
adopt a more holistic approach. The new "option"
teaching gives each student the opportunity to
study a particular area of interest in depth, and
may well influence their final career choice. We
hope that the enthusiasm and effort that we are
investing in these options will be reflected in the
recruitment of graduates into obstetrics and
gynaecology.4
To complement these curricular changes the

nature and timing of the examinations have been
changed. Students receive their "core" teaching in
the fourth year, with a clinical examination in each
core specialty. In obstetrics and gynaecology we
have implemented an objective structured clinical
examination (OSCE). Lowry highlighted the
organisational problems associated with such
examinations.2 We have overcome these problems
and now have what we consider to be a much fairer
and more objective examination. The examination
(for each group of90 students) starts at 9 am, and by
6pm the final results have been confirmed at the
examiners' meeting. We have identified the "core"
skills which we feel are essential-these include
communication skills assessed by history taking,
obstetric and gynaecological examination (the
latter using a dummy). We have incorporated
written short answer questions and clinically
oriented slides.
The marking of the examination is weighted

towards the assessment of clinical skills. The
final result awarded to each candidate takes into
consideration the formative assessment results
obtained during their clinical attachment, which
incorporates a summative assessment obtained
before the examination. A criterion referenced
marking schedule is used to assess the students at
each clinical station. We use a norm referenced
method on the cumulative result to identify those
students who require further tuition in our disci-
pline. Any student who fails the examination has
a compulsory revision "option" in final year.
Students who do not achieve a satisfactory pass in
the fourth year have a formal clinical examination
and viva during their final MB examination. The
final MB now consists of three integrated papers:
multiple choice questions, slides with short
answers, and a paper consisting of patient manage-
ment problems encompassing all disciplines.
The new curricular teaching and examinations

are very labour intensive and have considerable
resource implications. University departments
operating within close margins with respect to
staffing and clinical resources have to rely on a
large measure of good will to achieve continued
high standards in teaching and evaluation, which
can be difficult to sustain if, for example, re-
appointments of staff are delayed. Proposals for
resource allocation according to quality of teaching
as well as research endeavour are undoubtedly
overdue.

PJ DEWART
MAX ELSTEIN

Department of Obstetrics and Gynaecology,
University Hospital ofSouth Manchester,
Manchester M20 8LR
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EDrroR,-In her article "Teaching the teachers"
Stella Lowry points out that few medical teachers
in Britain have any formal training in educational
skills or theory.' Since so few doctors possess such
skills, perhaps we can learn them from teachers
outside the medical profession (at least until there
is a sufficiently large body of trained teachers
within the profession).
One possibility is the City and Guilds course

730, the further and adult education teacher's
certificate. This course is very widely available and
it is pitched at the right level for the medical
teacher. It is taught in colleges of further education
and polytechnics (now universities) throughout
the country. (In London, courses are listed in
Floodlight.2) The first term, part 1, covers lesson
planning and presentation skills. It would be
suitable for any doctor, even if he or she does not
specialise in teaching. The remaining two terms
cover the basic theory of education and teach how
to plan an effective educational programme. This
would be ideal for any doctor who wished to be a
clinical tutor, or who had a special interest in
education.
When I did this course (in 1988 at Lewisham

College) I went to tutorials for three hours twice a
week, at which theory was taught, and we engaged
in teaching exercises assessed by our peers and
tutors. There was, in addition, supervised teaching
practice in the workplace. We were expected to
plan, implement, and evaluate a short teaching
programme. There was also a considerable amount
of written work, with six written or practical
assignments in the first term and a further 16
assignments in the rest of the course. Anyone
interested in the content and level of the course
may wish to refer to one or more of the texts listed
below.-5

I would, however, sound a note of caution. It
seems to me that the time, effort, initiative, and
determination required to complete this course are
equivalent to that needed to complete a research
project. As Lowry points out in her article, teaching
does not have the same status as research. The
certificate has counted for little in my appointment
interviews, and I was repeatedly told after failing
the interview that my research record was weak.
Until the status of teaching improves in the medical
profession it seems unlikely that doctors in training
will choose to make the efforts necessary to acquire
teaching skills.

