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ABSTRACT

The education of hospital doctors has been criticised because of its large
service commitment and poor educational structure, and this particularly applies
to the hospital Senior House Officer (SHO) component of general practice
vocational training.

This study set out to assess the effect of local interventions to improve SHO
education. This required the design and application of a system to assess SHO
educational posts, a classification of interventions and the use of a local
research cycle to determine the effect of interventions applied.

The study involved 80 doctors training for general practice, working in 137 SHO
posts, at two district general hospitals in Southern England between 1993 and
1999. Established principles of the action research cycle were applied. These
linked quantitative and qualitative research on the local problems in SHO
education, with design of interventions to resolve these problems, the action of

applying an intervention and then further research to determine if the problems

had resolved.

Quantitative research involved the design, piloting and assessment of an SHO
Educational Audit Project (SEAP) questionnaire applied six monthly. Qualitative
methods involved monthly focus groups, interviews and a field diary.
Interventions included letters, feedback, facilitated group discussion, interviews,
and external visits. Changes were seen in rates of appraisal, teaching,
attendance, and contact with GP mentors. An intervention to increase the
amount of induction to SHO posts was ineffective.

The number of completed action research cycles applied (seven) and duration
of the study (six years) exceeded those seen within the existing literature on
action research. This study was also the first description of action research in
the setting of medical education for SHOs. It was concluded that the action
research cycle was a framework in which acknowledged research methods

were placed and should not be seen as a method in its own right. The action



research cycle links the disciplines of research, learning theory and

organizational development. It is a cycle that can contribute to the individual
learning of a professional because it gathers evidence of change using
research methods rather than intuition and an assumption of change. Action

research can be seen as an improved model for professional learning because

It provides focused information and feedback.

A model for future general practice training at SHO level was also identified
from the study results. This was an “elective” style period where the doctor
selected several specialities to work within an outpatient or community setting.
The model included induction, appraisal and day-to-day supervision, along with
regular contact with general practice and the general practice trainer.

Other theory generated by this study related to thresholds for behaviour
change, achieving enduring change, the three components that contribute to
change (setting, intervention and follow up), the types of educational supervisor

and an apprentice cycle for learning.

The system for assessing the standards of SHO education, the range of
interventions and the action research model used in this study are applicable to
other similar settings. The outcomes In other settings will depend on local
circumstances and have to be determined by further local research with an
action research framework.

Since completion of this study, new posts for GP education have been piloted
and financed by the Director of Postgraduate General Practice Education
throughout the Wessex region. Course organisers specifically for SHO
education have been appointed for every vocational training scheme in Wessex
and have been able to apply the principles of action research using the

monitoring system outlined in this study.
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PREFACE

My background as a medical student and hospital doctor was based in the
traditional constructs of the discipline of medical education, where physical and
soclal phenomena were broken down into a series of rules that could be tested
and generalised as principles of an orderly world. This approach has been
described as positivism and usually uses quantitative research methods to
break data down into numbers and patterns. Where rules could be constructed
this was a useful approach, but there are many areas in medicine where rules
cannot be applied and uncertainty exists.

| became a general practitioner and took a post in general practice education.
Here the emphasis was on continuing one-to-one relationships where numbers
and rules were less helpful. Each individual presented a unique combination of
physical and social problems and required a tailored plan of management. The
results of quantitative methods were applied but did not always lead to the
outcome predicted by the research. For each individual there was an element of
rule application and an element of intuition. This has been described as the
science and the art of medicine.

There are two broad options when dealing with this situation of uncertainty. One
IS to continue along the line of positivism and attempt to break every physical
and social phenomena into precise and generalisable rules. The other option is
to take an interpretive approach and accept that rules cannot be constructed for
every phenomena; an approach which suggests that rules are dependant on the
perspective of the individual and will break down when viewed from the
perspective of a different individual.

The interpretive approach often uses qualitative methods to determine the
perspective of the social group under study. Qualitative methods have been
broadly defined as the analysis of words within unstructured observations in the
natural setting and this is in contrast to the numbers and structured settings of

quantitative research. Within the discipline of medicine the conflict between the



positivist and the interpretive approach is often seen as the conflict between
quantitative and qualitative research methods.

In 1993 the cultural background within the discipline of medicine favoured
quantitative research and viewed qualitative research with some suspicion. |
was fortunate to be writing at a time when there was increasing acceptance of
qualitative research. | viewed this as a natural progression. Others viewed this
as a battlefield and defended their opposing method to the hilt. This thesis was
written and completed within the positivist culture of medicine using
methodology from the interpretivist discipline of sociology and teacher
education. There remains a risk that the interpretation of data will alienate
readers from one or perhaps all disciplines. | hope this risk is outweighed by the
potential benefit of a cross fertilization of ideas between the disciplines.

