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'T'HIS article is about a journey into the land of
*- British general practice. Whimsical as this sounds, it

is in fact near the truth, and introduces the idea of a

map to bridge the ideological gap between the system-
atists and the opportunists involved in vocational train¬
ing for general practice; between those who say 'We
must have a systematic programme, otherwise we can¬

not be sure the ground has been covered' and those who
say 'No learning occurs except in response to an imme¬
diate need in the learner; a rigid programme destroys
this process'. This is similar to the old argument be¬
tween those who favour classical (teacher-orientated)
and those who favour liberal (learner-orientated) cur-

ricula.
The problem is particularly acute for course organiz¬

ers. It was the profound illogic with which my own

programme was devised that drove me to embark on

this journey. There had to be a better way than mine.

The first stage
I used to spend the last afternoon of each term with my
trainees asking them what they wanted to know about,
and then devise a programme. Since it took more than
the next holiday to arrange, this had to be the pro¬
gramme for the term after next, by which time some

trainees had left and some new ones arrived.
So I asked Professor Peter Higgins if course content

could be discussed at the next Course Organizers Con¬
ference. He thought this was a good idea and suggested
that I should arrange it.
At this time I was thinking primarily of a framework

upon which to base the programme for my half-day
release course. As this lasts for nine terms in three years,
all that had to be done was to devise three headings that
covered the whole of general practice, and divide each
of these into three subheadings, so that these nine would
also cover the whole subject. Then it would be a mere

matter of the appropriate allocation of time.
My first major setback: what is the 'whole of general

practice'? How do you divide it into nine equal parts
under three main categories? I posed the questions to
trainees, trainers and anyone else who would listen. I
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buttonholed teachers (primary, secondary, tertiary, in¬
dustrial, nursing), managers, clergymen.becoming a

total bore.
The rewards of this eccentric behaviour were not

inconsiderable. Doubtless there were many good and
wise medical folk I did not meet and whose writings I
missed, but I was able to come to the following provi-
sional conclusions:

1. There is relatively little intellectual activity of any sort
among doctors outside their immediate work.
2. Compared with teaching in other areas, teaching in
medicine is in a state of fossilized infancy.
3. No one knows anything about curriculum building in
medical studies.

That this analysis may be false is hardly the point,
because it certainly seemed that I was exploring terra
incognita.and what could be more exhilarating than
that?

A pattern appears

Already another problem was emerging. Having been a

trainer I had a fair idea of the sort of things to be learnt
in practice and those appropriate for group learning in
the release course, but what were trainees supposed to
be learning in hospital? What about the moving popu¬
lation of 'one-year' trainees whose previous jobs, ac¬

ceptable under the Vocational Training Regulations,
were of unknown or dubious relevance to British gen¬
eral practice?
With some trepidation, I sent a questionnaire to the

consultant trainers attached to the Medway course.

They were asked what they felt the general practitioner
trainee senior house officers should have learnt by the
end of their appointment. To my delight, they all
responded in detail, though the problem of how to
incorporate this teaching in the course as a whole
remains.
The most helpful overview of general practice is

contained in The future general practitioner.' Photo-
copies of its contents pages plus a topic list prepared by
the Medway trainers were circulated to trainees and
trainers, who were asked to hold separate discussions
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Figure 1. Grid of the map, showing the nine areas
of general practice.

and produce their lists of the nine areas of equal weight.
Synthesizing their views with my own, which were in
part dependent on discussion with other course organiz¬
ers, and studying their programmes, the following list
evolved:

1. General practice in relation to the community and the
wider world;
2. Clinical content of general practice;
3. Skills and procedures in general practice;
4. Communications in general practice;
5. Management of patients and their illnesses in general
practice;
6. Ideas underlying general practice;
7. Inquiry and research in general practice;
8. Financial management in general practice;
9. Staff management in general practice.
Meanwhile I had decided on the three major areas which
covered the entire subject:
1. Art
2. Science
3. Management
The grid of the map thus far is shown in Figure 1, and
this was the frame that I presented to the course

organizers of South-East Thames Region at the Wye
Conference in October 1981. Each area was expanded
by illustrative examples (Figure 2).

Flying flak
Real teachers may not be surprised to know that my
ingenious structure was not popular. Nevertheless, a
few of my fellow course organizers did support me, and
the main strands of the opposition's arguments became
clear:

1. Any written curriculum would be arbitrary and would
tempt the powers that be to impose it on us.

2. It is difficult enough trying to scrape together a

reasonable educational experience with the resources we

have, without being told what to teach as well.
3. It would make irrelevant and arbitrary assessment
that much easier.
4. A rigid programme means that the subject will almost
invariably be irrelevant to the trainee's immediate
needs; little learning will occur and time will be wasted.

Back to the map
When I explained that it was not my intention to try to
create a rigid curriculum but a map which would be
supportive of any educational activity for trainees.a
map to be stretched, distorted, compressed, cut up or

totally ignored.and which could make the course more

coherent and be a basis for classifying audiovisual and
other material, I was told that maybe there was enough
in the idea to pursue it further.

Curricula and all that

Unfortunately, the word 'curriculum' has different
meanings for different people. It seems wise to digress
from the journey briefly to show the sense in which I am
using the word.

First, let me dispose of the word 'syllabus'. This is
sometimes used for a list of topics covered by a particu¬
lar examination. It causes confusion and I will not
mention it again.

