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This conversation might help:
A disenchanted colleague once asked one of us, in a fit of pique, “What is it that you actually really do”? The implication of this question was that we could spend our time much better doing something of more value. The doctor concerned had, in the not too distant past been a trainee himself, and the question was quite a surprise at the time. It shows that he had not considered many of the factors and roles that are included in this chapter. The question led to careful consideration of whether what we do has worth and is a “good” in itself. The doctor who asked the question left general practice for a different career. But the question still remains a difficult one to answer, and is not easily understood by many who are not closely acquainted with Specialist Training for General Practice.

The following simulated ‘conversation’ between an intending programme director and an old hand might help resolve some of these ‘frequently asked questions’.

Scene: GP surgery somewhere in UK
Dr Newt Althis (NA) is a GP who has expressed an interest in a post that has just come up for a new course organiser.  He has made contact with Dr. Ben Hereawhile (BA), a local Course Organiser of several years experience, to find out more before he commits himself.
BH:
Ahh, Dr Althis, it’s good to talk to you face to face.  So, you’re interested in becoming a Course Organiser? Let’s grab a cuppa and find somewhere quiet to sit and hopefully I can help you with what you want to know.  

(BH and NA go to grab a cup of tea)

NA:
Well, it is a while since I was a registrar (are they still called that?) and I really don’t have a clue what you people do when you are locked up in the postgraduate centre one afternoon a week, and is that all that you do?

BH:
(laughs)...
Sometimes I wish it was all we had to do; shall we take it bit by bit and try to explain what we are and what we do?  Easy one first… the people we train are no longer called registrars but trainees.  Actually, the proper ‘technical’ term is GP Specialty Trainee Registrar (often shortened to GP StR).

NA: 
What a mouthful!

BH : 
Yeah, that’s why you’ll find most of us just stick with trainee. But they’re not the only ones with a name change.  Remember VTS?

NA : 
Yeah

BH: 
Well, that’s called STP now: Specialty Training Programme. And what year they’re at in their training is denoted by ST1, ST2 or ST3. 

NA: 
And after that they get their JCPGTC or whatever it was called certificate?

BH: 
Oh, you mean the JCPTGP certificate?  A few changes there too I’m afraid.  JCPTGP no longer exist. They’ve been replaced by PMETB (Postgraduate Medical Education and Training Board) who actually oversee all Medical training programmes in the UK, not just general practice.  Oh, and the certificate is called CCT – Certificate of Completion of Training.  But seriously, don’t worry about all these name changes.

NA: 
Mmm... looks like I’ll need to read up about the new structure of training in the UK then before the interview if I decide to go ahead with it.  I’m feeling flustered already!

BH: 
Listen, don’t be. Once you’ve read a bit about it, you’ll come to know the terms like the back of your hand.  Shall we move on to the juicier stuff about the job then? Do interrupt if I get confusing or too enthusiastic!

I think that there are several different ways of being a Course Organiser. By the way we are now called Programme Directors or Training Programme Directors (TPDs) in most, but not all, deaneries. And there is usually more than one TPD per scheme which means you’ll share various roles.  

Some of us spend quite a bit of our time teaching directly on the half day release (HDR) course that the trainees attend; others delegate various bits to other people like trainers. In most schemes HDR will be a course that runs throughout the 3 years and so will include people doing GP posts and those in hospital posts. 

NA:
Ahhh, so the hospital trainees generally come too. But how do you get the trainees to stop their hospital work and attend HDR?

BH:
Well, they are in training posts and so it is (or should be) part of their contract to be able to come: we do spend time working with consultants to help set things up to make attendance easier. Most Deaneries are asking us to increase attendance figures and therefore different schemes around the country have done different things.  But different deaneries have different attitudes to protected time for the half (or in some places whole) day release.

Some schemes run residential courses specifically for those in hospital post; others run repeat sessions so that not all trainees have to be off from the same post at the same time.  Two schemes I know (geographically next to each other) invite their trainees to attend the HDR programme of either scheme (again minimising the need for all trainees in a particular post to be off at the same time).  So you see there are lots of inventive and creative approaches and that is one of the things we enjoy as TPDs!

