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Sir,
Two articles concerning vocational
training for general practice have re-
cently appeared in Scottish Medicine
(McNamara and McNamara 1981a,
1 981 b).
We in our department, together with

the Postgraduate Adviser in General
Practice for Wales, have met and de-
bated the issues raised by these two
timely articles. We feel that they merit
wide discussion because:
1. Training based on educational the-
ory has not received majority accep-
tance by trainers (teacher principals),
trainees (registrars in general practice)
or other principals. A gap between the-
ory and practice persists and we need
to know why.
2. We will fossilize unless the progres-
sive development of training is pursued
and motivated by a spirit of enquiry
rather than political desires.
The following points are relevant to a
continuing debate:
a. The lack of evidence for a relation-
ship between educational method and
outcome is not accepted by all educa-
tionalists, despite the two American
references quoted by the authors. Such
evidence is notoriously difficult to pro-
duce experimentally and it is usually
situation specific. Hence the authors
may be right for some teaching and
wrong for others. For example, experi-
ence suggests, and is seldom dis-
proved, that attempted problem-
solving followed by discussion with the
teacher is very effective, as it com-
pletes the feedback loop which is fun-
damental to all learning. Some people
are natural 'encouragers', some can be
advised (or taught) to say less, and
others are incorrigible talkers. We
agree that the ability to instill enthusi-
asm for the subject and its study is
more important than the method, but
awareness of methods is not necessar-
ily bad.
b. Our experience with undergraduates
and postgraduates is that they all need
discipline-specific pegs to hang their
hats on. For example lung function
tests provide the respiratory physician
with his 'peg', circulatory function
tests are the cardiologists' peg, uterine
performance is the obstetrician's.
What is the primary physician's peg? A
sort of multi-micro-peg-board? This
was surely the function of the much
maligned book, The Future General
Practitioner. It provided early steps in a
rapidly evolving discipline and in so
doing trod on the toes of a number of
vested interests and egos. The docu-
ment was published in 1972 and al-

ready it is history, superseded by more
practical and skill-centred approaches
which are making their mark on teach-
ing; but do not let us forget the value
of historical documents.
The primary health peg we use in our

department is a simple framework to
extend the concept and scope of the
consultation and force awareness of an
integration of care, prevention and de-
mand with every patient (Stott & Davis,
1979). This is highly acceptable to stu-
dents because it is practical and skill-
centred; moreover it quickly identifies
those teachers who function at a very
narrow level. Most important of all, it
helps the teachers to recognize skills
which are essential to integrated pri-
mary health care. We agree with the
Drs McNamara that those with a clear
vision of the uniqueness of what they
practice in their consulting rooms are
often the best teachers, but we don't
agree that the real world of general
practice is nothing but constraints and
frustrations, as they seem to imply in
the second article. Our discipline is
only frustrated by those who refuse to
let it move into the twentieth century
and cling on to specialist-minded views
of where we are going.
c. We agree with the worrying general-
ization that "Trainees... do not ap-
pear to be prepared to take self-
initiated learning but still, after years
of intensive training, call for structure
and systematic teaching from their
trainers." But we also ask how many
trainers set a cracking pace and
example in the pursuit of self-learning
and continuing education?
We hope that the articles together with
this letter will promote discussion and
stimulate critical but constructive re-
view of the present state of vocational
training for general practice and the
directions in which it is moving.
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Sir,
I support the letter from Dr M. J. Haw-
kins (December Journal p. 763), in his
doubts about educational theory in the
preparation of general practice train-
ees. However, my views are from the
other side: it is over twelve months
since I resigned as a trainer. My rea-
sons were:
1. The convolutions of educational the-
ory began to intrude. Meetings and
relationships full of 'aims and objec-
tives', 'doctor-patient interfaces', 'con-
tent and summary' resulted in the
dissection of a scheme which withered
in consequence.
2. Trainees were beginning to dictate
hours of service and their commitment
fell below the expectations of most
patients. Trainers should not expect
more but as much fidelity in duties
from trainees.
3. There was a tendency to over-pro-
tect trainees even to the end of the
practice experience.
Some of these fears were expressed to
the Joint Committee. To my surprise,
some members agreed-but in private.

Finally, why are trainers prevented
from learning the opinions on their
training gleaned by Regional Advisers,
up to six months after trainees have
left schemes? Surely feedback would
aid trainers in formulating their pro-
grammes.

C. C. BENTLEY
1 Charnwood Street
Derby DE1 2GX.

Re-certification
Sir,
Whilst Council and the faculties are
discussing alternatives to the examin-
ation, I would like to recommend that
the College consider the introduction
of re-accreditation. It should no longer
be accepted that a once and for all
pass of an examination or pass at a
practice assessment is sufficient to
warrant membership for life. Accept-
able attitudes may last decades, but
appropriate clinical knowledge and
skills almost certainly do not.
Most general practitioners accept

the need for some form of continuing
education. Regular study leave is a
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