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1.
INTRODUCTION
This document is an agreed educational contract between:

<Registrar name>  

<Trainer name>, GP trainer, representing <practice>.

This document is intended to make explicit what a registrar can expect from the training practice and what is expected of the G. P. registrar in return. 

The trainer (or his named deputy) should be an immediately available source of advice, constructive criticism and guidance. He should keep himself up-to-date with medical developments and provide a structured framework and environment for learning General Practice.  Immediately available usually means that the trainer (or deputy) will be present in the surgery building whilst the registrar is consulting with patients, and be available in person or by telephone during on-call commitments.

The registrar is involved in caring for the practice patients. The partners have a contract for the provision of medical services to these patients with the Health Authority and as the registrar is employed by the practice he/she acts as a practice representative/deputy at all times.  The registrar therefore has a service commitment to the practice and patient. The nature of the medical services to be rendered is laid out in the National Health Service (General Medical Services Regulation) 1992. The registrar should be familiar with and abide by these regulations. 

The registrar should be punctual, appropriately dressed and courteous to the patients at all times. He should never decline an explicit or implicit request by a patient to be seen without first discussing this with the trainer or his deputy. 

2.
THE CONTEXT

The training practice works from privately owned premises in a commuter town. The practice list is about 18,000, covering a complete spectrum of social classes. Out of hours cover and responsibilities are mainly covered by PrimeCare deputising service. 

The practice is fully computerised. There are three female and five male partners. 

The practice has a full quota of ancillary staff, practice nurses, and attached community health workers.

3.
TRAINING OBJECTIVES 

The attributes of the General Practitioner have been comprehensively summarised (see Appendix 1). The practice aspires to enable our registrars to meet these standards. 

However, we would emphasise certain priority objectives for the trainee to attain:-

(A) The Consultation. This is the basic tool for patient care.

The registrar should: -

i)
Regularly extend his enquiry beyond the presenting complaint, for example, to "at 
risk” factors and continuing problems; 

ii)
Regularly recognise and respond to emotional cues from the patient. 

(B) Medical Records (Manual and Computer) 

These are the keys to delivering systematic patient care. 

The registrar should keep comprehensive yet concise, legible records in such a way as to facilitate continuing care (see Appendix II). 

These should include problem lists, drug lists, management plans where appropriate and highlighted risk factors and diagnostic formulations.

(C) Education 

1)
The registrar should read regularly in a planned and programmed manner. 

2)
He/she should be able to identify and plan to correct their own weaknesses. 

3)
He/she should regularly examine their own work critically. 

4)
He/she should be able to carry out research in general practice – it is expected that a project will be completed during the course of the attachment suitable to fulfill the requirements of G.P. registrar summative assessment unless completed in a previous attachment. 

(D) Teamwork 

The registrar should aim to regularly and appropriately use members of the PHCT to assist in patient care.

(E) Organisation

1)
The registrar should be able to competently take part in practice management 
activities. 

2)
He/she should be able to extend his professional responsibilities beyond the remit of the practice. 

3)         He/she should be abreast of current and future developments in general practice and
the Health and Social Services as a whole.                                          


4.
CURRICULUM 

This is the key to ensuring a productive attachment.   Initially learning priorities are established by means of:

· Introspection 

· Review of clinical experience

· An initial confidence rating.

An initial learning plan is set following these combined assessments. Subsequent modifications are made, considering the following:

· Feedback from staff and patients,

· Registrar assessments completed every four to six weeks.  (Or other agreed interval) 

5.
TEACHING/LEARNING PROCESS 

The registrar is expected to take responsibility for his/her own education and expected to facilitate the learning process.

The following assessment methods may be used: - 

Joint consultations and home visits (throughout the training period)

Problem and random case discussion 20-30 (variable) minutes at the end of surgeries and sometimes during surgery. 

Analysis of video consultations using consultation maps and rating scales on at least four occasions in the twelve months. 

Tutorials  of 2 hours on Wednesday afternoon, the topics having been agreed between trainer and registrar.  Preparation must be agreed and shared between registrar and the partner taking the tutorial. Tutorials should occur in protected time and the programme list updated every four to six weeks in advance.

Monday lunchtime 30 minute tutorial / progress review looking at the summative aspects of training, Friday lunchtime a similar 30 minute tutorial will look at formative aspects.  It is expected that there will be other informal additional teaching sessions/opportunities offered during normal working hours, in particular involving the special expertise of other partners and members of the PHCT.

Attendance at practice and team meetings the registrar is expected to attend and contribute to these on a regular basis 

Audit the registrar should regularly examine his/her own work critically, for example, by suggesting and performing audits on referral, prescribing and investigation.  The trainer should provide time for the registrar to carry out this work and give advice on the project.  Secretarial support should also be available.

