
Case Based Discussion (CbD) Guidance
A CbD assesses the performance of a nurse in their management of a patient to provide an indication of 
competence in areas such as clinical reasoning, decision making and application of knowledge in relation 
to patient care. It also serves as a method to document conversations about, and presentations of, cases by 
nurses. The nurse should be given immediate feedback to identify strengths and areas for development. All 
workplace-based practice assessments are intended to support learning so this type of feedback is valuable.

The nurse can suggest areas for discussion but the assessor makes the choice of case for the CbD and leads 
the discussion. Nurses working at a higher level should be able to discuss any case with which they have had 
significant, recent involvement. The CbD should focus on a written record (i.e. written case notes, outpatient 
letter, or discharge summary). Assessor’s can be any HCP with suitable experience; for senior/advanced nurses 
this is likely to be a consultant.

Descriptors of competencies demonstrated during the CbD
Record keeping This section encourages the assessor to give feedback on the quality of the 

written record rather than the actual content on the record
Clinical assessment This includes the quality of the history and eliciting of appropriate clinical 

signs, and the clinical reasoning behind producing a plan of action
Investigations and referrals The rational behind the choice of investigations and referrals should be 

explored, not just acknowledging that the ‘correct’ decisions were made
Treatment/management 
plans

This included therapeutic intervention

Follow up and future 
planning

This includes the ongoing plans for the review of the patient in the clinic or 
in a ward situation

Care of patient Responds to patients feelings, shows respect, compassion empathy, 
establishes trust, ensures patients comfort, modesty and confidentiality of 
information

Overall clinical judgement Quality of the nurse’s integrated thinking based on clinical assessment, 
investigations and referrals resulting in the patient’s management plan

Assessment Grading
Level
U Unable to comment
1 Well below expectation for stage of training
2 Below expectation for stage of training
3 Borderline for stage of training
4 Meets expectation for stge of training
5 Above expectation for stage of training
6 Well above expectation for stage of training
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Date of assessment NMC PIN

Surname First name

Assessor’s name Assessor’s PIN

Assessor’s position
Senior Nurse/CNS Consultant SpR

SHO GP Other

CASE BASED DISCUSSION (CBD)

Brief summary of case

U 1 2 3 4 5 6

Record keeping

Clinical assessment

Investigations and referrals

Treatment/management plans

Follow up and future planning

Care of patient

Overall clinical judgement

Which aspects of the procedure were done well

Any suggestions for improvement

Agreed action plan

Nurse’s signature Assessor’s signature
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