Introduction

Background

In The New Doctor (GMC, 1997) the General Medical Council (GMC) make recommendations regarding the period of General Clinical Training (GCT) that must be completed by all newly qualified doctors prior to their being eligible for full registration. Emphasising the educational importance of this pre-registration year they identify themes, purposes, aims, topics and components that should be included in a curriculum for Pre-registration House Officers (PRHOs). They express concern regarding the quality of many PRHO posts and go on to define criteria for the approval of all such posts to be achieved by the year 2000. Universities have been charged with developing a curriculum for PRHOs based on these recommendations (ASME, 1997). In essence the pre-registration year is in the process of substantial change with the aim of improving the transition from student to doctor (GMC, 1997).

In 1998 a National Health Service Executive (NHSE) initiative proposed the expansion of innovative posts for Pre-registration House Officers incorporating a four month attachment in General Practice, to be combined with similar periods in Medicine and Surgery. My interest in the pre-registration year came from working with colleagues in developing proposals for such posts locally, including a critical review of GCT as a curriculum. The GMC’s recommendations and the level of supervision required for approval for General Practice components (GMC, 1997) seemed to bear little relation to my own experience as a PRHO in 1985/6. I became interested in finding out more about the current experience of PRHOs and the nature of their education. 

Purpose of study
An initial review of the literature provided little insight into the nature of recent PRHOs’ own perspective of their educational experience or how PRHOs perceive that their learning might be best promoted. This suggested that an exploration of this field, from this perspective, has the potential to improve educators’ insight and understanding of the PRHOs’ experience and aid the process of curriculum development. This study is designed to give insight into the actual experience of PRHOs and contribute to the understanding of those responsible for the development of the pre-registration year as an educational experience. The data that are of importance to this study will reflect current PRHOs’ perceptions of their own educational experience, as opposed to the experience intended by their supervisors or curriculum designers, and that which will identify ways of enhancing the education of PRHOs.

Aim:
To gain insight and understanding of PRHOs’ perceptions regarding their educational experience during General Clinical Training.

Research questions: 

A. What do PRHOs perceive to be their important learning?  

B. What features of the learning and working environment are important in promoting learning? 

C. What interferes with learning? 

D. Who is important in supporting learning? 

E. What events do PRHOs consider to be important to their learning?

F. How do PRHOs learn?

Dissertation objectives: 

1)  To facilitate PRHOs to explore and describe their experience during GCT on their own terms, with a focus on educational aspects.

2)  To describe the nature of PRHOs’ perceptions of their experience during GCT in relation to the research questions.

3)  To relate PRHOs’ perceptions to the literature pertaining to the pre-registration year and to educational theory and methodology.

4)  To make recommendations regarding modifications of the curriculum that may enhance the educational experience of future PRHOs.
5)  To identify potential areas for future research.
Literature Review

· The history of the pre-registration year

· Recent recommendations on General Clinical Training 

· Educational support and supervision 

· Educational events

· What PRHOs learn

The literature review will consider the history and background of the pre-registration year describing the context for the current recommendations on General Clinical Training. These recommendations as published in The New Doctor (GMC, 1997) will then be described and explored in relation to educational theory and recent studies of the pre-registration year. The final section will consider what is learnt by PRHOs. 

The history of the pre-registration year
Since 1953, following the Medical Act of 1950, medical graduates in the United Kingdom have been required to undertake a year of General Clinical Training as PRHOs. This is the final year of basic medical education before becoming eligible for full registration with the GMC, as recommended in the Goodenough Report (Goodenough et al., 1944). This report stated that during this period the PRHOs should be regarded as students consolidating their knowledge and widening their experience, with adequate time for thought and further study. 

Over the next two decades it became clear that the primary purpose of the pre-registration year as an educational experience was being compromised by service commitments. PRHOs were undertaking complex emergency treatment with poor supervision, had a large administrative burden, were excluded from clinical meetings (Hutton et al., 1964) and had little time for study or reflection (Royal Commission on Medical Education, 1968). Against this background the GMC produced recommendations including a minimum six hours of educational activity per week and a limit of thirty beds for which a PRHO should be responsible (GMC, 1967). A subsequent survey found that still most posts were not meeting these standards (Junior Hospital Doctors Association, 1972) and this was followed by more specific recommendations by the GMC including criteria for the approval of PRHO posts (GMC, 1973).

Substantial criticism of supervision of junior doctors and the educational value of the PRHO year continued with the publication of The Merrison Report (Committee of Inquiry into the Regulation of the Medical Profession, 1975). Evidence of poor relationships with Consultants and dissatisfaction amongst PRHOs also continued (McManus et al., 1977).

Towards the end of the 1980s the working conditions of PRHOs became the focus of considerable concern. In 1987 a substantial self-completion postal questionnaire survey measuring the prevalence of emotional disturbance amongst PRHOs and its associations with other factors, was published containing some alarming results (Firth-Cozens, 1987). This study, using the closed responses to the well-validated General Health Questionnaire (GHQ), showed an emotional disturbance rate of 50%, with 28% showing evidence of depression. These levels of emotional distress and depression are higher than have been reported for other occupational groups, and 10 out of 170 respondents reported thoughts of suicide. Overwork (rather than number of hours worked), sleep and diet were identified by PRHOs to be main sources of stress. This study did not seek to measure associations between psychological morbidity and educational issues. However, with impairment of cognitive functioning and motivation being characteristics of depression (Trethowan and Sims, 1983) the findings of this study clearly have significant educational implications. 
In 1988 PRHOs were on duty for longer and working more intensively than ever before and they were also working longer hours than other junior doctors (Downie, 1989). Average hours of duty had increased from 92 hours per week and actually working for 47 of these hours in 1967/8, to an average of 97 hours of duty, working for 69 hours in 1988. One of the few observational studies of PRHOs in the UK monitored the activity of PRHOs over a 2-week period in one teaching hospital during 1989 (Leslie et al., 1990). This study found even longer hours and more intensive working. It is of some note that in this objective assessment of the activity of PRHOs there was no documented time spent attending educational events. 
In 1990 the government agreed to reduce the maximum number of hours that any junior doctor could be contracted to work. The aims being that junior doctors in busy ‘hard-pressed’ posts, including PRHOs, would not be working any more than 72 hours per week by 1995 and the duration of the periods continuous duty would be reduced without affecting clinical or educational standards (Department of Health, 1990).

Significant reductions in the hours of work of PRHOs were quite rapidly achieved (Dent et al., 1990; Gillard et al., 1993a; Gillard et al., 1993b). Despite the reduction in hours the responses to the questionnaire surveys conducted in 1992/3 suggested that many PRHOs were still not satisfied with their positions. For example only 24% agreed that they would encourage a friend to take up medicine (Gillard et al., 1993a and Gillard et al., 1993b). Some ‘partial shift’ rotas were subsequently introduced with PRHOs typically working a week of nights every one or two months. Hale et al. (1995) found no reduction in self reported fatigue of PRHOs, and PRHOs reported feeling more isolated from their colleagues when working the new partial shifts. They perceived that they communicated less well with colleagues and patients, and were unable to follow patients through their in-patient stay. Kapur and House (1997 & 1998) found partial shifts were unpopular with PRHOs and Consultants and were associated with a significantly lower ‘training experience’ and ‘training satisfaction’ rating scores by PRHOs in a closed response questionnaire survey. This study included responses from consultants to open questions and whilst no structured qualitative analysis was described, the authors reported that comments were nearly universally negative about the impact of new rotas in terms of continuity of care, and continuity within their team. The psychological morbidity of PRHOs was measured using the General Health Questionnaire revealing similar high levels of morbidity to that which had been detected 10 years previously (Firth –Cozens, 1987) despite the very considerable reductions in hours of work. The score for ‘work pressure’ was most highly associated with psychological morbidity. Whilst long hours may be an important problem in the pre-registration year, it seems other issues may be of greater importance to the well being of PRHOs and that shift working may be associated with a less satisfactory educational experience. 

A detailed qualitative study of the pre-registration year explored the roles and experience of PRHOs using semi-structure interviews with PRHOs and colleagues with whom they worked, at two hospitals in the Southwest of England (Dowling & Barrett, 1991). The authors reported that they were unable to identify adequate descriptions of PRHOs roles from the literature or other sources such as job descriptions and therefore took an inductive approach to the data analysis. They found the important role of the PRHO to be the ward based doctor with a close relationship with the in-patients, linking the communication between patients, relatives, nurses and the more senior doctors. This gave rise to the concept of the PRHO as a ‘link communication person’. PRHOs were also monitoring patients’ progress and providing the medical input into symptom control, such as the relief of pain, with little supervision from more senior colleagues. PRHOs perceived a large part of their work to involve repetitive clerical and administrative tasks, picking up where others left off, filling in the gaps in hospital services. This led some PRHOs to perceive themselves to be the ‘dustbin’ or a ‘glorified ward clerk’. The authors concluded that PRHOs’ roles merged considerably with that of nurses, with boundaries that were ill defined, ambiguous and not generally recognised. They reported that Consultants, nurses and managers did not seem to have an appreciation of the sum total of the PRHOs’ role, which they identified as having significant implications for the planning of supervision and education. 

Dowling and Barrett (1991) concluded in damnatory fashion that there was a ‘syndrome of junior doctor abuse’ which is ‘characterised by a profound disrespect for the human beings employed in these posts’ (p.xiii). This syndrome encompassed not only hours of work and sleep deprivation but inappropriately mundane activities, inappropriately advanced tasks, inadequate preparation for their roles leading to high levels of anxiety on starting the year, uncertainty about what is expected in terms of their medical role as well as their role on the ward and within the hospital’s overall organisation. The authors suggested that a fundamental cultural and organisational change to the pre-registration year was required, a view supported by a BMJ editorial (Lowry, 1993). 

A consensus on the issue of duties considered inappropriate for PRHOs to routinely perform followed this study (COPMED, 1994) and have since been included in the GMC recommendations (GMC, 1997), which is however less clear about the duties and roles they consider to be appropriate. In the past it has been estimated that about 20% of tasks performed by PRHOs have fallen into the categories deemed inappropriate (Leslie et al., 1990 and McKee et al., 1992) and in 1994 90% of PRHOs in Wales reported they were still performing these tasks (Laine, 1994). It is not clear from the literature to what extent progress has been made in this area. 

In essence, there is evidence that the basic physiological needs of many PRHOs have not been satisfied, with inadequate rest and significant psychological morbidity (Firth-Cozens, 1987; Grainger et al., 1995; Kapur & House, 1997). The education of the newly qualified doctor is the stated primary purpose of the pre-registration year and yet in terms of Maslow’s hierarchy of motivation for learning (Maslow, 1971) the pre-registration year may create deficiency needs that may inhibit learning and adversely effect cognitive functioning. The roles of PRHOs are poorly defined and have previously included duties that are considered inappropriate. The importance of this area is not only on the time spent engaged in these tasks but also the effect this may have on how PRHOs feel about their work and their place within the hospital organisation (Dowling and Barrett, 1991). 

Recent recommendations on General Clinical Training
The most recent GMC recommendations on the pre-registration year were published in The New Doctor (GMC, 1997). It describes how, in 1995, the GMC began a series of visits to medical schools with a view to see how far the 1992 recommendations on General Clinical Training had been implemented. They met with PRHOs, their educational supervisors, clinical tutors and postgraduate deans. They state that they found posts that were educationally inadequate and others where PRHOs were not properly supervised or supported by colleagues. The GMC’s Education Committee set about revising its recommendations, with the aim of ensuring: ‘that the quality of training in all posts was brought up to the standard of the best appointments to make the pre-registration year an enjoyable and worthwhile experience for all new doctors’ (GMC, 1997, i.). They list the themes, purposes, aims, topics to be covered and components of PRHO training posts. The GMC stated that their recommendations should be implemented by April 2000.
Taken as a whole these recommendations are intended as a blue print for the creation of a high quality learning experience. However, as conceded in The New Doctor, previous recommendations have not been translated into a reality. Lowry (1993) suggested that the 1992 GMC recommendations ‘may all be worthy aims, but are so far removed from the reality of most house officers’ experiences as to be laughable’ (p196). The effectiveness of the implementation of The New Doctor is therefore central to its success. 

The implementation process falls to a variety of bodies and individuals; Universities, Trusts, other organisations employing PRHOs, educationalists, Trust managers, Consultants and staff with whom the PRHOs work. The Association for the Study of Medical Education (ASME) held a conference addressing this issue resulting in recommendations (ASME, 1997). Subsequently ASME published a booklet Delivering the New Doctor (ASME, 1998) with contributions from a diverse group of authors presenting views, initiatives and examples of good practice relating to the implementation of The New Doctor, including those by Hallums, Hicks and Richardson referred to in later sections. 

Towards a curriculum for the pre-registration year

Coles and Grant (1985) present a model for the evaluation of curricula (represented in figure 1) which distinguishes between a) the ‘curriculum on paper’, b) the ‘curriculum in action’ and c) the ‘curriculum students experience’.

Figure 1. Model for the Evaluation of Curricula (Coles and Grant, 1985, p 408)
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In this model the ‘curriculum on paper’ refers to the curriculum as planned and documented by the educational designers. The ‘curriculum in action’ refers to how these are applied and interpreted in the plans for each specific post, whilst the ‘curriculum students experience’ refers to what is actually experienced by the students (here the PRHOs). 

In this case the foundations for the ‘curriculum on paper’ are formed by The New Doctor (GMC, 1997) and the Universities have been charged with developing these recommendations into a more detailed curriculum (ASME, 1997). The ‘curriculum in action’ may be considered to represent how these are translated in arrangements for each post in the planned educational environment and events for the specific post. The processes recommended by the ASME conference (1997) and the subsequent publication Delivering the New Doctor (ASME, 1998) may be seen to facilitate the development of a ‘curriculum in action’. The ‘curriculum students experience’ may, for example, be the curriculum on paper and action, represented by ‘f ’ in figure 1. That is PRHOs may experience that which is intended by the GMC, University and for their post. Alternatively their experience may be neither that which is ‘on paper’ or ‘in action’, as represented by ‘g’ in figure 1, where their experience is not part of any planned curriculum. This has been termed the ‘Hidden Curriculum’ (Snyder, 1971). This study will attempt to explore the curriculum PRHOs experience, including the Hidden Curriculum.

The New Doctor states that ‘Service based learning is a key component of the final year of medical education’ and ‘the most important element is experiential learning’ (GMC, 1997, para. 23). It goes on to state that this should be combined with appropriate educational and clinical supervision by the Consultants with whom they work, including a nominated ‘educational supervisor’. A specific induction programme for PRHOs is mandatory and a weekly programme of educational seminars should be held at time when most PRHOs can attend who must normally be relieved of their duties. In addition they should attend and play an active role in grand rounds, x-ray meetings, case conferences, clinical audit and other meetings. 

