Teaching internal medicine in general practice: an
evaluation
Citation for published version (APA):
Murray, E. (2001). Teaching internal medicine in general practice: an evaluation. [Doctoral Thesis,
Maastricht University]. Universiteit Maastricht. https://doi.org/10.26481/dis.20010511em

Document status and date:
Published: 01/01/2001
DOI:
10.26481/dis.20010511em
Document Version:
Publisher's PDF, also known as Version of record

Please check the document version of this publication:
• A submitted manuscript is the version of the article upon submission and before peer-review. There can
be important differences between the submitted version and the official published version of record.
People interested in the research are advised to contact the author for the final version of the publication,
or visit the DOI to the publisher's website.
• The final author version and the galley proof are versions of the publication after peer review.
• The final published version features the final layout of the paper including the volume, issue and page
numbers.
Link to publication

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright
owners and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these
rights.
• Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
• You may not further distribute the material or use it for any profit-making activity or commercial gain
• You may freely distribute the URL identifying the publication in the public portal.
If the publication is distributed under the terms of Article 25fa of the Dutch Copyright Act, indicated by the “Taverne” license above,
please follow below link for the End User Agreement:
www.umlib.nl/taverne-license
Take down policy
If you believe that this document breaches copyright please contact us at:
repository@maastrichtuniversity.nl
providing details and we will investigate your claim.

Download date: 09 Jan. 2023

Teaching internal medicine in general practice:
an evaluation
PROEFSCHRIFT
ter verkrijging van de graad van doctor
aan de Universiteit Maastricht
op gezag van de Rector Magnificus,
Prof.dr. A.C. Nieuwenhuijzen Kruseman,
volgens het besluit van het College van Decanen,
in het openbaar te verdedigen
op vrijdag 11 mei 2001 om 14.00 uur
door
Elizabeth Murray
geboren te London,
United Kingdom, in 1960

Promotores:
Prof.dr. C.P.M. van der Vleuten
Prof.dr. R.P.T.M. Grol
Co-promotor:
Dr P.A.J. Bouhuijs

Beoordelingscommissie:

Prof.dr. H.F.P. Hillen (voorzitter)
Prof.dr. J.G. Bligh (University of Liverpool)
Prof.dr. H.F.J.M. Crebolder
Prof.dr. A.J.J.A. Scherpbier
Prof.dr. J.O. Woolliscroft (University of Michigan)

Love and Co«rage a/ways

111

© Elizabeth Murray. London 2001
ISBN 90-5398-058-X
Department of Educational Development & Research, Maastricht, The Netherlands

iv

Contents

Preface / Acknowledgements
Curriculum Vitae

Chapter 1
Introduction. The background and rationale for development of undergraduate
medical education in general practice.
Chapter 2
Can general internal medicine be taught in general practice? A feasibility study.

Page
vii
viii

1

13

as: Can Genera/ /nterna/ Afea"/c(/iefoetang/i/iw Genera/ Prar/ice?
Murray £, 7odd C, Mode// M. iWed/ca/ Ednca/io/i 7997;J7:J69 - 574
Chapter 3
Can students learn clinical method in general practice? A randomised crossover
trial comparing student acquisition of clinical skills in general practice and in
hospital.

23

as: Can s/wa'enf.s /earn c/inica/ me/Zioa" /n genera/ prac//ce ? M
ft/ec//ves .v/rMC/Mrea" c7/n/ca/ e.ran7/'na/;'ons.
Murray £, 7o//y ß, Moa"e// M. ßri7/s/i Mea"/ca/ yowrna/ 7997,-3/5:920 - 92i.
Chapter 4
A comparison of the educational opportunities on junior medical attachments in
general practice and in a teaching hospital: a questionnaire survey.

33

s: A com/?ar;'son o///ie ea"Hca//o/ia/
wie^/ra/ affac/iwie/i/s /'n genera/prat/ice a;ia" i;i a /eac/i/'ng /ios/ji'to/: a

aues/ionna/re swn'ey. Mwrrav £, 7o//v ß, Mode// M. MedVca/ £a*Mcaf/on
/999;JJ;770-776.'
Chapter 5
Students' perceptions of the relative advantages and disadvantages of general
practice-based and hospital-based teaching: a qualitative study.
7-7rs/ appeared as: Srwaentt' />m'ep7»"ww o/f/ie re/a//ve advan/ages and
d/sadva/irages o/comwiMn/n'-i>ased and nosp/7a/-foased reacn/ng: a a«ö/;7a»ve
srudv. 0'5M///van M, MarH'n 7, Murray E. Med/ca/ £d«canon 2000,54: 648 - 655.

43

Chapter 6
A comparison of teaching and learning activities on junior medical attachments
in hospital and in general practice: a log diary study.

55

i« Af«/ica/ Edwca/fon. VWio/ Jo ^mrfenw acfwa//v do
on a/i //iterrtrt/ me</(°ciiif c/erfo/i/p: a /og diary sfudy. A/wmry F,, A/der/Man f,
Co/7/70/a W, Gro/ /?, BOM/IMI/S />, van der Weufen C.

Chapter 7
Costs of teaching internal medicine in general practice.

67

as:
, y/nfo V, A/oaW/ M. Mcd/ca/ £d«ca//on 7995,-29:66 - 7/.
Chapter 8
Influence on general practitioners of teaching undergraduates: qualitative study
of London general practitioner teachers.

77

on genera/ /?rat7if/oners o/teacn/ng
: aua/(7ar/ve s/«o>» o/Z/jm/on genera/ pracW/oner /earners.
F, Ga«f/ev M, A/wrra> £. ßn»'sn A/ed/'ca/ 7o«rna/
Chapter 9
A qualitative study of patients' views and feelings on teaching undergraduate
medical students in general practice.

87

in Fawi'/y Practice. A aMa//fa//ve s/wa*^ o/patten/s'
'.v «nrf/ee//;i,t;.v on f/ie rommuniryfcaserf/eacn/ng o/undergradwa/e med/ca/
A",
Chapter 10
Discussion and Conclusions.

97

Pfl/Y o/r/i/'s r//apfery7rs? appeared as: CYwi/nun/ry-based /eacn/ng: /ne
c/ia//e/iges. A/i/rrav £, A/oc/e// Af. Äri/is/i Vowr/ia/ o/Ge/iera/ fracf/ce

Summary

115

Samenvatting

121

VI

Preface / Acknowledgements
None of the work in this thesis would have been possible without the constant support and
encouragement from Professor Michael Modell, starting with the day in 1991 when he offered
me a job to work on developing a course in general practice to teach internal medicine to
undergraduate medical students. He over-rode my protestations that I knew no medicine, and
nothing about teaching, and duly set out to show me that I could learn about both. He has my
deepest gratitude, both for this, and for all the subsequent help through some fairly turbulent
times.
I am very grateful to many colleagues both within the Department of Primary Care and
Population Sciences and further afield. There are too many to name them all, but particular
thanks to the following. Professor Andy Haines insisted I evaluate the new Medicine in the
Community firm and through his outstanding supervision in other parts of my work, taught
me almost everything I know about research. Many people have helped me with carrying out
the studies reported here: Chas Todd arrived in my office when I was "not waving but
drowning" in the early days of the project and rescued me; Brian Jolly opened my eyes to new
vistas in the use of OSCE and questionnaire data; Madeleine Gantley introduced me to the
intellectual rigor possible in qualitative research; Jon Martin. Mary O'Sullivan, Sarah Hartley,
Fräser MacFarlane, Katie Coleman and Peter Alderman helped with data collection,
conducting interviews and data analysis. Sharon See Tai and Will Coppola have patiently
attempted to lessen my profound statistical ignorance. Jo Burns made it possible for me to
work on this thesis by doing most of my job for me under the guise of administering the
Medicine in the Community firm, and being a brilliant PA. Thanks too to Terri Charrier for
making the department such an efficient place to work.
I am grateful too to all the partners in my practice who have allowed me time away from
patients to write up, and provided a supportive working environment.
Many thanks to my promoters, Cees van der Vleuten and Richard Grol, and my co-promoter,
Peter Bouhuijs. They may have had their doubts, but they never gave up on me, despite
somewhat fitful progress at times. They have been very accommodating to "an odd duck in
the pond", and for this, and their help and encouragement I am grateful.
On a more personal note I would like to thank my family and friends for their love, humour,
companionship and practical help.
The British Medical Journal hold the copyright for chapters 3 and 8 and have granted
permission for their reproduction here. Part of chapter 10 has been published in the British
Journal of General Practice and is reproduced with permission. The copyright for the papers
making up chapters 2 and 4 - 7 is held by Medical Education and are reproduced with
permission. I am grateful to all three journals for allowing me to reproduce the work here.

VII

Curriculum Vitae
Elizabeth Murray was born in London in 1960. She read Physiological Sciences at St Hilda's
College, Oxford. She transferred to Wolfson College, Oxford to complete an M.Sc by thesis
in reproductive endocrinology. Subsequently she completed her undergraduate medical
training at the London Hospital School of Medicine, graduating in 1985. She constructed her
own vocational training scheme, receiving her certificate of satisfactory completion of
training in General Practice, and passing the Membership of the Royal College of General
Practitioners in 1991. She started as a job-share principal in General Practice, a lecturer in
primary care at University College London Medical School (UCLMS) and won a Research
Training Fellowship from the Royal College of General Practice in September 1991. She
became a Senior Lecturer in Primary Care at UCLMS in 1996. She is currently Director of
Undergraduate Medical Education (Bloomsbury and Archway Sites) at the Department of
Primary Care and Population Sciences, Royal Free and University College Medical School at
University College London, and a job share principal in general practice at Lonsdale Medical
Centre, an inner city practice, nominated as a "beacon practice for clinical excellence" by the
Secretary of State for Health in 1999.

vui

Chapter 1

Introduction
This thesis explores the theme of undergraduate medical education in general practice, using
the experience of designing, setting-up and evaluating a junior internal medicine clerkship
taught in General Practice. This opening chapter provides a conceptual framework fo the
thesis, including the rationale for focusing on this area; an overview of the research contained
in the body of the thesis; and an introduction to some of the methodological issues which arise
in this type of educational research.

Rationale for studying general practice based medical education

1. Background to the development of general practice based medical education
Traditionally, undergraduate clinical education took place largely in teaching hospitals, with
some experience in district general hospitals. Recently, however, there has been a move
toward siting an increasing proportion of clinical teaching in general practice. This section
outlines the reasons underlying this change.

a) International trends in Primary Health Care
Internationally, primary health care is seen as increasingly central to health care provision.
This is happening both in the developed world, where primary health care is seen as an
effective method of cost containment, and in the developing world, where primary care is an
essential part of strategies to reduce infant and maternal mortality, and increase life
expectancy '.
There are a number of trends in health care common to the whole of the Western world: an
increase in the proportion of elderly and very elderly in the population; a decrease in the
impact of acute infection on the mortality and morbidity, with concomitant increase in the
prevalence of chronic and degenerative diseases, such as ischaemic heart disease and cancer;
and a reduction in the total number of hospital beds. These have contributed to the move
toward health care systems based on primary care'. Thus the situation in the UK, which made
the commitment both to primary health care, and medical education in general practice,
relatively early in international terms, has relevance to most of the developed world.

b) The role of general practice within the British National Health Service
The National Health Service (NHS) was established in 1948 to provide health care that was
free at the point of delivery to all British residents who needed it. The fundamental principle
underlying the NHS was one of equity - health care should be available to all, on basis of
need not on basis of ability to pay. Right from the beginning, it was recognised that primary

care had to take a central role, and general practitioners were given the role of "gate-keeper",
controlling patients' access to specialist services. Patients have to register with a general
practitioner, and can only be registered with one GP at a time. GPs have a contractual
responsibility to provide general medical services to all patients registered with them,
including providing care for urgent health problems twenty-four hours a day, 365 days a
year^. At any point in time, over 90% of the UK population are registered with a GP, and
approximately 90% of health care episodes are dealt with entirely in primary care.
The last ten years has been a time of great upheaval within the NHS, with successive
governments attempting major re-organisation of the service. Both Conservative and Labour
governments have placed general practice at the forefront of the changes, extending GPs
influence over secondary care services. This started with the Conservative government and
the introduction of "fundholding" in April 1991 - through which general practitioners have a
fund for purchasing specialist secondary care. Although "fundholding" has been phased out
under the Labour government, the emphasis is still strongly on a "Primary Care Led NHS"\
Primary care has an increasing influence on secondary care through commissioning services
and stipulating quality standards. Patient care is increasingly being devolved back to primary
care; for example, much of the management of chronic disease that used to occur in outpatient
departments now takes place solely in general practice. GPs have increasing "open access" to
investigations such as echocardiograms and gastroscopy that used to require specialist
agreement. The number of hospital beds has been greatly reduced''. Procedures that previously
required admission are increasingly undertaken in out-patients, and day surgery is on the
increase".
Taken together, these changes mean that in-patients in teaching hospitals are more severely ill
than they were 20 years ago. As a result, they may be less able, and less willing, to help
medical students learn clinical medicine. There is evidence that students' clinical experience
in hospital is declining*'. Moreover, if students are to gain experience of a wide range of
common morbidities, understand the natural history of disease, and learn about management
of chronic disease, they may need to go outside the teaching hospital environment and learn
in general practice™.

c) Academic General Practice in the UK
General Practice has in the past, and still is in some countries, been seen as a low prestige
specialty, suitable for doctors who could not make the grade as hospital specialists. In the UK
this perception started to change relatively early. In 1952 the Royal College of General
Practitioners was founded with the aim of "establishing an academic headquarters for general
practice in order to raise the standards and status of general practice, to persuade other doctors
to enter the profession and to encourage medical students to regard general practice as a
specialism which could offer them an interesting and rewarding career"^. Early achievements
of the College included the development of academic departments of general practice in
universities. Post-graduate training for general practice became mandatory in 1981,
confirming the principle that general practice is a discipline which requires specific
professional development beyond that provided in medical school and the pre-registration
house officer year'". Over the last 20 - 30 years there has been increasing recognition of the
need for, and importance of, research in general practice, with a concurrent increase in the
amount and quality of research undertaken by general practitioners. In financial terms,

research in primary care is currently a growth area, with specific provision of funding for
developing the necessary infrastructure and research culture".

d) The growth of undergraduate medical education in general practice
Between 1960 and 1990 all medical schools introduced a specific general practice attachment
for medical students. This attachment aimed to teach students about the discipline of general
practice, and provide some experience of the work and lifestyle of general practitioners.
Typically, the attachment lasted about four weeks, and was based on the apprenticeship style
of learning, with one student attached to one GP. The student would "sit-in" with the GP
while s/he consulted, undertake supervised consultations, accompany him or her on home
visits, and would often live with the GP for at least part of the attachment'".
By the early 1990's there were numerous calls for increasing the amount of general practice
based teaching to reflect health service delivery'"''''*. In 1993 the General Medical Council
published "Tomorrow's Doctors", calling for an overhaul of undergraduate medical
education. One of the changes recommended was an increase in community based teaching".
Together with the service changes detailed above' this proved a powerful impetus for change.
In the 1990's, almost all UK medical schools have increased the amount of community based
teaching, mostly through increasing the amount of teaching in general practice"'. Unlike
previous general practice based teaching, this new teaching has involved knowledge and skills
previously seen as the sole domain of hospital specialists, and as such, has resulted in
teaching in general practice replacing hospital based teaching.
The most radical version of this was the parallel track curriculum which ran at the University
of Cambridge Medical School from 1993 - 1998 for four students per annum. At Cambridge,
students enter a 27 month clinical curriculum after a traditional two year basic science course
and a one year Bachelor of Arts degree course. After a short introductory course for all
students, those on the parallel track spent the next 15 months in one general practice. During
these fifteen months students acquired skills in clinical method: experience and understanding
of common and important problems in general internal medicine, surgery, obstetrics and
gynaecology, paediatrics, psychiatry, and the minor specialties; understanding of the role of
the GP, the Primary Health Care Team and community services: understanding of the
principles of prescribing in General Practice: and understanding of the importance of
preventive health care"' .
Less radical, but possibly more generalisable were the initiatives by King's College Medical
School'''. University College London Medical School"", and Birmingham Medical school"' to
introduce teaching of general internal medicine to first year clinical students by GPs. The
London initiatives started in 1991. the Birmingham one a few years later. All three set out to
replace a traditional hospital based junior medical clerkship with one taught in General
Practice. The learning objectives of these clerkships concentrated on acquisition of clinical
method.
Subsequently, a collaborative venture of all the North London medical schools received
funding from the Department of Health in 1995. Known as Ce-MENT (Community based
Medical Education in North Thames), this venture aimed to increase community based
teaching across all participating medical schools (The Royal London and St Bartholomew's

School of Medicine, University College London Medical School, Royal Free Hospital School
of Medicine, Imperial College School of Medicine at St Mary's and Charing Cross and
Westminster Medical School). Under the Ce-MENT umbrella, GPs have started teaching Ear
Nose and Throat medicine, dermatology, paediatrics, obstetrics and gynaecology, general
internal medicine, general surgery and introduction to clinical skills courses^". By 1998,
nearly 4,000 students had been taught by GPs through the Ce-MENT programme.

e) International comparisons.
Many Western countries have a well developed system of primary care, which, as in the UK,
is based on general practice or family medicine. Innovative curricula in schools such as
Maastricht (the Netherlands) and Linkoping (Sweden) include a very substantial amount of
general practice based education.
In Maastricht the Department of General Practice is responsible for 11 % of the delivery of the
curriculum, as calculated by full time equivalents"'. Many of the clinical problems used in
encounters with the simulated patients are generated by GPs, and students have a 10 week
clerkship at the end of their clinical course which allows them to integrate and practice
previously acquired knowledge and skills. The specific aims of the attachment are for students
to become familiar with the characteristic morbidity of the population and how this presents
in General Practice; gain experience in recognising the interactions between physical,
psychological and social factors in ill health, including the impact of ill health on the family;
and acquire skills in the general practice approach to health problems.
In Linkoping General Practitioners take part in all eleven semesters of the curriculum; in the
first five semesters GP input is concentrated into the communication skills training while in
semesters 6 - 1 0 there are recurrent three week clerkships in general practice. These
clerkships aim to develop basic skills in: interviewing, physical examination, record-keeping,
management of common problems, team-work with other health professionals, whole person
medicine and health promotion'''.
Flinders University in South Australia has set up a parallel track curriculum based in rural
general practice. During the fifth year of the course, students on the traditional track
undertake clinical attachments in Medicine, Surgery, Psychiatry, Obstetrics & Gynaecology,
and Paediatrics. Selected volunteer students undertake an alternative attachment to a division
of mral general practice for the entire year. At the end of the year, all students take a common
exam**.
Family practice plays a much less central role in the American health care system. In the US,
community based teaching has concentrated more on ambulatory care teaching, or what
would be called "out-patient" teaching in the UK. In some instances ambulatory care teaching
is undertaken by family physicians, but in the majority of published reports, it has been done
by specialists, such as general internists, gynaecologists or paediatricians, in their consulting
rooms"*'•"'. This crucial difference makes it difficult to know how transferable the results of
evaluations of ambulatory care teaching are to general practice based teaching.

f) Pre-existing evidence base
At the time the work described here started, there was little published work evaluating general
practice based teaching of undergraduate students. The bulk of the available literature
concentrated on ambulatory care teaching in America, and for the reasons stated above, it was
uncertain to what extent data from that environment would transfer to the UK situation.

g) Research questions.
(/) Wa.? /7/<?a«We to a"eve/o/? an in/erna/ mcrf/c/ne c/erifo/H/? raugnf in genera/ praeft'ce?
Initially, there was widespread scepticism in the UK as to whether it was possible to teach
general internal medicine in general practice. The most common reactions to the proposal to
pilot this were scorn and disbelief. Thus the initial research questions focused on feasibility:
was it possible to set up a junior medical clerkship in general practice? What were the
practical problems? and what solutions were available? We needed to know what the students
thought about it, what the tutors involved in the early development phase thought, and
whether students appeared to be learning what we intended to teach them. These issues are
addressed in Chapter 2.

(») DW staaV/!/.? ac^w/re c/imca/ .f/ji/As as we// o/i //ie #e/iera/ /;rat7/ce based <7er£snip as on a
The pilot study reported in chapter 2 highlighted a number of important research questions.
Did students acquire the basic clinical skills of history taking and physical examination that
are so fundamental to medicine and were the main aims of the clerkship? There was very little
evidence on this question in the international literature. In America Satran et al"" used an
OSCE (Objective Structured Clinical Examination) to compare the acquisition of clinical
skills by students learning from hospital-based or community-based paediatricians. Three
studies used a pen and paper test to compare student learning of internal medicine in
ambulatory care and in-patient settings. Gruppen et al~' used an MCQ with 21 students and
found twice the knowledge gain in the 1 month ambulatory care experience as in the 2 months
in-patient experience. This finding has not been replicated since: Butterfield and Libcrtin"'
found no difference in knowledge gain as assessed by an MCQ in 75 students who had either
an ambulatory + in-patient clerkship or in-patient only clerkship in internal medicine. In 1994
Steinmetz" found that students taught internal medicine in an ambulatory care setting scored
significantly better on a diagnostic pattern recognition test, but not on an MCQ than students
taught only in an in-patient setting. None of the 3 studies involved teaching by general
practitioners.
An OSCE (Objective Structured Clinical Examination) was used as the main outcome
measure as:
• the skills under study were clinical skills (history taking and physical examination) rather
than knowledge, critical reasoning or other skill domains
• OSCEs are the favoured method for testing clinical skills, as they have adequate validity,
reliability and feasibility "

• traditional clinical tests such as long or short cases or even the OSLER (Objective
Structured Long Examination Record) have low reliability"''*
• paper and pencil tests including multiple choice questions, modified essay questions,
patient management problems, and the triple jump have low validity for testing clinical
skills "
• Although there are problems with the reliability of small (less than 23 station) OSCEs,
they can and have been used for comparing groups'".
As with much educational research our research design was limited by practical
considerations. There would have been considerable resistance within the medical school to
randomising students for experimental reasons, so we were fortunate that the structure of the
year allowed for a randomised cross-over trial. Financial considerations limited the size of the
OSCE. Our sample size had to be determined by the number of students in the year, not by
formal power calculations.
Within these limitations this piece of work is one of the few that formally examines outcomes
of community based teaching compared to hospital based teaching.

d'/ij W7K// were- f/ie re/fl//Ve £fre«gf/i.y a/id vveaAne.«« o / teflc/jing JH?m7fl/ /ned/Wne in

There was a pressing need to determine the relative strengths of hospital based and
community based teaching to plan a rational curriculum which built on the strengths of the
two environments. Although the OSCE provided broad brush assessment of students'
acquisition of clinical skills, it was not able to dissect out specific components of clinical
method. This question was addressed in two complementary studies, one using quantitative
methods (reported in chapter 4), and the other qualitative. The quantitative study used a
questionnaire to determine students perceptions of the extent to which each of the learning
objectives for the whole of the first clinical year (which applied to both hospital based and
general practice based teaching) were acquired in each environment. This study was
undertaken at the same time as that reported in chapter 3, and used the same randomised
crossover design to control for individual student attributes such as enthusiasm.
A qualitative study was necessary to explore students perceptions of the wider benefits of
learning in each environment (chapter 5). The semi-structured interview and focus group
approach allowed the students to raise topics they perceived as important, without guidance or
prompting from the researchers.

(;Y) W/iar were .V/MOWIWflc/««//y</<?fng o/i r/ie genera/pracf/ce and /ias/?i7a/fowe</c/er/b/i/ps?
/)/</ f/ji.v r.i/j/tfi/j .vw/ie o/7/ie /?reiwi<.s /

Having determined some answers to this question we were interested in finding out what the
explanation for these differences might be. We postulated that this might be due to differing
leaning opportunities in the two environments, and sought to determine what students were
actually doing (as opposed to what they were meant to be doing) on their hospital and general
practice based medical clerkships (chapter 6).

In an ideal world, we would have chosen to undertake direct observation of student activities
in hospital and in general practice. Direct observation studies provide the hardest evidence of
student and teacher activity, and also allow for judgements on the learning opportunities
available and the teaching methods in use""". The cost of such studies is considerable, and it
can be difficult to obtain consent from both teachers and students". The knowledge that they
are observed may also alter the behaviour of both teachers and students. We did not have the
resources to undertake a direct observation study, and decided to use a proxy method of
determining student activity.
One possibility was a further questionnaire study, but there are limitations to these. We
already had process data on numbers of patients clerked and examined per week (chapter 4),
and deemed it unlikely that retrospective recall of learning and teaching activities would be
accurate. Another option was asking the GP and hospital tutors, but in our experience tutors
do not always have an accurate perception of their students' activities. Log diary studies have
been extensively used to determine activity - perhaps the best known example is the General
Medical Council workload survey of general practitioners, which is a recurrent exercise
aimed at measuring the workload of GPs.
Log diaries have been used in studies of undergraduate education^'", both to document the
clinical experiences of students and to document their use of time. As diaries are filled in
contemporaneously there is less opportunity for recall bias. Moreover, our continued use of a
cross-over design, with students completing diaries for both their hospital and GP attachments
was intended to control for student factors, such as enthusiasm.

(v) WTio/ were //»£ coste o/r/ie genera/pracfice fcaserf c/erfcsftip?
As long-term sustainability of such innovations will be partially determined by economic
considerations, we needed to know the cost of this model of community based teaching
(chapter 7). It would have been preferable to have comparable costings of hospital based
teaching. Unfortunately this was not possible, as there is a dearth of data on this, and at that
time, all attempts to disentangle teaching and service costs in hospitals had been
unsuccessful''".

ie ii?jp«t7 «//eac/ii/ijf i/i/er/w/ //iea7<7Me o/i //ie G

Sustainability of teaching programmes depends on the active and willing participation of all
those involved, not just the students. GP tutors were taking on a new role, requiring skills and
knowledge over and above those needed for clinical work or traditional, apprenticeship-style
teaching about general practice. At the same time, they were facing massive change in
working practices'"'*". Stress levels were reported to be high in the profession'". Many GPs
were taking early retirement, and recruitment was difficult, with fewer doctors choosing to go
into general practice^. The effect of teaching on GP morale was therefore crucial to the
sustainability of the programme. By 1997, when this work was undertaken, there was a panLondon programme for increasing the amount of general practice based teaching. It was
therefore possible to undertake the interview study of GPs involved in teaching clinical skills
for any of the participating medical schools reported in chapter 8.
fv//,) VWiaf ivere f/ie reacr/onj o/pan'entt /<? //i« rype o/7eac7i»ig?

Patients are also a vital part of any general practice teaching programme. This sort of clinical
skills teaching requires patients to give up 2 - 3 hours of their time to assist medical students
learning. Some patients do this regularly, 6 - 1 0 times a year, which is a substantial time
commitment. Patients do not receive routine medical care while attending for teaching
purposes. It was therefore important to determine patients' views of this sort of teaching, and
whether they felt pressurised to participate, what their motivation for participating was, and
whether the programme should be altered in any way to accommodate patients needs. An
independent researcher was employed to interview patients participating in the programme.
The intention was to interview patients who had declined to assist with teaching, or who had
done it for a bit and then stopped, but no patients in these categories were prepared to be
interviewed. The results are therefore only representative of patients who had on-going
participation in the teaching programme. This study is reported in chapter 9.

To summarise, the research questions addressed in this thesis are: is this model of community
based teaching of internal medicine feasible? Do students acquire the key clinical skills of
history taking, physical examination and communication with patients as well in general
practice as on the traditional hospital based clerkship this replaced? What are the relative
strengths of community based and general practice based clerkships? What is it about students
experience in the two environments that contributes to these findings? Is it economically
viable? What is the impact of this model of the GP tutors and patients? Inevitably in an
evolving field, as each research question is answered, a myriad more arise. Some of these are
discussed in chapter 10.
As each chapter is based on a paper published in a peer reviewed journal there is inevitably
some repetition, particularly in the description of the educational experience under evaluation.
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Chapter 2

Can general internal medicine be taught in general
practice? A feasibility study
Summary
There is national and international interest in increasing the community-based component of
undergraduate medical education, but more research is needed on its potential, practicability
and effectiveness. The objective of the study was to examine the feasibility and efficacy of
general practitioners teaching basic clinical skills to first year clinical medical students in the
community. The structure and methods of evaluation of the programme are described.
Evaluation tools included semi-structured interviews of general practitioner tutors; student
questionnaires; assessment of student performance; and costs of the programme. The great
majority of the students found the programme enjoyable (81 out of 81, 100%) and educational
(79 out of 81. 97%). Students' performance in the end of rotation Objective Structured
Clinical Examination suggested that clinical skills are acquired at least as well in the
community as in hospital. Tutors identified the personal benefits of this teaching as
development of their own clinical skills and the stimulation of teaching. The programme has
been successfully expanded from 24 students to 230 students annually and has demonstrated
that community-based teaching can usefully contribute to undergraduate medical education in
the area of clinical skills teaching. Key practical issues for schools contemplating similar
initiatives are presented.

