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Do general practitioners act consistently in real practice
when they meet the same patient twice? Examination of
intradoctor variation using standardised (simulated)
patients
Jan-Joost Rethans, Lars Saebu

Abstract
Objective: To assess the variation within individual
general practitioners facing the same problem twice
in actual practice under unbiased conditions.
Design: General practitioners were consulted during
normal surgery hours by a standardised patient
portraying a patient with angina pectoris. Six weeks
later the same general practitioners were consulted
again by a similar standardised patient portraying a
similar case. The patients reported on the
consultations.
Setting: Trondheim, Norway.
Subjects: Of 87 general practitioners invited by letter,
28 (32%) agreed to participate without hesitation;
nine others (10%) wanted more information before
consenting. From these 24 were selected and visited.
Main outcome measures: Number of actions
undertaken from a guideline in both rounds of
consultations. Duration of consultations.
Results: The mean (range, interquartile range)
guideline score, total score, and duration of
consultation were not significantly different between
the first and second patient encounters for the group
as a whole. For individual doctors the mean (SD)
difference was − 0.09 (3.36) for the guideline score,
0.30 (8.1) for the total score, and − 0.87 (9.01) for
consultation time.
Conclusions: The study shows that assessment of
performance in real practice for a group of general
practitioners is consistent from the first round of
consultations to the second round. However,
significant variation occurs in performance of
individual physicians.

Introduction
Variation between doctors is a reflection of the
individual’s art of medicine but may also be a threat to
the scientific basis of practice.1 Variation in perform-
ance may be studied between countries,2 regions,3

hospitals,4 practices, and doctors.5 6 To try to minimise
the variation between doctors national bodies have
produced guidelines for good medical practice, both
for medical specialties and general practice.7

Variation of performance is an important consid-
eration in assessment of competence of general practi-
tioners. The performance of doctors varies across
different medical problems.8 For example, a doctor’s
performance in dealing with a patient with a urinary
tract infection does not predict his or her performance
with a patient with diarrhoea. This phenomenon has
been labelled content specificity9 and is one of the
main reasons why doctors are examined on different
areas of medicine and with different problems.10

When assessing doctors’ management of a single
problem we need to know whether the doctor consist-
ently performs to the assessed standard. Intradoctor
(or intraobserver) variation may lead to different
results when a doctor is faced with an identical
problem twice. Few studies have addressed this
problem, and their results are ambiguous. When medi-
cal students and specialists were presented with a clini-
cal problem twice by standardised patients the
correlation was only 0.60 between the two
presentations.11 With medical students test-retest
reliability on the same station of an objective
structured clinical examination was 0.66-0.88.8 In a
study with two independent clinical assessments by a
single clinician (three months apart) of the same set of
100 fundus photographs, 88 of 100 patients received
identical assessment.12 Repetition of identical tasks by
medical students within the same exam did not
improve their scores.13 However, these studies were run
in examination laboratory settings and may be biased
since the subjects knew they were being tested and
were likely to recognise the second presentation. In
addition, performance under examination circum-
stances may differ from performance in practice.14 To
overcome these problems we did a study to find out
whether and to what extent intradoctor variation—that
is the variation within doctors facing a similar problem
twice—in real life general practice exists under
unbiased conditions.

Subjects and methods
We used standardised patients for this study because
this method has proved to be reliable, valid, feasible,
and acceptable in general practice.15 16 A standardised
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role of an elderly patient with angina pectoris was con-
structed. The role focused on the medical history with
no abnormal physical signs and normal laboratory and
electrocardiographic findings. Two healthy women,
aged 69 and 70, were selected as standardised patients
and paid to participate. They signed written consent to
keep all medical and personal information about the
general practitioners in the project strictly for research
purposes.

The patients were trained to present a standardised
complaint and to score history taking, physical and
laboratory examination, instructions given to the
patient, treatment, and follow up against a guideline on
managing angina pectoris. This guideline was based on
relevant general practice literature (such as the
guidelines of the Dutch College of General Practition-
ers) and discussed with two experienced general prac-
titioners and an experienced cardiologist.17 The
guideline contained only items considered necessary
to manage angina pectoris as presented by the
standardised patients.

To ensure the reliability and consistency of scoring
by the standardised patients we used standard
procedures.18 19 In brief, reports of standardised
patients during training (before and between the first
and second round) were compared with reports of a
panel of doctors about the same consultation. These
reliability and consistency ê scores were 0.85
(maximum ê = 1.0). Several scores were used to assess
the performance of the general practitioners. Firstly, a
guideline score—that is, the number of items of the
guideline performed by the general practitioner in a
consultation. Secondly, a total score—that is, all items
(guideline plus non-guideline items) performed by a
general practitioner in a consultation. Patients also
recorded the duration of visits in minutes using a wrist-
watch with stopwatch facilities.

