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Abstract

General practitioners must be able to respond gpjattely to the full range of medical
conditions that present to them during their suegerTo do this they require adequate
training in a variety of specialties. Concernsénbeen raised regarding general
practitioners training in certain areas. One ekthis the management of

musculoskeletal conditions.

The overall aim of this study was to explore thesouloskeletal learning needs of
trainee general practitioners by identifying theditions they see during their day to
day work and then asking them to reflect on theseecondary aim was to create an

educational package focused on one area of lean@ed and to evaluate this.

A questionnaire study initially performed in 199&ich highlighted concerns
regarding training in this area, was repeated ¢afshe situation had changed.
Thereatfter thirteen trainees kept a diary documgrdll of their musculoskeletal
consultations for a month. They were also asketbtmment any perceived learning
needs regarding these consultations. The traweesthen interviewed and their
identified learning needs were further exploredy Athers learning needs in
musculoskeletal medicine were also discussed. $-g@ups with a further two groups
of registrars were performed, along with interviemth eight trainers, in order to
triangulate the data and to explore their ideas.

An educational package on the management of shopidille, one of the areas identified
by the trainees, was developed and trialled wiliffarent group of doctors by using a

pre- and post- knowledge test.

Confidence in managing musculoskeletal disordedoutors currently training for a
career in general practice remains poor. Learngegls were identified in a variety of
different areas. It is possible to create an etilutal package focused on a specific area
which can address these needs.
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Chapter 1 - Introduction

Background and Introduction

In the United Kingdom general practitioners perfamnique role within the National

Health Service (NHS) and in the care of their paie General practitioners can be

defined as:
“Specialist physicians trained in the principleglo# discipline. They are
personal doctors, primarily responsible for thevsion of comprehensive and
continuing care to every individual seeking meduazake irrespective of age, sex
and iliness. They care for individuals in the etof their family, their
community and their culture, always respectingati®nomy of their patients.
They recognise they will also have a professioegponsibility to their
community. In negotiating management plans withrthatients they integrate
physical, psychological, social, cultural and eetistal factors, utilising the
knowledge and trust engendered by repeated cont&etseral practitioners /
family physicians exercise their professional tmygpromoting health,
preventing disease and providing cure, care, diapgah. This is done either
directly or through the services of others accaydmhealth needs and the
resources available within the community they seagsisting patients where
necessary in accessing these services. They akgsthe responsibility for
developing and maintaining their skills, persorabibce and values as a basis
for effective and safe patient care.” (The Eurapea
Society of General Practice/Family Medicine. Aioegl organisation of the
World Organisation of Family Doctors (WONCA Euro[2£05)

General practitioners have to be able to deal ahproblem that is presented to them
and either manage it themselves or act as a “gapekéto other services including
secondary care. It is estimated that they manamgtynpercent of all illness along with
the help of the other members of the primary caaent (Joint Committee on
Postgraduate Training for General Practice 19@8neral practitioners now also have
an important role in disease prevention and chrdisiease management which has
become formalised with the introduction of the n@eneral Practice Contract and the
Quality Outcomes Framework. They must thereforsuféiciently well educated

across a wide field to allow them to fulfil thesdes. It is unsurprising that at least one
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commentator has noted that “the general practitionest become the most educated,
the most comprehensively educated, of all doctothe Health Service.” (Sir Denis
Hill cited in Royal College of General Practitioae977, p.1)

Health care systems that have a significant prircarg focus, such as in the United
Kingdom, are found to have:

» Higher patient satisfaction with the health cargtem

* A lower overall expenditure of health care

» Better population health indicators

* Fewer prescribed drugs taken per head of population

(Royal College of General Practitioners 200-)

This chapter looks at the history of general pcactraining and what it now comprises.
It then goes on to focus on education in one speaita, the field of musculoskeletal
medicine. Both undergraduate and postgraduateiexpes of doctors in training for

general practice in this field are examined, alatity what curricula exist.

The overall aim of this study was to explore thesouloskeletal learning needs of
doctors in training for a career in general practad to develop a learning package

focused on one identified area of need.

The history of general practice and general practie training

General practitioners have existed for far longantthe National Health Service and a
career in general practice has historically begyufay, especially for female doctors.
Even now, around seventeen percent of male artgt trercent of female graduates
choose a career in primary care (Lambert et al3R0Qverall, this is less than the
‘golden age’ of primary care in the 1970s and 198@wen forty to fifty percent of all
qualifiers became general practitioners, but itinggoved from around twenty percent
in 1996.
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Prior to the creation of the National Health Seaviit 1948, general practitioners used
to work as private doctors treating patients wha te means to pay. In 1911, Lloyd
George introduced compulsory health insurance foking people with a low income.
This allowed local insurance committees to contgeeteral practitioners to provide
services, the doctors being paid a capitationdeedch insured patient registered with

them.

With the advent of the National Health Service,¢hére population became eligible
for free medical care and general practitionersevirgtially overwhelmed by the
demands of their patients. Morale amongst theadseétt this time dropped, as did
standards of care. This was documented in a régaloseph Collings in 1950 who
said that “the overall state of general practidead and still deteriorating” (Collings
1950). A group of general practitioners were sugfitly concerned about the
reputation of their profession that they foundedeademic body tasked with the job of
improving standards, education and research wigthmmary care. This led to the Royal
College of General Practitioners (RCGP) being distadd in November 1952
(Kmietowicz 2006). Working conditions for genepai&ctitioners changed in 1966
when a new contract, as a result of the ChartethimFamily Doctor Service, began
developments of the service. This contract alténedvay in which general
practitioners were paid and by doing so stimul&teddevelopment of group practices.
Throughout this time the Royal College campaigreedafformal period of training for
general practitioners. Vocational training, asats known, was developed during the
1960s and 70s but only became compulsory with @goNal Health Service
(Vocational Training) Regulations in 1979 followitlte passing of an act of parliament
in 1976 (Royal College of General Practitioners&)98These regulations came into
force in England and Wales on thé"Ieebruary 1980 and made vocational training
mandatory to any doctor who entered the profesasoa principal after the 15

February 1981. Vocational training is recognisgdhaving been a great success within
the National Health Service and the apprenticestogdel that it provides, where each
registrar has one-to-one teaching and mentoring treir trainer, has been
instrumental in improving standards in primary c@ieEvoy 2003; Leach et al. 2004).

Until 2006 the Joint Committee on Postgraduatenimgifor General Practice oversaw

general practice training and the NHS (Vocatiomalifiing for General Medical
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Practice) Regulations (1997) were followed. Theis¢ed that trainee general
practitioners must complete a minimum of three yéaining in approved posts
following on from their pre-registration House @#r year. One of these years had to
be as a general practice registrar (GPR) and oareiryéwo of the following specialties:

* General Medicine (including acute medical expemgnc

» Paediatrics

» Geriatric Medicine

* Psychiatry

* Accident and Emergency medicine OR General Sur@g&hAccident and

Emergency Medicine with either General Surgery dh@paedic Surgery

* Obstetrics OR Gynaecology OR Obstetrics and Gyriaggo
The other year in training could either be sperganeral practice, a hospital setting or
a community setting (Department of Health 2002).

In the main, general practice registrars spentyaae in primary care and two years in
hospital posts in spite of it being possible torspmore time in the community. This
was due to a lack of availability of suitable tiagposts in the community. Prior to
2006, there were repeated calls for vocationahitngito be extended and the length of
time spent in primary care to increase (Bain 19@6; Zwanenberg et al. 2001). The
Royal College of General Practitioners suggestinkayear period of post-registration
training. This was, in particular, because theegenrepeated concerns raised regarding
the relevance of hospital posts. It was also ntitatlit had been increasingly difficult
to recruit newly qualified doctors to become gehpractice principals, possibly
because trainees felt inadequately equipped (Ke&@80; British Medical Association
2003; Dixon & van Zwanenberg 2001).

General practice training has recently changed thighntroduction of Modernising
Medical Careers, a new focused and streamlineditigagprogramme. Potential general
practitioners will now have to complete five yeafgpost-graduate training. All doctors
will complete a two year Foundation Programme imiatedly after qualification and
prior to entering their chosen specialty. Genprattice training will then consist of
thirty six months in approved posts. Approved p@se now divided into List 1 and
List 2 specialties. List 1 specialties are felbeomost likely to provide the
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competencies required for general practice. Tesmeust have spent at least twelve

months in any of these posts with the shortest #llesved in any one post being three

months and the longest six months (Postgraduatedslegiducation and Training
Board 2008).

List 1 Specialties:

General Adult Psychiatry or Old Age Psychiatry

Dermatology

Emergency Medicine or Emergency Medicine in a patedisetting
General Medicine

Geriatrics

Genitourinary Medicine

Obstetrics & Gynaecology

Paediatrics (including Community Paediatrics)

Palliative Medicine

Rehabilitation Medicine

If the training programme is regarded as beingdbe¢d”, the assessors will now

accept up to six months in the following special@s counting towards general practice

training:

Cardiology or Medical Oncology or Clinical Oncology Gastroenterology or
Endocrinology and Diabetes Mellitus or HaematologNephrology or
Respiratory Medicine or Rheumatology or Neurologyndectious Diseases
Child and Adolescent Psychiatry or Psychiatry chinéng Disability
Opthalmology or Ear Nose and Throat Surgery or Garsurgery or Paediatric
Surgery or Urology or Trauma and Orthopaedic Syrger

Intensive Therapy

Public Health Medicine or Occupational Medicine

Currently schemes offer a variety of posts withstgrs spending twelve to eighteen

months in primary care. The ultimate aim thougtthat all trainees will spend

eighteen months in general practice with theirlfyear of training being primary care
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based. Of note, neither orthopaedics nor rheungyglosts feature prominently in the

new general practice training programme and nedheregarded as mandatory.

The Postgraduate Medical Education and Training@®@METB) have, as of the 80
of September 2005, taken over responsibility fromdoint Committee on Postgraduate
Training for General Practice (JCPTGP) for supéngishe training of all junior
doctors, and in particular general practice registr With this, the assessment of
trainees has also changed. Whereas registrardabede to complete the four sections
of summative assessment (a multiple choice quesdion, a project (e.g. an audit), a
video assessment of their consultations and aetraineport) in order to qualify to
practice as a general practitioner, they now haw@plete a work based assessment
process as well as the two new external compormdnie new Membership of the
Royal College of General Practitioners (hnMRCGPhe Two external components are
the Applied Knowledge Test (AKT) and the Clinic&ils Assessment (CSA). The
work based assessment process replaces the tsaieport from summative
assessment. Trainers will be asked to judge ttairee’s performance in twelve
competency areas using methods such as case bhasesstn, observed consultations
and multi-source feedback. The Applied KnowledgstTis going to be a three hour;
two hundred item multiple choice paper, which Wl taken on a computer. The
majority (eighty percent) are going to be clinicaddicine questions. The remainder
will be on critical appraisal, evidence based miedichealth informatics and
administrative issues. The Clinical Skills Assesstnis going to be a thirteen station
examination with role players acting as patierithis part of the exam will focus on
communication skills, practical examination skifispblem solving skills etc., i.e. those
which were previously covered by the video assessRoyal College of General
Practitioners 2006a).

Prevalence of Musculoskeletal Conditions

Musculoskeletal disorders are common, with estimateheir forming 15-20% and
occasionally up to 30% of all United Kingdom geng@ractice consultations (Office of
Population Censuses and Surveys 1995; Departmeéigaith 2006). See Figure 1.1.

They also cause a significant amount of morbiditg disability (Sprangers et al. 2000).
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The 2002/2003 General Household Survey showe®8%%tof respondents reported
having a longstanding illness with musculoskeletadditions being the commonest
cause of these (Rickards et al. 2004). The pracalef musculoskeletal disorders is
predicted to increase as the population ages angdrdévalence of risk factors for some
musculoskeletal disorders e.g. obesity, also iraéihaw 1999). This has already
been shown to have happened over the past thiaing yeith chronic conditions, and
musculoskeletal disorders in particular, increasmgrevalence from the 1972 General

Household Survey.

Respiratory Conditions 31%
Diseases of Nervous System and Sense Organs 17%
Musculoskeletal System 15%
Diseases of the Skin 15%
Infectious or Parasitic Diseases 14%
Injury or Poisoning 14%

Figure 1.1: Reasons for Consulting 1991/92 takemfthe Fourth National Morbidity
Study. Source: Fourth National Morbidity Survetediin Palmer (1998, p.306)

At present, it is estimated that around 17.3 millpeeople in the United Kingdom,
which is over one third of the adult populationffsufrom back pain. Up to 8.5 million
people have joint pain with over 4.4 million havimgpderate to severe osteoarthritis
and over 650,000 having inflammatory arthritis ghitis and Musculoskeletal Alliance
2004). Three percent of patients presenting toildren’s admissions unit have a
musculoskeletal complaint (Myers et al. 2004).

Unsurprisingly, given the large numbers of indiatgiinvolved, musculoskeletal
conditions have significant resource implicatiofi$ie total cost of back pain alone to
the economy has been estimated at between onevargktcent of gross national
product with the National Health Service/Commui@igre Services spending over £1
billion on services for back pain. In 1999-2008spite £2,148 billion being spent on
Incapacity Benefit payments to people with arthrénd related conditions, it has been
commented that these patients may not have recapigiter the support required nor
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the most appropriate care (Department of Healtl6R0h 2006, the Department of
Health published the Musculoskeletal Services Fraonle, highlighting the important
role of the primary care doctor in the care of éhpatients. The aims of the framework
are: to improve communication between primary awbedary care in order to allow
the development of shared care and more approdient pathways, to increase the
capacity in primary care and to try and ensure plagients are treated closer to their
home or place of work. In order to achieve thig, authors suggest that numbers of
general practitioners with a special interest irsauloskeletal medicine,

physiotherapists and podiatrists need to increase.

This high burden of musculoskeletal disease inotly limited to the United
Kingdom. Musculoskeletal problems cause signifiganblems in both developed and
developing countries. They are the highest catikeng term disability in the United
States and chronic musculoskeletal pain is repontete in four people in surveys
based in the developing world. It is because isfdhd the fact that there is relatively
little spending on musculoskeletal conditions that United Nations and the World
Health Organisation have declared 2000 — 2010ea%bne and Joint Decade” (Woolf
& Akesson 2001). The overall aim is to try and e the quality of life of patients
with musculoskeletal conditions by raising awarsn@sreasing research within the
field and empowering patients with musculoskeldisbrders to be involved in their
own care. For this to occur, it is essential #htcation of health professionals be
improved so that it reflects the burden of musdwetal conditions and meets the
needs of patients (Woolf & Akesson 2007).

Musculoskeletal Skills — What is the problem?

For the musculoskeletal system, perhaps even noditeas other systems, good clinical
skills and a competent examination technique aserg&l for the assessment of
patients. Unfortunately, United Kingdom based &sithave shown that there are
problems with the clinical assessment of the muskadletal system. Doherty et al.
(1990) looked at the medical records of 200 germeealical inpatients in a teaching
hospital and discovered that documentation of moskeletal symptoms and signs was

poor (present in only 14.4% and 5.5% of notes reispdy). When these patients went
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on to be assessed further by a rheumatologist¥éafihem were found to have
symptoms and 53.5% signs of musculoskeletal dis@asey of whom could have
easily been treated. Examination of other syst@asbetter documented:
cardiovascular — 100%, respiratory — 99.5%, abdom®@&%, nervous system — 77%,
skin — 13%, female breasts — 13%. The authorsHattthe neglect of the
musculoskeletal system reflected “medical teachimfpsophy and practice rather than
incompetence or slackness on the part of the dattor

Following on from this, a working party for the Aritis Research Campaign (then the
Arthritis and Rheumatism Council) developed andlighkd a screening history and
examination for the locomotor system called ‘GAl(Gait, Arms, Legs and Spine) to
be taught to all medical students (Arthritis ance®matism Council 1991).

A further assessment of the documentation of mos&eletal history taking and
examination, following on from the introductiontbie ‘GALS’ screen to medical
student teaching, was published in 2003 (Lillicea@l. 2003). They again looked at
general medical admissions with each patient bassgssed by a rheumatology
Specialist Registrar at least 48 hours after thémission. The patients were asked the
‘GALS’ screening questions and the ‘GALS’ examipatwas performed with a
further, more detailed examination, of the joingsnlg performed if indicated.
Documentation of locomotor symptoms and signs hgatoved (50% and 20%
respectively) but a relevant history was missedld#o of patients and clinical signs in
78%. In this series, 63% of the patients had aatiusculoskeletal problems and 42%
of these would have benefitted from treatment efrtbomplaints. Not all of the
doctors originally assessing the patients remendbleaging been taught the ‘GALS’
screen. The doctors who recalled having been tahglscreen reported a higher
confidence at examining the musculoskeletal systiéhough it was not possible to
discover whether or not it was these doctors whibldeen documenting the symptoms
and signs. Similar problems with failing to docurna musculoskeletal examination
have been noted in both general paediatric adnmssiod also psychiatric admissions
(Myers et al. 2004; Rigby & Oswald 1986).

There are no equivalent studies looking at the nloskeletal skills of primary care

doctors although there is indirect evidence thatr s&ills may be found. General
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practitioners have been found to use computer ctlesd Codes) with non-specific
diagnoses for patients with shoulder problems afefmal letters to hospital specialties
rarely contain a possible diagnosis and so mayibdiracted (Linsell et al. 2006;
Speed & Crisp 2005). General practitioners alpontethat their confidence at

assessing children with musculoskeletal conditienmoor (Jandial et al. 2008).

International studies looking at the knowledge rfnary care physicians are more
specific, showing that they often misdiagnose poid in spite of their patients having
classical symptoms and that they perform poorlynusculoskeletal knowledge tests
(Fowler & Regan 1987; Liesdek et al. 1997; Matziiral. 2005).

Undergraduate Teaching

Medical students are exposed to musculoskeletalgmts during their undergraduate

years in both hospital and primary care attachments

Undergraduate Musculoskeletal Experience

Questionnaire studies regarding the amount of rlagollogy teaching in the United
Kingdom have been published a number of times maant years (1971, 1979, 1990
and 2000) and all highlight concerns that undengageleducation may be inadequate.
The latest questionnaire showed that, in five madichools, up to half of the students
may receive no clinical rheumatology teaching bfky et al. 2000). Overall
teaching, which was difficult to measure, was ha&teto have dropped from a median
of four weeks to just two. In some medical schawlly a proportion of students were
taught rheumatological clinical skills and it wdtea in conjunction with other
specialties, particularly orthopaedics. Combireathing with primary care occurred in
two medical schools. In five Universities a dentaatson of rheumatological clinical
skills was not required. Although this was of cemg it was actually an improvement
from 1990. A similar study looking at orthopaethedical school education revealed
similar concerns with varying attachment lengtlmsrfithree to twelve weeks. In some
Universities there could be up to thirty medicaldgnts attached to a firm and five

medical schools reported that the amount of timé@énclinical course for trauma and
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orthopaedics had actually decreased over the preréde years (O’'Dowd & Spencer
1992).

Again, the limited amount of time spent teachingsouloskeletal medicine to

undergraduates appears to be an internationalggro@®inney & Regan 2001).

Undergraduate General Practice Experience

Typically undergraduates’ experience of generatfira was a short attachment (two to
four weeks) to acquaint students with the workhef general practitioner (Spencer
2005). This would often be supplemented by a seridectures/tutorials in the medical

school.

This does now appear to be changing with increasiadical student numbers in the
United Kingdom demanding innovative ways of teaghistudents can now spend a
significant part of their undergraduate trainingpnmmary care, for example in
Newcastle upon Tyne, students now spend a haladegek in primary care throughout
their third year and, in their fifth year, haveuather two week attachment. Some
medical schools have tried basing their studengsimary care for their clinical

training as opposed to being in teaching hosp@asswvald et al. 2001). It was shown to
be possible for this to occur but placement costievinigher than hospital based

training.

Postgraduate Training

As mentioned earlier, musculoskeletal posts areegarded as a core part of general
practice training. Instead the majority of the gyah practice registrar's musculoskeletal
education takes place within their primary caradtiment. In these, both formal and
informal teaching occurs. General practice registreceive regular formal tutorials
from their trainers. Joint Committee on Postgraeldaiaining for General Practice
(JCPTGP) recommendations were for the equivaletwofsessions a week. They also

attend vocational training scheme educational @iognes which, in general, are the
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equivalent of one half day per week. Training tjlmualso takes place ‘on the job’ with

registrars learning by discussing patients that #e= with their trainer.

Formal General Practice Musculoskeletal Training

Concerns regarding general practitioners’ muscwiesdl training have been raised for
a number of years, particularly in secondary ciéeedture. The Primary Care
Rheumatology Society (PCR) was founded in 1986 bsoap of interested general
practitioners who recognised that musculoskelatairders formed a large part of their
workload and that training in this area was defitieTheir aims were:

* To improve knowledge of rheumatology amongst gdrpeactitioners

* To improve standards of care provided for patients

* To undertake research
(Dickson 1986)

A survey of general practitioners, around the tthad the Primary Care Rheumatology
Society was founded, showed that general pracéteom the Staffordshire area were in
concordance with the beliefs of these doctorsty Bik percent of respondents (281/350
general practitioners responded = 80% responsgregierted that they felt that
rheumatological conditions took up more than 20%heir working time and that there
was inadequate undergraduate (68%) and postgra@@se training (Dawes et al.
1990). A survey of general practitioners in Wiltshire i89B had similar findings with
69% of responding general practitioners (170/29%1ega practitioners responded =
58% response rate) reporting that too little tinsswevoted to teaching about
musculoskeletal problems. Several general praogtis commented that
musculoskeletal teaching was “more relevant tograguate training and should be a

compulsory part of vocational training for gengyedctice” (Morrison 1993).

A survey in 1990 looking at vocational training sotes reported that registrars in only
half of the schemes surveyed had the opportunityoid in orthopaedics posts during
their vocational training. Only one third of schesircontained accident and emergency
posts where trainees are also commonly exposediscutoskeletal conditions. The

author was also concerned to find that, on avemagg,one of the compulsory half day
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teaching sessions provided by the schemes ovegetitehad focused on
musculoskeletal disorders (Booth 1990). A survieyoezational training schemes in the
North East of England (Northumbria, Cleveland amainGria) in 2000 revealed that
none of the schemes had rheumatology or orthopagtdichments. All of the schemes
had rotations that included accident and emergeregjicine but not every trainee
would have had the opportunity to work in this aréae schemes all reported
providing some musculoskeletal teaching in theng@s’ half day sessions but the
author, again, was concerned with the discrepartyden the amount of
musculoskeletal disorders seen in primary caretl@dimited teaching that registrars

receive both as undergraduates and on the vochtrairang schemes (Williams 2000).

A national survey by Lanyon et al (1995) lookedelf reported rheumatology
education and skills of all general practice tragme United Kingdom general practice
training posts in June 1992. Trainees at the émlgerr training year reported that their
rheumatology education had been “inadequate” aaickiey were “under confident” in
managing musculoskeletal conditions. Again, lass thalf (43%) reported receiving
specific teaching in their half day release sessand a significant proportion (35%)
had not received any tutorials on musculoskelefats from their trainer. Lanyon et al
suggested that the development of a musculoskeletatulum may help improve

registrars’ skills and confidence.

General practitioners are interested in furthercguloskeletal training but often the
continuing medical education available is less tlaal. For example, a survey of
rheumatologists in 1987 showed that, of the edanatessions they provided, 44%
were focused on inflammatory arthritis whereas dr#%o focused on back pain, i.e. the
topics taught appear to be more important to theadr than to those being educated
(Morrison 1993; Badley & Lee 1987; Marshall 1998).

As with the concerns raised regarding undergradaradepostgraduate teaching, general
practice trainees in other parts of the world &ligilight the fact that there is
insufficient training in musculoskeletal medicinddier et al. 1985).
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Sports and Exercise Medicine (SEM)

There is separate literature available lookingahing in sports and exercise medicine
in primary care. Sports and exercise medicinetfaationally been regarded as part of
orthopaedics and rheumatology but has recently bsmygnised as a medical specialty
in its own right. Similar training problems to nougoskeletal medicine in general have
been identified. A questionnaire study by Cullealedocumented that sports and
exercise medicine is, by and large, not recogréseloeing a core part of the
undergraduate curriculum with only 13/28 medic&iasds in the United Kingdom and
Ireland providing teaching in this area. Only sewéthese schools taught sports and
exercise medicine in a formal context, the othero$iering it is an optional course
(Cullen et al, 2000). Concerns have also beenigiglkd that general practitioners are
inadequately trained to manage these conditionguestionnaire study by Buckler, in
1999, asked general practitioners in Northamptaugtheir training in Sports and
Exercise medicine. Buckler took “medicine for plowho require treatment or advice
as a consequence of their involvement in sportextione” as his definition of sports
and exercise medicine, i.e. it covers a much widege than only those conditions that
affect elite athletes. There was an 87.6% respratsevith the questionnaire being sent
to 275 general practitioners in total. Bucklerriduhat 72.7% of general practitioners
felt inadequately trained to look after these patie Seventy six percent of respondents
said that they would welcome more training. Agagspondents (36.4%) highlighted
concerns about their undergraduate training arditbat “their undergraduate
orthopaedic training was of no use in primary caf@nly 7.2% of responding general

practitioners felt skilled in the management ofstheatients.

Palliative Care / Dermatology / Ophthalmology

Concerns regarding general practice training haen ihighlighted in other specialty
areas. Palliative Care, Dermatology and Ophthagyohre three areas where there are

studies demonstrating these concerns.

In a study relating to Palliative Care (Lloyd-Walins & Lloyd Williams 1996), general
practitioners were shown to receive little teachang feel inadequately trained in the

management of the dying. They also highlighte@ésird to spend time during training
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in a hospice. A more recent study from 2006 suggést training in this area has
improved but that general practice registrars lsitl mixed feelings about their
palliative care training (Low et al. 2006). Withollernising Medical Careers, palliative
care has now become a specialty prioritized byRibgal College of General
Practitioners and the Postgraduate Medical and &uaturcTraining Board and is
recognised as being an area that can provide the&encies required for general
practice training. Palliative medicine does famuch smaller part of a general
practitioners’ workload than musculoskeletal digwsddo, so it is possible that there are

lessons to be learnt from how they have achievisdrtiprovement in status.

Studies looking at primary care dermatology andlegimology training also highlight
concerns that both postgraduate and undergraddataiton is inadequate and that
general practitioners may have a poor knowledge bad insufficient clinical skills in
these areas (Kerr et al. 2006; Shuttleworth & Mdr@a7).

Informal General Practice Musculoskeletal Training

The clinical experience of general practice registin their registrar year has been
investigated, although a number of the studies wenglucted prior to the
implementation of vocational training schemes dhdra prior to the loss of the general
practitioners’ personal list (Carney 1979; StubkiggGowers 1979; Carney 1987,
Richardson et al. 1974). During this time, thess heen a shift away from patients
having their “own” doctor. Patients may now seféedént doctors within a practice and
their choice of doctor may depend on what medioalblem they have. This could
mean that, if these studies were repeated, difterewould be seernlhese studies
looked at either an individual’s or a small grougliical work. They highlighted the
fact that trainees, during their year in generatpce, appear to see a younger
population with more male patients, patient ingcatonsultations and less chronic
iliness as a percentage of their total workloadmt@mpared to their trainer. Chronic
iliness and its management has been both hightightthe new Royal College of
General Practitioners curriculum and also in thgdR€@ollege publication, ‘The Future
General Practitioner’ as being an area that is napbfor trainees to become

experienced in (RCGP 1972). Two of these studiscdhthat trainees appear to be
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seeing significantly less musculoskeletal condgiafen compared to their trainers
(Carney 1979; Stubbings & Gowers 1979). See Fifjze

Trainee Trainer
Carney (1979) 6.4% 10.9%
Stubbings & Gowers (April-June) 7.6% 10.2%
Stubbings & Gowers (July-September) 6.9% 10.0%

Figure 1.2: A comparison of trainees versus trainmusculoskeletal workloads (%

total per year)

The study by Carney highlighted that registrars s osteoarthritis whereas
Stubbings and Gowers commented that registrardessichronic/acute arthritis. A
study focusing on the work of trainees on the Ckfgocational Training Scheme from
1976 to 1979 showed similar results; trainees sgmifcantly less rheumatoid arthritis
than their trainer and often saw the patients onlge or twice, i.e. the trainees lacked

the continuity of care with their patients thatithieiners had.

These studies do not relate how much the traire®$oswhat they learn. However as
teaching in the general practice year of vocatitraahing is often focused on cases that
the trainee sees, does this mean that trainedsaareng effectively about the
management of these conditions if they haven't seany patients with the condition in
question? An Australian study looked at the infakteaching that registrars receive
when discussing patients that they had seen, dimdag¢sd that trainees received at least
an extra 37 minutes of teaching per week (Pear08)20This study also highlighted the
importance of informal teaching. All these findsngmphasise the need for the trainer

to be aware of what their registrar is seeinghsb &ny gaps can be addressed.

Curricula

Curriculum: A course of study, especially at sdraauniversity

Syllabus: 1. A series of topics prescribed foparse of study.
2. A booklet or sheet listing these.

(Chambers Harrap Publishers 2008)



Page 22

NB: a curriculum defines course objectives (magkgressed as learning outcomes)
and will also include how students will be assedeeske if they have met these

outcomes.

Undergraduate

Both rheumatology and orthopaedics have publishestoioskeletal curricula for
undergraduates. United Kingdom rheumatologistdighud “Guidelines on an
Undergraduate Curriculum” in 1992, emphasizingithportance of medical school
education that reflects “morbidity load” and theref focusing more on competencies
relevant to primary care than those of secondamy (oherty & Dawes 1992). They
also highlighted the importance of education beagarded as a continuous process so
that the undergraduate curriculum should be seant‘@sindation for future education”.
There was discussion in the document with regargsdducing a combined
musculoskeletal curriculum in conjunction with afaedics but it was decided that any
collaboration should be local as there was conttexhemphasis might be placed on the
more acute problems seen in orthopaedics, relggaigumatological problems to
second place. It was considered that collaboratitimgeneral medicine or general

practice might be more fruitful.

A joint orthopaedic/rheumatology document was itdd in September 2001
following on from the General Medical Council’s pichtion of “Tomorrows’ Doctors”
(British Orthopaedic Association & British Societf/Rheumatology 2001; General
Medical Council 1993). See Figure 1.3. The Gdndralical Council recommended
that a core curriculum be introduced to enable geditudents to develop into
enthusiastic and confident pre-registration hodSeens. The authors of the joint
curriculum suggest that students receive a minirotimight weeks teaching on
musculoskeletal topics with the assumption thay thidl have already been taught the
basic sciences and have had some exposure toatlnegdicine. It is also suggested
that the musculoskeletal course now combine bdtiopaedics and rheumatology,
unlike the proposal from 1992. As can be seenctineculum focuses on the student
developing the basic clinical skills. There iseatfon pertinent to primary care where

the student is expected to be aware of the primmayagement of musculoskeletal
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disease. What effect this curriculum has had atergraduate education has yet to be

assessed.
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Musculoskeletal Curriculum for the Undergraduate
British Orthopaedic Association & British Society d Rheumatology (2001)

Knowledge
The student will be expected:

« To demonstrate a basic understanding of the anatiumgtion and physiology of the human
musculoskeletal system;

e To demonstrate an understanding of the pathologgusfculoskeletal tissue (bone, cartilage,
synovium, muscle etc.);

e To be able to interpret the relevant haematologiocahunological, biochemical and radiological
investigations;

« To demonstrate an understanding that treatmentlisated to alleviate pain, improve function and
to modify the natural history of a disease proaedsjury;

* To be aware of primary management of musculoskeletaase and trauma and to be able to
outline the strategies for the management of aaudechronic musculoskeletal disorders
(including rehabilitation and pain management).

The above knowledge of diagnosis and managemeheahusculoskeletal disease and injury will provid
a foundation from which to develop the followingngoetencies.

D

Competencies
The musculoskeletal system provides a valuable ihppity to learn principles of clinical examinatiand

to identify from the patient’s history key pointsthe diagnosis of musculoskeletal disease andyinjun
accordance with the GMC'’s “Good Clinical Practitlels allows the student to:
» Develop polite and considerate interaction wittirtpatients and their families
e Listen to patients
* Learn to respect patients’ views, privacy and digni
* Learn to give patients information about their dtind, its treatment and prognosis in a way they
can understand.

This thus provides the student with a suitable ramvnent in which to develop appropriate attitudgsd
communication and trust — which form the corneretoof a good doctor/patient relationship.

To identify, by examination, normality and abnorityabf the locomotor system as a whole, for example
using the GALS (Gait — arms — legs - spine) scraed,of individual joints. This will allow the stant to:
« Make an adequate assessment of the patient’s mmdihile respecting their privacy and dignity,.
» ldentify which investigations are indicated to sopg clinical diagnosis or to assess
activity/severity of disease, and to acquire thiéitghho interpret an X-ray and other relevant
imaging techniques

This will assist the student:
e To identify where and which investigations are ayppiate and necessary
« In making or confirming a diagnosis
o ltis further believed that the musculoskeletaricutum will offer the student, in line with GMC
recommendations, a unique opportunity to:
0 Recognise and respect the right of the patienettulty informed and involved in
discussions about their case
0 Appreciate the multi-system presentation and thiidisciplinary management of
disorders of the musculoskeletal system, and smgrése the importance of teamwork as
an essential part of medical practice
0 Assess fitness for surgery (particularly in theeelg) in patients with common
musculoskeletal disorders — a generic skill witbdevapplication
0 Refine appropriate attitudes while acquiring knalge and competencies.

Figure 1.3: Musculoskeletal curriculum for the urgtaduate
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European and global recommendations for an undswgta musculoskeletal
curriculum have also been published in an effotty@nd improve the confidence and
competence of all doctors (Doherty et al. 1999; Weioal. 2004). Both of these
documents highlight the importance of doctors beiwgre of how to manage common
conditions and comment that it is essential to atkuprimary care/family practice
practitioners. Local variations of these curricata now being developed elsewhere in
the world (Wadey et al. 2007). Again, these cutadave not yet been formally
assessed although a study in Minneapolis showedhtiegrated orthopaedic,
rheumatology and rehabilitation teaching does fabeneficial impact on students’

knowledge, confidence and retention of examinasiihts (Saleh et al. 2004).

Postgraduate: General Practice

The Arthritis Research Campaigar¢) was the first to try and specify a
musculoskeletal curriculum for general practicénireg. A ‘Learning guide for general
practitioners and general practice registrars osaumoskeletal problems’ was
developed by a multi-disciplinary group in 2000 avek published by tharc (Arthritis
Research Campaign 2000). The document contaiasd tore clinical
musculoskeletal topics, a framework to use whersicaning these topics, a list of the
principal drugs used for musculoskeletal disorded other health care workers who
may be involved. Tharc distributed the guide to general practice traimatsonally

but what its’ uptake has been is unknown.

The Royal College of General Practitioners hasueedly discussed the need for a
curriculum for general practice but, until Modeings Medical Careers, no attempt had
been made to write one. This was due to it bedfighiat primary care is such a broad
subject that it would be impossible to define wiogics should be included. In fact, the
discussions around this topic were so frequentttteaRoyal College of General

Practitioners quantified its own literature on fudbject in 1995 as:

65 Occasional Papers
9 ‘Classic Texts’
25 Reports from General Practice

17 texts in the ‘Clinical Series’
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3 Policy Statements

(Royal College of General Practice 2006b)

When the Postgraduate Medical and Education TrgiBward (PMETB) took over
responsibility for junior doctor training, they nmead essential for all postgraduate
specialties to have published curricula prior @ skart of run-through training in
August 2007.

The PMETB define a curriculum as:
A statement of the intended aims and objectivestert, experiences, outcomes and
processes of an educational programme including:
* A description of the training structure (entry regments, length and
organization of the programme including its flekti®s and assessment system)
* A description of expected methods of learning, heay, feedback and
supervision.
The curriculum should cover both generic professli@md specialty specific areas.
The syllabic content of the curriculum should keedd in terms of what knowledge,
skills, attitudes and expertise the learner williage.

The Royal College of General Practitioners theeefaad to develop a curriculum for
primary care following these specifications of Bestgraduate Medical and Education
Training Board (Grant et al 2005). They documéat there will be defined learning
outcomes that trainees must reach at specifie@sthgring their training. Concerns
though have been raised about curricula that fpawsly on outcomes and the
development of competence, saying that the modebisimplistic and that accepting
this approach may be “short sighted” for the prsif@s (Talbot 2004). In particular,
concern is raised that experts may struggle todedpecific competencies for trainees
as many aspects of their work have become intuaing so difficult to express. This

shall be discussed further in the literature review

The Royal College of General Practitioners curuauhas now been published with
“rheumatology and conditions of the musculoskelsyagtem (including trauma)” as one
of the clinical management curriculum statementsyéiRCollege of General

Practitioners 2007). These statements were deselbpth by doctors with an interest
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in the field but also staff from the Royal Colleg@riculum development team. The
Royal College aims to provide learning resourceksarpport from experienced general
practice educators for those involved with the enpéntation of the new curriculum.
Some resources are now available to trainers dretare still in the process of being

developed.

Conclusion

In spite of their high prevalence, musculoskeldisbrders continue to be poorly taught
in both undergraduate and postgraduate settingdrapdrticular, in primary care.

With general practitioners being the first pointagtess to the health care system for
patients, it is imperative that they are adequatglyipped to deal with the problems

they encounter in order to function in their rotegatekeeper.

Aims

The specific aims of this project were therefore:

1. To repeat the questionnaire study used by Lanyahiata sample of four
deaneries to see if, ten years on, general praggistrar teaching had changed.

2. To explore what musculoskeletal problems geneidtyme registrars encounter
in their day to day workload and to see what leagmeeds they identify with
regards to these.

3. To identify preferred methods of addressing theaening needs.

4. To explore general practice trainers views on thava.

5. To develop and evaluate an educational packagedocon one area of need

identified by the registrars and trainers
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Chapter 2 A Review of the Literature

Overview

In this literature review, | briefly look at diffent definitions of knowledge prior to
focusing on two different theories about the depeient of expertise and some of the
evidence in support of them. In becoming an exj@emainee acquires new knowledge
of different types and so, in order to understdmsl further, | must define what types of
knowledge there are. This allows me, in the dismn chapter of this thesis, to
examine at what level of expertise the registregedanctioning at and to look at ways
of improving their education. It is hoped thatvié are able to understand how doctors
become experts, then it may be possible to focusatnal interventions in such a

way as to increase the efficiency of developingestige.

A literature review was completed in December 206i&6g Medline and Pubmed
electronic databases, and revisited periodicaltyefter. A number of the references
were not able to be found on the electronic daedasd, instead, were identified from
reviewing the reference lists of other publicatioftss recognised that this is not an
ideal way in which to review the literature butwmber of the publications included are

not referenced on line.

Knowledge

Knowledge can be defined in many different waysyway from that which is written in
text books to wider definitions that encompassube and application of knowledge.
For example, Chambers 2Century Dictionary describes knowledge as:
Knowledge (noun)

1. The fact of knowing; awareness; understanding

2. What one knows; the information one has acquireauth learning or

experience

3. Learning: the sciences — a branch of knowledge

4. Specific information about a subject.
(Chambers Harrap Publishers Ltd 2008)
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Eraut, a Professor of Education at the Universitgussex, has written a number of
texts on professional knowledge and learning anghmticular has looked at medical
knowledge and competence. He uses the term lmatedest sense, encompassing all
the different forms — procedural knowledge (thewlsalge of how to do something),
propositional knowledge (a knowledge of facts, thiaich can be written in a text
book), practical knowledge (knowing how in relattoma situation or behaviour), tacit
knowledge (see below), skills and know how (Eré294, p.16).

Tacit knowledge was originally defined by Michael&hyi (1891-1976), a medical
scientist working in the field of physical chemystrA description of what he means by
this term that is often quoted is “we know morentiage can tell” (Polanyi 1983). Tacit
knowledge is “unspoken and hidden. It is the etipeand assumptions that
individuals develop over the years that may neasetbeen recorded or documented”
(Mclnerney 2002). It is implicit in this definittothat tacit knowledge cannot easily be
shared as it requires personal contact for it tbrdoesmitted. In medicine there is a vast
amount of knowledge that is tacit. An example thanry gives is the skilled
ultrasonographer who is able to know tacitly whiegr probe is whilst attending
explicitly to the image they can see (Henry 200Bplanyi considered that tacit and
explicit knowledge (i.e. that which we can tell)raot discrete categories. He
believed that tacit knowledge can be possessetsély but that explicit knowledge has
to be tacitly understood and processed for it tofagse i.e. “a wholly explicit
knowledge is unthinkable” (Polanyi 1983). For exdanit may be possible to describe
a heart murmur explicitly but one could not idenafmurmur in a patient unless this
knowledge had been tacitly processed. An exanmalieRolanyi himself gave was a

medical student learning to read a chest radiograph

“At first the student is completely puzzled. Ferdan see in the X-ray picture
of a chest only the shadows of the heart and b with a few spidery blotches
between them. The experts seem to be romancing dgments of their
imagination; he can see nothing that they areriglebout. Then as he goes on
listening for a few weeks...... a tentative underding will dawn on him; he will
gradually forget about the ribs and begin to seduhgs. And eventually, if he
perseveres intelligently, a rich panorama of sigaiit details will be revealed to

him...... He still sees only a fraction of what theerts can see, but the pictures
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He is about to grasp what he is being taught;stdlieked. Thus, at the very

moment when he has learned the language of pulmoadiology, the student

will also have learned to understand pulmonaryag@ims. The two can only

happen together. (Polanyi cited in Henry 2006)

As tacit knowledge cannot be explicitly expresseis, not something that can be learnt

in a formal situation, for example from a textbawlka lecture. Instead it can only be

learnt informally and implicitly. Eraut describagsypology of current learning which

shows how implicit learning differs from reactiviedadeliberative learning. In this way

it is different from the experiential learning debed by Kolb (Kolb 1984). See Figure

2.1.
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Implicit Learning

Reactive Leamin

Deliberative Learning

Past Episode (s)

Implicit linkage of pas
memories with current

experience

t Brief near-spontaneous

reflection on past
episodes,
communications,

events, experiences

Reviewof past actions,
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events, experiences.
More systematic

reflection

Current Experience

A selection from
experience enters the

memory

Incidentalnoting of
facts, opinions,
impressions, ideas
Recognitiorof learning
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Engagemenin

decision-making,
problem-solving,
planned informal

learning

Future Behaviour

Unconscious effects g

previous experiences

f Being prepared for
emergentearning

opportunities

Plannedlearning goals
Plannedlearning

opportunities

Figure 2.1: A typology of non-formal learning (Et&000)

This tacit knowledge is important as it is the kiedge that underpins expertise and is

developed by experience. Expertise itself is defim the Chambers 2Tentury

Dictionary as a “special skill or knowledge” (Chaenb Harrap Publishers Ltd 2008). |

shall now go on to discuss two important theoreggrding the development of

expertise.
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The Dreyfus and Dreyfus Model of Developing Expertie

The original theory of the development of expernises developed and described by
Dreyfus and Dreyfus in their book, ‘Mind over Maehj the Power of Human Intuition
and Expertise in the Era of the Computer’ (DreyuiBreyfus 1986). In it, they
describe the five different stages that they beliexist in becoming an expert. The
model was developed from their observations of €lpdsyers and airline pilots.

Level 1 Novice
* Rigid adherence to taught rules or plans
» Little situational perception

* No discretionary judgement

Level 2 Advanced Beginner
» Guidelines for action based on attributes or asp@spects are global characteristics of
situations recognizable only after some prior eigree)
»  Situational perception still limited

» All attributes and aspects are treated separatelygaven equal importance

Level 3 Competent
e Coping with crowdedness
» Now sees actions at least partially in terms o§lrterm goals
e Conscious deliberate planning

» Standardised and routinised procedures

Level 4 Proficient
» See situations holistically rather than in termaggects
» See what is most important in a situation
e Perceives deviations from the normal pattern
e Decision-making less laboured

» Uses maxims for guidance, whose meaning variegadicgpto the situation

Level 5 Expert
* No longer relies on rules, guidelines of maxims
» Intuitive grasp of situations based on deep tawiteustanding
* Analytic approaches used only in novel situationvben problems occur

e Vision of what is possible

Figure 2.2: A Summary of the Dreyfus Model of Skillcquisition cited in Eraut
(1994) p. 124
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As can be seen in Eraut’s summary of the Dreyfusreyfus model, as a student
becomes more proficient, they move through thesedifferent stages and, as they do
this, their behaviour changes in three ways.

The first is that the student begins to see sitnatas a whole as opposed to a collection
of relevant parts and that they begin to use pgstreences as exemplars. Medical
schools teach students to take histories, exardiagnose and manage patients
according to rules. This enables them to recogamskdeal with common medical
conditions. As students become more experienbed,liegin to focus their histories
and examinations on what is important and devdlepability to recognise patterns of
illness from their past experiences.

“Usually the proficient performer will be deeplywimlved in his task and will be
experiencing it from some specific perspective heeaf recent events.
Because of the performer’s perspective, certaitufea of the situation will
stand out as salient and others will recede intédotickground and be ignored.
As events modify the salient features, plans, etgtens, and even the relative
salience of features will gradually change. Naadkéd choice or deliberation
occurs. It just happens, apparently because tifecignt performer has
experienced similar situations in the past and m@&sof them trigger plans
similar to those that worked in the past and goditgs outcomes that previously
occurred.” (Dreyfus and Dreyfus 1986, p. 28)

The second way in which behaviour changes is thabany ways, it becomes
automatic. The expert doctor is able to disreglaedrules and guidelines and use their
intuition. They are able to quickly recognise wisaabnormal and then concentrate on
this.

“An expert generally knows what to do based on mea#nd practiced
understanding......... An expert’s skill has bec@menuch part of him that he
need be no more aware of it than he is of his oadyb... the expert business
manager, surgeon, nurse, lawyer, or teacher idytetagaged in skilful

performance. When things are proceeding normalgerts don’t solve
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problems and don’t make decisions; they do whatnadly works.” (Dreyfus
and Dreyfus 1986, p. 32)

The third way in which behaviour changes is thatstudent develops from being an
observer to being engaged in what is taking pla&good medical example of this
could be in a cardiac arrest situation. The studey initially only observe but as they
become more experienced they may start to becowoérad, for example by assisting
with ventilation or cardiac compressions. As thegome yet more experienced they

will then eventually be able to lead and make thegions for the arrest team.

Dreyfus and Dreyfus’ model highlights the importaru tacit knowledge as expertise
is acquired which, according to Eraut, is consistath what professionals themselves
describe (Eraut 1994, p. 129). It appears in timeidel in three different forms. The
first form is as tacit understanding, i.e. an ustierding of the situational context. The
second form is as tacit procedures. This is whaseedures, which may have initially
been explicit, become routinised and increasingtyt ith repetition. The third form

is the development of tacit rules. This is whée éxpert’s decision making becomes
intuitive and they start to respond rapidly dudhe tacit application of tacit rules at the
moment of use (Eraut 2000).

The model also emphasises the importance of leafrom experience. As Adams et
al state, “because expertise is gained in the gboferactice, expertise cannot be
achieved out of context or taught as an acadenacese” (Adams et al. 1997).
Learning from experience was also highlighted asghgood educational practice in the
United Kingdom’s Chief Medical Officer’s “Review @ontinuing Professional

Development in General Practice” (Department of[theE998, p. 5)

“Generally good educational practice was seen tortdtiprofessional where
appropriate, participative not passive; based @ee&nce with patients, audit

and forward planning, and using practice and petisdevelopment plans.”

This model was applied to health professionals,ianmrticular nursing, by Patricia
Benner in her book, “From Novice to Expert. Exeette and power in clinical nursing

practice” (Benner 1984). Benner describes heltefom performing paired
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interviews with nurses at the start of their caseserd their supervisors, nurses
recognised for their expertise. The interviewseyagrformed separately but focused
on shared clinical situations that had stood outfem. Benner’s aims were to try and
see if there were obvious differences in the nogitg expert’s descriptions of the
shared events. Further interviews were performiéd murses of varying experience to
try and illustrate the characteristics of the dif& levels described by Dreyfus and
Dreyfus in greater depth. Benner identified setvemes from her interviews, each of
which has instances as to how nurses may prodressgh the five levels of expertise.
She highlighted how expertise in a medical setigngjtuational, for example a nurse
who functions as an expert in the coronary caremay struggle to work to a
competent level on a surgical unit. Benner algggeated that the Dreyfus and Dreyfus
model has implications for educating nursing staif,example: advanced beginners
need help in setting priorities, competent nursayg benefit from decision making
games and simulations that allow them to practiaerpng and co-ordinating
complicated patient care demands and proficierdeasumay be best taught using case
studies where they can use their own methods afrgtehding and exploring clinical
situations. Benner drew attention to the imporganicmedical staff, and in this case
nurses, having an apprenticeship model of trainieghaving on the spot clinical

teaching from more experienced personnel.

This model has been discussed in relation to gepeaetice registrar training by Bedi
in Education for Primary Care (Bedi 2003). He sgig that when general practice
registrars enter vocational training they are atAdvanced Beginner stage. This is
because their hospital training gives them somersipce of the conditions that are
seen in primary care but, because it has beenthbbpsed, the primary care context is
lacking, i.e. the social aspects or impact of disean the individual. The registrars
become competent when they see their actions ag pait of a long term plan for the
patient and become to feel responsible for outcorBesli suggests that, at this point in
time, it may be better to teach the registrar upirplem-solving scenarios.
Proficiency is reached when the doctor is ableuickdy form a provisional diagnosis
during the consultation and then spends their tiyirg to prove or disprove their
hypothesis. At this stage Bedi suggests thatdbistrar is best taught using clinical
constructs, i.e. random and problem case discusdibis enables them to develop

some understanding of their behaviour. Bedi suggblsat general practice registrars
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never reach the expert phase as this is only dpedlafter time in autonomous practice.
At this point the teaching should become more pbafased and include methods
such as critical event analysis, peer assistedilgaand reflective practice. Bedi
believes that Dreyfus and Dreyfus’s model linkstdeching and learning processes in
a way that enriches the teaching experience anditishared with the registrar, can

assist with more effective progress through thgesta

The second theory of the Development of Expertisane that was specifically

designed with medical staff, and in particular dogtin mind.

Schmidt, Norman and Boshuizen’s Theory of Developm Expertise

Schmidt, Norman and Boshuizen published a theosxpértise in 1990, different to
that of Dreyfus and Dreyfus, which was specificdtlgused on the acquisition of

medical expertise (Schmidt et al. 1990). Theiotlggelies on three assumptions:

1. As students become experts, they pass througimaemnof stages that are
characterised by having different knowledge stmesu

2. The different knowledge structures do not decalyemome inert. Instead, they
remain available for use when the situation reguire

3. Experienced doctors use knowledge structuresdcélleess scripts” when
dealing with patients with routine problems. Thasedeveloped from

experience and exposure to patients and will beudsed later.

The original model described by Schmidt, Norman Baghuizen showed three stages
(novice, intermediate and expert) with their kna¥ge structures being as follows:
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Novice Intermediate Expert
Basic Science R Clinical Rules o Examples
Mechanisms -
A A
A 4 A 4
Basic Science Clinical Rules
Mechanisms

A

\ 4
Basic Science
Mechanisms

Figure 2.3: Schmidt, Norman and Boshuizen’s origmadel of the Development of

Expertise (Source: Norman 2005)

In this, a ‘basic science mechanism’ refers to whed traditionally learnt during the
pre-clinical years at medical school, for exampklghg's Law of the Heart or the
Krebs Cycle. The term ‘clinical rules’ refers teetrelationship between signs,
symptoms and diagnoses, for example the causdslificg. Examples are memories
of particular experiences with patients that canltaevn upon in the future when

required.

Over the years, and in the light of results frormgndifferent observational studies,

Norman et al have gone on to modify this model to:
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Novice Intermediate Expert
Basic Sc!ence Clinical Rules Examples
Mechanisms
/ \ / \ Clinical Rules
Rules Examples Basic
Science I
Basic Science
Mechanisms

Metacognition/Reflection

Figure 2.4: The modified model of the Theory of Extfse (Source: Norman 2005)

The structure of the trainee’s knowledge changdsunways as they progress from

being a novice to becoming an expert (Schmidt.et390).