'Curriculum' was first used at the University of
Glasgow in the Middle Ages for a course of study, by
analogy with a running track. Mr W. Dunn of that
university tells me it describes a course in terms of
method and content. To some people 'curriculum'
means the minimum everyone should know, to others it
suggests 'a design of a social group for the educational
experiences'. Denis Lawton, in his book Social change,
educational theory and curriculum planning,2 argued
for 'the common culture individualized curriculum'.
This necessitates mapping out the cultural content and
making selections by asking the following questions. Is
it worthwhile? Is it relevant? What is the best organiz¬
ation for efficient learning? Since general practice, of all
professions, is probably the most firmly rooted in the
prevailing culture, this would seem to be the best
approach to curriculum building.
Curriculum content and method
It follows that to determine the content of a curriculum
various acts must be performed. These are shown in
Figure 3. (Subsumption means putting ideas inside each
other so that they form a hierarchy from the general to
the specific, much as a map has countries, counties and
towns.) Such planning allows orderly exploration and
helps to avoid the misallocation of time.
There are many ways of teaching and learning, but in

planning the curriculum method certain considerations
must be borne in mind:
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1. To what extent will the teaching be systematic or

opportunistic?
2. To what extent will the teacher or the students
determine the presentation and production of the learn¬
ing episodes?
3. To what extent may the individual student elect his
own course?
Whatever the answers, in a sensitive curriculum they
would be liable to review and change.

The geographical journey
What I have said was far from clear in my mind when I
set out on my travels round Britain. Determined to test
my ideas on colleagues I would not normally meet, I
went to Roehampton, Abingdon, Oxford, Lancaster,
Kettering, Exeter, Ballymena, Belfast and Dundee. In
all of these places except the last I visited release courses

and spoke with organizers, asking them upon what basis
they devised their programme. I was greatly impressed

Figure 2. Illustrative examples for the map of general practice shown in Figure 1. These lists are not
intended as specific topics for the half-day release but as areas of scrutiny for the whole vocational
training scheme from which a lively course could be planned.
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with the energy and devotion with which my colleagues
were grappling with the nebulous nature of their task,
using their varying resources.

I returned home much clearer in my mind and
convinced that I was on the right track.

Findings
1. There are two different sorts of vocational training
scheme (VTS), depending on whether there is a prepon-
derance of 'three-year' or 'one-year' trainees.
2. One-year courses tend to have a weekly whole-day
release and to rely heavily on opportunistic teaching.
There is little connection with the hospitals.

Figure 3. Planning the curriculum content.

3. Three-year courses tend to have a half-day release
each week, to be more systematic and to have less
relevance for 'one-year' trainees.
4. There are two sorts of 'one-year' trainee, those who
have emerged from two years in a local hospital and a

floating population who drift in and out at odd times.
Their needs differ.
5. Most courses are more teacher-orientated than
trainee-orientated, even if they are opportunistic and
unsystematic.
6. Courses with a university link-up have immeasurably
greater resources, which are often totally negated by the
unhelpful attitude of some of the consultants attached
to these schemes. It is disturbing that this should be so

in those places that ought to be leading the field in
educational innovation.
7. There is a lack of literature on curriculum building.
(None was available in the RCGP library nor in the
medical education section of Blackwell's bookshop.)
This suggests that such literature is not considered to be
of much interest to the profession.
8. All organizers of VTS courses do have a curriculum,
even if they deny the fact. Some have specifically
thought out a curriculum.
9. No one has solved the problem of the disorganized
plethora of educational and quasi-educational material
that is currently washing over us.

10. No one has yet devised a satisfactory system of
assessment.

11. A map such as mine could indeed be useful.

My comments on the available literature may seem

churlish in view of the pioneering work in The future
general practitioner1 and the comprehensive work of
Pereira Gray3 and other commentators on vocational

Figure 4. Prospective structure for Medway Vocational Training Scheme for General Practice.
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training. However, helpful as these works may be in
certain respects, they do not appear to have addressed
themselves to this particular problem of educational
theory and, besides, some course organizers find their
approach daunting and unrealistic.

Back to the map
Clearly there are still a lot of problems which cannot be
solved by a map of general practice. I am sure, though,
that much can be derived from the exercise and that a
map would in no way inhibit myJmore opportunistically
minded colleagues. It might not show vocational train-
ees everything they needed to know, but it would point
out the areas to be conversant with and which can be
legitimately explored and at the same time demarcate
the areas which have to be explored.
A background would be created against which appro-

priate subcurricula could be devised for the major and
minor specialties either worked in or available to the
trainees. There would also be a structure for a coherent
three-year course (Figure 4).

Special learning resources
Finally, a map would provide a structure for a special
resource area attached to the library, available not only
to trainees but also to established practitioners, students
and general practice teachers. This could consist of
'trigger' material, summaries, diagrams, audio- and
videotapes, slides, modified essay questions and dis-

tance learning units-a whole range of material de-
signed to illustrate the map and act as an entry point for
anyone wishing to explore general practice. Medway
District has already got such a resource.

Conclusion

I hope that in this description of my own journeying I
have demonstrated the need for a new map of general
practice, the principles from which such a map could be
drawn and the uses to which it could be put. This is not
to say, however, that such a map is ever final or should
dominate vocational training. As soon as it begins to
inhibit the natural excitement of group and individual
learning, it should be modified or scrapped.
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*PSYCHOGERIATRIC
* DISORDERS.

The Harper Unit provides care for psychogeriatric patients.
Medical assessment and both long-term and short-term treatment
are offered. Patients are also admitted for short periods to give
relief to those caring for them at home.

For further information, write - postage free - to the
Medical Director, FREEPOST, St. Andrew's Hospital, Northampton NN1 5DG.

Telephone (0604) 21311

A * *
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