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Introduction

The Nufhield Provincial Hospitals Trust organized a Conference
at Christ Church, Oxford, in 1961 on the subject of postgraduate
medical education (1). This was attended by leaders drawn from
the university world, the Royal Colleges, and the chief officials of
- the Ministry of Health. The Conference aroused an intense
interest in postgraduate medical education and led to the estab-
lishment of postgraduate medical centres at district hospitals
throughout England and Wales. These were initially financed by
the Trust but afterwards by the Ministry of Health, later the
Department of Health and Social Security. In 1973 the Trust
organized another Conference at Pembroke College, Oxford (2).
As a result, this survey of medical education was commissioned to
include undergraduate, postgraduate, and continuing medical
education within the framework of the National Health Service.

Through the co-operation of the Committee of Vice-
Chancellors and Principals, thirteen medical schools were visited
as well as those Royal Colleges and Faculties situated in London
(Appendix I). The report is based on these visits and the helpful
and critical suggestions of many other leaders of medical thought .
with whom we discussed the problems. I am particularly grateful
to the junior members of staff and students who have spoken so
freely of the good and bad aspects of medical education as they
have known it and now know it in this country. When I was
younger I formed the opinion that nobody was in a better position
to comment critically and constructively on education than those
who had recently been subjected to it. I have never had any reason
to alter this view.

Undergraduate medical education has been the subject of
numerous enquiries and reports. The General Medical Council
has commissioned a factual survey (3), which is contemporary
with this report; although the Goodenough Committee (4) and
the Royal Commission (5) devoted their attention to the whole
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of medical education, postgraduate education was then in its
infancy. Now the situation is transformed. Postgraduate educa-
tion has developed mightily and is a reality which has to be
synthesized with that in the undergraduate period. This report,
then, is an attempt to look at medical education as a whole and to
see the respective roles and purposes of undergraduate, graduate
and continuing education and the outstanding needs of each. This
is important if the best use is to be made of the splendid young
men and women who are now flocking to our medical schools.

Throughout this report I am conscious of the fact that no
method has yet been devised to test whether one form of education
is superior to another. All assessments are in the nature of value
judgements and this is no exception. Others, faced with similar
evidence, might have come to different conclusions. In defence of
what is written here I can say that it is in essence a distillate of
the views of the eager young men and women who have talked
to us. For my part, | have been passionately interested in helping
the young to develop their curiosity, skills, and critical faculties
since I first began as a schoolmaster fifty-one years ago.

Although the value of any particular change in education is
impossible to assess objectively and quantitatively, educators
have to make the attempt. It may be suggested that the value of
medical education can be assessed by :

1. The performance of its graduates in their chosen tasks as
general practitioners, specialist physicians or surgeons, medical
administrators or research workers.

2. Their liveliness of mind as revealed by interest, originality,
and critical ability.

3. Their knowledge.

4. Their ability to communicate facts and ideas accurately and
economically to others; in other words, their mastery of written
and spoken language (in this case English).

It would be my view that competence and progress should be
judged by tests to assess these qualities.

The outstanding issues

Medical education presents a number of objectives which are in
conflict. One that runs throughout is the conflict between train-
ing the mind as an instrument of precision and enquiry, and
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training the individual to react quickly and appropriately to
specified issues. The first is a function common to all education.
It should produce a permanently heightened awareness and capa-
city for solving problems and arriving at a sound judgement of
issues, new or old. The second is a more transient acquisition, for,
as practice changes, what may have been an appropriate reaction
yesterday becomes inappropriate today and may be less so to-
morrow. Because of the Medical Acts and the responsibility of
the General Medical Council and licensing bodies to produce
people qualified to practise medicine, surgery, and midwifery, the
second objective has often taken precedence over the first. It has
long been apparent to thoughtful educators that these two objec-
tives should be separated, to some extent at least, in emphasis and
time. This has now been achieved or begun to be achieved. The
development of graduate and continuing education is specifically
designed for doing things, whether it be practice, administration,
or research. The undergraduate period is in this way freed for its
proper purpose—the training of the mind. This is a matter of no
small moment. Today, as never before in Britain, young men and
women prefer the career of medicine to all others (6). Those com-
ing into medicine are a highly selected cohort of great ability and
great enthusiasm. This survey has revealed that they tend to be
disappointed, partly by the low intellectual content of the under-
graduate period and the way in which it tends to mould them into
a uniform pattern, and partly by the growing inflexibility of the
graduate period and the bureaucratic control of the National
Health Service. Frustration has been an important cause of emi-
gration in the past, is so in the present and will be in the future.
It is therefore of the greatest importance that these faults in our
educational system should be recognized and remedied urgently.

The second conflict is an extension of the first. It is the conflict
between the needs of the service and the needs of education. This
applies particularly to the graduate period. Although the student
learns best by doing, and when, in the undergraduate clinical
period, he is a member of the team that investigates and advises
the sick patient, his responsibilities in this direction are vicarious.
In the graduate period, however, he is actually responsible,
though that responsibility is limited. The demands made by prac-
tice are often so heavy that the graduate student finds too little
time for educational purposes. Nor, indeed, are the needs of
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education the first priority for the average student. At long last
he is doing what he wanted—caring for patients. Moreover, the
last five years has seen the growth of the trades union mentality,
the concept of the forty-hour week and overtime payments. The
average graduate occupying a junior hospital post, which is an
integral part of his training, tends to regard it as primarily a
service post because that brings money while the benefits of edu-
cation are less tangible and less immediate. The same conflict is
experienced by teachers who hold appointments in the NHS
rather than a university. There is an increasing tendency to
regard service as having priority over teaching, an attitude which
is certainly not discouraged by the DHSS.

The task of medical education is to train future doctors. This
simple statement conceals several complex issues.

First, there is not just one kind of doctor. His role in the com-
munity may range from family doctor through every variety of
specialist to community physician, administrator, and research
worker.

Second, medical knowledge is expanding and the world is
changing. The doctor’s task tomorrow may be, and probably will
be, very different from that of today.

Third, he does not work in vacuo. He has to take his place and
solve his problems in the context of the university world at one
extreme and that of the NHS at the other. The structure, attitude,
and finances of these bodies may play a decisive role. -

Finally, the doctor’s task is to help his patients to live the fullest
lives possible. The doctor himself must therefore have an under-
standing of the society in which he lives and of the part played
in it by government, business, educational, charitable, and other
bodies. He must know where to seek help for his patients and how
to work with nurses, social workers, and other so-called para-
medical professions.

This account of the work of the future doctor makes it plain at
the outset that a narrow education or training is not the best
preparation for his life’s work. What he needs above all is a
trained mind. However, it would be a mistake to suppose that the
subject matter by which his mind is trained is irrelevant. Any
competent craftsman, artist, scientist or any specialist worker
must be familiar with his material. In the case of the doctor, his
material is man, his mind, his body and his place in society.
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The role of the subject matter in training the mind was never
better expressed than by the Cambridge University Committee
on Education and Business (7) of which Sir Frederick Bartlett, the
great psychologist, was a member :

The view that a university course should not be closely
related to a man’s ultimate career, but should be a general
education in non-vocational subjects, is open to various in-
terpretations. If it is meant that a university course should
not consist merely of specific instruction designed to earn
one’s living, then no objection can be taken to it. If on the
other hand the statement is interpreted to mean that a man
is best prepared for life by reading subjects wholly uncon-
nected with his career, then a good many objections can be
taken to it. Such an interpretation depends ultimately on
the assumption that habits of thought are transferable from
one subject to another, but there is nothing in experimental
psychology to suggest that such transfer will take place
automatically.