Stage 1

Stage 2

The development of elaborated causal neswo

The trainee creates a structure for the informatia they are learning.
It can be thought of as a set of nodes (facts)hected by links. The
links represent the relationship between the factsin medicine the

relationship is often a cause, hence the name lcaetseorks.
The compilation of elaborated networks atiridged ones
As the trainee is repeatedly exposed to patierddfzrefore frequently

applying their knowledge, the networks become ncoraplex. Each

network tends to relate to a diagnosis and thasallthe trainee to start
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to use short cuts in their reasoning, i.e. thepaloneed to work their
way through the patho-physiological causes eveng they see a

particular case.

Stage 3 The emergence of illness scripts

The patient exposures now become stored as ptre ofetworks, which
allow the exposures to develop into illness scripterred to as
examples in the final column of Figure 2.4). Thes#ude background,

contextual information. See below

Stage 4 Storing patient encounters as instangascr

The expert stores memories of particular patiemighvthey can access

in the correct situation.

The expert can therefore deal with the majoritpatients that they see by using illness
scripts, and occasionally the instance scriptd,ttiey have developed. This is why,
when given the choice between a newly qualifiedalogand a more experienced one,
people consistently pick the one that is more egpeed, i.e. they believe that
experience is of benefit (Norman & Eva 2005). Janhy, if one asks doctors when
they began to feel competent, most will say thatas several years after entering
practice which is consistent with evidence fromeotfields. This vast memory bank of
examples that an expert can readily call upon $sathem in formulating a diagnosis,
allows them to use pattern recognition when seaipgtient which is much faster, and

often more accurate, than working through a problem

For example, Hobus et al presented 32 short casarieis to novices and experts on
three slides (Hobus et al. 1987). They observatittie experts were able to produce
almost 50% more correct hypotheses as compareavioas and showed a correlation
between diagnostic accuracy and expertise as +0.68.

If, however, the expert sees a patient who is momplex and who does not fit with

the scripts that they have, they will return toiitimeore basic knowledge, i.e. that of
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clinical rules and basic science mechanisms. gegs, like novices, have to rely on the
basic science mechanisms that they learnt in mlestitb@ol there is a high likelihood
that their knowledge of them will decline as tinespes. Indeed, some authors have
suggested that doctors who have been in practice iomber of years are less likely to
follow set standards of care and may, in fact, l@@rer patient outcomes (Choudhry
et al. 2005). They also note that factual knowéedgclines with age. Choudhry
suggests that this could be due to a failure tatgknowledge and that older doctors
may be less receptive to new innovations. Clasgvaction of the results of their
systematic review reveals that, although all twelf/the studies looking at knowledge
did demonstrate a decline with years from qualiiteg the evidence looking at
performance was less definitive. Out of the 62istsiincluded, only half, 52%
demonstrated the negative association betweenaisioigg experience and performance.
Experience therefore appears to have some protesfiigct against this decline in

knowledge.

The idea of a doctor storing their medical encowsnded structuring their knowledge
into “iliness scripts” is only one of the many segtjons for how knowledge can be
structured. Custers et al. divided the differenippsed modes of knowledge structure
into three main groups:
* ThePrototype Frameworkincluding semantic axes): i.e. knowledge is stare
model/typical presentations of illness.
« Thelnstance-based Frameworknowledge is stored as examples of conditions
seen previously
« Semantic network/Schema/Script Modétaowledge is stored as a series of
nodes (units of meaning) which are interlinked, there is a network of
biomedical and clinical ideas which are interconeec Making a diagnosis is
by finding a path within this network.
(Custers et al. 1996)

As discussed earlier, Schmidt, Norman and Boshuigenlliness scripts, an example of
a semantic network, as the form in which knowlegg&ructured in their theory of

expertise. lliness scripts were originally desedily Feltovich and Barrows (1984)
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and the definition in Schmidt and Boshuizen’s revd developing expertise is as

follows:

“An iliness script is a knowledge structure contagna wealth of clinically
relevant information about a disease, its consempge(e.g. the complaint a
patient brings to the doctor, or the signs and ¢gmp of a disease during the
successive stages of its course) and enabling timsli the context in which the
illness develops (e.g. the physical characteristies patient’s environment, his
or her age, habits, medical history etc.). Thessequences and enabling
conditions are linked together with relativelylétformal knowledge (compare
to what experts have learned about the subject)tgiahophysiological causes

(the fault) or symptoms and complaints.” (Schnéiddoshuizen 1993)

These iliness scripts are said to develop from supoto patients and use both
knowledge that has been learnt in formal situatioesexplicit propositional or

codified knowledge, but also informal knowledgehe$e scripts can include
perceptions and also tacit knowledge, for exantpmestnell of a patient with diabetic
ketoacidosis. lliness scripts can be linked as gfdarger conceptual structures by
common elements. Examples of these common elenmahisle: diseases with
common symptoms, diseases affecting the same argadisease with a similar patho-
physiological cause. lliness scripts can also watheir generalisability from being an

example of one patient seen previously to repre@sgan entire disease category.

It is suggested that when expert doctors see argathey search for an appropriate
illness script, looking for crucial factors in thidormation they acquire which are
referred to as “enabling conditions”. When theyéhaelected one, they check the
contents of the script with the information provddey the patient. This rapid homing
in process is largely unconscious but it explaihy experts are able to focus their
history and examination so quickly. In the cowtdoing this, the expert acquires an

additional patient example for their illness scapd can so develop the script further.
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Predisposing factors, boundary conditions, hergdita
factors etc.

Compromised host factors, travel, drugs, etc.

Age, sex, etc.

Invasion of tissue by pathogenic organism, inadegua
nutrient supply,
inability of tissue to survive etc.

Complaints, signs, symptoms
Etc.
Etc.
Etc.

Figure 2.5: An example of a generic illness sqguurce: Schmidt, Norman and

Boshuizen, 1990)

There is evidence looking at the development oketige as described by this model. |

shall therefore now go on to look at the evidemcevo areas underpinning this theory:

the importance of basic science mechanisms andchethet not expertise can be taught.

| believe that these two areas are particularlyipent to this study. The basic sciences,

and in particular anatomy, play an essential noldhé diagnosis of patients with

musculoskeletal conditions and part of this projedboking at developing an

educational package.

The importance of basic science mechanisms

It is tempting to believe that basic science medmas play little role in the expert

doctor’s reasoning, other than in very specifieesasThis belief developed from

observational studies where, when asked to thiokdalhilst considering a case,

experts were noted to rarely mention biomedicabties but were instead found to

focus on the clinical features (Woods 2007a). éadeatel et al went on to say:

“.....the basic sciences and the more practicalazl knowledge form two

separate domains with their own individual struesuand the clinical

information cannot be embedded into the basic sei&nowledge structure.”

(Patel et al. 1988)
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In certain specialties, such as anaesthetics @aadsive medicine, this is quite
obviously not the case and these doctors are sagsettheir basic science knowledge
in their day to day work and it is very much intatgd with their clinical knowledge.
Norman et al though demonstrated that doctors, agp®ar to use basic science
knowledge rarely, will rely on it in specific sitii@ns (Norman, Trott, Brooks & Smith,
cited from Norman 2005). They presented experhra@pgists with complex cases and
asked them to discuss their way through the cadécacome up with a diagnosis.
When compared to non-experts in the field, the n@phists were seen to be more
accurate diagnosticians but also to rely on camsahanisms (i.e. to use their
knowledge of the basic sciences to explain whathvegpening) when considering the
case. This led people to consider, if expertshasic science so infrequently why do

students need to be taught it?

Woods et al took thirty six psychology studentgréfore all novices when it comes to
medicine, and split the students into two groups@ds et al. 2005). Each group learnt
about four neurological disease categories (mulisterders, neuromuscular junction
disorders, upper motor neurone lesions and lowdommzurone lesions) and about how
these can cause the same complaint, in this caselenueakness. One of the groups
learnt basic neuro-anatomy and neuro-physiologyth@dymptom was described as
resulting from specific pathology. The other grdearnt the likelihood of specific
features occurring for a given diagnosis, i.e. tleaynt probabilities. The students were
encouraged to learn the information and then westtl on fifteen cases both
immediately and one week later. In the initial tasth groups of students were equally
successful but at week one a difference develofeed Figure 2.6. The students who
had been taught the basic science mechanisms pedaignificantly better. It was felt
that they showed enhanced retention and retrihtaledknowledge and that this was
due to the students having developed a concepturakivork, i.e. a knowledge

structure, with meaningful relationships betweengiimptoms, signs and diagnoses.
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Immediate Delayed

Mean SD Mean SD
Probability 0.54 0.16 0.43 0.17
(n=18)
General Science 0.52 0.16 0.52 0.21
(n=18)

Figure 2.6: Scores (percent correct) on the diaggntest immediately after instruction

and one week later. (Source: Woods et al. 2005)

Criticisms of this study included: a small sampistesting a single knowledge
domain only and the use of utter novices who dideven work in the field of

medicine. With a view to answering these critigsM/oods et al went on to repeat the
study with a larger sample (58 participants), testivo knowledge domains (neurology
and rheumatology) and used medical students infil&i or second year who had not
yet studied either of the topics going to be exauif\Woods et al. 2006). Again the
students were divided into two groups and werergivgtten learning materials for
eight conditions (four neurology conditions andrfdieumatology conditions). The
basic science group was given a leaflet that iredutie relevant anatomy and
physiology and linked the symptoms to specific pliy. The other group was given
a similar sized leaflet but theirs included epideliogical information such as disease
prevalence and the prognosis for each conditiaie@usof the basic science
information. Once more the students were testeddadiately and at week one. In each
test they were presented with twelve different sasel were asked to come to a
diagnosis. The students were also tested onnezmory of the features of each

condition, called the recall test. The resultssir@wn in figure 2.7.
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Immediate Delay
Mean SD Mean SD
Diagnostic Test Causal Learning (n=32) 0.71 0.15 620. | 0.15

Feature List (n=26) 0.70 0.15 0.51 0.18
Recall Test Causal Learning (n=32) 0.86 0.13 0.77 .160
Feature List (n=26) 0.80 0.15 0.76 0.15

Figure 2.7: Mean performance (percent correct)iagrabstic and recall tests
administered immediately after learning and aftena week delay (Source: Woods et
al. 2006)

This demonstrated that the students who were tehggit sciences had similar recall of
clinical features but had less decay in their desgic skills over time. Woods et al
postulate again that this is because there wasteoke to the relation between features

and diagnoses.”

Woods et al then took this one step further (Waetdd. 2007b). They increased the
complexity of the cases by adding in irrelevantdet as patients often do, and also by
using new, non-medical terminology. The same arpart as before was then
performed, and again, the students who had Ielaerivasic science mechanisms
performed better in that they appeared able tadisticthe irrelevant information and to
work their way through a difficult case to comeatoanswer. This suggests that

novices, like experts, may also revert to basidselp them in such circumstances.

Can expertise be taught?

I am now going to look at different experimentskimg to see if expertise can be
taught. As discussed earlier, the expert startséoa form of pattern recognition when
seeing patients, which is demonstrated in the éixgeriment. If students are

encouraged to use this, does it have an effect?
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In 1989, Norman et al took subjects at five différievels of expertise: pre-clinical

medical students, final year medical studentsdegds, practising family physicians
and practising dermatologists. Each subject was/sH00 slides consisting of two
typical and three atypical presentations of twetitigrent common skin conditions.
The slides were shown in random order and halfi@fsubjects were given a brief

patient history prior to being shown each slidée Subjects were asked to identify
each lesion as quickly as they could. Time tovarg at a diagnosis and diagnostic

accuracy were recorded.

As can be seen in Figure 2.8, there was an appateiynlinear relationship between
correct diagnosis and expertise. As was also ¢ggebe proportion of slides labelled
as “don’t know” decreased with expertise. Thers a#l, though, a significant error

rate for the experts.
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Figure 2.8: Mean percent of slides with correcgdiasis, incorrect diagnosis, and
“don’t know” response by level of expertise. GHigates general practitioner.

(Source: Norman et al. 1989)
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Figure 2.9: Mean response time (with SE) per siidsegconds, by level of expertise.
GP indicates general practitioner. E x A indicaegertise times accuracy interaction

term. (Source: Norman et al. 1989)
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Figure 2.9 shows the mean response time per sid# increasing expertise, the time
taken to respond when the answer was known (itl. avcorrect answer) reduced.
When the answer was unknown (either incorrect oitdmow), the time taken to
respond increased with increasing expertise. Noredal suggested that this
demonstrated that pattern recognition was initiblyng used, i.e. prior experience was
playing a role. But, that when the picture did rejiresent a pattern they recognised,
the expert started to analyse the features ofabie separately, thus taking more time.

Following on from this experiment, Regehr et a@94) looked to see what would
happen when relative novices were encouraged to identify patterns of rashes.

They took 32 first year residents and trained tirethe diagnosis of dermatological
rashes by showing them a set of slides. Followimdrom the training, the residents
were shown a set of test slides. Some of the slidee similar to those they had seen
and some were different but showed the typicalfestof the specific rash. The other
slides were totally different to those that they saen or were an atypical presentation
of the rash. The residents were split into twaugso One group was advised to look
quickly at the slide and give their first impresses to what the diagnosis was, the
other was told to argue for three alternative dasgs and to highlight the features
consistent with each. The results showed thaethvas no overall difference in
accuracy of diagnosis but having seen the sliderbdfad a significant effect in both
groups. Residents were 40% more likely to gettireect diagnosis when the slide was
similar to one they had seen in the past. Theygloded that the implications of this for
education was important, suggesting that it isapgtropriate to advise students to avoid

using pattern recognition.

In a similar study looking at the different stratesgthat can be used when teaching
medical students to read ECGs, Norman et al. (182@jht 16 novices to initially come
to a diagnosis and then search backwards for Hiarkes that supported this. They then
asked a further 16 novices to look at the sepéeateres in given ECGs and then to
formulate a diagnosis. Teaching the students &yaa the ECG and then come to a
diagnosis appeared to not be of advantage andtisé@med to reduce their diagnostic
accuracy (by 10-20%). Ark et al. (2006) took thigher and trained 48 novices to read
ECGs. They then split them into four groups. Titet two were the same as those in

Norman et al’s study, i.e. one group was told talgse the ECG prior to coming to a
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diagnosis whereas the other’s were told to conaed@gnosis first and then look for

the features. The other two groups were advisatthiey could use either strategy — i.e.
to look for similarities or to look for the featwréirst. All groups were better at
diagnosing ECGs that they had seen before butmbgtoups who had been told to use
both strategies together were more accurate in &@@osis. This suggests that it may
be possible to encourage students to behave mikasto manner to experts which
might facilitate their development.

Conclusion

In this literature review | have looked at threeaam. The first area is the idea that there
is knowledge which is tacit, or unable to be expeels This cannot be learnt in a formal
situation and, instead, is believed to be acquineaugh experience. Tacit knowledge
Is recognised as being an important component efkaert's knowledge. | then went
on to look at two theories regarding the developnoéexpertise as this is something
that one would hope to facilitate when educatingegal practice registrars. The first
theory was by Dreyfus and Dreyfus and this dessritmav behaviour changes as one
becomes more experienced. The second theory wassed by Schmidt, Norman and
Boshuizen and focuses more on how the structuke@#f/ledge changes as experience

develops. | shall discuss these further, in lgfhiny results in the discussion chapter.
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Chapter 3: Methods

Overview

This chapter gives an overview of the project methogy with further detail being

provided in the relevant chapters.

Aims

The aims of this project were to:

1. To repeat the questionnaire study used by Lanyahiata sample of four
deaneries to see if, ten years on, general praggistrar teaching had changed.

2. To explore what musculoskeletal problems geneidtyme registrars encounter
in their day to day workload and to see what leagmeeds they identify with
regards to these.

3. To identify preferred methods of addressing theaening needs.

4. To explore general practice trainers views on thava.

5. To develop and evaluate an educational packagedocon one area of need

identified by the registrars and trainers

In order to address these aims, different methajesowere used. The project divides
into three main sections with different methodoésgin each section.

Phase 1 A survey of GP registrars (quantitativenoulogy)
Phase 2 Identifying GP registrars’ learning needsljtative)
Phase 3 Development and evaluation of an educépackiage (mixed)

Phase 2 formed the largest part of this study aisdhe qualitative methods used in this
section which are the main focus of this chapteshall give an overview of the
methods here and then discuss them in more depiie irelevant chapters. The

methodology for phase 3 is going to be includedhapter 8
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As already described, concerns have been hightigleigarding musculoskeletal

training for doctors in the United Kingdom and qaparent lack of confidence in
managing these conditions. This research projastdesigned to investigate what
musculoskeletal conditions general practice regjistare seeing in their day to day
work, to explore their confidence with regardshiie management of these and to create

and trial an educational package focused on ondifekel area of need.

Looking at these aims properly and in depth reguer@redominantly qualitative

methodology,

Quantitative versus Qualitative Research

It is difficult to find an accepted definition oligntitative research, i.e. the meaning of
the term appears to be explicit.
The Oxford English Dictionary describes quantitatas meaning:
1. Possessing quantity, magnitude of spatial extent
2. Thatis, or may be, considered with respect tajtentity or quantities
involved; estimated or estimable by quantity.
3. Relating to concerned with quantity or its measweinascertaining or
expressing quantity.
In other words, suggesting that quantitative redear a form of research that is

measuring specific quantities.

Qualitative research, on the other hand, is maguently defined although the
definitions vary widely as the term is used to diésca diverse range of theoretical
perspectives, methodologies, data analysis techaignd ways of interpreting data.

A definition reflecting this diversity is:
“Qualitative researchers seek a deeper truth. &mayto “study things in their
natural setting, attempting to make sense of, terjmet, phenomena in terms of
the meanings people bring to thémind they use a “holistic perspective which
preserves the complexities of human behaviGur(N. Black* and N.K.
Denzirf cited in Greenhalgh, 2001, p.166)
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Strauss and Corbin, proponents of “grounded thearyiethodological process looking
at generating theories from data rather than gahelata to support a theory, describe
gualitative research in terms of what is not:
“By the term “qualitative research” we mean anyetyy research that produces
findings not arrived at by statistical proceduresther means of
guantification.” (Strauss & Corbin, 1998)
In simple terms, some would say that quantitatesearch is hypothesis testing whereas

qualitative research is hypothesis generating.

Qualitative research methods are therefore ideaploring areas in depth and for
describing diversity. They can describe the afaaterest and look for possible
relationships that might be account for what is\geieen. The strengths of qualitative

research are described further in Figure 3.1.

* Research that delves in depth into complexitiespandesses

* Research on little-known phenomena or innovatigtesys

D

» Research that seeks to explore where and why patidyocal knowledge and practic
are at odds

* Research on informal and unstructured linkagespanckesses in organizations

* Research on real, as opposed to stated, orgamabgoals

» Research that cannot be done experimentally fattiped or ethical reasons

* Research for which relevant variables have yeetaentified

Figure 3.1: The strengths of a qualitative methogpl (SOURCE: Marshall &
Rossman, 1999)

Qualitative and quantitative researchers not oiffgrdin the way in which they
perform research. They also have very differeetvgi on knowledge and its acquisition

(epistemology) and also the nature of the socialdM@ntology).

There are two main epistemological stances: pasiivand interpretivism. Positivism
corresponds to the more traditional, scientifiowia knowledge and was originally
described by Auguste Comte in thé"®entury. Positivists believe that knowledge,

and in this case the social world, exists indepetig@and that it can be measured by
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strict scientific methods. This is because thdiele that human behaviour follows
patterns. Interpretivism is linked to the writinglsphilosophers and scientists such as
Immanuel Kant and Max Weber. Interpretivists bediéhat how people interpret and
understand knowledge and the social world is ingyart They often refer to knowledge
of the social world as ‘verstehen’. This is thenste more commonly associated with
gualitative research. Interpretivists believe thatresearcher and the social world have
an impact on each other and so true objective relsémnot achievable. Traditional
scientific methods are felt to be inappropriatetfos type of research as the social

world does not follow the regular patterns thaythee generally used to measure.

A number of different ontological stances exist bshall only mention four here for
simplicity. The four stances are realism, matena] idealism and relativism. Each

stance has very distinct views of the social w@Rdchie & Lewis, 2004).

Realism
* An external reality exists independently of oundisl or understanding
» A clear distinction exists between beliefs aboetwworld and the way the world

is

Materialism
* An external reality exists independent of our sl understanding
* Only the material of the physical world is consgtkfreal’

* Mental phenomena (e.g. beliefs) arise from the rneteorld

Idealism
* No external reality exists independent of our bglend understanding
* Reality is only knowable through the human mind aadally constructed

meanings

Relativism
* Reality is only knowable through socially constecctmeanings
* There is no single shared social reality, onlyréeseof alternative social

constructions.



Page 53

As mentioned previously, qualitative research aB® key methodological features
which make it very distinct from quantitative res#a These include the perspective
taken, the design of the research, the natureeodldéitea and data collection and the

nature of the analysis or interpretation.

Perspective taken

Quantitative research looks at the world at a sipglint in time and often in an

artificial research setting. The results will bbegented from the point of view of the
researcher. For example, a study looking at tlkeofis certain drug will pick patients
with particular characteristics and will follow theregularly for a set time frame. In a
real life situation, this drug may be used foriddmger and in patients with co-
morbidities other than those controlled for in thal. Qualitative research, on the other
hand, looks at the subject’s perspective and isyvget in context or the real world as
it is often called. As is life, the real worldrisgarded as being dynamic, not static and

so one of the tasks of the qualitative researchtr reflect that in their results.

Research design

The design of qualitative research is quite flexihd can respond to what is found. A
good example of this is ‘grounded theory’, a typegualitative research where, as the
analysis identifies emergent themes in the dataygkearcher goes back to clarify or
test them out further, i.e. they are respondintpéoresults. This may involve them
going to new subjects to look at the area furtl@ualitative research is also
naturalistic; this again refers to it taking placehe real world. The design of the
research therefore has to include methodologieshwdie appropriate for use in the
field.

Nature of data

Unlike quantitative research where the goal isaweehlarge studies that have sufficient
power to prove a hypothesis, qualitative reseasgs small sample sizes where the
subjects taking part have been purposively sampléd sampling strategy is to select

subjects who will represent the diversity in thenoounity being studied as the aim of
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the research is to reflect and present this toghder. The researcher is an instrument
of their research. By this, | mean that they ae pf the research themselves as they
also participate in the interviews/focus groupséotations and have an effect on what
takes place. The researcher has to respond ardénhtvith the subject in order to
collect data. Flexible methods of data collecana used to allow the researcher to be

sensitive to the individual and the context.

Nature of analysis/interpretation

The aim of qualitative research is to explain thesity of the social world and to map
it out, i.e. to represent it. It does this by msng the uniqueness of every case and by
using in-depth analysis that reflects the detaihtext and complexity of the data. The
researcher looks for themes within the data iisstiead of imposing their own ideas on
to the results. In this way the researcher allthesdata and the subjects to speak for

themselves.

It is possible to combine quantitative and qualiatesearch and this can be done in a

number of ways:

1) QUAL (continuous collection R

QUANT of both sorts of data) -
2) QUANT wave 1 wave 2 wave 3

AN
Continuous field research

QUAL >
3) QUAL — > QUANT » QUAL

(exploration) (questionnaire) (deepening and

assessing results)

4) QUANT—— QUAL » QUANT

(survey) (field study) (experiment)

Figure 3.2: Research designs for the integratioqualditative and quantitative research.
(Source: Flick 2002, p. 265)
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This project was designed with an initial quaniv&iphase, then a qualitative phase.

Three methods of qualitative research data colleatiere used in this project and when
discussing these | shall focus on two importantuiess: validity and reliability. By
validity, | am referring to how soundly reasoned thethod in use is. Two types of

validity in research are recognised: internal axtéraal validity.

Internal validity describes how the instrument/nogtkvorks in the population for

which it has been designed and has been definéthasgpproximate validity (the best
available approximation of the truth or falsityaostatement) with which we infer that a
relationship between two variables is causal drtti@absence of a relationship implies
the absence of a cause.” (Cook & Campbell 19797p.

External validity has been defined as: “the apprate validity with which we infer
that the presumed causal relationship can be gesest@o and across alternate
measures of the cause and effect and across diffigyees of persons, settings and
times.” (Cook & Campbell 1979, p. 37)

It is important to note that there is an inverdatirenship between internal and external
validity, i.e. if strict laboratory conditions amaposed in order to try to improve
internal validity then the results are not geneediie to other contexts except for those

similar to the initial experiment.

The meaning of the term “reliability” in its simglesense is, “how much can we depend
on the results obtained having used this metho® sense or significance of the term
may vary though when used in discussing quanteadivqualitative research. In
quantitative research reliability is:
“essentially a synonym for dependability, consisteand replicability over
time, over instruments and over groups of respatsdelhis concerned with
precision and accuracy; some features e.g. haightbe measured precisely,
while others, e.g. musical ability, cannot. Faearch to be reliable it must
demonstrate that if it were to be carried out aimalar group of respondents in
a similar context (however defined), then simiksults would be found.”
(Cohen et al. 2007, p. 146)
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In qualitative research the suitability of the tamhability has been challenged by many
different researchers as studies are often sutltég cannot be replicated, i.e. they are
unique to that researcher, their interpretatiothefdata and that moment in time.
Instead, qualitative researchers ask that thegraret be assessed on its own terms and
not by the same criteria as quantitative reseaftte term dependability is often used in
its place, i.e. can we put trust in the data reguiitt Qualitative researchers employ a
number of tools to ensure dependability includimgmber checking/ respondent
validation, triangulation, prolonged engagemerthinfield, negative case analysis,
independent audits and leaving audit trails. Ardebn of reliability in qualitative

research may therefore be that it:

“includes fidelity to real-life, context and siti@n-specificity, authenticity,
comprehensiveness, detail, honesty, depth of regpamd meaningfulness to the
respondents.” (Cohen et al. 2007, p.149)

It can therefore be seen that the methodologieaufes of qualitative research
discussed above, mean that the strength of qusaditegsearch is its validity. The
researcher is able to probe deeply in order ttotgchieve ‘the truth’. Quantitative
research, on the other hand, is regarded as being meliable as large numbers can be
involved which improves generalisability, subjebaracteristics can be controlled for

and research conditions can be strictly monitored.

Validity and reliability in qualitative researchrcae improved by a number of different
methods. | am going to briefly discuss them herewbll return to look at them further

when discussing the methodology used in this ptojec
Methods of improving validity and reliability in glitative research
Constant comparative methodghis involves the researcher generating hypethes

from the data and then testing them on other arkte data by checking and
comparing across individuals, cases, places, tetes
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Deviant case analysis the researcher ensures that deviant, or negzds&s are not
ignored but are valued for their uniqgueness and tséry and help in theory

development.

Triangulation— triangulation refers to the use of differentrees of information in
order to confirm and clarify a research findingiff€ent types of triangulation exist.
Methods Triangulation — looking at data acquiredilfferent methods (this
could include both quantitative and qualitative hoels)
Source Triangulation — using data acquired by udiffgrent qualitative
methods e.g. interviews, documents, observatiausgroups
Analysis Triangulation — using different observenserviewers, analysts to
compare data collection and interpretation

Theory Triangulation — analysing the data frometiint theoretical perspectives

Respondent validation also known as ‘member checking’. This is wiaee
investigator takes their findings back to the reseaubjects (who may be the original
participants or a group with the same experienegéatteristics) to ensure that the

meanings/interpretation that they have formed argigned.

The reliability or dependability of qualitative esgch is also improved by the
researcher providing a rich or ‘thick’ descriptiohwhat the study involved. The
researcher must also provide a transparent aadistr that if someone else wished to
perform the same study they would have enoughnmédtion to allow them to do so.

An overview of the methodology

This project divided into three phases which am@ashin diagrammatic form in Figure
3.3.

The first phase was a survey of general practigstrars from four deaneries. The
second phase used qualitative research methodslimgike form of diaries, focus
groups and semi-structured interviews with the asfngentifying what

musculoskeletal conditions general practice regjistsee in practice and what their
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learning needs in this area. There were threes paithis part of the project. The first
involved both first year and final year registraosnpleting a diary for one month prior
to being interviewed. The second was where the flain the diaries and interviews
were fed back to two focus groups for respondeldaton but also to triangulate the
data sources. The third was where eight trainere mterviewed to ascertain their
opinions on what general practice registrars s¢eantice and what the registrars’
learning needs are. A qualitative methodology agsopriate for this, the main body
of the project, as the aim was to describe thenlegmeeds of the registrars and the
ways in which they would like to address these there was no hypothesis to be

generated.

This information was then analysed and the learng®gs identified. From this one
area of need was identified and an educationalgggeelooking at this area was

developed and tested.
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Overview of methods

Survey of GP Registrars in four deaneries
(Northern, Yorkshire, Mersey and Wessex):
VTS Training and GPR confidence

8 Semi-structured
12 first year GP registrars in practice mterwews V_v'th GP
. . . ) trainers using the
12 final year GP registrars in practice | _ id
From the Northumbrian VTS scheme earning guide as a
basis
Preparation of portfolio
/ diary based on the
learning guide
2 focus groups: GP registrars complete learning guide
6 first year GP diary for 1 month prospectively:
registrars 7 first year GP registrars in practice
6 final year GP 6 final year GP registrars in practice
registrars
v
Semi-structured interview with each GP
registrar
\4 \ 4 A 4
»| ldentifying learning needs and methods of learning for GP registrars

Group nominative
process: GP career
start/Rheumatology/
Orthopaedics

A 4

Develop a needs based educational
package for GP registrars

A 4

Evaluation of the
educational package and
updated learning guide

Figure 3.3
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Phase One: Survey of GP Registrars

The aim of phase one was to repeat Lanyon etl9% study of general practice
registrars where they demonstrated that trainetreeand of their training year reported
their rheumatology education to be “inadequate” twad they felt “under confident” in
managing musculoskeletal conditions. I.e. to est&wcurrent rheumatology education
and skills during vocational training in generahqice. The same instrument and
method was therefore used. This was to see whethwt there had been any reported

change over the past ten years.

A survey is a “method of collecting information finca sample of the population of
interest, usually by personal interviews (facedaefor telephone), postal or other self

completion questionnaire methods, or diaries.” wWiog 2002)

In this case, a descriptive cross-sectional sungayg a questionnaire was performed.
These types of surveys collect data on variablestefest, e.g. the experience of

general practice registrars during their traingiga particular point in time.

Morrison describes the benefits of a survey asgothat:
« They are economical and efficient as they gathtx da a one-off basis
» Itis possible to represent a wide target poputatio
* They generate numerical data
* They provide descriptive, inferential and explamaioformation
* Manipulates key factors and variables to derivgusncies
» Gathers standardized information
» Ascertains correlations
* Presents material which is uncluttered by specidictextual factors
» Captures data from multiple choice, closed questitaxt scores or
observational schedules
» Supports or refutes hypotheses about the targetigiign
* Generates accurate instruments through their pgand revision
« Makes generalisations about, and observes pattemesponse in, the targets of

focus
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» Gathers data which can be processed statistically
* Usually relies on large-scale data gathering fromide population in order to
enable generalisations to be made about givenrgaotovariables.
(Cited from Cohen et al. 2007, p. 206)

A disadvantage of surveys is that they are geryenadbk on internal validity. This is
because it is not possible to control any variables so it has to be assumed that the

variable being investigated is the cause of thecttbbserved.

The questionnaire used in this phase was the samthat had been used in Lanyon et
al.’s 1995 study. It had therefore already bedidated previously by having been
piloted at the 1990 National Trainee Conferenceandngst small groups of trainees
(Lanyon et al. 1995). The validity was assesseddmgparing the responses from the
self administered questionnaire and by a later strmctured interview. This meant
that the numerous questions which should be takeraiccount when planning and
designing a questionnaire did not need to be adddeagain. When developing a de
novo questionnaire decisions need to be made atjoestion content, wording of
guestions, the form of the response and the sequdrguestions as studies have shown
that these features can have a significant effe¢che answers that people give. Also, if
questions appear confusing it can have an advéesd en the response rate. Other
issues such as layout, quality and colour of paped and whether or not a covering
letter is included can also affect the responseaatl so need to be taken into account
(Calder 1998).

With a de novo questionnaire, piloting is esserttiahcrease its’ reliability and

validity. A basic pilot would be to give the quesinaire to a group of people to see
how they respond to the questions and what thémapon the questionnaire is. More
sophisticated pilots start with a large numbetteris or questions and, by using
methods of statistical analysis such as Cronbaadpisa, can identify which questions

are reliable.
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Phase Two: Identifying the GP Registrars’ LearningNeeds

In phase two, the major part of the project, déférqualitative methodologies were
used with the aim of identifying GP Registrars’rléag needs. The methods used
were: diaries (a form of documentary evidence),isstractured interviews and focus

groups. | shall now discuss each of these separate

Diaries

Diaries are a form of documentary evidence andised in many different fields of
qualitative research. Different types of diarigse intimate journals (not usually
meant for publication), memoirs and logs or recorDgries are useful as a primary
source of data, i.e. they are written by the subjbeing studied. This means that they
have a direct relationship with the subject unBkeondary sources (Burgess 1984).
They can also be used as an alternative to dilesgrgation which is time consuming
and obtrusive (Gibson 1995). Diaries can be usemther quantitative data if

sufficiently structured.

There are many different advantages of using diarfediary allows the data to be
recorded chronologically closer to the events bsingied and can be used to supply
prospective data (Carp & Carp 1981; Richardson L998ey can also be used to
provide information over a period of time insteddadying on the individual's capacity
of recall. They can help to go some way to prepasitive events from being over-
estimated and negative events being underestimdted.is known as recall bias and
can be a problem with interviews. All of these ¢ome to improve the validity of the
tool. Diaries can act as a possible alternatiwdiriect observation when ‘getting into
the field’ is difficult (Zimmerman & Wieder 1977)This helps make the method
reliable. Diaries can be cathartic or therapeiatiche diarist and can be useful aide-
memoires in later interviews which was what wasdusehis study (Francis 1997;
Richardson 1993)

Diaries do have their disadvantages. It is oftessfble to see a decline in the reporting
of events by the subject as time passes. Thisbheaue to external factors such as any

concurrent stress but may also be due to the ti@oming fatigued. Making the
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diary structured and checking on their processeregnised ways of trying to prevent
this (Gibson 1995). It is accepted that diary dataot 100% accurate and this is often
understated in studies that use diaries as a methdata collection. Certain types of
individual are more likely to be willing to compéetliaries than others which can be a
source of bias. It is recognised that educateglpepeople in a ‘white collar’ job,
people who are not tired or worn out, young to nedahed females, middle aged men
and people who are at a stable point in theirdiemore liable to take part in diary
studies (Verbrugge 1984). It is possible thatdiaey might sensitise the subject, i.e.
the diary may encourage the subject to actuallseemse their rate of reporting the event
under observation which may be due to their submonsly trying to please the
researcher (Robson 1993). Unstructured entriesleaalyto disappointing results but
structuring the diary may bias the data (Richards2883; Robson 1993).

Diaries have been used as a form of log book inmaber of different studies exploring
doctors’ workloads and the conditions medical stisiencounter in their attachments
(Alderson & Oswald 1999; McKinstry 2000; Murrayadt 2001). They have also been
used to look at the confidence or discomfort lewélgeneral practice registrars when
managing certain conditions (McKinstry 2000; Dod@le2002). In fact, in many areas,
registrars are actively encouraged to completgdbbémk of what they see as part of a
portfolio (Pearson & Heywood 2004; Snadden & Thot@88a; Snadden & Thomas
1998b; Snadden et al. 1996). The idea is thagtidence gathered by the registrar is
used as a stimulus for discussion with their tnairéhis can stimulate reflective
learning, an essential stage in Kolb’s experiemdatning cycle (Kolb 1984).
Completing all four stages is believed to allow ¢theation and development of
knowledge and that if all four stages are not cede¢hen true learning does not occur.
Portfolio and logbook usage in general practicming has been shown to be popular
with trainers, variably popular with general praetregistrars and a useful tool for
formative assessment (Pearson & Heywood 2004; @magfld’rhomas 1998; Snadden et
al. 1996).
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Semi-structured interviews

Interviews can be:

Structured i.e. follows a set series of questions

Open is an open discussion allowing the interveeteerespond and
take the conversation in their desired direction.

OR

Semi-structured open questions are used basegm@pared topic guide are used
but the interviewee is encouraged to freely exptiess ideas and

beliefs

In this project semi-structured interviews weredhslth the same registrars who had
kept the diaries in order to explore, in greatgrtdewhat musculoskeletal conditions
they see and how confident they feel in managiegithlt also provided a chance to
discuss what teaching they currently receive anatwiey would feel they would like

to receive in order to help them manage musculeskigbroblems.

Interviews have the benefits of:
» Being a simple, efficient and practical way of gejtdata about things that
cannot easily be observed
» Allowing the interviewer to probe deeper into thibject with the interviewee
and permits clarification of any ambiguous are&ie flexibility of the method
allows the researcher to explore areas that tip@neler may raise and about
which the interviewer was previously unaware. Tethod therefore has a high

validity.

The disadvantages of interviews are that:
* They can be time consuming and expensive
* The results can depend on the skill of the inteveiewho may also be a
potential source of bias. The interviewer may susciously guide respondents
to answer in a certain way, e.g. by phrasing trestjons in a particular way,
prompting and probing in a biased way. Or, theoaedent may deliberately say
things to try to please the interviewer. This r@shithe validity of the findings.
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* They are not reliable, especially as sample sizesféen small
e The information obtained may be difficult to anayas it is often large volume

and in depth.

Focus Groups

Focus groups were originally developed in the fifldharket research before being
adopted as a useful tool in the social sciencesfin@ions of what a focus group
consists of all highlight the importance of thesnaiction between members of the group

and how this interaction stimulates the developnoénew data.

For example
“Focus groups are a data collection techniquedapitalizes on theateraction
within a group to elicit rich experiential dataAgbury 1995)

or
“The hallmark of focus groups is the explicit ugeh@ groupinteractionto
produce data and insights that would be less aitdesgthout theinteraction
found in a group.” (Morgan cited in Flick 2002,120)

Essentially, in a focus group, discussion occucdifated by the moderator. Data is
generated by the participants presenting their aews but also by their listening to
the views of others. This allows them to reflectvenat they’'ve said and alter their
opinions if so desired. The moderator must trgrisure that the environment is such
that people feel able to participate in the grong #hat the discussion remains focused
on relevant areas. Often the moderator may betallay a less prominent role in the
discussion, as compared with interviews, as paditis can start to ask questions of
each other, i.e. can take over the role of thevgwer.

Focus groups are useful for helping to look atrimge and diversity of opinions about
a topic, for generating new ideas and for idemtidykey issues in the area. They can
help the researcher understand how people thinkadk@dbout the subject area and, as
subjects are able to discuss and reflect on the,tagleeper insight about the matter

can be obtained. It is important that they areg aisled when the subject is suitable to



Page 66

be discussed in a group setting and when the jatits have some shared experience

to allow them to have a common position to stamtnfr

Focus groups have a number of advantages oveviguer.

They are a relatively quick way of collecting d&atam a large number of
participants as compared to interviews
Focus groups are more naturalistic than interviews
“The focus group presents a more natural environam that of the
individual interview because participants are iaflasing and influenced
by others — just as they are in real life.” (Kreu§ Casey 2000, p. 11)
The language used by the participants tends tbhdedwn as they are
discussing with their contemporaries.
The group context may facilitate coverage of serestbpics
The researcher has less control over the situatigrarticipants may focus on

areas more pertinent to them.

The disadvantages of focus groups include:

Practical/Organisational — It is often difficult g@t a group to come together in
the same place and at the same time, especidllg ihdividuals involved are
busy. This is particularly a problem in the medssztting.

Structure/Moderation of the Group — The researblsrless control over a focus
group and so irrelevant issues may end up beiroysed which can waste
time. Also some members of the group may findctbretext inhibiting and so

do not express their full opinion.

Limited Opportunities — It is difficult to cover pnal issues in a group setting
and, due to time constraints, there is limited oppuoty to explore issues raised

in much depth.

(Marshall & Rossman 1999)

In this project the focus groups provided an opputy to validate the findings from

the interviews (i.e. member checking) by allowiegistrars from the same scheme and

at the same point in training to comment on my wstdeding and interpretation of the
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data from the interviews. They also allowed tridlatjon of data sources by being a

different research method to the interviews.

Data analysis of the interviews/focus groups

Numerous ways of analysing qualitative data exst, anlike quantitative research,
there are no widely accepted rules as to the bagtevapproach data analysis.
Approaches used include: ethnographic analysisatiae analysis, conversation
analysis, discourse analysis, content analysidy@manduction, grounded theory,

policy and evaluation analysis. Probably the nf@stous approach to analysing
gualitative data is grounded theory which was dewetl by Glaser and Strauss in the
1960s. The aim of grounded theory is that theareber allows their theories about the
subject to emerge from the data and then they &aepling until ‘saturation’ occurs,

I.e. no new theories are generated (Strauss & €d@98). This can involve needing to
recruit significant numbers of volunteers in ortteensure that saturation is reached so

it can be very time consuming.

The qualitative data obtained during phase twdefstudy has been analysed by a
method known as framework analysis which was d@ezldy Ritchie and Spencer
during the 1980s at the National Centre for Sdeedearch in London. This is a form
of content analysis where the raw material fromdiagies, interviews and focus groups
is analysed without being disturbed in any waye Tésearcher then decides where the
emphasis of the data lies. In framework analyssraw data is inserted into a
‘thematic framework’ which has been developed legyrésearcher from both the data
and the topic guides. The analyst has to becom@ida with the data prior to creating
the framework. The framework allows the data t@tganised according to subject,
themes, concepts and categories. This allowstddte analysed both within a subject

and across subjects.
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» Familiarisation with the data

* ldentifying themes and ideas

* Development of a conceptual framework — i.e. reantrthemes are
sorted and categorised so that there are main th&msabthemes

* Indexing of data — the framework is applied toriéne data

* Refining of the thematic framework

* Sorting & synthesising data — thematic charts anetbped where the
themes are plotted against the cases

» Links/associations/explanations and typologiessargght

Figure 3.4: Steps involved in data analysis usiragrfework (Ritchie & Lewis 2004)

Framework was chosen as the method of data anébysasnumber of different reasons.
Using the raw data within the frame increases éfiability of the method as it enables
the analyst to remain as true to the data as gesditis also a user friendly way of
organising the data. The National Centre for Sd&&search runs a week course to
teach researchers how to perform data analysis@itdvas possible to learn how to
use the tool from the people who developed it.oAtgher members in the
rheumatology department had used framework analysieir own studies, meaning

that there were other people experienced in itsavadable if required.

Phase Three: Development and Evaluation of an Edutianal Package

The development of the methodology for phase thoearred after the initial data
analysis and so a full discussion of the methodpleged will be included in chapter

eight as that is the order in which it took place.

In brief, the registrars and trainers involvedhe tesearch project highlighted two areas
in particular as being areas of need. These vierdiagnosis and management of knee
and shoulder pain. It was decided to create anatitunal package focused on shoulder

pain. The reasons for this shall be discusseetaildn chapter eight. A group
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nominative process was used to define the confahegackage. The members of the
group included general practice trainers, genaatjioners with a special interest in
musculoskeletal problems, a physiotherapist, amfaologist and a shoulder surgeon.
The group were asked to reach a consensus as tshdwdd be included. The package
was then developed and trialled with five generatfice registrars and their trainers.

It was then modified and given to a group of thanteegistrars who underwent a pre-
and post- clinical skills assessment.

Researcher Background and Biases — A Personal Statent

In qualitative research it is recognised that tsearcher brings their own beliefs and
opinions to a study which may affect data collettioterpretation and reporting. Itis
therefore important that the researcher is opentabeir own background and beliefs
so that these can be taken into account.

| come from a non-medical family, both of my pasebéing teachers. | was educated at
the local comprehensive school in County Durhanotgefjoing to medical school at
Cambridge. The course, at that time, was verytiomal with a three year pre-clinical
and a two year and a term clinical division. T$ugted me at the time. My clinical
training included both orthopaedics and rheumatplmg no sports medicine. My
orthopaedics attachment was for two weeks in mgrseclinical year. This included
time in outpatient clinics and the operating theatith a knee specialist. There were
also a number of educational sessions during tlekaed | recall having an afternoon
on shoulder problems with the shoulder surgeoreuRtatology teaching was included
in the first and third year medical attachments aad meant to consist of weekly
clinical teaching and occasional clinics. My fiystar of rheumatology teaching
unfortunately did not follow the timetable. Foetfirst session, one of the
rheumatology specialist registrars attended aneé gach student a copy of the GALS
screen (Gait-Arms-Legs-Spine). We then had twemthutes discussing it and that was
the end of our first and only teaching sessiorhasibctor who was meant to be
teaching did not attend for any of the further tiis. Following pre-registration house
office posts, | had a six month Senior House Offatégachment in Accident and

Emergency which included management of musculoskdl@uma. |then went on to a
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medical rotation for eighteen months, the final twonths of which was spent in the
rheumatology department at the Freeman Hospitalicdstle upon Tyne. During my
first general practice registrar post | realiseat,tin spite of my experience, | felt ill-
equipped to manage the musculoskeletal conditiats saw, especially the soft tissue
problems that should be easily managed within pyroare. This was further brought
home to me in my second general practice attachmestarted this research project
immediately after qualifying as a general praatiéoand having no special knowledge.
This has been beneficial when recruiting and inésving registrars. The
communication skills training which is a part ohgeal practice teaching was also
valuable for moderating the semi-structured in®mg and focus groups as, in both,
there is a significant focus on using open questidn qualitative studies the issue of
the power of the researcher is often raised,heiriterviewer may often be perceived to
be in a position of power by the subjects and¢his alter the results obtained. As
someone who had just finished general practicaitrgj hopefully the general practice
registrars did not perceive me to be in a signifigaosition of power and so felt
comfortable in telling me their thoughts and fegéirabout the subject. Two of the

registrars made a comment of me to this effect.
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Chapter Four: Results (Survey of general practiceegistrars)

Overview

In 1995, Lanyon et al. published a study lookingexteral practice registrars’
musculoskeletal education. They showed that tesimeported receiving little formal
teaching: by the end of their trainee year, 35%eeponding registrars had not received
any tutorials on rheumatology topics from theiirtest and only 43% had had any
rheumatology teaching on their central teachingieas from the vocational training
scheme. Trainees reported that they were unddideon at managing musculoskeletal
disorders and rated their rheumatology educatianaequate. This chapter describes

repeating this survey in four deaneries to loothatcurrent situation.

Aims

To repeat the questionnaire study used by Lanyah(@©95) in a sample of four

deaneries to see if, ten years on, general praggstrar teaching had changed.

Methods

The theory supporting the use of questionnairesragans of generating data about an
area of interest has already been discussed irtatthpee. | shall now just briefly

recap the specific methodology involved in thistpdithe project.

The previously validated questionnaire looking asouloskeletal education and
management skills was reviewed and three questvens added (Appendix A). Two
of these were to investigate further the registexperience of injecting joints and soft
tissue lesions. It was noted that, in the origstatly, 84% of registrars reported that
they had injected or aspirated the knee. This sdeaiarge number from the authors’
own experience and from the prevalence of kneeadkss in primary care. In order to
explore this further, we therefore asked thatyéfythad answered yes to

injecting/aspirating a joint or soft tissue lesibiad they performed the injection in
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general practice? The third question was addéteagnd of the questionnaire, to ask if
the registrars were aware of thie Learning Guide which had been published and
disseminated in response to the original study,iftigy were had it been used in their
training/teaching? This was to try and assesegftieet that the production and
dissemination of the guide had had (Arthritis Rese&ampaign 2000).

The new four page questionnaire was distributa@dgcstrars in general practice posts
(including innovative posts with a general practoeponent) in June 2004 in four
deaneries. The deaneries (Northern, Mersey, Yaksaind Wessex) were chosen for
their ease of access and each used their pref@ettbd of distribution. The need for
ethical approval was discussed with a member oloite ethics committee (Professor
John Isaacs) and the chair (Mr Len Key) and, agjti@stionnaires were anonymised, it
was decided that this was not required. This dé@dmthough that it was not possible to

determine who had not responded and to send a demtio them.

Results

Questionnaires were sent to 571 registrars indbedeaneries and responses were

received from 251 (44%). Response rates wereaimadross the deaneries.

There was representation from the majority of maldschools within the country and a
range of years of qualification. Due to changeganeral practice training that has
occurred since the original study, results fromistegrs at different points will be
presented, unlike the 1995 study which reportedlt®from registrars in their final

months of training.

Undergraduate Teaching

77% of registrars reported receiving specific catirheumatology teaching at medical
school as compared to 90% in 1995. They ratetethehing in terms of its’ relevance
to general practice as 5 (median) on a scale oflDtwith 1 being not relevant at all

and 10 being very relevant.



Page 73

Postgraduate Teaching

General practice registrars may receive musculetkigleaching from different sources
and at different times: from the scheme, from htagjpiosts or from their trainer. 39
registrars (15.7%) had a rheumatology post asgbaeir vocational training and an
additional 45 (19%) were able to attend rheumatptmgpatient clinics. Only 104
(42%) registrars had received teaching on muscaletd conditions on vocational
training scheme day release courses. 77 (32.1ébat@nded additional teaching in the
form of regional study days on the topic. On agereegistrars estimated that they had

spent an average of one half day on rheumatolotppads.

There was some variation across the deaneriestnaittees in Yorkshire being more
likely to have had rheumatology experience both asnior house officer (26% of
registrars compared to the average across all deartd 15.7%) and as part of their
day release sessions (70.7% compared to the avefrdde8%) although this may not

be significant given the 44% response rate.

70% of registrars recalled having tutorials on nusskeletal conditions with a median
of only two hours teaching. Back pain was the ngostmonly reported tutorial topic.
See Table 4.1. Conditions such as childhood lo¢onthsorders and the management
of musculoskeletal disability were less frequeniscussed. The overall ranking was

very similar to that found in 1995.

Tutorial Topics Percentage (no.)
Back pain 87.3 (151)

Joint Injection Techniques 52.6 (91)
Osteoarthritis 43.9 (76)
Osteoporosis 42.8 (74)

Gout 39.3 (68)

Soft Tissue / Periarticular Disorders 38.2 (66)
Rheumatoid Arthritis 33.5 (58)
Sports injuries 20.2 (35)

Soft tissue Injection Techniques 19.7 (34)
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Tutorial Topics Percentage (no.)
Management Of Musculoskeletal Disability 11.6 (20)
Locomotor Disorders In Childhood 10.4 (18)

Table 4.1: Tutorial topics reported by respondé#iof registrars who reported
teaching, n=173)

Acquisition of Injection Skills

Joint injection techniques were mainly taught by ttainers. A significant number of
registrars claimed to be self taught in both af@8s7% soft tissue, 8.7% joint
injections). This had actually halved since 192%% soft tissue, 16% joint injections).
Other sources of teaching included: Accident aneiEency registrars/consultants,
general practitioners other than the trainer, cegife.g. minor surgery courses) and

other medical staff.

It was noted that in the original study, 84% ofisérgrs reported that they had injected
or aspirated the knee. This seemed a large nuirdmerthe authors’ own experience
and from the prevalence of knee disorders in pryneare. As an additional question
we therefore asked that, if they had answeredo/egdcting/aspirating a joint/soft

tissue lesion, had they performed the injectiogeneral practice?

Most registrars in this study (174, 70%) had irgeéaspirated the knee joint during
their training although less than half of these imgected/aspirated the joint in a
primary care setting. The most common soft tigsjgetion performed was for tennis
elbow. See Table 4.2. When looking at injectipagormed in primary care, the order
of frequency changed with soft tissue disorderadpenore prevalent. See Table 4.3.
These findings are virtually unchanged when conmp#rehe 1995 study. See Figure
4.1.



