
BRITISH MEDICAL JOURNAL 3 JULY 1971 41

Vocational Training in General Practice

IIINWessex
FROM A SPECIAL CORRESPONDENT

Aspiring partners to vacancies for "assistants with a view" in
general practice in 1958 could on occasion reach 100, while the

vacancies themselves were relatively few. Yet it was that year
when a a small group of doctors in Winchester started to plan
one of the country's earliest integrated vocational training
schemes for general practice. The plentiful supply of well-

qualified candidates at that time suggested an assured future for

family doctoring, but within five years a severe manpower crisis

had developed and its very existence seemed in jeopardy. So,
the Wessex training scheme, launched on a modest scale in 1959,
proved to be the precursor of many others, and organized
vacational training linking hospital and general practice posts
became accepted as a valuable contribution to general practice.
The midwives of the scheme were a general practitioner, a

clinical tutor, a medical officer of health, and the secretary of the

local medical committee, joined by a doctor from the British Post-

graduate Medical Federation, which was keenly interested in

their experiment. In the late 1950's there had been criticism that

the N.H.S. trainee-practitioner scheme started in 1948 was being
abused, with trainees too often treated as a cheap form of

assistant. So the new scheme started gradually, with only two

trainees during the first year and using existing hospital and

trainee-practitioner posts. Since then it has expanded to eight
centres in Hampshire and Dorset with a doctor entering each

course every six months.

Three Tiers

The Wessex scheme has now, in effect, three tiers. The organi-
zational centre, at Winchester, is responsible for the training
centres; there is also a 3-term day-release course based jointly at

Winchester and Southampton, but which trainees, assistants,
and young principals from within and outside the Wessex

region can also attend. Five areas, (Portsmouth, Southampton,
Winchester, Salisbury, and Dorchester), offer hospital posts
for one year with a year as a trainee. Bournemouth, Basingstoke,
and the Isle of Wight offer two years in hospital and one in

general practice. Considering the wide scatter of the training
centres there have been surprisingly few problems, a tribute to

the diplomatic persuasiveness of the originators. There has

been no serious difficulty in finding suitable practice trainers and

most of the consultants invited to integrate their junior posts
with the scheme have gladly cooperated. However, some

consultants, though offering encouragement and enthusiasm,
were nevertheless reluctant to integrate their established house

officer posts, seeking instead an additional post in their depart-
ment if they were to take part in the scheme.

Apart from obstetrics and gynaecology, which is a mandatory
six months in all the hospitals, the nature of the other posts vary.
The Isle of Wight offers a fixed rotation of six-month posts over

the remaining 18 months in psychiatry, paediatrics and ophthal-
mology, and geriatrics and chest medicine. Winchester on the

other hand devotes its second six months in hospital to elective

subjects. All the hospitals except the Isle of Wight offer this

six-month elective period, during which the doctor can work in a

variety of departments of his choice. The trainees welcome this,

finding it a useful way of remedying any gaps in their under-

graduate training, or of developing a particular specialist

interest which can be usefully pursued in practice. They were
divided about whether an introductory month in general
practice would be a helpful starter for the main course. Some
saw it as a way of helping them choose what subjects to do in the
elective period, but others dismissed it as too short a time to be of
any practical use. This problem of what to choose may be
resolved in the future as more medical schools introduce under-
graduate attachments to general practitioners.

In discussion almost everyone agreed that psychiatric
experience was necessary for general practice and most trainees
did some, though they said that it was not always sufficiently
orientated to the community. Most of the trainees accepted
paediatrics and geriatrics as useful subjects, but thought that
sufficient knowledge of dermatology, ophthalmology, and E.N.T.
for general practice could be acquired by outpatient attach-
ments, fortified with the lectures in the day-release course. One
or two of the hospitals offered casualty experience, but trainers
and trainees alike agreed that unless properly supervised by
experienced senior doctors it was not a suitable training post.
Indeed, in one hospital which was short of staff difficulties had
cropped up because the trainees had been used to cover casualty.
This situation high-lighted a hazard in the selection of hospital
posts. Most of these were to an extent self-selective in that
consultants interested in the scheme were prepared to let their
S.H.O. jobs be integrated, or were willing to have the trainees
attached to their department, and fortunately there had been no
trouble in linking S.H.O. obstetric posts to the scheme. Even so
the organizers had to make sure that the trainees were not seen
by hospital administrators-or consultants-as a convenient
way of filling upopular vacancies which would almost certainly
have proved useless for attachment purposes.

Responsibility
Asked about how much responsibility they should have during
their course trainers and trainees produced a mixture of opinions.
"A post without clinical responsibility is quite useless," was

one trainee's view, though others welcomed an attached post
where they were free to observe, join in the clinical action if they
wished, or escape to their books as occasion demanded. Flexi-
bility and freedom of choice of elective subject is a characteristic
of the Wessex courses so the solution is probably best left to the
individual trainee in consultation with his clinical tutor. Once a

man had started general practice most of the trainers and
trainees I met agreed that a month or two of fairly close super-
vision-less if the trainee's experience justified it, and some

were unusually mature-followed by a gradual approach to

independence was the best course, so that during the last 6-8
weeks of the trainee's year he could practice on his own. What
was a little disturbing were comments by two trainers that
occasional trainees were reluctant-or even declined-to join
them for out-of-hours calls. This would certainly not be
welcomed by future partners.

