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SUMMARY

The teaching of general practice in the
undergfaduate medical curriculum now takes place in all
medical schools in the United Kingdom, The main
expansion has taken place after the Report of the
Royal Commission on Medical Education in 1968.

The teaching in general practice was intro-
duced into already crowded curricula and it has therefore
been important to justify this teaching. The developments
at each University have been dependent on the local
circumstances and this has led to a variety of teaching
methods.

The need for general practice teaching is
discussed and this is followed by a description of
the present teaching at all the Universities in the
United Kingdom.

' Methods of evaluation have undergone recent
changes and the methods used in this thesis are those

that are accepted by educationalists.



-10-

The undergraduate teaching of general practice
presents difficulties in an evaluation. Firstly with
the teaching being new, the literature 1is sparse on
the subject and guide~lines are difficult to find.
Secondly, almost all the teaching is carried out by
full-time general practitioners; the students are in
groups of two or four and observational data is impossible
‘to obtain without a Targe team of evaluators. Thirdly,
the teaching of general practice at present is not subjected
to traditional examination techniques and therefore data
cannot be compiled from that source.

Traditional evaluation depended on measurable
data and it is this which has had most criticism because
it is too restrictive and misses the complexity of the
teaching/Tearning situation. The current approaches give
a more global view of the teaching but all evaluation
procedures have advantages and disadvantages. In the
present study a number of approaches have been used,
utilising the advantages of the different methods and

recognising some of the disadvantages.
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The teaching of general practice in Glasgow
was expanding during the time of study; some parts
were developing while others were an established part
of the teaching and these factors had to‘be taken in
account when choosing methods of evaluation.

The teaching in third year, when the student
is present at a patient's initial consultation in a new
illness, was introduced at the beginning of the
present study. A pilot study was carried out to
determine the feasibility and desirability of this
teaching. As a result of this the teaching was given
in the following academic year to the majority of students
in the year. Further evaluation was carried out and as
a result this teaching is now an accepted part of the
curriculum. Any innovation in general practice teaching
in Glasgow will continue to be assessed in this way
and will not be introduced into the curriculum unless
it adds a further dimension to the hospital teaching.
The opinions of both students and tutors are sought early

and any alterations can be introduced at an early stage.
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The.teaching in fourth year, the long~term
éare of the chronic sick, is an accepted part of the
curriculum and the introduction of recording booklets
allowed the teaching to be standardised and both the
teaching and the students to be evaluated.

The teaching in fifth year was at an early
stage at the beginning of the present study and the
methods chosen for evaluation were similar to those used
in third year.

The Department of General Practice in Glasgow
introduced to the teaching of medical students the
technology of a computer. This study was part of a
National Programme and was an innovation in a British
medical school., This new teaching method was evaluated
and the print-outs of the students' performance which
the computer could provide gave an additional method
of evaluation.

Computer-assisted learning is now being used
in other Departments in the medical school and the
teaching material and methods are being transferred to

other Universities. This teaching method has considerable
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application in medicine and further development will
continue. Any teaching method using high technology
can be difficult to justify on an economic basis but in
medicine with the high cost of training a doctor, this
teaching can be cost-effective.

The collaborative teaching with the hospital
departments is at an early stage and seems to form a
useful addition to the hospital teaching. This will
expand and probably involve other disciplines.

The senior elective as a formal part of the
course was introduced for the first time during the
period of evaluation. Although the number of students
was limited, the format and the variety of practices have
been appreciated.

The tutor force continued to grow throughout
the period of the study and a significant number of the
general practitioners in the Glasgow area are now
involved in this teaching. This Targe number of tutors
creates problems in the uniformity of methods and
standardisation of teaching. There are regular meetings

with the tutors and evaluation data is presented with
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each tutor being given his own data when he is able
to compare this to that of the group. These meetings
with visits to the general practitioners in their own
surgeries, have helped to create a unity of purpose.

The questionnaire to the University teacher§
of general practice in other centres and to the Glasgow
tutors has shown that there is a greater uniformity of
opinion about general practice teaching than had been
realised. There was also Tittle difference between
the full-time University teachers and the part-time
tutors in their opinions about teaching.

In the teaching in third and fifth year, a
record was kept of all the teaching consultations.
This proQided a record of conditions seen and allowed
a comparisén with the corresponding morbidity in a
general practice situation. The student Tearning was
measured in the third year and the opinions of those
concerned was sought in both years.

The detailed marking of -the recording booklets
and the computer print-outs provided the main basis for

the evaluation in fourth year. The elective period
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was evaluated using a questionnaire and the tutors'

opinions were gathered in each part of the teaching.
The methods used to evaluate were appropriate

for the course in Glasgow but many are applicable to

other courses in general practice in other Universities.
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CHAPTER I

HISTORY OF TEACHING

RELEVANT TO GENERAL PRACTICE.

There was no school of Medicine in mediaeval
Scotland. Until the fourteenth century the universities
of Europe were few in number and although restricted in
their location were international in character drawing
students and teachers from all other parts of Europe
including Scotland (Poynter, 1966). In the fourteenth
century a spirit of nationalism was prevalent and it
became inevitable that the educational needs of Scotland
could only be met by the establishment of Scottish universities.
By 1400, Scottish students had largely disappeared from
English universities and soon France forsaking the
Avignon cause and pursuing a neutralist line was also
barred to the Scots. =~ For Scottish students and for
teachers alike there was only one choice: to return home.

The University of Glasgow was founded in 1451
when the population of the town numbered only two thousand
inhabitants. The new University seemed to have had no

plans to introduce teaching in medicine although it is
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recorded that, in 1496, one Andrew de Garleis was
admitted as a Doctor of Medicine. Andrew Brodie, a
genial and learned physician and traveller reported
that he studied'at the "Littyl Unyversite named Glasgo" in
1536 from which it can be inferred that there was some
medical teaching at that time. In 1598 one physician,
six surgeons and two midwives were in practice in
Glasgow, although much of the population's medical care
was provided by a numerous band of unqualified charlatans.
In response to public concern over the skills of unqual-
ified practitioners Peter Lowe founded the Faculty of
Physiciéns and Surgeons in 1599. The new Faculty was
responsible for the examination and licensing of surgeons:
physicians, most of whom had studied at continental schools,
were only called upon to produce their University Diplomas.
In 1602 the Faculty planned to teach "upon Medicine,
Chirurgerie or Apothecarie" and ordered that apprentices
should serve for a period of seven years.,

The real founder of Glasgow University Medical .
School was William Cullen (1710-1790). Cullen, a
graduate of Edinburgh University and a founder member of
the Royal Medical Society, was undoubtedly influenced by

the teaching curriculum of the medical faculty at Edinburgh
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and resolved to devote his energies and talents to
raising the academic status of the Glasgow School. In
1744 he gave up his practice in Hamilton, moved to
Glasgow and began lecturing as a private teacher in
Engiish, as opposed to Latin, on the theory and practice
of medicine. Within a few years Cullen, single handed,
had established a medical seminary of repute but his
achievements were still not formally recognised. 1In
1751 he was appointed Professor of Medicine and until
1755 when he moved to the Chair of Medicine at Edinburgh,
Cullen remained the mainspring of the new school. He
was succeeded in Glasgow by his pupil and friend, Joseph
Black, who continued the Cullen tradition of teaching.
These two by their brilliance as lecturers, their modesty
and their benevolence attracted increasing numbers of
students to Glasgow, and towards the end of the century,
although neither Cullen nor Black were still associated
with Glasgow, the School had progressed remarkably both
in stature and in ability. At this time some two hundred
students were in attendance at the University Medical
School although not all completed their studies and

graduated.
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Of the three branches of the medical profession -
surgeons, physicians and apothecaries - the apothecary was
Towest in popular and professional esteem. Originally
shopkeepers, they had assumed a separate identity when
in 1617 they broke away from the Mystery of Grocers (Stevens,
1966). They established their right to treat the sick
during the plague of 1655 when the physicians together
with their rich patients moved out of London to seek
the healthier air of the country.

The Apothecaries Act of 1815 was the culmination
of some years of discuésion and agitation concerning the
need to lay down standards of medical education and to
establish a medical register. Owing mainly to the self-
protective opposition of the College of Physicians, the
Acf did not achieve all its aims. In the early nineteenth
century the greater part of medical practice throughout
the country was undertaken by apothecaries who were anxious
to establish a professional status. While the Act of
1815 instructed the apothecary to prepare and dispense the
prescriptions of physicians who were Tawfully licensed
to practice, it also gave him for the first time the Tegal

right to prescribe: a right that he had Tong assumed.



The legal recognition of this right brought him a step
nearer to the general practitioner as he is known today.
The Society of Apothecaries were empowered to appoint
twelve of their number each of twelve years standing to
be a court of examiners who could examine and grant
certificates of qualification. The candidates had to

be at Teast twenty-one years of age, to have served an
apprenticeship of not less thén five years, and to produce
testimonials of sufficient medical education and of a
good moral conduct. From the standpoint of medical
education this was the first time that specific courses
of instruction had been required by Taw. This was an
important advance since it became accepted that no longer
was it solely by the study of books and the work of
Hippocrates and Galen, but by instruction in the basic
sciences and by Tearning about disease at the bedside,
that the student became a doctor.

