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PRACTICE OBSERVED

Shortlisting Trainees

Overwhelmed in Oxford

JOHN C HASLER

The past decade has seen an explosion in the number of
vocational training schemes for general practice, in the number
of doctors in those schemes, and in the number of doctors
applying to join. With the increasing output of medical schools,
the fact that general practice is now a popular carcer and the
requirement to undergo training a reality, you have what some
trainees and course organisers regard as little short of a night-
mare. Last October there were around 3500 trainees in pos
the United Kingdom and armed Forces, most of whom were in
three-ycar package programmes.

Size of the problem

A few years ago the course organisers in charge of our cight
schemes in the Oxford region found the process of advertising
the places and selecting doctors to fill them casily manageable.
Not only were the numbers of applicants reasonably small, but
it was usually possible to select a shortlist casily from the wide
range of expericnce that the applicants described. Today it is
very different. Our scheme at Oxford received 72 applications for
four places for this August, the Wycombe scheme received 73
applications for four places for the autumn, and the Kettering

scheme had 107 applications for its three places in August.
Earlier this year Reading had reccived 66 applications for two
places and Windsor
many of these applications on paper look very similar, with little
to choose between them, and most of the candidates scem very
suitable. What is very difficult to determine is how much overlap

in applications there is between one scheme and another. We
know this year that between 20, and 50", of doctors applying
to schemes in the Oxford region applied to more than one. The
regional and associate regional advisers in general practice in
England and Wales have sct up a small working party under the
chairmanship of Dr Michacl Varnam of the Trent region to
investigate the matter further.

Advertising

So how does a young doctor intent upon a career in general
practice set about getting trained > It is, of course, perfectly
possible to follow a do-it-yourself programme, obtaining a
series of credits for various junior hospital posts and a 12-month
appointment in a training practice, and doctors who decide to
change to general practice training from specialist training
usually do it this way. But most doctors wish to have a threc-year
package programme in a recognised scheme, and the places on
these are usually advertised in the BMJ and other medical
journals.

The advertisements seem to vary a great deal. Some of them
are ostentatious, with a large display describing the scheme in a
wealth of detail, while others are contained in a few lines in onc
of the columns. As far as I know, no one has ever discovered
whether the size of the advertisement makes any difference. But
on the whole the more elaborate advertisements probably suggest
that someone is taking trouble to explain in some detail what is
on offer. The various posts in the rotation are usually listed, and
it may be tempting to guess from the specialties how good the
scheme i, A rotation of paychogeriatics, accident and emer,

gency, and nconatal may very well
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Sabbaticals in General Practice

Study leave in Israel

SIMON JENKINS

The academic definition of a sabbatical suggests that the
fortunate bencficiary should take 12 months’ leave from  his
department, perhaps cvery seven years, to widen his horizons and
revitalise his approach to his own subject by working in a totally
different environment. My concept of a sabbatical was not so
ambitious, being constrained by a busy professional and social
life, a partncrship of understanding, but only human, general
practitioners, and by the “Red Book™ (Statement of Fees and
Alioteances), whose terms and conditions defined the financial
penaltics rather than the benefits that a prolonged study leave
would incur.

In 1979 the report of the New Charter Working Group state
3.5 “The cxpanding role of general practice and the rapid
changes in medicine will need sweeping changes in education to
develop the core of general practice knowledge and improve
methods of practice. Patient care can only improve overall and
keep abreast of new medical treatments if doctors are able to
keep up to date. Current postgraduate training arrangements,

are inadequate for the present let alone the future,
because they arc 10 often hospital orientated and organised as
“leisure ime’ activities.

The working party report then went on to definc what is
expected in the future and one of the recommendations was for:
3.5 (b) “Four-week sabbatical periods every three years with full
reimbursement of locum payments.” 1 was a member of this
working party that had the “idea” of establishing sabbaticals as a
regular feature of British general practice and thus felt a duty to
put into practice what we preached. With this in mind I set
about reorganising my life and practice to take on this missionary
task.