Injection Site

Trainees (n= 251)

(give injection)

No (%) Rank
Knee Joint 174 (69.6) 1
Shoulder: Glenohumeral Joint 76 (30.4) 2
Tennis Elbow 68 (27.3) 3
Shoulder: Subacromial 50 (20.0) 4
Elbow Joint 49 (19.6) 5
Shoulder: Acromio-clavicular Joint 48 (19.3) 6
Plantar Fasciitis 31 (12.4) 7
Golfers Elbow 27 (10.8) 8
De Quervains Tenosynovitis 22 (8.8) 9
Bicipital Tendinitis 17 (6.8) 10

Table 4.2: Injection sites reported by trainees

Injection Site

Trainees (n=1075)

(give injection)

No (%) Rank
Knee Joint 897 (84) 1
Tennis Elbow 596 (56) 2
Shoulder: Glenohumeral Joint 416 (39) 3
Shoulder: Subacromial 361 (34) 4
Elbow Joint 292 (28) 5
Plantar fasciitis 277 (27) 6
Acromioclavicular Joint 251 (24) 7
Golfer's Elbow 236 (23) 8
Bicipital Tendinitis 142 (14) 9
De Quervain’s tenosynovitis 123 (12) 10

Figure 4.1: Injection sites reported by traineesfiLanyon et al, 1995.
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Injection Site Trainees (n=251)

No (%) Rank
Knee 55 (21.9) 1
Tennis Elbow 53 (21.1) 2
Shoulder: Glenohumeral 42 (16.7) 3
Shoulder: Subacromial 27 (10.8) 4
Plantar Fasciitis 24 (9.6) 5
Shoulder: Acromioclavicular 23 (9.2) 6
Golfers Elbow 20 (8) 7
Elbow 13 (5.2)
Bicipital Tendinitis 9 (3.6)
De Quervains Tenosynovitis 9 (3.6) 9

Table 4.3: Injection sites reported by traineagedtion performed in a primary care
setting

Registrars were most confident at knowing whemjeci the knee and at performing

knee injections which correspond with the knee dpéie most commonly injected site:

Confidence at knowing
WHEN to inject

Confidence at
PERFORMING injections

Gleno-humeral

5

4

Acromio-clavicular

4

Subacromial bursa

4

Knee

Elbow

Tennis Elbow

Golfers Elbow

De Quervains

Bicipital Tendonitis

Plantar Fasciitis

7
4
5
4
2
2
3

Table 4.4: Confidence at knowing when to injechisisoft tissue lesions and

confidence at performing joint injections. (1= mwonfident at all/ 10 = very confident)
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At each injection site, confidence scores were lawé¢hose who had never injected
compared to those who had injected (mean confidgmoeghout of 2 at knowing when
to inject and 1 at performing injections). Regissrwho had completed a Senior House
Officer post in rheumatology were, on average, noordident about both knowing
when to inject and at performing injections. Agtirs was a similar finding in the

1995 study.

Regional musculoskeletal examination

Registrars’ perceived self-confidence at the regiexaminations was high with

median ratings of 8 for examination of the back knee, 7 for the shoulder and hip and
6 for the foot. (1 = not confident at all/ 10 = y@onfident). The results from the 1995
study were practically the same (8 for examinatibback, hip and knee: 7 for
shoulder: 6 for the foot). The trainer was repds being the person who
predominantly taught registrars how to examinetagat shoulder pain (27.9%
compared to 26% (1995)) although a significant nenviere self taught (20.1%
compared to 31% (1995)). Fewer registrars repdréathg been taught by hospital
consultants than in 1995:

Rheumatologist 11.7% compared to 26% (1995)
Orthopaedic Surgeons 15.1 % compared to 35% (1995)
General Physicians 7.3% compared to 6% (1995)

Management strategies

Registrars’ perceived confidence at managing siganifisculoskeletal conditions was
generally high and equivalent to their confidencmanaging asthma and hypertension.
See Table 4.5
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Conditions Confidence
2004 1995
Gout 7 8
Back pain 8 8
Sports injuries 5 6
Osteoarthritis 7 7
Soft tissue/periarticular lesions 6 6
Locomotor disorders in children 5 5
Diagnosing inflammatory arthropathies 6 6
Safety monitoring of second line drugs 5 6
(DMARDS)
Osteoporosis 7 6
Asthma 8 9
Hypertension 8 8

Table 4.5: Confidence at managing the followingdibans (1 = not confident at all /

10 = very confident)

Educational Methods

Preferred educational methods were similar to thod®95: trainer tutorials, small
group teaching, rheumatology outpatient clinics 8adior House Officer Posts.
Distance learning and attending symposia weredast popular. General practice
registrars rated their overall Vocational TrainBgheme teaching on musculoskeletal
conditions as inadequate, with the same score 2895 with a median response of 4 (1
= totally inadequate, 10 = completely adequatenly@0% of all respondents were
aware of tharc ‘Learning guide for general practitioners and gahpractice registrars

on musculoskeletal problems’ (Arthritis Researcim@aign, 2000).
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Discussion

There appears to have been no significant chanteilevel of rheumatology teaching
in primary care in the ten years since the origit®5 study and the reported level of
undergraduate teaching appears to have reduced®®étrin 1995 to 77%. The
teaching that had been received was regarded dseimuf particularly relevant to
general practice. This is consistent with the ltesaf studies specifically looking at

undergraduate musculoskeletal education (Kay 20@0).

More registrars reported having had a rheumatofxyior House Officer post during
training than previously and these were perceiedabtof educational value. These
trainees were more confident in the use of safuigsand joint injections. Other studies,
as discussed in Chapter One, have questionedldwamnee of hospital posts and have
suggested that the content of teaching is not avagpropriate to primary care trainees
(Kearley 1990). This may be improved with the adwe innovative posts where
registrars divide their time between a hospitac&gdity and general practice. There are
however, differences between the range of musceletl disorders seen in secondary
care and those managed in primary care and thismeusken into account and
provision made. This is particularly importantths research surrounding the theories
of the development of expertise have shown thigirg context specific. Having
general practitioners with a special interest irsouloskeletal conditions providing the

general practice input to these posts may help tithproblem.

An ideal time and location to improve musculoskaletlucation is in the general
practice part of a registrar’s training. This denthrough the half-day release teaching
sessions and tutorials but also opportunisticaliyrd) surgeries. In general this
teaching is case based teaching which is bothteféeand valued by trainees (Spencer
& Jordan 1999). Unfortunately only 42% of registreeported having teaching during
their day-release sessions and only 32.1% haddattieregional study days. It may be
that the terminology used in the questionnaire,riegional study day’ was an issue and
affected the response. These results are analdgdlisse already discussed in Chapter
One, where a questionnaire survey of twenty vonatitraining schemes showed that
on average, only one half day release teachingosesss allocated to musculoskeletal

topics in a year (Booth 1990). In many vocatidnaihing schemes the half-day
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teaching is informal and the agenda is determineithd registrars. It may therefore be
that they are not aware of musculoskeletal medicaeng a high priority or being a

learning need.

Only 70% of registrars reported having tutorialsnamsculoskeletal conditions. This
could be an underestimate as they are being askeddll formal teaching and so this
would not include the opportunistic case discussimmoblem case analysis that occurs —
estimated at about 37 minutes of teaching per Weekrce 2003).

Joint injections, as recognised in the 1995 suraeynot necessarily the most important
outcome of training but are an identifiable endpoifs in the original study there was
a high level of acquisition of knee injection s&ibut, according to the results shown
here, these skills do not appear to be being us#teir general practice attachments.
This is probably indicating that experience is gegained in hospital posts but is then
possibly being lost as the opportunity to use idssn general practice doesn't arrive.
In comparison, shoulder injection skills are lessxmonly learnt which may reflect the
fact that 20% of registrars report that they aedpminantly ‘self taught’ in the
management of shoulder pain. A survey of genaeadtppioners in the ‘Wessex’ region
in 2005 revealed that 66.4% of respondents carryngections in primary care with
tennis elbow, glenohumeral joint, knee, supraspm&ndonitis and carpal tunnel
syndrome being the most common injections perforthettiell et al. 2005). This is

similar to the results shown from this survey.

General practice trainers are therefore a majahiag resource for registrars. What is
interesting is that the respondents in the 199&esumay now be trainers themselves.
If these doctors weren’t confident at managing mloskeletal disorders then, have
they gained enough knowledge and skills since tkentlaem proficient trainers? Are
we perpetuating poor musculoskeletal training femeyal practitioners? One
intervention which has occurred since the origstatly, the production and

dissemination of tharc learning guide, appears to have had little impact.
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Conclusion

In conclusion, despite the introduction of compuysaocational training, a highlighted
need for improved education in 1995 and the effoithearc, rheumatology education

for general practice registrars still appears tinbdequate.

Limitations of this work

The 1995 study had been a national survey of gepeetice training. This survey was
performed in four deaneries only and whether ortiney are representative of all the
deaneries throughout the United Kingdom is unknowhere is no evidence though to
suggest that they are not. A response rate ofid4&w although this is comparable to
response rates in other studies and is a recogprsétem with surveys carried out in
primary care (McAvoy & Kaner 1996). Had remindbeen sent this may have
improved the response rate slightly although uitrikkely that it would have increased
dramatically. Response rates at this level dertie question as to whether or not the
responses are more likely to be from registraer@sted in musculoskeletal conditions
and so there could be bias. It may be that thesgondents were more likely to have
requested teaching, or conversely be from regsstuo feel that their education is

lacking.
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Chapter Five: Results (Identifying Learning Needs -Diary Data)

Overview

General practice registrars appear to lack confidem managing the musculoskeletal
conditions they encounter on a daily basis. Aificant amount of teaching in primary
care settings is opportunistic, i.e. it occurs mgsurgeries or in informal discussions at
other times. Prior to the development of vocatidrzaning, studies suggested that
general practice registrars mostly tended to sterga with acute musculoskeletal
conditions rather than more chronic conditions sagbhheumatoid arthritis or
osteoarthritis. It is therefore important to exaenwhat trainees are actually

encountering during their surgeries, as they leaost from actual experience.

Aims

To explore what musculoskeletal problems genewtpre registrars encounter in their

day to day workload and to see what learning néeglsidentify with regards to these.

Methods

As described in Chapter Three, diaries are a fdrqualitative, documentary evidence
which can be used as an alternative to direct @btien. In this study they were used
as a way of recording musculoskeletal consultajitmesregistrar’s confidence in
managing these presentations and to documentihgameieds identified at the time.

The benefit being that the registrars were abletord their entries contemporaneously

as recall may be poor or influenced by subsequestits.
Recruitment
At the time of recruiting for this project, genepactice registrars on the three year

Northumbria Vocational Training Scheme (NVTS) spaiyear in general practice

attachments. The year was split into a six motiithment at the start of their scheme
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(phase one) and six months at the end of theimsel{phase two). The aim for this
project was to recruit six registrars from phase and six from phase three as this
would produce a sample reflecting the range of B&pee of registrars in training. In
the event, seven registrars from phase one voltedesd so a total of thirteen

registrars (seven in phase one and six in phase)threre recruited.

Recruitment was pragmatic in nature. It was retsaghthat recording all
musculoskeletal consultations in a diary for oneath@nd then having an hour long
interview would be a significant commitment on béb&the registrars. In view of
this, two specific seminar groups (one phase ooegand one phase three group) of
registrars were approached as it was felt that Weayld encourage each other to take
part and to continue with the project. The chamastics of the registrars and the
surgeries they were based in are included in AppeBid The two groups covered
different geographical areas within the schemethadegistrars were of a range of
ages, genders, type of practice, length of timeesqualification and previous

experience. Participants received £100 of boolckets for taking part in the project.

Data Collection and Analysis

The diary was piloted with four general practicgisgars and one salaried general
practitioner prior to commencing the project andvi@und to yield sufficient

information for our purpose and for entries to taite a significant time to complete
(Wise et al. 2004). The diary was A2 in size alhdaa was anonymised. Each
registrar was visited prior to data collection tscdiss how to complete the diary entries.
There was weekly follow up by telephone and, atntindpoint of data collection, the
registrars were visited in their practices to rewvtbe data already collected, to discuss

any issues and to encourage completion.
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Date

Diagnosis

Duration of Consultation ___mins

Age of patient __ years Sex M/F

Confidence in managing

Need to know more?

Figure 5.1: Diary Template

The diaries were reviewed following completion gmibr to being used as an aide
memoire in the semi-structured interviews whichdiseussed in chapter six. The
diaries were not formally analysed prior to themtews as this would have taken time
and it was felt to be best to interview the registras soon as possible to try to capture
the issues that the diaries raised. The diarywataformally analysed when all of the
diaries were completed. Analysis of the conterthefdiaries was by framework
analysis which was discussed in chapter threes dllows the researcher to look for

themes within the data both within and across sibje

Ethical Approval

Ethical approval for phase two was obtained froeNorthern and Yorkshire Multi-
Centre Research Ethics Committee in 2004 (04/MRB30This included approaching
the registrars through the Vocational Training $cbedistributing a participant
information sheet and asking them to actively contae if they wished to take part.
The registrars’ written consent was obtained afitsemeeting and they were given a
copy of the signed consent form on Newcastle Usitieheaded notepaper to keep.
The registrars were informed that they were fregrop out of the study at any stage

should they wish to do so.
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Results

A total of 478 consultations were recorded withisegrs recording between 30 and 47
consultations each. The consultations could haes lgrouped in a number of different
ways, e.g. by presenting complaint, working diagsos location of problem. | have
grouped them by location of problem except for peteid consultations. See Table 5.1.
Musculoskeletal problems in children are, by natdiéerent from those seen in adults
and less common. The numbers were (predictablg)l smd further categorisation by

location was unlikely to be helpful.

Location of problem Number of consultations
Back Pain 141
Knee Pain 53
Lower Limb Pain 46
Neck Pain 43
Arm Pain 40
Shoulder Pain 33
Hip Pain 29
Chest Pain 19
Others 42
Paediatric Consultations 32
Total 478

Table 5.1: Musculoskeletal consultations recordgthb registrars

The categorisation was double-checked by an indbp#robserver.

Prevalence data on musculoskeletal disorders mapyi care are generally based on
more disease specific classification groups bwias impossible to use these with the
data obtained as the diagnoses given by the ragistrere predominantly non-specific.
The data was therefore classified by the regioacédd. The “others” group includes
generalised musculoskeletal conditions such asufriagoid arthritis”, “polymyalgia

rheumatica”, “fiboromyalgia”, “osteoporosis” and “gi.
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A number of the registrars gave additional det@iilhe consultations in the diary
entries which have enabled me to identify learmagds that were potentially not
recognised by the registrars. These, of coursst mat be taken as being definitive but

they do give an insight into what might have miskgdhe registrars.

Home | Telephone | Average length | Range
Visits | Triage of consultation | (minutes)
(mins)

Back Pain 6 4 11 2-22
Knee Pain 1 0 11 2-20
Lower Limb Pain 0 0 11 5-20
Neck Pain 1 0 10 2-20
Others 3 1 13 5-35
Arm Pain 0 0 10 5-15
Shoulder Pain 0 0 11 4-15
Paediatric Consultations| 0 0 12 5-21
Hip Pain 1 1 11 5-20
Chest Pain 0 0 9 4-18

Table 5.2: The basic diary data

As can be seen in Table 5.2, the consultationedash average just over ten minutes.

The average time for general practice consultatimngss the United Kingdom is now

ten minutes. Registrars are generally schedulegklofor their consultations, often up
to twenty minutes for phase one registrars. Inctse of shorter consultations (lasting
two to five minutes) the registrars commented fegdly that the patients had

mentioned their musculoskeletal problem during@sotiation for a different reason.
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Diary results by category

Back Pain

Further data was given regarding the back painutai®ons. This included:

Number of consultations

Consultation resulting in admission 2

“Sciatica” recorded 20

“Red flags™ recorded 25 (by 7 of the regissiar
Patient pregnant 3

Thoracic back pain 7

(* The term “red flags” refers to a number of faatuthat, if present, indicate possible

serious spinal pathology)

A number of different outcomes to the consultatimre documented:

Referral for investigation 5
Referral to back pain clinic 1
Referral to Neurosurgery 6
Referral to Accident and Emergency 1
Referral to Haematology 1
Referral to Physiotherapy 15

This information was not specifically requestedirthe registrars, but was offered by

them in their diary entries. It therefore may bhetcomprehensive.
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Confidence at managing back pain appeared highregistrars using terms such as:

“straight forward”, “reasonable confidence”, “finé'moderate”, “quite” and “fairly”.

“Feel quite OK as see this regularly” Registar

“Acute. Mechanical. Confident.” Registrar 11

“Short term back pain. No red flag symptoms. Regr 05

Poor posture. Reasonable confidence.”

Confidence was reported as being low in only a smahber of consultations (4/141).
Three different registrars were involved and thegditerms such as: “not very”, “poor”
and “not too confident”. These four consultatiovexe not especially long, lasting
between 10-15 minutes in contrast to the two cdasahs that involved the patient
being referred urgently which, on average, last@dhthutes. The registrars involved
were also quite experienced having worked in actidad emergency or general
medicine prior to general practice. In this insgnack of confidence did not

necessarily seem to be related to inexperience.

Date 23/11/04
Diagnosis _Low back paing
Duration of Consultation 12 mins

Age of patient 59 years Sex M/E

Confidence in managing Registrar 02
Several months hx. Tender SI joints.

Has OA elsewhere

Confidence poor

Need to know more?

Whew showld I X -ray?

Any other important diagnoses except OA,
inflammatory awthwitis to-consider?
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Date 19/11/04
Diagnosis _Back pain + Scoliosis
Duration of Consultation 10 mins

Age of patient 46 years Sex M/F
Confidence in managing

Not too- confident. Sow 5 days ago. Musculowr
pain but mawked scoliosis - giverw

Need to know more? diazepanm and analgesio but
no-better.

X-rayy done - to-look for bony abnormalities (?
Needed)

Refer ortho- (?reasonable)

Already awaiting physio-

Registrar 07

Date 29/11/04

Diagnosis _Chwonic Lower Back Paivy
Duration of Consultation _15_mins

Age of patient _ 43 years Sex M/F
Confidence in managing Registrar 12
Fortunately was due to- see orthopaedic surgeovw 9

next day for assessment ; would have beew very
difficult if there wasn't any specialist
wwolvement as he has had to-be seevv invthe
Need to know more? pain clinic before and has
beew referred to-physiotherapy. Was ow
meptaginol. I was not very confident inv

Date 2/11/04

Diagnosis _? Muscudaw painy

Duration of Consultation _15_mins

Age of patient _ 34 years Sex M/E
Confidence in managing Registrar 01
Not very. 4 yeaw history of right sided upper
back pain. Otherwise well: Painv ovw rotationw of
back. Trying NSAIDsy which helps.

Need to know more?

Posterior CXR requested thev review.

Conv musclow painv last 4 yeors?
Difficudt as uncertainty.

Thought better to-X -ravy to- see if any bone
pathology - unswre!

Figure 5.2: Examples of back pain diary entries
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Back Pain — Learning Needs

Learning needs identified by the registrars cadibeled into general (i.e. applicable to
many conditions) and specific (i.e. applicablegedfic consultations). They can also
be divided according to the stages of a consuitatie. history, examination,
investigations, diagnosis and management. Theritya@d the learning needs

identified were related to management which wowgtedicted given the phrasing of
the diary template i.e. “confidence in managingi.the following sections, summaries
of the learning needs are presented along with pkeof some of the specific learning

needs identified.

Consultation Stage Learning Needs

History Red flags

Examination Examination of the hip joint and deromaés.
Investigations Indications for radiological invegtiions

Investigations for inflammatory conditions

Diagnosis Differential diagnoses of buttock paidiating to leg

How to diagnose “slipped discs”

Management Analgesia options and what to do ifomstiimited
Gastric protection

Indications for physiotherapy and when to refer?
The role of alternative/complimentary treatments
(chiropractic, osteopathy, acupuncture)?

How to advise re back care — work & home.
Who to refer to and when? (i.e. rheumatology or

orthopaedics)

Frequency of review in primary care.

Table 5.3: Back Pain Learning Needs
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Three registrars also raised the issue of addi¢tiggrescribed medication:

“problems with low back pain since 2 years, undergeegular physio and
came for repeat of dihydrocodeine. Insistent thistis only tablet that works.

Issue about addiction discussed with patient.” iReay 12

“Ongoing low back pain. Drug abuse, alcohol, depi@ . Demanding Tylex.
Wants sick note. Says LBP proves he can never.wer&scribed low dose co-

codamol. Refused Tylex.” Registrar 05

This was also commented on in a consultation feunmatoid arthritis and one for

hallux valgus pain.
Knee Pain
Confidence in managing knee pain was good withsteyis using terms like:

“moderate”, “OK”, “good”, “high” and “straightforwa”. In only two consultations did

the registrars report their confidence as being low

Date 5/11/04 Home Visit
Diagnosis _Gout R knee

Duration of Consultation _10_mins

Age of patient _ 76 years Sex M/E
Confidence in managing Registrar 02
Recently discharged hosp & joint made.

Now joint effusion + painv. OnwNSAID. Poor
confidence.

Referved

Need to know more?

How urgently to-refer?
Anything else apoaut from NSAIDs + analgesios?
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Date 24/11/04

Diagnosis _Knee pain + giving way of-joint
Duration of Consultation _10_mins

Age of patient _ 39 years Sex M/E Registrar 09
Confidence in managing

Low. History of severe painvand giving way of
knee. Normal examinatiov

Need to know more?
Whew to- refer for specialist opinion?
When to-get X -ray?

Figure 5.3: Examples of knee pain diary entries

In 32 out of 53 cases specific diagnoses were givehthese included:
Osteoarthritis 11
Post injury

Anterior knee pain

8
4
Pre-patella bursitis 3
Post operation 3

3

Possible meniscal injury

Confidence appeared likely to be greater whereeaip diagnosis was made or had

been made previously.
“OA knee. Previous MRI. Confident.” Registrar 11

“Bilateral knee pain. OK. Recent orthopaedics RIM OA changes”
Registrar 04

“?0A knees. Quite — seen by physio already foowitr painful knees”

Registrar 01
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Knee Pain — Learning Needs

In this case no needs were acknowledged relatestory taking

Examination

Acceptable & appropriate knee examametor general practice.

Investigation

Indications for radiological investtgpns

Appropriate investigations for knee pain.

Diagnosis Patterns of knee injuries
Causes of knee pain/anterior knee pain in diffeageis.
Management Appropriate referrals including physoépy.

Indications for joint aspiration and injection?
Physiotherapy treatment options

Treatment options for chronic knee pain

Fitness for work and the duty of the GP with regaaithis

Table 5.4: Knee pain learning needs

Lower Limb Pain

Confidence for lower limb problems was generallpdavith registrars using terms

such as “quite”, “fairly”, “confident”, “high”, “OK and “reasonable”. In only four

consultations did the registrars report their aberfice as being poor, using terms such

as “little” and “not very confident”.

Specific diagnoses included: Injury 18

Plantar fasciitis/Achilles tendonitis 5
Bunion/Hallux valgus 4

Osteoarthritis 2
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Lower Limb Pain Learning Needs

Learning needs identified in the lower limb sectiegre generally specific to the actual
consultation rather than being more generic. Moni@g needs related to investigations

were acknowledged.

History Presentation of nerve root pain.
Examination Ottawa ankle rules.
Diagnosis Differential diagnosis of soft tissuempdoot pain, ankle

pain, lumps and bumps.

“What is the difference between a bunion and a?brn

Registrar 01

“Swelling over web space'%3 Metatarsal. Unsure of

diagnosis.” Registrar 03

“Foot pain. ?stress fracture. X-ray was norm&hat is

the differential diagnosis?” Registrar 11

Management Referral threshold for patients witleastthritis.
Appropriate referrals to secondary care and aliealth
professionals e.g. physiotherapy/chiropody/
podiatry/orthopaedics

Evidence for topical treatments

Post fracture/sprain/strain advice

Indications for soft tissue injections e.g. Aclslle
Tendonitis

Appropriate use of splints/orthoses

Table 5.5: Lower limb pain learning needs



Neck Pain
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Confidence was good for the neck pain consultatwitis terms such as, “quite”,

“fairly”, “fine”, “good”, “confident

, “very confident”, “moderate”, “straightforward”,

and “okay” used. In six consultations confiden@sweported as low with the

registrars using terms like, “poo

r’, “fairly lowna “low”.

“l seem to see a lot of these” Registrar 02

Specific diagnoses included:

Neck Pain Learning Needs

Cervical Spondylosis 4
Whiplash 3

No learning needs relating to investigations wdemtified.

History Features of the history which could helpntify risk
of osteoporosis
Features of atlanto-axial subluxation
Examination Legal aspects of the examination
Diagnosis What causes torticollis?
How long would trapezius strain last?
Management Appropriate management of “spondylasiduding

medical treatment and referral

Indications for physiotherapy referral for
whiplash/cervical spondylosis?

Use of diazepam in muscular spasm

Advice leaflets on neck problems/working positior
and posture?

Documentation of whiplash for legal purposes

\

Table 5.6: Neck pain learning needs
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Arm Pain

Confidence for managing consultations relatingrto pain was varied (15 positive,
nine negative). Terms such as “quite”, “fine”,ithg’, “moderate”, “high” and
“straightforward” were used to describe consultaiovhere the registrar felt confident,

for example:

“Very straight forward as under care of hospital.”

Registrar 6 describing a 39 year old patient wétpal tunnel syndrome.

“Unsure”, “poor”, “not too confident”, “low” and “at sure” were used where the
registrar didn’t feel confident. In some of thesmsultations the registrar was
confident enough to make a specific diagnosis butanfident about the management

of the condition. See Figure 5.4.

Date 29/10/04

Diagnosis _Tenwnis elbow

Duration of Consultation _10 _mins

Age of patient _ 50 years Sex M/E

Confidence in managing

Low - 3/12 R lat elbow pain 2° to-painting room.
Sltender lat R epicondyle - rest - 2/52 review
Need to know more?

? management options. Rest. Already ow
analgesio. ?whew consider joint injection.

Registrar 6

Figure 5.4: An example of an arm pain diary entry

In spite of what appears to be a straightforwamsatiation, the registrar reported that
their confidence was “low”. Whereas, another regisaced with a similar problem
reported:

Confidence: “high since | cheated and used thet®help decide what to do.”

Registrar 5 (PIL = Patient Information Leaflet)



Diagnoses included:

Arm Pain Learning Needs
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Trauma 13
Olecranon Bursitis 5
Golfers Elbow 2
Tennis Elbow 2
Carpal Tunnel 2
Ganglion 1
Tenosynovitis 1

Learning needs in this section tended to be spedaifihe conditions encountered.

Examination

Examination of the hand — esp. the Ganptacarpal
joint

Examination useful in persisting pain post injury

Investigation

Timing of X-ray post injury if persgat symptoms
Investigations to rule out inflammatory arthritis
Investigations for bilateral paraesthesia in

hands/forearm

Diagnosis

Causes of elbow pain
Differential diagnosis of carpo-metacarpal joinirpa

Management

Carpal Tunnel Syndrome — indicationséspital
referral and nerve conduction studies
Management options for olecranon bursitis including
antibiotics and aspiration.

Management options for golfers/tennis elbow inahgdi
physiotherapy, injection and advice re rest
Treatment of De Quervains

Treatment of carpo-metacarpal joint pain

Table 5.7: Arm pain learning needs



Page 98

Shoulder Pain

The confidence of registrars in managing shoul@an paried. Registrars used terms
such as “okay”, “yes”, “straightforward”, “moderatend “good” for consultations
where they were confident. For ones where thegwerexpressions such as “so, so”,
“low”, “poor” and “not overly confident” were usedRegistrars who had worked in
Accident and Emergency or who had had a pre-regiisir House Officer post in
Orthopaedics did not appear to be any more cortfitheam their less experienced

colleagues.

Few specific diagnoses were given for causes afldbopain

Painful arc/rotator cuff 3
Frozen shoulder 3
Bicipital tendinitis 2

Acromioclavicular joint osteoarthritis 1

(Confidence “good — Patient knew what helped” Regr 11)

Date 7/01/05

Diagnosis _Lt shoulder painv

Duration of Consultation _10 _mins

Age of patient _23 years Sex M/E
Confidence in managing

Clicking noise and mild ache inv Lt shoulder
Jjoint since last 3-4 years, worried that she
would develop awthwitis in futuwe. Examined
Need to know more? NAD, tried to-reassure pt but
wanted to-be referred to- orthopaedic surgeov.
Suggested trying physio-first but will rather see

orthopaedic surgeovw

Registrar 12




Date 13/01/05

Diagnosis _Showlder painv

Duration of Consultation _13 _mins

Age of patient _51 years Sex M/E
Confidence in managing

Stiff left shoulder, painful, depressed withy pain,
not sleeping. Has lost 2 stone in weight over 6
months but not yet Ix. Pain mairv issue.
Smoker. Problems withv shoulder 3 yeoars

Need to know more?

Paracetamol & codeine analgesio

AW Joint Assessment Clinic

Jt not examined

Figure 5.5: Examples of shoulder pain diary entries

Shoulder Pain Learning Needs

Learning needs in this section appeared to be basie.
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Registrar 08

frozen shoulder

History Patterns of common shoulder problems
More about common shoulder problems, especially

Examination Examination of the shoulder

How to differentiate between different muscle geup

Investigations Indications for radiological invegtiions

Investigations for inflammatory shoulder pain

Diagnosis Differential diagnoses of shoulder pain

Injection techniques.

Management Appropriate use of steroid injections

Timing of referral to physiotherapy
Frequency of patient review in primary care
How long should | give a sick note for?

Natural history of shoulder problems

Table 5.8: Shoulder Pain Learning Needs
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One registrar was identified who diagnosed all sthenproblems as “muscular
shoulder pain” (5 consultations) and when all ottwrsultations were reviewed, it

seemed to be a consistent pattern independent @iréa affected. See Figure 5.5.

Date 8/12/04

Diagnosis _Shoulder spraivy

Duration of Consultation _10_mins

Age of patient _ 60 _years Sex M/E
Confidence in managing

Yes;, possibly just musculow paivv

Need to know more?

Figure 5.5: Example of Registrar 10’s diary entf@sshoulder pain

Hip Pain

Twenty nine consultations for hip pain were recdrd8even of these had a specific
diagnosis of osteoarthritis of the hip and oneguatias post hip replacement. Only
one registrar (Registrar 03) recorded any diagnoke&schanteric bursitis.
Confidence at managing hip pain appeared lessftindack pain with registrars using
terms such as “moderate” and “reasonable” mosué&etly. Other consultations
reported confidence using terms such as “low”, ‘vexty” and “OK” and only a couple

used the phrases “high”, “confident” or “fairly dafent”.
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Hip Pain Learning Needs

Learning needs appeared to be focused more onapeasis and management of hip

pain.

History Symptoms of mild osteoarthritis/osteopasosi

Investigations Indications for radiological invegstiion

Diagnosis What to do if the X-ray is normal?

“Difficult consultation has had problem with hip r
years, subjectively worse but X-ray showed mild
osteoarthritis’ — Registrar 12

Features of sacro-ileitis

Management Indications for hip replacement
Appropriate referrals to orthopaedics
Use of nutraceuticals e.g. glucosamine
Initial management in primary care

“? Best initial assessment (in 10 minsRegistrar 05

Table 5.9: Hip Pain Learning Needs

Chest Pain

Registrars appeared to be very confident at magagumsculoskeletal chest pain with
all consultations described using words like, “guitfairly”, “straightforward” and
“confident”. Many of the patients seemed to présdth a history of trauma or injury
and the suggestion was that the registrars wetesiiog on ruling out a more serious

cause.

“Reassured. (Worried about heart)” Registrar 8
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Only a few learning needs were identified:

“How long does a fractured rib take to heal? Wteereview?” Registrar 1

Costo-chondral pain — “Will physio help?” RegistBaand “Time scale for

recovery (?more than 6 wks)” Registrar 1

“Management of musculoskeletal sounding chest fr@indoesn’t settle with

time + NSAIDS. How long to give it?” Registrar 14

Others

This section included generalised specific musddletal conditions and diagnoses
where the registrars had not specified a locatmmgxample with gout.
The following were included:

Possible inflammatory arthritis 8

Gout 6

Rheumatoid Arthritis

N

Polymyalgia Rheumatica 3
Fibromyalgia
Psoriatic Arthritis

2
1
Ankylosing Spondylitis 1
Reiters’ Syndrome 1

1

Osteoporosis
Confidence at managing these conditions was migaine registrars appeared

comfortable being able to recognise a possiblamifhatory cause, arrange basic

investigations and refer, whereas others did not.
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Date 1/11/04

Diagnosis _Small, joint autiwelgio - ?RA
Duration of Consultation _10_mins

Age of patient _ 38 years Sex M/F
Confidence in managing Registrar 4
Mod. Yrshw - painful small fty hands

Lost grip wheaw cawrying due to-pain. Tender
MCPs. No divwrnal vawiation. O/E Swon neck
deformity 2" R. ? Eawly/moderate RA.
ESR/RNF/AutoAbs/FBC + xroyy hands

Need to know more?

Other Ix?
Refer if Ix normal?

Date 24/11/04
Diagnosis _ ?Rhewmatoid Artiwitis
Duration of Consultation 10 mins

Age of patient _ 46 years Sex M/F
Confidence in managing Registrar 1

Fairly. Swollen + painful fingers - getting worse
- wses co-codamol. Slight restrictiow of finger
movements. Refer rhewmatology

Need to know more?

Cuwrrent guidelines for referval state to-refer
without doing baseline bloodys - is that general
consensus?

Date 30/11/04
Diagnosis _Synovitisy ? new inflavmmatory owthwitis
Duration of Consultation 10 mins

Age of patient _ 66 _years Sex M/F
Confidence in managing i
Not very. Had seen with fungal infection Registrar 7

between fingers 2 weeks earlier. Now swelling
MCP - morning stiffness + $ROM

Need to know more?

Have made early referval to-rhewmatology.
‘appropriate

Figure 5.6: Examples of diary entries for inflamorgtjoint disease
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With more complex presentations, confidence waserted as being low or poor.

Examples of these include when patients alreadeutig care of specialists presented

with an exacerbation of their disease, or whent@mpiawho was unable to tolerate non-

steroidal anti-inflammatory drugs presented withitgo

Learning Needs — Others

History Diagnosis of the acute hot joint
Presentation of rheumatoid arthritis
Examination Appropriate examination for an acute h
joint or possible rheumatoid arthritis
Investigation Appropriate investigations for
inflammatory arthritis
Value of urate measurement in gout
Diagnosis Features of fibromyalgia
Management Timing of bloods and referral in

inflammatory presentations.
Use of physiotherapy in inflammatory

back pain.

Treatment of gout including dietary advic

Side effects of steroid injections
Management and pathophysiology of

fiboromyalgia.

Table 5.10: Learning Needs (Others)

e
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Paediatric Consultations

Thirty two musculoskeletal consultations were rélearin children under the age of 18.
Fourteen of these consultations were related t@mijuries. The consultations can

also be divided by affected body part:

Back pain 6 (4 related to injury)
Knee pain 6
Neck pain 3
Hip pain 2
Chest pain 1

Normal variants 3 (flat feet, pigeon toes and @il overlapping toes)

Confidence again varied widely both within regisirand across the different
presentations. Those registrars who had previdwety an accident and emergency
post were confident at managing the minor injuri€eose who had not, were not
confident and reported that they had called irrttnainer for assistance. They
identified learning needs in this area. Only thzersultations for recognition and
management of normal variants were recorded butdmnce for all three of these was
reported as being low. Two of these consultatiowslved registrars who had worked
in paediatrics or community paediatrics. Registi@ere not confident at managing

unusual problems such as scoliosis, juvenile idldparthritis and atypical arthritis.

The issue of there being three people in a coriguita.e. the patient, the parent and the
doctor, and how this affects the dynamics of trecess was highlighted by two

registrars.
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Paediatric Learning Needs

Back Pain Indications for referral for back pairchildren.

Treatment options for scoliosis other than surgery

Knee Pain Access to physiotherapy
Indications for radiological investigation

Hip Pain The limping child — patient pathway

Lower Limb Causes of heel pain in children

Use of orthoses in plantar fasciitis

Soft tissue problems in children
Achilles tendonitis —Would be useful to know more about
this. ?is it common in 10 year ofd&kegistrar 02
Normal variants

Pigeon toed — Confidencé&dw. Luckily already seeing
paediatricians about speech delay and | suggestey t
bring it up with therh Registrar 05

Inflammatory Arthritis| Juvenile Idiopathic Arthritis — diagnosis and progis
Indications for referral in a patient previouslyagnosed as

having inflammatory arthritis but discharged frootldw up

Table 5.11: Learning needs identified for paediatrusculoskeletal conditions

The diary entries for these consultations wereesged by a consultant in paediatric
rheumatology who highlighted the following issues:

* A poor knowledge of hypermobility

* Knowledge of what is normal

« Knowledge of local referral pathways

* Use of investigations in children — when and whbatequest

» If asking for X-rays, are the registrars aware bhitwiews are required?

* Are registrars aware of how to interpret invesimad in children? They may be

receiving false reassurance
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Discussion

The registrars recorded a reasonable number otittatiens during the data collection
period, around the number that would be expectethéopublished prevalence data for
musculoskeletal conditions. Confidence at managingculoskeletal conditions
appeared to be good in certain areas: back pagg gain, lower limb pain, neck pain
and chest pain, whereas it appeared more mixearfiopain, shoulder pain and

paediatric conditions.

It was noted that the diagnoses, on the whole giéhal be vague and reflected the
anatomical area affected. This was observed fmb&cularly the case for one registrar.
These results are in concordance with the restiisstudy looking at the prevalence of
shoulder pain in the United Kingdom (Linsell et2006). Linsell et al examined the
data from the General Practice Research Databasesparted that, of the 426 shoulder
pain computer codes available, ten were used ticpkar and seven of these were non-

specific. These were: “shoulder syndrome”, “spedishoulder”, “shoulder joint pain”,
“sprain shoulder/upper arm”, “arthralgia — shouldgplain X-ray shoulder” and “O/E
shoulder joint abnormal”. This led the authorsuggest that there may be an
educational need although would better educatetbdowho were able to recognise the
cause of the shoulder pain have better patienbowgs? One’s instinct would be to say
yes as it might affect patient management butcantestudy by Watson et al looked at
this particularly with regards to shoulder pain ahdwed that training general
practitioners in the diagnosis and treatment otigher pain did not make any

difference in terms of pain and disability. (Wats al. 2008). There have not been
any similar studies looking at musculoskeletal ¢oods affecting elsewhere. There
was a suggestion in this study that having a sigetidignosis did improve registrar
confidence. As there is no good prevalence datmtsculoskeletal conditions in the
United Kingdom, it is difficult to tell whether arot the registrars were possibly missing
diagnoses. There was a hint, in the paediatrig, dat the registrars may not be as
aware of specific conditions such as hypermobiliyjt is reasonably common and was

not commented on.

The identified learning needs were often very djet the particular consultation

although some general needs were identified inofyidexamination of the hip
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joint/knee joint/hand and shoulder joint. Issuegarding when and how to investigate
particular conditions and how to refer appropriateere raised. These were discussed

further in the semi-structured interviews.

Limitations of this work

Keeping a diary of all musculoskeletal conditioasdne month was a significant task
for the registrars. It is therefore possible thatsubjects who volunteered are not
entirely representative of their colleagues, heré may have been a bias towards a
certain type of individual taking part. There wathing observed to suggest this but it
must be considered when reviewing these resulssdigcussed in the literature review,
using log books or diaries is now a recognised ot teaching used with general
practice registrars so it is possible that the ntdars had already used this with their
trainer, or that they were aware of the benefitkesping a record of their consultations
for their own learning. It is likely that some muitations were missed, particularly if
the diary was not filled in straight away. Howewle number of consultations
recorded does seem reasonable for the registrarklaad and they were regularly
reminded to complete the diary which may go somg twagrevent this from occurring.
The format of the diary was also possibly leadimghat the term “confidence in
managing” was used. This may have biased thetragido provide learning needs
related to management issues. Leaving the dianesmunstructured would have run
the risk of the specific areas being studied notdaddressed. The registrars may also
have been stimulated to create learning needs wioere existed in order to please the

researcher.
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Chapter 6 — Results (Registrar Interviews and Focu&roups)

Overview

The data from the registrars’ diaries showed theair ttonfidence in managing
musculoskeletal disorders appeared to be goodhhtithey tended to use vague
diagnoses. In order to explore this further, #ggastrars who completed the diary were
interviewed. Two further groups of registrars alsok part in focus groups. This

chapter describes the results of these interviemdSa@cus groups.

Aims

The aims of this part of the project were to:
» Explore the areas identified in the diaries further
» Explore the General Practice Registrars’ experi@iceusculoskeletal
problems throughout their training

» Identify the Registrars’ learning needs and ideaysvof addressing these

Methods

The methods used in this chapter have already thisenssed in chapter three. Two
different qualitative research methodologies inslgdsemi-structured interviews and
focus groups were employed. The interview and$agoup guides were developed
following a meeting with my supervisors and MissNharshall ((NM) a research nurse
at the Freeman Hospital, Newcastle upon Tyne, wlexperienced at using qualitative
research techniques). See Appendix C. The aimavesver areas highlighted in the
diary as well as other subjects such as their pusvexperience of musculoskeletal

disorders and the education they had receivedsratiea.
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Recruitment

The semi-structured interviews were conducted wighthirteen registrars who had
been recruited for the diary phase and took plhoetly after completing the diaries.
Recruitment of these registrars has already besusised in chapter five. The two
focus groups were conducted with a separate grbppase one and phase three
registrars from the Northumbria Vocational TrainlBgheme. Access to the scheme
was through the scheme organiser and my supervisowith the diaries, two seminar
groups were approached to ask for volunteers. tiigase one registrars (focus group 1
= FG1) and three phase three registrars (focugpg2ouFG2) volunteered to take part.
The ideal number of participants in a focus graparbund six to eight to stimulate
debate and generate a variety of opinions (Rit&hiewis 2004). It is recognised that
the numbers in the phase three group were belowebieed level and this can mean
that the focus group becomes similar to an inter{Richie & Lewis 2004). In order

to try to avoid this, the moderator must encoutthgandividuals to function as a group.
The registrars all received book vouchers for tglaart in the project. Ethical approval

was obtained (see chapter 5).

It is recognised that this sampling is opportuniatd therefore may not have included
a breadth of opinions and experiences, but it whgHat a significant amount of effort
on behalf of the registrars was being requestedfatdhis would be the most
successful way of generating the data. It wasidensd that it was beneficial for the
focus groups to have registrars from the same serginoup. They would therefore
know each other and the group dynamics would ajyréadestablished, permitting full

and open expression of opinions.

Data Collection

The registrars who were going to be interviewed ddeebdy been in contact with the
researcher prior to the interview during the digayt of the project. At the final
meeting where the diaries were collected, a timg aveanged for the registrars to
attend the Freeman Hospital for an interview ait tt@nvenience. All of the interviews
were facilitated by EW and NM. The interviews waped and then transcribed

verbatim. The focus groups were held at Coach IGamapus in Newcastle upon Tyne
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which is where the registrars meet for their haly teaching. A suitable time was
arranged by e-mail and the focus groups were laaitithted by EW. These were also
taped and then transcribed verbatim.

Data Analysis

The anonymised interview and focus group transemgre analysed using framework
analysis. The frames were developed in MicrosgiidEafter thorough reading and re-
reading of the transcripts looking for themes amatlsemes. Relevant extracts of the
data were then inserted into the frames prior &dyams. This allowed the data both
within and across registrars to be reviewed easity exemplar quotes to be identified.

Results

The results are divided into two main areas: thgi®ters’ Clinical Experience and

their Educational Experiences. See Figure 6.1



Page 112

Registrars’ Clinical Experience

Musculoskeletal conditions seen

e Amount

* Variety

» Paediatric musculoskeletal conditions

Musculoskeletal Skills
e History
*  Examination
« Diagnosis
e Investigations
 Management
0 Use of non-steroidal anti-inflammatory drugs (NS&ID

o0 Referral to allied health professionals
o Referral to secondary care

0 Joint injections

0 Alternative/Complimentary medicine
o Sick notes

0 Medico-legal issues

0 Managing sports injuries

o Chronic problems and chronic pain

o0 Psychological issues

o “End of the track”

0 General practitioners with a special interest
o Difficulty of co-morbidities

0o Usingtime

0 Local services

0 Guidelines

Educational Experiences

How they learn currently
* Keeping the diaries stimulated learning
e Learning from follow up and experience
* Learning from feedback
¢ Learning from patient information leaflets
e Learning from textbooks
e Learning from own personal experience
e Learning from their friends’ experiences
e Learning from their trainer
e Courses/External teaching attended

Effect of this education
« Effect of good teaching from their trainer
« Bad learning experiences
* Confidence
« Perceived importance of musculoskeletal conditions

Desired Learning
e What would you like to learn?
* Importance of anatomy
e How would you like to be taught?
e Experienced teachers
e Pressures on learning

Figure 6.1: Themes and subthemes identified
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Each of these areas will now be looked at in turn.

Results — Clinical Experience

Musculoskeletal conditions seen (Amount)

The registrars who had completed diaries commeametie amount and variety of
musculoskeletal conditions they had seen in thetimand on how confident they felt in
managing them. This appeared to have been stietulgt the act of keeping the diary
as the registrars taking part in the focus growajpndit mention this.

“We saw quite a variety | think really. We seetdf stuff, stuff that the
specialists are looking after and then the studt th fairly straightforward. It
makes you aware that, you know, gosh, you see s stuff in general practice
and that was only a month. That, plus everythisg gou see in all the other

different specialties you must have seen tonsyéaRegistrar 1

“Especially because we have been doing this diahas made me realise how
much | see that is musculoskeletal and then | thot@od, | am really rubbish
at musculoskeletal. Oh no! That means | am realhpish at like 30% of my

job!”” Registrar 2

“l think there is an awful lot out there which ldii't appreciate before, so there
is sort of quite a big portion of the workload tiemusculoskeletal!” Registrar
9

“Sometimes it feels like the whole clinic is backip problems but then, when
you look at it..... | don’t know, there didn’t seexs many when | was looking
through.” Registrar 9

Musculoskeletal conditions seen (Variety)

The act of completing the diaries also appeareditoulate the registrars to consider

what conditions they had seen during the monthdamishg their time in general
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practice. They appeared surprised that they haeéen patients with conditions

commonly encountered in a secondary care settidyiae versa.

“I was surprised | didn’t see anything like SLEsateroderma and those sort of
things that are, you know, you don’t see but | hseen them on the wards.”

Registrar 1

Were there any conditions that you expected yowwyeing to see? “Lupus...
Yeah, because you get taught quite a lot abontritedical school.”....... “I
thought | would probably see somebody with a neagaosis of rheumatoid
arthritis but | didn’t because, well,........ , thavas one that | referred up with a

high rheumatoid factor but actually | don’t thin& tvas.” Registrar 7

Discussing gout “I have not actually come acrbss mmany people in general
practice with it.” Registrar 9

“I think | expected to see someone with rheumaswttritis. | haven’'t seen
anyone with rheumatoid arthritis.”...... “I don’hé&w. |think it is bizarre. |
thought | would have seen at least a couple oépttiwho had that as a

diagnosis.” Registrar 11

“l didn’t see a lot of Paget’s disease and stuff I.didn’t see a lot of all this,
you know, like secondaries or primary bone maligmes | didn’t see that at

all.” Registrar 12

“l am surprised at how much spondylosis therd @idn’t realise that it was
common but everyone who has kind of a cervical neécky seems to have

some kind of spondylotic changes.” Registrar 11

The focus groups also commented that there werditcmms which they hadn’t seen,
although they mentioned more unusual problems aat¢he musculoskeletal problems
associated with congenital childhood problems, mugscular dystrophy or cerebral

palsy, tumours such as sarcomas and the vascesitifiG 1).
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“I haven't seen any of the rare vascular disea¥ésll | haven't seen any
vasculitis, | haven’t seen any Wegeners sincet ldaimbridge because | used to
think it was quite common but apparently it is rarEG 1 Registrar 1

Two registrars commented that they hadn’t seen nntfe way of chronic disease.

“Chronic disease. | haven't seen very much kindeafly chronic rheumatoid. |
suppose you see lots in hospital and in hospitaikcs| but you forget that it is
actually quite a rare disease,” ..... “I would haxpected to see more kind of
old ladies with bad hips and osteoarthritis, wheldaaven't seen very much of
that at al.” Registrar 14

“Because | think that maybe the chronic patienttdoome back to me and
that’s the reason. Because I'm being GP regiseeas, the temporary doctor
and the main reason is the stuff you see acuteubegaur appointment will be
filled in the last minute and whoever has acutélenm cannot see their own GP

they come to see you” Registrar 10

Paediatric Musculoskeletal Conditions

A number of the registrars had seen children witisealoskeletal problems during

their month of completing the diaries.

“I think in general the paeds consultations stamtnhoore in my mind because |
didn’t expect to see so many of them”...Why sugmiz“Well, | thought that
musculoskeletal problems would generally be of arvemd tear nature and that
they would be the older working generation or pedpht had been in heavy

manual labour.” Registrar 8

On further questioning the registrars reported they felt less confident at managing
children and had a much lower threshold for refehia appeared to be due to the

potential risk of missing something serious.
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“You know, obviously | do the exam and you know faditen do you refer? |
mean is it more serious in children just becausg #re growing and if there is

something wrong you should get them seen” Registra

“Not confident at all.” Why? “I think because thie age that | think like......
they are smaller...... they have a different aetioltagythe pain”........ “Itis
always at the back of my mind like if | should hawessed a diagnosis. If | do

then that would not be good for them.” Registrar 6

“I think with children anyway | have a much lowérgshold for
referral.......... | have got an idea about how to soffoibw adults a little bit

better, whereas kids | don’t. | don’t know theirtsof thresholds.” Registrar 3

“l am not too confident. To be honest, for kidgydt refer and | think they need
to go urgently.” Registrar 12

One of the registrars highlighted the difficultytbkre being three people involved in a
consultation where children are involved, i.e. doetor, the parent and the child.

“Because the difficult thing is that you have t@beith two different persons in
the consultation. One of the parent and the aiheris the child. You know,
obviously if you are in pain then you are goindg&worried so | don’t want the
child to be...the child’s life to be affected bytpain and the parents as well,

they keep asking you questions you know” Regidirar

Another of the registrars who was interviewed hadked in paediatrics prior to
training as a general practitioner. They appetydme more confident at managing
paediatric complaints and seemed happy to pick gt v8 normal and what is
abnormal but reported that they had had little eepee of children with

musculoskeletal conditions.

“I mean that is difficult because I think | havetghe kind of book knowledge
about it whereas in terms of practically seeinfpigdc. in terms of managing it

myself and reaching a diagnosis myself, | donkhiwould feel that confident
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just with the theoretical bits there from the resisl have done but | haven’t

seen children with rheumatological problems.” Ruagr 14

Results — Musculoskeletal Skills

History

Registrars appeared to be confident at taking autoskeletal history. Only the
registrar with a trainer who had a special intereshusculoskeletal conditions
highlighted that there may be omissions in thestdry taking (registrar 8).

Talking about knee pain. “History? | mean | feeblld take a good history. |
know how to ask certain questions, walking andredt but then what does it all
mean? So, you know, OK, that is local, does thesamit is a meniscal tear?

That sort of thing.” Registrar 1

Re patients with knee pain - “Yeah | am happy wigtory and mainly like

examinations” Registrar 9

“I think they are quite easy because it is quiteasy history and examination
so usually with a musculoskeletal problem it isteq@iasy to keep to the time.”

Registrar 9

“Common sensey sort of stuff really. Pain, stifagpatterns, swelling,

restriction .” FG 1 Registrar 4

“I mean that was almost a kind of, you know, adess having an open mind
when you are taking a history. You know, | hadyote....... it hadn’t occurred
to me that, you know, to go into that much depthutlhow.... what exercise he

was doing and how he was doing it and how long fRégistrar 8
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Examination

Registrars highlighted the importance of the exatnim as part of the diagnostic

process but also because it is something thatistexpect when they see a doctor.