The Medical Act of 1858 was principally the
result of the difficulties that stemmed from the limited
scope of the Apothecaries Act. The Medical Act was
important in that it established common rights to practice

throughout the British isles. It established the
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General Medical Council whose duty it was to set the
standard required of those whose names could be admitted
to the Medical Register. Patients were diverted to
special hospitals and in 1860 the British Medical Journal
commented "Do these teaching hospitals subserve the
education of pupils? ~ most decidedly not. Their
tendency is to starve the general hospitals, where the
schools are established, of that variety of cases which
are so instructive to the general practitionér. Moreover
the splitting up of the specialties with a more than
Egyptian minuteness has a tendency to destroy that unity
of disease which the philosophic mind should always keep
in view."

Physicians tended to be concentrated in the
major towns, while outside London and beyond the spheres
of influence of the Royal Colleges, general practitioners
were growing in importance with the increasing affluence of
the industrial revolution. By 1860 the general practitioner
was firmly established as the doctor of the rising
middle class. In the late nineteenth century the
purpose of the General Counci]vwas above all to produce
a safe general practitioner rather than to devise an ideal

scheme of medical education (Newman, 1957).



The system of patient referral that developed
in the late nineteenth century was designed to e!fminate
competition for patients between general practitioners
and consultants. General practitioners were excluded
from the staffs of major voluntary hospitals at the -
beginning of the twentieth century; and the consultants
continued insistence on a monopoly of hospital beds has
merely followed an established trend. The National
Health Insurance Act was passed in 1911 and was the
first examﬁ1e of medical services being supported by |
State finance. The Act however consolidated and strengthened
the general practitioners' position, leading to an increase
in the number of general practitioners and an improvement in
their income and standing. The Act brought great numbers
of wage earners into ready contact with doctors and thus
bolstered the referral system. In many ways it was a
further and significant step in the advancement of
general practice that was initiated by the Apothecaries Act
of 1815,

Prior to 1939 there was no specific training
for general practice and many students left hospital
immediately after graduation to set up their plates as
independent general practitioners, to buy a vacant practice,

or to be taken into an established partnership. At this
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time the ratio of specialists to general practitioners
was of the order of one to seven and one third of the
specialists were concentrated in London. The growth in
medical knowledge that exploded in the early twentieth
century led to a marked increase in the number of
specialists. These changes tended to encourage a
fragmentation of the profession and the general practitioner
uneasily surveyed his future role.

The Goodenough Committee on Medical Education
(1944) said that "in deciding the importance that should
be attached to the various subjects and the type of
instruction that should be given, the bias should be
towards the needs of the future general practitioner."
The Health Services Act (1946) broadly followed the lines
of the 1944 White Paper and recommended a system of health
centres, based on premises equipped and staffed at public
cost. These were to include general medical and dental
services, local authority clinics, and occasionally out-
patient departments. The establishment of the National
Health Service seemed to recognise and intensify the
divisions between hospital and community medical services:
the consultant was now no longer financially dependent

on the general practitioner and the 1inks between them
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became weaker. For many years after 1948 all invesiment
and development was in hospital to the neglect of the
community; the general practitioner was relegated to

a back seat and it became fashionable to hold a narrow
rather than a broad clinical interest. Lord Moran (1946)
discounted the possibility that general practice might

be a vocation, "If a man's vocation was obviously trying
to help the community, would he not have more opportunities
as a consultant?" In contrast, Sir Lionel Whitby (1947)
said "Shall we perhaps like a Gilbertian Navy be all
admirals and suffer from a galaxy of specialists with

none to do the field work, the work in the home?"

Collings (1950) looked subjectively at the
standard of work in fifty-five practices. He concluded
that general practice was at its worst in close proximity
to the large hospitals and the clinical centres, and
improved in scope and quality almost in proportion to
the distance away from the centres. It seemed.that
general practice was worst where the need was greatest,
and especially in industrial areas where the conditions
were so bad as to tend to overide the abilities and skills
of the individual doctors. Rural practice seemed to
represent the last outpost of family doctbring. The

British Medical Journal (1950) judged the picture as
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inexact and unfair. The Lancet (1950) noted the
deficiency of the study but welcomed the report as a
major challenge, and made a plea for a constructive
rather than a defensive reaction. Whatever its defects
as a research study the paper had a salutary effect
on general practice by galvanising the general practitioner
to attempt some self-diagnosis. It prompted a number
of other surveys which tended to produce less disparaging
conclusions. Lord Taylor's book fGood General Practice",
based on observations made in 1951-52 of ninety-four
general practitioners in thirty practices, became the
most celebrated study on the subject. The Cohen
Committee (1950) saw general practice as a special
branch of medical practice dealing with the "whole man"
and it deprecated the "traditional distinction in status
and prestige between general practice on one hand, and
any and every specialty on the other.f

The Steering Committee of the College of General
Practitioners (1953) felt unanimously that "general
practitioners were without headquarters, without academic
leadership of their own, without much influence over
undergraduate or postgraduate teaching, and without the

status of their specialist colleagues. General practitioners
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had muddled along and time and time again they had
found themselves left behind, left out, edged out and
even pushed out as from certain cottage hospitals.

They had never organised themselves and they had no

6ne of the standing of the Executive of the Royal
Colleges to put forward their CTéims when big decisions
had to be made."

The Lancet (1952) accepted the view that
general practitionerswere as much entitled to a Coliege
as were physicians and surgeons. The College of
General Practitioners was established on 1st January 1953
and in the first three weeks had 1,007 members and 142
associates. By six months there were 2,000 members, the
general practitioner already knew his responsibility but
he was now asserting his value as a member of a distinct
professional group.

The main impetus to the undergraduate teaching
of general practice came from the College of General
Practitioners. However there is some evidence that
this teaching was being developed before the College was

in existence. Barber (1952) reported that a course of
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six lectures in general practice had been introduced in
1935 as an extra for the student at St. Mary's Hospital,
London. Lord Moran, then Dean, had prophesized
gloomily that the Tecturer must not expect an attendance
of much over a dozen but handsomely ate his words when
eighty turned up. This lecture course was repeated
annually and every second year during the second world
war. After the war a full-time one week attachment

was arranged with a general practitioner and proved popular
with students. Scott (1949, 1950) reported the setting
up of a teaching practice in what was formerly known as
the Royal Dispensary of Edinburgh. Prior to this time
there had been four dispensaries to which the poor sick
had direct access as a primary source of medical care.
The new teaching practice gave continuing care for three
thousand patients and the practice team consisted of

two doctors, a medical social worker and a nurse. The
practice was therefore run by full-time academic staff
seconded to the project. From the beginning twenty

- medical students were accepted each term for practical
training in the day-to-day setting of general practice.

As the term advanced the role of the student changed from
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that of an observer to one of an apprentice. Two

further reports of teaching in general practice then
appeared during 1952, Brockington reported on the proposed
Manchester Health Centre which he stated would present

an admirable opportunity to remedy previous deficiencies
and at the same time show how the prevention of disease
and the promotion of health can be integrated with

general practice. Hobson (1952) reported on a voluntary
two week attachment for final year students at Sheffield,
fifty-five per cent of the students took part in this in
1957 and this figure rose to seventy-seven per cent the
following year. The teaching of general practice grew
gradually over the next twenty years with the main
expansion coming in the early seventies after the publication
of the report of the Royal Commission on Medical Education

(1968).
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CHAPTER II

s et e st

WHY TEACH GENERAL PRACTICE

IN THE UNDERGRADUATE CURRICULUM?

In 1949 Scott noted that the free public
dispensaries would disappear with the advent of the
National Health Service. A1l had a common pattern and
offered free medical advice and treatment to the sick
and the poor. For many years the dispensaries had
provided invaluable teaching facilities for several
universities. The medical student was introduced by
the physician in charge to a wide range of conditions,
the so-called minor maladies, which he was unlikely to
meet {n the wards of the teaching hospitals, but which
would comprise more than nine-tenths of the material
with which he must deal eventually as a general
practitioner. The s{udent was called to the homes
of his patients where he was given his first opportunity
to accept personal responsibility. Furthermore while
he might be fully concerned with the niceties of

clinical diagnosis and treatment, he could hardly fail



~30~

under these conditions to develop an increasing pre-
occupation with the physical and social circumstances
which constituted his patient's immediate environment.
In prescribing treatment he came to appreciate the need
for simple explanation, reassurance and advice, and
Tearned the vaiue of social and recreation therapy as
adjuncts to the British Pharmacopea. Scott thought
an ounce of such learning by example was worth a pound
of formal precept and theoretical instruction.

The Medical Act of 1950 and 1956 recommended
"that the Universities now had to produce the educated
graduate prepared to it himself for further training
for his chosen part in the profession". It was realised
that undergraduate training could no Tonger be expected
to produce the complete doctor as it did in the late
nineteenth century.

