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1.
INTRODUCTION
This document is an agreed educational contract between:

GPStR Dr      
and

Trainer Dr      
This document is intended to make explicit what a registrar can expect from the training practice and what is expected of the G. P. registrar in return. 

The trainer (or his named deputy) should be an immediately available source of advice, constructive criticism and guidance. He should keep himself up-to-date with medical developments and provide a structured framework and environment for learning General Practice. 

The registrar is involved in caring for the practice patients. The partners have a contract for the provision of medical services to these patients with the PCT and as the registrar is employed by the practice he/she acts as a practice representative/deputy at all times.  The registrar therefore has a service commitment to the practice and patient. The nature of the medical services to be rendered is laid out in the National Health Service (General Medical Services Regulation) 1992. The registrar should be familiar with and abide by these regulations. 

The registrar should be punctual, appropriately dressed and courteous to the patients at all times. He/she should never decline an explicit or implicit request by a patient to be seen without first discussing this with the trainer or his deputy. 

2.
THE CONTEXT

The training practice works from privately owned premises close to the town centre. The list size is approximately 9,400, the majority of whom live in Workington, though we do have a shrinking minority living in nearby towns and villages. Our patients are primarily working class. Out of hours cover is provided by Cuedoc, the local OOH care provider (Appendix V).

The practice is fully computerised. There are three female and three male partners and the practice has a full quota of ancillary staff, practice nurses, and attached community health workers.

3.
TRAINING OBJECTIVES 

The attributes of the General Practitioner have been comprehensively summarised (see Appendix 1). The practice aspires to enable our registrars to meet these standards. 

However, we would emphasise certain priority objectives for the registrar to attain:

(A) The Consultation This is the basic tool for patient care.

The registrar should: -

i) Regularly extend his enquiry beyond the presenting complaint, for example, to "at 
risk” factors and continuing problems;

ii) Regularly recognise and respond to emotional cues from the patient.

     iii)         Become familiar with all the tasks of the consultation and the various consultation         

                       models.

(B) Medical Records 

These are the keys to delivering systematic patient care. 

The registrar should keep comprehensive, yet concise records in such a way as to facilitate continuing care (see Appendix II). 

These should include relevant past medical history, up to date medication lists, management plans where appropriate, details of lifestyle e.g. smoking status, alcohol intake and allergies/hypersensitivities

.

(C) Education 

1)
The registrar should read regularly in a planned and programmed manner. 

2)
He/she should be able to identify and plan to correct their own weaknesses. 

3)
He/she should regularly examine their own work critically. 

4)
He/she should be able to carry out research in general practice - a project is expected to be completed during the course of the attachment suitable to fill the requirements of G. P. registrar summative assessment unless completed in a previous attachment. 

(D) Teamwork 

The registrar should aim to regularly and appropriately use members of the PHCT to assist in patient care.

(E) Organisation

1)
The registrar should be able to competently take part in practice management 
activities. 

2)
He/she should be able to extend his professional responsibilities beyond the remit of the practice. 

3)        He/she should be abreast of current and future developments in general practice and
the Health and Social Services as a whole.                                      

4.
CURRICULUM 

This is the key to ensuring a productive attachment.   Initially learning priorities are established by means of:

· Personal reflection
· Review of clinical experience

· An initial confidence rating

An initial learning plan is set following these combined assessments. Subsequent modifications are made, considering the following:

· Feedback from staff and patients,

· Registrar assessments completed every four to six weeks.  (Or other agreed interval) 

5.
TEACHING/LEARNING PROCESS 

The registrar is expected to take responsibility for his/her own education and expected to facilitate the learning process.

The following assessment methods may be used: - 

Joint consultations and home visits
Problem and random case discussion 5 - 10 (variable) minutes at the end of surgeries and sometimes during surgery. 

Analysis of video consultations using consultation maps and rating scales, at least monthly during the six months. 

