
practitioner or consultant, perhaps even authorising an
outpatient assessment for the purpose? When is treatment
complete? Many urgent referrals may subsequently require
further treatment or follow up.
The threat to patient confidentiality is the most disturbing

feature of the whole process. Patients who are referred
extracontractually may have their name, address, diagnosis,
and proposed course of treatment transmitted, often by
facsimile machine, to people not directly concerned with their
care without their knowledge or consent (which they would
probably withhold were they to be given the choice). What is
needed is a simple, speedy method of transmitting informa-
tion that preserves confidentiality. Some of the information
that purchasing authorities are currently demanding suggests
the need for national guidelines and a standard request form,
with patients' identity being released only when general

practitioners need contacting. Perhaps the patients' charter
should include a sentence on the subject.
Ghodse and Rawaf write of extracontractual referrals as

safeguarding the choice of patients and general practitioners,
albeit at the cost of a considerable administrative workload.
Williamson agrees about the workload and worries that the
new procedures might restrict patient choice in the future.'
Three months is too early to decide: by 12 months we should
have a better idea.

MALCOLM FORSYTHE
Regional Director of Public Health,
South East Thames Regional Health Authority,
Bexhill-on-Sea, East Sussex TN39 3NQ
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Vocational training in general practice

Time to take stock

Many people have suggested that British general practice and
vocational training have been something to be proud of and
are even a "valuable export."' But with the current changes to
the health service the time has come to take stock and ask
whether we are performing as well as we should be or whether
vocational training is joining that long list of things that-like
tennis and parliamentary democracy-may have been devel-
oped here but now seem to be done better elsewhere.
The scope of general practice is huge, and the job is

changing rapidly with advances in care and altered social
conditions. Thoughtful and creative publications, partic-
ularly by the Royal College of General Practitioners,24 have
defined the training curriculum carefully. But new emphases
are now needed. More specialised secondary care means that
general practitioners must be even more proficient in helping
patients to make sense of their illnesses, in responding to them
at the level of primary care, and in integrating the care of
patients with long term conditions. Although better under-
standing of the complexity of patients' presentations and
needs has already informed vocational training, we are still
reminded how often we fall down on the best standards of
communication.56 Assessing the needs of groups or popula-
tions on the doctor's list using simple epidemiological
methods should be part of a general practitioner's work.7 New
ideas about management should go beyond financial and
organisational know how to include assessment and careful
allocation of scarce resources such as colleagues' time,
enthusiasm, and self confidence. Yet with so many pressing
demands, how should the precious years of preparation for
practice be spent?

After the undergraduate and preregistration period voca-
tional training entails two further years in approved hospital
posts and one year in a training practice. Properly con-
structed, this should be an engaging and challenging explora-
tion, but for most that is not the case. The undergraduate
curriculum remains largely hospital based and emphasises the
individual acquisition of knowledge. Many of the courses are
poorly integrated, with an imbalance between scientific and
humanistic studies, and do not prepare the learner for a
collaborative and self critical approach to a job in which
lifelong learning is required. Newly qualified house staff often

find themselves lacking crucial personal, scientific, and
clinical problem solving skills.'
The requirement for three years' specialised training for

general practice is much less than that for other specialties, yet
the range of skills and knowledge that the practitioner needs
to acquire is wider than that of the specialist. That only a little
over one year out ofnine or so as student and trainee is actually
spent in general practice is extraordinary and could be
supported only if the experience elsewhere was particularly
good or if experience in practice itself was poor. But the
reverse is true. During the years spent in hospital much of the
work is routine and of doubtful relevance to general practice.
Several studies have shown the damaging effects of long hours
on call,9 lack of sleep, and emotional stress on doctors' care of
patients, their personal lives, and their future attitudes.'" For
some doctors the consequences have been lethal. " This rite of
passage might be worth arguing for if the standard of
education was high: yet one study has shown no formal
teaching in over one third of posts, with 85% of trainees
receiving formal training for less than two hours a week.'2
Over half the respondents to a national trainee conference
survey in 1989 had no teaching oriented towards general
practice in their last hospital post."' Personal supervision is
not a strength of the hospital style and appears to have
diminished with recent manpower changes and bed cuts.
Attendance at half day release courses is patchy when it
should be mandatory,

Unsurprisingly, after these experiences learners are farmore
satisfied with their year in practice. Trainees enter this time
with relief and raised expectations. Compared with those in
hospitals, teaching standards in practices and training
schemes are high, with reasonable levels of supervision.
Vocational training for general practice is probably well in
front of training elsewhere in the health service and remains
an important model. Often, however, training recommenda-
tions are not fully adhered to,'4 and considerable room for
improvement still exists. The apprentice model has its
weaknesses, and trainees should acquire broader experience
in primary care. Trainees are not taught skills in evaluating
their own work and are not good at assessing published
work-a defect that the new MRCGP exam is addressing.'5
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But the trainee year is supernumerary, and nationally the
scheme costs more than £30 million a year. Is the public
getting value for money? Some lay commentators find it
strange that accreditation in general practice is assessed only
on the basis of time spent in the discipline and not by any
other formal criteria.'6 Devising appropriate assessment is
long overdue. 17 Negotiation for an extension of time spent in
the general practice phase is unlikely to be successful unless
the question of assessment is addressed. Extending learning
into the early life of a principal is a good idea but should
happen anyway: we should be learning until we retire.

Future plans for vocational training need both to ensure
basic standards and to encourage excellence. Those planning
the curriculum face the traditional paradox of having to create
a system in which the pupils will be better practitioners than
the teachers themselves. Medical education, however, is
expensive, and cost containment is likely to affect teaching
even more than service. Any improvements or innovations in
training are unlikely to be cheaper or directly wealth creating,
so we must be clear about the values we wish to espouse.
Few incentives seem to exist for trusts or budget holding

practices to focus on training. Any review of vocational
training might well find more to be concerned about than to
applaud in such testing circumstances. But general practice
has a key place in the health service, which the recent reforms

have enhanced. Education for trainees has been pushed to the
back of the debate recently. This must now change-for the
sake of young learners and their future patients.

