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SUMMARY
Background. The training provided for senior house officers
(SHOs) has been the subject of debate, and variable satisfac-
tion with training has been reported. The reliability of the instru-
ments used for measuring satisfaction has not been adequately
addressed.
Aim. To develop a reliable questionnaire to measure SHO sat-
isfaction with hospital training.
Method. A 42-item questionnaire with eight scales was devel-
oped using criteria from the joint hospital visiting guidelines of
the Royal College of General Practitioners. The questionnaire
was sent to SHOs in Anglia before monitoring visits from the
royal colleges, the postgraduate dean and the Joint Committee
on Postgraduate Training for General Practice.
Results. Response rates varied from 37.0% to 100%, with an
overall response rate of 58.8%. The internal reliability of the
whole questionnaire was 0.82. Levels of internal reliability for
the individual scales were satisfactory, Cronbach’s alpha coeffi-
cient being 0.75 or more in all but two of the scales. Test–retest
reliability using Pearson’s product moment correlation coeffi-
cient was greater than 0.82 for six of the scales. There were
significant differences in total satisfaction between SHOs
reporting on posts accredited by the different royal colleges and
also between SHOs training for general practice and those
training to be specialists.
Conclusion. A reliable questionnaire has been developed to
measure SHO satisfaction with hospital training that is accept-
able to doctors and feasible to administer. National acceptance
of a single questionnaire for monitoring SHO posts would
enable standards to be monitored regularly at a time of consid-
erable change in hospital training.

Keywords: questionnaire reliability; senior house officers; satis-
faction with training.

Introduction

THE new arrangements for higher specialist training,1 and the
introduction of the ‘new deal’ on junior doctors’ hours,2 will

put extra pressures on the training of senior house officers
(SHOs). The full implications of these changes on the hospital
component of general practitioner (GP) training have yet to be
realized, but it is clear that the rapid expansion of both approved
and unapproved SHO posts has outstripped the supply of doctors

to fill them.3 The dual tensions of service provision versus train-
ing requirements and the educational needs of future specialists
as opposed to GPs are likely to increase. Furthermore, if the
emphasis on training for general practice changes and is provid-
ed in primary care instead of in secondary care,4,5 this will have
knock-on effects on the SHO workforce.

Despite recommendations from professional organizations,6,7

and exhortations in influential medical journals,8 the training and
work experience of SHOs remains variable.9,10 Not surprisingly,
the perceptions of consultants and junior doctors about the train-
ing do not always agree.11 Recent evidence suggests that things
may be improving, i.e. in the provision of personal training
plans,12 but there is still a long way to go, and some radical
changes may be needed.3 New recommendations have been pub-
lished,13 and their effect remains to be seen.

The responsibility for monitoring education and training was
originally that of the royal colleges, and the system of joint hospi-
tal visiting with speciality colleges joining forces with the Royal
College of General Practitioners (RCGP) is well established.
Some of the problems of this visiting process have been report-
ed.14 More recently, the monitoring responsibility has been shared
with the postgraduate deans, whose budgets contribute 50% of the
SHOs’ salaries, and the Joint Committee on Postgraduate
Training for General Practice (JCPTGP), which accredits GP
training provided by regions. It is important that the visits from
these different agencies use reliable instruments for monitoring
educational standards. Several questionnaires are currently in use.

A questionnaire for evaluating senior house officer satisfaction
with their training is now used by the RCGP on its joint hospital
visits with other royal colleges. This paper reports on the devel-
opment and reliability of the questionnaire.

Method
The questionnaire
The questionnaire was developed by the authors from the joint
hospital visiting criteria approved by the Council of the RCGP in
December 1992.15 The criteria had been discussed previously in
groups at a national conference organized by the East Anglian
Faculty of the RCGP at St Catherine’s College, Cambridge. A
wide range of GP educationalists attended the conference and GP
registrars (trainees) were also represented. Seven main areas for
monitoring standards of quality were identified: contract provi-
sion, domestic arrangements, induction course, duty arrange-
ments, work experience, educational arrangements, and study
leave provision. Forty-one questions were devised to cover all of
the ‘hard’ (essential) and ‘soft’ (desirable) criteria approved by
the college, and responses for six of the scales were registered on
a five-point Likert scale from ‘strongly disagree’ to ‘strongly
agree’. The five questions on contract provision were scored as
yes/no responses. The questionnaire was circulated to course
organizers, a clinical tutor, a postgraduate dean, a trust chief
executive, and GP registrars for comment. Minor modifications
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were made to the wording of some of the questions, and a ques-
tion was added to reflect overall satisfaction with the post (rec-
ommending the job to a friend), making 42 questions in all.

