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A4"Y picture of the world-famous country doctor, Dr
IVJ. will Pickles, grew out of a series of discussions in
the late 1960s with his biographer, John Pemberton,
who was then Professor of Social and Preventive Medi¬
cine in the Queen's University, Belfast, an appointment
he held from 1958 until 1976. I worked in his depart¬
ment for five years before becoming head of an autono-
mous department of general practice in the same

university in 1971. I heard much of life in Wensleydale
and about the deep bonds of friendship between country
doctor and patient. The satisfying life of a rural doctor
is symbolized for me in John Pemberton's book, Will
Pickles of Wensleydale (1970).

Will Pickles combined the role of general practitioner
with that of District Medical Officer of Health. For him
community medicine was all-embracing and encom-

passed all aspects of medicine. Today the specialty of
community medicine aims to improve public health by
developing and applying medical skills to whole com-

munities. Will Pickles practised medicine in a rural
setting and aimed to provide the best care for all his
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patients. However, he was internationally famous be¬
cause he demonstrated in general practice that the
epidemiology of a disease is an integral part of its basic
description, and that it is possible to make original
observations in everyday general practice.

It is a singular honour to be asked to give the Will
Pickles lecture on the occasion of the meeting of the
College of Family Physicians of Canada and the Royal
College of General Practitioners in Britain and Ireland.
It is appropriate that the venue should be Dublin and I
hope acceptable that an Ulsterman should give the
Lecture. I am indeed proud to have been asked by the
Royal College of General Practitioners to honour one of
its most venerable Presidents.
My professional life in recent years has been dedi-

cated to the growth and development of the Department
of General Practice in the Queen's University, Belfast.
We have had to overcome problems of development
similar to comparable departments of general practice
elsewhere in the United Kingdom: financial disincen-
tives to become university general practitioners, inad¬
equate economic and other resources, the absence of an

appropriate academic career structure, and resultant
problems in recruiting suitable staff. We have also had
to contend with problems peculiar to the environment
of Northern Ireland, although these have simply har-
dened our will to succeed. We are relatively isolated in
relation to the rest of Britain and Eire, mainly because
of the political instability of the Northern Irish com¬

munity, less so because of geographical location.

General practice and community medicine

I believe there is an inherent conflict between the
educational objectives of a clinical discipline, for in¬
stance, general practice, and those of a subject con¬
cerned with population medicine. The main thrust of
teaching in departments of community medicine at
undergraduate level must be to teach general principles
of epidemiology. In my experience, general practice has
much more in common with the various clinical disci¬
plines (mental health, geriatrics and paediatrics) which
have a direct interest in community practice. Yet many
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departments of social medicine in Great Britain have
spawned embryo departments of general practice, and
we have a few professors who heroically attempt to span
both disciplines. Academic general practice in Northern
Ireland undoubtedly owes its birth to the foresight of
Professor John Pemberton, my former academic col-
league in social medicine. Nevertheless, I agree with
Professor Ian Richardson (1981), who posed the ques¬
tion in last year's Will Pickles Lecture, "Why should
academic general practice not enjoy the same indepen¬
dent status as medicine, paediatrics or psychiatry?"
Obviously, autonomy greatly enhances the credibility of
any subject.
My thesis is that general practice, with its endless

supply of unselected illnesses, its human laboratory of
patients, provides an ideal opportunity to achieve prop-
erly defined educational objectives in clinical medicine.
General practice is still largely a clinical discipline and
our teaching should truthfully reflect the reality of
clinical practice. Thus, in the Department of General
Practice at Queen's, although our overall teaching
objectives (Irwin et al., 1976) embrace preventive clini¬
cal medicine and health education, we do not teach
these aspects of the general practitioner's work in
separate courses, but as part of what happens in daily
practice. For us, much preventive work is part of the
day-to-day consultation and daily routine. We therefore
rely enormously on our general practice clinical teachers
in the community to demonstrate various aspects of
preventive medicine. We try to cultivate preventive
attitudes of mind, particularly with regard to preventing
complications of disease or long-term disability. We
encourage discussion of Stott and Davis's (1979) neat
aide-mimoire of the consultation, which includes what
they call "opportunistic health promotion". However,
the main thrust of our teaching in the clinical years is to

provide special training in basic clinical skills, in prob¬
lem perception, in history-taking, in decision-making
and in communication techniques. I shall be describing
below how we try to teach these skills and how we use

the new resources available at the Dunluce Health
Centre, which opened two years ago.

