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PRACTICE OBSERVED

Practice Research

Entry to general practice training

JAMES ROBERTS, JAMES FREEMAN

Mcqua%ummnmmumm
More B: muwmmumm

concept of all minimum course requirements implemented in
most institutions of higher education.) The trainers were also
aware that the interview and taking up references rarely brought
out such basic deficiencies, to the possible detriment of patients
in the practice when the applicant was appointed.

Trainees in the day release courses have expressed concern
that visiting speakers are occasionally asked questions by mem-
bers of their groups on matters that should be assumed to be

common

overseas sig-
nificant. Only lvpl.le-nn who show adequate factusl
recall should be appointed as trainees.

Introduction

The purpose of mandatory training for general practice is to
raise the level of practice in Britain. The training is laid down
in terms of experience offered by hospital and general practice
trainers and not in terms of benefit gained by the trainee.
Once a trainee has satisfactorily completed training a certificate
is granted which enables the trainee to enter general practice
in the National Health Service, even though he may be grossly
mpetgnl.

some years trainers in the north west of England have
mhaedmtmlwhﬂnuformmepoﬂsdono:mvel
standard of factusl recall of clinical matters sufficiently high
for them to benefit from the trainee year. (In any educational
exercise at the advanced or higher levels pampmn must have
attained a taxonomic level, basic to that exercise, to p.mapm
effectively and to benefit. This is the logic underlying the
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and that such questions
gave vocational training and trainees a poor image. Furthermore,
group work was seriously inhibited by the lack of a common
basis of clinical factual recall from which intelligent discussion

at the low degree of achievement
in these sessions. Since September 1979, therefore, the trainers
in the region have agreed that they will not accept as trainees
applicants who are not in vocational who cannot show
that they have reached a specific level of adequate recall of
clinical facts. Trainees in vocational schemes are selected out by
other means and earlier in their training. They normally

ily undergo the with good

results.

A system has been set up whereby the trainee applicant, as
part of a pre-employment interview, completes a multiple
choice test that covers the specialties experienced in general

tion and reassurance are therefore at hand, and the applicant is
allowed whatever time is necessary to answer the questions.
The fact that an error percentage is not deducted removes the
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Atthe end of training the trainees from both mups completed
2 questionnaire giving details of their teaching-learning ex-
perience during vocational training. It is fascinating that the
most stringent criticisms and evaluation came from the members.
of group B, who criticised the adequacy of the teaching methods,
practice facilities (rooms and equipment), and quality of record
keeping both for patient care and for teaching. Little criticism
came from group A, the low scorers on the multiple choice test
before entry. Attendance at further education and training
lectures and seminars was reported more often from group B.

Although this may be seen as a function of the motivation
of this group rather than a result of scores on multiple choice
tests, the multiple choice test score is a reasonably accurate
predictor. Fifty eight members of group B reported that they
intended to take the membership examination of the Royal
College of General Practitioners against five from group A, and
some 50 members of group B were successful against none from
group A.

Table IT shows a wide range of scores after the course in
both groups. This is clearly a function of the influence of the
tutor on the trainee—a factor which we have examined.' This
finding, which has consistently affected results in this topic,
however, in no way obscures the present study.

Reasons often offered for poor performance on the multiple
choice test are: (@) not understanding the question owing to
the language problem (but this is the language mm will be
working in, interviewing patients, asking quest
diagnoses, and managing and discussing uu!mem), (4) lack
of familiarity with the technique of the multiple choice test:
the trainees were given several examples of how the questions
should be tackled just before the examination. A strict time
limit was not imposed so as to allow the candidate to settle down
without becoming unduly nervous. The candidates were in-
formed that errors were not being penalised in a negative scoring
system. The examiner ensured that the candidates understood
the questions by going through several examples thoroughly
with them at the beginning of the examination.