The respondents
Since 1995, the questionnaire has been sent out to all SHOs
before joint hospital visits by royal colleges (excluding the Royal
College of Surgeons) in Anglia by the two responsible faculties
of the RCGP. In 1996, the postgraduate dean in Anglia distrib-
uted the questionnaire to SHOs before 6 out of 11 of his monitor-
ing visits to hospital trusts. In the autumn of 1996, the question-
naire was circulated to all Anglian GP registrars in their hospital
posts to provide evidence for a visit from the JCPTGP. Each time
the questionnaire was sent out with a letter emphasizing that
individual responses were confidential and would be used to pro-
vide an overall picture of the posts to be visited. A total of 711
questionnaires were distributed.

In May 1997, the questionnaires were either handed out during
the half-day release course or sent to all (69) of the GP registrars
employed in SHO posts in Anglia. This exercise was repeated
two weeks later to estimate the test–retest reliability of the ques-
tionnaire. A further eight pairs of questionnaires were used that
had been received from two visits to an acute trust within one
month of each other.

Analysis
Questionnaires in which less than half of all the questions were
answered were excluded from the analysis. The subject’s mean
scale score was calculated by adding the item scores for that
scale and dividing by the number of items responded to. An
overall score of satisfaction was derived by adding the scores
from the eight scales. Questionnaires in which one or more
scales were omitted were excluded from calculations looking at
overall satisfaction.

The internal reliability or consistency of the questionnaire and
its scales was tested using Cronbach’s alpha coefficient.16

Test–retest reliability was checked by calculating Pearson’s
product-moment correlation coefficient between the two separate
scores for each scale. As most of the data were not normally dis-
tributed (Shapiro–Wilk test), between-group comparisons were
made using either the Mann–Whitney test or the Kruskal–Wallis
test. Levels of significance were set at P<0.001, given that just
over 50 statistical tests were performed. Statistical analysis was
performed using Arcus Quickstat.17

Summary of statistical terms
Spearman’s correlation coefficient (rho): a measure of associa-
tion between two variables that are not normally distributed
(non-parametric test).

Pearson’s product–moment correlation coefficient (r): a mea-
sure of association between two variables that are normally dis-
tributed (parametric test).

Cronbach’s alpha: a measure of internal reliability or consis-
tency of a multiple-item scale that relies upon the associations of
each item with each other (inter-item correlation).

Interquartile range: the range of values that lie between the
25th and 75th percentiles for a particular variable.

Ninety-five per cent confidence interval: the interval in which
the unknown value of a parameter is assumed to lie, with 95%
probability.

Results
A total of 378 questionnaires was analysed out of the 711 that

had been distributed, giving a response rate of 58.8%. Only one
questionnaire was excluded, as the respondent had omitted to
complete the second page. The response rates for each survey
varied from 37.0% to 100% with marked differences between the
JCPTGP visit (87.0%), the postgraduate dean’s visits (mean
54.6%), and the joint hospital visits (mean 49.7%). In the
test–retest exercise, 50 of the 69 GP SHOs responded to the first
questionnaire (72.5%) and 40 to the second questionnaire
(58.0%).

The internal reliability or consistency (Cronbach’s alpha coef-
ficient) of the whole questionnaire was 0.82. Levels of internal
reliability for the individual scales are shown in Table 1. All of
the scales correlated significantly (P<0.0001) with the single
question on personal recommendation (Table 1). There were sta-
tistically significant correlations between all of the scales. For
three of the scales (contract provision, domestic arrangements,
and study leave), the correlations were less than 0.39. However,
the remaining four scales (induction course, duty arrangements,
work experience, and educational arrangements) were more
closely related to each other with correlations ranging between
0.56 and 0.72.