Morale in general practice was Tow during the
early ]950'5. Dicks (1950) wrote that at least one
of the major factors in this demoraiisation of the

general practitioner was that his education did not equip
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him for his job. He argued that the good general
practitioner was the "pivot of all adequate, personal,
friendly care for sick people" and "maintained a
preventive watch over the health of families and work
groups." To be fitted for this role he ought to

have had the opportunity from the beginning of his
medical studies to develop the "widest vision of human
beings and manifold troubles". He argued that the
discouragement of the general practitioner began on
the day he entered hospital as a clinical student.

The social and scientific prestige of the teaching
hospital was created by the “demigods of specialism,
who even if modestly endowed could still Tord it within
the kingdom of their own firm and ward."

Dicks thought that the true framework of
general practice was holistic medicine: the integrated
care of‘a person based on an appreciation of the psycho-
social as well as the biophysical factors in aetiology
not at the time adequately taught or subsequently put
into practice.

In a review article in 1951 the British Medical

Journal noted that both the Goodenough Committee and



the General Medical Council were at one 1in stressing
that the bias of medical education should be towards
the needs of the general practitioner. The leader
asked how the future general practitioner was prepared
for his work and noted that he learned little about |
general practitioners themselves. It was stressed
that medical stﬁdents should be taught their craft by
those who practice it and noted that at Teast some
medical schools were beginning to call for the help

of Tocal practitioners. A British Medical Students
Association Survey of General Practitioner Teaching
Schemes in operation in 1953 noted that in thirteen of
the medical schools there was no provision for any
attachment tb a general practitioner.

The College of General Practitioners (1953)
set up a Working Party to review the teaching of general
practice as an undergraduate subject. They reconmended
that all medical students should be given an insight
1hto general practice by general practitioners, and that
medical schoois should co~opt general practitioners to
advise and take part in this teaching. They also asked
that all general practitioners who wished to cooperate
in this should notify the College or the Dean of a Medical

School.
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MacGregor (1953} compared the morbidity which
he saw in general practice with that occurring in Peel
Hospital (Selkirkshire). He concluded that an endeavour
should be made to show students all gradations of disease.
Hodgkin (1956) reported a similar study in which he
compared the differences in morbidity between hospital
and general practice - he presented data collected over
a thirteen year period during which he had practiced for
an equal amount of time in each enviromment. Hadgkin
clearly demonstrated the different patterns of illness
seen in hospital and in the community and his experience
led him to believe that the training of medical students
could be widened by an exposure to general practice. He
thought that this would be unlikely to confuse the student
nor would it greatly add to the duration of the undergraduate
curricutum.  He concluded that general practice
represents the background of all hospital medical practice.

At the first World Conference on Medical Education
(1953) there were repeated calls for the inciusion of
undergraduate teaching of general practice as a formal

part of the curriculum. The meeting recommended "The
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Medical student has therefore to be familiarised not
only with the pathology of the disease condition in

the patient, but with those more important conditions in
the home, family and community". This call was
reinforced by the College of General Practitioners (1954)
when their Undergraduate Education Committee reported

on their views of the medical curriculum,

Mair (1955) sent a postal questionnaire to
two-hundred-and-forty-eight doctors who had graduated
from Aberdeen during the years 1941 to 1943. The
conclusions he drew from this extensive questionnaire
were that the basic sciences, apart from those with a
special application to medicine, should be acquired
before entering medical school, and that the tuition
given during the course needed to have better integration
with a greater focus on the common and hractica] aspects
of medical practice. Further studies with suggestions
similar to those which have been summarised, continued
to appear (Marien and Ardouin, 1954; Barber, 1956;
British Medical Students Association, 1956; Logan,
1958; White, 1963).

Scott (1958) was of the opinion that the most

important things that the undergraduate could Tearn in
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general practice were the intangibles, a philosophy and
an attitude of mind. It was the practical demonstration
- of medicine actually at work in open society rather
than the clinical details which was important.
Brotherstone et al. (1959) reviewing the Edinburgh
Family Medicine Teaching Programme, sent questionnaires
to former students and of one-hundred-and-forty who
replied only three considered that they had derived ho
benefit. The great majority had found that their
understanding of the importance of social and domestic
circumstances in illness had increased.

Despite the increasing number of papers which
were advocating the need for this teaching, progress was
in fact sTow. Fleming (1962} writing about the new
curriculum at Glasgow University included one paragraph
on general practice in which he said that an attachment
in general practice was offered through a scheme
organised by the College of General Practitioners.

This normally took place in the Western Region of
Scot1anq for a period of one or two weeks, but there
were also a number of attachments in other parts of the

country. An editorial in the students magazine Surgo
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(1963) considered the problem of what Universities should
do about general practice teaching. They noted that
some suggested that attachments to general practitioners
should be organised for short periods, but they thought
that this only gave the student an idea of what the
1ife was Tike rather than a more specific training.

A Lancet editorial in 1964 emphasised that
the student must see disease 1in general practice and
quoted the words of Sir Robert Platt who had said fit
is in general practice that his widest experience can
be obtained, disease which you will never see in hospital,
disease in its early stages and in late stages with all
its socié] implications."  The Lancet noted that this
statement came from one of the Teaders in medical
education and illustrated a remarkable change of attitude
over that held a decade or two before. In 1964 the
College of General Practitioners brought out a further
repbrt on University Departments of General Practice and
stressed that the task of these departments was to
familiarise students with problems which arise in
patients outside hospital.

The British Medical Students Association

produced a further report on medical education in 1965,
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and they noted that there was now a general practitioner
attachment scheme in all but three medical schools.

They emphasised however, that in only three was this
compulsory. In eighteen of the twenty-three schools
there was a strong student demand for contact with

general practice and they recommended that there should

be immediate action by medical schools to emphasise the
general practice aspect of medicine in the undergraduate
curriculum, They also thought that this teaching

- should not be held in the students free time and that

they should have no financial Toss. They also emphasised
that no student should be allowed to qualify without
having had some contact with general practice. Richardson
(1965) carried out a questionnaire with sixty-nine
students following a voluntary two week attachment to
general practice. Fifty-~five (80 per cent) had found

the attachment very interesting and thirty (43 per cent)
said that it had affected their choice of career. Of

the thirty, twenty-one had changed their choice of

career to general practice and Richardson concluded

that such an attachment may have a vocational element.
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The students conmented that they were impressed by the
skill in diagnosis and the wide range of conditions
seen; they also noted the difference between medicine
in a hospital and a community setting.

A School of Medicine and Human Ecology Working
Party (1965) advocated that the role of a medical school
as far as general practice was concerned lay primarily in
the undergraduate M.B.,B.S, course and in the pre- |
registration period. ’The part it could play in
vocational training and continuing education was quite
distinct. The Working Party advocated that each
University should have a Department of General Practice
with a Pfofessoria] head. A1l members of the department
should have a clinical commitment and a group of Tocal
active general practitioners should be involved with the
teaching. The Department should be responsible for
research.  The Working Party considered that students
should be exposed to general practice throughout their
clinical years but they thought that the second clinical
year was the most appropriate time for the main attachment
in general practice and that this should be for a six week

period.
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Walker and Barnes (1964) described a new method
of teaching Family and Community Medicine. They said
that they wanted to break away from the old idea of a
full-time attachment to general practice, Family
medicine in common with any other branch of mediciﬁe
consisted of a body of knowledge and their new scheme
included seminars and family case studies in addition
to twicevweeklx sessions in which the student sat in
with the general practitioner during surgery consultations.
They concluded that the close association between the
teaching of family practice and community medicine had
been shown to be an effective way of introducing the
student to the social and family aspects of illness at
an early stage in his career. Heller and Heller (1968)
after a three month attachment as students in general
practice noted that the spectrum of medicine was very
different from what they had seen in their teaching
Hospita1. They saw not only the diseases which rarely
reach hospital but also the early stages and symptoms of
those that do. They saw what happened after the patient

left hospital and returned to the community. The
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important part the general practitioner plays in the
management of disease in the community was brought
home to them.

Scott (1967) could not see how general
practice could be considered as other than part of the
main stream of medicine. He thought its major
- activities were such as to cause it to Tean heavily on
three disciplines. First and foremost was medicine
itself and especially internal medicine and its
supporting laboratory disciplines, secondly the skills and
knowledge concerned with epidemiology that included
biometrics and computer sciences, and thirdly the
behavioural sciences in particular sociology, social
and industrial psychology and social anthropology.

The rate of change had been slow but in 1968
the Royal Commission on Medical Education pubTished
their findings and this accelerated this process.