One year before the actual visits all 87 general
practitioners in Trondheim, Norway, were informed by
letter about the objectives of the study and invited to
give written acceptance of standardised patients into
their practices. The dates, number, and content of the
visits were not mentioned. For budgetary reasons it was
decided beforehand that 24 general practitioners
would participate.

Patients took their original health insurance identi-
fying papers and enlisted in the practices of the
selected general practitioners by using techniques
reported earlier.16 20 The general practitioners were vis-
ited by the standardised patients in two rounds in
March and May 1994. Patient A visited 12 of them in
the first round and the other 12 in the second round,
while patient B visited the doctors in the reverse order.
All participating general practitioners were presented
with similar standardised presentations twice.

The Wilcoxon signed rank test (paired design) was
used to look for differences in the doctors’ perform-
ances in the first and second round. To assess intradoc-
tor variation, the scores of individual doctors on the
two rounds were analysed by the Bland and Altman
method.21 The Wilcoxon signed rank test (paired
design) was used to assess whether the two standard-
ised patients showed any consistent difference in the
way they scored for consultations for the guideline
score (the most important score).

Results
Of the 87 doctors asked to participate, 53 (61%)
replied. Twenty-eight (32%) answered yes without any
further information; nine others asked for more infor-
mation before agreeing.We selected 24 doctors from
those that agreed. After a visit in the second round one
general practitioner reported having detected the
patient. This left 23 general practitioners and 46 visits
for analysis.

Table 1 shows the performance of general
practitioners for each item of the guideline in each
consultation. Table 2 gives the guideline and total
scores and consultation times in the two rounds. We
found no significant difference between the first and
second round for any of the items or scores assessed.
However, to assess intradoctor variation the scores of
individual physicians during the first round have to be
compared with their individual scores during the
second round. This is indicated by the standard devia-
tions in table 2. For example, the standard deviation of
the guideline score is 3.36, suggesting that the average
within doctor difference for number of guideline items
scored is around 3; the average inconsistency in total
score is around 8 and the average difference in length
of consultation around 9 minutes. These data indicate
substantial intradoctor variation between the two
rounds. Means (interquartile range) of the guideline
scores for the two standardised patients were 16.22 (14
to 19) and 16.04 (14 to 18). These were not significantly
different by Wilcoxon signed rank test (paired design),
suggesting the two patients showed no consistent
differences.

Table 1 Number of general practitioners performing items listed
in the guideline for angina pectoris during consultations with
two standardised patients

First consultation
(n=23)

Second consultation
(n=23)

History:

Onset of pain 23 23

Location of pain, radiation 22 23

Nature of pain 22 20

Duration of pain 20 19

Physical activity initiates pain 21 23

Rest relieves pain 22 21

Other factor aggravates pain 15 11

Previous diseases 20 17

Smoking habits 16 15

Physical examination:

Blood pressure 21 23

Pulse 7 9

Heart auscultation 21 22

Lung auscultation 18 18

Laboratory examination:

Haemoglobin 20 15

Treatment/patient information:

Tell diagnosis 23 22

Nitroglycerin prescription 19 20

Symptoms on worsening 3 6

Lifestyle advice 7 11

Correct use of prescription 18 20

Side effect of prescription 14 17

Follow up:

Control visit 18 17
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Discussion
We believe that this is the first study of intradoctor vari-
ation in real practice using standardised patients
presenting similar problems. This design is the only
way to ensure subjects do not know they are being
observed, thus removing an important source of bias.
In examination or test settings subjects would easily
spot the second presentation.

Clearly, this study has some limitations. There were
only 23 general practitioners and only one standard-
ised problem was presented twice, resulting in 46 con-
sultations. However, the few studies set in examination
conditions that have used more comparisons have
produced ambiguous results. Getting funding for a
larger study incorporating more patients and compari-
sons would be difficult until a pilot study such as this
one has been done. Only 32% of the doctors
approached agreed to participate without further hesi-
tation, which may mean that the participants reflect a
more competent sample of general practitioners.

We believe, however, that our results are valid as the
doctors were unaware that they were being assessed.
The results show that the assessment of performance
was consistent from the first round of consultations to
the second round. This means that anyone wanting to
give feedback to a group of practitioners on their man-
agement of a particular problem would probably need
to do only one assessment. However, for assessment of
performance of a single physician the results are quite
different. We found appreciable intradoctor variation
in the management of the two patients. Analysis
showed that the personality of the two standardised
patients had no effect on the results. A further study
using more problems and more presentations of the
same problem would give a better indication of
whether intradoctor variation is a problem. This may in
turn lead to reassessment of the way cases of sampled
for examination and licensing of doctors and for
quality assessment.