Introduction
There is an unusual degree of consensus on the improvements that are needed in
undergraduate medical education in Britain. Both the General Medical Council' and the
King's Fund" have recommended far-reaching changes to existing curricula. Many of these
are in line with world-wide trends in curriculum reform, as stated in the Edinburgh
Declaration' and reiterated 5 years later at the World Summit'*. A major proposal is that
students should spend more time in the community and less in tertiary hospitals. The benefits
of community-based teaching include: access to numerous patients representing the wide
range of morbidity within the general population; an enhanced understanding of community
health needs; the opportunity for students to enhance their diagnostic skills by studying
patients presenting with undifferentiated symptoms; improvement of communication skills;
and sensitisation to the social and environmental background of illness through meeting
patients at home''.
In addition, there are pressing economic and technological forces driving a shift to
community-based teaching. Clinical education based in teaching hospitals is becoming
increasingly difficult with the increased emphasis on outpatients and day cases^, and short
average in-patient stays . The reduction in the number of beds in London has been
particularly dramatic*. Moreover, much of the management of chronic disease is being
transferred to primary health care following the 1990 contract''.
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Many British medical schools are increasing the community-based component of their
curricula, spearheaded by departments of primary care. A survey of the 28 academic
departments in the United Kingdom and Eire showed that 14 contribute to the teaching of
basic clinical skills'" - previously the exclusive domain of hospital doctors. For example, in
the Kings College Medical School 'Medicine in the Community' firm 42 students per year
spend 24 sessions over 8 weeks in a general practice". Cambridge Medical School have
introduced a parallel track curriculum based in one family practice for four students for the
first 15 months of the clinical course'". At University College London Medical School
(UCLMS) one entire first clinical year junior medical firm is now based in general practice.
This is the largest such programme in the UK, with 230 students per year, over 30 general
practitioners as part-time lecturers, and an annual budget of c. £200,000.
There is little research into the practicability and effectiveness of community-based teaching.
In particular, the following important questions are, as yet, unanswered:
1. What is the potential contribution of community-based teaching to undergraduate medical
education?
2. Can clinical skills be taught as effectively in the community as in the traditional hospital
setting?
3. What are the key practical issues for medical schools who wish to teach clinical skills
successfully in primary care?
In this paper we describe the key features of the development, implementation and evaluation
of the UCLMS community-based programme. This begins to answer the questions raised
above.

The UCLMS "Medicine in the Community" Programme
The UCLMS curriculum
The UCLMS curriculum is a traditional one; the first 2 years concentrate on the basic
sciences. Over half the students take an intercalated B.Sc. before proceeding to the 3 year
clinical course. The 'Medicine in the Community" firm takes place in the first clinical year, in
rotation with junior medical and surgical firms. All first year firms share the common aims of
teaching the basic clinical skills of history taking, physical examination and communication
with patients. There is a specific family medicine rotation in the second clinical year.

Structure of the programme
The programme was piloted with 24 students in 1991 to determine the feasibility of teaching
basic clinical skills in family practice. The initial programme was judged successful, and the
number of students expanded exponentially year on year, until September 1994 when the
entire annual intake of over 200 students per annum was included. The structure of the firm
has been refined with experience, resulting in the model described below. The objectives of
the firm were:
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•
•
•
•

To give students an understanding of the symptoms, signs, investigation and management
of a core group of common chronic medical conditions;
To promote an understanding of both the impact of ill health on people's lives, and the
contribution of lifestyle to ill health;
To foster a problem-solving approach;
To promote self-directed learning.

Most students were allocated in pairs to a GP part-time lecturer. They spent 2 days a week in
the health centre, seeing patients at home and in the centre. The teaching had three main
components:
(1)

(2)
(3)

Carrying out and presenting a full medical history and physical examination on about
four patients with common medical problems each week. The students' consultations
took place either at the patient's home or in the health centre.
'Sitting in' with their tutor while s/he consulted, learning to take focused, problemorientated histories, and to examine individual systems.
Participation in department-based seminars to develop diagnostic and communication
skills - one half day per week.

Teaching each week focused on a particular theme, usually a symptom: chest pain; shortness
of breath; abdominal pain and bowel disturbance; difficulty with mobility, and multi-system
disorders - diabetes, drug and alcohol abuse. Tutors identified appropriate patients. For
example, when the focus was 'shortness of breath' patients with heart failure, chronic
bronchitis and asthma could have been selected.
In the early part of the year, tutors concentrated on ensuring that students were able to take a
comprehensive history and perform a competent examination. As students' expertise and
confidence increased, more emphasis was placed on differential diagnosis and problem
solving.
For most students the primary health care component occupied 3 days per week. The
remaining 2 days were spent on a linked specialty (oncology or public health medicine) and
the pathology lecture course. In September 1994 we developed a third model for
approximately one-quarter of the students whereby the students were entirely based in one
general practice for the week.
Students' performance in the key areas of history taking, physical examination and
communication skills was assessed by an Objective Structured Clinical Examination
(OSCE)" at the end of the firm.

General practice tutors
Tutors were recruited through personal contacts, advertisements in the medical press and
personalized letters to all local GPs. Short-listed candidates were interviewed and suitable
tutors appointed. They were contracted to take one pair of students on alternate firms (20
weeks of teaching per year). In addition, tutors were required to attend regular staff
development sessions, undertake some joint teaching with hospital doctors, and assist with the
end of rotation OSCE. They were appointed on annually renewable contracts and paid the
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equivalent of two sessions (2/llths of full time) starting on the mid-point of the clinical
lecturer scale. This equated to about £5,500 per year. In addition, they received £12.15 per
session from the Family Health Service Authority (FHSA). Total annual remuneration was
therefore about £6,500. (For comparison, the annual payment for two sessions for GP hospital
practitioners at the time was £5,780-£7,760.) Tutors who took more students were paid
proportionately more'"*.

Methods of evaluation
Evaluation of the programme has been based on students' perceptions elicited by an end-ofrotation questionnaire; tutors' views obtained in semi-structured interviews; and the results of
the OSCE. In 1992-3 questionnaire responses and OSCE performance of students on the
community firm were compared with those of students on a concurrent hospital-based general
internal medicine and oncology firm.

The anonymous student end-of-rotation questionnaire originally included only quantitative
items (e.g. 'How many patients did you clerk?), but was modified over the years to include
questions aimed at obtaining more qualitative data (e.g. 'What three things did you like best
about the firm). Questionnaires were analysed (using Mann-Whitney test for non-parametric
date) with the statistical package SPSS.
Tutors' views
In 1994 all 20 practice-based tutors were interviewed. These semi-structured interviews were
conducted in the tutor's practice, by a single interviewer (CT) who was not associated with
the development and organisation of the programme. Areas covered included reasons for
being a first year tutor; perceived advantages and disadvantages of this form of teaching for
the tutor, the practice, the patients and the students; details of how tutors organised their
teaching; and their views on pay and long term sustainability of such a programme. Results
were categorised pr«/ /ioc.

Students' performance in the key areas of history taking, physical examination and
communication skills was assessed by an OSCE at the end of each 6 week rotation. A bank of
nine, 9 minute stations were developed, of which six were used at any one time, maintaining a
balance between history taking and examination stations.
In the history taking stations, students were asked to obtain as much information as they
needed to make a diagnosis, and assist with management of the problem. Examination stations
required a complete examination of a specific system, to MBBS standard. In the
communication skills station students were told that the daughter of a man terminally ill with
lung cancer had asked to see them. The 'daughter' inquired about the patient's prognosis, the
help available to her if she looked after him at home, and methods of pain control. In all cases
standardised patients and structured marking sheets were used. Examiners were drawn from
hospital oncologists and GP tutors.
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Results
views

In 1992-3, 46 out of 48 students on the medicine in the community firm and 21 out of 24
hospital-based students completed the same questionnaire. Students on the community firm
reported clerking a median of four patients per week and presented histories to their tutor
three times a week, as compared to 2.5 per week and once, respectively, for the hospital-based
firm (P < 0.005 for both criteria Mann-Whitney Latest). In 1993-4, 81 students responded out
of a possible 93 (Table 1). Forty-four students (54%) found the firm 'very' enjoyable, and the
remaining 37 (46%) found it 'quite' enjoyable. Forty-four (54%) found it 'very' educational,
35 (43%) 'quite' and 2 (3%) 'not very' educational. None found it 'not at all' educational.
Comments made by the students indicated that the 2 days in general practice were highly
appreciated, both because of the number and variety of patients seen and the individual tuition
from the GP tutor. Seeing patients in their homes was considered useful as it enabled students
to understand the social and psychological impact of chronic illness. Many students found the
division between general practice and oncology or public health medicine unsatisfactory and
requested more time in general practice. The major problem encountered by the students was
the cost and inconvenience of travelling to the practices and patients' homes.
Table 1 Numbers (percentage) of students the Community Firm has helped (1993-4)

A lot

In taking and presenting a thorough medical history
In improving examination technique
In formulating differential diagnosis
In presenting written case reports
In planning basic investigation

A little

66 (82) 15 (18)
48 (59) 32 (37)
47 (58) 33 (41)
29 (36) 47 (58)
35 (43) 36 (14)

Not at all

0
0
1(1)
5 (6)
10(12)

7i/for.s'

Twelve tutors were male and 8 female with a mean age of 38 years (range 30-54). Most had a
postgraduate qualification (MRCGP 12; MRCP 3; FRCS 1; PhD 1). Four were single-handed
practitioners. Only two were currently GP trainers (i.e. recognised by the Joint Committee on
Postgraduate Training for General Practice as competent to supervise registrars in general
practice during the final year of vocational training). Some expressed a specific interest in
undergraduate rather than postgraduate teaching.
The tutors" most important aims were to promote students' acquisition of basic clinical skills
and to improve their approach to patients. Most said they adhered to the departmental
teaching guidelines, with nine having the students sitting in their consultations for one session
per week, six for less than a full session and five for more. The rest of the time was spent
seeing patients at home or in the surgery who were selected as having a 'good' history or
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physical signs and reflecting a variety of common chronic medical conditions. Many tutors
also organised 'short cases' on an ad Aoc basis.
Tutors identified the personal benefits of this teaching as development of their own clinical
skills, and the stimulation and enjoyment of teaching - making a change from the grind of
NHS work. Only two specifically mentioned financial rewards. There was a general sense of
pride in the programme, and a feeling that it reflected a recognition of GPs' abilities as
clinicians and being 'no longer treated as second class citizens'.

Forty-eight community and 20 hospital-based students took the OSCE. Stations were used
with varying frequency, as shown in Table 2.
Table 2 Students' scores in end of rotation OSCE

Station

Abdominal Examination
History of Breathlessness
History of Alchoholic Gastritis
Examination of the Respiratory
System
E Communication Skills
F History of Chest Pain
G Examination of the Cardio
Vascular System
H Examination of the Cranial
Nerves
I History of Lymphoma

A
B
C
D
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P

Confidence
intervals

16.5(13)
14.1 (18)
16.2 (20)
16.7 (9)

0.49
0.47
0.11
0.15

-2.6-1.3
-1.1-2.3
-0.3-2.9
-0.7-4.2

13.3(40)
17.4(16)
17.7(40)

10.5(16)
13.9(9)
16.7(15)

0.04
0.001
0.26

0.2-5.4
1.5-5.4
-0.7-2.7

17.5 (40)

15.6(15)

0.02

0.3-3.5

16.0(17)

16.7(5)

0.63

-3.8-2.3

Community firm
mean scores

Hospital firm
mean scores

(n = number of
students given
each station)

(n = number of
students given each
station)

15.9(24)
14.7(39)
17.5(48)
18.5(24)

Discussion
At UCLMS both the teaching programme and the evaluation instruments have evolved over
the period under study. This has made presenting and interpreting the data a complex task.
Logistics prevented us from maintaining a comparison with students taught in hospital for
more than one academic year; and as students' experiences can vary widely between hospital
firms, the validity of choosing only the oncology firm is questionable. We have attempted to
minimise these shortcomings through complementing the quantitative work with qualitative
techniques and through triangulation - combining methods to validate our conclusions.
Despite these methodological limitations we feel confident that our data help answer the
questions posed initially.
. , .•
We have demonstrated that community-based teaching can usefully contribute to
undergraduate medical education in the area of clinical skills teaching. This achievement is
underlined by the commitment of the UCLMS to ensuring that all students experience the
'Medicine in the Community' firm, and to providing new recurrent funds of £125,000 per
annum. The OSCE data suggest that, at the very least, clinical skills can be taught as
effectively in the community as in the hospital setting. We are currently undertaking a much
larger randomised cross-over trial of community versus hospital-based teaching of clinical
skills to provide more information about the relative strengths and weaknesses of the two
locations. Some consultant doctors and students feel concerned about the lack of acute
medicine seen on this attachment. However, our response is that this is the job of acute
hospital-based firms in the first clinical year. In the community, students learn about chronic
disease and its impact on a person's life. Both community and hospital settings are needed for
a rounded clinical education. We have not explored the wider potential contribution of the
community to the curriculum; current curricular initiatives'* may help to define this.

Practical issues and feasibility of community-based medical education
This was the final question raised at the beginning of this paper, and the one to which we
have the clearest answers.

Students are particularly appreciative of the structured nature of the programme, which allows
them to focus their reading; the personalised, student-centred teaching provided by the tutors;
and the opportunity to see patients in their homes.
Many students would have preferred not to link general practice to another specialty, but an
inevitable challenge of community-based education is the geographically dispersed nature of
GP tutors. By concentrating the general practice attachment into 2 whole days per week
(rather than half day sessions scattered throughout the week) students spend less time
travelling and transport fares have been reduced. The time taken and cost of travel remains
one of the students' major irritations. Practices are located up to 15 km from University
College Hospital, and expenses of up to £14 per week are incurred on public transport. These
expenses are not met by the programme and many local authorities (who provide student
grants) no longer reimburse travelling expenses.
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Committing 2 whole days per week to the programme allows tutors to use the middle of the
day (a relatively quiet time for GPs) to teach. Not many GPs could provide more than four
sessions of intensive teaching in a week. However, it may be possible for practices with a
commitment to undergraduate education to appropriate extra resources and the space to
expand, to employ extra staff and take on more students.

Quality control is a further issue - given the geographical dispersal of the tutors it can be
difficult to ascertain exactly how and what students are being taught. We have tackled this
with a combination of staff development sessions, involving tutors in assessing the students at
OSCEs using standardised marking schedules, and feeding back student end-of-firm
comments. Persistent student dissatisfaction with a particular tutor would lead to non-renewal
of contract.
The impact of this programme on future medical education depends on its sustainability and
generalisability. Surfainaoi/irv depends largely on adequate funding and recruiting, training
and maintaining sufficient numbers of good tutors. The annually renewable part-time lecturer
contract provides the tutors with status, and formalises their relationship with the department,
requiring them to conform with the overall aims and objectives of the programme and attend
staff development meetings.
Good teaching takes time so it is essential to pay tutors appropriately. The total costs of
teaching 154 students in the community for 1993-4 was about £190,000 which equates to
£50-60 per student per half day''*. This includes the part-time lecturers salaries, costs of
department-based teaching and organisation and development programme. The difference
between the total cost and the recurrent funding from UCLMS is made up from departmental
funds.

Box 1 Prerequisites for success for teaching internal medicine in general practice

Large poo/ o/po/en/ia/ CP /«fors
Forma/ annua/fy rewewat/e teac/w'ng

On-going teac/ie«'
/ntens/ve 7:2 ^ac/»'wg on/y part o/a vve
S/ow s/art, /7e.v//?/e aVve/opmenf arfap/ea' /o /oca/ c/rc«m.s/ance.s
An experience/ senior mewifcer o/s/ajffin co/i/ro/
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We believe that this model of community-based medical education is robust, versatile and
widely applicable. Box 1 contains a list of the factors we believe are prerequisites for success
for other schools contemplating this sort of venture.
r
'••-..,
There are, however, many unresolved questions. What (if any) are the long-term benefits to
students of such a relatively short community-based attachment? Has the shift to more
community-based teaching (which was perhaps largely driven by necessity) been
accompanied by a shift to a more community-oriented curriculum? If this model were to be
widely adopted, what are the implications for patients and their doctors (a more detailed
assessment of their problems versus repeated student intrusion into the doctor-patient
relationship)? Finally, will academic general practice use the opportunity of arriving late on
the undergraduate teaching scene to set high professional standards for the recruitment and
training of teachers? And, if so, might such standards be adopted by other medical
disciplines?
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Chapter 3

Can students learn clinical method in general practice? A
randomised cross-over trial comparing student acquisition
of clinical skills in general practice and in hospital
Summary
The widespread adoption of general practice based teaching for skills and knowledge
previously taught in hospital can only be supported if students learn these core skills as well
in general practice as in hospital. The objective of the trial was to answer this question and to
determine whether there was any difference in the acquisition of specific skills in the two
environments. The trial used a randomised crossover design and involved the entire annual
intake of first year clinical students at University College London Medical School (UCLMS).
The intervention was a 10 week block of general internal medicine, of which one half was
taught in general practice, and the other half in hospital. Students were randomly allocated to
start in one location, and crossed over to the other location after five weeks. The outcome
measures were students' performance in two equivalent nine station objective structured
clinical examinations OSCEs administered at the mid and end points of the block, allowing a
direct comparison of the two groups' performance at five weeks and an analysis of covariance,
using their first examination scores as a covariate, to determine students' relative improvement
over the second five weeks of their attachment. The results were that 225 students rotated
through the block: all took at least one examination and 208 (92%) took both. For the first
half of the year there was no significant difference in the students' acquisition of clinical skills
in the two environments; later, however, students taught in general practice improved slightly
more than those taught in hospital (P=0.007). The conclusions were that students could learn
clinical skills as well in general practice as in hospital; more work was needed to clarify
where specific skills, knowledge, and attitudes were best learnt to allow rational planning of
the undergraduate curriculum.

Introduction
There is an international move toward community-based undergraduate medical education''. In
Britain half of medical schools have some primary care input into teaching clinical skills ; most
new curricula will have a substantial increase in community based teaching. This change reflects
the "primary care led NHS'"* that is having a profound impact on delivery of health care*'', and
on undergraduate education'. However, community based teaching is no cheaper than hospital
based teaching**, has some specific disadvantages including geographical dispersal of tutors
making quality control difficult'', and results in considerable travel costs to students'".
Most evaluations of community based teaching have concentrated on ascertaining student or
faculty perceptions of its educational value""'''. Using an objective structured clinical
examination (OSCE), Satran et al found equal acquisition of clinical skills,'"* but in their study
both community and hospital based students were taught by paediatricians and only two of the
examination stations were patient based. There is little evidence as to whether students taught in
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General Practice can acquire their clinical skills as well as those taught in hospital. This study
was designed to address this question.

Aims
The aims of the study were to determine whether students acquired their clinical skills as well in
general practice as on the hospital attachment. In addition, we sought to determine whether there
was any difference in the acquisition of specific skills in the two environments.

Methods
The subjects were all first year clinical students at University College London Medical School
during the academic year 1995-6. The school has a traditional medical curriculum with two
years of basic science followed by three years of clinical medicine. After a four week
introductory course on clinical method, students were randomly divided into four groups. Each
group started with a different 10 week block (covering general medicine: surgery: medical
specialties; and geriatrics, rheumatology and orthopaedics) and rotated through all four blocks
during the year. The block under study here (general medicine based at the Whittington
Hospital) consisted of two five week attachments, one in general practice and one in hospital.
Students were randomly allocated to start either in hospital or in the community and changed
over after five weeks.

The five weeks in general practice - the "Medicine in the Community" (MiC) clerkship - at the
Whittington was designed to replace a traditional hospital clerkship and is described elsewhere.'"
Both hospital and general practice attachments shared common aims but the teaching structure
was different (sec box). For example, as in most medical schools, the contracts of senior
academic and NHS are unspecific about teaching commitments, whereas the general
practitioners were paid specifically to provide protected teaching time.

7nVi/ </e.vi#/i

As well as determining whether students acquired their clinical skills as well in the Medicine in
the Community attachment as in hospital we also wanted to see whether there was any difference
in the acquisition of specific skills in the two environments.
The outcome measure was students' performance in two parallel nine station objective structured
clinical examinations (OSCEs P and Q, Box 2), given to all students at five and ten weeks. In
the first and third blocks students had P followed by Q, and in the second and fourth blocks they
had Q followed by P. Two different examinations were used to promote test security, to
minimise learning effects within the design, and to maximise the number of cases used thus
optimising the potential for detecting differential skill acquisition, overall, in the two
environments. The disadvantage of using two examinations was that it was impossible to equate
P and Q until after the first two blocks.
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Stations lasted 7 minutes and, except for two on data interpretation, each used a trained
Standardised Patient. Stations were chosen to reflect problems found in both hospital medicine
and general practice; all but two had been developed and validated over the previous five years.
These two, on acute medical problems, were written by a consultant physician in consultation
with a general practitioner. Examiners were drawn from senior hospital physicians and general
practitioner tutors. Most were engaged in first year teaching; all others were experienced
examiners in objective structured clinical examinations. Check lists, unavailable to students,
were used for marking.
Box 1 Aims of the attachment
Both hospital and general practice attachments aim to enable students to acquire:
• the basic clinical skills of history taking. physical examination, and communication skills
• sufficient knowledge to understand and cipply these clinical skills
• appropriate professional attitudes
Structure of teaching in the two sites
•
•
•

4 - 6 students per firm
5 firms
Firms had students throughout the year

•
•
•

•

Students clerk and present available
patients
Patients seen on wards or in outpatients

•

Teaching by senior NHS and academic
staff and junior doctors
1:1 or 1:2 teaching in outpatients (once
a week on average)
2 x 1 hour tutorials per week
All senior staff offered five half days of
training in teaching methods, variably
taken up
Teaching accepted part of job

•

•
•
•
•
•

•

•

•
•
•

•

2 - 6 students per general practice tutor
20 tutors / practices
Most tutors took students for alternate
firms
Students clerk and present specially
selected patients
Patients seen in their homes or in the
surgery
Teaching by tutor only
1:1 or 1:2 teaching in booked surgery
(once a week on average)
One 3 hour seminar per week
All tutors offered rolling programme of
training in teaching methods (6 evenings
per year); 60% attendance in study year
Tutors applied for teaching post; undertook
to provide 4 - 6 hours protected teaching
time per week

The performance of the students in hospital or MiC blocks could be directly compared at the five
week point for each of the 4 rotations throughout the year; subsequently their improvement over
the second five weeks could also be determined by subtracting the five week score from that at
ten weeks. This was possible because the balanced design cancelled out any differences due to
differential difficulty of the examinations.
Analysis of data from the first two blocks suggested that OSCE Q was slightly harder than
OSCE P and that this was due to a hard station in Q and an easy one in P. In particular, all
students scored so highly on the ascites station that there was no room for improvement.
Therefore the same two examinations were used for the final two blocks, but with both
photograph stations removed and the two blood test stations used each time.
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Box 2 Contents of examinations P and Q

Skill Domain
History taking

Physical Examination

P
Acute severe breathlessness
Transient Ischaemic Attack
Rectal bleeding

Q
Acute severe chest pain
Chronic Obstructive
Airways Disease
Irritable Bowel syndrome

Cardiovascular System
Respiratory System
Peripheral Nervous System: Peripheral Nervous System:
Lower Limb
Upper Limb
Cranial Nerves
Diabetic Foot

Communication Skills

Hypertension

Asthma Prophylaxis

Data Interpretation

Ascites (photos)

Rheumatoid and osteo
arthritis (photos)
Full Blood Count
(Microcytic, hypochromic
Anaemia)

Thyroid Function Test
(hypothyroid patient)

Results were analysed using SPSS 6.1 for Windows. Firstly, data from each of the four blocks
were analysed to compare the effect of the two locations at the five week point. Total mean
scores, and mean scores for each skill domain were compared using the t-test for unrelated
groups. Subsequently improvements between ten week- and five week- scores were analysed
using analysis of co-variance, a statistically equivalent variant of a design used by Ali et al'', and
Nyquist et al"' to compare two groups in a balanced crossover design. In this analysis blocks 1
and 2 and blocks 3 and 4 are combined to fully utilise the balanced nature of the design.

Results
A total of 225 students rotated through the Medicine in the Community firm in the study year.
Of these, all 225 took at least one OSCE, and 208 (92%) took the OSCE at both the five week
and the ten week point.
Table 1 shows the results of a direct comparison of mean scores for the hospital and MiC groups
at the five week point for Blocks 1 and 2. Table 2 displays the equivalent data for Blocks 3 and
4. Table 3 shows the incremental improvement in the two groups over the second five weeks of
the attachment for each of the 4 blocks. In Table 1 total OSCE scores are higher for hospital
students on examination PI and for community students on OSCE Q2, but only the latter reached
statistical significance. These differences were due partly to performance on the interpretation
domain and to isolated differences on individual stations, but not to other skill domains. There
were no consistent differences between locations. There were no such differences for later
groups, apart from one on data interpretation.
Further analysis combined the first two and last two blocks in separate analyses. This showed
that students" improvement over the second five weeks, using the first examination as a co-
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variate, was not significantly different between learning locations for the first two blocks (p =
0.128). but was significantly better in the community than in hospital for the last two blocks:
mean improvement in score = 6.6 (95% CI 3.4 - 9.8) for the community attachment and 1.7 (95%
CI -1.3 - 4.7) for students studying in hospital (p = 0.007). Further analysis of scores broken
down into skills showed that this was due to improved examination skills in the community
students (mean improvement: community = 4.23 (2.38 - 6.08), hospital 0.26 (-1.5 - 1.94);
p<0.002). These data represent a difference between locations of about 3% - 10% on 5 weeks
experience as measured by performance in the examination.
..
,; . , • •
:
In addition, mean scores for all students for each examination showed gradual improvement over
the 40 weeks. After equation of the examinations, scores showed a significant monotonic linear
trend (p < 0.001). The increase over the last 20 weeks is approximately 10%. In other words, 5
weeks training in MiC, for experienced first year clinical students, is worth about the equivalent
of 10 to 20 weeks of average clinical experience in terms of performance in the examination.

Table I Comparison of mean OSCE scores of students taught for their First five weeks of
blocks 1 and 2 either in general practice or in hospital.
Skill domain
History taking
Max score = 60
Physical Examination
Max score = 60
Communication skills
Max score = 20
Data Interpretation
Max score = 40
Total score
Max score = 180

OSCE
Block
PI
Q2
PI
Q2
PI
Q2
PI
Q2
PI
Q2

GP mean (95% CI)

Hospital mean (95% CI)

p value

37.8 (36.2 - 39.4)
38.4 (36.4 - 40.4)
35.9(33.0-38.8)
45.0(41.8-48.2)
12.0(10.8- 13.2)
10.2(9.4- 11.0)
24.4 (23.0 - 25.8)
21.0(19.4-22.6)
110.1(106.1 -114.1)
114.6(109.2- 120.1)

39.9(38.2-41.6)
36.6 (34.3 - 39)
36.6 (33.3 - 40.0)
41.7(39.9-43.5)
12.4(11.7- 13.2)
10.1 (9.3- 10.9)
26.9 (25.4 - 28.3)
17.4(15.5- 19.4)
115.9(111.7- 120)
105.9(101.3- 110.6)

ns
ns
ns
ns
ns
ns
.02
.007
ns
.02

Students who took OSCE PI (n=56) had had a four week introductory course prior to their
medical attachment: students who took OSCE Q2 (n=54) had had the four week introductory
course plus ten weeks of a surgical attachment.
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Table 2 Comparison of mean OSCE scores of students taught for their first five weeks of
blocks 3 and 4 in either general practice or in hospital.
Skill domain
History taking
max = 60
Physical Examination
max = 60
Communication Skills
max = 20
Data Interpretation
max = 40
Total score
Max =180

OSCE GP mean (95% CI)
Block
P3
40.5 (38.4 - 42.6)
41.1(38.9-43.3)
04
P3
42.9 (40.3 - 45.5)
Q4
46.2(44.3-48.1)
P3
13.1(12.3-13.9)
Q4
13.4(12.4- 14.4)
P3
19.3(17.5-21.1)
Q4
23.2(21.8-24.6)
115.8(110.0-121.6)
P3
Q4
123.9(120.0-127.8)

Hospital mean (95% CI)

p value

39.9(38.2-41.6)
42.0 (40.0 - 44.0)
41.0(38.9-43.1)
46.4 (44.6 - 48.2)
14.0 (13.0- 15.0)
13.3(12.2-14.4.)
22.0(20.1-23.9)
24.0 (22.5 - 25.5)
116.9(112.2-121.6)
125.8(121.8-129.8)

ns
ns
ns
ns
ns
ns
.04
ns
ns
ns

Students on Block 3 (n=57) had had 24 weeks of clinical experience (4 weeks Introductory
course, 10 weeks surgery and 10 weeks Oncology or AIDS medicine) while students on Block 4
(n= 55) were on the last block of the year.