That reminds me, most hospital departments provide in house teaching.  So it is very important to work WITH your hospital educational leads to provide a balanced programme tailored to individual needs.

NA: 
How do they check whether the hospital teaching is any good and relevant to General Practice?

BH:
Feedback from trainees.  You’ll find feedback is the essential ingredient to improving systems and TPDs are doing it all the time.

NA:
But you must have some consultants who will not release ST1 & ST2 trainees even though they are meant to. How do you deal with that?

BH:
That used to rile me loads but fighting and being angry has never got me anywhere. It’s often a question of finding out the reasons behind not being able to release them, looking TOGETHER for solutions, then getting support from the educational people within the trust to put some pressure on so that the trust retains its training approval. It’s a bit like looking after a patient with poor concordance… finding out why, working together to find ways of switching them on, identifying sources of support and finally maintaining contact (or follow up). Essentially you have to work with them rather than dictate to them.

NA: 
Right, mmm... What about the type of teaching you do? Can you tell me a bit more about that?

BH:
I would describe what we do on half day release as facilitation rather than teaching. Do you know what the difference is?

NA: 
I think so. Well, to facilitate means to make something easier so in the educational sense would it mean making the learning process easier or something like enabling groups to learn for themselves rather than directly teaching them?

BH: 
Yeah, that sounds about right. I read somewhere that a teacher is someone who likes to talk about what he or she knows, not necessarily what the audience wants. So that’s why we like to think of ourselves as facilitators rather than teachers. Anyway, what happens on each programme can be different in three ways:

a) The content – by which I mean what is actually being taught

b) The methodology – by which I mean the way we deliver the session

c) The format – by which I mean how the programme is organised

In terms of content: most of us are now working to cover the GP curriculum (www.rcgp-curriculum.org.uk). In HDR we aim to cover the important things that are difficult to get a grasp of from books alone like ethics, professionalism etc. We hope the topic based stuff (like hypertension) is picked up and tackled by training practices.   Another scheme I know provides a one hour weekly topic based tutorial programme in addition to HDR to cover some of the more ‘knowledge based’ stuff.  

NA: 
I have heard from trainers that trainees are always asking for more topic based teaching in HDR like Dermatology, Eyes or ENT. Do you think this is a good idea?

BH: 
Remember that these requests are PERCEPTIONS of trainees of their needs which might not reflect their REAL NEEDS. Having been through the process, YOU also have a good idea of what sorts of things hold more educational value in terms of being an independent general practitioner and that may need to take priority. However, it’s important not to simply dismiss their perceived needs; you need to work with them and discuss other ways in which they might acquire this knowledge based learning and that the HDR might not be the appropriate place; re-emphasise the HDR focus on skills and attitudes that cannot be found in books or the internet.  

It might appear from a distance that there is a lot of time for teaching but there is an enormous range of skills and knowledge and approaches that need exploring.  Schemes have a key role in triaging what is best taught on the release scheme, what can be best learnt individually through books or on the internet (the RCGP is developing more and more e-resources), and what  is best addressed with the trainers or in hospitals. There is pressure to ensure that the precious release time is used wisely: much of the time is working in small groups to learn from each other and there is generally a greater emphasis on skills and attitudes than basic medical knowledge.

Of course, that doesn’t mean all topic based teaching should be rejected... it’s all about balance.  If the whole group feels they have a learning need in ENT say, then perhaps you do need to deliver some learning on that, though you may have to balance their WANTS with NEEDS such as child protection. It’s also difficult to get enough experience in some areas like genetics, so delivering a HDR session on that would be appropriate. What I am saying is that there should be a balance of trainee and TPD input when developing a HDR programme and there should be a balance in terms of the content. 

NA: 
And the format?

BH:
In terms of format, on my course (which is whole days out of hospitals) we use a variety of approaches; for instance:

· We have a strong tradition of the trainees doing a lot of teaching of each other. This has the advantage that doing the teaching makes them prepare well (and is a GMC expectation too!). Sometimes they choose which topics they want to do but at other times they might be topics cherry picked from the GP curriculum that are hard to guarantee exposure to in the course of a normal job (like genetics).

