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ABSTRACT
Objectives Since 2010, the Chinese government 
has gradually increased its investment in the training 
of general practitioners (GPs) to support their role as 
‘gatekeepers’ in the healthcare system. However, this 
training is still organised from the perspective of specialist 
care. We aimed to assess the appropriateness of the 
principal GP admission training programme curricula 
in China, including Residents Training for GPs (RTGP), 
Residents Training for Assistant GPs (RTAGP) and Training 
for Specialists with General Practice interest (TSGP).
Setting The study focussed on GP training programmes in 
Shanghai, China.
Participants Data on disease competences developed 
in three GP clinical training programmes (RTGP, RTAGP 
and TSGP) were derived from official programme training 
manuals. Data on the proportion of outpatient visits for 
each disease were taken from the Shanghai community 
healthcare centres grassroots outpatient database.
Primary and secondary outcome measures We 
first conducted a quantitative analysis by comparing 
the structure of current training curricula with actual 
outpatient utilisation patterns across all community 
healthcare institutions in Shanghai from 2014 to 2018. 
Qualitative analysis was then conducted to evaluate GP 
training programmes based on Donabedian’s model.
Results Quantitative analysis showed that the distribution 
of diseases for which competences were taught did not 
match the composition of outpatient visits in community 
healthcare institutions. Concerns identified through 
qualitative analysis included teachers who were mostly 
specialists, lack of equipment for differential diagnosis in 
community healthcare institutions, insufficient teaching of 
referral standards and GP training in large hospitals that 
consistently neglected communication skills.
Conclusions The establishment and implementation of 
admission training programmes for GPs in China lacks a 
focus on general practice training and may be improved by 
adopting an evidence- based general perspective aligned 
with the medical needs of the community.

INTRODUCTION
Primary care plays a central role in the health-
care system. High- quality training for general 
practitioners (GPs) is essential for effective 
primary care, and standardised training 

is the primary path for ensuring a suffi-
cient supply of high- quality GPs.1 2 In Great 
Britain, GP training is based on a ‘5+2+3+X’ 
scheme, including a 5- year undergraduate 
education in general practice, a 2- year foun-
dation training and a 3- year standardised resi-
dency training, as well as regular renewal of 
medical skills after becoming a GP.3 In the 
USA, GP training follows a ‘4+4+3’ scheme, 
with a 4- year undergraduate education, a 
4- year medical school education and a 3- year 
standardised residency training with strict 
requirements and assessment standards.4 In 
Australia, a ‘4+2+4’ scheme is used, including 
4 years of medical education, 2 or more 
years of prevocational training and 4 years of 
general practice (table 1). After completion 
of a course test, GPs are eligible for member-
ship in the Royal Australia College of General 
Practitioners or the Australia College of Rural 
and Remote Medicine.5 Overall, the educa-
tion systems described above have become 
mature and have cultivated a high- quality GP 
workforce in their respective countries.4 5

GP training in China lags behind that 
in other industrialised countries. Commu-
nity healthcare institutions in China have 
been weakened in the wake of problems 

Strengths and limitations of this study

 ► Existing research on general practitioner (GP) ad-
mission training in China consists mainly of qualita-
tive studies of training schemes and modules.

 ► Data were derived from programme training manu-
als formulated by the national government and the 
Shanghai grassroots outpatient database, and data 
quality was high.