The need for change in medical education

Different authors in the past decade (Irwin, 1974; Ryan,
1976; Maddison, 1978; Marinker, 1981) have suggested
various ways in which the curriculum and teaching
methods in medical schools might be changed and
improved. Maddison (1978), in particular, has been very
critical of the 'siege mentality' prevalent in medical
schools and amongst medical educators. Pedantic learn¬
ing is, of course, traditional in medical education,
especially in the basic biological sciences, and will
always be so. A daunting amount of scientific knowl¬
edge has to be acquired by students. The lecture still
offers the best and often the only way of delineating
areas of knowledge, given present staff-student ratios.

There is, however, a constant need for vigilance and to
prune content and stop pedantic behaviour. Fortunately
the clinical and later years offer much greater scope to
promote small group and even autonomous learning, in
both hospital and general practice. Despite this, Picker-
ing (1978) thought that the modern medical student has
underdeveloped powers of observation and is poor at
arranging and interpreting facts. This view seems at
variance with the modern emphasis on medical science
and pathology in undergraduate teaching, nor would
my colleagues in the Queen's Medical Faculty in Bel¬
fast necessarily accept that Pickering's statement is
true.

I was fortunate to have been given the opportunity to
develop the subject of general practice in a progressive
medical school which attempts to produce a graduate
judged to be wise, clinically competent and with an

accomplished bedside manner. General practice teach¬
ing provides a balance and a change from high-tech-
nology medical science. It introduces students to a much
wider spectrum of suffering and uncertainty. Intellectu-
ally it has much more to offer to medical education than
its mundane image of self-limiting illnesses and the
trivia of practice. The cognitive and affective domains
are the aspects of learning which I hope to stress in this
address, because the fundamental requirements of a

sound university education are to make students think
clearly and critically.

Attitudes to general practice
Academic general practice remains insecure partly be¬
cause of the big-brother attitudes of some hospital and
university staff. Some see the subject as mundane,
merely the sum of many specialties. A professor of
general practice has to work hard to acquire authority
and influence in a medical school. In the past we had
constantly to correct false impressions of general prac¬
tice which students gleaned consciously or unconscious-
ly from their hospital mentors. Unfortunately there are

still some incompetent and ill-informed general prac¬
titioners, and a bevy of authors have found grounds for
criticizing the service they provide and the growing
division in British medicine between specialists and
general practitioners (Stephen, 1978; Honigsbaum,
1979; Pereira Gray, 1980).
Some older general practitioners feel out of their

depth in scientific medicine and develop deferential
attitudes to consultants. We can report now, however,
that there are healthier and more positive attitudes
towards general practice on the part of medical students
in the Queen's Medical School. We hope that this
change is related to our own efforts, to the development
of vocational training for general practice, and to the
activities of members of the Royal College of General
Practitioners. There are also signs of increasing co-

operation between ours and the other Royal Colleges
(Horder, 1977).
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The department of general practice at Queen's
The academic general practitioner
There is general agreement that the clinical role of the
academic general practitioner is of supreme importance.
It holds the key to credibility with clinical colleagues,
both in general practice and the hospital. There is
further acknowledgement that "professors preach what
they practise" (Ross, 1982) and are no longer living in
ivory towers far removed from the reality of an ordinary
general practitioner's round. Yet, faced with the com-

peting tasks of administration, teaching and research,
some senior academics in general practice have deliber-
ately avoided taking a contract of service to patients.
Finding time for all this work places the academic
doctor in a real dilemma. Small wonder that at times he
or she feels like a jack-of-all-trades and master of none.

For the past three years our academic career struc¬
ture, which is described in the literature (Irwin, 1980),
has resulted in a happy and well-balanced department
(myself, two senior lecturers, a lecturer and two junior
tutor posts). The last two posts are academic training
posts, non-tenured, with three-year contracts; appli-
cants must have completed vocational training for gen¬
eral practice. There is now a grave danger that these
posts, which have been very successful, will disappear in
the immediate future due to a combination of factors.
oversupply of medical graduates, relatively too few
practice vacancies and the financial squeeze on all
British universities. Nothing saddens me more, as it puts
the development of academic general practice in jeopar-
dy. In these new circumstances, who can blame young
doctors for feeling too insecure to risk applying for an

academic post which guarantees no permanency after
three years? The same threat hangs over all departments
of general practice in British schools.

