
Editorials

A programme for training at senior registrar level has been ap-
proved by the Joint Committee on Higher Medical Training of
the United Kingdom and Ireland. The objectives and re-
quirements stipulated are comprehensive and laudable, adequate-
ly covering the broad areas of expertise that any hospice con-
sultant should acquire. However, for a person to be eligible for
accreditation in palliative medicine an obligatory period of two
years full-time as a senior registrar in a specialized unit will be
combined with a non-obligatory one to two years in general
medicine or other relevant specialty, including oncology, infec-
tious diseases, radiotherapy, haematology, geriatric medicine and
general practice.
The recommended general professional training stipulates

broadly placed experience 'in medical specialties leading to
MRCP or other appropriate qualifications' and it would appear
that for the time being, probably five years, the training body
who is responsible accepts that 'the most suitable candidates
will not necessarily possess MRCP' Thus the MRCGP is
recognized as a suitable postgraduate qualification for palliative
medicine - but will it remain so? Is this recognition a temporary
measure to tide over the period while doctors who have come
from general practice or other backgrounds are currently pur-
suing a career in palliative medicine?
The hospice provides a bridge between community and

hospital, and hospice care is complementary to community care
with the general practitioner and the hospice team sharing their
expertise to help maintain a patient's independence. Hospices
have been successful in spanning the rigid boundaries between
primary and secondary care. Only general practice training,
however, can provide experience of the many subtle pressures
on a sick patient and relatives caring at home. The primary care
team are reliant on these untrained carers who carry the 24 hour
responsibility for the patient. Thus the goals and expectations
required to achieve a high standard of patient oriented home
care differ substantially from those perceived by a hospital train-
ed team, who have never cared for a patient throughout 24 hours
without trained nursing staff on site.

Currently in the UK the average general practitioner will have
two terminally ill patients per annum, so that experience in
palliative medicine is slowly accrued. It seems reasonable that
any person wishing to enter palliative medicine must obtain a
wider base of experience by having a period in a specialized
hospice unit. Unfortunately, the emerging training requirements
do not make experience in general practice mandatory. This is
a serious omission.

A rigid system of training may prevent doctors being able to
cross boundaries from one medical discipline to another. Job
security from a permanent post will be difficult to abandon for
the insecurity of a short term senior registrar contract with no
defuiite promise of a long-term post in palliative medicine, while
those failing to progress in other specialties may view palliative
medicine as an easy option. There is a career bulge of young
doctors who have become stuck at registrar grade and possess
the MRCP who may see palliative medicine as particularly at-
tractive. But are these the people who we should be attracting
into a field where possibly one of the most valuable attributes
is human experience and compassion gained over many years
practice in the community? Currently, hospice doctors in the
UK are noted for their devotion to the job and to their patients.
If the mature doctor is unable to make a vocational career switch
to enter hospice medicine, perhaps one of the most valuable
assets of British hospice care will be in jeopardy.
We may have missed a unique opportunity. There are many

who would argue that every hospital consultant should spend
a year in general practice before taking up an appointment. If
this were applied to palliative medicine it would ensure that those
entering palliative care must continue with a commitment to
community care of patients and a firm understanding of the
role of the general practitioner. The MRCGP combines a broad
knowledge of general medicine with applied communication
skills, understanding of the difficulties for families undergoing
major life changes and some grounding in staff management.
Surely that must be a more appropriate qualification for a future
hospice medical director than the MRCP?

There will be a need for some form of assessment of those
who express an interest in palliative medicine so that the ad-
vent of a diploma in palliative medicine seems inevitable. The
Royal College of General Practitioners could act in conjunction
with the hospice movement to establish a diploma examination
and curriculum. We must recognize that members of the Col-
lege have special interests and often hold diplomas in subjects
such as obstetrics and paediatrics. The alignment of academic
standards of palliation with general practice would ensure that
the role of the general practitioner in the care of his terminally
ill patient, who usually spends about 907o of that illness at home,
remains firmly recognized. The College should set the standards
in this field of medicine.

ILORA FINLAY
Consultant Medical Director,

Holme Tower Marie Curie Home, South Glamorgan

Activity, audit and accountability
THE assessment of quality in health care is a topical and con-

troversial subject. Both government and consumer organiza-
tions are seeking to put general practice under scrutiny, albeit
from different perspectives. The government is concerned to
receive value for public money devoted to the National Health
Service while consumer organizations are more concerned about
the performance of individual doctors in terms of their ac-
cessibility, courtesy and effectiveness. It is clear that general prac-
titioners need to be able to provide information about the range
of services they provide and about their workload. However,
without their active participation in the collection and interpreta-
tion of data, there is a danger that routine data on aspects of
practice such as prescribing and referrals to hospital may be
analysed inappropriately and judgements formed out of con-
text. Fortunately Drs Pinsent and Crombie identified the need

for general practitioners to analyse their own activities and
through their initiative the records and statistical unit of the Col-
lege was established, later reconstituted as the Birmingham
research unit in 1961. The unit pioneered practice activity analysis
and for the past two decades many general practitioners have
collected information about their own performance in a
systematic and structured fashion. In addition to this self-
assessment, the unit has organized large scale studies which have
documented consultation patterns in general practice in the
United Kingdom, the most notable example being the third na-
tional morbidity study.

Occasionalpaper 41, published this month, describes the range
of studies conducted by the Birmingham research unit over the
past 20 years but it is much more than an historical record of
the achievements of the unit. It is a careful, thorough considera-
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tion of the ways in which quality assessment in general practice
rests on numerical data. Drs Crombie and Fleming examine the
scope and limitations of different approaches to practice activity
analysis and demonstrate the need for active participation by
doctors in the collection of information if sensible assessments,
as well as sensible interpretations are to be achieved.