BILLPLUMMER
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EDrTOR,-Stella Lowry's article describing many
ways of improving the preregistration year is
thought provoking.' She mentions that Southmead
Hospital is considering changing to a one year
block contract as a means of empowering house
officers and helping them to be recognised as an
important part of the service provided. Some of the
stimulus for this came from a survey of senior
medical students, yet when 30 current house
officers were consulted all but two said that,
though they would be happy to have the oppor-
tunity to apply for both jobs at one hospital, they
would not have applied for a one year block
contract that restricted them to one hospital. The
ability to gain experience in different hospitals was
seen as an important part of the preregistration
year, and one year block contracts could limit this.
We should be careful to avoid introducing

change for change's sake and should carefully
evaluate potential disadvantages as well as advan-
tages. Southmead Hospital has an excellent
induction and core curriculum educational pro-
gramme, which could be coordinated regionally
or nationally; it also organises regular trouble
shooting meetings between lead consultants,

managers, and all levels of junior medical staff.
These measures alone may be as effective a means
of recognising house officers as an important part
of the service provided as restricting them to one
hospital site for their preregistration year.

JOHN HARVEY
Southmead Hospital,
Bristol BS 10 5NB

1 Lowry S. The preregistration year. BMJ 1993;306:196-8. (16
January.)

EDITOR,-Stella Lowry' underplays a striking
finding of David Wilson's survey of 33 consultants
in Yorkshire: he found that consultants generally
did not see the preregistration year as an edu-
cational process.2 This is remarkable as the
universities have a statutory responsibility for this
year and it is an integral part of medical education
that is required before full registration with the
GMC.
While I know many consultants who take super-

vision of preregistration house staff seriously,
scheduling regular meetings and teaching sessions
and using checklists to ensure that skills and
techniques are mastered, it seems that these
consultants are in the minority.
We are now entering the era of strict personal

accountability, value for money, and survival of
the fittest. In this atmosphere one assumes that
consultants who fail to educate preregistration
house officers will lose the privilege of having such
a colleague.

JAMES D WALKER
Department of Laboratory Medicine and Pathology,
Medical School, University of Minnesota,
Box 198 UMHC,
Minneapolis,
MN 55455-0385,
USA
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Monitoring theophylline
treatment
EDITOR,-J K Aronson and colleagues fail to draw
attention to metabolic abnormalities, especially
hypokalaemia, and their importance in relation to
theophylline toxicity.' Metabolic abnormalities
accompanying theophylline toxicity include hypo-
kalaemia,O4 hyperglycaemia,3-5 hyperinsulin-
aemia,3-5 raised catecholamine concentrations,3-7
increased plasma free fatty acid concentrations,35
stimulation of gastric acid secretion,' and probably
hypophosphataemia3 and hypomagnesaemia.
Among these hypokalaemia is the most consistent
and important finding, and its magnitude corre-
lates well with the concurrent serum theophylline
concentration.3 Theophylline probably causes re-
distribution of potassium into cells at the expense
of the extracellular pool, an effect reinforced by the
increased catecholamine response and mediated by
an increased intracellular 3,5-cAMP concentration,
hyperinsulinism, and hyperglycaemia.3 48 The
analogous hypokalaemia that may occur during
treatment with P2 adrenoceptor agonists has been
explained in a similar manner.29 10

In patients with airways obstruction hypo-
kalaemia induced by theophylline is compounded
by concurrent treatment with P2 adrenoceptor
agonists and corticosteroids and by hypoxia.2

Potential lethal cardiac arrhythmias and convul-
sions are recognised complications of both iatro-
genic and self inflicted overdoses.347 Nausea,
vomiting, and tachycardia are poor indicators of
the severity of theophylline toxicity and do not
always precede more serious cardiac and neuro-
logical effects.
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