Senior and junior medical academic staff in our

department are happily married into two partnerships in
the Dunluce Health Centre. Each academic general
practitioner has a service contract to the NHS which
specifies an average of 20 hours' clinical service each
week. This leads me to describe briefly the excellent
support we get from local general practitioners.

Part-time teaching staff

Six of the 12 part-time lecturers in general practice are

from practices in the Dunluce Health Centre, the rest
from practices outside. They all play an important part
in small group teaching in their practices. They have the
further support of 115 general practice clinical teachers,
who each year take several undergraduate students on

mandatory two-week attachments, one in the fourth
year and the other in the final year of the curriculum.
These teaching practices are spread widely throughout
the province. We have managed to achieve this happy
position despite being able to offer only nominal finan¬
cial inducements to teach, and in sharp contrast to some

areas in Great Britain. It is a tribute to the soundness of
general practice in Ulster. Forty-seven of the general
practice clinical teachers are members of the College
and 27 of them act also as trainers in postgraduate
education for general practice. The measure of local
support is even better judged by the figure of 68 general
practice teachers who are not members and have ex¬

pressed no interest in becoming trainers.
The work of our teachers in the community is regular¬

ly monitored by correspondence and regular visits. In
this way aims and methods are explained and feedback
is obtained. Above all, our system and infrastructure
maintains the competence of academic staff to teach at
all levels of education.

Philosophy
Since the Report of the Royal Commission on Medical
Education in 1968, there has been much confusion over

the meaning of a broad basic education. The aim is
primarily educational, but the undergraduate course is
also vocational. Put differently, it would be nonsense to
award a medical degree to a student who had been
trained and educated in non-vocational subjects. Medi¬
cine is a vocation for which education and training go
hand in hand, inextricably mixed. These concepts are

important to grasp because the acquisition of knowl¬
edge and skills and the development of appropriate
caring attitudes should be embedded at the undergrad¬
uate level.
The philosophy of education in our department has

been discussed elsewhere (Irwin et al., 1976). Each of
our objectives has been analysed in terms of Bloom's
(1956) taxonomy of levels of cognitive skill as developed
by Metfessel and colleagues (1969). Our five objectives
in our clinical courses cover both cognitive and affective
learning and are to enable the student to study in general
practice:
1. a) The earliest manifestations of illness.

b) The spectrum of undifferentiated illness.

c) The significance of physical, psychological and
social factors in the aetiology and management of
illness.

2. The characteristics of the doctor/patient relation¬
ship.
3. The particular skills of primary diagnosis and man¬

agement.
4. Preventive clinical medicine and health education
with particular reference to the communication network
within the team, between the team and the hospital, and
between the team and other community health and
social services.

5. The purpose of maintaining and using concise intelli-
gible records and registers, including the uses of epide¬
miology in service, teaching and research.
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These objectives are similar to those defined by the
General Practice Working Party of the 1974 European
Conference on the Teaching of General Practice (1977).
Our courses are designed to produce a graduate with a

wide knowledge of disease and illness behaviour in the
primary care environment, with a sound grasp of pre¬
ventive and curative clinical skills, and an ability to
understand and communicate with patients and other
health and social welfare professionals. We try to stress
the importance of health education, preventive clinical
medicine and anticipatory care in our case-study presen-
tations and topic teaching. We stress the importance of
the primary care team and our students learn about the
role of each professional worker involved in providing
comprehensive care. Controversial issues, for example
the role of the general practitioner in screening and
anticipatory care, are all raised and discussed. We find
that these topics, and health education, are best taught
through a clinical medium, where motivation is high.
We try to develop in our students a better understanding
of some psychological problems and of the therapeutic
skills to deal with them.

Re-organizing the curriculum

A few years ago steps were taken to restructure the
medical curriculum at Queen's. We wanted to relieve
congestion, particularly in the fourth year. As a result
we changed from a six- to a five-year course and
reduced student numbers from 188 to about 155 a year.
The other main changes were as follows:

1. The second year

General practice teaching was introduced in a new

format into second-year teaching. The aims of the
course are to introduce students to people, their prob¬
lems and their social and interpersonal relationships in
the context of community care. Behavioural sciences are

taught through clinical studies, and students are intro¬
duced to basic communication skills. This course forms
the base for later clinical teaching.

2. The fourth year

The fourth-year general practice clinical clerkship was

reduced from five to three weeks, the last two weeks of
which the students spend in a community teaching
practice.

