
Part II 

Sources of information 
a) Documents: OXVT3 Application form, OXVT5 X2 Previous Assessors Report, OXVT10 Course Organisers 
Report, Practice website [including 3xprevious registrar reports], Practice newsletter. 
b) Partners met: Andrew Brown, Simon Albert, Lesley Willby, assistant 
c) Registrar met: Neil Golder 
d) Principal staff met:  

Roland Hodson Chief Executive 

Lynne Stanbury Head of dispensary 

Miranda Edmonds 
Head of database 

administration 

Julie Paget Receptionist 

Practice and district nurses 
health visitor and other 

admin staff 

e) Videos seen: 2 x consultations, 1 x 20 minute pca tutorial. 

Part III 

The Trainer 

a. Professional values: We have no reservations.  Oliver and the whole practice team are committed to, 
and provide a very high standard of clinical care.  In particular we were very impressed by his 
innovative telephone triage system, whereby he speaks to each of his patients requesting a 
consultation, and manages to offer a choice of telephone advice or consultation to suit the patient's 
individual need, while maintaining enviable rapidity of access and continuity of care.  

b. Clinical competence:  No reservations.  Oliver demonstrated a high standard of clinical competence 
on the consultations we viewed, and is committed to problem centred learning both personally and as 
a member of a learning organisation.  He demonstrated high quality medical records, and appropriate 
use of the primary care team.  

c. Preparation for training:  Not only has Oliver completed advanced trainers' courses and consultation 
skills courses within the Oxford region, he has also explored out of region trainers' courses to broaden 
his focus.  His recent appointment as a course organiser is testimony to his ongoing commitment to 
training and skills development.  

d. Contribution to local scheme:  He plays a full and active part in all local scheme processes.  
e. Relationship with Registrar:  This is excellent.  Oliver and Neil hold each other in mutual high regard, 

and clearly have a highly effective, learner centred professional relationship, and are developing a 
firm friendship.  

The Training 

a. Overall training aims:  'To successfully complete the registrar's professional vocational educational 
and summative assessment examination' [quoted from website].  

b. Negotiation of aims, objectives and methods:  Initial assessment is based on a formal educational 
needs assessment, supplemented by the use of MEQs focussing on safety issues.  The log is a vital 
source of effective feedback to the trainer, and the registrar's weekly educational record greatly aids 
identification of learning objectives.  

c. Formative Assessment:  This is very impressive in range and quality.  Each registrar is given 3-
monthly orbital/360 degree appraisals with feedback attributable to individual sources.  This is carried 
out within a practice culture of annual orbital appraisal for everyone, and although this might be 



potentially threatening to a new registrar, it seems to be a positive and highly valued process for all.  
There is no doubt that this tool is a highly effective tool in informing curriculum development.  

d. Curriculum planning [initial and continuing]  Oliver has devised his own global curriculum based on 
the priority objectives, and agrees a curriculum at 3-monthly intervals based on needs identified from 
formative assessment.  

e. Log [nature and quality]:  This is the property of the registrar, but is a living, shared document.  it is 
primarily a compilation of encounter sheets that the registrar completes after each educational 
encounter.  The current registrar has usefully and successfully adapted the record to suit his own 
style, but where a registrar is less diligent or self-directed, Oliver augments this with his own records.  
The formative assessments are also logged, as are curriculum plans and records of the practice's 
weekly group education sessions.  

f. Methods, use of resources:  Oliver produces a programme that uses a good range of style and 
methods.  Most tutorials are one-to-one, and there is scope to offer multidisciplinary tutorials including 
nursing staff.  Video is frequently used, and joint sessions are held with other doctors.  

g. Communication:  This is very effective.  There are ample opportunities for the registrar to exchange 
ideas and concerns with the trainer, partners and staff, and an 'open door' culture is evident.  The 
practice website is superb, and a particular strength is the information available for intending 
registrars on training, practice culture, and partnership profile.  This report will be posted on the 
website for all to see!  The practice newsletter won a major award, and is of a very high standard.  

h. Tutorials:  These are well within the criteria.  Most are led by Oliver, but he is aware of the need to 
share the educational role, and often the tutorials are delegated with the registrar choosing the 
teacher.  The incumbent registrar is highly satisfied with the tutorial plan.  We viewed a tutorial, and 
were impressed with the clarity of structure, learner centeredness, and adult-adult process.  

i. Summative Assessment:  As this is a main focus of the training programme all elements are 
timetabled and given focus appropriately.  