Research has shown that if extra time is allowed the overall
score improves. The success of this is shown by the fact that
scores for recall of clinical facts were higher in the multiple
choice test than in the traditional essay question—a technique
with which some candidates claimed they were more familiar.
‘Thus familiarity with the technique was not reflected in the
percentage scores. Overall performance on the multiple choice
test in terms of relative scores was invariably better than
performance on the multiple essay question, the traditional
essay question, and other measures.

The true reasons are probably poor undergraduate training
or lack of recent experience of general practice specialties, and,
30, loss of distant recall. This applies to doctors who have been
many years in a specialty—for example, d who
have to change course. In the past these doctors have been
considered not good enough for the specialty but “good enough
for general practice.” This is no longer so, without further
revision and training before the traince year. To slfegund me
future of general practice all applicants for trainee
general practice should be required to show themselves upcble
of benefiting from the trainee year before entering on that year.
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Do trainees see patients with chronic illness?

JOHN C HASLER

Abstract

From 1976 to 1979 trainees in the Oxford region had their
clinical work monitored while in their training practices
in relation to 16 conditions requiring long term super-
vision. Although the mesn numbers of patients scen were
not greatly different from national figures, the range
identified some trainces whose number of patients was
very low. Consuitation rates and follow up figures in-
dicated that many patients did not return to the trainees
again.
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Introduction

Vocational training for general practice has been in operation for
well over a decade, and in 1982 a three year postregistration
period of training became mandatory for those doctors wishing
to practise as principals in the National Health Service. Although
there have been many papers on the educational aspects of train-
ing, comparatively little has been published on the clinical work
that trainees actually do in their training practices.

The year in the training practice consists of a combination
of service work interspersed with educational activities: for
most, if not all, trainees service work occupies most of the time.
In a recent national survey carried out for the Exeter National
Trainee Conference 806 out of 1335 trainers were providing
Iess than two hours’ average teaching time a week in the opinion
of their trainees.' On top of this most trainees attend a course for
at least one half day a week for a minimum of 30 weeks in the

year.
‘We already have evidence in the Oxford region that trainers
have difficulty in choosing what to teach (J Pearce, unpublished

* Much teaching tends to be based on cases that
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pressure from the cxamination. The choice of one in five
answers gives enough flexibility to permit this approach and,
as the results show, still obtain & good spread of scores and
discrimination at the lower end and middle of the scale. Initially,
the triners were advised that the applctat was scceptable if
he or she scored 35%, but course organisers and trainers indi-
cated that this was tow low and fn Novermbes 1962 the minimum
required score was raised to 45%

Whether or not the applicant achieves the required score he
or she is given a summary of his own results in each of the
specialties and those of groups of trainers, British gradustes,
and overseas graduates. If the trainee applicant is successful the
trainer also receives a copy. Apparent deficiencies discovered
by the multiple choice test in the various medical specialties
! P -

the opportunity to revise over six months, in his own time, and
to retake the assessment. A low result does not
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antended and country of origin. The consistent differences in

on increasing
recall of clinical facts. Interestingly the scores for the multiple
essay question for both groups showed similar patterns to those
observed on the multiple choice test. Group B showed &
statistically significantly greater increase in scores for the essay
Qquestion after the course.

ABLE 11—Comparison of low scorers with high scorers on the multiple choice
uu (MCQ) before entering the training course

exclude a candidate.

Results and discussion

Of 602 candidates who undertook the assessment, 110 scored
under 45°,. At the other end of the scale there were 75 who
scored over 65°,,. It was clear from the outset that there was a
definite distinction between British graduates and overseas
graduates (table I). One candidate scored under 20°.

TABLE 1—Scores for Brinish and for overseas graduates om multiple choice test

No who scored
No who scored. under 457, No who scored
under 35°." (includes previovn " over 85,
Brivah graduates Nil 2 ®

o~

e ”gm. % 108 6

TS ifference berween the two groups i satsieally sgnificant by the 7 e
oo

The term “British graduate” includes only graduates of the
universities of Great Britain, excluding Eire, irrespective of
country of origin of the graduates. Undoubtedly trainers and
course organisers are much happier with the standard of trainee,
although course organisers would like to see the required score
of 45°, raised.