The nominated educational supervisor is required to meet formally with the PRHO at the beginning of each post to discuss the duties of the post, provide a written record of the competencies that should be acquired, and to issue a learning agreement. They should subsequently meet at intervals throughout the post to appraise the progress of the PRHO and ensure they are obtaining the necessary experience, feel part of the team, consider pastoral issues and facilitate the PRHO’s attendance at educational programmes (GMC, 1997). 

It is therefore intended by the GMC that General Clinical Training is to be based on experiential learning, whilst providing a service in a clinical setting, supervised by Consultants and supplemented by specific educational events. The President of the GMC sees General Clinical Training as a ‘clinical apprenticeship’ (ASME, 1998, preface). 

The meaning of the terms ‘experiential learning’ and ‘clinical apprenticeship’ will now be considered and the implications this has for GCT explored in the context of the published literature. This will be followed by a similar consideration of the specified educational events.

Experiential learning

‘Experiential learning’ has been shown to be understood by health service teachers to be simply learning by doing, or by engaging in activity in contrast to, for instance, learning by observation or reading (Burnard, 1991). Kolb (1984) however describes an experiential learning cycle consisting of concrete experience, observations and reflection, formation of abstract concepts and generalizations, and testing implications of concepts in new situations. So whilst learning from concrete experience forms part of the theory of experiential learning, a process reflection is also central. Schön (1983) developed the concept of the ‘Reflective Practitioner’ in which the professional practitioner reflects on their knowledge whilst engaging in activity enabling them to adapt to the potentially unique context or problem with which they are faced. Coles (1994) concludes from these theoretical considerations that: ‘Professional education should provide people with the opportunity to reflect on their practice and to identify the theories embedded in their routine work.’ (p 23). 

Experiential learning, by providing a service, is a model that is consistent with the theory of Situated Cognition (Brown et al., 1989) in which ‘knowledge is situated, being in part a product of the activity, context and culture in which it is developed and used.’ (p32). The authors cite evidence that effective learning occurs within the context of the culture in which the learning is applied and is supported by social interaction. They link this with the concept of ‘legitimate peripheral participation’ (Lave and Wenger, 1991) where important learning by those new to a culture may also occur by observing the activity, behaviour or communication of practitioners from a legitimate but peripheral position. From the theory of Situated Cognition, Brown et al. (1989) go on to develop the model of a ‘cognitive apprenticeship’ (Collins, 1991). This builds on the importance of learning in the cultural context where the learning is to be applied, learning about that culture and the importance of social negotiation and collaborative learning.

The Clinical Apprenticeship

Historical perspective:

The notion of the Clinical Apprenticeship has origins in the history of medical training, that is from the apprenticeships of the Barber-Surgeons’ Company of the City of London since 1540, the Society of Apothecaries, since 1617 and the subsequent development of hospital based apprenticeships in the early 19th Century (Bynum and Porter, 1985). During such apprenticeships ‘Master Practitioners’ were paid a fee for by the apprentice for teaching their craft over a seven year period. During this period, observation by the apprentice would gradually give way to increasing responsibility, before their being legally entitled to practise as a surgeon-apothecary. 

Sociological perspective:

More recently there have been studies of medical training, from a sociological perspective, in which medical student culture and the culture of the profession have been explored and related to the notion of the Clinical Apprenticeship. Most relevant is the observational ethnographic study of medical students and PRHOs by Sinclair (1997) in which he observes and interprets their interactions with more senior doctors, nurses, patients and others working in the hospital environment. He identifies cultural norms of the profession and the manner by which students assimilate these and are thereby ‘transformed’ into members of the profession. For example, PRHOs deduce what is expected of them by the questions that are asked of them by consultants on ward rounds and the reactions to their answers. He relates his findings to the historical context of medical training in the UK and to earlier sociological studies, in particular those from the USA of medical students (Becker et al., 1961) and Interns (Miller, 1970). Sinclair describes medical training as an ‘Institutional Apprenticeship’ characterised the formation of a number of ‘Medical Dispositions’ comprising of knowledge, behaviours, attitudes and values.

Sinclair highlights the tensions between the different ‘medical dispositions’. For example the need for PRHOs to present a picture of ‘professional idealism’ to their consultants by demonstrating that they have taken a careful and complete history and examination of their patients and organised all appropriate investigations, whilst finding the necessity to learn ‘economy’, such as learning to perform a rapid history and examination of patients in order that they can meet all the demands of the work for which they are responsible, in the time available. He suggests that the tensions between the various dispositions may account for the high levels of psychological morbidity found in PRHOs and the medical profession more generally that have been demonstrated elsewhere, for example by Firth-Cozens (1987 and 1995).

From this sociological perspective an important part of medical students’ and PRHOs’ learning is of the behaviours, attitudes and values that are required to be an acceptable member of the profession by observing, interacting and participating in the cultural environment of the profession.

Educational perspective:

Although Hargreaves (1996) describes an apprenticeship model for teaching specific technical clinical skills based on the traditional apprenticeship, a search of the literature failed to identify a detailed consideration of a wider notion of the ‘clinical apprenticeship’ in more specifically educational terms. In a traditional apprenticeship, as originally used for teaching arts and crafts, the expert shows the apprentice how to perform tasks, then watches and coaches as the apprentice practices portions of the tasks, turning over more and more responsibility until the apprentice can perform the tasks alone (Collins et al., 1991). Collins et al. (1991) propose a model of a ‘cognitive apprenticeship’ which builds on this traditional apprenticeship model and the theory of Situated Cognition, as an effective strategy for learning the complex problem solving skills which are characteristic of experts, as well as the practical or technical skills. 

The key features of this ‘cognitive apprenticeship’ include: 

· coaching that monitors learners’ performance leaving enough room for exploration and problem solving without allowing them to come too far off base 

· using problem solving exercises to allow misconceptions to be identified 

· have learners articulate the reasons for their decisions and strategies thus making their tacit knowledge more explicit

· reflection on past performance including using imitation of expert demonstration or replay of their own performance for instance using video  

· careful sequencing of problems from simple to complex. 

                                                                                             (Collins et al., 1991)

In summary the notions of experiential learning and ‘clinical apprenticeship’ involve not only learning by doing but also reflection, discussion, supervision and feedback, together with an assimilation of the professional culture. 

Educational support and supervision 

Consultant supervision and teaching is repeatedly emphasised throughout the recommendations. There is only brief mention that ‘other doctors in the team may share these responsibilities’ (GMC, 1997 para. 64). Similarly there is brief acknowledgement that ‘nurses and other non-medical staff are an important source of information, support and guidance for PRHOs’ (GMC, 1997 para. 65). There has, however, been continued criticism of the supervision provided during the pre-registration year (Hutton et al., 1964; Royal Commission on Medical Education, 1968; Junior Doctors’ Association, 1972; Committee of Inquiry into the regulation of the Medical Profession, 1975; Calman & Donaldson, 1991; Dowling & Barrett, 1991; Bahrami, 1993). 

A number of structured postal questionnaire surveys have asked PRHOs specifically about their perceptions regarding Consultant supervision. One study found that PRHOs perceived their supervision to be adequate, but that this supervision was by other junior doctors and nurses, rather than Consultants (Elizabeth & Hughes, 1986). Others have found that only a minority perceived this to be satisfactory (Dent et al., 1990). In 1992/3 a similar large survey asked PRHOs to rate the then recently introduced GMC recommendation for introductory meetings, regular appraisal and careers advice by their Consultants and found that only 30-35% reported being satisfied (Gillard et al., 1993a & b). In another questionnaire survey of PRHOs (Garrud, 1990) 3/4 reported they had received no formal appraisal of their performance. Appraisal meetings have been found to be associated with improved ratings for overall supervision and training, but only 1/3 of PRHOs reported experiencing them (Laine, 1994). Recently more favourable ratings for Consultant supervision have been given, particularly in relation to formal appraisal combined with the use of a log book (Paice et al., 1997). The reasons for the low rating of satisfaction with Consultant supervision cannot be reliably deduced from these quantitative surveys, however taken together they suggest that, in the past a majority of PRHOs have not perceived that their experience of Consultant supervision to be satisfactory. 

Two studies have used semi-structured interviews with qualitative analysis, to explore the pre-registration year (Calman & Donaldson, 1991 and Dowling & Barrett, 1991). The more inductive approach taken in these studies enabled the researchers to access issues of importance to the PRHOs and explore their experience in the PRHOs’ own terms. The critical incident study by Calman and Donaldson (1991) found that many PRHOs felt they were unsupported and not listened to although the authors identified that this was not due to there being no superiors available. Consultant involvement was superficial and focussed on technical issues and they also gave little feedback to PRHOs. Dowling and Barrett (1991) found that Consultants perceived they could supervise PRHOs indirectly by assessing the outcomes of their work, a form of supervision that would be unseen by PRHOs. However Dowling and Barrett go on to identify areas that are ‘invisible’ to this kind of supervision, for example pain control, communicating with patients and relatives. Many of the critical incidents explored by Calman and Donaldson were to do with these areas and they also found PRHOs were highly personally involved in their work with a need to share these problems with others. This may in part explain why PRHOs often perceive there to be little supervision or support.

Exploring Consultants’ views on the pre-registration year, using semi-structured interviews, Wilson (1993) found they perceived the standard method of teaching to be on ward rounds, together with clinical meetings, estimating their total teaching time at 30mins per week.  They saw the ‘apprenticeship model’ as central, with learning achieved by being ‘caught up’ within the clinical culture and absorbing the practice and principles of the firm. This may be analogous to ‘legitimate peripheral participation’ (Lave and Wenger, 1991). Consistent with earlier findings in Australia (Dally et al., 1984), Dowling and Barrett found Consultant contact with PRHOs is often very limited with much of Consultants’ work being based in different locations and engaged in different activities such as outpatient clinics and operating theatre sessions. Consultants perceived they have little time for discussion with PRHOs or nurses with whom they work due to the volume of their clinical and managerial commitments. 

Consultants have agreed that training during the pre-registration year is unsatisfactory but GMC recommendations, particularly regarding formal supervision and appraisal, were seen as impractical (Dowling & Barrett, 1991 and Wilson, 1993). There are barriers preventing Consultants meeting these responsibilities, principally lack of time and lack of educational expertise (Challis et al., 1998). Indeed many have not read the GMC recommendations and are reluctant to undertake activities that will take up large amounts of time (Challis et al., 1998). It has been planned that all educational supervisors will have had training for their role by August 1999 (ASME, 1997). 

The New Doctor emphasises the importance of the role of Consultants in providing supervision and teaching of PRHOs. In contrast, a number of studies have suggested that Middle Grade doctors are in fact the main supervisors of PRHOs’ work in this country (Elizabeth & Hughes, 1986 and Dowling & Barrett, 1991), or their equivalents in the USA (Salter, 1995) and in Australia (Dally et al., 1984 and Hume & Wilhelm, 1993). This delegation of responsibility seems to be assumed by Consultants rather than being made explicit (Dowling & Barrett, 1991). This apparent reality is not recognised to any great extent in The New Doctor, which therefore fails to facilitate the process by which this supervision may be made explicit.

Nurses have also been recognised as being important in advising and supervising areas such as pain control, prescribing, aseptic technique, communication with patients and managing the hospital organisation (Dowling & Barrett, 1991). Nurse accessibility, not being associated with providing a reference and the overlap of roles were suggested as the reasons for the their supervisory role. The potential benefits of greater and more explicit roles for nurses in the education of PRHOs may increase with the development of more specialist nurses and nurse practitioners as advocated by Hallums (1998) and Pearce and Blainey (1999).

Dowling and Barrett (1991) also found that informal peer group learning and support appeared to be important.

Educational events

In addition to experiential learning supported by clinical and educational supervision including formal appraisal sessions, The New Doctor (GMC, 1997) states that high quality PRHO posts will include ‘access to an educational programme that is relevant, learner centred and patient based’ (para. 28). 

The search of the literature has not identified any studies evaluating weekly educational programmes or for specific educational methods advocated for PRHOs in this country. However Davis (1999) reports an innovative programme for Interns (the PRHO equivalent) in New Zealand. This programme has two stated primary goals: 1) To provide a relaxed friendly setting where Interns felt sufficiently comfortable to discuss any work related issues and problems that might arise in the course of their training and that Interns would become more supportive of each other. 2) To provide teaching and training in specific life and work skills such as stress and time management. The Intern supervisor (the equivalent of the educational supervisor) facilitates the one-hour weekly session. The content varies from clinical problem cases, to staff conflict, time management, ethical issues, relationships with Consultants, workload and rotas. Evaluation found the Interns most valued the opportunity to meet and talk with other junior colleagues in open and caring environment and the formal sessions on stress management, relaxation, time management, communication skills and careers guidance. 

Whilst the current nature of the programme of weekly educational events is unclear from the literature, Hicks (1998) describes a teaching method of ‘acute case note review’ for one-to-one teaching with PRHOs which could be modified for this type of small group learning. 

Formal weekly educational events specifically for PRHOs have been recommended for the last 12 years (GMC, 1987). However PRHOs have reported difficulties in attending such meetings due to clinical commitments, with little improvement demonstrated between 1988/9 and 1992/3 when almost half of the PRHOs surveyed reported they were frequently or invariably unable to attend (Dent et al. 1990 and Gillard et al., 1993a). In her study of PRHOs in Wales, Laine (1994) found that 18% reported having no time for structured educational activity and less than 10% had protected educational time. However, she also found that overall satisfaction with their posts did not correlate with protected educational time or other educational sessions. 

One day induction programmes were also introduced around 1987 and there was subsequently a change in the organisation of PRHO posts leading to a one day overlap between incoming and outgoing PRHOs. This had a dramatic effect on the numbers of PRHOs attending induction courses (from 64% to 92%) over this same period (Dent et al., 1990 and Gillard et al., 1993a). The perceived quality of these events also increased with the result that by 1992/3 68% had attended an induction course and found them useful, versus 37% in 1988/9. 

In their study conducted in 1989 Dowling and Barrett (1991) identified that, with the exception of induction courses, there was little organisational or managerial support for the education of PRHOs, with no contractual recognition of the time required by PRHOs or their potential educators. This suggests that this type of support is of considerable importance to the success of any formal educational programme. 

It is unclear from the literature how much progress has been made in recent years to protect the time for PRHOs’ educational sessions. It is of note that PRHOs are the only grade of doctor in training not entitled to study leave. 

The nature of current educational programmes for PRHOs is a focus of this study. Recommendations regarding appropriate methods are derived from the data, linked with educational theory and presented in the discussion.

What PRHOs learn

The New Doctor contains a list of the aims of GCT and topics to be covered by in-service training. These are broad areas, for example to ‘develop competence at diagnosis, decision making and the provision of treatment, including prescribing’ and to ‘develop and maintain respect for the dignity, privacy and rights of patients, and concern for their relatives’ (GMC, 1997, para. 22) each of which represent large subject areas. Specific practical skills that are expected to be learnt are also given. The Postgraduate Medical Deans have agreed to take the lead in transferring these broad areas into a format that provides a study guide and record for PRHOs (ASME, 1997), building on the development of log books (Paice et al., 1997). 

