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What does a trainee see?
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SUMMARY The experience of a trainee was documented
in detail for a complete training year and the data were stored
and analysed using a suite of purpose-written computer pro-
grams. The results indicate that the experience of the trainee
was extremely similar to that of the trainer and that con-
tinuity of care must be considered in planning a training pro-
gramme. The findings also emphasize that general practice
deals with a wide range of problems many of which occur
infrequently and therefore may not be adequately covered
during the training year.

Introduction
wOR doctors intending to become general practitioners the
I'year spent in a training practice should represent the oppor-
tunity to bring all that they have learned during their years of
professional training into the setting in which they will spend
their working lives. There have been many reports about voca-
tional training, its content, aims and organization, but surpris-
ingly the literature contains little about what trainees actually
do and the type bf experience they gain during their training year.

Previous published reports include detailed work from the
departments ofgeneral-practice at Exeter, Manchester and Aber-
deen,'4 and a number of accounts by individualtrainees, 7
Recently Hasler has published his findings from a survey of
trainee experience of chronic illness in the Oxford region.8 The
conclusions of these reports are that trainees undergo change
during the trainee year, and that, judged by certain criteria, 'bet-
ter' trainers induce more change in the desired direction. It is
also believed that the range of experience of trainees is roughly
equivalent to that of the trainers, although individual reports
have indicated that trainees may see more self-limiting minor
illness and less chronic, psychological and gynaecological illness.
It is thought that trainees quite quickly adopt patterns of
behaviour modelled from their training practices. The report by
Hasler indicates that some trainees receive a full measure of ex-
perience, but the range of exposure varies considerably.
None of the reports contains a detailed analysis of the con-

tent of the trainee's year or compares it in more than a few
aspects with the work of the trainer. Much of the teaching dur-
ing the trainee year, both formal and informal, is based on the
clinical problems of which the trainee has had first-hand ex-
perience. We therefore decided to document in detail the ex-
perience of a trainee in the surgery throughout a training year.
This paper reports how the information was recorded and gives
a detailed comparison of the consultations of the trainer and
the trainee.

Method
The study was carried out in a practice which consists of six
partners with a total patient list of 11 000. Within the limits im-
posed by other commitments the practice uses a personal list
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system. The work of the trainee was concentrated on the list
of her trainer. At the time of the study this was 2100 in number.

Recording began on the first day of the traineeship and con-
tinued for the whole year. Information was kept on all surgery
consultations with the exception of patients attending the weekly
antenatal clinic. The main reason for consultation was recorded
and coded according to the RCGP classification of morbidi-
ty.9 In some cases a single diagnosis would not give an adequate
picture of the consultation. For example, a patient complaining
of sciatica who also received a renewed prescription for a
salbutamol inhaler, was coded both for sciatica and asthma -
not to do so would have given an incomplete picture of the care
of asthma during the year.
The data were stored and analysed on a Research Machines

380Z microcomputer. The material was not analysed in detail
until the trainee year was complete so that the early results did
not influence our behaviour later in the year.

Results
Altogether there 7196 consultations arising from appointments
made by 2437 different individuals - 325 appointments were
not kept. A single diagnostic label was given in 6993 consulta-
tions and in 203 consultations two or more diagnoses were made.
Of the 7196 consultations, 4410 were the trainer and 2786 were
with the trainee, giving a ratio for the whole year of 1.58:1. For
practical purposes it can be taken that the trainer saw 60 per
cent of the attenders and the trainee 40 per cent.
Of those who attended 1147 were men and 1290 women, giv-

ing a ratio of 1:1.12 which compares with a sex ratio for the list
as a whole of 1:0.97. The male to female ratio of consultations
was 1:1.35. These facts indicate that women were more likely
than men to attend the surgery and also that they came more
often. Table 1 shows the male to female ratio of consultations
with the trainer and trainee. Proportionately slightly more
women saw the trainee than the trainer, but the difference was
not statistically significant (chi-square test, P > 0.05).

Table 1. Total number of consultations with trainer and trainee by
sex of patients.

Consultations with Consultations with
trainer trainee

Male 1906 1150

Female 2504 1636

Ratio
male: female 1:1.31 1:1.42

The average number of consultations for all those who
attended was 2.95 in the study year. Figure 1 shows the percen-
tage of consultations for different age groups, broken down into
men and women and comparing trainer and trainee. It
demonstrates that the trainee saw a good cross-section of those
attending the surgery. Figure 2 shows the pattern of frequency
of consultation for those who attended the surgery at any time
during the year. The frequency of attendance declines approx-
imately exponentially and has a long tail; the maximum number
of attendances during the year was 28.
Of those individuals attending the surgery at any time dur-

ing the year 44 per cent did so only once, and a further 19 per
cent attended only twice. At the opposite end of the range 68
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Figure 1. Percentage of consultations for different age

groups.

patients (three per cent of those attending) came 12 times or

more. When all their consultations were totalled, these 68 pa-

tients generated 15 per cent of the work load during the year.