The test–retest reliability results for each scale are shown in
Table 2. The median scores and interquartile ranges of the indi-
vidual scales and total satisfaction are shown in Table 3 with the
corresponding number of responders.

The vast majority of the questionnaires were completed with
the name of the responder (84.7%), the names of the
consultant(s) for whom they worked (93.7%), and the nature of
the post (85.2%) included. The median age of the responders was
28 years (interquartile range 26 to 31 years), the youngest SHO
being 23 and the oldest 49. Age was missing in 35 (9.3%) of the
questionnaires. Other characteristics of the responders are shown
in Table 4 with their total satisfaction scores. There were signifi-
cant differences (P<0.001) in total satisfaction between SHOs
reporting on posts accredited by the different royal colleges and
between SHOs training for general practice as opposed to those
training to be specialists.

Discussion
A questionnaire is usually judged to be reliable if the internal
reliability (Cronbach’s alpha) and test–retest reliability coeffi-
cients are at least 0.75. The questionnaire described here has
been developed on behalf of the RCGP for joint hospital visiting.
It has an acceptable Cronbach’s alpha (0.82), and most of the
individual scales have levels of 0.75 or more. There were signifi-
cant correlations between the scales, and this does indicate some
degree of overlap. Three of the scales had relatively low correla-
tions, whereas the correlations were higher with the other scales.
The subscales do, however, make sense in terms of the visiting
criteria and, thus, may still be useful in addition to the overall
score.

The scales for contract and study leave provision have the
lowest reliability, and there are two possible explanations for
this. The first relates to the construction of the scales, with some
of the questions being negatively worded, and the second to the
concepts they are measuring. There is still a lot of confusion sur-
rounding contracts and study leave regulations; this may be
reflected in the responses of the SHOs.

The overall response rate in this study (58.8%) is lower than
that reported in most other surveys (64% to 97%),18–36 although
the individual response rates vary from unacceptable (37.0%) to
ideal (100%). Baldwin et al10 had a similar response rate (58%)
in their study of medical SHOs and reported difficulties in dis-
tributing their questionnaires. Heyworth et al,37 who looked at
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predictors of work satisfaction in accident and emergency SHOs,
had a lower response rate (54.1%) but reported high levels of
internal reliability in the two questionnaires that they used. Paice
et al12 had a response rate of 52% for their first mailing and 62%
for the second mailing. The response rate increased to 74% and
89% respectively when adjusted for absences. In this study,
reminders were not usually sent, and no allowance was made for
absences in any of the visits. One district, however, managed to
increase its response rate from 50% to 100% within a year, illus-
trating what can be achieved by motivated staff in a hospital
postgraduate centre (L Jones, personal communication, 1996).
The total satisfaction scores were the same whether the response
rates were high or low. This indicates that the sample is probably
representative of most SHOs and that a response rate of between
37% and 50% can still give useful information before a visit.

Despite the variable response rates, the questionnaire appears
to be acceptable to the SHOs who completed it, as it was possi-
ble to identify the vast majority of them by name, the consultants
for whom they worked, and the speciality in which they were
working. Ensuring confidentiality probably enabled this high
degree of personal identification. Of the comments that were

written, most were negative in nature, and only a small propor-
tion were positive. Negative comments were no more likely to be
made by those whose questionnaires were anonymous than by
those who revealed their name.

Asking SHOs if they agree with a positive description of their
training experience may produce lesser apparent satisfaction than
asking if they agree with a negative description.38 The overall
levels of satisfaction were, however, fairly high. The proportion
of those who would recommend the job to a friend (0.62) was
very similar (0.58) to the national survey of preregistration house
jobs carried out by Gillard et al30 and that reported (0.57) in the
recent survey by Paice et al12 of SHO posts in North East
Thames. Only four out of 10 SHOs reported getting regular feed-
back on their work performance, and only one in three agreed
that they received regular formative assessment. These findings
agree with other surveys.10,11,25,26,33,34,39

Obtaining feedback from SHOs on a regular basis has been
emphasized in two recent reports.7,13 The feasibility of doing this
at six monthly intervals with some of the questionnaires that
have been used in the past is debatable. Grant et al’s21 original
study of SHO training used a questionnaire of 282 closed and

Table 1. Internal reliability of the seven individual scales and their correlations (Spearman’s rho) with personal recommendation.

