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Abstract

Background During specialty training for general practice, trainees acquire the 
required competencies through work-based learning. Previous small-scale and old-
er studies suggest that the patient mix of general practitioner (GP) trainees differs 
from that of their trainers: trainees are exposed to more minor illnesses, and fewer 
chronic diseases and severe conditions, which may influence the development of 
their competency.

Research question What are the differences in the patient mix between trainees 
and trainers?

Methods 49 first- and 24 third-year trainees and their trainers (n=114) were in-
cluded in the study. International Classification of Primary Care (ICPC)
contact and diagnosis codes were extracted from electronic patient records over 6 
months.

Results Trainers had double the number of face-to-face consultations, and tre-
ble the number of telephone consultations compared with trainees. The trainees’ 
patient mix consisted of significantly more patients with eye diseases, ear diseases, 
respiratory diseases, skin diseases and minor illnesses compared with their train-
ers. Trainers encountered significantly more patients with circulatory diseases, psy-
chiatric diseases, metabolic diseases, male genital conditions, social problems, and 
chronic and oncological diseases. Female trainers and trainees encountered almost 
twice the number of female conditions compared with their male counterparts, 
while for male conditions, the opposite was found. 

Discussion Considerable differences between the patient mix of trainers and 
trainees were found. Specialty trainers and teachers must be aware of areas of low 
exposure. Trainers should ensure trainees handle more chronic, complex, psychoso-
cial and circulatory conditions.
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Introduction

During their specialty training, general practitioner (GP) trainees develop the
required competencies through work-based learning involving clinical exposure to 
an adequate patient mix. The importance of an adequate patient mix was recently
confirmed1-3 and recognised by several national4-6 and international7 accreditation
standards. The World Federation for Medical Education emphasised in its Global 
Standards for Quality Improvement for Postgraduate Education7 the importance of 
a broad range of experience in the trainee’s chosen medical field.
 But what is an adequate patient mix? The learning curve of individual trainees 
may vary,8;9 and successful work-based learning depends on many factors, such as 
learning style,10 independence3 and, especially, supervision.3;11 An adequate patient 
mix should contain enough diverse learning experiences12 and should resemble the 
patient mix the trainees will be confronted with later as licensed GPs.13-15 To address 
this requirement and to determine low exposure areas, the patient mix of trainees 
and their trainers should be analysed. Previous reports14-29 found that the trainees’ 
patient mix consisted of more minor illnesses and fewer psychosocial, chronic and 
severe conditions compared with their trainers, demonstrating low exposure to im-
portant health conditions.30 These studies, however, are relatively old,14;16;21-26;29 
were small scale (n=8)20 or even case studies (n=1),14;21;23;26;28;29 and often covered 
short periods (≤ 4 weeks).15;18;22;24 A larger study over a longer period has not been 
carried out recently.
 Trainer insight into trainee patient mix should be encouraged and trainers 
should aim at a tailored mix to ensure adequate learning experiences.21 Tailoring 
could be achieved, for instance, by instructing the medical receptionist to request 
patients belonging to specific patient groups to attend the trainee.13;21;31 
 If the patient mix is deficient due to unavoidable factors (eg, geographical lo-
cation), a placement in a practice with a complementary patient mix could be ar-
ranged by the training institute. A detailed description of the patient mix can be 
established using logbooks32;33 or extracting data from electronic patient records 
(EPR), as in the present study.20;34;35 Because proper medical reporting is consid-
ered of paramount importance, EPR systems are valid and reliable, and, unlike log-
books, do not require additional actions. The aim of this study was to investigate the 
differences in patient mix between GP trainees and their trainers.
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Methods

parTicipanTs and sTudy seTTinG

The study was conducted between 2008 and 2009 in practices affiliated to the GP 
specialty training programme of the Academic Medical Center, University of Am-
sterdam. This training institute facilitates a 3-year course in which first- and third-
year trainees work in GP training practices. Trainees are assigned clinical rotations 
in their second year. Trainees work for 36 h per week, 29.5 h of which are spent in 
direct patient care. The average GP in the Netherlands worked for 44 h per week in 
2001.36 

desiGn and procedures

Training practices about to accommodate a new trainee were identified. If trainers 
agreed to participate, their trainees were also approached for inclusion. 
 All participants gave informed consent. In the Netherlands, most GPs keep 
detailed EPRs utilising a standardised system of diagnosis codes set out in the Inter-
national Classification of Primary Care (ICPC). The ICPC consists of 17 chapters 
covering the organ systems, a general chapter and a social chapter. 
 All participants received a visual aid describing the basic ICPC coding rules 
and some standard problems and solutions. All trainees attended a short session, in 
which the study was presented and the visual aid was explained. The trainers were 
instructed individually. GPs not certified as trainers who worked in training prac-
tices were included if they supervised the trainee for 1 day/ week or more. 
 Data were extracted over 6 months. Ethics approval was obtained from the 
Ethical Review Board of the Netherlands Association for Medical Education 
(NERB-ID 42).

