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ABSTRACT

There is an increasing consensus that a considerable proportion of
undergraduate clinical medical education could be shifted into community
settings, primarily general practice. This would help to solve many of the
difficulties facing hospital teaching of medical students, and enable the aims of
the Education Committee of the General Medical Council to be reached more
fully. Against this background, it was decided to introduce a compulsory four
week attachment in general practice, at the University of Glasgow, for the
first time, starting in April 1992, for students undergoing their final clinical
rotation.

The aims of this thesis are: firstly, to describe the organisation of the
attachments, the tutors and practices involved, the course objectives and
tasks, the effect of the attachments on student attitudes, and its effect on
patient attitudes; secondly, to examine in detail an experiment in problem
based learning and an audit project which were used as teaching methods
during the attachment and; finally, to evaluate all aspects of the attachments in
order to produce recommendations, to improve the future learning
opportunities for students.

The methods used to complete this research were: detailed postal
questionnaires applied to the general practitioner tutors, before and after the
attachments, and face-to-face discussions with large groups of tutors; detailed
questionnaires applied to the students, at the start and at the end of the
attachments, and tape recorded interviews with 25% of the class and; simple
questionnaires applied to patients three months before the attachments,
immediately before a consultation and immediately after a consultation, where
a student was present.

111 [90%] of the tutors, who had expressed an interest in the

attachments, replied to an initial questionnaire, before the attachment, and
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72 [72%] of those, who taught the course, replied to a follow-up
questionnaire, after the attachment.

Two hundred students [97.1% of the class] completed an initial student
questionnaire, at the start of the attachment, and 190 [92.2%] completed the
follow-up questionnaire, at the end. Evaluative questionnaires about the
attachment, the problem based learning and the audit project were completed
by 89.3%, 65% and 85.6%, respectively, of the students who took part. 25%
of the class contributed to semi-structured, tape recorded interviews.

681 patients completed a questionnaire three months before the
attachments started. 469 patients completed a questionnaire immediately
before a consultation with their general practitioner, where a student would
be present, and 759 patients completed a questionnaire immediately after a
consultation, where a student was present.

It was found that there is a large pool of enthusiastic tutors willing to
teach medical students in the community. However, it is recommended that
these tutors receive adequate support to enable high standards of clinical
teaching to be maintained.

The objectives for the attachment were found to be appropriate and it
was recommended that the possibility of producing common general objectives,
for undergraduate teaching in general practice, should be explored by United
Kingdom medical schools.

The tasks of the attachment were found to be useful and relevant, and it
was possible to produce a profile of the content of an ideal attachment
according to student opinion.

The attachment promoted a positive attitude among students, towards

general practice, and acted as a positive vocational opportunity. However, it
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is recommended that this cohort of students should be followed up to discover if
their stated preference for general practice, as a career, is maintained.

Patient opinion was generally favourable towards the presence of
medical students in the consulting room. It was therefore recommended that
educators in medical schools could be reassured about the case-mix seen in
general practice, and general practitioner tutors reassured about the
acceptability to patients, of students in the consulting room.

The problem based learning group work was a qualified success,
according to student opinion. It was therefore recommended that this method of
learning should be refined for further use in this course, and its use promoted
in United Kingdom medical schools.

The audit project increased students' self-reported knowledge about
audit but it was recommended that, in order to produce a more interesting and
useful learning experience, the students should be given more ownership of
the project in the future. It is further recommended that teaching about audit
should be promoted in the general practice setting, in the United Kingdom.

The advantages and shortcomings of the methods, which were used to
assess the students, are discussed and it is recommended that a more objective
measure, such as a modified essay question or an observer structured clinical
examination, should be included in the future assessment of students
undergoing this attachment.

The evaluative information given by the students about their attachment
provided evidence that the majority of them enjoyed it very much. They found
" it useful for learning about general medicine, psychiatry and communication
skills, and many of them were impressed by the standard of teaching received.
However, they wanted to conduct more personal consultations and practical

procedures, and they also suggested improvements to the Department course.
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Information from this research can be used to shape a course which is
responsive to the requirements of Glasgow medical students, the University of
Glasgow and the recommendations of the General Medical Council, and to
support the shift of more undergraduate medical education into the setting of

general practice, in the United Kingdom.
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CHAPTER 1
INTRODUCTION
1.1. GENERAL PRACTICE IN THE UNDERGRADUATE CURRICULUM.
In 1980, the Education Committee of the General Medical Council [GMC]
strongly recommended a period of attachment to a general practitioner, for
undergraduate medical students!. This would give the student an opportunity to
study types of illness, not normally requiring hospital treatment, and the early
and late manifestations of many diseases, seen in hospital only at an acute stage.
An attachment would also provide first hand knowledge of available community
sources for domiciliary care and the promotion of health, and allow the
observation of general practice as a means of providing continuing care for the
patient and his family. Finally, the student would be able to observe general
practice as a vocational opportunity for himself. The GMC recognised that
experience in general practice was facilitated where university departments of
general practice, and teaching practices, had been created.

As far back as 1864, the medical officers of North Staffordshire
Infirmary urged the use of general practitioners [G.P.'s] for teaching medical
students2. However, in the early years of the National Health Service [NHS],
founded in 1948, general practitioners were without adequate training and
facilities for the task of providing comprehensive and primary medical care
for all®, much less providing teaching for medical students.

In 1953, a working party of the College of General Practitioners
recommended that all medical students should be given an insight into general
practice4 and there were repeated calls for the inclusion of undergraduate
teaching of general practice as a formal part of the curriculum, at the first
world conference on medical education, in the same year 5.

In Edinburgh, Professor Frank Crewe, of the University's Department of

Public Health and Social Medicine, recognised the important loss in education of
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medical students, when dispensaries providing charitable medical care were no
longer necessary, after the introduction of the NHS. He encouraged Richard
Scott, a member of his staff, to develop their speciality of social medicine and
they sought to establish a 'laboratory in the community’, which could be used
for teaching and the longterm research of illness in families. Scott, together
with a medical assistant, an almoner, a nurse and a dentist, set up a general
medical practice. They created a centre for the local community where health
and welfare were promoted, patients treated, medical students taught and
research undertaken. This became the Teaching General Practice of The
University of Edinburgh, which became the first independent department of
general practice in the world, in 1956. In 1963, the daughter of Sir James
MacKenzie, an Edinburgh graduate and internationally renowned researcher in
general practice, endowed a Chair of Medicine in relation to General Practice,
and Richard Scott was appointed the first Professor of General Practice in the
world3.

A Lancet editorial, in 1964, emphasized that the student must see disease
in general practice® and a British Medical Students' Association report on
medical education, in 1965, noted that there was a general practitioner
attachment scheme in all but three medical schools’. However, this attachment
was only compulsory in three. In that year, a working party of the School of
Medicine and Human Biology considered that a general practice attachment for
six weeks, in the second clinical year, would be appropriate 8.

In 1968, the Royal Commission on Medical Education recommended that
"every undergraduate medical student should be given an insight into general
practice"9. However, it felt that "no department in the medical school is ideally
fitted to provide the necessary teaching".

From 1973, there was recognition that incorporating community based

teaching, into the undergraduate curriculum, would not only address the
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increasing awareness of the social role of the clinician, but also relieve
pressure on hospital teaching from an economic perspective!0. This theme of
economic necessity has gained increasing importance, up to the present day.

The World Health Organisation adopted the policy, in 1977, that its
objective should be the promotion of health care for all individuals, and at
Alma-Ata, an international conference in the USSR in 1978, primary health
care was confirmed as a strategy for achieving this goalll.

The General Medical Council Education Committee stated in its report, in
1980, that :

"The practice of medicine involves the care of men and women,
through successive stages of their lives from conception to death -
including foetal life, birth, childhood, adolescence, marriage and
reproduction, middle age and old age - as individuals, in families and
in society, at home and at work, in mental and physical illness of
infinite variety and origin".

The Association of University Teachers in General Practice reported, in
1984, that 16 of the 20 GMC recommendations for undergraduate medical
education could not be achieved, at any reasonable level by students, without
using the educational resources of general practice®.

At the Prague conference for the Association for Medical Education in
Europe, in September 1983, a working group of 30 people, from 11
countries, reported on the contribution of primary care to basic medical
education. They said that this contribution is more concerned with skills and
attitudes than with knowledge, and its strengths are primarily in its content.
They listed three relevant aspects of content :

(1) those aspects not achievable in in-patient learning
environments;

(2) aspects not well done/ difficult to do/ seen as low priority and;
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(3) aspects which primary care teachers can reinforce by teaching
in other departments!Z2.

In 1984, Metcalfe asserted that

"To provide the manpower for a rational health service, experience
at the socio-medical interface in basic medical education is
essential, not only for intending general practitioners but
for those who intend a career in secondary care so that they can
understand and co-operate with primary care colleagues"!2
and, in 1987, a working party of the GMC education committee stated that
"some of the priorities in medical education must change in
order to adapt to the changing pattern of disease, a changing
population structure and new technology. Departments of
community medicine and general practice and teachers of the
behavioural sciences can help medicine respond to these
challenges"13.

By 1989 the financial implications of undergraduate education were
subject to increasing scrutiny. A Lancet editorial cited shortage of personnel
and finance as possible barriers to commitments to teaching, by general
practitioners, and it called for additional resources to provide clinical cover,
for teaching time, in general practice. There was an acute need for university
funding to be provided for core teaching posts'4.

However, lack of funding is only one of the problems affecting hospital
teaching of undergraduate medical students. in a Lancet editorial in 1989
Oswald described some of the difficulties in hospital. These included the gap
between educational objectives and the skills of teachers, availability of
patients, and availability of teachers!S. In hospital students only see a tiny

selected fragment of the illnesses which affect people. They also, mainly, see
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the rare disorders, or serious manifestations of common disorders, and
currently, patients are admitted, investigated and discharged with ever
increasing intensity. Among teachers in teaching hospitals, there are competing
pressures on time for service and research, in addition to teaching demands,
and as a result teaching may suffer’S. In a subsequent editorial in the British
Medical Journal, the same author further dissected the problems in hospital
undergraduate teaching'®. These included: a highly unrepresentative case mix;
more specialisation leading to biased cases; pressure on time and enthusiasm
caused by 'Achieving a Balance' [a report by the Joint Consultants Committee
and Chairmen of Regional Health Authorities on Hospital Medical Staffing]!”
and the necessity to boost income from grants and research; shorter hospital
stays, day care surgery, and more community care; and financial insecurity,
exacerbated by trust status'€. The answer, provided by Oswald, would be
simultaneous education in Primary and Secondary care!6. He feels that general
practitioners can provide patients, teachers and time, and that they deal with
the same illnesses, in the same patients, as hospital doctors. Furthermore,
many G.P.'s are trained and approved as trainers for vocational training.