The practice

I practise in a group of 10 doctors—my own partnership of
five, 2 man and wife partnership of two, and a third partnership
of three principals. My partnership has just under 10000
patients. In 1978 three of my former partners left within nine
months. Two retired, one as planned at 65 years of age, and
another, less predictably so, aged 69. The third unfortunately
died aged 57. 1 thercfore had the opportunity to take on new
partners and introduce the idea that each of us would take an
extended study leave once the practice had become stabilised. [
might have managed with four partners and benefited from the
high income, but only at the expense of being unable to pursue
our many professional and other activities. 1 am also sure that
patient carc would have suffered with one partner short and
certain that we would have been unable to adopt the “sabbatical”
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in the partnership under the present terms and conditions of
service.

In our partncrship are three trainers and two trainees. The
service contribution of the trainee certainly helps to lighten the
work load and having an excess of “trainers” ensures that there
is proper supervision in the absence of a partner who is also a
trainer. But to build up a partnership in which sabbaticals are a
feature on the basis that the trainces should be used as locums is,
apart from being contrary to the spirit of the trainer regulations,
fraught with problems of instability. The partnership should be
designed to bear the total work load and prepared to underw
the costs if cach partner is to be assured of a sabbatical.

he
d variable benefit and not a pre-

requisite for the scheme.

We thus into our a clause
stating that each partner could take a 10-week sabbatical leave in
rotation, and he or she could add to that three weeks of the six-
week annual holiday entitlement, giving a maximum of 13 weeks’
absence from the practice. We felt that we could permit two such
absences in any calendar year and that the first cycle should be
completed in three years. Though we could probably have
managed it in a shorter time, spreading it over three years would
reduce the disruptive effect to patients and enable the remaining
partners to cope with the extra work load and still pursue their
usual professional and social activities without too much strain.

Sabbatical

Having an idea is one thing, making the arrangements is
another, but actually doing it is something quite different. The
first hurdle to overcome is the i

How will they manage without me? What about all the pro-
fessional and social responsibilities that 1 have, for which I am
constantly being called on ? I can hardly manage to keep up with
what I am doing now, so how can I possibly afford to take three
months off and expect to catch up again ? These are the anxieties
of an cgotist, but I suspect that many general practitioners like
me would have them.

My personal cure for the syndrome had two components.
Firstly, do not think about the problems that going away will
create because then you will never go; and secondly, tell so many
people here that you are going away for three months that you
could not have the cffrontery to stay around when people expect
you to be away. It also helps to make a few important appoint-
ments in the country you will visit so that you cannot get out of
them when the time finally comes. The longer the lead-in time
the better. If arrangements are made well in advance you can
make maximum use of the three months. My own arrangements
may serve as an example.

Tn March 1981 when T was on holiday in Isracl I inquired
from one of the settlers’ agencics whether it would be possible to
spend a short sabbatical looking at the health care system. They
asked me to submit a curriculum vitae and an outline of the
topics that I would like to study. By luck my request fell on the

1706

So what affects the response? Is it the advertisement, the
reputation of the scheme, or, more likely, the geographical
location with availability of windsurfing, golf, and good pubs >

Shortlisting

Very soon after the advertisement has appeared the appli
tions start to come in. Most doctors want to come at the end of
their preregistration year: many have undergraduate prizes and
have spent their student electives in far more exotic places than
the course organiser and trainers are ever likely 10 visit. Some
list a series of interests from the to
the highly dubious.

The real difficulty of selection is producing a shortlist from
these applications, since there is so little to choose between
on paper. For this reason, some of our course organisers have
redesigned the application forms to obtain more information.
One of them now has an essay question to enable the candidate
to put down his or her reasons for wanting to be a general
practitioner. My advice to applicants is to write something that
will make them stand out. Interests and hobbies, however weird,
are useful, as is something about yourself.