Table 3 Incremental improvement in total OSCE scores for the two groups over the
second five weeks of their attachments
Block

Basis of Improvement

GP mean
improvement
(95% CI)

Hospital
mean Improvement
(95% CI)

p
value

1
2
I&2
3
4
3&4

Q l - P I (t-test)
P2 - Q2 (t-test)
Balanced Analysis of covariance
*Q3 - *P3( t-test)
*P4 - *Q4(t-test)
Balanced analysis of covariance

5.4 (.12-10.8)
25.1(18.2-32)
17.35(12.35 22.35)
7.4(2.4-12.4)
5.5(1.9-9.2)
6.61 (3.4 - 9.8)

2.0 (-3.0 - 7.0)
29.3 (22.6 - 36)
13.68(9.04-18.32)
3.5 (-.7 - 7.7)
-.33 (-4.4 - 3.8)
1.7 (-1.3-4.7)

ns
ns
ns
ns
.041
.007

*OSCEs P & Q modified as described above.
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Discussion
The results suggest that, overall, students acquire their clinical skills as well, if not better, in
General Practice as in hospital. This appears to be true for all the skill domains tested. In
particular, examination skills improved more for experienced students in MiC locations.
Generally, students' clinical skills continue to improve throughout the year. The spread of results
around the mean diminishes throughout the year, hence it is possible that there is a ceiling effect;
given the sort of experience provided in the first clinical year, students can only progress so far.
The method was specifically chosen to sample as wide a range of skills as possible within a
balanced design. Its strengths include the randomisation of students both to the order in which
they took the four blocks making up the first year, and once on the medicine block, to starting in
either community or hospital. The cross-over design allowed both for direct comparisons of
students taught in the two venues and for pre- and post-exposure testing, a design which has
been widely favoured as a method of assessing efficacy of skills teaching'*". The comparison
group is both plausible and fair; the "Medicine in the Community" firm was expressly designed
to replace a traditional hospital medical clerkship and its brief was to teach the same core clinical
skills as those students learn in hospital. The outcome measure, an OSCE, is a recognised and
widely used method for testing clinical skills"" in undergraduate and postgraduate settings."'"*
The sample size in this study is large enough to detect educationally important differences.
Although longer OSCEs are needed before inferences about a single student can be made, we
were interested in group performance which is adequately determined by this number of stations.
Potential weaknesses in the design include the small number of stations in each skill domain
which limits the power of the study to comprehensively determine whether specific skills are
acquired better in either location. The cross-over design minimised the impact of varying ability
in different groups, but it was not possible to control for this altogether. Previous work has
demonstrated that test security is not necessarily a problem with OSCEs"' "\ and that under
appropriate circumstances, replicated in this study, repetition of stations throughout the year does
not jeopardise the validity of the examination"''"'. Stations were chosen to reflect problems that
the student might encounter in either hospital or General Practice, but it is possible that the
problems tested favoured students who had learnt in one or other setting. Examiners were
partially "blinded" as no information was given on students' prior experience. Any potential
bias from examiners preferentially marking students known to them was minimised through
drawing examiners from both settings, using structured marking sheets and would have been
limited to scores from one station.
These data support current efforts to redistribute resources from traditional locations for student
learning to the community. It is necessary to determine which specific knowledge, skills and
attitudes are best acquired in the community, which are best acquired in hospital and which can
be equally well acquired in either environment given appropriate, well structured and adequately
resourced teaching. Further work is also needed on which teaching methods optimise student
learning in all settings. Only then can we progress to rational planning of new curricula, and
provide students with well structured teaching and an optimum balance between hospital based
and community based learning.
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Chapter 4

A comparison of the educational opportunities on junior
medical attachments in general practice and in a teaching
hospital: a questionnaire survey
Summary
The objectives of the trial were to obtain students' perceptions of the educational quality of
the general internal medicine teaching overall and to determine whether specific learning
objectives were better addressed in general practice or in hospital. The study population was
the entire annual intake (n = 225) of students into the first clinical year at one UK medical
school. The survey was carried out after a 10 week block of general internal medicine,
consisting of five weeks taught in general practice and five weeks taught in a teaching
hospital. Students were randomly allocated to start in either general practice or hospital. The
outcome measure was a questionnaire survey of students' perceptions of their learning on the
two halves of the block. Each student completed the same questionnaire twice: one after their
hospital experience and once after their general practice experience. Statistical analysis was
carried out using the SPSS package for Windows 3.1. Group means were calculated for each
response, and the mean differences for each student's responses for the two learning
environments were analysed using Mests for paired samples. Students perceived they learnt
more about history taking and physical examination in the community, whereas they learnt
more about writing up their clerkings, keeping progress notes and disease management in
hospital. The conclusions were that the community and hospital environments appeared to
have different strengths for the teaching of medical students. The data supported the
judicious transfer of clinical skills teaching into general practice, when the circumstances
achieved here could be duplicated. However, some aspects of the clinical attachment,
particularly record keeping and disease management are probably better taught in hospital at
present.

Introduction
Given the current and planned increase in community based teaching, both worldwide'•* and
in the UK"™, it is vital to determine the relative strengths and weaknesses of hospital based
and community based teaching. Until recently in the UK, community based teaching was
equated with learning about primary care. Now, however, it increasingly involves learning
subjects, such as clinical method and general internal medicine, that have previously been
seen as the exclusive domain of hospital teachers'. Prior work has established that students
can acquire clinical method as well in General Practice as in hospital''; questionnaire studies
have elicited high student satisfaction with community attachments'"', but there are fewer
studies which provide a direct comparison of student perceptions of learning opportunities
and achievements in the two settings.
University College London Medical School has run a junior medical firm in general practice
since 1991. As this was specifically set up to replace a traditional hospital based firm, and
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shared common objectives with the remaining hospital firms, it is an appropriate model to
study in order to answer this question.
The aim of the study was to obtain students' perceptions of the degree to which teaching of
general internal medicine enabled them to achieve the medical school's objectives for the first
clinical year; to obtain process data on the learning opportunities available to students; and to
determine their views of the educational qualities of their attachments. In addition we sought
to determine whether specific learning objectives were better addressed in general practice or
in hospital, and whether students' stated clinical experience correlated with their views on
their achievement of clinical objectives.

Methods

In the study year (1995-6), University College London Medical School (UCLMS) had a
traditional curriculum: two years of biomedical sciences with little clinical contact followed
by a three year clinical course. Approximately 10% of the intake into the clinical course came
from Oxford or Cambridge, and about half the UCLMS students took a B.Sc before entering
the clinical course. The first clinical year started with a four week introduction to clinical
method for all students; after this the intake was divided into four groups which rotated
through four ten week blocks (general medicine; surgery; medical specialties: and geriatrics,
rheumatology and orthopaedics) during the year. All blocks shared common aims, written
and agreed by the medical faculty, relating to mastery of clinical method and acquisition of
knowledge pertaining to general internal medicine and surgery (Table 1).
Table 1 Objectives of the first clinical year (common to all 4 blocks)

1
2
3
4
5
6
7
8
9
10
11
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By the end of the year, students should be able to:
take a thorough medical history
present a history in a succinct and professional manner
understand the significance and possible causes of common symptoms
interview the patient to determine which cause is most likely
conduct a competent, thorough clinical examination
discern the significance of abnormal signs
think deductively about the history and signs to reach a differential diagnosis
write competent notes on the history and examination, including a problem list and
differential diagnosis
plan initial investigations
plan disease management
write progress notes with an eye to audit and medico-legal considerations

The block under study consists of five weeks "Medicine in the Community" (a general
practice based junior medical firm designed to replace a hospital attachment and described
elsewhere'") and five weeks internal medicine in one of the teaching hospitals that contribute
to the medical school. Students were allocated to one of three firms making up the
"Medicine in the Community" (MiC) attachment (Box 1): one, "Medicine in the Community
only" was a pure GP attachment with students in the practice for 4 days/ week. On the other
two firms students were in practices for 2 days / week. For "Medicine in the Community /
Oncology", they were also on the oncology wards or outpatients for 2 days / week. The third,
"Medicine in the Community / Public Health Medicine", placed students in a community
health service for two days a week, for example in a community drug team, a day hospital for
the elderly, or a primary care service for homeless people. Students on all three attachments
had a weekly half-day seminar in the department for formal teaching of diagnostic skills.

Box 1 Structure of the "Medicine in the Community" (MiC) firms.
MiC only

MiC / Oncology
67 students / year

MiC / Public Health
110 students / year

8 - 9 students / firm

13-14 students / firm

2 - 4 students / group

2 students / group

1 practice

each group attached to one
of 6 practices

each group attached to one
of 12 practices

students in practice 4 days /
week

students in practice 2 days /
week + 2 days on oncology
wards and outpatients

students in practice 2 days /
week + 2 days on public
health attachment

48 students / year
6 students / firm
6 students / group

On all MiC firms students:
•

clerk and present specially selected patients in their homes or in surgery

•

have 1:1 or 1:2 teaching in booked surgery (once a week on average)

•

have one 3 hour seminar for formal teaching of clinical method per week; students
taught in groups of 6 - 8 with one GP faculty member and one Simulated Patient

•

have one afternoon of pathology lectures each week

The hospital attachments were subdivided into four: all had general medical in-patients and
participated in the rota for admission of patients with acute medical problems. All also had a
specialist interest which was reflected in planned admissions and outpatients. These were:
diabetes and renal medicine; cardiology and neurology; gastro-enterology and endocrinology;
and respiratory medicine and rheumatology. Students were attached in groups of 4 - 6 to the
hospital firms, all of which took students throughout the academic year. Teaching was largely
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ward based, with students clerking and presenting patients as they were admitted. Teaching
was provided by senior NHS and academic staff as well as by junior doctors. Students also
had individual teaching in out-patients, approximately once a week. Most firms provided two
tutorials lasting an hour each week.
All students also attended a half day lecture course on pathology throughout the year.

The questionnaire had been developed over the preceding three years'". It consisted of four
parts: the first elicited qualitative data about the attachment; the second asked students to rate
the extent to which the attachment helped them achieve the objectives of the first clinical year
on a 4 point scale (very much, a lot, a little, not at all): the third asked whether they had found
the attachment challenging, interesting, enjoyable and if it had made them want to learn more,
also on a four point scale (very, quite, not very, not at all). The final section asked for
information on the average numbers of patients per week that students had taken a full history
from, and performed a physical examination on; and the number of times each week a history
was presented to a doctor, their examinations observed and commented on, and their written
clerkings commented on.

Questionnaire data were entered into an Excel spreadsheet and then read into SPSS (both for
Windows 3.1) for analysis. Frequency counts and group means were calculated for each
response to the objectives (Table 3), and for the categorical items relating to the environment
(Tables 2 and 4), and means for the continuous data (Tables 2 and 4). The differences for each
student's responses for the two learning environments were analysed using both nonparametric (Wilcoxon matched pairs signed rank test) and parametric tests (t-tests for paired
samples) as appropriate. However, means, 95% confidence limits, and probability values for
t-test results are provided (Tables 2 - 4 ) for ease of presentation. In the categorical data a
difference of +1.0 represents a difference of one category, e.g. from 'very" to 'quite', with
positive values in favour of the community firms. In the continuous data a difference of +1.0
represents a mean difference, for example, of one patient examination, in favour of the
community firms.
In the data from community attachments, subgroups were compared using both parametric
(ANOVA) and non-parametric (Kruskal-Wallis 1-way) tests. Both tests found the same
questions to yield significant differences. Means are provided in Table 4 and probability
values using non-parametric tests are presented because the smaller sample sizes in each
group rendered non-parametric significance testing more appropriate.

36

R e s u l t s

. . , . - .

••

,

- , ; , . r •-•'-. , . :

• . ;:. •

225 students rotated through the General Medicine block during the study year. 192 (85%)
completed the questionnaire after their GP attachment and 181 (80%) did so after their
hospital attachment. 181 (80%) students completed two questionnaires, although not all
students answered every question on both occasions.
Students had a high opinion of their attachments. The overall mean scores suggest that
students found their medical attachments challenging, interesting, enjoyable and that they
made them want to learn more (Table 2). This was true for both hospital and GP attachments,
although students rated their GP attachment as significantly more enjoyable.

Table 2 Comparison of perceptions of community and hospital environments
Descriptive

Nof
paired

GP mean
(95 % CI)

Hospital mean
(95% CI)

means
3.07(2.97-3.17) 3.03(2.94-3.12)
Did you find the firm
181
challenging?*
Did you find the firm
182
3.55 (3.47 - 3.64) 3.54 (3.45 - 3.62)
interesting?*
Did you find the firm
180
3.57 (3.48 - 3.65) 3.39 (3.29 - 3.50)
enjoyable?*
Did the firm make you want
182
3.44 (3.35 - 3.53) 3.34 (3.24 - 3.43)
to learn more?*
How many histories did you
123
3.93(3.61 -4.25) 3.02 (2.74 - 3.30)
take each week?
1 14
6.53(5.35-7.71) 5.84 (4.68 - 6.99)
How many physical
examinations did you do each
week?
119
2.56 (2.27 - 2.85) 1.56(1.35- 1.78)
How many times did you
present each week?
How many examinations were 117
2.40(2.09-2.71) .85 (.67- 1.02)
observed each week?
.72 (.56- 1.06)
How many written clerkings
105
1.17 (.86- 1.49)
were marked each week?
T-tests for paired samples
•Scoring: 4 = "very", 3 = "quite", 2 = ' 'not very" and 1 = "not at all"

Paired means
GP - Hospital
(95% CI)
.04 (-.09-.17)

P

.02 (-.10 - .13)

ns

.17 (.04 - .31)

.014

.1 (-.01 -.22)

ns

.91 (.5- 1.3)

<001

.69 (-.71 -2.09)

ns

1.0 (.65- 1.35)

<001

1.56(1.21 - 1.90)

<.00l

.45 (.13-.78)

<.0l

value

ns

Students were less positive about the degree to which the attachments enabled them to
achieve the learning objectives for the first clinical year. Students perceived that their GP
attachment helped them to achieve the objectives relating to history taking and physical
examination significantly more than the hospital attachments did. The opposite was true for
objectives relating to writing notes of a history and examination, progress notes and studying
disease management (Table 3).
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Table 3 To what extent did your attachment to this firm help you to achieve the
following objectives?
OBJECTIVE

I) To take a thorough medical
history
2) To present a history
3) To understand significance of
symptoms
4) Interview pt to determine
causes of symptoms
5) To conduct a competent
clinical examination
6) To discern significance of
abnormal signs
7) To reach a diagnosis
8) To write competent notes of
history / examination
9) To plan initial investigations
10) To study disease
management
11) To write progress notes

Group Medicine in
the Community
mean (95% CI)
3.23(3.12-3.35)

Group Hospital
mean (95% CI)

P
value

2.76 (2.65 - 2.88)

Difference in
paired means
(95% CI)
.47 (.32 - .62)

3.03(2.91 -3.14)
2.96 (2.86 - 3.06)

2.73 (2.61 - 2.85)
2.85(2.75-2.95)

.30 (.14-.45)
.11 (-.03-.24)

<.001
ns

3.06(2.95-3.17)

2.51 (2.38-2.63)

.56 (.41 -.70)

<.001

3.17(3.05-3.23)

2.64 (2.54 - 2.74)

.53 (.38 - .68)

<.001

2.80(2.70-2.91)

2.61 (2.52-2.71)

.19 (.05-.33)

<.0l

2.87 (2.75 - 2.98)
2.35 (2.24 - 2.47)

2.83 (2.73 - 2.93)
2.54 (2.42 - 2.65)

.04 (-.11 -.18)
-.18 (-.34--.03)

ns
.02

2.56 (2.44 - 2.67)
2.15(2.04-2.26)

2.49 (2.37 - 2.60)
2.43(2.31 -2.55)

.07 (-.08 - .22)
-.23 (-.43--.13)

ns
<.OO1

1.53(1.42-1.65)

1.76(1.63- 1.89)

-.23 (-.37 - -.08)

<.01

«c.001

T-tests for paired samples
n = 181. except for objectives 4 and 11 where n = 180, and objective 6 where n = 178.
Scoring: 4 = "very much", 3 = "a lot". 2 = "not very", 1 = "not at all".

Sub-group analysis was performed to see if it was possible to identify specific components of
the GP attachments which were responsible for these results (Tables 4 and 5). There is a
slight trend for students to claim that the GP only firm was more helpful in enabling students
to achieve the objectives for the year, and was more challenging and interesting (though not
more enjoyable) than the joint firms with oncology or public health. However students on the
GP only firm reported presenting fewer histories and being observed examining patients less
often by tutors, than students in the joint firms.
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Table 4 Description of sub-groups within Medicine in the Community (MiC)
Descriptive

MiC only mean
(95% CI)

MiC / Oncology
mean (95% CI)

Did you find the firm
3.43
3.09
(3.24 - 3.62)
(2.93 - 3.24)
challenging?*
3.82
3.53
Did you find the firm
(3.71 -3.94)
(3.37 - 3.68)
interesting?*
3.69
3.56
Did you find the firm
(3.41 -3.71)
(3.53 - 3.84)
enjoyable?*
3.37
Did the firm make you want to 3.58
(3.41 - 3.74)
(3.21 -3.52)
learn more?*
3.69
3.92
How many histories did you
(3.30-4.08)
(3.54 - 4.30)
take each week?
5.28
6.08
How many physical
(4.22 - 6.33)
(4.23 - 7.93)
examinations did you do each
week?
2.10
2.88
How many times did you
(2.44 - 3.32)
(1.86-2.33)
present each week?
2.80
How many examinations were 1.24
(2.32-3.27)
(0.96- 1.52)
observed each week?
0.76
1.49
How many written clerkings
(0.91 - 2.07)
(0.53-1.00)
weremarked each week?
•Scoring: 4 = "very", 3 = "quite ", 2 = "not very"' and 1 = "not at all"

MiC / Public
Health mean
(95%CI)
2.91
(2.78 - 3.05)
3.46
(3.32 - 3.59)
3.53
(3.40 - 3.67)
3.43
(3.31-3.56)
3.68
(3.21 -4.15)
6.88
(5.38 - 8.38)

p value

2.35
(1.99-2.71)
2.72
(2.37 - 3.07)
1.00
(0.69- 1.31)

.02

<.0001
<.01
ns
ns
ns
ns

<0001
ns

Table 5: Description of sub-groups within the Medicine in the Community (MiC)
To what extent did your attachment to this firm help you to achieve the following?
Objective

MiC only

mean
(95% CI)
1) To take a thorough
3.60
medical history
(3.44 - 3.76)
2) To present a history
3.49
(3.31-3.67)
3) To understand
3.20
significance of symptoms
(3.0 - 3.40)
4) Interview pt lo determine
3.07
causes of symptoms
(2.85 - 3.28)
5) To conduct a competent
3.56
clinical examination
(3.36-3.75)
6) To discern significance of 3.20
(3.0 - 3.4)
abnormal signs
7) To reach a diagnosis
3.18
(2.97 - 3.38)
8) To write competent notes
2.51
of history / examination
(2.28 - 2.74)
3.09
9) To plan initial
(2.89-3.29)
investigations
10) To study disease
2.31
management
(2.11-2.51)
11) To write progress notes
1.58
(1.35-1.80)
Scoring: 4 = "very much", 3 = "a lot", 2 = "not

MiC / Oncology

MiC / Public
health
mean
(95% CI)
3.04
(2.88-3.21)
2.79
(2.62 - 2.96)
2.83
(2.69 - 2.98)
3.07
(2.91 -3.23)
2.98
(2.80-3.15)
2.71
(2.56 - 2.86)
2.78
(2.61 -2.95)
2.29
(2.13-2.45)
2.28
(2.14-2.42)
1.98

mean
(95% CI)
3.30
(3.09-3.50)
3.07
(2.88 - 3.26)
3.04
(2.87 - 3.20)
3.11
(2.90-3.32)
3.25
(3.06 - 3.44)
2.70
(2.56 - 2.86)
2.84
(2.65 - 3.03)
2.35
(2.15-2.55)
2.63
(2.43 - 2.83)
2.30
(2.09-2.50)
1.56
1.47
(1.34- 1.78)
(1.32- 1.62)
very". 1 = "not at all"

P (Kruskal
-Wallis 1-

Way
Anova)
<.OO1
<O001
<.01

ns
<.001
<.0001
.015

ns
<0001
.014
ns
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Discussion
These data are an important part of the evaluation of the UCLMS community based teaching
of general internal medicine. The main strengths of this study lie in its balanced design with
the collection of paired data and the randomisation of students. Students were randomly
allocated both to the order in which they took the four blocks making up the first clinical year,
and, once on the general medicine block, to starting in either community or hospital medicine.
Each student experienced both a hospital-based and a general practice-based medical firm with half of them experiencing general practice first. This ensured that any differences found
were unlikely to be due to either the novelty value of the medical firms, or the previous level
of experience of the students, and suggests that any differences found reflected real
differences in student perceptions of the two locations. Comparing each student's experience
in one location, with their experience in the other location, controls for variation in qualities
(e.g. enthusiasm) inherent in each student. Moreover, students completed the questionnaires
in a neutral environment, at the joint assessment held at the end of each five week attachment,
when they were examined by both GP tutors and hospital specialists.
GP tutors are contracted specifically to provide protected teaching time. This may be related
to students' claims that, whilst on general practice attachments, they presented more histories
and were observed examining more patients than in hospital. This in turn may have increased
their perceived ability to achieve the objectives of taking and presenting a medical history and
conducting a competent examination. However, students' acquisition of these clinical skills
was largely similar in the two environments^. These students were relatively junior and
needed much supervision; more senior students may benefit more from the opportunity to
examine the large numbers of seriousJy iJJ parienfs, many of whom have abnormal signs,
present in hospital.
The hospital attachments were better at helping students learn to write competent clerkings
and progress notes and studying disease management. The latter is likely to include the
evaluation of acutely and critically ill patients. However, students also claimed to have had
more written clerkings commented on in general practice. On their hospital attachments
students presumably read more full clerkings done by the junior doctors, including progress
notes. GP notes bear little resemblance to traditional medical clerkings and despite GPs
providing continuity of care, students may only see a patient once during their general
practice attachment, compared to the daily review patients receive in hospital.
The dramatic increase in the amount of community based teaching is leading a number of
medical schools to require "core" teaching practices to take several students at a time. It is
therefore important to compare the educational experiences of the students in a practice which
takes a group of 6 for four days a week all year, with the experiences of students in practices
which take 2 at a time for two days a week, usually for half a year. The trend for the GP only
firm to be more helpful than the joint firms in achieving the various objectives of the first
clinical year does not appear to be due to greater clinical exposure, as determined by numbers
of histories taken and examinations performed each week. In the informal feedback sessions
students claimed to find the split firms disjointed and the continuity of the GP only firm may
be one important factor in its apparent success. Practices which take larger numbers of
students for longer periods attract more resources. Although this enables them to provide
more dedicated teaching time, a more structured programme and better facilities including
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computer assisted learning, it may leave them less able to identify and focus on the needs of
the individual student.
The results of this study are in line with a number of other studies examining the effects of
community based teaching. Schwiebert & Davis" found that a family medicine clerkship had
a positive impact on students confidence in a number of procedural and cognitive skills,
including history taking and physical examination skills, while students taught in the
university hospital had more confidence in procedures largely performed in hospital such as
interpreting ECGs. Oswald'" found that students on an introduction to clinical skills course
taught in general practice expressed a high degree of satisfaction with their learning of basic
history taking and physical examination skills.
There are still a number of unanswered questions. What is it about GP teaching of clinical
skills that makes it enjoyable for students? Is it the low tutor/student ratio, and if so, will the
benefits diminish as the number of students attached to one practice at a time increases? To
what extent do students' experiences determine their ability to learn clinical skills? Studies
are currently underway to answer the first two questions, and we hope to answer the third
through linking the questionnaire data presented here with data previously presented on
student performance in two OSCEs. In the meantime these data strengthens the case for
judicious transfer of some clinical skills teaching from the hospital sector to general practice,
where the conditions achieved here (specially selected, enthusiastic, trained GP tutors who are
paid to provide protected teaching time) can be duplicated.
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Chapter 5

Students' perceptions of the relative advantages and
disadvantages of general practice-based and hospitalbased teaching: a qualitative study
Summary
The aim of the study was to obtain the perceptions of first-year clinical medical students of
the relative advantages and disadvantages of general practice-based and hospital-based
clinical teaching. Qualitative methods were used. A purposive sample of first-year clinical
medical students who had experienced both community-based and hospital-based teaching
was invited to participate in individual semi-structured interviews or focus groups. Interviews
and focus groups were audio-taped and transcribed to facilitate content analysis of the data.
Twenty-four students participated in individual interviews and a further eighteen took part in
focus groups. Respondents identified advantages and disadvantages specific to teaching in
each setting. Chief advantages of hospital-based learning were perceived to include learning
about specialties and the management of acute conditions, and gaining experience of
procedures and investigations. Community-based learning was perceived as particularly
appropriate for learning about psychosocial issues in medicine, for increasing students'
awareness of patient autonomy and for improving communication skills. In addition, aspects
of organisation and of teaching methods employed by community tutors were viewed as
conducive to a positive educational experience. Students perceived some areas, such as
clinical skills teaching, to be equally-well learned in either setting. The conclusions were that
as general practice-based teaching forms a greater proportion of the undergraduate medical
experience, medical educators must find ways of determining the specific advantages that
general practice and hospital settings can contribute to undergraduate learning and using these
resources effectively to develop comprehensive and integrated curricula. Innovations in
teaching methods may also be necessary to provide an effective educational experience and
promote active learning.

Introduction
Many British medical schools are increasing the community-based component of their
undergraduate curricula', responding both to the changes in health-care provision following
the recent reorganisation of the National Health Service and a world-wide consensus that
medical education should have more relevance to the health needs of the community^.
Traditional hospital-based curricula may not offer students the necessary range of educational
experiences. Transferring more teaching into the community is seen as one solution.
A variety of community-, general practice- and ambulatory care- based courses have been
introduced world-wide''"*. Early evaluations suggest that medical students can acquire clinical
skills as well in the community as in hospital™, that costs are equivalent and that students and
faculty perceive community-based teaching to have specific educational advantages such as
the opportunity to gain experience of common conditions'", and a high level of supervision'.
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However, certain educational experiences are only available to students on the hospital ward'.
One task facing medical educators is to achieve a balance between hospital and community
sites.
Advocates of community-based teaching have suggested that it might have advantages in the
following key areas which are considered ill-served by a traditional curriculum'" :
• psychosocial aspects of health
• awareness of and respect for patient autonomy
• communication skills
• continuity of care and management of chronic illness
• tcamworking.
As yet there are few empirical data to support these claims\

The medical undergraduate curriculum at UCLMS adheres to a traditional structure in which
students spend two pre-clinical years studying basic medical sciences before embarking on a
three-year clinical course. The first clinical year at UCLMS consists of four ten-week blocks:
General Medicine; Specialist Medicine; Surgery; and Care of the Elderly/Rheumatology. All
four blocks share common aims pertaining to the mastery of clinical method. The Medicine in
the Community firm comprises half of the General Medicine block. The remainder of the year
is hospital-based. There are approximately 200 students in the first clinical year and they
rotate through all four blocks, so that at any time during the year there are approximately 50
students in each block. During the General Medicine block, half the students -approximately
25- are allocated to the Medicine in the Community firm, while the other half are taught in a
hospital setting. The students change over after five weeks.