· We also have some time in a small group with an experienced facilitator reflecting on recent events (clinical and other) to help tease out what we can learn from them and each other. Don’t forget that individuals in a group bring an immense array of experiences with them which makes the whole group an extremely invaluable resource.

NA:
But what about the traditional lectures we used to get?

BH:
They’re not completely dead. However, they are used less because traditional lectures try to answer questions the listeners are usually not yet asking. Some schemes still put in a few lectures to add diversity to the programme’s overall methodology. They have their place if set out in the right way (i.e. the lecturer is thoroughly briefed on what to deliver and prevented from doing the same talk they did for that conference a while ago…).  

NA:
What about other places? What do they do?

BH:
Well in another scheme I know well, they’ve created a virtual GP practice. Throughout their time on this scheme the trainees will have to solve the latest challenge that this practice faces - whether this is something like how to improve their QOF score on asthma, what to do when the partners all fall ill at the same time, or there are concerns about the behaviour of a member of staff.

NA:
Sounds interesting...

BH: 
Yeah, it is.  That’s what is so good about this job; you have the freedom to be creative. The TPDs there have had a great time designing organisational and clinical challenges and linking them all back to the curriculum.

Other schemes have different styles: some have teaching for everybody together from all 3 years of the programme and others will have separate teaching for those in different phases. In some places, the trainers do most of the facilitating rather than the TPDs. 

NA:
So that leaves the methodologies? Remind me what that was again?

BH:
It’s the ways in which the content of a session can be delivered.  So, in one session you might have several methodologies to match the different key messages you are trying to convey.  For instance, if you were delivering a session on ethics, you might do an initial interactive mini lecture style thing on some of the principles, followed by small group work looking at pre-prepared ethical dilemmas.  Or you might use a problem based learning approach.  

NA: 
But how do you decide on which method to use? Do you just mix ‘n’ match?

BH: 
No, it’s not like that; it’s all about purpose: what are you trying to do in your session? The agenda! The aims and objectives! If you really spend some time teasing that out, choosing the method becomes tonnes easier. For instance, if I wanted to run a session on “eyes”, because the topic is so broad I really need to figure out what objective I want to achieve. Let’s say it’s “how to use the ophthalmoscope” because most of them are bad at it.  I now need to choose a method to match that.  A picture PowerPoint presentation on how to use the ophthalmoscope doesn’t necessarily mean that they’ll be able to do it.  So what I need is a more practical method; for instance, a session where they can practise on each other.  And then I can go around and troubleshoot individual difficulties.  Do you see what I mean?

NA: 
Yeah, totally, I never thought of it like that.  Sounds clever!

BH:
It’s not really. As long as you build on your repertoire of educational skills and get away from the “one method for all” rule, you’ll be okay.

NA:
Repertoire?

BH:
Okay; most skilled workers will have a tool box. Take plumbers - they have lots of tools in their box.  But they don’t use every tool in that box when you call them out; just the right ones for the job.  Like them, you need a tool box of different educational methodologies and select the right one for your job (= the session).

NA:
So, you’ve mentioned mini-lectures, skills, errr... cases, problem based learning. What else is there?

BH:
Well, there is:

· OSCE style sessions testing clinical skills, 

· quizzes testing knowledge, 

· patient simulations and role play looking at (usually) communication skills, 

· learning through the arts: music, film, art, poetry, theatre and books. 

· Balint groups which focus on the doctor patient relationship

· Literature reviews or journal clubs

· Debates

· “Just a minute” on medical topics

…..I could go on...

NA: 
Yeah, I remember doing Balint groups and quite liked them... but others didn’t.

BH: 
That’s another reason to build several different methodologies into one session: to cater for the different individual learning preferences of the group. Otherwise you’ll get a handful that’ll switch off. 

NA:
Okay, so that’s the teaching and HDR sorted, what else is there?

BH:
Let’s start with individuals and work out to the bigger and wider questions.

