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From novice to proficient general practitioner:
a critical incident study .
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OBJECTIVE To obtain information about any change in the performance or perceptions of doctors undertaking
the Royal Australian College of General Practitioners (RACGP) Training Program, wiJh advancing general
practice experience.
DESIGN 'The critic~1 incident technique' was used, which is a compatative qualitative analysis. It involved
interviews at 12 to 1a.months after the basic term interview.
SUBJECTS Eighteen Western Australian doctors, who had been interviewed in 1992, at the end of ttleir first 6
months of general practice training and were now completing their advanced or mentor terms in the RACGP
Training Program took part in the study.
RESULTS Doctors reported an average of 4.4 critical incidents in their first interview and 5.0 in their second
interview. The major areas of positive change included relationships with patients and other health care
professionals, including supervisors; paediatrics and orthopaedics skills; the skills of developing a therapeutic
relationship to enhance patient compliance and the ability to manage complex cardiovascular and psychiatric
prob-Iems without reliance on specialist referra'; attitudes of responsibility for and enjoyment of long term care
of patients and families; and reduced levels of anxiety over difficult problems. New or continuing areas of
difficulty were found :in gynaecology; pharmacotherapy and dermatology; the diagnosis of common
complaints with uncommon presentations; the skill of managing difficult or angry patients; the organisation
for the follow-up of patients with potentially severe disorders; and in managing feelings of guilt over missed
diagnoses or poor management.
CONCLUSION An analysis of commonly occurring positive and negative critical incidents shows that RACGP
Training Program doctors develop competence, confidence and reduced levels of performance anxiety with
advancing experience. All but one doctor found the Training Program helpful in achieving these proficiencies.
However, many ongoing areas of difficulty remain. The Critical Incident method is a useful tool for learning
and assessment in a vocational training program.

The Royal Australian College of
General Practitioners has

organised vocational training for
over 20 years. There has, however,
been little research on the problems
and successes that doctors in the
RACGP Training Program experi
ence as they progress through their
GP terms. The only comprehensive
study of doctors in their first 6
months of general practice showed
that most difficulty was encoun
tered in the area of communication
skills and in the fields of paedi
atrics' gynaecology and cardiology.

Doctors also reported high levels of
anxiety over treatment decisions,
and guilt about inadequate diagno
sis and management. The major
skills involved in both positive and
negative critical incidents ,were
those of listening and developing
rapport, the appropriate use of
investigations, and knowing when
and how to obtain help from super
visors, hospitals and specialists.1

This paper follows up a sample of
doctors from our previous study who
had progressed into their final training
term in general practice. The aim was

to examine changes in their percep
tions of their own performance. As in
our previous study,! the critical inci
dent (CI) technique was used. The CI
technique was initially developed by
Flanagan,2 a United States Air ,Force
psychologist who researched. qualita
tive methods for s~lecting suitable
recruits as Air Force .pilots. Later the
technique was used in a number of
medical studies to examine the diffi
culties and successes of various 'hospi
tal doctors. For instance, CaIman and
Donaldson· used the CI technique. to
define problems faced by house offi-
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and their interpretations of the
changes between interviews, as well
as their views on specific factors
which contributed to learning and
change, were sought.

Results

cers in the pre-registration year.3

Similarly, Waterston used the tech
nique to identify specific competen
cies required for practice in child
health.4

Method
Twelve to 18 mo~ths after being
interviewed for the first study, 18 of
the original 39 RACQP Training
Program doctors, who were engaged
in their Advanced or Mentor term
and were easily accessible, were
interviewed for a second time.

Before being interviewed partic
ipants were contacted and
reminded to recall \events In their
current general practice training
term during which they felt compe
tent, and events during which they
felt unhappy with their perfor
mance. Two experienced general

practitioners were used as inter
viewers, one of whom interviewed
for the original CI study. The inter
views lasted 1.0-1.5 hours.

