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How far have we come? 

“Our system of medical education is 

still designed to produce community 

clinicians only as a by-product, an 

afterthought following a core 

curriculum designed by and for 

specialists. Its central aim remains 

the production of specialist 

excellence, unsullied by prior contact 

with the society it serves.  

It is training the wrong people, at the 

wrong time, in the wrong skills, and 

in the wrong place.”  

 

 

 

Hart JT. George Swift lecture. The world turned upside down: proposals for community-based undergraduate 

medical education. The Journal of the Royal College of General Practitioners. 1985;35(271):63-68 



How far have we come? 

“The core curriculum for all doctors 

should be primary care: this should 

be taught where it is actually carried 

out, within communities; and the 

primary generalists produced in this 

way require not a year or two of 

rehabilitation in specialised vocational 

training, but a lifetime of in-service 

postgraduate study.”  

 

 

 
Hart JT. George Swift lecture. The world turned upside down: proposals for community-based undergraduate 

medical education. The Journal of the Royal College of General Practitioners. 1985;35(271):63-68 



Why am I here? 
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Overview 

• Challenges? 

 

• Potential 

solutions? 

 

 

 

 

 



General challenges for GP medical education 

• ‘tribalism’ 

- Perception of GP as 

‘lower status’ 

 

• ‘negativism’ 

- Low morale within GP 

discourages students 

 

• ‘finance’ 

- Lack of equity of 

reimbursement 

 



General challenges for GP medical education 



Specific challenges for Deep End GP med ed 
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Inverse Care Law = lack of time 

Affects capacity to engage with med ed 

McLean G, Guthrie B, Mercer SW, Watt GC. General practice funding underpins the persistence 

of the inverse care law: cross-sectional study in Scotland? BJGP 2015; 65(641): 799-805. 



Specific challenges for Deep End GP med ed 

Deprivation 

quartile 

Numbers  of 

training practices 

per quartile 2009 

Proportion in this 

quartile training 

2009 

Numbers of training 

practices per quartile 

2015 

Proportion in this 

quartile training 

2015 

1 (most 

affluent) 

100 39.4 94 38.2 

2 83 32.8 97 39.6 

3 78 27.7 70 28.5 

4 (most 

deprived) 

58 22.8 69 28.0 

2 

Inverse Training Law? 

Affects confidence of trainees to work in Deep End 

McCallum M, Hanlon P, Mair F, McKay J. (2019) Does deprivation predict postgraduate General 

Practice training status? A cross-sectional analysis of Scottish General Practices (submitted) 



Specific challenges for Deep End GP med ed 

3 
Content of med ed: 

 

• “Social/deprivation medicine” 

characterised by high volume of 

marginalised groups, addictions, 

mental health,  migrant health, 

ACEs, etc. 

 

• Balance of ‘art’ (interpersonal) vs 

‘science’ (technical)  

 

• Limitations of EBM in context of 

multimorbidity 



Tudor Hart on medical education 

“It is not a question of 

fragmentary teaching of 

primary care as a specialty, 

letting students have small, 

safe doses of general practice 

in sterile conditions, or of 

image-projection to improve 

recruitment, but of using the 

unique opportunities to 

expand and deepen the 

education of all students, 

destined for all specialties. 

Lancet, 1973 



Tudor Hart on medical education 

3 tasks for which GP> hospitals 

 

1. Correction of social ignorance 

• Real respect/concern for real people 

 

2. Coping with uncertainty 

• Understanding limitations of 

knowledge 

 

3. Developing disciplined anger 

• Not against people, but against 

attitudes/situations that impede care 

 

Lancet, 1973 



Potential solutions? 

Widening 
access 

UG 
teaching 

PG 
training 

Lifelong 
learning 

‘Getting ready’ 

(e.g. REACH 

programme) 

 

‘Getting in’ 

(e.g. selection 

process, GAP) 

New GP curriculum 

 

Increase quantity 

and quality of time in 

general practice (e.g. 

COMET) 8 to 25% 

 

Social determinants 

 

Inter-professional 

learning 

Tailored GP training 

(e.g. North Dublin, 

Greater Manchester) 

 

Rotation through 

different practices 

 

FY placements in GP 

 

‘Near peer’ teaching 

Protected time! 

 

Fellowship schemes 

 

‘Coalition of learning’ 

(e.g. WoS early career 

GP DIG) 

 

PBSGL, peer 

support 



Priorities for expanding medical education in GP? 

“Further, additional investment and support will be required to 

enable practices serving disadvantaged populations to achieve their 

potential as teaching practices: we cannot abandon our learners to 

learn in practices which are struggling to manage their clinical 

service. These practices will need targeted investment.” 



Practitioner wellbeing? 

#learnnotblame 



Reasons to be hopeful? 



What could the future look like? 

“Sir Geoffrey Vickers described the history of public 

health as ‘a record of successive redefinings of 

the unacceptable’. In medical education we should 

be redefining the intolerable, helping new generations 

to reject what we have bent to, and to express their 

rejection in great deeds and short words. 

Departments of primary care could, and in a few cases 

will, be innovators of an education of this new kind.” 

Lancet, 1973 



@dnblane 

@deependgp 

 

 

Thank you….Questions? 

Contact details 

David.Blane@glasgow.ac.uk 

 

http://www.sendit.com/
mailto:Barbara.Nicholl@glasgow.ac.uk


1. Extra TIME for consultations (INVERSE CARE LAW) 

 

2. Best use of serial ENCOUNTERS ((PATIENT STORIES) 

 

3. General practices as the NATURAL HUBS 

 of local health systems (LINKING WITH OTHERS) 

 

4.  Better CONNECTIONS across the front line (SHARED LEARNING) 

 

5.  Better SUPPORT for the front line (INFRASTRUCTURE) 

 

6.  LEADERSHIP at different levels (AT EVERY LEVEL) 

Govan SHIP Project 

Deep End manifesto 


