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Diplomatosis
Sir,
There is currently a great deal of concern
about the quality, quantity and ap-
propriateness of teaching of general prac-
titioner trainees while in hospital senior
house officer appointments. It was for this
reason that the third day of the 14th na-
tional GP trainee conference last year in
Exeter was devoted to discussion of the
issues raised by a nationwide trainee
survey conducted earlier in the year (un-
published results).
The timely restatement of the Royal

College of General Practitioners' policy
towards education and training' leaves
one in no doubt that the RCGP is com-
mitted to the principle of endpoint assess-
ment of training so that patients can be
assured of a general practitioner's com-
petence. Although the MRCGP examina-
tion remains voluntary, it represents such
an endpoint and this leads me to question
the value of diploma examinations in cer-
tain core subjects such as child health,
obstetrics and gynaecology and geriatric
medicine.
The three year training period for

general practice is short, given that
trainees have a great deal of information
to learn and attitudes and experience to
acquire. Examination oriented work for
diplomas may occupy a disproportionate
amount of this time and when the ex-
amination is sat after only a short attach-
ment in the specialty, most of this disrup-
tion will occur during attachments in
other specialties or during the one year
spent in general practice.
The survey undertaken prior to the 14th

national GP trainee conference sent ques-
tionnaires to 3800 trainees nationwide and
had a response rate of 42%. The results
showed that the respondents had taken or
intended to take the following diplomas:
DRCOG 800%, DCH 44%, DGM 16%,
FPCert 95%o, others 160%.
Diplomas are described by the relevant

colleges as an indication that the
diplomate has reached a specific level of
competence and experience in that par-
ticular specialty. However, the DRCOG,
the family planning certificate and
perhaps the DCH appear to represent a

level of specialization and experience that
is expected from a suitably trained future
general practitioner. Therefore experience
and competence in core subjects should
be implied by success in the MRCGP ex-
amination, which should be structured to
ensure this. Trainees should question their
motives for taking these diploma ex-
aminations as the diplomas may represent
duplication on their curriculum vitae
rather than enhancement, and often at
considerable financial cost and personal
and educational disruption.

Diplomatosis was not welcomed by the
delegates at the conference. It was felt that
diplomas should only be considered im-
portant if they represented experience and
specialization and that this level of com-
petence should require a minimum of 12
months in an adequately supervised post
to be of any value. Some diplomas, such
as the DA, already have such a require-
ment. Otherwise diplomas represent no
more than a convenient source of income
to the respective colleges and an un-
necessary expense and disruption to
general practitioner trainees.

NICHOLAS BROWN

Department of General Practice
Barrack Road
Exeter
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Trainee assessment
Sir,
The paper on trainee assessment by
Campbell and Murray (December Jour-
nal, p.507) is timely. Data from a study
in the north western region supports their
statement that 'there is little evidence that
trainers are entering enthusiastically into
assessment'.
A questionnaire survey of trainees was

carried out in 1987 covering the general
practice component of their training.
Replies were received from 140 trainees
out of a possible 177 (response rate 79%).
Ninety trainees (64%) stated that their
educational needs had been assessed at the
start of the trainee year, the remainder
were unaware of this having taken place.
Subsequently only 79 trainees (56%o)
received feedback about their perfor-
mance and continuing educational needs.

Seventy six respondents (54%) reported
that their trainers had sat in on their con-
sultations. Review of consultations using
video recordings was used in only 64 cases
(46%). Further analysis revealed that 62

trainees (44Wo) had not been observed
consulting at any time, either by their
trainer 'sitting in' or by video recording.
This is a cause for real concern. The con-
sultation is the cornerstone of general
practice but many trainees are completing
their training without their performance
in this key area being directly observed,
evaluated and discussed with them. It is
to be hoped that in the three years since
this survey the situation in the north
western region has improved. However,
more recent anecdotal evidence is not
encouraging.

Given the recent statement of the Joint
Committee on Postgraduate Training for
General Practice that their training cer-
tificate is one of competence and not
simply attendance,' and the increasing
evidence of inadequate assessment of
trainees,2 surely the time is right for our
expectations in the area of assessment to
become more explicit. I am not arguing
for a rigid national programme of assess-
ment. Rather that each region and
therefore every trainer, should be able to
demonstrate clearly for individual trainees
both the assessment methods used and the
results obtained. I recognize that this is
not a revolutionary proposal but if it
becomes the norm then vocational train-
ing will have taken a quantum leap for-
ward. Attention could then be turned to
the problem of trainee assessment in
hospital posts.

HUGH A REEVE

University of Manchester
Department of General Practice
Rusholme Health Centre
Walmer Street
Manchester M14 5NP
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Doctorates by thesis among
GPs
Sir,
I was encouraged by W 0 Williams'
observations and conclusions about
British general practice theses from 1973
to 1988 (December Journal, p.491). We
must hope that the apparent decrease in
the number of MDs over the past 30 years
is part of a normal variation rather than
a statistically significant finding.