Assessment and accountability in general practice are now to
the fore in the political agenda. General practitioners will re-
main at the centre of health care in the United Kingdom only
if collectively we are able to describe, explain and justify what
we do. We are caring for an increasingly well informed and
critical population for whom our traditional reticence and pater-
nalism are no longer acceptable. However, the first beneficiaries
of evaluations of clinical performance are doctors themselves
since discovering patterns in everyday practice and being able
to compare these with colleagues is stimulating and useful. The
high number of doctors who have participated in practice ac-
tivity analysis testifies to the interest which general practitioners

already have in clinical audit and to the relative ease with which
data is collected.
The next phase in implementing regular review of clinical per-

formance in general practice requires the political will to make
it a normal part of practice and the organization which will help
individual doctors to carry it out. We have a choice. The assess-
ment of the performance of general practitioners will be car-
ried out externally and badly if the crude information is routinely
collected by family practitioner committees, the Prescription
Pricing Authority and health authorities or it will be done well
by doctors themselves, both individually and collectively.

E.G. BUCKLEY

Practice activity analysis, Occasional paper 41, by D.L. Crombie and
D.M. Fleming is available from the Central Sales Office, Royal College
of General Practitioners, 14 Princes Gate, Hyde Park, London SW7 1PU,
price £6.50, including postage. Cheques should be made payable to RCGP
EnterDrises Ltd. Access or Visa are welcome (01-225 3048).

College Publications - Education
What Sort of Doctor? (Report 23) Priority Objectives for General Practice Vocational Training
Describes the most radical system so far published on the assessment (Occasional Paper 30)
of performance review by GPs in their own practices. £5.00 Sets out the Oxford region's priority objectives for training: primary care,

communication, organization, professional values and personal and pro-The Future General Practitioner - Learning and Teaching fessional growth. £3.50
One of the RCGP's all-time best sellers. 'This stimulating and provocative
book has been written by six outstanding general practitioners. It deserves
to be read not only by teachers in general practice, but also by teachers Working Together- Learning Together
in other fields of medicine' British Medical Journal. (Occasional Paper 33)

£9.50 (£10.50 non-members) This reports the successes and failures of courses run over several years
to promote teamwork in general practice. £3.00A System of Training for General Practice

(Occasional Paper 4) Course Organizers in General PracticePereira Gray's 'best seller' describes the philosophy and aims of one depart- C
ment of general practice and outlines a practical method of organizing train- (Occasional Paper 34)
ing for general practice. £3.00 This report of a major national survey of course organizers provides the

most comprehensive and up-to-date information available on the subject.
Some Aims for Training for General Practice £4.50
(Occasional Paper 6)
Sets out the objectives for care agreed by the RCGP for trainees on the Continuing Education for General Practitioners
care of children, the elderly and the mentally ill. £2.75 (Occasional Paper 38)
Section 63 Activities (Occasional Paper 11) This investigation of the patterns of attendance at continuing education

meetings compares the characteristics of general practitioners who at-
Tackles controversial topics, such as the effectiveness of activities provided tend regularly with those who attend occasionally or not at all. £5.00
under Section 63 and what the doctors responsible for them think. £3.75

Education for Co-operation in Health and Social Work Practice Assessment and Quality of Care
(Occasional Paper 14) (Occasional Paper 39)
Reports an interdisciplinary conference of social workers, nurses, health An extensive review of the literature of assessment and quality in general
visitors and GPs: how they can co-operate and the difficulties practice with special reference to practice visiting. £5.00
involved. £3.00

Fourth National Trainee Conference Rating Scales for Vocational Training in General Practice
(Occasional Paper 18) 1988 (Occasional Paper 40)A new set of 23 rating scales, with subscales, produced by the Depart-This important survey of 1680 trainees describes how much teaching they ment of General Practice at Manchester to enable trainers to monitor pro-get, what they think of trainers and how to rate a trainer. 3.75 gress of vocational trainees during their general practice year. £5.00
The Influence of Trainers on Trainees in General Practice
(Occasional Paper 21) Practice Activity Analysis (Occasional Paper 41)
Reports a study in the north of England comparing two groups of trainees Describes the results of practice activity analysis undertaken by the RCGP
with the characteristics of their trainers. Useful for all involved in Birmingham Research Unit over a number of years and discusses its role
training. £3.25 as a practical approach to audit and assessment of quality. £6.50

Undergraduate Medical Education in General Practice The Contribution of Academic General Practice to
(Occasional Paper 28) Undergraduate Medical Education (Occasional Paper 42)
An AUTGP working group analyses the GMC recommendations on The result of a questionnaire sent to all academic departments of generalundergraduate medical education and the contribution which general prac- practice in the British Isles. Gives information on curricula, assessmenttice can make. £3.50 procedures, staff training and teaching methods. £6.50
Trainee Projects (Occasional Paper 29)
Gives advice about project work for trainees, choosing topics, construc- Notes for Lecturers
ting protocols and preparing for publication, with numerous examples of Helps lecturers make the best of their material and avoid some of the com-
Syntex Award winning projects. £4.50 mon pitfalls. £1.00
All the above can be obtained from the Central Sales Office, Royal College of General Practitioners, 14 Princes Gate, London SW7 1PU.

Prices include postage. Payment should be made with order. Access and Visa welcome (Tel: 01-225 3048).
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