 ► Based on the findings of this study, establishment 
and implementation of admission training pro-
grammes for GPs should be aligned with the medi-
cal needs of the community from an evidence- based 
perspective.
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accompanying China’s health reform in the 1990s, and 
secondary or tertiary public hospitals are nearly always 
patients’ first choice. To address this issue, reforms have 
been instituted with the goal of increasing the supply of 
GPs and improving their skills.6 7 Drawing on the expe-
rience of Western countries, the China Health Ministry 
proposed its framework for general practice education 
in 2000. Since then, China has begun to develop its GP 
admission training system nationally; the system includes 
a 5- year undergraduate education (including traditional 
Chinese medicine) plus a 3- year standardised training of 
GPs.8 However, the contents and practice of standardised 
training are characterised by several differences from 
specialist training, and the standardised training system 
for GPs (named Residents Training for GPs, RTGP) was 
not formally implemented until July 2011.9 10 In addi-
tion to the typical ‘5+3’ RTGP scheme similar to that 
used in Western countries, the Chinese government has 
also provided some special solutions, such as Resident 
Training for Assistant GPs (RTAGP), which was begun in 
2012 to increase the supply of assistant GPs in suburban 
regions.11 This programme is for medical students with 
a 3- year college degree and requires a 2- year course of 
standardised training after graduation. Moreover, the 
Training for Specialists with General Practice interest 
(TSGP) has been developed as a supplement to improve 
the size of the GP workforce through on- the- job training 
for specialist physicians in general practice. However, 
this kind of admission training is not consistently struc-
tured across different regions in China. Although TSGP 
was initiated in 2010, a formal training scheme including 
a structured breakdown of time devoted to specific 
diseases and departmental rotations was not established 
until 2019.12 In the wake of these developments, many 
studies showed that citizens still had a very low level of 
trust in the healthcare system.4–6 The components of 

training generally cover disease treatment, prevention 
and communication skills. The programmes require that 
GPs perform rotations in each specialised department of 
a qualified standardised training base (tertiary hospital), 
along with other requirements for specific departments 
and diseases, which also form the core content of the 
standardised training for resident physicians. GP training 
programmes in community healthcare institutions focus 
mostly on prevention, disease management and health 
education from a public health perspective. Training 
received in tertiary hospitals thus makes up the majority 
of training time for GPs.8 Current research on GP training 
in China consists mainly of qualitative analysis of different 
training schemes or modules,13–15 and few studies have 
systematically evaluated the content and implementation 
of admission training programmes aiming to increase the 
supply and quality of primary care providers in China.8

In this study, we used a mixed methods approach to 
evaluate admission training of GPs in China, focussing 
on weaknesses regarding disease treatment training in 
tertiary hospitals. We first used matching analysis to eval-
uate the composition of national standard admission 
training programmes, comparing the disease compe-
tences covered against actual health utilisation patterns 
of the local population based on outpatient visits during 
2014 to 2018. Second, we conducted qualitative interviews 
with GPs who had gone through different types of admis-
sion training in order to elicit their views on the estab-
lishment and implementation of training programmes, 
including theoretical, clinical and practical components.

METHODS
Analytical framework
This study used both quantitative and qualitative methods. 
The principal aim of the quantitative analysis was to 

Table 1 Comparison of GP admission training programmes between China and other developed countries

Country Training structure Target population Characteristics

Great Britain 5+2+3 Undergraduate Five- year undergraduate education in general practice, 2- year 
foundation training, 3- year standardised residency training

USA 4+4+3 Undergraduate Four- year non- medical undergraduate education, 4- year medical 
school education, 3- year standardised residency training

Australia 4+2+4 Undergraduate Four- year medical education, 2 or more years prevocational 
training, 4 years of general practice

  4+2+4+1 (rural) Undergraduate One additional year based on the above training if practicing in 
rural areas

China 5+3 (RTGP for urban 
areas)

Undergraduate with 
Bachelor’s degree

Five- year medical education (together with other medical 
students), 3- year standardised residency training in general 
practice

  3+2 (RTAGP for rural 
areas)

College degree, rural 
physicians

Three years of medical education, 2- year standardised residency 
training in general practice

  TSGP Specialist physicians 
already practicing

12 months of training for specialists to become certified as GPs

GPs, general practitioners; RTAGP, Residents Training for Assistant GPs; RTGP, Residents Training for GPs; TSGP, Training for 
Specialists with General Practice interest.

http://www.youdao.com/w/theoretical/#keyfrom=E2Ctranslation
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determine whether the proportion and rank of compe-
tences developed for various diseases in different types of 
admission training programmes were consistent with the 
proportion of outpatient visits for frequently- occurring 
diseases among community residents in Shanghai. The 
qualitative component of the study was based on Donabe-
dian’s framework16 and evaluated whether the contents 
and implementation of admission training programmes 
were appropriate by interviewing GPs who had each gone 
through one of the three principal training programmes.