Oswald feels that general practice could make a substantial contribution,
as a unifying theme, to the whole of clinical medicine. He suggests a coordinated
programme between hospital and general practice, with more interchange. For
example students could follow patients from general practice to hospital and
back again. He feels this would achieve the GMC objectives more effectively‘5.

This theme was reiterated recently by llliffe who described a crisis in
medical education caused by :

1. outmoded educational methods that are inadequate to the task
of producing competent doctors;
2. unsuitable teaching sites and;

3. a change in the relationship between medicine and society2.
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Illiffe suggested a solution which involves shifting a considerable part of
clinical medical education into community settings, primarily general
practice. This would allow disease and disability to be studied, in their natural
context, and students could appreciate the relationship between organic,
psychological and social dimensions of health, and observe sickness and disease
more easily. This would encourage more problem solving styles of learning. He
also suggested that patients can be followed from primary care, through
hospital care and back to primary care. There would be advantages, not only for
the students, but also for the general practitioners involved. Undergraduates
provide their teachers with stimulation, opportunities for self-reflection and
learning, and enjoyment. The students can assist in clinical care, especially of
patients with chronic illness, and can assist in clinical audit, through project
work2, |

llliffe identified the problems with this solution as: shortage of resources
and skills in all departments of primary health care; existing teaching may be
suboptimal; teachers may be biased towards using only part of the range of
their primary care workload, which they think might be appropriate and; the
division of resources, for the extra time and preparation, required of the
general practitioner tutors, is still to be addressed. He cautioned that this
trend, towards basing more undergraduate general practice in the community,
should not be allowed to expand too quickly, before tutors are properly
prepared and other sources e.g. social work, nursing, public health, voluntary
services should not be excluded?.

The most recent edition of the Gazetteer of Departments in the British
Isles and Republic of Ireland, produced by the Association of the University
Teachers of General Practice, was published in 199018, In the 32 medical
schools, there were 23 independent departments of general practice with

responsibiliy for undergraduate teaching, four departments with no
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involvement in undergraduate education - essentially postgraduate departments
- four departments associated with a department of community medicine or
public health, and one department associated with a department of social
medicine. Only two of the departments stated that they had a separate degree
examination in general practice. Nine departments, including Glasgow and the
four postgraduate departments, did not have any form of compulsory formal
attachment or clerkship in general practice, although they may have been
involved to a variable degree in the undergraduate curriculum and have offered
an elective attachment. In the remaining 23 departments, attachments were
undertaken, at varying stages in the curriculum, for varying lengths of time,
[table 1] and five departments had more than one period of attachment.
TABLE 1. NUMBER OF MEDICAL SCHOOLS IN THE UNITED KINGDOM AND
IRELAND WITH AN ATTACHMENT IN GENERAL PRACTICE BY UNDERGRADUATE
YEAR AND DURATION OF ATTACHMENT IN 1990.

DURATION YEAR IN CURRICULUM

FIRST SECONDTHIRD FOURTH FIFTH
YEAR YEAR YEAR YEAR YEAR

ONE WEEK 0 0 0 0 0
TWO WEEKS 0 1 2 4 4
THREE WEEKS 0 0 0 2 1
FOUR WEEKS 0 0 1 5 6
FIVE WEEKS 0 1 0 1 0

1.2. THE DEVELOPMENT OF TEACHING GENERAL PRACTICE AT THE
UNIVERSITY OF GLASGOW.
The earliest known educational use of the word curriculum occurred during the

Reformation, at the University of Glasgow, when this university was
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remodelled in 1577, largely to increase the supply of protestant ministers. It
became compulsory for the Principal to reside in college, courses were reduced
in length, teaching was rigidly planned, examinations were closely monitored
and teachers were expected to profess the Protestant faith. The term
curriculum began to be used after these changes, providing a collective name
for all of these activities. Above all it embodied notions of order, coherence and
intellectual discipline!9. Despite this early example of innovation at Glasgow
University, the medical curriculum has evolved along so-called traditional
lines. This has been partly due to its long history history, and partly due to
practical difficulties encountered in providing teaching for large numbers of
students. Thus, the principal mode of learning has involved didactic teaching,
using the lecture format, particularly during the first two years of the course
which are devoted mainly to preclinical subjects. During the next three,
mainly clinical, years formal bedside teaching takes place in several teaching
hospitals, spread throughout the City of Glasgow.

In Glasgow, although individual general practitioners have contributed to
the hospital teaching over many years, there was no attempt to organise a
formal teaching course until 1972. Prior to this, students were able to
undertake an attachment to a general practitioner for a one week elective
during the summer vacation. This elective was undertaken by: two students in
the academic session 1953/54; 13 students in 1954/55; 24 students in
1955/56 and; 100 students in 1957/58. In addition, in 1954/55, three
lectures in general practice were introduced during the students’ free time and,
as this proved to be successful, they became a formal part of the curriculum in
1955/56. In 1960, however, the elective time was moved in the curriculum
from the summer break to the three week Easter break, and the number of

students undertaking it, on a voluntary basis, dropped to 42. However,
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by 1962, this number had increased again to 100 students choosing to do
general practice for their elective attachment 7.

There was a major revision of the medical curriculum in the 1970's
which included changing from a six year to a five year course. In addition,
general practice became included as a recognised part of the curriculum. This
was facilitated by the adoption of four rooms in Woodside Health Centre which
opened in 1971, in the North of the City of Glasgow, as the University base for
teaching general practice20,

A Senior Lectureship in Primary Medical Care, with an honorary
consultant contract, was established in 1972. This was initially supported by a
grant from the Nuffield Provincial Hospitals Trusts, before becoming a
University Grants Committee [U.G.C.] funded post. Dr. J.H. Barber was
appointed to this post which was jointly based at the University Department of
Medicine, in Glasgow Royal Infirmary, and the Department of Community
Medicine. As no actual curriculum time was earmarked for general practice
initially, the teaching evolved to suit the requirements of the course.

The first formal teaching course was introduced in October of the session
1972/73, and involved each fifth year student spending six afternoon sessions
with a G.P. tutor. The course had four broad objectives:

1. to enable the student to see 'diagnoses' and 'management’ in physical,

psychological and social terms;

2. to show the student conditions, not frequently seen in hospital, which

are responsible for a considerable degree of morbidity;

3. to demonstrate what is involved in the longterm care of chronic

illhealth and;

4. to demonstrate the application of team care to ill-health in the

community.
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These objectives led to the introduction of a syllabus which detailed the types of
medical conditions and illness situations which should be included in the
course. It was obligatory for the tutors to select patients, who would fulfill the
criteria laid down, and allow the teaching syllabus to be completed. It was
decided to ask the tutors to ensure sufficient time for discussion of cases seen,
to allocate groups of only four or five students to each tutor to develop group
discussions, and to attempt to evaluate objectively each teaching venture. In the
first year of the course, 26 tutors were involved with the teaching and this
number increased to 31, by the second year2!. The six afternoon sessions were
spread out during the first and second terms of fifth year, and lasted for two to
three hours during what were otherwise free afternoons. These teaching
sessions were therefore evaluated by student attendance, questionnaires and
controlled multiple choice questions initially, and then by modified essay
questions. The sessions were shown to be attractive to students and apparently
had educational value?!,

At the same time, General Practice was involved in one introductory
session in first year. Each year of medical students at the University of Glasgow
has traditionally been divided into two for clinical teaching. Half of the year
receives clinical tuition, mainly at the Royal Infirmary, and the other half,
mainly at the Western Infirmary. In the third year of the Royal Infirmary
section, there were two sessions, where patients with common presenting
symptoms were seen, and Dr. Barber was also involved in regular, weekly,
hospital, teaching sessions. There was also a pilot study of collaborative
teaching with the Departments of Psychiatry and Geriatrics.

In the session 1973/74, the fifth year teaching was increased to one
afternoon every week in Martinmas or Candlemas terms, giving eight sessions

in total. The syllabus for this course followed the pattern shown in table 2.
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TABLE 2. SYLLABUS FOR FIFTH YEAR TEACHING IN GENERAL PRACTICE AT THE
UNIVERSITY OF GLASGOW IN THE SESSION 1973/74.

SESSION1 Childhood e.g. asthma.

SESSION 2 Early adult life e.g. Dyspepsia

SESSION 3,4 and 5 Middle adult life e.g. Chronic Bronchitis
SESSION 6,7 and 8 Elderly e.g. multiple organic complaints

The collaborative teaching and weekly teaching sessions were continued and, in
addition, ten fourth year students, during work for their dissertation on self-
poisoning, visited a patient at home after their hospital discharge, and also
visited the patient's general practitioner to discuss aspects of the case.
Students, in the Western Infirmary group, spent two hours sitting in and doing
house calls, with general practitioners, for five mornings. Some medical
students also visited patients at home, alongwith student health visitors and
social workers, to learn about the skills of the others' disciplines22. A
summary of the extent of involvement of general practice in undergraduate

medical education, at this time at Glasgow University, is shown in table 3.
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TJABLE 3, SUMMARY OF INVOLVEMENT OF GENERAL PRACTICE IN
UNDERGRADUATE TEACHING AT THE UNIVERSITY OF GLASGOW IN THE SESSION

1973/74.

Objective of teaching - to teach medicine [ used generically ] in the context of

General Practice.

YEAR
3rd. year
[Royal Infirmary]
4th year
[Western Infirmary]
4th year

[Royal Infirmary]

5th year
{all students]

Intensive year

INVOLVEMENT OF GENERAL PRACTICE

- Small group teaching - primary undifferentiated
symptoms.