Tutorials  weekly time has been set aside for learning/teaching. This is ‘protected time’ during which there will not be any interruptions unless they are deemed to be absolutely necessary by practice staff. Other partners will also take tutorials (times to be mutually agreed) and during the six months tutorials may be joined by the other GPR(s) in the practice.
Topics for tutorials are agreed in advance by the registrar and trainer/partner. Preparation for tutorials must be shared by the registrar and the trainer/partner. Ideally a programme of tutorials shall be arranged 4-6 weeks in advance.

It is expected that there will be other informal additional teaching sessions/opportunities offered during normal working hours.

Attendance at practice and team meetings the registrar is expected to attend and contribute to these on a regular basis (usually held at 1.30pm on Fridays). The registrar will be expected to make a short presentation on 1-2 occasions during their 6 months as part of our Clinical Meeting programme.

Audit the registrar should regularly examine his/her own work critically, for example, by suggesting and performing audits on referral, prescribing and investigations. 

Reading trainer and registrar should regularly read the BMJ and British Journal of General Practice.   An article should be chosen and critically reviewed regularly. The registrar should read a short list of books advised by the trainer.

Half day release - Wednesday afternoon - the trainer should ensure that the registrar has time off to attend these sessions. If the Wednesday sessions are rearranged or cancelled the registrar is expected to attend to his practice commitments.  The registrar should attend all these sessions and the trainer should be informed of any non-attendance.  

Should the registrar opt not to attend these teaching sessions, he/she is expected to be available for practice commitments during this time. 

Courses - The trainer may at his discretion allow the registrar study leave to attend courses which are considered relevant to the registrar's needs in addition to the half day release. 

6.
ASSESSMENT 

The registrar is expected to studiously complete the e-portfolio of the WBPA and submit to the appropriate assessments diligently. It is the registrar’s responsibility to ensure that these assessments are undertaken. The following are examples of methods which may also be employed throughout the six-month attachment and the results discussed with the trainee: - 

1.Confidence rating 



5.MEQ


2.Video analysis 



6.Structured feedback from PHCT members

3.Joint consultation 



7.New Manchester Ratings 

4.MCQ                                                          8.Tynedale Ratings

Should there be disagreements in interpretation of feedback from registrar assessments, including staff or patient feedback, these disagreements will be discussed immediately.

Should there be further disagreement about registrar assessments, referral to the VTS Organiser is indicated.     

7.
WORKLOAD 

The registrar, during his/her attachment, should move towards a workload similar to, but not exceeding that of a full-time partner.  Workload statistics will be available for scrutiny at all times during the attachment.

The working day finishes when all the patients have been seen.

Induction

The first two weeks (for GPRs unfamiliar with the practice) will normally involve minimal independent clinical activity. The time is spent rotating through attachments to the various PHCT members, together with learning administrative systems in the practice, including how to use the computer. The registrar will be helped to learn the geography of the surgery building, Workington Community Hospital and practice area.
In the third and fourth weeks the registrar will begin closely supervised, independent clinical work, working up to full surgeries and out of hour commitments by the end of the first 6 to12 weeks. 

Equipment 

The training practice will provide the registrar with basic medical equipment (doctor’s bag and instruments) although the registrar is encouraged to acquire his or her own equipment. 

Drugs for emergency use are provided.  Used (injectable) drugs should be accounted for, by completing a prescription and making an entry in the patient records.  All unused drugs must be returned to the practice at the end of the attachment.

Surgeries 

The GP registrar is usually provided with their own consulting room, which will contain the usual, expected equipment to conduct a modern GP surgery and service.  The GP registrar is expected to take reasonable care of the provided instruments and facilities etc.

and to maintain an adequate level of security, particularly in relation to the video camera.

The normal minimum consultation time is ten minutes, although expected initial consultation time will be 15-20 minutes.

During or after any surgery, non-planned/extra/emergency patients may require to be seen and these ‘extra’s’ are shared between the available consulting doctors.
A typical basic weekly timetable is available – see appendix IV.

The registrar should not be left to consult without the trainer or his named deputy available in the practice premises.   Trainer and registrar should collaborate to ensure the registrar sees a representative case mix.