Training Programme Directors often have a role in providing careers advice to those on their schemes, those who are contemplating General Practice and those who want to change their career path.  

NA: 
Sounds like you’re the flag wavers for General Practice.

BH: 
You know what, I think we are!  Many TPDs and their schemes are involved with foundation programme training, which may help them direct people to or away from general practice. The time that people start their GP training is often a time of big life changes and so one of my roles as a TPD is to support people through this part of their life story and help them find ways to understand it. Sometimes this advice is quite organised but it also happens in lots of less formal ways. 

NA: 
Do you have problems with the different cultural mix?

BH 
I’m interested to know why you think it would be a problem.

NA:
I was thinking of their limited linguistic capabilities and the difference in beliefs and cultures that might result in conflict.

BH:
Remember, these are adults who bring with them a wealth of diverse experiences that those born in this country might not have.  And having a discussion about differing opinions is healthy. For instance, I’ve found myself more aware of the ways of coping with death and birth in many different cultures through supporting trainees on my scheme. 


On the other hand people with different backgrounds may have different challenges as they go through their training.  The pass rate for International Medical Graduates at MRCGP is lower and PDs are trying to explore the reasons behind this so we can tweak the training even better to their needs. 

NA: 
I see the MRCGP has changed a lot since my day and I’ve taken a peek at someone’s e-portfolio.  And then you have the new curriculum which looks massive.  With the prescriptive nature of these do you feel that there is a risk that trainees will feel that they are in an educational straitjacket during their three years?

BH: 
The licensing assessment (nMRCGP) and the curriculum have meant that there is more uniformity and consistency about what is taught. So in that sense I can see what you mean by an educational straitjacket. But this has also been a useful opportunity for schemes to review their teaching priorities. 

But there are opportunities to develop individual “skills and areas” that might not be specified in the curriculum. Almost all schemes have  18 months in general practice attachments nowadays which allows more time to do extra courses, audit, or something like “the arts in medical education”. And let’s not forget the final three months of the last year of training. For those that have successfully done everything, it’s a time when the business aspects of general practice can be studied, a time for the experienced trainee to help with ST1s and 2s and so on. In the future, the duration of GP training is likely to become 5 years; that should allow opportunities to use the whole curriculum and avoid an educational straitjacket. 
NA:
Can we talk a bit about programme directors and their trainers? I would expect a good partnership between you and them is essential for making a scheme work well. How does the relationship with you and your trainers work?

BH: 
Our trainers are incredibly important and it’s important we keep that relationship strengthened.  One way we do that is through Trainers’ Workshops (TWs) where they can help with suggesting changes to the way things are taught, improvements in the subject content, and special areas of facilitation which interest them. Recently we’ve been using the workshops to design mock CSA questions, and using a local drama group to act out the scenarios generated.  It’s really important that they are made to feel part of the whole scheme and not just the segment of training provided by their practices.

Most schemes also run yearly Trainers’ Time Out (Residential) Workshops where we work on a particular theme derived from the collective group.  One of the advantages of this being residential is to strengthen personal bonds; so, letting you hair down and having space for good social breaks with your fellow trainers is imperative.

The partnership with trainers often involves getting them involved in delivering the HDR this makes them feel part of the scheme ( and helps recruit new TPDs) . But there are loads of ways to build good working relations with trainers.  Trainers, who are experiencing difficulty say with a problem trainee, need our support. It’s important to maintain regular contact.

NA: 
Oh, I forgot about difficult trainees. That worries me a bit because I’d feel bad if I had allocated them.

BH:
You need to look at ‘trainees with difficulties’ in a different light (and the trainers they have been allocated to may need to do so too). It’s the trainees with difficulties that help move us out of our comfort zones and build on our foundation of skills.  Seriously, it’s these challenges that will really help with your personal/professional development just like the way difficult patients help you acquire higher order consulting skills. 

The two important things here are communication and involving all those concerned (that means the trainee too). Regular communication with the trainer and trainee will allow discussion that will help identify ways of moving the situation forwards. Use other trainers on your scheme: they can come up with some great suggestions.  Finally, don’t forget that each Deanery will have a clear policy on how they manage certain trainees in difficulty and this can be a useful thing to talk through with your local Associate Director.