The language used in positivist, quantitative work and in interpretive, qualitative
work differs. Quantitative is structured and brief, qualitative is more open and
discursive. This thesis has to find a path between the two. My background will
Influence this and, coming from a quantitative culture, | have chosen what |
hope is an explicit language. This may be perceived as simplistic, but | hope it
Is clear to the first time reader.

Within the discipline of medical education there has been less research than in
the discipline of medicine itself. Both quantitative and qualitative methods have
been under-utilised and there has been an emphasis on experience. The
methods used in this study have developed from the existing systems that were
in place and the opportunities for collecting information that already existed.
These included feedback from learners and other teachers both when they were
met as individuals and as a group. The development that took place was in the
use of more rigorous methods to collect and standardise the information and
bring these together as a research project. The principles that evolved followed
the pattern of action research, which had been applied in the related settings of
nursing education and school based education, and were now applied in the

new setting of medical education.



A PhD, as a doctorate in philosophy, should be a critique of the research and
research methods employed. It should also be an education in research
methods and the individual should show development in this area. | hope to
have shown this through the study itself and specifically in the results chapter
"Participant researcher” (chapter 13). In addition to the development of the
researcher, this chapter covers two other aspects. One is the researcher as the
course organiser who was developing the senior house officer (SHO) training.
The other aspect is the researcher as a general practitioner faced by the time
pressures of a busy general practice. These elements are included as they are
pertinent to the background and perspective of the researcher. They also
constitute one “intervention” in the study that was a key part of the other
Interventions that took place, namely the presence of the researcher as a
participant.

A PhD has also been described as a narrative account of what took place, a
story that progresses and opens up as it is read. | wish to emphasise this, as it
IS part of the reflexive qualitative component of the thesis and part of the
setting. | hope that the reader will gain an awareness of how the senior house
officer (SHO) training at Portsmouth evolved from a hospital orientated training
to a more integrated course with training shared by both hospital and general
practice. At the start of the project there was minimal general practice input to
training for SHOs. By the end of the project SHOs were meeting regularly to
discuss general practice with the course organisers and their trainers.

A PhD should be original. Originality can be present in several different areas.
No other researcher will go along this same path of personal and research skili
development and this alone makes each thesis original. In the context of a
medical culture reliant on quantitative research, this thesis is original because it
is part of the introduction of qualitative research, and specifically action
research, into the discipline of medicine. Within the discipline of medical

education, where there Is wide use of instinct and experience, it introduces the



concept of applying more rigorous research and assessment of what has been
done in practice.

This thesis is about producing change as applied to the setting of the NHS and
education of hospital doctors. It is from the perspective of an observer who has
some involvement in and influence on the local processes. As part of the study
of change, this thesis has generated a list of interventions that may lead to
change, theoretical models on achieving change, and a discussion of a future
model for training of doctors. Above all this, however, this thesis is an example
of the use of action research as part of the change process in medical

education.

The structure of the thesis is as follows:

The first chapter gives background information on the context of the research
within health care and medical education in the United Kingdom. This includes
the educational and career structure for doctors in the National Health Service
and the changes occurring in the National Health Service over six years of the
study.

The next chapters (2-5) cover the methods used with emphasis on the
qualitative aspects, the quantitative aspects and the overlap between them in
action research.

Subsequent results chapters (6-13) cover the specific problems identified
during the study and how these were addressed within the action research
cycles. Chapter 6 gives an overview of the study results, the questionnaire
results and range of interventions. Chapters 7 to 11 describe specific
interventions that were applied as part of action research cycles. The results
section also includes survey information relating future models for medical
training (chapter 12). The chapter on the researcher as a participant (chapter
13) is based here.

