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SUMMARY. The results are presented of a survey
comparing patients seen in the surgery by trainer
and trainee during a six-month attachment.

Statistically significant differences were shown
as follows: the trainee saw a younger group of
patients, a higher proportion of whom were male;
the trainee saw fewer musculoskeletal disorders,
fewer gynaecological disorders, and gave less
contraceptive care. He saw more acute
respiratory tract infections. Despite there being
no direction of trainee workload, some of the
difference in clinical workload significantly
altered over a six-month period. However, trainee
and trainer experience of many clinical con¬
ditions was not significantly different.
We suggest that trainees and trainers should

agree at the start of a traineeship on the aspects
of clinical care in which experience should be
obtained. Regular monitoring of the trainee's
clinical workload would then enable def iciencies
to be identified and corrected by direction of
appropriate patients to the trainee.

Introduction

VOCATIONAL training for general practice
will probably become compulsory in 1980, and there

are already over 1,500 trainees in pre-planned or self-
constructed programmes (RCGP, 1977). There has been
little detailed critical evaluation of the clinical content
of the trainee's year in general practice.Richardson and
colleagues (1972, 1974) compared the clinical experience
of trainees and principals but gave only comparisons of
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seven large disease groupings. They found some small
differences in the clinical experience of trainees and
principals but concluded that, allowing for observer
error, the clinical experience of trainees was

representative of general practice. They noted that
trainees adopted the pattern of consultation found in
their training practice.
O'Flanagan (1977) looked at his experience both in

hospital and general practice. He demonstrated a

difference in trainee and trainer workload and, despite
the lack of statistical analysis, suggested there was

insufficient experience in psychiatry, gynaecology, and
chronic illness. Gilchrist and Mackay (1973) presented a

detailed study of the morbidity distribution of patients
seen by the trainee, and compared it with that found by
Morrell (1971) and Richardson and colleagues (1972).
They concluded that the trainee gained satisfactory
clinical experience. Bain (1969) reviewed his overall
educational experience whilst a trainee but gave no

details of the morbidity distribution of patients seen.

Others have looked at the content of the trainee year,
discussing methods of learning, but not describing
actual clinical experience (Whitfield, 1966; Irvine et al.,
1974; Donald, 1975).
At the Third National Trainee Conference the results

of a questionnaire sent by Knightley (1977; personal
communication) to 404 trainees were presented. These
showed a wide variation in the number of patients seen

weekly (30 to 270, average 97), in the number of weekly
home visits (<11 to 50, average 20), and in the nights on
duty per month (range 0 to 15). These considerable
variations must result in substantial differences in
trainees' clinical experience. It is important for there to
be more information on what the clinical experience of
trainees actually is. We report the results of a study
carried out during a six-month trainee attachment.
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Aims

1. To determine whether there were differences between
patients seen by trainer and trainee in surgery con¬
sultations as measured by the following criteria:

Age of the patient,
Sex ofthe patient,
Morbidity classification,
New or repeat consultation.

2. To determine whether any differences shown by the
above observations altered during the six-month trainee
attachment.

Method

The practice
The practice is situated in the cathedral city of Exeter
which has a population of about 100,000. It has a three-
man partnership with a list size of 5,836 at the beginning
of the survey. The list is expanding slowly and consists
of 50. 2 per cent male and 49. 8 per cent female patients.
Practically all the patients live within the city boundary.
The age distribution of the practice (22-3 per cent aged
0 to 14 years, 12 . 8 per cent over 65) is very similar to the
average found in the Second National Morbidity Survey
(RCGP et al., 1974). The surgery consultation rate
during the six-month survey was 1 . 2 attendances per
patient. The partners do not have individual lists, so this
is an average figure for the whole practice.
The practice has an attached midwife and health

visitor, and two attached district nurses. A practice
nurse is employed part time. There is a full appointment
system for all surgeries, and all urgent cases are fitted in
on the same day. Selected patients are given a limited
number of repeat prescriptions before the doctor sees
them again. The trainee in this study was only the
second in the practice, the first having been attached for