Any subject can be used as a means of training and devel-
oping the intelligence, and when intelligence has been
developed by exercise it will be a better instrument for study-
ing other subjects. This, however, is not the same as saying
that the clarity of thought attained in one subject is directly
transferable to another. In order to secure clarity the ideas
involved must be easily manipulated and an early acquain-
tance with these ideas is a great aid to proficiency. Further,
if the subject is one for which the student has special interest,
he will more readily advance by using his innate ability un-
checked by lack of interest in the subject matter. Perhaps
one of the most useful conclusions of experimental psycho-
logy has been to stress the importance of developing intelli-
gence in conjunction with special aptitudes and interests
and this should be taken into account when considering the
desirability of courses for university men going into
business.

Undergraduate, graduate, and continuing education

Medical education terminated on graduation for many doctors
until the application of the Medical Act of 1953 which required
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the satisfactory completion of a year’s house jobs in hospital
before full registration. Since then, undergraduate education has
been increasingly supplemented by graduate and continuing edu-
cation. Undergraduate education should be designed to train the
basic doctor. It would seem obvious that undergraduate education
should have as its principal aim the training of the student’s mind
so that he knows how to learn, that he has acquired the basic
discipline of scholarship and the habit of self-education. My
survey has revealed that this is far from the case. Indeed, in many
schools these attitudes and habits are encouraged very seldom or -
not at all. In many schools the student who graduates has had
little or no training in how to express himself lucidly and gram-
matically in speech or writing. He has not the habit of working
in the library, nor has he the habit of asking questions and gath-
ering material so that those questions can be answered. Indeed,
literacy and scholarship are on the decline in our medical schools.
This is by far the most important part of my report.

Graduate education is designed to provide the specialized
knowledge and skills necessary for general practice, specialties
practice, medical administration, and medical research. Continu-
ing education is designed to keep the doctor au fait with expand-
ing knowledge and changing practice: it keeps him up to date.

The roles of undergraduate, graduate, and continuing education
are clear enough. But they were not always so. The difficulty
arises from the Medical Acts 1858-1958 requiring the General
Medical Council to ensure that the schools produce doctors com-
petent to practise medicine, surgery, and midwifery. As the only
obligatory education was that ending on graduation or obtaining
the diploma of a licensing body, the undergraduate curriculum
attempted to ensure that this provision was met. In fact it never
was realistic and never could be, as will be discussed in the next
section. The increasing provision of a graduate education which
has as its specific purpose the training of graduates to practise in
that specialty, including general practice, is liberating the under-
graduate curriculum for its proper purpose. The last loophole
allowing an improperly trained doctor to practise medicine is
being closed. The National Health Service (Vocational Training)
Act of 1978(8) is designed to end this by requiring a Health
Authority only to include in its list of medical practitioners un-
dertaking to provide general medical services those who are
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‘suitably experienced’. It is hoped that this Act will come into
full operation in 198o.

By the time those entering medical schools today have com-
pleted their medical education and become registered medical
practitioners, it seems justifiable to assume that all practitioners
of medicine should have had suitable graduate experience.

The considerations just outlined prompted me to ask the
regional postgraduate committees and specialty advisers in the
centres I was about to visit whether their staff could undertake to
teach graduates in their region all the special knowledge and skills
needed for specialist practice. In general they agreed that they
could, though there remain certain practical difficulties which
will be discussed in the main body of the report. They also agreed
with the important prerequisite that the student had learned
how to learn, and that this was the most important objective of
the undergraduate period.

The Medical Acts and their implications

The Annual Report of the General Medical Council for 1975 (9)
says

The present Council’s powers do not effectively extend be-
yond the undergraduate curriculum which should (under
the present Medical Acts and in language dating from 1886)
‘sufhciently guarantee the possession of the requisite know-
ledge and skill for the efficient practice of medicine, surgery
and midwifery’. The Merrison Report recognized that this
is no longer realistic.

This requirement has dominated the curriculum and examin-
ations for medical degrees during the whole of my life as student,
teacher, and examiner and merits closer scrutiny. For, although
it is hoped it will soon be obsolete and succeeded by a new Med-
ical Act, that time has not yet come.

The Act has never been a realistic one during my own exper-
ience which goes back over fifty years in clinical medicine. Its
strict interpretation meant that on graduation the doctor was
competent to perform any surgical or gynaecological operation,
to deliver a child with the most difficult presentation, diagnose
and treat the rarest poisoning, manage the most complicated
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medical, psychiatric, or paediatric problem. And examiners re-
quired such evidence as a written paper or a viva could provide
that the student possessed such competence.

Two anecdotes may make clear the absurdity of the position.

A colleague, and a most distinguished thoracic surgeon, related
how, during a locum in general practice soon after qualification,
a patient told him she was being poisoned by her husband with
arsenic. After consulting his books, he considered this to be pos-
sible. As a student he had performed Marsh’s test for arsenic

oisoning, and set out to repeat it on samples of her hair and nails
which he duly collected. He found a flask, a funnel, some corks,
and some glass tubing in the doctor’s dispensary and made a
suitable porcelain container out of a broken crucible. He got
some zinc off the roof and set up the apparatus so that hydrogen
could be passed over the heated nails and hair and so that the
sublimed arsenic could be seen on the glass tube as he had been
taught to do. He lit the hydrogen escaping from the tube at which
the whole apparatus exploded. Fortunately he was uninjured.
But he wisely asked the forensic laboratory to perform the next
test.

During my tenure of the Regius Professorship at Oxford we
reformed the teaching and examinations in some subjects. One
was anatomy, at that time the student’s greatest bug-bear in the
development of his mind. We sought an examiner who would
understand that anatomy was being taught as an educational
subject and not simply for the practice of surgery. I thought I
had found such a2 man in an old colleague. I listened while he
asked the student to name the successive branches emerging from
the abdominal aorta in a cadaver. When we got to the inferior
mesenteric he asked what viscera were supplied by that vessel.
The student gave a complete and correct answer but did not know
the exact amount of the rectum supplied. The examiner asked me
what I thought and I said that I thought he was very good, that
the only question he had muffed was the last which, in my
opinion, was trivial. No, said the anatomist, by no means trivial.
You have to know that before you can excise the rectum safely.
My mind still boggles at the thought of a newly graduated doctor
undertaking the total excision of rectum on the faint remem-
brance of the anatomy he learned as a student.

These two examples show how absurd the literal interpretation
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of the Act now is. The fact is that the practice of medicine, sur-
gery, and midwifery now requires such a range of practical exper-
ience that no man is ever competent over the whole. Perhaps the
most important attribute of a competent doctor is that he knows
what he can do and what he cannot do. The best doctors also
know to whom to turn for help in a given case. The man who
considers that he is competent over the whole field, whatever his
previous experience and however many diplomas he has obtained,
is a public menace. It is to be hoped that the new Medical Act
will make postgraduate experience essential for practice and will
not require competence in every subject.

I will say no more on this subject which is bound to receive the
earnest attention of the General Medical Council.

Q.E.—2
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The regulation of
medical education

Medical education in the United Kingdom is quite unusual in that
it is controlled not directly by Government but by a central
statutory body, the General Council for Medical Education (Gen-
eral Medical Council) established in 1858; and financed by the
Treasury through the University Grants Committee. Both the
GMC and the UGC inspect the medical schools through visita-
tions, those of the UGC being at intervals of five years. The GMC
issues Recommendations (10) concerning the medical curriculum
(undergraduate) which medical schools should try to follow.
(Though, as we shall see, the 1967 Recommendations were too
‘liberal’ or ‘enlightened’ for the teachers.) The GMC may with-
draw its recognition of a medical school as a ‘licensing body’ and
the UGC withhold funds if the teaching in a school is unsatisfac-
tory. To date this has never happened.

In addition to the GMC’s Recommendations, the pattern of
medical education has been greatly influenced by two government
sponsored reports, an Interdepartmental Committee of Medical
Schools (1944) chaired by Sir William Goodenough (4), and a
Royal Commission on Medical Education, chaired by Lord
Todd (5). The Government formally accepted the first and asked
the UGC to implement it. The Todd recommendations were not
formally accepted, but the University of London, the Ministry
of Health, and the UGC agreed to accept and to implement its
recommendations so far as they concerned London.