Who does the shortlisting ? This varies from one scheme to
another. 1t may be the course organiser on his own, ot the course
organisers and the trainers, or a mixture of course organisers,
trainers, and consultants. What are they looking for ? If we are
honest 1 think we have to say that we are not always sure. In
other words, most schemes do not have an explicit list of criteria.
Perhaps we feel we can take on all comers. Or, perhaps, we feel
the decision for shortlisting has to be someswhat arbitrary and we
shall be able to identify the right candidate at interview.

The interview

The first difficulty facing the course organiser, who normally
atanges the interviews, s that several candidates on the shortlist
will have fallen out before the interview because they have
abtained posts clsewhere. We have Siscued the question of 5

d system of for the whole
region to get round this problem, but no one is very keen on
giving up some local freedom for what would bea
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consultants will probably want people who will be capable of
providing a reasonable service to their department. But as the
general practitioners become more confident in their ability to
train they sometimes decide to deliberately choose someonc who
scems less competent and who may benefit more from training,
and this may not necessarily be so acceptable to the consultants.

What is clearly important is for the candidates to appear to
have taken the troublc to find out as much about the scheme as
possible beforchand. I advise everyone to visit the training
practices beforc the interview no matter how inconvenient it may
be. Candidates who have looked at the facilities of the practices
and the hospital and who have been to see the course organiser
informally have a definitc advantage over those who merely
arrive for the interview.

Conclusions

At the moment sclection of doctors for training schemes
presents certain problems. One is the sheer numbers—should
we continue to advertise and appoint at each scheme individually,
or should we consider some form of regional or centralised
clearinghouse as they have in North America? What is certain is
that the time taken to advertise and select is time well spent,
bearing in mind that trainees are with us for three years and
should have an important influence on the scheme. It is doubtful
that we yet take long cnough at the process.

To the candidatc I would say this. Make your application
stand out. Add a sheet if necessary describing yourself and your
interest in general practice. Visit the scheme beforehand, and
take the trouble to go to the practices. It will pay dividends.

Work that we have been doing in the Oxford region in the past
two years identifying a core curriculum for training in general
practice suggests that how we select trainees may be just as
important as what we teach them.

POVERTY OF MEDICAL MEN  HOW TO EKE OUT A LIVELIHOOD  *“One of
the most certain signs,” (says a writer in the French Medical Gazette),
“of the decadence of the professon, is the necesity which many of it
to seck for resources. Medicine is

more burcaucratic process.

The traditional method of interview has been by a committee
of consultants and general practitioners, cach firing questions in
turn at the man or woman in the hot scat. We still use this
method in most schemes, though we try to keep the committee as
small as possible. But we now-complement it, and in one scheme
have agreed to replace it, with a series of informal interviews with
small groups of trainers and sometimes consultants. The candi-
dates rotate round cach group in turn, the members of which
complete score cards that are added up at the end, We think that
this arrangement makes the candidates more relaxed and enables
the interviewers to ask many more questions and obtain more
information.

We use senior trainees in the interviews in many of our
schemes. They are often more alert to the way in which candi-
dates will fit in to the scheme and in to individual training
practices. It also helps to cement the identity of the scheme and
is part of the principle that the trainees have an important role in
the organisation of training. Furthermore, they can give the
candidates a consumer view of the scheme.

But what are we looking for? And are the consultants ...a
general practitioners looking for the same things ? It i
opinion of some people, including the personnel officers in e
region, that we are not. It is fair to say that a doctor who
appears interested, competent, and seems to possess an attractive
personality together with a good curriculum vitac will score well.