They stated that there seemed to be no reason why a
general practitioner with appropriate training and
practicing in an appropriate environment should not
achieve an equal professional satisfaction and moreover,

a similar level of regard both within the profession



and outside, to that of his counterpart in a major
hospital. The Committee could not emphasise too

strongly that the undergraduate course should be primarily
educational. Its object was to produce nct a fully
qualified doctor but an educated man who would become
fully qualified by postgraduate training. The

Commission thought that an essential part of a medical
student's education was a knowledge of how to treat

human beings in trouble, to gain their confidence and

to understand the psychological and social background

to the physical probiem. In the aims that they gave

for the clinical part of the undergraduate course,

they inciuded "to encourage a holistic attitude

towards patients and avoid the increasing danger of
considering them as cases rather than persons", and

fto ensure that the student has assimilated the ethos

of medicine.” In their main recommendations about
general practice the Royal Commission thought fthat

every undergraduate medical student should be given an
insight into general practice. In the past, undergraduate

clinical teaching has been based almost entirely on




patients referred or admitted to hospital and only
recently has an attempt been made to provide some
instruction in the wider problems of sickness in the
community. The medical student should understand that
the patients seen in the teaching hospital represent

a highly selected group and that the overwhelming
majority of those seeking medical attention are treated

in general practice without reference to hospital.

In addition to the serious conditions which are often
first seen by the general practitioner, many common
infections are seen only in the home, and patients with
emotional disturbances and minor psycho-neurotic illnesses
usually Qo no further than the general practitioner's
surgery. Certain aspects of medicine such as domiciliary
care of the elderly and the chronic sick which are
becoming increasingly important are best taught in the
context of general practice. The student must be given
an opportunity to see for himself the impact of illness
and death on the family, and to learn how the general
practitioner meets the clinical, personal and social

problems involved. He should see patients presenting
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new symptoms to the doctor for the first time and learn
how decisions have to be made at this stage, moreover

he should see how the doctor/patient relationship often
differs in general practice from that in the hospital.
Students should be able to visit patients in their

homes more easily than they do now, although this
practice is already more common than many witnesses
appear to have realised. The undergraduate medical
students should in our view learn about general practice,
not a preliminary to training for a career in that

fie]d, but as an educational experience whose purpose is
to give every student an understanding of problems which
are of major importance in themselves and should not

be thought of as variants of a minor sub-division

of the problems raised in hospital practice. The aim
of the teaching should be to afford the students some
insight into the nature of the problems and opportunities
in general practice. No department in the Medical School
is ideally fitted to provide the necessary teaching."

The Royal Commission's report continued stating how this

could be done and ended by saying "A series of formal
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Tectures on the subject of general practice would seem
particularly inappropriate; much more could be
accomplished by arranging that the students meet family
doctors either on an individual basis or in small
informal groups."

The British Medical Students Association
brought out a further report in 1968, when they re-
emphasised that all students should be made familiar
with the work of the general practitioner and urged
that the recommendations, that Departments of General
Practice should be established in all medical schools
soon be implemented. The Report stated that the
attachment scheme should not be considered as a method
of training for general practice and that its purpose
was to bring the student into contact with the practitioner
to enable him to see general practice as first hand.

135 doctors who had graduated at Aberdeen
University between 1956 and 1958 filled in a questionnaire
which asked for the doctor's retrospective opinion of
the undergraduate curriculum (McAndrew et al., 1970).

0f the 135 who replied 58 were working in general




practice and a total of 111 considered that undergraduate
training'in general practice was desirable. Only 20
were not in favour. Apart from those graduates working
in surgéry who as a group had no definitive views on the
need for undergraduate-training in general practice,.
those in other hospital specialties were greatly in favour.
Morrell (1972) stated that those responsible
for teaching in general practice should define those
aspects of medicine that can be taught most effectively
in general practice. He thought that these aspects
included the prevalence and ihcidence of disease in the
community, the social and psychological factors which
determiﬁe the demand for primary medical care and primary
care responsibility to patients with chronic disease,
and the medical and social services which were available
in the community. A Working Party of the Royal College
of General Practitioners (1970) formulated objectives
of undergraduate teaching in general practice. They
emphasised that there were areas of knowledge, skills,
and attitudes that were common to undergraduate medical

education wherever it took place, and they emphasised



that in both hospital and the community there were
many similarities in diagnostic and treatment methods,
in the use of professional and ancillary skills and in
the reaim of ethical standards.

Commenting on their undergraduate experience
of social medicine teaching McKillop and Oakley (1971)
noted that one of the best features of the course was
a visit to a health centre where they were able to sece
how many of the principles that they had been taught
could be put into practice. They concluded however,
that a single short visit was inadequate and they
considered that the teaching of students in health
centres Wou]d, in the future, be an important part of
medical education.

In studies of the attitudes and response
of medical students to undergraduate instruction in
general practice (Dean, 1971; Dean, 1972) it was noted
that students became more positively disposed towards
~general practice as they progressed through medical
school. The nature and the amount of contact that

the students have with general practitioners influenced
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their attitudes towards it, and the exposure to general
practice was considered as a valuable experience.
The students considered that the practice team, the
social and environmental factors in disease, visiting
patients in their own homes, and the relationship
which a general practitioner has with his patients were
concepts which they found interesting and appreciated.
In considering the contribution that general
practice could make to undergraduate medical education,
Wright (1973) considered that general practice was
suited to be a University discipline. He gave the
following criteria for an academic discipline: firstly
the discipline should have a distinctive aggregate of
knowledge, skills and thought Which can be translated
into educational objectives. 'He made a plea that
~general practice should confine itself to the teaching
of those aspects of medicine which were peculiar to
general practice. Secondly, the discipline should
show a distinctive field of research and lastly it
should have the capacng to cultivate intellectual

integration. He noted that large numbers of students
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could not be coped with by the staff of small University
departments and he suggested the concept of an extended
department which co-ordinated the resources of that
department with a group of part-time teaching general
practiﬁioners. This demanded a core of practitioners
who were able and willing to be involved in teaching,
‘who had to think in terms of educational (rather than
vocational) objectives, and who are willing to subject
service commitments to the time~consuming preparation
and thought which student teaching demands.

After his student attachment World (1973) noted
that the.present undergraduate medical training was
inadequate for the doctor who intended to work 1in
~general practice. He thought the undergraduate course
was more appropriate as a training for hospital practice
and that a dual standard seemed to exist whereby the
student received no training in the medicine of general
practice.

A recent report (Merrison, 1975) considering
the future control of undergraduate medical education
noted that "the aim of basic medical education ought to

be to produce a graduate whose knowledge, skills, attitude
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and potential are relevant to the medical needs of
society. His understanding of human deve]opmenf, health
and disease will have been established through the
acquisition of knowledge of the appropriate sciences.
He will have developed an appreciation for the complex
aetiology of contemporary medical problems and of the
services available for their management through
academic courses and work with patients. His basic
skill will be in clinical method. He will recognise
the limitation of his own knowledge and ability and
will be prepared for a career in medicine that 1is
based upon continuing education. All these are, in
our view‘rightly, general aims and reflect first the
recognition that all doctors will need vocational ftraining
before being able to practice independently, and
secondly that the doctor must be given a sound basic
training before specialising.”

A British Medical Journal Leader (1975) on
Academic General Practice noted that it had been required
to defend its validity and credibility to an unusual

(though healthy) degree. Richardson (1975) wrote on
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the value of a University Department of General Practice
and restated the criteria for academic status given by
Wright (1973). He proposed four criteria to be met

for a subject to gain academic independence. Firstly,
the éubject must encompass substantial and distinct
areas of clinical practice: four out of five illnesses
seen in general practice never reach hospital care.
Secondly, the subject must teach skills in defining

and managing problems that are not available elsewhere;
in general practice decisions must be made in predominately
self-Timiting illness, time is used as an investigation,
the physical and psychological components of illness
need to be unravelled, and the absence of illness must
be diagnosed. The discipline must, thirdly, have a
recognisable philosophy: the degree of the general
practitioner's concern with the whole patient rather
than exclusively with the disease is probably his hallmark
although he has no more monopoly on humanity than the
hospital specialist has on clinical competence.

Finally, the subject must be able to support active
research requiring critical self-analysis, experimental

thinking and active progressive development.
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In a study of career preference of doctors
graduating in 1974 (Parkhouse and MclLaughlin, 1976)
a questionnaire was sent to 2,348 doctors in England,
Wales and Scotland. There was an 86.1% response and
665 (32.9%) gave general practice as their first career
choice. Medicine, with 454 (22.5%) was the second
career choice. The figures for Glasgow were 27.4% for
~general practice and 26.2% for medicine. General
practice was included in the first three choices of
67.5% of all those surveyed. This Tevel of interest
is an indication that an adequate exposure to general
practice should be included in the undergraduate curriculum
so that students can make a choice based on first-hand
experience. McIntyre and Parry (1975) carried out a
survey in the 1962 graduates of Scottish Medical Schools.
They found there was a tendency for graduates to make an
early career decision and to have their training almost
exclusively in one specialty.