The final discussion chapter (14) draws together the findings and considers

principles that may be transferable to similar setting. References are in Harvard



form referred to by author and date. These are listed before the appendices,
which contain copies of documents employed during the study. The thesis ends

with recommendations for the education of hospital doctors (appendix 11).
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HISTORICAL CHANGES IN DOCTORS’ TRAINING

Healing and people who hold knowledge about healing have always been
features of human society, but it was in the 1500s that the first licenses to
practice medicine were issued in Britain by the trade guilds in London. In 1518
King Henry VIlI granted the charter for the foundation of the Royal College of
Physicians, and the Worshipful Society of Apothecaries was later founded in
1617. It was in 1628 that Harvey published his study of the human circulation.
Knowledge about healing was passed on to an apprentice on an individual
basis and this became more formalised with the introduction of these licences to
practice medicine. The Barber Surgeons Company had the monopoly of
licensing surgeons in London from 1540 to 1745 and required an
apprenticeship of seven years followed by an examination. Students first
attended St Bartholomew's hospital in London in 1662 and medical schools

were well established by the 1700s. In 1815 an Act was passed that made the



Society of Apothecaries the examining and licensing body for training in
medicine. It was the Medical Act of 1858 that gave physicians and surgeons a
hospital base and general practitioners a community base. It created the right of
referral and established the pattern of general practice with lifelong care. Within

the hospitals it reinforced the consultant as a deliverer of intermittent care and

encouraged specialisation.

Foundation of the National Health Service

Each individual patient usually paid the doctor for a consuitation and there were
a range of charitable institutions that provided hospital based care. It was the

Beveridge report in 1942, in the midst of World War 2, that recommended,

"comprehensive health and rehabilitation services for the prevention and

cure of disease and restoration of the capacity for work, availabie to all
members of the community"” (Beveridge 1942).

This was the foundation of the National Health Service (NHS). At the same time
a committee under the chairmanship of Sir William Goodenough was founded to
review the education of doctors and this reported in 1944. The report was
remarkable in that it summarised educational objectives that remain at the
forefront of discussion in the 1990s (Ministry of Health 1944). That they are still

relevant today suggests that these objectives have not yet been established in

full. The Goodenough report stated that,

"the interests of both the patients and students are served if the two

functions of a teaching hospital, namely the care of patients and the
furtherance of teaching and research, receive equal emphasis, being

regarded as complimentary and mutually reinforcing” (Ministry of Health
1944).

The report recommended the introduction of pre registration house officer
posts, which were six months in medicine and six months in surgery
immediately after qualification as a doctor (Ministry of Health 1944). Trainees

"were to have adequate time for thought, for further study, and for the personal



Investigation of the social and environmental conditions of the patient”, but,

crucially, the report also stated that there was a

"common practice to make excessive use of the younger men and
women in routine work, often to the detriment of their development”

(Ministry of Health 1944).
Before the war, about half the graduates, often the least able ones, went
straight into (general) practice on completing their (undergraduate) course.
There was no postgraduate training for practice in the community, whereas
hospital based doctors continued an apprenticeship.
In the early 1900s the lifestyle of the doctors in postgraduate training was
structured and almost regimental. Doctors were expected to live at the hospital
and be on call for the majority of time. They worked under the supervision of a
hospital consultant. The workload was not seen as excessive as most patients
had long periods of convalescence and few medical interventions. A heart
attack patient might spend six weeks in hospital with no specific treatments,
whereas by the end of the 1990s this period had become ten days with a large
range of interventions being applied including urgent heart surgery. Within
hospitals the social support for doctors included set dinners, which all were
expected to attend, and a hotel standard of care, which included housekeeping
and personal laundry, but this pattern also changed after the 1940s with
Increasing cost pressures.
Since its foundation, public opinion consistently placed the NHS high on the list
of what people regard as most important and it has been subject to almost
constant review (Warden 1997). It is the biggest employer of people in the
United Kingdom and in 1997 spending on the NHS was £43 billion compared
with a defence budget of £22 billion. However, the NHS takes up the lowest
Gross Domestic Product of any country in the European Union and has been
widely criticised as under-funded. Successive Health Secretaries have

attempted to improve the provision of care but the majority of the changes have

involved the management structure (table 1). Changes in the direct care of



patients have instead been fuelled by rapid changes in technology and medical

knowledge. These changes in technology increased the workload of doctors, In

particular those training within the hospital system.

Reform Health Secrétary
Middle tier management (Area Health Authority) | Patrick Jenkin

' abolished
Local General Managers introduced Roy Griffiths
Internal market of health purct purchasers ‘and —‘I Kem

providers Fundholders and Trusts (1991-1996)

Lower tier management (Primary Care Groups) Frank Dobson
established (1997-2002)

Middle_ti“erJr_hanagement (Primargl_éare Trusts_)' Stephen Dorrell
established (1999 onward)
Higher tier management (Regional) reduced to | Alan Milburn

- Strategic Health Authorities (2002 onward)

I 1 _

Table 1 Reforms introduced by Health Secretaries 1979-2002

Between 1979 and 1997 the number of hospital treatments increased by four
million, infant mortality was halved, and life expectancy became four years

longer (Warden 1997). Educational opportunities were overwhelmed by

increased workload and this fuelled demand for better educational structures

within or alongside the changes that were occurring in NHS management.