Specific areas of learning by PRHOs have been investigated in a number of questionnaire surveys. These have found that many PRHOs lack confidence in key skills such as cardiopulmonary resuscitation (Dent et al., 1990; Gillard et al., 1993a & 1993b) and breaking bad news (Dent et al., 1990; Gillard et al., 1993a & 1993b; Garrud, 1990; Cantwell and Ramirez, 1997)) with similar findings in Norwegian PRHOs (Falck & Brattebø 1997) and the equivalent of PRHOs in Australia (Roche et al., 1997). This latter study also found that PRHOs were significantly less confident in the interactional skills such as breaking bad news and giving health promotion advice than in technical skills such as intubation and examination. Lists of clinical skills and experience considered essential have been drawn up but it has been found that many PRHOs have not gained this ‘essential’ experience (Dally et al., 1984) or do not perceive themselves to be competent (Falck & Brattebø 1997).
The study by Dowling & Barrett (1991) using their more inductive approach identified that much of PRHOs learning was involved with the organisation and practical aspects of patient care, pain control, communicating with patients, relatives and other health care workers, and how to ‘work the system’. PRHOs and nurses were particularly critical of the perceived lack of preparation for these roles. They also found that some PRHOs perceived themselves to be less willing to address patients’ anxieties as the pre-registration year went on. This finding is consistent with the poor quality and even deterioration of communication skills of postgraduate doctors that has been demonstrated elsewhere (Helfer, 1970 and Maguire et al. 1986b). This may be interpreted as a type of inappropriate or unintended learning, part of the ‘hidden curriculum’.

Calman & Donaldson (1991) also used a more inductive approach. They commented that they found the range of clinical material presented to PRHOs to be enormous. A key area of difficulty for PRHOs was in the setting of priorities and organisational skills, for which they had little preparation or help during the year. They found that PRHOs perceived communication skills, particularly in the context of sudden death during the night, and dealing with death more generally, to be of great importance. Here again they were poorly prepared and had little help with these areas during the year. A general lack of preparation or introduction to the job itself caused significant problems and considerable anxiety for the PRHOs. Finally they recognised the importance of developing and maintaining relationships with all members of staff. It is of note that measures attempting to address these areas concern have subsequently been incorporated into the GMC’s recommendations for an induction period and topics to be covered during GCT (GMC, 1997). The search of the literature has failed to identify any studies evaluating the implementation of these recommendations.

Conclusions from the literature review

It is concluded from the literature that the notion that effective experiential learning during the pre-registration year, with Consultants as the principal supervisors, will not occur without fundamental change. The repeated recommendations by the GMC emphasising Consultant led supervision fails to recognise the realities of the pre-registration experience over the last 45 years. 

Supervision, feedback and skilled facilitation of learning are essential to experiential learning and the ‘clinical apprenticeship’ model and will be specifically explored in this study.

The role of educational events such as formal appraisal sessions and the programme weekly educational sessions in promoting learning is unclear.

In the past the working conditions of PRHOs have been shown to have an adverse effect on the psychological well being of many. Features of the working environment that promote or inhibit learning are a focus of this study.

Methodology

· Justification for the choice of methodology

· Timing of the study

· Selecting group size

· Selecting the number of focus groups

· Developing the interview guide

· Sampling

· Recruitment of participants

· Pilot work

· Data collection

· Method of data analysis

· Reliability and validity

The aim of this study is to gain insight and understanding of PRHOs’ perceptions regarding their educational experience during General Clinical Training. The objectives are to facilitate PRHOs to explore and describe their experience during GCT on their own terms, with a focus on educational aspects and to describe the nature of PRHOs’ perceptions of their experience during GCT in relation to the research questions.

The method chosen to meet these aims and objectives is a qualitative analysis of semi-structured focus group interviews with PRHOs. 

Justification for choice of methodology 

In choosing an appropriate methodology consideration was given to the nature of the paradigm of the inquiry. Borg and Gall (1989) name two approaches as positivistic and naturalistic. The positivistic paradigm is described as where reality is objective and governed by natural laws that can be discovered and may used to control or predict. Measurement and experimentation form the substantial source of knowledge. This is associated with research that poses and tests hypotheses, that is specific questions are determined by the researcher and data gathered to test the hypothesis. In this way the positivistic paradigm is associated with quantitative research methods, deductive data collection and analysis. At the opposite end of the spectrum, in the naturalistic paradigm, reality is internally experienced and socially constructed through interaction and may be understood by the subjective meanings people attach to their experience (Borg and Gall, 1989). Research here seeks to describe, explain or understand the meanings, values and culture of naturally occurring phenomena. This is associated with qualitative research which has been defined as ‘research devoted to developing an understanding of human systems’ (Savenye and Robinson, 1996, p1172). Pope and Mays (1995) suggest:

The goal of qualitative research is the development of concepts which help us to understand social phenomena in natural (rather than experimental) settings, giving due emphasis to the meanings, experience and views of all the participants. (p43)
Many studies of the education of PRHOs have used questionnaires, with closed responses analysed quantitatively (Garrud, 1990; Dent et al., 1990; Gillard et al., 1993a & b; Laine, 1994; Dent et al., 1995; Hale et al., 1995; Falck and Brattebø, 1997; Kapur and House, 1997 & 1998; Paice et al., 1997; Roche et al., 1997; Williams et al., 1997). Such studies are designed to measure the frequency of events or activity, or to measure views and attitudes in response to specific questions posed by the researchers and may allow the testing of hypotheses. For example, the series of studies by Dent et al. (1990) and Gillard et al. (1993a & b) sought to measure changes in self-reported activity and attitudes over a time during which a number of interventions had been recommended, notably a reduction in hours and implementation of specific educational events. These studies have therefore been based in the positivistic paradigm of hypothesis testing and have the advantage of producing results that may potentially be generalized to similar populations. Here generalizability will rely on the study population being truly similar to that to which the findings are to be applied, with no confounding variables. Any intervention must again be truly similar in its implementation. These types of study are constrained by the questions, concepts and framework of the studies being determined by the researchers rather than the subjects. As such they only likely to access the ‘curriculum on paper’ or ‘curriculum in action’ as opposed to ‘curriculum PRHOs experience’ described earlier (Coles and Grant, 1985). 

The interest of this study is more to gain understanding of a broad range of the educational aspects of the pre-registration year from the perspective of PRHOs, than to test any hypothesis of the researcher. In recognition that the ‘curriculum PRHOs experience’ may be different to that anticipated by the researcher or planned by educational designers, a methodology was sought that would offer the potential to explore PRHOs’ experience using their own language, frameworks and concepts, enabling fresh perspectives to be accessed. For these reasons an approach based predominantly in the naturalistic paradigm was chosen, with Britten (1995) advocating using semi-structured interviews for this purpose. The disadvantages of this approach are that data analysis is more difficult, reliability difficult to guarantee and the generalizability of findings will be limited. These issues will be considered in more detail in the discussion.

The next consideration was to determine the type of qualitative approach. Options include interviews, observation and case studies (Borg and Gall, 1989). Observation of PRHOs has the potential for providing insight into their educational activity, their interactions with those in their working environment, exploring the context of their learning. Sinclair (1997) predominantly used this method in his ethnographic study considered in the literature review. This approach may offer relatively little in terms of exploring PRHOs’ own perspectives and how they interpret their experience. It does however have much to commend it but the focus of such a study would be different in that it could be used to explore the nature and context of PRHOs’ educational experience rather than how PRHOs’ perceive their educational experience. Such studies provide valuable triangulation with this and earlier studies.

Exploring PRHOs perceptions is most appropriately achieved using interviews. Qualitative approaches can use semi-structured interviews, or in-depth interviews in which only one or two issues are explored in great depth. Semi-structured interviews typically use a loose structure of several open questions to define the area to be explored (Britten, 1995). A semi-structured approach was chosen in order to gain an understanding of a broad range of the issues that are important to PRHOs. 
The next decision was to consider whether to conduct interviews with individuals or groups of PRHOs. Focus groups have the advantage of utilising group interaction to promote the development of participants’ perceptions, opinions and attitudes (Kitzinger, 1995). Focus groups have also been shown to promote self-disclosure amongst participants and to be an effective means of exploring variation in views, experience and understanding (Krueger, 1994). Consideration was given to the potential influence of the ‘Hawthorne effect’ on interviewees, i.e. the impact of the researcher on the research subjects (Pope and Mays, 1995). By using group interaction to generate discussion the impact of the researcher may be less than in one to one interviews (Kitzinger, 1995). Kitzinger also identifies the disadvantages of focus groups, which include concerns that confidentiality may be compromised and that group interaction may silence voices of dissent.

Consideration of all these factors led to the decision to employ semi-structured focus groups interviews with PRHOs, with a relatively inductive approach to the qualitative data analysis.

Timing of the study

The interviews were conducted during July and August 1998 with all participants completing their pre-registration year at the end of July1998. The timing was chosen to allow participants to reflect on the totality of their pre-registration year, consistent with the proposal that GCT should be a 12-month 

planned period of training and the concept of GCT as having an integrated curriculum (ASME, 1997). 

Selecting group size

In planning the number of participants in focus groups Morgan (1997) advises that groups of 6-10 participants are usual. However he recommends that smaller groups are desirable when it is anticipated that participants will be interested in the topic, each individual will be able to contribute to discussion and will be respectful of each other. Larger groups usually require greater interviewer involvement in order to control the group discussion, for example to avoid data being lost when multiple discussions occur simultaneously. Greater interviewer control is likely to reduce the extent to which the participants’ own concepts, priorities and views would be accessed. For these reasons a target of 4-6, with a lower limit of 3, participants per group was chosen, which Krueger (1994) terms ‘mini-focus groups’.

Selecting the number of focus groups

Ideally this type of project would collect data until no further understanding is generated from additional interviews, a concept termed ‘theoretical saturation’ (Glaser and Strauss, 1967), however, in order to time the interviews at the end of the participants’ pre-registration year, it was not feasible to take this inductive approach. Using between 3 and 5 focus groups per project has been given as an appropriate ‘rule of thumb’ (Morgan, 1997). Therefore it was planned to conduct a series of five focus-group interviews. 

Developing the interview guide

The process of developing the guide or framework for conducting the interviews followed that described by Krueger (1994) and Morgan (1997). 

Krueger advocates using five different categories of questions: opening, introductory, transition, key and ending. In essence the interview guide moves from factual information, to general discussion, to focused discussion on the research area and finally discussion that encourages participants to reflect back on their previous contribution. Morgan advises moving from questions that are non-threatening and easy to answer towards more involved questions. Building on this guidance a potential list of questions was drawn up and then advice sought from colleagues with experience in qualitative research or education, dissertation supervisor and from junior doctors. Subsequently an interview frame was developed and is presented in Table 1, together with an information sheet on the study and framework to the interview for participants (Appendix 1) and a participants’ guide to focus groups (Appendix 2).


This guide was used flexibly as a loose framework as recommended by Morgan (1997) for low interviewer involvement. For example, the discussions within each group would be allowed to flow freely between the different areas in the interview frame or on to relevant but unanticipated areas. After initial analysis of the data from the first two groups (A and B) more focus was placed on the role of Consultants and the relative importance of different colleagues in supporting learning, as this initial analysis suggested these as important areas, with some notable findings. This approach is derived from Grounded Theory (Strauss and Corbin, 1990) and again advocated by Morgan (1997).

The researcher conducted all interviews. An observer was used to make notes during the interviews including non-verbal communication, evidence of agreement and disagreement, to provide feedback on the role of the interviewer and to facilitate reflection by the researcher after each interview. The observer also assisted in the practicalities of conducting the interviews such as operating the recording equipment. Initially it had been hoped to use a medical colleague with experience of conducting focus group interviews. In the event this proved to be logistically impossible. As a result a different observer was used for each interview, namely a medical secretary who also assisted in transcribing audiotape recordings, a GP Registrar and two GP Vocational Training Scheme Course Organisers. Using an experienced focus group interviewer as an observer would potentially provide a more critical and effective feedback on the performance of the interviewer.

Sampling 
The study population chosen were junior doctors working in Yorkshire at the time of the interviews, with all interviews being conducted in Yorkshire for logistical reasons. Permission for the study had been granted by The Department for NHS Postgraduate Medical and Dental Education in Yorkshire. This is not, nor intended to be, a study specifically of pre-registration posts in Yorkshire with several participants completing all or part of their pre-registration year outside Yorkshire.

The study was designed to employ purposive rather than randomised or statistical sampling. That is, participants were deliberately chosen, in this case on the basis of their a shared experience or context and to reflect a diverse range of the total study population, as opposed to being a random representation of the total population (Pope and Mays, 1995), or simply sampled according to convenience. Morgan (1997), in advocating purposive sampling for focus groups, advises that a series of focus group interviews can rarely use a random sample of the total population that is adequately representative of the general study population to produce generalizable results. He also advises that randomisation can compromise the shared perspectives necessary to generate meaningful discussion. In the context of PRHOs’ working conditions, attempting to bring together a random sample of participants to a single venue would also present very serious logistical difficulties. Groups of participants were therefore chosen that were naturally occurring, in that they were either working together or were engaged in learning together as a group, on the assumption that using naturally occurring groups would promote meaningful discussion.

With these considerations in mind it was planned to convene interviews initially with two groups of PRHOs, consisting of some who were currently doing posts in medicine and some in surgery, who were working together and had different career intentions, from two local District Hospitals. The composition of subsequent groups would be informed by the initial analysis of the data from these interviews. That is, the composition of these subsequent groups would chosen with a view to further explore hypotheses or theories grounded in the initial data analysis, using Grounded Theory (Strauss and Corbin, 1990) and employ theoretical sampling, where sampling is informed and linked to these emerging theories or hypotheses (Pope and Mays, 1995). This process being advocated by Morgan (1997) and Krueger (1994) for qualitative research using focus groups.

Recruitment of participants

A PRHO was recruited as an ‘informant’ (Morgan, 1997) to advise on the interview guide and strategies to promote recruitment to the study. On the basis of these discussions potential participants were invited to an early evening interview to be followed by a meal provided at a local restaurant, by way of incentive to attend, incentives being normal practice in focus group based research (Morgan, 1997). In the event it proved impossible to encourage a large enough group of PRHOs at this hospital trust with 27 PRHOs to give up their free time simultaneously. Would be participants cited onerous on call and lack of willingness to give up the little leisure time they felt was available. 

Subsequently an alternative strategy of contacting educational organisers and negotiating to use protected time associated with educational events proved more effective, with these participants being offered a bottle of wine by way of incentive. Due to the problems with recruitment only one such group (Group A) was successfully convened prior to the end of the 1997/8 pre-registration year. Therefore a group was sought that was similar in composition to that described above. A group of SHOs from a large A+E department was identified as having these characteristics and consent obtained from their educational organiser for the interview to follow on from a protected teaching session. This was intended to improve the feasibility of recruiting adequate numbers of participants. In the event this did not occur in that only two participants attended and so the interview did not form a true mini-focus group (Krueger, 1994). The decision to include this group (Group B) in the study was taken as the participants were highly involved in the area of study and related different experience and perspectives. However it is acknowledged that the dynamic was different and particularly that their views were not open to questioning and discussion with a larger group of their peers, reducing the generalizability of any consensus between the participants (Krueger, 1994 and Morgan, 1997). 