“I think | would still go more on the history anle patient’s expectations as to
whether to refer or not unless there was.... | tiink | could pick up subtle
signs on examination but if there is something obsior something | am not
happy with then | would...... that would perhapsr@gase my confidence in

referring.” Registrar 8

“Because patients want you to do it and that iSamksly important.” Registrar
5

“It would have to be a very gross abnormality togpiieked up on the sort of
cursory, rapid examination that | essentially ddoank pain as being completely
honest so that the patient can’t then turn arountbsay to me, “and she never

even examined me!”™ FG 1 Registrar 4

Two of the registrars in the interviews commentadhe time it takes to examine and

the difficulty of exposing certain joints fully.

“If they complain that their back is really sorethgetting them to take their
shoes and socks off so | can do their plantarsaly. . . and roll their trousers
up or take their trousers off so | can have a pragek at their legs then it can

take a while.” Registrar 2

“I think 1 am actually maybe over examine whichand think is necessarily a
bad thing actually and | don'’t really ..... it do&gother me that | do that but
because of that | feel that if | am stressed ama khort of time | perhaps, to fit
everything in, rush everything whereas rather t@rcentrate on maybe what |
should concentrate on and get them back if | feal kneed to do anything

else.” Registrar 11
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“I think the one thing | should do more is expadse.t..| mean with knees and
elbows and shoulders it is quite easy to expos@thebut often kind of an
eight-six year old man with hip problems doesn'tiv@ take his trousers off

and | think you have got to respect that to a ceeatent.” Registrar 11

Registrars’ confidence at examining the musculetkébystem in general and for
specific joints varied although they didn’t appparticularly confident overall. There
were a couple of exceptions. The registrars whibhaal some extra specific

musculoskeletal experience during their trainingesged to be much more confident.

General Examination

“I think I know how to examine but then there dnege little tests that the
orthopaedic surgeons would do and they tell yowthnod you think “oh, that is
really good” but then you forget them.” Registtar

“I don’t mind examining joints so much. That igmsething that | have got from
the paeds that | have done and the clinics | hatas | fell quite confident in a
quick screening examination.” Registrar 14

“The other hard thing for me...... it is one thiyau sort of, you do your look,
feel, move and look for any swelling and you fdettee bits and what have you,
but the special tests, the McMurray and this aadl thdid them ages ago. | am
not sure | can do them because | have always teemdone by 7’ tall
orthopaedic surgeons and | can’t do the same thiaigthey do and | am not

even sure | am doing these things the right w&G 1 Registrar 5

Specific Examinations: The Back

The registrars appeared to be relatively confidémtxamining the back and in

including a neurological examination.

“Examination of back pain | am never quite surevho. | always look at their

back and get them to do some movements and thea kahd of lower limb
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neuro exam as well mainly of sensation and reflexekl am not sure if that is
enough or if there is something more | need todieglor if that is too much as
well. Because | look at other peoples’ historiagtte computer for back pain
and they don’t seem to have done their reflexed amna thinking “Oooh, | am

going maybe through too much.”™ Registrar 2

“I think I am OK in terms of basics. You know, ckéng their range of

movement, checking for tenderness, straight lesingi” Registrar 4

“Although | knew how to examine a back thorougliys what you do when
that | wasn’t clear about” FG 2 Registrar 1

Specific Examinations: The Neck

“We had no teaching about that at medical schoul,ldhink | can’t remember
really being told how to examine someone’s neclenels you got much more

advice about examining people’s backs.” Regidirar

Specific Examinations: The Shoulder

The registrars did appear to be much less configieexamining the shoulder than some
of the other joints. They seemed to link thishie tomplex anatomy of the shoulder

joint.

“I think it is examination...it is not knowing ihiey are tender over such and
such a point then it is more likely to be this. te movements, and which
movements are sore to work out.”.............. Thkhwe did probably get taught
how to examine shoulders at some point but it tssomething | really
remembered and it wasn’t something that | reallyried for finals ....”

Registrar 2

“Objective wise in examination | must say | am ©60%. You know, | give it a

good try really, my best at the time.” Registrar 1
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“I am happy examining them and realising sometlsngpt right but | don’t
really know which muscle group is responsible fa problem and so probably
that is more of an anatomy thing than anything.&lg&egistrar 9

“The most difficult one is the shoulder. Anywayumove it they say “Ow it is
hurting”. It is difficult because too many.... auple of joints and muscles.... so
many things to examine so | tend to get confuséds1 Registrar 8

“With the shoulder, probably more than the othedgn’t actually know
whether | am doing the right thing or what othengjs that | could examine that
would be helpful in a practical sense.” FG 02 Regr 1

Specific Examinations: The Hip

“I don’t feel very confident about examining hipsdafoot pains as well.”
Registrar 4

“l find hips easier to examine, easier to differate and, | don’t know, then
ankles, knees.” Why? “I don’'t know. Maybe becaukave come across more
hip problems in general and house jobs. Seeisgoiofractured hips and

things.” Registrar 9

Specific Examinations: The Knee

“Normally I am quite confident about. Sometimdsen you are sort of
assessing the ligaments and things | am not brillidhappy about that and that

IS just more.... you need to see more knees” Ragid

One registrar had seen a patient during the dianytimthat had been diagnosed as
having hypermobility by secondary care. She wdasuace what the examination
findings should be in a hypermobile patient
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“No, she told me about it and her joints didn'éseparticularly hypermobile to
me when | saw her and | wasn’t sure”....”l have se@n anybody with
hypermobile joints so | don’t know.” Registrar 9

Registrars appeared willing to revise the examameifi they realised that they had a
learning need and were happy to either look itrug text book or ask their trainer to

observe them examining.

“l am quite good at reading up about things if Véaot known what to do or
have been a bit stumped. | am quite good at gaweay afterwards and having a
read and seeing if there is anything else | shbale done or looked for on

examination.” Registrar 11

Discussing learning about joint examinations ‘fave had a patient, | have
asked him to come through.” FG 1 Registrar 8

The registrars who had seen children with muscelesél complaints during the month

collecting the diary data mentioned examining aleitd

“I mean my kids’ musculoskeletal examination isdzhen A&E completely. Is
that sore? No. Can you wiggle it? Yes. Canwalk on it, if it's a foot or a

knee? Or, .... and that is about it really.” gR&ar 2

“I don’t have the adequate skills to examine kidR&gistrar 12

Registrars commented that they would appreciaéwigion of the examination, in

particular looking at the special tests that thbapaedic surgeons often use:

“I think | know how to examine but then there dnede little tests that the
orthopaedic surgeons would do and they tell yowahnd you think “Oh, that
is really good” but then you forget them. | thip&rt of that may be because it
was done in third year and it was no use then. bddecause it should have
been later or it may be, | don’t know, if we halitiée bit of revision on it, it

would have been a bit better.” Registrar 1
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“l am a foreign graduate really, so we get the ®agaminations of joints, so
you check for the range of movement and checkrgrsart of limitations and
then specific examinations for different jointsthink apart from the basic
clinical examination skills, | do not really haveya you know, other ones. |
think for this other specialised test, | need ta 86 you know, in a way if there
was any refresher thing as well. | have definifelgotten most of the special
tests.” Registrar 12

Only one of the focus groups mentioned the Gait#\tiags and Spine screen (GALS)

with varying opinions:

“It triggers back how | am meant to hopefully examihe joints, because we
were taught the whole thing with the GALS screed iais meant to trigger you
into thinking “Now this is what | do.” FG 1 Regrar 3

“But even then in general practice, they are priesewith one thing, so that

screen... well I haven't found that helpful” FGdwsrar 1

Diagnosis

How to diagnose knee pain and shoulder pain wereatedly discussed by the
registrars in both the interviews and the focusugsowith them appearing to struggle to

make specific diagnoses.

Shoulder pain
“l am just really rubbish with shoulders. Agaireyhare like knees. | don’t have
any specific history for shoulders and yet | kntwere is loads of stuff that can
go wrong with shoulders that | am aware that | gnorant of it. So sometimes
somebody will give me a really good story and Il #ilnk | am sure that is
meant to be something. | am sure | am meant tavkmloat that is the story of
but I don’t, so again, shoulders always go into.theu know non-

steroidals...and come back and see me” Registrar 2
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“I don’t think I've ever diagnosed frozen shouldérthink | have just seen
people who have a diagnosis of it from someone edgmin, that is difficult,
because if you don’t really know what you're lodkifor, then you can’t check.”

Registrar 2

“Things like elderly people with shoulder pain. B have got... | mean it
could be nothing, it could be osteoarthritis, itikcbbe frozen shoulder, it could
be rotator cuff, it could be all sorts of differghings. It could be rheumatoid
arthritis. But because | am not good enough afidisnating those things, |
therefore can't... and even if | could, | am prdaiot that confident at deciding
what would be the best treatment for them” Regis

“Shoulder pain again, | always confuse with, likeator cuff syndrome and the
adhesive capsulitis completely different, | alwéyget about this and get
really confused.” Registrar 6

“I have seen a few kind of frozen shoulders andfpaarc syndromes.”... “I am
not overly confident at putting a diagnosis on hbsWhy? “I don’t know. |
just... it seems stupid because it is in my heabl avill often get my trainer in
and he will say, “Oh yeah, that is a classic frogkaulder.” You know when
you think you know? | was sure it was that, bair not quite sure why | don’t

like to label people with those things.” Registtar

“I have been trying to kind of read up about a# #ind of painful arcs and
frozen shoulders and | would probably feel a likiebetter about doing that
now, but | still get very confused and | certaidyn’t feel my anatomy is good
enough to be able to work out an isolated infrapis@roblem compared to
something else necessarily at all. That is ona bfeel really ropy on.”

Registrar 4

“I would say | am a bit limited to my expertise] iiave any at all, in managing
shoulder joint pains or whatever the musculosketgtaptoms are. An
example being I think my limitations would be, ljke what extent have |

examined? You know, examination skills? Whichdpexially in about ten
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minutes and what do | hope to achieve when | exaittia joint and how | can
help in terms of pain relief after that? So youdé¢o see that with, for example
shoulder joints, someone comes and it is shouldier. d think the foremost
thing that comes in my mind is, is it broken? Here any muscle displacement |
can deal with? Basically what can | do now or stidwefer on, you know?”

Registrar 12

Only one of the registrars reported that they veardident in diagnosing shoulder
problems. This registrar had worked on a rheurngioard as a Senior House
Officer.

“The shoulders | mean......I am fairly confidentiwtihe shoulder. Just like a
shoulder pain on its own; just because there arasmany structures as on a
knee, so you are kind of more....you know what ks is. You know they
can’'t do all this and you know tendonitis or whatevlt is a bit more clear-cut |
find anyway.” Registrar 1

On further discussion though, the registrar memtibiinat they had already had a

tutorial on shoulder pain and its causes.

“I think just because one day, | think...wherrsfistarted doing practice, | sat in
with one of the partners in the first week and && a painful...well it was a
painful shoulder. A lady with that. And he asked.nt kind of just moved it
around and didn’t really know. Then he said “Watyou think it is?”, and |
said it was probably a sprain. Then he said “WeHjnk it is more of a
capsulitis” and | said “OK” and then he gave meegy\small sort of tutorial on

it, and he said you know because it is sore idigdictions. | was alright and
then | remembered it, so now | remember that is bapsulitis is, and she

couldn’t move it in any direction.” Registrar 1
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Knee Pain

Knee pain was also a commonly discussed area wiheregistrars appeared to be less

confident at giving a diagnosis.

“There are not really any patterns of knee pain taould recognise
particularly, | don’t think. So, if somebody sdltkir knee pain was at the front
or at the back, |1 would know that there must béferénce there, but | wouldn’t

quite know what the difference was.” Registrar 2

“I think, again | can think that something is wrongh the knee but | am not
always sure which, whether it is a ligament probtemwhether....I can tell if the
joint is stable, but then possibly wouldn’t be atdesay exactly where the

problem was in the knee.” Registrar 9

How do you feel about knee pain in general? “Najdly confident to be
honest. | feel relatively OK about examining imte of checking for joint
instability and, obviously, if there is kind of kiag and giving way, you are
wondering about a foreign body or kind of menisoplry. In that respect, |
suppose the kind of gritty stuff | feel alright dnyt we see a lot of people with
maybe slight swelling but nothing like an effusmma bursitis or just a bit like

this, you know,.... bilateral pain, no clear higtbrRegistrar 4

“I have seen a lot of knee pain and that has hegrou know, because | know
how to examine a knee, but knowing how to examikeee and knowing what

you have found at the end of it | think, is verffelient.” Registrar 7

For one registrar, their confidence in making adasis was made worse when a

second or third opinion also struggled with comiipgwith a definitive answer.

“They had some pain in the arm, or in the shoulded, they had seen...... | think
they had seen a second, Tier 2 level serviceink tithey had said initially she
was making it up and it was all very inconsistamig then she had gone back to

see someone else in rheumatology and she saidtihs clearly bicipital
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tendonitis”. So that doesn’t inspire you with ddiehce, you know, that one
person says they are making it up and they are aratlanother person says
well that is ‘barn door’. So I did examine her drghid “Can | examine you?
Not for any benefit to you, but for me so that hd¢aow what bicipital

tendonitis is.”™ Registrar 5

The registrars described having a structured apprtamaking a diagnosis, i.e. having

a list of causes of shoulder / knee pain that tweyd mentally cross off.

“...also a bit like shoulders and knees, it is kimgwvhat there is to pick from
and mentally crossing them off as you go downyoli know that your list is
pretty comprehensive and you have crossed theaffait makes you more
confident to say that there is nothing more magng on. | think that is how I
work in most things. | have got major things thatkd to check down — likely
things and then dangerous things. If it is not ahthem, then | am pretty happy

to sit on it for a bit longer” Registrar 2

Diagnosing problems in other areas were discudseaugh were not highlighted as
frequently by the registrars.

Regarding back pain: “In terms of diagnosis, | khimm probably a bit woolly
in terms of, you know, quite often they have gbitaof paraspinal tenderness
and | am assuming it is some sort of muscularrspeobably rather than
anything else..... If it sounds like they have igetve compression, | am more
happy that it sounds like it is a prolapsed dist,Ilam probably not so specific
sometimes.” Registrar 4

Examining the neck — “I think | have got limiteikd, | said that would be in
what every way | could to examine to make surs #table, but | don't really

have..... | am not 100% confident.” Registrar 12

“I wouldn’t be happy to say that somebody haddibyalgia.”...... “I think it is
because it is a diagnosis of clinical symptomseaiathan, you know, a test you

can do to say you have got it.” Registrar 7
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Polymyalgia Rheumatica — “At the beginning | thougtidn’t really ..... I
never knew such a common diagnosis in generalipea@nd the more | have
spoken to people about it, the more they seemeo Bas not something | have
seen as a student before in hospital. | alwaysghiit was a bit of a
misdiagnosis with when you don’t really know whatrgething is, and you kind
of say “Ah, polymyalgia!” but there does seem taaldefinite criteria for it.”

Registrar 14

“The pigeon toed child. That is what the paremited it — pigeon toed. Was
somebody who was already seeing paediatricianstf@r developmental
problems and really, to be honest, | felt completad sea’. | had no idea what
the differential diagnosis was. No idea what sbgxamination to do and |
completely said, “l don’t know. You need to ask fhaediatricians”, because

they were seeing them in a day or two or somethiRggistrar 5

The registrars highlighted that sometimes psychoédgroblems can present as

musculoskeletal symptoms.

“She had these other worries in her mind and kisimmetimes that can cloud a
lot of issues. People come in with musculoskegtaiptoms or sort of muscle
pains, but then it is not that...they have peragivas pain, but there is no actual

obvious cause for it.” Registrar 9

Being able to make a formal diagnosis appears impertant with it having a
significant effect on the registrars’ confidencéhe registrars felt that patients would be
able to pick up on this, which would affect theigat-doctor relationship and also the
outcome of the consultation. It was also commetitatithey perceive that patients

expect to be given a specific diagnosis.

“Once | got that information, it made everything felt much more confident
then in those consultations because | knew... Isecgou know the pathology,
you know the natural history and you know what thagy do for themselves,
and when you step in with the other interventiavisich is what made that more

comfortable compared with lots of other thingsRegistrar 5
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“Personally, I find it difficult to treat somethirtgat | can’t give a d... you know
| saw this, but then it could be this, this and'thi... “You would feel more
comfortable, and | just wonder if some of the ins&g comes over to the
patient that | haven't given them a name, and yss.iyou know, we should do
this, but | haven't actually told you what it iBlo they pick up on that and know
it is, because you don’t know what to call it?” gistrar 7

“I don't like to just leave things. | like thete be a medical cause for things

rather than for me to say “Oh, it is just mechakiitaRegistrar 14

“My trainer said “Oh, it's wear and tear”, and sarh using labels like that
which is a lot more general, and patients seenetquite happy that that is the
cause of it, but you don’t know exactly what bittleé back is affected but, sort
of, my trainer is quite happy just to give thaasexplanation and the patient
seems quite happy with that, so | have starteg¢dabels like that a lot more,
which | didn’t in the beginning.” Registrar 9

“The kind of painful joint and you can't just pio@n what it is. It is not
obviously the cruciate ligaments or the collatecalsvhatever, and maybe there
is a history of injury that you just can't find estly what is causing it and they
want to know “What is it?”, “How long is going take?” and “What treatment
do I need?” And you just don't know.” FG 1 Remas 2

“l think what is going through my mind is that sdmoely else, more experienced
or whatever, would be able to say, “Well, | thinksithis tendon” or “I think it

Is this exactly” and the fact | can’t do that, Intdathink is making a difference to
management, because the management would be tke mfrom my
personal point of view, | would like to know theme, or whatever it is, and

also the patient often does as well.” FG 1 Regis3r

“The patients are happy with the label.” FG 1 Regr 1

“l understand that things aren’t particularly blaokd white, but things get
labelled because patients like it.” FG1 Regisérar
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One registrar expressed a concern that failuneake a diagnosis early on in the course

of a patient’s condition could affect the long tesotcome

“Just because the patients that | have seen vageifr shoulder have it for years
and years, and it really affects their function &nd a kind of.....if there is
anything | can do when they first present thatomg to limit that happening or
reduce their risk of that happening, then | realgnt to be doing it rather than
just dealing with them when they come to me witloaen shoulder.” Registrar
2

Investigations

Registrars appeared to use investigations as awa@assuring themselves and the
patient that they had not missed anything seridugverything was found to be normal,
registrars appeared comfortable simply to obsdrgeatient’s progress. Registrars
commented that they sometimes felt that patierpeebed to be investigated further,
requesting X-rays in particular. They highlightbdt, because of this, they might be
over-investigating and sometimes appeared to wssiigations to replace the
reassurance that they would get from making a defndiagnosis.

“I remember seeing this 40 year old with right kipaén. A month of just
shooting pain on one side of his knee that was @vonscertain movements. |
wasn’'t very happy with that one. | just didn’'t kmevhat it was really. There
wasn’t anything obvious, just a bit of tendernessiad it. |1 don’t know
whether | was right. | probably was wrong, buthtseim for an X-ray to see if
there was anything to see, really, and a bit oéton it. | think it came back
fine, actually, but then what do you do if it h&il got pain and X-ray is fine?”

Registrar 1

“l wasn’t sure whether it was a bit of osteoaribrdf the hips, but with the
history of osteoporosis, | was thinking “I don’tdw too much about that and |
wonder whether that can cause pain.” So that wasnpression, but | didn’t
know. | think I just did something. | don’t knowhwther.... | think | would



Page 131

probably just do X-rays and things just to reassre but | did get X-rays of
the hips.” Registrar 1

“What do | do if it is normal and she has still glois ache and | have X-rayed
her? What do | do then? | mean will it just beven if the X-ray is normal, can
it still be mild arthritis?......If it was abnormial that it showed ‘wear and tear’,
then | could see that the X-ray has shown thaetiefwear and tear’ of the
joints, and | would explain what it is and thab@ppens when you get a bit older

and you know, unfortunately, we treat with pairiéks.” Registrar 1

“l saw one child with knee pain. Just, not actughin like knee pain, but like,
only the proximal part of the tibia so, | think the.growing pain, I think. All
the X-rays are normal and | think | overdone iglmbly because | am anxious

not to miss anything myself.” Registrar 6

Discussing why they are confident at managing lip.p“Usually because they
have either had an X-ray which has shown they avarthritis and it is
something that is being followed up and they jiestchreview of their analgesia,
or, if they have been seen by an orthopaedic sarged whatever and are
being, sort of, on their waiting list for hip repament, then it is just kind of

review.” Registrar 9

“l think the woman herself was quite keen to get-tiayed and | probably
wasn't clear enough in my own mind whether it wolbddhelpful, and so the
easiest thing at the time was to get the X-ray dboeno, it was probably not

that helpful.” Registrar 9

“A lot of my friends have done things about spamjaries as students and they
feel much more confident with kind of mechanicathbpain, whereas | am
always looking for the missed myeloma or the kihdrkylosing spondylitis,
and | think | probably do too many blood testsitdr Registrar 14

“I am still a bit kind of need to know everythingw, and so | often get a few

blood tests and do an X-ray, and | think | mighttuially hammer these people
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with too many investigations when they probably’tioeed it, and that this

probably actually causes them even more conceRegistrar 11

“I think | over X-ray” FG 1 Registrar 3

“I still find it quite difficult to know when to Xray, especially patients pushing
on that they want an X-ray that is absolutely desd. | find that quite difficult
knowing when to X-ray things like knees and thihngsG1 Registrar 5

A couple of the registrars had access to MagnetgpRance Imaging scans (MRI) and
had requested them in their patients, but theyagdeunsure what to do with the

results once available to them.

“l am never quite sure when to send someone foiRhscan. | kind of know
what | want to see in the MRI scans, if that madesse? But | seem to have a
slightly ...especially with knee problems, when ybiunk they have got some
kind of meniscal tear or cartilage damage or somgtlike that, where you
know the X-ray is not really going to show you dmgt, and | rightly or
wrongly, | seem to have picked up the impressiomfmy seniors in the
practice that we have to send someone for an Xistybefore we can get an
MRI, which seems absolutely ludicrous if you dahink you are going to see
anything in the X-ray....... "People with back pteims, you know, when you
think that some of the nerve roots are involved tinmigs... | am not sure
whether you send all those people for MRI or soiid@m or... | find that a bit
of a grey, hazy area and then of course, when gaand they come back and it
says, you know, L5 nerve root has been squashedythe kind of, right, “Well
do | send this person to the neurosurgeon or noR&gistrar 11

“I think it is, like, again, it is a way of givinthem, | don’t know, it is false hope
or hope that they find something in the scan thltaecount for the degree of
pain that they have. | think for two thirds of tteses | refer, | wasn't, you
know, confident enough to say what we are lookorg 1 mean, on examination
you know, ligaments look fine and what are we gamgee? You know what |

mean? But again, just refer, and if the consulf@lbthere was anything they
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could do from it, and so | am not totally confideviten | sent for a scan.”

Registrar 12

One of the registrars who had access to MRI imagiegtioned that they had used it

for investigating a patient presenting with shoulol&in, which is not common practice.

Management

The registrars tended to focus on three manageopdions only. These were:
» Using analgesia and in particular non-steroidal iaffammatory medication
» Referring to a physiotherapist
» Referring to secondary care
Joint injections were also discussed but appearbeé tonsidered less frequently.
There were incidences where, even when a definiti@g@nosis had been made, the

registrar seemed unsure as to what to do.

“l could get a diagnosis, but then | didn’t knowatto do with the diagnosis.”
Registrar 3

Looking at these three management areas in moaé:det

Management — Use of Non Steroidal Anti Inflammai@mygs (NSAIDs)

Registrars appeared to use non-steroidal antimmiatory drugs (NSAIDs) as their first

line of management in many cases and as a wayugfrig time”.

“I mean back pain...that kind of back pain like thstory of injury and the
pulling feelings... they very much fall into my egbry of giving people non-

steroidals and bringing them back in a couple cékge’ Registrar 2

“I think the thing is, because a lot of the museslkletal stuff is anti-
inflammatories and review if it is not getting le#tand that is actually the right

management for lots of it, it is relatively easyiod of just do that and kind of
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have a think about it, and if it is not settlingey will be back and it might be
clearer when they are back.” Registrar 2

“l suppose a lot of... what | am realising is thdbt of the low back pains that
we see that we prescribe are non-steroidals antilvava you, and physio after
six weeks or what have you, and they do come badK don’t seem to have
helped them very much.” Registrar 4

“In terms of pain, | mean, the options are limitedwell. Most of the time my
first choice would just be non-steroidals reallygddahen whether that is a
method of buying time and seeing your own fixed svafydoing things.”
Registrar 12

“What about when they have had a few weeks on ki#lars and it hasn’t
helped and often you have not got much else ib#g® You could try physio.
There is an eight week waiting list. They arevety happy. They are talking
about X-rays and surgeons and all the stuff, andkymw that an X-ray is not

going to help.” FG 01 Registrar 4

One of the registrars who took part in the focumugrhad done a degree in
physiotherapy prior to training as a doctor, anchieented that, perhaps the couple of
weeks of non-steroidals is insufficient time touallthe natural healing process to

occur.

“But then again, the time frame | think, often. . hear people going to time
frames for back pains along the lines of a weeklaldays tell them six to ten
weeks before.... you know | saw, within the filgbtweeks it will be starting to
get better and then over the next six to eight weiekill be resolving slowly
and may recur during that time. So | think if ytalk a realistic time frame for
the recovery of musculoskeletal conditions, yougami@g to have much less....
much better expectations.” FG 01 Registrar 1

At the time of completing the diaries and perforgnihe interviews the newer anti —

inflammatory drugs (the cyclo-oxygenase 2 inhilst@@OX 2)) were being discussed in
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both the medical and national press due to therimpdeen a study suggesting that one
of the class (Rofecoxib) was associated with aresmed risk of heart attacks and
strokes. This was therefore at the front of thggstears’ minds and a number of them
mentioned this, with some of their surgeries makiogcerted efforts to take patients

off this class of medication. The registrars canted about how difficult it is to take

patients off medication which is suiting them areting their pain.

“Then you get to the point where they are weldloh’t mind risking it and I find
that quite difficult, because | am not comfortaliéh that and I...I understand
there is an issue of patient consent and Celedsxibw kind of having...| don’t
know whether it is going to end up being withdrabut is having lots of extra
contraindications put on, but that is quite difftonhen someone else comes in
and says “Well nothing else has worked and | domrtd risking it and | know

the risks” and you are kind of, like, well | am metlly satisfied.” Registrar 11

“And this is awful isn't it, because it is kind ke a personal...it is how
comfortable you feel with it, rather than lettirigetpatient go away kind of
knowing that he will be pain free or something?t,Bou know, if | said “Yeah,
OK, that’s fine, we will try it very cautiously.hen | just sit there and just worry
myself sick for the next, you know, few weeks uttigy have a heart attack and

then blame myself.” Registrar 11

“I find it really difficult kind of saying to someody, “Yes, you are on this
medication and you are fine on it and your symptanesunder control, but we

are going to change it.”” Registrar 14

“We did sort of sit and discuss it at one of thagbice meetings and a decision
was that...they pulled a lot off of all the ischaeimeart disease and then they
pulled off a list of sort of the stroke patientsveall, because a letter had come
around from the Primary Care Trust saying that theyght it was increased
risk for angina and stroke and amaurosis fugaxnbbbdy knew where the
evidence had come from for strokes, so they werkihg into that, but we were
pulling all those patients first and then tryinggeet everybody else off it.”
Registrar 7
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Management — Referral to Allied Health Professisnal

Of the different Allied Health Professionals avhli social services, occupational
therapy, physiotherapy, podiatry and chiropody,rdgstrars mainly mentioned
referring patients to physiotherapy (physaoy it appeared that they had the most
experience at using them. Most of the registracsdood access to physiotherapy with
a number of the practices having in house physiafhists. A number of issues were
raised with regards to physiotherapy. The registn@entioned using physiotherapists

to make or confirm a diagnosis and to thereforeigdethem with a second opinion.

“I kind of rely on physios as well because, I thinkknow the physios that we
had in Blyth, because | spent a session with has, ially good at reviewing
the diagnosis because very often, she would juste@ple with shoulder pain
and no actual diagnosis, so she would actuallgiywork out what was going

on.” Registrar 2

“I have to say | am probably over-relying on the/gibs to the point that,
sometimes, | explain to the patients that, you knibwy really are the experts

that can assess joints fully” Registrar 4

“I wondered if they were getting wrist pain becao$eepetitive stress injury
and | referred that to the physio. More from agbyssessment point of view
to see whether they thought it was or whether getyally thought it was
something else, and if they could advise them d@iseaanovement that they

should then avoid.” Registrar 7

“I have found that physiotherapists are really gaotlially. Particularly they
are very good at sort of recognising whether somgtis mechanical and they
will be quite happy to see somebody with that, smdl often find that quite
reassuring if they have seen them and done thamemation and they are not
worried. | mean, the only example | can thinkladttis one patient | have sent
to them that | was worried about that they were alerried about that made me

feel much happier about referring them” Registrar
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“Ours is a bit about presumptive diagnosis anchysand stuff and they were
like ... you know, they are really not that botlteadout what you write, because
| always try and write everything and try and bever and know what is wrong
with the patient, but they will just do everythifrgm the start anyway, so...”
“Because they know you don’t know every time yoiere¢hem a shoulder?”
“Yes, yes” (FG 02 Registrars 3,1,2)

A number of the registrars had sat in with the ficaghysiotherapist as part of their
training or had personal experience of having sephysiotherapist and had found it

both interesting and useful for their work.

“When | sat in with her at the beginning, she wasriesting because she says
“You know, don’t bother with the whole descriptiohwhat muscle is doing
what”......"You have spent five years looking dtthese different systems, |
have spent three.” and whatever, | think she ishmmore senior now, but you
know, she has spent all her time on the musculesdedystem. You know, she

will know a whole different level of sophisticatidnRegistrar 8

“Myself, | had a chondromalacia, well | had a sarpatella tracking problem
and after running and when | went to the physie, gdive me exercises to re-
educate the vastus medialis and it was extremédgtefe within a few days, so
| know that they can do things and that they knouwcimmore than me about
these things.” Registrar 8

“I went and spent a day with the physios but thas yust really to see what they
did and make sure | was sending the right thingstching them examine and
you think “Oh my god!” You know, they have an haund they strip them all
off and do everything properly.” FG 02 Registrar3

One of the registrars was very influenced by ewigdrased medicine and queried the
evidence base behind using physiotherapy.

“It is more about what the evidence says about \whgsios are going to be

helpful with. If that makes sense? Because Ighophysios would be good at
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everything, but then talking to them, they sorsaifd “Well, there is no evidence

that physio actually helps.”™ Registrar 9

“l am not sure if there is that much evidence fitatsio actually helps. | know
there was that article in the BMJ, not that | aryirsgithat, just the fact sheet

itself is probably as useful as having actual physiRegistrar 9

Other issues raised included the timing of refexalhysiotherapy, in particular
because access to services appears to vary widtblypatients often having to wait a

number of weeks to see them

“I wasn’t sure how many weeks like, you know, wltleay are seen in general
practice. How many weeks should we wait? And wsiaould we refer for the
back pain or not? As soon as | got, like, a biterexperience, | got a bit of an
idea. When | read about information a bit more bstart seeing more back

pain.” Registrar 10

“One of the other issues | have had which is mdamd of management thing,
is the guidelines say you have to be aggressive adgtite back pain at an early
stage, and we have just discovered that thersils month waiting list for the
physiotherapy. That is the in-house physiothempywe have been ...
everyone had been referring to physio and noboaljsezl they weren't getting
appointments, but now we know that now what do o’ dFG2 Registrar 1

Registrars appeared to be frustrated that thelyregeeived any communication from

physiotherapists which they could use as feedbegérding their referrals.

“I think that is what is partially annoying abobietwhole system is that the only
way | tend to get any communication is when theyelgeen someone for a long
course of contact, and they feel they need refermd a specialist and at that
point, they will give us a summary of what has hexpgal and query diagnosis of
so and so, please re-refer on for arthroplastyr@tewer... It would be useful, |

think, to actually get a bit of communication a¢ #nd to say, “Yeah, | think
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you are on the right track”, or “Physio doesn’treei® make much difference.”

Registrar 4

One of the registrars had had a patient referreld tuathem by a private physiotherapist
with a request for further investigation. Agaie tlack of formal communication was
highlighted.

“l was, bit, a little bit annoyed actually. Inilig, when he said the physio is
suggesting we do and have this scan and go to speatP to refer. | think
that physio, the first thing.... | mean, it is io¢ first time ever it has happened.
| remember a few cases actually, and the physichggested to have an X-ray
and | said “Well, if the physio is thinking sometbg problem there, they should
advise you and give you an information letter alvoliat they're suspecting.”
Then you know that there was a problem and what #$eay're looking for.

They should have given more information. “Thaavé found on examination
blah blah blah these, err, findings. Would yowapkeinvestigate these things
further?” Like the time opticians actually findrsething, and they send a letter
and ask “Would you please refer to the Ophthalmet8gl have found these
findings on ophthalmology examination, and am giwou the information.”
Registrar 10

Management — Referrals

The registrars appeared to have only made a codipéferrals to secondary care during
each six month attachment in general practice.y tiscussed the dilemma of when to
refer patients to secondary care, and in particutdnopaedic surgery. They appeared
concerned that they may not be referring patieppsapriately and what the response of

the team would be if this were to occur.

“Yeah, | mean you live your whole...especially whemu have been in hospital
medicine, you spend time listening to people whimge@bout this crap referral
from a GP and how they are wasting your times tbore difficult I think, with
professionals, who you have not got as much expegigvith. So people like

physiotherapists, occupational therapists who,kgmaw, | don’t understand,
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you know, in as much detail as consultants in Hoey work, what they can do

and what they are happy to deal with.” Regisbrar

“So sometimes referring to the orthopaedic surgemadit of a...I find it a bit
of a dilemma whether to and nobody seems to hoagth | haven’'t asked but
nobody will tell you whether they want to see peogdoner or later.” Registrar
3

“I think from the orthopaedic side of things, | tight that, | don’t know, GPs
were always sending, you know, every joint pairtaugou and you know that
there was... that the orthopaedic departments alsegm really busy, but it is

not like that.” Registrar 8

Regarding back pain: “If you do find a slightly textd reflex, or whatever, it is
then “Right, how quickly do | need to refer thendawhat is the pathway for

it?”, and that is never very clear, and so you @ndeferring people. And we
don’t have direct access to scans and things girastice so, you know, you

end up referring them and it is like, “How urgeotybu make it?™........ “Itis
that grey area of it is not quite right, but iwkat pathway to take and how to be
safe with that.” FG 02 Registrar 3

“You just feel that you are wasting the time of tréhopod, but you are still
thinking for the patient’s sake if you don’t doghyou are just losing the lost

battle or fighting a lost battle.” Registrar 12

Having worked in either an orthopaedic post oreurhatology post appeared to

increase their confidence at knowing when to refer.

“Generally having worked for some orthopaedic sargeand knowing that they
operate on most people, I think really if they wango, and if you feel that

there is a chance that the orthopaedic surgeontiehble to do something for
them and they feel that they would like to disatissiyway, then | am happy to

send them.” Registrar 11
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“l did four months in Ward x with Dr X and | justrid of did a bit of
rheumatology there. We didn’t do a huge amountvak just a medical ward
really, but we had lots of rheumatology patientsl$bink | knew that, you

know, that sort of patient we would see in theiclthere.” Registrar 1

One registrar mentioned referring patients to séapncare for reassurance.

Discussing patients with symptoms of the menopaunsigoint aches: “I think
there has been two ladies that | have ended upirefe But more probably
through my inability to completely reassure theat tihere is nothing more
serious going on.” Was it them asking for the meflieor were you? “No,
probably me. Probably me because | wasn’t absayowith certainty there was
definitely not joint pathology going on, althoug¥eeything is pretty negative.”
Registrar 14

Registrars appeared to have a lower thresholdefernng children with

musculoskeletal conditions than adults.

“I think with children they don’t tend to complaabout, well less than with
adults, they don’t tend to complain of things usléss really a problem. So if a
child came in complaining of back pain, | wouldrbhach more likely to either

refer or investigate than if an older person diR&gistrar 9

Some comment was made about what investigationddbe performed prior to

referring a patient to secondary care.

“l think there was something that came throughpibst the other day about
doing certain bloods before you refer. | don’tadty bloods before I refer, | just
refer, so | am thinking, now maybe | should staihd, you know, just full
blood count and ESR and checked for those thindgleen refer probably
would be better.” Registrar 1
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Management — Joint Injections

Two of the registrars in the interviews and onenglpart in the focus groups
mentioned joint injections, in particular, as arportant management tool that they
would consider and they appeared comfortable ter dffese to patients with trainer
discussion and supervision. Both of the registndre were interviewed were more
experienced doctors, both in their final six morghgraining: one having worked in
Orthopaedics and Accident and Emergency beforegdmmmedical rotation, the other
having worked as a staff grade in Rheumatologyeyldeemed to consider injections

more frequently and at an earlier stage in patigartagement.

“A lot of things, or some things, seem to come daava trial of a joint injection
and then you hit a stumbling block, because yowkimoyour own mind you

can offer it to a patient but you technically caditit, or you need to do it under
supervision and it would just be nice to sort ofabéhat confident stage of
“Right, let’s try a joint injection.” or “Do you wat to try a joint injection?”
“Fine, we’ll sort it out for you, and come in anaéwill inject it.” Done and

dusted.” Registrar 3

Regarding tennis elbow: “So | manage with a pallekiand if it is still going
on and it stops....l also raise as soon as itstsiding your daily life style, then

injection.” Registrar 6

Regarding shoulder pain: “A lot of my approach iseay simplistic one, is that
a lot of things improve with time. Non-steroidal® a first line, joint injections

after that and referral if appropriate.” FG 02 Regr 1

Other, less experienced, registrars only considgiatiinjections where other

management strategies had failed.

Regarding steroid injections: “I will use that asemf the last GP resorts”
Registrar 12
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Joint injections are generally only performed kgulgroup of general practitioners.
Some of the registrars were unsure as to whetheotahey would like to be able to
provide them themselves whereas others were meéhesastic about learning.

“I am not really sure what things as a GP | am wato do as, you know,
extra, and at the moment | feel quite uncertairuaipmnt injections and, you
know, when you wouldn’t want to do them, and ss itot something | would

want to particularly learn and do now but, maybémfuture.” Registrar 7

Would you like to learn? “Oh, definitely.”.....l tvould want to inject the
shoulders and then the elbows.” Registrar 12

Some of the other registrars had already had eeqpaziof injecting joints in a
secondary care setting but did not appear comfiertaith performing them on their

own in a primary care setting.

“l did it with her watching but | never actuallyddit on my own......It was good,
| mean, getting aspirate and things, and | had begght but, you know, |
haven’t had the practice, and I think it is someghi you don’t have the

practice, then you don’t feel confident.” Registta

“l did a fair amount of joint aspirations and injens during rheumatology
but.... | feel comfortable doing it, | know wheredtick the needle and | just

don’t feel the options are very available to menysurgery.” FG1 Registrar 6

All of the registrars felt that joint injections veeuseful but expressed concerns about

not being adequately trained, injecting the wroreaand side effects of steroids.

Use of injections:
“l liked doing the injections. | like injecting pele, because it often has quite a
good effect and pretty quickly, although | know mofthat is just the
Lignocaine working.” They all come back in a feweks later about something
else and they say “Oh my shoulder? Excellent yoawk” | like that, and I like

it when people...... you know, when something wddkpeople.” Registrar 11
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Training:
“I like to do the course and the other thing | likesee first, before | started
doing it. 1 like to be, have some attachment wibime specialist or any person
who is doing it. Just to see if, even | did misargery course — that’s fine, but
it's not practical. You've got the model they piding you, injecting the thing.
You're not that conscious you know. You can in@aywhere you know. But
injecting practically, the patient, you can't dkedithat, you know. You taking
out the needle, sticking, taking out, “No it’s ribé right place, light not green in

fact.”” Registrar 10

“Well | was asking my trainer about this, and hentven one course | think, and
then has kind of taught himself about how to dbuit, it becomes so much more
difficult now when you have got to get competendashings and you can’t
just have a go and get on with it. | wouldn’t knbew to go about learning to

be honest.” Registrar 14

“Having more clear guidelines as to... these aegdints you can inject and if
these signs are there, then it is suggested tisat therefore you are not going

to do any harm by injecting it.” Registrar 14

Side effects of steroids and concern of infection:

“l am also scared, | mean, you know you need sustlrde technique and say
you do introduce one little bug and it becomesis@pt would feel awful”

Registrar 1

“When | was a house man, | was told, oh, my coastidvas very much against
steroid joint injections because certainly, fordders, he felt it thinned the
tendons and they were more likely to rupture whecdme to operate on them.”

Registrar 3

“If I knew that it was appropriately indicated, bwid not have a problem doing

it. Itis just | have still got this conflict irheé back of my mind that | know that a
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lot of arthritic knees potentially end up beinglesmed, and if you are doing that,
then you are potentially not helping the surgeoR€ggistrar 3

“l am very cautious of steroids in general, andidw that | am.... | mean | don’t
want to completely wear away their bone by givingnh too many injections,
basically. Everything has side-effects, and Ikhins not.....often people find it
works for a couple of months and then they are badleing in pain again, and
they can’t have another injection straight awayl sam often it is ..... although it
seems to work and gives some relief for a whiles 1ot really a long-term
solution as far | can see, with a lot of people tretefore sometimes it is better
to try and find something that might be able ta &abit longer or give a bit more
relief for a longer period of time but that is ofitgm my own experience. You

know, people say “Oh yeah, it worked grand for wonths.” Registrar 11

“l don’t know. Maybe | should feel more comfortatdbout aspirating it in the
surgery but | don't...... | don’t have any aseptiaff really. All | have got is a

green needle and a syringe.” FG 1 Registrar 6

Injecting the wrong area:

“l would be worried about hitting the wrong placeRegistrar 9

“I wouldn’t feel comfortable doing injections | hen't done, because it is quite
easy to hit the wrong place and it is not very riarethe patients.”...... “I still
leave it to kind of more my latter options, ancdbhtt know if that is the right or
wrong thing to do, but I try other things firstddn’t know. | think that is
because | am not overly confident at prescribimgg and often people have
had them, you know, three or four months ago, anfdmas | am aware, you are
allowed about four a year to the same joint, kaminot overly confident at
prescribing that kind of thing and saying “Comelbac, and | still like to get

my trainer in to say “Do you think an injection wdunelp this?™ Registrar 11
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“I think in general practice you haven't got theck up of sometimes knowing
this is definitely the right diagnosis, so if itdefinitely this, | know that a
steroid injection is going to help, whereas in meréiary care you have got that

back up, so that would worry me.” Registrar 14

Management — Alternative Medicine

Alternative medicine was also a commonly discussed. Different forms of
alternative medicine were mentioned with oral gkaraine being the most common. A
number of the registrars said that they had haeémtatask for glucosamine during
consultations for musculoskeletal conditions aray ttelt relatively comfortable
regarding this although appeared to differ in hbeytresponded to this request. This
appeared to be because glucosamine is much moma@omused and discussed in
mainstream medicine when compared to other compleEmemedicines. A few
registrars mentioned other forms such as chirojvasteopathy and acupuncture.
Three registrars worked in a surgery where oné@fibctors performed acupuncture
and one registrar worked in a surgery where orteepartners performed
manipulations. Opinions differed as to the berwfalternative medicine and whether

or not they felt it was something they should dsscwith patients.

“I haven't got a lot of knowledge about chiroprastgo | am reluctant to advise
therapy. | don’t know what they do. | know theymanipulating and like local
massage type of thing, | think, but not exactly tthay do. So | am not quite
sure what type of patient is suitable for thattireent.” Registrar 6

“She come back in a couple of weeks. She saysaheto, she have seen
chiropractor and he did whatever the treatmentawve ldone to her and that’s
made a huge difference ,and I think the painkiBearot right thing for her. The
chiropractor is the right thing for her” Registddy

“I don’t know much about alternative therapies &ddn’t know if any of those
are useful and | wouldn't like to advise people@toanything that | don’'t know

anything about really.” Registrar 11
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“It is something that when | have got some timeouid really like to learn a bit
more about. | would like to do something, you kndwvat just gives me a basic
rate of knowledge, so that | have something elaeltban do with people”
Registrar 11

“I think one of the big things with medicine isath...it is changing all the time
and so are peoples’ expectations, and | think congpitary therapies are
becoming more prominent, and people are kind dflgrey hold of these things
and coming to us for advice, and | think.... | gwé a belief that they are
complimentary therapies and they can complememr diind of medications,
but | think a little bit of knowledge is quite dargus.” Registrar 11

Regarding acupuncture: “He started to explain abdtérent points and targets.

It just all sounds magical!” Registrar 11

“For people in X, the popular therapy at the momeitihe local Chinese herbal
shop that has opened up, who offer you anythinglikeufor about 100 quid!
Acupuncture, some balm to run on and some pillspanidns to take. People
are doing it and they are spending money. It iseqghocking actually, and
really how much.... | guess you know how despegpatele are, because they

are parting with significant sums.” FG 02 Registta

The GP registrars on the whole, identified thisilasrea which they would like to know
more about. In particular they wanted to know alhmwv alternative medical

practitioners are regulated, what the potentiaefiesshand risks are.

“I have said, some people have said acupunctups hlelit that would be good if
there was something that said, not biased, itgag$ the facts. It showed this to
be effective and whatever and advice to patiefftkat would be good.”

Registrar 1

“l think we should, yeah, because, you know, | knelat opticians and dentists
do, so I don’t see why I shouldn’t know what chiragtors do and the private

physios as well.” Registrar 2
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“I have heard some bad stories about chiroprag@rscularly doing more harm
than good and being unregulated and that kindingthlt does make you
slightly less willing to suggest them to people.and maybe have an idea of
what some of the local ones are like, local to whegru are working, so that you

can actually recommend or not recommend as thensagde.” Registrar 2

“The other people are the sort of chiropractiti@néne alternative people,
because all of these patients are seeing thosdepaag they ask you what you
think, and | basically say | don’t know, and | ctt say anything against them
and couldn’t say anything for them, and if theyihit is helping then | think it
Is perfectly reasonable, unless there is sometigally stupid going on, and |
think that is another difficult thing is that thaye often getting lots of other

attention from other people.” Registrar 5

One of the registrars had had some teaching alsapuacture as part of the

therapeutics module in their vocational trainifithey had found this quite useful.

“Yeah, at least | can explain, if someone askswiat it is like. Does it hurt or
what have you? At least | can say “Well it does$nitt normally, and it may

work, it may not.”” Registrar 4

One of the other registrars discussed how, if p&gievished to avail themselves of

complementary medicine then the onus should bé@m to do the research about it.

“It would probably be sensible if we did know mobeit | don’t think it is
something that you necessarily need to know a hogeunt. Yes it is an option,
but it is almost because it is outside, it is caenptntary medicine, | think the
patient has to do the research about it and nassacily the GP, just because
there is no way we can advise them on the riskis ahd | think if you are
suggesting something to somebody, you have getkeresponsibility for that
suggestion, which is why | think it is much betfethe patient says “What
about...?” and you say “Well, this is what | hawatd from the medical side but

| have no objection to doing that.” | think thatd better way.” Registrar 3
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A final comment on the subject from one of the s&grs.....

“But we know medicine is a lot of quackery as welRG 02 Registrar 1

Management — Sick Notes

A few of the registrars mentioned issuing sick sdtepatients for musculoskeletal
problems and the concerns that they have regatdesg. In particular they highlighted
their concern that the patient may be manipulatyegdoctor to their own means and
the internal conflict that this creates.

“It will probably be better if, as a GP, or it wéasa GP doing it (signing them
off). If it was actually somebody probably from skpwho probably had a
better idea about how long you can sign peopléonflonger term and also, then
you will have somebody who is involved in gettihg patient back to work.

The trouble with the GP is that you are almosthengatient’s side, which is,
don’t go to work and then you get into this whofeweell, | have got to protect
my patients, so don’t go to work. Whereas if yould put or if you did have
somebody who was happy to sort of liaise and gahtbn light duties and that
sort of thing and it was done through a work enwvinent, it would be so much

easier.” Registrar 3

“l find that quite often | feel like | am not aclyagetting very far with people
and | am, you know, writing sick notes constantig am actually not making

much progress. That is not very satisfying.” Ragr 4

“Then there are the people who want sick notes wd® sort of, very nebulous
symptoms and you feel quite frustrated by themabse you know they are
wasting your time and you also feel quite frusuldtecause, you think, well
there is probably......you feel that examining theractually a waste of time,
because you know that you are not going to findf@ng. But at the same time,
occasionally there is going to be somebody whogoas real problem you

don’t want to miss. There is that conflict betweenif it is someone who is
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manipulative and needing sick notes, they areylikebe the sort of person who
Is going to need a long-term relationship with atdg because they are going to
run into all sorts of problems. But at the sameetiyou don’t want to.....in an
effect you are an agent of the State and it isgibbalso better for them to be at
work than off work for their health as well. Saths where the conflict arises
and then when you are not confident about rulimggthin and out, that makes
things very difficult.” Registrar 5

“I think if someone says they are not fit to workdas quite adamant about that

then, you know, you need to take them at their worstart with.” Registrar 8

Management — Medico-Legal Issues

Two of the registrars who took part in the intewseand one from the focus groups
highlighted concerns about musculoskeletal probleeisg caused by accidents and
therefore their actions having legal ramificatiois raised questions about how this
would affect their management, the assessment gaggants require and what the
patients might want out of the consultation.

“There are a lot of people who have come in anc:hast been shunted from
behind. Some of them are honest and say “Theansercompany told me to
come and tell you.....and | have to come every figet any symptoms”, which

| find frustrating.” Registrar 5

“If for example a court decided, that a case cameourt, and they called me as
a witness. What would the court feel have beesamrable for me to have done
at the time? So that the court doesn’t turn arcamdisay “That was a ridiculous
examination” and “You couldn’t possibly have madg#iagnosis on your history

and examination.” Registrar 5

“The other thing | feel with those patients isthiéy do proceed with that sort of
prosecution or whatever, that they are going toetmrprobably psychological

harm and the neck pain is going to last longerd Am you want to try and help
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them with that, if possible, and not say “I thinbkuyare stupid to bring this case
because that is not going to help” but try antis .feally hard to try and play it
down but at the same time be sympathetic.” Regist

Regarding consultation for whiplash: “I felt thhetlegal side of it and the
financial side of it was upper most in her minche®ad seen other people
before me and she had also been referred via,' 1 kloow whether it was an
insurance company or something, but not via thetjpeito see a physio and get
a full insurance report and this kind of thingand someone along the line said
“Oh, it might take six months to get completelytbetand she had latched onto
this and | was giving her sick notes for sort obtweeks / three weeks.”

Registrar 8

“l think that is also to do with the compensatiaitagre, you know, looking at
the worst thing that could happen and the mostnirgpeng to deal with, rather

than you know, playing with time and exercises’giR&ar 8

“You know, they start asking about compensatiortsaack notes and all that
kind of stuff. You are thinking... sometimes ytink “Where did that come
from?”, because it seems that they really haveagetl problem and you think
“Well it is not going to be an issue”, but some jpleoyou do wonder if.... oh
well, | did it, it happened, it started at work dritiink you wonder how much
you have written down in the notes, and in fivergeane, will they be suing

their employer for money and stuff like that?” B& Registrar 2

Management — Managing Sports Injuries

A couple of registrars particularly mentioned issuegarding the management of sports
injuries. One of the registrars had encountereduple of patients with these problems
whereas the other had a trainer with a specialaaten sports medicine. Neither
registrar appeared confident at managing thesdgmsband felt that they should be

managed in a different way to the same problemnarasports person.
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“From a sort of history and examination point adwi | could do the diagnostic
bit. That was fine, but actually the importannthifor her wasn’t that. It was
the fact that she is a long distance runner andlbog/ should she be resting for

before it was going to go, and that sort of thingégistrar 3

“In the context of a sports person, when they atrbgck to using it, because
Joe Bloggs in the street, it is not so much ofsane, because he will probably
rest it and then when it is not quite as painfuhvben he wants to, he will start
using it again. Whereas these people are comamg & different angle.”