daTa exTracTion 

We developed software to extract data from the EPR systems.37 The data contained 
aggregated information about ICPC diagnosis codes including information about 
the frequency of patient contacts by age group and consultation-type code. The 
chance of missing a consultation-type code was small since these are used for in-
voicing. Most EPR systems demand a consultation-type code for each contact with 
a patient and check for missing codes. The coding percentage was therefore always 
100%. Consultation-type codes determined whether the ICPC diagnosis codes were 
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counted or not. Administration acts or repeat prescriptions were disregarded. The 
consultation-type codes were translated into three basic contact codes: telephone 
consultations, face-to-face consultations or home visits. Entering an ICPC diagno-
sis code in the EPR after seeing a patient is usually not mandatory, so the ICPC 
diagnosis coding percentage could be below 100%.

sTaTisTical analyses

Trainer-trainee differences were tested using ANOVA in SPSS V.18.0. The data of 
part-time workers were corrected to reflect full-time work. For the patient mix de-
scription, we used the mean percentages of the ICPC codes. To calculate these, the 
non-coded contacts were disregarded for each subject, and the total of the remain-
ing codes was set to 100%.
 The coding percentages were calculated by dividing the total number of ICPC 
diagnosis codes in a trimester by that same number plus the number of non-coded 
contacts, corrected by the individual mean number of ICPC diagnosis codes per 
contact. If the coding percentage was below 50%, the subject was excluded from the 
ICPC code analyses. We analysed several specific diseases and diseases clusters of 
interest for training purposes. To evaluate the number of chronic and oncological 
diseases encountered, we used the clusters published by Knottnerus et al.38 For the 
description of minor illnesses and acute diseases, we asked five experienced GPs to 
score the appropriateness of (preselected) ICPC codes for these disease categories 
on a scale of 1-9. The ICPC code was included if the median score was higher than 7 
and none of the scores was below 3 (see supplementary appendices 1 and 2).39

 To ensure all learning experiences were represented, every ICPC diagno-
sis code entered during a patient contact was counted and we compared our data 
with those of the Netherlands Information Network of General Practice (LINH, 
2009).40 These latter data were collected from a representative network of 84 gen-
eral practices throughout the Netherlands, with about 140 GPs.40 The majority were 
not training practices. There were two differences compared with our data sampling: 
LINH data are primarily morbidity figures and based on the last ICPC code in a se-
ries of contacts (episodes); and the contacts of the medical receptionists and nurse 
practitioners (NPs) are included in the LINH data. We therefore also compared our 
results with older data, those of the second Dutch National Survey of General Prac-
tice (104 practices) which was carried out in 2001 (DNSGP-2, 2004).41 The advan-
tage of this comparison is that in 2001 only a few NPs were working in GP practices.
The DNSGP-2 also used the LINH registration network. 
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Results

parTicipanTs

Ninety-eight GP-training practices were approached and 73 were included in the 
study.37 Reasons for non-inclusion (n=25) were: not used to diagnosis coding (n=2), 
a recent/imminent change to a different (unsuitable) EPR (n=5), illness (n=2), no 
trainee assigned (n=2) and refusal (n=14). 
 A total of 49 first-year trainees and 24 third-year trainees were working in 
these 73 practices. There were 10 single, 17 dual and 46 group practices. There was 
one trainer in 32 of the training practices, and there were two or more in the re-
maining 41. The data of 73 trainees and 114 trainers (102 officially certified and 12 
supervising) were extracted. The trainees’ mean age was 31.2 (SD 3.24) years and 
the trainers’ mean age was 50.9 (SD 7.0) years; more than half of the trainers worked 
full-time (n=59). 

codinG percenTaGes of icpc conTacT codes

The mean percentage of the contacts containing at least one ICPC diagnosis code 
was 86.2% (SD 13.2, range 27.4%-100%) for trainees and 78.9% (SD 22.4, range 2.3%-
100%) for trainers. Forty-two trainees and 53 trainers had a coding percentage over 
90%. Fourteen trainers and two trainees had a mean ICPC coding percentage below 
50% and their ICPC diagnosis code data were disregarded. Of the remaining partici-
pants, the mean coding percentage was 88.1% (SD 9.7) for trainees and 85.6% (SD 
12.7) for trainers. 

consulTaTions and home visiTs 

The mean number of trainee consultations per trimester was 461.2 (SD 115.6) for 
face-to-face contact, 67.7 (SD 43.7) for telephone contact and 35.6 (SD 28.9) for 
home visits.
 Trainers averaged 975.7 (SD 224.9) face-to-face consultations, 215.7 (SD 129.1) 
telephone consultations and 68.0 (SD 46.9) home visits per trimester. 
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disTribuTion of paTienTs’ aGes

Data from face-to-face consultations, telephone consultations and home visits were 
combined to determine patients’ ages (Figure 1). Univariate analysis showed signifi-
cant differences in all age groups (p≤0.00) between trainers and trainees, except for 
the 25-44 and 75+ year old patient groups. 