Early analysis of groups A and B suggested that there may be differences in the perspectives of those planning a surgical career and that some PRHOs felt that the surgical component of the PRHO year was less valuable than the medical component. Therefore subsequent groups were chosen to reflect a diverse range of career ambitions, namely a group of surgical trainees and two groups starting training for general practice. 

A group of four SHOs starting surgical training was subsequently recruited (Group C). All were working together and had completed their pre-registration year three weeks previously. The final groups (D and E) were recruited from General Practice Registrars each learning together as a group during a two-day residential induction programme. Group E was excluded from the study as the quality of the audiotape recording was inadequate to allow accurate transcription. 

In summary, four focus group interviews were conducted, a fifth being excluded from the study due to technical problems. Purposeful sampling was employed to include a diverse range of participants in terms of career ambition as a characteristic potentially associated with contrasting perspectives or experience, as informed by theory grounded in early data analysis. Recruitment problems presented significant logistical difficulties to this study. Calman and Donaldson (1991) reported encountering similar problems in convening interviews with PRHOs. It may be that the effect of working conditions of junior doctors limits the feasibility of employing interviews, and group interviews in particular, as a research technique in this context.

Pilot work 

Pilot procedures followed the guidance of Morgan (1997) and Krueger (1994) for research using focus groups. The proposed interview guide and information were discussed with a PRHO informant as described previously. No separate pilot focus group interview was conducted. Instead careful analysis of the responses to interview questions and the involvement of the interviewer was undertaken after each focus group and modifications made. 

Data Collection

The data collected for the study consisted of:

· Contact summary sheet – recording date of interview, venue, participants’ details and contact address, previous and current posts held and future career intentions.

· Field notes by observer – recording observation of groups, key points in the discussion, non-verbal communication e.g. signs of agreement and disagreement and other significant events e.g. interruptions.

· Audio tape recording of interviews using a portable audiotape recorder and a second Dictaphone type audiotape recorder with an omnidirectional boundary microphone providing high quality, easily transcribed recordings.

Method of data analysis

Audiotapes were transcribed in full text as a Microsoft Word document, initially by a medical secretary. This has the advantage of speed and accuracy of typing, increased feasibility in terms of the time available to the researcher. The disadvantage of reduced exposure to data by the researcher was off set by listening to each tape in full, repeatedly checking and correcting the transcripts line by line. This process facilitated immersion in the raw data, promoting ‘theoretical sensitivity’ (Strauss and Corbin, 1990). 

The first phase of analysis followed the process of inductive open coding using the method described by Strauss and Corbin (1990) as part of their ‘Grounded Theory’ approach. Each sentence or paragraph was given a label, termed a ‘concept’ by Strauss and Corbin. These ‘concepts’ were not pre-determined i.e. the frame of analysis, in the first instance, was developed from the data itself rather the from previously held assumptions. The purpose being to try and ensure that PRHOs’ own meanings and concepts would be captured by the analysis. In this way a relatively inductive approach to both the collection of data and its initial analysis was taken.

Miles and Hubermann (1994), however, advocate using a provisional start list of codes prior to fieldwork based on a conceptual framework. Examples in this case could be educational theory, recommendations for the PRHO year in The New Doctor (GMC, 1997), research questions and areas anticipated as important by the researcher. This was avoided in the first instance, as the intention of the study is to explore issues that are important to the PRHOs themselves as opposed to issues considered important by more senior doctors and educationalists. 

The list of ‘concepts’ was then refined into larger categories, each transcript considered separately in turn and then together. The ‘concepts’, transcripts and categories were again reviewed and refined, at this stage developing categories that linked with educational theory and research questions, as well as more unanticipated categories derived from the data. ‘Concepts’ were also sought that pertained to GMC recommendations contained in the New Doctor. In this way the process of analysis became more deductive, so the study and its analysis would balance inductive and deductive approaches as is consistent with those who advocate an eclectic approach to research as opposed to extreme positions on ‘the naturalistic – positivistic paradigm debate’ (Savenye & Robinson, 1996). A degree of selectivity was also introduced to the analysis, to be more focussed on educational issues, rather than issues that are predominately service based. 

The method of initially assigning open codes then revising and restructuring into groups merged with the process of pattern coding, in which codes are generated that identify emerging themes or explanations, as described by Miles and Hubermann (1994). The initial assignment of a code to each section of the transcripts was largely a process of observation or description. The assignment of these observations to a more abstract pattern code involves synthesis and interpretation. For example, the notion of ‘supported responsibility’ as a context for effective experiential learning developed from the first focus group. During further analysis of the transcripts data relating to this notion were identified and assigned the relevant pattern code.

Related codes were re-organised and re-named developing open coding labels where related codes were given alphabetically related labels facilitating simple grouping of codes using the alphabetical sort facility on MS Word. This method was chosen in preference to specific qualitative data analytical software, such as NUDIST, as the software is familiar to the researcher and was felt to be adequate for this study. A final list of open codes was produced using this structure. This initial process ensured a comprehensive consideration of all data that had been collected, to reduce researcher bias. 

Key themes and explanations emerging from the data analysis of each group were used to create a summary of each focus group interview. Each summary was sent to the participants in that group. They were asked if the summary was a fair representation of the discussion or if there were important omissions, either from the summary or the interview itself, and to suggest modifications as appropriate. This process known as ‘respondent validation’ (Hammersley and Atkinson, 1995) was employed as part of the strategy to ensure the validity of the analysis, as discussed in the next section.

Following this, the data from the different groups was analysed collectively. This involved comparing summaries, looking for common or contrasting themes, returning to the transcripts to seek evidence of agreement and disagreement, modifying codes and categories, returning to the transcripts and repeating the process. During this process a number of techniques described by Miles and Hubermann (1994) were employed to promote synthesis, interpretation and presentation of the data. 

Notable amongst these was the use of ‘Cross Case Displays’ where data from multiple cases is condensed and brought together.

One aim of studying multiple cases is to increase generalizability reassuring yourself of the events and processes in one well described setting are not wholly idiosyncratic. At a deeper level the aim is to see processes and outcomes across many cases to understand how they are qualified by local conditions and thus to develop more sophisticated descriptions and more powerful explanations. (Miles and Hubermann, 1994, p172)

The purpose of these displays being to: 

· ensure that all relevant statements have been included

· provide a visual representation of data highlighting degrees of agreement or disagreement 

· provide a trail of evidence 

· increase the generalizability. 

A contrasting technique has also been employed to present data that is engaging on a personal or emotional level. Miles and Hubermann (1994) describe a technique ‘The transcript as a poem’ as a method of presenting such data:

It brings the reader very close to a very condensed set of data, has a compelling flow and forbids the superficial attention of the analyst. You have to treat the data set - and the person they came from - seriously because a “poem” is something to engage in at a deep level. It is not just a figurative transposition but an emotional statement as well. 

(Miles and Hubermann, 1994, p110)

This method uses only the words spoken by the participant, which are reorganised to provide a concise presentation in the form of a poem, providing an alternative to using quotations from the transcripts. Whilst this technique is unusual it has been used as the principal means of presenting data, for example in a study by Richardson (1992).

Reliability and validity 

Reliability in the context of qualitative research has been defined as ‘the degree to which the finding is independent of accidental circumstances of the research’ (Kirk and Miller, 1986, p20). Measures to improve the reliability of this study have been to:

· use audiotape recording of interviews, using two machines to reduce the risk of data being lost e.g. when changing tapes

· transcribe all interviews in full, with each checked by two individuals 

· employ purposive sampling (rather than simply opportunistic)

· use a second person to check samples of the coding of transcripts and subsequent analyses (JL).

Validity has been defined as ‘the extent to which a measurement truly reflects the phenomenon under scrutiny’ (Pope and Mays, 1995, p43). So in this study validity may be considered to be the extent to which the data as presented truly reflects the perceptions of PRHOs regarding their educational experience. 

Strategies for improving validity include:

· triangulation 

· respondent validation

· deviant case analysis.

Triangulation is the use of three or more methods or ‘sightings’ of the field of study (Pope and Mays, 1995). Miles and Hubermann (1994) identify different kinds of triangulation: by ‘data source’, by ‘method’, by ‘data type’, by ‘researcher’, and by ‘theory’ (p267). This study employs triangulation by data source in that data from the four different interviews are compared. The resources were not adequate to use triangulation by method e.g. to also conduct individual interviews and a questionnaire survey, nor were the resources available to use triangulation by researcher by using more than one researcher to conduct interviews and data analysis. A form of triangulation by theory, comparing the findings of this study to findings reported in the literature and relating findings to educational theory, forms part of the discussion. 

Respondent validation was performed as previously described i.e. participants were provided with a summary of their own group discussion, providing them with an opportunity to reflect on these and contribute written observations regarding misrepresentations and omissions. In the event no members of one group replied, 80% of the other participants replied although none suggested modifications.  

The process of data analysis paid particular attention to deviant cases i.e. to data that may contradict or modify the analysis. The process of revisiting the transcripts repeatedly and the use of Cross Case Displays facilitated the identification of this type of data. 

The data presented in the following section are predominantly descriptive incorporating significant portions of the original transcript including excerpts of group discussion. The discussion section will consider the interpretation of these data. In this way a clear distinction between description and interpretation of data is maintained and a chain of evidence for the interpretation and subsequent conclusions is demonstrated. Extracts from the transcripts are referenced to individuals to demonstrate the inclusion of a diverse range of the participant. Fictitious names have been used in order to preserve participants’ confidentiality.

Presentation of data

· Participants’ background details

· What do PRHOs perceive to be their important learning?

· What features of the learning and working environment are important in promoting learning?

· What interferes with learning?

· Who is important in supporting learning?

· What events do PRHOs consider to be important to their learning?

· What forms the ‘Hidden Curriculum’?

· What changes to the pre-registration year do PRHOs suggest to promote their learning?

The main sections seek to relate the data directly to the original research questions, with ‘How do PRHOs learn?’ being considered in the discussion.. The section on the ‘Hidden Curriculum’ seeks to include data collected and analysed more inductively. 

Extracts from transcripts are presented in italics, where extracts are of a group discussion no line spaces are placed between the contributions of different group members, whereas extracts taken from different parts of a group’s discussion or from different groups a line space is placed.

Participants’ background details
The background details of the participants included in the study are given in Appendix 3. Appendix 4 gives details of participants of the fifth focus group, which has been excluded from the analysis due to inadequate quality of the tape recording.

There are a total 15 participants included in the study, 9 females and 6 males. Eight were Medical PRHOs around the time of interview. There are graduates from 5 different universities, 7 being graduates of Leeds. 22 out of the 30 posts held by participants were in Yorkshire with the remainder being in 7 Regions around the UK. Six participants are planning surgical careers which reflects the purposeful inclusion of a group of surgical trainees. 

What do PRHOs perceive to be their important learning?
Groups were asked to discuss their important learning during the year. Categories of learning identified: 

· personal organizational skills

· clinical skills

· communication skills

· working with others
Personal organizational skills

Pre-registration posts were seen as very busy with many demands being made of them at any one time. All groups identified the importance of learning how to be organized, many participants seeing this as the most important aspect of their learning during the year. 

Some found that on starting their first job that they were unable to work efficiently:
You spend your first week just running round like a headless chicken not really getting anything done and, by the end of that, you start actually having to organize your thoughts properly and being a lot more efficient. (Helen)

Finding ways to manage time effectively, particularly learning to prioritise, was seen as an essential skill for a PRHO:
By the end of the job you have learnt how to organize yourself and begin to know what is important, what you need to run to, what you need to walk to and what you can leave to do tomorrow.(John)

Others learnt ways in which they work more efficiently, for example one participant found it to be more efficient for him to initially see acute admissions in the A+E department rather than on the ward.

Some participants described learning that they needed to look after themselves in order to work efficiently. For example:

I think I have learnt how to get your meals in during the day. Because when I started I never used to eat, and you start going really slow and you start getting upset or tired. And so now you have just got to make sure you leave things - learning how important it is to get food.(Andrea)

Some found they learnt that to give patients more time helped them to be more efficient, whilst others found that they gave patients less time as the year went by, as discussed in the section on the ‘Hidden Curriculum’.

Clinical skills
Many participants identified developing clinical skills such as clerking patients as an important part of their learning over the year.

I think its frightening to think back to what we were like a year ago, in the first weeks of the job and even people who were elective admissions how long it took to see them and the things that got missed.(Tom) 

Learning how to manage patients was seen as similarly important:

When you first start as a House Officer everything is really, really scary …………………But by the end of the year you have seen so many patients with so many different conditions that you actually feel able to kind of see and assess and start the management and arrange investigations of patients with a whole variety of conditions.(John)
Several participants identified this as being the best part of being a PRHO:

I could actually do something and apply everything I have learnt and feel it was actually useful after all. (Mark)

Learning to recognise those patients with serious acute illnesses, initiating appropriate immediate care and being involved with the ongoing care was identified as being particularly important and rewarding.

Learning about their own limitations and when to ask for help was also seen as a key skill.

For some, however, the PRHO year overall did not seem to reach their expectations in terms of developing clinical knowledge, although perhaps reflecting the extent to which learning had occurred at different times of their pre-registration year. An example being this extract of a discussion in response to a question about what they had expected from the year:
We might as well just be filofaxes sometimes because all we do is carry round information about people’s x-rays and things.  I feel like I have less knowledge now than I had when I started my house officer job. Because I have forgotten all the stuff that I did in finals, and you are too tired, and you promise yourself you will read a book when you get in but you are far too tired.  I think it is abysmal just how little you learn in the year. (Christine)

I think that depends on which way round you do your jobs because I have felt that I have learnt loads in the last six months. I didn’t in surgery but I have in medicine. (Judith)

I think it is a confidence boost to do your medical house job - I certainly found it so. You learn very quickly and I don’t think you realise just how much you have learnt.(Paul)

Communication skills

All groups identified the development of communication skills as being important. Different participants emphasised communication in different contexts, such as, with patients and relatives or medical and non-medical colleagues. Others emphasised learning different styles of communicating as being important. For instance: 

I think the other important thing is learning how to communicate with people as a professional. So that they have some sort of idea that you are a professional and you know what you are doing. So you instil some confidence in them…… I think by the end of house jobs you can get across that sort of image of yourself as a professional, rather than just like a medical student as you started out. (Jayne)
For others engaging with patients was an important and rewarding part of the job. 
The best thing for me about being a house officer is learning how to deal and being able to spend time talking to people. And I think for me that is the most important part of being a house officer and that the most important learning objective is learning how to talk to people and how to deal with all people. (Paul)

Learning to break bad news was seen as important and stressful, often with little help from others: 

… I hadn’t got a clue, I wasn’t given any guidance about how you break news to people, I really didn’t know. I’m quite good at it now but I’ve had to learn from a lot of peoples’ bad experiences and in that way, from people that I’ve completely mismanaged, yet have been in a bad situation, that I could’ve made better when I’d known what I was doing. So it’s fine for me, I’ve learned by my mistakes but they’ve not benefited at all in that situation. I found that quite difficult. I felt very guilty about that. (Sarah)

Working with others

Many found that the demands made of them by working colleagues and the relationships between them to be a source of stress. Learning ways of coping with this seemed to be important. Some identified that they had learnt that it was important to get on with others working at the hospital, for example:

I have learnt that it is important to get on with your colleagues, nursing staff especially and they can really help or hinder you… (Judith) 

Others described keeping a professional distance from their nursing colleagues as sometimes being necessary.