ROGER HIGGS
Professor of General Practice and Primary Care,
King's College School of Medicine,
London SE5 9PJ

1 Hordcr J. 'I'he RCGP and other countries: a beginning. Brj Gen Pract 1990;40:206-9.
2 Royal College of General Practitioners. The future general practitioner. London: RCGP, 1972.
3 Royal College of General Practitioners. Prioritv objectives for general practice vocational training.

London: RCGP, 1985. (Occasional paper 30.)
4 Samuel 0. Towards a curriculum for general practice training. London: RCGP, 1990. (Occasional

paper 44.)
5 Tuckett D, Boulton M, Mason C, Williams A. Meetings between experts. London: Tavistock, 1985.
6 Consumers' Association. WVhich? s'ou andyour GP 1989 Oct:481-5.
7 Hart JT. .A new kind oJ doctor. London: Merlin, 1988.
8 Stvles WM. But what now? Some unsolved problems of training for general practice. Brj Gen Pract

1990;40:270-6.
9 Durnford. Junior hospital doctors: tired and tested. BAfl 1988;297:931-2.
10 Firth-Cuozens J. Emotional distress in junior house officers. BMJ 1987;295:533-6.
11 Senior D. Junior doctors' hours: cruel abuse of a human resource. MedicalMonitor 1991 May 10:17.
12 Reese H, Bowman A. Hospital training for general practice: view of trainees in the North Western

region. BItIJ 1989;298:1432-4.
13 Crawlev H, Levin J. Training for general practice: a national survey. BAJ 1990;300:91 1-5.
14 Cyna AM, Przvslo FR. Are the recommendations being met in the general practice year of

vocational training? Trainees' views in the West Midlands region. BM1J 1987;294:416-8.
15 Lockie C. Examination for membership ofthe Roval College ofGeneral Practittoners. London: RCGP,

1990. (Occasional paper 46.)
16 Tayllor J, Tayxlor D. The assessment of vocational training in general medical practice. York: UniversitV

ouf York Centre of Health Economics, 1988.
17 Mulholland H, Tombleson PMJ. Assessment of the general practitioner. Br J Gen Pract

1990;40:252-4.

Omeprazole

For resistant peptic ulcers and severe oesophageal reflux disease

For 15 years histamine H, antagonists have been the first line
treatment for acid peptic disease. Now a more powerful group
of acid suppressants is challenging this hegemony.

Omeprazole, the first of its class, is a proton pump inhibitor
which binds with the potassium hydrogen ATPase of the
parietal cell, though not of the renal tubule. Its action is
irreversible until new enzyme is synthesised, and therefore
inhibition takes several days to pass off. (This is similar to
what happens with aspirin, which irreversibly inhibits cyclo-
oxygenase.) By contrast, the histamine H2 antagonists are
competitive antagonists of the histamine H, receptor. Though
they are capable of almost completely inhibiting basal
nocturnal acid output, their effects are short lived and
secretory inhibition is less obvious at times when normal
physiological stimulation ofacid output occurs, as with meals.

Treatment with H, antagonists has revolutionised the
management of peptic ulceration. Four weeks of a once daily
nocturnal regimen (to take advantage of when the stimulus to
secretion is lowest) will heal two thirds to three quarters of
gastric and duodenal ulcers, and a further four weeks'
treatment will heal most of the rest.

If omeprazole is given once daily (timing is not critical)
ulcers usually heal faster than they would with H, antagonists,
although this rarely confers much advantage as symptoms
usually respond quickly to H, antagonism and virtually all
ulcers heal in those who comply with treatment. `-
Omeprazole should be used for the 5-10% of ulcers that fail to
respond to H, antagonism. One group of patients whose
ulcers respond poorly to treatment with H2 antagonists are
those taking non-steroidal anti-inflammatory drugs. For them
omeprazole may have advantages over H2 antagonists,
although the evidence is limited.6

The conventional range of ulcer healing drugs extends
beyond the HZ antagonists and omeprazole to include the
synthetic prostaglandin misoprostol, the selective anti-
atropinic drug pirenzepine, sucralfate, and chelated bismuth.
Measured solely in terms of their ability to induce healing
these differ little from the H2 antagonists.

Relapse is the norm when treatment with acid suppressants
stops, which is predictable as the drugs do not permanently
reverse the causes of ulceration. The same happens with
omeprazole. More logical measures directed at eradicating
Helicobacterpylori (a consistent associate and possible cause of
ulcers) are in prospect as combinations of chelated bismuth
and antibiotics show promise of providing cure, although
problems of antibiotic resistance and antibiotic induced
diarrhoea have yet to be solved.

In practice the first line treatment to suppress acid should
be H2 antagonists, which usually work and have an impressive
safety record. Omeprazole should be reserved for poor
responders. Once a course of antisecretory treatment is
finished H2 antagonists should be used for prevention.
Omeprazole is not yet licensed for prolonged use as doubts
remain over the consequence of its long term, virtually
complete, suppression of acid. (For the old and frail who have
severe disease, however, continuing with omeprazole may be
sensible.)
Omeprazole is the best treatment for patients with disease

caused by oesophageal reflux who have responded poorly to
H2 antagonists, alginates, antacids, or cisapride.8'0 (Predic-
tors of poor response include severe disease with confluent
ulceration and the formation of strictures.) Difficulty arises
when treatment is stopped because symptoms promptly
return, and the doctor must choose among continuing
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