The Goodenough Report

The Goodenough Report was a most enlightened document. It
emphasized the importance of the university, of proper staffing,
of whole-time appointments, and of graduate education. It recom-
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mended that there should be a compulsory year of house appoint-
ments before the licence to practise was granted, and that
postgraduate training for specialists of four to five years should
be organized. It recommended the abolition of the non-university
schools in Edinburgh and Glasgow and their absorption by the
university. The London medical schools were to become integral
parts of the university and separate in organization and in finance
from their parent hospitals. No new medical schools were to be
established but if new ones were needed in the future they should
be set up in existing universities. In view of overcrowding of
hospitals in Central London, Charing Cross, St George’s, and the
Royal Free should move peripherally. Amalgamation of the
smaller schools was not recommended.

Premedical training in medical schools should be abolished and
transferred to proper university departments. Preclinical teaching
should be shorn of unnecessary detail. In the clinical period,
teaching should be organized by divisions of medicine, surgery,
obstetrics, and pathology, each under the control of a whole-time
university professor. Each division would have a full complement
of whole-time university staff who in turn would have proper
facilities for research and teaching. Honoraries who continued to
teach medical students would receive a part-time salary provided
that it was agreed that the professor was personally respcasible
for the organization of teaching in the division. The curriculum
would be reorganized to make it a continuous whole, instead of
a series of parts. Integration was the key word. To this end, pre-
clinical and clinical studies should be pursued on the same site or
as near to each other as was feasible and preferably on or adjacent
to the university campus.

To put its proposals into effect it recommended that the Treas-
ury should allocate an additional £134 million to £2%; million
annually, and a capital grant of not less than £5 million. No school
would be eligible for the new Treasury money unless it had agreed
to effect the reforms in the report.

The implementation of the Goodenough Report was entrusted
to the UGC on which I was privileged to serve at the relevant
period (1944-54). I was fortunate enough to have two other
experiences which increased my personal awareness of the change.
I qualified at St Thomas’s in 1928, joined the research and teach-
ing staff of UCH in 1930, and became Professor of Medicine at St
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Mary’s in 1939. As Secretary of the Royal College of Physicians’
Committee on Medical Education I wrote its report in 1944.

The Goodenough Committee considered that the optimum
annual intake for a medical school was 100, for which a teaching
hospital of about 1,000 beds was required. The Committee there-
fore encouraged the large schools of Edinburgh, Glasgow, Cam-
bridge, and St Bartholomew’s to reduce their intakes to this level,
and the small schools in London and the provinces to increase.
Teaching hospitals in general remained too small, but some
universities like Edinburgh brought in the adjacent former muni-
cipal hospitals to help and planted in them whole-time staff of
university clinical departments.

The Todd Report

The report of the Todd Committee published in 1968 may be
considered under the following headings.

Postgraduate education. The Committee endorsed the changes
that had occurred in the provision for an organization of post-
graduate education since the fillip given to it in 1961 by the
Nuffield Provincial Hospitals Trust(1), and the recognition of its
profound importance. They thought no changes were required in
the intern year, except that the universities should supervise it
more strictly. This should be followed by a period of general pro-
fessional training lasting about three years and embracing senior
house officer and registrar posts.

On completion of general professional training all doctors
seeking a career in the hospital service should enter a single
career grade of Junior Specialist. When they had the prac-
tical experience as a Junior Specialist they would be eligible
for vocational registration and could expect promotion to
specialist ... Promotion to the Consultant grade would be
on demonstrated ability.

The period as a junior specialist would be occupied in advanced
professional training of appropriate duration the details of which
would be worked out, presumably by the universities, the Royal
Colleges, and the NHS. Special arrangements would be made for
training for general practice. In the assessment of general pro-
fessional training ‘there is no place for a single “pass or fail”
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examination’. Assessment would be made on reports by super-
visors.

Some measure of objectivity will need to be introduced by
using standard tests of knowledge and skill. If, as we hope,
the early postgraduate period ceases to be dominated by
preparation for formal examinations many more trainees
should be able to take part in research ... The time has now
come in our view for the establishment of a system of voca-
tional registration as the necessary complement to a proper
system of vocational training: we recommend that the Gen-
eral Medical Council should be the vocational registration
authority.

They considered

there should be a central body to be known as the Central
Council for Postgraduate Medical Education and Training
in Great Britain for the general oversight of postgraduate
education ... composed of representatives of the Universi-
ties, of the main branches of the National Health Service
and of the appropriate professional colleges.

Undergraduate education. They considered that ‘the form of
apprenticeship in which the aspiring student walked the wards
with leading practitioners’ represented ‘an obsolete concept of
medical education’. The undergraduate course should be of five
years’ duration, preferably offering a degree in medical science as
well as a medical degree, and including two years of fundamental
clinical education. The student should acquire ‘first 2 knowledge
of the medical and behavioural sciences sufficient for him to un-
derstand the scientific basis of his profession’, and secondly a
general introduction to clinical method and patient care in the
main branches of medicine and surgery together with an intro-
duction to social and preventive medicine. They considered that
the undergraduate course should last five years, the preclinical
being increased beyond two years, and the clinical course ‘should
be remodelled and reduced in length’. They favoured a three-year
preclinical course of a flexible nature based on modules. A pos-
sible curriculum, included two years of compulsory subjects, an
equivalent of one term on limited alternatives, and two terms in
two optional subjects. In addition to the present preclinical and



14 Quest for excellence

paraclinical subjects, the course would include epidemiology,
statistics, evolution genetics, psychology, and sociology as com-
pulsory subjects. The student would be able to qualify for a
degree in medical sciences on completion of the course. In the
clinical course they thought that the emphasis should be on col-
laborative interdisciplinary teaching such as the clinico-
pathological conference, the clinico-pharmacological conference,
the seminar, and the newer methods of integrated teaching and
small group clinical teaching. They also thought that time should
be found for the traditional clinical clerking and that this is of
special value in an intensive, even if short, period of clerking dur-
ing which the student is free of other commitments. Their speci-
men curriculum lasted go weeks.

A course based on the principles outlined above would have
no place for the kind of examination which has traditionally
dominated the medical course .. . The Medical Science degree
examination would then consist mainly of a careful review
of the student’s achievement as shown by frequent reports
or minor examinations in each module he has taken.

These assessments could be supplemented by an additional final
test if this was needed to resolve any doubts about the appropriate
class and degree. The same method would be applied to the degree
in medicine built up from periodic reports on the student’s per-
formance based, where appropriate, on written oral or practical
tests and completed by a comprehensive review at the end of the
course.

The Report recommended an optimum size of 200-250
students a year as opposed to 100 by Goodenough. This important
difference will be considered in the light of the experiences of the
schools I have visited. They also recommended that the number of
medical schools in London be reduced from twelve to six by a
series of amalgamations and that each should become the medical
faculty of a multifaculty institution. This again will be consid-
ered later in this Report.

General Medical Council

The Recommendations of the General Medical Council are, at
least in theory, the basis on which medical schools plan their
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curricula for it is the Council that decides whether the degree of
the university shall carry with it the licence to practise. The most
recent recommendations of 1957 and 1967 both urged the medical
schools to experiment. It is partly due to this that there is now so
much difference between one school and another that it is difh-
cult for students to change in the middle. Until 1970 it was quite
easy for an Oxford preclinical student to proceed anywhere in the
British Isles for his clinical work and for a clinical student from
anywhere in the British Isles to complete his course at Oxford.
The differences in curricula now make this virtually impossible.
The last recommendations of the General Medical Council (1967)
are so eminently in accord with enlightened university thought
that I quote extracts.