What features of the learning and working environment are important in promoting learning? 

All groups identified that the most important learning occurs during the course of providing a service. Ways in which participants described learning clinical and communication skills included:

· seeing patients, particularly acute admissions 

· applying knowledge

· taking responsibility for the management of patients

· observing patients  progress over time 

· receiving feedback from colleagues on their management of patients

· observing how patients are managed by Middle Grade colleagues

· discussing the management of patients with colleagues

· communicating with patients, relatives and colleagues

· observing the communication skills of colleagues 

· practising clinical skills

Continuity of patient care was seen as important in promoting learning, as was working within a stable team of doctors over time i.e. continuity of colleagues. 

Having continuity of colleagues means that you can observe people over time in different situations, see how they react, see how they communicate with people in different situations and it gives you a lot of help in your approach. (Richard)
Several participants were concerned that the move towards shift working would have an adverse effect on both the continuity of patient care and continuity of colleagues with an adverse effect on learning.

…you need that support of being able to talk to your SHO, who you know, you see them every day, similarly the Registrar, you see every day and the Consultants, as regularly as you can.  …… you know them well enough to ring them for about anything. Whereas if you on shifts and you just turn up and be a House Officer for a time period for any old SHO, any old firm, I think that would be quite disconcerting. (Steve)

Good relationships with nurses were also seen as important, although more clearly for meeting service commitments than learning. Working conditions in which PRHOs covered fewer wards and were more likely to know the nurses were generally seen to promote better relationships.

Working practices that promote PRHOs taking responsibility were perceived to be advantageous. For example one group discussed different arrangements for seeing acute admissions. There was general agreement that more was learnt when PRHOs saw the patient first who was then promptly reviewed by a Middle Grade colleague, rather than the patient being seen by the Middle Grade doctor first. 

Several groups discussed the amount of responsibility they had at different times of the pre-registration year. Increasing responsibility over time was seen to promote not only learning but feeling of being able to contribute to the team, and job satisfaction.

A few participants worked in admissions units where nurses and administrative staff assisted with technical and organisational matters which was highly valued and perceived to promote learning, as illustrated by this discussion: 

…  you can see more people, getting more experience because you have seen more people with different things and you’ve got the tests back and you haven’t wasted time doing things that you don’t need to do. (Tom)  

I couldn’t agree more, because not only does that tie in with your experience of seeing a sick patient and learning from that, it is good for the patient as well because you are there half of the time, as opposed to running to this department and that. (Mark)

Supported responsibility 
During one group’s discussion the idea developed that the simultaneous combination of both support and responsibility are necessary for PRHOs to have a satisfactory experience both in terms of providing a service and learning.

I think you learn more because you are kind of given more responsibility but with good support usually. So that becomes confidence and I think that bag of things helps you learn. (Paul)

Another member of that group drew an analogy with being a toddler learning to walk with the aid of reins. The suggestion being that an ideal learning and working environment would be to learn by experience, engaging in decision making, with a safety net provided by very approachable people, closely supervising each case. This type of environment was seen to contrast strongly with much of her own experience. 

What interferes with learning?
Intensity of work interfering with learning

Most participants raised issues relating either to lack of time or the intensity of work affecting their learning. The intensity of work was unanticipated and widely perceived to be an important issue.

I didn’t realise how busy you were going to be………you sort of think that being on-call is that you would be there to sort out one or two problems but on-call is just a continuation and you are just flat out…(John)
Table 2 is a Cross Case Display (Miles and Hubermann, 1994) illustrating which participants discussed this issue spontaneously. Only one participant described one of their posts as having a low level of work intensity (B1).

TABLE 2: Time or work intensity perceived as a significant issue.

	Group
	A
	B
	C
	D

	Participant
	1
	2
	3
	4
	5
	1
	2
	1
	2
	3
	4
	1
	2
	3
	4

	Time or work intensity as a significant issue
	Y
	Y
	Y
	0
	0
	N
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y


Legend: 

Y = identified as significant issue

N = identified as not a significant problem. 

0 = no reference issue. 

The intensity of work for both the PRHOs and their Middle Grade colleagues, particularly on call, was felt by some participants to interfere with learning. 

The Registrar reviews what you have done, fine, you see what they’ve written in the notes and it may be different. You don’t really have chance to sit down with them, there and then, and discuss it because you are so busy and they are so busy. So its just because there is not the time. (Tom)

This intensity of work, and continuous interruptions was perceived to cause a lack of motivation to engage in educational opportunities, as illustrated by this discussion:

There’s no time for teaching and if someone tries to teach you when you’re busy I couldn’t care less, I’m not interested, I just want to get the job done. I’ve not got the time to sit there, not even the Registrar’s got time to sit down for a few minutes and talk something through. (Susan)

Well, you sit down for teaching and you’re bleeped every two minutes by the wards and you just can’t just sit and concentrate. You can’t think. (Helen)

You’ve got this that and the other to do, I just want to get on with it, you know, I haven’t got time to sit here. (Susan)

Inappropriate duties

In response to the question ‘What is the worst thing about being a PRHO?’ two groups discussed performing tasks which are defined as ‘inappropriate’ in The New Doctor, at some length. Examples cited included:

· portering

· finding beds for acute admissions

· getting results

· tracking down mislaid X-rays

· filling in forms 

· clerking routine admissions

They also identified other tasks, which they felt to be inappropriate. 

· getting up in the middle of the night to write up, for example, paracetamol

· re-writing drug charts when on call

· justifying investigation requests 

· taking blood

· performing ECGs

· talking to relatives of patients not known by the PRHO, when on call

These tasks were not only perceived to be devoid of educational value and contributing to the posts being excessively busy, but also had the effect of making participants feel undervalued and put upon. Some also felt there were times when these duties interfered with the care they were able to offer patients. The influence on education and learning is therefore partly an indirect one by affecting, in Maslow’s terms (Maslow, 1971), their physiological, social and esteem needs.

Several participants discussed the notion of the PRHO and particularly surgical PRHOs as a ‘clerking machine’: 
Urology is just, I don’t know, where I did it, it seems to be: admit 10 patients today, clerk them all, do all the bloods, put them on the theatre list for tomorrow, put in blood cards the day after. And that’s all I did. (Mary)

Administrative tasks and the justification of investigations seemed to have an adverse effect on their sense of feeling valued, particularly towards the end of the pre-registration year and was a source of confrontation. This was also associated with feeling there was a lack of progression of their role.

When you’re a surgical House Officer you’re just a go-for basically. You do the paper work, you run around arguing for investigations in x-ray that your Consultant’s asked for but you’re getting the brunt of it all. You are not actually doing anything for yourself. I found that really demeaning. Particularly doing that as my second job, when I was a bit more confident at what I could do. It’s like being demoted. (Jayne)

One participant related working in a hospital where he did not have to perform many of these tasks. This was highly valued and considered important in promoting the learning environment.

Who is important in supporting learning? 

This section will consider the influence of support PRHOs experienced from different groups. This will include the support or help received in providing a service and more particularly in promoting learning. These two aspects of support have not been separated completely as the main context in which learning occurs is experientially by providing a service and in this way learning and providing a service are closely associated. 

The groups identified as being important in the support of PRHOs’ learning and in their roles:

· Middle Grade doctors (Senior House Officers and Registrars)

· Peers 

· Nurses

· Consultants 

Table 3 is a Cross Case Display (Miles and Hubermann, 1994) relating each focus group participant to the types of individuals they qualitatively identified as important sources of support.

TABLE 3: Types of individuals identified as important sources of support. 

	Group
	1 
	2
	3
	4

	Participant
	1
	2
	3
	4
	5
	1
	2
	1
	2
	3
	4
	1
	2
	3
	4

	Peers
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	0
	Y
	Y
	0
	0
	0
	0
	0

	Middle Grade
	Y
	N
	N
	N
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	N
	N
	N
	Y

	Nurses
	O
	Y
	Y
	0
	Y
	Y
	N
	Y
	Y
	Y
	Y
	Y

+N
	O
	O
	O

	Consultants
	N
	N
	Y
	Y
	N
	O
	O
	Y
	N
	Y
	Y
	Y
	N
	Y
	0


Legend: 

Y = identified as important source of support. 

N = identified as NOT providing support perceived to have been needed. 

0 = no reference to support from this group of individuals
Middle Grade
 

All groups discussed the influence of the Senior House Officers (SHOs) and Registrars with whom they worked. Table 3 illustrates that the participants were evenly split between those reporting that their Middle Grade colleagues were important in providing support and those reporting that such support was perceived to be needed but was not provided. In this section the effective provision of support is considered. The implications of feeling unsupported will be considered in the later section on the Hidden Curriculum.

In response to a direct question Middle Grade colleagues were widely considered to be the most important people in supporting PRHOs in their roles and in learning.

But in the end it doesn’t really matter how good the Consultant is. It matters how good the Registrar and SHO who are going to be helping you and teaching you. It matters how good they are and how keen they are to teach you and that’s what determines how much you get out of House jobs  - education wise - and you can’t choose which Registrar you are going to have, its whoever happens to be there on the rotation. (Jayne)
The principal way in which they promote PRHOs’ learning was in the context of managing patients. 
Your senior (Middle Grade) colleagues I found very influential and you can learn so much from them.  I mean you get some people you are obviously not bothered what you are getting out of your house job and at the same time others, who like (John) said, almost talk you along to the way, why they have changed your management or what you’ve done.  They’ve quite a responsibility to make sure that we are learning as we go along as well. (Mark)

Middle Grade doctors played an important role in helping PRHOs learn practical procedures:

If you want to learn practical procedures they are the ones that can actually tell you “look do you want to come and do this”.(Mark)

One participant described the role of a Middle Grade doctor who supervised the PRHOs, clarified ground rules and was available to offer advice. In essence he facilitated the defining of the PRHOs’ role, in addition providing pastoral support and supporting them in their dealings with other members of staff. There was enthusiastic support for this type of Middle Grade supervisor from other members of this group, who saw this as a way of addressing a need that had not been met in their experience.

Peers 

Three groups identified peers as being important in providing general support and also specifically in supporting learning by discussing problems, providing feedback and sharing knowledge or experience. Peers were also used to inform each other of the progress of patients they had seen earlier.

…if something interesting or major has happened then we will discuss it amongst ourselves and say how it was managed and what we think should have been, would have been done and that goes on quite a lot actually. (Jayne)
Participants explained why they felt peers were important, emphasising that they are more accessible than other colleagues, that it is easier to share areas of weakness with peers than senior colleagues and they are perceived to be a useful reference point for progress.
You should be keeping up with people of your own level and if no one else is going to give you any feedback then……And I think you learn a lot from your peers, even at this level. (Christine)
You feel more comfortable about asking another House Officer something that you might feel really stupid to ask a Registrar in a different firm. (Jayne)

Nurses 

Learning from nurses was specifically identified by a majority of participants (see Table 3, p.49), for instance by providing guidance in prioritising tasks and identifying prescribing errors. Some helped with learning communication skills by observing and providing feedback. For example one participant asked a nurse to observe her breaking bad news: 

I said to her afterwards “I don’t think I did that very well, did I?” and she said “Well, no, not really...” and she sort of tried to tell me how she might have talked about it. (Helen)

In particular specialist nurses, for example those working on Coronary Care Units or Intensive Care, were seen as important in helping PRHOs learn.

Consultants

Consultants were infrequently volunteered as having a significant direct impact on participants’ educational experience. Some participants described observing  their approach to patients and reflecting on perceived good and bad practice that they would seek to either emulate or actively avoid. Two participants described observing their Consultants breaking bad news as positive learning experiences. Consultants were not recognised as having a major role in supporting PRHOs’ experiential learning. The three groups that addressed the issue specifically, either spontaneously or response to a direct question by the researcher, considered Consultants to be less important than Peers, Middle Grades or Nurses. During the interview with group D participants were directly prompted to explore the contribution made by Consultants to their education during the pre-registration year. Participants seemed to have difficulty identifying any significant role, eventually identifying some teaching on ward round providing ‘snippets of medical information’, which was perceived to be of only limited value. Consultants also seemed to play significant roles in the formal educational events discussed in the next section.

Participants generally indicated they had relatively little contact with their Consultants with one group discussing how much this varied. Frequent Consultant contact seemed to be valued, although unusual:
I think there is a lot of variation.  In my medical job the medical Consultants were very kind of hands-off and they do a ward round and for three months it was literally “Hello - get them out of here”. Whereas the Cardiologists in that hospital did a daily ward round. Every day there was either him or his colleague who came round to review everything that we had done on CCU that evening. (Tom)

That is exactly what we did as well. (Jayne)

And that was fantastic… (Tom)

What events do PRHOs consider to be important to their learning?

This section will focus on formal educational events, notably the weekly educational programme and formal appraisal sessions by educational supervisors as specified in The New Doctor. It is worthy of note that many participants spontaneously recalled specific events, which occurred during the course of providing a service, from which they had learnt. In particular they describe reflecting and receiving feedback and support from peers as described in the previous section. One described going directly to his Consultant when faced with a critically ill patient, reflecting and learning about defining his limitations from this. Another participant described formal meetings that he perceived to be a useful learning experience, in which important cases were discussed by a team of Consultants with active participation by junior doctors including PRHOs. This type of experience had not been shared by other participants in his focus group. Grand rounds, x-ray meetings, histology demonstrations or other meetings specified in The New Doctor did not emerge during discussions, although participants were not specifically asked about these. Teaching sessions by Middle Grade doctors did emerge as being useful educational experiences for some, but are not specified The New Doctor.