3. The joint course

Four departments.general practice, geriatric medicine,
community medicine and mental health.combined to
create a new integrated course. This is the joint course,
which lasts for two weeks and consists of small group
teaching for each student (Stout and Irwin, 1982). It
provides integrated teaching of topics of common inter-

Figure 1. The Dunluce Health Centre.

est to two or more departments, for instance family
planning, terminal care, coronary care, the confused
elderly, disability and alcoholism.

The Dunluce Health Centre

These changes took place just before the new depart¬
ment of general practice in the Dunluce Health Centre
opened in December 1979 (Figure 1). The department
had been planned as far back as 1972/73. Planning
priority was given to this development by the DHSS
(NI) at a time when cuts in health spending meant that
plans for a number of other city health centres were

shelved. It is the university's general practice base and is
immediately adjacent to other academic buildings and
to one of the main teaching hospitals, the Belfast City
Hospital. It is a four-storey building and houses four
NHS partnerships closely associated with the depart¬
ment; they provide care for a population of over 20,000
patients. The academic accommodation on the top floor
is linked by a closed-circuit television system to 14
consulting suites in the health centre below (Irwin and
Perrott, 1981).

Teaching for the consultation

We concentrate a lot of time and resources on teaching
our fourth-year students communication skills and
problem perception in the consultation.

The interview model

Teaching about the consultation in general practice is
very different from information-gathering in hospital.
We therefore teach some simple and general principles
of interviewing, which we incorporate into our General
Practice Interview Model. The eight principles of the
model are:

1. Start with an open-ended approach.
2. Establish rapport and confidence.
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*x = mean value. **SD = standard deviation.

3. Listen attentively.
4. Think clearly about:

a) identifying the problem.
b) involving the patient in decision-making.
c) explaining findings, prognosis and management.

5. Encourage communication by body language and
use of various techniques, for example facilitation and
confrontation.
6. Observe and interpret non-verbal behaviour.
7. Streamline by asking more specific questions as the
interview proceeds.
8. Finish with clear explanation and reassurance.

By the end of a consultation the students are expected to
be able to have:

1. Taken a selective history.
2. Performed a relevant physical examination and/or
investigation.
3. Made initial decisions regarding primary diagnosis
and management.
4. Constructed a problem list.
5. Demonstrated communication skills in a consul¬
tation.
6. Showed empathy and understanding.
All general practitioners are familiar with the range of
problems which present in practice. McCue (1982) talks
about 'clingers', 'demanders', 'help rejecters' and 'de-
niers'.all stereotypes familiar to the experienced fam¬
ily doctor. The general practice student is also likely to
encounter common presentations of mixtures of physi¬
cal and emotional illness.
Our eight principles are applied when the student

finds it hard to assess one or more of the problems
presented. In preparing students for practice we also
condition them to operate against a set time limit, to
tolerate uncertainty and to be flexible and selective in
gathering data.
We recently carried out a clinical research study in the

Dunluce Health Centre to validate our concepts of
problem-solving using the General Practice Interview

Model. Alternate patients attending general practice
surgeries at the health centre and presenting new prob¬
lems with a mixture of organic and emotional illness
were accepted into the study and asked to co-operate by
seeing a trainee immediately after an experienced trainer
had made his notes. The trainee undertook a full
hospital-style history and examination, along the lines
of the instructional booklet issued to each undergrad¬
uate student by the department of medicine in Queen's.
The general practice style and the hospital style

history and physical findings for six of these patients
were recorded and submitted to three groups of fifth-
year medical students as a written examination at the
end of their final-year general practice clerkships. Each
group of students was presented with four different
patient histories.two taken by a trainer using the
general practice model and two taken by a trainee using
the hospital model. There were 11 students in groups
one and two, and 13 students in group three. Each
student had to prepare problem summary lists, which
were then scored according to an agreed schedule con¬

structed in retrospect and based on what the trainers
knew about the patients and on what they learned in
subsequent follow-up. Table 1 shows student scores by
case and method of history-taking. The results indicate
that for case histories 1, 2, 4 and 6, mean scores for the
general practice model were significantly higher than
those for the hospital model. Only in Case 5 was the
hospital model mean score significantly better. A fur¬
ther analysis, employing a Friedman two-way analysis
of variance, compared case scores within batches of
students. The results indicate that there were significant
differences between cases within the second and third
student groups, but not within the first group. Page's 'L
trend test' revealed a significant trend favouring the
general practice model in the second and third groups.
These preliminary findings suggest that, for the same

case, senior medical students are likely to be more

successful in diagnosis and problem-solving when using
material derived from the general practice mode of
history-taking and physical examination than from the
hospital model. We are continuing this study, which is
yet another example of the interdependence of student
and graduate education.
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Tutor sessions