The general practitioner trainers will be looking for doctors
who look as though they will fit into their practices, while the

oot bt rofession, but in the prescnt day it i certainly onc of the
worst trades (industrics) going. It is all very well to talk of dignity and
high feclings; lct it be remembered the doctor has a stomach as well asa
heart toattend to. In Paris alone, there are not fewer than 2000 medical
men, and it may readily be supposed that a great numbr of them
scarcely ever get a fec. How then are they tolive, until practice comes 2
by turning their talents, whatever these may be, to the best account.
The other day, I called on a confrere, whose circumstances 1 knew not
to b in s vry flourshing condition: 1 found him busily cngaged in

d that he had sold several of late. But what is

vmfo I meticr’, was his answer. If a patient
Lalled, he pot down his palette, doficd his blouse, shpped on hi black
coat, and with a grave and becomingly professional countenance went
to his consulting room; no sooner was the interview over, than he
returncd 1o his studio, resumed his working dress, and st to his paint-
ing again and with all the checrfulness of a brave heart. *I could not
help saying, Apollo s the god of the arts as well as medicine . . .
Several young medical men have exerted themselves with success
in the way of " *; for example in
of portable liquid gas, in the construction of the night-tclcgraph, in
prescrving timber for ship-building etc:. The lamp C——, we owe to
the ingenuity of an intelligent physician, who is practising in the
suburbs, and who diffuses both light and health around him. Not a
few imitate_the cxample of Boerhaave, Pinel, and others and give
instruction in languages, mathematics, & translating, perhaps Virgil
and Horace in the morning to one sct of pupils, and Hippocrates and
Celsus in the cvening to another. Often the wifc, t00, lends a hand
4 renforcer Ie meticr” cither in the way of teaching, letting lodgings, or
perhaps keeping a little magazine of linen, or silk goods, &c.—what-
cver, in short, brings grist to the mill"* (Miscellancous Notes. The
Medico-Chirurgical Review 1843; New Series 39:207)
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desk of Mr Sam Sherwin, the director of training in the Ministry
of Health in Isacl. Mr Sherwin had been a hospital secretary in
southern England 18 years ago, and I am immensely grateful to
him for organising the comprehensive yet hectic programme that
1 undertook. One of the characteristics of a skilled administrator
is that he understands your needs better than you do, and this
you only realise afterwards.

Programme

In my first week 1 was instructed about the internal organisa-
tion of the Ministry of Health and on their major problems. 1
was privileged to have been given interviews by the Minister of
Health, Mr Eliezer Shostak; the director general, Professor
Baruch Modan; and his deputy, Mr Moshe Hurwitz; and with
many senior officials in the Health Ministry. 1 was apprised of
the problems of the National Insurance Bill, which is before the
Knessct (the parliament) and of the “plan for regionalisation of
hospitals.” Then I lcarnt about how the psychiatric services
were organised from Dr Louis Miller, the chief psychiatrist, and
heard about the dental services from one of my old student
friends, Dr Moshe Kelman, who is Isracl's chief dental officer.
In looking at preventive health services I visited the health
department in Jerusalem, several health clinics for children, and
the child development centre for children with retarded develop-
ment. I was given an overview of the communities' cpidemio-
logical problems and the organisation of personnel to deal with
them.

The third part of the programme spread over several weeks
consisted of visits to different government and sick fund hospi-
tals. In some of these the administration was unified with the
preventive scrvices but in others it was still separate. There were
teaching hospitals and district general hospitals, some new and
others not so new. One interesting combination in northern
Isracl was a peripheral GP health centre attached to an cmer-
gency room, which was staffed by junior hospital doctors and
sp«.nlN\ wh direct admission rights to the nearest hospital
30 km

"The next area 1 was
and postgraduate training for primary care. I spent three days in

interview rather than by examination results only. Professor
Moshe Prywes, its director and dean, gently reprimanded me for
only “giving them" three days, but time was at a premium
despite the fact that I had taken three months’ leave. I also spent
an inadequatc amount of time in the department of social medi-
cine at the University of Jerusalem.

“Then, at long last, | had the opportunity to get to grips with
general practice. 1 spent an intense six days with the major
provider of “ambulatory curative care” as it is described, namely
the general sick fund of Isracl (Kupat Holim Clialit). I met
general practitioners, including the chairman of the Isracl
Family Doctors Association, Dr Tommy Spencer, who was from
Leigh in Lancashire and now works on kibbutz Sassa in the
north of Tsracl.

