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All that is solid melts into air -the
implications of community based undergraduate
medical education

STEVE ILIFFE

Introduction
THE more medical education changes, the more it stays the
lsame. When the General Medical Council commented

recently on the overloaded curriculum' it was repeating earlier
concerns.2 In fact, Professor Syme had noted in 1864 that 'the
load upon the students' memories has become so excessive as
to require some measure of relief.3
The response within medicine to the excessive burden of fac-

tual kno"wledge carried by medical undergraduates has been to
reorganize and update the load, without lightening it. Botany
and much anatomy have been removed from the curriculum and
behavioural sciences and therapeutics have been added, together
with a little general practice. New dimnensions in medicine have
been squeezed into the overcrowded curriculum, but as Jewell
points out,4 most medical students are still taught to a pattern
that would have been recognizable to their predecessors in 1892.
Where change has occurred, it has done so slowly, without

altering the pattern. Early initiatives by the College of General
Practitioners introduced the teaching of general practice to the
curriculum,5 a development that was accelerated by the Todd
report.6 Departments or units of general practice grew at dif-
ferent rates and to different extents over a 30 year period, the
last medical school following this trend in 1986.7 The medical
officers of the North Staffordshire Infirmary who, in 1864, had
urged the use of general practitioners for teaching medical
students3 would surely have admired the stamina of colleagues
who were still working on their proposal 120 years later.8

Academic general practice
While the diversity of activity within departments and units of
general practice7 reflects the wide variation in course length and
curriculum content at different medical schools,9 it is also
evidence of the skills acquired by general practice academics.
These extend beyond role-play technique or one-to-one teaching
methods, to ensuring there is a general practitioner on curriculum
committees, preparation of proposals for innovation which can-
not be challenged, identification of hidden educational agen-
das, recruitment of student support, and development and assess-
ment of pilot studies as a basis for further change.'0

Success in overcoming institutional inertia lies in diagnosing
barriers to change and designing methods for overcoming
them."t The yield of such efforts in departments of general
practice in medical schools in the United Kingdom has been con-
siderable. The widespread use of videoed role play to teach com-
munication skills,7 the development of family placement
schemes,'2",3 the introduction of student directed problem based
learning'4 and the use of innovative examination techniques'5
are some examples of the educational riches of academic general

practice. Indeed, academic general practice needs all the wealth
it can find, because at last the fundamental pattern of medical
education may be changing. A shift in the pattern of teaching
medicine seems imminent, not just in the UK, but in many parts
of the world. It is possible that the medical students of 1992
may not recognize the curriculUm of those whom they teach in
20 years' time, becaus,& teathing may have shifted out of the
hospitals into the community. This is an alarming prospect, for
if all that is solid in the ward round, the outpatient clinic and
the pathological test melts into the thin air of problem solving
and open-ended questioning, how will future students and their
teachers organize clinical knowledge into usable forms? Tl
answer that, we need to review the causes of this shift, and take
stock of our resources.

The failure of tradition
Medical education is entering a crisis with at least three discer-
nible and interrelated components: outmoded educational
methods that are inadequate to the task of producing compe-
tent doctors; unsuitable teaching sites; and a change in the rela-
tionship between medicine and society.

Medical undergraduates not only experience an excessive
burden from an overloaded curriculum, but also develop at-
titudes to learning that are based more on passive acquisition
of knowledge than on scientific curiosity and exploration; they
also suffer from boredQm and a progressive disenchantment with
medicine. "'6 Basic skills in history taking gnd clinical examina-
tion may not be taught effectively to a mipority of under-
graduates,'7 who nevertheless are likely to qualify as doctors.
Key areas of clinical practice, such as management of alcohol
or drug misuse and care of the dying, receive UInited teaching
time and this may result in the graduates having negative at-
titudes to the patient'8 or a lack of interviewing skills. 9 Educa-
tional methods used in hospital based medicine favour a tradi-
tional inductive reasoning approach following fact acquisition,
even though pattern recognition and hypothesis testing are more
usual modes of clinical reasoning.20 The dysfunctional effect of
current curricula on learning has been sufficient for one medical
teacher to prpduce a handbook on overcoming learning dif-
ficulties in medicine.2'
Examinations influence undergraduates' approaches to lear-