Reading trainer and registrar should regularly read the BMJ and British Journal of General Practice and also one of the GP broadsheets.   An article should be chosen and critically reviewed approximately weekly. The practice library acts as a resource for reference, material for preparing tutorials, and a repository of books for loan.  Loaned books shall be signed out in the Library Loan Book.  Equally important is learning how to use the computer to access evidence based medical advice. 

The MRCGP examination The registrar is encouraged to sit the MRCGP examination as well as preparing for summative assessment.  Support and specific tutorials related to this will be arranged during the year.

Half day release - Wednesday afternoon the trainer should ensure that the registrar has time off to attend these sessions. If the Wednesday sessions are rearranged or cancelled the registrar is expected to attend to his practice commitments.  The registrar should attend all these sessions and the trainer should be informed of ANY non-attendance.  

Courses - The trainer may at his discretion allow the registrar up to twenty days study leave in twelve months to attend courses which are considered relevant to the registrar's needs in addition to the half day release, in particular for child health surveillance, contraception, MRCGP and perhaps minor surgery training.

6.
ASSESSMENT 

The following methods may be employed throughout the attachment and the results discussed with the trainee: - 

Confidence rating 



MEQ

Patient Satisfaction Questionnaire Results.
MCQ

Video analysis 



Structured feedback from PHCT members

Joint consultation 



New Manchester Ratings

7.
WORKLOAD 

The registrar, during his/her attachment, should move towards a workload similar to, but not exceeding that of a full-time partner.  Workload statistics will be available for scrutiny at all times during the attachment.  The working day finishes when all the patients have been seen.

Induction 

The first week will normally involve minimal independent clinical activity. The time is spent rotating through attachments to the various PHCT members, together with learning administrative systems in the practice, including how to use the computer. The registrar will be helped to learn the geography of the surgery building and practice area.
In the second to fourth weeks the trainee will begin closely supervised, independent clinical work, working up to 15 minute appointments and full on-call commitments by the end of the first 4-6 weeks.  After 6-8 months it is expected that the registrar will consult at the same rate as full partners (i.e. 10 minute appointments, 20 patients per session)

Equipment 

The training practice will provide the registrar with basic medical equipment (doctor’s bag and instruments) although the registrar is encouraged to acquire his or her own equipment. 

Drugs for emergency use are kept in the regularly checked on-call bags.  Used drugs must be accounted for, by named applied prescription (if indicated) and notation in the patient files.  

Surgeries 

The GP registrar is provided with their own consulting room, which will contain the usual, expected equipment to conduct a modern GP surgery and service.  The GP registrar is expected to take reasonable care of the provided instruments and facilities etc.

A typical basic weekly timetable is available – see appendix III.

The registrar should not be left to consult without the trainer or his deputy available in the practice premises.   Trainer and registrar should collaborate to ensure the registrar sees a representative case mix.

On-Call

On-Call experience will be via a mix of day duty, and out-of-hours work in conjunction with the trainer/deputy.   The trainer/deputy should at all times be available either in person or by local telephone.   The registrar should never decline an explicit request for a house call without first discussing the case with the second on-call partner.  The registrar has to be able to make a reasoned case for his/her management decisions at all times and be answerable to both the patient and trainer.

At present out-of-hours responsibilities are:

· Saturday mornings 7-12 a.m. Cover of the practice population only. 

· Weekdays  Monday – Friday 7:00 am – 7:00 p.m. 

At all times G.P. Registrar has full local partner support and cover. 

8.
OTHER ISSUES

Careers Guidance.  
The trainer and other partners should be available for career guidance, including parternship selection.   Time should be made available for the registrar to visit practices and attend job Interviews. The trainer should provide a speedy and honest reference to any registrar on request.


Counselling
The trainer should be available to counsel a registrar on any personal problem the registrar might have or direct 

the registrar to other more appropriate professional         counselling services.

Feedback                                    
The registrar should provide the trainer with constructive criticism of his general practice attachment including his             /her assessment of all educational content.

Sick leave & non-attendance’s 
All non-attendance including sick leave will be summated and NVTS will be informed of total number of days absence – as per legal requirements of Vocational Training in United Kingdom.

The trainer should complete the end of attachment documentation,

i.e. summary of assessments and VTR (1)
promptly and discuss the result with the trainee.

G P registrar name: …………………………………………                                     

Signed:  …………………………… 
        Date:…………

<Trainer>        GP trainer
 on behalf of <practice>.       