Figure 2 also shows the number of patients who had all their

consultations with only one of the two doctors involved. As

would be expected, more patients saw only the trainer. However,

a large proportion of patients (necessarily excluding those who

came only once) saw both doctors during the year. The majority
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of those who attended four times or more during the year saw
both doctors on at least one occasion. The implications of this
will be discussed later. It is also worth noting that some frequent
attenders were successfully attached to the trainee who under-
took the whole of their care during the year. Thus there were
patients who attended eight or 11 times during the 12-month
period who had no consultations with the trainer during that
time.

Figure 3 shows the 20 most frequently recorded diagnoses
made by the trainer and trainee together during the study year.
(Note that the diagnosis 'social problem' did, not occur in the
College classification.9 We made a separate category for this to
distinguish it from other general psychological and situational,
symptoms. We used this diagnosis whenever patients consulted
about or because of perceived deficiencies in their social cir-
cumstances, marital or family relationships.) As shown in Figure
3, even the most common diagnoses are less common than one
might suppose. Tonsillitis was the most frequent diagnosis at
four per cent of all diagnoses and this was equalled by patients
who made appointments but failed to attend. Apart from these,
hypertension was the only condition to occur in more than three
per cent of consultations. The variety of conditions diagnosed
was large with 92 diagnostic labels appearing 20 or more times
during the year.

Table 2 compares the '20 most common individual diagnoses
made by the trainer and trainee. Eighteen conditions appear on
both lists, although not in the same order. It is clear that in-
dividual interpretation plays a part in diagnoses such as
nasopharyngitis and influenza-like illness but the overall
similarity of the lists is striking.
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Figure 2. (a) The consulting pattern for 7196 consultations by 2437 patients. (b) An enlargement of the section showing

six or more consultations per year.
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Figure 3. The 20 most frequently recorded diagnoses.

The trainee undertook approximately 40 out of every 100 con-
sultations during the year and the trainer 60. We would therefore
expect that for any important group of conditions, for example
skin disease, the trainee would see 40 per cent of all those
diagnosed to be in that category. If this pattern were repeated
for each of the main diagnostic groups it would be reasonable
to claim that the clinical experience of the trainee was equivalent
to that of her trainer. Figure 4 attempts to show this. The line
is the result of any given number divided 40 to 60 and plotted.
If the number of diagnoses actually made by trainer and trainee
for each of the main diagnostic groups is plotted the point should
fall on that line. A point above the line indicates that the trainee
saw a relative excess of that group and a point below the line
indicates that the trainee saw a relative deficiency. The most com-
mon disease groups appear furthest to the right (most consulta-
tions overall) and the least common to the left. The letters A
to Q identify the point associated with each of the major
diagnostic groups in the College classification.9 Figure 4 shows
the correspondence between the trainee and the trainer, with the
trainee seeing a small excess of illness in categories F, H and
Q (see key to Figure 4) but none of the differences were substan-
tial. In categories J, K and P the trainer saw more patients than
expected but the difference is slight and we believe that the graph
shows that the clinical experience of the trainee during her train-
ing year was extremely similar to that of her trainer.

Discussion
Our intention to document every consultation over one year was
successful. Omission of home visits and out-of-hours work gives

an incomplete view of the training, but we are now able to con.
sider various aspects of experience based in the surgery.
We have been able to show that the age and sex of the patients

seen by the trainee were very similar to those of the patients seen
by the trainer.

Continuity of care
We were able to detail the number of patients who had all their
medical care during the year from either the trainer or the trainee.
Even among patients who came only twice, almost 40 per cent
had one consultation with the trainer and one with the trainee.
With increasing frequency of attendance the chance of all the
medical care being provided by one doctor was reduced. So we
conclude that few patients resisted seeing the trainee even in a
practice where a personal list system is in operation.

This has several implications for the concept of continuity
in training. First a large proportion of those attending came so
infrequently that continuity, even over a whole year, becomes
a meaningless concept as far as trainees are concerned. Secondly,
patients did not show a strong preference for seeing the same
doctor on each occasion. Thus trainees need to make a positive
effort to achieve continuity by specifically asking patients to
return to them. Another useful finding was that a simple analysis
of the number of consultations for any given condition does
not give an adequate picture of the experience of the trainee in
the range of that condition. For example, if the hypertensive pa-
tients are analysed it is found that the trainee performed only
27 per cent of the consultations for hypertension. However, more
detailed assessment reveals that the trainee met and treated 42
per cent of all the hypertensive patients at some time during
the year, as a result of contact with patients who nevertheless
received the bulk of their hypertensive care from the trainer. This
means that the trainee may not have achieved a full share of
the continuous care of the hypertensive patients but was at least
exposed to the full range of problems which hypertension
presents in general practice, a distinction which should be con-
sidered when setting objectives for the trainee year.
From this evidence we suggest that trainers may need to recon-

sider the importance of continuity of care in training.