Selecting the general-practitioner trainers has been helped
by the previous existence of the N.H.S. trainee general-
practitioner scheme, which was well developed in Wessex.
Local medical committees have been most co-operative, and
trainers must, of course, be approved by L.M.C's trainee-
practitioner subcommittees, on which the course organizer
usually sits. The organizers take care to avoid practices where a

trainee might be used as an extra pair of hands to release
partners on holidays and suchlike. As the principals taking part
in the scheme were enthusiasts this occurrence has fortunately
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been rare. However, some trainers commented on one neg-
lected aspect of general practice training-the provision of
adequate practice accommodation for the trainee. Even in
Winchester, where there were extensive purpose-built premises
on which the training practices were based, this seemed to be a
problem. Planning of future premises should obviously take
account of this requirement.
The first general practice tutors, equivalent to the hospital

clinical tutor, have recently been appointed. The tutor for the
Winchester area happened to be the first "graduate" of the
course, and with his experience of both sides he should be well
able to help the trainees in hospital posts to establish an early
and fruitful contact with their training practices.

Focus

The trainees in their final year whom I met were unanimous
that the catalyst of the course's effectiveness had been the day-
release course, where they had had the chance to meet their
colleagues as well as the course organizer. It enabled a free
exchange of comment, criticism, and questions, not just about
the course itself but about general practice and medicine as a
whole. This course, which started in 1965, lasts for three ten-
week terms in the year and trainees attend during their year in
practice. Offering lectures and discussions ranging on subjects
from practice management and operational research to psycho-
logy and health education, the course provides an invaluable
background of information on health and related services,
knowledge which most practitioners take years to pick up. The
course also arranges visits to different types of practices which
supplements the occasional attachment to other practices that
trainees can do while in their final year. Almost everybody
agreed that a chance of seeing a wide range of general practice
allowed them to make a better choice of their ultimate type of
partnership.

Finance and Administration

During the early part of the Wessex training scheme the elective
hospital period was financed by the Nuffield Foundation. The
routine hospital and trainee practice posts were paid for by the
appropriate N.H.S. employing authority. Nevertheless, the
Wessex Regional Hospital Board subsequently took on the
responsibility for funding the elective posts, and it also con-
tributed towards the administrative costs of the scheme, which

is organized jointly by the postgraduate adviser in general
practice to the Board and to Southampton University and the
local clinical tutors.
Most of the trainees I met were married and they welcomed

the period of stability the course gave their families. Several
had taken out mortgages, and in an area where property was in
demand they had no fear of not being able to sell when they
finished. The course had entailed some travel but there were
no serious grumbles about this or its cost-for which in their
final year the trainees get an allowance. Asked about the con-
siderable difference between their pay and that of young prin-
cipals who had entered practice shortly after full registration,
they said this was a disadvantage but their position was no
different from that of other specialists in training. Moreover,
the professional value of the course was not easily measured in
terms of money. Furthermore, they foresaw the time when
vocational training would be a natural milestone in a general
practitioner's progress, and the problem would largely then
disappear.

The Future

What then of the future? Wessex has already strong links with
the embryo medical school at Southampton. The university
provides a series of lectures for the day-release course, and it
will no doubt extend its support for this course as the medical
school expands. The Wessex scheme is nationally advertised
and postgraduate students joining it come from a wide area.
Though there is not a surplus of candidates their quality and
motivation are good. The medical school should guarantee a
future flow of suitable graduate recruits who will presumably
have been attached to a general practitioner during their under-
graduate training. If other medical schools are anything to go
by the students may well be disposed to settle in the area. At
present the relatively small number of vocational training
courses in the United Kingdom means that parochialism of
outlook or objective is minimal. However, as vocational training
expands and becomes a routine requirement more and more
local candidates may join in, with most of them eventually
practising in the area. Thus the enthusiasm of a small and mainly
self-selected number of trainers and trainees which has sustained
the scheme into its second decade will be diluted. However, the
firm foundation of experience which Wessex has acquired will
prove invaluable in the next stage of expansion, which should
see vocational training in general practice consolidated as an
accepted part of medical education.

Any Questions?
We publish below a selection of questions and answers of general interest

Bendrofluazide and Calcium Excretion

Does bendrofluazide decrease the excretion of calcium or does it
produce a stable compound which will not accrete in the kidney ?

Bendrofluazide-and a number of other thiazide diuretics-
reduce excretion of calcium by the kidneys, the effect being
apparent within about 18 hours of the first dose and sustained for
as long as the diuretic is administered. For this reason it is fre-
quently used in the treatment of calcium stone disease associated
with idiopathic hypercalciuria.1 Sometimes there is an associated
rise in plasma calcium.2

Yendt, E. R., Gagne, R. J. A., and Cohanim, M., American Journal of the
Medical Sciences, 1966, 251, 449.

Parfitt, A. M., New England Journal of Medicine, 1969, 281, No. 2, 55.

Black Tongue

What are the likely causes of a brownish-black, heavily coated
tongue?

Mostly, cases of black tongue arise spontaneously and have
been associated with ichthyosis of the skin. The hyperkera-
tinization of the keratin gives rise to the designation brown
hairy tongue. Candida is frequently present, but rarely requires
active treatment as it is merely dwelling there as a saprophyte.
This sometimes appears after local antibiotic treatment inside
the mouth and at times is very difficult to manage. It should
be stressed to the patient that it has no sinister significance and
is not a pre-malignant condition.
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