Signed:…………………………….… 
       Date:,,,,,,,,,,,,,,

Appendix I

JCPTGP Attritubtes of a General Practitioner


I
VALUES AND ATTITUDES

Fully trained General Practitioners are expected to be:-

(a)
Caring and understanding of patients and their families.

(b)
Committed to providing high quality care.

(c)
Aware of the need to be readily accessible and available to patients.

(d)
Aware of their own limitations and willing to seek help from others when appropriate.

(e)
Committed to keeping-up-to-date with developments in practice - both clinical and organisational.

(f)
Committed to improving the quality of their professional performance through active 


participation in audit and quality assurance.

(g)
Aware of the ethical principles which govern the medical profession and committed to observing them.

(h)
Appreciate the value of teamwork to patient care in general practice.

(i)
Willing to teach others, including colleagues and practice staff, and willing to acquire the teaching skills necessary for this.

(j)
Willing to contribute, when possible, to the advancement of medical knowledge.

(k)
Able to care for themselves and to balance the demands of a busy professional life with the need for personal time.

II 
CLINICAL COMPETENCE

General Practitioners are expected to be:

(a) Knowledgeable about clinical general practice.   This will require an appropriate level of understanding of the:

· Physical, behavioural, epidemiological and clinical sciences of medicine.  

· Aetiology and natural history of diseases.  

· Impact of psychological factors upon illness, and of illness upon patients and their families.

· Social, cultural and environmental factors that contribute to health and illness.

(b)
Skilled in recognising and making appropriate decisions about all problems presented by their patients.

(c)
Able to examine a patient’s physical and mental state and to investigate further as appropriate.

(d)
Able to assess symptoms and physical signs, to establish a diagnosis when possible, and to exercise sound clinical judgement in further management.

(e)
Skilled in communication and in the processes of the consultation.    This will include the ability to listen carefully and to explain effectively to patients, families, colleagues and others, and the ability to involve patients in decisions about their health care.

(f)
Able to contribute to the prevention of illness and the promotion of health and to 
understand a doctor’s role and that of others in these areas.

(g)
Able and willing to deal with common medical emergencies appropriately.

(h)
Able to prescribe effectively and with due thought to economy.

(i)
Able to keep clear, coherent and up-to-date medical records for each patient, using a format that enables information to be easily identified for clinical and auditing purposes.

III  
ORGANISATIONAL ABILITY

General Practitioners are expected to be:-

(a)
Able to assess the health status, needs and expectations of the practice population.

(b)
Able to plan, organise and manage a practice to provide a broad range of accessible services including the management of acute and chronic illness, medical emergencies, health promotion and preventative activities.

(c)
Able to function as a member of a multi-disciplinary practice based team and, where appropriate, able to assume the responsibilities of team leader.  This will involve an understanding and appreciation of the roles, responsibilities and skills of other health care workers such as community nurses, practice nurses, health visitors and midwives.

(d)
Able to make effective use of resources including, for example, money, time and skills, both within and out-with the practice setting.

(e)
Able to organise and carry out effective clinical audits and have the skills necessary bring about change in the practice where audit shows this to be necessary.
(f)
Conversant with and willing to participate in the work of organisations that advise, plan and assist in the development and administration of health services, such as NHS authorities, Royal Colleges, professional associations, local medical committees and regional medical committees.

Appendix II

Double-trouble or the best of both worlds?

Audley Mills Medical Record Policy

There has for some time been considerable interest in the idea of ‘paperless’ practice, meaning GP’s relying on entirely electronic means of medical record-keeping (The paperless general practice - Ian N Purves BMJ 1996; 312: 1112-1113).  The trickle of early adopters has increased and such practices are no longer rare (even in 1996 it was estimated that 10% of practices were paperless).

The transfer of existing records to an electronic form is – for a practice of 18,000 patients like ours - a Herculean task, not impossible but not to be entered upon lightly.  What are the potential gains and losses, or is there a sensible argument for maintaining a dual system of manual and electronic records.  The following table attempts to cover the arguments but I’m sure other points could be made.

	System
	Advantages
	Disadvantages

	Paperless
	All records in one place

(reduces errors?)
	Considerable effort involved to transfer existing records

	
	Quick and easy electronic searches
	Scanning incoming post time consuming (more so than existing filing)

	
	No need to pull manual records for each consultation
	Doesn’t suit technophobic partners / locums (steeper learning curve for all)

	
	‘It’s the future’ (so best to get in now) 
	‘It’s the future’ (so potential problems not yet foreseen)

	
	Frees up shelf space
	Different form of storage problem

	
	Paper can burn
	Computers can crash

	
	Legible
	Hard to quickly scan through old records (e.g. recognizing handwriting, colour coded forms, logos etc)

	Manual
	Quick to find what you’re looking for
	Often illegible

	
	Quick and easy to record all forms of data (pictures, prose)
	Can become very tatty and disorganized

	
	Easily transferred to another practice
	Space consuming

	
	Easy to take on home visit
	Filing time

	
	Tend to tell you ‘the story’ about a patient (thick notes – thin notes, recognize who saw them when – tendency for handwritten prose to be more ‘descriptive’)
	Sometimes ‘descripitve’ prose is borderline litigious!