Part IV 

The Practice in Training 

a. Contribution of Partners, administration and nursing staff:  We have no doubt that training is seen as a 
responsibility of the whole practice.  Educational time is ring-fenced, and everyone is willing and 
enthusiastic to be involved.  The district nurses are used to aid initial orientation, and are seen as a 
useful educational resource.  There is still scope for greater use of the nursing team as educators in 
the area of chronic disease management.  All partners and the chief executive play an active part in 
the tutorial programme.  Video is used regularly, and is an educational tool for all doctors and many 
staff also.  Joint surgeries continue at intervals throughout the year.  The weekly Evidence Based 
Learning sessions are highly valued, and all partners attend and contribute.  

b. Appointment of Registrar:  Via the Oxford Rotation.  Neil Golder felt the Oxford appointment interview 
and appointment procedure was immeasurably more learner-centred than others he had experienced.  

c. Workload of Registrar [and practice]:  The registrar is genuinely supernumerary.  Consultation rate 
and surgery timing are tailored to ability and confidence.  An unusual concern this team had was that 
since the partners work hard to provide 24-hour availability, it can at times be difficult to fill the 
registrar's surgeries!  The issue of experiencing chronic disease care is a recognised problem.  

d. Arrangements for night and weekend work:  Experience of out-of-hours work is adequate, and fully 
supported by Oliver.  The registrar has exposure in telephone triage, emergency consultations and 
home visits.  Experience of emergency care with cover from other partners might offer a different 
teaching style.  

e. Supervision of clinical practice:  No concerns.  The registrar is fully supported at all times.  A useful 
innovation is the use of email feedback, where clinicians send a copy of consultations made with 
patients seen by the registrar to inform on outcome.  This is a very constructive formative tool.  

f. Library [quality and use]:  The main focus is on web-based resources, which are available at every 
consulting terminal.  Paper-based library resources are limited but appropriate to a registrar's needs.  

g. Working environment [clinical, training, room for registrar]:  The registrar has his own well appointed 
spacious consulting room, and the overall environment is conductive to a good training experience.  



The Practice as deliverer of Health Care  

a. Acute Care [and emergencies]:  Oliver's telephone triage system has been discussed, and may be 
extended to further partners.  The practice provides excellent access and provision of care for acute 
illnesses, and run a usual doctor system.  The take part in the local Woxdoc co-op.  Although there 
has been no formal patient satisfaction survey carried out, the practice has a great deal of anecdotal 
evidence that the system is highly valued by the patients.  

b. Chronic Care:  No formal chronic disease management clinics exist.  Chronic illnesses are managed 
by partners in routine surgeries and supported by the nursing team, and much audit activity is directed 
at ensuring that all measurable elements of care are being carried out.  Regular mailings to patients 
when blood tests and reviews are due ensure that the responsibility for care is shared with the 
patient.  The policy of only seeing patients when there is a clinical need appears to work to general 
satisfaction.  This team felt that a registrar might need to experience a more traditional chronic 
disease clinic in another practice to get a well-rounded overview of team management of diabetes, for 
example.  

c. Preventative medicine:  All targets are easily met, again assisted by regular audit activity.  The 
website and newsletter are very useful ways of offering health promotion.  

Data Handling 

a. Records:  Records are now held on computer but the team recognises the problem of a very complex 
active problem list, as mentioned in the last assessment.  Fortunately the EMIS system has now 
evolved a tiered system of problem management that includes active, significant past and minor 
problems, illnesses and administration.  There is also a hidden area for problems that do not need to 
be on the main summary.  The practice has started summarising notes using the new system for 
newly registered patients.  However they recognise that all summaries need to be reviewed to make 
them more user friendly to the registrar in consultations and for sending with referral letters to 
consultants, and the practice is actively addressing this issue. 
Letters are edited on to the computer after coding important information.  Plans are afoot to purchase 
document scanners in 2002.  Some letters of particular complexity are kept in Lloyd George 
envelopes.  These notes are immaculate and well ordered.  Patients are invariably given a copy of 
both the referral letter when this is posted to the specialist, and the reply received after a specialist 
opinion is offered, to ensure that the patient is fully informed.  

b. Computer and use:  All members of staff use the computer.  We were particularly impressed by the 
use of e-mail notes to remind both the partner and the registrar of "hot topics".  Continuity of care is 
also assured by e-mailing the usual doctor with relevant information, i.e. consultations, that have 
happened in his absence. 
Audit triggers the teaching of claims, i.e. for FP1001.  Referral letters and consultant replies are all 
summarised by a member of staff trained by Dr Sharpley.  There is a protocol book for this. 
The practice nurses use chronic disease templates for diabetes, asthma and hypertension.  The 
registrar would benefit from looking at the wide variety of chronic disease templates both in EMIS and 
in other systems as the management of this will be very different in those practices who run clinics for 
chronic diseases.  