Since self-care by patients can be taken as
representing the first level of care within the community,

the general practitioner represents the second level,




and the first level of professional care. The

different range of diseases and symptom complexes that
are presented to the general practitioner will be varied
by many factors including the age/sex bias of the practice,
the social class distribution of the patients, the
prevailing epidemics within the community, and the season
of the year. The range of illnesses seen will also be
influenced by the doctor in that he can subconsciously
affect the timing of his patient's consultations. This
is also clearly seen in relation to disease groups such
as psychiatry where the doctor who is less interested '
in this kind of problem can through this, influence
patients to present such conditions to another member

of the practice.

The undergraduate course in medicine attempts
to give the future graduate a broad but comprehensive
medical education. This is the base on which specialist
vocational training can be added to equip the doctor to
work independently and in his chosen branch of medicine.
If the aim of a comprehensive basic training is to be

achieved, the undergraduate must have some experience




of the broad range of disease and illness states that
exist in the community. The extension of clinical
teaching from the hospital into the community allows

the student to have a more comprehensive view of 11Tness
and its effect on the patient. The course of teaching

in general practice aims at giving the student experience
of important facets of illness that are normally

difficult to demonstrate in the hospital, but which are
necessary if medical training is to be comprehensive.
These facets include the important illnesses and diseases
that are common in the community, the early presentation
and progress of acute illness, the problems of the long
term caré of patients with chronic illness, the
rehabilitation of the patient, and the 111 patient in his
own environment and the effects of that environment on the
illness. It is now universally recognised that to

~give the student a proper and comprehenéive medical
training he has to Tearn his subject both in hospital

and in the community.
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CHAPTER III

HISTORY OF GENERAL PRACTICE TEACHING

IN__GLASGOW
The undergraduate Education Committee of
the West of Scotland Faculty of the College of General
Practitioners met twice during the year 1953-54 (Harrison
1977). They discussed their function at the first
meeting and later planned methods of instructing students.
They then had an informal discussion with the Dean and
secured a measure of good will. A formal joint meeting
in January 1954 established a series of lectures and
the approval of a scheme of student attachment to general
practitioners. By May 1954, twenty-five general
practitioners had volunteered to take part in the
attachment scheme but during that year only two students
were actually attached. A Tecture course was introduced
the following year and two courses of three lectures
Awere given in each of the main teaching hospitals.
There was a poor attendance as the lecture was in the
students' free time. Thirteen students were attached

during this session and in the following year {1955-56)
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the lecture course continued. It was now given within
the ‘formal curriculum; this was well received and
attendances improved. It was hoped that these
lectures would continue on an annual basis,

In 1956 the Medico Chirurgical Society had
their first lecture given by a general practitioner;
Dr. W.N. Pickles, President of the College of General
Practitioners. This was successful and it was hoped
that it could continue as an annual event. There were
by 1956, thirty-six general practitioners willing to
take part in the attachment scheme which was extended to
a period of two weeks. Twenty~four students took the
attachment in that year. In the following year 33%
of all students took part in the attachment, and by the
following year (1958) this figure rose to one hundred
students with ninety general practitioners willing to
take part. In 1960 the curriculum changed with the
disappearance of the three-month summer holiday; the
student attachment had thus to be condensed into three
weeks in the Easter vacation. As a result of this

change there was less enthusiasm for the attachment both




among the students and general practitioners and only
forty-two students were attached during that year. In
1962 this had grown to one hundred students. A student
questionnaire was carried out after the 1959 attachment and
11 of the 21 students responded. ATl thought that fhe
attachiment was valuable and almost all replied very
positively. Half of the students remarked on the amount
of psychosomatic illness which they had seen in their
attachment to general practice.

In a survey in 1961~62, Dr. Charles Wilson,
Principal of the University, referring to the integrated
year in medicine said "It is hoped that general practitioners, and
almoners, amongst others, will also play a part in this
teachingf. The local Faculty of the College of General
Practitioners remained active and in September 1962 there
was a suggestion that a combined teaching practice and
College headquarters should be established in Ashton Road
near the University. Two practices in that area had
fallen vacant; a number of meetings were held but the
consensuys of feeling in the College was against this
concept. In April 1963 there was a further attempt to

secure premises, this time at Queens Gate, and it was




..57'..

proposed that ten general practitioners should use
it as a teaching unit. Queens Gate lies some distance
from the University, and this was the main contra-
indication to this site.

A Working Party from the West of Scotland
Faculty of the College reported in April 1964 and suggested
. that a Department of General Practice could be initiated
under the Chair of Medicine. The new Department
could be initiated by the part-time appointment of a
practitioner well versed in general practice and its needs.
As the work of the Department expanded it was anticipated
that the appointment would become whole time with the
appointment of additional staff as this became necessary.
The Working Party stated that the Department would not
teach general practice in any vocational sense; it would
organise the attachment of students to general practitioners
so that all students would see illness as it occurs in
the community, and thus achieve a better perspective of
medicine as a whole. The Department would also arrange
for general practitioners to assist in the teaching of
students, in seminars, by lectures, and through clinical

demonstrations. The Dean at this time (1964) suggested
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that if a proposal to establish a Chair in General
Practice was submitted, it would have a very Tow
priority as such a suggestion would have to be taken
along with other proposals. He felt that the time was
not appropriate. The Professors of Therapeutics and
of Social Medicine intimated that clinical tutors in
general practice should be established in the Royal
Infirmary and the Western Infirmary. They thought
it would be important that the practitioner should not
give up his general practice which would be his main
source of income, and that he could take a special
interest in the activities of the integrated year.

The West of Scotland Faculty were approached
in 1963 to see if arrangements could be made for one
hundred students in the integrated year of study to be
attached to local doctors during three or four evening
consulting periods. The College decided that this
should be incorporated in the scheme of studies for the
year 1965-66. There was also increasing encouragement
from hospital consultants for general practitioners to
teach within the hospital. The Faculty then suggested

the names of suitable practitioners to be honorary
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clinical tutors in general practice within the hospital,

The student attachment scheme continued
during the Easter vacation. It had been introduced
by Dr. Cooper Harrison, Blanefield and he continued to
administer this course until 1967, when it was taken over
by Dr. R.G. Sinclair, Falkirk. The student enthusiasm
was maintained and there was a heavy demand for rural
and small town practices (Sinclair, 1977). Dr.
Sinclair's lasting impression of this scheme was that
it was instructive to those students who took advantage
of it and the doctoré concerned obviously enjoyed
taking part, and regarded it as beneficial both to the
students and to themselves. This was obvious from the
way that they kept volunteering year after year. Many
thought that one week was too short and in many instances
the one-week attachment was voluntarily extended.

The West of Scotland Faculty for the College
of General Practitioners introduced an open day for
students in May 1970. This was well attended and
took the form of a one-day Symposium which tried to

define the role of the general practitioner, the fundamentals
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of general practice and the techniques involved. The
students showed interest in the Symposium, they
considered that family doctors should play a much Targer
part in their teaching and commented that family doctors
had been very successful as teachers in the integrated
year. The Symposium was repeated in 1971.

In 1965, following lengthy nagotiations
between the Local Medical Committee and Executive Council
for the City of Glasgow and the Scottish Home and Health
Department, the Secretary of State for Scotland announced
his intention to build a health centre to provide general
medical and other health services in the Woodside area
of Glasgow, (Robertson, 1973). Woodside Health Centre
was conceived of as a focus of health activity in
which there would be a strong participation by the
general medical practitioners, local health authority
staff and hospital-based specialists in a primary health
care team which would include an important nursing
contribution and a variety of support services including
social work. The participation of thé University in

undergraduate and postgraduate teaching, in research, and
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in the clinical services to be provided was basic to
.the whole concept. The official opening of the health
centre was in June 1971. At that time the Centre
provided for the brimary care needs of 46,000 patients
and was staffed by twenty-one full-time general
practitioners in the eight practices.

A scheme was introduced in 1972 (Hannay and
Strang ) whereby interested final year students could
gain practical experience of medicine as it is practised
in the community. This voluntary scheme was carried out
with the cooperation of the practitioners at Woodside
Health Centre. The idea for the scheme was initiated
by the s£udents themselves and undertaken entirely
voluntarily in addition to the normal full final year
curriculum.  An evaluation completed in 1972 indicated
that the social medical aspects were more appreciated
than the clinical or vocational, and the time spent with
a district nurse and health visitor or on home visits
was thought to be especially valuable. It was concluded
that such an attachment should be an integral part of
the medical curriculum and preferably on a full-time basis.’