Does the variation matter
A further question is to what extent the intradoctor
variation found in this study is a problem? Different
scorings (for example a weighted score) may have
resulted in different results. The panel which
constructed the guideline thought all guideline items
were essential and therefore distinguished only
between these and non-guideline items. Earlier studies
with standardised patients that used more differenti-
ated scores (obligatory, intermediate, and superfluous

items) found no differences between these scores.14

Our data should act as a stimulus for careful thinking
about differentiated scores of guidelines. Some may
argue that only evidence based items are important to
record in this type of study, but in general practice this
might result in only one or two items per case. All other
items are then reflections of the individual perform-
ance of a doctor.

To try to find an explanation for the differences in
the results of individual general practitioners between
the two consultations we carried out some secondary
analyses—for example, to determine if there were
different outcomes for visits before or after lunch.
These analyses all gave negative results. Our data
showed two consultations of 40 minutes, which is unu-
sually long. Although we do not know exactly what
happened in these consultations, it seems likely that
the doctor received a telephone call during these visits.
Since these 40 minutes conversations could have a
relatively large effect in the inconsistency in the
duration of consultation we performed the same calcu-
lations for the duration of visits without these consulta-
tions and by substituting the 40 minutes by 30 minutes
(30 minutes being the second longest consultation).
Although the standard deviations were reduced to 5.78
(without these visits) and to 6.99 (for 30 minutes), the
conclusions remained the same. We discussed our
results with several groups of general practitioners and
received reactions such as “this is just real practice and
so it should be” or “on Monday after a sleepless night
doctors perform differently from Tuesdays after a good
rest.”

In conclusion this study shows that intradoctor
variation occurs in day to day practice. The
implications of this variation remain undetermined,
and documentation of what is really going on in
doctors’ surgeries remains a great challenge.
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University of Limburg) and the General Practitioners Writers
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with this paper.
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Table 2 Mean number of actions scored by standardised patients for consultations with
23 general practitioners and mean differences between two consultations

Mean Range
Interquartile

Range
Mean (SD)
difference 95% CI

Guideline score: −0.09 (3.36) −6.81 to 6.81

First consultation 16.0 11-20 14-18

Second consultation 16.2 10-21 14-19

Total score: 0.30 (8.10) −15.9 to 16.5

First consultation 28.2 13-39 24-32

Second consultation 27.9 14-47 17-34

Consultation time
(min):

−0.87 (9.01) −18.89 to 17.15

First consultation 16.8 10-40 14-20

Second consultation 17.6 10-40 14-20

Key messages

x Variation in the performance of doctors is a
potential problem in ensuring patients receive
agreed best standards of care

x This study assesses the intradoctor variation in
treating two standardised patients presenting
with similar conditions in real practice

x For a group of general practitioners
performance in the two consultations was
consistent

x The performance of individual doctors differed
when facing the same problem twice
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Survey of general practitioners’ opinions on treatment of
opiate users
Ann Davies, Peter Huxley

The government’s Guidelines of Good Clinical Practice in
the Treatment of Drug Misuse1 gave detailed guidance on
the treatment of drug users and signalled a shift in offi-
cial policy away from drug treatment clinics and
towards treatment in primary care for opiate users.

Even though general practitioners are now seeing
more drug users,2 there is little research on general
practitioners’ attitudes and practice in respect of opiate
treatment in primary care. The last substantial report
was by Glanz in 1985.3 We therefore conducted a
survey of general practitioners’ attitudes to opiate
treatment.

Subjects, methods, and results
We sent a postal questionnaire to all 341 general prac-
titioners in three districts in Greater Manchester. One
district was inner city and the other two were
metropolitan boroughs. The questionnaire focused on
general practitioners’ opinions on and knowledge of
opiate use and their prescribing behaviour. In all, 270
general practitioners returned their questionnaires,
giving a response rate of 79%. The response rate was
75% (58/77) from district A, 83% (95/115) from
district B, and 79% (117/149) from district C. Of those
general practitioners who responded, only 6% of gen-
eral practitioners had not seen any opiate users in the
past year; 16% had seen one user, 24% had seen two to
three users, 31% had seen 4-10 users, 14% had seen
11-20 users, 5% had seen 22-50 users, 3% had seen
60-100 users, and 1% had seen 104-250 users.

Table 1 shows the responses to statements about
treating opiate misuse. Younger general practitioners
and general practitioners in contact with support serv-
ices had more positive attitudes to opiate users

(t= − 3.34, P < 0.05, df=239 and ÷2=8.56, P < 0.05, df=1
respectively) Overall general practitioners were twice
as likely to hold positive attitudes (64%, 172) as
negative attitudes (30%, 82).