Registrar 3

“Knowing that if | gave her the wrong advice ane stent and ran on it and it

got worse, then | would be in trouble really.” d¢rsrar 3

Managing sports injuries — “not terribly confidertlo, fairly hesitant, but |
think it is something that | can look at in theuite and you can..... | think |
would be able to take a better history now thamwiggfwhich might give you

clues. Really there would only be kind-of cluesrte.” Registrar 8

In the focus groups, some of the registrars expre®e opinion that, as patients opted
to perform sports, they ought to be willing to gay private medical care for any

injuries they sustained.

Management — Chronic problems and chronic pain

During their general practice attachment, the migjof the registrars had seen patients
with chronic pain. They described how difficulethfind managing these patients and

how they can be left feeling helpless and frustrate

“I have seen people who have been sent a longagoeand they have been put
on Gabapentin and various other things, and thegtdl on those things and
they are still complaining of back pain, so | ddaiow. | suppose it is like

anything else; you are going to get people thatareunot going to find an
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answer and not going to able to sort of help theth.Ww And how do you feel
about those? “Often quite frustrating, but usutilgy come to see me about
something else, so | just ignore it.” Registrar 9

“You have seen the patient — young gentleman whoamty 35 or 39 and he
had anxiety, depression and then and he is onitiigatlowance you know.
And it has been, never got better, years and yddeswas so frustrated about
his back pain and.... like, you know. He had bssging different partners,
different doctors in the practice and he came iset® one day and he was so,
couldn’t sleep due to serious low back pain. Nmwhd very well and couldn't,
not able to walk very much. 1| think that sometirties back pain can be
completely disable to them and that’s the one patiecally make me bad.”

Registrar 10

“I think it is really difficult and it is not muchhave had much experience in. |
don’t feel that confident with it. | feel quite middent in sort of looking for

other sort of contributing symptoms and talking@tdow mood and depression,
but it is something | do find quite hard.” Why2&1 because of the multi-
facetted nature of it and there are so many thoogsributing. There is the
patient’s perception of pain, sort of illnessesngodn, social implications, the
fact that they are off work and it is just suchugé thing to deal with in a short

consultation in a patient that you don’t know.” distrar 14

Management — Psychological Issues

The registrars demonstrated an awareness of hoshlegical issues can affect

musculoskeletal conditions or can be a cause otutoskeletal pain.

“You know those kind of patients where the patiartsinconsistent, but they
complain of terrible generalised joint pains. Reflnctionally impaired. |
think sometimes you do have to step back and ttwil, is there another

overlay of something psychological or social goam®” And | think it is quite
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easy to get caught up and forget about, when exreriggiving you kind of

physical symptoms to cope with.” Registrar 4

“A lot of the musculoskeletal problems | have seéan do have psychological
component to it, either because they are livingpwhronic pain, which you can
understand that can get them down if you can’ogetbp of the pain, but then
can....you know when depression presents as dtimgstand that was

something that struck me.” Registrar 7

“l am a bit more aware... since doing general pcadtam a lot more aware of
things like depression playing a role in chronimpand the pain does seem to
get better when people’s depression is treatedpimliably still just need a bit

more experience of it.” Registrar 9

“People come with musculoskeletal symptoms or gbmuscle pains, but then
it is not that.....they have perceived it as phir,there is no actual obvious

cause for it.” Registrar 9

“| feel quite confident in sort of looking for otheort of contributing symptoms
and talking about low mood and depression, bt $sbimething | do find quite
hard.” Registrar 14

Management — End of the track

Three registrars highlighted that they find it heyeexplain to patients that there is

nothing more that can be offered to them. Thisaaur in patients with

musculoskeletal conditions and in particular ostéwiis and chronic back pain.

“l am not very good at actually saying, “Look, we ghe end of our kind of path
here. You should carry on with all that good adwou have been given and |
am afraid there is not much more that we can daldn’t like it when people
come in saying they are in pain or functionally airpd, and | always think

there must be something. Probably often theré.isrRegistrar 4
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Regarding a patient the registrar saw on a honie ¥@ne of the trainer said
that he/she knows well actually. | only met oncéwace but he said that
“There’s not a lot you can do. He/she’s 89. He/shs severe arthritis.
Nothing you can offer very much, you know, and yadi the right thing.
Nothing else we can do.” That’s exactly his warddow do you feel? “I feel
very disappointed. |try to help them and try tmf them to the normal life,
but | feel very disappointed because | cannot do’"tHRegistrar 10

“l get the impression as you get older, you geit alore blasé about things and
they kind of like, well, you know, you have triedegything, and that is just
really unsatisfactory to me, because this patenbviously in a lot of pain and
he/she is young and it is just..... | mean, | knbeften is the case where you
kind of can’t do anything else to help someone,lfaunh still coming to terms
with that.” Registrar 11

Management — General Practitioners with a Speaigtiest

Only a couple of the registrars had experiencesokgal practitioners with a special
interest in musculoskeletal medicine although almemof the registrars had worked in
surgeries where a particular doctor might perfavmtjinjections. These registrars
discussed how they might direct particular pati¢atsee these doctors and at times use
them to provide a second opinion.

“And again if | had any doubts about diagnosis duydu have got negative
investigations, blood tests and stuff, you clinicaluspect that he has still got
rheumatoid, then I just get a second opinion frbim guy and this is what | will

use him for.” Registrar 12

One registrar suggested that having GPs with spetémests may reduce the need for
other doctors to learn about a particular areatlatthey could become deskilled.

“There was a patient with funny shoulder pain wheras a Phase 1 registrar,

who | got the partner with an interest in muscuéstal medicine to have a look
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at. |think that is probably the reason why | aob very strong on this either is
that he was there in my Phase 1, and all the pidagners and other doctors in
the practice used to rely on him really for sth#y weren’t sure about. And we
also had a really good physio, who didn’t mind yeferring kind of
undiagnosed stuff. She would have a crack at wgrkut what was going on.
So there is not really that need, is there, tonfeaBecause you have got these
other experienced people to refer to.” Registrar 2

Management — Difficulty of co-morbidities

One of the registrars highlighted the difficultyrafiny patients with musculoskeletal

conditions having other medical problems and has/¢hn affect their management.

“The other thing that really stands out to meldeopeople with osteoarthritis
that has been shown on X-rays, that have got @omitlo-morbidities, are on a
million drugs, not suitable for any kind of surgenyd their choice of analgesia
Is so limited that they seem to get no relief.oh'd know where to go with those
people.” Registrar 11

Management — Using Time

Using time as a therapeutic tool is a common manage strategy employed by
general practitioners although it was not discusssgiently by the registrars. As
mentioned earlier it was possible that the registwaere using a course of non-steroidal

anti-inflammatory drugs in this way.

“l probably should be using time a little bit movell.” Registrar 14

“I think the time they have had the problem makesgfarence to me. If it
started yesterday, then | would wait and see aay 'Well any sprains, they
take about six weeks and if it is still a problefteathat, then come back and we

will think about what to do then.” So | kind ofda time a little.” Registrar 1
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One of the registrars mentioned using time as aydw®] tactic which is often used by

junior doctors:

“It is really one of those ones where they havethe room and you thought

“Please don’t come back and see me; please conkdrb&ebruary
2

Registrar

Management — Local Services

A common problem that registrars face is, not kmgmwhat the local services are.
This is something that they often have to discusis tleir trainer. The registrars

mentioned that it would be useful for them to knowre about what is available.

“I wouldn’t know much about what kind of servicé®te were and what are the
common conditions there might be that they wouldhdepy to see, so that

might be something else that would be useful abdwregistrar 4

“You know everywhere is different and | didn’t risgl.... that is one of the other
general problems about musculoskeletal thingsasttiere are so many
different places people can go, and you have gadeewhere is appropriate to
send who, at what time, and what they can expeg¢tout of that. You don't
want to....| am very desperate not to waste pespieie, both the patient and

the other professional.” Registrar 5

“The other thing that would be helpful is what seeg are available and who

should go where and when.” Registrar 5
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Management - Guidelines

Registrars revealed a desire for guidelines ab@unaging musculoskeletal problems.
They felt that these would be reassuring as thejddoe confident that patients are

receiving a specific standard of care.

“I don’t like guidelines like the one this consulténas described to my friend,
saying that you have not done this so | am nonhgeiiem, because that is really
unhelpful, because there might be lots of othesara why you want them to
see that particular person. But it is quite necldve guidelines to support you
in doing something that you might have felt outaoimb doing before.”
Registrar 2

“Definitely a good system for back pain. It woudd good to have a flow chart
in my head which | have almost got now, but it vebbé good to have someone

talk through that and what advice you can givedope.” Registrar 14

Regarding cervicalgia: “I think honestly, from mgipt of view, | think that |
need a what would you call guidelines or somethindeal with that, because
you see quite a lot of them”......Why a guidelin@zcause you see them and |
mean | saw quite a good amount, and it is act@Read Code. | think
essentially for the patient, for myself, you needb¢ sure that it is universal or
uniform treatment. Everyone is doing the sames Vvery common. It needs, |
feel, it needs some guidelines so you know exaditigt you are doing, everyone

else is doing for this.” Registrar 12

Results — Educational Experiences

The second theme of the interviews and focus gragsssurrounding medical
education, covering the education the general ipeaotgistrars had already had along
with the education that they would wish to havis mentioned previously, some of the

registrars had not had much in the way of muscelies&l education.
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“Given how much of the consultations they takeltpink what is really
lacking is education in musculoskeletal problertss just not something that
really gets taught very well at medical schootloh’t know, it may get taught
very well, it is just | don’t think as a medicaldent you are particularly
receptive to it, because it isn’'t the kind of stybu need as a house officer, so
particularly in fifth year, your brain is just fosed on what you are going to
need to be able to do the job in August,” Regitra

“I think it is difficult in a way, partially becawasthere are obviously so many
different joints. You know, part of the kind ofetthazard is you have got to
examine them, work out vaguely what is going on threde are so many bits
that could be differentials, so that is one diffigu | suppose, partially our
exposure to some things are quite minimal, sowthan you actually see things,
it is quite unusual, and then we are not very cdergeat knowing quite what to
do about things. | suppose when you comparentetioing like respiratory,
when there are maybe five things that we see loaédrd of course there are the
weird and wonderful things, but people tend to bieegll with them, and we
know to refer them in straight away, whereas muskdletal, | just feel it is a
bit of a big abyss, and although | should know alaifferentiating, you know,
degenerative from something inflammatory and resigg the important red
flag conditions, it just feels there is a wholedaaut there, and a lot of it | have

never knowingly seen.” Registrar 4

Only one registrar brought up the concept thatetimeight be an issue of “unknown

unknowns” in the area of musculoskeletal medidire the registrar not knowing what

it is they don’t know. In general practice, rerass are encouraged to develop their

own curriculum and identify what it is they woullld to learn about. There might

therefore be learning needs that they are not resimg and they might be not best

placed to decide where their level of knowledgeusthgit.

“If you don’t know what else there is, then it eafly hard to know what else

you might be missing.” Registrar 2
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“I like to have a list of things. | can tick offi¢ really important stuff. If you
don’t know what you are missing, you don’t know Wwheerybody else is
missing either, so it is difficult to know wherewdevel of knowledge should

sit.” Registrar 2

“I don’t really know what a normal GP should ambsldn’t know, and so it is
easy to kind of go, it is not just me being rubb@h‘should’ or ‘is that’ too

much.” Registrar 2

How they learn currently

The registrars discussed the different stimuletrhing and methods by which they

learn at present.

How they learn currently — Keeping the diaries siiated learning

Keeping a log book or diary of consultations arfteoting on this is a recognised
method of learning (see Chapter 1). Some traingeghis routinely with their

registrars as a way of identifying learning need@ike registrars did comment about how
the act of keeping the diaries for this study hielcted them.

“I mean, it taught me that | should really reviskttée bit.” Registrar 1

“I think it was useful, because it made you sortook out why something felt
difficult that you would expect. Sometimes you ageatient and you think

“well that is not really difficult”, and | wasn’'tilse what | was doing, but | am
not quite sure why and having to put a reasontfdhat was quite difficult but

useful.” Registrar 9

“And this time you actually gave me, actually, thary and that’s actually
changed my mind that I'm not very good rheumatologyhy should | not have

some tutorial?” Registrar 10
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“It helped me look at things a lot more. There wahap who had low back
pain but he was kind of twenty-three, had posssbiye neurological features
and possibly some symptoms suggestive of ankylagmogdylitis and kind of
writing things down, not only in the notes but wrg it down in the diary made
me really reflect what am | more worried about, ikahe most serious thing to

do first of all.” Registrar 14

It was recognised, when planning this project, #sking registrars to keep a diary of
all their musculoskeletal conditions for a montrswgaing to be a significant task for
them. The main aim of the diary was to try to grwecall bias although the registrars
commented that it was difficult to complete therdiantries straight away and at times
they found themselves completing previous day’s@nt This problem would

probably also apply when diaries are used for etttutal purposes.

“Initially, when | started, it was fine because,atthwould do is see something
and then write it straight after, but then | ddaribw what happened. Then |
think my surgeries got busier and | began not hiatime to write straight after
the consultation, so then | would have to writguting a break and then other
times, | think there was a couple of days thatrddo, but | remembered that |
thought, “Oh gosh. | haven't written” and thenaldito go back and look

through the actual patients.” Registrar 1

“It is difficult to write it in your diary straighway, and so | don’t know
whether | have recorded all the information as eately as if | would have just

written it down straight after the consultationB€gistrar 9

“The only problem was because, sometimes | dicttially do the diary until
next day, because | was running already late &sdty busy practice. | didn’t
have much time and end of the, when you've finisymar consultation and
you're so exhausted you have no actually. Andother thing, but | go next day
| need to completely forgetting because | didntually know the patient name
and | knew that | saw yesterday knee pain and I@a@swof the back pain. | have

to look every single patient.” Registrar 10
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“l was good at first but then it became ..... | wasd of really good at doing it
after each patient and then as it went on to tenutaeiappointments it became
more difficult, and | was having to write it at tead of the surgery.” Registrar
14

How they learn currently — Learning from follow apd experience

The registrars discussed how following up patiéméy saw is an important method by
which they learn. This enables them to learmédterral history of conditions and to
see whether their management plans have beeniedfectnot. They also use the

experience of working to develop their knowledgeter.

“There are certain things that you just need tobpbly with experience
really.... the more knees | see, the more backdches the better, and | will

become to feel a bit more certain.” Registrar 1

“Obviously, | am still learning you know, every dagmething, and without
actually seeing how the management plans thatavesn out. You know, |
could be reinforcing the same stuff for monthslbmy not be quite hitting the
mark, and the only way you learn is when people‘€dy yeah, that did make a
difference”, “That helped” or “Actually, | had pr@ms with that” or “That

wasn’t possible.” So I think it is really valualileRegistrar 4

“One of the things | have noticed, after leavingdinal school and starting to
work, you realise that actually the things we rabdut do happen and the drug
you give does work and you find..... | don’t knomhen you don’t have any
experience of anything, you are so nervous aboungdsmmething. Even
though you have read that, that is what you arpasgx to do, it is quite nice to
see the things to see how they kind of actuallykwoipractice.” Registrar 11

“I have come across quite a lot since and have sesn, reviewed them and

they seem to be ...... they seem to get bettdrthgnk my confidence has grown
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just from having experience of seeing a few andallyt seeing them

afterwards.” Registrar 9 regarding shoulder pain

“He saw a patient and he thought it was a facet jmioblem, and he did get
pain that radiated around to the chest wall whiclwhat made me think of it in
this lady, but it was quite interesting, becaugegarson that | saw with facet
joint problems, it was when | was doing out of lgyand one of the nurses who
suddenly got this pain, and when the doctor somadie her do different
movements, it kind of put it back into place andswaite

interesting.”........ "Because they have obviousdy §p much experience that
they see these things all the time, and a lot@tithe you think “Ah, that could
be whatever”, they say could actually be relatedrtother patient | have seen.”

Registrar 9

“Like one of the GPs said, once you have been igiagtfor twenty years, it is
quite straight forwards, because there is hardyytamng you haven’t ever seen,
and so once you have seen something and you leatedrit and you know that
has worked and you know that hasn’t worked, thankrmow where to go with
the next person.” Registrar 11

Regarding allopurinol titration: “When | lookedthie BNF to start, it said 100
and then titrate up as needed to 300. It doesretypu any timescale as to

when to do that and how to do it, so when | askathers, they all said “Oh!”
and it was all a bit waffly and vague, and | guéssjust with experience you

get used to what patients will tolerate.” Registra

The registrars often bring patients back to allbam to use the time in between

appointments to read up around a condition andh lewre about it.

“Now, because | have got less time in the appointralots, sometimes | might
say to the patient “I need to sort of read arolmadstubject or ask somebody else
about it” and | just write them a letter and sayatvhhave found or send them
the information themselves, just because | dorvehane to do it and

concentrate properly.” Registrar 9
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“Sometimes between consultations, if | feel | needo more information
gathering, I will send them away and, you knowhvkind of half a plan and get
them and come back and complete the plan.” Whengod get the plan from?
“Well, from a variety of sources. You talk to yawainer, talk to other people,

and textbooks and things as well.” Registrar 8

Unfortunately, in some cases, the practice app@ntraystem appeared to prevent the

registrars from seeing their follow ups and soreay from them.

“I have told them but unfortunately |1 don’t know ®ther it is just the practice |
am in and because of the appointment system arfdd¢hthat they book on the

day, so | don’t see a lot of the reviews that | lddwpe for.” Registrar 4

How they learn currently — Learning from feedback

The registrars use letters from secondary carghysiotherapy as a means of
identifying their learning needs and to learn mapeut the management of particular
conditions. Unfortunately they didn’t seem to igeeas many letters as they would like
which could be due to time reasons, the lettemsgoaddressed to a different doctor or,
in some cases, no letters being sent which appéaitseia particular problem with

physiotherapy.

“It would be useful | think to actually get a bit @ommunication at the end to
say “Yeah, | think you are on the right track” étHysio doesn’t seem to make
much difference.” That is the only way you leasn'i it, but | guess that is a lot
of extra paper work for them, but that would beaide Registrar 4

“If they did lots and lots of other tests to cornehat diagnosis and think, well |
should have done then, or | should have referrdg taget that done. So
getting the feedback of what other people do toerthkt diagnosis.” Do you
find getting feedback in letters useful? “I finduyonly get the feedback if you
actually put the question in the referral lett8o if you say “I think this is what

it is” then the letter will either say “I don't thk it is, | think it is this instead” so
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they are sort of helping you as to why you werengror why they don’t agree
with you, but if you just send up the letter, thbay will just say back what they
think it is.” Registrar 7

“I think it would be useful if I had, like, all pi@nts which | have like referred to
the physio. If | have follow up after at leasigive me the feedback - what
exactly happened with the physio? Had they adtteb? They didn't get
better? Either they give up? What exactly thegpemed? It would actually be,
it's a good thing that it should happen, but itrdichctually happen
unfortunately.” Why would it be a good thing? “INVat least, if | referred
somebody to physio, you know, and he’s got bediieleast | have idea | did the
right thing, you know. If somebody didn’t get le#tphysio or there was no
benefit, they didn’t get any benefit from the ploysivhat is the point, like, of
referring to physio then?” Registrar 10

How they learn currently — Learning from patientarmation leaflets

Registrars seemed to like having patient infornmaleaflets available to be able to hand

to patients and found them useful in supporting tianagement plans.

“It would be great if there were some sort of letflthat would say, you know
“Back pain. This is what is helpful.” | know thiatlon't tell people, you know,
“Just don’t rest”, because that won't help. | knthat, but if there are any
specific exercises. Knees — is there anything tueyd do at home? So that
would be helpful, and it would be useful to justegthem a leaflet on that in the
meantime, yeah, before they actually get physkegistrar 1

“I love written information and | think that is fahelpful for patients, so that

would be good.” Registrar 4

Yet they also appeared to use them as a learnsogiree for themselves.
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Regarding tennis elbow: “l wasn't really sure wtatlo and so | just pulled up
the prodigy patient information leaflet and saiddi, | will show you this
information leaflet.” As we were reading throughl was learning about what

we should do.” Registrar 4

Regarding plantar fasciitis: “Well | had a leaflettell them, you know, like an
advice thing. So we went through why they gonid avhat their job was and
about supports in the shoe, anti-inflammatories gad know, we offered “You

can have an injection but you can see how this fiss” Registrar 7

“Rotator cuff, | suppose, was one that | quicklynstaed through before and |
said “Well we’ll try physio, we will try non-sterdals, but joint injection is an

option.” Registrar 14

“You know the first time | had a really bad anklgrain come in, I, you know
sort of hesitated and felt my way a bit and prindédhe Prodigy leaflet and
went through it together and things. The next tigoal know, | was much more
confident in giving the advice and starting to pigk you know, more sort of
individual cues, but until | had seen an ankle isplamean, you could have told
me, you know, “Oh well, you need to check thisstnd this”, but | don’t know

that | would have retained it quite so much.” Régir 8

How they learn currently — Learning from textbooks

It is part of the requirements of a training preetihat they have a library of relevant
books available for registrars to use. The regjistdiscussed using books for reference
but also appeared to use the internet as a solingfoonation. The Oxford Handbook

of General Practice was frequently mentioned.

“I had in my room the Oxford Clinical Handbook ahldad the GP one and the
medicine one and the specialities one, so | woftehdave a quick look in
there, but | didn’t tend to look at them with thetipnt in. It would either be

before, if | knew what they were coming in with,adter once they had gone,
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and that tended to be to make sure you are covaliing the blood tests that are

recommended.” Registrar 7

“The library in our practice is quite out of datehave quite a few of my own
books in my room, but generally they are the kih@»ford Handbook type of
things, and it is normally when | get home andaki@at my old ..... my old
clinical examination textbooks and things like thhat ...... | don’t have any of
those in the surgery really. It is just every tigoal read it, you realise that you
are always forgetting something, and then you rebegrsomething and forget

something else.” Registrar 11

“l am quite good at searching on the search endorahings and when we get
the new Mims every month, my seniors have told nealways useful to look
through the first few pages and look at the nevgsliand things. That is quite
useful and | have all my kind of textbooks to rdfack to, but the problem with
those is that they go out of date so quickly.” Regr 11

“l am not the most skilled internet user. | amtigetbetter. | often just kind of
put the drug name in and | appreciate that quite af this stuff.... | think I am
reasonable that kind of looking to see if the infation is valid or not.”

Registrar 11

Regarding internet resources — “There are a caxfpdeod ones. GP notebook
is pretty good. E-medicine is quite good — e.miedicom — it is an American
one so it is a bit American, but there is someuwlstiff in it. What else? Ah,
yes, Prodigy is “the best thing since sliced breadd then you could just use
Google if you haven't found what you are looking.foRegistrar 5

The Oxford Handbook series of books are commondyl s/ junior doctors for
reference purposes. Two of the registrars comrddahtg the musculoskeletal section
in the Oxford Handbook of General Practice wasespiecially helpful.

“Sometimes | use the Oxford Handbook for that,ibig difficult because of

the way it works. It is not symptom based, so lgaue actually got to flick
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through wrist pains and read them all until yowfanone that rings a bell.”

Registrar 2

“The Oxford Handbook is not much information tolmnest. Because when |
looked, it doesn’t give you too much informatidihdoesn’t give you to, what
to examine and like, you know, how to examine thgemt. All examinations

and things like that?” Registrar 10

One of the registrars in the focus groups rematkatitextbooks may not cover the
common problems seen in primary care.
“You know you can read about rheumatoid arthritid get an idea of what that
is all about but the minor pulled strains, liganseméndons, all that sort of
stuff...” FG 1 Registrar 3

How they learn currently — Learning from their op@rsonal experience

The registrars learn from their own personal exgyex@ of medical problems and often
apply the knowledge they gain to the patients tesy

“I have had back problems myself and have beerd@agphysio for the back, so

I know what they offer and that sort of thing” FRstcar 3

“l think that was more me speaking common sens$erdahan anything else and
| don’t know, dare | say, having done a few halfrathons myself and been
walking up a few mountains, | have personally gotdea of what you can do
and what you can’'t do and the little aches andgpau get and all the rest of it.
So it was very easy for me to sort of give ouhe.was almost after practical

advice.” Registrar 3

“Myself, having done the Great North Run and gotse pain in ..... afterwards.
| went to see my GP. She told me she had, | haddrlomalacia patella, which
I now realise you can diagnose more or less omigtery, but she didn’t

examine me at all, and at the time | was a medicalent and | was expecting to
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be examined, so | kind of have that in my mind a#l vout she said “Oh, take
some pain-killers and that should sort itself ous6 | went to see a physio, who
gave me vastus medialis strengthening exercisesyancknow, before | had
great difficulty walking down stairs and after ordyfew weeks of doing

exercises..... well a few days, | noticed a bidedénce.” Registrar 8

“I think part of it is just practising it and | dsmething.... if there is something |
always forget on the examination, | stick it onastpit note so if | know | am

going to do that examination | glance at it.” Rbgir 11

How they learn currently — Learning from their fnigs’ personal experience

Registrars often discuss with either their peertheir friends, patients they have seen

and what their options are.

“We have a group from the first GP group and we keep in touch with each
other. So if | have a problem with the paediatricgpeak to my friend, who
have been GP in paediatrics. He has been a @gistra long time, so | ask
their advice. Generally we just discuss with eaitter and ask advice of what

we can do sort of differently.” Registrar 6
More awareness of biomechanics “Yeah, | mean, &ttt another friend, who
did sports medicine as her intercalated degregyandknow she has similar.....
she gets anterior knee pain when she runs, soegts o be careful what
footwear she chooses.” Registrar 8

How they learn currently — Learning from their tnair

The registrars discussed the different ways in wvkhey learn from their trainer:

During surgeries:
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Registrars either ask their trainer to review pasieluring surgeries or may call their
trainer to ask for advice. In particular, they epred to appreciate the chance to
examine the patient with their trainer present atch the trainer examine the patient

they have just seen.

“There are things where you just pop down to yoainer and say “What would
you do about this?” and they say “Well fine, OK, wdl do that™ Registrar 3

“I had seen the chap with the swollen ankle befanel then he had come back
with a digital photograph of when it was really badd | said “Oh, it doesn’t
look that bad now”, and | have just waited unté tartner has finished with the
patient he has been on, and he has come down endse.” Registrar 14

“My trainer pulls me in, particularly for rhreumatiband osteo and
musculoskeletal problems. Like, tells me to come see stuff, because | think
he identifies it as an area | might not have aaugkerience in.” FG 1 Registrar
3

“Lots of occasions of wanting to sort of go over egamination of knee pain,
examine joint, can't really work out exactly whatgoing on, so, for a second
opinion to come in and look at it, examine it ard gvhat they think also. |

have done that quite a few times.” FG 1 Regidrar

“The first chap | saw who had it had really vagymptoms. It didn’t all seem
to be fitting together and he had a lot of othepalt illness as well, but his was
a more difficult diagnosis to come to, and aftezadpng to my trainer, we
decided that was probably it. He had raised ESRGRP. They came down
with steroids and he has been much better.” Regi$t

Discussing whether to refer a patient and if sowdaed where was an area where

registrars appeared to telephone their traineskdar advice.

“l called yesterday. | am not sure, but | thinkstherson needs referring now,
but I have got to be able to sell this to somebmuyhe phone, so | just need to

confirm that this is the right thing to do. Fory#tring else, | would probably say
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“You know, we need to get you back in a few daywet | need to do some
research, talk to somebody and do a bit more lyistod examination then and
try and build on the story.” So | delay most of styff to the tutorial, which is
once a week, and then go through stuff unlesskthi well the question is do |

need to send him in now?” FG 02 Registrar 1

Teaching could also be on an opportunistic basisxample at coffee time or at the
end of the day.

“It has been quite specific sort of almost casiea problem has come up with a
patient, then sort of quite focused, sort of litiles of information rather than

anything else.” Registrar 3

During tutorials:

Teaching on back pain from trainer: “An e-mail inting references to articles,
so the Bandolier Back Pain page, the Prodigy baak page, which | have read
both and got them bookmarked. The (what else dide®) articles or well
photographs which had been scanned in, what | tmykrainer had used on
previous teaching which demonstrated exercisesaadshowed the positions
and the asymmetry.....examples of asymmetry to fonkThey didn’t actually
come out terribly well on the picture that he hadel but you know he had
gone to a lot of effort really. He is quite anhargiast. Then, you know,
Powerpoint presentation on the screen and thenshed the exercises with

demonstrations.” Registrar 8

“I have talked about individual cases but we hawé af concentrated a lot on

consultation skills and things, as you have dongur phase 1.” Registrar 8

“Yes | did speak to one of my trainer actually arsthally we have a tutorial
twice a week and he said “well, what you want srdss about?” | say “I
probably like to do some rheumatology.”...What gidi do in the teaching?

“Well | did rheumatology knee. How to examine ¥mee, somehow those
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things, knee pain and neck pain and back pain.”Well, I'm quite confident
after all the reading, after the tutorials and gsin Picked more confidence up.”
Registrar 10

“You know, | think this is what is going on and wke.. you know, who is the
best person to send this to? Or sometimes, yow kwbat are the appropriate
investigations to do, you know?” FG 02 Registrar 1

During surgery teaching sessions

Regarding ‘The Back Book’: “The partners are kiit actually and they will
try and do little talks about certain topics, ame @f things one of them brought
in one day was the book, and said “Oh look, weggtrthis for 25p. Let's send
off for a whole bunch. Would people agree?” Regis

Registrars discussed that, at times, they feltitlva&s not practicable to ask their trainer
for assistance during surgeries. They gave difter@asons for this including: not
wanting to run behind in their surgery and how adbey perceive the patient’s
presenting problem to be.

“Well it is just.... it is minor stuff, it comes iall the time, they are busy, | am

busy and it isn’'t sort of a practical thing to dd&G 1 Registrar 4

“I just think, well if I don’t know, they are notagng to know...... But | am not
going to run my own practice like twenty minutete|aunning late waiting for

my trainer to come in. It justis not going to pap.” FG 01 Registrar 4

Comparing musculoskeletal to dermatological prolslerfThey can come in,
see a rash and make a fairly quick spot diagndsieumatology is a bit more
convoluted. The history is more important and goet... it is time isn’t it? If
they are going to come in and try and help you whthdiagnosis, they are going
to have to review the history with you and thatas just a case of seeing a rash
and saying that is tinea or something, or ringworrwhatever.” FG 01

Registrar 6
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“The severity of it, sort of the history as welltiwvas quite an acute thing. |
don’t know. It depends on how happy you are witimsthing or not, so a
combination of your confidence and your abilityetcamine them and decide
what it is versus how severe or what you feel isgon. You know, do they
need to be seen straight ... do they need to bereefor is it something that you
can manage? So they would be factors that woftilgdeimce it" FG 02 Registrar
3

“I have, basically, there have been lots of ocaas®milar to what you have
just mentioned, but | have never actually askednaiper because | have felt, |
don’t know quite what it is. | would like to, buteel really it is a very minor
thing and shouldn’t be really asking anyone elseestd up not having
mentioned that | want, but | know it won’'t make atifference to the

management, so | haven’t been asking.” FG 1 Ragidt

One of the registrars commented that they may aw¢ lutorials on specific topics

“It is not like topic based things. It is better fyou to go and learn about that
from a book. That is why we decided that | shaggddo the physiotherapist for
that kind of thing and go to the chiropodist beeatlst is the best ... not the best
way to learn about disease or unless you were daimgom cases and the
random case came up to be something musculoskiietahe might..... it

hasn’t come up as a topic, just more with sortroétlimitations and things and
getting a combination between topic based semaratsyou know, videos and

communication skills and things like that” FG O2dwstrar 2

How they learn currently — Courses/External Teaghittended

General practitioners and in particular registrhesje access to external teaching
provided by different sources. The registrars moeed attending the minor surgery
course which includes a section on joint injectiand is run by the Vocational Training
Scheme. The only other musculoskeletal teachiagwias mentioned was by one of

the registrars who had attended a drug companyimgeet
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“It was a drug sponsored talk and | don’t actuglbyto many drug sponsored
things at all, but it was one of the Mediproof &lknd | had actually missed the
first one that was set up because | was away timageand so many of my
friends went and recommended it, so | just dectdegb to the next one and |
kind of loathe those kind of things. | went foettalks and it was actually Dr
“X” that did it and | found it really helpful, anldwould have loved it to go on
for another hour. He was too short of time andtoakdnd of rush off, but that

is the kind of thing that | would find helpful.” égistrar 4

Effect of this education

Effect of this education - Effect of good teacHnogn their trainer

A few of the registrars had had some teaching @essin musculoskeletal topics from

their trainer or other general practitioners argyttliscussed the effect that good

teaching has had on them. It appeared to incteageconfidence in examining

patients, making a diagnosis and managing the @nabthat they see.

Following a session on back pain. How do you fe@idre confident. Less
helpless. Less inclined just to say “Oh, takeadlée and some painkillers and,
you know, a week off work and come back and s€&. us‘l am more

confident about giving advice for preventing itm@le things like “If you sit at
a computer, you don’t have your mouse way out wathr arm extended
because of the weight on your shoulder™...... “Mlisawvhat | am aiming at. That
they take their own responsibility for their ownckacare and that they feel able

to influence the future of their back.” Registéar

“He saw a patient and he thought it was a facet jmioblem, and he did get
pain that radiated around to the chest wall, wisothat made me think of it in
this lady, but it was quite interesting becausepson that | saw with facet
joint problems, it was when | was doing out of rguwnd one of the nurses who
suddenly got this pain, and when the doctor sgnnaide her do different

movements, it kind of put it back into place andwaite interesting.”........
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“Yeah because they have obviously got so much mxperience that they see
these things all the time, and a lot of the tima glank, “Ah, that could
be”..whatever they say... “could actually be redate another patient | have

seen.” Registrar 9

Regarding shoulder pain teaching: “It was usefuhmfact that at least you
know you knew that there were specific things tklat. | mean you know.....
and to him, he said examination was also a formea$surance and a way of
actually telling the patient the limitation to whaiu can do really, because most
of the pains end up, may be like 75% or 80%, enteaipg chronic, so it was a
way of demonstrating to the patients that, yeah,gauld do this to a level and

do that to a level and then that is actually gdodRegistrar 12

The registrar, whose trainer has a special intemesgtorts medicine, particularly
seemed to appreciate that there may be many maeageptions available that others

are unaware of.

“When people, when people say there is nothingdhatbe done, | am less
inclined to believe them. It is more that.....mginer uses his phrase “bankrupt

expertise” that they don’t know what can be donRégistrar 8

Effect of this education - Bad learning experiences

Two of the registrars recalled musculoskeletalieey experiences which they had
found off putting. One of these experiences hadlted in the registrar learning
whereas the other two experiences had not.

“I mean, | hated being told “Right you, you show hwv to examine the knee”
but they did that and it makes you scared, andkymwv that tomorrow they are
going to ask you that and then the next day yoe havlo. When someone is
watching you, you make sure you are doing it right that has definitely taught

me.” Registrar 1
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Talking about using a doctor in the surgery who &adhterest in
musculoskeletal problems: “The only shoulder dva t ever referred actually
was referred to him, and then he injected it ambita lot better. And he did try
and explain to me what he had done but I..... Yioavk he was a really good
doctor but he was very, very ..... he was reallglly clever and he always used
to explain things in a far too complicated way ttiigou like assume a basic
level of knowledge, you feel like you don’t havatlhasic level and you have
just gone way over my head, but he just didn’t séztre able to bring it back

down and explain it.” Registrar 2

“I do remember having a really, really horrible exan musculoskeletal
examination where they were getting us to do Triemderg’s and everybody
got it wrong, and the guy was mad with us becaad®dy got it right. So
rather than saying “Right, you have all got it wgothis is how you actually do
it. We have obviously taught you wrong.”, he steauand so | have never.....I
have always had a thing and haven't had a cluetbalw it because | get really

confused.” Registrar 2

Effect of this education — Confidence

A number of factors appear to have an effect orstieg confidence at managing

musculoskeletal conditions.

Confidence appeared greater in registrars who hddekperience in Orthopaedic (three
of the registrars taking part in the interview®heumatological (two interview
registrars) / Accident and Emergency (four intemwregistrars) posts. The registrars
themselves linked their confidence to having hasléRperience. Although they also
reported that the jobs, especially orthopaedicsewet particularly relevant for general
practice training and that accident and emergertyat prepare them for the longer

term management of patients.

Registrar 03 had had an orthopaedic post as a luffiser: “The bottom line is

a lot of it was getting patients ready for theatvbich is actually irrelevant to
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general practice. You do get an idea of what needst operated on, so | have
sort of got my sort of flags for when operatiorndicated, so when to refer
almost......... the other thing was that he watsc&ler for examining joints, so |

know how to examine every joint.”

“Actually having known how to examine joints an@tlsort of thing, it then
followed on really nicely and consolidated it allodla lot. | have taken a hell

of a lot from doing A&E.” Registrar 2

“You tell them to go away and if it is not gettibgtter in four to six weeks, to
go and see their GP type of thing. The acute mamagt is fine, but what |
then didn’t know was the sort of physiotherapy aod, of course, it then rolls
on almost to joint injection and that sort of thinigdidn’t know the sort of

longer term management of these sort of conditioRegistrar 3

“l generally got grilled on X-rays, but the teacpwe had was much more on
surgical techniques and certainly over my head ayywand about different sort

of joint replacements and things.” Registrar 9

“Whereas something like back pain, until | hadtstémorking, had been
covered very slightly in orthopaedics but it is timir favourite topic, so they
don't like to teach you about it, and yet it iscssmmon that if | hadn’t done
A&E, | would have found general practice very ditfit because of the number

of back pains that you do see.” Registrar 7

During the interviews, one of the registrars whdriahad any musculoskeletal
experience also commented about how experiencetaffenfidence.

“In my two house jobs I did, | didn’t have any mubxskeletal experience so it
Is very new, and it is difficult knowing exactly wado manage the problems |
have come across.” Registrar 9

Two of the registrars taking part in the focus gr®also commented about how not

having had any experience beyond medical schoeti& their confidence.
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“But | have certainly had no teaching on how toraiee joints outside of
medical school, despite the fact of being in atpmsito have to teach this skill
to people, which | find quite concerning.” FG 1drarar 1 (NB this registrar
did three years at university studying for a degngehysiotherapy before
starting medical school)

“Coming up with systems, | think because of the ERMou get into your
routines with all your examinations so you like, ®u do “de de de” and you
kind of just get used to that, and you just dow'j@int examinations as a
PRHO” FG1 Registrar 3

Good undergraduate teaching was also recallediag be important factor in their
confidence at managing musculoskeletal conditigkithough a couple of the registrars
commented that they hadn’t received much teachsngndergraduates or that it had

been at an inopportune time.

“l actually had a lot of repetition throughout softthe pre-clinical years, and |
think that is what has stood me in good steadasithhas been drummed in so

many times that eventually it has sort of finaliyck.” Registrar 3

Regarding rheumatology attachment: “This was ast &ttachment, so it was
really exciting and new. You always remember fost attachment. So, we
got a lot of teaching and the staff there weredlyegiod and they made you
learn things. You also as a student there, as yall wanted to kind of learn, so
that really helped. You know | found it interestjrbut that was very helpful,
but then after that there wasn’t a huge amounegiftrar 1

“We did all these things in third year so, by thed you reach final year, you
kind of forget a little bit...... | wish we had doneaitbit later, so we could
remember it better.” Registrar 1

“On the resource day, we were sort of in the depant and we went around

different rooms and so we met the patient teachdsthings, and those have
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stuck in my mind a lot more and | have remembehnatid lot better, and it

would be quite nice to go back and do that agaReyistrar 9

“My orthopaedics attachment in finals was the wietfore the exams, so |

didn’t really do much orthopaedics at the time.égistrar 2

“The other thing is that teaching at medical schegractically useless — well it
was in X anyway.”........ "No, it is completely usset going to stand in theatre
watching them replace hips. It doesn't tell yoytAimg about what you need to

know for general practice.” Registrar 5

“It may get taught very well, it is just, | donhinhk, as a medical student, you
are particularly receptive to it, because it ish& kind of stuff you need as a
house officer. So, particularly in fifth year, ydorain is just focussed on what
you are going to need to be able to do the jobugust.” Registrar 2

Registrars who recalled having had specific teagfiom their trainer also reported

how it had improved their confidence.

“The same for the knee pain, back pain, neck paihof them really, to be
honest. | wasn’t very confident at taking it.ut lwhen | started to look at and
read about it a bit more and have a discussionmittrainer and things about
... | started to be more confident.” Registrar 10

There were suggestions that the registrars maydre oonfident at managing
conditions that are seen in secondary care as geohpaconditions that are managed
in primary care and that being able to give théep#s problem a label was important.

“Well | was fairly confident that it was an enlatgelecranon bursa and it was
inflamed, but I didn’t have the confidence to s&yell this is common and
sometimes it comes up for no reason” or “This isiwown because you do this
job and this is what we would normally expect tpfen and this treatment
might be helpful or you should have antibioticgidd just didn’t know what the

natural history was and what the best treatmentdduze.” Registrar 05
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“I am not unconfident about picking up serious paty and | am fairly
confident about picking up absolute rubbish atdtier end of the
spectrum”....... “but it is the stuff in between whéiney might have a
musculoskeletal problem that might be amenableteeskind of treatment,
either medication or physio or lifestyle advicehal is why carpal tunnel and
plantar fasciitis are satisfying, because you carkwut what is wrong and you
can tell them how to make it better, whereas wilbt ®f other things, you find
you might be missing something, not serious, buotething that you can

actually help with.” Registrar 05

“Personally, I find it difficult to treat somethirthat | can’t give a d....you know
| saw this but then it could be this, this and this.you would feel more
comfortable, and | just wonder if some of the inség comes over to the
patient that | haven't given them a name and yiss.it.you know we should do
this, but I haven't actually told you what it io they pick up on that and know

it is, because you don’t know what to call it?” gisrar 07

“You don’t see any straight forward things in hdapreally, because people
don’t complain about them and so a lot of thingsve had trouble with are the
more straight-forward things, because it is kindila .... if you came in with

crashing heart failure, 1 would feel quite, you w3 Registrar 11

“I think, generally, it is the straight forward glkind of low back pains, the
arthritis, things that you are seeing all the tiimat are harder to treat, because
they don’t need any kind of secondary referral, ym are just trying to manage
them with the kind of services you have got avddand the analgesics you
have got available and your knowledge rather tharthings that need to be
referred, because then it is almost like well, koow, we will make sure you
are kind of pain free, but we are going to ask toreee what we are going to do

next.” Registrar 11

“I haven’t seen much of the kind of rotator cufpéyinjuries and tennis and
golfer’s elbow and that sort of thing. | haverées much of that at all. That

would be useful to see, because that is the sahirg | don’t feel as confident
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in. Whereas joint problems, | know which bloodsltoif | am worried about an
inflammatory process and | know that ultimatelytineed to be seen if we are
worried about rheumatoid, whereas golfer’s elbod mnis elbow it is self
limiting. You see them a lot in general practiogl 4ain’t seen them!”

Registrar 14

Registrars appear to perceive that musculoskedetalitions seen in primary care are
unlikely to have a serious or “sinister” cause iahigeans that the risk involved in their

management is less. This also is a factor in ttwifidence.

“I think obviously with hip pain it is likely it igjoing to be, well in my mind, it

is less likely there is going to be a sinister ogefor it.” Registrar 09

“l guess it is the one other thing that makes meenconfident about necks in
the GP setting, is that you would be very unluakydomebody to come into the
surgery with a big fracture and an unstable c-spihes just unlikely to

happen.” Registrar 02

In many cases patients had seen different healéhprafessionals with their presenting
condition. This second or sometimes third opinimproved confidence in the
diagnosis. For example, a registrar who repdtiatithey are not confident at
managing patients with rotator cuff problems hashs patient during the diary month

that they said they were confident at managingeyhere asked why.

“Because he had been seeing a physio about kraawl that it was a rotator
cuff already and it had already been diagnoseaslasl quite happy that his

symptoms were the same.” Registrar 14

The availability of widely accepted definitive adeias to how to manage a condition

also played a role.

Talking about back pain — “you have got fairly clgaidelines available to

follow..... you know to look for red flag symptomsdaifi you haven’t found
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those then you can be reasonably confident theiigmot something sinister.”

Registrar 05

“with ischaemic heart disease and hypertensionhawe got such clear
guidelines and it is such a priority with everybdtsgt it is almost written down
in black and white for you what you should be doivghereas, with
musculoskeletal problems, there is nothing thatesd about them. There are

no set protocols. That makes it more difficulRegistrar 14

It is recognised that confidence does not necdgsalate to competence, and, in some
of the interviews registrars who reported that thveye not confident did appear to be

relatively competent.

Effect of this education - Perceived importancenakculoskeletal conditions

The registrars who took part in the interviews aupd to perceive that musculoskeletal
conditions are of lower priority than other conalits, that they are “dull” and that they
can be dealt with relatively easily.

“I mean the thing about them is there is nothingegelly that needs an urgent,
like on the day, admission really. So, in that waou feel a little bit more
comfortable, whereas someone who comes in witheatgain or somebody
short of breath, then obviously those things nedaktsorted out like pretty soon
on the day. So that way, when somebody comestmansore knee or
something like that, generally you can be .... yan kind of bide time, but the
other thing about it there is a little bit of un@@nty, whereas | think with things

like chest pain and breathlessness that was adwigyVw Registrar 1
“From a registrar point of view, it is very muchuitwhich you kind, sort of
“fire fight” and then forget about type of thingdactually not get involved”

Registrar 3

“I think a lot of musculoskeletal stuff gets pushedhe side.” Registrar 3
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Referring to a possible week of musculoskeletathiesy during vocational
training - “If I had seen that, | would have thotu@h, that is going to be really
dull and | don’t want to do that.” | would rathéo palliative and paeds or
something. But actually now, on reflection, | wdbllave grabbed a week doing

that.” Registrar 4

“| feel often there is less urgency...... you knibvg not going to kill you.”

Registrar 8

One of the registrars commented how his trainermtea@r highlighted musculoskeletal

conditions as an area that they needed to focus on.

“Even for the all three general practices. Thatenof the trainer actually
mentioned “Can we cover this area?” They all co@¥, ischaemic heart
disease, diabetes, blah blah blah blah. Thatsrathe top of the list we need to
do these, these, these topics you need to covene Nf the trainers, believe me,

actually said “we need to do rheumatology”.” Régis10

Another registrar mentioned how they had intendedktve a seminar on

musculoskeletal problems but that other things wadilen come up instead.

“I have always meant to ask him to do a seminatherback and | think that
was one of my aims when | started, but we haveaitally had that
opportunity, because every week something else sapeand it is a different

..... a difficult case or something but I'm surevineuld.” Registrar 1

Desired Learning

Desired Learning — What would you like to learn?

The registrars were asked what they would likeeton with regards to musculoskeletal

conditions. Unsurprisingly a wide variety of topiwere discussed. A number of the

participants mentioned that they would like therateato revisit the basics early on
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during their time in general practice. They acedphat this would not be appropriate

for all and that some would find this a “wasteiof¢” (Registrar 3).

“So | think for GPs coming into practice, it woude really helpful to kind of

recap the major joints, examination , history axaneination of the major joints
and also kind of major rheumatology problems. ®mger and make sure that
people, either, you know, could remember it orlaaening about it for the first

time.” Registrar 2

“l would want to practice a normal examination bitke major joints and then
probably the obvious abnormalities would be usefltbu know the obvious
rheumatology abnormalities would be useful to sedhat they would become

more recognisable.” Registrar 2

Regarding examination: “I know there are some stuig that we can take as
GPs and that would be really useful to go througtat would be kind of valid
and acceptable to do? Because | have been talsbgashort cuts along the way
and they are not always the same from differenpjge@nd it can be a bit
confusing in terms of what you are actually lookiagwith certain things. That
would be useful for a start, so just a kind of loroavision of how to examine,
and then what | would really find useful is judtréef differential of the main
conditions that can affect shoulders that we wallskeeing in general practice
and, you know, vaguely where we should be headingrms of management
plans for each of them. | think I could extendt ttetalking about that for the
knees as well. | don't feel very confident aboxdmining hips and foot pains
as well. | don’t see a huge amount of them butrwihgio | haven't got that
much knowledge about arches and muscular thingplamtar fasciitis and all

the differentials there, and that would be usedujd through feet.” Registrar 4

“I think it is difficult because everyone has aféient level of experience, so |
don’t know whether | have just got (because | hastegot very much
experience) | feel that | would benefit..... | wdidave benefited from some

teaching at the beginning but then obviously sosupfe won’t need that, so
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maybe it would have been better just to have thsise with the trainer earlier.”

Registrar 9

“I think just a kind of refresher.... | think..it.is really difficult, isn’t it? | think

it is always nice to have refresher courses jusiosoknow the examinations
you are doing are correct and you know the histoy@ are taking are accurate
and correct and that you are probably obtainingrif@mation you need to take
the next step from those. Any kind of remindealisays useful to either
consolidate your knowledge or makes you realiseytha actually don’t know
very much about that and you need to kind of put enore work in.” Registrar
11

“I think joint examination because | think if weeamot ... for me, if | am not
actually examining it properly, then | am not gotogget the diagnosis and you
are just left with the symptoms and it would algo.b it would be reassuring for
me to know that either someone has watched meatalisaid “Yes, you are
doing it and you need to do this as well.”, or V&aat and watched somebody
doing it and | think “Yes, well | do pretty much tifat.” and therefore | know |
am doing the right thing, and therefore | know | anore likely to get the right
diagnosis. And particularly if you talked aboutdato-face, | think. The other
stuff you can read it up if you take your time lire toooks, but it is harder to
learn how to examine a joint from a book, becatigea dynamic process.”
FG2 Registrar 1

Specific topic areas that the registrars would tkeover were also discussed. These

seem to divide into two — the management of printaing problems and the threshold

at which to refer to secondary care. The rangaugculoskeletal conditions seen in

primary care appeared to be covered.

“It is just sort of management in general practigbat can we actually do and
when should we be referring you know. It is sdrthat” FGO02 Registrar 3
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“I think, yeah, just knees and ...... just kneed lback really.” Why? “Probably,
yeah, there are a lot of backs. | mean lots fdta@e about knees and lots about
backs.” Registrar 1

“l am not sure, ‘cause | would have said back ainl was kind of happy with
that, but if I hadn't, if it was my first job ouff dlouse officer, but definitely |
would want, you know, teaching on back pain ankintow really what to do
with that. | would definitely have benefited frsome teaching on shoulder
pain and differential examination and what you dihw, that kind of thing. It
might have been useful before | started to havevknabout plantar fasciitis,

because it was relatively common and | hadn’t yeadlard about it” Registrar 7

“I think the things that you would like to be alitedeal with....well the common
things that seem to come up is knee pain, shoplger, foot pain, back pain,
neck pain. They are the things that | think aeedbmmonest things that you
see, and what | would like to have is an idea eftthderlying..... the differential
diagnosis and the underlying pathology. | stilhlenderstand what people
mean when they say a strain or a sprain. You ktieevmolecular or cellular or
organ terms? | don’t know what that means and ¢negn one of those
symptoms, what sort of things you would look fotlie history to help narrow
that down, and then what sort of things you ddadxamination to think about

ruling it in or out.” Registrar 5

“I think easy things to deal with would be compkhoulder problems, because
it seems a lot clearer cut and there seems tddieofevidence of physiotherapy
and things. And also they tend to be younger hayg tend to get better.
Whereas with the back pains, people tend to be alde there are a lot more
lifestyle factors that are contributing to it whiale harder to change, and that is
why | found back pain more frustrating than thitige joint pains in particular.”

Registrar 9

“Maybe sort of an overview of the general managdrmémusculoskeletal

problems like sort of back pain, investigation amahagement actually but with
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joint pain and back - that would be quite usefuddaese they are so common.”

