
Psychiatrist Dr. Jones Current Treatment

Where
Hospital St. Mary's Date Drug Given

General Dr. Ross 1.1.83 Depixol Health
Practitioner The Health Centre 20mg 2/52 Centre

Kemadrin
5mg tds

Social Worker

CPN Margaret Reed

Day Centre
or Hospital

PSYCH IATRIC
CO-OPERATION CARD

Name John SMITH

Address 1 Wilson Street,
London N7.

Phone No 01-

The front of the psychiatric co-oper-
ation card
The inside of the psychiatric co-opera-
tion card

Social service departments, hospitals, community health
facilities and general practitioners are each variously con-
cerned with the provision of care to the mentally ill in the
community.

Individuals with quiescent schizophrenia frequently live
in psychiatric hostels or group homes, and attend day
centres all of which are the responsibility of social services
departments. Their depot phenothiazine injections are given
by community psychiatric nurses at hospital psychiatric
units and district health authority clinics or by general
practitioners or practice nurses in their surgeries. Clinical
supervision may be provided by the psychiatrist in out-
patients or in a peripheral clinic in a health centre, or by the
community psychiatric nurse. It is also provided by the
general practitioner at the time certificates, prescriptions or
other services are required.

Difficulty in obtaining information
Although carrying overall responsibility for the patients on
his list, the general practitioner may have considerable
difficulty in obtaining relevant and sometimes urgent infor-
mation about patients when difficulties arise. Conventional
medical records may not be very helpful, often containing
no clear guide about the various agencies concerned with
the care of the patient, perhaps not even the hospital or
consultant involved, particularly when the practice is in an
inner city with a drifting population and a high concentra-
tion of psychiatric patients.

Similarly, other agencies in the community with which the
patient may at times be in contact, including the police, the
clergy, voluntary agencies and casualty departments, have
no way of access in an emergency to information about the

identity of the general practitioner, psychiatrist or social
worker of a disturbed patient.
Many psychiatric patients have major and often disabling

illnesses with far-reaching social consequences. Could not
the services be more readily coordinated when they need
help? A parallel circumstance in which patient care is jointly
undertaken by hospital, community services and general
practitioners is shared antenatal care. Communication be-
tween obstetrician, midwife and general practitioner is
ensured by the antenatal co-operation card, containing
relevant information and carried by the patient whenever
she attends a clinic or consults a doctor or midwife.

Coordinating services
A psychiatric co-operation card (see Figures) carried by the
patient could make a considerable contribution to resolving
the difficulties described.
The information recorded should include the name, ad-

dress and telephone number of the patient, the psychiatrist
and hospital, the general practitioner and where appropri-
ate, the social worker and community psychiatric nurse. If
the patient attends a day centre or day hospital this infor-
mation should be added.
A section for current medication could include space for

recording changes in treatment and the dose, frequency,
dates and places of administration of depot phenothiazine
injections.
The inclusion of the diagnosis would make the card less

acceptable to both patients and doctors, and as this infor-
mation is rarely essential, and can usually be surmised from
the current medication, therefore no provision is made on
the card for the name of the illness.

LETTE RS

Diploma in Community
Child Health
Sir,
Your report on the Diploma in Com-
munity Child Health states that 'The
Diplomas of DCH and MRCP(UK) tend
to expect from the candidate a degree

of knowledge of hospital paediatric
medicine greater than that required for
preventive (sic) work in the com-
munity.' (January Journal, p. 52.)

This statement is inaccurate and mis-
leading. The facts are that the DCH,
which was taken over by the Royal
College of Physicians of London in

1981, is now designed to give recogni-
tion of competence in the primary care
of children, both preventive and thera-
peutic.
The subjects listed in the syllabus

include common and important disor-
ders of childhood with particular refer-
ence to primary care, normal growth

460 Journal of the Royal College of General Practitioners, July 1983



and development, health surveillance,
care of the newborn, preventive health
in childhood, educational medicine
and management of children with handi-
caps. The examination consists of a
multiple choice question paper, a paper
of short note essay questions and a
clinical examination with long and
short cases. The DCH is therefore an
examination suitable for general prac-
titioners and clinical medical officers.
The MRCP(UK), on the other hand, is

an examination which is designed to
select candidates who wish to embark
on specialist training in hospital pae-
diatrics and community child health,
and does demand a greater degree of
knowledge of hospital paediatrics than
is required for the DCH.

Copies of the detailed regulations
and syllabus for the DCH may be ob-
tained from the Diploma Examinations
Secretary at the College.