1. The object of this basic medical education should there-
fore be to provide doctors with all that is appropriate to the
understanding of medicine as an evolving science and art,
and to provide a basis for future vocational training; it is
not to train doctors to be biochemists, surgeons, general
practitioners, or any other kind of specialist.

2. The Council feel that the primary task at the present time
is to find means of reducing the congestion in the curri-
culum: to instruct less and to educate more.

3. The first fundamental requirement is that basic medical
education should give the student knowledge of the sciences
upon which medicine depends and an understanding of the
scientific method.

4. The pursuance of study in greater depth in a selected area
will not only bring the student into closer contact with the
members of the staff but will allow him, with the incentive
of his own interest, to learn to think scientifically in a field
whose elements he has already assimilated.

5. The Council invites Licensing Bodies and Medical Schools
to give consideration to the timing and form of their exist-
ing examinations, and to the possible use, to a greater ex-
tent than hitherto, of a system of progressive or continuous
assessment throughout the student’s career.

6. In reducing the load of the all-embracing final examina-
tion, it is important to avoid the hazard of burdening the
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student with excessive and too frequent assessments. There
may be a risk that in these matters of assessing and testing
students a teacher will ‘see and approve the better but follow
the worse course’.

7. The Council considers that special weight should be given
to the student’s record throughout his course, and recom-
mends that a system of continuous or progressive assessment
should be established and maintained for this purpose.

8. The examination system designed by the University
should aim at contributing to the education of the student.
The primary object should be to test (and in doing so to
foster) the student’s understanding of what he has learnt
and his capacity for thinking for himself, and not simply
his factual knowledge.

Following a period of disenchantment with the General Med-
ical Council, its functions, and mode of operation, a Committee of
Enquiry into the Regulation of the Medical Profession was set up
under Merrison (17). This Committee reported in April 1975. Its
chief recommendations concerning medical education were that
the General Medical Council should have control of all three
phases: undergraduate training, graduate clinical training, and
specialist training. It considered that a specialist education
should be, in general, a precondition of the independent practice
of medicine and that the control of the standards of specialist
education should rest with the General Medical Council by its
maintenance of a specialist register.
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Postgraduate (graduate) and

continuing education

The most important thing about education is appetite.
Education does not begin with the University and it
certainly ought not to end there. W. S. Churchill (12)

The idea that education should continue after graduation is,
oddly enough, a recent one in Europe. In the United States it took
root much earlier, thanks to those great educators Eliot of Har-
vard and Gilman of Johns Hopkins, both, interestingly enough,
scientists. In Britain, medicine is far ahead of other disciplines.
Indeed, in Oxford and Cambridge the arts faculties are domin-
ated by the concept that education ends with the first degree, and
that, since the undergraduate course only lasts three years, the
entrant must be well grounded in his special subjects, no matter
the depths of his ignorance in the remainder (Pickering [13]).
The idea of postgraduate medical education arose in many minds
in the postwar period. The idea became a reality after the Christ
Church Conference of 1961. As already noted, the impetus and
the finance originally came from the Nuffield Provincial Hospi-
tals Trust. Later the Ministry of Health (now the DHSS) provided
most of the money, the universities the rest. Throughout, the
Royal Colleges and Faculties have played a large part and, to-
gether with the universities, have set standards and enforced
them.

A confusion of nomenclature should be noted. The term grad-
uate student is often used for those studying for a higher degree
(for example PhD) or diploma (for example FRCS) and post-
graduate for later studies. But in medicine in the UK graduate
student is seldom used. Postgraduate is used for all studies after
the final qualifying examinations.
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ORGANIZATION

Postgraduate and continuing education are organized on a re-
gional basis, the regions being those corresponding to the old
regional hospital boards and, since reorganization, to the regional
health authority. Each region has a postgraduate committee
whose executive officer, the postgraduate dean (or equivalent) is
appointed and paid by the university. The committee consists of
representatives of the university, the leading Royal Colleges and
Faculties, the regional and area health authorities, the university
appointed clinical tutors, and the regional adviser in general prac-
tice. Each specialty has a regional adviser appointed by the Col-
lege or Faculty and usually a specialist sub-committee. One of the
most important is that on general practice. The postgraduate
deans and the clinical tutors have formed associations which meet
several times a year as appropriate. Most of the finance comes
from the DHSS through the regional health authority.

The work of the various regional postgraduate committees is
co-ordinated by the Council for Postgraduate Medical Education
in England and Wales whose report for 1971-5 (14) contains
full details. The Council also advises about careers and runs
career advice bureaux. The arrangements for Scotland are slightly
different.

The postgraduate training of doctors is essentially an in-service
training which may be considered under three heads: pre-
registration house appointments; specialist training; and voca-
tional training for general practice.

PRE-REGISTRATION HOUSE APPOINTMENTS

Compulsory pre-registration house appointments came into being
in 1958 after the application of the Medical Act of 1953(15).
The approval of these posts and the assurance that the trainee is
being properly educated during his period of service is the respon-
sibility of the university, which is now usually delegated to the
postgraduate dean and his committee. It is obvious that these
training posts require a minimum of in-patients and out-patients,
adequate supervision by a consultant and registrar or senior
registrar, the provision of regular clinical meetings and post-
mortem demonstrations and adequate library and lecture room
facilities. Also there must be enough free time left over from
service commitments.
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The supervision of such posts by the university was initially so
lax that a great deal of odium fell unjustly on the General Medical
Council, and was partly responsible for the revolt against its
authority. Since the institution of the postgraduate committees,
the supervision has been well done.

The view is widely held, and I share it, that the pre-registration
posts are not as good as they once were. This is partly due to the
increase in number and the fact that a service now often has two
house physicians or house surgeons when it used only to have
one. Thus the responsibility for a complete knowledge of a patient
is divided, with unfortunate effects on training. This adverse
effect has been increased by the practice of the forty-hour week
with extra duty payments for overtime—a concept that some of
us older physicians and surgeons find incompatible with the ideal
of service on which we embarked when we took up medicine as a
career and entered a learned profession.

The increased output of medical schools since the growth of
numbers fostered by Todd has led to considerable difficulties in
providing enough house jobs. This is particularly true in certain
regions. The solution will have to be a national one and is beyond
the scope of this report.

REGISTRAR AND SENIOR REGISTRAR APPOINTMENTS

Training for specialties is largely ‘in service’, that is to say it is
accomplished through holding posts in the NHS carrying a grad-
ually increasing responsibility until, at the end, the doctor be-
comes a consultant and accepts full responsibility for his patients.
This practice has developed gradually in British hospitals and was
formalized by the Todd Committee into two periods, the period
of general professional training and that of higher specialist train-
ing, each lasting approximately three years. The arrangements
for such trainings are supervised by committees and have been
set out by the Council for Postgraduate Medical Education in
England and Wales.

The number and distribution of registrar and senior registrar
appointments has developed piecemeal since the beginning of
the NHS and now presents anomalies which will have to be put
right. There is, for example, a tendency for consultants to regard
senior registrars as their own private property. There is a conflict
between the principle of a senior registrar being trained at a teach-



20 ' Quest for excellence

ing hospital, because there he gets the greatest stimulus and the
most expert supervision, and being trained at a peripheral hos-
pital because there he gets the greatest volume and variety of
experience. There is also a great disparity between the time which
a doctor may expect to spend between beginning graduate train-
ing and reaching consultant status amongst the various special-
ties. These anomalies are recognized and steps are being taken to
solve them. They are extremely important for the training of the
specialist but are outside the scope of this report. The arrange-
ments for in-service training vary much from region to region.
In Birmingham, for example, trainee anaesthetists, surgeons,
radiologists, and pathologists were assured, on appointment, of a
succession of posts which would provide them with a full variety
of experience. In other regions and in some specialties the trainee
fends for himself with the advice of the regional adviser and post-
graduate dean.