Although the multiple choice test does not itself establish
that the doctor is incapable of benefiting from the traince year,
other evidence showed that almost invariably trainees who did
badly on factual recall also did badly in other areas important
in general practice.* The multiple choice test was administered
as part of a range of tests including the multiple essay qumjm
to measure problem solving skills in patient management,
traditional essay questions to assess management skills nnd
umﬂn high level uxononm ubnlmu, pcrmuhry mmum,

lem

of convergence and mv«m in several modalities. nm were
high correlations among these measures, particularly st the
lower end of the scale. The multiple choice test tended to have
the highest score.*

Follow up studies of trainee entrants carried out over seven

years showed consistent findings. The test battery including the

mu.luplt choice and multiple essay questions was administered
before and after the training course. Table 11 shows the results
obtained when two groups were compared. Group A was com-
posed of trainee entrants whose pre-entry multiple choice test
scores were 45 or below. Group B, matched with group A for
age and experience after registration, was composed of trainee
entrants whose pre-entry multiple choice test scores were 50 or
above. These groupings were made irrespective of university

Mean (fange)  Mean (range) _ Mean incremse in
iry MCQ

MCQufter  score between ertry
S o e coume
A (n=100) %3 33

MCQ score = 45 o [T L P ¢ 2

Greup® o= 100) 560 635 78
MEQ score = 50 or (52695 (343715

above

ey and after the course

patients in general
practice. The test items in both measures were updated annually
when necessary to reflect, for instance, changes in tests and
treatments. Care was taken, however, to ensure that the ap-
propriate level of difficulty and internal consistency of the tests
were maintained.

A criticism of measures of this type is that they are academic-
ally orientated and do not necessarily reflect the professional
performance of the doctor. In this study this criticism was met
because during postgraduate training the tutors were asked to
rate cach on nine criteria—this was essentially the
rating scale adapted from the technique developed by McGuire.*
The criteria used on the rating scale were: (a) information
gathering; (b) problem solving; (c) clinical judgment; (d)
to patients; (¢) 5 (f) emer-

gency care; (g) (A i
values; (i) overall competence. A 12 point scale was used for
criterion, where ratings of 1-3 are poor, 4-6 marginal,

7-9 good, and 10-12 excellent.
Table 111 clearly shows the statistically s-pnﬁam differences
ors’ assessments.

trainees in this group that motivated making these assessments.

nnu m—Ca-)a of turors’ course assessments of low scorers and high
multiple chaice test (MCQ) before entering course

Mean oversl)
Taing . Clusifcxion  Standard
mircher  TREGUS  danon  Ranes
yYEr
h % 450 343 2.9
b
TG ore Soorsbove 1075 Excelient [REN. N1

The diffrence beween in tors at
e e avoer ooy oy o Mt ey oo 0BOL Y
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the trainee has seen, and therefore it is important to know some-
thing about the pattern of work.

It cannot be assumed that trainees’ clinical experience is
adequate, nor is it necessarily the same as their trainers’. Twelve
months is a relatively short period, and the trainee does not
automatically see and manage the patients who present to his
trainer and the other partners. Patients with long term problems
often want to see their own doctor and if he is away will wait
for him to return. By comparison, there have been suggestions
that trainees see proportionately more acute minor illness than
their trainers.

‘There have been accounts of trainees’ clinical work either
from individuals® * or from a small group® '* published in the
past 14 years. In only three of them is there enough detail to be
able to draw conclusions in any detail. An editorial in the Journal
of the Royal College of General Practitioners in 1979 pointed out
the crucial importance of being clear about the nature of clinical
experience in the general practice training year."

It has been suggested that one area of relative deficiency might
be chronic problems and conditions needing long term super-
vision. This impression is reinforced by three of the papers
already T decided to
this in the Oxford region’s vocational training schemes.

