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SUMMARY. I report my clinical experience as a
trainee. I am doubtful about the usefulness of
hospital medical and accident and emergency
posts, but obstetric and paediatric posts are high¬
ly relevant.There was little experience and teach¬
ing in the general practice year about psychiatry
and gynaecology. It seems possible that trainees
are not seeing enough chronic illness or associ¬
ated problems, such as obtaining social services,
therapy in chronic cases, and correct delegation
to practice nurses. These points all suggest that
the work of doctors undergoing vocational train¬
ing should be monitored, at least at present.

Introduction

THE Royal College of General Praetitioners (1972)
has set out in The Future General Practitioner.

Learning and Teaching a guide to the main aspects of
general practice. In addition it has set out further guide¬
lines, in association with other bodies (Royal College of
General Praetitioners and Royal College of Psychia¬
trists, 1975; Royal College of General Praetitioners and
British Paediatric Association, 1976). Byrne (1972), in
discussing medical education, has described the subjects
which a general practitioner can suitably teach. These
reports, with an earlier report by Whitfield (1966) and
a later one by Donald (1975), are concerned with the
content and method of learning and do not assess the
clinical experience.
Hodgkin (1973) has given a description of his own

training. However, despite the availability of this in¬
formation, there has in recent years been a plea for
more information (Richardson and Howie, 1972; Gil¬
christ and Mackay, 1973; Price, 1974; British Journal
ofMedicalEducation, 1974; Update, 1975).
*The author is now a Principal in General Practice in Sutton
Coldfield.
© Journal of the Royal College of General Praetitioners, 1977, 27,
227-230.

Aims

I hope this study will give some of the data that these
authors seek:

1. To provide details of the clinical experience from all
the posts involved in one three-year training programme.
2. To examine the results and deduce the educational
implications.

Method

The hospital cases were seen in the hospitals in the
Derby Vocational Training Scheme. The medical,
paediatric, and accident and emergency cases refer to
all new diagnoses made or new cases seen during my
tenure of these posts. The cases in obstetrics were re¬

corded by another trainee. The figures include all de¬
liveries made during the time he was on call. All posts
were of six months' duration. The results for accident
and emergency are a summary of a previous report
(O'Flanagan, 1976).
The patients in general practice were seen in an urban

industrial practice in the Midlands. It was a two-man
partnership with a part-time partner and a trainee,
which used an appointment system. The total number
of patients on the list was 4,500. I saw these patients
consecutively during the six months from mid-
September 1975 to mid-March 1976, which included
an influenza outbreak. The diagnoses refer to all
patients seen by me, whether new or old, for the first
time. Only one diagnosis is recorded for each completed
disease episode. One hundred and thirty-five cases have
been excluded from the results because of incomplete
information. The figures for the trainer are taken from
500 consultations recorded from December 1975 to
January 1976.

Results

It is impossible to give the complete results in this
article. I have therefore selected three aspects: the
distribution of experience between the hospital and
general practice, the experience of the trainee year, and
a comparison between the trainee and the trainer.
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1. Comparison between hospital and general
practice
To examine medicine, paediatrics, and the trainee year
I have selected three systems for scrutiny: the nervous,
respiratory, and digestive systems, and I have taken the
four commonest illnesses for each.

In paediatrics training was obtained in problems es¬
sential to general practice, such as the child with ab¬
dominal pain, or the child who has had a convulsion,
or is breathless. The medical post gave a good all-
round experience of acute general medicine.
The results for obstetrics and accident and emergency

are shown in Tables 2 and 3 respectively.

2. Experience in general practice
The results for sections 2 and 3 are presented in Table 4.
In making a comparison between trainee and trainer
it must be remembered that the trainee's results are

expressed as complete episodes, and those for the
trainer as consultations. In spite of the difference in
recording technique the figures are still a measure of

quantity. As such, provided the reservation above is
noted, the figures can be used for discussion.

Discussion

1. Experience in hospital
Table 1 shows whether the learning experience was cor¬

rectly divided between hospital and general practice.
If, for example, the respiratory system is examined,
it can be seen that in general practice the commonest
diagnosis, as expected, was nasopharyngitis (non-
febrile). If it had been pneumonia then obviously some¬

thing would have been amiss. Similarly, for the hospital
posts, pneumonia is top of the list for medicine, and
asthma for paediatrics. Again this is as expected. If the
diagnosis had been nasopharyngitis in each case then
obviously the trainee would have been seeing the wrong
illness in the wrong setting. Thus it can be concluded
that the distribution of experience between hospital
and general practice was correct.
The fact that there is such a distribution brings into

question the relevance of someone training for general

Table 1. Distribution of experience between hospital and general practice, taking three systems with
their four commonest diagnoses.
General practice

% of total
Diagnosis Number for system

Medicine Paediatrics
% of total % of total

Diagnosis Number for system Diagnosis Number for system

ChOAD.Chronic obstructive airway disease.
TIA .Transient ischaemic attack.
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Table 2. Distribution of obstetrics between hospital and general practice.
General practice
Postnatal cases
Antenatal cases
Induction
Intrapartum exam
Complete abortion
Post partum haemorrhage

Hospital
4 Induction followed by normal delivery 177
3 Abnormal presentation 24
2 Prematurity 8
2 Antepartum haemorrhage 7
1 Post partum haemorrhage 3
1 Manual removal of placenta 6

Exam under anaesthesia 3
Caesarean section 14
Stillbirth 12
Manual rotation 1
Forceps delivery 45
Ventouse extraction 4
Normal delivery 34

Total 13 Total 338

practice in hospital. It can be argued that such a dis-
parity is constructive. It gives an intensive course in
acute clinical medicine, in acute medical therapeutics,
and in the use of diagnostic and other investigative pro¬
cedures. It furthers the trainee's understanding of the
role of the consultant and other hospital workers. If
a trainee stays in the training area, he has established
a rapport with his hospital colleagues.