7Vie Medicine IM /we Co/fi/wi/n/fv/irm af

Students are taught in small groups and spend two or four days each week in general practice,
attached to a GP tutor. GP tutors receive payment and have protected time for teaching. They
are also offered regular training. The emphasis is on the teaching of basic clinical method and
not general practice. Each week, all students attend a half-day seminar on clinical and
diagnostic skills taught by the Department of Primary Care and Population Sciences as well as
a Pathology lecture course (Box 1).

Aims
The purpose of this study was to determine students' views of the advantages and
disadvantages of the community- and hospital-based teaching they had experienced in their
first few months as clinical students.
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Box 1 Structure of the "Medicine in the Community" (MiC) firms
MiC / Oncology
7-8 students /

MiC / Public Health
firm

11-12 students /

MiC only
firm

6 students / firm

2-4 students / group

2 students / group

6 students / group

each group attached to one
of 6 practices

each group attached to one group attached to 1 practice
of 12 practices

students in practice 2 days / students in practice 2 days / students in practice 4 days /
week + 2 days on oncology week + 2 days on public week
wards and outpatients
health attachment
In all MiC firms, students:
•

clerk and present specially selected patients in their homes or in surgery

•

have 1:1 or 1:2 teaching in booked surgery (once a week on average)

•

have one 3 hour seminar for formal teaching of clinical method per week; students
taught in groups of 6-8 with one GP faculty member and one simulated patient

•

have one afternoon of pathology lectures per week

Methods
The evaluation took the form of a qualitative study using both semi-structured interviews with
individual students and focus groups. The interviews aimed to obtain the students'
perceptions of the advantages and disadvantages of a community-based firm when compared
with their experiences of hospital-based firms. The use of focus groups in addition to
individual interviews was intended to enhance data collection and to provide a validation of
the analysis.

The respondents were first-year clinical students at University College London Medical
School (UCLMS) who were approaching the end of their Medicine in the Community firm.
All students had also completed a hospital-based firm prior to commencing the communitybased firm. The sample consisted of selected students from the population under study.

In order to ensure that all students had experience of both hospital- and community-based
teaching, interviews did not commence until the second ten-week block. A purposive sample
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of students was selected to participate in the one-to-one interviews and/or the focus groups.
We hypothesised that the following characteristics might influence students' perceptions of
their learning experiences: age, gender, ethnicity, previous degree, previous occupational
history. Accordingly, we used these characteristics to guide our selection in order to maximise
the range of viewpoints and experiences.
The selected students were invited to participate in either a focus group or individual
interview by letter at the beginning of the firm, non-responders being followed up by further
letter, telephone or e-mail. Participants were assured of confidentiality and anonymity, and
guaranteed that their views would have no impact on their grades for the firm. Interviews
were conducted by two of the authors (MO and JM), using a previously-agreed format as a
guide to ensure that both interviewers covered the same areas.
77;e
The interview was semi-structured and designed to encourage students to compare and
contrast their learning experiences on the hospital wards and in the community (Box 2).

Box 2 Issues addressed in the interview
• perceived advantages and disadvantages of community-based teaching when compared
with hospital teaching
• perceived advantages and disadvantages of hospital teaching when compared with
community-based teaching
• areas considered to be more effectively learnt in the community
• areas considered to be more effectively learnt in hospital

The interview was also used as a template for facilitating the focus groups. These were run by
one of the researchers while the second researcher observed and took notes. The interviews
and focus groups were audio-taped and transcribed.
The interviews and the focus groups were piloted prior to commencing the main study. As a
result, several significant modifications were made to the wording and content of the
interview and for this reason the piloted interviews and focus group were excluded from the
final analysis.
Both the interviewers came from a General Practice background, and one (JM) was involved
in teaching some of the students from the population under study in the plenary sessions
which form a part of the community firm. Interviews with any students whom he had taught
were conducted by the other researcher (MO).
In addition to the data collected from the interviews and focus groups, the following
information was recorded for each respondent: age and gender: ethnic group; previous degree
and work experience: and previous clinical experience. Sampling continued until the point of
redundancy was reached and further data collection yielded no new information.
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Da/a ana/vs/s
The audio-taped interviews and focus groups were transcribed. The two researchers then
developed a coding frame to facilitate a thematic analysis of the transcripts guided by
grounded theory methodology". The coding frame was repeatedly modified as further
transcripts were analysed. Once the dominant themes had emerged, these were further
analysed into sub-themes where this was appropriate to a deeper understanding of the data.
Two authors (JM and MO) then analysed the data independently with no significant
discrepancies in their results.

Sft«/y samp/e
Twenty-four students took part in individual interviews and another eighteen participated in
focus groups. There were three focus groups, each consisting of six students. Five students
failed to respond and six refused to participate. There were no significant differences in the
demographic characteristics of those students who participated and those who refused to
participate or failed to respond. The individual interviews lasted between thirty and sixty
minutes, and the focus groups ran for one to one and a half hours.

Results
The dominant and subsidiary themes that emerged from the analysis are summarised in Box 3.
The students perceived advantages and disadvantages to both settings, and advantages
perceived within one setting were often balanced by a corresponding disadvantage within the
other (Box 4).

Organisation of teaching and learning
e: Respondents identified aspects of course organisation as important to their learning
experiences. Within the community setting, they valued having explicit course objectives and
teaching organised around set themes in order to fulfil these objectives. They contrasted this
with hospital teaching which was often ad hoc, and where they sometimes felt unsure of what
was expected of them.
Box 3 Major themes which emerged from analysis of the interviews and focus groups
Organisation of teaching and learning

• structure
• teaching methods

Teaching and learning relationships

• student-teacher relationship
• learning/teaching environment

Teaching content

• "specialised" learning

Relating to patients
Awareness of psychosocial issues
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Low student:tutor ratios, protected teaching time and allocated rooms for teaching were other
features of community-based teaching which respondents cited as contributing to a satisfying
learning experience. They felt that attention had been paid to their educational needs and that
teaching was regarded as a valuable activity by their community tutors. This contrasted with
hospital-based teaching, which often took place in large groups, which some participants felt
was inhibiting, and where sessions were often cancelled without notice due to tutors' clinical
commitments.
'nere /in genera/ practice/ everyf/iing is very organised and /nere is /earning ri/ne/or MS to
see pa;/entt, and we itnow w/io we are going to see, w/ia/ we are going /o do ne.»7.'
" '
19)
7Vac/»ng sr>7e: Respondents noted features of teaching style which they felt impacted upon
their learning, either positively or negatively. In the community they were encouraged to take
an active approach to their learning, for example, by preparing and presenting seminars.
Students felt that they learnt from the guidance given in preparing such seminars, and from
the ample feedback on their presentations.
Learning on the ward could sometimes be a passive experience. Students often felt they
received too little supervision and constructive feedback. Many spoke of their lack of
confidence in their basic clinical skills prior to entering the community-based firm.
In contrast, they felt they received a high level of supervision and feedback during their
community teaching, particularly in the areas of history-taking and physical examination.
This was supplemented by revision and reinforcement. They judged this to be important in
increasing their confidence and feelings of competence.
Furthermore, small group teaching was viewed as a strength of community teaching. The
students generally felt less inhibited about participating in teaching, there were opportunities
for all group members to take an active part in teaching sessions, and several respondents
noted that their tutors seemed to be skilled in identifying the students' particular learning
needs and then adapting their teaching accordingly.
7/ie GP ac/«a//v wafc/ies VOM /a/tmg /i/s/ory, ana" examine a pa/ien/, and* / /nin£ my
e.rawi/naf/on sA'i7/.v Ziave improved /iHge/v fterai/se o/r/iar ana" //?a/'s .vomef/ii'ng wn/cn /
ger on //it' HYI/Y/.V <;/ «//.'
(Interview. Student 21)
//w //ie iww/iwii/v/ if's o/ie-/o-o;ie or o;ie-/o-fwo or w/ia/ever, ;/iey fa« picA' up
M7I«/ VOM 're barf «r, uTiaf vow 're gooa" af ana* you >e /awg/j/ speci/jca//v on w/iaf VOM need /o

oe /ang/i/ on.' (Focus Group 3, Student 39)

Teaching and learning relationships
5/i«/en//f«jf/ier re/afio/w/ii/?: Students highlighted the importance of the tutor having a
positive, approachable attitude, of the tutor's acceptance of the learner status of the student
and of the enthusiasm which tutors manifested for teaching. Interviewees associated these
attributes with positive learning experiences both on the wards and in the community, but
overall seemed to view them as more prevalent and more highly-developed among tutors in
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the community. Furthermore, respondents valued the personal approach of their community
tutors who they felt made an effort to get to know them as people.
7 /ee/ fnaf / faioiv /our GP f«tor/ yär more persona//y /nan anyone o/ a .sem'or /eve/ /n
envir07i»ienf.../ias marff an ej^ort to ger to feioii' 1/5.../ /ee/ ao/e to ope« up and"
/iim WI7/J anj proi>/e/n nowever minor anJ IVIV/I ;io/ear o//iMM/7/af/on.' (Interview,
Student 1)
,
• : -v;W;„,,.;••: ; .
7/ie /7rsf /Viospi/d// /irnr / d/a" vva5 ori//;an/fcecdMseVOM go/ to fc/iow f/ie consM/fanf
everybody, /ne r€^«/raw, /io«se oncers, ?/iev were a// invo/ve«/ ;n /eac/ii'ng «i ana" we rea//y
o/rne /eaw, yo«fcnow,va/werf.'
(Interview, Student 52)
env/ron/wen/: Students commented on the effect of the immediate
environment upon their learning. Many felt that the atmosphere on the wards was competitive
and that this made learning difficult. In contrast, general practice was viewed as more relaxed,
and with the need to impress or to conceal areas of weakness removed, it became easier to
learn.
However, many students found the ward atmosphere could be stimulating and enjoyable.
Several had positive experiences where they were made to feel part of the team, and they
learned important lessons about their future roles as junior hospital doctors and the
interactions of health professionals within the ward environment.

Teaching Content
This theme included aspects of the undergraduate curriculum perceived to be better learned in
certain environments.
Students recognised the importance of the opportunities provided by
each setting: the hospital for seeing acute illness, early management and diagnostic
procedures; the community for communication skills and learning about chronic illness and
minor illness. They did not appear to regard one setting as more important than the other but
appreciated that both settings offered valuable learning experiences.
'in /ne nosp/to/ you nave peop/e w/7n d7.yea.se concen/ra?ed" in one p/ace, so / mean as /ar as
seeing...p/rys/ca/ signs, VOM twow seeing i// peop/e a/id" seeing now /ney are inves/igafed" and*
/iia/idged', VOM A:now /ec ."ling in f/ie Äospifa/'s greaf. ß«//or /earning pa/ienf commwnica/ion
i7's possib/y nor, / mean, you see ejrd/np/es o/ baa* commu/iiaifzon fce/ween doctors a/id"
pa/ie/itt....'
(Interview, Student 21)
The issue of continuity of care was raised, but in the context of an acute illness rather than in
chronic conditions. Students recognised the importance of the opportunity within hospitals to
follow a patient through an illness and noted the absence of such experiences during their
community attachment.
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Relating to patients
Students noted differences in how they approached patients in the two settings. In the hospital
setting, they were aware that the patients were often ill and uncomfortable, and had already
been examined by several other doctors and students. They often felt awkward in approaching
patients as they felt they might be causing the patients unnecessary discomfort by examining
them. Balancing this was the students' need to practise examination skills and to gain
experience of the physical signs of a wide range of illnesses.
In the community patients were recruited by the tutors. They were usually not acutely ill;
most had chronic health problems. As the patients were "volunteers", students perceived them
as approachable, and were less likely to feel uncomfortable or guilty about putting them
through a physical examination. However, some students found it difficult to take a history
from patients who did not have an acute problem. Some also commented that they found it
more difficult to perform a full physical examination on patients who were fully dressed than
patients on the ward: asking the patient to undress could be awkward or embarrassing, and if
the patient had health problems such as arthritis which made undressing difficult, the students
were less likely to perform a full examination. Patients examined in the community were also
less likely to have physical signs for the students to elicit.
»VO«WM7 /?£ »i Aospifa/ u/i/ess f/iere was «wif//n'/i# uro/ig a/id /«ere/ore i/'s
c/ea/7v /re<7Hen//v somcf/i/«g f/ia/ vow can 5ee, a 5ym/?/o/H or a sig/i r/ia/ you can e/icif, so
/nar's j?reaf.' (Interview, Student 52)

Several respondents commented that the patients they saw in the community seemed to relate
to students and doctors in a far more confident way than those in hospital. For example, they
were far more likely to voice criticisms of the care they had received. The students felt that
they responded to the patients much more as autonomous individuals in the community
setting, seemingly in response to the patients' higher levels of confidence and security outside
the hospital setting.

Awareness of psychosocial issues
Respondents were almost unanimous in their opinion that their community firm had
heightened their awareness of psychosocial issues in relation to health and illness. They
attributed this to three factors. Firstly, their tutors raised the issues during formal teaching
sessions. Secondly, they observed their tutors dealing with these issues when the students sat
in on consultations. Thirdly, and most importantly, students felt that having an hour or more
with patients to take a history enabled them to ask about these issues in depth. This was
particularly the case for the patients they visited at home. They were surrounded by visual
prompts, and were able to see at first hand the ways that illness could impact upon the
individual and the family. There was however one student who felt that his hospital
attachments had given him a more profound understanding of this area. It is noteworthy that
several students were doubtful that this awareness would persist once they immersed in
hospital life again.
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'/V/i /ne co/n/MM/iify/ VOM a"e/?m7e/v #e? ro see f/ie pflf/en/s more a.v proper peop/e raf/ier r/ian
7'MS/ /W/ig in afcerf...voMgo and see r/ieir noMse, VOM see /IOU' f/iev're //vi/i^...s/io»vec/ MS a// //ie
aa"ap/ar/o/is //ia/ s/ie /las i« Zier Zio/ne fo a//on' Zier ro/unc/io/i >vnic/7 was rea//v eve-o
if niaites >OM see /low fcarf i/ ac/Ma//y K. ' (Interview, Student 7)
Äf co/MMiM/iirv'/ yoM nave a better i/u/g/i/ info wnaf caMses Äea///i profc/ems.-.yoM gef to
f/ie person £>e//er w7i/c/i /las a /iMge //npacr on a person's /iea///i #e/iera//v anrf /iis
;espo;ise /o rreaf/»e/ir, u7ie//ier /ie /aA:es /i/'s oea/»ie/if, //ii/i^js /i'A:e //ia/...a more reü/Zific
ar/i/u</e...i/i a /iosp;7a/ yoM're s/ie/zerea*/rom r/ie oM/side worW in yoMr ci7aa"e/ WI7/I o/ner

(Interview, Student 52)
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Box 4 Students' perceptions of the advantages and disadvantages of hospital-based
and community-based learning
Advantages of hospital-based learning
Disadvantages of hospital-based learning
• specialist teaching
• lack of clear learning objectives
• availability of patients with clinical
signs
• first-hand experience of acute
presentation of illness
• learning the management of acute
illness
• following patients from admission to
discharge
• observing and learning practical
procedures and investigations
• feeling included in the medical team

• patients sometimes unwilling or too ill for
students to clerk
• teaching cancelled at short notice due to
tutors' service commitments
• inadequate supervision and feedback on
occasion
• hierarchical nature of hospital life
sometimes inhibiting or uncomfortable
• use of outdated teaching methods by some
tutors

• gaining insight into the reality of life
as a junior doctor
• friendliness of junior doctors
• being involved in the social life of the
hospital
Advantages
of
community-based Disadvantages of community-based learning
learning
• learning about common conditions
• travel to community sites could be
expensive and time-consuming
• seeing conditions at an early stage of • fewer physical signs to elicit
presentation
• gaining insight into the psychosocial • fewer opportunities to practice procedures
context of health and illness
• lack of associated social activities
• gaining an awareness of the patient as
a person
• patients were approachable and
generous with their time
• observing good communication skills
• clear learning objectives
• high level
feedback

of

supervision

and

• skilled, enthusiastic tutors who were
friendly and approachable
• protected teaching time
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Discussion
There are some limitations to this study which may affect its transferability. The students'
experiences of both community- and hospital-based teaching was relatively short and by no
means homogeneous. Both interviewers were general practitioners which may have inhibited
the interviewees from commenting negatively about general practice-based teaching. Finally,
the UCLMS joint junior medical firm may differ from community-based courses and modules
at other medical schools although it does have features in common with community-based
initiatives elsewhere in the United Kingdom**•'*.
Despite these limitations, this study adds to the sparse empirical data addressing the
theoretical advantages of community-based teaching. The findings are broadly in line with
questionnaire studies of students' views on the efficacy and the enjoyability of learning
clinical skills in the community^". The majority of our subjects perceived that their
community teaching had enabled them to grow in confidence and competence. Particularly
striking was the remarkable consistency in the students' responses, despite the use of
purposive sampling.
The students identified ways in which their community and hospital teaching complemented
each other: they recognised that while areas such as basic clinical skills could be learned in
either setting, there were some areas that seemed to be more appropriately learned in one
rather than the other. Some of these are predictable: for example, they perceived an advantage
of hospital-based teaching as the opportunity to learn practical skills and observe
investigations and procedures; while the community offered them greater opportunity to
observe and practice communication skills and to learn about psychosocial issues. But some
of the assumptions about community-based teaching - for example that it provides an ideal
setting for learning about chronic illness, continuity of care and multidisciplinary teamwork are not supported by our results. However, our respondents were at a very early stage of their
clinical education; senior students might have rather different perceptions.
Students highlighted the consistently high quality of teaching in the community as one of the
chief advantages of the community firm. The aspects of teaching that they felt contributed to
this, such as the attitude of the tutors towards their teaching and their students, the teaching
methods employed and the organisation of the course, are all factors identified in previous
research as being associated with positive learning experiences''''. While the students also
identified positive experiences during their hospital attachments, these were less consistent.
This perhaps reflects the fact that while hospital doctors are expected to participate in
undergraduate teaching regardless of enthusiasm or ability, the GP tutors volunteered to teach
and had the additional benefits of protected teaching time and regular training sessions. It may
be that hospital staff engaged in teaching undergraduates would benefit from at least some of
these advantages as a way of improving the effectiveness of their teaching.
More empirical data is needed to enable curriculum planners to accurately identify the relative
strengths and weaknesses of the different sites available for undergraduate medical teaching.
Our data suggest that potential advantages of learning in general practice are not always
fulfilled unless specifically addressed in the course objectives.
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Chapter 6

What do students actually do on an internal medicine
clerkship: a log diary study
Summary
There are limited data on the amount of time students spend on teaching and learning while
on internal medicine clerkships, and what there are suggest a wide international variation.
Community based teaching of internal medicine is now widespread; but its strengths and
weaknesses compared to traditional hospital based teaching is still unclear. The aim of the
study was to determine the proportion of time students spend on different activities on an
internal medicine clerkship, and to determine whether this differs in general practice and in
hospital. In addition we aimed to determine students views on the educational value and
enjoyment of various activities. Data was collected by prospectively completed log diaries
recording student activities. Each student was asked to complete the diary for two separate
weeks of their internal medicine clerkship: one week of general practice based and one week
of hospital based teaching. The response rate was 68% (88 / 130). Students spent
approximately 5.5 hours per day on teaching and learning activities in both environments,
with more time (50 minutes vs 30 minutes, p = .007) on unsupervised interaction with patients
in hospital than in general practice, and more time (53 minutes vs 21 minutes, p < .001)
undergoing assessment in general practice than in hospital. Standard deviations were wide,
demonstrating the heterogeneous nature of the data. Students perceived supervised interaction
with patients and teaching by doctor as the most educational activities in both environments,
but found it even more educationally valuable and enjoyable in general practice than in
hospital (mean score for educational value: 4.27 in general practice, 3.88 in hospital, p= .048;
mean score for enjoyment 4.13 in general practice. 3.66 in hospital, p = .03). The conclusions
were that students greatly value interactions with patients, perceiving these as both
educational and enjoyable. Curriculum planners must continue to place patient based learning
at the centre of undergraduate medical education. The heterogeneity of the data suggests that
individual students have very different experiences, despite apparently similar timetables.

Introduction
A consistent feature of the current developments in undergraduate medical education is the
increase in teaching taking place in general practice. This shift of student learning from the
traditional teaching hospital environment to general practice is being driven both by
educational factors, and by changes in patterns of health care delivery.
Given the importance of learning in an authentic environment '•", i.e. an environment similar
to the one where the skills and knowledge learned will be eventually applied, there is a strong
theoretical argument for ensuring that clinical skills teaching is done in a clinical
environment. Traditionally, the clinical environment chosen has been a teaching hospital, but
for the reasons detailed below, students are increasingly learning their clinical skills in
general practice.
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Reform of the National Health Service in the UK has led to a massive shift of care from the
secondary to the primary care sector "*"\ This has resulted not only in fewer patients available
for students to learn from, but also those that are available, tend to be at the severe end of the
illness spectrum, and hence possibly less able to assist students with learning basic clinical
skills. Students' clinical experience in a traditional hospital setting has been shown to be very
variable, with a significant number not encountering important clinical problems during their
training''. This problem may be exacerbated if there is a reduction in overall clinical contact
with patients as has been suggested by McManus '. Junior students in particular, need a more
structured experience and considerable supervision.
Overall, clinical skills teaching in general practice has been shown to be as effective as
teaching in hospital". Some skills (writing up clerkings, keeping progress notes, disease
management and management of acute conditions) were perceived by students as better
acquired in hospital while history taking, understanding of psycho-social issues and
communication skills were better acquired in general practice'"*. These studies have all
treated community based clerkships as a "black box", concentrating on outcomes or perceived
outcomes. Our understanding of the process, or what goes on inside the "black box" is
extremely limited. Parle has provided some preliminary data on the type of clinical problems
students encounter during clinical skills teaching in general practice" but we have little idea
what students are actually doing and how they spend their time.
Log diaries have been used in educational research to determine a range of outcomes. They
have been used to document learner's experience of clinical encounters at both
undergraduate'"" and postgraduate'^ level. This information has been used as a method of
quality assurance (are students having appropriate clinical encounters to enable them to
achieve the learning objectives of the curriculum?"'"') and to compare learning opportunities
at different sites"'"'. Less commonly, log diaries have been used to compare the amount of
time students spend on various activities at different sites'*'. It has been suggested the data
from student completed log diaries could be used to inform resource allocation to clinical
teaching sites"".
The medical school at University College London (UCL) has a 10 week internal medicine
clerkship which is divided into five weeks in hospital and five weeks in general practice. This
provides a unique opportunity to undertake studies comparing learning in the two
environments. We therefore decided to determine the time spent by students on a general
internal medicine clerkship on various learning activities, student perceptions of the value of
these activities, and whether either the amount of time or perceptions of value varied between
hospital based and community based clerkships. We expected that these data would help
"unpack" the black box of general practice based teaching, providing more information about
the process of the clerkship.

Aim:
To determine the actual activities of first year clinical students on an internal medicine
clerkship taught half in hospital and half in general practice, and to compare the two settings
in terms of use of time and student perceptions of educational value.
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Methods:

At the time the study was undertaken University College London Medical School had a
traditional curriculum. After two years of basic medical sciences, with little or no clinical
content, students progress to a three year clinical course.
The clinical course starts with a three week introduction to clinical method for all 240
students, after which students are divided into four groups and rotate through four ten week
blocks (General internal medicine; Specialist medicine; General Surgery; and Care of the
Older Person / Rheumatology / Orthopaedics). All students have a common assessment
(OSCE and MCQ) at the end of the first year. The block under study is the general internal
medicine block, of which five weeks is taught in a teaching hospital and five weeks in general
practice, known as Medicine in the Community (MiC). Both parts share common aims
pertaining to mastery of clinical method. The teaching attachments are described in detail
elsewhere *.
In the second clinical year students rotate through the major specialties, including general
practice and sit the written final examinations. The third clinical year concentrates on the
transition to professional practice with electives, special study modules, senior medicine and
surgery, and shadow house officer attachments. Clinical finals are at the end of this final year.

.Swfc/ec/s oru/ raffing
During the study year (1997 - 98) 240 students rotated through the 10 week general internal
medicine block. Once on the 10 week internal medicine block, students were randomly
allocated to start in either general practice or hospital, and changed over after five weeks.
Students on the first block of the year participated in the pilot; data generated from this was
not entered into final study. 180 students rotated through the general internal medicine block
during the study period.

One investigator (PA) met with groups of students attending teaching sessions during their
hospital and general practice based clerkships. The investigator explained that the purpose of
the study was to determine student activities during the two clerkships, participation was
entirely voluntary, individuals would not be identified either during analysis or in reporting,
and that the study had no relationship to any assessment procedures. Students were offered a
£5 book voucher for returning a diary. 130 diaries were distributed as logistic reasons
prevented the investigator from meeting up with all students.

We expected the first and last weeks of each five week attachment to have different
characteristics to the middle three weeks as week 1 was expected to have some time dedicated
to orientation and introduction of students, while the final week would have time set aside for
assessment. We therefore sampled across the five weeks, with each rotation of students asked
to complete diaries for a different week. As we wanted to compare activities in hospital and in
general practice, students were asked to complete diaries for the equivalent week of both
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attachments (e.g. students who completed a diary for week 2 of their GP attachment were
asked to complete one for week 2 of their hospital attachment).

A log diary was developed following a review of the literature and discussion with students
and faculty. We were interested in the period from 7 am to 7 pm, Monday - Friday as we
wanted to include all structured teaching time, travel to and from attachments, and obtain an
estimate of free time during these hours. Anecdotal evidence suggested that students' main
complaints were about waiting for teaching sessions that were delayed or cancelled without
notice in hospital, and time spent travelling in general practice. We therefore specifically
enquired into these activities. Students were also asked how much time they spent on self
directed learning outside these hours.
Initially we were uncertain as to whether to use pre-coded diaries or free text. We
hypothesised that completion rates would be better with pre-coded diaries, but that free text
would yield more information. Piloting revealed that completion rates were higher for precoded diaries, and that free text did not yield more information. We therefore used pre-coded
diaries for the main study. Codes were derived from the learning activities that students
reported, and included travelling and waiting for teaching as these last two activities caused
students much concern. Students were also asked to rate each activity for enjoyment and
educational value, where 1 was of no value and 5 was of great value.
Piloting also revealed that students perceived that one week was a reasonable time frame to
keep the diary, and that the A5 size (148 mm x 210 mm) made the diary easy to carry around,
easy to fill in. and that students had no trouble understanding any of the instructions or codes.
(Appendix)
The diaries were validated in the pilot stage by comparing students stated activities with those
time-tabled, and ascertaining whether students on the same attachments entered similar
activities for each time period. Students were asked to put their name on a detachable portion
of the front page.