Feedback and appraisal from Consultants

One group discussed formal appraisal sessions with their Consultants. These sessions did not feature in the discussions of other groups. Two members of a group of five had appraisals sessions with their Consultants which they valued and perceived to be a positive learning experience. The others had experienced these sessions but did not perceive them to be useful. Characteristics seen as being associated with effective appraisal were:

· constructive criticism

· early feedback after events

· feedback throughout the post

· honesty 

· the approachability of the Consultant

A part of their discussion illustrating these issues:

I think feedback is quite important in learning, because we as surgical house officers get very little feedback so we never know if we have done anything right or wrong. Whereas, if you do medicine here, I met up with my Consultant four times formally during the six months and we had a feedback session where we talked about what things he thought I had done well and things that he though I should work on. (Paul)

That depends on your Consultant I have seen mine once, and he didn’t really give me any feedback. (Judith)

I have seen mine twice but in the end I think we ended up talking about something else rather than me and what I had done wrong. But I think that is just part of his personality that he finds it hard to say how he feels about how you are doing. (Andrea)

My previous job, I met with my Consultant twice but all along he was really encouraging and I mean I was just really lucky, because he would often say if things OK or not. (Liz)

The group explored what made for effective appraisal:

I think probably because he was so approachable and he is such a nice guy. But also prepared to stick his neck out and say -“I think you should be doing this and perhaps you could work on this” - early on in the job. And the next meeting was -“you worked at that and that has shown and the improvement is there”. (Paul)

Members of the group identified that it is hard to give constructive feedback. They felt that many Consultants are not particularly skilled at this and engage in this process because they are obliged to do so by the University. There was a concern that feedback or criticism may be inappropriately deferred to the scheduled appraisal, rather than being given promptly.

Weekly educational programme or ‘tutorials’

All participants had experienced a specific programme of educational sessions for PRHOs and all groups discussed these without prompting. However all participants were clear that they perceived tutorials to be considerably less important than the experiential learning described previously. 

Tutorials perceived to be useful were:

· directly relevant to the role of PRHOs 

· informal in the approach taken

· interactive

· included lots of feedback

Tutorials seen as relevant were described as: ‘What you need to know as a house officer’, ‘Practicalities for the job’ or where ‘You could go away and do some of it’. One participant gave an example of a session on Advanced Life Support that they found particularly useful, elsewhere a Consultant gave advice on how they should manage a common presenting problem, haematuria. 

Another described an exceptional session:

We had one had very very good teaching. It was supposed to be from the Cardiology Consultant but he couldn’t make it and got the Registrar to do it and it was for all the House officers from medicine and surgery. It was about thrombolysis and he had loads and loads of examples of ECGs. Put them on the projector got us label it – “when would we thrombolyse?” - and learn it off by heart and kept getting people to point at them – “when would you thrombolyse?” - and everyone who was there can still remember it now. (Jayne) 

However, more generally, significant problems were identified. A near universal experience was that time for tutorials was not effectively protected, either conflicting with service commitments, being difficult to get to, or being interrupted. This seemed to cause some resentment.

Well we don’t get to pick the topics so it is what someone else thinks we should be learning.  Some of them have been really good but some of them have been a waste of time really and we get bleeped every session.(Judith)

The SHOs are meant to take the bleeps which is rubbish because that phone call was my Registrar wanting ‘Paul’, who is on his half day, to go to theatre and me to go to theatre, now! - No!  This is protected time, it is the only time we are meant to get. (Christine)

There was a wide variation in the steps that had been taken at different hospitals to attempt to protect tutorial time. At an extreme, it was reported that one hospital had no allocated time for tutorials and no teachers identified for any sessions, merely a list of topics that had been produced. 

More usually time had been identified and some arrangement made to attempt to protect it. However protecting this time was not perceived to be a priority for their working colleagues:

The nurses were told that there was one person they could contact but they just completely ignored it… (Helen)

For some participants attending tutorials was not a priority for themselves:

Because at the end of the day we would much rather get our blood cards in and our X-ray card down to X-ray and make sure everything is running smoothly, than go for our teaching.(Steve) 
The failure of the teacher to attend was reportedly not uncommon.

No participants reported that PRHOs themselves had any influence on the content and many tutorials were not perceived to be particularly relevant, appropriate or useful. Usually this was because they were not relevant to the work they were actually performing, sometimes focusing on a Consultant’s area of special interest: 

…basically irrelevant to our status, it would just be a Consultant on his pet topic, talking about research he did 15 years ago and of no relevance at all to dealing with things day to day. (Sarah)
Other perceived shortcomings were that the sessions: 

· were too short

· were too ambitious, and topics covered at a very superficial level 

· did not develop during the year as PRHOs became more experienced

· did not taking into account the needs of individual house officers e.g. one participant who did 12months in one hospital had the same programme of tutorials twice.

Many participants were highly critical of these sessions. One participant summed up feelings that were widely expressed:

I think the House officer teaching was a complete waste of time and if I hadn’t had a single lecture in the whole year I would know as much as I do now.  It’s in the middle of a busy day and you’ve got other jobs still to do. You don’t really want to be there because its your lunchtime and if you do get chance to have lunch then you don’t want it sitting in a teaching. And the topics were not relevant to your every day work and they were all about theory, which you should know about by the end of medical school anyway. What you need to know is sort of the basic management of the acutely ill patient, post operative complications and sort of surgical conditions and not all the minute details of…… I found that even that two or three hours later I had completely forgotten about what the teaching was about because you are thinking of all the things you’ve got to do in the afternoon. (Jayne)

One compared the formal weekly programme with sessions run by a Registrar:

The Houseman’s half-hour was very didactic, too short, the topics were too ambitious and they covered it at a very superficial level. Whereas the less formal teaching we had was interactive, you got feedback, you were able to ask, to stop and ask lots more questions, smaller topics and were aimed at the right level. (Tom)

One group suggested that it would be better to start over with an entirely new sort of educational programme.

What is the nature of the ‘Hidden Curriculum’?

This section will present data that does not seem to form part of any established recommendations or guidance on the pre-registration year, although some of this type of data has already been included, for example, the role of peers in supporting learning.

Unintended Learning

Participants identified a number of things they had learnt that may be considered to be unintended: 

· That senior colleagues cannot always be relied upon. 

· Strategies to ‘get by’ without the support of senior staff.

· Personal coping skills for working environments that feature confrontation and excessive demands.

· Dealing with stress.

· That it is not possible to address all the demands that are made of them.

Other things appeared to have been learnt although perhaps not recognised by participants as such. An example was a change during the year to take a more minimalist approach to patients:

…you try to make time if someone has just been told some horrendous news. To go and chat to them and try and talk to them. But often we never have time and I’d find myself often sort of hurrying them along and  “oh...why does she have to go into all this?” kind of thing, “I haven’t got time to listen to you..” and that was it eventually. I think the patients would have found me quite hard, at times.(Mary)
NP - So, this is something that changed during the year do you think?

Yeah, not having the time to express sympathy. I’m sort of conditioned to doing it less, I think. I can do it in five minutes now whereas probably it would’ve been half an hour.(Mary)
Unintended features of the working and learning environment

Several participants described being extremely anxious, poorly prepared and uncertain of their roles at the start of the pre-registration year. 

I think the worst thing was, that sort of first month, of just being scared to death. Not knowing what you were doing and obviously you may have a lot of responsibility. (Helen)
Relationships with working colleagues, particularly their peers but also other medical and non-medical colleagues, formed an important part of the experience. Some describing this as one of the best parts of the experience. For others such relationships were the source of considerable stress. Three groups discussed confrontation and ‘hassle’ as a significant part of their experience as PRHOs. Sometimes this was seen to be a result of difficulties with their role within the hospital’s organisation but more often difficulties were with relationships, particularly with nurses. For example:

The thing that took me by surprise more than anything was just the contempt some people have for the House Officer, particularly on the ward ……… I don’t know  if that’s because it is a big teaching hospital and it breeds nurses like that. (Steve)
Conflict with staff in different hospital departments such as X-ray and laboratories surrounding a request for investigations seemed widespread. 

I don’t know why they think that we just pick these investigations out of thin air? “what d’ya want that for?!” “‘cos I was asked to request it.” Yeah, you just get sick to death of being shouted at… …but, you know, I’m an easy target so I used to get the brunt of it.(Susan)

Many described feeling put upon and undervalued:

You soon realise they don’t call you a ‘House Dog’ for nothing. (Steve)

I think you’re treated very badly as a house officer generally, just by the whole medical system…(Helen)

Several described times during the year in which they felt very fed up or low. Three members of one group specifically stated they hated being PRHOs. 

Responsibility without support 

Previously the notion of supported responsibility as a feature of an environment that promotes learning was identified. Here the impact for PRHOs of responsibility without support is presented. 

I have gone home and really genuinely believed that I have been responsible for people dying and I don’t think that that should happen. And I think that that is probably through lack of support. (Christine)

Some identifying that this was the worst aspect of being a PRHO:

The worst thing for me is poor Middle Grade support at night especially doing general surgery. (Paul)
And the bad things? Well that was the lack of Middle Grade support, that was in my surgical job, where the SHOs were in theatre or weren’t about much. We also went through the night without cover. It did wear us down, especially for the first six months of being a doctor and I think it was quite difficult and it would have made a big difference if the SHOs had been about a bit more. (Liz)

Others described being in situations where they were unable to get the help from senior colleagues that they perceived to be necessary. Whilst these events may not have a direct influence on learning, they seemed to have a significant influence on the educational environment and to have an adverse effect on the PRHOs’ psychological well being. Figure 2 presents an example of responsibility without support using the technique, the ‘Transcript as a Poem’ (Miles and Hubermann, 1994; Richardson, 1992) as described in the methodology chapter (p. 36). The ‘poems’ use only the words used by the participant describing their experience. Appendix 4 contains the original text from the transcript.

Figure 2. Transcript as a poem: Three weeks into the job.


What changes to the pre-registration year do PRHOs suggest to promote their learning?
All groups were finally asked what changes they would make to the pre-registration year in order to promote learning. One group, with two participants, did not suggest any significant changes, seeming to accept things as the are:

I honestly don’t know. I think that one thing I wouldn’t do is go towards a shift system………But to actually make it different? I just think that the House Officer year is just a quirky little thing that you can’t alter. It’s been like this since time began and…(Steve)

Its a character building experience…(Richard)

It’s a character building experience…Everybody goes through it. It’s a finite period. Everyone remembers their House Officer year. (Steve)

The other groups discussed a range of changes they perceived would enhance the pre-registration year as an educational experience.

Two participants suggested that reducing the hours of work would be an important change. When questioned as to how this would promote learning, they responded:

Yes, yes, I would treat my job with much more respect, I would get more out of it and I would put more into it. (Christine)

Well, you’d feel, well you’d have more time to actually do some studying if you wanted to do that ……and I think you’d function better at work if you’d actually slept, you know, you’re not feeling like death…(Susan)
Provision of regular feedback was seen as important:

Regular feedback I think would help as well. (all agree) If you are doing well or not, because if someone tells you, you are doing well that encourages you… (Judith)
Provision of more support in terms of teaching and supervision and also of a more pastoral nature:

I actually think by having support I could feel happier and more confident and I would learn more.(Paul)

I think that the support that is most useful comes from your SHOs, those who you spend most time with really.  If they were really keen and wanted to teach you, in a way you would learn. (Andrea)

You have no proper support, senior support that you can turn to. I mean not just in that you never get left in a situation in your own but also things that you’re having problems with, other people, with the nurses, with x-ray, whatever. Someone that you can turn to and they can act as a mediator. I didn’t get any of that. I think that would help a lot. Having someone whose a bit neutral to help defuse situations. (Sarah)

Others suggested that the educational nature of the pre-registration year needed to be emphasised to all those with whom PRHOs work. For example:

It almost needs to give the seniors the impression that its Year Six of the Medical School, “make sure they learn something!”. Make it adamantly clear to the Registrar and SHO that that is what we are here, for as well as doing all the dog’s work. Then we all get what we want and we’ll do what they want as well, because sometimes they are not aware of that, they just see you as slavery. (Mark)

Changes to the nature of the weekly educational programme were proposed, making it more interactive, or changing it to a one-to-one session with their Registrar. After being asked about learning in a group of peers, a participant suggested:

Everyone could bring a case from on-call that week, one that they didn’t know what happened to them and go and have a look in the notes and bring it and say “well I saw this patient and this is what I thought we should do at the time because…” Justify it and say “would anyone do anything else” and tell them this is what the tests have shown etc.  Each House Officer could lead the discussion on one patient. (Jayne)

Others suggested that having an effectively protected time for educational sessions would be helpful.

One group identified that some doctors are not good at teaching and that much of the teaching is done by juniors. They suggested all doctors should be taught how to teach:

All the Consultants went to a “Teaching for the Teachers”, it shouldn’t really be directed at them so much, it should be…(Mark)

It should start off early, because as you were saying that House Officers teach medical students and it’s all the way through, you are always teaching somebody. And having teaching how to teach early on would be helpful.(Tom)

During the discussions as to how the pre-registration year could be improved, a number of suggestions were made that would not effect learning during the pre-registration year itself, but would lead to improvement in their education more generally. Two participants suggested that applications for PRHO posts be made later in the undergraduate course and that all posts should be more clearly defined so that it is easier to choose a post that will fit well with their career choice. Few participants had experienced useful careers advice during the year and saw this an area that should be improved. One group suggested strategies to improve their preparation for the pre-registration year, aimed at making the start of the year less stressful would be an important improvement. For example learning about the organisation of the hospital, learning practical skills by ‘shadowing’ PRHOs.

One participant summarised his reflections on the pre- registration experience:

At the end of the day after one year you look back and think “my god, you’ve learnt so much”. It is just exponential growth of knowledge from day one, but it is just the way that you learn, that could be easier and possibly you could get more out of it. (Mark)
Discussion

Strengths and weaknesses of the study

The study has set out to explore the perceptions of PRHOs regarding their educational experience, as such it must made be explicit the findings relate to their interpretation of their experience and does not form an objective assessment of their learning, or the learning process. For example, participants did not perceive learning from consultant ward rounds to be important, however it may be that important learning does in fact occur in this context perhaps by observing and reflecting on the activities of their colleagues as in learning as legitimate peripheral participants (Lave and Wenger, 1991). In this regard therefore the study is subjective. 

The study seeks to explore PRHOs perceptions using their own framework of their experience. As intended the method of using focus group interviews has proved effective in generating a very broad range of data, predominantly based on the participants’ own agenda (Kitzinger, 1995). The interview environment, featuring peer group discussion appeared effective in promoting disclosure of information not readily anticipated by the researcher (Krueger, 1994), for example the extent to which confrontation was perceived, by some participants, to feature in their working relationships. The validity of the data collected, for instance in comparison to a semi-structured questionnaire survey or one-to-one interview, was enhanced by the discursive nature of the interviews in which clarification and justification of contributions was facilitated by the participants themselves as well as by the researcher (Kitzinger, 1995). 

Collecting such a broad range of data however results in difficulty in the concise presentation of data and that the reliability and to some extent the validity of some of the findings may be compromised. For example only one group discussed formal appraisal by their Consultants, with this group being PRHOs together in one hospital. The findings therefore pertain only to that group and largely in that context, although their experience at different hospitals was also discussed. Had this study, for example, sought to explore only their perceptions regarding formal appraisal a similar methodology could be utilised. The narrower focus could promote a more detailed discussion of the specific area, greater exploration of the issues in relation to the GMC’s recommendations and a more deductive data analysis and presentation. Whilst this approach may be attractive to educationalists interested in this field, it stems from a different philosophical perspective, the agenda being set by the researcher, using a framework constructed by the researcher, in essence further towards the positivistic end of the positivistic–naturalistic spectrum (Savenye and Robinson, 1996). 

