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Dear Doctor,
Thank you very much for your latest letter; I was most interested to learn how things have
gone with you since we were last in touch, and I am delighted to know that you are enjoying
your vocational training so much.

It is good to know that you have been successful with the D.Obst. and the D.C.H.; I
particularly welcome your forethought in preparing to be eligible for sessional work should
family circumstances so dictate. I am particularly interested in the career problems facing
married women, and I do think it important to try to ensure at least a minimal commitment to
clinical medicine (or the shortest possible period of total abstinence) while raising your family.

I say this for two reasons, firstly the obvious one that after a period away from clinical
work it can be the more daunting to try to catch up with developments in medicine, and with
this one should consider the less obvious psychological hurdle in role-changing; secondly,
while I do not for one moment underestimate the satisfaction to be gained in a domestic-
maternal role, it must in many professional women impose an intellectual restriction which even
a small clinical commitment can offset.

In this connection I should perhaps mention the new retainer scheme brought out by the
Government, of which I enclose details. You will see that this provides a small annual retaining
fee. of £50> to help meet professional subscriptions, in return for which you will be expected to
attend a minimum number of postgraduate training sessions, and to undertake a minimum
commitment of paid clinical work during each year. This scheme is greatly to be welcomed, and
needs to be more widely publicised, particularly among those women doctors who are not easily
traceable, being no longer registered. However, I hope that you will be able to maintain a

greater participation in clinical practice than this, except possibly during the peak period of
family demands.

Again, as you will know there are provisions for women doctors with domestic commit¬
ments to undertake training in hospital posts on a part-time basis.two, or even three sharing one
full-time post. This has been successfully developed in one or two pioneering areas, and needs
more consumer demand as well as administrative provision elsewhere. However, I am sure
that it'is important when recently qualified to get as much training as possible on a full-time
basis, as you are now doing.always in the knowledge that you can change to part-time appoint¬
ments in order to complete a training programme.

It is difficult to give a clear cut exposition on the facilities which general practice can offer
to a married woman doctor who is not able to undertake the full commitments of a full-time
partner. This is because we are still evolving in our attitudes to circumstances which have
changed very much since the 'Charter' and the greater flexibility for secure appointments which
are now open to women doctors such as you.

At the one extreme is the part-time assistant, who may help out to cover off-duty in a

partnership or single-handed practice, and perhaps share in weekend or other rota work.often
with an increased commitment to cover for holidays, study leave, or sickness. At a time when
the family is at its most demanding this may be all that can be managed, and it can be very
satisfying to have this relationship in a practice. It is not always easy to find such appointments,
which are generally made on an ad hoc basis rather than by advertisements in the national
medical press. It is always worth while letting your availability be known in an area, and looking
around for short-term locums can be a convenient means of doing this and of developing a
more permanent relationship.

It is, of course, possible to develop on this theme up to a 'maximum part-time' or full-time
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assistant; this gives you less security, and the practice less income in the form of basic allowances,
than if this increased commitment to the practice were to be recognised by a partnership agree¬
ment The criteria to meet the full allowances as partner are rather unsatisfactory at present;
the definition of a minimum often hours a week, spread over not less than eight surgery sessions,
is in fact being re-examined. If you undertake less than a full-share of the responsibility of an
equal partner, you can, of course, negotiate less than a full and equal share of the partnership
income; this is a matter of negotiation between the partners. However, even if you undertake
a smaller commitment than would justify payment of the basic allowances in full, you might
still qualify for a substantial proportion of these allowances to be paid, in which case you could
achieve the security of partnership with a commitment which still allowed you to meet your
domestic responsibilities. A number of arrangements are being made, but this is perhaps where
we are at the most experimental in this stage of evolution.

A particular development in partnership practice is now being seen; this is where a group
of married women doctors form a partnership together in order to run a practice which could
be managed by a smaller number of full-time doctors who have no domestic commitments. This
can I think be very satisfying, and can give a flexibility of cover for the practice, and of avail¬
ability for family commitments. It means finding the right partners of course!

Whether as an assistant, or a 'modified partner' you can also make use of special experience
in order to deal with particular aspects of the practice. Obstetrics and paediatrics are the most
common examples, and of course quite apart from practice commitments you can undertake
what has up to now been local health authority sessional work in these fields. This sort of
work will continue to be available after re-organisation of the National Health Service, although
eventually it is likely to become increasingly a responsibility of the general-practitioner services.

I hope that this resume* of the present position will help you to orientate your thinking in
planning your future. The situation will continue to evolve, but there are enough opportunities
I am sure if people will appreciate how they can take an initiative and exploit the present posi¬
tion. I certainly think'that you should proceed to complete the trainee year in your vocational
training scheme if you can, but it can be possible to arrange part-time traineeships if this
becomes necessary. You should keep in touch with the Regional Adviser and with the college
tutors in your area, and in every region there is a liaison officer appointed by the Medical
Women's Federation who can help on career problems.

I do hope that you will continue to keep in touch with me, and thank you again for writing;
it was good to hear from you.

With best wishes,
Yours sincerely,

Alan Gilmour
Medical Director, BMA Career Service

POSTGRADUATE TRAINING FOR GENERAL PRACTICE

".... however good the quality of experience in a specialty clinic it will not challenge the
trainee with the problems he will encounter in family practice, nor will it teach him to

practise medicine like a family physician. Only experience in family practice can do these
things for him.

One could argue for a long time about how long it is necessary to stay in a teaching
practice in order to grasp the principle. After a few more years' experience, we shall no
doubt have a clear idea of an optimum time for the average graduate. My own estimate is
that about 12 months will prove to be the right duration."
McWhinney, I. R. (1972). Canadian Family Physician, 18, 83.