ning,22 and as structured in most medical schools emphasize
fact rather than skill acquisition, and superficial learning rather
than in-depth understanding.'9 Final awninations may be seen
by students simply as necessary preparation for acquiring higher
professional qualifications; when Oxford undergraduates were
offered the abolition of a ftnal assessment in a course with a
well-developed continuous- assssmenit approach, they rejected
it.23 The consequence of this traditional ,approach to under-
graduate educatiotn is that a group of graduates can be identi-
fied who have a poor grasp of clinical logic, limnted ability to
make appropriate choices ia investigation or prescribing and

poor communication skills.24
In addition there is a dearth of adequate clinical experience

for medical students at existing teaching sits largely because
of reductions in the number Qf beds and the time patients.spend
in hospital, and increased clinical $pecialization.25 This problem
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is particularly acute in London, where it was identified over a
decade ago26 and where it has not been solved by the merger
of medical schools. A recent survey in one London teaching
hospital showed a considerable deficit in the teaching of basic
clinical skills.27
The impact of the, changing relationship between medicine

and society was described in the concluisions of the first Tirn-
berry conference in the United States of America, an expert
meeting involving medical teachers from many different coun-
tries.28 The participants argued that graduates face problems in-
cluding the escalating costs of health care; growing public
dissatisfaction with doctors individually and the profession as
a whole; imbalance between the use of high technology medicine
and primary care; inequity of access to services; wide variations
in the quantity and quality of medical care; and the lack of train-
ing about measuring outcomes and assessing effectiveness to en-
sure efficiency in medical practice. In their view medical schools
are divorced from the health needs of their communities and
often have poor links with local services.

Solutions
The consequence of this crisis has been the development of a
wide-ranging debate about changing medical education,416,29,30
with proposals that include a core curriculum,9 a college of
medical education29 and even a 'stem doctor' as precursor to
medical and nursing specialization.3' The emphasis in the de-
bate has been on acquiring the -necessary cognitive and com-
munication skills to become' and remain effective clinicians. One
way of achieving this would involve shifting a considerable part
of clinical medical education into community settings which
would primarily be general practice. Clinical teaching in the com-
munity has been advocated for some time in the UK25 and im-
plemented in innovative schools in other countries.32 Despite
objections that the quality of general practice is too uneven and
the academic base too small to allow a large amount of basic
medical education to occur in the community, a consensus is
developing that identifies general practice as a prime site for
teaching all medicine, not just general practice.33

Learning medicine in general practice offers the student op-
portunities that cannot be found easily in the present hospital-
based education. Disease and disability can be studied in their
natural context, making it easier for teacher and student to avoid
a reductionist model of medicine and to appreciate the uncer-
tainty at the centre of clinical practice.34 The relationships bet-
ween the organic, psychological and social dimensions of health,
sickness and disease are easier to observe in the community, and
the natural bias of general practice towards problem solving
facilitates the development of an in-depth, 'elaborating' style
of learning (which allows the student to integrate basic sciences
and clinical experience) that correlates well with knowledge reten-
tion and high examination performance.35 Patients can be
followed from primary care through hospital care, and back to
primary care in a process of individual but guided study that
appears to promote later academic and research interests.36

Epidemiology, pathology and therapeutics can be integrated
through a problem-solving approach to casework, a method
tested at McMaster, Canada and Newcastle, Australia (Hamilton
JD, presentation to the first Tirnberry conference, December
1990), and found to produce graduates with better analytic and
communication skills than graduates from conventional train-
ing programmes.37 Communication and patient education
techniques can be learned by treating them as specific skills to
be acquired,38 an approach that has been shown to improve
history taking, examination technique and accuracy of
diagnosis.39

Advantages and problems
There are potential advantages for general practitioners who
teach undergraduates, apart from financial gain. Undergraduates
in general practice provide their teachers with stimulation, op-
portunities for self reflection and learning, and enjoyment.40
Undergraduates can contribute to the clinical care of patients,
particularly those with chronic diseases,4' and through project
work can assist' in clinical audit.42 Beyond general practice,
undergraduates working in the community can contribute to the
medical school's and local health service's understanding of local
health problems through work concerning issues identified as
important by local community organizations,43 4 provided that
these issues are relevant to the local community and defined by
community bodies.45