Data sources
Data on disease competences developed in three GP 
clinical training programmes (RTGP, RTAGP and 
TSGP) were derived from the programme training 
manuals formulated by the national government. Data 
on the proportion of outpatient visits for each disease in 
Shanghai community healthcare centres were taken from 
the Shanghai grassroots outpatient database, managed by 
the Shanghai Municipal Health Commission. Principal 
construction of the database was completed in 2012, and 
data have been stable and accurate since 2014.17 The 
present study included information on all outpatient 
visits to all community healthcare institutions in Shanghai 
from 2014 to 2018, during which there were 40 million 
outpatient visits. The number of visits for each disease 
was calculated based on disease diagnoses. Multiple visits 
by the same patient for a given disease within the study 
period were counted multiple times.

The GPs interviewed for the qualitative portion of 
the study were recruited using a multi- stage sampling 
approach. First, two districts were selected, and three 
community healthcare institutions were chosen from 
each district, for a total of six community healthcare 
institutions. We conducted informational surveys with 
GPs in the six community healthcare centres before the 
interviews. The survey included the number of GPs in 
each community, the kind of standardised training they 
obtained, their title and willingness to complete the inter-
view. GPs were screened based on the following inclusion 
criteria: GPs who had each gone through one of the three 
standardised GP training programmes and had been 
working for at least 2 years, awareness and serious attitude 
regarding standardised GP training, interest in the study 
and agreement with the significance of the study. We 
selected four GPs meeting inclusion criteria as respon-
dents from each community healthcare centre (24 GPs 
in total). Finally, we convened the 24 GPs to a meeting 
and gave them a detailed introduction to the significance, 
purpose, methods and content of the study.

The Donabedian model was used as an a priori organ-
isational framework. Interviews focussed on establish-
ment and implementation of GP admission training 
programmes, and the interview guide included three 
major domains: (1) biographical information and experi-
ence (eg, age, gender, professional title); (2) experiences 
of trainees in standardised GP training programmes (eg, 
rotation situation); and (3) deficiencies experienced 

in standardised GP training programmes (eg, “Overall, 
can you identify any defects of the program combined 
with your current working needs?”), programme struc-
ture, teaching methods and training contents regarding 
diagnosis and treatment. The interview questions 
were open- ended. All interviewees provided informed 
consent. In- depth face- to- face qualitative interviews were 
conducted from January and June 2019 by our research 
team. GPs were interviewed on a one- to- one basis in each 
community healthcare centre.

Statistical analysis
For quantitative analysis, we compared the time devoted 
to different disease competences taught in the three GP 
admission training programmes with the proportion 
of disease diagnoses for outpatient visits to Shanghai 
community health centres. As diseases in the training 
programmes are referred to using common disease 
names rather than International Classification of Diseases 
(ICD) codes, we invited three experienced GPs to clas-
sify the diseases in these training programmes according 
to ICD-10 codes; consensus was reached following two 
rounds of coding. The actual visit proportion for each 
disease was calculated as the number of visits for which 
the disease appeared as a diagnosis, divided by the 
total number of visits for the relevant body system (eg, 
cardiovascular system). In this study, we considered only 
the primary diagnosis since other diagnoses were not 
included in the outpatient database. The proportion of 
training time devoted to each disease in the three training 
programmes was compared against the proportion of 
actual primary care visits for each disease. For the quali-
tative analysis, two trained researchers (the project coor-
dinator and one graduate research assistant) reviewed 
and coded the data in line with the exploratory research 
aims and using the interview guide domains as an a 
priori organisational framework. A hierarchical coding 
structure was used, in which all themes deductively iden-
tified by the researchers were coded in the codebook 
as subcodes of their respective a priori interview guide 
domain parent codes. The codebook with thematic code 
definitions and examples was created using NVivo 10 
software. The transcript was double coded and results 
from the two researchers were compared and discussed 
until consensus was reached. Thematic development and 
coding occurred concurrently with ongoing interviews. 
The lack of new coded themes after two consecutive tran-
scripts for a given research topic indicated that the inter-
views had reached saturation, and no further interviews 
were conducted on the topic. Feedback on the codebook 
and results was gathered from all investigators to mini-
mise misinterpretation.