Scale Cronbach’s Spearman’s 95% CI
alpha rho

Contract provision 0.30 0.25a 0.15 to 0.34
Domestic arrangements 0.78 0.29a 0.19 to 0.38
Induction course 0.76 0.44a 0.35 to 0.52
Duty arrangements 0.75 0.65a 0.59 to 0.71
Work experience 0.75 0.70a 0.64 to 0.75
Educational arrangements 0.85 0.66a 0.60 to 0.72
Study leave provision 0.54 0.36a 0.27 to 0.45

aP<0.0001.

Table 2. Mean scores of the eight scales for the test–retest survey (48 pairs of questionnaires) with Pearson’s product-moment correlation coeffi-
cients (r) and 95% confidence intervals.

Scale First test Second test Pearson’s r 95% CI

Contract provision 1.64 1.66 0.74a 0.57 to 0.84
Domestic arrangements 3.20 3.13 0.91a 0.84 to 0.95
Induction course 3.30 3.29 0.84a 0.74 to 0.91
Duty arrangements 3.35 3.35 0.84a 0.73 to 0.91
Work experience 3.40 3.43 0.83a 0.71 to 0.90
Educational arrangements 3.34 3.36 0.83a 0.71 to 0.90
Study leave provision 3.28 3.20 0.66a 0.47 to 0.80
Recommendation 3.48 3.58 0.91a 0.79 to 0.93

aP<0.0001.

Table 3. Median scores of the eight scales and total satisfaction with interquartile ranges and numbers of responders.

Scale Maximum Median score Responders
possible score (interquartile range) (n = 378)

Contract provision 2 1.75 (1.5 to 2.0) 376
Domestic arrangements 5 3.17 (2.5 to 3.6) 367
Induction course 5 3.67 (3.0 to 4.0) 364
Duty arrangements 5 4.00 (3.0 to 4.0) 374
Work experience 5 3.71 (3.3 to 4.0) 378
Educational arrangements 5 3.50 (3.0 to 3.9) 378
Study leave provision 5 3.33 (2.7 to 4.0) 371
Personal recommendation 5 4.00 (3.0 to 4.0) 375
Total satisfaction 37 25.6 (23.05 to 28.48) 342
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open-ended questions. The questionnaire used in this study has
eight questions on personal details and 42 questions on training
on two sides of A4 paper. It is probably necessary to add one or
two further questions on study leave to make this scale more reli-
able. Although some of the individual questions have low
test–retest reliability, excluding them would compromise the
validity of the questionnaire. New guidelines on joint hospital
visiting are about to be published (D McKinlay, personal com-
munication, 1997), and further items will need to be included in
the next version of the questionnaire.

The questionnaire covers similar constructs to other question-
naires in current use, and this supports its face validity. The
questionnaires used by the Royal College of Physicians (J Wass,
personal communication, 1996), used in Northern Ireland (D
Gibson, personal communication, 1997), in the west of Scotland
(M Kelly, personal communication, 1997), in Wessex and south-
east Scotland (M Rickenbach, personal communication, 1997),
and by the Yorkshire Junior Doctors’ Committee of the British
Medical Association (C Cummings, personal communication,
1997),40 have much in common. They vary in content, however,
from 32 to 83 items and from four to eight pages in length.

National acceptance of a short reliable questionnaire for moni-
toring SHO posts would enable standards to be monitored regu-
larly at a time of considerable change in hospital training. If such
a questionnaire was accepted, it could be used to compare the
views of SHOs in different specialities, trusts, and regions, as
well as in individual hospital departments over time. This would
seem to be especially important if the differences in satisfaction
demonstrated between royal colleges in this study are found in

other surveys. By identifying those posts or particular areas that
score poorly, it would be possible to concentrate attention where
it is most needed.
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