NHS TRAINING OF HOSPITAL BASED DOCTORS

The senior house officer (SHO) and registrar grades of hospital based training

were established in the 1960s. A doctor could enter the SHO grade immediately
after their year as a house officer. The subsequent registrar grade was usually

in the doctor’s future chosen medical speciality and preceded the final hospital



consultant post. The amount of time spent in the SHO or registrar grade was
not fixed and a community based doctor (general practitioner) could set up
practice immediately after completing their house officer post. These grades
were overseen by a Postgraduate Dean of Medical Education.

Concerns were raised at the time by Sir Robert Platt, chairman of a government
joint working party, about the standards of training for junior doctors in these
newly created SHO and registrar grades (Mabin 1999). The Pickering report in
1963 recommended that within each district the provision of postgraduate
medical education should be supervised on behalf of the postgraduate dean by

a clinical tutor, who was usually chosen from among the consultants (Mabin
1999).

Supervision of training
The Merrison Committee of Inquiry into the Regulation of the Medical

Profession in the 1970s again recommended close supervision of trainees and
said the General Medical Council (GMC) should be responsible for standards of
specialist education. The GMC delegated the monitoring of these national
training standards and accreditation to the Royal Colleges of each speciality
and to the Joint Committees of Postgraduate Training (JCPT) for the Royal
Colleges, rather than postgraduate deans who acted at a more local level. This
was enshrined in the Medical Act of 1978 and led to the formation of separate
college tutors in health districts and the inspection of posts by colleges
(Mabin1999). In 1990 the Health Secretary, Kenneth Clarke, empowered
postgraduate deans by making them responsible for the funding of
postgraduate medical education for trainees, and charged them to monitor the
delivery and standard of such education at a local level. By 1992 postgraduate

deans held 50% of the funding for each educational post at house officer, SHO

or registrar level (Dott 1992).



The specialist registrar grade
However, it was joining the European Economic Community (EEC) that had a

greater impact on the training of doctors in the NHS. Doctors in all countries
were expected to have equivalent standards of training that would allow
movement between posts within the EEC. Training in the United Kingdom took
longer. Other countries were able to demonstrate completion of training after
five years, which led to the development of a similar model in the United
Kingdom. This was intended to consist of two years training as a hospital SHO
and three years training as a career specialist registrar (SpR), after which the
trainee would receive a CSST or Certificate of Satisfactory Specialist Training
and then be able to work as a consultant. The new specialist registrar grade,
(which was also initially referred to as the Calman registrar after Sir Kenneth
Calman, the Chief Medical Officer at the time) encompassed 12,000 higher
specialist trainees in 52 different hospital based specialities across the United
Kingdom (Calman 1997).

It was intended that each specialist registrar would have structured training
courses encompassing flexibility, choice, competition and regular assessment
of progress. Progress would be measured against published training
programmes and trainees would know exactly when they could expect to
complete their specialist training (Calman 1997). Over the period of this study
(1997-1999) these changes did take place as planned. A structured “Record of
In Training Assessment” (RITA) was introduced with an external visiting panel
meeting the specialist registrar each year (Bache 1999).

The development of a new specialist registrar grade did not address what
happened before and after the grade or what happened to those doctors who
were not fortunate enough to enter the grade. Those who could not decide on
their chosen career or who did not make it into the specialist registrar grade had
to spend longer in the SHO grade or accept a sub consultant post known as the
staff grade. At the other end of specialist registrar training, the number of

consultant posts had to match the number of specialist registrars completing



their training. The consultant grades were slowly being expanded to do this.
However, if this expansion did not take place, there was a risk that a pool of
doctors certified as trained for consultancy, but with no prospect of a consultant

post, would develop.

The house officer grade
In the 1990s changes also took place in undergraduate training (“Tomorrows’

Doctor’) and in the pre-registration house officer year (“The New Doctor”),
which preceded the SHO grade (General Medical Council 1993, General
Medical Council 1997, Kershaw 1997). Medical schools were changing from a
didactic approach, with fact accumulation and regurgitation, to a more problem
orientated, patient centred pattern of learning. For example, instead of learning
about the detailed physiology of the human in isolation from other body
sciences, students would learn about all aspects of one body system in the
practical context of a patient’s iliness (Kershaw 1997). Increased structure was
iIntroduced into the house officer year, with teaching sessions provided for all
doctors together in the grade, along with induction and appraisal (General
Medical Council 1997). This left the SHO grade as the poor relation in the
middle. As Paice said in her editorial, there was a

“lack of clarity about the purpose of the (senior house officer) grade.

