
between patient and doctor, facilitating diagnosis
and management, but in hospital it is neglected. In
Bath we are setting up video facilities in outpatient
clinics to assess, analyse, and, hopefully, improve
our techniques.
Two weeks' introduction covering all aspects of

practice work is not considered unusual for a
trainee in general practice. Neither was the pro-
tected three hours a week of tutorials, lunchtime
lectures, and a day release course and the
encouragement to attend outside courses. There
was a half day off a week. Learning was centred on
the trainee and not arbitrary, responding to the
needs of the student.

This sort of arrangement, which is structured
but in which the student is not spoon fed, puts
many hospital specialties to shame; The Royal
College of General Practitioners is beginning to put
pressure on those hospital posts incorporated into
vocational training schemes to offer similar educa-
tional programmes. Hopefully, this will filter
through to the less privileged members of other
institutions. All too often in hospital the reality is
of a world that struggles to find adequate time for
study, where there is little structured training and
no half days to relieve the pressure. Morale is low
among juniors; I wonder why.

Just as general practitioners spend a proportion
of their time training in hospitals so hospital
practice can learn from primary care. I join with
Cubitt in recommending that all hospital practi-
tioners, trained or in training, should try to spend
some time in general practice.

DAVID COLE
Department ofMedicine,
Royal United Hospital,
Bath BA1 3NG
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New model needed for
consultant contract
EDITOR,-The model consultant contract, in its
revised form PM(79) 11, has been used in the NHS
since 1979. It has served the NHS and the profes-
sion well. Working Paper 7 of Working for Patients
heralded a new form of accountability in the shape
of annual reviews of job descriptions with local
management.' These were implemented, along
with other changes, by April 1991 and seem to have
caused little turbulence. Managers may have been
surprised at not only how much work consultants
actually do but also how much more they would
like to do were the resources available.
The change to trust status of virtually the whole

of the NHS within England by April 1994 means
that a wide variety of contracts could soon be
offered in relation to new or existing consultant
appointments. The permutations are enormous,
not just in relation to duration but also to such
matters as the introduction of performance related
pay, loss of increments, differential salaries
according to specialty, and the location and extent
of private practice. Individually negotiated con-
tracts could become the standard practice.
Furthermore, accountabilities may change and job
evaluations become more prevalent and searching
as management attempts, for whatever reasons, to
alter the way services are provided.

Before it is too late, should not the profession
now be investigating the advantages and disadvan-
tages of the various options with a view to offering
advice to members or perhaps even negotiating an

updated version of the model contract which might
serve the NHS and the profession equally well for
another 14 years?

MALCOLM FORSYTHE
Centre for Health Services Studies,
The University,
Canterbury CT2 7NF

1 Secretaries of State for Health, Wales, Northern Ireland, and
Scotland. Working for patients. NHS consultants: appointments,
contracts and distinction awards. London: HMSO, 1989.
(Working paper 7.)

General practitioners'
performance
EDITOR,-The rating scale developed by Jim Cox
and Helen Mulholland' is an interesting addition to
those already in use,23 with which it has many
similarities, and may have value in the formative
assessment of trainees in general practice. The
authors suggest that the scale might be used in the
summative assessment of trainees but do not
elaborate further. Our experience in the use of
videotaped consultations in summative assessment
suggests that use in this way would be difficult and
of doubtful validity. We presume that the ratings
would be used to produce a score after several
consultations, which would then be used to decide
if the performance of the trainee was adequate. In
different consultations, however, the relative
importance of the attributes would vary. For
example, in a patient presenting with a myocardial
infarction the priorities are clearly appropriate
diagnosis and referral, whereas in a psychosexual
problem such items as empathy, patient involve-
ment, and eye contact assume more importance.
For a summative assessment method to be valid

and reliable more is required than the internal
consistency shown by the authors. Any rating scale
must be flexible enough to cope with varying types
of problems and the trainee's responses to them
while producing a clear cut answer to the question:
does this trainee reach an acceptable level of
clinical performance? The instrument described
does not seem to meet these objectives.

LM CAMPBELL
T S MURRAY

West of Scotland Committee for
Postgraduate Medical Education,

University ofGlasgow,
Glasgow G12 8QQ
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General practitioners' views of
their FHSA
EDrTOR,-David Wall and colleagues' letter on the
workings of Birmingham Family Health Services
Authority cannot be allowed to pass without
comment.' The survey referred to was carried out
by Birmingham Local Medical Committee and
based on data collected 18 months ago-further-
more, as is clear from Wall and colleagues' letter,
the views referred to were of even earlier data,
reflecting a period of frustration felt by many, not
least the authority, in trying to make the com-
ponents of the new contract work reasonably
efficiently.

Notwithstanding the survey's findings, the
official annual audit reports on Birmingham
Family Health Services Authority contain no
reference to 37 group practices being underpaid by
,C1000. Indeed, the reports commend the authority

for the manner in which it has coped with the
inordinately complex payment system and the
hindrance of having to work with computer
systems not geared to this complexity.
From 1 November last year the authority has

operated an internal complaints system whereby
dissatisfied contractors (including general practi-
tioners) can formally make known their experience
of unsatisfactory, inefficient, or inacurate service.
This system has yielded just four such complaints.
We challenge any user of our services to refuse with
facts our view that our registration and payment
systems now work to a high degree of efficiency
and effectiveness.
A final point is that provision of high quality

services requires both parties-us and our con-
tractors (including general practitioners)-to
operate efficient management systems. I am satis-
fied that most general practitioners in this city meet
these high standards. With the minority who do
not, and whose understanding of the difference
between bureaucracy and effective management is
frail, we continue to persevere.

C M VAUGHAN-GRIFFITHS
Birmingham Family Health Services Authority,
Birmingham B6 5RQ
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Opening up the merit award
system
EDrrOR,-The name to be put forward to the
regional awards committee "would be based on
which consultants had received the greatest number
of nominations from their colleagues."' I am very
pleased to see that we at last have this on a
scientific basis: the size of a man's circle of friends.

PHILIP STEADMAN
Sutton Hospital,
Sutton,
Surrey SM2 5NF

1 Beecham L. Opening up the merit award system. BMJ 1993;
306:936. (3 April.)

Racial discrimination
EDITOR,-A Esmail and S Everington have per-
formed a valuable service in drawing attention to
ethnic and racial discrimination in the selection
procedure for senior house officer posts.' The
following anecdote illustrates how discrimination
may occur even before shortlisting.
A personnel officer telephoned me to say that the

applications for a senior house officer post were
being sent to me for shortlisting but that those
from people with "foreign names" would not be
sent "as I don't suppose you would want to see
them." I replied that I wanted to see all the
applications and that I would make a report to the
Commission for Racial Equality if anything similar
occurred again.

JOHN BLACK
Framlingham,
Woodbridge,
Suffolk 1P13 9EG

1 Esmail A, Everington S. Racial discrimination against doctors
from ethnic minorities. BMJ 1993;306:691-2. (13 March.)

Correction

Non-fundholding a positive choice
An editorial error occurred in this letter by D G Black
and colleagues (1 May, p 1200). Local medical council
should have read local medical committee throughout.
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