










Members: Pete Allen, Martin Blackwell, Jeff Clark, Iain Crofton- Briggs, Teresa Gollin, Rona Hellings, Patricia Horry, Mervyn McGowan, Phil Pemberton, Kate Reading, Mary Welsh
Convenor: Paul Taylor

Minutes of South Bristol GP Trainers workshop 24th Sept 2010 Capel y Ffin

Apologies: Ian Crofton-Briggs

Review of last minutes:

· Education Plan to be finished by Kate and emailed to convenor.

Doctors in difficulty:

· There was an overwhelming opinion that we do not get enough information from the deanery about doctors in difficulty and we should raise this with Holly. Better communication before their arrival would help.
· It would be helpful if clinical and educational supervisors had access to the e-portfolio or is there a confidentiality issue? Perhaps Holly could clarify this.
· Kate suggested that the educational notes would be a good place to write concerns but we need to be clear who has access to this. All agreed it would be best to write this in the registrars’ presence so they were aware of what the trainers’ expectations were.
· Phil explained that we do “one to one teaching” and as result are the “judge and jury”. Consequently we are also unable to see things from an outside perspective. Some sort of triangulation would help perhaps by bringing in another partners or trainers view.
· One of the trainers raised an issue where there might be problem with the trainers’ attitude and expectations resulting in the registrar failing the e-portfolio. Triangulation might have resolved this serious issue.
· Jeff suggested that trainers need to be more self aware and open to there own strengths, failings, attitudes and personality type. If a registrar is failing trainers should look at themselves or ask another trainers opinion about the situation. Phil suggested there could be role here for an experienced and open minded trainer.
·  Kate expressed concern that the Deanery do not heed the registrars’ comments after their year and feed them back in an anonymous way to the trainer. Another issue to take up with Holly.
· Mary’s research about doctors in difficulty raised the following points:

· They may lack insight into the problem.
· They often say “yes” to everything.
· They must be challenged to open up areas of deficit. 
· There is a need to go into detail as they often work superficially.
· A weekly program could be instituted involving learning needs, positive feedback and things which are not acceptable.
· Registrar must do “puns and dens” and this should be followed up by the trainer.
· Use triangulation so they sit in with other partners or trainers. 
· Trainers must record everything in a robust manner.

ST2 education supervisor linkage.

· Pete raised the issue of communication between ST2 clinical supervisors and the educational supervisor. There are no prescribed links and suggested the process could be discussed with the deanery. A phone call may be all that is needed but information regarding the stage the registrar has reached, problems, blind spots or problem areas would all be helpful.

F2s-what do they entail?

· Martin shared the information that the current F2s had come out of a difficult cohort. 20% had failed in their year.
· The group felt that they needed close supervision to make sure we opened the JoHari windows: things they were not aware of and things trainer and F2 were not aware off.
· Most F2s seemed to start by seeing 5 patients per surgery but this varied depending on the individual. Adequate time/surgery slots for the supervising doctor was essential.
· Starting the afternoon surgery earlier, perhaps 2pm rather than 3pm might be a better use of time.
· The group mainly gave over one session for a joint surgery or tutorial.
· It was useful to give them all a project even if they come in the last part of the year to broaden horizons.

 OOH training – supervision/governance/form filling/orphans.

· The discussion involved a review of OOH training including: funding, who will provide the training, an accepted delivery style such as a progressive difficulty approach, and overall governance. 
· Difficulties arise because there is more than one OOH provider hopefully they will work together to reduce conflicts. 
· The background to this issue is complex and the setting has been laid by the historical decisions of the government especially after removing out of hours from the GP contract and then the training body removing the trainers need to commit to working out of hours. As a result half of the trainers in our group no longer work out of hour’s sessions.  Luckily most still have doctors in their practice who work out of hours and can supervise the practice registrar but there is no regulation to insist on this. However all registrars need to be trained in this difficult and challenging area of OOH.
· Tricia raised the issue of registrars where are no doctors in their training practice who do OOH and these have been labelled “orphans” by some of our group. This is a term objected to by others as it suggests the trainer has abandoned their registrar and a “blame” culture was thought unhelpful. There was also a suggestion that money be taken from trainers to give to OOH organisations but this was opposed by others in the group as it would completely disconnect these trainers from the OOH process and governance.
· The issue of OOH training has also recently been highlighted because of fraud when filling in the log book. 
· The idea of a progressive training was discussed so that when they finish training they are ready to work alone. Training practices without an OOH trainer would find it difficult to oversee and monitor this progressive approach without a structure in place at the OOH provider and especially if registrars go to more than one provider for their training. Kate described the current system available one the deanery website:

· Red.  Direct supervision, the GPST is supervised directly by the clinical supervisor and takes no clinical responsibility.
· Amber. Close supervision. The GPST consults independently but with the clinical supervisor close at hand e.g. in the same building.
· Green. Remote supervision. The GPST consults independently and remotely from the clinical supervisor, who is available by telephone. An example of such a session would include a session ‘in the ‘car’ supervised by another GP ‘at base’. 18 hours at the end of training should be aimed for.

· The hours should be the registrars and trainers responsibility to ensure they are done and overseen. This was different to previous advice where it was viewed as the registrars’ responsibility alone.
· The issue of governance was discussed and how the OOH organisation might facilitate this. Suggestions include:

· Number of consultations fed back to the trainer.
· Supervisors’ reports should be comprehensive and must be read by the trainer.
· The OOH providers who have software in place to audit the quality of consultations could feed this information directly to the trainer. It would be their responsibility to assess this and raise issue with the registrar.
· Trainers who do not take accompany their registrar at OOH sessions need to be given clear guidance from the deanery concerning their responsibility in the process.


· This is not an exhaustive list but a summary of issues discussed by the group. For out of hours training to be successful there needs to be collaborative working between all OOH providers, the deanery, trainers, trainers groups, and registrars.


Next meetings:

12th November Marys’.
21st Jan 2011 Kates’.

Thanks to Mary for hosting another fantastic autumn meeting in the welsh hills. 
Well done Phil rising to the challenge of the after dinner speech with the full moon!
Thanks for all the food contributions and to the convenor for keeping a lively meeting under control with his commanding wit!

Minutes by Jeff.
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