Patient and public involvement
Patients and the public were not involved in the study 
design or in the recruitment to or conduct of the study.
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Role of the funding source
The study funders had no role in this study. The corre-
sponding author had full access to data and had final 
responsibility for the decision to submit for publication.

RESULTS
Quantitative analysis
Departmental rotations in GP training programmes in tertiary 
hospitals
Clinical rotation practice lasted for a total of 27 months 
in the RTGP programme (figure 1). The greatest amount 
of time was spent in internal medicine (12 months, 44%), 
followed by the emergency department (3.5 months, 
13%), with time spent in other departments such as 
neurology, paediatrics and surgery ranging from 0.5 
months to 2 months. For the RTAGP, the total rotation 
time is 84 weeks. As with the RTGP programme, the most 
time was spent in internal medicine (40%), followed 
by neurology (9.5%) and emergency medicine (9.5%). 
The total training time in the TSGP programme is only 
12 weeks. However, the time allocation is more flexible 
than in the other programmes, allowing the content to 
be tailored to the trainee’s professional background and 
work experience.

Clinical disease composition in GP training programmes and actual 
outpatient visit proportions
Table 2 shows that the breakdown of disease competences 
taught in the RTGP, RTAGP and TSGP programmes, 
along with the actual disease breakdown of outpatient 
visits to GPs who had completed these programmes. 
The RTGP and RTAGP programmes delineate the 
specific amount of training time to be devoted to each 
disease. The actual percentages of outpatient visits for 
high blood pressure (57.4%) and myocardial ischaemic 
diseases/coronary heart disease (25.4%) were substan-
tially higher than the percentage of training time spent 
on these diseases. However, visits for arrhythmia were very 

infrequent, constituting only 1.5% of outpatient visits for 
diseases of the circulatory system, whereas arrhythmia 
received the highest proportion of training time (42.9% 
in RTGP programme). In addition, other cerebrovascular 
diseases, such as sequelae of cerebrovascular diseases and 
cerebral infarction, ranked third and fourth in terms of 
actual percentages, but were not included in the training 
programmes (online supplemental table 1). Among 
respiratory diseases, bronchial asthma and pneumonia 
received a relatively high proportion of training time, 
whereas there were few actual visits for these conditions 
(1.4% and 1.3%, respectively). Among digestive diseases, 
visits for peptic ulcer (2.2%), gastro- oesophageal reflux 
disease (1.0%) and liver cirrhosis (0.2%) were much less 
frequent than the proportion of training time devoted to 
these diseases.

In the department of neurology, vascular dementia, 
Alzheimer’s disease and Parkinson’s disease accounted 
for a substantial proportion of visits (15.5%), but they 
were not compulsory diseases for training in the RTGP or 
RTAGP programmes. Conversely, intensive training was 
required for cerebral haemorrhage and subarachnoid 
haemorrhage, but there were relatively few visits for these 
conditions.

The overall proportion of diseases in the emergency 
department was relatively low. In the RTGP programme, 
the proportion of training time and the actual visit 
proportion for acute abdomen disease were both ranked 
high. Diabetic ketoacidosis (67.9%) and cerebrovascular 
diseases (9.4%) were also included in the RTAGP training 
curriculum, and these conditions held the highest actual 
visit proportions.