Figure 1. proportions (%) of contacts of trainees (n=73) and trainers (n=105*), dis-

played per age group
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*The data of nine trainers had to be disregarded; 

their data were biased by large numbers of influen-

za vaccinations that could not be traced back to the 

proper age group.
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orGan sysTems (icpc chapTers)

In Figure 2, the results for all participants are combined. The DNSGP-2 data seem to 
be similar to our results, except for female conditions (pregnancy and female geni-
tal). The LINH 2009 figures differ on circulatory and metabolic/endocrinology, the 
areas in which most NPs are active. 

Figure 2. mean percentages and sD (error bars) of icpc diagnoses codes, aggre-

gated by chapter for trainers (n=100*) and for trainees (n=71*) and reference data 

of DnsGp-2** and LinH 2009**
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*The data of 14 trainers and two trainees were disre-

garded because their mean ICPC coding percentage 

was lower than 50%.

**The Dutch National Survey of General Practice 
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of General Practice (LINH 2009) are based on prev-

alences per 1000 patients.
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mosT common icpc diaGnoses

Acute respiratory infections headed the trainees’ top-10 list (Table 1), and when 
they were combined with cough, sinusitis and bronchitis, and compared with the 
trainers’ data, the differences for upper respiratory tract infections were even more 
apparent. Otitis media was ranked 7th for trainees, compared with 25th (0.71%) for 
trainers. Hypertension topped the trainers’ list. Diabetes mellitus and depression 
were in the trainers’, but not in the trainees’, top 10 (nos. 21 (0.97%) and 40 (0.85%), 
respectively). 

table 1. comparison of the 10 most common icpc diagnoses made by trainer and 

trainee (Years 1 and 3 combined).

No. Trainee (N=71) % Trainer (N=100) %

1 Acute respiratory infection 5.2 Hypertension 4.5

2 Cough 2.7 Acute respiratory infection 2.5

3 Hypertension 2.3 Diabetes mellitus 1.8

4 Dermatomycosis 1.8 Cough 1.8

5 Low-back pain 1.4 Low-back pain 1.5

6 Cystitis or other urinary infection 1.4 Depression 1.5

7 Otitis media 1.4 Cystitis or other urinary infection 1.4

8 Acute or chronic sinusitis 1.4 Weakness/tiredness 1.4

9 Weakness/tiredness 1.3 Dermatomycosis 1.3

10 Acute bronchitis/bronchiolitis 1.3 Asthma 1.3

proporTions of paTienT mix for specific diseases 

and disease clusTers 

Female doctors (trainees and trainers combined) saw more female conditions 
(p<0.001) than their male colleagues. Female trainees saw an average percentage of 
6.6% female conditions as opposed to 3.9% for male trainees. For female trainers 
this percentage was 8.1% versus 4.8% for male trainers. Male doctors saw more male 
conditions (p=0.001) than their female colleagues. Male trainees saw an average 
percentage of 1.3% male conditions and female trainees saw 1.1%; for male trainers 
this was 1.9% versus 1.3% for female trainers. For more disease clusters see Table 2. 
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table 2. comparisons of the patient mixes of trainees and trainers for specific 

diseases and disease clusters between the first and third training year.

icpc chapter/cluster/disease
First-year trainees

(N=48),
 mean % (SD)

First-year trainers
(N=64), mean

% (SD)

Third-year trainees
(N=23),

mean % (SD)

Third-year trainers
(N=36),

mean % (SD)

icpc chapters

General 5.1 (1.5) 5.1 (1.5) 5.1 (1.2) 5.1 (2.3)

blood(-forming) 0.9 (0.5) 1.2 (0.5) 1.3 (0.6) 1.3 (0.9)

digestive 8.9 (1,7) 8.5 (1.3) 8.9 (1.9) 8.3 (1.7)

eye 3.3 (0.8) 2.4 (0.6)** 3.3 (1.1) 2.7 (0.7)

ear 5.7 (1.6) 3.8 (1.0)** 4.8 (1.3) 3.5 (0.9)**

circulatory 5.6 (2.6) 9.0 (3.3)** 6.8 (2.1) 9.5 (2.4)**

musculoskeletal 16.4 (2.7) 16.4 (2.7) 15.3 (2.2) 16.2 (2.5)

neurology 3.0 (0.8) 3.1 (0.8) 2.7 (0.7) 3.2 (0.7)*

psychiatry 3.7 (1.7) 7.0 (2.0)** 5.0 (1.8) 7.8 (3.2)**

respiratory 18.3 (3.5) 13.8 (2.4)** 16.5 (4.6) 12.3 (2.7)**

skin 16.7 (3.1) 12.9 (2.0)** 16.7 (2.9) 13.8 (2.8)**

metabolic/endocrine 2.1 (1.1) 4.1 (1.8)** 2.8 (1.4) 3.8 (1.8)