Table 2. A comparison of the 20 most common diagnoses made
by the trainer and trainee. The numbers of patients are given in
parentheses.

Trainer Trainee

1. Hypertension (212) Pharyngitis/tonsillitis (169)
2. Non-attender (209) Non-attender (116)
3. Social problem (157) Otitis media (90)
4. Pharyngitis/tonsillitis (1 56) Cough (88)
5. Influenza-like illness (155) Asthma (83)
6. Diarrhoea and vomiting(105) Oral contraceptive (80)
7. Back pain (101) Back pain (78)
8. Bronchitis (97) Hypertension (78)
9. Prophylaxis (97) Eczema (74)
10. Depression (94) Nasopharyngitis (72)
11. Nasopharyngitis (91) Diarrhoea and vomiting (66)
12. Otitis media (90) Abdominal pain (54)
13. Oral contraceptive (89) Social problem (51)
14. Abdominal pain (89) Bronchitis (50)
15. Asthma (84) Ill-defined muscular (50)
16. Ill-defined muscular (79) Anxiety (50)
17. Eczema (71) Influenza-like illness (48)
18. Anxiety (70) Conjunctivitis (47)
19. Conjunctivitis (66) Vaginal discharge (46)
20. Other contraceptive (60) Depression (42)
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Frequency of diagnoses
Our analysis of the diagnoses has important implications for
training. First, if our figures are representative of other prac-
tices, only 10 conditions occur in more than two per cent of 'live'
surgery consultations. In our case, two per cent is approximately
150 consultations per year altogether, 60 with the trainee and
90 with the trainer. This in turn means that in a three-month
period the trainee will see only 15 cases of even the most com-
mon conditions. As a result it is unrealistic for trainers to base
projects on illnesses as they occur in the surgery unless either
the diagnostic category is broad, for example upper respiratory
tract infection, or the project is part of a larger study for which
the trainee will collect extra data. Of course many other types
of project are possible during the trainee year, but in the light
of these figures, trainers should think carefully about the
feasibility of any clinical project which may be suggested.

Secondly, the ideas of trainers about the content of their own
work may be incorrect. The ideas of trainees are probably even
more unrealistic, and so every trainer should produce data about
his own clinical practice to discuss with the trainee. This would
agree with the College's initiative for improvement in quality
of care, one objective of which is that the doctor should be able
to describe his own work.'0

Thirdly, our findings re-emphasize that general practice deals
with a wide range of problems, many occurring relatively infre-
quently. Therefore planning a curriculum will not necessarily
ensure that all the important problems are covered during a
trainee year; trainer and trainee together must find some way
to identify problems which are not covered.

Representative experience
Other publications have commented that the experience of
trainees is not representative.5-8 Figure 4 confirms that our
trainee was exposed to a good cross-section of surgery general

A Congenital anomalies
B Blood disorders
C Neoplasms
D Ill-defined symptoms
E Childbearing
F Infective and parasitic
G Accidents
H Allergic, endocrine and

metabolic
I Genitourinary

J Prophylactic procedures
K Cardiovascular
L Gastrointestinal
M Skin diseases
N Central nervous system, ears

and eyes
0 Rheumatology
P Psychiatric and social
Q Respiratory

Q0

Trainee saw excess

0

Trainer saw excess

100 200 300 400 500 600 700
Number of trainer consultations by disease group

Figure 4. The number of consultations by disease group for
the trainer versus the trainee.

practice. More detailed analysis of the excess of prophylactic
procedures seen by the trainer showed that the major con-
tributing factors were a failure to give the trainee adequate ex-
perience in advising about and fitting non-oral contraceptives
and in the examination of infants prior to immunization.
Psychiatric and social diagnoses pose particular difficulties as
trainees may not receive adequate experience of these patients
and may fail to make the diagnoses.
We suggest that to analyse the workload in this way allows

the identification of potential problem areas which can be im-
proved to the benefit of future trainees.

Practice strategies
We feel that there are several important factors to be considered
in achieving balanced experience for the trainee." The personal
list system is a definite advantage from this point of view and
the trainee is likely to get the most valuable experience from
seeing patients normally attending the trainer. In this way oppor-
tunities to discuss the effects of social and family variables on
illness and its presentation will be used to the maximum
advantage.

