
EDITORIALS

Out-of-hours experience for general
practitioner trainees

'T'HE criteria for the selection of trainers published by
¦*¦ the Joint Committee on Postgraduate Training for
General Practice state that the training practice should
make 'arrangements for night and weekend emergency
care which will give the trainee adequate experience
under the supervision of his trainer'.1 The Joint Com¬
mittee has not given details of what constitutes adequate
experience, and interpretation of this has been left to
each Regional Postgraduate Medical Committee. In
most regions such definition has remained flexible.
However, the increasing use of deputizing services by
trainers in large conurbations has resulted in some

trainees obtaining no experience in emergency care

throughout the night between the hours of 23.00 and
07.00.
The cases for and against the use of deputizing

services have been discussed many times in the past,
most recently by Creighton2 and by Stevenson.3
Patients' views have also been considered4 but the effect
of deputizing services on vocational training has never

been studied. Should we be concerned that their use may
limit the learning experience of our vocational trainees
by denying them insights into family life and human
behaviour that can be obtained only by the provision of
emergency care throughout the night?

Trainers who are reluctant to make arrangements for
their trainees to obtain experience of care throughout
the night have given a variety of reasons for this:

1. They themselves use deputizing services from 23.00
to 07.00 and they feel that it would be unreasonable to
expect trainees to provide the cover that they themselves
are not prepared to give. Also, such an arrangement
would mean the trainee doing more out-of-hours work
than the trainer.
2. There are so few calls between 23.00 and 07.00 that
the experience obtained is not worth the inconvenience
of acquiring it.
3. There is little difference betwpen the types of emerg¬
ency seen in the earlier part of the evening and those
seen during the night.
4. Some practice areas have a reputation for violence
and it would be risky for young doctors, and especially
women doctors, to visit there alone at night.
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5. There is little point in trainees obtaining such experi¬
ence if they themselves are to use deputizing services
when they become principals.
The following counter arguments have been proposed
by those who feel that direct and increasing responsi¬
bility for patient care throughout the night is an essen¬

tial part of training for general practice:
1. The trainee may become a principal in an area where
no deputizing services are available and it is better that
he acquire the skills and attitudes for emergency care at

night as a trainee rather than as a new principal: skills
that include an ability to assess the urgency of an

emergency telephone call, and the ability to calm and
reassure the worried and frightened; attitudes to accept
that calls which, in strict clinical terms, seem to be
unnecessary, are sometimes unavoidable and can help
patients to cope.
2. If the trainee is going to use a deputizing service
every night as a principal, then it is even more important
that he obtain during his vocational training the out-of-
hours experience that will help him to gain an under¬
standing of the ways in which people behave in the
middle of the night when they are frightened, anxious,
depressed or seriously ill.
3. Much can be learned from caring for patients during
the night and people, including doctors, do not behave
in the same way at 03.00 as they might at 22.30. A
trainer's teaching based on his trainee's out-of-hours
experience can be usefully concentrated on this. Anxiety
is contagious, and might this explain why the doctor
himself behaved in such a seemingly irrational way?
What was the significance of the call to see a nappy rash
at 01.00?
4. Future partners may expect experience in care

throughout the night and failure to obtain it may limit
the trainee's future employment prospects.
5. Although many trainees will have managed emergen¬
cies such as left ventricular failure, acute bronchial
asthma, myocardial infarction and status epilepticus as

hospital SHOs, there is much more to learn from
treating emergencies during the night in a patient's own
home when the usual support services are less available.
6. Responsibility for care during the night affects the
quality of consultation during the day. The doctor who
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fails to share information with his patient and to predict
what is likely to happen later that night soon learns his
lesson when called at 02.00 to deal with the patient he
saw earlier in the day. Aspirin for otitis media may be
even more important than an antibiotic.

Teaching practices are expected to provide opportuni-
ties for trainees to obtain experience in a wide range of
activities. These include preventive sessions as well as
consultations during surgery hours; they include teach-
ing sessions and simple audit exercises. No less import-
ant than any of these activities is experience in
emergency care and this must include supervised re-
sponsibility for care for full 24-hour periods. Training
practices can reasonably be expected to provide oppor-
tunities for trainees to obtain this experience.
A number of options are open to the teaching practice

for organizing out-of-hours experience for trainees.
Even those practices who use deputizing services
throughout the night should be able to make provision
for this, and the argument that the trainee will then do
more work than his trainer can be countered by arrang-
ing suitable time off, for example, by a later start the
next morning.

There is much to be said for out-of-hours experience
to be acquired by working within the practice itself,
rather than by working for a deputizing service as some
trainees have done. Experience within the practice en-
ables the trainee to provide continuity of care for the

practice population and to compare the behaviour of his
own patients by day with their behaviour in the night.
He can also appreciate the gratitude and goodwill of
those people that he has visited out of hours and can
note its beneficial effect on his future consultations with
them.

Interpretation of the JCPTGP statement about ade-
quate experience for night and weekend emergency care
is difficult, but surely it does not imply no emergency
care throughout the night. Such care can provide a
trainee with insights into human behaviour, including
his own, that can be obtained in no other way. The
experience must not be acquired unsupervised and
should form the basis of fruitful teaching between the
trainee and his trainer.

W. McN. STYLES
General Practitioner, West London
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he safety of medicines
'The collection, tabulation and analysis of the adverse
effects of medicines on a national and international
computerized scale is likely to be of inestimable value to
doctors and the community.'

Sir Derrick Dunlop, 1973

p UBLIC concern, expressed through the news media
and in Parliament, is increasingly evident in respect

of the safety of prescribed medicines. This disquiet is
justifiably founded when it is based on the evidence of
damage to health attributed to certain drugs, but the
wide extent of the concern is less justified because, at
present, the public has no means of assessing the relative
risks of taking medicines and therefore this issue is seen
out of a proper perspective.

Patients show their anxiety by their frequent enquiries
about the side effects of medicines prescribed for them
and particularly in regard to newly marketed products.
This expressed disquiet supports the view that steps need
to be taken to increase awareness of the safety of
medicines and enable attitudes to develop that allow
comparison of relative risks and benefits. Patients know
that, while there are sophisticated procedures involving
laboratory experiments and controlled clinical trials
through the various phases in the development of a new

medicine prior to marketing, there is, remarkably, no
formal systematic observation of medicines once they
are released on general prescription. Yet medicines
prescribed in general practice are used in very different
situations from those of controlled clinical trials: the
patient population is less well-defined, other medicines
may be taken concurrently, compliance with recommen-
ded dosage cannot be guaranteed and the physical
environment is more variable. Even with the most
careful pre-marketing studies unforeseen side effects,
both beneficial and deleterious, can occur. All medi-
cines have side effects. Most high-risk drugs are pre-
scribed in hospital, where the seriousness of the
condition makes a higher level of unwanted side effects
acceptable. In general practice however, the position is
quite different, for dangerous side effects are very rare
and most drugs are prescribed in situations that are not
life-threatening and where harmful side effects are
unacceptable. For these reasons, and because the range
of prescribing in general practice is 10 times greater than
in hospital, the testing of drugs in the environment of
general practice becomes increasingly more important.
Where the doctor clearly suspects a side effect linked

to the medicine prescribed, reporting through the
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