the previous three months. The receptionists had not
been given any particular instructions about booking in
patients to see the trainee apart from an initial
maximum of eight an hour. The practice premises had
been recently converted from a large family house, and
the trainee had his own consulting room.
The survey
The study was carried out from 18 April 1977 to 30
September 1977, during which time the trainer was on

holiday or study leave for five weeks, and the trainee on
holiday for two weeks. The other two partners were

away for three weeks each during the time studied.
All consultations by trainer and trainee occurring on

practice premises were recorded, except those occurring
for antenatal and postnatal care and paediatric
assessment. These all took place at a special surgery
which trainer and trainee both attended, to enable the
trainee to obtain experience. The trainer worked one
session a week at a college for training the disabled, and
did a further weekly surgery in a school for the partially
sighted. The trainee sometimes accompanied the trainer
to these sessions; none of those consultations were
included in this survey.
At each consultation one or more diagnoses were

recorded and later coded by the trainee, using the
RCGP Morbidity Classification. A record was also
made of whether the consultation was a new or repeat
visit for the disease episode; those involving new and
repeat diagnoses were recorded as repeat visits. The
trainer and trainee discussed and compared the diag¬
nostic labels used in the hope of minimizing observer
variation.

Results

Table 1 shows the age/sex distribution of the patients
seen during the first and second halves of the at¬
tachment period. The trainee saw a significantly
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Table 2. Comparison of morbidity of trainee and trainer consultations (percentages are given in
brackets).

April to June July to September

Total 539 (100.0) 744(100.0) 888(100.0) 771(100.0)

younger population than the trainer during both
recording periods (p < 0.001), and although the trainee
did see more elderly patients during the second three
months, the change in the age distribution did not reach
statistical significance. The trainee saw significantly
more male patients than the trainer (p < 0.02), and
although this bias was partially corrected during the
second three months, the change was small and not
statistically significant.

Table 2 shows the clinical content of the trainee's and
trainer's workloads using the RCGP Morbidity

Classification used in the Second National Morbidity
Survey (RCGP et al., 1974). Disease groups 1, 2, 4, and
14 have been omitted from the following analyses
because the numbers involved were small. The mor¬

bidity distributions of the patients seen by the trainee
were significantly different from the trainer during both
recording periods (x2 = 23.4 and 43.0 with 11 d.f.;
p < 0.02 and p < 0.01 respectively).
During the first three months the trainee saw a

significantly greater proportion of respiratory disorders
than the trainer. In this period he also saw more allergic

Thyroid disorders
Diabetes mellitus
Eye disorders
Ear disorders
Ischaemic heart disease
Hypertension
Acute upper respiratory tract infection
Asthma
Gynaecological disorders
Contraceptive care
Chronic and acute arthritis

3
0

19
30
10
10

(0.6)
(0.0)
(3.5)
(5.6)
(1.9)
(1.9)

77(14.3)
18 (3.3)
19 (3.5)
11 (2.0)
10 (1.9)

3(0.4)
1 (0.1)

15(2.0)
29(3.9)
22 (3.0)
22(3.0)
65(8.7)
14(1.9)
30(4.0)
32(4.3)
32(4.3)

2
5

17
78
35
25

(0.4)
(0.6)
(1.9)
(8.8)
(3.9)
(2.8)

89(10.0)
20 (2.3)
33 (3.7)
32 (2.6)
17 (1.9)

5(0.6)
2(0.3)

18(2.3)
37(4.8)
12(1.6)
18(2.3)
42(5.4)
17(2.2)
51 (6.6J
42(5.4)
38(4.9)
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and endocrine disorders (56 per cent being hay fever)
and fewer genitourinary problems, though these trends
do not quite reach the five per cent significance level.
During the second three months the trainee's share of
genitourinary problems was again low, this time
significantly so. He also saw fewer than would be ex¬

pected of musculoskeletal and connective tissue
disorders, 'symptoms and ill defined conditions', and
prophylactic procedures.
Comparing the two recording periods, a marked

increase occurred in the trainee's share of the workload
with respect to circulatory (p < 0 02) and digestive
disorders (p < 002). In addition the trainee recorded a

much reduced share of symptoms and ill defined
conditions in July, August, and September (p < 0 . 01).