urology 2.4 (1.0) 2.9 (1.0) 2.7 (1.5) 3.0 (1.2)

pregnancy 2.0 (1.2) 2.3 (1.6) 2.0 (0.9) 1.7 (0.9)

female genital 3.9 (2.3) 4.3 (1.8) 4.1 (1.2) 3.9 (1.4)

male genital 1.1 (0.5) 1.5 (0.6)** 1.2 (1.0) 1.9 (1.1)

social problems 0.8 (0.5) 1.7 (1.1)** 0.8 (0.4) 1.9 (1.1)**

cluster

acute diseases a 1.8 (0.7) 2.3 (0.8)** 2.2 (0.9) 2.4 (0.8)

chronic diseases 8.7 (3.2) 15.8 (5.3)** 10.8 (3.4) 16.2 (4.6)**

oncological 0.4 (0.4) 1.7 (1.4)** 0.9 (0.9) 1.8 (1.4)*

diabetes mellitus 0.8 (0.8) 1.9 (1.3)** 1.2 (1.3) 1.7 (1.4)

cvrm-primary b (not diabetes) 2.8 (1.7) 5.8 (2.4)** 3.7 (1.5) 6.2 (2.2)**

cvrm-secondary c 0.3 (0.2) 0.7 (0.5)** 0.4 (0.5) 0.8 (0.5)

copd 0.6 (0.6) 0.9 (0.7) 0.7 (0.5) 0.7 (0.5)

minor illnesses a 36.3 (5.9) 27.8 (4.8)** 35.9 (6.4) 28.8 (5.9)**

symptom diagnosis 46.2 (6.9) 40.4 (6.8)** 43.1 (7.5) 39.9 (6.8)

other diseases

hypothyroiditis 0.1 (0.2) 0.4 (0.3)** 0.2 (0.2) 0.4 (0.3)

asthma 1.1 (0.7) 1.3 (0.6) 1.1 (0.6) 1.3 (0.7)

depression or depressed feelings 0.8 (0.6) 1.8 (0.8)** 1.0 (0.8) 1.8 (1.1)*

irritable bowel syndrome 0.3 (0.3) 0.5 (0.4)* 0.4 (0.4) 0.5 (0.4)

conjunctivitis 0.7 (0.5) 0.4 (0.2)** 0.9 (0.6) 0.5(0.3)**

sore throat d 1.7 (0.8) 1.0 (0.5)** 1.6 (0.7) 0.9 (0.4)**
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*  differences between trainers and trainees, p<0.01. 
first- and third-year trainees were tested separately 
against their trainers.

** p<0.001.
a  The icpc codes of these clusters are displayed in the 

supplementary appendices.
b  cardiovascular risk management, primary prevention: 

problems labelled as diagnostic, screening and preven-
tive procedures of the cardiovascular system, compli-
cated or uncomplicated hypertension, atherosclerosis, 
tobacco abuse, obesity, overweight and lipid disorder.

c  cardiovascular risk management, secondary preven-

tion: ischaemic heart disease (with or without angina), 
myocardial infarction, transient ischaemic attack, 
stroke, intermittent claudication, aortic aneurysm. This 
cluster was derived from the advice on the recording 
of cvrm of the dutch college of General practitioners 
(nhG). 

d  sore throat, tonsillitis, pharyngitis, peritonsillar ab-
scess.

copd: chronic obstructive pulmonary disease; cvrm: 
cardiovascular risk management; icpc: international clas-
sification of primary care

Discussion 

Seventy-three GP-training practices were investigated. Trainees saw a higher per-
centage of young patients, but fewer cardiovascular risk management (CVRM)- 
primary prevention, chronic and oncological conditions, and fewer circulatory and 
psychiatric diseases, social problems and neurological conditions (third year only) 
than their trainers. They saw more skin, ear and respiratory diseases and minor ill-
nesses. In the first training year, they saw noticeably fewer acute diseases, and male 
genital and metabolic diseases (specifically diabetes) and CVRM (secondary pre-
vention), but more eye diseases. 
 Similar to other studies addressing trainee patient mix,15;18;20 trainees saw 
more minor illnesses than their trainers. This is notable but not necessarily worri-
some. Boredom and ‘saturation’ could be a concern, but are unlikely since the social 
background of the patients usually offers sufficient challenges for the trainees. For 
instance, by seeing children together with their parent(s) a trainee becomes familiar 
with the role of the family doctor. In addition, the most frequently encountered dis-
ease (acute respiratory infection) constituted only 5.2% of the trainees’ patient mix 
(Table 1). 
 As in other studies,15;18;20 trainees saw fewer chronic and oncological15 con-
ditions. This is interesting, since Darer30 found that the majority of US GPs felt 
inadequately trained for chronic diseases, and Card42 reported that recently grad-
uated internists felt insufficiently prepared for chronic care. As previously report-
ed,20;23;24;26;43  the trainees saw fewer psychosocial conditions. Given these findings 
and the multimorbidity of the ageing population,44 we believe that trainees should 
handle more severe, chronic and complex patients, and an intervention to shift the 
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patient mix towards the level of the trainer is worth considering. 
 Eccles,18 Fleming24 and others14;23;26;28 found that male and female trainees 
saw fewer female conditions than their trainers. Our results show that the differ-
ences regarding female conditions were due to the doctors’ gender, as also found by 
Levy in a 3-week family medicine preceptorship.45 This might have implications for 
the competence building of male trainees. 
 Differences found in previous studies regarding circulatory,14;20;21;23;24;26;28 