- Interview technique.

- The doctor/patient contact - 5 mornings in practice
- ratio of two students to one tutor.

- Collaborative teaching "self-poisoning”.

- Collaborative teaching in hospital.

- Collaborative teaching with health visitor and
social work students.

- Course of 8 afternoon sessions -groups of 4
students to one tutor.

- Pilot schemes of collaborative teaching with
Departments of Psychiatry and Geriatric Medicine.
- Elective in Easter vacation - 45% of students.

- Pilot scheme of collaborative teaching with
Department of Paediatric Medicine.

In 1974, the Norie-Miller chair in General Practice was established.

The source of funding was the General Accident Fire and Life Assurance
Corporation. J.H. Barber was the first appointee to this post. One year later,
Dr. T.S. Murray was appointed, as a research fellow to the Department, with a
grant from the Nuffield Foundation.

In 1975, a pilot study was introduced, in Whitsun term, to investigate
the feasibilty of demonstrating the acute presentation of illness, in a limited
period of time. As this proved successful, all third year students spent four
mornings in general practice, starting in the first clinical term of the
following session. The teaching concentrated on history taking and examination,

for these clinically inexperienced students, but it aimed, in addition, to show :
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1. the problems of primary diagnosis;

2. the unstructured and colloquial way in which patients express their

symptoms and complaints and;

3. the early presentation of common conditions.

Both tutors and students gave favourable reports about this teaching?23.

In 1977, an additional senior lecturer post was funded for the
Department by General Accident Fire and Life Assurance Corporation and an
additional tutor post of 2.5 sessions was funded by U.G.C. By identifying areas
in which hospital teaching seemed deficient, by experimentation and eventual
implementation, a comprehensive course in general practice gradually evolved.
The general practitioner tutors involved became skillful and dedicated teachers
and, by 1984, general practice contributed to the teaching from second to final

year [table 4].
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TABLE 4, THE CONTRIBUTION OF GENERAL PRACTICE TO UNDERGRADUATE
TEACHING AT THE UNIVERSITY OF GLASGOW IN 1984.

COURSE ORCLASS YEAR OF CURRICULUM
1 2 3 4 5

Environment, Behaviour and Heailth

General Practice : acute illness

General Practice : Geriatric Medicine 2

Hospital bedside teaching i Wz
General Practice : Infectious Diseases
Electives in General Practice _
General Practice : continuing illness
General Practice Tutorials
General Practice : Child Health YA

The second year Environment, Behaviour and Health Course was a
collaborative venture, organized by the Departments of General Practice,
Community Medicine and Psychological Medicine. It was responsible for
teaching communication skills to both medical and dental students29,

However by this stage, despite the large involvement of General Practice
in the curriculum, the lack of a full-time attachment was keenly felt,
particularly for final year students, as it might have allowed the strands of a
very compartmentalized, undergraduate course to be drawn together29. By
1989, the Curriculum Review Committee had decided to include a four week
attachment in general practice during the new final rotation, due to begin in the
Whitsun term of 1992. Final year would now begin in the Whitsun term of
fourth year and end in the Candlemas term of final year. The students would be
divided into eight sections and would rotate through the clinical specialities, as

shown in Figure 1.



FIGURE 1, THE FINAL YEAR ROTATION

[Each square indicates a four week block attachment].
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5. General Practice

WHITSUN MARTINMAS CANDLEMAS
1| Gyn1| Obs2 Med3 | Surg4| Child Health || GPS | Med|Surg
2| Gyn | Cbs Surg | Med | Child Health || Surg | GP |Med
3| Med | Surg| Gyn Cobs Surg| GP Med | Child Health
4| Surg| Med | Gyn Obs GP | Surg||Med | Child Health|
Child Health | Med Surg| GP | Gyn | Cbs Med] Surg
Child Health | GP Med | Surg | Gyn | Cbs Surgl Med
Med | GP | Surg Child Health | Surg} Med || Gyn | Cbs
GP | Med Surg| _ Child Health | Med | Surgj| Gyn | Cbs
NOTES: 1. Gynaecology
2. Obstetrics
3. Medicine
4. Surgery

Apart from the final year full-time rotation, the Department also

shown in table 5.

~

continues to have responsibilty for teaching in the preceding four years, as
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TJABLE 5. TEACHING INVOLVEMENT APART FROM FINAL YEAR OF THE
DEPARTMENT OF GENERAL PRACTICE IN THE UNDERGRADUATE CURRICULUM

AT THE UNIVERSITY OF GLASGOW IN 1992.

YEAR
First

THIRD

FOURTH

DESCRIPTION OF TEACHING
Video seminars

- preventive health care.

- social issues.

Ethics and Decision
making

Non-verbal communication.

Verbal Communication

Communication Skills
Course.

Introductory lecture
Attachments to G. P.

Public Health Course

Pathological Biochemistry
Course

ORGANISATION

One hour for each session.
10 groups of approximately
22 students. Collaboration
with Department of
Behavioural Sciences.

Two hour session. 4 groups
of approximately 55
students. Collaboration

with Department of Moral
Philosophy.

Two hour session. 4 groups.
Collaboration with
Behavioural Sciences.

Two hour session. 4 groups.
Collaboration with
Behavioural Sciences.
Seven sessions
-Introductory lecture
-Three sessions in practice
- One session at a hospice

- One session in the Dept. of
Theatre, film and television
studies doing role-play.

- Concluding lecture.

One hour.

10 Morning sessions on 2:1
basis with same tutor.

One two and a half hour
session.

One 45 minute session for each
of two Groups.
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1.3 AIMS OF RESEARCH

| was appointed as a full-time lecturer in general practice, in October 1990,
initially funded by General Accident. It was decided, in December 1990, by the
Department, that my main area of responsibility, in terms of teaching and
administration, would be the four week attachments in general practice,
including their initial development and organisation. | believed that | had an
exciting opportunity to develop a new course, at a time when teaching in
general practice was being widely promoted and, in order to take full advantage
of this opportunity, | decided to make this my main area of research.

It is only possible to determine the success of any course, in terms of its
value in contributing to the education of students, by evaluation. | therefore
decided to try to evaluate the attachments as fully as possible. The aims of this
research are therefore as follows.

1. To describe the development of the four week attachment in terms of:

a. its organisation;

b. the tutors and practices providing the attachments;

¢. the course objectives;

d. the tasks students are expected to complete during the attachment;

e. the effect of the attachments on aspects of the students' attitudes

towards general practice as a discipline and a vocational opportunity and;

f. the effect of the attachments on the attitudes of patients, towards

students, in the consultingCroom.

2. To examine in more detail two methods used in teaching the students, during
the department based part of the attachment i.e. problem based learning and the
audit project.

3. To evaluate all aspects of the attachments, in order to produce
recommendations for their future organisation which will maximise the

learning opportunity for the students.
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CHAPTER 2
THETUTORS
2.1. ORGANISATION AND RECRUITMENT OF TUTORS
In common with many other departments of general practice, although the
department in Glasgow is not large, there are a large number of local general
practitioners involved with the department, who help with its teaching
commitments'6. The first priority, in organising the attachments, was to
ensure that a sufficient number of these tutors would be prepared to be
involved in helping with this new course, to enable students to be attached,
ideally, on a one to one basis.

A list of the general practitioner tutors in Glasgow and the surrounding
area, who had previously taught students, was available. 166 of these tutors
were sent a letter informing them about the proposed four week attachments
and asking them to intimate whether they would be interested in assisting with
them [letter is appendix 1]. 123 Ltutors responded positively to this request
and these interested tutors were invited to attend a meeting, to discuss the
proposals further. The first meeting was held on the ninth of November 1991
and 56 tutors attended. In an attempt to obtain the views of as many of the
tutors as possible, a further two meetings were arranged. Another 28 tutors
attended the meeting on the 21st of January 1992 and 24 attended the one on
the 23rd of January 1992. The 15 interested tutors, who were unable to attend
any of the three meetings, were sent some notes prepared after the meetings to
give them some details of the discussions which took place [notes are appendix
2].

Immediately after the last meeting, a letter was sent to each tutor,
accompanied by a form for them to complete and return. The form requested

details of how many student attachments they would be able to take during the
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next academic year and when they would ideally like to take them [form in
appendix 3].

These forms were returned by 100 tutors working in 96 individual
practices i.e. there were four pairs of tutors who worked in the same practice.
The 206 students who would be entering the final rotation were allocated to
these participating practices. The number of attachments taken by the tutors

are shown in table 6.

TABLE 6. NUMBER OF ATTACHMENTS TAKEN BY TUTORS IN 1992/1993
NUMBER OF ATTACHMENTS NUMBER OF TUTORS
1 40
39
11

N O o A W DN
-

As far as possible, the students were allocated to practices within a
reasonable distance of their term time address, although none were allocated to
their own home practice area. There were 45 tutors within the City of Glasgow,
a further 15 tutors worked outside the City of Glasgow, but within Greater
Glasgow Health Board Area, and 40 tutors were outside Greater Glasgow but
within the West of Scotland Region. The geographical distribution of the tutors
outside Greater Glasgow, but within the West of Scotland Region, is given in

table 7.
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TABLE 7. LOCATION OF TUTORS OUTSIDE GREATER GLASGOW BUT WITHIN THE
WEST OF SCOTLAND REGION.

COUNTY AND TOWN NUMBER OF TUTORS

AYRSHIRE
DALRY 1
KILWINNING 1

DUMBARTONSHIRE
ALEXANDRIA
DUMBARTON
HELENSBURGH
OLD KILPATRICK

LANARKSHIRE
AIRDRIE
BLANTYRE
BOTHWELL
COATBRIDGE
EAST KILBRIDE
HAMILTON
MOTHERWELL
UDDINGSTON
WISHAW

RENFREWSHIRE
BARRHEAD
BRIDGE OF WEIR
GREENOCK
JOHNSTONE
PAISLEY

N = D ND NN DN - NN W - N = =

NN AN -

As soon as the student allocations were completed, the tutors were
informed of the namel[s] of the student[s] they would be teaching and the dates
on which they would be attending, by letter [appendix 4]. With this letter they
also received a register of attendance to complete for each student [appendix

5], a copy of the log diary [appendix 6] and an evaluation form to complete, for
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each student, at the end of the attachment [appendix 7]. The tutors were asked
to return the attendance register at the end of each attachment, in order that a
letter of verification could be forwarded to the Health Board, along with the
register, to facilitate payment to the tutors. The tutors also had to complete
form G.P./U.M.S. and forward this to the appropriate Health Board. During this
year they were eligible for a payment of £10.95 per session per student
taught. The log diary was simply included for the tutor's information and to
ensure that they were clear about the requirements of the student during the
attachment.