The supervision of specialist training largely devolved on the
Royal Colleges and Faculties, though the universities collaborated.
Where England and Scotland each have Colleges, as for example
in medicine and surgery, joint committees have been formed to
ensure uniform standards and practice. The supervision of spec-
ialist training involves the following procedures:

1. The inspection and recognition of training posts. This is done
through the visit of an appropriate committee representing the
appropriate College or Faculty, the postgraduate dean and repre-
sentatives of the regional or area health authority. The committee
looks particularly at the range and quality of work expected of
the occupant, the degree of supervision, and the general facilities
such as libraries and equipment. Since these committees usually
include specialists who have come from a distance (to ensure im-
partiality) they have been difficult to arrange, expensive in man-
hours and in the money for travelling expenses. However, they
have undoubtedly been of great value. In many instances the
visiting committee would not recommend the recognition of the
post for training purposes because of certain institutional defects.
These had to be remedied if the post was to be recognized and
thus attract a suitable field of good candidates. It is the intention
that in future continued recognition of these posts shall be made
through a less elaborate machinery, less expensive in consultants’
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time. Probably the regional adviser in the specialty with the
postgraduate committee will make the necessary recommenda-
tions, visitations being reserved for cases in doubt or dispute.
Some regions, for example Wessex, have set up a Joint Advisory
Committee for senior registrars. These visit strategic points in the
region where they see each senior registrar on his own followed
by the consultant on his own, and then the two together if neces-
sary. In this way they identify problems on either side and hope
to resolve them. In Wessex this is regarded as a very valuable and
interesting exercise, but very time consuming.

2. Enrolment of trainees. In the case of most specialties, the
trainee is required to enrol at the beginning of his training. His
trainers are often required to report annually to the appropriate
committee to ensure that the trainee’s work is up to standard. If
not; a visit from the regional adviser or some other member of the
committee may be desirable.

3. Assessment of fitness. The criteria of fitness for specialty prac-
tice have been drawn up for the various specialties by committees
representing the appropriate Colleges and Faculties, the Associa-
tion of Clinical Professors (if any), and the various specialties. In
general they specify the time spent in appropriate posts which
shall have been recognized as suitable by the Faculties after visits
by the appropriate accreditation committee. Reports of the grad-
uate’s performance in these posts may be required.

4. Examinations. All the Colleges and Faculties who participate
in the training of specialists use examinations as part of the
assessment of competence. These examinations in general test the
candidate’s knowledge of the underlying basic sciences, the pheno-
mena of the diseases with which the specialty is concerned, and
the detailed methods used in investigation and treatment. More
and more, some knowledge of the epidemiology and social aspects
of these diseases are required. Most of the examining Colleges
have their examinations in two parts, the first including the
so-called basic sciences and the second concentrating on clinical
or practical aspects. These specialist examinations all have
clinical examinations in which the candidate is presented with
one or several patients on whom he is tested for his ability to take
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a history, elicit the physical signs, and suggest further investiga-
tions and treatment, or he may have other appropriate practical
tests as in anaesthetics, pathology, and surgery. He also has a
viva. All use multiple choice questions to test the candidate’s
knowledge of fact or current dogma. Like so many other examin-
ing bodies the Colleges have become disenchanted with ques-
tions requiring long written answers. Indeed, the College of
Physicians, that one time bastion of learning, now dispenses with
any written evidence that the candidate can express himself
lucidly and grammatically, can display evidence and argue from it,
or is in the habit of reading, understanding, and critically assess-
ing original papers. Exceptionally, the Faculty of Community
Medicine demands a thesis and the Royal College of Obstetricians
and Gynaecologists demands actual case records and comment-
aries of one obstetric and one gynaecological case containing ade-
quate references to the literature.

As will be discussed in a later section, the questions asked in
examinations are the only tangible evidence that the trainee has
as to what his teachers consider important. Understandably, he
believes that nowadays the leaders in his profession attach no
importance to scholarly habits. This is the central tragedy of con-
temporary medical education. Such habits have made medicine
into a highly respected learned profession and only the posses-
sion of such habits will keep it so.

5. Certification. Will be given by the appropriate bodies on com-
pletion of training. The recommended duration of specialist train-
ing (after full registration) are:

Anaesthetics : six years.

Community medicine : six years.

Medicine: not specified, but tending to be seven in all.
Pathology : minimum of six in all.

Psychiatry : seven in all.

Diagnostic radiology : five tosix in all.

Radiotherapy : seven years.

Surgery : six to eight years, depending on the speciality.

FORMAL TEACHING DURING TRAINING
Most of the specialist Colleges or Faculties arrange appropriate
courses particularly designed for its own diploma (membership
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or tellowship of the College or Faculty). These courses are usually
held at the College (particularly in Scotland) or medical school or
at a postgraduate centre. Courses in the basic sciences are con-
ducted in the universities and the Colleges. Where distances are
too great such courses have been arranged at other centres, as in
Wessex, before the University of Southampton Medical School
was begun, and at Norwich. Frequently the trainee surgeon or
obstetrician will hold a temporary post as a lecturer in anatomy
which he may combine with a part-time junior clinical post. In
this way, nearly every candidate who wishes it can acquire the
knowledge of the basic sciences necessary for the specialist
examinations.

Courses for the clinical aspects of the examinations are more
widely available in appropriate medical centres. The responsi-
bility for organizing these courses restswith the postgraduate dean
and his regional committee advised by the specialist adviser in
that subject who is an agent of the appropriate Royal College.
Attendance at these courses by senior house officers, registrars,
and senior registrars is facilitated by a day-release system. The
expenses are covered by the DHSS. Teacher’s expenses are simi-
larly provided for, though the NHS consultant does not get a fee
if the class is a ward round and part of his ordinary hospital
duties.

The clinical meetings, clinical and pathological conferences,
and grand rounds that are now such a prominent feature of all
postgraduate institutes also help towards the education of the
intending specialist.

CAREER GUIDANCE

An outstanding problem in specialist training is the disparity
between supply and demand of the various specialties. For
example, the NHS estimated that on 30 September 1971 the
chance of a registrar with two or more years’ experience getting
a senior registrar post in the next year varied from 1 in 1 in
mental handicap and child psychiatry and haematology to 1 in
29 in diseases of the chest. The chances were 1 in 6.1 in general
medicine and 1 in 7-1 in general surgery. Certain specialties have
become recognized as shortage specialties because of the diffi-
culty in filling consultant posts. Amongst them are psychiatry,
radiotherapy, pathology, anaesthetics, and diagnostic radiology.
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In some of these specialties the difficulty arises because of the lack
of suitable trainees, for example, geriatrics and psychiatry. In
others the trainees are in great demand overseas, particularly in
the United States.

My survey has shown that medical students are illinformed
about such matters. Both the English and the Scottish Councils
for Postgraduate Education give advice on careers but the last
pamphlet from the English Council was in July 1972 and the last
figures were from the Ministry of Health on 30 September 1973
(in Health Trends [1974], vol. 6).

This important problem was discussed at Cambridge with the
Postgraduate Committee and regional advisers. The suggestion
arose that it would be useful to have an annual meeting of senior
clinical students when the current state of career opportunities
could be displayed. This would, of course, require an annual re-
turn of the relevant information by the DHSS. Neglect of this
important matter may lead to an avoidable loss of medical gradu-
ates from this country.

General comments on graduate education

ADVANTAGES

The aim of the arrangements is to ensure that every graduate
should be exposed to the right sequence of posts under the right
conditions for training and that due credit should be given for
having performed them satisfactorily. Also that an opportunity
should be provided to attend formal courses given by competent
teachers to provide the necessary theoretical knowledge on
which specialist knowledge is based. These objectives have largely
been achieved. In every region which I have visited, the dean, the
postgraduate advisers, and the postgraduate committee were all
agreed that their region provided opportunities for specialist
education which should make an intelligent graduate into a
competent specialist, provided that he had the initiative and
enterprise to do the work, and that he knew how to learn.

