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Undergraduate and postgraduate medical
education: bridging the divide

A SURVEY of university departments in the United Kingdom
and Eire, published in this issue of the Journal, I reveals that

general practice is increasingly involved in all stages of the
undergraduate curriculum. In the quarter century since the Todd
report on medical education,2 elective attachments have given
way to formal courses for both pre-clinical and clinical students.
At a pre-clinical level these often involve behavioural science
and family placements,3 while at a clinical level practice attach-
ments provide opportunities to learn about medicine in the com-
munity, the primary care team, and clinical skills with emphasis
on communication.4 Some of these courses anticipated the 1993
General Medical Council report5 with experience-based, self-
directed learning and continuous assessments, which in Sheffield
are part of the final degree examination and include a medical
audit project and recorded feedback of interview skills using
audiotape recordings.6 These developments reflect an earlier
review of basic medical education which had concluded that 16
of the 20 educational objectives identified by the General
Medical Council required a general practice contribution for their
achievement at any reasonable level.7
Some medical schools are shifting the emphasis of teaching

clinical skills from hospital to community,8 and one pilot project
at Cambridge has based much of the clinical course in general
practice.9 The impetus for change stems partly from reforms in
National Health Service funding, partly from the reduction in
hospital beds, and partly from a realization that about half of all
doctors work in the community where the vast majority of
patient contacts take place. However, the implications for univer-
sity departments of general practice are considerable. These
departments have emerged by a process of opportunistic local
arrangements over the past 25 years. Some are based on a univer-
sity practice but the majority are practice-linked, with academic
staff working in different practices.'I

University departments of general practice in the UK are
anomalous as there is a split between undergraduate university

departments and postgraduate training which does not happen
elsewhere, or for other clinical disciplines. In North America the
great majority of family medicine residences are run by univer-
sity departments of general practice which are also responsible
for undergraduate teaching. The reasons for this situation are
both historical and political. When pressure was building up for
vocational training in the 1950s and 1960s it was easier to
achieve this on the education budget in North America and on
the health service budget in the UK. This was partly because it
was felt that fees attracted by family doctors in North America
would help pay for university departments involved in postgradu-
ate training. Whereas, in this country a separate postgraduate
organization was established with health service funding and has
led the way in educational innovation. When pressure mounted
for undergraduate teaching of general practice following the
Todd report in 19682 small university departments were estab-
lished, depending upon local circumstances. There was no proper
funding such as that available for other clinical disciplines from
the service increment for teaching (SIFT) (or additional cost in
teaching, ACT, in Scotland). At the same time, postgraduate
advisers and course organizers were developing vocational train-
ing with little formal contact with undergraduate teaching or
research. The result was small university departments with no
critical mass, where one or two people struggled to maintain
credible continuity of care for patients while organizing the
growing demands of undergraduate teaching and research.
The new contract for general practitioners undermined these

shaky foundations, which had to be shored up initially by spe-
cially allocated payments from the Department of Health and
recently by more substantial 'tasking funds' from regional health
authorities. This at least enabled many departments for the first
time to achieve a critical mass of four or five full time academic
staff. Also for the first time, general practitioners taking medical
students on attachment were remunerated by the family health
services authority. Long term negotiations continue to seek a
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more permanent basis for this funding; but in the meantime there
are increasing pressures for more teaching in the community as
hospital stays become shorter, and for more research output as
university funding becomes dependent on the outcome of
research selectivity. At a postgraduate level there are also
increasing demands on regional advisers and course organizers.

However, there is still no satisfactory career structure for these
two branches of academic general practice, with those in univer-
sity departments concerned with undergraduate teaching and
research, while those on the postgraduate side often lead the way
in education but with little opportunity for training in research.
But both sides share the problem of maintaining continuity of
clinical care in their practices with no junior staff and the
increasing pressures of the general practitioner contract. A con-
siderable amount of cooperation exists between the two sides of
general practice, with many people being involved in both under-
graduate teaching and postgraduate training. But this cooperation
is ad hoc and informal. What is required is coordination, which
means formal as opposed to informal links, but not necessarily
integration at an organizational level." Such coordination is
essential in order to achieve a proper career structure for aca-
demic general practice. Now that course organizers are on an
equivalent footing to part-time lecturers, it should be possible to
develop a coordinated training programme.

Such academic training could arise out of the proposals for a
further two years of higher professional training for general
practitioners.'2 There are already seven university departments of
general practice running masters degree courses which emphas-
ize subjects such as research methods, teaching and manage-
ment.'3 Such opportunities are available in other masters courses
which are increasingly being developed in higher education with
an emphasis on modularization. These modules are now being
integrated with Council for National Academic Awards credit
accumulation and transfer schemes, which will greatly increase
flexibility and therefore feasibility for general practice. 14

Medical education does not end with qualification but con-
tinues through vocational training to continuing medical educa-
tion where developments in portfolio learning reflect recent
learner based approaches to undergraduate teaching. 1

Undergraduate and postgraduate general practice are at the fore-
front of many aspects of medical education, but unless the two
sides coordinate their activities, there will be no career structure
for academic general practice as there is for hospital doctors. The
dangers of the present changes are that undergraduate depart-
ments could become mainly teaching units within larger depart-
ments of community care, and postgraduate advisers could be
seen only as purchasers within a larger postgraduate organiza-
tion. If a more coordinated approach in such matters is not
achieved, not only will we be failing the next generation of acad-
emic general practitioners, but also the full potential of British
general practice to change medical education for the better will
not be realized.

DAvID HANNAY
Professor ofgeneral practice,

University ofSheffield
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TRAINING IN PSYCHO-ANALYSIS

Applications are invited for the Training in Psycho-
Analysis at the Institute of Psycho-Analysis in London.
Successful applicants have the opportunity to further
their knowledge and understanding of conscious and
unconscious mental processes, to study the way these
contribute to normal and abnormal psychological devel-
opment and to develop their clinical skills in intensive
work with patients.
This training involves theoretical and clinical lectures
and seminars, the psychoanalysis of patients under
supervision, and the candidate's personal experience of
psychoanalysis with a Training Analyst of The Institute
of Psycho-Analysis. The course is flexible and compati-
ble with employment in the N.H.S. Lectures and
seminars are held in the evenings, and the training
usually extends over a period of four years.
Financial assistance is available for students once they
have been accepted and fully registered for the training.
Applications can be made at any time, and preliminary
inquiries should in the first instance be addressed to:

The Training Secretary
The Institute ofPsycho-Analysis

63 New Cavendish Street
London WIM 7RD
Tel: 071 580 4952
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