metabolic,20;23;24;26  skin,20;21;23;24;26 eye,20;26  ear26 (in most studies, the sense or-
gans were combined with the nervous system) and respiratory diseases14;21;23;24;26 

were confirmed in our study.
 Generally, where a significant difference was found between the mean per-
centages of ICPC diagnosis codes encountered by the trainees and their trainers 
(Figure 2), the DNSGP-2 percentages were between those of the trainers and those 
of the trainees. Therefore, the trainees’ percentage was closer to that of the average 
GP than to that of the trainers. Apparently, patient supply is divided unequally, in 
the majority of the ICPC chapters. This uneven division was seen less often when 
compared to LINH 2009. 
 Most data were collected in the common-cold season, explaining the higher 
proportion of respiratory diseases. Trainees probably see most of the seasonal sur-
plus because they usually treat patients on a short-term basis. 
 Pregnancy tests, contraceptive injections and PAP smears carried out by 
medical receptionists were disregarded in our data, whereas the DNSGP-2 included 
these. This might explain the differences regarding female conditions. However, the 
LINH online figures for 2002-2009 on female conditions were in the same range as 
our data.40 
 The fact that trainers saw more patients than trainees can be partly explained 
by their working hours. Closer examination showed that the trainees’ workload in-
creased over time.
 Differences in patient mix may be caused by patients’ preferences for a spe-
cific doctor. Patients do not always want to consult a trainee for various reasons, for 
instance chronic or emotional problems were found to be associated with reduced 
willingness to consult registrars.46 Also, in another study, medical receptionists re-
ported that patients with complex conditions were relatively more often assigned to 
the trainer.31 
 Offering the trainees an adequate patient mix can be regarded as an educa-
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tional obligation.4;5;7 Nevertheless, whether or not to assign patients with chronic 
or complex conditions to the trainee should be carefully weighed by trainers who 
can experience a conflict of interest since they are also responsible for the quality of 
healthcare provided. Dealing with this conflict is a professional challenge. 
 This study was unable to relate what the trainees saw to how much they learnt. 
Despite this, detailed knowledge of the trainees’ patient mix has important educa-
tional implications when the curriculum is being planned. However, disparities in 
patient mix between trainers and trainees may not actually be problematic since 
several studies have shown that supervision is of crucial importance.1;11 In case of 
scarcity, it might be possible to build competence despite a lower level of exposure. 
Trainees and trainers should therefore be aware of areas of low exposure and dispar-
ity. Trainers could increase the number of patients seen by the trainees in these areas 
or provide special supervised sessions for low-exposure conditions. Trainees should 
build expert performance in the areas they will frequently encounter. For low-expo-
sure areas, learning aims should be to achieve minimum competence, concentrating 
on initial treatment and not missing important diagnoses. 
 Data obtained from EPR can be used to identify features of training practices, 
such as the attendance of many elderly patients or young children. Thus, when train-
ees are being allocated, their learning objectives can be matched to the practice fea-
tures. 

limiTaTions

Since the patient supply in training practices is shared between trainer and trainee, 
the trainer’s patient mix might vary from that normally encountered by an average 
GP. We therefore also compared our data with external data, which showed several 
apparent similarities, even though the data are not fully comparable.
 The assumption that trainers or other GPs have an adequate patient mix is de-
batable. Alternatively, the trainees’ patient mix can be compared to standards used 
in GP specialty training.20;47 These are consensus standards and largely based on 
national morbidity figures and therefore rest on the same assumption. From an edu-
cational perspective, these standards lack a scientific basis. More specific evidence 
is needed concerning the relationship between patient mix and learning so that pa-
tient mix can be optimised. 
 Trainers with a coding percentage over 90% saw more psychiatry and social 
problems than trainers in the 50%-90% range (not reported), indicating that psy-
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chosocial codes are under-reported by some trainers. This was not found for train-
ees. 
 Although ICPC coding is useful for describing patient mix, its validity is po-
tentially diminished by its dependence on the diagnostic competence of doctors 
and the accurate attribution of codes (eg, definite instead of symptom diagnosis). 
 All participants were affiliated to one training institute. However, we do not 
think that this influenced the results, as other, different studies have shown similar 
results. 
 Minor illnesses and acute diseases were interesting as regards the description 
of learning experiences. Previous authors reporting on these clusters were implicit 
about their contents.15;18;20 We therefore created these clusters ourselves, but only 
with medium methodological rigour. Future studies should construct valid, sound 
thematic clusters which have educational meaning. 
  