Registrar 9

“I would put shoulders, the neck. | would defihjtput knees and then back
and so on. Those would be sort of making surehaue the examination
techniques you know. So examination of, let's gast major joints from
representation and then you would also do.....dmanalgesic - maybe a lot of
people have their own ideas and it is just goingeaniform to try and describe
this is when you are meant to do this, and sayiig @hen do you sort of not
give up or when do you sort of think about refegrthis patient, and you are
happy that the consultants are happy that you Hewe.... the hospital
consultants are happy that you are doing a maxesain the GP surgery?”

Registrar 12

“l think it would just have been really useful tave a quick broad recap of
inflammatory conditions in terms of, and | know have been told this several
times, but the more you are told it the more ttksti Just the main features of
the history.... You just think “well how do | unr@vthat?”... So although | think
we probably do know the basics, | think sometinbesause the reality is that
general practice patients aren’t textbooks, it wdag useful to maybe have the
kind of key points that we really should be askamgl maybe some little tips
about, well if it looks like a complex mixed hisgpthese are the things you
should be really looking for and listening for."e§istrar 4

“Simple things | would want to know: when to serebple off for X-ray and
that sort of acutely with injuries, and then alsthvarthritis and sort of OA of
the knees and hips and that sort of thing. | wewddt to know when you think
it is an inflammatory arthritis and sort of bloasts to do to help guide you
whether or not. | would want to know about analgesanagement of problems
going through things like sort of rest, elevatisplints, through sort of anti-
inflammatories and that sort of thing. And theattgoes into sort of joint
injections and that and then the indications famtjmjections and how often. |
would then want to know a bit about what physioéipests offer and for

common things how long should you give patient®teefou refer them. Do
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you refer them immediately? Do you say come badkur weeks if it is no
better? And then | would also like to know whemgle can return to using the
injured or the affected part of the body and tlmathes down to a) from the sick
note and occupational health point of view and alsfsom the sports injury
point of view. The simple things like can you metto normal activity. | think

then you can get into more specialist things.” iRear 3

“I think when to refer kind of thing for rheumataogohd osteo because we knew,
getting taught in the hospital, you are seeings#sat are in the hospital and
they are obviously quite serious and you know tlaeeeinpatients as well who
are unwell, but in general practice people ardradt tinwell generally.”

Registrar 1

One registrar highlighted the importance of idahg red flags in the teaching content.

“Knowing all the red flags, so when people do yell a story ... because | think
once you have heard so many stories so many tyoaghink that's ... there is
something about that that doesn’t sound right,laard not quite sure what it is.”
FG 02 Registrar 2

This part of the project took place before the mabion of the Royal College of
General Practitioners curriculum for general pctiA couple of the registrars

mentioned their desire for a curriculum or a sehdard that they ought to achieve.

“I think it is very sensible to have a basic syllabnot syllabus but, you know,
the core topics, because then you have got aroidehat you should cover.”
Registrar 3

“I think it definitely would be useful to get sorsert of standardisation of what
we are taught because, | know, just from, you knovmpletely random
discussions with other people at my stage, sompleémad hardly any training
at all and | feel | have had relatively little, dutave probably had a lot more
than some people, so to have some sort of chedkliia start of common

conditions that you at least know you have covéhnedretically or know that
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you should be discussing when you see them cropgnthat would be useful

for a start.” Registrar 4

Desired Learning — Anatomy

A couple of the registrars specifically mentionedi@my and alluded to it being

included in musculoskeletal teaching.

“The shoulders | mean......I am fairly confidentiwthe shoulder. Just like a
shoulder pain on its own, just because there arasimany structures as on a
knee so you are kind of more....you know what chpsis. You know they
can’'t do all this and you know tendonitis or whatevlt is a bit more clear-cut |

find anyway.” Registrar 1

“I have forgotten quite a lot of my specific anatofnRegistrar 4

Regarding shoulder anatomy: “I think it would betgwasy to.... if you were
taught it, | think it would be easy to remember @mqatobably would help quite
a lot to differentiate between the different causigsain.” Registrar 9

“When he talked about examining shoulders, it wasig shoulders he was
talking about and about joint injections into stimrk and it was mainly for the
GPs that currently are doing joint injections, ibutas quite interesting because

he talked a lot about the anatomy so that was gsiéul.” Registrar 9

Desired Learning — How would you like to be taught?

A common theme throughout both the interviews dwedfdcus groups was that the
registrars would appreciate any teaching regargingculoskeletal conditions to be
divided into the different anatomical areas affdctee. for it to be joint based. This

reflects how patients generally present.
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“Sometimes it is nice to group it in the differgaoints themselves so you
produce something looking at the shoulder, lookihthe back, looking at the
knee and all the different.” FG1 Registrar 2

“Yeah — you have got a shoulder. What do you riedx thinking about?
What are you saying in the points in your histok¢hat are the key bits of the
examination? What bits do you skip? You knowhdttis not in the history you
don’t need to examine that bit, or you do stillciée do it or....... that would be
quite helpful and then a kind of.....yeah, theytaeemain things. But joint
based I think for musculoskeletal because lookmgugh my diary, everything
is pretty localised” Registrar 2

“I think I tried to look up plantar fasciitis aldalon’t think.....was it that it
didn’t come up with anything? There were a couwfleommon things that |
thought were quite common, that actually there m@sformation about at all
and | am quite sure | spelt it correctly and yoown... and it would have been
useful to have typed in something like heel paid encome up with......quite
often if you put in, you know, just vague...it wdalt come up with anything at
all.” Why would you have liked to put in somethilke heel pain? “ To make
sure that you have got your differential list tigati know....... | know that

plantar fasciitis causes heel pain but actuallytveltlaer things do?” Registrar 7

One of the registrars in the focus groups suggeagtaaping conditions according to

their severity.

“Sometimes it is helpful to do sort of common-minger..... common-serious

and rare but not to be missed.” FG1 Registrar 5

Another registrar recalled teaching that they hadl in the past and in particular

lectures which they had not found beneficial.

“I think we had a bit of teaching they did on, likehink it was a Wednesday
afternoon or something in the lecture theatre.t W in the “General”. That

was the people who run the MRCP and | used togoigtecause it was quite
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good teaching. I think there were one or two sesson rheumatology and

orthopaedics but, funnily enough, | am not verydjabremembering those. |
can remember the things that were done in the ftded and | don’t know why
thatis!........ Because they were lectures, youwmkramd obviously there is a lot
of information coming towards you and you are wgtnotes, and | remember
writing those but | can’t remember what they wdrewd, but definitely third

year stuff really sticks in your head. How we pi@ed on each other and how

we remembered the joints and what patients weee’liRegistrar 1

When asked what the ideal teaching method wouldhieeregistrars repeatedly said
hands on teaching that was either case historiegtloreal patients. They reported that
when this has been used in the past, they findidmeasier to recall the information

and to relate it to the patients in front of them.

“l always remember how we were taught examinati@tause it is visual. |

find that easier to remember, like, something yavehseen, and the people who
taught us examination, they always made us dofibmt of the group and if you
are put in a spot you remember it because youcared and you know.”
Registrar 1

“They do help me remember if there is something hiag a typical presentation,
then a case history helps me remember it, partigufayou know it if is linked
in some way.” Registrar 2

“They did quite a good teaching session based se kitories. | think it is
always much more helpful than factual learning bisedt deals with real
problems that come up, and the real world being gather than black and

white.” Registrar 5

“I remember the teaching day that | had in thirdry@as actually quite a good
day, and it would have been really helpful to hdeae that before | went into
general practice, to go around the different roams$ meet somebody with
rheumatoid arthritis and examine their hands, ar krmow, talk about the

significant things in the history and that kindtleing,” Registrar 2
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“When | have had a patient to relate it to rathantany theory.... you know any
talks, cases — always cases. To have a visualr@jdb have a story to hang it
on is a much better of remembering things rathan.th. and repetition you

know a similar case.” Registrar 8

“Clinical cases. I think it is a lot easier to rember it — | definitely learn better
that way.” Registrar 9

“On the resource day, we were, sort of, in the depent and we went around
different rooms and so we met the patient teachedsthings, and those have
stuck in my mind a lot more and | have remembehatid lot better, and it

would be quite nice to go back and do that aganabse you probably would

pay more attention at this stage.” Registrar 9

“If you go and read in the book ‘polymyalgia rheuioa’, you probably have
read ten times, but if you ask me, | probably kmmthing about it. | couldn’t
tell you any single word about it but if it has sstinng like, you know, like the
case study and the case discussions and everytiprahably would never
forget it.” Registrar 10

One of the registrars mentioned that they would &khandout or something else that

they could refer to after the teaching.

“I think, me personally, |1 would quite like a liétlbook. Particularly if | had
gone on a course and we had gone through all tffezafit examinations and the

different histories, a little book would be redtiglpful.” Registrar 2

Registrars emphasized that they would like thehteacto be experienced, approachable

and good teachers.

“Just good solid chunks of the main conditions goei looking at. Just someone
who is accessible and approachable to say, you kizoanswer questions that

you may feel are very basic, but actually theycarige important questions that
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everyone has but we just don’t ask them, and wé deftect much in our

practice.” Registrar 4

“If you can find a consultant who is a good teacheapproachable and you get
the impression that they don’t mind being askedtng in a small group, that
is how | like to learn.”.....or GPSI “Yeah, thafthitely in terms of, you know,
they are the ones who see what we see and theyl\konal “at the coal face”

what is useful and what works..” Registrar 4

In particular, registrars expressed a desire timbght by physiotherapists both because
they are experts at examining joints but also beedlnbey wanted to ensure that they use
the service appropriately. This would not replang other teaching, i.e. that from a

consultant or their trainer but would complement it

“I think maybe physios as a first-line review, tgalseful just in terms of the
basic easy exercises that we could teach and, yow,keven during the last six
months in terms of kind of knee pain, | have besmght about quadriceps
exercises. | have heard about quads exercisegpblnow we never get told
basically the logistics of how to do things, sattivauld be quite helpful, maybe

some basic joint exercises for the main areaseobtilly.” Registrar 4

“I think it is useful to actually..... probably gpeak to them more. Get more of
an opportunity to speak to them and possibly fentho say “Well you know
our role — we are very good at this and good athihi really can’t do much with

that™ Registrar 9

“Perhaps something which would be sensible whichjhist occurred to me,
actually going to see a physiotherapist and safliogk, right” and perhaps
writing down what | have seen in a week or whatewet then saying, “Look,
right, when do you want these people? When danitwant these people?”
and that sort of thing. That would have been ugefdo.” Registrar 3

“I mean, | arranged a teaching session with a ghiysthat...... the practice

physio just... they went through what they wouldsider to be a basic
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assessment of joint problems, what they would dbiamny one session you
can’'t go into much more than that........ Yes, iswatremely helpful. Yeah, it
was excellent. It was really good, but you caryaid so much in an hour and,
really, if you wanted to follow that up, you woube needing to see people fairly
regularly and discussing with them what they thdwgtd what you thought.

You know, they are much better at coming up withferential or a fairly
accurate clinical diagnosis based on history ariexation alone than | am and

| am sure most GPs are.” Registrar 5

They mentioned the different times at which teagldould be provided. It appeared
that they felt it would be more efficient to be ghtias a group, for example by the
vocational training scheme, and also that they dioedjuire a reasonable length of time
to cover the area. It was felt that the teachhmguid take place whilst the registrars are

in their general practice attachments as it is there relevant.

“I don’t think a half-day or a day is enough intleantext and I think there

would be plenty to cover in a week.” Registrar 4

“The scheme would be one option. The only probileene is if you have got
someone who is very experienced in that and isggmiriind that session
useless. | don’t think there would be many pedigkethat. | think the majority
of people would value that kind of teaching, buti yeould have to discuss that
at a group level and decide whether or not it wasg@to be appropriate........ I
don’t think it needs to be done on a one-to-onéstascause | think that is quite
wasteful of people’s time, especially if you arengpto involve other
professionals, and | think you can do it in groe@ahing. The central scheme
would be a good place to do it if it was agreed agsbthe group that it would
going to be helpful.” Registrar 5

“l think you are more focused when you are actuallgeneral practice and
seeing a lot of it. You are more focused abouttwba need to know, so you

actually get something from it rather than jushkimg.” Registrar 2
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Desired Learning — Experienced teachers

Trainers are an important educational resourcéh®registrars during their year in
general practice. They provide support during steg and also teach the registrars
during tutorials. One of the interviewees hadamir who has a special interest in
musculoskeletal medicine. A couple of the othgistears queried whether or not their
trainers are adequately experienced to teach theot ghis area.

“I think, because, even at the beginning, whert Irsavith my trainer who is
very proactive, if someone comes in with hip pas know, sort of eyes light
up with enthusiasm. “On the bed and let’s try.tHist’s try this. Let’s try this.
Oh right, it must be your piriformis. You needdo these exercises, rest in this
way and see the physiotherapist” kind of thing.y8s, | mean he kind of

gave......it is a whole different level of sophaation.” Registrar 8

“I think | have gained a critical eye for perhaps@ndary care or even
physiotherapy care at times. When people, wheplpesay there is nothing that
can be done, | am less inclined to believe thenms rhore that.....my trainer uses
his phase “bankrupt expertise”. That they donttwrwhat can be done. And it
is a question of knowing someone who knows someghe,might know

someone who has experience in that area.” Regtra

“l am not sure trainers are the best people td,dmecause | think often they are

sometimes just as in the dark as we are. “ RexqgiStr

“I think the difficult thing is that very often yourainer doesn’t know a great
deal either, so even if you try and address itrdpyiour own tutorials and stuff,
it is tricky.” Registrar 2
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Desired Learning — Pressures on learning

The registrars have a number of competing inte@stbeir time. Not only do they
have to learn about all of the different cliniceéas they are encountering and to
develop their consultation skills but they alsodaxaminations to focus on. One of
the registrars mentioned how they struggled tdiget to arrange a joint clinic with

their trainer in order to learn joint injections.

“I think 1 didn’t have much time really. The reasbdid my minor surgery
course after | was so busy doing my exams becadiseelverything — my full
summative assessment in last month. |did my MR@G&st 6 month. So a
lot of pressure for the making videos and all thinéegs and when the other
partners were doing minor surgeries, the patiesy tisually do in the morning,
so | didn’t actually get around as | was alreadgkaal for my own surgeries.”
Registrar 10

Discussion

The registrars appeared to be surprised by the euaridl variety of musculoskeletal
conditions that they saw. In particular they wsueprised that they didn’t see more of
the disorders that are commonly seen in hospiiah sas rheumatoid arthritis, lupus
erythematosis etc.. This probably reflects theeugchduate and postgraduate training
they have received being weighted towards theseranienal time being spent on
learning about the common conditions seen in pyroare such as osteoarthritis and
soft tissue disorders. As a significant proportidnrainees become general
practitioners (Lambert et al 2004), should medscdiools change the focus of their

teaching?

Comment was made about the trainees seeing sligisychronic disease than
expected which has been highlighted in studieherpiast (Carney 1979; Stubbings &
Gower 1979). Trainers need to be aware that shaspossibility and may need to make

special allowances for this.
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The registrars reported that they felt more comfide managing these disorders when
they were able to give it a label and felt thatgres may be able to detect the doctor’s
concern when they couldn’t. It may be that, if tegistrars know enough about a
condition to be able to make a diagnosis, theydarsonstrating that they already have
an “illness script” for it which will include the amagement of the condition. According
to Norman (1989) this would also increase speatlagiosis, an important benefit for
primary care where doctors only have around terutagwith a patient. However, a
primary care based study where general practitowere trained in the diagnosis and
management of patients with shoulder pain, the $ARE study, demonstrated that

being able to give a label to a condition may rifec its’ outcome (Watson 2008).

Paediatric musculoskeletal disorders were mentionea frequently than their actual
prevalence would suggest. The registrars alsoaapganuch less confident in
managing these conditions. They hinted that thadmost certainly due to their
concern that the symptoms could be the presentatisamething more serious and

that, if missed, could have significant repercussifor the child.

When asked about Allied Health Professionals, ¢#ggstrars predominantly mentioned
physiotherapists. This is possibly again due &irtxperiences in hospital posts where
they will have had little exposure to podiatry,ropiody and occupational therapy. The
limited discussions surrounding the topic of jomections confirmed the belief
mentioned in chapter four that registrars expeganjecting joints in hospital posts and
develop the necessary skills but then are not denfienough to use them in primary

care.

The discussions regarding what education the ragsshave received and what they
would like highlighted the important fact that thewych prefer to learn in a real life
situation and from people who are experiencedigdtea. These educational
experiences appear to be much more pertinent antbrable for the registrars. It
appears that they probably learn most when seegagient in conjunction with
someone else and it was discouraging that commasihwade that at times they did not
want to ask for assistance during surgeries. Bouaists have commented on this

being an important issue (Stewart 2007: Eraut 2003)
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“Then, there are many “naive” questions which theg/ reluctant to ask because
they feel that they ought to know the answers aatdsking will show up their
ignorance. These can be slipped in when workinggdide someone you know
well, especially if they are only a few months aheéyou and still remember
what it was like at your stage. But, if it entalspecial visit or an intrusive
appearance in someone else’s space, asking questeynrequire a lot of
courage.............. The busier the environmdsat,nhore difficult it will be to
interrupt.” (Eraut 2003)

This is particularly important as it may hinderithgeevelopment of iliness scripts.

“If the novice practitioner, lacking tools for irgeating the abstract and
particular, is unable to determine what an exemiplan instance of s/he will be

unable to learn from it ways to revise his/her pcac’ (Leinhardt et al. 1995)

They highlighted the importance of the basic s@snand in particular anatomy, and
suggested that revising the topic would not be lcovee. An important point was
made about how registrars will all have differeatkgrounds and so not all will want a
revision of what they should know. It may be thatational training schemes need to
offer their trainees more choice when it comeg#zhing programmes although there

will be many who will gain from going over areagytbelieved they knew about.

Limitations of this work

There are a number of limitations to this parthaf project.

Only a small number of registrars were involvedath the interviews and the focus
groups and they were all from one vocational tragrscheme in the North of England.
This may mean that the views expressed are notr@esilele to general registrars
across the United Kingdom. The second focus gvatipthe phase three registrars
only had three participants. The ideal numberasfipipants for a focus group is seven
to eight and so this may mean that this group wbrkere like an interview with three

members which was not its’ intended function. Tembers of the focus group were
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all from the same vocational training scheme sengnaup and so the dynamics had
developed prior to the meetings taking place. Ty have been beneficial in that
time did not need to be spent establishing thegoymamics but, if the dynamics were
inhibitory in any way this could have been a disatage. There was no evidence at

any time during the sessions that there was ae iw#h the group dynamics.

The interviews and focus groups were all moderbtedn interviewer inexperienced in
qualitative research methods. | had attended ad&wacourse on moderating focus
groups and a week long course on interview methaath, run by the National Centre
for Social Research which included holding a mattkrview and facilitating a focus
group. | also recognised that the communicatioltsstourses that | have attended as
part of my general practice training were beneffiggathey train interviewers to use
open questions, an essential part of qualitatiterwiewing. It may be though, that my

inexperience led, at times, to biased questionsgoesked which would affect the data.

It must also be recognised that the interviewehj@aea has their own opinions on the
research subject and so is biased and will haeevietved/analysed and presented the
data from this biased view point. By includingexgpnal statement in the methodology
chapter, | hope to have declared what my positipoaition is and by including quotes

in this chapter, | hope to demonstrate that thendsehave developed from the data.

The registrars had got to know the researcher naedubp well prior to the interviews due
to the repeated contacts during the diary dat@cidin period and were aware of the
reason for the research. They may therefore higagtb answer the questions in a way
that would please the interviewer. Conversely rdsearcher being recognised as being
a newly qualified general practitioner may havebded the registrars to feel confident

enough to express their true opinions.

These limitations must all be taken into accounemvbonsidering the results.
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Chapter Seven: Results - The Trainer's Data

Overview

This chapter describes the methodology and thdtsesithe semi-structured interviews

that took part with the trainers.

Aims

The aims of this part of the research were to:
* Triangulate the data obtained from the registrars
* Obtain the views of the trainers and explore whetihese differed from, or were

similar to, those of the registrars

Methods

As with the registrars, semi-structured interviewese used to explore the trainers’
views. A topic guide (Appendix D) was developeliidwing the registrar interviews.
This enabled not only areas originally thoughtéoolb interest but also those
highlighted in the registrar interviews to be cadgrallowing triangulation of the
registrar data. The topic guide was developed wgeth, my supervisors and Miss

Nicola Marshall who assisted with the registraemitews.

Recruitment

Eight trainers were recruited from the Northern isrg. The trainers were purposively
sampled for particular characteristics to try téaiiba breadth of views. The main
features looked for were:

* A new trainer

* An experienced trainer

« Atrainer with a special interest in musculoskdlptablems



Page 201

« Atrainer with a special interest in a non-relafiett
e Atrainer who is also involved in organising sngibup teaching for the

Vocational Training Scheme (a Course Organiser)

The selected trainers also incorporated doctois @thier characteristics: an academic
General Practitioner, a Royal College of Generat#roners’ examiner, a medical
student teacher and a trainer who also runs a &€&tart Scheme’ for newly qualified
salaried general practitioners. The trainers aigiked in different geographical areas:

rural, semi-rural/urban and inner city. See Apperid

The trainers were initially approached by Profe§swan Zwanenberg, Director of
Postgraduate General Practice Education, prioeitaghinvited by letter to take part.
All the trainers initially approached, agreed tatterviewed. Ethical approval was
obtained from the Northern and Yorkshire Multi-GeriResearch Ethics Committee in
2004.

Data Collection

Interviews took place at times and locations chdsethe trainers. Six interviews took
place in the trainers’ surgeries and two took pktce trainer's homes. Each
interview lasted approximately an hour and thenres received £100 in book vouchers
for taking part. Each interview was conducted hysetf and was recorded prior to
being transcribed. Written consent was obtaineohfthe trainers and the transcripts

were anonymised.

Data Analysis

The data was analysed by framework analysis agideddn chapters five and six. In
brief the transcripts were read and re-read umdildata became familiar and
themes/subthemes could be identified. A frametwas developed within Microsoft
Excel and applied to the raw data. This allows garnson of the content of the

interviews within and between interviewees for $amiiies and differences.
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The themes identified have been divided into tlgreeips: registrar related themes,

trainer related themes and educational themesh gacip is discussed separately.

Registrar related themes

Registrars’ musculoskeletal skills

Shoulder pain and knee pain

Management Issues
0 Use of Non Steroidal Anti Inflammatory Medications
o Referral to Secondary Care

0 Referral to Allied Health Professionals

Trainer related themes

Case mix
Musculoskeletal training the trainer had attended
Where the trainers learnt their musculoskeletdlsski

Trainers Confidence

Educational Themes

Trainer-trainee interactions during surgeries
Tutorials

Referrals

Resources

Amount of teaching received

Ideal teaching for registrars

Current teaching on the vocational training scheme

Complimentary/Alternative medicine

Figure 7.1: Themes and subthemes identified
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Registrar related themes

Registrar related themes — Registrars’ musculosikeskills

Registrars’ ability at managing musculoskeletaldibons was felt to vary quite widely

between registrars. Trainers perceived that tindsehad not had any prior experience

appeared to struggle, particularly when comparemther areas, and their skills were

felt to be inadequate. In general though, theyewelt to be “safe” with regards to

identifying more serious and life threatening caoiodis.

“It is never a strong suite unless they have alstalne a job in rheumatology.
| think they struggle a bit harder than, for exagmlardiology or respiratory or
gastro, which are kind of the main themes in paitane that they have been

exposed to in terms of jobs, usually.” Trainer 2

“l do not think they are as adequately equippede@a with musculoskeletal
problems from their undergraduate training as #meyat some other areas, no.”

Trainer 5

“I think it probably is one of the higher question&reas of practice.... | think
that there is a significant lack of confidence withsculoskeletal assessment
and | see this through the third years and | waelel it in the trainees, the
registrars, and | also see it in the career stars dvho are post vocational

training.” Trainer 7

Previous experience of managing musculoskeletdll@nos from having worked in

areas such as rheumatology, orthopaedics or ac@ddremergency was felt to have a

significant beneficial effect, especially with reds to their management skills. These

registrars were felt to be more confident and weoee likely to consider management

options such as joint and soft tissue injectio@sie trainer commented though, that

previous experience may not help with managingep&iwith chronic musculoskeletal

conditions as these patients may not be encountdned working in these posts.
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“Oh yeah, there is quite a big difference. We hiazéd some who are quite
happy to inject knees and other joints and, ye#tink the difference is quite
striking.” Trainer 2

“They are initially better equipped. Very few tietn may have the experience
of dealing with the chronic side of musculoskeletiabrders and they may well
have seen rheumatoid arthritis, they may be weligapd to make that

diagnosis. The care of that person twenty yeaiis tass likely to be something

that they have experienced.” Trainer 1

In order to try to understand where registrardiskvere lacking | explored this area

further.

Registrars were felt to have good history takingssklthough it was highlighted that
they may focus on symptoms and may not cover impbdreas such as social and

occupational factors.

“I don’t think enough people look at occupationadtbry and predisposing
factors, so | don’t think it is emphasised enou@n the whole it is done
moderately well, tending to concentrate on pain @matacters of pain.” Trainer
4

One trainer commented that history taking skillsnsed better in medical students.

“There is a fascinating corollary here becauseirtpiad final year medical
students in the practice, one sees that the majfriinal year medical students
are very good at taking histories and perhaps nit¢ @s good at the
examination..... Now that might be about the titmet they are given as medical
students in this practice to do it and the muchtgihdime, even though it is
longer than a normal consultation, trainees orstegyis are given to take
histories. But there seems to be a loss of higtaking ability within

musculoskeletal conditions.” Trainer 1
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Examination skills were felt to be basic.

“I think joint examination isn’t good often in reggrars and | think it sounds like

I am harking back to days of yore, but | don’t ththey know the anatomy as
well as older generation doctors do. Not that tiestessarily matters, because it
Is functional anatomy that really matters, isri?t iBut, | think that they often
seem to have quite a stereotypical way of lookingiats, which will often miss

out some kind of key tests.” Trainer 2

“I think they have been exposed to the look / feabve sort of orthopaedic
examination, which has been fairly basic.” Traider

Comment was made that trainers often learn fronn tegistrars and may be reminded

of things that they have forgotten.

“This is not an area | feel that | am being remohdeand taught in, and the
perception of that is that they are not examiningd saying “But look this

patient has this sign, this patient has this” thetn perceive.” Trainer 1

The trainers suggested that registrars appearest bémanaging the initial, acute
musculoskeletal problem but were unaware of thengtavailable for managing more
chronic conditions. In particular they relied b tuse of analgesics and were less
likely to consider the social and psychologicaliessassociated with musculoskeletal
conditions. They were also less likely to refentembers of the multidisciplinary

team.

“I think probably they are much keener to use n@mesdals initially than | am

for many things.” Trainer 5

“They most probably had dealt with acute conditibefore and | think that they
can to a certain extent; they have a battery atitments or strategies that are
available to them for the acute conditions. Fewhemmn will have had
experience of treating the chronic conditionsnd therefore, will not perceive

the involvement of a whole multidisciplinary teahat might be far more
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important to this condition than actually an acaé-arthritic drug or steroid or

whatever that acute therapy may be.” Trainer 1

The trainer with a special interest in musculodkleonditions identified an increased
reliance on investigations and a perceived ingtititformulate a diagnosis although he

extended this criticism to other general practgignalso.

“I would say on the whole they have a basic apgroeltich reflects the style of
managing musculoskeletal problems in general praets a whole, so |
wouldn’t want to be too down on registrars....l.think there is an over-reliance
upon investigations. Investigations really shatddfirm your working
diagnosis and | don't think there are enough wagldragnoses made.” Trainer
4

One trainer’s current registrar at the time ofititerviews was an overseas (European
Union) graduate and they highlighted an issuettiege registrars may have
experienced very different training to United Kiogal graduates. This might mean that
their skills are not to the same standard of Unikedydom graduates and that
allowances may need to be made for this.

“It does sound like he / she had less clinical eepee across the board than we
do in the UK.".... “In view of the history, he /shook a very medicalised
history. He / she didn’t really ask how it waseating them, sort of involve

their job and how was that affecting their job, hibwas affecting their life.

And in terms of examination he / she was justatigisaying “I don’t know

what to do!” You know, sort of really, really stoling, so it was very much
talking about the basics of how to examine. Arehtin terms of formulating a
diagnosis again, whether it was just nerves wiltisig, but again it was very
much struggling to make a sort of diagnosis antiafahinking about how to

manage it.” Trainer 3

This could have implications for postgraduate irggrin the United Kingdom with the

influx of European graduates.
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Registrar related themes — Shoulder pain and kieée p

The registrars had highlighted that managemenhadilsler and knee pain were
particular areas of educational need. This wal loothe diaries, where they were seen
to be not only common presentations, but alsoenrterviews where the registrars
discussed further their lack of confidence in mamgghese conditions. This was
reflected back to the trainers to see whether bthey agreed. The trainers agreed that
these two particular presentations seemed to laes avbere the registrars appeared less

confident.

“That doesn’t surprise me.” Trainer 6

“These are the ones they often talk to me abottdiner 8

A number of different reasons for this were ideatif The most common, being that

shoulder and knee pain are frequent presentatiopgmary care.

The belief that registrars’ musculoskeletal clihiglalls are somewhat inadequate
recurred with trainers commenting that their exation skills, especially in this area,

are basic. Insufficient undergraduate educatios acknowledged as a possible cause.

“I think they are things that don’t get taught vevgll at Medical School”
Trainer 3

Making a clear cut diagnosis of the cause for stherybain, in particular, was felt to be

a contributing factor to their poor confidence.
“I mean, shoulders are pretty common and | thirakt they often get jumbled
into one sort of amorphous diagnostic mass of slesidyndrome, and | think

there are quite specific things in there that yan pick out.” Trainer 2

As this can impact on patient management.
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“I think it is, you know, not having a clear cuadnosis maybe but having a
management skill or plan or knowing when it is dafdeal with uncertainty and

when it is not” Trainer 6

The question of chronic disease in general agauwred as a possible area where

confidence is lacking.

One trainer highlighted a point that had been notdbe registrars diaries - that some

doctors focus on the bones as a possible caugaiior

“There seems to be a perception in them that ihdividual has a shoulder
pain, they are assessing the shoulder joint, mgahmbones of it, and it tends
to be less of an awareness of this significanttsgsftie contribution to “joint

problems”.” Trainer 7

Management Issues — Use of Non Steroidal Antirimflatory Medications

A management option that seemed to be frequendlgt by the registrars was using
anti-inflammatory medication for two weeks and thewviewing the patient if the hadn’t
settled. This was reflected back to the trainersee what their opinions were regarding

this strategy.
Trainers commented that they felt that this stnategs “reasonable” (Trainer 2), “not
particularly wrong” (Trainer 3), or “a fairly pragatic approach” (Trainer 8). One

trainer commented that experienced GPs can alsthissenanagement option at times.

“That is the strategy that many principals use a,Wecause the vast majority

of these things are actually self-limiting conditsd Trainer 5

Although a number of reasons why this should natdesl indiscriminately was raised:

“The problem is, that in 20%, it may well mask tgnit may well miss things,

some important development of the history mighirigsed.” Trainer 1
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“It is basically putting the problem off, isn’'t it?Trainer 3

Another method of “putting off the problem” whichassmentioned by the GPRs was
asking the patient to come back when they woultbnger be available e.g. “come
back in February”. This was something that was plfhuman nature” (Trainer 5) and
possibly something that had been learnt in hospredtice. The trainers felt that this
suggested that the registrars had learning nedtissiarea and had missed an

opportunity to discuss the patient with their teaiand learn from it.

Other options, such as using simple analgesicg, dimmechanical treatments were felt

to be not considered as frequently.

The General Practitioner with a special intereshusculoskeletal conditions felt that
this approach may not be in the best interestanépts:

“If we're putting ourselves in a position of justong a strategy of try this, and
sifting out the ones that are better or don’t cdraek, is unacceptable because
who is to say that the ones who don’t come baclaereally better?............ I
don’t know if that would necessarily inspire a dgréeal of confidence in me, so

I would then choose elsewhere to seek advice alpd’h€rainer 4

One trainer also commented that this may refleat impportant trainees perceive

musculoskeletal disorders.
“Some registrars see these as quick cases in wheghtake a short history, give
non-steroidal anti-inflammatories and the patieat/es and that is all they have
done with that case. | think it is because of gasception that perhaps this is
“less important medicine”.” Trainer 1

Management Issues — Referral to Secondary care

Registrars were perceived to be high referreretorsdary care.
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“l think they sometimes (and again this is an agstion really) but | think they
often will over-refer, so that people with thingst might well not be managed

much differently in hospitals might be referredtaiher 2

“Some registrars, it would appear, and again the perception for which there
Is no proof, refer alternate patients.” Trainer 1

Referrals were considered to be educational forébistrars. Trainers mentioned
discussing referrals with their trainees (eithethattime or in a specific tutorial),
ensuring that letters went back to the trainekaf/thad referred the patient and getting
the registrars to keep a log book of referralshsd they could follow them up

themselves.

Management Issues — Referral to Allied Health Pssifenals

The trainers had identified that registrars seelagsllikely to refer to members of the
multidisciplinary team. This was explored furthdirainers reported discussing
referrals with their registrars as an educatiooal &nd referrals to physiotherapy were
no exception. A particular issue seemed to berdtastrars were uncertain as to what

different allied health professionals may offer.

“I think they do because they are possibly less sfirvhat those professionals

have to offer” Trainer 7

“Issues around, you know, what are the roles opfeelike physios and

chiropractitioners.” Trainer 5

One trainer commented that there was possibly\arted U shaped curve of referrals

to physiotherapy in particular.

“I think that, initially, they refer fewer people the physio. As they realise it is
available, they start to refer. They then find lihgtations of physiotherapy as a
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referral because of waiting times and therefodzaps off again, and that is

about the service that is provided.” Trainer 1

Trainer Related Themes

Trainer related themes — Case mix

The trainers were split in their opinions as to thiee or not they see the same case mix
as the registrars. Four trainers felt that thegéel to see more chronic musculoskeletal
conditions, especially patients with chronic inflaatory conditions who regularly
attend the surgery and who therefore develop #igekhip with a particular doctor.
Chronic diseases such as osteoarthritis, ostedppgmut and polymyalgia rheumatica

were felt to be more likely to be seen by the &e&sn

“l suspect that partners or long-term doctors enhactice see more than the
registrars, just because people build up long-telationships with you and it is
difficult, even if you actively encourage peoplegmand see a registrar, to get
patients to do that.” Trainer 5

Other trainers felt that there was no significaffedence in the cases seen, although it

was commented that there might be differencesharapecialist areas.

“I think that the registrars here see pretty muehgame sort of things that | see,
certainly in terms of musculoskeletal conditiotiswe were talking about
psychiatric conditions then they might see a déiférgroup of patients, but |
think with musculoskeletal conditions, they prolyagde the same ranges as |

do.” Trainer 8

Trainer related themes — Musculoskeletal trainihg trainer had attended

Trainers discussed three different types of tearthat they had attended. The first

was joint injection teaching which tended to inwlysing models although, some
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courses allowed the attendees to bring their oviemta in so that they could learn on a
live model. One trainer had had a teaching sesgithrin the surgery requested by one
of the partners as they were the only doctor dging injections and they wished other
doctors to take on the workload. This sessiondisal involved reviewing joint

examination. Another trainer had had teaching fteir in house physiotherapist.

“We were learning how to manage more stuff with@dierral and, you know,

giving basic exercises and joint care and writtdarmation.” Trainer 6

The third type of teaching was that arranged byptiermaceutical companies. A
common complaint was that this teaching was biastbdugh it still could be valuable.

“The rheumatologist had done a quick sessiorthink that was more about
inflammatory arthritis or something like that.was good because it wasn't...it
was drug company sponsored but the drug wasnoum face quite so much.”

Trainer 8

Trainer related themes — Where the trainers leéneir musculoskeletal skills

The trainers reported that they had learnt theisculoskeletal skills predominantly
during their general practice training and whilstrking as a general practitioner. They
described learning from colleagues within the stygeolleagues from other surgeries,

from physiotherapists and from specialists.

“Mainly in general practice itself. My trainerdthen my senior partner and
then one of my other partners was quite keen orcutoskeletal medicine and
its treatment. So | initially learnt most of whHanow from my two partners, in
a very old fashioned way — watch one, do one, &arthing — as well as a book

that is still in the library.” Trainer 1

The undergraduate training that the trainers heéived was felt to be insufficient to

prepare doctors to be general practitioners.
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“It wasn’t well taught to me initially either at dergraduate or in the VTS, so it

was learnt on the job.” Trainer 7

“After my undergraduate training, | didn’t feel tr@onfident. | did my house
jobs and as part of my house jobs | did two moofi@thopaedics, so | learnt a
little bit about hip problems and knee problemsthmarticularly osteoarthritis
and then mainly through GP training really.” Tienr3

The general practitioner with a special intereseneed more specific training and
reported doing a distance learning course anddhaonth’s residential course at a
rehabilitation unit. He then went on to run theatilitation unit for two years and

describes developing his skills further on thegold learning more from colleagues.

“l realised when | went back that there’s an exarBath that | had done just the
once, but that the qualification is insufficiert.is the application of that
knowledge that is important and unfortunately aolficthese people were using
the qualification as setting themselves up as gerx...l learnt from one or two
people who had been doing it for a long time and al@e then to put what |

knew into some sort of perspective.” Trainer 4

Trainer related themes — Trainer’s Confidence

Confidence within the trainers varied with the mseaior reporting that they felt less

confident. Different terms were used:

“On a score of one to ten — three.” Trainer 1

“I don’t think that | feel as confident as | wodlle to.” Trainer 2

“l don’t feel that confident sometimes and | haeeib doing it a long time”
Trainer 8
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Various reasons were given: poor undergraduate ufageletal training, no
musculoskeletal jobs, poor contact with secondarg and musculoskeletal conditions
being regarded as being low priority.

The trainers identified different areas where tfedtythey were under confident. These
included: the musculoskeletal examination, makisgecific diagnosis, differentiation
and management of inflammatory arthritis, managemeasteoarthritis, management

of osteoporosis and management of shoulder, krzef, dnd neck pain.

“My heart sinks when somebody comes in with knaa.palrainer 8

The issue of “unknown unknowns” was raised by tmners. (See Chapter 9)

“There are many areas that | have not perhaps néexex) myself because of my own

lack of knowledge.” Trainer 1

The other trainer referred to it as “bankrupt expet (Trainer 4) but returned to the

concept of unknown unknowns when describing whankant.

Trainers who appeared more confident used ternts asic'reasonably” (Trainer 5)
“moderately” (Trainer 6), “fairly” (Trainer 7). Tése trainers reported that they
believed themselves to be safe and cited the agd #ind having close contact with
colleagues (physiotherapy and rheumatology) a®onsasThe trainer with a special
interest in musculoskeletal disorders reporteckills as being “adequate” (Trainer 4).
The reason he gave being:

“l think because it is such a big area that ifidsaonfident, then that would

imply that | knew more than | think | probably dodw.”
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Educational Themes

Different ways in which registrars can be educatettie practice were discussed

including during surgery, tutorials and by discagsieferrals

Educational themes — Trainer-trainee interactionsidg surgeries

Registrars must always work alongside a qualifiedegal practitioner, who is there to
provide them with support if required. One wayuhich a registrar can learn about
musculoskeletal problems is to call the supervigjageral practitioner into their
consultation to review the patient with them. Tieeners reported that the frequency
which they are called at can vary between regstlapending on their experience. l.e.
it is more common in a registrar at the beginnifitheir first general practice
attachment than one at the end of their final gar@actice attachment. Trainers
reported that they are generally called in oncevare a week to review patients with
their registrar and that dermatology, ophthalmolaggl rheumatology are the common
areas where they are asked for their advice. Wassfelt to be because registrars have
less experience in these specialties and are coesty less confident. The trainers
recounted that they tend to be called for acutblpros such as an acutely painful

shoulder or an inflamed joint rather than more ofor@ssues.

Why do registrars call you in? “I think the urggraf formulating a plan there
and then and telling the patient something, sotti@patient has got an idea of
what is going on. So often it is when they ged fmoint where “What am |

going to do with this? | need to tell the patisamething and | don’t know what
| am going to tell them. Either because | don&liseknow what it is or | don’t
know what resources we have to got refer thematd need a hand with sorting

that out.™ Trainer 8

Three trainers felt that they were not called aguiently as they should be:

“I think they ask for help less with these condiahan they perhaps should.”

Trainer 1
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One trainer commented about this in relation tastegys referring musculoskeletal
problems that could have been managed in primagy CBhe reasons why they were
not called were felt to be: because registrarparkaps not aware that they need help,
that they are concerned that the doctors are busyvauld not want to be interrupted
and because the registrars perceived that thegamablvill wait until later i.e. they will

not cause the patient any harm by discussing thielgm at a later date with the trainer.

Two trainers mentioned that they would be more eamed about a registrar that did not

call for help rather than one that called on a l&gbasis.

Educational Themes - Tutorials

The trainers discussed two different types of tateron musculoskeletal topics: the
first being a review of cases that they have se@ohwmay include musculoskeletal

conditions and the second being a topic on a dpextibject. Tutorials are generally
registrar led, i.e. the registrar identifies whas ithey wish to cover. Trainer 6

commented “It doesn't feel that it is somethingtthva commonly talk about actually”

Case reviews can be run in different ways — twtheftrainers asked their registrars to
keep a discomfort log or a diary of the problen® they see which is then used as a
basis for discussion. Other trainers reportedgloamdom case analysis which is where

all the notes for one surgery are reviewed anat#ses discussed.

“I think the tutorial is just a way into helpingdegistrar assess their own level
of competence in these things because what thefpdously is they grade it
against your own, and if they feel that they haotagbig gap to make up, then
they often need more help this way.” Trainer 2

Three trainers reported having specific musculatkétutorials requested by their
trainees. Shoulders and knees were covered Byddlthese trainers. The trainer with
a special interest in musculoskeletal problems i@ tutorial on back pain for his
trainee. The trainees had asked for these ardmsdovered due a lack of confidence at

managing these problems. All three trainers calvérstory points, symptom patterns
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and examination. One trainer also covered joijctions in a tutorial on shoulder
pain. A trainer with a special interest in edumatiescribed that he often uses cases as

a basis to cover a topic and may use two or thzeeasios in one session.

Why case based scenarios? “Because the registraessaid they like it and |
think it works better to kind of hang it on a cadéhey remember things more. |
mean it is better if it is their case, if they coaleng with a problem, because
then it sticks more and they remember it more, bee#& has got more
emotional impact for them than a book and they rabrex it more. But it works

with a made up case as well.” Trainer 8

Educational themes - Referrals

Trainers also use referral letters as a basisisoudsion in a tutorial. This can be used
as a way of identifying a registrar’s learning readd also to educate the registrar.
Two trainers specifically ran tutorials on refesrahd tried to also include the letter

back from the hospital as feedback.

“Yeah, well, we review their referrals each six riiem So we will get their
referral letters and look at them and look what tegspened........... We will do
it maybe half way or three or four months throughteere is some time for
perhaps some feedback.” Trainer 6

Educational themes — Resources

Trainers used different resources to assist thettmein teaching. This varied from

textbooks through to web based evidence.
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Educational themes — Amount of teaching received

The questionnaire study of general practice tramed 995 suggested that trainees
receive, on average, only two hours of teachingnosculoskeletal topics during their
training (Lanyon et al 1995). Repeating this stadyart of my project revealed no
significant change in the amount of teaching reggb(Chapter Four). This fact was fed
back to the trainers for their opinions.

One trainer stated that they were surprised bywhsreas the others were not. The
trainers noted that this would not include all th@dental learning that takes place, e.g.
in surgery, in the corridor or coffee room and dgrcase analysis sessions. Generally
it was felt to be a small amount of time considgtime prevalence of musculoskeletal
conditions and their lack of confidence, althougmpeting interests on the registrars’

time were acknowledged.

“l am surprised really but there may be some rea$onthat. It may not be just
what they are.... | find that year-on-year to geisegrs to think ahead for their
formal tutorial session it is...it is variable, bainsetimes it is like drawing teeth
or getting blood from a stone” Trainer 7

“Well it doesn’t sound like an awful lot, but therhen you consider the breadth
of the curriculum that has to be covered, | think yave to put it into context
and my feeling is that probably they don’t get muobre specific time devoted
to very much else either, because of the amouitftings that have to be

covered.” Trainer 5

“l would hazard a guess that they have either cométh a very good

knowledge or they are going out with an inadeguatavliedge!” Trainer 4
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Educational themes — Ideal teaching for registrars

The trainers were asked what they felt registraouikl be taught about musculoskeletal

conditions and what would be the best way to imglenthe teaching.

Trainers felt that there was a need to return tbranisit the basics, i.e. taking a history
and performing an examination. With regards tohiséory the issue of red flags and
their usefulness was raised again. It was fdietamportant that registrars are
systematic in their history taking and that they directed to cover areas such as

occupation and mechanism of injury.

“Clarifying major points that are of benefit, thsthat are of value within the
history, questions to ask, things that are comnmzhthings that should not be

missed, you know the red flag type things.” Traihe

It was hoped that joint examination would have bagequately taught in medical

school but it was felt that it would be benefid@alreview it.

“Well, I think the practical things of how to examei people properly and with a

rationale for the way you examine them.” Trainer 8

The importance of being able to use the informagyamed from the history and

examination in diagnosing and formulating a managdrplan was raised.

“You know, you can ask somebody why something laggpbned and you can
get an in depth understanding of why it has hapgefidat is of no earthly help
whatsoever by the person, unless it allows yowtmilate a plan ahead. So
then the registrars need to know what can be domiaése people and therefore
need to have a working knowledge of what is avélabhat is appropriate as
far as treatment and investigation and onward r@fand management of the
condition.” Trainer 4
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The trainers wanted the breadth of musculosketetadlitions to be covered from the
minor self-limiting illnesses that are seen to ¢heonic debilitating conditions and from

common disorders to more serious and rare problems.

“I think the important things are the common thiagsl that she doesn’t miss
anything serious. | would want to know that she wafe, that she would be
able to pick up any serious bone or joint problei@s.infections, malignancies,
fractures and those sorts of things. In termsafmon conditions that we see,
she needs to have a decent grasp of how to malkgaodis and manage them.”

Trainer 3

One trainer felt that including a self evaluatidrconfidence was important. This
would allow a registrar to first of all identify vhe their strengths and weaknesses are
and then focus their time and effort on areas efinéAnother trainer suggested that all
of the content should be focused around cases anttlwlivide them into children,
young adults and old adults, acute and chronicitiond. This would allow the

package to be work focused and practical.

“We would just be talking I think, talking aboutwyoapproach to the patient and
trying to build up a repertoire of differential dr@oses and going through as you
are trying to make a diagnosis. ...... This is the adsechild that is limping or
something. What is your approach? What do yaktls happening and how
are you going step by step. | think they are yipes of things that would work

and then some practical with, you know, peoplelans to examine.” Trainer 8

There was a consensus amongst the trainers thatdsavere not an ideal format for
educating registrars about a practical topic aatlttie teaching should be primary care
based, i.e. it should be focused on primary capEso ran by primary care staff and
should take place when the registrars are in pgiroare attachments. Other than that a
variety of opinions and options were expressedviiiiy a check list for the registrars to
be able to use to identify areas that they hadreavand those that they needed to cover
was felt to be beneficial. One trainer also sutggethat a curriculum would be of
benefit although this has now been developed byRthal College of General

Practitioners and is available to all.
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Different methods such as short courses, covetiag their half day release, doing
shared surgeries or joint visits with their traifeoking at videos, doing random case
analysis, sitting in with specialists including giotherapists and doing topic based
tutorials were all identified as potential meansadych registrars could be taught. The
importance of the registrars getting their “hand$and involving patients to make the
experience more real was identified. Distancenieégrwas also mentioned although
not as frequently as the other methods. The s#gex tailoring the education to the

learner was discussed.

“I think they need to identify the gaps that theyé in their knowledge by
critically and continually reviewing what they ateing, and then you need to
be identifying those problems and then discussiitly them their most effective
way of learning, because everybody has differearnieg styles and, depending
on what they way they learn best, you need to ifjeswlutions to the problems
they have got, which is easy with a good regisirdao is evaluating the
problems. | think it is slightly more tricky whesmmeone thinks they know
everything there is to know about musculoskeletablems and they don'’t, you

know.” Trainer 3

Registrars often have frequent demands on the& with preparing for the
membership of the Royal College of General Practérs examination taking up a
significant proportion of the general practice elttaent. Making allowances for this
was felt to be imperative for any educational méstion to be successful.

“I think, like all of general practice, it has aoptem because it is general
practice and, therefore, there are so many caltb@ntime as to what you learn
and how you learn it and when you learn it. Sd p#it is to learn that it is
about continuing medical education and this isarhsthing that will be done in
three years and finished at the end of a threeweaational training course and

it is an on-going thing.” Trainer 1
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Educational themes — current teaching on the Vocaiti Training Scheme

One of the trainers interviewed is involved withaaging the specific scheme teaching
that the registrars receive whilst in their hodptasts. This involves week long courses
in specialist areas such as palliative care, theeridgs and paediatrics and also a half
day conference which takes place once a year. rRé@logical topics are covered in
the half day conference. The trainer was asked wlavered and why.

“I think the workshop that X has been doing soHas covered things like gout,
first presentation of inflammatory arthropathy aypoy know, going on and
teaching the different forms of that — psoriatid uite technical stuff, you
know, the background information that might be imtant for those things.”

Trainer 2

Why? “Well | think it was initially his / her imgssion on what GPs sent to him
/ her which is a good place to start. | think &eotgood place to start is the
things that are sent to him / her that he doebiikthe / she should be seeing.”
Trainer 2

“Certainly when we are setting up clinical modulese of the things we say to
the specialist clinicians is, you know, what isward the interface of working
between general practice and secondary care? g/ibahat we can do
differently? What do you think we should be domgre of in general practice?
Less of in general practice? What do you seeythiathink is appropriate and
inappropriate? And so on. Their perspective afrole is an important

influence on the content of the thing.” Trainer 2

Educational themes — Complementary/Alternative oieeli

A few of the trainers touched on the issue of cemantary medicine and whether or

not registrars should be taught about it. The fmainers who mentioned it all felt that

registrars should receive some teaching about thieadpists can offer, what evidence
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there is for their interventions, what qualificatsotherapists should have and what

interactions there may be with conventional treatime

“I think they need to be aware what these peophedmaand what they can offer

and what their limitations are.” Trainer 1

“I would expect them to have an idea that theisoime evidence and then they
might find that and what that might say. | woulslceexpect them to understand
what the parameters are about referring to altemaractitioners. So, you
know, make sure that the qualifications are OK,mehtioning people by name
unless you know they are good, making sure thaetaee no contraindications

for referral before you do it. Those sort of therig Trainer 5

“I think one has to learn the ethics of referraréy or open, or even covert,
agreement that the patient seeks these up......... | thislsomething that we
are often very wary about, because so many of theggle have things to sell

and therefore they have an agenda that is noapait patient care.” Trainer 1

Discussion

The trainers reported that they had concerns alegigtrars’ musculoskeletal clinical
skills in general and, in particular, their exantioa skills. There was also a suggestion
that the level of examination skills has degradeer ime. No comment as to why this
might have occurred was made and it is, in faatfreoy to the evidence that shows that
teaching of musculoskeletal clinical skills hasaiifything, improved over recent years.
The trainers agreed that there may be an ovenodian the part of the registrars on
non-steroidal anti-inflammatory drugs and on thie@af investigations. They also
highlighted that registrars can struggle to makéear cut diagnosis and that this may

be important.

It is impossible to say, from the data, what lesfeéxpertise the trainers are functioning
at. They hinted that it took them some time ircpca before they felt confident at

managing musculoskeletal problems. Considerats@us to be given as to whether or
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not this is reasonable. Should vocational trairsicigemes be changing the training they
offer so that registrars are confident cliniciansmpto qualifying as general

practitioners?