Finally, lists of the attachments were lodged in the offic;e of the Faculty of
Medicine, and on its notice board, for the studénts to find out where they would
be going for their attachment, approximately six weeks before the first one
was due to start. Students were informed that they could swap attachments
between themselves, as long as both students agreed and they informed the
Department of any proposed swap, at least one month before the attachment.
The information about the attachments had been given previously to the
students at one of their lectures, approximately two months before the
attachments were due to start.

Near the end of the first year of the attachments, on four dates in
February 1993, the tutors were invited to discuss their experiences of the
attachments. A summary of the organisation for the attachments is shown in

table 8.
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TABLE 8, SUMMARY OF THE ORGANISATIONAL FRAMEWORK FOR THE
ATTACHMENTS WITH TIMESCALE.

DATE
DECISION TO INCLUDE A FOUR WEEK ATTACHMENT IN 1989
GENERAL PRACTICE BY THE FACULTY OF MEDICINE

J.M. BECOMES RESPONSIBLE FOR ORGANISING 4/12/90
ATTACHMENTS.

FIRST LETTER OF INFORMATION TO TUTORS 3/5/91
FIRST MEETING WITH TUTORS TO DISCUSS 9/11/91
THE ATTACHMENTS.

SECOND MEETING 21/1/92
THIRD MEETING 23/1/92
FORM TO TUTORS ASKING FOR AN INDICATION OF 24/1/92

THE NUMBER OF STUDENT ATTACHMENTS THEY
WOULD BE PREPARED TO TAKE AND THE DATES
ON WHICH THEY WOULD PREFER TO TAKE THEM.

STUDENTS INFORMED OF THE ARRANGEMENTS 10/2/92
AT PUBUC HEALTH LECTURE.

LISTS OF ATTACHMENTS LODGED AT MEDICAL 28/2/92
FACULTY OFFICE.

LETTER TO TUTORS WITH DETAILS OF STUDENTS 1/3/92
THEY WOULD BE TAKING.

DATE OF FIRST DAY OF FIRST ATTACHMENT. 6/4/92

FOLLOW-UP MEETINGS WITH TUTORS TO DISCUSS 2/2/93,4/2/93
EXPERIENCE OF FIRST YEAR OF ATTACHMENTS. 9/2/93,11/2/93
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2.2. DESCRIPTION OF GENERAL PRACTITIONER TUTORS AND THEIR PRACTICES
2.2.1. INTRODUCTION
It was important to obtain some descriptive information about the tutors, who
would be helping with the attachments, to find out if there was a standard
profile of a teaching general practitioner and a teaching practice. This
information could then be used to enable a minimum set of requirements to be
produced, for general practitioners wishing to become eligible for teaching.
2.2.2. METHOD
In order to obtain further information about the general practitioner tutors,
those 123 tutors, who had expressed an interest in participating in the course,
were sent a postal questionnaire [appendix 8]. The first part of the
questionnaire requested information regarding some personal characteristics
of the tutors and their practices. The tutors were then asked to give their main
reasons for being interested in undergraduate teaching. If no reply to the
questionnaire was received, within two weeks, a reminder was sent.
RESULTS
111 [90%] of the tutors replied to the questionnaire. There were 87 male
[78%] and 24 female [22%)] tutors and the age range of the tutors is shown in

figure 2.
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EIGURE 2, AGE-RANGE OF THE GENERAL PRACTITIONER TUTORS.
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Ninety-two [ 82.9% ] of the tutors graduated from Glasgow University,
11 from elsewhere in Scotland, 6 from elsewhere in the United Kingdom and 2
from abroad.

Prior to joining general practice the tutors had had a range of 2-8
hospital jobs [ median 5, mean 5.3 ] and they had spent between one and 34
years in general practice [ median 11, mean 11.7 ]. They gave a total of 59
special interests and table 9 shows the six most popular special interests
given.

TABLE 9, THE SIXMOST POPULAR SPECIAL INTERESTS GIVEN BY THE TUTORS.

INTEREST NUMBER OF TUTORS
Paediatrics/ Child assessment 32
Asthma 16
Obstetrics 13
Teaching 13
Diabetes 13

Gynaecology 12
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A summary of the information obtained about the tutors' practices is shown in

table 10.

TABLE 10, SUMMARY OF FEATURES OF TUTORS' PRACTICES.
EEATURE [N=111]

Number of partners Range 0-8  Median 4 Mean 3.8

87 10 5 2 6
Type of premises health purpose converted more
centre buiit than one
50 28 43 12
Traini . yes no
70 41
Deprivation payment  yes no
received 85 26
Appointment system yes o
109 2

A total of 16 different types of practice employed staff, and 16 different
practice attached staff, were listed by the tutors. These personnel, with the

number of tutors who noted them, are shown in table 11.
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TABLE 11. PRACTICE EMPLOYED AND PRACTICE ATTACHED STAFF IN THE

TUTOR PRACTICES.
[N=111 tutors]

PRACTICE ATTACHED STAFF
STAFE NUMBER STAFF NUMBER
Receptionist 99 Health visitor 100
Practice Nurse 86 District nurse 94
Practice Manager 70 Geriatric health visitor 16
Secretary/ Typist 54 Social worker 16
Computer operator 18 Treatment room nurse 12
Telephonist 8 Midwife 11
Filing staff 7 Community psychiatric nurse 8
Cleaner 3 Auxiliary nurse 4
Dietician 2 Receptionist 2
Book-keeper 2 Occupational therapist 2
Chiropodist 1 Chiropodist 2
Night porter 1 Bathing nurse 2
Medical assistant 1 Physiotherapist 1
ECG technician 1 X-ray technician 1
Counsellor 1 Homemaker 1
Clerkess 1 Clinical Psychologist 1

A total of 49 different clinics were offered by the tutors' practices and the top
ten clinics are shown in table 12.

TABLE 12, THE TOP TEN CLINICS OFFERED IN THE TUTOR PRACTICES
[N=111 tutors]

CLINIC NUMBER CLINIC NUMBER
1.Asthma 62 6.Hypertension 32
2.Well-woman 61 7.Heart disease 29
3.Diabetic 55 8.Antenatal 27
4.0besity/diet 46 9.Well-man 25
5.Well-person 44 10.Paediatric surveillance 24

There were also 16 other services offered by the practices. The main
other services mentioned were minor surgery [73 practices] and child health
surveillance [69 practices].

There were many, varied reasons given for being interested in
undergraduate teaching, as this was an open question. However, the main

reasons given are grouped in table 13.
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TJABLE 13, MAIN REASONS GIVEN BY THE TUTORS FOR INTEREST IN
UNDERGRADUATE TEACHING.
[N=111 tutors]

BEASONS NUMBER
Enjoy teaching 50

Find teaching stimulating 30

To keep up to date 27

To promote general practice 25

To illustrate different from hospital practice 11
Sense of duty 5

To pass on knowledge 5

Had poor teaching when students themselves 4

2.2.3. DISCUSSION

There have been few reports about the characteristics of general practitioner
tutors, but one study from Dundee described 18 tutors, who were involved in
teaching their students24. In the Dundee study, all of the tutors were male and,
in our group of tutors, female general practitioners were poorly represented.
However, in the West of Scotland region as a whole, women only comprise about
27% of general practitioners2S. In the Dundee study, the ages of the tutors
ranged from 34 - 63 [mean age 49], and so our tutors were comparatively
younger [mean age 41], than the Dundee tutors. They are also younger than
general practitioners in the West of Scotland region [mean age 43.5]25. This
was felt to be an important factor for the future planning of the course.
Although the presence of older general practitioners among the tutors was
important for the wealth of experience of general practice they would bring to
teaching the medical students, the relative youth of most of the tutors would

encourage continuity of tutors as the course developed in the future. Younger
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tutors are also more likely to be vocationally trained and this might
compensate, in some measure, for their relative lack of experience. Associated
with the wide age-range, there was a wide range in the number of years spent
in general practice, by the tutors.

Unlike the Dundee study and also a study describing general practice
preceptors at the University of New South Wales in Australia2®, the vast
majority of tutors in Glasgow were graduates of Glasgow University. This
finding suggests that medical graduates from Glasgow tend to maintain close
links with their 'Alma Mater' and this may be an important factor in their
enthusiasm for involvement in undergraduate teaching. It was not unexpected
that the general practitioner tutors had a relatively wide experience of hospital
medicine. This was expected because vocationally trained general practitioners
have experience of a mean of 1 - 10 post registration hospital posts27. It
would be interesting to compare this with the number of hospital consultants
who have had experience of general practice.

The majority of the teaching practices were also training practices
[63%)]. This compares with a figure of 25% for the West of Scotland Region, as
a whole, and so these practices may not be typical of practices in the region.
Caution has been urged before transferring a substantial volume of
undergraduate medical education into the community, as the standard of
teaching may not be assured and tutors may not be properly prepared?.
However, if the majority of tutors are already involved in training general
practitioners, they will be well prepared in appropriate teaching methods, and
the standard of care, demonstrated in these practices, will also be high. General
practitioners, who are approved as trainers, have accepted standards, have met
them and have been seen to meet them and, in this respect, general practice is

ahead of hospital specialties in the training it gives to its teachers, and its
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knowledge of their capabilities!S. Many of the Glasgow tutors, who are not
presently trainers, are anxious to become so, and may see teaching medical
students as one step in preparing themselves to become trainers.

It was reassuring that teaching medical students was ranked in the first
four special interests of the tutors, and it is likely that many more of the
tutors would have recorded this as a special interest, if prompted. The wide
range of interests given reflects the diversity of general practice, and the
difficulty of standardising the experiences received by students, attached to
different practices.