What it probably boils down to is that electronic records are great for data storage and searching but manual records are better for story telling narrative and rapid skimming.  Maintaining both forms of record keeping avoids the huge task of transferring existing records but at the expense of a continued need for filing time and space.  However this is only sensible if it is agreed what the different records are principally for.  Unnecessary duplication is to be avoided – as is the potential risk that you may not know where information is stored (manual or computer, both or neither?)  I therefore propose the following guidelines for record keeping, which are essentially the way we use the records now but formalized.

Paper records (the aide memoire):  These are for hospital letters and a narrative form of medical history taking.  They can also be easily ‘tagged’ when we are identifying target groups of patients (e.g. overdue smears) and this serves as an aide memoire for the next person that sees the patient.

Computer record (the essential facts):  These contain all ‘factual data’ relating to that patient, any data that we may wish to search for will be recorded thus.  Important diagnoses will be read-coded as problems (the summary list for purposes of training practice approval), repeat prescription records will be up to date and accurate, other data such as BP etc will be recorded here.  Such data may also be in the hand-written record but the definitive record for these is the computer, as this will be used to search for them.

Such information includes:

BP
Weight

Height

Smoking 
Alcohol
Smears

Immunisations

Contraception


Urinalysis


(Other laboratory results will be included here when the pathology links system is working – for now these are filed in the manual record along with letters).

We believe that such a system works well in our practice, we will continue to monitor the situation and as technology advances there may come a time where the computer record gradually comes to replace the paper one.  It is my opinion though that both have their strengths and replacing the manual record should be a process of evolution not revolution.

Alan P. Kerry

Audley Mills Surgery

57 Eastwood Road

Rayleigh

Essex

SS6 7 JF

APKerry@aol.com
28 December 2001

Appendix III

Teaching Plan / Timetable

Proposed weekly timetable.

The registrar and I will work an alternating timetable A/B/A/B as below. Surgery is for 3 hours – the exact times are open to agreement, currently I do 9:30 – 12:30 and either 1:30-4:30 or 3:30 – 6:30.

WEEK A

	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	
	Am
	Pm
	Am
	Pm
	Am
	Pm
	Am
	Pm
	Am
	Pm

	Registrar
	Surgery
	Surgery
	Surgery
	Protected

Teaching
	On call
	VTS
	Joint

Surgery
	On Call
	Surgery
	OFF

	Trainer
	On call
	On call
	Surgery
	
	Surgery
	Half surgery
	
	Surgery
	Surgery
	Surgery

	Extras
	Summative teaching session 30mins
	
	
	Lunchtime update meeting
	Formative teaching 30mins


WEEK B

	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	
	Am
	Pm
	Am
	Pm
	Am
	Pm
	Am
	Pm
	Am
	Pm

	Registrar
	Joint Surgery
	On call
	Surgery
	Protected

Teaching
	On call
	VTS
	Surgery
	Surgery
	Surgery
	OFF

	Trainer
	
	Surgery
	Surgery
	
	Surgery
	Half surgery
	On call
	On call
	Surgery
	Surgery

	Extras
	Summative teaching session 30mins
	
	
	Lunchtime update meeting
	Formative teaching 30mins


Long-term teaching plan:

Week 1 – Orientation – (reduced patient contact), Introduction to staff

Review of processes (repeat prescribing, home visits, referrals) 

Notebook containing useful information, Vision Computer Training

Begin learning needs analysis (confidence rating)



Sit in with nurses, receptionists, partners

Week 2  – 
Registrar sees 10 patients per surgery – all cases reviewed after surgery.



Continue learning needs analysis (Manchester / MCQ)



Baseline consultation video (early on to remove the mystique)

Schedule ‘special’ teaching – e.g. minor surgery, family planning, CHS (book appropriate courses)

Week 3-4
Introduce project / audit

Begin on-call duties



Think about whether to do MRCGP

Week 4+
15 minute appointments when confident, review problem cases.

Month 2 
Book MCQ part of summative assessment (for month 4-6)

Month 4
Begin project / audit, sit MCQ

Month 6/7 
Complete video (for assessment / MRCGP)

Month 8
Video / Project should be in by now, up to normal consulting rate by now (20 patients at 10mins)

Month 11
Complete trainers report and VTR1