The constraints of the more naturalistic approach of this study are recognised. Whilst this study provides a greater insight and understanding of the overall experience of PRHOs, together with their own frameworks for interpreting their educational experience, this is at the expense of a relatively limited exploration of specific areas of the educational process. In developing the framework for the final presentation of the data, however, ultimately it was elected to return to the research questions, in so doing the study may be seen to become more deductive in its approach.

The size and time scale of the study was such that data collection could not continue to be collected until no further understanding of the field was being generated i.e. theoretical saturation (Glaser and Strauss, 1967) could not be employed. One of the five interviews conducted had to be excluded due to inadequate audiotape recording quality. The second interview had only two participants and cannot therefore be termed a focus group (Krueger, 1994). It is noted that the data from this group was less broad with, for example, no significant suggestions for change to the pre-registration year. This may reflect the participants’ different perspective or may be a reflection that true focus groups are indeed more effective in developing participants’ perceptions, opinions and attitudes and in generating ideas (Krueger, 1994; Kitzinger, 1995; Morgan, 1997). The other groups involved substantially more debate amongst participants, which promoted clarification and exploration of why participants held particular views and that were frequently modified during the course of debate. These factors are reflected in the smaller contribution of the second interview to the presentation of data. In essence this study only consists of three true mini-focus groups (Krueger, 1994) and may therefore be best considered as a pilot study. 

All participants demonstrated interest in the subject contributing actively to discussion, therefore opting to use the mini-focus groups of 4-6 participants rather than the more typical 6-10 of conventional focus groups proved to be effective (Krueger, 1994 and Morgan, 1997). Groups of four seeming to be ideal in ensuring active contribution of all participants and minimising interviewer involvement, in this context. 

The purpose of selecting the end of the pre-registration year in order to explore PRHOs’ perceptions on the whole of their GCT proved to be a constraint in terms of recruiting participants over a relatively short time scale. In addition timing the study in this way may well have led to the absence of any discussion regarding induction training.

With the methodology chosen, the extent to which the findings of the study can be generalized to the total population of PRHOs in the UK is limited (Morgan, 1997). Whilst the method of purposive sampling chosen for the study was successful in sampling a diverse range of participants (Pope and Mays, 1995) in terms of the pre-registration posts they have held, for example teaching and district hospitals, different regions of the UK and career ambition, they are not representative of the total population. For example the majority of the posts have been in Yorkshire and most participants are planning careers in general practice or surgery. The theoretical sampling of a group of those planning surgical training does not and was not intended to detect differences in their experience, but more ‘to select key informants with access to important sources of knowledge’ (Mays and Pope, 1995, p110). Analysis of the first interview suggested that these junior doctors may have had a more positive experience of their surgical pre-registration post and may therefore be able to contribute examples of perceived good practice in this context. Studying groups with different career intentions, for example psychiatry or anaesthetics, or in different regions may reveal different perspectives.

The measures taken to improve the reliability of the data collection and analysis have been described in the methodology chapter. Reliability may have been enhanced if it had been possible to recruit a second researcher, with experience in the field of study and focus group based qualitative research, to assist with conducting interviews and to perform independent data analysis (Miles and Hubermann, 1994). Whilst co-workers were successfully recruited for these functions none had experience of qualitative research. Independent data analysis has been performed by a General Practitioner from a training practice but with no formal education in research methodology or education (JL). This independent analysis resulted in a number of changes, for example to include greater emphasis on perceived good practice in the presentation of data.

The study includes only limited triangulation (Miles & Hubermann, 1994 and Pope & Mays, 1995); that between different participants and different groups, and between the findings of the published literature and educational theory. This could be improved by, for example, interviewing different stakeholders such as other junior doctors, nurses, Consultants and medical educators. In addition triangulation with different methodological approaches such as observation and questionnaire surveys would enhance the study. These strategies were not feasible within the context of the MSc dissertation or the resources available.

The process of respondent validation (Hammersley and Atkinson, 1995) did not result in any modification to the data analysis, as none of the nine participants replying proposed changes. This may reflect that the summaries were valid representations of their perceptions and of the interviews, or possibly that they were inhibited from proposing changes for some reason. Deviant case analysis (Miles and Hubermann, 1994) resulted in some significant modifications to the initial analysis. For example, the initial analysis suggested that no participants cited clinical meetings as contributing valuable educational experience, however on re-visiting the transcripts a case was identified.

Discussion of the findings

The learning participants identified as being important during the pre-registration year focussed on personal organisational skills, and learning to work with others as well as developing clinical and communication skills. These findings are consistent with the conclusions drawn by Calman and Donaldson (1991) from their analysis of the semi-structure interviews regarding critical incidents. In so doing participants are emphasising learning skills that are by no means unique to the medical profession but form little part of the current undergraduate medical curriculum (GMC, 1993). That they see the development of personal organisational skills and learning to work with others as important may reflect that they were either unprepared or received little help with this aspect of their work. 

How PRHOs learn personal organisational skills

Whilst learning how to cope effectively with the demands of their posts was identified as being important, in particular learning time management and how to prioritise tasks, the way in which these areas of competence were developed is unclear from this study. Nurses were recognised as providing some guidance in this area by some, although others perceived that nurses contributed to the creation of excessive demands. Other colleagues or educational events were not identified as contributing to this area of learning. The importance of these skills has been recognised for sometime (Calman and Donaldson, 1991) and feature in The New Doctor (GMC, 1997), as an area to be covered by in service training, however there is little evidence of any specific interventions to implement this in practice.

Recommendation: 

Learning personal organisational skills should form part of the curriculum of GCT. Strategies to promote learning these and other ‘life skills’ should be developed, for example building on the work of Davis (1999), and the effectiveness of such interventions evaluated by future research. 

Learning about their role as PRHOs and the organisation of the hospital

Implicit from the data is that PRHOs require help learning about their roles and how to work effectively within the organisation of the hospital. For example one group identified an important improvement would be a period ‘shadowing’ PRHOs prior to taking up their post, enabling them to learn about the hospital’s organisation such as how to arrange investigations and other practical aspects of the posts. They perceived this would reduce the considerable stress that they felt characterised the beginning of the year. The stress experienced on starting the pre-registration year has been identified in previous studies (Calman & Donaldson, 1991 and Dowling & Barrett, 1991). ‘Shadowing’ is advocated in The New Doctor, has been established in New Zealand for many years (Allen and Colls, 1994) and forms part of the undergraduate curriculum in some British Universities (Richardson, 1998) although did not appear to be part of the experience of the participants in this study. Reports of formal evaluation of this strategy were not identified in the search of the literature.

The roles and responsibilities of PRHOs were uncertain to many and were a source of conflict with medical and non-medical colleagues. The identification of a Middle Grade colleague with the remit of clarifying roles, mediating in the event of conflict and providing pastoral support, as related by one participant, provides an example of potential good practice that is worthy of expansion and evaluation. The description of the role of the Intern Convenor in New Zealand (Allen and Colls, 1994) and the Senior Resident in the USA (Salter, 1995) appears to include some of these functions.

Recommendations: 

The efficacy of ‘shadowing’ in reducing the stress experienced by PRHOs on starting the pre-registration year is a potential area for future research. The identification of a Middle Grade doctor with the remit of clarifying roles, mediating in the event of conflict and providing pastoral support provides an example of potential good practice that is worthy of expansion and evaluation.

Learning about working with colleagues

This was identified as being an important area of learning by some, with difficulties with working relationships a prominent theme in all groups. It is clear from the data that participants reflected considerably on their working relationships and discussed these issues informally with peers. Some found ways of understanding why conflict may arise but others seemed to fail to find adequate explanations. In terms of help received in learning about this area the only source identified external to the PRHOs themselves was that of the Middle Grade doctor with a remit to support PRHOs described above. In his descriptive paper Davis (1999) includes this area of learning amongst the aims of the discussion group. This forms a model which may be an effective way of promoting learning in this area. The effectiveness of this type of educational event would form a potentially valuable area for future study. 

Other interventions worthy of consideration may include development of a more structured approach to inter-professional working with clearer definitions of roles and responsibility, as concluded by Dowling and Barrett (1991).

The development of educational events that involve collaborative learning between different professional groups has been advocated as a means of promoting mutual understanding (Hasler & Klinger, 1976 and Tope, 1996). A strategy to improve working relationships might include the development of inter-professional education both at an undergraduate level and during the pre-registration year and is an area for future research.

How PRHOs learn clinical skills

With only one participant mentioning learning practical skills as being important this study offers little insight and understanding of this area. It may be that these skills are taken for granted and were therefore seen as less important by participants in the context of the focus group interviews or this may be a reflection of a lack of focus or interest shown by the researcher. Studies from overseas have shown that many PRHO equivalents do not gain experience of practical procedures that are considered important (Dally et al., 1984) or that PRHOs lack confidence in performing practical skills (Falck and Brattebø, 1997). The literature from the UK contributes little to an understanding of this area and is an area for future research.
In terms of developing more general clinical skills the focus is on refining the skills of history taking and examination learnt as undergraduates, integrating this with their theoretical knowledge and applying this in terms of managing patients’ conditions. This application of knowledge and skills in practice may be seen as higher order learning in the terms of the cognitive domain of Bloom’s taxonomy of learning objectives (Bloom et al., 1956), in contrast to the acquisition of knowledge which forms the lowest level of Bloom’s hierarchy. The implication of this being that educational methods that are appropriate for helping PRHOs learn these clinical skills may be best targeted at supporting the application of knowledge and skills in the clinical context rather than the transmission of more knowledge. 

The most important learning of clinical skills was perceived by participants to occur in the context of providing a service, a finding that is consistent with the GMC recommendations in The New Doctor (GMC, 1997). In particular clinical skills were perceived to be learnt by admitting acute admissions, taking some responsibility for their management and observing their progress over time. Learning from this provision of service was perceived to be promoted by their Middle Grade colleagues, with 60% of participants expressing that they felt they had received experienced useful support from their Middle Grade colleagues (see Table 3, p.49). In exploring how the support promoted learning, two groups identified the ideal way of learning to be where Middle Grade colleagues saw the patients soon after they had been admitted by the PRHO, then discussed the case with them and provided close supervision. From the discussion of this ideal process, with participants closely linking support and responsibility, came the notion of ‘supported responsibility’. This description fits closely with that of the ‘cognitive apprenticeship’ (Collins et al., 1991) as described earlier. This was perceived to be an infrequent experience with participants describing themselves to be ‘really lucky’ if this formed a significant part of their PRHO experience. 

To recap the key features of the ‘cognitive apprenticeship’ are:

· Coaching that monitors learners’ performance leaving enough room for exploration and problem solving without allowing them to come too far off base. 

· Using problem solving exercises to allow misconceptions to be identified. 

· Have learners articulate the reasons for their decisions and strategies thus making their tacit knowledge more explicit.

· Reflection on past performance including using imitation of expert demonstration or replay of their own performance for instance using video.

· Careful sequencing of problems from simple to complex.

                                                                                              (Collins et al., 1991).

In this context the ‘problem solving exercises’ are the management of acutely ill patients. Whilst careful sequencing of problems is clearly not feasible in the real world environment of the PRHO, the notion of a developing role throughout the year emerges as a priority for participants. Those who described increasing responsibility associated this with learning progressively and reflected more positively on their experience. Others variously cited too much responsibility without support, particularly early in the year and others feeling they have been ‘demoted’ with inadequate responsibility, particularly during surgical posts towards the end of the year. Being discouraged or unable to take responsibility and apply previously developed skills was a source of frustration and associated with feeling that less was being learnt.

The importance of feedback and discussion in this experiential learning links with the theory of Situated Cognition (Brown et al., 1989) which emphasises the importance of social interaction in promoting learning. Participants described receiving feedback from particular individuals who they knew well and they identified this ‘continuity of colleagues’ as being as important. These factors may in part explain why Kapur and House (1998) found shift working to have an adverse effect on PRHOs’ rating of their training, as in their study PRHOs working shifts were working with a many different Middle Grade doctors and Consultants. Linked with this is the ‘continuity of patients’, with observing patients’ progress over time identified as important to participants’ learning and a lack of continuity of patient care being a feature of the working conditions in Kapur and House’s study of shift working. It may be that the reason why shift systems have been found to be unsatisfactory is due to poor ‘continuity of colleagues’ and ‘continuity of patients’ rather than the patterns of working hours per se. This suggests that if learning is to be promoted in those posts where PRHOs work shifts the working arrangements should ensure continuity of colleagues and of patients is maintained or developed. 

Considering why Middle Grade doctors are perceived as being the most important source of this type of feedback the themes of accessibility, approachability and interest in helping PRHOs to learn, emerge as being characteristics associated with effective supervision and feedback. Those participants who perceived that their Middle Grade colleagues did not have these characteristics describe experiences that were a source of considerable stress in terms of meeting their service commitments as well as a less positive learning experience. However, lack of PRHO and Middle Grade time to discuss cases was widely identified as a barrier to engaging in this process. Some participants described some Consultants as having these characteristics, but never the less identified Middle Grade colleagues as being more important. Although this study does not attempt to measure the relative amount of contact PRHOs have with senior colleagues, it is clear the amount of contact with Consultants is relatively small with at most a once or twice daily ward round when on call and more usually much less. This is consistent with Consultants estimating their total teaching time as 30 minutes per week (Wilson, 1993). All these findings are similar to those of Dally et al. (1984) in Australia.

The finding that peers can be an important source of support and feedback also seems to relate to these characteristics of accessibility, approachability and interest as well as the perceived importance of knowing, as one participant put it, their ‘own level’. Similar considerations may also apply to nurses which links with the findings of Dowling and Barrett (1991) of the considerable overlap in the roles of PRHOs and nurses. However the data from this study is not adequate to reliably explore this area.

The teaching provided by Consultants in the clinical context generally was seen to occur on ward rounds, again a finding consistent with that of Wilson (1993). Whilst in that study Consultants considered this to be an important source of learning for PRHOs, here the participants seemed to disagree. Describing teaching on ward rounds as a source of ‘snippets of medical information’ perhaps reflects Calman and Donaldson’s (1991) conclusion that Consultant input is perceived by PRHOs to be ‘superficial and technical’ and the observation by Dally et al. (1984), in Australia, that such teaching was generally not directed at Interns. By employing the principles of the ‘cognitive apprenticeship’ (Collins et al., 1991), for example by encouraging PRHOs to reflect on their past performance, articulate the reasons for their decisions and provide expert demonstration, the value of teaching by Consultants in this context may be enhanced.

The principles of the ‘cognitive apprenticeship’ can also be seen to apply to the programme of weekly educational events. The sessions perceived useful by participants were identified as being directly relevant to the role of PRHOs, interactive and including lots of feedback, with enthusiasm in one group for being based around cases brought and discussed by PRHOs themselves. These types of sessions would therefore include reflection on past performance and learners articulating the reasons for their decisions and strategies. This approach is consistent with the recommendation in The New Doctor that PRHOs should have ‘Access to an educational programme which is relevant, learner centred and patient based’ (GMC, 1997, para. 28). The large majority of sessions however appear to be lectures to a group of PRHOs, where a lecture is defined as ‘a continuous oral and formal exposition of, or discourse on, some topic’ (Curzon, 1997, p314) and focused on the transmission of theoretical knowledge. In this sense the widely used term of ‘tutorial’ for these sessions may be considered a misnomer, with a tutorial being defined as ‘a meeting between teacher and a student, or a very small group of students, characterised by discussion…’ (Curzon, 1997, p339). 