The characteristics of the practices were relatively similar to practices
in the region as a whole, although the tutors' practices tended to be rather
larger [3.8 partners versus 3.2 partners in the region]. It may be that larger
practices are more interested in teaching as they would be able to spread the
burden over more personnel. There was also a larger percentage of urban
practices [61% in the region]. However, this is due to the previous selection
process for recruiting practices closer to the University, to ease travelling for
the students. Therefore practices tended to be in or near the City of Glasgow.
Associated with this mainly urban location, the majority of practices were in
receipt of a deprivation payment. The preponderance of health centre premises
reflects the size and, again, the urban location of practices involved in
teaching.

All but two of the practices operated appointment systems. This would
suggest either, that the open access type of arrangement for seeing patients is
disappearing in this urban setting or, that these practices wished to have more
control over their working arrangements, to allow them time to schedule other
activities, such as teaching medical students.

It is interesting to note the different members of the practice team,

available in the practices, whether employed by the practices or attached to
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them, as it was felt that it would be appropriate for the students to spend some
time learning about the roles of other members of the primary care team
during their attachment.

The practices interested in teaching had responded to the 1990 General
Practice Contract28 by offering a large range of special clinics and this might
add to the learning opportunities of the students attached to these practices, by
concentrating experience in the conditions seen during clinics.

The reasons given by the tutors for their interest in teaching students
were, on the whole, very positive. llliffe stated that undergraduates provide
their teachers with stimulation, opportunities for self-reflection and
learning, and enjoyment2. It was of note that none of the tutors mentioned
financial reimbursement, as an incentive for teaching, and this is in accord
with the findings of the work from Dundee, where all the tutors involved stated
that teaching was undertaken for nonmonetary reasons24. The small sum
offered to the tutors for the work of teaching the students reflects the concept
that teaching occurs at little or no extra cost in time or preparation. However,
in order to maintain enthusiasm for, and increase the quality of, teaching for
the large number of Glasgow students who may have to be accommodated in the
community, in the future, financial incentives may become more important for
tutors.

There were no compulsory standard requirements imposed by the
Department on practices wishing to be involved with the attachments, other
than a stated interest in teaching medical students by them, and personal
knowledge of their practice by at least one senior member of the Department
who had visited all new recruits. However, in order to ensure a minimum
quality of teaching in the future, additional requirements might be imposed on
the tutors. For example, in the University of Limburg, Maastricht, prospective

G.P. teachers should have worked in their practices for a minimum of two
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years29. In Maastricht, adequate provisions are also required for the student
[room, instruments etc.], as well as a good system of records, a sufficient
number of patients for the student to see and the G.P. has to make enough time
available for discussions with the student. In addition, the tutors must receive
training before they are assigned a student for the general practice clerkship,
including a two day introductory workshop and a compulsory follow-up
training of half a day, one year after the initial training. In addition to this,
there are non-compulsory activities29. If the Department of General Practice
in Glasgow was to adopt such a system, it would require much more emphasis
on teaching the teachers by the Department. This would ultimately ensure a

uniformly high level of teaching in all participating practices.
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CHAPTER 3.
DEVELOPMENT AND EVALUATION OF OBJECTIVES FOR THE ATTACHMENT
3.1. INTRODUCTION
It is widely accepted that the syllabus for any course should be constructed in
the light of broadly defined objectives!3. After the definition of these wide
statements of functions, more precise and measureable statements of tasks
should be derived30. This chapter describes the development, and evaluation of
their appropriateness, of learning objectives for the general practice
attachment. The following chapter continues on from it to describe the
development and evaluation of the tasks for the attachment.

It has been stated that the objectives of attachments are likely to be best
achieved when opinions about their relevance are shared by the student,
general practitioner and academic department3!. If agreement cannot be
reached about their relevance, objectives may need modification. The process of
developing the objectives for this attachment involved participation by
members of the Department of General Practice and the general practitioner
tutors. The evaluation also involved the students and, as any evaluation can lead
to modification, the students are thus involved in the further development of
the objectives.

3.2. METHOD

As an initial step, a review of the literature was undertaken to facilitate the
development of initial core objectives for the attachment. The General Medical
Council's Recommendations on Basic Medical Education provided the main
framework for the objectives!. The influence of the following extracts from
this document can be seen in the list of objectives included in appendix 8. The
numbers of the objectives influenced are given, in brackets, in these extracts:

[ The student should ] "acquire knowledge and understanding of:-"

14.1.[c]. "The aetiology, natural history and prognosis of the common
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mental and physical ailments. Students must have experience of
emergencies and a good knowledge of the commoner disabling diseases, and

of ageing processes" [ objectives 5§ and 13 ];

14.1.[e] "The principles of prevention and of therapy, including health
education” [ objective 9 |;

14.1.[f] "Human relationships, both personal and communal, and the
interaction between man and his physical, biological and social
environment" [ objective 8 |;

14.1.[g]. "The organisation and provision of health care in the
community and in hospital, the identification of the need for it, and the
economic, ethical and practical constraints within which it operates”

[ objectives 3 and 11 ].

14.1.[h]."The ethical standards and legal responsibilities of the medical
profession" [ objective 4 |;

"To develop the professional skills necessary:-"

14.2.[d]. "To communicate effectively and sensitively with patients and
their relatives" [ objective 2 ];

14.2.[e]. "To communicate clinical information accurately and concisely,
both by word of mouth and in writing, to other professionals involved in
the care of thé patient" [ objective 2 ]

"To develop appropriate attitudes to the practice of medicine which
include :-"

14.3.[c]. "The ability to assess the reliability of evidence and the
relevance of scientific knowledge, to reach conclusions by logical
deduction or by experiment, and to evaluate critically methods and
standards of medical practice" [ objective 14 ];

14.3.[d]. "A continuing concern for the interests and dignity of his

patients” [ objective 13 ] and ;
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14.3.[f]. "The achievement of good working relationships with members

of the other health care professions” [ objective 10 ].

A number of other sources, many of which discussed the learning objectives of
other department's attachments and courses in general practice, were consulted
and those statements, which complimented the ideas of this Department of
General Practice, were incorporated31,32,33,34,35

After all these sources were taken into account, 15 core objectives were
formulated. These were presented to the other members of the Department of
General Practice and discussed. Only very minor changes to the wording of the
objectives were incorporated, after discussion.

The tutors were then asked to comment, by means of the questionnaire
[appendix 8] posted to the 123 who had agreed to help with the attachments, on
the importance of the objectives, on a five point scale from very important to
very unimportant. It had been decided, before sending out the questionnaire,
that a two-thirds majority would have to agree that a stated objective was
important or very important, before it would be incorporated into the final list
of objectives.

After obtaining the results of the initial questionnaire study, the tutors
were invited to discuss the findings of this study and the final list of objectives,
at one of the three meetings arranged before the attachments began. A revised
list of 12 objectives was produced and this was included in the students’ log
diaries, so that they would know about the stated objectives of the course, from
the start of the attachment.

At the end of the attachment, half of the students - in sections H, E, A and
B - were asked to rate how well the attachment enabled them to reach its stated
objectives, on a five point scale from very well to very poorly, in an
evaluation sheet, distributed at the end of the final session of the attachment.

The other half of the class - sections G, F, D and C - were mailed a separate
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questionnaire about the objectives, at an interval of three months after the end
of their attachment, and asked to return it to the Department, in the stamped,
addressed envelope provided. This questionnaire is contained in appendix 9.

Finally, at the end of the first year of the attachments, the tutors who
actually helped with the attachments [ 100 tutors ], were asked to reconsider
the 12 objectives, and rerate their importance on the same scale, described
earlier, on a further postal questionnaire [ appendix 10 ].

3.3. RESULTS

3.3.1. QUESTIONNAIRE STUDY ONE.

Of the 123 tutors who initially agreed to help with the attachments and who
were mailed a questionnaire, 111 responded [90.2%] and 107 completed the
section on objectives. The responses of each tutor, to each of the objectives,
were scored according to the following system: very important scored 5;
important 4; no preference 3; not important 2 and; very unimportant 1. The
scores for each objective were then totalled and divided by 107, to give a mean
score for each objective. The theoretical maximum score was 5 and the
theoretical minimum was 1. The scores obtained for the 15 original objectives
are shown in table 14. The percentage of tutors giving the objective a score of

very important or important is also shown in this table.
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TABLE 14, MEAN SCORE FOR IMPORTANCE AND PERCENTAGE OF TUTORS
CONSIDERING THE 15 OBJECTIVES TO BE VERY IMPORTANT OR IMPORTANT.
OBJECTIVE SCORE  PERCENTAGE
1. Understand the importance of the 4.68 99.1%
doctor-patient relationship.

2. Understand the importance of good communication 4.72 99.1%
in the delivery of primary health care.

3. Understand the role of the general practitioner 4.22 87.9%
as decision maker and gatekeeper for the
providers of health care.

4. Understand the importance of ethical 4.09 82.2%
considerations.
5. Recognise which illnesses present commonly 4.19 88.8%

in general practice and their epidemiology.

6. Appreciate how the health of a patient 4.24 89.7%
can affect his/her role as part of a family.

7. Recognise the consultation as the basic method of 4.44 95.3%
providing health care in general practice - the

consultation taking many forms e.g. in the surgery,

at home, on the telephone and at night.

8. Recognise the contribution of social and 4.42 93.5%
psychological factors in the problems
presented by patients in general practice.

9. Understand the place of heaith promotion 3.70 66.4%
and prevention of problems

10. Appreciate the importance of effective 4.21 91.5%
collaboration between general practitioners

and other health professionals who deliver

primary health care such as district nurses etc.

11. Understand the interface between general 3.86 73.8%
practice and hospital practice including
referral procedures and problems.

12. Understand the importance of systems and 3.49 51.4%
procedures for delivering health care
including computerised systems.

13. Understand the difficulties of providing 4.25 92.5%
continuing care for patients with chronic
illhealth in the community.