In the Dunluce Health Centre in each fourth-year
general practice clerkship we deploy 11 tutors. The
students work in groups of three and each one has
several three-hour training sessions, each time with a
different tutor. Every consultation by a student with a
real patient is observed by the tutor and the two other
students in the adjoining viewing room, and the whole
process is video-recorded. Later, the different inter-
views are played back with the tutor, analysed, evaluat-
ed and discussed. Patient consent is obtained
beforehand for these teaching surgeries.
The video system is very cost-effective. The capital

cost was over £23,000 a few years ago, but running costs
are very cheap (a few hundred pounds a year) because
nearly all tapes are wiped clean after a session and used
again. The system has been described in greater detail
elsewhere (Irwin and Perrott, 1981).

There are few medical schools, if any, in the UK or
the USA, whose students' interactions with patients are
directly observed and video-recorded on such a scale
(Engel, 1976). The system has enabled us largely to
discard role play and simulated clinical teaching in
favour of genuine interviews.
We concentrate on teaching for the consultation for a

variety of reasons, knowing that the consultation is the
heart of clinical general practice. Today's students are
tomorrow's young doctors. I believe that there is now
an urgent need to improve the quality of clinical care
provided by general practitioners in the British NHS.
This can best be done by ensuring a longer average
consultation time, so that new, well-trained, graduates
will have enough time to listen to what their patients
wish to say, to understand their problems efficiently,
and have time to offer advice on occasions rather than
just reaching for a prescription pad. In my opinion this
should receive priority over the many other changes
being talked about. Longer consultations would also
increase greatly patient satisfaction with the service, and
enhance the quality of general practice care in the eyes
of hospital staff.

In my experience there is an even more urgent reason
for adopting this teaching strategy, which I have de-
scribed in some detail. It introduces a new educational
and intellectual dimension into teaching in general
practice, which is readily appreciated both by students
and other medical educators.

Communication study
For the past few years we have been attempting to
evaluate the fourth-year students' communication
skills. We use rating scales and began by working with
simulated patients. More recently we have used real
patients who have given their consent.

Seventy-three students and 11 staff have so far been
involved in this year's study, and two types of interview
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PLEASE TICK: Real patient
Role play

Student's name_

Tutor's name.

Date_

Did student see real ? or role play ? first?

Interview rating scale 4th year A B C D A=1 B=2 C=3 D = 4

Total score (as a percentage) =

NB. If any of the above statements are considered inappropriate by the tutor please leave blank
spaces (do not score at all).

Figure 2. The blue rating scale.

rating scale have been used. On two occasions, within
the space of a few days each student was assessed by a

tutor while interviewing patients. Two different formats
of the same rating scale were used. The blue rating scale
(Figure 2) shows the scoring scheme for the 19 par-
ameters on the scale. The rater does not score any par-
ameter which in his opinion is not relevant to a

particular consultation, and allowance is made for this
in working out a total score as a percentage.
The yellow-coloured rating scale is shown in Figure 3.

The various parameters 1-19 are scored from 1 to 4 on a

negative to positive scale.
If during a student's first interview a blue form was

used, then a yellow form was used for the second
interview, and vice versa. Comparison of the mean

scores obtained on the blue and yellow formats pro¬
duced no statistical difference. Also when we compared
the first and second occasions when each form was

used, we found no significant differences. At this stage
it is reasonable to conclude that the format of the rating
scale is not a significant variable affecting the results.
Given these findings, the scores awarded to each

student were averaged, regardless of whether a blue or

yellow form was used, and whether a first or second
interview was being assessed. The range of percentage
possible scores for either form of rating scale is 25 to
100, with a median of 62.5. The scores recorded by the
11 tutors ranged from 55.8 to 76.2 per cent, with a

median score of 65.2. Six of the tutors gave average
scores deviating significantly from the tutor median
score. Twice as many tutors awarded high deviant
scores as low deviant scores. These results seem to
indicate that the objectivity of a rating scale in assessing
communication skills is more apparent than real, and
that the scale is open to considerable user bias. This
finding implies that the scores obtained from rating
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scales should be treated in the same way as other
subjective assessments, for example essay-type examin¬
ation questions, and that statistical adjustments need to
be made between scores awarded by different raters.