Student names on the diaries were used to differentiate responders from non-responders and
were then removed and destroyed before the data was double entered onto an Excel spread
sheet. Data were then transferred to SPSS 9 for windows for the analysis. The time spent on
different activities was determined as the sum of the half-hour segments marked on the
diaries. Histograms of the data were examined, and as the data appeared normally distributed,
differences between locations were compared with unpaired t-tests, based on all data. Nonparametric (Mann-Whitney U) tests were also run, but as there were no differences in the
significance of the findings, the parametric tests are presented for ease of comprehension.
Variability of results were expressed as standard deviations. Ratings of enjoyment and
educational value were analysed as continuous variables. The mean rating for each student
was determined for each activity, and these data were then used to compare the overall mean
ratings for each activity in the two locations with two-tailed unpaired t-tests.
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Results
rate;
Of the 130 diaries distributed 96 (74%) were returned, and 88 (68%) had been partially or
wholly completed. Of these 60 (46.2%) consisted of paired data, where the same student had
completed a diary for the same week of both the hospital and community firms.
Responders and non-responders were compared for gender, age and academic performance.
There was no difference in age or gender between responders and non-responders but
responders performed significantly better in the end of year assessment procedures (OSCE
and MCQ) than non-responders. In the MCQ, mean scores for responders were 43.8%
ompared to 40.5% for non-responders (p = .015). Mean scores for the OSCE were 88.5% for
responders and 83.4% for non-responders (p < .001). In case this introduced systematic bias
into the results, we analysed the paired data from students who had completed diaries both for
their hospital and their community attachments separately. As there was no difference in the
results from these paired data, and from the data generated by all responders, data from all
responders is presented.
Data from the different weeks of the attachments were compared, and as there was no
significant difference in time allocation between weeks in either environment, all paired data
were pooled and analysed together.
o« eac/i ac/i viry;
The amount of time in minutes students spent on each activity in the two environments is
shown in Table 1. Students spent about 5.5 hours on teaching and learning activities in both
environments, with the only significant differences in use of time being that students in
hospital spent more time on unsupervised interaction with patients than students in general
practice, while the latter spent more time undergoing assessment. Student perceptions that
they spent more time in hospital than in general practice waiting for teaching were confirmed,
but the time spent on travel in both environments was the same.
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Table 1 Time (minutes) spent on various activities in hospital and in general practice per
day.
General
Practice
mean
(SD)
147
Teaching by doctor *
(61)
Teaching by staff other than doctors 43
(e.g. nurses)*
(33)
Supervised interaction with patients*
52
(38)
30
Unsupervised interaction with
patients*
(14)
98
Self directed learning*
(69)
53
Assessment*
(22)
12
Waiting for teaching
(6)
Travel
81
(38)
Non-clinical / recreation
263
(84)
Subtotal for teaching and learning

330

Hospital
mean
(SD)
137
(56)
31

mean
difference

95% CI for
mean
difference

P

10

-15 to 35

ns

12

-4 to 29

ns

6

-17 to 28

ns

-20

-33 to - 6

.007

(21)
46

(46)
50

(39)
88
(50)
21

10

-17 to 36

ns

32

21 to 44

.000

(8)
18

-6

-11 t o - 2

.008

0

-15 to 16

ns

46

10 to 81

.012

6

-21 to 32

NS

(10)
81

(35)
217

(83)
324

*activities included in the subtotal for teaching and learning
as not all students undertook each activity, the overall mean is not the sum of the contributing
means.
Unpaired data, independent t test
ra/u? and «yov/newf o/eac/i
Students had clear views about the value of the different activities (Table 2). Supervised
interaction with patients was perceived as by far the most educationally valuable activity,
followed by teaching by doctor. Supervised interaction with patients was seen as even more
educationally valuable in general practice than in hospital. Students in hospital found
unsupervised interaction with patients the least educationally valuable activity, whereas in
general practice, teaching by staff other than a doctor was perceived as the least valuable
activity.
Students were clearly able to distinguish between the educational value and the enjoyment of
different activities. Unsupervised interaction with patients was the most enjoyable activity in
hospital, despite its low ranking for educational value (Table 2). Overall, interacting with
patients, either supervised or unsupervised was seen as most enjoyable, with supervised
interaction being significantly more enjoyable in general practice than in hospital. Assessment
and self-directed learning, although perceived to be educationally valuable, were not seen as
enjoyable.
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Table 2 Students' perceptions of the educational value and enjoyment of various
activities.
Educational Value

Supervised interaction with patients
Teaching by doctor
undergoing assessment
self-directed learning
unsupervised interaction with patients
teaching by staff other than a doctor

General Hospital
Practice mean
mean

mean
difference

95% CI for
mean
difference

p

4.27
3.87
3.81
3.70
3.53
3.31

.39
0.0
.10
.01
-.03
-.39

0 to .78
-.25 to .26
-.59 to .77
-.33 to .30
-.42 to .36
-.91 to.13

.048
ns
ns
ns
ns
ns

General Hospital
Practice mean
mean

mean
difference

95% CI for
mean
difference

4.13
3.75
3.62
3.21
3.13
2.86

.47
.10
.06
-.35
.09
.14

.05 to .9
-.51 to .31
-.22 to .33
-.87 to. 16
-.23 to .41
-.47 to .75

3.88
3.87
3.71
3.71
3.56
3.71

Enjoyment

Supervised interaction with patients
unsupervised interaction with patients
Teaching by doctor
teaching by staff other than a doctor
self-directed learning
undergoing assessment

3.66
3.85
3.56
3.57
3.04
2.72

.03
ns
ns
ns
ns
ns

Unpaired data, independent t-tests.
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Discussion
The main findings of the study were that students spent approximately five and a half hours
on educational activities each day. There was very little difference in time spent on the
various activities in the two environments, with the exception of students spending less time
on unsupervised interaction with patients, waiting for teaching and more on assessment in
general practice compared to in hospital. Supervised interaction with patients was seen as the
most educational activity, and students perceived this as significantly more educational and
more enjoyable in general practice than in hospital. Overall, interaction with patients was seen
as the most educational and most enjoyable part of the day - a finding which will come as no
surprise to most clinical teachers, and one which should sound a note of caution for anyone
considering reducing the clinical content of an undergraduate curriculum. The data were very
heterogeneous with students reporting widely differing amounts of time spent on each
activity. This was a contributing factor to the lack of statistically significant differences, as
demonstrated by the very wide standard deviations. The suggestion is that students are
creating very different experiences for themselves, despite apparently similar timetables.
These relatively junior (first year clinical) students received considerable teaching and
supervision: 3.5 to 4 hours / day. This compares with a US study where students spent about
13 hours a day on teaching and learning activities of which they received teaching and
supervision for about 6.5 hours"'. A log diary study from Maastricht found 5'*" year students
spent about 35 hours a week on teaching and learning activities, but it is not clear how much
of that time involved direct supervision". The only comparable data on hospital based
teaching from the UK suggested students received approximately 5 - 1 0 hours teaching per

week-", The UK data were gathered from students from all three clinical years; students in the
first clinical year (3"* year) received 3.47 hours / week while on their medical clerkships.
Those students were only on the wards in the afternoons, unlike the UCL students who were
on the wards full time. Log diary data from fourth year students on a traditional
apprenticeship-style general practice attachment, also done at UCL, found that students
received a mean of 4 hours per week of teaching from a GP tutor, and a further 2.3 hours per
week from other members of the primary health care team" .
Travel is clearly a burden for students, with a mean of 80 minutes / day spent travelling.
Surprisingly, there was no difference in time spent travelling during general practice
attachments and hospital attachments, although the travel involved in community based
teaching has been a consistent complaint of students at UCL"\ The reality is that UCL is a
multi-site medical school in a large metropolitan area, with very limited amounts of student
accommodation. Most students find their own accommodation, and inevitably, this is likely to
be away from the expensive centre of the city where the medical school is sited.
The opportunity to obtain comparative data from hospital and general practice attachments
with similar educational aims and objectives is rare. There was a reasonable response rate
(68%), and although responders appeared to be more academically able than non-responders,
comparison of the data from students who had completed two diaries, one for hospital and one
for general practice, with the rest of the responders showed no difference. Thus although more
able students may well spend more time overall on educational activities than colleagues who
performed less well in end of year exams, this response bias does not appear to have biased
the data comparing the hospital and general practice attachments. The study was designed to
collect paired data to control for individual student factors, such as enthusiasm. However, we
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decided not to discard the unpaired data, but to present all the data obtained, as analysis of the
paired data alone did not yield any different findings. The accuracy of student recording of
activities was confirmed in the pilot phase of the study, when student records were compared
with firm time-tables and with other students on the same firms. As students received their £5
book token for returning a log diary whether it had been completed or not, there was no
incentive to enter fictitious data. Although the specific time allocation to various activities
will vary according to different course timetables, the value that students place on the
activities is likely to be generalisable to other schools.
Part of the rationale for the study was to try and unpack the "black box" of community based
teaching. It appears as if the emphasis in general practice on supervised interaction with
patients makes a substantial contribution to the success of the clerkship, in terms of student
enjoyment and achievement of the learning objectives. Students in the hospital environment
spend more time with patients, but as so much of this time is unsupervised, it is not perceived
as meeting students' educational demands. Overall, the very strong value students place on
interactions with patients provides a clear message to curriculum planners. Patient based
learning must remain at the centre of undergraduate medical education.
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Appendix Sample page of log diary.
MONDAY AM
Please apply the following coding for the activity section:
1. = Non clinical / recreation
2. = Waiting for clinical activity / teaching
3. = Travel to or from surgery / hospital / patient's home
4. = Self directed learning (e.g.: library / computer assisted learning / discussion with fellow
students
5. = Teaching by doctor (please specify grade of doctor)
6. = Teaching by other staff (please specify: e.g. nurse etc)
7. = Interaction with patient supervised by clinical teacher
8. = Interaction with patient not supervised by clinical teacher

Time

Activity
Please enter
from scale

Educational Value
number Please grade from
1 to 5 where:
1 = no value, to:
5 = great value

Enjoyable?
Please grade from
1 to 5 where:
1 = not enjoyed, to
5 = greatly enjoyed

7.00 - 7.30
7.30 - 8.00
8.00 - 8.30
8.30 - 9.00
9.00 - 9.30
9.30- 10.00
10.00- 10.30
10.30- 11.00
11.00 - 11.30
11.30- 12.00
12.00- 12.30
12.30- 13.00
The afternoon (13.00 to 19.00) was displayed on the facing page; each page had the codes
displayed.
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Chapter 7

Costs of teaching internal medicine in general practice
Summary
The General Medical Council has issued a call for an increase in community-based medical
education, and many medical schools are enhancing the community component of their
curricula. This paper uses the experience of a community-based junior medical firm to
explore the potential costs, and highlight some of the unresolved problems, which a major
transfer of education to the community might engender. Community-based medical education
is not a cheap option. The cost of this programme for the academic year 1992-93 was £266
494, or £60 per student session. This compares with the Service Increment for Teaching and
Research (SIFTR) provision of £41 140 per student per annum, or (excluding the 25% of
S1FTR which is supposed to cover research costs), £64 per student session. There are a
number of possible ways of funding community-based education, including a diversion of
SIFTR toward departments of primary health care. As this would have serious implications
for the financial viability of some medical schools, an urgent discussion about the future
funding of medical education is required.

Introduction
There is international agreement that the traditional model of undergraduate medical
education, which relies almost exclusively on teaching hospitals, has outlived its usefulness.
The EdZ/i/n/rg/i Det7ara/;7w' called for a substantial transfer of undergraduate medical
education from teaching hospitals to the community. The World Summit, 5 years later,
recommended the use of wider settings to enlarge and enrich the hospital experience". The
true costs of undergraduate medical education are often unknown. However, in many
countries, including Britain, the bulk of the funds dedicated to undergraduate medical
education are given to teaching hospitals. There is no system for directing a proportion to the
community, which thus lacks the necessary resources to maintain a substantial role in
undergraduate teaching. This paper uses the University College London Medical School
(UCLMS) experience of one community-based junior medical firm as an example to explore
the potential costs, and highlight some of the unresolved problems which a major transfer of
education to the community might engender. We believe that our experience will be relevant
for other schools attempting a similar development of community-based medical education.

W7ia/ is community-b
Community-based medical education has been defined as consisting of 'learning activities
that use the community extensively as a learning environment' .
There is considerable international experience in developing community-based medical
education. The Network of Community-Orientated Educational Institutions for Health
Sciences includes medical schools from the five continents. Some have introduced a large
community-based component into the course'''; others have converted their entire course into
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a problem-based, community-orientated medical course'. The more successful innovative
courses tend to have been started with a clean slate - either a new medical school (e.g.
Newcastle, Australia)* or a parallel track which subsequently leads to a combined curriculum
(e.g. Harvard University, USA)'.
In Britain, general practice plays a central role in the provision of health care to the
population. Moreover, Departments of Primary Health Care/General Practice have a strong
tradition of educational development", often leading the way in teaching communication
skills', and staff training*. Despite this, there has been little attempt to explore the possibilities
of developing community-based medical education. Most medical schools have concentrated
on a 3-6 week attachment to general practice'"; this attachment usually aims to teach students
about the discipline of general practice, rather than utilizing the resources of the community
to teach students basic clinical skills. In contrast, the initiative described here, along with a
similar initiative at Kings College London Medical School", and a pilot project at Cambridge
Medical School where students will spend 15 months of a 27-month clinical course in a
general practice'", aim to teach skills and knowledge that have traditionally been the province
of hospital-based education.
In common with many developed countries, Britain is exploring ways of containing the costs
of providing health care for its population. Simultaneously, developments in medical
technology resulting in an ever shorter average length of stay'^ and more people being treated
as out-patients or as day cases'"*, have resulted in fewer hospital in-patients available for
students to clerk and learn from in the traditional way. These pressures, together with the
growing realization that traditional medical education fails to provide students with the skills
and attitudes that will equip them for medicine in the 2P' century""', have encouraged
British medical schools to explore new methods and locations for teaching medical students.
Community-based teaching is one option under consideration.

77ie t/CLA/S /N
Although each medical school will inevitably wish to construct its own community-based
programme, the UCLMS experience can be used as an example of a successful development
of a community-based programme from scratch. Nearly all the staff employed on this
programme have been recruited for this purpose, and those few that were already part of the
department tend to have had their sessions increased to reflect their extra commitments. This
has allowed a reasonably accurate costing of the programme undertaken. This implies that
other British medical school will incur broadly similar costs if similar programmes are
implemented. Although the manpower costs will be different for medical schools in other
countries, this analysis provides the framework for each school to estimate the costs of
starting a similar programme.
UCLMS has a traditional undergraduate medical curriculum which starts with two years basic
science with little or no clinical content. About half the students take an intercalated B.Sc
before progressing to a three year clinical course. The first clinical year concentrates on
teaching basic clinical skills on junior medical and surgical firms: the second consists of
rotations through the major specialties (including general practice) and the third is preparation
for practice, with electives and district general hospital attachments. Since September 1991 a
community-based general medical firm has replaced a hospital-based junior medical firm for
first-year clinical students. It has the same objectives of teaching students the basic clinical
skills of history-taking, physical examination and communication skills. The success of the
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initial pilot has allowed for rapid expansion of this initiative: since September 1993, 154 of
the total annual intake of 210 students have some community-based experience in their first
clinical year. Continued expansion is planned for the next academic year to cater for all firstyear clinical students.

UCLMS runs two models for community-based general medical firms. The one that we
favour, and have chosen to develop, is a full 6-week firm, as detailed below. The alternative
model has a similar structure for the time in the community, but students are only attached to
a general practitioner (GP) lecturer for 2 weeks out of a 6-week firm.
Students are allocated in pairs to a teaching general practice, with a GP who holds a part-time
lecturer's contract with UCLMS. Students spend 2 days a week in the practice, seeing patients
at home and in the surgery. They are asked to take a full medical history and, wherever
possible, perform a full physical examination of the patient. The GP tutor will supervise part
of the examination, and ask students to present the history. On average, students see and
discuss approximately six 'long cases' per week. Students also sit in on one surgery with the
tutor to learn to take focused, problem-orientated histories, and to perform system
examinations. Early in the academic year, students need substantial help and supervision.
Seminars organized by the Department of Primary Health Care on communication and
physical examination skills account for one half-day a week. The rest of the week is divided
between traditional hospital-based teaching, and the pathology lecture course which runs
throughout the first clinical year.

Recurrent costs
The 1990 GP contract'^ firmly established the principle that for GPs, time is money, and that
if extra work is undertaken, it should be properly remunerated. For the first time, GPs
received a sessional payment from the Family Health Service Authority (FHSA) for teaching
students. There are significant opportunity costs of teaching for GPs, in that time spent
teaching may prevent their undertaking potentially revenue-earning work. For these reasons,
the historic pattern of GPs undertaking unpaid teaching, because of the personal satisfaction
engendered, is no longer viable. Moreover, if initiatives in community-based education are to
be both generalizable and sustainable, they cannot be based on a handful of enthusiasts.
It was estimated that payment of the equivalent of two lecturer sessions per week (£5000 per
annum) would be appropriate starting payment for GPs undertaking to teach on this first-year
firm. Tutors move up the incremental scale annually, reaching the top of the scale (£6000 per
annum for two sessions) in 5 years. This estimate was arrived at by considering both the
amount of time GPs would need to give to this programme, and the value of this time. The
tutors spend, on average, 4-6 hours a week leaching students outside surgery hours (for 21
weeks a year). In addition, time is spent compiling and maintaining a list of suitable
'teaching' patients, arranging for students to visit them, attending meetings and leading
departmental seminars. The current annual payment per session for GP Hospital Practitioners
is £3286 (£63.20 per session), and the BMA guidelines for payment of a locum tenens are
£25-£28 per hour.
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In addition to the lecturer's salary. GPs receive £12.00 per student session from the FHSA for
taking students. This contribution to the total cost is presented in Table 2.
Additional lecturer time has been needed for student assessment, course development and
evaluation, department-based teaching and organization of the staff development sessions. A
senior member of the department (MM) takes overall responsibility for the firm, including
recruitment of new tutors.
Staffing costs are presented in Table 2. For ease of comparison the cost per student session
has also been calculated. A student session is defined as a half-day teaching of one student. If
eight students attend one 3-hour seminar, that is eight student sessions. As each student has 4
weeks' holiday per year, there are 48 weeks of tuition, or 480 student sessions per student per
year. In the 6-week firm, each student has 24 sessions in general practice, and a further six in
the Department of Primary Care. The 2-week model provides each student with 10 sessions in
general practice (Box).
These costs do not include incidental expenditure on stationery, photocopying, telephone and
payment of simulated patients needed for student assessment. Neither do they include the
costs to the students of the increased travelling entailed.

Box Numbers of student sessions
112 students spend 6 weeks on the community-based junior medical firm. Four sessions per
week are in practice (i.e. 2688 sessions are eligible for the FHSA payment), and a further
one session per week is in the Department of Primary Care. (Subtotal 3360 sessions)
In addition, 42 students spend five sessions per week for 2 weeks in the community. As all
these sessions are in practices, all 420 receive the FHSA payment. (Subtotal 420 sessions.)
Thus the total number of student sessions for the combined community-based firms is 3780.
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Table 1 Recurrent costs for 154 students in the first clinical year
Item
Senior Lecturer: Overall responsibility (4/1 lths)
Lecturer sessions
course development, student assessment, evaluation (4/1 lths)
department based teaching of physical examination, communication
skills, plenary sessions (3/1 lths)
practice based teaching (38/1 lths)

Cost
£ 24,106

£13,376
£10,128
£128,288

Educational input (1 session/week from a medical educationalist)

£5,000

Secretarial/Administrative Support (0.5 whole time equivalent)

£8,300

Subtotal
FHSA payment of £ 12.00 per session
(3108 sessions, see Table 3)
Total
Total number of student sessions* per annum (see Box)

£189,198
£37,296

£266,494
3,780

Cost to UCLMS per student session* (i.e. not including FHSA payment)

£50

Total cost per student session*

£60

Salaries correct at 1 April 1994 (to nearest £10) including London weighting (LW) and oncosts for superannuation and National Insurance. Costs calculated using the incremental point
of £28,025 for lecturer's salary. (GPs appointed at £25.675, annual incremental rise to
maximum of £33,720 after 5 years. LW = £1.448 per annum, on-costs at 26%, except for
secretarial staff where LW = £2,134 per annum, on-costs at 21 %.
*See text for definition of student session (i.e. including FHSA payment).

Capital costs
Ideally, any attempt to examine the costs of community-based education would include the
capital costs. This paper does not attempt to do this, partly because the capital costs have been
negligible to date, and partly because the future capital costs are difficult to ascertain. Ideally,
practices need a separate consulting room for students to see and examine patients without
disrupting the service work, and a library in which students can read and reflect between
seeing patients. Establishing these capital costs would require a survey, not only of the
practices currently involved in first-year teaching, but also of the practices which may become
involved in the future. We see this as a separate, but important, piece of work which remains
to be done and could be linked with plans for service development.

71

Discussion

HTwf are //»e advantages o/com/nM/nfy-basea' medica/
This analysis shows that teaching basic clinical skills in the community is not a cheap option.
It is therefore worth reviewing the benefits of the approach which include: (1) patients seen in
the community have a range of common medical conditions which more accurately reflect the
morbidity of the population than patients seen in hospital; (2) students can refine their
diagnostic skill by seeing large numbers of patients presenting with undifferentiated
symptoms'*; (3) students have the opportunity to learn about chronic disease management,
which is now largely done in general practice; (4) students gain a much greater insight into
the lives of the patients, enabling them to understand the interaction between lifestyle and ill
health"; (5) GPs are well placed to help students come to terms with the uncertainty at the
heart of clinical medicine"; and (6) tuition provided by experienced clinicians, who spend 4-6
hours per week with each pair of students.
The intensive, one-to-two approach allows teaching to be tailored to the individual needs of
each student, and together with the structured approach of the firms, with nominated topics
for each week, allows the student to study effectively. Advice from an educationalist, while
adding little to the total costs, has added significantly to the quality of the education. As well
as benefits to students, there are also potential benefits to patients of having a thorough
review of their clinical problems.
Nearly half of all medical students will pursue a career in general practice*", and all doctors
who continue in clinical medicine will need to liaise with GPs. This liaison may be easier if
students gain a better understanding of working conditions in the community.

Co/?i/?an.«w »vif/i f/ie «wf.v o//i

Unfortunately, there are no reliable figures for costs of hospital-based teaching of these basic
clinical skills. It is likely that some parts of the hospital-based curriculum are more expensive
than others. In particular, teaching basic clinical skills to first-year students is labour
intensive. The costs of junior medical teaching in teaching hospitals include the extra time
spent on teaching ward rounds, the extra time taken by teaching in out-patients, and the time
taken by junior staff to provide ad"-/ioc teaching on the wards and in casualty. More senior
students need less intensive tuition, take more responsibility and, in hospital medicine, may
contribute to the service needs of a firm.
In recognition of the extra costs incurred by teaching hospitals, the Department of Health
provides extra money in the form of the Service Increment for Teaching and Research
(SIFTR). SIFTR is a notional amount derived from the median excess costs of teaching
hospitals over District General hospitals"', and currently equals £41,140 (including 9%
London weighting) per student per annum. 75% is intended to cover teaching costs - equal to
an average of £64 per student session, compared to the recurrent costs of community-based
teaching of clinical skill of c. £60 per session.
Allocations of SIFTR within teaching hospitals tends not to reflect the increased intensity of
teaching required by junior students compared to senior students. Indeed, it is not clear how
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teaching hospitals spend SIFTR - much of it may not be spent on undergraduate educational
activities and there are difficulties in ensuring that it is used for its stated purpose. Only a few
medical schools'""" have attempted to allocate SIFTR according to the amount of teaching
undertaken by each department.
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Although to date SIFTR has been a purely notional amount it is intended to cover the costs of
teaching and research. As such, it is possible to argue that it should be targeted towards those
that actually do the teaching: in other words, that the money should follow the student just as
it is supposed to follow the patient in the new market-style National Health Service. Indeed, it
is possible to imagine the introduction of a purchaser-provider split in medical education. In
such a case the providers would be everyone who teaches medical students, including basic
scientists, hospital-based departments, and departments of primary care. The dean of each
medical school could act as purchaser, commissioning educational modules from providers.
There are two hypothetical advantages to such an approach. The first is that if teaching were
to attract specific funds, it is likely that it would rapidly achieve higher status and greater
priority than is currently the case; a necessary prerequisite to improving the quality of
education on offer. The second is that it could take control over the curriculum away from
departments - which have a vested interest in their specialty - and place it in the hands of
those that have responsibility for the curriculum as a whole. This might allow construction of
a more unified curriculum. There is, however, the real anxiety that removing part of SIFTR
would render many teaching hospitals unviable in to day's market-style NHS.
The Government has established three funding schemes in recognition of the potential loss of
revenue faced by GPs who undertake teaching and research activity. Two have primarily been
used for the developments of infrastructure within academic departments of primary health
care. The third, the sessional payment of £12 already referred to, is for general practitioners
who undertake undergraduate teaching within their practice. In addition, a working party at
the Department of Health is considering whether SIFTR, or a GP equivalent, would be
appropriate to cover any excess service costs in general practices resulting from teaching and
research activity. If adopted this would be likely to replace the other funding schemes which
are not. in themselves, enough to sustain a shift towards community-based medical education.
In conclusion, the current discussion about restructuring medical education requires
simultaneous consideration of the funding requirements of the new curricula. If the initiatives
described above are deemed educationally desirable, adequate resources will have to be
found.
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Chapter 8

Influence on general practitioners of teaching
undergraduates: qualitative study of London general
practitioner teachers
Summary
The objective was to examine the perceived effect of teaching clinical skills and associated
teacher training programmes on general practitioners' morale and clinical practice. 30 North
London general practitioners who taught clinical skills were asked about the effect of teaching
and teacher training on their morale, confidence in clinical and teaching skills, and clinical
practice using a qualitative semi-structured interview. The main theme was a positive effect
on morale. Within teacher training this was attributed to developing peer and professional
support; improved teaching skills: and revision of clinical knowledge and skills. Within
teaching this was attributed to a broadening of horizons; contact with enthusiastic students;
increased time with patients; improved clinical practice; improved teaching skills; and an
improved image of the practice. Problems with teaching were due to external factors such as
lack of time and space and anxieties about adequacy of clinical cover while teaching. It was
concluded that teaching clinical skills can have a positive effect on the morale of general
practitioner teachers as a result of contact with students and peers, as long as logistic and
funding issues are adequately dealt with.

Introduction
The past decade has seen a revolution in the delivery of undergraduate medical education.
Medical schools nationally''^ and internationally^ are increasing the amount of community
teaching, most of which is done by the increasing number of general practitioner teachers* .
General practitioner teachers have developed from their original role as teachers of
behavioural science and general practice into teachers of clinical skills, with excellent access
to a wide range of patients''".
This development has occurred at a difficult time in general practice. Changes within the
profession have led to increased workload" and low morale'", with falling recruitment to
general practice and difficulty in filling once oversubscribed vocational training schemes"''*.
Low morale among established general practitioners has been associated with an increase in
early retirement and difficulties in recruitment"'*.
Many of the changes within general practice have had particular impact in London, and
concern about primary care services led to the creation of London Initiative Zone Educational
Incentives. The aims of these incentives were to refresh, recruit, and retain general
practitioners within inner city practices'^. One of the projects funded was the Community
based Medical Education in North Thames (CeMENT) project. This collaborative project
promoted community based teaching of clinical skills at north London medical schools'".
There were concerns about the impact on general practice of a sustained and substantial
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increase in community based teaching'^. Little information was available on the effects of
teaching or teacher training on general practitioners' morale, clinical skills, and clinical
practice.

Participants and methods

The CeMENT project was set up in 1994. It involved all of the north London medical
schools, with a total annual intake of about 800 medical students. At the time of this study in
1997, 233 general practitioners were actively involved in CeMENT teaching; 37 836 student
sessions (one student session = one student for one half day) had been held in the community;
and student evaluations of the project were positive across all sites. Teacher training courses
were a key feature of CeMENT. They aimed to enhance teaching ability and refresh clinical
skills. All courses had input from general practitioners and educationalists, were learner
centred, involved collaboration with hospital clinicians, and were adapted to the needs of each
school.

Traditionally general practitioner teachers have used the apprenticeship model, in which
students observe the general practitioner during routine clinical work. In CeMENT teaching
general practitioners teach in paid protected time, not during clinical work. CeMENT
teaching focuses on teaching clinical method, that is history taking, examination skills, and
the management of problems. Collaborative teaching programmes specific to each school
include internal medicine, dermatology, clinical introductory courses, obstetrics and
gynaecology, otorhinolaryngology. paediatrics, rheumatology, and cardiology . Courses
varied in length from 3 half days in the community during a 1 week otorhinolaryngology
rotation to a 5 week full time internal medicine attachment. All programmes shared some
common features (Box 1). After the CeMENT project all of the projects have continued using
funding from the medical schools and the Service Increment For Teaching (SIFT).

Box 1 Common features of CeMENT teaching programmes
•
•
•
•
•
•

General practitioner teachers
Teach clinical method
Small groups of medical students
Take place in protected time (that is, no clinical commitment)
Take place in the general practitioner teacher's practice
Involve volunteer patients drawn from the practice list

The sample was designed to achieve the maximum range of views and experiences of
teachers. On the basis of the researchers' experiences in recruitment, training, and teaching, a
sampling framework was constructed that included practices from inside and outside the
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London Initiative Zone; experienced and inexperienced teachers; small and large practices; an
ethnic mix of teachers of both sexes; a geographical and socioeconomic mix of practice
population; and practices with positive and negative attitudes to teaching.
Teachers selected were contacted initially by the medical school CeMENT teaching
coordinators to inform them about the study and to seek their collaboration with the interview
process. Thirty one active CeMENT teachers were contacted, and all agreed to participate.
The interviewer (FM) then arranged and conducted 30 interviews. One teacher was not
interviewed as a suitable time could not be arranged.
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A semi-structured interview was designed to cover all the issues that might be affected by
either teacher training or teaching. Themes explored in the interview included the positive and
negative effects of teacher training and teaching on teachers' morale, confidence in teaching,
confidence in clinical practice, and delivery of service. These issues were selected from the
researchers' experience; a literature review; discussion with participating teachers; and input
from others involved with community based teaching nationally.
An independent, non-medical researcher with wide experience in health services research
(FM) interviewed teachers to encourage frankness in their assessment of teaching. Piloting
did not result in any changes as the interview adequately covered all topics of interest for the
participants. The interview took place in the teachers' surgeries.
Dato
Interviews were audiotaped, and field notes were made by the interviewer. All replies were
recorded on a Microsoft Access database and an analytical framework derived from the data
with the method of constant comparison""'"'. Two authors (FM and SLH) independently
analysed the data. There were no notable discrepancies in their conclusions.