14. Recognise the potential of general practice 3.35 45.8%
as a resource for research and audit.

15. Understand that on one level general 3.56 54.2%
practice is a business.
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As has been stated, it had been previously decided that if an objective was not
thought to be important by a two-thirds majority of the tutors, then it would
be excluded from the list of objectives. Therefore objectives 12, 14 and 15
were excluded. Objective number 9 [about health promotion] gained the
support of 66.4% of the tutors and so was very close to the cut off point. There
was, therefore, a great deal of discussion about this objective, at the meetings
held with the tutors, and it was finally agreed to retain it, as an objective,
mainly on the basis that it was felt to be important by the GMC [see note
14.1.[f]].

A total of 48 comments were made, in the space left on the questionnaire
for the tutors to give suggestions for other objectives. 22 of the suggestions
were very similar to the stated objectives, given in the questionnaire, and
were simply worded differently e.g. one suggestion given was "ability to
communicate with patients and co-workers", which is essentially similar to
objective 2. Five tutors suggested that the attachment should show students that
general practice could be good fun. Four suggested that the attachment should
promote general practice as an alternative to hospital medicine and four that it
should show the stress and commitment of general practice. Three tutors
suggested that, by the end of the attachments, the students should understand
the use of time in patient management, two that it should enable the students to
tolerate uncertainty, and two that it should enable them to understand their
own strengths and weaknesses, and the part their own personality plays, in
patient care. One each of the tutors suggested that, by the end of the attachment,
the student should understand: clinical decision making; the problem of
deprived areas; terminal iliness and bereavement; the importance of early
diagnosis; that medicine is only partly a science and; the relevance of the New

[ 1990 ] Contract28.
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These suggestions for additional objectives were discussed, with the tutors, at
the meetings, and although it was felt that they were reasonable objectives for
individual tutors to have, in addition to the stated course objectives, they were
not endorsed by a large enough proportion of the tutors to be incorporated into
the formal course objectives.

3.3.2. QUESTIONNAIRE STUDY 2

There were 101 students in sections H, E, A and B and 92 of these students
[91.1%)] completed the evaluation questionnaire, which contained a section for
them to evaluate the objectives, at the final session of the attachment. There
were 105 students in sections G, F, D and C. Eight of the questionnaires sent to
these students at the home address given by Medical Faculty Office, were
returned, by the Post Office, marked "not known at this address". 82 out of the
remaining 97 questionnaires were returned [84.5%]. No reminder was sent.
The responses of the two groups of students i.e. group one, who completed the
questionnaire immediately after the attachment and group two, who completed
the questionnaire three months after the end of the attachment, were analysed
separately. The scores, given by the students, for how well they thought the.
attachment enabled them to reach the 12 course objectives, are shown in table
15, for the two groups. Although there were no statistically significant
differences in the responses to the questionnaire between the two groups, there
was a trend for the students in group 2 to give slightly lower scores for some of

the objectives.
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TABLE 15. MEAN SCORE FOR THE ATTACHMENT ENABLING THE STUDENTS TO
REACH EACH OF THE 12 STATED COURSE OBJECTIVES.

SoRE SCORE
GROUP1  GROUP2

1. Understand the importance of the 4.51 4.35
doctor-patient relationship.

2. Understand the importance of good 4.59 4.48
communication in the delivery of
primary health care.

3. Understand the role of the general 4.41 4.37
practitioner as decision maker and
gatekeeper for the providers of health care.

4. Understand the importance of ethical 3.84 3.60
considerations.

5. Recognise which illnesses present 4.23 4.10
commonly in general practice and their

epidemiology.

6. Appreciate how the health of a patient 4.27 4.17

can affect his/her role as part of a family.

7. Recognise the consultation as the basic 4.28 4.30
method of providing health care in general

practice - the consultation taking many

forms e.g. in the surgery, at home, on the

telephone and at night.

8. Recognise the contribution of social and 4.50 4.50
psychological factors in the problems
presented by patients in general practice.

9. Understand the place of health promotion 3.95 3.84
and prevention of problems

10. Appreciate the importance of effective 4.17 4.29
collaboration between general practitioners

and other health professionals who deliver

primary health care such as district nurses etc.

11. Understand the interface between general 3.83 3.83
practice and hospital practice including
referral procedures and problems.

12. Understand the difficulties of providing 4.18 4.12
continuing care for patients with chronic
illhealth in the community.
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Although there was no request or space given on this questionnaire for the
students to comment on the objectives for the course, seven students took the
opportunity to make a total of nine comments. Seven of these comments were
about the course in general but two students commented on the course
objectives. These were "l felt that the practice | was allocated to was
particularly informative concerning the course objectives" and "I think the
objectives will vary very much from practice to practice depending on their
catchment area e.g problems of poverty, unemployment etc."

3.3.3. QUESTIONNAIRE STUDY 3

72, out of 100 questionnaires sent, were returned after a single mailing
[72%]. The scores, given by these tutors, for the objectives after the
attachments, and the percentage of tutors scoring them as very important or

important, are shown in table 16.
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TJABLE 16, MEAN SCORE FOR IMPORTANCE AND PERCENTAGE OF TUTORS
CONSIDERING THE OBJECTIVE TO BE VERY IMPORTANT FOR THE 12 COURSE

OBJECTIVES AFTER THE ATTACHMENT.
SCORE PERCENTAGE GIVING
IMPORTANT OR VERY
IMPORTANT

1. Understand the importance of the 4.64 98.6%
doctor-patient relationship.

2. Understand the importance of good 4.61 98.6%
communication in the delivery of
primary health care.

3. Understand the role of the general 4.29 90.2%
practitioner as decision maker and
gatekeeper for the providers of health care.

4. Understand the importance of ethical 3.94 75%
considerations.

5. Recognise which illnesses present 4.18 86.1%
commonly in general practice and their
epidemiology.

6. Appreciate how the health of a patient 4.26 93.1%
can affect his/her role as part of a family.

7. Recognise the consultation as the basic 4.46 94.4%
method of providing health care in general

practice - the consultation taking many

forms e.g. in the surgery, at home, on the

telephone and at night.

8. Recognise the contribution of social and 4.35 91.7%
psychological factors in the problems
presented by patients in general practice.

9. Understand the place of health promotion' 3.67 54.2%
and prevention of problems

10. Appreciate the importance of effective 4.14 84.7%
collaboration between general practitioners

and other health professionals who deliver

primary health care such as district nurses etc.

11. Understand the interface between general 3.96 75%
practice and hospital practice including
referral procedures and problems.

12. Understand the difficulties of providing  4.21 87.5%
continuing care for patients with chronic
illhealth in the community.
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The tutors were asked for their comments about the objectives, in light of their
experience of the attachments. Thirteen of the tutors gave comments. Five of
them stated their agreement with the course objectives. Three felt that the
attachment was not long enough to enable the students to attain all of the
objectives. Two tutors commented that objective 5 may not be attainable
because in any given four week attachment "common things don't necessarily
occur at all". One tutor commented that health promotion should be a "national
function i.e. tax on tobacco", and another that students should be shown the
"desirability of patients taking some responsibilty for minor complaints e.g
the common cold" [ objective 9 ]. Finally, one tutor commented that it can take
a long time to develop "background knowledge" about a patient [ objectives 6
and 8 ].
3.4. DISCUSSION
The use of learning objectives is an important part of the educational process,
enabling learners to be quite clear about the goal they are aiming to achieve36,
It almost goes without saying that, unless the same objectives are shared by the
teachers, the chances of the students reaching these objectives must be
substantially diminished. It was therefore felt important, in forming the
objectives for this attachment in general practice, that the views of the tutors,
who would be doing the bulk of the day to day teaching, should be carefully
considered.

The method used to include the tutors in the formulation of the objectives
is not without criticism, as the list, which was presented to the tutors would
have appeared to many of them as a 'fait accompli' and difficult for them to
disagree with. However, with the numbers of tutors involved, it would have
been very difficult to gain and incorporate all their individual views. The

initial list of objectives seemed a reasonable one to the members of the
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Department of General Practice, and many of the objectives were suggested by
established sources. In particular, the Recommendations on Basic Medical
Education, prepared by the Education Committee of the General Medical Council,
clearly set out the necessary components of knowledge and skills required by a
competent pre-registration house officer!. A working party of the same
committee reported, in 1987, that many objectives were common to courses in
all medical schools, including: teaching about communication skills; the
doctor-patient relationship; the impact of illhealth upon individuals and
families; health education; preventive medicine; the need to balance the
~expectations of the individual against the requirements and resources of the
community and; the treatment of chronic illness!3. It is, therefore, not
surprising that most of the objectives, prepared for this attachment in general
practice, were similar to those of other medical schools. Those objectives,
which were originally on this list, were included in an attempt to reflect some
of the up to date thinking in General Practice, and their lower popularity
among the tutors, perhaps indicates the more traditional viewpoint which
prevails. The objectives, included in the original list and not directly
supported by the literature, were objectives 7, 12 and 15. However, objective
7, concerning the consultation, is clearly related to objectives concerning
communication skills and the doctor-patient relationship, and so it was not a
controversial inclusion. This was reflected by this objective being awarded a
high score, both by the tutors, before and after the attachment, and by the
students.

Objective 12, concerning systems and procedures for delivering health
care including computerised systems, did not score well in the study. This may
be partly because this objective was poorly expressed. However, the

explanation may well lie in the difficulty, for many general practitioners, in
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teaching students about a concept, that they are still striving to incorporate
into their daily work.

The inclusion of objective 15, concerning General Practice as a
business, was prompted by the common complaint, from many G.P. trainees,
that this aspect is poorly covered during their training37. It was considered
that this was an important aspect of General Practice, by the members of the
Department, and that its inclusion in the list of objectives, for the
undergraduate teaching, might improve knowledge about general practice
business, among trainees. However, this view was not shared by a large
majority of the tutors, who perhaps felt that it was inappropriate to teach
students about general practice business, at their stage of training. Given that
objectives 12 and 15 were not well established in other medical schools, it is
perhaps not surprising that they were not supported well enough by the
general practice tutors to be included in the final list of objectives, according
to the predetermined criteria for inclusion. However, the findings of Stanley
and Al-Shehri in Liverpool were in broad support of the initial inclusion of
these two objectives38. In their study of students' self-set learning objectives
[ published two years after the initial list of 15 objectives was given to the
tutors at Glasgow University ], a substantial number of students wished to
learn about the "structure/organization/finance of practice” and "computing:
role in practice, experience of".