Teaching hours per student

Table 2 shows how labour intensive integrated teaching
really is, and that a total of nearly 1,800 staff hours of
small group undergraduate teaching are provided in
each academic year, which runs from September to the
following May. This excludes staff time in the four
weeks spent in the teaching practices in the community.
It is not uncommon to have as many as five tutors
involved in different activities during any three-hour
session in the fourth-year general practice clerkship.

Student assessment

We have subjected our methods of assessing learning to
constant scrutiny since 1975. Soon after we defined our
educational objectives we chose the Modified Essay
Question (MEQ) as one of our ma|n forms of written
assessment. Professor Knox of Dundee has outlined in
several publications the construction and use of this
type of paper (Knox, 1975, 1980). We modified it for
our own use in evaluating the general practice fourth-
and fifth-year courses in 1975/76 (or, as they were then,
the fifth- and sixth-year clerkships), and as one of two
main written papers in the Final MB Part II Examin¬
ation. Its acceptance by the medical faculty was influ¬
enced by the published educational research work of the
department of general practice in this field. A paper
(Irwin and Bamber, 1978) about the MEQ evaluation of
the 1975/76 fifth-year general practice clerkship showed
that the reasoning skills required in general practice
differed from the skills required in more specialized
areas. This work contributed to a decision by the
Queen's Medical Faculty to develop the Final MB Part
II Examination into a holistic appraisal of knowledge
and skills applicable to general medical practice. A
further paper (Odling-Smee et al, 1982) describes in
detail the structure of this examination. It consists of
clinical examinations, orals and two main written
papers. One is a Multiple Choice Question (MCQ)
paper, and the other is the MEQ, set and marked by the
department of general practice. We have also carried
out more recent research on the cognitive structure of
the 1978 and 1980 Final MB MEQ papers (Irwin and
Bamber, 1982). This research shows the potential of the
MEQ in measuring the whole range of cognitive areas

defined by Bloom and Buckwalter (1981).
I am pleased to add that a substantial financial

donation has been made to the university to establish an
Evelyn Boyd Scott Medal and a prize of £200, which will
be awarded to the student who obtains the best mark in
the general practice fourth- and fifth-year continuous
assessments.

The interface with postgraduate medical
education

In Northern Ireland, as in England, Scotland and
Wales, for historical and not very good reasons, voca-

Figure 3. The yellow rating scale.
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tional education for general practice is largely divorced
from undergraduate medical schools (Morrell, 1978). If
independent postgraduate departments were to develop
in regions served by university medical schools, aca¬
demic general practice would ultimately be weakened,
because there would be marked academic overlap.
There is also a need to tie together what should be a

continuous educational process, so that what is learned
at undergraduate level affects postgraduate education
and vice versa. Various local solutions have emerged in
Britain. Some general practice advisers and/or course

organizers have honorary or real appointments to lec-
tureships in university departments of general practice;
in some centres the opposite pertains. In Belfast we

operate as physically separate institutions, but acknowl-
edge our interdependence. We are striving continually
to improve formal and informal communication be¬
tween the two bodies. The contribution of the depart¬
ment of general practice to postgraduate medical
education in various courses is illustrated in Table 3.
The 142 staff hours shown here exclude weekly small
group teaching time for several general practice trainees
who are attached to the department.
The department also assesses the communication and

clinical skills of general practice vocational trainees in
Ulster, both in the department and their practices. In
1981/82 this work occupied 132 direct contact staff
hours. The total of 274 staff hours spent in postgradu¬
ate teaching and assessment of skills represents about 13
per cent of the total time spent on all teaching.
The overall role of the department of general practice

in postgraduate education for general practice is as

follows:

1. Defining educational objectives and methods of
assessment.

2. Defining areas of knowledge to be taught.
3. Advancing knowledge and making it available.
4. Correcting ignorance of teaching methods.

Marsh (1980) has summarized the taxonomy of affective
behaviour or attitudes which we are attempting to
portray in the consultation when teaching general prac¬
tice trainees or their trainers. Specific educational ad¬
vice is needed for course organizers and trainers because
the educational literature of general practice is too often
couched in general terms, for example The Future
General Practitioner (RCGP, 1972), The General Prac¬
titioner in Europe (European Conference, 1974), Mor¬
rell (1978) and Pereira Gray (1979).

