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PRACTICE OBSERVED

Minimum Standards for Training

No longer a ‘‘cottage industry”’

W G IRWIN

In this paper I discuss my ideas about the minimum standards
of a training general practice because controversial new pro-
posals for the appointment of trainers in general practice are at
hand for discussion in trainer groups, which have emanated
from some doctors on the Joint Committee on Postgraduate
Training for General Practice. The task is made more difficult

‘must work regularly on the premises and the trainee should have
easy access to hospital diagnostic procedures. Adequate space
should be made available to encourage attachments of ancillary
staff.

Essential and desirable standards in a tramng pracrice

training practice. On the contrary, each trainee is entitled to
expect under a statutory scheme the highest possible training

standards. The cottage industry image of general practice is
surely  thing of the past. Well organised practices produce good
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Record keeping

The training practice must develop 3 high standard of record
keeping. In parmerships, especially, easy retrieval of clinical
and social information improves the efficiency of patient care
by i Good records are essential for
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Famuly Practice Abroad

In case of emergency dial 15: report from Rouen

J M GUEST

Some accident and emergency departments in the United King-
dom find it more and more difficult to cope cffectively with
acute medical and surgical cases because of growing numbers
of patients attending with non-urgent problems who are either
unable or unwilling to see their general prlﬂinonm. Patients
also not uncommeonly have difficulty in contacting their general
pracuitoners or their depmm for emergencies out of hours.

This is a report of a pilot project—the Centre 15—first
proposed in 1978 and started in October 1980 in the Scine-
Maritime Département of France, whereby help and advice
for any medical emergency may be obained simply by dialling
15.

Aims

The aim is to provide a speedy and effective response to
medical emergency calls in the region throughout 24 hours
using the appropriate facilities. The response depends on the
nature of the emergency—for example, the despatch of the
flying squad to major accidents or life threatening illnesses,
passing requests for emergency home visits to general prac-
utioners, lmun; with the public and private ambulance
service, or giving medical advice or information about general
practitioners’ or chemists’ emergency rotas.

Territory

‘The territory chosen represents roughly half of the Seine-
Maritime Département and 620000 people. There are four
flying squads (Service mobile d'urgence et de réanimation)
based at Rouen, Elbeuf, Neufchtel, and Gournay en Bray.
mammtumnnwwdunvmemuprdmam,

however, requires a clinical decision it is put through to one of
the control room doctors (médecins régulateurs) while at the
same time the form is passed over to the doctor’s desk so that
he may take action as follows:

(a) Calls of a non-urgent nature—such as influenza, cystitis).
Advice is given and the caller is asked to contact his general
practitioner in due course.

(b) Calls of 2 more urgent pature from patients at home—
such as dyspnoea, chest pain, abdominal
relayed to the patient’s 'enml practitioner (or if out of houn
his deputy) who then visits.

(©) Calls about accidents with the possibility of severely
injured people or life threatening emergencies at home or out-
side the home. The message is passed to the nearest fiying
squad, which consists of = ambulance equipped for cardio-
trauma at the
roadside, a driver, a qul.hSed doctor—usually an anaesthetist of
registrar grade—and a houseman or final year medical student.

(d) Liaison with private or public ambulances according to

circumstances.
() Lisison with other public services—such as police, fire
service, casualty department.

‘The control room is manned throughout 24 hours by a trained
receptionist and two doctors (médecins régulateurs). One will
be a hospital doctor (usually an anaesthetist of senior house
officer or registrar grade, whose duties in the control room will
be part of his hospital contract). The other will be a local general
practitioner who is paid on a sessional basis (12 hour sessions).
Both will have received special training for the work.

All calls are recorded on magnetic tape and stored for three
months.

Two committees share the responsibility.

Le comité départemental de I'aide médicale urgente is pre-
sided over by the préfet (administrative head of a département)
and consists of repmﬂmuvs from all ttu public and private

total and ion for a
Operation

Anyone may dial 15 for any medical The call is
received by a trained receptionist er auxilisire de

régulation médtcllc), who works in a control room at the
service (Service
daide médu:k urmlc) of the t. Details of every
call are taken on a standard form. If the call is merely an
inquiry of a non-clinical nature—for example, the name of the

the receptionist provides the information herself. If the call,

Accident and Emergency Department, Royal United Heepital,
J M GUEST, au, Mxce, clinical assistant and general practitiooer

for example,
ambulance, police, ukpxmu services. u comité technique
médical consists only of doctors representing the various

general

ures cooperation between the private and public sectors
(b-vully speaking, general practitioners and hospital).