The provision of general medical services has more simi-
larities to the British system than to those of Europe and North
America, but it has important differences. I judge that as far as
the organisation of general practice is concerned, and certainly
as far as its status both in the profession and among the general
public, it is at least 20 years behind the United Kingdom. But in
Isracl things have a habit of catching up quickly, and it may be
that it will only take them 10 years to reach our present level.

My last important visits were to the Isracl Medical Asso-
ciation and its chicf officers—Dr Ram Ishai, chairman and a
general practitioner; Dr Chaim Zakut, vice chairman and a
specialist in obstetrics and gynaccology; and Dr Moshe
Moshiach, treasurer, and the chief administrator of Government
Hospital Services. I was given a good account of the organisation,
its representative structure, and the very real problems that it
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faces in negotiating better terms and conditions of service for the
whole profession, among whom it has nearly 100°, membership.

During those weeks 1 was given a broader view of health care
as part of the overall provision of public services in discussions
with political scientists who were recognised experts in the theory
of public administration and the carving up of the public purse.

Future of sabbaticals

There is no doubt that this was the most important educational
experience so far in my professional life. It has quite a different
dimension from attending lectures on specialist topics, updating
intensive weckend or week courses, interdisciplinary or peer
group workshops, and the many other activities governed by the
Section 63 regulations. I cannot yet begin to assess its impact in
terms of change in attitude, but there is a perceptible difference
in my approach to continuing problems and with this freshness
there is greatly renewed vigour.

Undoubredly, like the returning missionary, I must urge my
fellow practitioners to follow. But few will want to make the real
financial sacrifices that 1 have made, measured in both lost
carnings because of reduced list sizes and the actual costs of
financing the trip (more than £2500).

“The grant that I obtained from the Department of Health and
Social Security for the sabbatical because it was a recognised
educational activity was £25:50 a week (total £331'50) before the
12th Review Body award. A locum would be paid for at £175-50
2 week, but only if he was from outside the practice and then only
subject to the limitations of paragraph 50 (5-9 of the Statement
of Fees and Allowances). These limitations are so restrictive as to
be of very little general application, especially to partnerships
and groups. They need urgent rencgotiation if sabbaticals are to
become the norm that 1 believe they must if British general
practice is to continue to lead the world as an example of how
good care can be practised by independent practitioners in a
national system for all its citizens in need.

Lessons learnt

Although I have learnt something about the organisation and
provision of health service: Israel it would be folly to say that
1 fully understand the intricacies of the problems and issues
surrounding “the service.” Perhaps 1 have grasped one or two
of the principles, but there are always so many cxceptions to
every rule that even to define the rule let alone understand it is
an achievement in itself. The Israclis have a word for it—
Balagan—which kindly translated means “a complex structure
which is hard to fathom out.”

“The real achievement, though, has been to be able to stand
back and see by comparison the achievements and failures of the
National Health Service in the UK. General practice in Britain
is unique because of its high professional and public esteem;
because it attracts doctors of a high calibre; because it accepts
24-hour responsibility for patients; because the practitioners are
independent and to a great cxtent masters of their own destiny;
because it has evolved a powerful central negotiating body that
is sensitive to the electorate; because “standards of care™ go hand
in hand with better terms of service; because research and
education have been established within it and are not hand-
maidens of multispecialism; and because personal, continuing,
comprehensive family care is actually practised by most
practitioners and is not just an cmpty cxhortation. Furthermore,
the relationship and communication between doctors of ail
disciplines are healthy despite different interests and this augurs
well for the profession and the public they serve.

There are certainly gaps in hospital services as there are in
general practice, but these are in the main related to resources
and not due toa fault in the structure. Given that its structure is
sound, there are problems that we need to address in carnest. It
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