
Ward round practice -
A need for urgent attention?
I read with interest and surprise the paper
‘A survey of ward round practice’ by
Hodgson et al (Psychiatric Bulletin, May
2005, 29, 171-173). This paper greatly
disappointed me in that standard practice
in the West Midlands indicates that ward
rounds are being run for the professionals
rather than for patients. I wonder how
the professionals surveyed would feel if
they were interviewed by the consultant
psychiatrist in front of a room full of
strangers at a time when they were
acutely ill and vulnerable. I have vowed
never to subject patients to this practice.
A brief survey of the adult mental

health teams working in Aberdeen City
and Aberdeenshire who admit patients to
the acute wards at Royal Cornhill Hospital,
Aberdeen found that none of the 15
teams carry out ward rounds in the way
suggested in the paper. The teams discuss
detailed care plans for the next week at
the weekly team meeting involving ward-
based staff. Any interviews between
patients and professionals are carried out
separately and in privacy as patients have
consistently indicated to us that this is
their preferred model for in-patient
assessment.
I am also surprised by the findings that

no pharmacists attend the ward rounds of
96 consultants, since I and my colleagues
clearly showed the benefits of pharma-
ceutical input to mental health teams as
long ago as 1996 (Kettle et al, 1996).
Within the service for which I am
responsible, pharmacy staff are regarded
as core and essential members of mental
health teams and in our experience make
an invaluable contribution to team meetings.
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Wards rounds: for one or all?
Hodgson et al (Psychiatric Bulletin, May
2005, 29, 171-173) point out that little is
known about ward round practice, and
White & Karim (Psychiatric Bulletin, June
2005, 29, 207-209) found that 46 out of
100 patients experienced anxiety in
relation to ward rounds.
Some years ago in Milton Keynes we

tried a communal ward round, which all
available staff and all the team’s in-
patients (usually between six and ten)
attended. After words of welcome and
introducing the staff, the patients were
told that if they wished to see the team
on their own, they could do so at the end

of the round, and could either stay until
then or come back later (very few
patients requested this). Then we went
round the patients in turn, and their key
worker would report on the week’s
progress, discuss medication, level of
observation, leave arrangements and
plans for discharge.
There were several advantages. There

was saving of time, as the welcoming and
introduction of staff only had to be done
once. Explanations of drug actions, side-
effects and other matters, which often
affected more than one patient, could be
done once for all. Patients had less
anxiety, because no one had to go in and
confront the team alone, and no one was
left wondering when, and even if, he or
she would be summoned. An unexpected
benefit was the sometimes powerful
intervention of fellow patients, for
instance if one wanted leave or was
reluctant to take medication, sometimes
the other patients would try to set them
right, saying, for instance, ‘Do you
remember what happened yesterday?
That shows you are not ready for leave
yet’. This social pressure from peers was
often more effective than advice from the
team.
There were some disadvantages. New

patients could not be presented in detail
because of confidentiality, so they were
dealt with at a separate meeting. It was
not appropriate for spouses and family
members to attend, and they were seen
separately.
Most patients preferred the communal

meeting, but this may have been because
the unit was run on group lines, and, for
instance, had a ward meeting every
morning so the patients were accustomed
to groups. In another type of setting it
might have been less acceptable.
Personally I found these group ward

rounds more efficient and also more
enjoyable than seeing patients one by
one. My regret is that we did no formal
audit. Perhaps someone else might try it.
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The first cohort of OSCE
Part 1 candidates reaching
Part 2
In her letter (Psychiatric Bulletin, February
2005, 29, 72-73) Dr Narula asked how
the candidates taking the Part 2 clinical
examination in May 2005 would cope?
Unlike their predecessors, the current
cohort has no previous experience of
doing a ‘long case’ in the old-style Part 1
examination.
We are a team of specialist registrars

who help run the Guy’s, King’s and St
Thomas’ MRCPsych course. This, among

other things, involves arranging mock
clinical examinations. We observed that
the candidates sitting the mock Part 2
examination in March 2005 struggled
with the long case component. Candidates
particularly had difficulties with their
timing, often taking well over 10 min to
present the case, and found it difficult to
succinctly summarise the key features of
the history of presenting complaint. The
feedback we received from the candidates
after the mock examination was that they
were afraid to leave out what they
perceived as important information from
the history even if it meant going over
time.
Given the increased specialisation of

training posts and the changing working
patterns owing to the European Working
Time Directive, are candidates receiving
less opportunity to take full histories from
patients previously unknown to them? We
recommend increased focus on basic skills
during training, such as the ability to take
concise but informative histories, which
should be presented to supervisors during
clinical work and in examination-focused
teaching groups.
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Appraisal and the European
WorkingTime Directive
Brown and Bhugra’s article on the
EuropeanWorking Time Directive has
drawn much needed attention to the
practical solutions which are being
discussed to counter the difficulties
following its implementation (Psychiatric
Bulletin, May 2005, 29, 161-163).
Another important consideration has to

be the introduction of revalidation and
appraisal. Appraisal involves discussion of
a doctor’s clinical practice, and planning
improvements in their development as a
clinician. For the time being, revalidation is
undergoing a review by the Chief Medical
Officer, Sir Liam Donaldson, following
criticisms in the fifth report of the
Shipman Inquiry (see http://www.
the-shipman-inquiry.org.uk/fifthreport.asp).
The review of the basic and higher
training programmes provides an
opportunity to introduce a process similar
to appraisal during these years. An
appraisal system could be based on the
revised curriculum and allow an opportu-
nity to incorporate other areas of parti-
cular interest to the trainee, all integrated
in the form of a personal development
plan (PDP). The College introduced PDPs in
April 2001 and understanding the under-
lying principles at an earlier stage of one’s
career will, over time, allow the system to
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be refined in its usefulness and become
integrated as part of everyday clinical
practice, as major changes to clinical
practice tend to be resisted by the
medical profession.

Ravi Sohal Staff Grade Psychiatrist, Bowden
House Clinic Psychiatric Intensive Care Unit, London
Road, Harrow on the Hill, Middlesex HA13JL

Physical health of patients
in rehabilitation and
recovery
Dr Greening’s survey of the attention paid
to physical health parameters of patients
in rehabilitation and recovery (Psychiatric
Bulletin, June 2005, 29, 210-212) high-
lighted inadequacies in routine monitoring
and a lack of clear guidelines from policy-
makers over what a full assessment might
constitute (National Collaborating Centre
for Mental Health, 2003). Standards of

competence in physical examination
among psychiatric trainees have been
widely denigrated and suggestions have
been made regarding expected practice
(Garden, 2005).
In January 2005 we audited standards

of physical healthcare on an acute
psychiatric unit and found wide variations
in the use of routine blood tests, urinalysis
and body mass index (BMI) monitoring.
With increasing attention paid to the
metabolic effects of schizophrenia and of
atypical anti-psychotics (Jin et al, 2004) it
was felt that clinicians needed to agree a
minimum standard for routine testing of
all in-patients. Following discussion of this
audit at the unit’s academic meeting,
views were assembled over which tests
should be regarded as routine. An inves-
tigations summary sheet was designed,
similar to those used on medical units,
and included BMI and prolactin. This allows
changes over time to be tracked at a
glance and has been added to the

admission notes to prompt requests for
appropriate tests. The aim is to re-audit
these standards in 1 year in anticipation
that they will have translated into a more
rigorous approach to the physical health
of psychiatric in-patients.
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