c. Audit activity:  Audit is a major and regular activity in this practice.  Searches are done every month 
and the results are given to all partners.  We viewed this month's audits.  Recall audits act as 
reminders to partners to check all overdue blood tests for lithium and cholesterol levels, and U&E's for 
patients on ACE inhibitors for example. 
Qualitative audit is also done but an overt plan for implementation of change would be helpful to the 
registrar.  For instance when a patient has a consistently high HbA1C should this trigger the move to 
insulin?  Also, the practice norm of standard of 100% is admirable but often unrealistic, and certainly 
not expected routinely for registrar audit projects for summative assessment.  

 

 



Part V 

Management Function 

Decision making [planning, implementation, evaluation]:  Roland Hodson, Chief Executive (Practice Manager) 
has been in post since January 2001, and describes himself as the "Chief Chaser" ensuring decisions taken 
at all meetings are implemented and evaluated. 
There is a well understood and defined pattern of meetings, chaired by the chief executive, including a 
Partners Monthly Executive, where strategy and planning decisions are made, and Monthly Management 
attended by departmental mangers and one doctor in rotation where operational matters are discussed.  
Additionally ad hoc nurses, dispensers and receptionists meetings take place when necessary.  Meetings 
have agendas, and all minutes, other than for the Executive, are distributed throughout the practice.  
Registrars are invited and encouraged to attend both executive and management meetings. 
Away days have taken place in the past and a recent afternoon meeting was dedicated to  discussing the 
ongoing Partnership structure. 

Organisation and systems:  The practice takes full advantage of facilities offered by its EMIS Computer 
System.  Although further updates are available there is no intention at present to upgrade from version LV3, 
which provides an acceptable level of performance for the practices requirements.  Clinical staff have "live" 
terminals, "dumb" ones being used by clerical and support staff.  There is access to the NHS net and the 
practice is linked for registrations, items of service and laboratory results.  Monthly checks are in place to 
ensure claims are not missed.  Telephone (often answerphone) arrangements exist during the day for repeat 
prescriptions and are dealt with in a well-organised dispensary that dispenses for about 30% (2000) of 
patients.  All staff we met were well acquainted with the operating systems of the practice. 
Partners operate an own list policy with requests for visits shown on screen and followed up by telephone with 
the time set aside for each visit then being inserted into the appropriate number of five minute slots into which 
each surgery is divided.  The effectiveness of the practice's time management is evidenced by short waiting 
times (usually no more than two days) and a slight problem in arranging appointments for new registrars 
because of "own doctor" availability.  Dr Sharpley and the other partners resolve this difficulty by directing 
selected patients to the registrar. 

Staffing structure and legal aspects:  The Chief Executive is responsible to the Partners for staffing matters.  
Employees have current Contracts of Employment and Job Descriptions.  All staff members are subject to 
annual appraisals with written reports produced and fully discussed.  Video and audio recording form part of 
appraisals and training sessions, with the partners all undergoing annual 360-degree appraisals.  There is a 
good feeling amongst the staff team and team-building events are arranged periodically. 
Health & Safety at Work requirements, COSHH compliance and all other legal requirements were generally 
found to be in order. 
Support staff are divided into Data Entry, Reception and Dispensing teams with medical secretarial and 
bookkeeping functions being undertaken by Teresa Daddow.  Departmental heads report directly to the Chief 
Executive.  Each staff member was well presented in a smart practice uniform and felt well trained and 
supported in their position.  Training to enhance their skills was generally available and it was noted a 
member of the dispensary team was undertaking, with the support of the practice, a B-tech dispensing course. 

Working environment and administration:  The modern, well-maintained and welcoming building at Burford 
provides an excellent working environment for a Registrar to work in and learn.  There are thoughts of 
converting an unused treatment (operating) area into an additional consulting room, which will eliminate a 
small amount of "hot-desking".  Space within the building is well utilised particularly in the reception and 
records areas where staff rotate duties to enhance their skill levels.  Unfortunately due to time constraints the 
team was unable to visit the branch surgery in Carterton, some five miles away, which we understand is linked 
to the main surgery computer via a land line. 

Alastair Craig 17.12.01 

 