A Senior Lecturer in Primary Medical Care was




appointed in 1971 jointly in the University Departments
of Epidemiology and Medicine (Royal Infirmary). The
preparation of a more structured teaching course began

in January 1972. The objectives for the new teaching
were identified and it was emphasised that the students
were to be taught medicine in the context of general
practice rather than the way of life of the general
practitioner (Barber, 1973). It was accepted that

the course would be ¢tinical in outlook and those aspects
of medical care which could only be demonstrated in the
community were identified to ensure that there was no
overlap with teaching given by other clinical disciplines.
Jdoint sessions linking hospital and general practice
teaching were envisaged. Five main objectives were

- formulated and from these a Tist of eight conditions

were selected to form the content of the first term's
teaching. During the Martinmas and Candlemas term of
1972-73, each fifth year student group of four or five
students had three teaching afternoons made up of one
session every three weeks. The teaching methods used

by the tutors were variable except that they had all
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agreed that the teaching would not be conducted during
normal surgeries or visit rounds. The course was
evaluated by a multiple choice examination paper and by
questionnaires to both tutorsand students; additionq1
comments were made by 46% of the students on-their
questionnaire and all were appreciative of the course.
The multiple choice questionnaire provided no difference
between the group who had the teaching and a control
group.  This however, was after a small number of
teaching sessions. Most wanted it extended with greater
continuity. The visits to patients' homes were popular
as were visits to industry and with the health visitor.
During fhe second term the students' interest remained
high and the attendance remained good. Over the two
terms the attendance rate was 86% and this was remarkably
high considering that the teaching was given in the
students' free afternoon. It was decided that planned
teaching would remain the basis of undergraduate teaching
in general practice in Glasgow. In the following
session (1973/74) the teaching was increased to eight

weekly afternoon sessions and this allowed greater
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continuity and an improved rapport grew between the
tutor and his group.

The main emphasis of the teaching in general
practice continued in the fifth year (Barber and Haraldsson,
1975).  Several other varied areas of teaching had
been developed and there was now an input for selective
groups of students in each of the clinical years.
Attendances remained high during this year and the
modified essay question was used to evaluate the teaching.
The two comments most commonly expressed by students |
showed that they were receptive to seeing patients in
their own homes rather than in the surgery and that
the group discussions which occupied the last hour of
each afternoon were popular: indeed, several students
commented that this was an essential component. By
selecting the patients who were seen, by allowing the
students to take an active part in the learning
situation and by stressing the preparation of complete
problem 1ists the students were encouraged to think n
terms of whole person medicine and to appreciate the

complexity of the probiems shown by some patients.
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If the social environment was thought important in the
management of the patient the home condition was obvioﬁs
for the student to see. It was interesting to note

that 30% of the students took the Elective in the Easter
vacation in 1973, and that this figure rose to 45% 1ﬁ
1974,  The objective assessment of the course using

the modified essay question showed a statistically
significant improvement in factual clinical knowledge and
more importantly in areas relating to the general practice
content of the teaching.

The Department of General Practice came into
being in October of 1974 with the appointment to the
Norie-Miller Chair of General Practice. There were two
further medical appointments within the next six months,
one to a permanent senior lecturer post and one to a
research post.

In the academic year 1974~75 the teaching
was expanded into additional areas of the curriculum with
the main input being still in the students' penultimate
year. In a study of attitudes towards the content of

general practice teaching (Hannay et al., 1976) there
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was good agreement between the values placed by
students and tutors on the content of the teaching.
The main difference was that the students placed most
emphasis on the social aspects of illness but there
was 1ittle difference of opinion between students and
tutors about the relatiye values of the other activities.
In particular both students and tutors emphasised the
importance of seeing patients in their homes, and of
the time that was allowed for discussion about the cases
seen. Both students and tutors attached least importance
to seeing patients in the surgery although this caused
most disagreement in the student groups. A few students
and one‘or two tutors commented on a need to sit in on
surgeries to see how a practice works, but this was
not the view of the majority.

Since 1975 the teaching has been expanded to
include all students.in each of the three clinical
years and the description and evaluation of this teaching

is described in the following chapters,
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CHAPTER 1V

WS R

" "UNDERGRADUATE TEACHING OF GENERAL PRACTICE

"IN OTHER UNIVERSITIES

Of the thirty medical schools in the United
Kingdom almost all include general practice teaching as
a formal part of the curriculum. The few who do
not, intend to introduce this teaching in the near future,
In 1966 (Pearson et al., 1968) eight schools included
~general practice and this figure rose to twenty-two in
1972 (Byrne, 1973). The introduction of general practice
teaching has necessitated foresight and planning: most
schools have specific aims and objectives and continually
evaluate their teaching. The development of general
practice teaching has been so rapid that as yet no
uniformity has appeared in the content or method, In
most schools general practice is taught as a separate
course and tends to be in the student's senior clinical
years. The subject does not lend itself to formal
lectures and most of the instruction given is in a smali

group situation in a clinical setting.
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Almost all academic teachers of general practice
have a 'service' clinical commitment of varying degree
and this is greatest in those schools which have a University
practice - Cardiff, Edinburgh, Guy's, Liverpool, Belfast,
Manchester, St. Thomas's and Southampton.

The information contained in this chapter was
obtained from a series of structured interviews (Appendix
1) with the Heads of Departments of General Practice in
the following centres: Aberdeen, Birmingham, Dundee,
Edinburgh, Guy's, Leeds, Leicester, Liverpool, Manchester,
Newcastle, Nottingham, St. Mary's, St. Thomas's, Sheffield,
Southampton and University College, London. Details
from the remaining thirteen centres, of which only Belfast
and Cardiff have Departments of General Practice, were

obtained by correspondence.

ABERDEEN

- ar ot v -

The final year contains five blocks of teaching,
each of which is of eight weeks. General practice is

included as half a block (four weeks) during the final
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year when groups of nine or ten students are attached

to the Department (Richardson, 1976). The first day

of the four-week block is spent in briefing the student
about the aims and purpose of his general practice
teaching, after which the student is attached to his.
practice. He returns to the Department on the

Wednesday of the fourth week. Case discussions of
patients seen on attachment occupy the Thursday. The
final day includes visits to other practices of particular
interest and ends with a seminar on the attachment.

For the first three or four days of the
attachment the student observes the normal work of his
‘genera1'practitioner tutor. As the attachment progresses
the student is allowed to take greater responsibility
for clinical care and may pay a few return visits to
patients on his own or may visit the family of a
handicapped child. 'The student also studies the
ﬁractice record system and the different roles of the

members of the practice team.
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BELFAST

- .

The Department of General Practice gives three
one hour lectures as an Introduction to the second year
Behavioural Science course (Irwin, 1976). The
Department also participates in fifteen hours of tutorials
during the course of Social Factors Related to Medicine.
In the third and fourth years of the curriculum the
Department gives eight Tectures in the introductory
clinical and the co-ordinated systems Tecture courses.

The main general practice input is in the fifth
year of the curriculum when all students have a mandatory
two-week attachment to a teaching practice in Ulster.
This 1s.supp]emented by eighty-one hours of small group
teaching in which the emphasis is on the presentation
of case histories in undifferentiated illness and on the
development of problem solving and management skills.
Final year students also have a two week mandatory
attachment to general practice and the course ends with.

a three-hour assessment of the students.
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BIRMINGHAM

- —

A1l second year students spend one half day
visiting a health centre (Drury, 1976). A scheme is
being developed allowing each student to be introduced
to a pregnant mother and to follow-up the family over a
period of one to two years. This scheme is in a pilot
stage and at present only involves twenty students.

An introductory course in Clinical Medicine occupies

the last six weeks of third year. The Department of
General Practice has a ten-hour input during this course
when the doctor/patient relationship and communication
are stressed and interviewing techniques and videos are
used to stimulate discussion.

General practitioners come into hospital in
the fourth year and teach on their own patients. Each
student has five sessions of this teaching during which
two patients with acute problems, one with a social
problem, one with a chronic disease and one with a poor
ﬁrognosis, are demonstrated. A scheme is being
introduced in which the consultant is involved in

teaching with a G.P. on patients in the community.




This at present only involves four teaching practiées
and may be extended to twelve. In the fifth year

'the Department have a joint teaching session with
clinical pharmacology once every twe weeks throughout
the academic year. A small discussion panel is formed
consisting of the Professor of Pharmacology, one of

the members of the Department of General Practice and a
clinical consultant who has a particular interest in
Pharmacology. One week before the teaching session
six students are given the necessary details about a
patient and are expected to work up alt aspects of the
case. The six students discuss the patient's problems
with the‘pane1, with the other students in the year as the
audience.

Fifth year students must complete an 'elective'
and over 30% now carry this out in community care.
Throughout the fourth and fifth years there are a number
of teaching sessions involving the Department in the
main block of clinical teaching lectures; discussion
panels, video, papers or clinical topics take the

place of formal lectures.




In the final year all students have a
compulseory two week attachment to general practice
and 190 to 200 practices throughout the West Midlands
participate. The student keeps & log diary of the ‘
attachment and there is both a briefing and a debriefing
session.  The attachment is structured, the student
observing in the early part and gradually being given a

greater responsibility.

BRISTOL

General practice is taught as part of a nine
week "Medicine in the Community" course organised by
the Department of Community Health and to which all
final year students are attached in groups of forty
(Philipp. 1976). Two of these nine weeks are devoted
to a full-time usually residential attachment, with
teachers in general practice, throughout the south-west
region. In addition to this, students are also attached
on a half-day sessional basis to general practitioner
teachers in Bristol city.