Table 3 shows comparisons of more specific disease
entities. Comparing the trainee's workload with that of
the trainer, during April to June the former saw

significantly more acute upper respiratory tract in¬
fection, but significantly less chronic and acute arthritis,
and he gave less contraceptive care. The latter three
differences remained unaltered during the period July to

September, when the trainee also saw significantly fewer
gynaecological disorders, but saw significantly more ear

disorders and manifestation of ischaemic heart disease.
Comparing the two recording periods, the trainee saw

significantly more ischaemic heart disease during the
second three months.

Within recording periods, Tables 2 and 3 were

analysed in terms of "standardized residuals" (Cox,
1970; Bishop et al., 1975). For comparisons between
periods, Cochran's method was applied to the logarithm
of the odds ratio (Fleiss, 1973).
Table 4 shows the ratio of new to repeat consultations

for a given disease episode. The difference between
trainer and trainee in the first three months was

significant (p < 001), but the ratios were similar during
the second three months. The total number of patients
seen is shown, as well as the number per week, allowing
for weeks when the doctor was away. The average
number of diagnoses per consultation are shown; the
slight decrease in the trainer's rate during the second
three months is not statistically significant.

Discussion

These results describe that part of the trainee's
workload which was not directed specifically towards
him, since midwifery, paediatric assessments, and home
visits were excluded. Significant differences between
trainer and trainee workload have been demonstrated,
as well as significant changes in the trainee workload
comparing the first and second three-month periods
studied.
The results obtained are not exactly comparable with

other series because some patients were excluded, and
the study was carried out during six summer months.
Hence the low incidence of infective disease is partly
because such patients were almost always seen at home.
Furthermore, illnesses such as diarrhoea, sore throats,
and warts were classified under gastrointestinal,
respiratory, and skin categories respectively.
The trainer is the senior partner, so it is possible that

he sees more elderly patients than his partners.
Nevertheless, the difference in the age/sex distribution
of patients seen by trainer and trainee is considerable.
At the beginning of morning surgery, since patients
usually wished to see a doctor they already knew, the
partners were often fully booked, so urgent problems
were often seen by the trainee. Many of these patients
were children with acute respiratory illnesses. Male
patients do not consult the doctor as often as female
patients, so it is possible they are not so concerned
about seeing an unknown doctor; this may account for
the comparatively higher number of male patients seen

by the trainee.
The age distribution of patients seen by the trainee

was similar to that in the Second National Morbidity
Survey (RCGP et al., 1974), except that fewer elderly
patients were seen; this may reflect the fact that visits
were excluded from this study. Children under 15 years
represented 25*3 per cent of the trainee's workload,
much more than the 14-1 per cent noted by Gilchrist
and Mackay (1973). The survey by Richardson and
colleagues (1974) showed that an average of 22 per cent
of patients seen by trainees were under 15 years,
although the range of 13 per cent to 34 per cent was

considerable.

Table 4. Ratio of new/repeat consultations for a given disease episode.
April to June July to September

Trainee Trainer

Percentage new consultations
Percentage repeat consultations
Diagnoses per consultation
Consultations per week

67.2
38.8
1.21
45

Total number of patients seen 446

52.3
47.7
1.20
78

622

Trainee Trainer

55.5
44.5
1.20
68

743

57.2
42.8
1.09
71

705
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The differences between the trainee's and trainer's
clinical workload appears to reflect the respective
age/sex distribution of patients seen. The large number
of acute respiratory disorders seen by the trainee were

mostly in children, and most arthritis was seen in the
elderly. Older patients usually get to know their doctor
well and are able to make an appointment to see him,
with their chronic complaints, well in advance. Many
women with gynaecological disorders will prefer to
consult a doctor they know; the same goes for con¬

traceptive care. It is likely that these understandable
patterns of patient behaviour occur in most practices
and will naturally affect the trainee's clinical workload.
Female trainees in all-male practices often comment on

the great amount of gynaecology they see (personal
communications).
Some significant changes in trainee workload did

