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Anon-traditional
method of teaching
general practice to
medical students:
notes summarising
Forsomemedical students, it is necessary to
undertake part-time work alongside their
medical studies. Graduate students on 5-
year courses, who do not receive NHS
bursaries like their peers on graduate-entry
courses, and students from low-income
families may be in this group. The looming
rise in tuition fees to £9000 per year may
increase the number of students needing to
work. While traditional student jobs such as
bar and retail work are also open tomedical
students, healthcare-related jobs may be
more beneficial. Healthcare assistant jobs
are popular among medical students and a
call has been made by Louden and
Nickerson for GPs to employ students as
phlebotomists.1 Here I present another
option:medical records summarising.
Locum GPs and trainees, especially, may

not be familiar with a patient’s long history. It
is helpful for a summary of the patient’s
history to be presented in a readily accessible
format, in other words, to be summarised. A
summariser reads all the correspondence in
a record and highlights the pertinent details.
Formedical students, this isanopportunity to
learn how to write clinical letters and the GP
approach to a wide range of presentations. I
first learned of psoriatic arthritis by noticing
that many patients with psoriasis also had
arthritis, before my dermatology and
rheumatology rotations, showing the
educational value of summarising. Students
also benefit from having a paid, usually
flexible, position to increase their funds. The
GP benefits by having employees who do not
require costly medical terminology courses,
and are possibly quicker and more accurate,
as students already know what medical

history is relevant.
Problems could arise if the practice is

located at a university campus where the
student might know some of the patients
registered.However, suchproblemscouldbe
avoided by giving students clear guidance
and education on their obligations in
safeguarding patient data. Doctors should
also ensure that students’ part-time duties
do not interfere with their medical education
and it may be helpful to havemore than one
student. To dissuade students spending too
long ‘learning’ rather than summarising, my
GP employer awards 10 pence per record
summarised, above the basic wage.
Having assisted in the auditing of records

for theQOF, I feel I havegainedan insight into
general practice above the level expected for
amedical student. I thereforeurgemoreGPs
toconsideradvertisingsummariser jobswith
their local medical schools in the first
instance.
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What dowe actually
knowabout the
referral process?
Whatever the true picture regarding GP
autonomy and variation in referrals to
secondary care, it seems likely that most of
us have at least some interest in how our
referralscomparewithothers.1 Inevitably this
has come under the current financial spot
light. We are being told to make less
referrals, findcheapersolutions,still practise
safe, evidence-based medicine and, on the
sharp end of NHS care delivery, explain all
this and apologise to patients.
Our localPCTprovideduswithdatarelated

to our referrals to hospital outpatient clinics
that resulted in patients being seen only
once. Their interpretation of this crude data
was that these referrals could therefore be
seen as unnecessary. When I looked more
closely at the cases involved it included One-
Stop Clinics (for example, haematuria and

DVT) and suspicious moles and breast lump
referrals.
Ask any GP and there are often

multifactorial reasons behind a referral. If
some of these referrals are truly
inappropriate then by all means provide us
with feedback, but at least make certain the
data is meaningful and accurate so that
reasonable and valid conclusions can be
drawn. And don’t make sweeping policy
decisions based on erroneous conclusions.
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Physical activity and
health: it is a
democratic right to
ignore scientific
evidence and common
sense, but it is notwise
Some readers, while possibly entertained by
Dr Fitzpatrick’s tabloid-style column, should
wonder how it is possible for his opinions to
be published in a peer reviewed journal,
based on research he confesses he has not
read or is not aware of, therefore not
understood and unable to suitably reference.
Like his original article,1 he cites his opinions
as if they are fact and is unable to refer to any
relevant research to justify his views.2

Fitzpatrick’s heartfelt extremismon public
health matters is very unbalanced and
personal. We hope most readers will
thankfully not be able to take these opinions
seriously.Moreworryingly,withnewNHSGP
commissioning, there is now nothing
stopping a person with such unjustifiable
views from becoming a public health service
commissioner.
Fitzpatrick’s assumptions about physical

activity reflect as much about his own dire
educational needs as they do a medical
education system that appears to have failed
and is still failing him.3,4 There is an
enormous body of scientific evidence on the
health benefits of physical activity, and he
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needs to read some of it.5
The first author of this response is also

privileged to work in the real world as a GP,
but this does not bring childish legitimacy to
either his or Dr Fitzpatrick’s opinions. If Dr
Fitzpatrick’s beliefs hang on his semantic
understanding and interpretation of words,
then he would do well to use the words
exercise (structured activities) and physical
activity (any bodily movement) appropriately.
Sustained increases in physical activity and
reductions in sedentary behaviour (in other
words, timespentsittingormovingvery little)
are the behaviour changes that can be
influenced with our patients and save much
suffering and healthcare resource
consumption. Such advice can only be
effective when healthcare professionals are
better educated in the benefits of physical
activity and trained to deliver simple
behaviour change techniques. To respond to
his points:

1. It is quite possible that today’s older
population results from active lives
commenced before technological
advances and poor diets became habitual,
and have lived alongside better health
care. Levels of obesity, diabetes,
numerous other diseases of inactivity, and
poor lifestyles, once only seen in adults,
are on a rapid rise in children. Perhaps Dr
Fitzpatrick would do better to second
guess the health of his patients when
today’s inactive children have grown up.

2. Dr Fitzpatrick’s interpretation of the
current physical activity recommendations
is flawed: current guidance supports at
least 150minutes (for adults) of moderate
intensity physical activity a week (not a
minimumof 30minutes on 5 days) broken
up to a patients choosing, to gain
minimum health benefits.6 Equivalent
health benefits can be achieved with 75
minutes ofmore vigorousexercise aweek,
suchas runningorplaying football.Weare
unsure how it is possible for a club runner
or committed footballer to do less than the
equivalent of 75minutes of running a
week,unlessDrFitzpatrickrefers tovirtual
runners and footballers, in other words,
videogamers. Dr Fitzpatrick may be
relieved to know that moderate activity
may include walking, gardening,
housework, and sex. Even Dr Fitzpatrick
admits knowing that self-reporting is
heinously inaccurate, so his daft bias
survey carries no significance and should
not grace these pages.

3. No advocate of physical activity has ever
claimed that aGP can transformall couch
potatoes into athletes. However, there is

evidence that even brief consultations
lasting a few minutes or simple
pedometer-based programmes delivered
through health professionals can lead to
substantial increases in patients’ activity
levels (by ~30%).7 It stands to reason that
any intervention can be more effectively
implemented when healthcare
professionalsaresufficiently educatedand
trained to deliver it to their patients.
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Medical
professionalismand
pay-for-performance
In his Editor’s Briefing, Roger Jones opines
that the Quality and Outcomes Framework
may lead tomaladaptive behaviours and
deprofessionalisation.1 This begs the
question, what exactly constitutesmedical
professionalism? In 1977, Dr CF Donovan
defined clinical competence as the first key
responsibility of the doctor.2 A continuing
commitment to excellence through the
application of current knowledge, and the
continuing acquisition of new knowledge are
key attributes ofmedical professionalism.3

However, the populationmortality reduction
of 11 lives per 100 000 people as a
consequence of the pay-for-performance
contract in England, and the implication that
a similar payment system improved blood
pressure control in Scotland, suggests that
the ethos of professionalismmay not be
centre stage inmedical education.4,5

Success for the profession will arrive when
there is no difference betweenmeasured
patient outcomes, irrespective of themeans
of doctor remuneration.

Jacqueline PMChambers,

GP, The Surgery, 167 Glasnevin Avenue,
Dublin 11, Ireland.
E-mail:jpmchambers@eircom.net

William Tormey,

GP, The Surgery, Dublin.

REFERENCES
1. Jones R. Editor’s briefing. Br J Gen Pract 2011;
61(588): 427.

2. Donovan CF. A doctor’s responsibility to his patients.
Proc R SocMed 1977; 70(1): 21–23.

3. Swick HM. Toward a normative definition ofmedical
professionalism. AcadMed 2000; 75(6):612–616.

4. Fleetcroft R, Parekh-Bhurke S, Howe A, et al. The UK
pay-for-performance programme in primary care:
estimation of populationmortality reduction. Br J Gen
Pract 2010; DOI: 10.3399/bjgp10X515359.

5. Simpson CR, Hannaford PC, Ritchie LD, et al. Impact
of the pay-for-performance contract and the
management of hypertension in Scottish primary
care: a 6-year population based repeated cross-
sectional study. Br J Gen Pract 2011; DOI:
10.3399/bjgp11X583407.

Published online first 19 August 2011
DOI: 10.3399/bjgp11X595675

British Journal ofGeneral Practice, February 2012 71