Study

Seventy five of 109 trainees entering training practices in the region
from October 1976 1o August 1978 were selected to take part. These 75
were not chosen according to any plan. Four trainees did not wish to
take part, a further 11 dropped out during the study, and data from
one other were excluded because he had not understood the instruc-
tions. This left 59 trainees, whose characteristics were similar to those
of the total 109 trainees entering training in the region, except that no
trainees in the study graduated in the Indian subcontinent, compared
6., of the trainees entering the during the study period.
This figure in turn was roughly half the percentage for trainees in
England and Wales s a whole in 1979. This fact apart, the trainees in
the study were similar in relation to age, scx, and duration of previous
‘hospital experience o trainees in England as a whole: two thirds were
rouions and the rertinder on self constructed pro-
. Most re for 12 months but
Two rainees did oo periods in different practices and their periods
were anal

Results

The trainees identificd all patients who consulted them for one of
the conditions shown in table 1. Patients with one of these conditions,

TABLE 1—Conditions requaring log term supervision wsed in the study

ins Menual ndicap
Avthma Oratcontraceptive ion
Slralad iture Otteoarthrie
Depression. P

ey Prorm

Hiperiension Rheumatoid archrtis
Hupochyroidism Recurrent urinary iractinfection
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Pricing Authority with their permission, and patients on certain

enabled an efficiency (or mncy)nun.tobemhlnhgd{otuch

trainee. Data relating to numbers of patients were excluded from
trainces who achieved an efficiency rating of 70°,, or less. Data relating
10 follow up, however, were ndudtdﬁﬂnﬂlnkvlntwneﬁu
once s patient had been the research associste collecting the
formaubemdd\odaddux-llwbuq\mlmulm

the trainee had been entered.

e T shaws the mumbers of patients with eight of the conditions
recruited by the trainecs achicving & recording of over 70%.

TasLE of pan 36 tvainees in first or only 5
and by 21 trainees in o further period of five o six momths

No of patients

First or only six Further period fve or six
]
Condition

Men 0 14 5+  Man
Asthma 127 0 e % 719
37 0 4 32 93
5 4 18 4 4l
Epilepty 2 8 24 4 18
fypertension B9 1 0 33 mu2
Hypothyrosdiam 22 13 20 3 14
Pregnancy. 25 2 4 30 2l
Rbeumaoid arthris 22 10 21 5 16

In the left hand

of patients presenting 1o 36 full time trainces for the frst ime for that
condition in the first six month period: for some trainees this was only
the first part of their attachment. In the right hane' half of the table is.
the same analysis for the subsequent part of the attachment of 21
trainces who went on to complete & total attachment of 11 or 12

'r-bkm-wmmpmenuno:p.uenummmmummm
tions seen once only and twice only by the trainees for the condition
question. e 15 nand half shows the data from 11 fll e rainces
on six month attachments, and the right hand half the data from 36
full time trainees on 11 or 12 month attachments.

TABLE tt1—Percentage of parients seen once or tuice only by the trainee for the
condition in question

Percentage of patients seen

T
Ty
Contiion b

o

o5

Ko R TR
Dtpmunn 32 7n 9 259
B A
e
V. % B %%
T on U R S

C with trainers

but consulting for something clse, were excluded. This was because it
was important (o be clear that the trainee scually participated in the
management of the condition. It was aso discovered n the pilo study
that the trainee could not always casily identify from the records

patients who suffered from one of the conditions unless they presented
it at the consultatioa. In most cases the

patient, the » recording form which remained in
e hinial ecor e e encof th Tsaeco atachmen, and. each
time the trainee saw the patient again, for whatever reason, an entry
was made of the presenting problem at that consultation.

To check on the cfficiency (accuracy) of the trainees’ recruiting,
batches of their preseriptions were obtained from the Prescription

Ten pairs of trainers and rainece counted their total number of

than 70°, ; table 1V shows the mean results. The trainers were seeing
roughly 50°, more patients overall a week than the trainees.

Possible relation to features of training practices

It was important o see if there were features of the training practice
that might influence the total number of patients scen and the return
rate. Five of the conditions (angina, asthma, diabetes, epilepsy, and

The total numbers of patients were plotted on scatter diagrams against