However, there are anxieties about the transfer of
undergraduate education into general practice which may be well
founded,46 even though international' experience suggests that
they can be overcome.47 There are shortages of resources and
skills in all departments of primary health care,'" and existing
teaching in general practice may not be optimal. A recent study
of medical student experience in London teaching practices
associated with one academic department suggested that students
wanted more experience in history taking and examination, more
use of home visiting as a teaching resource and more contact
with well-briefed primary care team members.49 Problem
solving approaches, widely used in both undergraduate and voca-
tional training in general practice, may themselves be insuffi-
cient to equip undergraduates with the necessary 'inquiry'
skills5O that are needed for a problem solving approach to be
fully effective.5'
Undergraduate education in general practice may be effec-

tive in imparting basic skills and consultation techniques but
poor in teaching management methods in contentious or
developing areas of medicine. For example, if general practi-
tioners are sometimes reluctant to undertake opportunistic health
education about human immunodefilciency virus infection,52
how will they teach their students to undertake such tasks? When
American family medicine residents were given training in tak-
ing'sexual histories, their consultation performances were bet-
ter than those who had not been trained, but no member of
either the control or the intervention groups elicited sexual orien-
tation,53 a failing that is unlikely to be confined to the USA.
There is some evidence that, where community based
undergraduate education operates, only part of the range of
primary care workload is used as an educational resource,54 and
this may reflect the inherent biases of the teachers.

Finally, the extra time for teaching by general practitioner
teachers and the better prepared teachers that are needed for
implementing community-based medical education programmes
are argued for by Metcalfe5 and are mentioned in the General
Medical Council's discussion document' and in the King's
Fund study,33 but their financial implications for university
funding, and the division of resources between faculties have
yet to be addressed adequately.

Building on experience

Given that community based education to teach students seems
to be one of the few options open to medical schools, how can
the pitfalls of teaching in general practice be avoided and the
benefits maximized? The first danger is that over-enthusiastic
academic general practitioners in increasingly hard-pressed
schools will promote rapid expansion of community based
education, without prior preparation of general practitioner
tutors and reinforcement of the networks of teaching practices.
This may well damage the whole project, because boredom, lack
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of role and insufficient structured teaching are just as possible
in the general practice surgery as in the outpatient clinic. The
second danger is that educational resources outside general prac-
tice - in public health medicine, nursing education, social ser-
vices training and voluntary organizations - will be excluded
from the community curriculum to the detriment of the students.

Steering between these two dangers may be difficult, but
general practitioners are better equipped to undertake this task
than to adopt the new roles of fundholder or case manager.
Oswald has pointed out the resources that general practice
already has: networks of teaching practices staffed by experienc-
ed tutors; the whole apparatus of vocational training, including
teaching and support systems for trainers and accreditation of
teaching practices; and the body of knowledge about one-to-
one teaching and learning that has emerged from vocational
training.25 Jewell has noted the growing number of both ser-
vice and academic general practitioners who have some train-
ing in epidemiology and research methods,4 and who are con-
tributing to the growing base of academic general practice.56
Much of this development in medical education has occurred
at some distance from university departments, with members
of the Royal College of General Practitioners providing the cadre
of teachers and trainers while the College itself has provided
resources and strategic thinking.

Conclusion
The convergence of academic general practice, the vocational
training networks and the nuclei of audit groups that now seems
necessary for community based medical education to develop
may be relatively easy, given the overlapping membership of these
three groups and the common clinical culture, but there is much
work still to do Undergraduate medical education in the com-
munity is not vocational training 'brought forward' since general
practitioners will be teaching future surgeons and physicians.
No role as yet exists for the student on extended attachment to
a practice, but something akin to a clerkship yet short of a trainee
role must emerge. Students may find community education dif-
ficult, not just because some are afflicted with the notion of
'entitlement' (perceiving themselves as being entitled to do the
minimum work necessary to pass examinations),16 but also
because the reductionist model of hospital medicine has a defen-
sive function, to some extent protecting students from contact
with ill-ness, misery and death. Coping with these facets of
medicine in general practice may become an important task,
perhaps requiring student groups comparable to trainee
workshops. Finally, enhancing collaboration with other profes-
sionals and agencies, or developing useful clinical audit, are
daunting tasks for us all, but incorporating them into a teaching
programme may facilitate their evolution, as students perform
their usual catalytic function within practices.