On-Call

On-Call experience will be via a mix of day duty and out-of-hours co-operative sessions in conjunction with the trainer or an accredited OOH clinical supervisor.   The trainer/deputy should be available at all times, either in person or by local telephone.   The registrar should never decline an explicit request for a house call without first discussing the case with the second on-call partner - “visit first, educate later”.  The registrar has to be able to make a reasoned case for his/her management decisions at all times and be answerable to both the patient and trainer.

At present out of hours responsibilities are:

· Cuedoc shifts – Appendix 5
Appropriate opportunities for, and supervision of, out of hours experience will be provided, as laid down by the vocational training scheme. This comprises a minimum of 6 sessions in each 6 month GP attachment. These sessions will be directly supervised by a nominated clinical supervisor until the registrar is deemed by the trainer to be competent to undertake ‘solo’ shifts, which will be supervised by telephone contact. The completion of appropriate educational records relating to the shifts by the GP registrar is mandatory. The satisfactory completion of training requires the fulfilment of all tasks in this paragraph.
8.
OTHER ISSUES

Careers Guidance.  
The trainer and other partners should be available for career guidance, including partnership selection. Time should be made available for the registrar to visit practices and attend job Interviews. The trainer should provide a speedy and honest reference to any registrar on request.
Counselling
The trainer should be available to counsel a registrar on any personal problem the registrar might have or direct 

the registrar to other more appropriate professional         counselling services.

Feedback                                    
The registrar should provide the trainer with constructive feedback of his general practice attachment including his             /her assessment of all educational content.

Sick leave & non-attendance’s 
All non-attendance including sick leave will be summated and the VTS will be informed of total number of days absence – as per legal requirements of Vocational Training in United Kingdom.

The trainer should complete the end of attachment documentation,

 e.g. summary of assessments and VTR (1)
promptly and discuss the result with the trainee.

G P registrar name:      
Signed:  …………………………… 
        Date:      
           GP trainer
 on behalf of      
Signed:…………………………….… 
       Date:      
Appendix I
Attributes of a General Practitioner

I
VALUES AND ATTITUDES

Fully trained General Practitioners are expected to be:-

(a)
Caring and understanding of patients and their families.

(b)
Committed to providing high quality care.

(c)
Aware of the need to be readily accessible and available to patients.

(d)
Aware of their own limitations and willing to seek help from others when appropriate.

(e)
Committed to keeping-up-to-date with developments in practice - both clinical and organisational.

(f)
Committed to improving the quality of their professional performance through active 


participation in audit and quality assurance.

(g)
Aware of the ethical principles which govern the medical profession and committed to observing them.

(h)
Appreciate the value of teamwork to patient care in general practice.

(i)
Willing to teach others, including colleagues and practice staff, and willing to acquire the teaching skills necessary for this.

(j)
Willing to contribute, when possible, to the advancement of medical knowledge.

(k)
Able to care for themselves and to balance the demands of a busy professional life with the need for personal time.

II 
CLINICAL COMPETENCE

General Practitioners are expected to be:

(a) Knowledgeable about clinical general practice.   This will require an appropriate level of understanding of the:

· Physical, behavioural, epidemiological and clinical sciences of medicine.  

· Aetiology and natural history of diseases.  

· Impact of psychological factors upon illness, and of illness upon patients and their families.

· Social, cultural and environmental factors that contribute to health and illness.

(b)
Skilled in recognising and making appropriate decisions about all problems presented by their patients.

(c)
Able to examine a patient’s physical and mental state and to investigate further as appropriate.

(d)
Able to assess symptoms and physical signs, to establish a diagnosis when possible, and to exercise sound clinical judgement in further management.

(e)
Skilled in communication and in the processes of the consultation.    This will include the ability to listen carefully and to explain effectively to patients, families, colleagues and others, and the ability to involve patients in decisions about their health care.

(f)
Able to contribute to the prevention of illness and the promotion of health and to 
understand a doctor’s role and that of others in these areas.

(g)
Able and willing to deal with common medical emergencies appropriately.

(h)
Able to prescribe effectively and with due thought to economy.

(i)
Able to keep clear, coherent and up-to-date medical records for each patient, using a format that enables information to be easily identified for clinical and auditing purposes.