The trainers identified learning needs were natidigar to those of the registrars and
in particular they also highlighted the managenoéshoulder and knee pain. They
did, however, include back pain and neck pain winehe areas where the registrars
appeared relatively confident. It may be that veiXiperience the trainers have

identified learning needs that were not initialpparent.

The trainer involved with arranging teaching foe trocational training scheme
commented that he/she had asked the specialistitalie topics that are at the primary-
secondary care interface. This is somewhat at wittishe evidence mentioned in the
literature review where general practitioners higjtled that they prefer to be taught
about subjects directly applicable to their worladiy & Lee 1987; Marshall 1998). It
is possible that the scheme may be best advisiediis on conditions seen and

managed within primary care instead of those airttegface.

Limitations of this work

The limitations of this part of the project include

e The trainers interviewed were only from the NorthBreanery and in particular are

trainers allied to the Northumbria Vocational TiatpnScheme.

Different deaneries and vocational training schemiéhave different jobs
included on their scheme for registrars, differethicational sessions arranged
and so their registrars will have different edumadil needs. For example, until
recently the Yorkshire Deanery has provided a nurobanovative
musculoskeletal posts for GP registrars, along witining a week long
Yorkshire Summer School on musculoskeletal problefftgs is due to one of
the trainers involved in the deanery managemennhbavspecial interest in

musculoskeletal problems. Trainers in such an m@ahave had very different
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opinions to those interviewed in this study, ite tesults may not be

generalisable.
* There are probably many more trainer featuresdbiald have been sampled for.

For example, scheme directors or armed forcesdraifpatients with different
medical needs) could have been interviewed had ddeneries been included.
All of the trainers were Caucasian and Britishrteal which again could have
affected the results. Only eight trainers wererviewed and so it is probable

that data saturation was not achieved. The viduisese trainers are though,

interesting and valid.
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Chapter 8: Developing and Evaluating the EducationBPackage

Overview

In this chapter, | describe the development anduatian of an educational package
focused on the diagnosis and management of shopdaler | explain why shoulder
pain was chosen as the topic to cover and disbessiethodology behind creating the

package. |then go on to explain how the packaagevaluated.

Aims

To develop and evaluate an educational packagedooon one area of need

identified by the registrars and trainers

Background to developing the package

The diary, interview and focus group data idendifieree main areas of educational
need: shoulder pain, knee pain and hip pain. $ eecided to focus the educational

package on the management of shoulder pain.

This was for a number of reasons:

1. Shoulder pain is a common presentation in genesatipe

2. The registrars had identified this as an area etine

3. The trainers had also identified this as an aresetl not only for their trainees
but also for themselves

4. We had noticed that this was an area where diagnesee vague suggesting
that the registrars were under-confident in contang definitive diagnosis

5. Shoulder pain, unlike knee and hip pain, was aa ateere it was more likely
that it would be possible to reach a consensusagndsis and management and

what general practice registrars should know
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Looking at these areas in more detall.....

The registrars had identified this as an area céahe

During the discussions with the registrars aboetdiary entries and what education
they would like to receive, shoulder pain was répelg identified as an area where
further training was felt to be necessary. Hiphymad knee pain were also noted, but to
a lesser extent, as being areas where the registiaorted their confidence in managing

problems as being poor.

“I don’t think | have ever diagnosed frozen shouldethink | have just seen
people who have a diagnosis of it from someone eggin that is difficult
because if you don’t really know what you are lowkior, then you can’t check.
| could be signing a sick note for somebody witieén shoulder, but | can’t
actually examine them properly really to check that is actually the diagnosis,

that there isn’t something else going on.” Regisi

When asked what they would have liked to have baeght early on in the general
practice job:
“I would have definitely benefitted from some teeaxghon shoulder pain and

differential examination and what you do with fitat kind of thing.” Registrar 7

The trainers had also identified this as an area®éd

“Shoulder pain in particular tends to be one thairik people don't feel

confident with” Trainer 4

“l think something simple about the shoulder ayihty to differentiate all the
different things that can happen with the shouldeuld be really useful with
some nice, clear diagrams and the kind of aide nrerabout what you get with
different things............. You know, a sort diat’s guide to shoulder problems
and how you sift through that to come up with gggrodiagnosis.” Trainer 8
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“There seems to be a perception in them that ihdividual has a shoulder

pain, they are assessing the shoulder joint, mgahmbones of it and it tends to
be less of an awareness of this significant sedug contribution to “joint
problems”. That is my perception of what comesuigh. So they don't feel
confident about them and there are two key aresisekien for the more
experienced doctors who have finished their vocalischeme, two key areas
are knee and shoulder.” Trainer 7

Other studies have also shown that general p@uotits and specialists identify

shoulder pain as being an area of educational foegutimary care (Petrella & Davis

2007; Liesdek et al. 1997)

Diagnoses were vague

“I think generally speaking for myself, | would shgm a bit limited to my
expertise, if | have any at all, in managing sheujdint pains or whatever the
musculoskeletal symptoms are........ with, for egl@mnshoulder joints, someone
comes and it is shoulder pain. [ think the forentlbmg that comes in my mind
is: is it broken? Is there any muscle displacerheah deal with it? Basically,
what can | do now or should I refer on? You knaewd then based on that.”

Registrar 12

“I mean shoulders are pretty common and | think thay often get jumbled
into one sort of amorphouwsagnostic mass of shoulder syndrome, and | think

there are quite specific things in there that yan pick out.” Trainer 2

In general, terms such as “shoulder pain” or “stleukprain” were used, i.e. symptom

based rather than diagnosis based. Out of the@Bder consultations recorded in the

diaries there were only three definite diagnose®tor cuff pain and three of frozen

shoulder recorded. Unpublished data from the SAREHtudy, a study where general

practitioners were given specific training in hawetxamine the shoulder and how the

different causes of shoulder pain present, suggjestsn primary care, 48% of
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presentations with shoulder pain are caused byorotaff pathology and 18% are due
to adhesive capsulitis (Personal communicatior® Bielliwell). The prevalence of
these conditions as recorded by the registrargefibver appears low.

The use of vague diagnoses for shoulder problemsnmary care has been commented
on in other studies (Linsell et al. 2006). In leiet al they searched the mediplus
database for any coded problems related to shopterduring a year {1January to

31% December 2000). The Mediplus database accestefaa 211 United Kingdom
general practice surgeries, representing 1,70(ph@@eénts. They found that general
practitioners tended to use a limited number ofesofive codes accounted for 74.6%
of the diagnoses recorded. The codes used weegalgmon-specific e.g. shoulder
syndrome, sprained shoulder, shoulder joint pagirgis shoulder/upper arm and
arthralgia shoulder. They concluded that this dwaflect a lack of confidence in

applying a precise diagnosis to the shoulder canditseen.

Areas of possible consensus

The results of the interviews and focus groups weesented to the members of the
Primary Care Working Group of the Arthritis Resda@ampaigndrc), whose

members include general practitioners, rheumatsite@ind allied health professionals.
The group felt that the management of knee painamegrea where an educational
package would be extremely useful. Unfortunatieisther discussion highlighted that
it might be difficult to achieve a consensus on tdteuld be included in such a
package. A secondary output of the recently-cotadlISAPPHIRE study was a set of
data relating to the prevalence of specific shaytleblems in primary care, and it was
felt that these results would be useful in detemgrthe contents for a training package
in this area (Watson 2008). No such data for kamelitions has been published. It

was therefore decided to create an educationalgacn shoulder pain.
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Developing the Package

When developing educational materials, it is im@otto take into account how
students learn and what methods they may use wlaenihg. A number of educational
theories focus on both learning and teaching lam lgoing to briefly discuss three that

| considered when creating this package.

Adult Learning Principles

A number of educationalists have developed theoeigarding how adults learn. The
best known of these is Knowles’ theory which isregd to as “andragogy”. Knowles
described five assumptions, which are:

1. As a person matures, his or her self-concept miveesthat of a dependent
personality toward one of a self-directing humaimgpe Adults are capable of
determining their own learning needs, and of figdimeans to meet them.

2. An adult accumulates a growing reservoir of expere which is a rich resource
for learning. This experience can be brought @&r lo& new learning, and
enhance the new learning significantly. It caogsovide an effective context
for the acquisition of new knowledge and skills.

3. The readiness of an adult to learn is closely eeléb the developmental tasks of
his or her social role. Adults value learning timgrates with the demands
placed upon them in their everyday life.

4. There is a change in time perspective as peoplermatfrom future application
of knowledge to immediacy of application. Thusaault is more problem —
centred than subject — centred in learning. Gdlgeealults value learning that
can be applied to authentic problems that they@meo in everyday life.

5. Adults are motivated to learn by internal factather than external ones. The
internal desire to succeed, the satisfaction ahieg, and the presence of
personal goals have a greater effect on motivakian external incentives and
rewards.

(Cited in Kaufman et al. 2007)
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It is accepted that these five assumptions are andescription of how adults learn
rather than a theory in their own right. Merriaon &xample, comments:
"....while not really a theory of adult learningydaagogy does capture general
characteristics of adult learners, and does ofi@ejines for planning
instruction with learners who tend to be at leastewhat independent and self-
directed.” (Cited in Kaufman et al. 2007)

Experiential Learning

This was formally described by Kolb in his book fi&xiential Learning. Experience as
the source of learning and development” (Kolb 198Me definition that he used of

learning has experience as an essential feature.

“Learning is the process whereby knowledge is ect#trough the
transformation of experience.” (Kolb 1984, p. 38)

Kolb described experiential learning as a cyclévioiur stages: concrete experience,
reflective observation, abstract conceptualisadioa active experimentation. In order
to learn best, the student must pass through thesstages in turn although it doesn’t

matter which stage of the cycle they start at.
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Active Concrete
Experiment- Experience
ation
Abstract Reflective
Conceptual- Observation
isation

Figure 8.1: A diagrammatic representation of Kollbéarning Cycle. Source: Kolb
1984

Learning Styles
A learning style is: “a description of the attitgsdend behaviour which determine an
individual’'s preferred way of learning” (Honey & Whiord 1992, p. 1)

Various authors have described and created theirdifferent classification of learning
styles. One of these was Kolb who developed arhiag Style Inventory’ from his
experiential learning cycle. His learning styleentory is reported to have low face
validity and is rarely used. | am therefore gadiodpriefly describe the learning styles
identified by Honey and Mumford, a psychologist @ahanager in a chemical
organisation, in their 1992 book, the Manual ofrinéag Styles (Honey & Mumford

1992). They are more widely used and recognised.
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Honey & Mumford define four different learning sgt

Activists: people who learn by throwing themselves in atdbep end and trying things
out

Reflectors like to consider a subject in depth before contmgn opinion

Theorists: like to understand why something happens, iethlory behind what has
occurred

Pragmatists are regarded as being very practical people wead try ideas out.

They dislike long, open-ended discussions

Honey and Mumford recognise that no-one’s learsiyte is fixed and that they may

be “modifiable at will” or by “changes in circumsize” (i.e. they are situational). They
also acknowledge that the labels they use are arsiowplification but they feel that

they help explain how people, of similar age, iigehce and need, e.g. general practice
registrars, may react differently to the same etloical experience. They feel that
learning styles should be used to initiate disarssn how people learn to enable
learners to recognise why they may prefer certducational methods to others and to

allow learners to develop.

Activists react * Action learning « Job rotation * Role playing
positively to: * Business game * Discussion in small * Training others
Simulations Groups » Outdoor activities
Reflectors react * E-learning « Listening to lectures  « Reading
positively to: * Learning reviews or presentations * Self-study/self
« Observing role plays  directed learning
Theorists react * Analytical reviewing ¢ Listening to lectures < Solo exercises
positively to: * Exercises with a * Self-study/self » Watching ‘talking
right answer directed learning head’ videos
Pragmatists react * Action learning * Discussion in small » Group work with
positively to: * Discussion about groups tasks where learning
work problems in the < Problem-solving is applied
organization Workshops * Project work

Figure 8.2: Activities and preferences accordintptoning style. Source: Coffield et
al. 2004

Any educational material should therefore take aoount that people may wish to use
it in different ways according to their learninglst for example for self study or as a

resource for small group work.
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Relevance to the production of educational materaaid to this project

During the interviews both the registrars and gendiscussed and identified a number
of the points highlighted by these three theori@sparticular the importance of
learning as being self directed, experiential dredmethod being unique to the

individual.

Self directed
“I saw a few people with symptoms that could hagerbcarpal tunnel
syndrome and | went to use the internet to tryfardlextra information and
there are lots of useful things you can do. Tladkirtg with my trainer and with
the patient services co-ordinator in the practicerérk out where they actually

go.” Registrar 5

Experiential
“I have come across quite a lot since and have sean, reviewed them and

they seem to be ... they seem to get better, sok thiy confidence has grown
just from having experience of seeing a few andallgt seeing them
afterwards” Registrar 9

“Well | think, and this is my personal belief, itk for registrars that the best
learning is always experiential and that going oarses or sitting and listening
to lectures is only ever an adjunct, and the ordy wou are really going to get
to grips with any of it... is to see patients anen to have somebody with whom
you can talk about, reflect, get feedback, get,hgdp direction about what you

have seen. But | don't think there is any subtifar experience.” Trainer 5

Learning method being unique to the individual

“I think they need to identify the gaps thatythave in their knowledge by
critically and continually reviewing what they ateing and then you need to be
identifying those problems and then discussing wigm their most effective
way of learning, because everybody has differaarnieg styles and depending

on what the way they learn best, you need to iflestilutions to the problems
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they have got, which is easy with a good regisidao is evaluating the

problems.” Trainer 3

The educational package therefore had to take fha@sés into account, i.e. it must be
an attractive resource that they can access wiggireel, contain information relevant

to the patients that they're seeing and be abtetosed in different ways.

A recurring theme from the registrars was that thiégn accessed information from the
internet during the consultation. They not onlgdieducational sites such as General
Practice Notebook (www.gpnotebook.co.uk) but alsteased guidelines (Prodigy —
now known as NHS Clinical Knowledge Summaries, :hittgs.library.nhs.uk) and
patient information sheets (www.patient.co.uk)ifdormation on how to manage the
patient in front of them. These resources appebetattractive to the registrars —
possibly because of ease of access. Creatingemnah based resource is costly, so for
this study the package was created on a CD ROM: pakkage can be downloaded
onto the registrar's computer and accessed whenregl) as per the internet and could

be set up on a website on the internet in future.

To be relevant to the registrar the package h&e teased in primary care and focus on

primary care problems.

Creating a CD ROM allows the information on it ® dsed in different settings and in

several ways. For example the registrar couldssciteluring a consultation as they do
the internet resources, a trainer could use thkgugcas a basis for discussion in a one
to one tutorial, or the information on it could lieed in a more formal teaching session

such as small group work or lectures.

Would registrars use such materials?

The registrars reported using internet resour@epintly, especially in order to access
patient information leaflets, but also to look atdglines e.g. Prodigy (now known as
NHS Clinical Knowledge Summaries, http://cks.lirahs.uk) or educational sites

e.g.www.gpnotebook.co.uk.



Page 236

Research evidence suggests that this is also atienally with studies showing that
roughly 80% of general practitioners access thermat for a number of reasons
including to look at information regarding disegsesv medical information and data
about drugs but also to access online journalssgMitLl999; Doney et al. 2005). A
study evaluating the use of a CD ROM as a traingsgurce for primary care research
revealed that participants appreciated the flexybsind self-direction that the method
allows. They also found it cost effective and higfited that they found the ability to

have direct links to journal papers or websites alas useful. (Shaw et al. 2004)

The Royal College of General Practitioners have dé&sveloped CD ROM material
such as the PEP CDs (PEP = Personal EducationgdaPnames) which has recently
been updated to the nPEP online interactive resouhich contains an applied
knowledge test for general practice registrarstishthem in identifying specific
educational needs. The Department of Health atfeeiprocess of developing e-
learning material in conjunction with the Royal &gk and so general practice
registrars will become more and more used to actgssmputer based educational

material.

Content of the package

Registrars identified a need to go ‘back to basacsl to enable them to ‘refresh’ the
information that they've already learned.

“If you, like, assume a basic level of knowledgeuyeel like you don’t have
that basic level and you have just gone way ovehaad, but he just didn’t
seem to be able to bring it back down and exptdinRegistrar 2 (Discussing
what had happened when they had spoken to anatbrdabout a patient they
had both seen)

“A kind of broad revision of how to examine, anehwhat | would really find
useful is just a brief differential of the main citions that can affect shoulders
that we will be seeing in general practice and, koow, vaguely where we

should be heading in terms of management plansaichin of them.” Registrar 4
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When discussing what shoulder pain teaching theyldwyant.....“That is the
problem at the moment. You haven’t got that ctéHierential in your head and
you don’t know what examination to do to rule inrole out, because you don't
know what to rule in or rule out. If somebody conrewith a chest problem,
you can easily do a truncated version of your eration because you know
exactly what you are looking for, what you are kg about and there are
specific signs you want to look for or specific gioms you want to ask about,
and you can short cut things very easily, becansekpow a lot of it is chaff
and you don’t need to worry about it. Whereas withusculoskeletal problem,
you have either got to do it all or do everything still not really that confident
in interpreting the history or examination, or yaa very little which is probably
useless.” Registrar 5

They appreciate information being case basedalevant to their clinical practice.

“They do help me remember if there is something hiag a typical presentation,
then a case history helps me remember it, partigpwyau know if it is linked in
some way. Like somebody is washing their windons the next day they get
... that kind of thing helps me remember more easilyyeah, but that is me. |
am quite a visual kind of hands-on and | do leattdn from stories than from

lists of things.” Registrar 2

“The registrars have said they like it and | thinkorks better to kind of hang it

on a case. They remember things more.” Trainer 8

And, also symptom focused, i.e. starting with taigtom of shoulder pain and then
taking the user through to a diagnosis.

“You know, those ones that | said, sometimes somhgloll tell you something
and you think “I am sure that is meant to be somgtreally obvious.”

Sometimes | use the Oxford Handbook for that, bistdifficult because of the
way it works. It is not symptom based, so you hasteially got to flick through

wrist pains and read them all until you find a ¢im&t rings a bell.” Registrar 2
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The Group Nominative Process

The areas to be covered in the educational packagedetermined not only from the
registrar and trainer interviews, i.e. history, mxaation, diagnosis, management and
anatomy but also from relevant available informaog. textbooks, reviews of the
management of shoulder pain etc. Red flags arelassically described in shoulder
pain texts but were to be included as the regstegpeatedly mentioned their usage in
the management of back pain and how they enabéed tb be more assured in their

management.

What is it about back pain that makes you confidembanaging it? “You have
got fairly clear guidelines available to follow ..oty know to look for red flag
symptoms and if you haven’t found those, then yau loe reasonably confident

that this is not something very sinister.” Re@st

There is now a curriculum for general practiceibdbes not specify the level of
knowledge that a GP registrar requires in this.afdzerefore the actual content of the
package needed to be determined prior to its oreaflhis could have been decided by
someone felt to be “the best person”, althoughdteates questions: Who is the best
person? Do they have access to all the relevéoiation to be able to determine
what general practice registrars need to know abloaiider pain? Are they credible?
Similar issues are faced when creating guidelinesrevthere is an insufficient evidence
base. Having a group of interested parties / éetg) is a recognised way of trying to
tackle this problem. This is felt to be advantageas:

« A wider range of direct knowledge and experiendaraaight to bear

* The interaction between members stimulates coraiderof a wide range of

options and debate that challenges received idehstanulates new ones

» Idiosyncrasies are filtered out

* The group as a whole may carry more weight thanoaeyindividual
(Cited from Murphy et al. 1998)
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It was possible that these participants might gjieitp come to a consensus as to what
should be included in the package and so a consensthod, the group nominative

technique, was used.

The group nominative technique uses a structurestingeto gather information from
relevant experts. There are usually nine to twaeteenbers in the group and they are
asked to rate, discuss and then re-rate a seritmnheg. The group is facilitated by an
expert or a credible non-expert and follows a senht:
» Participants spend several minutes writing dowir thews about the topic in
question
» Each participant, in turn, contributes one idethtofacilitator, who records it on
a flip chart
» Similar suggestions are grouped together, whereopppate. There is a group
discussion to clarify and evaluate each idea
« Each participant privately ranks each idea (round 1
* The ranking is tabulated and presented
e The overall ranking is discussed and re-rankedn@d)
e The final rankings are tabulated and the resuttdbfck to participants
(cited from Jones & Hunter 1995)

Other consensus making methods exist: consensusecamived at by informal debate
or more formal methods can be used, the Delphigg®and the consensus
development conference being two of these.

The Delphi process involves recruiting expert ggstints to provide their opinions on a
specific matter. The opinions are then convenméal a limited number of statements,

are grouped together under headings and thenratgated back to the participants.

The participants rank their agreement with eactestant in the questionnaire. These
rankings are summarised and the questionnairentdsek to participants with the
rankings included. The participants are then atldwo re rank their agreement with

each statement. The re rankings are then sumrdanskassessed to see if a consensus
has been reached, if it hasn’t then the third roiivedthe re ranking of their agreement

with the previous ranks provided) is repeatedné3a& Hunter 1995)
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Conference development conferences are generdilyusad by large groups such as
the King’'s Fund in the United Kingdom or the Na@binstitute of Health in the United
States. They are likened to the judicial pro@ssa selected group of individuals listen
to interested parties present evidence. Theytime to consider the evidence

presented and try to reach a consensus.

The group nominative technique was used in thisme as the Delphi process and

conference development conferences were felt todexpensive and time consuming.

Selection of participants

There are no rules about who should be includgzhegipants in consensus
development methods although it must be possiblestdy their inclusion. It is
recognised that there is a potential for bias engélection of participants. Who is
included is important as the composition of thegb@an affect the results obtained.

The ideal size for a consensus development grofgit i be between six and twelve
members as, below six reliability declines and &jovelve the group becomes difficult
to manage. There is concern that heterogeneityeeahto conflict within the group
although evidence suggests that a mix of group neesnan lead to better performance
of the group. Concern also exists that peoplagifdr status may try to “take over” the
group. Weighting the group in favour of generalgpitioners helped to address this
issue (Murphy et al. 1998). Other issues are ladgdieved to affect the functioning of

the group e.g. setting of the meeting, charactesistf the facilitator.

The group nominative process meeting was heldeaRthyal York Hotel in York in
June 2006. Nine participants were invited to caveainge of desirable characteristics
including general practitioners with a special et in musculoskeletal problems,
general practice trainers, a Royal College of Galrf@ractitioners examiner, Vocational
Training Scheme group leaders, consultant rheumgigik, orthopaedic surgeons and
physiotherapists.
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The group was specifically weighted in favour ohgeal practitioners to ensure that a
primary care focused package could be producederSearticipants were able to
attend. They included:
* A Consultant Orthopaedic Shoulder and Elbow Surdeamed at the Oxford
Shoulder Clinic)
* A Consultant Rheumatologist (involved in the SAPRHIstudy as mentioned
previously)
* Two general practitioners with a special interasnusculoskeletal medicine
(one of whom runs a Vocational Training Scheme gjou
* Two general practice trainers (one with an inteiresésearch who has also been
a Vocational Training Scheme group leader, theradls® runs a career start
scheme)

* A physiotherapist who works in a community musckébstal service

Results

The group worked well together and achieved a aoseeasily as to the content of the
package and what the “red flags” for shoulder ghiould be. The longest discussion
was about whether or not GP registrars should bsed to X-ray a “stiff shoulder”.

This was due to the majority of patients with & sthoulder in orthopaedic clinics
having osteoarthritis. The results of the SAPPH#REly showed that adhesive
capsulitis is a significantly more common causa efiff shoulder in primary care and
that osteoarthritis is actually quite rare. liswherefore agreed to advise against

requesting X-rays.

The content of the package was therefore definedsee Figure 8.3)
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Content of the package
It was agreed that the following content would beezed within the package:
Anatomy

The shoulder would be referred to as the shouldmhamism. Registrars would be expected to hay
knowledge of the following structures:

Bones — humerus, scapula, clavicle
Joints — glenohumeral, acromioclavicular, scapulhic
Muscles — rotator cuff (separate muscles for refegeonly), trapezius, deltoid, biceps

For reference only: the muscles of the rotator ¢dpraspinatus, infraspinatus, teres minor,
subscapularis), pectoralis major, serratus antdrioeps and the axillary nerve.

History
Highlight that use of time is a powerful therapeutol
History of the Presenting Complaint

Start with the following four questions: Where ditgsurt and where does the pain radiate to?
What were you doing when it started?
When is it worse?
What makes it worse?

Reference the full set of pain questions

Rule out that the pain could be arising from elsengh

Check for systemic symptoms

Past Medical History
Visit 1 — check for a past history of malignancyiya intestinal disorders

Visit 2/3 — Consider checking for other probleng. @revious musculoskeletal problems, psoriasis,
diabetes mellitus and other auto-immune conditiogrisal disease and neurological disorders (CVA

Red Flags

Consider the red flags once the history has bdemtaYellow and blue flags at visit 3 or at 4 week
(whichever comes soonest)

Examination

Undress the patient — consider asking for a chaygero

Ask the patient to point to where the pain is

Check for a stiff shoulder: Active and passive at@n, active and passive external rotation
Resisted abduction — if reproduces the pain isca gadicator that the pain is muscular and not bony

Reminder of the medical student examination. Diodescribe a specific examination for all genera
practice consultation.
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Examination Continued

Special tests - for reference only
Speeds Test

Scarf Test

Hawkins Test

Neer’s Test/Sign

Jobes Test

Belly Press Test

Yocum’s Test

Yergason’s Test

Anterior Apprehension Test
Jobe’s Relocation Test

Diagnoses

Diagnose and manage: Rotator Cuff Disorders
Frozen Shoulder/Adhesive Capsulitis
Referred Pain
Acromio-clavicular Pain
Bicipital Tendonitis
Polymyalgia Rheumatica

Recognise and Refer Malignancy
Fracture
Dislocation
Inflammatory Arthritis
Acute hot joint — sepsis/gout
Shoulder instability

Recognise and not refer Acromioclavicular joirgldcation
Rupture of long head of biceps

Investigations

Do not use bloods for screening for problems

Include: full blood count, glucose, C reactive pint rheumatoid factor, auto antibodies, urate,
calcium, creatine kinase, serum electrophoresise wiectrophoresis.

Radiological investigations — refer to the Royall€ge of Radiology Guidelines. Only X-ray if it is
going to alter the management

Management

Drugs & the World Health Organisation analgesidiad

Non-drug management including advice/exercisessipltiyerapy, advice booklets

Advice on steroid injections

Suggest that if the patient returns for a thircetiwith the shoulder pain or if the problem has igezd
for 4 weeks (treatment failure/no significant impement) consider asking for a second opinion in
primary care and consider that the pain could keéngrfrom the neck.

Figure 8.3: Content of the educational packagehouilsler pain
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Creating the Educational Package

The content of the package was further developeuyself following the guidance of
the Group Nominative Process. It includes texatamical images and video clips of

the examination.

The package was created using Microsoft Power Raitthe software allowed us to

embed the images and clips within the text.

Video clips of the examination were created atAhdio-Visual Department in
Newcastle University. The shoulder examinationnh@dical students, i.e. what junior
doctors starting in general practice should be awérhas already been defined in a
previous Arthritis Research Campaign project arplislished elsewhere. We were
able to include the clip for reference in the paekaGeneral practitioners often
simplify their examination and pick and choose péntat they feel will help them in
discriminating what the diagnosis is. It was thhHt it would be inappropriate to
suggest a simplified examination; instead, the piithe examination which was felt to
be essential for all general practice consultattonshoulder pain, i.e. demonstrating
whether or not a shoulder is stiff, was filmed alednonstrated by a general practitioner
(EW). The special tests for shoulder pain whiclmenecluded for information only
were demonstrated by a consultant Orthopaedic deoalirgeon in order to try and
create an obvious demarcation in the mind of tleenler as to what a general
practitioner would be expected to know. The vidkos have been produced as

individual computer files and can be run througttiidsoft Windows media player.

Anatomical images were created by Mr Torben Hudaagraphic designer, and include
both surface anatomy images and illustrations @htlusculature of the shoulder girdle.

The package starts with the home page and useablaEr¢o navigate through the
package by clicking on the hyperlinks. For an egl@nsee Figure 8.4
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Figure 8.4: Example of the educational package

Figure 8.5: Example of surface anatomy illustration

\4

Frozen Shoulder / Adhesive Capsulitis

Symplams -

Pam and sliffness al the shoulkler joint

Wheste - Pain i feft ovel the delos] — deep i the shouaklet
Stanted - Gradua | onset oven vecksamenthes

When - Pain on mosement Bubalsn a rest (moehe ) and ot nght
Hight piain miy veake the potient ev hont there
by any obyisus precipant. g, moremend. Patients
are froguently unable o lie on fhe affectoed side.

What - Any movemant at the shonlder mokes the pam varse
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Figure 8.6: Example of rotator cuff anatomy illasion

The package was created with the two theories wé#ldping expertise in mind and, in
particular, the idea of illness scripts. The tihe®highlight the importance of basic
anatomy and science mechanisms, and these weuedakcin separate areas within the
package, so that the user could refer to themsirele. Examples of case histories for
each of the conditions mentioned were also incluadetithe symptoms related back to
the anatomy and pathology in order to assist tee wgh developing their own illness

scripts.
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Modifying the package

The package was given to five pairs of trainersraggstrars for initial feedback. The
need for ethical approval for this was discusseti wiy supervisors and deemed
unnecessary. The trainers and registrars werershow to use the package and were

given a list of questions to consider.

These were: Do you like the layout of the package?
Did you find it easy to navigate your way throupk package?
What areas did you like about the package?
What areas did you not like about the package?

In what way could we alter this to make it bétter

The trainers/registrars were then contacted bylelee two weeks later for their
feedback.

There were a few comments about the layout maderaking the links more obvious
and adding in an index page. It was mentionedttieapackage is quite slow to use and
that it would be helpful if it loaded automatically

In general the trainers and registrars were congsltary about the package and

remarked that they would like to see it produced available.
“I wish I'd had one before I'd started” — registrar
The content of the package was altered accorditigetcomments although

unfortunately it was impossible to make the packagek faster due to the amount of

information it contains. This could be overcomentigking the package web based.
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Evaluating the Educational Package

Educational initiatives have often been employettheit evidence to support their

utility and research in this field is often ignoreg policy makers (Wass et al. 2003).

The ‘Best Evidence Medical Education’ initiativeshaeen developed to create

systematic reviews of educational interventions wMvemecollaboration.org). This is

a difficult task as interventions often have dieetgpics and subjects with different

methodologies used in their assessment.

In particular, papers on educational interventiareslooking to show improvement in

learning/performance and a way of classifying ihito use Kirkpatrick’s Hierarchy:

Level 1:

Level 2a:

Level 2b:

Level 3:

Level 4a:

Participation
Covers learners views on the learning experiets@®rganization,
presentation, content, teaching methods, and aspetie instructional

organization, materials, quality of instruction.

Modification of attitudes/perceptions
Outcomes here relate to changes in the recipraiitaldes or perceptions

between participant groups toward intervention/$ation

Modification of knowledge/skills
Forknowledgethis relates to the acquisition of concepts, pdoces and
principles, orskills this relates to the acquisition of thinking/prahle

solving, psychomotor and social skills

Behavioural change
Documents the transfer of learning to the workplarceillingness of

learners to apply new knowledge and skills

Change in organizational practice
Wider changes in the organization/delivery of caté&jbutable to an

educational program
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Level 4b Benefits of patients/clients
Any improvement in the health and well being ofigaiis/clients as a

direct result of an educational programme
(Cited from Best Evidence Medical Education, n.d.)

The best level of Kirkpatrick’s hierarchy that cdlle hoped to be attained in assessing
this package for this project is level 2b — thatlemonstrating modification of the
registrar’s knowledge and skills in the managenoéshoulder pain. This is the

equivalent of “shows how” in Miller’'s pyramid (Mér 1990)

/\
/ Does\

Shows how

/ Knows how
/ Knows

Figure 8.7: Miller’'s pyramid

Work based methods of assessment such as videansgltations, mini — Clinical
Evaluation Exercises (mini — CEX) and Direct Obsg¢ionn of Procedural Skills (DOPS)
target the “does” level of the pyramid. More commtyaused methods such as multiple
choice questions, objective structured clinicalrexetions (OSCE) and simulation

tests are looking at the lower levels of the pydami

The decision was made to use a clinical skillssssent methodology, as used in the

new Membership of the Royal College of General fragers exam (see Introduction).
This was because it was a realistic assessmentioge, is targeted at the “shows how”
level of Miller’'s pyramid and level 2b of Kirkpatk’s hierarchy and would be felt to be

relevant to the registrars taking part. The R&@llege define the clinical skills
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assessment as being “Clinical consulting skills@ration, based on cases from
general practice, with role players as ‘patierdsadq experienced assessors; provides a
pre-determined, standardised level of challengatalidates(RCGP, 2006a) This has
been recently added to the membership of the Rogkége of General Practitioners
exam as it allows “an assessment of a doctor’&bil integrate and apply appropriate

clinical, professional, communication and practsllls in general practice.”

The marking of each of the cases in the exam willdzused across three domains:
» Data gathering, examination and clinical assesssials (as part of this
domain the registrars will be expected to demotespeoficiency in performing
a physical examination)
» Clinical management skills

* Interpersonal skills

Five sample cases are currently available on th@R®oollege of General Practitioners
website (RCGP 2006a) with a summary of the caseaarekplanation as to why the

case has been chosen. A sample marking schedud¢ available.

Reportedly the first students to sit the ClinickillS Assessment section of the new
Membership of the Royal College of General Prawigrs’ exam performed poorly

with the pass rate for trainees being 50%. Theades who have taken it so far are
purportedly felt to not be representative of geheractice trainees as a whole and it

has been found that when they sit the exam fos¢lcend time the pass rate increases to
approximately 85%. It is felt that the main ditfity the registrars are facing is
completing the task in ten minutes. (Personal camaation, Dr Adrian Dunbar,

Associate Postgraduate Director of General Practiogkshire Deanery)

The Cleveland Vocational Training Scheme are eepegd at arranging clinical
examinations (objective clinical skills assessmant] allowed access to their trainees.
General practice registrars who were in their galnanactice posts (both in their first
six months and in their final six months) in OctoB807 were invited to attend 2
educational afternoons, one month apart, but drthey were able to attend both of the

sessions. They were warned:
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“The afternoons will include a chance to practicethe nMRCGP (Clinical Skills
Assessment module).” They were advised that thesasnent was to be formative and
that the marks would not be used by the schemryimay. After the first assessment,
the registrars were given the educational packadeadvised that it focused on

shoulder pain and covered the conditions encouhiarthe clinical stations.

It was decided to have five clinical stations ag pathe clinical skills assessment,
covering the common causes of shoulder pain ingyroare and a red flag case, i.e.
rotator cuff pain, adhesive capsulitis, polymyaldiaumatica, acromio-clavicular joint
pain and shoulder pain with red flag symptoms. dilagnoses are covered in the
shoulder educational package with the cases used bery similar.

Case 1: Rotator Cuff Pain

Case 2: Acromio-clavicular Joint Arthritis

Case 3: Red Flags

Case 4: Adhesive Capsulitis

Case 5: Polymyalgia Rheumatica

Registrars were allowed 10 minutes per statios,iththe same as in the nMRCGP
exam and also the rate at which they would be @gpgeo work when qualified. The
registrars were provided with information regardihg patients they were going to see.
These printouts would be similar to the summarlgsioed from surgery software. The

registrars stayed in the same room whilst the pitietated.

A rest station and an anatomy station were includdlp timings.

The need for ethical approval for evaluating thekpge was discussed with my

supervisors and was deemed unnecessary.

13 registrars attended both sessions. 2 registtaesded who were only able to come
to 1 of the afternoons. Their results are nolided. Details of the registrars are
included in Appendix F.

The “patients” were played by physiotherapists witbpecial interest in

musculoskeletal problems/shoulders, specialistmaology nurses and doctors. They
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had been given information regarding the patieay threre going to be two weeks prior
to the afternoon along with a marking schedule.ti&snMRCGP marking schedule is
not available, a different schedule published leyRoyal College of General
Practitioners for the use in observed consultatwas used. This schedule covers the
same areas that the Clinical Skills Assessmentdst@eeportedly covers. See

Appendix G.

Our interest was to see how the registrars perfdratéaking a history, performing an
examination and in making a diagnosis, so theraiia these areas were very

specifically defined:

History Taking

Borderline for completionHave covered the 3 areas but not enquired alenergl health

Completion Have asked about the 3 following areas Locadiopain and radiation
Any precipitating factors?

Worsening features (when and what?)

And a “general health” question Any other joiaffected?
Any systemic symptoms?

Are you otherwise well?

Above expectatiorHave covered the above but also work/home issleesas, concerns and expectations

Physical Examination (Acromioclavicular joint ostearthritis)

Insufficient evidence does not perform an examination

4 basic movements for a stiff shoulder or doesas&tyou to localise the pain.

Completion
They ask you to localise the pain i.e. point to kehieis (NB might have covered it in the history)

The registrar checks for a stiff shoulder Activi[B passive abduction
OR active AND passive elevation

AND active/passive external rotation
Above expectations
The registrar checks specific special tests egySttarf test for acromioclavicular joint osteoatihr

Borderline for completionThe registrar checks the basic movements oftibelder but does not check the|
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Completion:

Borderline for completion:
The registrar diagnoses that you have a probleimtivé bones but appears unsure as to what thesgpnobl
may be. They may offer you an X-ray.

Clinical Judgement (Acromioclavicular joint osteoatthritis)

The registrar diagnoses that you have a problaheadcromioclavicular joint.
They offer you a choice of suitable treatment: gesia.

Above expectation: The registrar diagnoses thathaue a problem at the acromioclavicular joint.eyh
explain the problem and discuss possible causksy advise re analgesia.

Figure 8.8: Example marking schedule for Acromiedalar Joint Osteoarthritis

Communication skills, Professionalism and OrgamsdEfficiency were less rigidly

defined allowing the “patients” to use their owd@ement in marking.

Results of the clinical skills assessment

Median scores for all the registrars’ pre (Table) &nd post (Table 8.2) receiving the

teaching package have been calculated and areletthelow:

1 = Above expectation

2 = Meets expectations for completion

3 = Borderline for completion

4 = Below expectations

5 = Insufficient evidence

History |Physical Communication|Clinical Professionalisn] OrganisatiofDverall
Taking |Examination [Skills Judgement Efficiency Clinical
Skills Care

Rotator Cuff Pain | 2 2 2 2 2 2 2
Acromioclavicular |2 3 2 3 2 2 2
Joint Pain
Red Flag History | 1 2 2 1 2 2 2
Adhesive Capsulitisl 2.5 2 3 2 2 2
Polymyalgia 1 2 2 2 2 2 2
Rheumatica

Table 8.1: Median Scores Pre-Teaching Package




Page 254

As can be seen from the table above, registrars tnow the “pass” mark for physical

examination skills in both the acromioclaviculainfopain case and the adhesive

capsulitis case. Their clinical judgement in theages was also on average, borderline.

History | Physical Communication| Clinical Professionalism Organisation/ Overall
Taking | Examination| Skills Judgemen Efficiency Clinical
Skills Care
Rotator Cuff Pain | 2 2 1 2 1 2 1.5
Acromioclavicular| 2 2 2 2 2 2 2
Joint Pain
Red Flag History | 1 2 2 1 2 2 2
Adhesive 2 2 2 2 1 2 2
Capsulitis
Polymyalgia 1 1 1 1 1 1 1
Rheumatica

Table 8.2: Median Scores Post-Teaching Package

In the second assessment registrar’s scores ia #reas improved to meet the

requirements for “passing”.

As a test of difference in ordinal, non-paramediata, the Wilcoxen Sign Test was

applied in order to determine whether or not thveas a significant difference in the pre

and post scores. See Table 8.3




Page 255

Condition Assessment Category P Value
Rotator Cuff History Taking n/s
Physical Examination Skills n/s
Communication Skills 0.034
Clinical Judgement n/s
Professionalism 0.002
Organisation/Efficiency 0.014
Overall Clinical Care 0.014
Acromioclavicular Joint Pain History Taking n/s
Physical Examination Skills 0.009
Communication Skills n/s
Clinical Judgement 0.008
Professionalism n/s
Organisation/Efficiency n/s
Overall Clinical Care n/s
Red Flag History History Taking n/s
Physical Examination Skills n/s
Communication Skills n/s
Clinical Judgement n/s
Professionalism n/s
Organisation/Efficiency n/s
Overall Clinical Care n/s
Adhesive Capsulitis History Taking n/s
Physical Examination Skills 0.014
Communication Skills n/s
Clinical Judgement 0.034
Professionalism 0.014
Organisation/Efficiency n/s
Overall Clinical Care n/s
Polymyalgia Rheumatica History Taking 0.020
Physical Examination Skills n/s
Communication Skills 0.004
Clinical Judgement 0.014
Professionalism 0.003
Organisation/Efficiency 0.023
Overall Clinical Care 0.023

Assessment Scores.

Table 8.3: Applying the Wilcoxen Sign Test to thheqpand post-package Clinical Skills
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As can be seen, the improvement in scores wadiseymi (p<0.05) in four areas:
Acromioclavicular Joint Pain Physical Examinattekills

Clinical Judgement
Adhesive Capsulitis Physical Examination Skills

Clinical judgement

Eight registrars reported that they had used theanal package during the month
between the two assessments. Their results watgsaal separately from those who
hadn’t used the package to see if any obviousréifilees were seen. In the group who
didn’t use the package, significant differenceprg and post- scores were in the
following categories:

* Rotator cuff communication (p=0.014)

* Rotator cuff professionalism (p=0.014)

» Rotator cuff overall clinical care (p=0.046)

* Adhesive capsulitis professionalism (p=0.046)

* Polymyalgia history taking (p=0.025)
In the group who used the package, the only sicaniti differences were in the rotator
cuff professionalism (p=0.046) and acromioclavicytént physical examination
(p=0.038) categories. There is little differencénsen the results for registrars who
used the package and those who did not. It isleat that any conclusions can be

drawn from these results, given the small numbeegistrars involved.

Limitations of this work

Creating the package

As discussed in the introduction to this thesierd¢hare no written down standards in
any area of medicine by which general practicestegyis are judged. This is partly
because general practitioners see such a wideyafipresentations and conditions
that it would be incredibly difficult to decide wha safe level of knowledge is. It may
be that the opinions of our group were not repriedee of the wider interested
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community. The ideal way to have defined the cointé this package would have been

to have sampled a greater breadth of opinion, psrbg using a Delphi technique.

Feedback regarding the package was obtained fnardgistrars/trainers. Ideally a
much larger group would have been approached wfgedback on the project and also
with representatives from outside the Northern BegiThis would have been difficult
to manage though, as the participants had the gadkemonstrated to them at a face to
face meeting. Also, feedback from a larger growpiley have created a longer list of

possible changes which could have been difficuibhtorporate.

Registrars and general practitioners do use webdo@sources and preferably this
package would have been made available on linec®sieof doing this was prohibitive

in this study.

Evaluating the package

Arranging the clinical skills assessment was difidor a number of reasons as
mentioned previously. First of all was findinglatable venue where the afternoon
could take place. We needed a venue that had aerumh small rooms that could act
as consulting rooms where the patient could bevideed and examined. Fortunately
examination couches were not required. Anothesidemation was finding a group of
registrars who would be willing to take part in ack examination. The Cleveland
Vocational Training Scheme has run such examinsgtiothe past and has suitable

rooms available and trainees who expect assesaaguatrt of their training.

The patients /assessors were given their caseheo marking schedule a week prior
to the assessment. Review of the results and shismuwith some of the assessors after
the event revealed that, in some cases, the r@gistiere being marked as competent
across the board if they got the diagnosis righgndf they had not satisfied the defined
criteria. This was most noticeable in the exanamasection where the registrars were
marked as competent, even though the assessor ¢ugatne the free text section of

the marking schedule that the registrar had omitietheck passive movements. This

issue is demonstrated in the results for the exatiins of patients with rotator cuff



Page 258

pain and adhesive capsulitis. The marking schedoleboth examinations were
exactly the same and it would be expected thatabistrars would have performed to
the same standard in both stations, yet the gmgigten by the assessors for the two

conditions were slightly different.

Analysing the results

The number of registrars involved in the assessmaatlow and when looking at those
who used the package, even lower still. The reshlould therefore be treated with
some scepticism although they do highlight somem@tlly interesting points, i.e.
physical examination skills and clinical judgemdntappear to be problem areas and
this is consistent with published data in similegas (see Introduction). The
improvement in the results at the second assessmanbe due to an effect of the
previous assessment rather than an improvemertbdbe package, i.e. a variation of
the Hawthorne Effect (a temporary change in thelrdviour due to the attention and

feedback they were given.)

The registrars were aware that they were goin@te la second assessment but were
not specifically warned that they were going tcalssessed for a second time on
shoulder pain. This was because we did not wadeliberately direct them to use the
package as we wanted to see if they would usetitesf own accord. Unfortunately,
when asked, only eight of the thirteen registrad hised the package. The other
registrars commented about the competing intetlkatdhere are on their time, for
example completing the e-portfolio for their traindt may therefore have yielded

stronger results if we had given the registrarsenspecific instructions.

It may also have been worthwhile to allow longemiezn the two assessments. This
would have reduced the beneficial effect of thet faissessment and the improvement
seen may then have been more readily attributahled of the package. The registrars
though, may have received other teaching on shophla in the interim which would

also affect the results.
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Although there are limitations to this work, it ddeighlight that the registrars’ clinical
examination skills in this area may be below theeléhey would be expected to be at
and that providing an intervention such as a Cihgkills Assessment, or an

educational package, does seem to temporarily weptteeir performance.
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Chapter 9  Discussion

Overview

This chapter reviews the pertinent findings of thigject and discusses these in relation
to the theories of the development of expertisetetial ways of addressing the

deficiencies highlighted are also discussed.

Musculoskeletal disorders are a common cause adbigitr and disability in the United
Kingdom. General practitioners are the first pdrtall for patients with medical
problems and, as already discussed, have limitddrgraduate and postgraduate
training in this area. Trainees, in 1995, repotted their training was inadequate for
the job that they have to do and stated that thergiunder confident” in managing

these problems.

The aims of this project were:

1. To repeat the questionnaire study used by Lanyahiata sample of four
deaneries to see if, ten years on, general praggstrar teaching had changed
(Lanyon et al. 1995).

2. To explore what musculoskeletal problems genewtpe registrars encounter
in their day to day workload and to see what leagmeeds they identify with
regards to these.

3. To identify preferred methods of addressing theaening needs.

4. To explore general practice trainers views on theva.

5. To develop and evaluate an educational packagesédcon one area of need

identified by the registrars and trainers

To achieve these aims, the questionnaire studyinatly performed in 1992 and
published in 1995, was repeated in four deanerdihiough this was not a national
survey, the four deaneries chosen were large easid covered all types of training
practices. There was no reason to believe thgtwioelld not be representative of the
other deaneries in the United Kingdom. The respoate was 44%, which is low, but
this is a recognised problem with questionnair@eys both in general but also more

specifically in primary care. The results of thevey were similar to those from 1995
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with trainees again reporting that their trainingsinadequate and that they felt “under
confident” at managing musculoskeletal conditiomis may reflect responder bias or
it could be a true reflection of registrar opiniof.possible cause for this lack of
confidence could be that the registrars, who oalijrresponded to the survey in 1995,
are now General Practice trainers, i.e. it has imecthe ‘blind leading the blind’ or, as
Eraut describes it, “perpetuating the weaknessésegbrevious generation.” (Eraut
1994, p. 40) No focused national interventionsrtprove registrar education have
occurred during this time and it would have beenouhe individual to address any

learning needs that were identified.

To explore this lack of confidence further, bothisérars and trainers were interviewed.
The registrars having been stimulated to think abfweiarea in more depth prior to the
interview by having been asked to complete didnesne month documenting all of
their musculoskeletal consultations. From bothitierviews and from reading the
diary data, it was possible to get an idea as vo the registrars were managing the

conditions seen.

In the literature review, | discussed the theoregmrding the development of expertise
and focused on two in particular. | shall now esvithese theories before applying
them to the results. The theory proposed by Dseghvd Dreyfus (1986) in their book
“Mind over Machine, the Power of Human IntuitiondaBxpertise in the Era of the
Computer’, suggested that trainees must progress througlstages in order to
become an expert in their given field. These ®tage: Novice, Advanced Beginner,
Competent, Proficient and Expert. Whilst doingtlidreyfus and Dreyfus argue that a
trainee’s behaviour changes in three ways. Thegrbe more involved in the situation,
begin to see patterns in circumstances, and stadd their intuition and begin to
disregard rules and guidelines, i.e. the expeasl&om their experiences.

“When things are proceeding normally, experts dealve problems and don’t

make decisions; they do what normally works.” (pus & Dreyfus 1986, p. 32)
This model was developed with the rise of artifiarelligence in mind and tries to go

some way to explain how computers can never reaperts.

This summary of Dreyfus’ model describes the behaal changes that occur at the

different stages. See Figure 9.1
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Level 1 Novice
* Rigid adherence to taught rules or plans
» Little situational perception

* No discretionary judgment

Level 2 Advanced Beginner
* Guidelines for action based on attributes or asp@spects are global
characteristics of situations recognizable onlgrasbme prior experience)
» Situational perception still limited

« All attributes and aspects are treated separatelygeven equal importance

Level 3 Competent
» Coping with crowdedness
* Now sees actions at least partially in terms ofjyrterms goals
» Conscious deliberate planning

e Standardised and routinised procedures

Level 4 Proficient
» See situations holistically rather than in termaspects
* See what is most important in a situation
* Perceives deviations from the normal pattern
e Decision — making less laboured

* Uses maxims for guidance, whose meaning varieg@dogpto the situation

Level 5 Expert
* No longer relies on rules, guidelines or maxims
« Intuitive grasp of situations based on deep tauiteustanding
* Analytic approaches used only in novel situatiomvben problems occur

* Vision of what is possible

Figure 9.1: A Summary of the Dreyfus Model of Skillcquisition. Source: Eraut
1994, p. 124
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Dreyfus and Dreyfus do not give an explanation o learning from experience
occurs in practice, and do not specifically disahes theory in relation to medicine.
Patricia Benner (1984) went on to apply their mddeiursing and Bedi (2003), as

discussed in the literature review, looked at thwegards to general practice training.

The second theory was that proposed by Schmidmbliorand Boshuizen (1990) who
explored the development of expertise with paricuéference to medical
professionals. They described three stages: navimediate and expert and
discussed how they believe the way in which knog#ed structured changes as an

individual becomes more experienced.

Novice Intermediate Expert
Basic Sc!ence Clinical Rules Examples
Mechanisms
/ \ / \ Clinical Rules
Rules Examples Basic
Science I
Basic Science
Mechanisms

Metacognition/Reflection

Figure 9.2: The modified model of the Theory of ExXse (Source: Norman 2005)

Schmidt, Norman and Boshuizen suggest that, a®doloecome experts, they begin to
develop “illness scripts”, a structure that incls@ewealth of information about medical

conditions that has been refined by experiencecanthins little formal knowledge.



Page 264

“An illness script is a knowledge structure conitagna wealth of clinically

relevant information about a disease, its consexpgerie.qg. the complaint a
patient brings to the doctor, or the signs and sgmp of a disease during the
successive stages of its course) and enabling womsli the context in which the
illness develops (e.g. the physical characterigifca patient’s environment, his
or her age, habits, medical history etc.) Thesesequences and enabling
conditions are linked together with relativelylétformal knowledge (compared
to what experts have learned about the subjecttgimihophysiological causes

(the fault) or symptoms and complaintg3chmidt & Boshuizen 1993)

‘lliness scripts’ are specific to each doctor, itey are personalised forms of memory
which depends on their character, but also the plesmf the ilinesses they have seen
whilst developing them. This model is very diffieréo Dreyfus and Dreyfus’s model
as it focuses on how the structure of knowledgegba as a person becomes more
experienced rather than how their behaviour changes

Schmidt, Norman and Boshuizen suggest that thecaowiedical student comes to
clinical practice knowing the basic science mecémmsiand rules which they learnt at
University. As they come into contact with patgrihey see actual examples of what
they have learnt in theory and begin to developiadil rules, for example possible
causes of shortness of breath. As the traineectsffurther on the patients that they see
and become more experienced, they begin to devieése iliness scripts. The scripts
encompass knowledge about the clinical rules asit lImaechanisms that they
considered as less experienced doctors. If anrespees into contact with a patient
who does not fit one of the many iliness scriptd they are aware of, the expert returns
first to the clinical rules, and then to their lwalsnowledge to try to find an answer.
Schmidt, Norman and Boshuizen do not suggest thawledge is lost but rather that it

is transformed by its use to be represented ififareint, more clinically relevant, way.