Budget
AmlfmmlbeMmmo(HahhmendnpwH%
the total capital costs. The costs of the service are
covered by central government 26%, local government (départe-

ment) 40%, and regional hospital (Rouen) 34%.

clinical audit of performance and for identifying groups of
patients with specific instance,
of a certain age for rubella immunisation. Repeat prescribing
has been much criticised by doctors and outside observers.
Trainces are appalled to learn that between a quarter and &
third of all prescriptions now written are issued without a
consultation taking place at that time* and that the workload
of writing these prescriptions is so great. All practices
must be able to show a simple and effective use of dn.. sheets
to monitor prescribing. Trainees must be made cost conscious
and aware of the adverse drug cffects from loss of control of
prescribing, especially for clderly patients. Further essential
requirements would be chronological filing of letters and reports,
preferably in Ad sized folders; availability of problem summary
sheets listing important il , medication, and risk factors;
and concise encounter notes showing current , medica-
tion, and management. All this will require extra work for
trainers and some cost to them, but teaching practices must
lnd-ndbﬂn‘mmmummdd:muwlen.ﬂuhner
have well documented practical uses in service, teaching, and
research. Training practices must hold regular clinical and
educational meetings. It is desirable to have an adequate sized
room for this, although suitable space may not be available in
older premises. The format of these meetings between trainees,
trainers, and partners will vary from area to ares,
on local circumstances, but the necessity for them remains
the same. All who are concerned with training must have
access to current publications and be aware of current research
in general practice. A small library of books and periodicals of
daily interest to trainees must be scquired in each
practice and trainees should be encouraged to read and to
think critically about what they read. This is even more essential
if main library facilities are far away.

Should all trainers be on the obstetric list? I don’t think so.
Undergraduste teaching emphasises the principles of human
reproduction and normal obstetrics. The environment of a
training practice should enable a trainee to observe sound
antenatal and postnatal care, but only a few trainees are likely
10 enter practices that have a large obstetric component with
heavy use of general practitioner obstetric beds. A balance of
selection of trainers in relation to obstetric care in a locality is
therefore advisable, to give trainees as wide a choice as possible.

1 would hope that most training practices would have access
10 video technology and, ideally, have a camera, video recorder,
and monitor on the practice premises. These facilities are costly
and time is essential for their effective use in teaching the skills
of history taking. Retrospective analysis of video taped con-
sultations in practice, however, is a most effective means of
teaching about communication and the process of the con-
sulation.

MRCGP

1 am conscious also that controversy surrounds the proposal
that having the diploma of the Royal College of General Prac-
titioners (MRCGP) must be accepted as 2 normal requirement
for trainer selection.” I doubt the wisdom of trying to establish
such a criterion, although I believe firmly that all general
practitioner trainers should encourage their trainees to sit the
examination on completion of training. Those who are active in
general practice education sppreciate the great need for a valid
and relisble examination to test knowledge, skills, and attitudes
in general practice. Everyone should reflect on the advances
made in the past decade in teaching and assessment of areas of
learning defined by general practitioners as necessary for the
future general practitioner to study.*

Walker recently provided data to show the validity
and reliability of the MRCGP to test general knowledge relevant
to daily general practice.! Competition for training places in the
Northern Ireland Vocational Training Scheme is intense and
the competitive urge has resulted in very positive attitudes to
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sitting the college diploma after completion of training. Most
do so and are delighted to acquire a higher qualification in
general practice, which represents a milestone in their academic
careers. The growth of academic general practice is one of
several major factors which has changed morale dramatically in
general practice in many areas of Britain and Northern Ireland.
Credit should be given to those who have made appreciable
contributions to its development. 1 have laboured over the
college examination, because general practitioners need a
stimulus to learning, and no better assessment is available.
Trainers must encourage trainees to be academically alert,
curious, critical, and competitive. If they continue to do so
standards will rise.

If the college diploma is not to be a “must” for trainer
selection then each regional education committee for general
practice must formally assess prospective trainers in other
ways. Desire and ability to teach and other personal attributes
must be subjectively evaluated at interview in the practice as
well as the structure and organisation of the practice.

The time is past in general practice education when “anything
goes.” Statutory vocational training made sure of that. The
criteria of selection that I suggest may cause disquiet to some
competent general practitioners who work in less well structured
premises. It is essential to ensure healthy development of
general practice and training practices must conform to certain
standards if trainees are to receive the best possible training.
Effective education and properly integrated care of patients
mean that the training practice must provide an environment
in which the characteristics defined in this paper can be demon-
strated.
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ONE HUNDRED YEARS AGO = Dr. G. Schweinforth in
the floral wreath on the mummy of the Princess Ugi-

Khouni, of the twenty-first Egyptian dynasty, discovered, says Narure,
at Deriel-Behan, found the folded leaves of a willow (Salix Safsof), per-
fect flowers of the corn-poppy, Bower-heads of Centaurea depressa,
and of Picris coronapifolia. The Sowers of the corn-poppy ppexr 1o
have been gathered in an condition to prevent the petals
from falling, and were in such good condition that Dr. Schweinfurth
remarks that such perfect and well preserved specimens of this fragile
flower are rarely to be met with in herbaria. It is worthy of note, too,
that the character of this variety of the poppy (Papaver rhoeas, var.,
gemine), lthough gahered more than 3,000 yeart ago, are identic
with thse of the same variety known to-day. With respect to Pieris
coronopifolia, the author remarks that not a single peculiarity is ap-
parent by which it might be distinguished from the recent small form,
the

the flowers after the latter month. It has also been determined, by the
capsules of the linseed-plant found in a Theban tomb of the twelfth
dynasty (2200 to 2400 8.C.) that the flax used by the ancient Egyptians
was derived from Linwon himile Mill, and that the mustard-oil used by
them was derived from one of two varieties of sinapis, both of which
are still common in Egypt. (British Medical Journal 1884 ;i:870.)