A. D. M. JACKSON
Chairman,

DCH Management Committee
Royal College of Physicians
11 St Andrews Place
Regents Park
London NW1 4LE

The MRCGP Examination-
an Overseas View

Sir,
Overseas members of the College are
less involved in its activities than the
majority who live in the UK. However,
having trained and worked in a differ-
ent setting may allow them to view the
College and its development in a dif-
ferent light. I was vocationally trained
in Britain and sat the MRCGP examin-
ation before coming to live in Israel
and completing my training to be a
specialist in family medicine.
Now that vocational training for gen-

eral practice has become mandatory
should not the College examination
become progressively more difficult in
order to give it the prestige of say the
MRCP? Now that there can be no dan-
ger that prospective entrants into gen-
eral practice will not be vocationally
trained, perhaps the training necessary
before being allowed to take the exam-
ination should be more strictly defined
to encompass the main areas of family
practice instead of candidates having
to complete only part of a list. At
present it is possible to enter general
practic.e holding the MRC:GP without,
for example, having undertaken any
postgraduate paediatrics.

In Israel, to be a specialist in family
medicine one has to have completed
four years of a very strictly controlled

list of approved jobs, apart from six
months options, as well as a university
postgraduate course before being al-
lowed to complete examinations that
are considerably more difficult than
the MRCGP. All this is completed after
full registration. The status of the
specialist in family medicine compares
with that of other medical specialists
whose training follows a similar pat-
tern.

Although my suggestion might be
criticised for rigidity and uniformity in
training for a branch of medicine that
is made up of individualists, I feel that
the improvement in standards that
would result from harder examinations
and a more clearly defined experience
base would be worthwhile. If competi-
tion for posts in general practice is
heavy then this could be used as an
opportunity to improve standards.

MICHAEL COHEN
4/1 Hamaapilim Street
Netanya 42264
Israel.

A Simple System for
Monitoring Child
Immunization in General
Practice

Sir,
There is an obvious need for maintain-
ing high levels of immunity in the gen-
eral population, as shown by the recent
whooping cough epidemic and, in the
last year, by outbreaks of poliomyelitis
and diphtheria. Immunization rates
vary from area to area; 80 per cent for
poliomyelitis, 55 per cent for measles
and 40 per cent for whooping cough on
average.' Just over half the health dis-
tricts use the Child Immunization Reg-
ister, but this in itself does not provide
satisfactory results without good fol-
low-up and monitoring. In non-comput-
erized districts monitoring of
immunizations in childhood is left to
individual general practitioners.

Initiatives taken 1#individual pri-
mary care teams can obtain very high
immunization rates. General prac-
titioners are in an ideal position to
promote immunizations since they
hold the clinical records and are in
continuing contact with the children
registered with them, and with their
parents.

The Cymmer Chart
The Cymmer Chart will show at a
glance the immunization status of all
the infants on a doctor's list. It can be
constructed prospectively and does
not need a filing system.

For simplicity I use graph paper
sheets 70 cm x 53 cm. These will
accommodate the names of 70 chil-
dren over a two to three year period,
assuming that primary immunizations
would normally be complete by the
age of two years.
The chart is divided into years and

each year into quarters. On registration
with the doctor, a child's name is en-
tered on the chart up to the beginning
of the quarter in which he or she was
born (see illustration). Immunizations
are entered in the quarter they are
given, either from surgery records, or
from health authority computer print-
outs. Hung on a wall in the office the
chart is easily updated and referred to,
and serves as a constant reminder.
The chart is reviewed every quarter

and any child more than three months
behind with immunizations can be
identified (in the illustration A is up to
date, B is obviously behind). If a child
is more than three months overdue, the
notes are tagged (and perhaps the
parents' notes also) to show that this
must be discussed at the next consul-
tation. Alternatively, or in addition,
reminders can be sent to the parents.
The chart can be constructed pro-

spectively and easily at little cost, and
requires little effort to update it. It is
particularly suitable for the practice
that does not have an age-sex register.
It is easily referred to, is a constant

1981 1982 1983
JAN APR JUL OCT JAN APR JUL OCT JAN APR
to to to to to to to to to to
MAR JUN SEP DEC MAPR JUN SEP DEC _AR .TUN

John Brown DPT DPT DPT Meas CHILD A
born 20.7.81 P(o) P(O)P(O)

Jane Brown DPT DPT C Il) B
born 20.1.82 P(C)PHL)
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