“...we are not implying that experts work at sordeéper” level of processing
but rather that expertise is associated with tta@l@vility of knowledge
representations in various forms, derived from kegperience and formal
education.” (Schmidt, Norman and Boshuizen, 1996,18)



Page 265

The different stages of expertise described by fdeegnd Dreyfus are appealing in that
it is possible to see oneself progress througletdestinct stages as different behaviours
are acquired or lost. Schmidt et al’'s model howeweh its three stages, appears to
make the development of expertise something thagas to be inappropriately simple
or easy. ltis practically a binary model in nature. expert/non-expert, with limited
stages for the trainee to pass through. In masgs;at may not be appropriate for a
person to be an expert in all areas, for exampéenoight only expect a GP to be
proficient at examining eyes unlike opticians ohttyalmologists, whom one would

expect to be experts. Dreyfus and Dreyfus’ motlehs for this in a much better way.

Relating the theories to the results

| shall now discuss the results of this projechweference to these two theories about
the development of expertise.

The registrars taking part in this study appeaodaketfunctioning at different levels
depending on the amount of musculoskeletal expegiémey had had in their previous
undergraduate and postgraduate training. Thosehatl worked in areas such as
orthopaedics, rheumatology or Accident and Emergelitt appear to be more

confident in specific areas and to be functioning kigher level.

At best, the registrars appeared to describe tiegtwere functioning at a ‘Competent’
level of the Dreyfus model, in that they seemebd@ware of longer term goals and
were following standardised procedures. This gpoeds with Bedi's observations, as
he suggested that registrars begin at the AdvaBeganer and hopefully progress to
being proficient by qualification.

Examples of registrars behaving at a competent:leve

Aware of longer term goals:
“If I knew that it was appropriately indicated | wld not have a problem doing
it. Itis just | have still got this conflict irneé back of my mind that | know that a
lot of arthritic knees potentially end up beingleged and if you are doing that

then you are potentially not helping the surgeomRégistrar 3
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Following standardised procedures:
“I mean back pain.....that kind of back pain like history of injury and the
pulling feelings, They very much fall into my cgtey of giving people non-

steroidals and bringing them back in a couple cékge’ Registrar 2

There were areas though where the registrars dida®n to perform at this level, e.g.
“The most difficult one is the shoulder. Anywaguymove it they say “Ow, it
is hurting”. It is difficult because too many..a.couple of joints and
muscles..... so many things to examine so | temgt@onfused."FG1 Registrar
8

i.e. in this case, the registrar appears to bggling to follow the standardised

examination.

Schmidt et al defined their three levels: novioggeimediate and expert depending on
how the trainee’s knowledge was organised. Ag bgome more experienced, the
trainees develop “iliness scripts”, a knowledgedtre that includes a multitude of

facts about a condition.

The registrars discussed how they had very littfgeeience of seeing basic primary
care conditions such as tennis elbow, plantarifesetc. and that this affected their
confidence when managing them. This would corredpo them having not yet
developed an illness script for these conditiofise registrars had to then return to
their basic science principles and rules to deteenmihat was wrong, which appeared to

make them feel uncomfortable.

For example:
“Well, | was fairly confident that it was an enladjolecranon bursa and it was
inflamed but | didn’t have the confidence to saylwes is common and
sometimes it comes up for no reason or this is combecause you do this job
and this is what we would normally expect to hapaed this treatment might
be helpful or you should have antibiotics and t glidn’t know what the natural

history was and what the best treatments would Begistrar 5
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As the registrars became progressively more expegtkat seeing these common

conditions, they appeared to develop these “illsesipts” which corresponded with

their becoming increasingly confident at managheresenting problem.
“You know, the first time | had a really bad anklgrain come in I, you know,
sort of hesitated and felt my way a bit and prindédhe Prodigy leaflet and
went through it together and things. The next tyoe know | was much more
confident in giving the advice and starting to pigkyou know, more sort of
individual cues but until I had seen an ankle spramean you could have told
me you know “oh well, you need to check this, sl this” but | don’t know

that | would have retained it quite so much.” Régir 8

It is should be noted that these are only the peiaes of the analyst from having read

the diaries, interviewed the registrars and readriterview transcripts.

The trainers also agreed that registrars functiahferent levels according to their
previous experience but again suggested that tleey at an Advanced

Beginner/Competent level in general.

“I don’t think enough people look at occupationadtbry and predisposing

factors so | don’t think it is emphasised enoughrainer 4

“Few of them will have had experience of treatihg thronic conditions..... and
therefore, will not perceive the involvement of hake multidisciplinary team
that might be far more important to this conditiban actually an acute anti-

arthritic drug or steroid or whatever that acutrdipy may be. Trainer 1

“l think that they often seem to have quite a signgical way of looking at

joints which will often miss out some kind of kegsts.” Trainer 2

With regards to Schmidt et al's model, there wasggestion that registrars were still
following rules in order to help them assess andaga the patient, but also that their

basic knowledge was lacking.
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“I think joint examination isn’t good often in reggrars and | think it sounds like
I am harking back to days of yore but | don't thihkey know the anatomy as
well as older generation doctors do. Not that tieessarily matters because it
is functional anatomy that really matters, isrit iBut, |1 think that they often
seem to have quite a stereotypical way of lookingiats which will often miss

out some kind of key tests.” Trainer 2

The trainers themselves also appeared to be fumagj@t different levels of expertise.
When asked how they felt about managing musculesietonditions, the more senior
trainers were open about having gaps in their kadga and their reported confidence
appeared to be below expected. In particularirtheer with a special interest in the
area (Trainer 4) reported that “if | said confidémgn that would imply that | knew
more than | think | probably do know”. My perceptj as the interviewer, was that the
trainers who reported their confidence to be lowenmobably more knowledgeable
about musculoskeletal disorders although this caotde corroborated.

An educational package on shoulder pain was degdlogth both the feedback of the
registrars and these theories in mind. The regsidentified that their preferred
teaching would be primary care focused, hands ategorised by anatomical location
and from experienced teachers. Using either caseries or real patients was felt to be
best and having either doctors or physiotherapisteachers would make the teaching
more effective. The registrars considered thabitld be ideal to be taught as a group
and particularly during their general practice @itaent. Acknowledged drawbacks of
group teaching included the varying levels of eiper with some registrars having
spent time in orthopaedic and rheumatology poser@ds others may have had no
experience at all. This makes it difficult to detene at what level to pitch the content
of any teaching. The registrars also recognisatittiey appreciated the opportunity to
access information during their working day so thaty could address any unmet needs
that had arisen during consultations. Commentmade that some of the textbooks
available are far from ideal, as the way in whickyt present information makes it
difficult to find potential diagnoses.
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In discussion with my supervisors, it was felt thagating an educational package
which allowed for different levels of baseline kledge and which was easily
accessible during surgery may be most effectivh bbotost and time. The package
created discussed the different causes of shoplderseen in primary care and gave
some advice regarding their prevalence which tgestmars had suggested they may
find helpful. It included example case historidsieh was hoped would encourage
illness script development. Video clips of themxaation, demonstrated by experts,
were also incorporated to try to go some way taeskithe registrars’ wishes for hands
on teaching. The content of the package was ldysyehat either simple or more
complex information could be accessed as desi@¥dating a computer based package
meant that the registrars could have it within heaie their computer desktop and it
could be accessed easily whenever they wished¢plarty around the time of
consultations so that they could link their leagnia what they had seen. It was also
hoped that the contents of the package could beinsgher teaching sessions, for

example during tutorials or on scheme based tegchin

The package appeared to be simple to use and f&edlas complimentary. In
evaluating the package, a pre- and post- knowlésiggevere performed which did
appear to show an improvement in the registrandbp@ances, although the numbers
involved were small. Further evaluation would leeded to demonstrate whether or
not interventions like this could go some way ttphimprove general practitioners’

level of expertise.

A career in general practice is a continuous legrourve, with doctors developing
throughout their working life. The trainers fdiat they were safe doctors, which
would suggest that they believe that they areadtlproficient. This raises the
following questions:

e How much should GPs know and which level shoulg thesfunctioning at?

» At which level should GP registrars be aiming taabéhe end of their training?

In an ideal world, it would be expected that allsG#ould be proficient on the Dreyfus
and Dreyfus scale as was suggested by Bedi. Imidtiet al's model, it is more

difficult to determine the expected performanceeleM would suggest that all GPs
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should be experts at managing specific conditiores ¢ertain standard, i.e. they should

be effective gatekeepers (Mathers & Hodgkin 1989).

For example:

With conditions that are generally managed in sdaoncare e.g. inflammatory

arthritis, it would be hoped that a generalist GRuld become an expert at identifying
when a patient with specific symptoms should bess=d by a specialist. Once a
diagnosis had been established the generalist vibeidhave further input as a member

of the multidisciplinary team.

With conditions that are mainly managed in primeaye, for example tendinopathies or
osteoarthritis, a generalist GP may be expectégtome an expert at knowing what
interventions should be offered to their patiemtsro referring to a specialist
GP/extended scope practitioner or to secondaryfoagher options e.g. joint/soft

tissue injections.

It would be hoped that GPs’ knowledge would imprawth experience and that some
would develop an interest and become an experiragpy care musculoskeletal
problems. These doctors could then act as a resdaor their colleagues and assist with
difficult cases. It would be unrealistic to expalittGPs to become experts in all
specialties represented in primary care, but itkhot be unreasonable to expect them
to become proficient in all areas. This shouldHseaim of vocational training schemes
— to produce “proficient” GPs or doctors who aréeast approaching this by the end of
their training. According to the information gathia this project it would appear that
current medical training is possibly failing inghaim, as the registrars appear to be
lacking when it comes to their basic medical knalgke and they do not report much
external input to allow or encourage them to dgvéheir illness scripts or tacit

knowledge in this area.

It is our responsibility, as professionals, to eaghat registrars receive adequate
training and are competent to work as general piaotrs.
“Individually and, in association, collectively, afprofessions ‘strike a bargain
with society’ in which they exchange competence iategrity against the trust

of client and community, relative freedom from Eypervision and interference,
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protection against unqualified competition as wa@slsubstantial remuneration

and higher social status.” (Rueschemeyer, 1988 ot Eraut 1994, p. 2)

Why is this happening?

Medical school training

As already discussed in the introduction to thesib, studies have shown that medical
school training in musculoskeletal disorders isrpgibh little time or emphasis placed
upon them. One of the trainers highlighted anroftiscussed concern about a decline
in knowledge of the basic science mechanisms, mpdrticular anatomy. Traditionally
medical education had a strong emphasis on the baiginces but, over the past ten to
fifteen years, there has been a shift in medidabskcteaching away from splitting the
course into a pre-clinical section, where the basience mechanisms are taught and a
clinical section where the students start to camh@ ¢ontact with patients. Instead,
courses are now “integrated” with students learaibgut both the scientific basis and
the clinical features of a disease at the same tifils has raised concerns that students
may be getting an insufficient grounding in theibasiences although there is no
formal evidence to confirm this. It is imperatiice the development of ‘iliness scripts’
that trainees have a thorough grounding in thectssences to allow them to have this
base of knowledge on which to build. The currétasion has developed though, in
spite of what was regarded as thorough basic trgiand so, if this is true and the basic
science mechanisms are not being learnt at mestbalbol, will the situation deteriorate

further?

Postgraduate training

Until recently, and while this project was runnitiggre was no curriculum for general
practice. Registrars developed their own educatiprogramme with their trainers
according to their perceived learning needs. Was also commonplace on vocational
training schemes where groups again decided tihegtable with the assistance of the
Course Organiser. The aim of this being that coainages the GP registrars to behave

as adult learners, i.e. they set the agenda anefftine should be motivated to learn. In
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reality, it is difficult to decide what to learn@ilt with having no experience of the job
and being unaware as to what level they shouldibetibning at. Some GPRs may
have been aware of learning needs in musculosketewicine, but many may not have
been. This is equivalent to the “blind spot” aoé@he Johari Window (Figure 9.3).
There are tools available to help registrars idgiieir learning needs and they do have
their trainers for guidance but, are these todiscsent and, as the trainers discussed,
are they adequately experienced and aware to htighis? I.e. the trainers also have
their own blind spots and so, between both traarektrainer there may be a significant

area of “unknown”.

Me
Aware Unaware
Arena Blind spot
Aware | = information both you and | = things you have noticed
share about me, about which | am
unaware
You Facade Unknown
= things | am aware of and = area of which we are both
Unaware .
have not yet disclosed to you unaware

Figure 9.3: The Johari Window

“As we know, there are known knowns. There araghiwe know we know.
We also know there are known unknowns. That satowe know there are
some things we do not know. But there are alsmowk unknowns, the ones
we don’t know we don’t know.” Briefing for UniteBitates Department of
Defense, Feb 12 2002 by Donald Rumsfeld, UniteteSt®efence Secretary

| would suggest that there could be another dinoentsi the Johari Window. Many
people have areas of knowledge that they are umamidrut that they can bring into use
in particular situations when they have been apmtgly stimulated to remember.

This was described by Polanyi as “tacit knowled@eek Literature Review) and is
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developed with experience. It is difficult to shaacit knowledge as, by nature, it can
only be transmitted by contact, thus highlightihg tmportance of an apprenticeship
model of training. These are not areas that ategicould identify during a discussion
with their trainer. Instead it requires the trane observe their trainer in action and to
have time to reflect upon this. This is not neaggssomething that routinely occurs

during training.

This could result in registrars failing to deveibipess scripts regarding certain

conditions or developing inaccurate scripts.

For example:

A basic iliness script for gout could be:

Enabling conditions

Predisposing factors:
» Diet high in meat/game and red wine
e Drugs including diuretics

Boundary conditions:

 Male

e Older age

* Obese
Fault:

» Deposition of urate crystals in tissues and syrdiial

Consequences
Complaints:
* Exquisitely painful and swollen joint.
* Generally affects the first metatarsophalangeatjoi
» Cannot bear anything touching it.
Signs:
* Slow and antalgic gait.
* May be a home visit.

» Takes time to get to the consulting room.



Possibly wearing slippers as cannot tolerate shoes.

Red, hot, tender first metatarsophalangeal joint.

A more complex illness script could include:

Enabling conditions

Predisposing factors:

Diet high in meat / game and red wine.
Drugs including diuretics.
Psoriasis, surgery, infection, trauma.

Starting allopurinol without NSAID / steroid / cdiicine cover.

Boundary conditions:

Generally males affected.
Unlikely females if pre-menopausal and not on diase

Protective effect of certain medications e.g. ltsar

Deposition of urate crystals in tissues and syridiual.

Serum uric acid may be normal.

Consequences

Complaints:

Signs:

Exquisitely painful and swollen joint.
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Generally affects the first metatarsophalangeat jout distal interphalangeal

joints commonly affected in diuretic induced gout.

Cannot bear anything touching the joint.

Slow and antalgic gait.

May be a home visit.

Takes time to get to the consulting room.

Possibly wearing slippers as cannot tolerate shoes.
Red, hot, tender joint.

Tophi may be present.
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As can be seen, these illness scripts are diffeveghtthe second being richer and
containing more detail. Some of these additionsld/aot be found written in a text
book and the differences may affect patient managém

What can be done?

Musculoskeletal medicine remains a “Cinderella s8¢, i.e. one which is not highly
prioritised by either teachers or learners. Eveugh musculoskeletal conditions form
a significant part of a GP’s workload, they are lifetthreatening and are often seen as
a natural part of aging or a person’s lifestylénisTwas recognised by the trainers:

“It has always been a Cinderella specialty anchemge it will be a major

achievement.” Trainer 01

Other areas of medicine that are much less prewvajpgear to be more successful at
raising their profile, and political lobbying ismmonon in general practice education.
For example, Alzheimer’s disease has recently Imbntified as an area where general
practitioners will have specific training in orderenable them to identify the condition
early and then refer potential cases to specifieriMry Clinics” to enable diagnosis
(Sugden 2008). Only around 700,000 people in tkesuffer from some form of
dementia; the National Institute for Clinical EXeelce guidance advises that the only
treatments potentially applicable to early Alzheisn@ghe anticholinesterase inhibitors:
donepezil, galantamine and rivastigmine) shouldogotised in the early stages of the
condition, and should only be commenced when thieqtshas “moderate Alzheimers”,
defined as a Mini Mental State Examination scotgvben 10 and 20 (normal being 27
to 30). Therefore, early referral of this conditimay not actually significantly benefit

the patients.

This lobbying is recognised by general practitiener
“We have this from every single specialty. Generaktice could do it better
and yes, of course we could, but we have to betalilke the broad view. We
are not rheumatologists and | think sometimes pebal/e an unrealistic
expectation of what general practice can deliver lamw specialised should the

generalist be. To my mind, the strength of gengrattice is that we are
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generalists and that when people say “Yes, we doeldoing it better”, | think
that sometimes they are right and | think that domes it is a misunderstanding
about what general practice should be doing.” inBrad5

As already discussed in the Introduction, palletbare has managed to raise its profile,
such that it is now considered an important pagesferal practice training. This
appears to have been through increased media pylpétating to this area, for
example, the use of morphine as an analgesicnmrat care and the cases of assisted

suicides.

This would suggest that people with an intereshusculoskeletal disorders need to
increase both political and public lobbying in artleraise the status of this area. Yet

this is already occurring, so where are they geingng?

Improving current education for both undergraduates postgraduates could help raise
the status of musculoskeletal conditions. Eraggsests that there are three central
questions that need to be addressed by every profieegarding education:

1) What is our professional knowledge base?

2) What is best learned in higher education, whaiesst learned in professional practice
and what is best learned through an integratedsedarolving both contexts?

3) What has to be learned before qualification, a&hdt is best postponed until after
gualification?

(Cited in Eraut 2004, p. 119)

Looking at each of these areas in turn:

Undergraduate curricula exist for both orthopaedind rheumatology and the
musculoskeletal knowledge base for primary caréatedias now been defined as one
of the new Royal College of General PractitioneusriCulum Statements.

Unfortunately the curriculum is not specific or &g enough to help address these
“unknown unknowns”. One reason for this is tlatalready discussed, the prevalence
data for the musculoskeletal conditions seen imary care in the UK is very vague.
(Linsell et al. 2006).
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There is currently little evidence looking at wieabest learnt prior to and during
professional practice. If medical schools ararfgilas suggested, to teach the basic
science mechanisms, will this need to be coveree oegistrars begin their general
practice training? There are arguments both fdragainst this. Basic science does not
become part of professional knowledge unless attliuis used in a professional
context. If the time gap between learning it asohg it is too large then it can be
forgotten and so is being taught at the wrong timhés probable though, that registrars
would not appreciate having to return to book leayonce in practice and they would
not prioritise it as an area to focus on. Shouldtwerefore accept that there could be a
decline in medical students’ basic scientific knedde and try to develop ways to

circumnavigate this?

Clinical rules are currently widely used in therfoof guidelines. Should general
practice be focusing on developing guidelines aedgeaininating them to registrars, and
would this help replace the poor knowledge of basience? Guidelines are
“systematically developed statements to assistifioaeer and patient decisions about
appropriate health care for specific clinical cir@tances” (Field & Lohr 1990, p. 8). In
the United Kingdom it is the role of the Nationastitute for Clinical Excellence to
create guidelines for all areas of medicine. Tégygest that their guidelines are
helpful in four ways:
1) They should improve patient care by making recondagans for the treatment
and care of people by health professionals;
2) They should be used to develop standards to agsesbnical practice of health
professionals;
3) They should be used in the education and trainfrgealth professionals
4) They should help patients to make informed decssiand improve
communication between the patient and health psadeal. (vww.nice.org

Unfortunately there is little evidence to demortstitaat this does occur in clinical

practice. Guidelines are generally disease speanitl do not cover difficult situations
for example patients with multiple conditions. Ytere often written by experts in the
field and not primary care doctors and so theyalareflect the conditions in which we

work. Naive doctors who strictly follow guidelinegay run into problems as was
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discussed in a recent case report in the Lancefg®Bet al. 2005) Guidelines are also,
by nature, based on the available evidence fomtfweagement of the specific condition.
A significant amount of medicine has been develdpah observations and experience
(i.e. is personal knowledge) and so cannot be dexun guidelines. This could result

in useful interventions being lost.

Schmidt, Norman and Boshuizen’s model depends®trdimee having time in the
clinical situation in which they are going to woskth appropriate trainers to allow

them time to develop their knowledge appropriatety,they should be learning in
context. They require sufficient space to alloenthto reflect on what they have seen
to allow them to develop their tacit knowledge. r@uatly GP registrars spend twelve
months in either one or two practices. There lman repeated calls from both
trainees and trainers for this to be extendediqéatly as the registrars often spend six
of these months preparing for and taking their Mership of the Royal College of
General Practitioners examination. (Bain 1996; Yamnenberg et al. 2001). Recent
suggestions are for training to be extended toyeers which would allow the registrar
to spend longer in primary care posts during ttraining (British Medical Journal
Careers 2008). In order to try and allow this wattine current three year scheme, some
areas have offered “integrated posts” where thistrag spends half of their time in a
hospital specialty and half of their time in primaare. Unfortunately this may not
necessarily improve the registrars’ knowledge &sétssential that they learn the correct
information for their place of work and in the cexitin which it is going to be used.

For example, if a registrar were doing an integtggest with rheumatology as their
hospital specialty this may not necessarily imprther knowledge of the
musculoskeletal conditions seen in primary carthasospital part of their job will be
focusing on those conditions seen in secondary cargredominantly inflammatory

joint disease.

What is currently happening?

The Royal College of General Practitioners in canfion with the Department of
Health are in the process of developing learningues for GP registrars that will be
available to all trainees on line. Trainees wdutdexpected to complete these as part of

their training and this will help stimulate discisssand thought as to what trainees
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should be aware of. Each area of the curriculusnadmaeditor — a doctor with an
interest in the particular area, and it is thele to ensure that the standard is set
correctly. How this will function in practice rema to be seen but these modules may
help registrars identify their learning needs aimdate reading around a topic.
Unfortunately the e-Learning modules will not béeado provide what the learners
appear to want, which is what they didn’t receivenadical school i.e. an
apprenticeship model or the chance to see patiatiigpathology with an expert
present. This would be much more difficult to pd®vto trainees although if integrated
posts were carefully planned and used GPs witleeialpnterest, it may be possible to

provide this. These integrated posts appear fmpelar with trainees.

What will be available for doctors who are alreadyking as GPs and who therefore

may be unable to access the e-Learning modules?

Different educational initiatives are currentlygrogress both nationally and locally.
Large companies who provide education are stattirtpvelop an interest in
musculoskeletal problems. An example being thadBriMedical Journal Publishing
Group who has, over the past year, developed a ¢cMaskeletal Masterclass”, a single
day of teaching aimed at the generalist GP. Thstédelass in its first year was popular

and oversubscribed (personal communication fronothanisers).

The registrars identified patient information ledé$l as one of the methods by which
they educate themselves about the conditionshiegtdee. These are widely available
either through the surgery computer software aruh relevant websites such as
patient.co.uk. The quality of the content of thedermation sheets is variable
although some excellent ones exist. Improvingcthr@ent of these in general or
directing primary care doctors to the most suitalles available would be a simple
way to enhance current primary care managemenustutoskeletal conditions. This

is currently being looked at by the Arthritis ReséaCampaign.

The Arthritis Research Campaign, a national chavitt a particular emphasis on
developing educational initiatives for general pitammers has recently reviewed its’

educational strategy and so new programmes magrtiedming.
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Conclusion

Concerns have been raised repeatedly by healtlagdniprofessionals with an interest
in musculoskeletal medicine that education in fielsl is lacking. Primary care
education has been highlighted as being a partieméa of need. In order for the
situation to improve, musculoskeletal conditionedé& be recognised by both
educators, and those being educated, as a prawaty This will be a difficult task to
achieve, particularly in primary care educationtresse are many calls on a GPs time
and effort. Initiatives currently in place, suchthe RCGP’s e-Learning modules and
the British Medical Journal’s “Masterclass” seriggy go some way to improve the
situation especially with using e-Learning modldesoming a core part of a registrar’s
training. Developing educational packages to cemgint these initiatives, such as the

one created for this project, is possible and meawbrth looking at.

I would suggest though, that further effort stileds to be made, in order to improve
the education of GP registrars in this area. Mymemendations are to:

1) Identify, where possible, the true prevalence ofombskeletal conditions in
primary care. This could be done by asking intexeand specifically trained
GPs to document what conditions they see in tregirtd day work.

2) Update the curriculum accordingly. l.e. ensure theeflects the diversity of
conditions seen and that it focuses on common tiondithat can easily be
managed in primary care along with highlighting thee conditions that need to
be referred urgently.

3) Develop a core, ‘hands on’ teaching course foGallregistrars which can be
available to all GPs as a refresher. Ideally ¢tbhisrse would enable trainees to
revisit and practice the examination in a safe-thwaatening environment and
would also give them the opportunity to examineguas with interesting
pathology.

4) If time spent in general practice during trainisgricreased, registrars should be
encouraged to spend time focusing on neglectettaliareas. They could be
advised to attend relevant hospital clinics ansittan with General Practitioners

with a Special Interest, physiotherapists etc.
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5) Special effort should be made to train the traingsghat they are more
confident in their own knowledge and that bothfibrenal and informal teaching
that the registrar receives is beneficial.
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APPENDIX A: LANYON'S QUESTIONNAIRE

Musculoskeletal Training Follow up Audit Page 283 of 325

Trainee Year?

Please M or write where indicated to answer the following questions:

EDUCATION
1. In what month did you start your Trainee year?

August a

February a

Other a (Please specify )
2. Does your VTS include a Rheumatology SHO post?

Yes a

No a

If NO did any of your hospital posts include any rheumatology teaching?
(i.e. attendance at rheumatology clinics)

Yes
No a
3. Have there been any rheumatology components to your local half-day release scheme?
Yes
No a
If YES please state number of half-days which have been devoted to rheumatology:
___ half-days
4, Have there been any local Regional Study Days on the management of
rheumatological/musculoskeletal disorders?
Yes a
No a
5. Have you had any tutorials with your Trainer on the management of
Rheumatological/musculoskeletal disorders?
Yes a
No a
If YES, how many hours? hours

If YES, what subjects were covered?
OBack pain
OSoft tissue/periarticular disorders
OSports injuries
OLocomotor disorders in childhood
ORheumatoid Arthritis
OGout
OOsteoporosis
OJoint injection techniques
OSoft tissue injection techniques
OOsteoarthritis
OManagement of musculoskeletal disability
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6.

Did you have any specific clinical rheumatology teaching at medical school?

Yes ]
No ]

Name of the Medical School you attended?
Year of qualification?

How would you rate your medical school teaching in this area in terms of its relevance
to General Practice on a scale of 1-10 (1 = not relevant at all/10 = very relevant)?

MANAGEMENT SKILLS

9.

10.

11.

Have you ever injected the following soft tissue lesions?
Yes O
Yes O
Yes O
Yes O
Yes O

Tennis Elbow

Golfers Elbow
DeQuervains Tenosynovitis
Bicipital Tendonitis

Plantar Fasciitis

If YES to any of the above, who taught you to inject soft tissue lesions?

Trainer

Self taught
Rheumatologist
Orthopaedic Surgeon
Physician

Other (Please specify

aaaaan

If YES have you injected them in General Practice?

Tennis Elbow

Golfers Elbow
DeQuervains Tenosynovitis
Bicipital Tendonitis

Plantar Fasciitis

No
No
No
No
No

aaaaag

How would you rate your confidence at knowing WHEN to inject the following soft tissue

lesions, on a scale of 1-10 (1=not confident at all/10 = very confident)?

Tennis elbow

Golfers elbow
DeQuervains tenosynovitis
Bicipital tendonitis

Plantar fasciitis

Have you ever injected/aspirated the following joints?

Shoulder—Glenohumeral Joint
Shoulder—Subacromial Bursa
Shoulder—Acromioclavicular joint
Knee

Elbow

Yes
Yes
Yes
Yes
Yes

aaaaa

No
No
No
No
No

aaaaa
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12.

13.

14.

15.

If YES to any of the above, who taught you the procedures?

Trainer

Self taught
Rheumatologist
Orthopaedic surgeon
Physician

Other (Please specify

aaaaag

If YES have you injected them in General Practice?

Shoulder-Glenohumeral joint
Shoulder-Subacromial bursa
Shoulder-Acromioclavicular joint
Knee

Elbow

a
a

a
a
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How would you rate your confidence at knowing WHEN to inject/aspirate the following

joints on a scale of 1-107?

(1 = not confident at all / 10 = very confident)
Shoulder-Glenohumeral Joint
Shoulder—-Subacromial Bursa
Shoulder—Acromioclavicular joint
Knee
Elbow

How would you rate your confidence at PERFORMING injections/aspirations of the

following joints on a scale of 1-107?

(1 = not confident at all / 10 = very confident)
Shoulder—-Glenohumeral Joint
Shoulder—Subacromial Bursa
Shoulder—Acromioclavicular joint
Knee
Elbow

How would you rate your confidence at examining the following joints, on a scale of 1—

10?
(1 = not confident at all / 10 = very confident)
Back
Shoulder
Knee
Hip
Foot

Who predominantly taught you how to examine and treat shoulder pain?

Trainer

Self taught
Rheumatologist
Orthopaedic surgeon
Physician

Other (Please specify

aaaaa
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Musculoskeletal Training Follow up Audit Page 4 of 325

16. How would you rate your confidence in managing the following on a scale of 1-10
(1 = not confident at all / 10 = very confident)?

Gout
Back pain
Sports injuries
Osteoarthritis
Soft tissue/periarticular lesions
Locomotor disorders in children
Diagnosing inflammatory arthropathies
Safety monitoring of 2nd line drugs
Osteoporosis
Asthma
Hypertension

17. How would you describe the amount of training which you have received in
management of rheumatological/musculoskeletal disorders during your V.T.S. on a
scale of 1-10 (1 = totally inadequate / 10 = completely adequate)?

18. How would you rate the following as educational methods in terms of their relevance
and usefulness to you on a scale of 1-10 (1 = not at all useful / 10 = very useful)?

Lectures by consultants
Tutorials with trainer
Small group teaching with other trainees
Attendance at rheumatology OPD clinics
Rheumatology SHO post
Distance learning courses
Attending symposia

19. Are you aware of the Arthritis Research Campaign Learning Guide for General Practice
Trainees? YES O NO a

If YES has it been used in your training / teaching?
YES O NO a

THANK YOU FOR YOUR TIME IN ANSWERING THESE QUESTIONS
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APPENDIX B: REGISTRARS' CHARACTERISTICS (4 MALE, BEMALE)

Registrar 01

Trained in Glasgow. Completed six month postscident and emergency, paediatrics
and obstetrics and gynaecology along with a tweteath medical rotation (included
four months of general medicine/rheumatology) ptoostarting the vocational training
scheme. Currently in Phase Three and is workirgdeprived urban practice in
Newcastle upon Tyne. The trainer has an intenestusculoskeletal medicine and is a

clinical assistant in the musculoskeletal departragéthe Freeman Hospital.

Registrar 02

Trained in Newcastle upon Tyne. Completed six m®in accident and emergency
and 12 months of general medicine (with no rheufagt) prior to starting the
Northumbria Vocational Training Scheme. On theesch registrar 02 has spent six
months in general practice (phase one), six mantha innovative public
health/general practice post and six months inebliss and gynaecology prior to
starting their phase three post. Is currently waykn a deprived inner city practice in
Newcastle upon Tyne with a relatively high studeopulation.

Registrar 03

Trained in Bristol and had three months of orthali@gin their surgical house job.
Worked in accident and emergency for six monthsrpga a two year general medical
rotation (London) which did not include any rheualagjical experience. Then went on
to work in paediatrics and obstetrics and gynaapofwior to starting their year of
general practice with the vocational training schers currently working in a practice

in an affluent urban area in Newcastle upon Tyne.

Registrar 04

Trained in Newcastle upon Tyne and has worked yalpatry, accident and

emergency, community paediatrics, obstetrics amaggology and an innovative
dermatology/general practice post prior to themgehthree general practice attachment.
Has also taken some time out to travel. Is workimg deprived urban area with a high
proportion of asylum seekers and some patientsauthction problems (both drug and
alcohol).
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Registrar 05

Trained in Oxford and completed a two year mediotdtion in Newcastle upon Tyne
including haematology/cardiology/gastroenterologgkt medicine/dermatology and
neurology (has MRCP) prior to starting vocatiomairting. Is currently in phase one
and is working in a deprived, semi-rural area wlel@ge number of the patients are

ex miners.

Registrar 06

Trained in Burma and spent two years working indtelogy and one year as a research
officer in a medical research centre prior to capmthe UK. In the UK has spent
three years in medical posts (including six morths locum staff grade in
rheumatology) prior to starting the vocationalrirag scheme. On the scheme has
worked in paediatrics and obstetrics and gynaegaboigr to starting their phase three
general practice post. Is currently working inegodved inner city practice with a high

student population (many from overseas) and a nuoflrefugees.

Registrar 07

Trained in Newcastle upon Tyne. Following the prgistration year, worked in
medical posts (no rheumatology) for 20 months araccident and emergency for four
months. Is currently in phase one and is working deprived semi-rural area with

high unemployment levels.

Registrar 08

Trained in Newcastle upon Tyne. Spent two mongharaorthopaedic PRHO and
following their pre-registration year spent six rtttsin medicine and six months in
paediatrics. Is currently in phase one and is wgrkh a “new town”. The patients are
mainly social class Ill. The trainer has a speicidrest in musculoskeletal medicine

having done the Diploma in Rheumatology and an MSports medicine.

Registrar 09
Trained in Newcastle upon Tyne and has startedtire training straight after their
pre-registration year. Is currently working inwan deprived area with a high level

of unemployment and drug addiction.
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Registrar 10

Trained in Pakistan and spent a year working ind®ak prior to coming to the United
Kingdom. Has spent three years in medical posisi(rcluding any rheumatology)
prior to starting the vocational training schenvghilst on the scheme has spent six
months in phase one general practice, six montbbstetrics and gynaecology, Six
months in an innovative prison medicine post ardveinths of paediatrics prior to

starting phase three. Is currently working in #uant urban area.

Registrar 11

Trained in Newcastle upon Tyne. Did three monthsrthopaedics as part of their pre-
registration jobs prior to joining the vocationalibing scheme. Is working in a
deprived urban area and is learning joint injectiboom their trainer — has now

performed a sufficient number of injections to getthe minor surgery list.

Registrar 12

Trained in Nigeria. Worked for one year as a PRRI@igeria prior to doing a PRHO
year in the UK. Did one year of a medical rotatiofNewcastle upon Tyne covering
respiratory/care of elderly/gastroenterology/litrinsplant medicine before joining the
Vocational Training Scheme. Is currently in phase, working in a “new town” with a

relatively high level of unemployment and drug adion.

Registrar 14

Trained in Newcastle. After house jobs went onpaediatric rotation and worked in
general paediatrics/neonates/paediatric surgenyigiaie cardiothoracics (Has
MRCPaed) prior to joining the vocational trainirdheme. Works in a relatively
affluent rural area where a number of commutess éithough they have patients who

live and work in the area.
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Musculoskeletal Learning Needs of General Practice Registrars

Topic Guide

Key Objectives

trainees and trainers
skills and knowledge

identify areas of priority

* To evaluate and validate the previously identified core curriculum amongst GP
» To identify how GP trainees are currently learning their musculoskeletal clinical
e Toidentify areas of the learning guide which are currently not being met and to

* To produce and evaluate a model educational package
» To produce and evaluate an updated learning guide.

1. Introduction
¢ Introduction to the interview
« Explain about confidentiality and tape recording

2. Diary Collection

* What aspects did you find difficult to manage?
= History
= Examination
= Diagnosis/Investigation
= Management

« What problems did you find easy to manage?
= History
= Examination
= Diagnosis/Investigation
= Management

3. Past Experience

Core Clinical Topics

Acute back/neck pain

Chronic back/neck pain

Shoulder pain

Knee pain

Soft tissue disorders

Osteoarthritis

Osteoporosis
Somatisation/fibromyalgia and allied
syndromes

Pain management

Acute arthropathies

Chronic inflammatory arthropathies
Polymyalgia rheumatica and allied
conditions

Awareness of rare diseases

« Any presentations of musculoskeletal conditions that you find difficult/easy?
« Any musculoskeletal problems that you've discovered with your trainer?
« Do you inject? Why/why not? Do you intend to? Which would you be prepared to

perform?

4. Referral

« What are the sort of musculoskeletal problems that lead you to make a referral to

secondary care? (Orthopaedics/Rheumatology)

« When would you refer and why?

* What PAMs/AHPs are available and do you refer? Why?

* What problems do you refer to physio and why?

« Is there anyone else who you would refer to/recommend?
* What are the patients asking for? (Physio/Chiropractor/Osteopath)
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APPENDIX D: TRAINER TOPIC GUIDE

Musculoskeletal Learning Needs of General Practice Registrars

Topic Guide

Key Objectives

e To evaluate and validate the previously identified core curriculum amongst GP
trainees and trainers

« To identify how GP trainees are currently learning their musculoskeletal clinical skills
and knowledge

« To identify areas of the learning guide which are currently not being met and to identify
areas of priority

e To produce and evaluate a model educational package

e To produce and evaluate an updated learning guide.

Introduction

Introduction to the interview Core Clinical Topics

Explain about confidentiality and tape recording Acute back/neck pain
Chronic back/neck pain
Trainees Experience of Musculoskeletal Disorders ihou'def pain
e nee pain
Range of conditions Soft tissue disorders

What conditions do you think your registrar sees? Osteoarthritis

(Difference to trainer/principal? — Same for other specialties?) Osteoporosis
Somatisation/fibromyalgia and allied
syndromes

Pain management

Acute arthropathies

Perceived need/problem — safety

Case Mix Chronic inflammatory arthropathies

Are you involved in what your registrar sees? Po'm}’a'g'a rheumatica and allied
H y H H H . Ly ) conaitions

Do you think they're seeing chronic disease (sufficient?) Awareness of rare diseases

Strategies identified by trainees “Come back in Feb” Chronic disability
“NSAID for 2/52"

Referrals

Do your trainees discuss referrals with you?

Referring to physio/MRI

Issue re feedback from hospital letters/letters from AHPs

Are your registrars treating conditions differently to how you would?

Learning Opportunities

Do your trainees ask for help with regards to musculoskeletal disorders?

How often? (WHY?) (Tutorials/consultations/informally)

Questionnaire shown that registrars receive on average only 2 hours teaching on
musculoskeletal conditions — your opinion?

What do you think they should be learning about? Any areas that are not being covered?
How do you think they should be learning? — time, method, usefulness of existing material.
Are you aware of the arc learning guide?

Trainers
How confident are you at managing musculoskeletal disorders (esp. Shoulder/Knee)?
Where (and how) did you learn your musculoskeletal skills?

Are you confident in managing musculoskeletal disorders?
External influences - QOF



Page 292

APPENDIX E: TRAINERS' CHARACTERISTICS

Trainer 01

Has been a trainer for 29 years (since 1976) affihénas not been fully active
throughout this time as there are 2 other traiiretise practice. Was initially involved

in running the half day vocational training scheteaching for registrars in the area.

Has also worked as a hospital visitor for the R&@allege of General Practitioners and
has been involved in approving hospital posts &reggal practice training. Works in a
semi-rural practice in a market town. Also, haseademic interest and has a doctorate

in medicine.

Trainer 02

An experienced trainer (>20 years) who works inralrpractice, the nearest district
general hospital being 17 miles away. This mehata significant amount of care of
patients with chronic illnesses is undertaken withie practice, including patients with
chronic musculoskeletal conditions such as rheuichaiohritis. Has also worked as an
examiner for the Royal College of General Pracigis for 16 years and was involved
with the Northumbria Vocational Training Schemeaaurse organiser since the
1990s.

Trainer 03

A new trainer. Currently has her first registrdronhas been with her for two months.
Is a registered GP with a Special interest in Diebghich involves working two
sessions a week in her own health centre seeingnpafrom her own and other local
practices. The clinic is a one stop clinic whéreytdevelop action plans for the
patients. The job also involves strategic planr@ng organising local services.

Trainer 04

Qualified as a trainer in 1996. Worked as a coarganiser in the armed forces for
three years. Has a special interest in musculetdehedicine, in particular sports
medicine, having taken an MSc in sports mediciNew working in the NHS but does
not have an active special interest. Works inva toevn with significant

unemployment.
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Trainer 05

Has been a trainer for 14 years and also workscasiige organiser looking at training
development in particular. Since being interviewad been appointed as Acting
Scheme Director for the Vocational Training Scheméorks in a suburban practice in

a deprived area.

Trainer 06
Has been a trainer for 2 %2 years and has had &g during this time. Currently
looking after their 3rd. Is the antenatal leathi@ practice and works in a suburban

practice.

Trainer 07

An experienced trainer, having qualified 12 yeays, avho works in an inner city
practice. Is the convenor for the local trainexsug. The trainers meetings are part
business, part education and as the convenoradvied in putting together the
programme. Also runs the local “Career Start” $ohevhich is a two year salaried
post for doctors who have completed their vocatitmaing. The scheme includes
protected educational time for doctors on it. feai07 has an interest in respiratory
medicine and in particular COPD but has not deweddpis into a GPSI position.

Trainer 08

Has been a trainer for 8 years and currently Hal ame trainee and a trainee in an
innovative post (half time general practice and tiade psychiatry). Trainer 08 has a
special interest in both general practice and grdduate medical student education
and is the Senior Medical Tutor for one of the basiés at Newcastle University.

Trainer 08 is also a tutor on the Certificate ahehl Education Course.
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APPENDIX F: REGISTRARS’ CHARACTERISTICS (EDUCATIONAPACKAGE)

Registrar 01

In their 3° year of general practice training. Attended Mastlr University and
qualified in 1997. Recalls receiving specific musskeletal teaching in medical
school. Registrar 1 has worked for a year in gré®alics and in Accident and
Emergency. They also had musculoskeletal teacsmart of their basic surgery

training and for their Membership of the Royal @gk of Surgeons.

Registrar 02

In their 3° year of general practice training. Attended NestleaUniversity and

qualified in 2002. Recalls receiving “a little” meuloskeletal training in medical

school in orthopaedic attachments. Registrar @2 toadate, had house jobs, been an F2
in Australia and then worked as a senior house®ffi Obstetrics & Gynaecology,
Accident & Emergency, Paediatrics and Old Age Psyoh

Registrar 03

Is in their ' year of general practice training. They attendlgdb Medical College in
Pakistan and qualified in 1997. They recalled ixéeg specific musculoskeletal
training in medical school and have worked in hmdlediatrics and medicine. They did

not report receiving any other musculoskeletallteagor training.

Registrar 04

Is in their 3nd year of general practice trainifighey did not recall receiving any
musculoskeletal training in medical school althobgls worked as a senior house
officer in rheumatology in James Cook Universitysdibal in Middlesbrough. They

have not had any other musculoskeletal teachirexperience.
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Registrar 05

Is in their £' year of general practice training. They attenBarts and the London
Hospital, qualified in 1993 and recall receivingsiic musculoskeletal training during
their time there. They completed a surgical rotaand have also worked as a staff

grade doctor in Accident and Emergency.

Registrar 06

Different registrars in the®land 2 session

Registrar 07

Is in their 29 year of GP training. They attended Ayub Medicall&je in Pakistan
having qualified in 1995. Reported that they diavds musculoskeletal training in
medical school — “But if you expect me to rememdogy!!” Prior to this they have
worked in Cardiology, Nephrology, Rheumatology, matology, Accident and

Emergency and Elderly Care.

Registrar 08

Is in their 29 year of GP training. They qualified in 1999 argdarts having had 2
weeks of orthopaedics and 2 weeks of rheumatol@gyimg whilst at medical school.
They have worked for one year in Obstetrics anda@gology, six months in

Psychiatry and spent two weeks as a House Offic@rihopaedics.

Registrar 09

Is currently in their first year of general praeticaining. They attended Aberdeen
Medical School in 2005 and reports having had mlos&eletal teaching throughout
their undergraduate training. Starting with oméwo weeks of musculoskeletal

anatomy in the first year which included dissectiovo to three weeks of clinical
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lectures and tutorials in the second year andlfirmalveek of both rheumatology and
orthopaedic attachments in their fourth year. &ieaving medical school they have
worked as a foundation doctor in gastroenterolggyneral surgery, respiratory

medicine, general medicine, urology and generaitjpey

Registrar 10

Is in their second year of general practice trgrand recalls having had specific
musculoskeletal training at medical school. Thagl kome post graduate exposure to
musculoskeletal problems during a six month posicicident and emergency which
included some teaching on an Advanced Trauma aed3Lipport course and also an

Accident and Emergency Induction course.

Registrar 11

Is in their second year of general practice tragrhaving qualified in Newcastle in
1999. They recall having received specific musskedetal training at medical school
and have worked in Accident and Emergency, Geméedlicine, Paediatrics, Obstetrics

and Gynaecology prior to their current post.

Registrar 12

Is currently in their third year of general praeticaining and qualified in 1996 from
Madras Medical College in India. They receivedchéag on the theory of the
musculoskeletal system and had an orthopaedidatiat during medical school.
Since qualifying they have worked in Paediatricscidlent and Emergency, Psychiatry
and General Practice and have had some specificulwsgeletal teaching on a minor

surgery course which they have attended.



Page 297

Registrar 13

Is currently in their second year of general practraining. They qualified overseas in
2000 and recall receiving specific musculoskeletathing at medical school. They
have previously worked in Accident and Emergenan&al Practice, Paediatrics and

General Medicine.

Registrar 14

Is in their second year of general practice trgrand qualified in 1990 from Punjab
Medical School in Pakistan. They recall receivapgcific musculoskeletal teaching at
medical school but “not much detailed hands on e&pee.” They have worked in
Obstetrics and Gynaecology, Paediatrics, AccidedtEamergency and General Practice
during their General Practice training. They reedisome postgraduate

musculoskeletal teaching whilst working in Accidend Emergency.
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APPENDIX G: MARKING SCHEDULE

Registrar's Number Year of GP training

01 0203

Date (DD/MM/YY)

Patient problem/Diagnosis:

Please grade the following areas using the scale below.

1. History Taking
©) ©) (@) (@) ©)
Insufficient Below Borderline for Meets Above
evidence expectations completion expectations for expectation
completion
2. Physical Examination Skills
©) ©) (@) (@) ©)
Insufficient Below Borderline for Meets Above
evidence expectations completion expectations for expectation
completion
3. Communication Skills
©) ©) (@) (@) @)
Insufficient Below Borderline for Meets Above
evidence expectations completion expectations for expectation
completion
4. Clinical Judgement
©) ©) (@) (@) ©)
Insufficient Below Borderline for Meets Above
evidence expectations completion expectations for expectation
completion
5. Professionalism
©) ©) O O ©)
Insufficient Below Borderline for Meets Above
evidence expectations completion expectations for expectation
completion
6. Organisation/Efficiency
©) ©) O O ©)
Insufficient Below Borderline for Meets Above
evidence expectations completion expectations for expectation
completion
7. Overall Clinical Care
©) ©) O O ©)
Insufficient Below Borderline for Meets Above
evidence expectations completion expectations for expectation
completion

Assessor's comments on trainee’s performance on this occasion

Suggestions for development




GLOSSARY

Term
Arthritis Research

Campaign

Auto Antibodies
Awaited
British Medical

Association

British Medical Journal

Abbreviation

arc

AutoAbs
AW
BMA

BMJ

British National Formulary BNF

British Orthopaedic

Association

British Society of
Rheumatology

Carpo Meta Carpal

C Reactive Protein

BOA

BSR

CMC
CRP
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Description

A charitable organisation that raises
funds to: promote research, improve
education of health care professionals
and provide information to the general

public about musculoskeletal conditions

The professional medical association
and trade union for doctors and medical
students

A weekly journal pultied by the
British Medical Association

A joint publicaticof the British
Medical Association and the Royal
Pharmaceutical Society of Great Britain
which aims to provide prescribers,
pharmacists and other health care
professionals with up to date
information about the use of medicines
A professional association for trauma
and orthopaedic surgeons in the United
Kingdom
A professional association for people
with an interest in arthritis and

musculoskeletal conditions



Term Abbreviation
Clinical Skills Assessment CSA
Chest X-Ray CXR
Department of Health DH
Diagnosis A

Erythrocyte Sedimentation ESR
Rate
Gait, Arms, Legs and Spine GALS

General Medical Council GMC
General Practitioner GP
General Practice Registrar GPR

General Practitioner with a GPSI

Special Interest

History hx
Investigations IX
Joint Committee on JCPTGP
Postgraduate Training for

General Practice

Joint(s) Ji(s)
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Description

A component of thR®&GP
examination which aims to provide ‘an
assessment of a doctor’s ability to
integrate and apply clinical,
professional, communication and
practical skills appropriate for general

practice’

The independent regulédr doctors
in the United Kingdom whose role is to
ensure proper standards in the practice

of medicine

A GP with additional training and
experience in a specific clinical area,
who can take referrals for the
assessment and treatment of patients,
who may otherwise have been referred

to secondary care

A medical regulatory body whose role
was to ensure the quality of general
practice training. It has been
superseded by the PMETB



Term

Lower Back Pain

Left

Metacarpo Phalangial

Modernising Medical

Careers

Membership of the Royal
College of General
Practitioners

Membership of the Royal

College of Physicians

Magnetic Resonance

Imaging

Metatarsal

No Abnormality Detected
Neurological

National Health Service
New Membership of the
Royal College of General

Practitioners

Abbreviation

LBP
Lt
MCP
MMC

MRCGP

MRCP

MRI

MT
NAD
Neuro
NHS
nMRCGP
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Description

A programme to improve quality of
care of patents through enhanced
postgraduate medical education and
training

The forerunner of the NMRCGP. Was a
route to membership of the Royal
College of General Practitioners but
was not required to allow doctors to
practice independent general
practitioners

A level of membership of the Royal
College of Physicians achieved through
examination, which is recognised as an
entry qualification for higher specialist

training.

Is the assessment during training which,
along with approval from the
Postgraduate Medical and Education
Training Board, allows doctors to
practice as general practitioners. Itis
also a route to membership of the Royal

College of General Practitioners



Term Abbreviation
Non Steroidal Anti NSAIDS

Inflammatory Drugs
Northumbria Vocational NVTS

Training Scheme

Osteoarthritis OA
On Examination O/E
Orthopaedics Ortho
Paediatrics Paeds
Personal Education PEP
Programme

Postgraduate Medical and PMETB
Education Training Board

Pre-Registration House  PRHO
Officer

Primary Care PCR
Rheumatology Society
Physiotherapy Physio

Patient Information Leaflet PIL
Polymyalgia Rheumatica PMR
Pre-Registration House ~ PRHO
Officer

Quality and Outcomes QOF

Framework

Rheumatoid Arthritis RA
Royal College of General RCGP
Practitioners

Rheumatoid Factor RhF
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Description

Provides training for GP specialty
trainees from the North Tees region to
the Scottish Border and from the North
East Coast to the Lake District.

The independent statutory body that
regulates postgraduate medical
education and training in the United

Kingdom

A voluntary annual reward and
incentive programme for all GP

surgeries in England

A membership organisation responsible

for setting standards in general practice



Term

Range of Movement
Senior House Officer
Sacro lliac

Systemic Lupus
Erythematosis
Vocational Training

Scheme

Abbreviation
ROM
SHO
Sl
SLE

VTS
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Description

Schemes that provide specialty training

for General Practice
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