Sandwiched between two grades that have undergone educational
reform, it has become the workhorse grade” (Paice and Leaver 1999:

1022).

THE LOST TRIBE OF SENIOR HOUSE OFFICERS

The SHO grade remained a “no man’s land” between the educational
responsibility of the medical schools for student and house officer training and
the educational responsibility of the Royal Colleges of each speciality for
specialist registrar training. There was no representative body specifically for
this nomadic group of SHOs until they committed themselves to a speciality
choice of career. In 1993 Louise Dillner (1993), sub editor of the BMJ,



described the term "Lost Tribes" when reporting on a conference about the
SHO grades, and Paice and West (1994) later used this term as a title. SHOs
worked long hours with poor supervision, often in posts with little or no
structured education (Council for Postgraduate Medical Education in England
and Wales 1987). Only 3% of juniors' working time, in 1987, was spent on
training, guidelines on education were not being followed and there was a lack
of systematic approach to training (Baker 1993). And yet all doctors passed
through this grade. In England almost half of all doctors in training were SHOs
(Donaldson 2002). In the year 2001 they constituted 15,384 doctors (45.8%) out
of a total of 33,600 in training grades (Donaldson 2002).

"After consultants, SHOs are the second largest group of hospital
doctors. [hey are in the front line of patient care and so the quality of
their training directly affects the quality of service provided by the
National Service” (General Medical Council 1999: 1).
Paice and West (1994: 124) stated "SHOs should not normally be forced to
cope with problems beyond their competence and experience” and "they should
have easy access to senior support and supervision”, yet a quarter of 303
SHOs interviewed felt that supervision was inadequate: “25% felt overworked to
the point of stress and inability to offer their patients proper care" (Paice and
West 1994: 123). In a survey in the North Western Region 85% of SHOs had
less than two hours formal training a week and nearly one third had no informal
or formal training (Reeve and Bowman 1989). Some Trusts and even some
Deaneries were flagrantly flouting the terms and conditions of service regarding
study leave, budgets were patently inadequate and many courses were of low
quality (BMA 1998). Many doctors did not even know of their current entitlement
to study leave (BMA 1998). Articles throughout the 1980s and 1990s repeated
this same overall description of SHO training (Council for Postgraduate Medical
Education in England and Wales 1987, Grant et al. 1990, Kearley 1990,
SCOPME 1991, Ruscoe 1991, Little 1994, Baker and Sprackling 1994,
Academy of Royal Colleges 1996, Baldwin et al. 1997, Harris and Ferriera

1997, Richards 1997, Rickenbach et al. 1997, Carnell 1998, Donaldson 2002).



Media portrayal
The problem of junior doctor training was also illustrated by television

programmes of the 1990s. Most of these dramatised the issue by looking at the
life of each individual rather than giving an historical overview. One programme
"Cardiac Arrest" was screened in 1994 and portrayed junior doctors as working
long hours, stressed and unsupported. To determine if this was a realistic
picture, a survey of 45 GP registrars (87% response rate) was carried out in
Southampton. The results supported the hypothesis that it was a realistic
portrayal of life as a junior doctor in 1994 (Rickenbach 1994b). On a six point
scale 26 respondents scored it at the completely realistic end of the scale. The
limitations of this survey included the relatively small number of doctors who
participated and the selection of a specific cohort of doctors who had just
completed their SHO posts. A British Medical Journal editorial also described
the programme as “frightening realism” (Dillner 1994). The perception was that
SHOs were “Junior — not know much’, “clumsy”, “tired”, “useless”, “hard
pressed’, “need direction”, “party”. These statements came from a group of ten
researchers outside the field of medicine when asked by the author (MR) in
1999 about their reaction to the term SHO.