Conclusion

In conclusion, in 1971 the medical curriculum in the
Queen's University of Belfast was changed with the
object of producing a graduate with a wide knowledge
of disease, a sound grasp of clinical skills and an ability
to relate to and understand patients (Odling-Smee et al.,

table 2. Number of direct contact teaching hours per
academic year.

Undergraduate Hours per Hours per Staff hours
teaching student curriculum taught

Table 3. Number of direct contact staff hours per course.

Types of course Staff hours taught
Trainee
Trainer
Course organizers (England)
Continuing education
Total

26
26
60
30

142

1982). At the same time the Chair of General Practice in
Queen's was established. In this lecture I have outlined
what the department of general practice teaches, and
how it is taught and assessed. Staff of the department
aim to make a significant contribution to the whole end
product and to meet fully the most recent GMC recom¬

mendations on teaching general practice. Doubtless
there are other ways of achieving the same result. Our
way is interesting because it serves as a perfect example
of how the educational objectives which we all share can
be achieved by a well-resourced department using video
technology and one-way mirror-sound systems.

Simulated patients are being widely used in medical
education to teach interpersonal skills of communi¬
cation, but real patients have obvious clinical advan¬
tages and greater academic credibility. Our students
learn the general principles of how to gather infor¬
mation in general practice against a set time limit
dealing with undifferentiated problems. Our interview-
ing model complements traditional hospital teaching,
something which would have been unheard of and
unacceptable 20 years ago. Our intensive use of closed-
circuit television technology and observation facilities in
the Dunluce Health Centre is a great help in spreading
the gospel of general practice to undergraduates. This is
having beneficial effects on entry to general practice and
my final plea is for a closer integration of the two levels
of education, undergraduate and postgraduate.

I hope that my odd title now makes more sense, and
that I have given some insight into my thinking and
striving.

Journal of the Royal College of General Practitioners, October 1982 605



William Pickles Lecture 1982

References

Bloom, B. S. et al. (eds) (1956). A Taxonomy of Educational
Objectives: Handbook L The Cognitive Domain. New York:
Longmans Green.

Buckwalter, J. C., Schumacher, R., Albright, J. P. et al. (1981).
Use of an educational taxonomy for evaluation of cognitive
performance. Journal of Medical Education, 56, 115-121.

Engel, G. L. (1976). Are medical schools neglecting clinical skills?
Journal of the American Medical Association, 236, 861-863.

European Conference on the Teaching of General Practice (1974).
The General Practitioner in Europe. A statement by the
Working Party appointed by the 2nd European Conference on
Teaching of General Practice. Netherlands: Leeuwenhorst. Also
in Medical Education (1976), 10, 235-236.

European Conference on the Teaching of General Practice (1978).
The contribution of the general practitioner to undergraduate
medical education. A statement by the Working Party on the
Teaching of General Practice. Journal of the Royal College of
General Practitioners, 28, 244-252.

General Medical Council Education Committee (1980).
Recommendations on Basic Medical Education. London:
GMC.

Gray, D. J. Pereira (1979). A System of Training for General
Practice. Occasional Paper No. 4. 2nd edition. London: The
Royal College of General Practitioners.

Gray, D. J. Pereira (1980). Just a GP. Gale Memorial Lecture.
Journal of the Royal College of General Practitioners. 30, 231-
239.

Honigsbaum, Frank (1979). The Division in British Medicine. A
History of the Separation of General Practice from Hospital
Care. 1911-1968. London: Kogan Page.

Horder, J. P. (1977). Physicians and family doctors: a new
relationship. Journal of the Royal College of General
Practitioners, 27, 391-396.

Irwin, W. G. (1974). The need for academic general practice.
Inaugural lecture. Journal of the Royal College of General
Practitioners, 24, 93-105.

Irwin, W. G. (1980). A new academic career structure in general
practice in Northern Ireland. Journal of the Royal College of
General Practitioners, 30, 740-742.

Irwin, W. G. & Bamber, J. H. (1978). An evaluation of a course
for undergraduate teaching of general practice. Medical
Education, 12, 20-25.

Irwin, W. G. & Bamber, J. H. (1982). The cognitive structure of the
modified essay question. Medical Education, 16, 22-27.