454
Assessment of the first six months and after

The table shows the action taken by the control room doctor
from 17 October 1980 to 31 March 1981 (166 days) and during
the whole of 1982. Two trends emerge. The first is an increase
in the average number of calls a day, which presumably reflects
the increasing use of the system as well as, for instance, seasonal
fluctuations and increase in population. The sccond is the

Action taken by control room doctor over 166 days and over ome year

October 1980-March 1981 1902
Action taken No (%) of clly No (%) of calls
N . advice given 247210 N @y
Referral o duty penersl practtioner 8 091 (439 1834 0o
Despatch of an ordinaty smbulance 435 (4%) 129 @3
Deapatch of » fring squed 2887 (16) 340153
Tord 17780 wos7

Average No of calls s day 107 [
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proportion of patients, estimated to be roughly 12% in large
urban hospitals,' either do not need to see a doctor (4%) or
can be dealt with by a general practitioner (8%). This unneces-
sary cascload may divert limited resources away from serious
cases and increase the waiting time for other patients. Ruther-
ford et al suggested four ways to tackle the problem: (a) patient
education by general practitioners and accident and emergency
doctors; (b) sorting of patients at reception by a senior nurse;
(c)  limited number of health centres could be open and staffed
24 hours a day; (d) a primary care deputising service based in
hospital for out of hours calls.! The last of these was described
in more detail by Kellerman.* He proposed an out of hours
service in a community of 160000, run from the casuslty
department of the local district general hospital, with two
general practitioners on duty at any one time, one of whom
wo\dd do house calls if necessary.
The Centre 15, which is now well established in Rouen, is
similar to Kellerman’s scheme, but is more complex and serves
(600 000). Its advantages over the other

increase in the proportion of calls deemed to require advice
only and the corresponding decrease in the number of calls
referred to the duty general practitioner for an urgent home
visit. It would be interesting to know whether patient satis-
faction had changed also.

Unfortunately, during the past year it has become obvious
that most general practitioners in Rouen are not interested in
working regular sessions in the control room. They consider
the work to be poorly paid and dull, and at present most
sessions are filled by junior hospital doctors as locums. Thus
one of the aims of the Centre 15, to improve relations between
general practitioners and hospitals, has not occurred, at least in
Rouen. This problem does not seem to have arisen in Troyes,
where the first Centre 15 was opened in May 1980. At least
four more Centres 15 now exist in France and more are planned.
It will be interesting to see whether this problem recurs.

Discussion

The traditional way in which accident and cmergency services
are run in the United Kingdom is not ideal. A substantial

a larger i

w.bana are simplicity for the patient, efficient coordination of
all personnel who might conceivably participate, and a speedy
response, There may be a place for similar schemes in the
United Kingdom, especially in large towns and cities. In ad-
dition, the Centre 15 is ideally suited for participation in &
major accident scheme. As in France, though, success d

on the cooperation and enthusiasm of both hospital doctors and
general practitioners.
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Fl.lourd-ndDICTense', ‘who supplied the information contained
therein and showed me the Centre 15 in sction in Rouen in June 1983.
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Diary of Urban Marks: 1880-1949

In the following year, 1910, Mcssrs Baldwins began to build their
‘works on the Burrows near Jersey Marine. Wbenﬂmldvuuledml(
remember that
Brice whao lived at St Thomas, Curcis, deumerwhc hvedneltarwt

nmmdnddmmmymwm,npecﬂlynmw-hmﬂyw
provide for at this time. While the works were in the process of build-
m,mm foremen were appointed to superintend the putting in of
the machinery, etc. It was these foremen that we had to canvas for their
favours since we knew that they would influence the men. 1 do not
Knomw what the other candidates did bt | west 1o the works 1nd beld
‘meetings in the chapel which had been erected temporarily for
In 0o other place but Wales would & chapel have been built. fyosne

the management
tor and therefore it was to the men 1 had to appeal. It turned out very

ahortly that I was a strong candidate but the furnacemen were rather
sgaiost me while the Saishing depariment were very much fo me. I
this department 1 had 4 very good friend in the foreman, cailed

from this fact that he threw his influence in my favour knowing that I

‘was not Welsh. The ‘department had more workers than the

others and I awaited the outcome of the election with confidence. We

all went 10 ballot and I was on the short list with Brice and Hunter.
of

their
lwmonlywou.dwmtbemb,-mchm-wth[mnym The
workmen paid threepence or themselves and families and

this money
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