conclusion 

We studied the patient mix of GP-training practices using EPR on a large scale and 
over a long period and confirmed that the disparities between the patient mixes of 
trainers and trainees are considerable but stable over time and location. The differ-
ence in contact frequencies needs attention, as does exposure to chronic, psychoso-
cial and circulatory diseases, and, probably, severe and complex conditions. Train-
ees should be given the opportunity to handle these conditions more frequently. 
Future studies should focus on interventions to tailor the patient mix, by, for in-
stance, focussing on low-exposure areas. Individual trainee’s patient mix should be 
adjusted to their personal development plan. EPR systems are excellent for perma-
nently monitoring this patient mix, and thereby the trainee’s learning experiences. 
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Appendix 1. 
acuTe condiTions

icpc 
code Description

a02 Chills
a07 Coma
a10 Bleeding/haemorrhage nos*
a12.1 Anaphylactic shock
a12.2 Angioedema
a81 Multiple trauma/injuries
a84 Poisoning by medical agent
a86 Toxic effect non-medicinal substance
a96.2 Unnatural death
b76 Ruptured spleen traumatic
d14 Haematemesis/vomiting blood
d15 Melaena
d88 Appendicitis
d92 Diverticular disease
d98.1 Cholecystitis
d98.2 Cholangitis
d99.1 Ileus
d99.2 Intussusception
d99.3 Peritonitis
d99.4 Pancreatitis
f76 Foreign body in eye
f79 Injury eye other
f82 Detached retina
f85.1 Herpetic keratitis
f93 Glaucoma
f93.2 Glaucoma, acute angle closure
h71.2 Mastoiditis
K01 Heart pain
K02 Pressure/tightness of heart
K03 Cardiovascular pain nos*
K71.2

Acute rheumatic fever with heart dis-
ease

K74.1 Unstable angina
K75 Acute myocardial infarction
K77.1 Acute decompensated heart failure
K79.2 Ventricular tachycardia
K80.3 Sick sinus syndrome
K89 Transient cerebral ischaemia
K90 Stroke/cerebrovascular accident
K90.1 Subarachnoid hemorrhage
K90.2 Cerebral hemorrhage
K90.3 Cerebral infarction
K93 Pulmonary embolism
K94.1 Deep venous thrombosis
K99.1 Aortic aneurysm
K99.5 Giant-cell arteritis
l70.2 Septic arthritis
l72 Fracture: radius/ulna
l73 Fracture: tibia/fibula
l74 Fracture: hand/foot bone
l75 Fracture: femur
l75.1 Hip fracture
l76.1 Skull fracture
l76.4 Humerus fracture
l76.6 Spinal fracture

l76.7 Pelvic fracture
l76.8 Patella fracture
l80.2 Jaw dislocation
l80.3 Finger dislocation
l80.4 Acromioclavicular separation
n07.1 Febrile seizure
n18 Paralysis/weakness
n71.1 Bacterial meningitis
n71.2 Viral meningitis
n71.3 Encephalitis
n71.4 Myelitis
n72 Tetanus
n80.1 Posttraumatic epidural hematoma
n80.2 Posttraumatic subdural hematoma
n80.3 Posttraumatic intracerebral hematoma
n80.4 Brain contusion
n88 Epilepsy
n94.1 Guillain-barré syndrome
p15.2 Delirium tremens
p16 Acute alcohol abuse
p71 Organic psychosis other
p77 Suicide/suicide attempt
p77.1 Attempted suicide
p98 Psychosis nos*/other
r77.2 Suicide
r81.1 Legionella pneumonia
r83.1 Diphteria
r87 Foreign body nose/larynx/bronch
r99.4 Pneumothorax
r99.5 Aspiration pneumonia
r99.6 Pneumoconiosis
s14 Burn/scald
T11 Dehydration
T87 Hypoglycaemia
u14.1 Renal colic
u70 Pyelonephritis/pyelitis
u80.1 Renal contusion
u80.2 Foreign body urinary tract
u95 Urinary calculus
w03.2 Bleeding during second/third trimester
w29.1 Decreased fetal movement
w70.1 Postpartum endometritis
w77.3 DVT in pregnancy
w80 Ectopic pregnancy
w81.2 Toxaemia of pregnancy
w81.3 HELLP syndrome
w92.1 Caesarean section
w92.2 Vaccum extraction
w92.3 Forcipal extraction
w93 Complicate labour/delivery stillbirth
w99.3 Postnatal thrombosis
y99.1 Testicular torsion