In the surgical department, the RTGP and RTAGP 
programmes devoted substantial time to surgical infec-
tion, lumbago pain and neck and shoulder pain. This 
pattern was consistent with the ranking of visits for these 
conditions. However, there was also a high proportion of 
visits for prostate disease (35.0%), but this condition was 

Figure 1 Department and rotation time in three general practitioner admission training programmes. RTGP, Residents Training 
for General Practitioners; RTAGP, Residents Training for Assistant General Practitioners; TSGP, Training for Specialists with 
General Practice interest.

https://dx.doi.org/10.1136/bmjopen-2020-038173
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not covered by any of the training programmes. There 
were relatively few visits for digestive diseases, except for 
cholecystitis, cholelithiasis and anorectal diseases.

In obstetrics and gynaecology, training in the RTGP 
programme was focussed solely on menopausal health 
and family planning, and there was no training time 
dedicated to diseases of the cervix, vaginal inflammation, 
abnormal vaginal bleeding, uterine fibroids or ovarian 
cysts. However, common diseases such as cervical disor-
ders and vaginal inflammation (5.0% of outpatient visits) 
were included into the RTAGP training programme 
(28.6% of training time).

Several skin diseases received substantial time in the 
training programmes but had relatively few outpatient 
visits. These conditions included hives (15.2% of training 
time and 1.8% of outpatient visits) and acne (9.1% of 
training time and 0.3% of outpatient visits) in the RTGP 
programme. Among eye diseases, meibomian adenitis 
and meibomian cysts as well as glaucoma accounted for 
a small percentage of visits (0.8% for meibomian adenitis 
and meibomian cysts and 0.854% for glaucoma) but 
received substantial training time (meibomian adenitis 
and meibomian cysts: 31.6% in RTGP and 30.0% in 
RTAGP; glaucoma: 15.8% in RTGP and 15.0% in RTAGP).

In paediatrics, neonatal jaundice accounted for a rela-
tively high proportion of actual visits (77.2%) and also 
received substantial attention in the RTGP and RTAGP 
training programmes (13.3% and 16.7% of training time 
in paediatrics, respectively). The actual visits for other 
diseases such as neonatal asphyxia, neonatal pneumonia 
and neonatal septicaemia were extremely low, and the 
training time devoted to these conditions was also low, 
ranging from 0.0% to 5.4% in the RTGP programme and 
from 0.0% to 1.8% in the RTAGP programme. Among 
paediatric endocrine, nutritional and metabolic diseases, 
actual visits for the diseases focussed on in training, such 
as vitamin D deficiency, reached 73.0%. Although other 
diseases have become the focus of RTGP programmes, the 
actual visit proportion for malnutrition, simple obesity 
and paediatric diabetes were extremely low (0.2% and 
1.0%), compared with training time of 28.6% and 14.3%, 
respectively. In addition, visit proportions for paediatric 
urogenital diseases, congenital malformations, cardio-
vascular diseases, tumours and infectious diseases were 
much lower than in the training programmes.

Qualitative evaluation of the content and implementation of 
admission training programme
The qualitative interviews were conducted with in- ser-
vice GPs who had gone through different training 
programmes. Interviewees came from six community 
health centres (marked as A through F, three urban and 
three suburban centres). Female constituted 54.2% of 
the interviewees. Most were in the 25 to 34 age group 
(45.8%), had an intermediate job classification (41.7%) 
and were practicing in urban areas (62.5%). Among the 
interviewees, 12 (50.0%) had participated in the RTGP 
programme, 7 (29.2%) in RTAGP and 7 (20.8%) in TSGP.D
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Qualitative evaluation of the content of admission training 
programmes
Interviewees reported that teaching mechanisms in 
the training programmes were not well- matched to the 
needs of trainees. The majority of GPs reported that their 
teachers were qualified as specialists. The standardised 
GP training in the general practice department takes 
about 6 months in some high- quality hospitals. However, 
most tertiary hospitals do not have general practice 
departments or have established them only recently. In 
addition, a substantial number of GPs are working in 
departments of traditional Chinese medicine in commu-
nity healthcare institutions. However, there are no special 
modules for training in traditional Chinese medicine in 
the training programmes.