Trainer and trainee must agree on the best way to achieve
balanced experience. The trainee must be convinced of the value
of the experience and, having once seen a patient, must be keen
to look after that patient in future consultations. The role of
the trainer is to support the trainee and encourage his patients
to see and continue to see the trainee.
The next step is to involve the receptionist, assuming that the

practice allocates most of its consultations -by appointment. The
receptionist has two important functions: to fill the trainees
surgeries and to encourage patients to book follow-up appoint-
ments with the trainee. It is important that the trainee's surgeries
are filled as early as possible to minimize the chance of seeing
an excess of minor illness. Therefore, all the patients on the
trainer's list who ask for an appointment should be offered an
appointment with the trainee. Some will prefer to see their usual
doctor and must be allowed to do so. This arrangement may
surprise some doctors, but any trainers who finds such an idea
unacceptable should ask themselves why, and what are the ob-
jectives that they are setting for the trainee year. The second way
the receptionist can help is by encouraging patients who have
already seen the trainee to make further appointments with the
same doctor. This will not only help the trainee to maintain con-
tinuity with those patients where it is important, but is one of
the most effective ways of booking some of the trainees appoint-
ments in advance.

This is a difficult area which may give rise to differences of
opinion but we are certain that these strategies made a major
contribution to the completeness of our trainee's training year.

Conclusion
Although these results have been generated by a case study of
a single trainer-trainee pair, we think our findings will prove
of value to other practices, and draw the following conclusions:
1. Trainees would benefit from recording what they actually
see in surgery consultations.
2. Such recording can help to indicate unwanted biases in the
workload of the trainee.
3. Trainer, trainee and practice staff can do a great deal to en-
sure that the experience of the trainee is balanced and therefore
that the training year is as valuable as possible.
4. Important concepts, such as continuity of care, may need
to be re-evaluated in the light of the observed pattern of con-
tact between trainee and patients.
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MRCGP CANDIDATES - REVISION TEXT

The Medical Annual 1985
(The Yearbook of
General Practice)
Edited by Denis Pereira Gray OBE MA FRCGP and
Jill Pereira Gray BA with twenty seven contributors

This annual consists of short chapters by many authors on
a wide range of subjects grouped according to the RCGP
classification of general practice. Publication of the book
has been brought forward this year to enable candidates
for the MRCGP examination to obtain copies for revision
before the examination in May.

'This publication will prove to be a most useful series for
the practice library and essential reading for trainers and
course organisers, not least for the 1,300 annual
candidates for the MRCGP examinations'
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Chronic atrial fibrillation
In the Framingham study 2,325 men and 2,866 women aged 30
to 62 years old at entry were followed biennially over 22 years
for the development of chronic atrial fibrillation in relation to
antecedent cardiovascular disease and risk factors. During
surveillance, atrial fibrillation developed in 49 men and 49
women.
The incidence rose sharply with age but did not differ

significantly between the sexes. Overall, there was a 2.0 per cent
chance that the disorder would develop in two decades. Atrial
fibrillation usually followed the development of overt car-
diovascular disease. Only 18 men and 12 women (31 per cent)
had chronic atrial fibrillation in the absence of cardiovascular
disease. Cardiac failure and rheumatic heart disease were the
most powerful predictive precursors, with relative risks in ex-
cess of sixfold. Hypertensive cardiovascular disease was the most
common antecedent disease, largely because of its frequency in
the general population. Among the risk factors for car-
diovasulcar disease, diabetes and electrocardiographic evidence
of left ventricular hypertrophy were related to the occurrence
of atrial fibrillation. The development of chronic atrial fibrilla-
tion was associated with a doubling of overall mortality and of
mortality from cardiovascular disease.

Source: Kannel WB, Abbott RD, Savage DD, et at. Epidemiological
features of chronic atrial fibrillation. The Framingham study. N Engi
J Med 1982; 306: 1018-1022.

CLASSIFICATION OF DISEASES,
PROBLEMS AND PROCEDURES 1984

Occasional Paper 26

The new College classification of health problems
from the Manchester Research Unit of the Royal
College of General Practitioners is a major
academic event. This is the first time that the old
College classification has been blended thoroughly
with the International Classification of Disease and
that it has been made available in both electronic
and printed form.

The printed version, published as Occasional
Paper 26, describes the background of the
classification, offers guidance on its use, and gives
the classification in full, first in code order and then
in alphabetical groups.

Approved by the Council of the College in 1983,
this is likely to be the definitive text on classifica-
tion in general practice for many years.

Classification of Diseases, Problems and Pro-
cedures 1984, Occasional Paper 26, can be ob-
tained from the Publications Sales Office, Royal
College of General Practitioners, 8 Queen Street,
Edinburgh EH2 1JE, price £4.75 including postage.
Payment should be made with order.
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