Doctors were asked to describe
incidents and to identify skills either
present or lacking, feelings and
lessons learned. The interviewers
took shorthand notes which were
immediately transcribed at the end
of the interview. The CI analyses
were then done from these tran
scripts. These analyses were
compared with those from the
original interviews on the same 18
doctors. The same form of analysis as
was used in the 1992 interviews was
performed by the same two people
who had analysed them previously.
Details of the classification process
were described in a previous article.1

Following analysis, half the
doctors were contacted by telephone

Those interviewed comprised six men
and 12 women with a mean age of
30.5 years and a mean time since
graduation of 7.1 years. The corre
sponding mean figures for the initial
nine men and 30 women interviewed
in 1992 would, by the time of the
second interview, be 30.4 years and 6.3
years, respectivel~Thirteen graduated
from The University of Western
Australia, one graduated in Tasmania,
three in the United KingdomlEire
and one in India. Seventy-nine inci
dents were reported by these doctors
in 1992 (an average of 4.4 per doctor)
and 90 incidents were reported at the
time of the second interview (an
average of 5.0 per doctor). A
complete list of classified incidents is
available from the authors. The fmd
ings are summarised here.

Table 1 shows the systems and
problems most commonly used to
code the incidents. The systems
shown account for 81 % of the inci
dents at the first and 89°A> of the inci
dents at the second interview.

Table 2 shows the skills, which were
most commonly identified by the

Co. doctors as resulting in either positive
outcomes or negative outcomes.

Table 3 shows the commonly
identified feelings experienced by
doctors during the CIs.

Table 4 summarises the important
morals or lessons learned from the
CIs. On only one occasion in each of
the first and second interviews did we
alter the moral for the one given by
the doctor. Each involved the inappro
priate use of costly investigations
which led to the fortuitous discovery
ofunexpected pathology. In both cases
the same doctor took the view that 'it
js always worthwhile doing investiga
tions because you never know what
you will find'. We changed the moral
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to: 'the need to understand the cost
and appropriateness of high tech
nology investigations'.

Discussion

Systems and problems

During their basic GP term, doctors
reported their most significant
successes came through establishing
rapport, attentive listening and being
thorough. Their reported failures
were in the areas of doctor-patient
relationships, especially with patients
whose beliefs or agendas were at
variance with the doctors' views of
good medicine. Their greatest know
ledge gaps were in the areas of paedi
atrics, gynaecology and dermatology.

By the end of their advanced or
mentor terms, the basic skills of
establishing rapport, listening and
discovering the patient's secret agenda
were rarely mentioned, probably
because their use had become a
subconsciously established mechanism.
Instead, there was an increased
emphasis on developing a therapeutic
relationship with patients and families,
as an aid to compliance with therapy
and in reducing health risk behaviours.

Angry patients

Consultation problems with 'the
difficult patient' were still common,
though considerably reduced.
Acquiring the skills to deal with
angry patients is obviously difficult
and these skills were identified more
frequently in the second interviews
than in the first, even though the
actual number of CIs ~volving

angry patients remained constant.
This suggests that the doctors were
dealing more frequently with 'diffi
cult patients' without considering
these cases as problematic as they
had previously. There were also
fewer reports of difficulty in dealing
with patients' direct requests for
therapy which the doctor believed
was not in the patients' best inter
ests. This reflects the doctors' greater
experience and maturity in coping

with situations of potential or real
interpersonal conflict.

Paediatrics

Gaps in paediatric knowledge and skills
were no longer common causes ofnega
tive CIs despite only nine of the 18
doctors having had fonnal training. The
remaining nine doctors appear to have

developed paediatric knowledge and
skills in general practice and reported
the same proportion of positive and
negative paediatric CIs as those who
had completed a 6 month term ofpaedi
atrics at the local children's hospital. At
the time of the second interview the
doctors who did not have formal paedi
atric training did not see the lack of such
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more problems with the diagnosis of
common conditions, such as diabetes
and thyroid disease, which had
presented in an atypical manner.

The age old diagnostic skills of
good history taking, examination and
the appropriate use of investigations
were all of prime importance in both
the fIrst and second interviews, and
their use was frequently associated
with good outcome. The greater
frequency of reporting the use of these
skills in the second interviews
reflected the doctors' increasing confi
dence and desire to pursue puzzling
clinical problems themselves through
further assessment and investigation.

An analysis of CIs related at the
second interview indicates doctors'
greater willingness to accept
responsibility for ongoing manage
ment of complex problems with the
frequent assertion that this provides
better long term care than hospital
or specialist follow up. This is partic
ularly evident in incidents relating
to psychiatry. Where previously
depression, crisis and grief coun
selling were the primary areas
covered, in the second interviews
psychosis, anxiety, post-traumatic
stress disorder, couples counselling,
counselling in chronic or terminal
illness, breaking .bad news, and
supporting the caregiver were
mentioned for the first time.

