
'a reasonable criterion to justify membership of the Col-
lege'.

So it seems that these trainees favoured a flexible system,
which provides a structure, in addition to a promise'9 for a
continuing demonstration of commitment to membership.

The continuing debate
Central to the debate are the following questions:
Which of the aims of the College does the examination
meet?
Would members who had not taken the examination be as
able to achieve and promote the aims of the College?
Can the examination play the multiple roles of:
a) the College's membership criterion?
b) a useful qualification for the individual?
c) a minimum national standard setter?
d) a longterm means of raising standards?
e) an assessment of vocational training?
f) a sort of spot-check, personal quality control?
What about the forty per cent who fail?
What, in the end, is best for patients?
Perhaps the attitudes exposed in this survey will contribute
constructively to the debate.
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AIDS TO PRACTICE

Blueprint for a psychiatric co-operation card
BERNARD MARKS
Senior Lecturer in General Practice, University of Manchester
SUSAN SWINDELLS
ex-Trainee

It is Friday afternoon. A new patient is squeezed into your evening surgery and turns out to be recently
discharged from a psychiatric hospital and suffering from a major mental illness. He needs tablets, or is not well,
and does not know the names or the doses of his medication, or even his diagnosis. He can remember the hospital
from which he was discharged, and several telephone calls later you may obtain the information you require if
you are lucky. If your practice is in an inner city area, this scenario may be uncomfortably familiar, but is it
necessary?

THE current practice of treating the greater proportion of
patients suffering from major mental illness in the

community rather than in hospital has led to the involve-
ment of a considerable number of agencies in their care.

i.*
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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
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