The lack of support for objective 14 is perhaps explained by different
factors. Firstly, preparation of these objectives closely followed the
introduction of the New [ 1990 ] Contract in General Practice, in which audit
was introduced as a contractual obligation28. This has been a controversial
issue. Secondly, the majority of general practitioners have traditionally had
little time, or incentive, to carry out original research in their practices.

General practitioner tutors, although more academically inclined, are likely to
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have even less time available to spend on research because of their teaching
commitments. In light of these factors and, despite the fact that the concept
behind this objective was supported by the GMC, it is not surprising that
objective 14 was felt to be important by fewer than half of the tutors.

Although Stanley and Al-Shehri reported the advantages of personal
learning objectives in general practice, they did point out that students
entering a new subject area, within a complex curriculum, require the sort of
orientation which departmental objectives provide38. Students at Glasgow
University had only received limited exposure to General Practice previously
in their undergraduate medical course. Combined with the fact that the
attachment was a new inclusion in the course and the teachers would initially
be exploring its full potential, it was felt that, although personal learning
objectives have much to recommend them, an established method of providing
set objectives would be more suitable to begin with. However, it was considered
very important to obtain the opinions of the students about whether the
attachment allowed them to reach the set objectives and, therefore, whether the
objectives were appropriate.

It was of interest that the scores given for some of the objectives, by the
two separate groups of students, showed a slight trend towards a decline with
time. This may well simply be due to the loss of memory about any experience
which occurs with time.

The students gave objective 4 [about ethics] the lowest score which
suggests that the attachment enabled the students to reach this objective least
well. In addition, the largest reduction in score for any objective in the two
studies on the tutors' opinions, before and after the attachment, was for
objective 4. This, perhaps, suggests that some tutors found it more difficult to

provide teaching in this aspect than they expected. Some additional formal
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teaching in Ethics in the Department of General Practice would, therefore, be
of benefit.

Although objective 9 [about health promotion] was rated lowest in
importance by the tutors, the students were still able to reach the objective
and this, perhaps, supports the continued inclusion of this objective on the list.

It is notable that objective 9 still obtained the lowest score in the follow-
up questionnaire study of the tutors' opinions. In addition, after the attachment,
a smaller proportion [54.2% compared with 66.4% before the attachment]
thought it was very important or important. The increasing unpopularity of
this objective may well be due to controversy over health promotion issues
since the 1990 Contract. Perhaps rephrasing the objective to remove the
politically sensitive phrase "health promotion”, and concentration on
prevention and health education, may render it more acceptable to the tutors.

Apart from the two exceptions of objectives 4 and 9 discussed above, the
scores obtained by the objectives after the attachments were very similar to
those obtained before it. This suggests that the objectives are appropriate in
the opinion of the vast majority of the tutors. In addition, the scores given by
the students suggest that the attachments enabled the majority to reach these
objectives to a satisfactory degree. This suggests that the objectives are
relevant to the attachments. It would therefore be reasonable to continue to use
this list of learning objectives, as a basis for the teaching during the

attachment .
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CHAPTER 4
DEVELOPMENT AND EVALUATION OF TASKS FOR THE ATTACHMENT.
4.1. INTRODUCTION
Specific learning objectives, and the tasks derived from them, should be
relevant, unequivocal and feasible i.e. it must be ensured that what the student
is required to do, can actually be done, within the time allowed, and with the
facilities to hand3°. This chapter describes the development of the tasks the
students were expected to carry out during their attachment, demonstrates the
basic content of the attachment, with reference to the tasks, and reports on
their evaluation, for feasibility and usefulness, by the tutors, and their
evaluation, for interest and relevance, by the students.
4.2. METHOD
A list of tasks was prepared, based mainly on the assumption that the students
would be spending approximately half of their time 'shadowing' the general
practitioner tutor or one of their partners, and the remainder of the time with
other members of the primary care team, carrying out project and case work,
and in private study. The list of activities where the student would shadow the
G.P. reflected the usual working pattern found in general practice. Thus, the
student would be expected to spend time observing the G.P. tutor, or one of the
partners in the practice, during consultations, on home visits, in special
clinics and performing practical procedures. They would be expected to spend
some time with both the practice employed staff e.g. practice nurse, and
practice attached staff e.g. health visitor. Finally, they would be expected to
spend some time conducting consultations personally and reporting back to the
tutors, following up short and long cases, following a patient from home to
hospital and back again, keeping a log diary, doing a simple research and audit

project, and performing some practical procedures.



67.

The first stage, in assessing the feasibility of these tasks, was to find out if the
tutors thought that they were feasible during the attachment, as they were the
best individuals to determine if their practices could provide the facilities,
necessary for the students to carry out the tasks. The 123 tutors, who had
agreed to help with the attachments, were therefore asked to state if each of the
tasks was feasible in their practice, on the same initial questionnaire which
was sent to them before the attachments [appendix 8]. They were also asked to
include any other tasks which they felt should be incorporated into the list.

The responses of the tutors, about the feasibility of these tasks, were
discussed at the three meetings and, as a result of the questionnaire responses
and discussions, a final list of tasks was prepared. The tutors were given this
final list before the the attachments started and the students received it at the
start of the attachment, incorporated in their log diary [appendix 6].

At the end of the first year of the attachments, the tutors, who had
participated in the teaching and had completed the initial questionnaire, were
asked to reconsider the set tasks, in the light of their experience of the
attachments. In this follow-up questionnaire, they were asked to assess, not
only if the task was feasible, but also if they thought it was useful. They were
also asked for any comments they might have about the set tasks [appendix 10].

At the end of each attachment, the students were asked to complete a
section of the evaluation questionnaire about the tasks [appendix 9]. In this
section, they were asked to estimate the number of hours they spent on each of
the tasks and whether they felt that this time spent was too long, too short or
about right. They were also asked to rate each task on two five point scales -
one for interest, where 5 was very interesting and 1 was very boring, and one
for relevance, where 5 was very relevant and 1 was poorly relevant. They
were also asked to suggest any changes to the set tasks which might improve

—

them.
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4.3. RESULTS
4.3.1. STUDY ONE WITH TUTORS - FEASIBILITY OF TASKS
As previously reported, 111 tutors out of 123 [90.2%] returned the initial
questionnaire. The number, who thought each task was feasible in their
practice, is shown in table 17. Although there was no designated space on the
questionnaire for putting possibly feasible as a response, many of the tutors
included this alternative in their responses and so this option is included in
the table.

JABLE 17, OPINION OF THE TUTORS ABOUT THE FEASIBILITY OF EACH OF THE
TASKS IN THEIR PRACTICE.
[The percentage of the number answering is given in brackets].

JASK EEASIBILITY
EEASIBLE POSSIBLY NOT UNANSWERED
EEASIBLE FEASIBLE

Observed at least 1 hour of 105 0 1 1
surgery per day with the tutor [99.1%] [0.9%]
or another partner.

Conducted at least 10 consultations 8 0 14 12 1
in the surgery personally and [75.5%] [13.2%] [11.3%]
reported back to the tutor.

Attended at least 15 home visits. 100 0 6 1
[94.3%] [5.7%]
Attended at least three emergency 92 6 7 2

consultations either at home orin [87.6%] [5.7%] [6.7%]
the surgery.

Obtained experience of out of 85 7 13 2
hours visits for at least two [81.0%] [6.7%] [12.4%)]
sessions.

Spent at least one session with 104 0 2 1
other members of the practice [98.1%] [1.9%]

staff to gain some insight into
their purpose and function as
members of the primary care team.

Spent at least one session with 105 1 0 1
members of the practice attached [99.1%] [0.9%]
staff e.g. district nurse, to gain
some insight into their purpose
and function.
[continued over]
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TABLE 17 [ CONTINUED | EEASBIE POSSBIY NOT  UNANSWERED
EEASIBLE FEEASIBLE
Spent at least two sessions at 103 1 2 1

other clinics held in the practice [97.2%] [0.9%] [1.9%)]
e.g. health promotion, antenatal etc.

Followed and written up at least 105 1 0 1
five short cases seen in surgery. [99.1%] [0.9%]

Followed and written up at least
one chronic case in each of three

age groups:

- Child 97 7 1 2
[92.4%] [6.7%] [0.9%]

- Adult 104 2 0 1
[98.1%] [1.9%]

- Elderly 105 1 0 1
[99.1%] [0.9%]

Followed at least one patient from 83 10 8 6

home or surgery to hospital and  [82.2%] [9.9%] [7.9%]
back and written it up.

Kept a log diary of experience 101 0 1 5
obtained. [99%] [1.0%]
Developed, completed and written 64 11 27 5

up a simple research and audit [62.7%] [10.8%] [26.5%]
project.

Performed the following practical

procedures:

- Sphygmomanometry 103 0 0 4
[100%]

- Otoscopy 103 0 0 4
[100%]

- Ophthalmoscopy 100 1 2 4
[97.1%] [1.0%] [1.9%]

- Venepuncture 98 1 4 4
[95.1%]) [1.0%] [3.9%]

- Cervical cytology 74 10 17 6
[73.3%] [9.9%] [16.8%]

Observed or assisted with three of the

following practical procedures:

- Suturing of lacerations 44 7 49 7
[44%]) [7%] [49%]

- Proctoscopy 31 3 65 8
[831.3%] [3.0%] [65.7%]

- Minor surgical procedures 74 3 24 6
[73.3%] [3.0%] [23.8%]

- Child assessment 90 0 9 8
[90.4%] [9.1%]

- Electrocardiography 61 0 40 6
[60.4%] [39.4%]

- Immunisation 100 0 2 4

[98%] [2.0%]



70.

Twelve tutors used the space available to make 17 comments and suggestions.
Three tutors thought that there were already too many listed tasks for the time
available in the attachments. Two tutors suggested that the students should
attend the practice meetings. Other suggestions, each made by only one tutor,
were: include involvement with a terminally ill patient; learn some idea of the
time spent on business administration in the practice; learn inhaler
techniques; learn how to do peak flow measurement; learn about G-Pass at a
basic level; take part in G.P. trainee work e.g tutorials; write up a psychiatric
chronic case; observe or act as a receptionist for about an hour; attend
activities outwith the practice e.g. factory session and; attend one postgraduate
meeting. Other comments made were that: it is important to have a structure to
the attachment and; students need more than two out of hours sessions to gain
sufficient experience.