I believe that the argument against this is stronger.
The general practitioner rarely sees cases that need such
intensive care. Such knowledge should have been
learned in medical school and in the pre-registration
year. Accepting that he rarely sees such cases the time
so spent may well have been inappropriate. The time
could more usefully be spent in general practice, and
with appropriate release the trainee could learn skills
of real value in general practice, such as injecting joints,
varicose veins, or how to manipulate the lumbar spine.

It is probable that with more time spent in general
practice more research would be done by trainees. I
believe that the inappropriate use of trainees in hospitals
reflects the uncertainty of academic general practice.
In addition, the use of trainees in hospitals does not
ensure that they are trained for general practice. This
is underlined through the casework being so different.
There are, however, two exceptions. The first is ob¬

stetrics. I do not think that any doctor wishing to prac-
tise obstetrics should do so unless he has had the benefit
of a six-month obstetric post. The second is paediatrics.
Price (1974) thought that the recognition of serious
illness in a child was an important lesson. In addition,
Table 1 shows its relevance to everyday general practice.
These two points make paediatric training a necessity.
The only description of a trainee in an accident and

emergency post is by O'Flanagan (1976) (Table 3). I
found this post similar to general practice in that most
of the patients are self-selected and any problem could
present itself. It provided valuable training in the assess-

Table 3. Distribution of accident and emergency
cases between hospital and general practice.
General practice1
Hospital2
No abnormality found
Lacerations
Fractures
Admissions
Sprains
Infection
Burns
Dead on arrival
Miscellaneous

51

431
271
233
195
116
66
35
8

1,400

Total 2,379

*Cases of bruising, abrasions, and sprains.
2The total number of cases given here is less in number than will be
found by adding the figures. This is because there is some cross-
over between fractures and admissions, or fractures and lacer¬
ations. The miscellaneous group is an approximation obtained by
the other categories given from the total. It includes dog, cat, and
gerbil bites and other cases which only needed a dressing.

ment and treatment of both medical and surgical emerg¬
encies. Its suitability for trainees will depend upon their
desire to treat cases in the accident and emergency de¬
partment of local cottage hospitals.

2. The trainee year

My clinical experience in the trainee year is summarized
in Tables 1 and 4. I started this year sitting with my
trainer at her surgeries for about two weeks, then I
started my own surgeries. I found 'tandem* surgeries
very tedious. While carrying out my own surgeries I had
access to my trainer or another practice partner at all
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Table 4. Summary of cases seen by trainee and
trainer.

Number of
Number of trainer

tra inee (consul-
Morbidity group (episodes) tations)

Respiratory 326 106
Dermatology 105 23
Diagnosis unknown 92 4
Digestive tract 86 31
Repeat prescription 70
Ear 67 11
Influenza 62 22
Cardiovascular 60 22
Musculoskeletal 54 37
Trauma 51 16
Certif icates 37
Genitourinary 33 15
Psychiatric 32 55
Gynaecology/obstetric 31 102
Nervous system 21 19
Obesity 18 7
No abnormality 16
Eye 17 16
Vaccination 15 Less than 6
Other groups Less than Less than

1 per cent 1 per cent

Total 1,271 609

times. Apart from an abortive attempt to have a dis-
cussion once a week there was no other tuition. My
trainer did, though, arrange for me to visit local schools
for the handicapped and a local factory medical centre.
I feel that more discussion would have been useful,
especially constructive criticism ofmy own work.
An examination of the patients seen is interesting.

First there is the strikingly large number in which no
diagnosis was made; Fraser (1967) and Bain (1969) have
also commented on this difficulty. It could represent
lack of knowledge on the part of the trainee, or it may
well be that there was no diagnosis possible in these
cases. Which ever way it is viewed it represents a valu-
able teaching opportunity which may be missed unless
trainees and trainers are aware of its occurrence. Sec-
ondly, only 32 psychiatric episodes were recorded by
the trainee.. This was made up of three diagnoses: de-
pression, anxiety, and bereavement. Bain (1969) re-
ported that most psychiatric and social problems were
dealt with by his trainer. These results challenge argu-
ments that psychiatry can be learnt in general practice.
Thirdly, I saw only 13 obstetric and 18 gynaecology
cases. These figures are low and give cause for concern.
Fourthly, the following conditions were not seen by
the trainee: behaviour problems in children, chicken-

pox, epistaxis, hysteria, measles, organic dementia,
pernicious anaemia, rubella, scabies, scarlet fever,
seborrhoea capitis, seborrhoeic dermatitis, and thyro-
toxicosis. The list is not exhaustive, but has concen-
trated on the commoner conditions. I was surprised
to discover that I had seen no cases of measles nor
rubella. Of more concern is the fact that I did not have
under my care any people with organic dementia or
children with behaviour problems. Also it is possible
that trainees are not seeing sufficient chronic illness
(I only treated one case of diabetes mellitus) and associ-
ated problems, such as obtaining social services, main-
tenance of long-term therapy, and correct delegation of
work to practice nurses. Finally, I feel that I could have
been taught more practical procedures, such as remov-
ing chalazions, sebaceous cysts, or warts.

3. The trainee and the trainer

Home visits were evenly distributed between us-we
both did 19 per cent. However, my trainer did see more
psychiatric cases. This may only reflect the difficulty
of transferring the care of such people from one person
to another.
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