With the application of knowledge to the working environment identified by participants as being their important clinical learning during the pre-registration year, the finding that ‘tutorials’ were largely perceived to offer little to the educational aspects of the pre-registration may be understood. To be more effective sessions should be designed with the particular needs of PRHOs in mind including the type of learning, for example the application of knowledge to the working environment, as well as relevant content areas. Participants related that these sessions were generally taught by a different individual each week, usually a Consultant, and were of significantly less than one-hour duration. These conditions create serious difficulties in designing teaching methods that are learner centred and patient based. Established methods use groups in which the learners are known to the teacher and where more than one session is available, for example Problem Based Learning (Barrows and Tamblyn, 1980), Problem Case Analysis as used extensively in vocational training for General Practice and small group work designed to promote reflection on experiential learning (Boud et al., 1985). 

Finally the measures employed to protect time for these educational sessions were perceived to be almost universally inadequate with the result that characteristically participants had difficulty attending and sessions suffered from frequent interruptions. These findings are consistent with those of the quantitative studies conducted between 1988 and 1994 (Dent et al., 1990; Gillard et al., 1993; Laine, 1994) suggesting that progress in this area may be limited.

In conclusion learning the skills required to manage patients, particularly those admitted acutely was perceived to be an important part of GCT by the participants. The principles of the ‘cognitive apprenticeship’ (Collins et al., 1991) provides a model of learning that builds on how some participants perceive their learning from providing a service may be best promoted. In this model however Middle Grade doctors are seen to be the key supervisors, so it may be considered that the PRHOs are ‘apprentices’ to these colleagues rather than their Consultants.

Recommendations: 

Each PRHO should have a nominated Middle Grade colleague with whom they work closely who has a defined role in supervising their day to day work, who explores the PRHOs thinking, encourages them to justify their approach, provides prompt feedback on their work and is readily accessible to provide advice. These Middle Grade educational supervisors should receive training for this role. 

Educational programmes intended to enhance the development of PRHOs’ clinical skills need to recognise the importance of applying knowledge in practice with the development and implementation of appropriate educational methods. 

PRHOs and their educators need time to engage in these processes both during the course of their work and for formal educational events. Changes to the organisation in hospitals are required to permit this to occur.

How PRHOs develop their communication skills

Developing communication skills was identified as an important area of learning by participants. Whilst two participants described learning by observing their Consultants breaking bad news, and one described learning from feedback from a nurse who had observed her breaking bad news, most did not identify any specific help in developing these skills. Others described observing senior colleagues in their general approach to patients and reflecting on these observations, identifying examples of perceived good and bad practice. This process may be seen as ‘legitimate peripheral participation’ (Lave and Wenger, 1991). 

Much learning seemed to occur by doing, reflecting on their experience and revising their approach, consistent with the ‘experiential learning cycle’ (Kolb, 1984). At times this process was perceived to be unacceptable in terms of patient care and associated with feelings of guilt or inadequacy by PRHOs. Not all participants recalled having specific communication skills training as undergraduates, many felt unprepared. No participants described formal educational events during the pre-registration year designed to promote the development of such skills despite the evidence of the efficacy of such events, for example video feedback analysis of communication with simulated patients (Maguire et al., 1986a), and the significant human costs of unsupported learning. 

Recommendations: 

Specific strategies to promote the development of communication skills should be incorporated into a curriculum for GCT. These might include video feedback analysis of interviews with simulated patients. 

The efficacy of measures such as nominated nurse supervisors, with specific training, observing the communication skills of PRHOs in the context of their duties, providing feedback on their performance could form an area for future research. 

Creating opportunities to observe specific communication skills of others should be encouraged, for example Consultants breaking bad news.

Conclusions 

What do PRHOs perceive to be their important learning?  

The learning participants identified as being important during the pre-registration year focus on personal organisational skills, and learning to work with others as well as developing clinical and communication skills.
What features of the learning and working environment are important in promoting learning? 

Working with a group of colleagues, particularly Middle Grade colleagues, but also peers, nurses and Consultants, over time was considered important by participants in promoting learning. This has been termed ‘continuity of colleagues’. Similarly being able to follow patients’ progress through their inpatient stay was perceived to be similarly important, i.e. ‘continuity of patients’. Actively participating in the management of patients and taking responsibility, which progressively developed throughout the year, whilst receiving clinical and educational supervision was also perceived to be important. From this came the notion of ‘supported responsibility’ as an effective working and learning environment. This was enhanced by feedback and discussion with peers and Middle Grade colleagues, as well as by Consultants, although the latter appeared to occur infrequently.    

What interferes with learning? 

Inadequate time for discussion, particularly with Middle Grade colleagues reduces the effectiveness of the educational opportunities provided by their clinical experience. Inadequate clinical supervision, duties that are perceived as inappropriate or beyond their limit of perceived competence and poor working relationships are the source of considerable stress for many PRHOs and seemed to have a significant adverse effect on their psychological well being and as a consequence interfere with learning. Tiredness and inadequate time for private study was identified by some as having an adverse effect, particularly on their motivation to learn.

Who is important in supporting learning? 

Middle Grade colleagues were identified by all groups as being the most important groups supporting their learning. Peers were widely perceived to be important and some groups also identified nurses. Consultants were perceived to have a relatively peripheral role. 

What events do PRHOs consider to be important to their learning?

Current formal educational events are perceived to be peripheral to PRHOs’ learning. The majority of ‘tutorials’ were perceived to lack relevance and appeared to use inappropriate methods, focusing on the transmission of knowledge rather than its application to their working environment. Formal appraisals were only discussed in one group and as such only limited conclusions can be drawn from this study. However when the Consultant was perceived to be approachable, honest and gave constructive criticism during a series of appraisal sessions throughout post this was valued and perceived to promote learning. 

How do PRHOs learn?
Much of PRHOs’ learning comes from providing a service and reflecting on their experiences, consistent with the ‘experiential learning cycle’ (Kolb, 1984). This is promoted by the feedback and discussion as outlined above, particularly when this process included features consistent with the model of the ‘cognitive apprenticeship’ (Collins et al., 1991). Additionally some participants identified learning from observation of colleagues, particularly in their general approach to patients. This may be seen to be analogous to ‘legitimate peripheral participation’ (Lave and Wenger, 1991) 

The current pre-registration experience, however, remains dominated by service commitments and its purpose as being primarily an educational experience remains unrealised. 

Recommendations and areas for future research
Recommendations and areas of potential future research have been integrated into the discussion of findings. The following is an abbreviated list:

1. Each PRHO should have a nominated Middle Grade colleague with whom they work closely, who has an explicit role in supervising their day to day work and facilitates their experiential learning. These Middle Grade educational supervisors should receive training for this role. 

2. Changes to the organisation in hospitals are required to give adequate time for PRHOs and their Middle Grade and Consultant educational supervisors to engage in facilitation of experiential learning, both during the course of their work and for formal educational events. 

3. Working arrangements should ensure continuity of colleagues and continuity of patient care is maintained or developed. 

4. Specific strategies to promote the development of communication skills should be implemented in practice, for example video feedback analysis of interviews with simulated patients. 

5. The role of nurses in facilitating experiential learning should be made explicit and be developed in specific areas, for example communication skills. The efficacy of such measures are areas for future research.

6. Building on the proposals by Davies (1999), educational events designed to develop personal organisational skills, and learning to work with colleagues should be developed and evaluated. 

7. The efficacy of ‘shadowing’ in reducing the stress experienced by PRHOs on starting the pre-registration year is a potential area for future research. 
8. The identification of a Middle Grade doctor with the remit of clarifying roles, mediating in the event of conflict and providing pastoral support provides an example of potential good practice that is worthy of expansion and evaluation. 
9. The principles of the ‘cognitive apprenticeship’ (Collins et al., 1991) should be employed by Middle Grade and Consultant educational supervisors, for example by encouraging PRHOs to reflect on their past performance, articulate the reasons for their decisions and providing expert demonstration. 
10. Educational programmes intended to enhance the development of PRHOs’ clinical skills need to recognise the importance of applying knowledge in practice with the development, implementation and evaluation of appropriate educational methods.

This study together with the review of the literature has identified many potential initiatives by which the educational value of the pre-registration year might be enhanced, whilst the efficacy of such measures have not, to date, been adequately evaluated. Future research may be best focused on the implementation and evaluation of such initiatives. 
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Appendix 1: Background information for participants in the study.

I have invited people with similar experiences to share their perceptions and ideas on this topic. You were selected because you have shared similar experiences which are of particular interest to me. I am interested in what it has been like for you being House Officers. I am particularly interested in what you have learnt over the last year and what has been important in helping you to learn as a doctor. There are no right and wrong answers , but rather differing points of view. Please share your point of view even if it differs from what others have said. I am just as interested in negative comments as positive comments. 

Background to the study. 

Over the next few years there are many changes planned to the training of House Officers. Whilst questionnaire surveys of House Officers have been conducted in the past, no studies have looked in detail at what it is like to be a House Officer.

I am looking at what current House Officers think about their experiences, what and how they learn in the job. The aim of the study is to understand more about what happens now and to develop proposals for improving the programme. The study will form part of my MSc in Medical Education and it is intended that an article will be published in a major journal.

The contents of the interviews will be anonymous and confidentiality respected.

The session will take about 1½  hours altogether. 

Questions

A)  Introductions

B) What do you think are the best and the worst  things about being a house officer?

C) Has this year been how you expected?

D) What do you think are the important things you have learnt this year? 

E) Can you describe how you learnt this?

F)  What do you think are the important ways in which you have learnt things as a House Officer?     

G)  In what ways do you think the PRHO year could be changed so you could learn things more effectively?

Appendix 2: Instructions for Participants in Focus Groups. 

Participants in the focus groups will spend about 1 hour discussing their experiences as House Officers. The whole meeting will take about 1 ¼ hours including introductions and so on. There will between 4 on 8 people in each group.

What is a focus group?
The group will be used as a qualitative research method. As the name implies it will focus on a defined topic and use group discussion to obtain data on this subject. Each session is tape recorded and then transcribed onto paper. From a number of sessions an overall picture is built up about what different experiences and views there are and what issues are important.

An important part of this method is the interaction between group members which can lead to more spontaneous and honest answers than might occur with one to one interviews or questionnaires for example.

The group will be facilitated by Nick Price. There will also be an observer whose role is to tape record the session, deal with any interruptions and make notes on things such as non-verbal communication.

Focus group ground rules

1.  You, the participants, do most of the talking.

2.  Discuss and debate with each other.

3.  Encourage each other to contribute - participants try and silence others who are talking too much and encourage quieter members to contribute.

4.  Ask each other to clarify, expand, give an opinion.

5.  Show respect for others’ opinions. If you have a different opinion from the rest of the group don’t be afraid to give it. There are no right or wrong answers and it is important for the research that we hear all the full range of views.

6.  Conversation should be normal - jokes, questions, disagreements - just as in normal conversation.

7.  Groups will be tape recorded - please try and ensure that only one person talks at a time.

8.  All tapes and transcripts will be treated confidentially, any reporting will be completely anonymous.

9.   Please also respect the confidentiality of the other members of the group and any patients to whom you may refer.
Appendix 5: Original transcript from which the ‘poem’, presented in figure 2, p 60 , is derived.

I have been in some appalling situations, to be honest. When I started my first House job, my medical House job, the SHO when we were on call…it was a one in four and it was me and a third year SHO, covering everything, covering A&E and he wanted to be an art dealer, he didn’t want to be a doctor, he hated what he was doing, he hated his job, he had no interest whatsoever….so he just  wouldn’t do anything. I’d bleep him ten times, he wouldn’t answer or I’d bleep him about something and he just wouldn’t respond at all…like tell me to ‘fuck off’ down the ‘phone because I was bleeping him. And he left me on my own dealing with a women who’d got PCO2 of 16 on the Ward and I thought she was going to die and she ended up in ITU being ventilated like two days later and they never got her off it ….but I was there from two in the morning until half eight, when everyone else started coming in, trying to deal with this woman and it was just a complete nightmare situation and that was three weeks into the job. I just hadn’t got a clue what to do and it was awful because I just thought that she was going to die and the nurses were there, basically getting really stressed because they could see how ill she was, they could see that I couldn’t manage it, couldn’t get this man to come and do anything, couldn’t get the Consultant out - the Consultant wasn’t contactable…it was appalling.

NP - 
Did you attempt to contact the Consultant?

Well, we couldn’t get in touch with him through switchboard. He wasn’t available.

NP - 
So, in effect, you had no…there wasn’t….there really was…you were struggling to find any support at all, no matter what…

Yes....it was just me….couldn’t get anyone else there at all.

Table 1: Interview frame


‘I am interested in what it has been like for you being House Officers. I am particularly interested in what you have learnt over the last year and what has been important in helping you to learn as a doctor. There are no right and wrong answers , but rather differing points of view. Please share your point of view even if it differs from what others have said. I am just as interested in negative comments as positive comments.’ 


Opening question


Can you introduce yourself, tell us a little about your house job, what you are doing next and your plans for the future?


Introductory question


What do you think are the best and the worst things about being a house officer?


Transition question


Has this year been how you expected?


             Probes - what did they expect: to experience / to learn / from educational supervision


                                                                  from educational events?


Key questions


D)     What do you think are the important things you have learnt this year? 


             Probes - what type of learning –  knowledge / skill / conceptual understanding 


                                                                 application/ integration


         	             		           reflection/ self awareness


E)     Can you tell us about how you learnt this?


             Probes - What environment


                            Who was involved


                            What practical / educational resources


F)    What do you think are the important ways in which you have learnt things as a House Officer?


             Probes -  What environment


                            Who was involved


                            What practical / educational resources


Ending question


In what ways do you think the PRHO year could be changed so you could learn things more 


         effectively?





Three weeks into the job





The nurses were there


Getting really stressed


I just thought she


Was going to die





I could not manage 


They could see 


They could see how 


Ill she was 





PCO2 of sixteen





Couldn’t get this man


A third year SHO


He wanted to be an 


Art dealer





Ten times I bleep him


No interest what so ever


Like tell me to fuck off,


Down the phone





Two in the morning


Three weeks into the job 


Couldn’t get the Consultant





She ended up


On ITU


Ventilated


Never got her off 











� Senior House Officers and Registrars will be collectively termed ‘Middle Grade’ in this study. Whilst some participants made clear distinctions between these groups, others did not work with both these grade of Doctors.


� These sessions are referred to as ‘tutorials’ by the PRHOs. As will be considered in the discussion these events may not meet an educationalist’s definition, however this term will be used here for simplicity.
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