DEFECTS

1. Use of language. Most overseas graduates and some of our own
have a very limited appreciation of the use of language. They
misuse words whose meaning they do not understand and they
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cannot construct grammatical sentences. As a result, information
is not accurately conveyed to them either in speech or writing;
nor can they convey it to others. The seriousness of this defect is
difficult to over-emphasize. An accurate history provides most of
the information needed to manage any case in medicine and
nearly all in psychiatry and is essential in every specialty dealing
with patients. Failure to use language precisely means the passing
on of misleading information from doctor to patient and from
one doctor to another. This is the chief reason why the failure of
examinations to test the use of language in both undergraduate
and graduate periods is to be so deeply deplored.

2. Concentration on examinations. Many of the courses provided
are unashamedly designed to ensure that the candidates can
answer multiple choice questions and similar examination tests.
Very few trainees are to be seen in the libraries and those mostly
reading textbooks, such cram books as Aids to Postgraduate Medi-
cine and Aids to Undergraduate Medicine, and the throw-aways
which cater for examinations.

3. Lack of time. Most trainees and many teachers complain bit-
terly that the load of service requirements leaves little time for
teaching or being taught. The head of a department of anaes-
thetics had to tell his surgical colleagues that on a certain day of
the week there would be no, or a greatly reduced, service because
the trainees would be engaged in a day-release training scheme.
An out-patient clinic without teaching may deal with twice as
many patients as one that does have teaching. Not many patients
and too few administrators understand this conflict.

4. Distance. The time taken by both teachers and taught to travel
to the centre where classes are being held may be a major obstacle.
The steady growth of postgraduate centres has reduced this diffi-

culty.

5. The huge expense in terms of time and money involved in

approving training posts. The first report of the Joint Committee

on Higher Medical Training recommended that every post should

be scrutinized by a visit of three physicians, including one from

a different discipline plus the postgraduate dean or his represen-
Q.E—3
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tative; a total of six doctors were initially required to approve
every post for general professional training. Experience has shown
that not all this number is required nor is the frequency of visits
necessary. Too many distinguished doctors rightly resent the
amount of their time and energy so consumed.

6. Rigidity of training. As in many aspects of life in the UK and
particularly in medicine, an undesirable rigidity has crept in. The
chief culprit is the necessity for the trainee specialist to register
as a particular kind of animal at the beginning of training and to
continue in that specialty. This is done to ensure a fully compe-
tent specialist at the end. But it has three major disadvantages:

(a) When a doctor’s knowledge and interest is limited to a spec-
ialty he is liable to practise bad medicine. A patient who finds
himself in his care with an erroneous diagnosis will have a very
unfortunate experience, as [ have witnessed in the past.

(b) There is no more certain method of arresting the progress of
knowledge than to erect barriers and enforce them. Sherrington,
James Mackenzie, I. P. Pavlov, and Thomas Lewis, to name a few
examples, would not have made their unique contributions had
they not strayed from one field to another.

(c) It is difficult or impossible for a university department to
pursue a line of work if it does not fit a specialty. A professor of
medicine who has illuminated the subject of fever, that common
and obscure manifestation of disease, does not feel justified in
asking any medical graduate to work in it because it conforms to
no s([l)ecialty training. This particular danger is formally recog-
nized.

Thus the Joint Committee on Higher Medical Training (Second
Report, 1975) states:

It is not intended, nor is it possible, to lay down rigid pres-
criptions for the training of specialists. Any suggested frame-
work in the following schedules should be interpreted
flexibly.

The Joint Committee on Higher Surgical Training

is unanimous in its desire to allow, indeed to encourage,
initiative and independence.

Alas, the trainee judges his future prospects too important a
matter to depend on the whim of a committee. Thus whatever the
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committee may do he is inclined to play safe and follow the strict
letter of the law. Thus is his enterprise and originality suppressed.
Moreover, those who interpret the rules are often less liberal
than those who made them. Compulsory uniformity is a social
disease from which medicine has not escaped.

The rigidity which has developed as a result of the recommen-
dations of the committees on higher specialist training is having
a disastrous effect on our ablest young graduates, particularly
those in university service and who are interested in research.
Not surprisingly, the more adventurous find in these recommen-
dations one more reason why they should seek their intellectual
and material fortunes outside this country.

It is very much to be hoped that this rigidity will now be ended.
In my view, little or nothing would be lost by dispensing with
enrolment in a particular discipline. Promotion and appointment
to posts in the hospital service and university service in this
country has hitherto been made without enrolment. I am not
acquainted with any defects that have arisen and I can see noth-
ing but harm arising from the proposed changes which seem an
unnecessary example of bureaucratic interference.

Vocational training for general practice

About 40 per cent of doctors practising in the UK are engaged in
general or family practice—primary care as they call it in North
America. General practice is quite different from other specialties
which are hospital-based, in the conditions of work, type of illness
seen, and the advice and treatment most often needed. The gen-
eral practitioner has a list of patients, usually families, whose
medical needs he has to satisfy and who may call him at any time
for consultation if they are, or think they are, seriously ill. He
usually practises in partnership with one or more other doctors
who not infrequently have special interests, the aim being for
the partnership to embrace most of the common specialties. He
may practise from a surgery in his house, but increasingly part-
nerships use health centres custom built for the practice. These
health centres may contain, in addition to consulting rooms and
waiting room, a room for records, and in the most up-to-date
ones, a small laboratory, a treatment room, a small X-ray set, and
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an ECG and a dispensary. They may employ a social worker,
secretaries, a record clerk, technician, and nurse.

Before the last war, general practice was the Cinderella of
medicine. Many doctors used to take it up as soon as they were
qualified and on the Medical Register, without doing any hospital
jobs and thus having mo postgraduate experience. Frequently,
too, those who aspired to consultant jobs in medicine or surgery
and who failed to secure advancement and who, in Lord Moran’s
unfortunate phrase, ‘fell off the ladder’, took up general practice.
The rise in the competence and status of general practitioners is
one of the encouraging stories in UK medicine. It owes much to
the so-called General Practitioners’ Charter of 1966 which brought
better pay and secured financial allowances for ancillary help and
made provision for help for health centres as the centres of gen-
eral practice. Oddly enough the concept of the health centre goes
back to the report of the Committee chaired by Lord Dawson (16)
over fifty years ago and not implemented until recently.

Vocational training for general practice is a comparatively
recent growth, and again owes much to the pioneering support
of the Nuffield Provincial Hospitals Trust. It now receives much
stimulus and guidance from the Royal College of General Prac-
titioners, who have produced an excellent guide, The Future
General Practitioner, Learning and Training (1972).

A number of schemes for vocational training have been tried
out in England and Wales and Scotland. A more or less definite
pattern is beginning to emerge. The course lasts three years. The
first and last six months are spent with a trainer in his or her
practice. During that time the trainee participates in the work of
the practice, and meets regularly with his trainer to discuss inter-
esting or difficult cases. The trainee will frequently ask his trainer
to see a patient and vice versa. One day a week, or one half-day a
week, the trainees in a particular town or district meet together,
usually with a teacher, to discuss a topic chosen by them collect-
ively. They are also encouraged to read in the library.

The remaining two years of training are spent in holding
selected jobs in hospital, usually in the SHO or registrar grade.
These were originally part-time and supernumary. But it is in-
creasingly realized that trainees learn best by doing. What is
learned when the trainee is to some extent responsible, is far
more than what is learned when he has no responsibility.
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The provision of jobs in the SHO and registrar grades for
general practitioners was not easy at first. Hospital physicians and
surgeons were used to training future specialists. But the support
of the DHSS and the local postgraduate committees is gradually
enabling the new system to prevail. The most popular specialties
are ear, nose, and throat, psychiatry, general medicine, and
obstetrics. Special arrangements are made jointly by the Royal
College of Obstetricians and Gynaecologists and by the Royal
College of General Practitioners for the training of those general
practitioners who wish to practise obstetrics. There is an increas-
ing number of GP maternity units in district general hospitals.