Irwin, W. G., Bamber, J. H. & Henneman, J. (1976). Constructing
a new course for undergraduate teaching of general practice.
Medical Education, 10, 302-308.

Irwin, W. G. & Perrott, J. S. (1981). Systematic use of closed-
circuit television in a general practice teaching unit. Journal of
the Royal College of General Practitioners, 31, 557-560.

Knox, J. D. E. (1975). The Modified Essay Question. Medical
Education Booklet No. 5, Dundee: Association for the Study of
Medical Education.

Knox, J. D. E. (1980). How to use Modified Essay Questions.
Medical Teacher, 2, 20-24.

McCue, D. (1982). The effects of stress on physicians and their
medical practice. New England Journal of Medicine, 306, 458-
463.

Maddison, D. C. (1978). What's wrong with medical education?
Medical Education, 12, 97-102.

Marinker, M. (1981). 2010. Journal of the Royal College of General
Practitioners, 31, 540-546.

Marsh, 1. (1980). Teaching about learning in a consultation. Journal
of the Royal College of General Practitioners, 30, 712-717.

Metfessel, N. S., Michael, W. B. & Kirsner, D. A. (1969).
Instrumentation of Bloom's and Krathwohl's taxonomies for
the writing of educational objectives. Psychology in the
Schools, 6, 227.

Morrell, D. C. (1978). General practice: a developing academic
discipline. Journal of the Royal Society of Medicine, 71, 5-13.

Odling-Smee, W., Love, A. H. G., Irwin, W. G. et al. (1982). An
integrated final MB examination. Lancet, 1, 1114-1116.

Pemberton, 1. (1970). Will Pickles of Wensleydale. The Life of a
Country Doctor. London: Geoffrey Bles.

Pickering, G. (1978). Quest for Excellence in Medical Education. A
Personal Survey. Nuffield Provincial Hospitals Trust: Oxford
University Press.

Richardson, I. M. (1981). William Pickles Lecture 1981. "Verities
yet in their chaos." Journal of the Royal College of General
Practitioners, 31, 320-333.

Ross, M. (1982). Professors preach what they practise. General
Practitioner, March 12, p. 22.

Royal College of General Practitioners (1972). The Future General
Practitioner. London: RCGP.

Royal Commission on Medical Education, 1965-1968 (1968). Report
Cmnd. 3569. London: HMSO.

Ryan, J. G. P. (1976). The Family Doctor's Dilemma. Inaugural
lecture. University of Queensland Press.

Stephen, W. J. (1978). An analysis of Primary Medical Care-an
International Study. London: Cambridge University Press.

Stott, N. C. H. & Davis, R. H. (1979). The exceptional potential in
each primary care consultation. Journal of the Royal College of
General Practitioners, 29, 201-205.

Stout, R. W. & Irwin, W. G. (1982). Integrated medical student
teaching. A combined course in community medicine, general
practice, geriatric medicine and mental health. Medical
Education, 16, 143-146.

Address for reprints

Professor W. G. Irwin, Dunluce Health Centre, I Dunluce Avenue,
Belfast, BT9 7HR.

Acknowledgements

I wish to thank all my professional and academic colleagues, not
forgetting Professor John Pemberton, and my staff, who have so
tirelessly and willingly supported me in order to further the cause of
academic general practice in Northern Ireland. I am also much
indebted to Jim Bamber, Senior Lecturer in the Department of
Education at Queen's University.

Low birthweight and mental handicap
The prevalence at school age of cerebral palsy and
severe educational subnormality in children of low
birthweight (< 4 lb = 1814 g) born to residents in the
region served by the South East Thames Regional
Health Authority in the early 1970s was compared with
that in children of the same birthweight born in 1950-
53. The prevalence of one or both of these defects was
lower in the 1970s' cohort; this was due to both a fall in
the incidence of extreme gestational immaturity among
children of low birthweight and a reduction in risk of
defects to the gestationally immature births that oc-
curred. The decreased risk of these defects in children of
low birthweight was approximately counterbalanced by
the increased likelihood of their survival; among chil-
dren of all birthweights the prevalence of these defects
attributable to children of very low birthweight changed
little.

Source: Alberman, E., Benson, J. & McDonald, A. (1982). Cerebral
palsy and severe educational subnormality in low birthweight chil-
dren: a comparison of births in 195 1-53 and 1970-73. Lancet, 1, 606-
608.

606 Journal of the Royal College of General Practitioners, October 1982