Prior to receiving the results, it had been decided that at least a two-
thirds majority of the tutors would have to consider that a task was feasible,
before it would be included in the set list of tasks. This condition was easily met
for all of the tasks, apart from 'Developed, completed and written up a simple
research and audit project’, which was only thought to be feasible by 62.7% of
the tutors. In addition, several of the practical procedures - suturing
lacerations, proctoscopy and electrocardiography - did not meet the agreed
criteria for inclusion. After discussion at the meetings, it was decided that a
simple research project and audit would be provided by the Department for the
students to undertake. It was also decided that the prescriptive lists of
procedures would be excluded and replaced, by more generalised tasks of
observing and performing practical procedures, without specifying what these

should be.
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4.3.2. STUDY TWO WITH TUTORS - FOLLOW-UP STUDY
As previously stated 72 out of the 100 tutors [72%] replied to the follow-up
questionnaire, after the completion of the attachments. The numbers who
thought each task was feasible and useful, in the light of their experience of the

attachments is shown in table 18.

TJABLE 18, TUTORS' OPINIONS ABOUT THE FEASIBILITY AND USEFULNESS OF
THE TASKS AFTER THE ATTACHMENTS

[The percentage of the number answering is given in brackets].

JASK TUTORS' OPINIONS ABOUT TASKS

EEASIBLE EEASIBLE USERU.  NEMHER
AND  NOT  NOT EEASIBLE
USEFUL  USEFUL  EEASIBLE ORUSEFUL

Observed at least one hour of 64 4 3 1
surgery consultations per day [88.9%] [5.6%] [4.2%] [1.4%)]
with the tutor or another partner. .

Conducted at least 10 59 3 4 6
consultations in the surgery [81.9%] [4.2%] [5.6%] [8.3%]
personally and reported back

to the tutor.

Attended at least 5 home visits. 68 3 1 0
[94.4%] [4.2%] [1.4%]

Attended at least three emergency 57 2 11 2
consultations either at home or [79.2%] [2.8%] [15.3%] [2.8%]
in the surgery.

Obtained experience of out of 30 14 11 17
hours visits. [41.7%] [19.4%] [15.3%] [23.6%]
Spent at least one session with 65 4 2 1

other members of the practice [90.3%] [5.6%] [2.8%] [1.4%]
staff to gain some insight into

their purpose and function as

members of the primary care team.

Spent at least one session with 65 5 2 0
members of the practice attached [90.3%] [6.9%] [2.8%]
staff e.g. district nurse, to gain

some insight into their purpose

and function.

Spent at least two sessions at 62 9 1 0
other clinics held in the practice [86.1%] [12.5%] [1.4%]
e.g. health promotion, antenatal etc.

[Table continued over]
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TABLE 18, [ CONTINUED ].
EEASIBLE EEASIBLE USEFUL.  NEMHER
AND NOT NOT FEASIBLE
USEFUL USEFUL EEASIBLE ORUSEFUL

Written up at least five short 57 13 2 0

cases seen in surgery. [79.2%] [18.1%] [2.8%]

Followed and written up at least

one chronic case in each of the

following age groups:

- Child 56 10 3 3
[77.8%] [13.9%] [4.2%] [4.2%]

- Adult 59 11 1 1
[81.9%] [15.3%] [1.4%] [1.4%]

- Elderly 59 11 1 1
[81.9%] [15.3%] [1.4%] [1.4%]

Followed a patient from home 34 4 15 19

or surgery to hospital and [47.2%] [5.6%] [20.8%] [26.4%]

written it up.

Kept a log diary of experience 57 12 1 2

obtained. [79.2%] [16.7%] [1.4%] [2.8%]

Taken part in a simple research 37 13 6 16

or audit project. [61.4%] [18.1%] [8.3%] [22.2%]

Observed or performed various 53 13 4 2

practical procedures: [73.6%] [18.1%] [5.6%] [2.8%]

Fifteen tutors made 21 comments about the tasks in the space provided on this
questionnaire. Five tutors commented on the difficulty of providing the student
with the opportunity of following a patient to hospital. Four commented on the
difficulty of arranging, and the doubtful value of, out of hours experience.
Three tutors commented that arranging personal consultations for the students
was a difficult, although valuable, experience. Two tutors suggested practice
based research or audit projects should be included, but were concerned about
the preparation time required for this. Other comments each made by one tutor
only were: "too many tasks for time available"; "one of the cases should be a

terminally ill patient"; "sitting in on a large number of consultations is of
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TABLE 19, MEAN SCORES FOR INTEREST AND RELEVANCE GIVEN BY THE
STUDENTS FOR EACH TASK.

JASK INTEREST RELEVANCE
SOORE SOORE
1. Observed consultations with the tutor 4.11 4.34
or another partner. N=189 N=189
2. Conducted consultations personally 4.58 4.66
and reported back to tutor. N=163 N=164
3. Attended home visits. 4.26 4.37
N=188 N=188
4. Attended emergency consultations. 4.40 4.45
N=149 N=153
5. Obtained experience of out of hours 3.91 3.90
visits. N=105 N=112
6. Spent time with other members of 4.03 3.98
the practice staff. N=180 N=181
7. Spent time with other members of 4.0 3.98
the practice attached staff e.g. district N=181 N=181
nurse.
8. Attended other clinics held in the 4.09 4.21
practice e.g. heaith promotion, N=184 N=185
antenatal etc.
9. Written up five short cases. 3.55 3.54
N=188 N=188
10. Followed and written up chronic
cases of
- child 4.09 4.04
N=185 N=185
- adult 4.07 3.98
N=190 N=189
- elderly 4.05 4.03
N=189 N=188
11. Followed a patient from home or 4.11 3.98
surgery to hospital. N=117 N=118
12. Kept a log diary of experience 2.21 2.06
obtained. N=182 N=180
13. Taken part in a research 3.05 3.17
project. N=167 N=167

[continued over ]
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TABLE 19 [ CONTINUED ] ‘ INTEREST BELEVANCE
SOORE SOORE

14. Observed practical procedures. 3.96 4.0
N=178 N=178

15. Performed practical procedures. 4.34 4.36
N=170 N=169

117 of the students gave a total of 157 suggestions, on the space provided in
this part of the questionnaire, for improving the attachments. The suggestions
made by more than one student are shown in table 20.

TABLE 20. SUGGESTIONS GIVEN BY MORE THAN ONE STUDENT FOR IMPROVING

THE ATTACHMENTS.

SUGGESTION NUMBER OF STUDENTS MAKING THIS
SUGGESTION

More experience of conducting 56
consultations personally.

More experience of performing 26
practical procedures.

More "doing" instead of watching.

More timetabling/organisation of day.
More formal teaching from tutors.

More free time.

More time with other members of team.
Tutors more aware of aims of attachment.
Less time spent travelling.

Omit log diary.

Less time with 6ther members of the team.
More emergency visits.

Reduce writing up of cases.

Treat students as adults.

More out of hours work.

N DD WW WA A, O BT OO OO O

Experience in different areas of the city.
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The suggestions made by only one student were: omit following patient to
hospital; omit research project; more on research project; increase emphasis
on role of primary care in the community; reduce formality; place attachment
in third year; reduce long unoccupied lunch break; increase time with the same
partner; reduce duration of attachment to two weeks; increase time in practice;
make cases less complicated; omit practical procedures; students do a report on
the tutors; increase time to read case notes; increase home visits; use generic
names for drugs and; more space in practice.
4.4. DISCUSSION
Allowing the tutors to look at the proposed list of tasks, in advance of the start
of the attachments, was a useful exercise. Although the majority of the set tasks
were thought to be feasible by the tutors, those which were not thought to be
feasible by the majority were altered in advance of the attachment. The
meetings also allowed discussion and clarification of what was required of the
students, tutors and practices.

A significant minority of the tutors felt that it would not be possible for
the students to develop, complete and write up a project in the time available
although this has been achieved elsewhere39. These tutors felt that they would
not have enough time to give the students the help, they would require with this
exercise. It was therefore decided that a simple research project and an audit
would be prepared for the students, which would require minimal involvement
by the tutors.

Several of the practical procedures, namely suturing of lacerations,
proctoscopy and electrocardiography, were not thought to be feasible, either
for the students to observe or perform. In the cases of suturing and
electrocardiography, this was mainly because a large proportion of the general
practices involved did not offer this service often enough, because they were

adjacent or very close to a hospital, where their patients could be referred for
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this. In the case of proctoscopy, it was felt that this procedure was performed
too infrequently in practice for the tutors to be able to show it to students.
Thus, after discussion, it was decided to simplify these tasks by requesting that
students should observe and perform practical procedures, without specifying
what these should be.

The suggestions made by the tutors, in the space provided, were all
thought to be reasonable tasks for individual tutors to require of their students.
However, it was felt that to make any of these suggestions actual requirements,
for the entire class, would make an already long list of tasks formidable.

When the tutors were asked to comment on the feasibility and usefulness
of each of the atta'chrhéntwta'sks,‘ after th;ey had gained experience of the
attachments, several differences emerged. Out of hours experience was only
thought to be feasible and useful by 41.7%, and feasible, but not useful, by a
further 19.4%, compared with 81%, who thought it was feasible before the
attachment. Similarly, only 47.[2% thought that following a patient to hospital
was feasible and useful, and a further 5.6% thought it was feasible, but not
useful, compared with 82.2%, who thought it was feasible before the
attachment. Finally, despite the simplification of the research and audit
projects, 22.2% of the tutors felt they were neither feasible or useful and only
51.4% felt they were feasible and useful. The additional comments ,made by the
tutors, supported the suggestion that they had encountered difficulty, in
enabling the students to carry out these particular tasks, during the
attachment.

Analysis of the figures for the amount of time spent on each task and
whether this was thought to be too long, too short or about right, allows a
picturé to be created of the} compbnénts of an idealvgenéral practice. attachmeht,

according to the opinions of the students- figure 20.














































































































































































































































































































































































































































































































































































































































































