informed decision concerning the diagnosis and management of individual
	
	

	Rehabilitation: Deliver treatment plans tailoring it to the individual, to include follow-up and adaptation of treatment as required (if appropriate for assessment)
	
	

	De-Briefing: Give clear information on results of tests and recommendation for follow-up actions to patients and/or carers using appropriate language and communication strategies
	
	

	Record Keeping: Keep appropriate clinical  records
	
	

	Report Writing: Write reports on test results and recommendations suitable for the intended audience, to include appropriate professionals and parents
	
	

	Case viva: Discusses salient issues specific to case   which may include i) Justification for approach taken and evidence-based practice ii) Critical evaluation and reflection on clinical practice


	
	

	General viva voce: to include underpinning theory, application of clinical knowledge across the module and portfolio content


	

	EXAMINER(S) RECOMMENDATION FOLLOWING 

PRACTICAL EXAMINATION
	PASS / REASSESS


* Indicate ‘N/A’ if inappropriate to score

Rating definitions:

N/A: Not applicable in the selected examination patient

1: 
Satisfactory only in initial phase of training

2: 
Some progress but further training required

3: 
Just below minimum examination standard

4: 
Just meets examination standard

5: 
Easily meets examination standard

In order to pass the candidate must score all 4s or 5s.


Appendix 1: Required Knowledge Base for HTS Written Examination

Balance Assessment and Rehabilitation Module

Purpose of Document: To describe the knowledge base required for successful completion of the HTS Balance Assessment & Rehabilitation Module written examination. This is necessary in order that trainees are well prepared when they present for examination and are able to identify their learning needs against their current knowledge base. This document is only relevant to those trainees who do not hold sufficient HEI M-level credits in Balance Assessment and Rehabilitation (as prescribed by the BAA) for exemption from assessment of knowledge through the HTS written examination – please refer to the Regulations for the Higher Training Scheme.

Introduction

The Regulations for the HTS state that the aim of the written examination is to ensure that the trainee has the appropriate theoretical knowledge at M-level to underpin their practical and clinical skills. The BAA cannot assign HEI credit ratings to the knowledge base acquired and demonstrated by trainees following self directed study. However, as a guide successful trainees will require the equivalent of at least 10 credits at M-level in Balance Assessment and Rehabilitation. Information specific to this module is presented below to further guide trainees (and their supervisors) in the scope of the knowledge base required. This guidance should be read in conjunction with the Quality Assurance Agency’s qualification descriptions for Higher Education, in particular as they relate to Masters level knowledge. Please refer to the Regulations for the Higher Training Scheme, Appendix A.

Required Knowledge Based Skills (learning outcomes from self directed study)

In preparation for assessment of their knowledge base trainees should be confident that they are able to:  

· understand the anatomy and physiology underlying the vestibular system

· critically evaluate the range of vestibular assessment techniques and the situations in which they may be used

· critically evaluate the evidence base required to carry out vestibular assessments reliably and interpret the results obtained from them

· critically evaluate the evidence base and practice of vestibular rehabilitation

· recognise the role of integrated services for the diagnosis and rehabilitation for adults with balance disorders

· detail the pathology, types, causes and prevalence of balance disorders in adults

· recognise how learning disability and communication difficulties or disorders might affect the clinical presentation, assessment and management of  balance disorders in adults and children
· demonstrate knowledge of how to obtain an appropriate case history 
Key Transferable Skills

· academic reading 

· critical thinking and analysis

· working as a team

· use of information resources 

· independent learning

Content of materials suitable for self directed study  

· vestibular anatomy and physiology 

· instrumentation and recording methods

· oculomotor tests

· positional tests

· calorics

· posturography

· rotational testing

· vestibular evoked response testing

· pathology of balance disorders; types of balance disorders; prevalence; causes and management.

· vestibular rehabilitation
Suggested Learning methods (other than formal higher education courses)

Course lectures (recognised by BAA CPD scheme), self directed study, problem-solving learning, problem-based learning (PBL), discussion with colleagues, report and essay writing,  directed and related reading and private study, other elements of documented CPD not covered above.

Illustrative Learning hours: 150 

Core texts

Jacobson, Newman & Kartush (1997):  Handbook of Balance Function Testing (Singular)

Herdman S (2007):  Vestibular Rehabilitation 3rd Edition (F.A. Davis)

Shephard & Telian (1996):  Practical management of the balance disorder patient.  (Singular) 

Luxon,L. and Davies R. (Ed) (1997) Handbook of Vestibular Rehabilitation. (Whurr).
Jacobson, Gans and Shepard  (2007) Balance Function Assessment and Management (Plural Publishing Inc) 


Goebel,J. (2008)  Practical Management of the Dizzy Patient 2nd Edition (Lippincott Williams & Wilkins)

Appendix 2. Summary Minimum Requirements for Completion of Practical Elements of this Module
	Module: Balance Assessment & Rehabilitation 



	Element


	Minimum Number
	Comments

	Sessions supervised (total)
	40
	20 balance assessment and 20 balance rehabilitation

1 session = 3.5 hrs



	Sessions directly supervised


	20
	10 balance assessment and 10 balance rehabilitation



	Tutorials


	7
	Min 1 hour duration for each tutorial



	Secondments


	5 days
	10 clinical sessions

	Part A – Observation of technical competence in clinical procedures


	All completed as listed


	

	Part B – Periodic appraisals of whole patient management and reflective diary.
	
	A minimum number is specified for each of 4 patient categories. 

At least two appraisals should be performed by an approved supervisor from another centre. NB performed on the two specified patient categories.

Ultimate score of 4 or 5 must be scored for each patient category. 

Please refer to main document text for further information.



	Case Studies


	4
	(This must include at least one assessment and one rehabilitation case out of the total of four cases)

	Clinical (Practical) Exam Patients


	2
	One assessment and one rehabilitation case. 

 


Examiner's comments if a reassessment is required:-





















































































































































The minimum time interval prior to reassessment is:-





3 months / 6 months / 9 months / 12 months








signed 						date





Examiner's comments if a reassessment is required:-





















































































































































The minimum time interval prior to reassessment is:-





3 months / 6 months / 9 months / 12 months








signed 						date








Examiner's comments:-
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