NA:
But it’s well-known that intense higher educational courses, like GP training, may bring on life crises for the participants. How have you been taught to cope with this?

BH:
As a GP I have been taught to recognise this, as a TPD my role is to help identify the problem and then involve the support agencies that the deanery has contracts with, or encourage appropriate use of their own GP or the Occupational Health service. You have to be careful not to fall into the trap of becoming the trainee’s personal GP when they’re experiencing health issues; one has to maintain some distance and ensure referral to the right professionals at the right time. 

NA:
But what about the poor performers... what do you do there?

BH:
A lot of time can be taken up supporting the poorly performing trainee. Different deaneries manage poor performers in different ways but essentially, the key principles can be remembered by the mnemonic SIDS:  

· S for sharing the information early with all stakeholders that need to know. 

· I for involving the trainee throughout discussions so they don’t become all defensive and want to engage in making things better 

· D for ensuring good documentation is in place to help give others a summary of what has happened to date and to provide evidence for the future if needed.

· S for support: providing regular follow up for both the trainer and trainee.

NA:
At the other end of the scale there will be trainees who outperform their peers and are actually ready to take up a partnership as soon as they finish. How do you keep their enthusiasm?

BH:
The challenge for the PD here is to 

· help them identify other learning needs (they can’t possibly know everything)

· provide educational challenges which perhaps their peers might not look at for a year or more

· use their skills in other ways such as in teaching other people on the scheme

Although it might appear daunting to have an extremely capable trainee on the scheme, in reality it is normally a great advantage; you’ll need to reorganise sessions so that you engage them and use their skills but this is an opportunity. 
NA: 
On the phone you mentioned something about Deanery run Primary Care Educators’ Workshops and how much you liked attending them.  Tell me more...

BH: 
These are workshops where TPDs, Associate Postgraduate Deans (in some deaneries called Associate Advisors or Associate Directors; APDs for short) and usually the Director meet to work on various hot issues of the time as well as a place to share ideas, learn from each other and make connections.

Although it’s part of my job description and contract with the Deanery to attend, I really enjoy them because I am meeting people who do the same job as me who may have similar or different approaches to the same work. It can be a powerful learning opportunity and you get to meet some really nice people who you may end up working with in a more collaborative way in the future.

One of the other major reasons for me going to deanery and sub-regional meetings is that there are always new changes in the GP educational environment. Some of us are good at reading circulars, but others need to go over things and verbalise questions; I’m one of the latter.

NA: 
That nicely brings me onto appraisal. How are you assessed and appraised on your performance as programme director?

BH 
Different deaneries arrange this in different ways. Some are more top down, management style appraisals, while others have peer appraisals with the outcomes shared with the senior educators. Where it works well the appraisal can be very helpful, and in all deaneries there will be specific inputs from the educational appraisal that will be part of the more general GP appraisal.

NA: 
Okay, something most of us aren’t keen on talking about: pay? I have heard that programme directors are paid as little as trainers.

BH: 
Pay is not normally the key reason to take on this work. There is little pay progression as a programme director, and in almost all Deaneries, except perhaps for Scotland, the pay is rather less than you would earn in the equivalent time in general practice.

The other thing to remember is that many of us put in more hours than we are paid for; often because we’re so passionate about education and training but that really depends on your personality type. 

NA: 
You’ve said most PDs sign up to the job because they’re passionate about education and training. So why do most programme directors stop? What’s the life expectancy of the average programme director?

BH 
The UKADP (UK Association of Programme Directors) have been aware of a higher turnover rate of TPDs in the last few years. It appears that there are two camps: most start off on a limited time horizon of, say, 7 years, and at the end of this time many move on to do something different. Others may feel they can’t cope with the changes or get tired of the pay; there are many reasons.

On the other hand there are those who like me are “lifers” and feel that the job of the GP would not be complete without being a teacher/facilitator as well. We love the buzz of working with younger doctors and being challenged by their new ideas, or the excitement of seeing a small group really taking on learning together. 

