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Extended residential
courses
THE MSD Foundation runs extended residential courses for young general

practitioners which are aimed at helping future leaders in the field of postgraduate
medical education. The weekly medical press has commented on the 'elitist' nature
of the courses, but the Foundation is not the first body to attempt to influence general
practice through the medium of a relatively small number of participants attending
extended courses. In the early 1970s the Royal College of General Practitioners ran
the Nuffield courses (supported by the Nuffield Provincial Hospital Trust) which
were influential in the implementation of vocational training for general practice,
and in the late 1970s the Scottish Council for Postgraduate Medical Education' ran
a smaller course aimed at potential regional and associate advisers in Scotland. The
Nuffield courses have been well described2 and their small group methods have
subsequently been employed in vocational training throughout the country. Most
of the participants of the Nuffield courses have become actively involved in medical
education.
What are the benefits of the extended residential course? Meeting tutors and other

members of the course over a relatively long time period and focussing attention
on personal qualities and skills produces a learning experience which cannot be
achieved in the usual forms of continuing education. The small group approach of
the Nuffield and the MSD Foundation courses fosters the creation of a bond of
trust between participants which enables them to reveal and understand their personal
approach to patient care. The main drawback of extended courses is also their chief
advantage - the time that course members are away from their practices. It is of
interest that the duration of extended courses has decreased from the 30 days of
the Nuffield courses, to the 20 days of the extended courses in Scotland and finally
to the nine days of the MSD Foundation leadership courses. All the courses require
work to be carried out between the short residential sessions.

General practice is an evolving discipline with times of rapid change such as the
periods following the Charter of 1965 and the introduction of mandatory vocational
training in 1980. We are now once again in a state of flux. This time the issue is
not between single handed practice and group practice or whether a general
practitioner should undergo special training before being allowed to become a
National Health Service principal but rather how to ensure that everyone receives
a high quality of service from his or her general practitioner. The College's policy
statement Quality in general practice3 and the Government's green paper4 have made
specific proposals for change, designed to improve the quality of care in general
practice. It is against this background of change that the MSD Foundation has
developed its leadership courses.
One aim of the MSD Foundation courses is to help participants to understand

motivation, whether it be of self or of others. In the past the price of leadership
has been substantial in terms of its effect on the participant's practice and on his
family. Recognizing these costs may allow more realistic roles to be developed for
future leaders in general practice which will demand less family sacrifice than was
considered normal in the past.
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Editorials

The Nuffield courses were hailed as a milestone in the
development of postgraduate medical education.5 If their aim
was to organize the organizers and nurture the embryonic voca-
tional training schemes, it is the purpose of the MSD Founda-
tion to nurture the College's quality initiative and raise the stan-
dards of general medical care. Time will reveal the effect of the
courses on the present generation of young enthusiasts and on
the future of general practice.

D.C. MACINNES
General Practitioner, Motherwell
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Money and the nature of practice
THE way in which doctors are paid accounts in large part

for the differences in general practice between countries in
the rich world. The two systems which I know best are those
which operate in the United Kingdom and in the Republic of
Ireland. General practitioners in the Republic are paid a fee for
each item of service; for almost 40%7o of the population the fee
is paid by the state, the remainder of the population pay at the
time, usually in cash. Because practice denominators are available
only for the poorer 40"lo of the population, good data on con-
sultation rates are restricted to this section of the population
which over-represents the young, the old and the poor.
Nonetheless the data demonstrate annual consultation rates twice
as high as most figures from the UK, an average of over six per
person per annum compared with three or even less in the UK.
Domiciliary visits attract a larger fee and domiciliary visit to
surgery consultation ratios are much higher than in the UK. Last-
ly, as might be predicted, doctors with small lists tend to have
very high consultation rates.'
The Irish College of General Practitioners has recently made

public a discussion document entitled The future organisation
of general practice in Ireland.2 For many years Irish general
practitioners have looked enviously across the Irish Sea. Those
things which they particularly envy are the security of UK general
practitioners, their pensions and the 70Oo subsidy of staff
salaries. General practice in Ireland is still predominately single-
handed and poorly supported by secretaries, receptionists and
nurses. Provision for his own illness, early death or retirement
has to be secured (and often is not) out of the doctor's earn-
ings. It is not surprising that the document wistfully compares
Irish and UK practice and aspires to achieve what in the UK
is commonplace. (Somebody remarked that the document is
more about catching up than leaping over.) It addresses many
other issues including teaching and training, continuing educa-
tion and relationships with other health professionals, hospitals
and specialists in community medicine. It touches on manpower
planning.
The document also considers how practitioners in Ireland

should best be paid. The suggestions refer only to the state fund-
ed sector, as no major change is envisaged for the remainder
of the system. Not surprisingly it plumps for a scheme which

would combine capitation and fee-for-item-of-service payments.
Such a system still provides inducements for activity which
discourage idleness and delegation but diminish the temptation
to create unnecessary work.

I believe that governments on both sides of the Irish Sea and
our two Colleges recognize, and have recognized for a long time,
the importance of methods of payment in relation to standards
of care. The tendency is for the two systems to come closer
together. The Charter of 1966 and subsequent developments have
concentrated on inducements on top of basic capitation.

It would, however, be nice if we eschewed euphemisms and
talked more openly about self-interest. Money can be used con-
structively to improve the quality and alter the nature of prac-
tice for better.

This notion is implicit in both the College document Quality
in general practice and the Government's green paper on primary
health care.3'4 Both speak of incentives, which is a kinder word
than bribes, but neither has much to say about the distorting
effects on practice of such payments. 'Special' payments induce
activity but such activity can only be provided by diminishing
the time and energy devoted to other things. For example, a prac-
tice which has demonstrably high levels of immunization, blood
pressure recordings or cervical smears may have achieved these
at the expense of listening to people or visiting them in their
homes. Incentives, like Boadicea's chariot in reverse, cut both
ways.

J.S. MCCORMICK
Professor of Community Health,

University of Dublin
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Postnatal care who cares?
BEFORE the birth of her baby a mother has probably been

seen on about 9 to 12 occasions by her doctor and/or mid-
wife to ensure that her pregnancy is progressing satisfactorily,
and, as the carrier of the baby, she feels that she is the recipient
of the attention. After a straightforward delivery, however, at-
tention switches quite abruptly to the baby. Once she has been

discharged by the midwife, the mother is offered just one routine
check-up for herself at six weeks.

This six-week postnatal examination seems to be of a variable
standard. Some mothers receive a full examination with a smear
test, family planning advice and the opportunity to talk about
any of their perceived problems affecting their health. In other
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