There are fourteen of these half-day release
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~attachments, and both the full-time and part-time attach-
ments are deliberately Teft as unstructured learning
experiences in which the student is exposed to the life
and work of general practitioners and the problems

with which they deal. While in Bristol the student
studies a suitable case in a family study to explore

the wider aspects of the disease process. These family
studies are written up and presented during seminars at
" the end of the course. The student is graded on his
family study and also by his two tutors in general
practice; this assessment then forms part of his final

- M.B. assessment.

CAMBRIDGE

LT T ™

For the past ten years informal arrangements
have been made for students to sit in at general practitioners'
surgery consultations and/or make home visits (Reiss, 1976).
In the third pre-clinical year there is an option open
for those reading Social Science and the History of

Medicine, to take part in group studies led by a social




scientist and a general practitioner. These studfes
give the student a wider perspective of the social
aspects of medicine and a broader view of illness in
individual patients.

General practice has a two-hour slot during
the Introductory course of the clinical year of the
curriculum.  This two-hour Tecture is used to illustrate
the facets and variety of general practice. Later
the students are attached to a general practitioner for
eight consecutive Wednesdays each day ending with a
short seminar involving eight or nine students. General
practice is involved in joint teaching with the Department
of Psychiatry and other University Departments. The
students visit patients after discharge from hospital and
a few practitioners teach within the hospital. Therapeutic
conferences are held every two weeks during the year and
a general practitioner contributes to these sessions as
an expert resource. These conferences are designed
to explore the practical problems of the management of
different diseases. The Department also make a Timited

contribution to the systematic lecture course. The
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elective periods are only possible on a half-time basis
over a sixteen week period, i.e. eight weeks full-time.

A limited number of studehts carry this out in general
practice in the University area, either on the basis of

a clinical attachment to a Tocal practicé or as a project

within a community setting.

CARDIFF

ot o o 0 m

In the first clinical year the students are
~given an introduction to the concepts of comprehensive

care and problem-orientated medical recording (Davis, 1976).
This teaching occupies eight hours and is in seminars

with small groups of students. A family case study is
initiated at this time and the students have four

seminars related to this project during the following

two years.

In the third clinical year students spend two
weeks with a general practitioner on a half-time attachment
collecting morbidity and workload data which is subsequently
used in small group discussion. The students are also

given the opportunity of interviewing patients who are
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consulting a doctor for the first time.  This attachment
is followed by the final seminar on the family case

study.

P e . L R e Y g

In their final year students have an attachment,

usually residential, for three weeks to general practitioners
in London and the home counties (Denis, 1976). These

tutors are known to the School and are either local
practitioners or graduates of Charing Cross. There is

no agreement with the Medical School about the content

of teaching in this attachment but the tutors submit a
confidential report on each student to the Dean who

interviews all students after the attachment.

DUNDEE

General practice makes a contribution to teaching
throughout each year in the curriculum (Knox, 1976). The
first year includes an 'Orientation course' in which
students pay several visits to a general practitioner
to observe him at work. In the second year the Department

of General Practice collaborates with the Department of
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Physiology for an occasional Tecture and selected
patients are used to demonstrate physiological principles
such as spasticity.

General practice is one of three main components
of the Behavioural Science course in third year.

In the first term interviewing, 1nter;persona1 relationships
and history-taking are emphasised and each student is
recorded on videotape once while interviewing a patient.
The other students in the group observe the recorded
interviews and the student sees a replay of his own
performance before the consultation is discussed in detail.
The students in this course also have access to patients
of G.P. futors in the Dundee area and in the autumn and
spring terms have a weekly session seeing patients in
general practice. In the summer term of this course a
series of joint symposia are held in the Medical School
where subjects such as 'bereavement' are covered.

During the fourth year the students have two to
four mornings in general practice, accompanying the G.P. on
home visits and participating to some degree by carrying
out tasks such as checking blood pressure. This teaching

is repeated in the fifth year when the patients problems
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are considered in greater depth. During both these
years the Department has an input in topic teaching and
lectures are given in Renal Disease, Sexual Problems and
Psychiatry.

Final year students have a four week block in
general practice. The first two weeks are spent with a
G.P. tutor outside Dundee with the student mainly as an
observer. Thé second two weeks are spent in Dundee
when the student plays a role more appropriate to that
of a trainee in general practice. This part of the
course has agreed aims and there is a briefing session at
the beginning and a seminar at the end. Collaborative
teaching with the Professor of Surgery has just been
introduced; the students visiting a patient who is on
the waiting 1ist, observe him when he is admitted and
following his progress while in hospital. The exercise
ends with a seminar., There is also an elective of up
to eight weeks and some students do this in general practice

outwith the Dundee area.




EDINBURGH

A sociologist member of the Department makes
a substantial contribution to the first year course of
Psychoiogy and SocioTogy in relation to Medicine (Scott,
1976). In the fourth year members of the Department
take part in inter-disciplinary seminars and discussions
in that part of the course entitled 'The Nature of
Disease'. In the last clinical year all the students
have a two month elective with general practice as one
of the options.

The main input in general practice is in the
fifth year of the six year course, one half in the first
term and the second in the following term. The course
occupies a ten-week period; the teaching methods and
objectives are explained at the beginning of the first
week and notes are provided on problem-solving. The
student attends one tutorial group meeting each week and
the topic selected is one from among the main objectives
of the course. The tutorials continue for eight weeks
and the final two weeks are used for feedback and a class
examination.  Students additionally spend two fixed

periods each week in a general practice situation; this
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is generally from 2 to 5 p.m. but the arrangements can
bg flexible. As the term progresses the student is
expected to take increasing amounts of responsibility in
the practice. Each student is taken individually on a
problem-solving exercise by a member of the Department
staff, relating to a problem case he has seen in his

practice.

et 4 44 s e ke o e v -

In the second term of the basic medical sciences
course the students are given an opportunity to learn
something about patients, their problems and how doctors
attempt to help them (Higgins, 1976; Williamson, 1976).
These sessions are usually conducted by clinical consultants
but the students have one session at Thamesmead to see
the different approach of doctors working in the community
with patients., 1In the fifth term of this course the
students learn the principles of interviewing and problem-
solving. The patients in the practice agree to act the
part of a patient visiting the doctor with a problem they
have experienced or are experiencing and the emphasis is on

how the interview is conducted.
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In their second clinical year the students
are attached to a teaching practice associated with a
regional hospital. This allows the student to make
direct comparisons of the sort of work done by hospital
and community-based doctors. The students have & two-
week period in practice and keep a Tog diary of all
patients seen. During this year the students are also
attached to the University teaching centre at Thamesmead.
The broad aim of this part of the course is to integrate
wnat students are Tearning about human behaviour and
social factors into the practice of clinical medicine,
and to help them Tearn about the psychological disorders
rarely seen in hospital. The students spend one day
per week for a three month period in a general practice
and seminars are used during the teaching sessions.
There is also close liaison with other departments in the
Medical School; during the course in paediatric medicine
opportunities are given to examine children both in the

health centre and in their own homes.
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In the first clinical year students have eight
one hour tutorials to introduce general practice
orientated aspects of medical care into the assessment
of patients in the wards (McEwan, 1976). 1In the second
clinical year each student spends one half day in practice
each week for eight weeks; there is also a weekly seminar
related to the objgctives of the course.

In the third clinical year students go into
residence with G.P.'s outwith the area of their teaching
hospital, for two weeks. A seminar is given before and
after the residence and individual student projects may

be used as a method of learning and means of assessment.

The medical course at the University of Leeds is
of five years: two of which are pre-clinical and three
clinical (Wright, 1976). 1In the first clinical year
the students have an introductory course in clinical methods
and the division of general practice provides eight one-
hour sessions with an emphasis on describing the processes

on which clinical methods are based.
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During the Psychiatric clerkship in the second
clinical year each group of students has one seminar
on Psychiatry in general practice and spends two afternoons
in the community. During the course in paediatric
medicine the students are given one seminar on the care
of children in the community. A three~day course in
Clinical Epidemiology is included in this year in which
the Department of General Practice plays a part. A
specific problem such as deafness, is studied and project
work on different aspects of the problem is undertaken.

A two month elective period is included during this year
and about thirty students (20% of the year) spend half
or all of this time in general practice. Some minor
projects are completed during this time. During the
course in Community Medicine the Division provides one
session on "The Care of the Dying".

A11 students have a four week block in general
practice during the final year. Two of the weeks are
spent with a tutor in Leeds city, and for the second two
weeks ‘each student is attached on a full-time basis to

a practitioner in the region. During the first two
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weeks the students have four seminars; and the last day
of the four week attachment is spent in the Division
with reports, assessment and discussion.

Clear aims are stated for each seminar and the
content is specifically re]atéd to what the students
have seen in practice. Use is made of videotaped
simulated consultations; and one additional afternoon
seminar is devoted to group observation of practice

consultations (using a one-way mirror).