Evaluation of the education process in admission training 
programmes
A problem identified by GPs is that knowledge regarding 
referrals is rarely taught (16 participants). For example, 
the supply of prescription drugs available to outpatient 
clinicians for the treatment of respiratory diseases such 
as chronic obstructive pulmonary diseases is limited, 
and when such medications are needed, patients should 
be referred to specialists who are able to prescribe 
them. Additionally, GPs felt that communication skills 
regarding disease management were not well taught. As 
one participant reported, ‘Communication skills taught 
were centred on treatment of disease rather than preven-
tion and continuous management’ (D5).

Evaluation of results of admission training programmes
Interviewees reported that treatments and medications 
covered by specialised department training programmes 
often do not meet the actual needs of the community. 
For instance, one interviewee reported that ‘there are 
many patients with diabetes mellitus combined with 
coronary heart disease. However, for diabetes, there are 
fewer kinds of medications available in community health 
institutions than in tertiary hospitals, so we don’t want to 
develop a complicated hypoglycaemic scheme like they 
can. A simple and convenient scheme is preferable’ (D1). 
Among neurological diseases, epilepsy and Parkinson’s 
disease occurred frequently. However, systematic training 
for these diseases was dependent on the capabilities of 
the neurology department of the training hospitals (F2). 
In addition, the interviewees pointed out that the coexis-
tence of multiple diseases is quite common, ‘but how to 
treat and manage these patients has not been carefully 
discussed’ (F2).

DISCUSSION
Our analyses revealed that the clinical portions of admis-
sion GP training programmes in Shanghai were primarily 
modelled on the structure of the national training 
programme, indicating that GPs’ clinical skills does not 
adequately consider evidence at the local level. China 

has a large and multi- ethnic population, with substantial 
differences between ethnic groups in terms of patho-
genic factors and population health profile.18 The design 
of admission training programmes for GPs should inte-
grate the local spectrum of disease as well as the values 
and health beliefs of local populations. Furthermore, 
the standard training programme, RTGP, has not been 
updated since 2010 and has become disconnected from 
the changing health profile of the population.

Across many clinical areas, diseases that occurred 
frequently in Shanghai between 2014 and 2018 were 
not given substantial attention in the clinical compe-
tence training of GPs or were not included at all in 
training programmes. For example, in the area of cardio-
vascular diseases, there were relatively few outpatient 
visits for arrhythmias, while arrhythmia was included 
as a compulsory disease for study. At the same time, 
frequently- occurring diseases such as cerebrovascular 
disease, sequelae of cerebrovascular disease and cerebral 
infarction were not included in the admission training 
programmes. In contrast, the Accreditation Council for 
Graduate Medical Education (ACGME) in the USA sets 
the contents of training programmes for family doctors in 
the area of obstetrics and gynaecology based on routine 
gynaecological diseases seen in gynaecology depart-
ments.19 20

In the area of paediatrics, actual visits tended to focus 
on preventive care, and the proportion of the visits was 
quite low. Paediatrics departments in most community 
health centres in Shanghai handle only physical exam-
inations and immunisation of children. Nonetheless, 
GPs are trained to handle a wide range of childhood 
diseases. In many other countries, community healthcare 
institutions provide comprehensive paediatric care. For 
example, community hospitals in the USA are required 
to provide medical services equating to at least 200 hours 
or 2 months, or to treat at least 250 patients, including 
at least 75 inpatients and 75 emergency patients.21 
Community healthcare institutions in the USA also have 
professional subdisciplines, such as paediatrics and gynae-
cology,22 which help strengthen GP training in speciality 
areas. Unfortunately, community healthcare institutions 
in China are relatively weak in comparison.