NA:
Are there any other areas that TPDs get involved in that we have not talked about?

BH:
Some especially those who have been around longer seem to end up on a variety of committees in the deanery or nationally. This brings a wealth of ideas back to their own scheme but also helps either the deanery or the country to improve its quality assurance. TPDs can be involved in the development of the exam and several I know are trying hard to get more involved to make sure that plans are grounded in the variety of realities that TPDs and trainees live and work in. 

Others are involved in the training courses for intending trainers, helping deliver training in various components of the nMRCGP and many other educational seminars/workshops. It can be fascinating work. One of the most useful courses is the annual conference run by the UKAPD which often gives TPDs new ideas and suggests ways to overcome problems. 

NA:
Oh, before I forget, I’ve noticed that many of the schemes run a web site and some run an e-group. How much of my working day will this take up? And I’m a bit clueless about web design.

BH: 
Information technology is becoming an essential part of the job. But that doesn’t mean you need to start equipping yourself with the skills needed to become a professional web programmer. Some schemes have used a web design company to make and maintain their websites. Others have TPDs who have fancied having a go, acquired the necessary skills and enjoyed doing it.   So, it’s really up to you.

However, you do need to get familiar with programmes like Word, PowerPoint and of course e-mail. If I’m honest,  most TPDs look at their emails most days and though many of them do not take long doing this, some will have lots!

NA: 
I didn’t realise you did so much.  Surely that means having efficient and reliable staff must be dreadfully important. What sort of backup do you have at the local postgraduate department? 

BH: 
Yes, nearly all schemes have an administrator to help you with the organisational aspects of training and you need to make use of them as full as possible to be able to maintain your own work-life balance. But whether it’s a full timer or part timer you get depends on how big your scheme is.  

NA: 
It sounds like a TPD needs well developed leadership skills to handle all this.

BH: 
Leadership, teamwork and self awareness. Different leadership styles are needed in different situations. I learned a lot from the leadership course that I went on a few years ago. Management skills are needed too, recognising that within a few minutes a TPD can move from being a “top” manager of his scheme to a “middle” manager or even “bottom” worker in the deanery or nationally.

NA: 
Okay, going back to the job as a whole, there must be bits that you don’t like.  Go on, spill the beans...

BH:
Yup, you’re right. There are some drawbacks and off the top of my head...

· Starting with the workload: it can intrude into other areas of your life – some have resigned simply because “something has to give”. For instance, getting time off to attend meetings can sometimes be difficult and you may have to resort to using your annual leave from the practice. Always keep an eye on your work-life balance.

· Pastoral care is an important component (for example, when dealing with trainees in difficulty) and can eat up a lot of time and energy. However, many of us feel that the reward from a successful outcome is unbeatable.

· Some TPDs feel they have many responsibilities but no rights. “Top down” pressures can be excessive sometimes with unrealistic expectations and demands.  Sometimes you feel like ‘Piggy in the Middle’ between PMETB, RCGP and Deanery on the one side and trainers and trainees on the other.

· Bureaucratic content of the job: there can be an enormous amount of time spent fighting an electronic paperwork mountain, and the potential for reading up on educational policies or research can seem endless.  In general, there is inadequate time resourced to do the job properly.

· The ‘open endedness’ of the job: you can often feel like you’ve never finished everything on your ‘PD To Do list’ and, because most of us do it electronically from home, it’s hard to switch off from it.   It can therefore intrude other areas of your life if you’re not careful – admin support is variable from Deanery to Deanery and can be fantastic but not always…Sometimes, the job can create partnership issues back at the practice. The practice can grumble about workload and therefore make you feel guilty. Time out from the practice can defragment the continuity of care you provide to your patients.  Practice Managers and Reception staff then have the task of rearranging surgeries. Locums may not be available which means the other partners have to reschedule their work. All this can lead to more and more resentment. You can be made to feel that “you’re not pulling your weight”. This, combined with the ‘not so great’ pay structure could lead to low morale.

· And finally, the pay structure at the moment does not truly compare to what you’d earn for equivalent time in General Practice as a partner. 