General practitioners are encouraged to take the examinations
for the membership of the Royal College of General Practitioners.
This diploma is not, however, necessary before a doctor estab-
lishes himself in general practice.

I have been greatly impressed with the enthusiasm of both
teachers and taught in the schemes, with which I have become
familiar in the course of this survey. They are producing a new
breed of general practitioner which, in my opinion, will be much
superior to any other anywhere in the world, and of course much
better than their predecessors. I also had the opportunity to see
something of schemes of training for primary care in the United
States. These tend to be based on universities and teaching hos-
pitals and not on family practice and are, in my opinion, inferior
to those that have been developed in this country.

Postgraduate medical centres

These are mostly situated at district general hospitals where they
serve as a focus for the intellectual and social life of the doctors
and other NHS workers of the neighbourhood. From their begin-
nings in 1962 they have proliferated until in January 1977 they
numbered about 300. They range in size and cost from the lav-
ishly equipped and custom-built Cripps Centre at Northampton
which cost £250,000 in 1972, to a couple of rooms set aside in a
disused part of a hospital as at Amersham and Newmarket at the
time of my visit; there wartime huts have been converted for the
purpose. The most splendid of these centres have been provided
by benefactions from philanthropic well-wishers. Many are the
result of a drive for funds organized by the local doctors. Some
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have been provided mainly by the hospital authorities with
small contributions from the university funds through the local
Postgraduate Committee. Whatever its size, each of them has a
library which may also serve as an office for the clinical tutor and
the secretary and a lecture room which may also serve as a sem-
inar room and common room. The larger centres have a dining
room, a bar, a lecture room, a smaller room for seminars and
tutorials, a library, an office for the clinical tutor and secretary,
and suitable lavatories and cloakrooms. A car-park is essential.

In Scotland the movement towards postgraduate centres
started later than in England. They are fewer, on the whole smal-
ler, and many of them do not have a bar.

The typical postgraduate centres arrange to house:

1. Meetings of the local Medical Society, the local branch of
the British Medical Association and the College of General Prac-
titioners which usually provides lectures, demonstrations, and
seminars for all kinds of doctors.

2. The classes arranged by the advisers in the specialties for
junior medical or surgical training and higher medical and sur-
gical training.

3. Classes for the primary FRCS and related examinations.

4. Clinico-pathological conferences.

5. Journal clubs.

6. Meetings of other societies, such as art and history societies.

The Dudley Road Hospital Postgraduate Centre in Birming-
ham has introduced an introductory course for new medical staff,
giving them a tour of the whole hospital, explaining how the
hospital is run, including the specialist servicing departments, for
example, X-ray, pathology, etc., and the policy and mechanism
for admissions and discharges and patients’ records. This in-
creased efficiency and the contentment of the staft.

An interesting example of local enterprise was seen in the Post-
graduate Centre at Peterborough where a symposium on ‘Stress
in Industry’ was organized by the clinical tutor at the suggestion
of the Bishop’s chaplain to industry. The participants included a
psychiatrist, a personnel director, an industrial medical officer,
and an industrial psychologist.

The frequency of the meetings and the numbers attending
them vary very much from one centre to another according to
local enthusiasm. This depends partly, but not entirely, on the
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enthusiasm of the clinical tutor and the secretary or librarian and
the various organizers of the meetings and courses. The person-
ality of the secretary or librarian (usually a lady) is a key factor
in success or otherwise. In some centres meals are available
through the hospital kitchen, in others local ladies (often doctors’
wives) provide food and cook it. From time to time a pharmaceu-
tical house will provide an exhibit and libations before and during
the meal. The programme of an active centre is given in
Appendix II.

To ensure good attendance, certain points have proved to be
important.

1. That the visiting doctor should be made to feel welcome.

2. That the meetings should be arranged at times convenient
to the majority of doctors concerned and they should be at the
same time every week. The doctor can then arrange his work so
that he can attend.

3. That, as well as having visiting speakers, it is very important
that the doctors of the district should themselves contribute by
presenting cases and by taking part in the discussions.

4. The provision of creature comfort, for example an appetizing
meal and the products of a bar, make the occasion an enjoyable
one, as well as intellectually rewarding.

The development of postgraduate centres was due to the ini-
tiative of the Nuffield Provincial Hospitals and is one of the suc-
cess stories of British medical education. They have greatly raised
morale in the hospitals and surrounding districts. It is therefore
much easier to attract and to keep able staff. An example was
given at the Dryburn Hospital, Durham, where they have a small
but active Postgraduate Centre. Six miles away is Chester-le-
Street which has none. The morale is much higher at Dryburn
and the possibility of getting junior staff much better at Dryburn.
This example could be repeated many times up and down the
country.

There are, however, some outstanding issues. These are:

1. The attendance of consultants, junior hospital doctors, and
general practitioners varies very much from one centre to another
and from one individual to another. A good attendance of junior
hospital doctors can be assured if the lecture or course is one that
will help them with their next examination or one that the young
person feels will advance him professionally. General practi-
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tioners attend principally because they are interested and enjoy
it, and partly because attendance at five sessions per annum, ap-
proved for the purpose by the postgraduate dean, ensures senior-
ity payments and postgraduate training allowance under Section
63 of the Health Services and Public Health Act of 1968. About
a third of general practitioners attend no more frequently, about
a third attend usually, and about a third are intermediate. Atten-
dance is facilitated by the physical factors such as distance, times
of meetings, car-parking, and social amenities. In the last instance
it depends on the doctor’s appetite for this kind of educational
experience. On the whole the younger doctors who have recently
emerged from an educational atmosphere attend more frequently
than older doctors who never had this experience since they fin-
ished their undergraduate medical course and then they did not
like it much. Although it is inherently probable that the excel-
lence of a doctor is related to the frequency of his attendance,
some of the best doctors have little time to spare from their
patients and prefer to study in the privacy of their home.

Apart from the provisions of Section 63, what has been said
for general practitioners applies to consultants. The two factors
favouring attendance are appetite and time. It is one of the sadder
aspects of recent developments in the NHS that the decline in
morale, consequent on the so-called reorganization with its multi-
plication of committees, and the unwisdom of the penultimate
Minister, has diminished enthusiasm and produced an enormous
waste of doctors’ time. I never cease to find it astonishing that this
could have happened.

2. Financial rewards: the organization of courses and lectures
is time-consuming and is often unpaid. When the morale of the
NHS was far higher, this was relatively unimportant. Not so now.

3. Use of the library: in the Oxford region one of our small
district postgraduate centres carried out a survey of the use of
journals during one year. The most popular ones were the ‘throw-
aways’ like Up Date, Hospital Medicine, Modern Medicine, and
Medicine. These journals cater particularly for young doctors
preparing for examinations and are unashamedly vocational, but
the articles are well written and are equally favoured by busy
practitioners. The next most popular were the British Medical
Journal, The Lancet, and the Postgraduate Medical Journal. Vir-
tually unread were some of the specialist journals, even I regret
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to say, The Quarterly Journal of Medicine. I have enquired of
librarians and inspected what people are reading on my visits up
and down the country and the pattern revealed in this small sur-
vey seems typical of the country at large. This raises the question
whether small centres should subscribe for specialist journals.
Policy will have to steer a course between the advantage of con-
tinuity on the one hand and changing local demand as person-
alities change with retirement and recruitment. However, it does
emphasize the importance of a regional inter-library service.
Most regions provide this, so that at any centre a book or volume
or a number of a journal can be got quickly and usually on de-
mand.