Forty years ago, the RCGP began by considering under-
graduate education. It achieved important objectives in this area,
allowing it to concentrate more on practice management,
postgraduate training and quality of care. Undergraduate
medical education has returned to the top of the agenda to pose
a new challenge to College members and faculties. It is time for
the College to renew its strategic thinking about medical educa-
tion, and for College members to address the issues in their prac-
tices. In the 1950s, the RCGP had to launch and steer
undergraduate medical education for general practice. In the
1990s it will have to facilitate and concentrate diverse efforts
to shift a considerable portion of clinical teaching into the com-
munity. Teachers in general practice will need to refocus away
from their specialty and on to the problems of teaching medicine
itself. The tasks are different from those of the 1950s and are
formidable. However, despite the evident problems of shifting

medical education into the community, I think we can be
confident about our response.
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PRACTICE ORGANIZATION |
so A 5Ai^g y jO, j j i Appointment Systems

Based on the work of the original Practice Organization Committee of
Doctors on the Move (Occasional Paper 7) Council, the folder coversthe amount ottime which should be provided
Describes a revolutionary method of organizing a general practice for each rist size, different booking systerns,and commnon faults, together
whereby doctors and nurses move from patient to patient Instead of with suggestions on how to adjust an appointment system which is not
following traditional consulting room patterns. £3.00 working properly. £5.00 E£8.00 non-members)

Practice Information Booklts
Written largely by the College's Patient Liaison Group, this folder hasComputers In Primary Care (OccasionaJ Paper 13 niany useful suggestions for the content and presentation of patient

This report from an RCGP( working party describes current and future. information booklets, together with a useful section on the constraints
possibilities for computerizing aspects of care in general practice £3.00 of advertising. £6.00 (£7.00 non-members)

Trends in General Practice Computing
Covers computerized prescribing, office systems, computers in the Mana.rnmnt in Practice
consulting room, atitudes of patients and future developments. An easy- Produced oiy by the RCGP and MSD Foundation, the package consists
to-ead introduction to the subject with plenty to offer those already of a video and supportingcqutse book. It is the first management video
committed. £12.50 that has been specifically designed for use in general practice by ah

rrinmbers of the primary care team. A diabetes mini-clinic is used to
illustrate the management problems that can result when new initiatives
are not properly thought through.

AgelSex Reisters £19.50* (additional counte books £4.60)
Age/Sx Regliters ;
Describes the different types of register, their functions and applications, We Need a Practice Manager
and how to construct and operate one. Suggestions are made on more The secord package in the series' produced by the RCGP and MSD
advanced registers, and computer applications. Foundation. It deals with the prwce.Wladig to the appointment of a

£3.00 (£4.00 non-members) practice manager. The prinpiples demonstrated are. relqvant to the
recruitment of all members of the practice team.

£24.95 (additional course books £6.50)
Entering General Practice *£35.00 if ordered together
Describes most aspects of entry to general practice for trainees and
younf GPs, including how to present a CV, how appricants may be Who Kilbd Susan Thompson?
assessed by a practice, and how they should asse a pracei There Set in a fictional four doctor partnership in an Engl1sh market town, this
are monographs to help women GPs in full time practice or job video demonstrates the link between individual clinical competence and
sharing. £6.00 (£7.00 non-members) medical audit. £30.00 (additional course books £5.00)

Allthe above can be obtained from the Sales Office, Royal Colleg of General Practitioners, 14 Princes Gae, London SW7 IPU-lEnquiries, Tel: 071-823
9698). Prices include postage. Cheques should be made payable to RCGP Enterprises Ltd. Accss and Visa welcorne (Tel: 071225 3048, 24 hours).
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