Letters

Two decades of experience of this
system have shown the following
advantages:

— The contents of the medical record
envelope are easily arranged and easily re-
tained in proper order without the use of
tags.

— The contents are easily slipped in and
out of the medical record envelope by the
‘shoe-horn’ effect of the card folder.
When it gets a bit tight it is the signal to
edit the letters again rather than make out
a gussetted medical record envelope.

— The synopsis of previous events and
adverse drug reactions is immediately
available opposite the latest clinical notes.
Sensitive information is always entered on
page 3 and in ordinary use is always
covered by other notes. Arn arrow or
asterisk on page 2 will alert clinical users
to entries on page 3.

— The simplicity of the structure has been
invaluable in adapting the system to the
needs of patients and staff for 21 years.
— The Aston folder has been
demonstrated to trainers’ courses in
Wessex since 1978. It has been freely
adapted by neighbouring practitioners,
and many others have made favourable
comments when my synoptic record has
followed patients moving round the
county.

I would like to hope that these innova-
tions in record keeping will stimulate the
Council of the College to press the
General Medical Services Committee to
keep up demands on the DHSS for sim-
ple improvements in our record system
before further deterioration takes place.

P.P. CARTER

2 Highfield Crescent
Southampton SO9 IWT

Inspection of vocational
training schemes
Sir,
Doubts have recently been expressed
about the validity of the inspection of
vocational training schemes by visitors
from the Joint Committee on
Postgraduate Training for General Prac-
tice (JCPTGP).! The author described a
visit to his large vocational training
scheme which was accomplished in six
hours. Visits to other schemes may have
been done equally quickly, but this was
not our experience; a visit to the East
Cumbria Vocational Training Scheme,
performed in 1980, was done thoroughly
and took three and a half days to
complete.

At the time of the inspection the
scheme had eight training practices, in
Carlisle, east Cumbria and southern

“Scotland and the hospital posts were

based in the four hospitals in the Carlisle
area, representing a wide variety of ex-
perience in specialties of direct relevance
to general practice.

The details of the visit were worked out
well in advance and considerable time was
taken to arrange and coordinate with all
the members of the team and other per-
sons concerned with the visit. The visitors
had a working dinner with the regional
adviser and the scheme organizers and
they visited each of the practices, talking
to the trainers and, somewhat more brief-
ly, to the non-training partners. The
premises, facilities and records were in-
spected. The visitors also attended the
half-day release seminars, during which
they had ample time to discuss with the
trainees their feelings about the course in
particular and vocational training in
general. On the evening of the same day
the team went to a trainers’ workshop,
when discussion with the trainers also
took place. The hospital consultants in-
volved in the scheme were not neglected
and after a dinner hosted by the chairman
of the then Cumbria Area Health
Authority the consultants were given am-
ple time to discuss their feelings about the
scheme and air their grievances (which
were, mercifully, few!). On the afternoon
of the last day the visitors met with the
scheme organizers to give them their
preliminary report, their full and final
report being received via the regional ad-
visers and the Regional Education Com-
mittee for General Practice some weeks

" later.

We felt the visit was not only an inspec-
tion of the quality of training provided by
the scheme but also contained educational
elements which arose from the conversa-
tions that the visit engendered. The
scheme organizers and all those involved
with the scheme saw the final report in full
and had ample time to discuss this. In-
deed, nobody had any major criticism of
the visit or its findings. Whether the most
recent visit, which took only six hours,
reflects more the attitude of the course
organizers or is a reflection of the chang-
ed attitudes of the JCPTGP is not clear.
Certainly, we did not feel that our visit
had been skimped, and probably thereby
felt justified in accepting the report of the
team without dissent.

JOHN HANWORTH

76 Warwick Road
Carlisle CAl1 1DU
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What happens to surgical
patients when their
admissions are postponed?
Sir,

One consequence of the reduction of the
number of acute beds in National Health
Service hospitals and the increase in the
size of waiting lists is the considerable
pressure on available beds. Inevitably,
when booked admissions are postponed
because of shortage of beds, some
patients will suffer hardship. I carried out
a study at Ealing Hospital in London to
assess the nature of this hardship for
surgical patients and I report my findings
here to draw the attention of general
practitioners to this problem.

At the beginning of this study 580
patients were on the hospital’s waiting list
for general surgery. If an admission was
cancelled every endeavour was made to
give the patient priority when a bed was
available, and a standard letter was sent
to him explaining the reason for the
cancellation, and stating that he would be
sent for again soon.

Each patient placed on the waiting list
was asked to complete a questionnaire
detailing the nature of the inconvenience
caused each time his admission was
cancelled. When the patient was finally
admitted the completed questionnaire was
collected for analysis. The inconvenience
caused to the patients was divided into
medical, social and financial. Medical
inconvenience was deemed to have
occurred if the patient had symptoms
from his condition, and would have
obtained relief had the admission taken
place; an example of this is continuing
pain from a duodenal ulcer. Social
inconvenience was one which caused
disruption in the lifestyle of the patient
or of his relatives and friends; for
example, if the patient’s spouse took time
off work to look after the children and
the admission was postponed. The
financial loss which occurred had to be
shown to be due directly to the
postponement of the admission. For
patients in employment the total number
of days taken off work was also recorded,
as well as the reason for not returning to
work as soon as it was clear that
admission would not take place. The study
was conducted for 12 months from
February 1983 and during this period
there were 556 admissions from the
waiting list.

There were 171 cancellations involving
125 patients whose ages ranged from 16
to 86 years (mean 47.4 years). Thirty-one
patients had their admissions cancelled on
two occasions, and 11 on three occasions
or more. No patients died while they were
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