This image of SHOs under stress was supported by Birch (1998) who carried
out a questionnaire survey on 114 hospital doctors. Ninety responses were
analysed giving a 79% response rate. They used the hospital anxiety and
depression scale and 21% of men and 45% women scored more than 8, which
is the cut off score for pathological anxiety. 60% exceeded the existing national
safe limit of alcohol. 11% smoked cannabis regularly. 35% of men currently
smoked cannabis and this figure was 19% for women. LSD, nitrates, cocaine or
amphetamines were used by 13% of men and 10% of women. These figures
predominantly included house officers rather than SHOs and another criticism

of this study was the absence of a comparative age group or professional

group. The hospital anxiety and depression scale was designed for patients and
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may not apply to doctors whose responses may be altered by their professional
knowledge. However, concern about anxiety and depression amongst doctors
and the lack of facilities for supporting doctors with mental iliness has been

reported by others (Chambers and Maxwell 1996).

Hours, pay and work intensity
Over the period of the study the total hours worked were reduced, as intended

by the “New Deal” (NHS Management Executive 1991). The NHS Management
Executive restated in 1998, "No junior doctor should be on duty for more than
an average of 72 hours a week on an on-call rota, 64 hours on a partial shift or
56 hours on a full shift” (NHS Executive 1998). The actual hours worked did fall
but still remained above the intended limit (Moss 1999, Hooke 2000). The
workload during these hours intensified suggesting that the same amount of
work was being done in the shorter time (Paice and West 1994). There was
also increased turn over of patients with more day case procedures and shorter
stays for inpatients (Moss 1999). Technologies continued to develop so that the
management of those patients having a shorter stay was becoming more
complex and the expectations of patients was higher. The reduction in hours
had not solved the problems faced by junior doctors and in 1999 “junior doctors’
representatives in the United Kingdom voted unanimously to ballot on industrial
action” (Moss 1999: 1639), what Fiona Moss (1999: 1639) described as a
"serious preliminary step"” considering "the last industrial action by junior
doctors was 25 years ago". Morale was said to be "in a critical state, with pay
and conditions the stated problem" (Moss 1999: 1639). The government had
secretly signed an agreement that exempted junior doctors from the European
Working Time Directive, which limits workers to a 48-hour week (Smith 1999).
In June of 1999 on the television news reports, in newspapers and medical
journals a doctor appeared holding a toilet brush in one hand and a

stethoscope in the other (Beecham 1999). The message was that doctors would

be paid more to clean toilets than work out of hours. The pay at £4.02 an hour
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was just above the minimum wage. It was "50% of the standard hourly rate after
the first 40 hours work” (Beecham 1999). The editor of the British Medical
Journal pointed out that "junior doctors were the cheapest labour in the hospital
out of hours, meaning that managers had a financial incentive to get them to do
the work of porters and others" (Smith 1999). But pay alone was not the whole
problem and again there was a cry to improve the "organisational aspects of
work"” with "time for reflection”, "better motivated teams", "appraisal support and
feedback from consultants” (Moss 1999: 1640). In September 1999 the
government offered a new working contract, which did away with overtime and
paid four salary bands according to intensity of work (Smith 1999).

To comply with the reduction in hours of work that took place many hospital
Trusts introduced shift or partial shift systems. The introduction of partial shifts
In many posts resulted in a lack of cohtinuity of patient care, whereby it was
difficult to follow a patient through their iliness (Kapur and House 1997). Shift
systems seemed to have adverse effects on psychological well-being, job
satisfaction, and quality of training as well as being unpopular (Kapur 1997). A
questionnaire to 52 junior doctors, 19 consultants, and 14 managers in 1995
showed that managers believed reduced hours had been beneficial, but
consultants and juniors were equivocal (Dilworth and Mitchell 1998). Managers
were in favour of shifts but only 10% of juniors were in favour. More than 90% of
doctors noted persistence of non-clinical tasks such as form filling, blood taking,
medical record collection, and X-Ray collection (Dilworth and Mitchell 1998).
Managers ranked shorter hours as most important, but doctors all ranked better

training and fewer non-medical tasks as most important (Dilworth and Mitchell
1998).

GENERAL PRACTICE TRAINING
By the end of the 1970s the SHO grade had become the route to all speciality
training including general practice. It was still possible to enter general practice

directly from house officer posts, but Vocational Training Schemes for general
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practice, which included SHO posts, were evolving. In 1979 the Joint
Committee of Postgraduate Training for General Practice, known as the
JCPTGP, was appointed by the Secretary of State for Health as the body
responsible for administering new NHS regulations for general practice
(‘Vocational Training’) that were to come into operation later in 1981. These
regulations stated that doctors training for general practice had to undergo a
three year training programme of which at least one year was to be as an SHO
In hospital posts and one year in an approved training practice with a personal
general practice trainer (GP trainer) (Carter 1998<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>