Findings from our study suggest that training of GPs 
in China is currently more relevant to specialised clin-
ical medicine than to primary care, and that admission 
training is limited by the abilities of specialised tertiary 
hospitals. Existing clinical training for GPs in Shanghai 
is mainly carried out in qualified tertiary hospitals, and 
the quality of different departments limits the consistency 
of training. The ability to provide appropriate training 
depends in part on the patient case mix seen in different 
departments of the hospital.23 For example, while derma-
tological diseases are common in many Chinese commu-
nities, the number of patients seen in standard training 
depends on the actual number of patients with these 
conditions who are seen in the dermatology department 
of the hospital. Many standardised training hospitals do 
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not have psychiatry departments, and psychiatry training 
is arranged in the neurology or psychology department, 
which can result in insufficient or substandard psychiatry 
training for GPs.

In contrast to the system in China, other industrialised 
countries have more effective and comprehensive plan-
ning around training for GPs, involving strict and regular 
reviews on training and development of the GP work-
force.24 For example, in 2001, the federal government 
of Australia established the General Practice Education 
and Training Limited (GPET), a third- party organisa-
tion, to take over GP training, which had previously been 
managed by the General Practice Medical Association. 
The GPET purchases general practice training services 
in various regions by means of bidding.24 The Chinese 
National Health Bureau can learn from the experiences 
of other developed countries to improve supervision and 
guidance for implementation of standardised training.25

Training programmes for GPs in China lack in- depth 
participation of general practice teaching teams. At 
present, few tertiary hospitals in Shanghai have profes-
sional GP specialised teaching teams.26 Although the 
Chinese government has begun to establish general prac-
tice departments in more tertiary hospitals, establishment 
and qualification of training programmes in general prac-
tice departments will take time.27 Improving teaching has 
been identified as one of the key factors for improving the 
quality of GPs.28 According to the World Organization of 
National Colleges, Academies and Academic Association 
of General Practitioners (WONCA), half of the training 
time should be spent in a general practice environment, 
with GPs acting as the principal teachers and mentors.29

Finally, current GP training in China does not adequately 
prepare trainees in the areas of differential diagnosis and 
criteria for referring patients with frequently- occurring 
diseases. In addition, GP training does not adequately 
address communication with patients. As GPs play a dual 
role as clinicians and public health practitioners, they 
require sufficient communication skills to build relation-
ships with their patients. In Australia, the curriculum of 
the Royal Australian College of General Practitioners 
includes population health and the context of practice 
as one of its five domains. Core skills covered in this area 
include the incorporation of a population health perspec-
tive into clinical practice, and leadership and advocacy in 
addressing the health needs of the community effectively 
and equitably.30 However, this training consistently lags 
behind other aspects of clinical training.30

This study attempted to identify problems with the 
current GP admission training system in China. Although 
visit proportions for different diseases may differ between 
Shanghai and other parts of China, the GP training 
programmes are similar in other regions. Therefore, 
we estimate that GP training is not sufficiently evidence- 
based in terms of the overall public health needs of 
China. We calculated the proportion of teaching coverage 
for different diseases based on published standardised 
training programme manuals. However, actual teaching 

patterns may vary and may in fact take into account the 
case mix of patients seen at different hospitals. We recom-
mend that future studies explore implementation of GP 
training curricula in the context of different patient 
populations. Finally, our qualitative evaluation did not 
assess the three different GP training programmes sepa-
rately. However, all of the interviews were conducted in 
Shanghai and thus represent a broad view of GP training 
in China.

CONCLUSION
In summary, the establishment and implementation of 
admission training programmes for GPs in China lacks 
adequate emphasis on general practice training. To 
improve GP admission training in China, we urge that GP 
training curricula be re- examined in order to bring the 
teaching system for GPs in line with the medical needs of 
the populations they will serve. Findings from this study 
can inform improvements to the structure and content 
of GP training programmes in China, as well as provide 
guidance for other developing countries facing chal-
lenges in the wake of healthcare reforms.
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