occur during the period studied. The ratio of repeat to
new consultations came to resemble the trainer's;
Richardson and colleagues (1974) noted that trainees
adopted the pattern of consultation of their trainers.
The trainee's workload increased when a partner was

away, although since the partners did not have in¬
dividual lists, the workload was shared and the trainee
did not just do the absent partner's locum. It is the
trainee's impression that during these periods he saw
more patients with chronic conditions, whom he then
followed up. This may account for the increased
number of circulatory and digestive disorders seen

during the second three months. The significant increase
in symptoms and ill defined conditions seen by the
trainer in the second three months may reflect a change
in the doctors' recording of morbidity. Both doctors
recorded a similar number of diagnoses per con¬

sultation, suggesting that attempts to collaborate and
agree on criteria for morbidity recording were generally
successful.

These results confirm the finding of O'Flanagan
(1977) that the trainee sees less gynaecology, although
they do not confirm his finding that the trainee sees less
mental illness. Nevertheless, these results demonstrate
that, without any direction of clinical workload, the
trainee's experience of many clinical problems was
similar to his trainer's. The care of the terminally ill is
an important aspect of practice, and two such patients
were seen in their homes by the trainee.

The Future General Practitioner (RCGP, 1972)
outlines diseases important to the learning experience of
trainees. Five important types of disease are described:
acute life-threatening disease, early signs of diseases
which may be aborted, dangerous complications of
normally minor disease, common conditions, and
chronic conditions. These five groups were derived from
the study of those disorders found to be "common"
(>0- 5 patients consulting per 1,000 population per year)
in the National Morbidity Survey (General Register
Office, 1958) and Hodgkin's (1973) analysis of his own
practice. Common and chronic conditions form the

bulk of the workload, and this study demonstrates a

comparative lack of trainee (as opposed to trainer)
experience in other diseases and conditions. This study
does not clearly demonstrate trainee experience in the
first three types of disease described.
The Future General Practitioner (RCGP, 1972) does

not suggest what constitutes adequate clinical ex¬

perience in terms of numbers of patients with certain
conditions. Details of percentage morbidity distribution
will reflect varying experience, depending on the total
number of patients seen. The trainee in this study did
not see large numbers of patients, but both Knightley
(1977; personal communication) and Richardson and
colleagues (1974) found a large variation in the trainee's
weekly workload (ranges of 30 to 270, average 97; and
53 to 122, average 93). Although the trainee saw

significantly fewer gynaecological cases than his trainer,
it could be argued that 52 cases in six months was

adequate clinical experience.
Exclusion of some patients from this survey precludes

exact comparison with other surveys. However, apart
from infective and mental diseases, the percentages are

relatively similar to those in the Second National
Morbidity Survey (RCGP et al., 1974). The low number
of infective diseases has already been referred to, and it
is well known that the incidence of mental disease varies
considerably, depending on the observer.

The educational needs of trainees will differ, but it is
essential that they have sufficient experience managing a

wide range of illness. This study suggests that trainee
experience in, for example, contraception, gynaecology,
arthritis, and soft tissue rheumatism, may be
inadequate. There would be no advantage in preventing
the trainee seeing an excess of acute respiratory
illnesses, so long as the total workload was reasonable
and there was plenty of time to see other conditions.
The significant increase of trainee experience in some

conditions during the second three months demon¬
strates one possible advantage of a trainee attachment
of at least six months.

Trainer and trainee should agree at the beginning of
an attachment on those aspects in which experience
should be obtained. If aims are agreed at the beginning,
it should be possible for topics where experience was

inadequate to be identified by regular monitoring of the
trainee's clinical workload. Suitable patients could then
be introduced to the trainee, ideally at a surgery with the
trainee sitting in with the trainer. Regular meetings of
trainer and trainee would be necessary to discuss clinical
experience obtained.though it is hoped that such
regular meetings occur anyway. The trainee met
regularly with his trainer, and each sat in on the other's
surgeries; neither of these occasions were used for the
purpose suggested above, although, unlike O'Flanagan
(1977), the trainee found them most useful.
There must be further debate and information about

the clinical experience of trainees, and efforts must be
made to ensure that the experience obtained is as
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ahead.
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