III  
ORGANISATIONAL ABILITY

General Practitioners are expected to be:-

(a)
Able to assess the health status, needs and expectations of the practice population.

(b)
Able to plan, organise and manage a practice to provide a broad range of accessible services including the management of acute and chronic illness, medical emergencies, health promotion and preventative activities.

(c)
Able to function as a member of a multi-disciplinary practice based team and, where appropriate, able to assume the responsibilities of team leader.  This will involve an understanding and appreciation of the roles, responsibilities and skills of other health care workers such as community nurses, practice nurses, health visitors and midwives.

(d)
Able to make effective use of resources including, for example, money, time and skills, both within and out-with the practice setting.

(e)
Able to organise and carry out effective clinical audits and have the skills necessary bring about change in the practice where audit shows this to be necessary.
(f)
Conversant with and willing to participate in the work of organisations that advise, plan and assist in the development and administration of health services, such as NHS authorities, Royal Colleges, professional associations, local medical committees and regional medical committees.

Appendix II

Protocol for Computerised Clinical Notes 

All clinical contacts are to be added to the patient records, including  telephone consultations.

Entries, as a minimum, should include:

1.
Brief description of nature of complaint.

2.
Brief description of physical findings.

3.
Management of complaints including follow-up.

4.
Diagnostic formulation.

5.        Indication of whether episode of illness is a first, new or continuing episode.

Further desirable information includes:

Positive risk factors, e.g. family history of coronary heart disease below 55, smoking, blood pressure, excess alcohol.

Absent risk factors, if relevant.  

All risk factors to be updated at least every five years and annually in the case of some chronic diseases 

Major new diagnoses to be given a P.1 classification in record (Priority 1 classification is applied to any major health event, be it medical, surgical, psychological, gynaecological, etc,

that might have a bearing on the future medical management of the patient. If unsure about a diagnosis, ask yourself the question ‘Would it be important for any doctor treating this patient in the future to be aware of this problem?’)
List of drug therapy to be recorded and kept up to date. This may include re-authorising expired or soon to expire repeat medications.

Quality and Outcomes Framework: GPR are expected to become familiar with and use the templates that are in place to collect information for the purposes of the QOF,

APPENDIX III

INDUCTION PERIOD
APPENDIX IV

EXAMPLE OF AVERAGE WORKING WEEK
	
	a.m.
	p.m.

	Monday
	9.00-11.30: Surgery
12.00: Visits
	2.30-5.00: Surgery

	Tuesday
	9.00-11.30: Surgery
12.00: Visits
	2.30-5.00: Surgery

	Wednesday
	9.00-11.30: Surgery

12.00: Visits
	Half-Day Release or
Surgery 2.30-5.00

	Thursday
	9.00-11.30: Surgery
12.00: Visits
	Private study

	Friday
	9.30-12.00: Tutorial


	1.30: PHCT Meeting
3.30-5.00 Surgery


APPENDIX V

                                                                                                                                                                                                CUEDOC

Cuedoc is a co-operative of G.P.'s across North Cumbria which covers out-of-hours primary care on behalf of all of the practices in our area.

Since the introduction of the New GMS Contract on 01/04/04, G.P.’s are no longer  responsible for the care of their registered patients in the out of hours period. This responsibility now lies with the PCTs who have chosen to contract Cuedoc to do the out of hours work. Much of the work continues to be done by local GPs who volunteer to do paid shifts for Cuedoc but in the future it is likely that more of the work will be done by salaried out of hours doctors.
During their first GP attachment, GPRs are expected at attend a training course in out of hours patient care. This takes place on 5 separate days and is run locally twice a year   (usually in the months of February and September).

Cuedoc covers the following hours:



Monday to Friday: 6.30pm to 8.00am



Weekends: All day Saturday and Sunday

The length of sessions vary :



Evenings : 6.30pm to 11.00pm



Nights : 11.00pm to 8.00am



Sat/Sun Mornings : 8.00am to 1.30pm



Sat/Sun Afternoons : 1.30pm to 6.30pm

Cuedoc also runs treatment centres at weekends at its new treatment centre at West Cumberland Hospital.