Comment
It is encouraging that twice as many general practition-
ers hold positive attitudes as negative attitudes when
dealing with opiate users. These general practitioners
are making use of support services offered to them by
specialist agencies and they are generally pleased with
these services. However, many general practitioners felt
they would become more involved in treatment if more
specialist services existed. We cannot assess whether
the relation between positive attitudes and greater con-
tact with support services is causal from our data, but it
is encouraging that the relation is positive. A positive
attitude may be related to a better (short term)
treatment outcome; the second part of the study will
explore this possibility.

Only two thirds of general practitioners were famil-
iar with the government’s guidelines on drug misuse,
and only two fifths had actually read them. This finding
is similar to that of Bell et al five years ago.5 It is disap-
pointing that although general practitioners are now
seeing more opiate users than previously, few have
read the guidelines. Most general practitioners said
that they needed more training in dealing with opiate
users and thought that they lacked the necessary
knowledge and skills to deal effectively with users. The
guidelines can be effective only if general practitioners
are provided with sufficient training to be confident
about their ability to treat opiate users.
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Table 1 Opinions and treatment behaviour of responding general practitioners

Attitude statements

No (%) responding

General practitioners who agree are more likely to be*Agree Disagree Neutral 95% CI

I prescribe for opiate users
(n=264)

211 (80) 53 (20) 75% to 85% Younger (P<0.05)†Those not in contact with support services
more likely never to prescribe (P<0.01)

Local community drug teams
would encourage treatment
(n=250)

194 (78) 28 (11) 28 (11) 73% to 83%

Community drug teams provide
good service (n=263)

177 (67) 39 (15) 47 (18) 61% to 73% Those not in contact with support services (P<0.05)

General practitioners require more
training (n=265)

167 (63) 34 (13) 64 (24) 57% to 69% Those not in contact with support services (P<0.05)

More training would encourage
treatment (n=249)

161 (65) 41 (16) 47 (19) 59% to 71%

General practitioners feel they lack
necessary knowledge to
prescribe (n=264)

160 (61) 47 (18) 57 (21) 55% to 67%

Shared care provides best
services (n=264)

159 (60) 57 (22) 48 (18) 54% to 66% Those in contact with support services (P<0.05)

Clinics in surgery run by
specialist workers would
encourage treatment (n=245)

134 (55) 64 (26) 47 (19) 49% to 61%

Treatment is a specialist care
service (n=261)

130 (50) 76 (29) 55 (21) 44% to 56% Prescribing for fewer than 9 opiate users (P<0.05)and those not
in contact with support services (P<0.05)

Primary aim is to help opiate
users become drug free
(n=262)

124 (47) 71 (27) 67 (26) 41% to 53% Those in contact with support services (P<0.05)

Treatment of opiate users is
beyond competence of general
practitioners (n=266)

121 (45) 93 (35) 52 (20) 39% to 51% Prescribing for fewer than 9 opiate users (P<0.01)

General practitioners should refer
all on to specialist service
(n=263)

114 (43) 98 (37) 51 (20) 37% to 49% Those not in contact with support services (P<0.01)

Have read government guidelines
(n=256)

110 (43) 146 (57) 37% to 49%

Opiate users should be removed
from practice list (n=264)

29 (11) 197 (75) 38 (14) 7% to 15% Those not in contact with support services (P<0.05)

*All P values obtained by ÷2unless stated otherwise .† P value determined by analysis of variance.

One hundred years ago
Poisonous ices and sweets

Whatever may be the composition of the stuff sold in
the streets to children as ice cream and under the
name of “hokey pokey” experience has shown that it is
in many instances of a nature or in a condition that
renders it extremely dangerous and not unfrequently
fatal to the consumers. In the Islington Coroner’s
Court an inquest was held last week by Dr. Danford
Thomas on a child who died two days after eating
some of this noxious stuff, and the medical evidence
attributed her death to the effects it produced. The jury
in returning a verdict of death by misadventure added
a rider suggesting that vendors of this commodity
should be placed under strict inspection. This is
certainly a case in which the services of public analysts
should be utilised, though there may be some
uncertainty as to whether the definition of the term

“food” given in the Sale of Food and Drugs Act is
sufficiently comprehensive, as it now stands, for that
purpose. Prosecutions for the sale of sweetmeats
containing paraffin wax have been successful in several
instances, and a grocer was last week fined two guineas
for selling them, but the material of which the
sweetmeats were represented to consist being
chocolate it came distinctly within the scope of the
legal definition and more fully than the ice creams sold
under the name of “hokey pokey” might do. This,
however, is a point to which attention should be given
whenever the Food and Drugs Act Amendment Bill
comes before Parliament, and meanwhile it is desirable
that the articles in question should be submitted to
examination as to their capability of causing injury.
(BMJ 1897;ii:236.)
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