Results
The unifying theme that emerged from respondents' experience of teaching and training was a
boost to their morale. The data are presented in terms of the two dimensions of teaching and
training. Respondents mentioned several issues that were perceived as uniformly negative for
morale and that hindered successful teaching. These issues are presented separately as
organisational problems.

Effects of teacher training
Supporf awd/<?«/fojdt/rom peers: teacher training boosted morale because of networking with
peers and sharing problems. Teachers who had suffered from isolation within general practice
and teaching developed a peer group of fellow teachers with whom they could develop a new
identity as general practitioner teachers.
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Box 2 The effects of training for teaching
7f nas improved f/i/s /«iora/^7/—///»« 5«5»ons prevewf iso/af/on " (GP 26)
vwfA peer group/—yc/ia//enges o/s/u</«ntt canfees/iarea"' (GP 72)
7 was worried afcowf w/ie/ner / was wp /o rfa/e/—ywou/d / reacn f/ie rig/i/
77ie sessions reassuredme. /r Zie/pea" ca/iora/e me"
"// /las /-ewewerf and re/res/ied my c/i/iica/ sfaV/s/'—y/ MOW examine paf/ente
ru/r/ng comers" fGP 2i)
"Learnea" more afeo«/ o/w/e/r/cs/-—y/eea"oac<: /rom /ne nosp/ta/ co/isu/fan« /ias
ne/pea"' fGP 4)
"//<?// mwc/i more con/ia'enr/—y/n/s /s /ne^rsf r/mc //ia/ / nave nad rea/ /raining/or
g, a/f/iowg/i / am an experienced feacner" (GP 27J

Deve/op/ng c//n/'ca/ s/t/7/s: anxiety about the adequacy of clinical skills was common.
Teachers thought that "short cuts" in their clinical examination of patients were not
appropriate for students to learn. Performing examinations and discussing clinical problems
with other teachers and hospital specialists allowed participants to compare, contrast, and
improve skills. Improvements in clinical knowledge, skills, and clinical practice led to an
improvement in morale and were most often cited in neurology and otorhinolaryngology,
which had been targeted by several of the training programmes. Seven teachers reported no
changes.
DeiWop/'ng f«irn/ng .vJt/7/.y: teachers who were not postgraduate trainers were insecure about
teaching skills. Training reassured teachers that it was appropriate for them to teach, allowed
them to calibrate their skills against those of their peer group, and gave them additional skills
to deal with students. The improvement in skills noted was empowering and improved
morale. Some experienced teachers noted that they did not gain much from the sessions, but
they recognised the usefulness for others.

Effects of teaching
Broadening horizons: the experience of teaching added variety to the week, and teachers felt
they were involved in an activity that transcended usual practice routine. Isolation was
reduced by the presence of keen students, with improved morale for the whole practice.
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Box 3 The effects of teaching
"77iere ;s a w/io/e vworW ours/rfe genera/ practice a/w/ oftoer opfio/w/or a CP....Afl.?

"// is/mi/—/s/udentt &eep yo« yow/ig, fr//nu/afe</ n/id //ley are non-cy/iicfl/. /?e«e»v.9
mv enf/ius/asm/or mea7cj/ie" (Gf 9j
(

g

p

p

,

g

rav

me re-eva/ware my pracH'ce " (GP 29)
"/ am more /nef/ioaVca/, feis ge/iera/«ea', nea/er af no/e /aW/ig, more rigorowi, ana"
w/iaf / am do/ng " f Gf Sj
"/ 5ee more pa?/e«?.? w/7/i £7VT a/id rfermafo/ogy profe/emi/—7my partners re/er

"// /KW /ie/ped metofoemore se/ec«ve w/7/i my re/erra/^" (GP 4)
/ am /eacm«g / am o/i/y ava//afo/e /or rf/re emergencies/—7/7 i.v Aara" to
foa/a/ice con/7j'c///fg pnon'r/es/or a s/ng/e Ziana'ea' GP" (GP 75J
.? are/ pa?/e/tf yän'gwe. Fi'/io'i/ig JM/7afo/e pa/zem'.v. // is im/wrfa/i/ to
manage //ie a"octor-/?a//e/i/ re/a/io/w/iip" (GP 7)

Contact w(7/i s/Mo'entt: positive feedback from students was important for teachers' morale,
and sessions that were not well attended or were poorly received led to anxiety.
Co/ifacr wi//i parienfs: longer contact with selected patients during teaching was positive for
teachers, and patients were thought to benefit from this in addition to a thorough clinical
review, learning more about their condition, and revealing new personal information to
students.
/m/>rm'iHg c7/mc«/ /?rac/ice: a renewed enthusiasm for clinical work was attributed to three
factors: the contact with enthusiastic students; an increase in time spent with patients; and
greater confidence in clinical skills and knowledge. Changes in clinical skills and practice
were reported as a result of teaching and were attributed to increased reading and reflection
on practice; information from students; challenging questions from students; and more time
with patients. Changes in practice included being more methodical in clinical examination;
specific changes in patient management; developing a clinical subspecialty role within the
practice; and disseminating information through the practice.
feac/i/Hg s/t/7/s: teaching led to improvements in confidence and morale as the
preparation time for sessions reduced and teachers felt able to cope with challenging students.
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//ie //Ma#e 0/ r/ie pracf/ce: the image of the practice was positively affected by
teaching, influencing practice staff and general practitioner colleagues. Some practices
invested in their premises to provide extra teaching facilities and most bought extra
equipment, ranging from textbooks lo improved information technology links.

Organisational problems
Time pressures led to anxiety for teachers because of loss of clinical time due to teaching and
preparation. Assistants or locums were employed by some practices to do clinical work but
this caused concern. Some premises lacked space, and in group practices some partners were
not supportive. Six teachers found that funding for teaching was inadequate, although most
concluded that it was cost neutral.
Finding appropriate patients was time consuming, and patient fatigue and effects on the
doctor-patient relationship were mentioned by experienced teachers. Many teachers had
hoped that teaching would result in better communication with hospital specialists from
teaching. This was realised in some cases, particularly when teachers had both clinical and
teaching contact with a hospital. Many thought that relationships were unchanged on the
clinical front but were disappointed by insufficient feedback about their teaching, possibly
indicating a search for affirmation of the teachers role.

Discussion

This qualitative study shows that the teachers sampled perceived benefits from being involved
in undergraduate education. We explicitly looked for negative effects of teaching on doctors
and their practices and found very few despite using an independent researcher to facilitate
disclosure of negative feelings. The sample interviewed, however, was a specific group of
general practitioners who had agreed successively to attending a teacher training course,
teaching students in their practices, and then being interviewed.
There was a striking homogeneity of responses, despite planned sampling for maximum
variability. Length of teaching experience, being a postgraduate trainer, time since
qualification, sex, practice characteristics, location (urban or suburban), or medical school did
not affect the results. The study took place within a well organised and well funded project
and may represent a best case scenario. Similar positive attitudes towards teaching among
general practitioners, however, have been found in previous studies"""'*, suggesting that our
results may be transferable to other groups of general practitioners.
t7i/ii'fa/ prac/ice

The isolated nature of general practice means that general practitioners' clinical skills are not
displayed to their colleagues. Deterioration of clinical skills is feared, and both calibration of
skills with a peer group and perceived improvement boosted morale. Changes in clinical
practice seemed to be due to reflection prompted by new information, echoing Kolb's
"learning cycle,"" where experience prompts reflection, leading to generalisation (hypothesis
formation) and testing. Further studies are needed to quantify these changes, which may have
important implications for the role of teaching in continuing medical education.

82

The opportunity for improving communication between hospital specialists and general
practitioners did not fully emerge, remaining one of the challenges facing those who develop
community based teaching.

To sustain teaching of clinical skills general practitioner teachers need help to overcome
external (workload and infrastructure related) and internal (confidence related) restraints to
teaching^. Within CeMENT, innovative solutions to service provision problems such as
employing additional medical staff were assisted by the reimbursement for teaching, while
issues of confidence were covered by training courses. Teaching of skills in the community
and the provision of relevant training are recent innovations that may have increased
enthusiasm, although no differences were found between well established and new teachers.
The increase in morale attributed to teaching may prove important for the sustainability of
teaching of clinical skills and for the current recruitment problems within general practice.

Conclusion
Community based teaching of clinical skills can have a positive impact on general
practitioners, improving morale, confidence in clinical skills, and clinical practice. These
positive outcomes rely on providing good quality teacher training to novice teachers, ongoing
support and networking opportunities to all teachers, adequate funding to permit teachers to
reduce their clinical commitments, and the commitment of all the doctors within a practice to
teaching.
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Chapter 9

Patients' views and feelings on the Community based
teaching of undergraduate medical students: qualitative
study
Summary
The objective was to determine the patients' views and feelings on community based
teaching, in order to discover both the positive and negative aspects for participating patients.
Patients participating in general practice based teaching in North London were interviewed,
using a semi-structured interview format. Respondents felt very positive about participating
in the community based teaching programme. There were two underlying components to this:
altruism and personal gain. Within altruism reasons included: provision of a service to the
community and repaying the system. Aspects of personal gain included: improved knowledge,
improved self-esteem and companionship. Patient concerns included: embarrassment,
reinforcement of the sick role and concerns about student access to notes. The conclusions
were that patients enjoyed their involvement in community based teaching and perceived
themselves as making a valuable contribution. The findings of the research will be reassuring
for doctors who are presently involved and those who plan to be involved in the future.
Doctors need to be aware of the possible shifts in the doctor-patient relationship when
actively seeking patients' help in the teaching.

Introduction
In response to the General Medical Council's directive, Tomorrow's Doctors' most medical
schools are increasing the amount of community based teaching. This directive recognised
that the community offers a wealth of teaching opportunities for medical students, since
patients with chronic diseases and significant clinical signs, previously managed in the
hospital setting, are increasingly being supported and cared for in the community. This move
has also been supported by the findings that community based teaching is as effective as
hospital based teaching of basic clinical skills""*. One feature common to these new
programmes is the change from the traditional model of General Practice based teaching, of
one student sitting in with the doctor while s/he consults, to pairs or groups of students being
taught their basic clinical skills with the help of patients, who have been specifically asked by
their doctors to assist in teaching.
The sustainability of community based teaching is dependent on the on-going willingness of
all participants i.e. patients, GP tutors and students to participate'. Previous work has
demonstrated that GP tutors perceive substantial personal advantages from teaching*' and the
popularity of community based teaching amongst medical students has been well
demonstrated*.
Research looking at the traditional teaching methods in General Practice suggests that patients
are happy to have a student present during a consultation with their GP'' . In Newcastle,
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patients involved in a Medicine in Society course, where a pair of students visited the patient
at home several times over six months, were positive about this initiative, seeing themselves
as active teachers of the students". However, the UCL model requires more intensive input
by patients who may give up half a day per month for many years to participate in student
teaching. GP Tutors involved in this model have expressed concerns that patients will
become fed up (or "fatigued") by their repeated prolonged exposure to medical students and
will eventually refuse to have further contact with them so jeopardising the future of
community based teaching.
The University College London Medical School has been running a community based
teaching programme of basic clinical skills for a number of years. The programme consists of
a 5-week general medicine firm taught entirely in General Practice. Most of the time is spent
in the general practice, where the GP tutors concentrate on teaching the basic clinical skills of
history taking and physical examination. The students see a wide range of patients with
common medical conditions. GPs within the teaching practices identify these patients, who
are then contacted either by their own GP or by a nominated member of the practice staff.
This person then advises the patient of what the teaching involves i.e. one to two medical
students asking them questions and examining them either in their own home or in the
practice. The patient is advised that each session will last approximately 2 hours and that they
are not attending for routine medical care. If the patient agrees to become involved in the
community based teaching their names are held by the practice and they are then contacted a
few weeks prior to the teaching session.

Aims
This study aimed to determine the patients' views and feelings on community based teaching,
in order to discover both the positive and negative aspects for the patients participating and
develop systems to ensure the teaching benefits all the participants.
Method

Approval from the local research ethics committee was gained. Patients were recruited from
four practices involved in the community based teaching of basic clinical skills, each had
large intake of clinical medical students i.e. four to six students every five weeks for twenty to
forty weeks of the year.
GP tutors were asked to identify a maximum variety sample of patients (Box 1). Once
selected the patients were sent a letter from their own GP. informing them of the nature of the
project and inviting them to be involved. If they agreed to be interviewed they were asked to
return a reply slip to KC. On receipt of the reply slip, the patients were contacted by
telephone. Tape-recorded interviews were organised and a consent form to be completed prior
to the interview was sent to the patient.
Each of the 4 practices sent out six letters. Fifteen patients responded of whom thirteen were
currently involved and two had previously been involved in the teaching and then stopped.
Fourteen were interviewed in their own homes and one was interviewed at their GPs practice
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at their own request. No patients who had declined to be involved in the teaching responded
to the invitation to take part in the project. The two patients the GP tutors had identified as
having stopped their involvement in the community based teaching believed they were still
involved.
Box 1 Sampling strategy
GP tutors were asked to recruit:
• Patients actively involved in the community based teaching
• Patients who had declined to be involved in the community based teaching
• Patients previously involved in the community based teaching and now
stopped
And to try to maximise the variability of the sample with respect to:
• Gender
• Age group
• Employment status
• Ethnicity
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A semi-structured interview schedule was designed to address GP tutors' concerns about the
sustainability of the community based teaching programme as well as perceived patient
concerns. These concerns had been identified during a focus group, which had been held at
the tutors" request after expressing concerns about the sustainability of the programme (Box
2).
The interviews were carried out by KC. Patients were told that she was a doctor working in
the department of primary care at the medical school who organised the community based
teaching programme. Patients were advised that any information generated during the
interviews would not be passed to their GP.
Pilot interviews were carried out and did not result in any changes as the interview adequately
covered all areas of interest and no new areas arose. After the first five interviews the
interview schedule was modified in order to cover a new emergent theme based on patients'
feelings about their notes being used in the teaching. This topic was then included in all the
following interviews.
Onto
y
Interviews were audio taped, and on one occasion when this method failed the interviewer
took extensive field notes. All interviews were transcribed in full. A thematic framework was
generated from the emergent data based on recurrent themes and issues. This was then applied
to the textual data. The indexed text was then lifted and put into charts'" with the same themes
allowing comparisons to be made within and between the data. In order to ensure the
accuracy of the analysis, the transcripts were read, charts checked and discussions were held
with EM. Two patients were interviewed with their spouses. These are identified by number
(of respondent) and letter e.g. 10a.
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Box 2 Interview schedule
Areas explored:
• What patients felt about their involvement in the teaching with prompts for positive
and negative aspects.
• How the teaching affected the patients' relationship with their doctor.
• What the patients thought the doctors and students got out of the teaching
• How long the patients felt they may want to go on with the teaching
• Whether the patients would find it difficult to stop their involvement in the teaching
and if stopping would affect their relationship with their doctor

Results
The overwhelming theme that emerged from the respondents' experience of the community
based teaching was that they felt extremely positive about the teaching and given the
opportunity would be willing to participate indefinitely. Two quite distinct underlying
incentives for participating, altruism and personal gain, were identified, and the data is
presented in terms of these two dimensions. In addition, a number of other interesting themes
regarding the teaching were generated and these are presented separately as patient concerns
regarding the teaching.
Altruism
(/) ProviV/inj» a serv/ce to //ie com/nun/fy r/iroMg/i /ra/n/ng be//er doctors
Patients believed that their involvement with medical student teaching provided a service to
the wider community as it broadened students' experience, enabling the students to become
better doctors in the future. They also felt that their doctors would become better doctors as
they were getting the opportunity to learn more about patients' feelings and experience of
illness.
W me/ee/ gww/ //w/ /'m pi/////ig .«?/we//?/wg ftfldt /«to //»e commi//!/fv'Y/)
"/ //ir;i& //;ey'// be more airare o///ie/ac/ //MJ/ vv7ia/ //lev sugges/ as a course o//reafme/i/ /'s
wo/ necessari/v viafc/e /or /we person cowceraed. 77iev may bear //ia/ in m/ru/ «e*/ ///we //iej>
wavetoffMÄea {/iagnosiV (9)

Patients saw it as a way of repaying the NHS, as well as assisting their doctor who provides
on-going care. Many of the patients would not be able to contribute financially to the NHS,
and were pleased to be able to help.
.vor/ o/s/ig////v fls ' / / ' " ' giv/'ig fl b "fo?cA',because /Ve /MM/ a /o/ r>i// o///ie
" (//,)
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(in,) ProvWing a service/or ;jo//nawc/a/ reward
In line with the altruistic motivation, patients were against being paid for their help in
teaching as they felt that:
• Patients expecting compensation would be doing it for the wrong reasons.
• The NHS is already financially challenged
• The service i.e. involvement in community based teaching, being provided is voluntary
• The teaching programme is for the good of the wider community
• Payment would make it more difficult to refuse future involvement
Some patients felt that refunding travel expenses would be acceptable.

Personal Gain
(ij //«prom/ fawivWge
The close contact with the doctor and the medical students offered the patient the opportunity
to learn more about their disease. This empowered the patients, making them more confident
in the ability to cope with their own medical problem.
"Even /ca/i /ear/i so/Me//i;ng/rom //ie s/Hden/s. //'s no/jusf a one way .sys/e/n" (75,)
"/fcnovvw/ie/i so/ne//i/ng « vvro/i^ a/id / ta/i do io;/ie//»'/ig a/wu/ 1/ " (7,)
(H) £Vj/ia«ced se/f-es/ee/w.
A number of patients involved with the community based teaching suffered with chronic
diseases, which had left them unable to work, with ensuing feelings of worthlessness.
Involvement in teaching gave patients a sense of worth and pleasure.
"//'.? g/ven /urn ano/ner OMf/er wnen ne '5 a/ Aowie a// /ne //me and /ie '5 go/ io/ne/n/wg e/*e /o
f" (70a,)
/ove doi'/ig i/ ar/Ma//v"(7,)
"//e// / /lad so/ne//iing /o oj^er as / vi'as very MM we//" (2.)

f/'/ij /?e/;e//ra/?i JOC/«/ /io/af/on/oppor/M/j/rv'
Many patients involved in the community based teaching were elderly and lived alone. A visit
from medical students and their doctor helped ease their isolation.
"/ nave a vm/or/or /ia//a morni/ig; «wie/wdv d/j^eren/ /o /a/it /o " (9j
"/'m a/vva^s /iapp>' w/ien /ney're /jere" (72j

f/vj /?ea55«ra/ice o/we// -fce/ng ("a good going over")
Having agreed to participate in the community based teaching, patients discovered that their
involvement provided them with the opportunity to have frequent thorough examinations,
which in turn provided them with a sense of reassurance of their well being, and improved the
chances of any new problem being identified earlier.
"vv/ie/i //lev /aAe your p«/.se and your b/ood pressure yo« Jfcnovv now vow are ge///ng on " (2)
'7/iesefc/ds//ley come a/ong, and /'m M/idressed enz/re/y, may/fnd some /////e //»'ng /na/'s no/
normaZ/y spoite afco«/"
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fv) /I perceived fee//e
The patients believed the teaching provided them with a direct improvement in their care
through their general practitioner gaining a better understanding of their medical condition.
Patients also judged their doctor's involvement in teaching as evidence of excellence.
Moreover, they felt that this involvement would be of benefit to their doctor, as a way of
keeping them up to date.
"/iis doctors Aave go/ more Hn</«r5/anJ/ng 0 / /11m fcecawse /ie /ias mM//ip/e /woW«ns
w/iere /?e/ore ne says /ie COM/OVI 7 re/ate\ ne couWn 7 ejtpr«5 /iimse//i /ie ra/i /IOVV a /of
ea.s/er a«d //lev wndema/id /i/m a /or" (/OaJ
"/7 woi«/d /ie/p //iem (7/ie doctors) to Jteep more up-to-cfate wi//i //i//!g5 go/«g on /n //ie
Ao\sp/7a/" (5)

GP tutors had expressed concerns that their involvement in the teaching might make patients
feel that they have a special relationship with the doctor that entitled them to out of-the
ordinary care. The general consensus from respondents was that this would not happen,
however the potential for this to occur was also apparent.
«Ho//ier paf/enf /•«•a/fy, aren7 we? / do/i7 see /iow we S/JOMW Ziave any priority"
M/avoe, // VOM /iee</ /o see a rfoc/or and yoM /iad /o wa/7 o /ong /»7ne,
to oe a»/e to/?/ VOM i/i " (5J

Patients' concerns regarding the community based teaching
Having received no responses from patients who had declined to be involved in the
community based teaching it was difficult to identify the underlying reasons for not wanting
to take part in the teaching. However, comments made during interviews with patients who
were involved, as well as those patients whom the GP tutors had identified as having stopped
their involvement provided some insight into possible reasons for declining involvement.

(1) Sou/re o/e/nfcc/rrassnien/
Patients implied that the
particularly during intimate
doctor had asked the patient

«/id an.v/erv
teaching generated feelings of anxiety and embarrassment
examinations. This may have been prevented if the consulting
to re-consent to the student to be present during the examination.

"// was emfcarrass/ng on one occas/on w/ien / wen/ //»ere - / /laa" /roMo/e going to //ie to;7e/
ana" /ie //ioj#g/»/ / »i/g/i/ nave p//es or somez/i/ng //Ae //ia/. ana" f/iere was a wo/na/z s/MaV/;r
//iere «/«/ / //iong/i/ //i/s w«s a o/7 emfoarrass/ng, />«/ /ie did />M// //ie screenfcacA",//lowg/i /'d
r«//ier /ie 'd done 1/ on /11s own VOM h o w . " fi)
"/ Anovt' some peo/j/e Ziave re/i/sed. / suppose i/'syiis/ //ia/ //iev/ee/ afci7embarrassed" f 7aJ
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Patients expressed concerns that repeated contact with doctors and medical students
reinforced their feelings of ill health and that this would be a reason for not increasing their
involvement further.
"/ wo«/<i«7 wan; to /Vicretwe my invo/veme/tf. / nave so manv med/'ca/ proW«H.v anyway,
/'m cons/an//y nff</ing to go up to /7ie /iospi7a/ and to /ne doctors swrgery. /'d Me 'o ge/ away
/ro/w i7 a// - yo«faioiv/rvtofoewe//"

f //•/) /Vov/d/ng a .se/v/ce as o/ren as reau/red
GP tutors had expressed concerns that patients may have felt unable to refuse to do the
teaching. The responses given during the interviews indicated that this was not a problem and
patients where happy to do it if and when asked, providing they did not have any other
arrangements that took priority.
"as /ong as / ao/i 7 Ziave anyvWiere to go, i// Ziave somenTiere /o go /'d /lave /o cance/ /7" f2)
"as /o«g as //ie day /s/ree / don 7 m/nd" f 6J
"send //jem round f/ie same day i/yo« wan/" f9J

Patient did not expect that consenting to see students is taken as consenting for students to
have access to their medical notes. Indeed several patients specifically commented when
asked about students' access to their notes, that they did not want this to occur.
/7ave so//7e sav 1« i7, /?et««se ?/7a/'s sM^posed fwfoe/?n'va/e and
co»i/iden/ia/foern'ee/7my doc/or a/id /ne, so /Vie srwde/i; 's aren 7 a//owd. / wou/dn 7 s/0/7,fo/v//
wo«/d /(ie /nem to stop» using my no/es. " f 75J

Discussion
The main finding of this study is that patients enjoyed participating in this form of community
based teaching. They perceived both altruistic and personally beneficial reasons for
involvement, and identified few detrimental effects from participating. Most would continue
their involvement indefinitely if invited to do so.
There was a remarkable consistency of results, with few new themes emerging after the first
five interviews, and none after the thirteenth, suggesting that we had sampled to the point of
redundancy. Respondents felt able to raise new topics (e.g. access of students to their notes)
during the interview confirming that they perceived the interviewer as independent.
In order to address the concerns of the ethics committee, and respect patients' confidentiality,
recruitment was by "opting in". Although this method tends to recruit fewer participants as it
involves active consent, 62% of those approached agreed to be interviewed, echoing their
altruistic motivation in participating in teaching. Unfortunately, no patients who had declined
to participate in teaching were prepared to be interviewed, and the two patients who had been
identified by their GP as no longer participating in teaching, perceived themselves as still
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involved. This prevented the study determining what prevented patients from initially
becoming involved, or why they wanted to stop. Reassuringly, no interviewees felt that it
would be difficult to cease their involvement and there were no suggestions that patients had
initially felt coerced into participating.
There is an increasing body of evidence supporting active patient involvement in medical
education"". In our study patients saw themselves as making a specific contribution to
medical student education and deriving a number of personal benefits as a result of their
involvement. This echoes Stacy and Spencer's" finding that patients involved in a different
model of community based teaching saw themselves as active teachers of students and also
felt that they derived similar personal benefits. The similarity of our results suggests
transferability to other environments, given that the nature of the educational initiative, both
in terms of the amount of time patients committed, and the objectives of the attachment was
very different in the two studies, as was the geographical location.
However, patients appear to have real concerns about student access to notes'*'^. Clinical
teachers must note this, and consent for student access to notes can no longer be assumed.
There may also be a broader issue here: to what extent are patients aware that information,
and hence notes, are shared between the entire primary health care team on a need to know
basis?
The relationship experienced between a GP tutor and his/her patient is unique. GP tutors,
who have to actively seek help from patients, may feel indebted to the patient with a resultant
shift in their relationship'*. If so, could the real issue be "tutor fatigue" rather than "patient
fatigue"? Is "tutor fatigue" a manifestation of some GPs discomfort with the potential shift in
power toward the patient within the doctor-patient relationship? There is evidence that some
GP registrars are still more comfortable with a model based on benign paternalism, rather than
an egalitarian relationship'^""
The findings will reassure doctors already involved in teaching as well as those who are
considering getting involved in the future. They have highlighted training issues for GP
tutors including recruitment of patients; strategies for clarifying patients' desired level of
involvement: and methods to ensure that patient consent for student access to notes is not
assumed. A more fundamental problem is the difficulty some tutors appear to have with the
change in the doctor-patient relationship inherent in this type of teaching. This may be a part
of the wider changes occurring with better-informed patients choosing to play a more active
role in their health care. In the long term, will students who learn in primary care, with
autonomous patients"' feel more at ease with an increasingly egalitarian doctor-patient
relationship?
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Chapter 10

Discussion and Conclusions
1. Introduction
This thesis presents a multi-faceted evaluation of a new, and increasingly widespread, form of
teaching, namely teaching clinical skills in general practice. The research questions posed in
Chapter 1 were:
• Was it feasible to develop an internal medicine clerkship in general practice?
• Did students acquire clinical skills as well on the general practice based clerkship as on
the hospital based clerkship?
• What were the relative strengths and weaknesses of teaching internal medicine in hospital
and in general practice?
• What were students actually doing on internal medicine clerkships taught in general
practice and in hospital?
• What were the costs of teaching internal medicine in general practice?
• What was the impact of teaching internal medicine on the GP tutors?
• What were the reactions of patients to this type of teaching?
This chapter starts by examining problems in educational research in general and then
considers the methodological issues specific to answering the questions posed in the thesis.
Finally, I draw on the results of this work and other published research to provide guidance
for those interested in developing similar initiatives.

2. Challenges in Educational Research
The need for evidence based education:
I welcome the establishment of Best Evidence Medical Education (BEME) - a movement
which has grown out of the Evidence Based Medicine movement. BEME has been defined as:
"the implementation, by teachers and educational bodies in their practice, of methods and
approaches to education based on the best evidence available"'. In my view the reasons for
trying to make educational practice more evidence based are overwhelming. The first is that
medical education is expensive. The Service Increment for Teaching (SIFT) budget (which
supports undergraduate medical education) in England and Wales was £431 million in 1998 99". In countries where medical education is not publicly funded, students (or their parents)
make considerable financial investment in their education. Educators must be accountable for
spending such sums, and must be able to demonstrate that educational programmes achieve
the desired outcomes'. Secondly, the rationale for spending time, effort and money on
medical education is that we believe that it has an impact on the way doctors practice in the
future, and hence on health care. This puts medical education in the same position as any
other health technology. In these days of evidence based medicine, where all new health
technologies are rigorously evaluated before widespread implementation, educational changes
must also be evaluated equally rigorously.
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Unfortunately, much educational research is still at a relatively early stage of development. I
do not wish to recap the current vigorous debate amongst the founder members of BEME as
to what constitutes evidence in education, how educational research should be assessed, and
to what extent the criteria of evidence based medicine can be transferred to educational
research. What is clear, is that much of the current work in educational journals is descriptive
and frequently the evaluation is limited to determining student satisfaction with the new
course. This is unsatisfactory. There are a number of reasons contributing to this, which I
discuss below along with some potential solutions.
a)

EaWaftwifl/ /H/erve/jfio/is are cowip/ex iwferve/i//o/i.s.