At the follow. up interviews,
doctors appeared more aware of
community resources and more
frequently used advice from special
ists and other sources to manage
problems without referral to hospitals
or feeling pressured to appear to have
all the knowledge in their "heads; a
pressure which resulted in many
mistakes by doctors in their basic
term interviews.

Although doctors reported some
positive CIs as a result of good patient

.follow up, in some incidents involving
patients with severe or potentially
severe disease, the organisation of
skills necessary to ensure follow up
was still poorly developed, resulting in
negative outcomes.

Feelings and attitudes
The enjoyment of positive feed
back from patients, their families,
colleagues and staff, and the thrill
of diagnosing serious and treatable
disease was the source of positive
feelings in both the first and second

\-,
interviews. Increasing clinical
practice also resulted in an increase
in the positive feelings associated
with making a difficult diagnosis
and dealing appropriately with
more difficult management prob·
lems without immediate referral to a
specialist. Further positive attitudes
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resulted from the rapport and
attachment to patients and families
which arise through long term care.

Negative attitudes in the first
interviews concerned feeling angry,
frustrated or resentful over patients
~ho were 'uncooperative' or~hose
expectations differed markedly from
the health care beliefs of the doctor.
This often concerned patients who
were anxious about illnesses which
the doctor regarded as being 'trivial'.
Doctors in the first interviews also
reported feeling pressured for tIme,
uncertain or anxious about possible
missed diagnoses and inadequate
management, and unsupported by
supervisors and practice staff. Hardly
any of these issues were mentioned
in the follow up interview. Although
the doctors' levels of anxiety
appeared less, they more frequently
report feelings of guilt over missed
diagnoses or less than perfect
management. With increased matu
rity the doctors appeared to become
more 'tuned in' to the subtle inter
personal issues of the consultation
and were more self critical regarding
those episodes of miscommunication
which result in a less than ideal
consultation.

In their basic terms, doctors
complained of being treated like
medical students and reported diffi
culty in accessing help without losing
dignity with supervisors and staff This
problem seemed to have been
resolved by the time of their second

.interview. They have also become
more adept at confronting or solving
real or potential difficulties with
colleagues and staff so- that these
issues now featured in only one nega
tive critical incident.

Morals
In general, the morals identified in
the follow up interviews were not
dissimilar from those in the first
although there was a somewhat
different focus with less concentra
tion on the use of time and listening
as diagnostic and therapeutic tools.

One of the major lessons which
retained prominence was the impor
tance of being thorough, especially
in a patient with a persistent
problem that did not respond to
therapy. In the follow up interviews
doctors focused more on rare diag
noses and the rare presentation of
common illnesses and on the need to
keep an open mind about previous
diagnoses or the possibility of multi
ple pathology. Other lessons, learnt
with increasing experience, were to
check on the patient's understanding
of their illness and management,
particularly in relation to the dose
and method of drug administration.

The doctors had also developed a
set of morals which were more
appropriately self protective than
they had been in their basic general
practice term. This took the form of
statements that some patients were
not easy to please, some problems
were difficult to manage, and their
associated outcomes could not be
reasonably prevented, and that
experience was a great teacher but
could not ensure perfection in diag
nosis or management.

All but one of the· doctors inter
viewed reported that vocational train
ing had been helpful in gaining confi
dence as a GP and would recommend
the training program to other
colleagues.. The general view was that
this particular group of doctors learnt
much from experience alone but that
they had learned faster, more easily
and perhaps more completely with the
help of a training program.

Conclusions
Our first study showed that the
initial GP term is a crucial transition
period in the development of future
general practitioners. Doctors in
subsequent terms showed more
competence, confidence and less
anxiety. However, our analysis of
commonly occurring positive and
negative critical incidents reveals
ongoing .problems with 'difficult
patients', the diagnosis of common

illnesses with uncommon presenta
tions and some aspects of practice
organisation.

We recommend the critical inci
dent method, as well as the use of
our collection of critical incidents, as
a vocational training tool to rein
force good practice, avoid problem
areas and rehearse methods of
dealing with areas of recurrent diffi
culty.
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