LEICESTER

ot T B o4 e b

The students are now in the second year of
their five year course (Marinker, 1976). During the
first two years the Department is concerned with teaching
"Man in Society". The family placement and agency
placements are part of this course. In the former
each student is introduced to a family in the practice
of one of the paft—time tutors and he is expected to
follow this family for two years. The families chosen
have a problem which is mainly physical but is compiicated

by relevant social factors. In the agency placements
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the students visit centres relevant to their course

such as general practice and hospital waiting rooms.
Different aspects of the course are discussed in seminars
while the theoretical background to the course is covered
in formal Tectures. A1l the Tecturers teach in the
Epidemiology course. The Department is involved in
thirty of the fifty hours in demonstrations and practicals.

During the third year it is planned that the
students will have eight mornings, at weekly intervals,
in general practice. The first and last of these
sessions will be seminars while the others will be in
the tutor's own practice where the emphasis will be
on clinical method.

In the fourth year the students will have a
four week attachment in the city or county with an
individual practice: this may or may not be residential.
Two seminars are planned for each week of the attachment;
these will be held in the practice and organised by
Department staff. During the attachment the students
will be involved in the follow-up of patients and if

possible, in a project. The students will have a series
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of degree examinations during this year, one of which
will be specifically in general practice. In the final
year members of the Department will be involved 1in

seminars and joint clinical teaching in hospital.

LIVERPOOL

.- it -

During the second year students can take a
voluntary attachment to a family in Merseyside and half
the class participate in this (Hall-Turner, 1976). Each
student is allocated a patient who is in the last few
weeks of her pregnancy: he attends ante~natal visits
and if possible the confinement and continues to keep in
touch with the family over the following few years,

Advice about this project is given in tutorials throughout
the year.

The course in Community Health is spread over
the sixth, seventh and eighth University terms, and the
class is involved in each term. The students have two
weeks in general practice/gerialrics and in pairs are
involved full-time in a project. The project is presented

to the group on the Tast day of the course.
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During the fourth year all students spend
three weeks in the University practice at Runcorn and
one week in an Accident and Emergency unit in the region.
While in the practice the students spend the mornings
sitting in on surgery consultations and accompanying‘
their tutor to home visits. One session per week is
spent on the consultation for which video equipment is
used.  Each student is given the opportunity to act
the doctor and his consultation with the patient is
observed by his colleagues, on the video monitor.
Seminars are also used to cover subjects such as
bereavement, that are pertinent to general practice.
In the final year students have a four week elective

and this may be taken in general practice in the region.

MANCHESTER

L et iy

In the pre-clinical course the Department
contributes a few seminars in elementary statistics and
sociology (Byrne, 1976). In the first clinical years
the students have ten mornings in general practice spread

over a two week period. Each group of fourteen students




has an introductory seminar on the first morning and a
closing seminar on the last afternocon. The attachment
is on a one to one basis either in Darbishire House or
with one of the inner ring tutors in Manchester: the
students sit in with the general practitioners and
accompany him on his visits.

In the second clinical year each student spends
an eighteen-week period in a district general hospital
and for two ofwthose weeks has a full-time attachment
to a general practitioner in the area. The main emphasis
is on whole person medicine and each tutor in the outer
ring has two to three students per year. In the
penu]tiﬁate year students can take a two month elective

in general practice: forty of the 270 students take this

option.
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There is a four week course in Community Medicine
and General Practice (Clark, 1976). The students spend
a fortnight visiting various practitioners and community
health centres in London and attending lectures and

seminars on general practice topics. During the second
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fortnight each student is attached to a general practice
outside London and finally returns to London for a

two~day "Debriefing Seminar".

NEWCASTLE

R e gy

An extended course called Human Development,
Behaviour and Ageing, has been introduced in the first
two years of the curriculum (Walker, 1976). This 1is
an integrated inter-departmental project in which the
Department of Family and Community Medicine has a major
stake. The course of Tectures and practicals consists
of 175 hours of tuition of which the Department is involved
in 100 and have the sole commitment for 40. The students
undertake a family project during this course; pairs
of students are introduced to a mother in the Tast
trimester of her pregnancy and follow the family over the
following two years.

Eight afternoons of the fourth year are devoted
to Community Medicine. This course consists of six one-
and-a-half hour lectures with the remainder of the time

being spent in group work covering such topics as 'The
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Health Needs of the Community' and ' Management Problems'.
There is a Tive week block in which the mornings are
spent in the Department; ten of the sessions are with a
general practitioner and the others are in seminars,
tutorials and visits. Visits are made with the district
nurse, the health visitor and to agencies such as the
School Health Service, and the Geriatric Services. The
students work up a patient with a psychiatric or social
problem and present the patient's case history at a
seminar. Modified essay questions are used to develop

the students' skills in problem-solving.

NOTT INGHAM

The Department makes a contribution in each
of the five years of the curriculum (Metcalfe, 1976). In
the introductory term the students spend half a day with
a general practitioner and Jater in the first year the
students visit patients with chronic Tung disease,
identified by the teaching practice, as part of their
Respiration course. In the second year the students

carry out field work projects in groups of twelve. The




populations for these studies are usually 1dentified

by general practitioners and a free choice of subjects
in the health care field is allowed. The students are
supervised to ensure that they Tlearn and use proper
research methodology. In the third year the students
work mainly on their own for B.Med.Sci. Degree: this
involves 60 per cent of their time in original research.
About one fifth of the students choose community health
and some of the research is based in the teaching
practices.

A1l students rotate through a four week block
during the fourtﬁ year in one of the seven teaching
practices. The student spends three half-days on a
one-to~one clinical attachment, two half-days on project
work, one to present and discuss their findings as a
group, one doing modified essay questions as a group
or studying consultations with simulated patients, and
one half-day in a seminar related to important topics
which may not have been covered during the attachment.
The projects include the work of other members of the
practice team, visiting and assessing a patient with

chronic disease, or attempting an audit from the practice
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records. There is also a month's elective during this
year; 25% of the students elect for general practice

and are accommodated in practices outwith the Nottingham
district. In the final year the general practitioners are
involved with consultants in seminars on clinical patient

management.

OXFORD

- . wa

A1l clinical students experience a two-week
attachment in general practice but this is unsupervised
and unstructured and as a result unsatisfactory (Vessey,
1976). A Working Party have produced a paper concerning
the further development of general practice teaching and

this is at present under consideration.

o g e LT X T ¥ -+l Py

A1l students complete a two week compulsory
attachment with local general practitioners or outwith the

area of the teaching hospital (Ellis, 1977).
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ST, BARTHOLOMEW'S HOSPITAL, LONDON
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Each student spends eight half days in a general
practice setting during the first clinical year (Salkind,
1977). Later in their clinical course all students
have the option of a two-week fuli-time attachment with

a general practitioner.

ST. GEORGE'S HOSPITAL, LONDON
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A1l students spend a two-week attachment with
general practitioners throughout the U.K. (Freeling, 1977).
A senior Tecturer has just been appointed and the teaching

in general practice is thus Tlikely to be further developed.

ST. MARY'S HOSPITAL, LONDON
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The Department of General Practice is responsible
for the pre-clinical sociology course and is involved
in the course in Psychology: a total involvement of
forty-two hours.(Harris, 1976). In the early part of the
clinical course each firm has a seminar on the use of

the social history as a clinical tool. In the first or
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second clinical year the students have a two week full-
time attachment to practices within the teaching hospital's
area. Three seminars are held during this period. There
is a two month elective in the final year and general
practice is one of the options.

The Department is involved in integrated courses
on Sex, Infectious Diseases, and in the B,Sc. course in

Sociology for medical students at London University.

P T S e L T

In the pre-clinical phase the Department takes
part in a course 'Sociology Applied to Medicine' which
includes seminars and visits to general practice (Marscn,
1976; Morrell, 1977). The clinical course lasts
eight weeks, each student spending a day-and-a-half per
week in seminars and practical work in general practice.

At the beginning of the attachment the student observes the
work of the doctor in office consultations and home

visits, later increasing responsibility is allowed and the
student sees some patients on his own. Each seminar is

planned to illustrate a major theme.
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Two recent innovations in the teaching course
are a home visiting project in which students visit
patients in their own home after discharge from the
medical wards, and combined teaching with the Department
of Obstetrics centred found joint ante-~natdl sessions

held in the University practice.

SHEFFIELD

LR R R TR prgeapes

The first clinical year includes a course
concerned with Psycho-social Problems in which general
practice is one of three contributors (Wilkes, 1976).
Students attend seminars on such topics as bereavement
and its management, and have one morning with a general
practitioner who introduces a pair of students to a
patient with a chronic illness, The students visit
the patient in his home the following week and repeat
their visits over a period of between three and twelve mon?hs.
The students also have the opportunity of being attached
to the Sheffield Deputising Service,

In their second clinical year they will have
seminars at which the patients they have followed up are

presented, thus giving a long term view of the problem.




This project contributes towards the Community Medicine
Professional examination.

Each student is allocated for one week to
two different general practices; these weeks are con-
secutive and as far as possible the practices are
selected to be contrasting. This experience is backed
up by seminars, by management discussions, and wit<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>