 *not otherwise specified



Unlimited Exposure110

Appendix 2. 
minor illnesses

icpc 
code Description

a09  Sweating problem
a09.2 Focal excessive sweating
a72  Chickenpox
a75  Infectious mononucleosis
a76  Viral exanthem other
a76.1 Exanthema subitum/sixth disease
a76.2 Erythema infectiosum / fifth disease
a76.3 Hand, foot and mouth disease
a85.2 Spotting with oral contraception use
a88.1 Chilblains
a88.3 Motion sickness
b70  Lymphadenitis acute
b71  Lymphadenitis non-specific
d05  Perianal itching
d08  Flatulence/gas/belching
d19  Teeth/gum symptom/complaint
d20  Mouth/tongue/lip symptom/complt.
d22  Helminths/oxyuriasis / other parasites
d22.1 Enterobiasis
d22.2 Ascariasis
d22.3 Taeniasis
d70.3 Giardiasis
d73  Gastroenteritis presumed infection
d81.2 Tongue-tie
d82.1 Gingivitis
d82.2 Temporomandibular joint disorder
d83.1 Sialoadenitis/sialolithiasis
d83.2 Aphthous ulcer
d83.3 Perleche/ angular cheilitis
d84.2

Gastroesophageal reflux disease
without oesophagitis

d87.2 Dyspepsia/indigestion
d93  Irritable bowel syndrome
d95  Anal fissure/perianal abscess
d95.1 Anal fissure
f03  Eye discharge
f03.1 Watery eyes
f04  Visual floaters/spots
f16  Eyelid symptom/complaint
f17  Glasses symptom/complaint
f18  Contact lens symptom/complaint
f70  Conjunctivitis infectious
f70.1 Bacterial conjunctivitis
f70.2 Viral conjunctivitis
f71  Conjunctivitis allergic
f71.1 Allergic conjunctivitis
f72.1 Blepharitis
f72.2 Stye
f72.3 Chalazion
f73.1 Dacryocystitis
f75.1 Subconjunctival hemorrhage
f75.2 Black eye
f76  Foreign body in eye
f79.1 Photokeratitis
f79.2 Corneal erosion

f80  Blocked lacrimal duct of infant
f91  Refractive error
f91.1 Presbyopia
f91.2 Hyperopia
f91.3 Myopia
f91.4 Astigmatism
f99.1 Xanthelasma palpebrarum
f99.2 Blepharochalasis
f99.3 Entropion/ectropion
f99.4 Pterygium
f99.6 Insufficient tear film
h01  Ear pain/earache
h02  Hearing complaint
h03  Tinnitus, ringing/buzzing ear
h04  Ear discharge
h13  Plugged feeling ear
h15  Concern with appearance of ears
h15.1 Protruding ear
h70  Otitis externa
h71  Acute otitis media/myringitis
h72  Serous otitis media
h73  Eustachian salpingitis
h76  Foreign body in ear
h77  Perforation ear drum
h78  Superficial injury of ear
h81  Excessive ear wax
h82  Vertiginous syndrome
h82.2 Labyrinthitis
h82.3 Paroxysmal positional vertigo
K06  Prominent veins
K80  Cardiac arrhythmia nos*
K80.1 Supraventricular extrasystole
K88  Postural hypotension
K92.2 Raynaud’s phenomenon
K95  Varicose veins of leg
K96  Haemorrhoids
K99.3 Varicocele
K99.4 Chronic venous insufficiency
l06  Axilla symptoms/complaints
l18  Muscle pain
l19  Muscle symptom/complaint nos*
l77  Sprain/strain of ankle
l78  Sprain/strain of knee
l79  Sprain/strain of joint nos*
l80.5

Radial head subluxation/nursemaid’s 
elbow

l81.1 Calf muscle strain/tennis leg
l81.2 Rib contusion
l84.1 Osteoarthritis/spondylosis
l87  Bursitis/tendinitis/synovitis nos*
l92  Shoulder syndrome
l93  Tennis elbow
l94.2 Osgood–schlatter disease
l98.1 Mallet finger
l98.2 Flat feet
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l98.3 Bunion
l98.4 Hammer toe
l99.1 Bursitis
l99.2 Tendinitis
l99.3 Dupuytren’s contracture
l99.4 Trigger finger
l99.5 Medial epicondylitis
l99.6 Tietze syndrome
l99.7 Patellofemoral pain syndrom
l99.8 Heel spur/plantar fasciitis
l99.9 Hypermobility
n02  Tension headache
n04  Restless legs
n05  Tingling fingers/feet/toes
n17.2 Lightheadedness
n89  Migraine
n93  Carpal tunnel syndrome
n94.3 Thoracic outlet syndrome
n94.4 Meralgia paraesthetica
n94.6 Morton’s metatarsalgia
p04  Feeling/behaving irritable/angry
p05  Senility, feeling/behaving old
p07  Sexual desire reduced
p10  Stammering/stuttering/tic
p10.1 Stammering/stuttering
p10.2 Tic/stereotyped movements
p12  Bedwetting/enuresis
r04.1 Snoring
r06  Nose bleed/epistaxis
r07  Sneezing/nasal congestion
r09  Sinus symptom/complaint
r21  Throat symptom/complaint
r21.1 Sore throat
r22  Tonsils symptoms/complaint
r72  Strep throat
r72.1 Strep throat
r72.2 Scarlet fever
r73  Boil/abscess nose
r74  Upper respiratory infection acute
r74.1 Common cold
r74.2 Acute pharyngitis
r75  Sinusitis acute/chronic
r75.1 Acute sinusitis
r75.2 Chronic sinusitis
r76  Tonsillitis acute/peritonsillar abscess
r76.1 Tonsillitis acute
r77  Laryngitis/tracheitis acute
r77.1 Croup/laryngotracheobronchitis
r78  Acute bronchitis/bronchiolitis
r80  Influenza
r97  Hay fever/ allergic rhinitis
r98  Hyperventilation syndrome
r99.1 Nasal septum deviation
r99.2 Nasal polyps
r99.3 Vocal cord nodules
s02  Pruritus
s03  Warts
s09  Infected finger/toe
s09.1 Paronychia
s10  Boil/carbuncle/cellulitis
s10.1 Boil/carbuncle