Educational research shares many similarities with health services research in that the
intervention under study is often complex and multi-factorial. The environment in which the
intervention occurs is the real world, and as such, subject to multiple economic, political and
social factors, outwith the control of the investigator, which may change during the study
period, making interpretation of results more difficult. As the interventions are complex, it is
often difficult to know which part of the intervention is responsible for which effect - and to
what extent the intervention can be adapted to fit local circumstances without losing its
effectiveness. However, health service researchers are developing methodologies to deal with
complex interventions, and I urge educational researchers to follow their lead.
The experience of evaluating complex interventions in health services research suggests that
both quantitative and qualitative approaches are necessary. Campbell et al have suggested a
phased approach to both development and evaluation of complex interventions'* which I
believe is highly applicable to educational research. They suggest that the first phase is a
theoretical phase, identifying the evidence that the intervention might have the desired effect.
Subsequently the different components of an intervention must be defined, and their
interrelationships considered. This can be done through qualitative testing with focus groups,
preliminary surveys or case studies. Qualitative research can also determine how the
intervention works, and potential barriers to implementation. The next phase is defining the
trial and intervention design and considering the methodological issues for the main trial
(randomisation, blinding, recruitment etc). The final phase is promoting effective
implementation.
Thus although the randomised controlled trial was initially developed to determine the effects
of a single intervention, such as a drug, the methodology, particularly of pragmatic trials' can
be transferred to complex interventions such as educational innovations. As RCTs tend to
treat the intervention under study as a "black box", qualitative methods are needed to explore
the relative importance of the various components of the intervention and to provide meaning
and explanation of the findings"".
Health service researchers are developing new methodologies for situations where a
randomised controlled trial is not possible. Examples of these new methodologies include the
balanced incomplete block design which allows comparison of multiple treatments or
interventions with a relatively small sample size. Patients are randomised to receive different
treatment sequences, so that all possible combinations are included '.
fc) proWems wi'f/i

There are significant practical problems facing researchers who wish to randomise students,
whether at the level of whole curricula, or individual courses. In most countries, students
98

apply for specific schools, and have an expectation of which curriculum they will follow.
Within any one curriculum, the combination of ethical and logistical difficulties in
randomising allocation to a new course can seem almost insuperable. Do you obtain formal
consent from students before randomising them to a new or conventional course and what
happens to students who decline to enter the trial? Given the complexity of most medical
school timetables, these questions can deter all but the most committed researchers.
Despite this, the ethical and intellectual basis for encouraging schools to promote RCTs of
new courses is clear. It is ethical to randomise students when there is genuine uncertainty
about the relative benefits of a new and traditional course'". Students should be encouraged to
contribute to the research culture within the medical school, and adoption of "patient
preference" methodologies" within randomisation is likely to accommodate the anxieties of
most students.
There have been some notable successes in randomisation of students, particularly at the level
of the whole curriculum'". These have demonstrated that the difficulties are not insuperable,
where there is a strong political will to undertake the research. It may be that a cultural
unwillingness to prioritise educational research is at least a contributory factor to the scarcity
of RCTs in medical education. Health service researchers face comparable difficulties with
designing and implementing RCTs, but have been determined to overcome them'\
c,)

One vivid manifestation of the low priority placed on educational research amongst the
research community is the paucity of funds available for educational research, and the
difficulty in obtaining funding for evaluation of educational initiatives. Thus, in the UK,
despite the pressure from the General Medical Council which has resulted in almost every
medical school introducing a new curriculum, there are no dedicated funds for evaluating the
impact of these new curricula.
d) profo/e/ws vv/7/i tfe/ining
An issue common to much educational research is the difficulty in defining desirable
outcomes of an educational intervention. Moreover, even when desirable outcomes have been
defined, there is a real lack of assessment tools for most outcomes other than knowledge and
clinical skills'. Thus it is almost impossible to determine whether different educational
methods have any impact on traits currently considered desirable, such as team working,
respect for patients and colleagues, or cross-cultural competency.

In my view this is the single most important issue. Able and eminent clinicians who actively
participate in creating the evidence based for their clinical discipline, do not, as yet, apply the
same intellectual rigor to their teaching or curriculum change''*. Educational research is still a
relatively low status field, at least in the UK, so that it can be difficult to attract high calibre
applicants. As a result, research capacity is low in many places, and many of the academic
staff involved in medical education are overloaded with service development and
implementation.
This situation is not inevitable. Thirty years ago academic general practice faced many of the
problems faced by educational researchers today. The intervening decades have demonstrated
that change is possible; the recent review of funding of research and development identified
the development of research and research capacity in primary care as a priority". New chairs
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in primary care research are available, and departments of primary care have become thriving
contributors to the academic output of major universities'^.

Specific methodological issues in this thesis
/o deve/op a« «>irermj/ «leaVc/we c/erfo/iip in genera/practice?
The answer to this question is clearly a resounding "yes". Chapter 2 presented the early
attempts at evaluating the UCL model of teaching internal medicine in general practice. As
the model was developing constantly in response to student and tutor feedback, formal
evaluation was difficult. Therefore a number of pilot studies were undertaken, to provide
triangulation of data on student performance, student perceptions and tutor perceptions. These
pilots provided reassurance for the medical school, allowing continuation of the programme,
as well as allowing refinement of the research questions and development of research tools for
subsequent use.

(//,) D/rfrfuoVnteac^Mire c/i/iico/ s£/7/s as we// o« f/ie genera/ practice towed c/erta/»/? as OH a
/raa
The results of this randomised cross-over trial reported in chapter 3 suggested that students
acquired their clinical skills at least as well in general practice as in hospital. This appeared to
be true for all the skill domains (history taking, physical examination, communication skills,
data interpretation) tested.
The method was specifically chosen to sample as wide a range of skills as possible within a
balanced design. Its strengths included the randomisation of students both to the order in
which they took the four blocks making up the first year and, once on the medicine block, to
starting in either general practice or hospital medicine. The crossover design allowed both for
direct comparison of the students taught in the two venues and for pre- and post-exposure
testing; a design which has been widely favoured as a method of assessing efficacy of skills
teaching"""". The comparison group was both plausible and fair: the clerkship in general
practice was expressly designed to replace a traditional hospital clerkship and both sites
shared common aims and objectives for the clerkship. The outcome measure, an objective
structured clinical examination (OSCE) was widely favoured for testing clinical skills in both
undergraduate and postgraduate settings"'""
Potential weaknesses included the small number of stations in each skill domain, which
limited the power of the study to determine whether specific skills were acquired better in
either location. The crossover design minimised the impact of varying ability in different
groups, but it was not possible to control for this altogether. Previous work had shown that
test security is not necessarily a problem with OSCEs, and that under appropriate
circumstances, replicated in this study, repetition of stations throughout the year does not
jeopardise the validity of the examination" '""*. Stations were chosen to reflect problems that
the students might encounter in either general practice or hospital, but it is possible the
problems tested favoured students who had learnt in one or other setting. The apparent
validity of the examination is enhanced by the steady improvement of student performance
throughout the year. Examiners were partially "blinded" as no information was given on
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students' prior experience. Any potential bias from examiners preferentially marking students
known to them was minimised through drawing examiners from both settings and using
structured marking sheets and would have been limited to scores from one station.

(7/7,) W//ar were //ie re/afi've s/raig/fa and we«i«es5e5 0/ teac/n/ig interna/ meaVrine 1«
/io.sp/la/ a/«/ /« genera/ pracf/ce.
The pair of studies addressing this question reported in chapters 4 and 5 used different
methodologies to approach the same question. In the questionnaire study, students reported
that they learnt more about history taking and physical examination in general practice,
whereas they learnt more about writing up clerkings, keeping progress notes and disease
management in hospital. In the interview study, students felt that they learnt more about
psychosocial issues in health, communication skills and patient autonomy in general practice,
and more about investigations, procedures, management of acute illness and specialties in
hospital.
The questionnaire study in chapter 4 benefited from the randomised crossover design used in
chapter 3. This ensured that any differences found were unlikely to due to either the novelty
value of the medical firms, or the previous level of experience of the students. Comparing
each student's experience in one location, with their experience in the other location
controlled for variation in attributes (such as enthusiasm) in each student. Moreover, students
completed the questionnaires in a neutral environment - the joint assessment held al the end of
each five week attachment, where they were examined by both GPs and hospital doctors. This
also resulted in a high response rate (> 80%). Although questionnaire studies are at best only
a proxy for outcome, medical students are intelligent mature consumers of an educational
process in which they have considerable investment and therefore their perceptions have
value.
Qualitative research can complement quantitative research, by providing an understanding of
the meaning behind a finding from a quantitative study*". It can allows the investigator to
explore how, and why, certain outcomes occur. Methods of achieving rigour in qualitative
studies have been well described" . The study reported in chapter 5 used purposive sampling
to try to maximise the breadth of student views, audiotaped all interviews and focus groups,
used interviewers who were not personally known to the students, and involved an external
independent reviewer in data analysis.
The value of having empirical evidence on strengths and weaknesses of teaching in general
practice is demonstrated by the difference between many of the claims made, such as general
practice being the best place to learn both about rational use of investigations, and
management of common problems"'''"'' and the data presented here where students perceived
themselves as learning more about these objectives in hospital than in general practice.

f/vj WTiof were stao'en/.s acf«a//;y a"o/n# on m/erna/ wiea7c7ne c/er)b/i//« /aug/if ;n genera/
prac»ce ana" IH
In chapter 6. a log diary methodology was used to determine student activities on internal
medicine clerkships in hospital and in general practice. Students were also asked to ascribe a
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value to the various activities undertaken, rating them for both educational value and
enjoyment.
In both environments, students spent approximately 5.5. hours on teaching and learning
activities. The main differences in the two environments were that students spent more time
on unsupervised interaction with patients and less time on assessment in hospital than in
general practice. Standard deviations for time spent on each activity were wide, suggesting
that individual students had widely differing experiences. Students perceived supervised
interaction with patients and teaching by doctor as the most educational activities. The most
enjoyable activity was interaction with patients, whether supervised or unsupervised.
Once again, this study benefited from the opportunity to obtain comparative data from
hospital and general practice attachments with similar educational aims and objectives. There
was a reasonable response rate (68%), and although responders appeared to be more
academically able than non-responders, comparison of the data from students who had
completed two diaries, one for hospital and one for general practice, with the rest of the
responders showed no difference. Thus although more able students may well spend more
time overall on educational activities than colleagues who performed less well in end of year
exams, this response bias does not appear to have biased the data comparing the hospital and
general practice attachments. It was also difficult to hypothesise why this response bias
should introduce systematic bias into the results. The accuracy of student recording of
activities was confirmed in the pilot phase of the study, when student records were compared
with firm time-tables and with other students on the same firms. As students received their £5
book token for returning a log diary whether it had been completed or not, there was no
incentive to enter fictitious data. Although the specific time allocation to various activities
will vary according to different course timetables, the value that students place on the
activities is likely to be generalisable to other schools. The value placed on supervised
interaction with patients in general practice was extremely high, and the reasons for this need
further exploration.

fvj WTia/ were //ie cosfs o/feac/i/ng in/ima/ /««/iri'iie /n genera/ prac/ice?
The study on costs presented in chapter 7 was the first one undertaken as part of this thesis. It
suggested that the UCL model of teaching internal medicine in general practice was
affordable within the context of SIFT (Service Increment for Teaching). SIFT was initially
designed to level the playing field between teaching hospitals and district general hospitals,
and was defined as the median difference in cost for a basket of common hospital
procedures'". Subsequently it became a dedicated funding stream to cover the reprovision
costs of service to the NHS of undergraduate teaching, and general practice became eligible
for SIFT funding". It would have been a stronger study if it had been possible to determine
the costs of teaching in hospital; however at that time few hospitals had even begun to
consider these''.

f 17) W/i«/ »fa.« //ie impart o/feac/i/ng infema/ merf/cine on f/ie Gf /u/ors?
This study of GP tutors involved in a pan North London project to increase the amount of
general practice based teaching used a semi-structured interview to determine the impact of
clinical skills teaching on the tutors (chapter 8). The main finding was that the teaching
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improved morale, both through the teacher training courses and through the teaching itself.
Within teacher training, the improved morale was attributed to developing peer and
professional support; improved teaching skills; and revision of clinical knowledge and skills.
Within teaching it was attributed to a broadening of horizons; contact with enthusiastic
students; increased time with patients; improved clinical practice; improved teaching skills;
and an improved image of the practice. Problems with teaching were due to external factors
such as lack of time and space and anxieties about adequacy of clinical cover while teaching.
The study used an independent researcher, not associated with the teaching programme, to
facilitate disclosure of negative feelings by the tutors. Despite this, the study elicited very few
negative effects. The sample interviewed, however, was a specific group of general
practitioners who had agreed successively to attending a teacher training course, teaching
students in their practices, and then being interviewed. The analysis was performed separately
by two researchers from different professional backgrounds, and was reviewed by all authors
to maximise rigor. There was a striking homogeneity of responses, despite planned sampling
for maximum variability. Length of teaching experience, being a postgraduate trainer, time
since qualification, sex, practice characteristics, location (urban or suburban) or medical
school did not affect the results. However, the study took place within a well organised and
well funded project and may represent a best case scenario.

(v/) WTifl/ were f/ie r«jcf/ons o/pafi>n/.s to r/i/.v rvpe o

This interview study explored patients response to regularly giving up a half day to assist with
student teaching (chapter 9). Respondents felt very positive about it, for two underlying
reasons: altruism and personal gain. Within altruism reasons included provision of a service to
the community and repaying the system. Aspects of personal gain included improved
knowledge, improved self-esteem and companionship. Patient concerns included:
embarrassment, reinforcement of the sick role and concerns about student access to notes.
They identified few detrimental effects from participating and most said they would continue
their involvement indefinitely if invited to do so.
There was a remarkable consistency of results, with few new themes emerging after the first
five interviews, and none after the thirteenth, suggesting that we had sampled to the point of
redundancy. Respondents felt able to raise new topics (e.g. access of students to their notes)
during the interview confirming that they perceived the interviewer as independent.
In order to address the concerns of the ethics committee, and respect patients' confidentiality,
recruitment was by "opting in". Although this method tends to recruit fewer participants as it
involves active consent, 62% of those approached agreed to be interviewed, echoing their
altruistic motivation in participating in teaching. Unfortunately, no patients who had declined
to participate in teaching were prepared to be interviewed, and the two patients who had been
identified by their GP as no longer participating in teaching, perceived themselves as still
involved. This prevented the study determining what prevented patients from initially
becoming involved, or why they wanted to stop. Reassuringly, no interviewees felt that it
would be difficult to cease their involvement and there were no suggestions that patients had
initially felt coerced into participating.
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4
Lessons for the future: challenges and sustainability of general practice based
teaching
It is not inevitable that the shortage of available patients in teaching hospitals and the
recommendations of the General Medical Council will continue to lead to more teaching in
general practice. An alternative is a substantial increase in the use of district general hospitals.
Although general practice based teaching has many potential advantages (Box 1), many
important challenges (Box 2) must be met for a sustained increase to be achievable.
Box 1 Potential advantages of community-based teaching
Advantages to students:
• large number of patients,
• undifferentiated symptoms assist development of diagnostic skills,
• clinical experience reflecting morbidity of local population,
• exposure to long-term management of chronic illnesses,
• understanding of psychosocial issues in medicine,
• increases awareness of the health needs of a population,
• low student-teacher ratios facilitate a tutorial relationship and student-centred teaching.
Advantages to general practice :
• enhanced status,
• may encourage students into career in general practice,
• teaching is revitalized and may enhance clinical skills of tutors,
• enriched career paths for GPs
• patients may benefit from regular in-depth review.
Advantages to medical schools:
• overcomes problems of shortage of patients for students to clerk because of reduced
average length of hospital admissions and increased use of day surgery and outpatient
procedures: schools can maintain or increase student intake,
• enhanced collaboration between hospital specialists and GPs,
• broadens the spectrum of student learning in line with General Medical Council
recommendations,
• reflects shift of service delivery within the NHS.

The challenges
7 Mwi/w.v

rt/fcj/

Increased learning in the community requires additional teaching practices". There have been
fears that the recent increase in general practice workload resulting from the 1990 GP
Contract and the shift of care from hospital to community may have a negative effect on GPs
willingness to take on additional tasks, including undergraduate teaching^. However, only a
small proportion of the circa 35.000 GPs in the UK need to be involved to meet the needs of
4,500 students annually. Gray and Fine found considerable enthusiasm for teaching
undergraduates among south London GPs, if the practical issues could be satisfactorily
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addressed. The most important of these was the need for adequate resources, so that an
increase in time spent on teaching, can be matched by a decrease in time spent on other
tasks"". Chapter 8 in this thesis provided further evidence that GPs experience teaching as
having a positive effect on morale, providing the practical problems, including resources, are
adequately addressed.

Box 2 Challenges facing community-based teaching
•
•
•
•
•
•
•
•

numbers of teaching practices,
resources,
perceived weaknesses of GP teaching,
impact on service delivery (including patients),
quality control,
burn out,
effect on academic departments,
research and evaluation.

2
Good teaching requires the resources to provide protected time. This principle has been
widely accepted in the UK, with the diversion of Service Increment for Teaching (SIFT)
funds toward general practice, usually via academic departments of primary care. SIFT is not
a payment for teaching; it is intended to meet National Health Service (NHS) reprovision
costs". If a GP takes a morning to teach, she / he must meet the cost of another clinician to see
the patients. Costs also include the expense of maintaining premises for educational purposes,
providing books, journals, information technology and appropriate teaching equipment, and
the staff costs of administering the programme. Students incur travel expenses and may need
to be accommodated on distant attachments.
Many teaching hospital trusts rely on SIFT for survival: for a London medical school with
200 clinical students in each of three clinical years, SIFT amounts to approximately £25
million per annum. Given that there is no new SIFT money, if student learning, (and hence
funding) is diverted elsewhere, then there is a fall in the equivalent teaching hospital budget.
This is a very real dilemma, as destabilization of a local hospital trust is against everyone's
interest, including the GP recipients of diverted SIFT. Financial imperatives, rather than
educational principles may drive decisions on where students are taught. Resolution of the
potential conflict between trusts and departments of primary care over resources requires
goodwill; dialogue between representatives of schools, trusts and primary care; and phased
change, giving trusts time to adjust.
Dialogue is also vital for educational reasons. In most specialties, some learning objectives
are best achieved in hospital, others in the community. Hospital-based teachers must be
involved in the debate about the movement of student learning away from traditional settings,
and changes in the curriculum need planning to enhance, rather than diminish, collaboration
between primary and secondary care.
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3 /Vre« v«/ <fe/ic/e/ic/Vs /« genera/ practice fear«/ /eac/jmg
There is some concern that a move toward general practice based teaching will lower
academic standards. Most hospital physicians practise in a culture where research takes
precedence over teaching. While general practice has led in training its postgraduate
teachers*, it has only relatively recently entered the research scene. New curricula stress the
integration of basic and clinical sciences: will GPs have sufficient scientific background for
this purpose? Hospital specialists usually have a deep understanding of a relatively narrow
area facilitating vertical integration of scientific and clinical information. GPs are generalists,
experts in early diagnosis, with a relatively superficial but wide knowledge across the whole
field of medicine. They integrate horizontally, aiming to combine an understanding of the
psychological and social components of illness with the identification of a physical problem *.
High quality medical care requires both approaches, and it can be argued that many GPs
would benefit from refreshing their understanding of the science underpinning practice.
Community based teaching can assist student learning of basic sciences; for example, learning
about nutrition linked to community concerns has been well described in Nigeria" . Good
course design, with clear learning objectives, coupled with a rolling programme of staff
development for all - basic scientists, hospital doctors and GPs - will facilitate integrated
teaching in all settings"^'".

4 /mpac/ on serv/ce genera/ prac/Zce
As practices adapt to changes in teaching patterns and take on more students (e.g. some
London practices take six students at a time for 40 weeks a year) they will need to consider
the following three impacts on service general practice.
(/) C/m/oi/ fl/id fldmmivrram'e .v/a/f The whole primary care team is affected by the presence
of a large number of students. More medical staff are needed to cover service demands and
provide protected teaching time. Accordingly, some practices may employ an assistant or
clinical lecturer; some may increase the number of partners, leading to a lower list size per
partner, and opening alternative career pathways combining clinical with academic work.
Discussion will be needed with local medical committees and health authorities, and
negotiation at a national level with the medical practices committee, who govern the number
of GP principals permitted in any area.
This level of teaching also affects the administrative and support staff involved in organising
student timetables and contacting patients for students to see. This has implications for the
health authority and primary care groups: staff budgets for partial reimbursement of practice
staff are for provision of general medical services* only, and extra administrative costs will
need to be met from SIFT payments. There is also the issue of recompensing attached or
aligned community nursing staff, whose original terms of service did not include teaching
medical students.
(/'/) Space Students need room to see and examine patients, they need access to library and IT
facilities and somewhere to pursue independent study, and space for seminars. Many innercity practices, often the nearest to medical schools and most accessible for students, will have
great difficulty obtaining extra space. The cost of premises for providing general medical
services is met by the health authority, according to strict guidelines laid down by the
Department of Health''". GPs must meet the cost of additional space. A guaranteed teaching
income over a number of years, including the revenue costs of teaching accommodation, will
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be an essential prerequisite to taking on the financial risk of renting or buying space surplus to
clinical needs.
(I//) Pa/ie/ifs Patients tend to react favourably to the attendance of students in GP
consultations'"'*" but their response to the on-going presence of large numbers of students is
not yet known. We are also unsure of patients' willingness to attend the surgery regularly for
clinical skills teaching, rather than for clinical care. Confidentiality must be considered: many
patients are concerned at the prospect of students accessing their records . Will patients view
practices heavily engaged in teaching as centres of excellence, like teaching hospitals, with
benefits outweighing potential disadvantages, or will they vote with their feet, and register
with neighbouring, non-teaching practices? This would render teaching practices financially
vulnerable, as capitation is the main source of GP income*. "Patient fatigue" may in fact
reflect doctors" anxiety that repeatedly asking patients with chronic illnesses to see the
students will disturb the doctor-patient relationship. This relationship may also be jeopardized
if the doctor is unavailable for a couple of days each week because of teaching commitments.
The work in Chapter 8, together with other work from the UK**"*', goes some way to
providing reassurance on this front.

5 ßMä/i/y confro/
Quality assurance is a vital part of any educational programme, and future funding to medical
schools may be partly determined by the Quality Assurance Agency for Higher Education's
review of teaching"**. It is made difficult in general practice by its geographical dispersal and
its individualistic nature'". There are several elements to quality assurance in teaching,
including course design, initial teacher accreditation, an on-going programme of staff
development, and detailed student feedback. Tutors should be involved in the setting and
monitoring (e.g. by peer observation) of educational standards, thus ensuring that they are
able to assess the needs of individual students, effectively use a range of leaching methods,
and critically assess their own performance. Quality assurance also depends on a culture of
provide in providing and receiving a high standard of teaching within the institution™.

6

At the moment the pioneers of community-based teaching are full of enthusiasm but,
innovators move on to new areas, teaching may become yet another chore in an over-filled
day for those that are left. Practices that have become dependent on teaching income could be
reluctant to stop, but no longer have the enthusiasm to deliver. Training several potential
teachers within each practice and varying the tutor's role may avoid burnout. The ideal may
be a cycle of practice-based teaching of both clinical skills and primary care, followed by
departmental teaching and involvement in designing new course materials, followed by a
fallow period before returning to practice-based teaching. Payment for the rest period may be
cost-effective if it results in sustained enthusiasm among experienced staff.

7 l/mversify rfeparftne/jtt o/primary
A varied and expanding programme of community-based teaching presents university
departments with a considerable workload in terms of course design and evaluation, teacher
training, student assessment, quality control and administration. This can have a detrimental
effect on the other academic activities of the department and on the career paths of those
involved, as promotion is still largely based on research activity. However, senior academic
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managerial support, together with the appropriate resources to accompany the teaching
programmes, enables the department to attract new staff who wish to enhance their teaching
expertise. The department must ensure that such staff are also involved in research, and, if
appointed at a junior level, are expected to register for higher degrees. Adequate
administrative support is essential to prevent academic staff using time on administrative
tasks.

The solution to many of the problems described above may be facilitated by the development
of university linked practices (ULPs). These are practices that contract with a university
department of primary care to undertake a substantial amount of undergraduate teaching and /
or research in return for ongoing, guaranteed income (Box 3). Close co-operation with health
authorities and the local medical committee is needed in view of the service and list size
implications.
A national system for accreditation of ULPs, similar to that for appointment of post-graduate
training practices (Box 4), would assist with issues of quality control. Continuous monitoring
of teaching, with early intervention where a practice appears to have difficulty in delivering
high quality teaching, is essential. Although most community-based teaching will take place
in a limited number of ULPs fairly near a medical school, there will always be a need to retain
some smaller practices where enthusiastic tutors teach students about the discipline of general
practice in a range of different settings.
Box 3 Contracts for university linked practices
The academic department undertakes to provide:
• rolling 3-5 year contracts to enable practices to commit to leases for teaching space
and additional staff where needed,
• provision of 'teaching the teachers' programmes,
• appropriate academic and administrative support.
The practice undertakes to provide:
• protected teaching time (e.g. two days/week),
• support from the whole primary care team,
• appropriate list size and practice infrastructure to support the teaching activities,
• high quality record keeping and computerization,
• full involvement in "leaching the teachers' programme,
• strict adherence to quality control guidelines.
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Box 4 Criteria for approving trainers and training practices
Practice criteria:
• premises of adequate quality and size,
• well-maintained patient records,
• adequate number and range of employed staff, with evidence of a functioning team,
• support in training from all the partners,
• adequate organization and practice management,
• commitment to preventive care and agreed standards of medical practice,
• presence of appropriate equipment and library facilities.
Trainer criteria:
• attendance at preparatory 'teaching the teachers' courses,
• attendance at on-going staff development courses,
• ability to provide protected teaching time,
• familiarity with a variety of teaching and assessment techniques.

Based on North Thames (East) Region, The GP Registrar Year in General Practice, 8""
edition, revised 1997.

In addition to routine quality assurance, there is a need for educational research. The current
culture within the NHS is to evaluate new technology thoroughly before introducing it into
routine use; the same should apply to medical education which may have a considerable
impact on health care delivery. We cannot advocate a change from the traditional hospital
based teaching toward teaching in general practice unless we can demonstrate that this
benefits students. Although the work in this thesis is reassuring on this score, we need to ask
what is the added value of general practice based teaching? Could any of the advantages of
general practice based teaching be gained more effectively in hospital? Many different models
of general practice based teaching are being introduced •*"••"•*-; each of these should be fully
evaluated with readiness to jettison unsuccessful pilots.
We could consider a levy, similar to the current NHS research and development levy, on
national medical educational funds to enable rigorous evaluation of new educational
initiatives, including their impact on clinical practice, so that we can move toward evidencebased education.