But having said all this, please remember that I am STILL a working PD and still loving it. That goes to show there are more good bits than bad.   We TPDs are well satisfied when things go well and enjoy the freedom and excitement of innovative work: these really do add so much value to one’s self worth. 
NA: 
I’m still interested, but I am worried that my partners might not appreciate the workload that I am involved in.

BH:
Normally the workload is officially only one, two or three sessions depending on your agreement with the deanery. A lot of the thinking time for programme directors is out of normal working hours. The issue in partnerships can be around the flexibility to attend meetings or doing the “course organising” work. So you may need to explain the different aspects of the job to your partners so that they understand the heavy work you do on the release scheme in addition to other work. The crucial thing to decide with your partners is whether the money that you get for being a programme director comes into the practice as a whole, or to you as an individual. Your partnership agreement should cover this, but if you are a salaried Dr, or in a portfolio career, then you will keep it.

NA
Coming back to the workload thing, what would my role be as a TPD in selection/recruitment centres and in the ARCP (Annual Review of Competency Progression) meetings?

BH 
Well, there is no national pattern so it is difficult to be totally clear. In many deaneries you are likely to be expected to offer time at the selection centre: often one day per session you work as a TPD per year, but this is variable. 

And ARCP... some TPD are likely to be involved but systems vary from deaneries where there are scheme based panels (and only deanery panels for the more complex trainees) to just deanery based panels (in which TPDs are again involved).

NA: 
Sounds like you TPDs do a lot of work and I admire your passion and enthusiasm.  You mentioned some of the good bits about the job but seriously, what do you get out of it for YOURSELF?

BH: 
I can only speak for myself but I am sure what I have to say will be the same for others.

· Firstly, teaching is extremely fulfilling. Many GPs who are well established in their everyday work find it valuable to develop a new are of interest and skill.  The satisfaction from seeing young new doctors develop because of the way you have trained them is immeasurable.   Frequent contact with fellow TPDs, trainers, practice manager is stimulating and keeps you own your toes.  Your work will make a positive difference to all these different stakeholders and many will even say so directly.

· And this feeling of contribution – that you are putting something back into the profession by passing on skills you have developed on to the next generation.  Contribution invariably leads to more personal satisfaction and self worth.

· Some of this involves some great challenges, which means the job is very absorbing and never becomes stale and boring. 

· And there are so many opportunities like developing new educational events in innovative ways.   These help build your presentation, chairing, feedback and consulting skills further.

· But not only that, you learn and develop a lot yourself. Working on these challenges invariably brings you into contact with some magnificent people who you learn from further. There are so many transferable educational and managerial skills you pick up which you can take back to the practice or your home life.

In essence, I think it makes me a stronger, wiser and generally more rounded person. Now that can’t be bad...

NA
What national organisations are there that might help support me in my new educator role?

BH:
There are lots and acronyms abound! At the moment there are 4-5 organisations, but there are plans afoot to collaborate more and more so that they may become more like specialised branches of a common organisation eventually! 

1) For Programme Directors: the UKAPD (United Kingdom Association of Programme Directors ) is likely to be their organisation as it looks at how to support programme directors (but any educator in primary care can join).

2) NAPCE (National Association of Primary Care Educators) works historically at least mainly with CPD tutors and appraisers but again has a wider group of members than just these groups. 

3) For Associate Directors/Associate Deans, there is something called UKCEA (UK Conference of Educational Advisors).

4) For the Directors of GP education, there is COGPED – Committee of GP Education Directors.

There is another branch with the RCGP that has educational networks…then for the academics in Education … OK, I read your face you’ve heard enough initials for now 

NA: 
Thank you very much. One quality you feel that the successful programme directors should have – what would it be?

BH: 
Enthusiasm. .But I can't resist the opportunity to add imagination, flexibility to adapt to one's own particular circumstances, and the self-confidence to cope with and adapt to constant change. 

NA: 
Same as a GP then?

(BG and NH smile and shake hands)
The authors do not have any connection with BH and his scheme which is an amalgam of practice that is found in schemes across the UK.