The appetite for reading in the library and thus keeping up to
date is seldom acquired after a man sets up in practice. It is most
easily acquired in youth and again emphasizes the importance of
undergraduate education.

Continuing education

This, too, is a comparatively novel concept. The French call it
‘1"éducation permanente’ which is better, for it describes precisely
what is meant. It means, of course, that education continues until
the grave or until senility makes a man unable to manage affairs.
Whatever his specialty, it is of the greatest importance to human-
ity that a doctor should be up to date. It is, of course, impossible
for him to know the latest developments in every subject for the
advance of medical science is now progressing so fast that even it
a man were to devote the whole of his time to it he would be de-
feated in his object. And, of course, the doctor is, or should be,
busy attending to his patients. Nevertheless, whatever his spec-
ialty he should be aware of the general trend of developments so
that even if they are outside his specialty he can insure that his
patient is referred to someone who is more up to date than he is
in that matter.

The means by which a doctor keeps up to date are three:

1. Reading current journals and books, which many doctors do
in their homes, an opportunity which is widened by the libraries
which are one of the conspicuous advantages of the postgraduate
centres.



34 Quest for excellence

2. He may attend lectures and discussions which are provided
by the postgraduate medical centres.

3. A most important part is the consultation through which he
seeks the opinion of a colleague on his patient.

Self-respect is perhaps the most important component of hap-
piness. The fact that all doctors are now able to keep themselves
more or less up to date enables them to keep their self-respect and
is thus a most important component of the morale of the NHS,
which improved conspicuously until its peak in 1966. The decline
in morale since then is due to unwise measures which lie outside
the scope of this report.

Postgraduate medical education in Scotland

The NHS and its associated postgraduate medical education is
organized differently in Scotland than it is in England and Wales.
Scotland has about a tenth of the population of Great Britain and
about a fifth of the medical school places. The teaching hospitals
thus play a significantly greater part in the NHS in Scotland than
in England and Wales. Moreover, the Royal Colleges in Edin-
burgh and Glasgow provide excellent teaching and library facil-
ities. There is thus less need for postgraduate medical centres,
except in Inverness which is the only one which is custom-built
in Scotland.

There are five regional committees formed in 1970 in Aberdeen,
Inverness, Dundee, Edinburgh, and Glasgow. Inverness has a
director, the remainder postgraduate deans. The regional com-
mittees have representatives of the Colleges, the local university,
the NHS, and the Scottish Home and Health Department. The
work of the regional committees is co-ordinated by the Scottish
Council for Postgraduate Medical Education whose composition
is given in the footnote.

1. The Scottish Council is basically tripartite in composition, that is, it
directly represents the universities, the Royal Colleges and Faculties, and the
NHS. It is composed of one representative from each University, one from each
professional Royal College or Faculty, and one each from the University Grants
Committee, the British Medical Association, the Scottish General Medical
Services Committee, Hospital Medical Services Committee, and Hospital Junior
Staffs Committee. The exceptions to the unitary rule are the Royal College of
General Practitioners and the Secretary of State for Scotland, each nominating

two members. The NHS is represented by six chief administrative medical
officers drawn from the fifteen health authorities in Scotland.
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Despite the paucity and late development of postgraduate
centres, postgraduate tutors (the equivalent of clinical tutors in
England and Wales) have been appointed by the universities for
most hospital groups. These tutors work closely with the post-
graduate dean in the provision and co-ordination of courses for
postgraduate diplomas, for vocational training in general practice
and other specialties, and for the continuing education of all doc-
tors in their localities.

I was assured by the postgraduate deans in Edinburgh and
Glasgow and by the secretary of the Scottish Council for Post-
graduate Education that arrangements in Scotland are at least as
good as in England and Wales and in general the medical grad-
‘uate is provided with adequate facilities both in his training post
and in his access to formal courses so that he can acquire the de-
tailed knowledge and skills needed to practise his speciality.



4

Undergraduate education

“The mind does not need filling up like a vessel but merely
kindling like fuel. Plutarch (17)

Is it not the great defect of our education today that,
although we succeed in teaching our pupils subjects, we
fail lamentably, on the whole, in teaching them how to
think? They learn everything except the art of learning.
Dorothy L. Sayers (18)

In 1944, the year of the Goodenough Report, the undergraduate
period was the whole of formal medical education; the graduate
then picked up what he could by doing hospital jobs. In too many
cases the doctor did no house jobs and steadily forgot his small
store of knowledge which, because of inertia, lack of opportuni-
ties, and lack of incentives, he never refreshed. The attic full of un-
opened British Medical Journals was not unusual at that time.

The undergraduate curriculum attempted to cover the whole
field of medicine, surgery, and midwifery, together with the
basic medical sciences, pathology, public health, and forensic
medicine; the student’s knowledge was tested by a series of exam-
inations in which the failure rate was of the order of 50 per cent.
Cramming for examinations was the rule. Once the examination
was over, the student emptied his mind of what he had learned,
and prepared to take in a new supply, preferably in such a form
that when he regurgitated it, his examiner would be satisfied. So-
called factual knowledge was the order of the day, although as
the Dean of Harvard, Sydney Burwell, told his pupils

In ten years’ time, you will discover that half of what you
were taught has proved to be wrong; and neither I nor any
of your teachers know which half.

Writing in 1944, the Royal College of Physicians’ Committee
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on Medical Education (19), of which I was secretary, concluded
that

the average medical student has defects which are to be
attributed chiefly to the manner of his training. He tends to
lack curiosity and initiative; his powers of observation are
relatively underdeveloped; his ability to arrange and inter-
pret facts is poor; he lacks precision in the use of words. In
short his training, however satisfactory it may have been in
the technical sense, has been unsatisfactory as an education.

During the thirty years or so of professional life

his ability to learn from his experience and that of others and
to keep abreast of the stream of advancing medical know-
ledge depends entirely on those qualities in which his train-
ing has left him defective. -

Today the situation is greatly changed. As we have seen, the
opportunities offered to the young doctor in the graduate period
are such that he can acquire all the specialized knowledge, tech-
niques, and skills necessary for the practice of his specialty, pro-
vided he has learned how to learn. This then has now become the
chief function of the undergraduate period and will become so
even more when graduate education is legally required for inde-
pendent practice. Therefore the outstanding issue for this part of
my report is to discover how far the undergraduate period im-
proves the mind of the student in curiosity, awareness, precision
of thought and expression and in methods of collecting and assess-
ing evidence which will enable him to reach a judgement. As we
shall see many schools have hardly begun to achieve this object.
Some few are well on the way.

Quality of students

Perhaps the outstanding feature of contemporary medical educa-
tion in Britain is the high quality of students(14). In every univ-
ersity, medicine is by far the most sought-after faculty, and
therefore receives the most gifted students. In the past the short-
comings of the average medical graduate could be attributed to
low intellectual quality; today such faults as he has can be justly
attributed mostly to his education.
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Size of school

The Goodenough Committee recommended an entry of 100
students per annum as the optimal size for a medical school, with
a 1,000-bed teaching hospital. Todd recommended 200 with a
2,000-bed hospital

The school’s complement of staff must be big enough to
cover the main branches of the subject and to provide a
strong intellectual community.

We think that the provision of the complex and expensive
facilities required in a medical school in future cannot be
economically justified for those with an annual intake of
less than 150 to 200 medical students.

Wherever possible an annual intake of 150 to 200 should
be aimed at.

Schools which can take more should be encouraged to do so.

Between the two wars the University Grants Committee aimed
at the Goodenough target. Since Todd, schools, except those in
London, have been encouraged to expand. The largest is Man-
chester, with an intake of 200 into the preclinical school, plus, in
the clinical years, a present intake of 50 from St Andrew’s, rising
to 7o0.

Opinion in the medical schools I visited was overwhelmingly
in favour of the smaller intake. In Birmingham a preclinical pro-
fessor remarked that when the intake had risen above 100 per
annum t