s10.2 Recurrent cutaneous abscesses
s10.3 Cellulitis
s11.1 Folliculitis
s12  Insect bite/sting
s13  Animal/human bite
s15  Foreign body in skin
s16  Bruise/contusion
s16.1 Subungual hematoma
s17  Abrasion/scratch/blister
s18  Laceration/cut
s19.1 Nail avulsion
s20  Corn/callosity
s21.1 Xeroderma
s22  Nail symptom/complaint
s22.2 Lichenification/ induration
s23  Hair loss/baldness
s23.1 Alopecia areata
s23.2 Androgenic alopecia
s24.1 Hirsutism
s24.2 Change of hair color
s70  Herpes zoster
s71  Herpes simplex
s71.1 Herpes labialis
s72  Scabies/other acariasis
s73.1 Pediculosis capitis
s73.2 Pediculosis pubis
s74.1 Athlete’s foot
s74.2 Onychomycosis
s74.3 Tinea versicolor
s75.1 Oral candidiasis/thrush
s75.2 Cuticle candidiasis
s75.3 Intertrigo/ diaper candidiasis
s76.1 Erysipelas
s76.2 Erythrasma
s78  Lipoma
s79.1 Benign fibrous histiocytomas
s81  Haemangioma/lymphangioma
s82  Naevus/mole
s83.1 Naevus flammeus
s83.2 Capillary hemangioma
s84  Impetigo
s85  Pilonidal cyst/fistula
s86.1 Dandruff
s86.2 Cradle cap
s87  Dermatitis/atopic eczema
s88.1 Contact dermatitis
s88.2 Dyshidrosis
s88.3 Dermatitis after local drug application
s88.4 Photodermatosis
s89  Diaper rash
s90  Pityriasis rosea
s92  Sweat gland disease
s92.1 Anhidrosis/dyshidrosis
s92.2 Hidradenitis
s93.1 Sebaceous cyst
s93.2 Epithelial cyst
s94.1 Ingrown toenail
s94.2 Onychogryphosis
s95  Molluscum contagiosum
s96  Acne
s96.1 Acne vulgaris
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s96.2 Acne conglobata
s98  Urticaria
s99.1 Keratoacanthoma
s99.2 Seborrheic keratosis
s99.3 Rosacea
s99.4 Vitiligo
s99.6 Lichen planus
s99.7 Stretch marks
T04  Feeding problem of infant/child
T81  Goitre
T92  Gout
T92.3 Lactose intolerance
u04.1 Stress incontinence
u71.1 Cystitis
u72  Urethritis
w29.2

Dissatisfied with appearance during 
pregnancy

w77.1 Varicose veins during pregnancy
w77.2 Haemorroids during pregnancy
w95.1 Breastfeeding disorders
w95.2 Cracked nipples
w99.4 Puerperal haemorrhoids
x07.2 Irregular menstruation
x08.1 Mittelschmerz
x09  Premenstrual symptom/complaint
x11.2 Atrophic vaginitis

x29.1 Dissatisfied with appaerance of breasts
x72  Genital candidiasis female
x73  Genital trichomoniasis female
x78.1 Uterine fibroids
x79  Benign neoplasm breast female
x84.1 Chlamydia vaginitis
x84.2 Bacterial vaginosis
x85.2 Cervical ectropion
x85.3 Cervical polyp
x87.1 Cystocele/ rectocele
x87.2 Uterine prolaps
x89  Premenstrual tension syndrome
x91  Condylomata acuminata female
x99.1 Bartholin’s cyst
y03  Urethral discharge
y16  Breast symptom/complaint male
y75.1 Candida balanitis
y76  Condylomata acuminata mal
y79  Benign/unspec. Neoplasm gen. (m)
y81  Phimosis/redundant prepuce
y84.1 Retractile testes
y85  Benign prostatic hypertrophy
y86  Hydrocoele

 * not otherwise specified