I am currently carrying out an MD in
the protected environment of a practice
based department of general practice; but
I am aware that some of my full time col-
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leagues outside the department have both
the creativity and inclination to undertake
an MD if the time and support were
available to them. General practitioners
outside departments of general practice
already contribute one third of all original
research papers published in the Journal'
and I hope this letter will encourage more.
Protected time is available to all principals
in the form of sabbatical leave and the
new Statement offees and allowances has
simplified the criteria for availability.
Although an MD is by definition a

piece of original and unsupervised
research, this should not deter the novice.
It is not difficult to obtain expert advice
from various sources to ensure the success
of project design. This expert could be a
statistician, epidemiologist, hospital
specialist or any number of others.
Departments of general practice see the
provision of support to research projects
as part of their role.2
The philosophical effect of such a

return to scientific method is far reaching.
The spirit of enquiry generated by this ex-
ercise extends into every consultation
which has an enigmatic component. This
tendency to ask 'why' is the perfect anti-
dote to the helplessness that many of us
experience with even the most simple and
common conditions presented by our
patients.

Buckley describes research as subver-
sive, creative and liberating.' The cor-
respondence following his editorial
reflects the enthusiasm for research
among our ranks. We must fight as a
discipline for the unity and support
necessary for primary care research pur-
suits by doctors in the front line, including
the continued production of MD theses.

CLARE WILKINSON

Department of General Practice
University of Wales College of Medicine
Health Centre, Maelfa
Llanedeyrn
Cardiff CF3 7PN
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Diagnosis of urinary tract
infections
Sir,
I read with interest Dr Brooks' editorial
and the accompanying articles on the
diagnosis of urinary tract infections (Oc-
tober Journal, p.399, 403, 406). I would
endorse the comments about the impor-
tance of early diagnosis and treatment in

children to try and prevent renal scarring.
However, I was disappointed to see that
both Brooks and Ditchburn and Ditch-
burn have overlooked the value of urine
microscopy for bacteria as an aid to the
diagnosis of urinary tract infections par-
ticularly in view of Brooks' comments
that the diagnosis of infection should rest
with the demonstration of bacteriuria.
Bacteria are easily seen, especially if a
modified Fuchs-Rosenthal haemocyto-
meter is used, and it has long been
recognized that if combined with a
leucocyte count their presence allows the
identification of samples that are likely to
be infected.'
A study performed in a hospital

paediatric setting showed that the absence
of bacteria excluded urinary tract infec-
tion (Vickers DW, Coulthard MG, paper
presented to British Paediatric Associa-
tion, 1989). The presence of bacteria,
especially in large numbers indicated in-
fection, while bacteria in smaller numbers
usually indicated contamination. In prac-
tical terms infection could be excluded in
90/o of samples. In the remaining samples
infection was diagnosed immediately or
a repeat examination was arranged. Of
particular interest is the fact that if urine
culture alone had been used, twice as
many infections would have been diagnos-
ed because of the presence of a pure
growth of more than 108 bacteria per
litre. These samples did not have
microscopic bacteriuria and repeat testing
confirmed that the urine was indeed
sterile, suggesting that the initial culture
results were false positives. This has ob-
vious implications in the management of
children, as all those with a proven urinary
tract infection deserve investigation.

Urine microscopy for bacteria is quick
and easy to perform and only a small
amount of practice is needed to acquire
the skill. The use of a haemocytometer
makes it much easier to identify bacteria
and cells as the grid enables the operator
to focus with certainty. If the grid is seen,
but no cells or bacteria are visible, then
the sample contains none.
Once this technique has been learnt, it

is possible to exclude a urinary tract in-
fection confidently in the vast majority of
cases (and thus avoid sending most urine
samples for culture) and to institute
prompt treatment in the remainder.

DAVID VICKERS
Bolsover Clinic
Welbeck Road
Bolsover
Chesterfield S44 6DF
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New optical microscope
Sir,
The study by Ditchburn and Ditchburn
has confirmed the value of low power
microscopy on drops of urine in the
diagnosis of urinary tract infection (Oc-
tober, Journal, p.406). I wish to inform
readers about a new optical microscope
which is easy to use and is ideal for the
general practitioner's black bag.

I have been using the Lensman
microscope (Vectra Services) in the surgery
and at the patient's bedside for the last
month. It is a powerful pocket sized nine
element folded optical system with
magnification of 80X and 200X. It has an
articulated light arc which gives reflected,
dark ground or transmission lighting and
it won a BBC design award in 1990. Its
small size (10 cm in diameter, 2.5 cm in
depth and weight 8 ounces) allows it to
fit easily into my black bag and it is ex-
tremely simple to use. I should add that
I do not have associations with the com-
pany or its marketing but am simply an
enthusiast using this device in my every-
day practice.

NIGEL J MASTERS
Lakeside Health Centre
Tavy Bridge, Thamesmead
London SE2 9UQ

FHSA medical advisers
Sir,
We agree with the opinion expressed by
Dr Rous (Letters, December Journal,
p.519) that the range and depth of profes-
sional expertise required to fulfil the role
of medical adviser to a family health ser-
vices authority cannot be provided by one
person, requiring as it does, experience of
epidemiology, public health, general prac-
tice and prescribing. This may partly ex-
plain the difficulty family health services
authorities have had in filling these posts.
In addition, the uncertain career prospects
for those changing to a full time commit-
ment must deter many suitable applicants
from applying.

It is essential that medical advisers keep
well abreast of changes in all the fields
mentioned above, and particularly in the
rapidly changing discipline of
therapeutics. The family health services
authority also needs access to advice bas-
ed on a current understanding of the pro-
blems and pressures at present being felt
by general practitioners. This is difficult,
if not impossible, in the professional isola-
tion inherent in a full-time post. The ap-
pointment of several part-time advisers
ensures that a wider range of expertise is
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