5

Conclusions

The work presented here demonstrated unequivocally that it is possible to teach internal
medicine in general practice. Students acquire their clinical skills at least as well as on a
traditional teaching hospital clerkship, and perceive that they learn more about the psychosocial impact of ill health and more about communication skills in general practice, whereas
they learn more about management of acute illness, investigations and specialisms in hospital.
GP tutors are positive about teaching, stating that it improves morale and perceived clinical
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competence. Patients enjoy being involved in medical education, seeing it as an opportunity
to give something back to the health service and learn more about their own condition.
These preliminary findings however, are not enough to justify continued expansion of general
practice based teaching. We urgently need to determine what the added benefits of general
practice based learning are for students. Unanswered questions are numerous, and include: to
what extent does general practice based teaching improve students' communication skills?
Does the enhanced awareness of the psycho-social components of health persist? Are there
specific skills and attitudes which are better acquired in general practice than in hospital, (and
vice versa) and if so, what are they, how can they be measured, and what is the impact of
these on patient care? Does teaching in general practice improve patient care? If so, how and
why? Does general practice based learning change students' career intentions, and if so does
this persist into career choice?
Until the answers to some of these questions are available, the driving force for expanding
general practice based teaching is likely to continue to be pragmatic - general practice, being
relatively new to undergraduate teaching, can introduce well designed courses, adequately
resourced, and delivered by well trained teachers. These features are not necessarily unique to
general practice; hospital teachers are responding to student and government pressure to
improve student learning in hospital.
So what do I want for medical education as we enter this new millennium? First and foremost,
a recognition that education is a vital component of professional practice, and must be treated
as such. This implies respect, with appropriate status, promotion prospects and pay, for those
involved in teaching. I would like to see educational practice based on a firm and ever
developing research base, with a thriving community of educational researchers. And, as far
as general practice based teaching is concerned, I would like to see a constantly self-critical
and innovative approach to evaluation and development.
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Summary
Chapter 1
This thesis examines the teaching of internal medicine and clinical skills to undergraduate
medical students in general practice. The opening chapter outlines the historical and sociopolitical background which led to the development of undergraduate teaching in general
practice, both internationally and in the UK. The research questions addressed in the body of
the thesis are introduced.
Chapter 2
Chapter 2 is an overview of the pilot phase, providing a description of the various course
models developed, and a pilot evaluation. The aim of developing an internal medicine
clerkship in general practice was to replace a traditional hospital junior medical clerkship.
The learning objectives for the general practice based clerkship, known as the "Medicine in
the Community" firm, were identical to those for the hospital clerkships, and concentrated on
students acquiring the basic clinical skills of history taking, physical examination and
communication with patients. In addition students were expected to develop an appropriate
knowledge base to be able to use the skills, and there was an on-going process of assisting
students to develop appropriate professional attitudes. The teaching methods involved
students being attached to selected, trained general practitioner (GP) tutors in pairs or groups
of 4 - 6, initially for two days a week, but subsequently for the whole week. The clerkship
lasted 5 weeks. While in practice students saw selected patients (with "good" histories or
physical signs) who had common medical problems. Each week was dedicated to a particular
symptom: chest pain; breathlessness; abdominal pain and change in bowel habit: problems
with mobility; and in the last week students concentrated on multi-system disorders such as
diabetes mellitus and alcohol or drug misuse. Tutors were responsible for observing students
during the history taking or physical examination, and providing teaching on investigation,
management and differential diagnosis. In addition to the practice based teaching, students
attended a weekly seminar with a departmental GP tutor and a simulated patient for more
formal teaching of diagnostic skills. Assessment of student performance at the end of the
clerkship was by an Objective Structured Clinical Examination (OSCE).
As the pilot evaluation suggested that this method of teaching was extremely popular with
students, acceptable to tutors, and appeared to be adequately effective in terms of student
learning, the teaching programme was able to continue and expand.
Chapter 3
As the general practice based clerkship was designed to replace a hospital based clerkship, it
was essential to determine whether students acquired their clinical skills as well in general
practice as in hospital. Chapter 3 reports on a study examining this question. The objective
of the trial was to determine whether students acquired clinical skills as well in general
practice as in hospital and whether there was any difference in the acquisition of specific
skills in the two environments. The trial used a randomised crossover design and involved the
entire annual intake of first year clinical students at University College London Medical
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School (UCLMS). The intervention was a 10 week block of general internal medicine, of
which one half was taught in general practice, and the other half in hospital. Students were
randomly allocated to start in one location, and crossed over to the other location after five
weeks. The outcome measures were students' performance in two equivalent nine station
OSCEs administered at the mid and end points of the block, allowing a direct comparison of
the two groups' performance at five weeks and an analysis of covariance, using their first
examination scores as a covariate, to determine students' relative improvement over the
second five weeks of their attachment. The results were that 225 students rotated through the
block; all took at least one examination and 208 (92%) took both. For the first half of the year
there was no significant difference in the students' acquisition of clinical skills in the two
environments; later, however, students taught in general practice improved slightly more than
those taught in hospital (P=0.007). The conclusions were that students could learn clinical
skills as well in general practice as in hospital; more work was needed to clarify where
specific skills, knowledge, and attitudes were best learnt to allow rational planning of the
undergraduate curriculum.
Chapter 4
Following on from the study in chapter 3, two studies were undertaken to determine the
relative strengths and weaknesses of learning medicine in general practice and in hospital.
Chapter 4 presents a questionnaire study undertaken to provide some answers to this question,
while chapter 5 presents a qualitative study examining this issue.
The aims of the study in chapter 4 were to obtain students' perceptions of the degree to which
teaching of general internal medicine enabled them to achieve the medical school's objectives
for the first clinical year; to obtain process data on the learning opportunities available to
students; and to determine their views of the educational qualities of their attachments. In
addition we sought to determine whether specific learning objectives were better addressed in
general practice or in hospital, and whether students' stated clinical experience correlated
with their views on their achievement of clinical objectives. Both the study population and
the intervention were identical to those in chapter 3. The outcome measure was a
questionnaire survey of students perceptions' of their learning on the two halves of the block.
Each student completed the same questionnaire twice, once after their hospital experience and
once after their general practice experience. Subsequent subgroup analysis was done to
ascertain the impact of different models of learning medicine in general practice. Statistical
analysis was done using the SPSS package for Windows 3.1. Group means were calculated
for each response, and the mean difference for each student's responses for the two learning
environments were analysed using t-tests for paired samples. In the subgroup analysis,
analysis of variance was calculated using both parametric ANOVA and non-parametric (1way Kruskal-Wallis) tests. Both tests found the same questions to yield significant
differences; probability values using the non-parametric tests were presented. The results
were that students perceived they learnt more about history taking and physical examination
in the community, whereas they learnt more about writing up their clerkings. keeping
progress notes and disease management in hospital. Although they found the general practice
attachment to be slightly more enjoyable than the hospital attachments, both environments
were perceived as equally challenging, interesting and stimulating them to learn more.
Students felt that they had taken and presented more histories per week in general practice,
performed approximately equal numbers of clinical examinations in both environments, but
were observed more by their tutors during clinical examinations in general practice. More
written clerkings were commented on each week in general practice. The conclusions were
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that general practice and hospital environments had different strengths which needed to be
considered for rational curriculum development.
Chapter 5
The aim of this study was to obtain the perceptions of first-year clinical medical students of
the relative advantages and disadvantages of community-based and hospital-based clinical
teaching. This was a qualitative study, which used a purposive sample of first-year clinical
medical students who had experienced both general practice-based and hospital-based
teaching. Participants were invited to participate in individual semi-structured interviews or
focus groups. Interviews and focus groups were audio-taped and transcribed to facilitate
content analysis of the data.
Twenty-four students participated in individual interviews and a further eighteen took part in
focus groups. Respondents identified advantages and disadvantages specific to teaching in
each setting. Chief advantages of hospital-based learning were perceived to include learning
about specialties and the management of acute conditions, and gaining experience of
procedures and investigations. General practice-based learning was perceived as particularly
appropriate for learning about psychosocial issues in medicine, for increasing students'
awareness of patient autonomy and for improving communication skills. In addition, aspects
of organisation and of teaching methods employed by community tutors were viewed as
conducive to a positive educational experience. Students perceived some areas, such as
clinical skills teaching, to be equally-well learned in either setting.
Chapter 6
Chapters 3,4 and 5 had provided some insight into the relative strengths and weaknesses of
general practice based and hospital based teaching of internal medicine: however the reasons
underlying these findings were unclear. The aims of the study in chapter 6 were to determine
the proportion of time students spent on different activities on an internal medicine clerkship,
and to determine whether this differs in general practice and in hospital and to determine
students views on the educational value and enjoyment of various activities. Students
prospectively completed a log diary, recording their activities for two weeks; one week of
their general practice based clerkship and one week of the hospital based clerkship. The
response rate was 68%. Students spent approximately 5.5 hours per day on teaching and
learning activities in both environments, with more time (50 minutes vs 30 minutes, p = .007)
on unsupervised interaction with patients in hospital than in general practice, and more time
(53 minutes vs 21 minutes, p < .001) undergoing assessment in general practice than in
hospital. Standard deviations for mean differences were wide, due to the heterogeneous
nature of the data. Students perceived supervised interaction with patients and teaching by
doctor as the most educational activities. The conclusions were that students greatly valued
interactions with patients, perceiving these as both educational and enjoyable. Curriculum
planners must continue to place patient based learning at the centre of undergraduate medical
education. The heterogeneity of the data suggested that individual students had very different
experiences, despite apparently similar timetables.
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Samenvatting
Hoofdstuk 1
In dit proefschrift wordt een onderzoek beschreven naar onderwijs in de interne geneeskunde
en klinische vaardigheden aan geneeskundestudenten in de huisartspraktijk. In het eerste
hoofdstuk wordt de historische en sociaal-politieke achtergrond geschetst die geleid heeft tot
de ontwikkeling van onderwijs aan geneeskundestudenten in de huisartspraktijk, zowel in het
Verenigd Koninkrijk als daarbuiten. Ook worden de onderzoeksvragen die centraal staan in
dit proefschrift besproken.

Hoofdstuk 2
Hoofdstuk 2 is gewijd aan de pilotstudie. De verschillende onderwijsprogramma's die
ontwikkeld zijn, worden besproken evenals een pilot-evaluatie. Het co-assistentschap interne
geneeskunde in de huisartspraktijk werd ontwikkeld als vervanging voor een traditioneel coassistentschap interne geneeskunde in het ziekenhuis. De leerdoelen van het co-assistentschap
in de huisartspraktijk, het "Extramuraal Co-assistentschap Interne", waren hetzelfde als van
het co-assistentchap in het ziekenhuis. De belangrijkste hiervan waren: het verwerven van
vaardigheden met betrekking tot anamnese, lichamelijk onderzoek en communicatie met
patienten. Daarnaast werden Studenten geacht voldoende kennis te verwerven om deze
vaardigheden te kunnen toepassen en werden Studenten tijdens het co-assistentschap steeds
begeleid bij het ontwikkelen van adequate professionele attitudes. Het co-assistentschap was
als volgt georganiseerd: Studenten liepen stage in duo's of groepjes van 4-6 bij speciaal
geselecteerde en getrainde huisarts-tutoren, eerst twee dagen per week en later een hele week.
Het co-assistentschap duurde 5 weken. In de praktijk zagen de Studenten geselecteerde
patienten (met een 'goede' anamnese of Symptomen) met veelvoorkomende klachten. Elke
week werd aandacht besteed aan een specifiek probleem: pijn op de borst, kortademigheid,
buikpijn, veranderingen in de stoelgang; problemen met mobiliteit; en in de laatste week
stondenproblemen centraal waarbij meerdere Systemen betrokken zijn, bijvoorbeeld diabetes
en alcohol- en drugsmisbruik. De huisarts-tutoren hadden tot taak de Studenten te observeren
tijdens het afnemen van de anamnese en het lichamelijk onderzoek, en ze moesten onderwijs
geven over aanvullend onderzoek, beleid en differentiaaldiagnose. Naast hcl onderwijs in de
praktijk hadden de Studenten elke week een formele onderwijsbijeenkomst met een huisartstutor van de Afdeling Huisartsgeneeskunde en een simulatiepatient waar aandacht besteed
werd aan diagnostische vaardigheden. Aan het eind van het co-assistentschap werden de
Studenten beoordeeld met behulp van een Stationsexamen (OSCE).
Uit de pilot-evaluatie bleek dat de Studenten zeer enthousiast waren over dit onderwijs, dat
het aanvaardbaar was voor de tutoren en dat het voldoende effectief was wat betreft
leerzaamheid voor Studenten. Het onderwijsprogramma kon dan ook voortgezet en uitgebreid
worden.
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Hoofdstuk 3
Omdat het co-assistentschap in de huisartspraktijk opgezet was als vervanging van het coassistentschap in het ziekenhuis was het belangrijk om te onderzoeken of de klinische
vaardigheden door de Studenten even goed geleerd werden in de huisartspraktijk als in het
ziekenhuis. Het onderzoek waarin deze vraag centraal stond, wordt beschreven in hoofdstuk
3. Het doel van dit onderzoek was te bepalen of de Studenten de klinische vaardigheden in de
huisartspraktijk net zo goed leerden als in het ziekenhuis en of er verschillen waren tussen
beide settings betreffende het aanleren van bepaalde vaardigheden. De onderzoeksopzet
bestond uit een gerandomiseerd cross-over-onderzoek waaraan werd deelgenomen door alle
Studenten in het eerste jaar van de klinische fase van de Studie geneeskunde aan de University
College London Medical School (UCLMS). Het onderzoek betraf een blök interne
geneeskunde van 10 weken: 5 weken in de huisartspraktijk en 5 weken in het ziekenhuis. Bij
de start van het co-assistentschap werd willekeurig bepaald waar een student begon en na 5
weken gingen de Studenten naar de andere locatie. De uitkomstmaten van het onderzoek
waren de prestaties van Studenten op twee gelijkwaardige Stationsexamens van 9 stations,
halvcrwege en aan het eind van het blök. Op deze manier konden de prestaties van beide
groepen na 5 weken vergeleken worden en kon de co-variantie bepaald worden, met de
resultaten op het eerste examen als co-variabele, teneinde de relatieve vorderingen van de
Studenten te bepalen in de tweede 5 weken van het co-assistentschap. Aan het blök werd
deelgenomen door 225 Studenten; alle Studenten deden ten minste een examen en 208
Studenten (92%) deden beide examens. Tijdens de eerste helft van het jaar was er geen
significant verschil tussen beide locaties wat betreff de door de Studenten verworven
vaardigheden; daarna bleek echter dat de Studenten in de huisartspraktijk een iets grotere
toename in vaardigheden te zien gaven dan de Studenten in het ziekenhuis (P=0.007). De
conclusie was dat klinische vaardigheden net zo goed in de huisartspraktijk geleerd kunnen
worden als in het ziekenhuis; verder onderzoek moest uitwijzen waar specifieke
vaardigheden. kennis en attitudes het best geleerd kunnen worden om te komen tot een
rationele planning van de geneeskundeopleiding.

Hoofdstuk 4
Als vervolg op het onderzoek beschreven in hoofdstuk 3 zijn twee onderzoeken gedaan om
een sterkte-zwakteanalyse te maken van een co-assistentschap interne geneeskunde in de
huisartspraktijk en het ziekenhuis. Hoofdstuk vier is gewijd aan een onderzoek waarin een
enquete werd afgenomen om deze vraag te kunnen beantwoorden. In hoofdstuk 5 wordt een
kwalitatief onderzoek beschreven over hetzelfde onderwerp.
Het onderzoek dat beschreven wordt in hoofdstuk 4 had tot doel: de mening te peilen van
Studenten over de mate waarin het onderwijs in de interne geneeskunde hun de mogelijkheid
bood te voldoen aan de leerdoelen voor het eerste jaar van de klinische fase; data te
verzamelen over de mogelijkheden die Studenten kregen om te leren; de mening van Studenten
te peilen over de onderwijskundige kwaliteit van de verschillende co-assistentschappen.
Daarnaast wilden we onderzoeken of bepaalde leerdoelen beter pasten bij een coassistentschap in de huisartsenpraktijk of in het ziekenhuis en of de mening van de Studenten
over hun klinische ervaringen overeenkwam met hun mening over het voldoen aan de
klinische leerdoelen. De methode en de onderzoekspopulatie waren dezelfde als in hoofdstuk
3. De uitkomstmaat was een enquete waarin Studenten naar hun mening gevraagd werd over
hun leerervaringen in de twee delen van het blök. Elke student vulde dezelfde enquete
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tweemaal in, na het co-assistentschap in het ziekenhuis en na het co-assistentschap in de
huisartsenpraktijk. Vervolgens werden de resultaten per subgroep geanalyseerd om het effect
te meten van de verschillende modeilen voor het leren van interne geneeskunde in de
huisartspraktijk. De statistische analyse werd uitgevoerd met behulp van SPSS voor Windows
3.1. De groepsgemiddelden werden berekend voor elk antwoord. Met behulp van t-toetsen
voor gepaarde steekproeven werd het gemiddelde verschil berekend tussen de antwoorden
van elke student betreffende beide leeromgevingen. Variantieanalyse werd uitgevoerd in de
analyse van de subgroepen met behulp van parametrische ANOVA en non-parametrische
toetsen (eenzijdige Kruskal-Wallis-toets). Bij beide toetsen bleek dat dezelfde vragen
significante verschillen opleverden; de p-waarden voor de non-parametrische toetsen werden
weergegeven. Het bleek dat de Studenten van mening waren dat ze in de huisartspraktijk meer
leerden over anamnese en lichamelijk onderzoek. maar dat ze in het ziekenhuis meer leerden
over verslaglegging, het maken van aantekeningen over de voortgang en hoe ziekten in het
ziekenhuis behandeld worden. Hoewel de Studenten het co-assistentschap in de
huisartspraktijk iets aantrekkelijker vonden dan het co-assistentschap in het ziekenhuis,
vonden ze beide even uitdagend en boeiend en werden ze door beide gemotiveerd om meer te
leren. De Studenten gaven aan dat ze in de huisartspraktijk per week vaker een anamnese
afnamen en presenteerden. dat ze ongeveer evenveel patienten onderzochten in beide settings,
maar dat ze in de huisartspraktijk vaker geobserveerd werden bij het onderzoeken van
patienten. In de huisartspraktijk werden hun verslagen vaker besproken. Geconcludeerd werd
dat zowel de huisartspraktijk als het ziekenhuis hun eigen, verschillende, sterke punten
hadden en dat het belangrijk is om hiermee rekening te houden bij het ontwerpen van een
curriculum.

Hoofdstuk 5
Het doel van dit onderzoek was om de meningen te inventariseren van eerstejaars coassistenten betreffende de voor- en nadelen van klinisch onderwijs in de eerste lijn en in het
ziekenhuis. Het betrof een kwalitatief onderzoek onder een steekproef van eerstejaars coassistenten die ervaring hadden met klinisch onderwijs in de huisartspraktijk en in het
ziekenhuis. De deelnemende Studenten werden uitgenodigd om deel te nemen aan individuele
semi-gestructureerde interviews of een focusgroepdiscussie. Zowel de interviews als de
focusgroepbijeenkomsten werden opgenomen op geluidsband en getranscribeerd om de data
te kunnen analyseren.
Vierentwintig Studenten namen deel aan de individuele interviews en nog eens 18 Studenten
namen deel aan de focusgroepdiscussies. De deelnemers gaven aan dat beide locaties
specifieke voor- en nadelen hadden. De belangrijkste voordelen van het ziekenhuis waren het
leren over specialismen en acute situaties. en het opdoen van ervaring met procedures en
aanvullend onderzoek. Het leren in de huisartspraktijk vonden de Studenten vooral geschikt
om te leren over psychosociale aspecten van de geneeskunde, om zieh beter bewust te worden
van de autonomie van patienten en om communicatievaardigheden te verbeteren. Bovendien
werd een aantal aspecten van de organisatie van het co-assistentschap in de huisartspraktijk en
de onderwijsmethoden die door de huisarts-tutor werden gehanteerd gezien als een bijdrage
aan een positieve leerervaring. De Studenten gaven aan dat voor sommige onderwerpen, zoals
het leren van vaardigheden, beide settingen even geschikt waren.
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Hoofdstuk 6
Hoofdstuk 3, 4 en 5 leverden inzicht op in de sterke en zwakke punten van onderwijs interne
geneeskunde in de huisartspraktijk in vergelijking met het co-assistentschap in het ziekenhuis;
de onderliggende factoren van deze bevindingen waren echter niet duidelijk. Het onderzoek
dat in hoofdstuk 6 beschreven wordt, had tot doel te bepalen hoeveel tijd de Studenten
besteedden aan verschillende werkzaamheden tijdens het co-assistentschap interne
geneeskunde en te bepalen of hierin verschillen bestünden tussen de huisartspraktijk en het
ziekenhuis. Ook werd de mening van Studenten gevraagd over de leerzaamheid van de
verschillende activiteiten en of ze de werkzaamheden aantrekkelijk vonden. De Studenten
hidden prospectief een logboek bij waarin ze gedurende twee weken hun activiteiten
opschreven: dit betraf een week van het co-assistentschap in de huisartspraktijk en een week
co-assistentschap in het ziekenhuis. De respons bedroeg 68%. De Studenten besteedden op
beide locaties per dag ongeveer 5.5 uur aan onderwijsactiviteiten. In het ziekenhuis
besteedden zij meer tijd dan in de huisartspraktijk (50 minuten versus 30 minuten, p = .007)
aan contacten met patienten waarbij zij niet geobserveerd werden en in de huisartspraktijk
werd meer tijd besteed aan beoordelingsgesprekken dan in het ziekenhuis (53 minuten
tegenover 21 minuten, p <.001). De standaarddeviaties van de gemiddelde verschillen waren
groot tengevolge van de heterogeniteit van de data. De Studenten vonden patientencontacten
met supervisie en onderwijs door artsen de meest leerzame activiteiten. Geconcludeerd kan
worden dat Studenten patientencontacten zeer waarderen en dat ze deze zowel leerzaam als
leuk vinden. Curriculumplanners moeten patientgecentreerd leren dan ook een centrale plaats
geven in de geneeskundeopleiding. De heterogeniteit van de data wijst erop dat de ervaringen
van Studenten tijdens het co-assistentschap, ondanks het feit dat de roosters op het eerste
gezicht vergelijkbaar zijn, zeer sterk uiteenlopen.

Hoofdstuk 7
In het onderzoek dat in dit artikel beschreven wordt, zijn de kosten van het co-assistentschap
interne geneeskunde in de huisartspraktijk berekend aan de hand van de opgedane ervaringen.
Bij de kostenberekening is uitgegaan van de vaste lasten voor WP en NWP ten laste van de
faculteit en vervangingskosten voor de huisartspraktijken om aan de verplichtingen tegenover
de National Health Service te kunnen blijven voldoen. Kosten voor huisvesting en dergelijke
zijn buiten beschouwing gebleven en de overeenkomstige kosten van een co-assistentschap in
het ziekenhuis konden niet worden berekend. Er is een voorstel gedaan voor financiering op
de lange termijn, dat inmiddels is omgezet in nationaal beleid. Sinds de publicatie van dit
artikel is er financiering beschikbaar gekomen voor de huisartspraktijken via de Service
Increment for Teaching (SIFT).

Hoofdstuk 8
Of onderwijsprogramma's op de lange termijn blijven functioneren is afhankelijk van de
actieve en enthousiaste inzet van alle betrokkenen. niet alleen de Studenten. De huisartstutoren namen een nieuwe toi op zieh, die meer en andere vaardigheden en kennis vereiste
dan het werken in de praktijk of het traditionele onderwijs in de huisartsgeneeskunde volgens
het leermeester-gezelmodel. In dezelfde periode hadden de huisartsen te maken met
ingrijpende veranderingen in de huisartspraktijk. Er was veel stress onder huisartsen. Veel
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huisartsen gingen vervroegd met pensioen en het was moeilijk om nieuwe huisartsen te
vinden omdat minder artsen de huisartsopleiding kiezen. Van zeer groot belang voor de
continuiteit van het programma was de invloed die het onderwijsprogramma had op de
motivatie van de huisartsen. Toen dit onderzoek in 1997 werd uitgevoerd liep er een
programma in Londen om meer onderwijs te geven in de huisartspraktijk. Dit maakte het
mogelijk om een onderzoek te doen waarbij interviews werden afgenomen bij huisartsen van
alle deelnemende geneeskundeopleidingen die betrokken waren bij klinisch
vaardigheidsonderwijs.
Het doel van het onderzoek was om de mening van de huisartsen te peilen over de invloed
van het geven van vaardigheidsonderwijs en de bijbehorende docententrainingen op hun
motivatie en dagelijkse praktijk. In een semi-gestruetureerd interview zijn vragen over het
effect van onderwijs en docententraining op motivatie, zelfvertrouwen betreffende klinische
vaardigheden en vaardigheden als docent, en dagelijkse praktijk voorgelegd aan 30 huisartsen
die betrokken waren bij onderwijs in klinische vaardigheden. Het belangrijkste resultaat was
dat de huisartsen vonden dat hun motivatie positief beinvloed werd. Binnen
docententrainingen werd dit toegeschreven aan de steun die men kreeg van collegae;
verbeterde docentvaardigheden; en het opfrissen van klinische kennis en vaardigheden.
Binnen het funetioneren als docent werd dit toegeschreven aan het feit dat men het eigen
blikveld kon verbreden; contact had met enthousiaste Studenten; meer tijd kon besteden aan
patientencontacten; beter funetioneerde in de praktijk; en verbetering van docentvaardigheden
en het imago van de praktijk. Problemen met onderwijs geven hadden te maken met externe
factoren zoals tijd- en ruimtegebrek en bezorgdheid of de vervanging terwijl men bezig was
met onderwijs. Geconcludeerd werd dat onderwijs in klinische vaardigheden een positief
effect kan hebben op de motivatie van huisartsen door het contact met Studenten en collegae,
waarbij wel belangrijk is dat er goede oplossingen gevonden worden voor logistieke en
financiele problemen.

Hoofdstuk 9
Patienten zijn ook van groot belang voor het onderwijs in de huisartspraktijk. Deze aanpak
van klinisch vaardigheidsonderwijs vraagt van patienten een tijdsinvestering van 2 tot 3 uur
om geneeskundestudenten te helpen leren. Sommige patienten doen dit regelmatig, 6-10 keer
per jaar, wat een aanzienlijke tijdsinvestering betekent. Patienten komen speciaal voor het
onderwijs naar de praktijk en krijgen dan niet de gebruikelijke medische zorg. Het was dan
ook belangrijk om te onderzoeken wat patienten vinden van dit soort onderwijs en of ze het
gevoel hebben dat er druk op hen wordt uitgeoefend om mee te doen. wat hun redenen zijn
om mee te doen en of ze vinden dat er aanpassingen nodig zijn in het programma om
tegemoet te komen aan de behoeften van patienten.
Het doel van dit onderzoek was om inzicht te krijgen in wat patienten vinden van onderwijs in
de eerste lijn om zo inzicht te krijgen in zowel de positieve als de negatieve kanten voor de
deelnemende patienten. Semi-gestructureerde interviews werden afgenomen bij 15 patienten
uit de huisartspraktijken die deelnamen aan het programma "Extramuraal Co-assistentschap
Interne". De belangrijkste bevindingen waren dat de deelnemers zeer positief oordeelden over
deelname aan het onderwijsprogramma. Dit hing samen met twee onderliggende factoren:
altruistische motieven en eigenbelang. De altruistische motieven waren: het verlenen van een
dienst aan de maatschappij en iets terugdoen voor het gezondheidszorgsysteem. Aspecten die
samenhingen met eigenbelang waren: het opdoen van kennis, een versterkt gevoel van
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eigenwaarde en sociale contacten. Aspecten waar patienten zieh zorgen over maakten waren:
verlegenheid, extra nadruk op de ziekenrol, en bezorgdheid over het feit dat Studenten
toegang hadden tot hun gegevens. De conclusie was dat de patienten hun deelname aan het
onderwijsprogramma zeer waarderen en het gevoel hebben dat ze een waardevolle bijdrage
leveren. De bevindingen van dit onderzoek zijn geruststellend voor de deelnemende artsen en
artsen die deelname in de toekomst overwegen. Dokters moeten zieh bewust zijn van
mogelijke veranderingen in de arts-patientverhouding als zij patienten actief betrekken bij het
onderwijs.

HoofdstuklO
In het laatste hoofdstuk wordt het belang van onderzoek van onderwijs besproken. Een aantal
uitdagingen voor onderzoekers van onderwijs wordt besproken en oplossingen voorgesteld.
Dit hoofdsluk geeft ook een samenvatting van aspecten waar rekening mee gehouden moet
worden als men klinisch vaardigheidsonderwijs in de huisartspraktijk op grote schaal wil
invoeren en continueren. Hieronder vallen: aantal onderwijspraktijken; toewijzing van
middelen; docententraining van huisartsen voor hun rol als tutor en voorkomen van burnout;
de invloed op de praktijkvoering; infrastructuur zoals een ruimte waar Studenten kunnen
studeren, bibliotheek en IT-voorzieningen. administratieve ondersteuning; het effect op
patienten en patientenzorg; en de voortdurende noodzaak om onderzoek te doen en te
evalueren.
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