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withdraw abruptly, a sudden cessation of treatment can lead to
severe withdrawal symptoms including fits or confusional
states.5 6 A slow reduction in treatment is therefore preferable
and, as withdrawal symptoms tend to emerge four or five days
after the last dosage reduction, it may be wise to adopt a week-
ly reduction programme. Withdrawal may be more successful
if the dosage reduction programme is flexible and takes account
of the withdrawal symptoms seen. Most patients will tolerate
a fairly rapid reduction in dosage spread over a few weeks but
those who have been taking higher doses or have a history of
withdrawal problems will need longer. There is no definite length
of programme to recommend - withdrawal periods varying in
length from four to 16 weeks have all been suggested.7-9 Much
will depend on the individual patient and a flexible approach
is required. On reaching the lowest doses it may be helpful to
move towards an intermittent dosage and longer drug holidays,
with the patient taking the drug on alternate days, then every
third day and so on.

In a small proportion of cases the dependence appears to be
intractable and specialist help may be necessary. If the difficulties
are so great that the clinician decides not to continue with a
withdrawal programme, then any prescriptions from then on
should be recognized as being given for dependence and not for
the original indication.

Several workers recommend changing from a short acting ben-
zodiazepine, such as lorazepam, triazolam or temazepam, to a
long acting one, such as diazepam or nitrazepam, as the gradual
fall in benzodiazepine activity is less likely to produce withdrawal
symptoms.8"10 Substitution with antidepressants has been used
and found to be most effective if it is started four weeks before
the withdrawal programme begins, and tapered off several weeks
after the benzodiazepine has been stopped (Rickels K, personal
communication). Beta-blocking drugs in low doses, for exam-
ple propranolol 40 mg twice daily, may also reduce withdrawal
symptoms.5
During the withdrawal period the patient will need support

from the general practitioner, and perhaps also a psychologist
or community nurse, who should maintain close contact with
the patient, preferably at weekly intervals. This is important in
helping to provide reassurance about the withdrawal symptoms
but also in monitoring the development of possible depression
and of undesirable coping mechanisms such as abuse of alcohol.
Relaxation therapy and training in anxiety management skills
appear to be only moderately effective. Cognitive therapy, if
available, may be more effective.

It is important to reinforce the motivation of the individual
to withdraw from benzodiazepines. This may be assisted by
enlisting the help of family and friends. The success of the
withdrawal programme hinges on the amount of social support
available.

After dependent patients have been withdrawn from ben-
zodiazepines nearly half of them may remain vulnerable to stress
for a period of up to six months.' Additional support may be
necessary over this time so that the patient can develop new cop-
ing mechanisms. Patients who revert to taking benzodiazepines
are most likely to do so during this period. Once this period
has elapsed it would be wrong to regard any new symptoms of
anxiety as related to dependence on benzodiazepines.
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Interviews in the selection of partners, trainees
and medical students
GENERAL practitioners are already involved in the selection

of their trainees, partners and associated staff, but as their
involvement in teaching and other undergraduate matters in-
creases they will be increasingly included in student selection
panels. Most UK medical schools normally interview candidates
-in 1981, only eight did not do so.I The selection system is
by far the most important determinant of who becomes a doc-
tor: in 1984, it excluded over 6000 applicants.2 By contrast, only
16 medical students left unqualified during the same period
because of failing their final examinations (personal communica-
tion, Universities' Statistical Record). As in the selection of part-
ners, trainees and other staff, the interview is a key part of a
process which, if it errs, can have profound future repercussions.

Can interviews aid the selection of staff and students? The
evidence is that, supplemented by information on an applica-
tion form, the interview is a powerful selection tool. Predictions
about candidates following interviews can be far more accurate
than those from background data alone,3 although some mat-
ters are more accurately assessed than others; for example, ex-
traversion can be judged quite accurately whereas neuroticism
cannot.4 But other factors are measured more precisely by other
components of the selection system: academic ability is unlike-
ly to be assessed better in a short interview than by lengthy school
examinations and school reports based on considerable ex-
perience of candidates.

Unfortunately, interviewers vary widely in their ability to
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predict competence, some doing so no more accurately than by
chance.5 Inaccuracy in the ability to judge others has been
shown to stem from a number of sources: the strength of first
impressions; projection - a tendency to be especially critical
of faults we perceive in ourselves; generosity to candidates from
similar backgrounds; overgeneralizing; and trying to build a con-
sistent picture of a good or a bad candidate.46

It is tempting to assume that there are sufficient similarities
between clinical interviews and selection interviews for any com-
petent doctor to overcome these difficulties. Such an assump-
tion, however, is ill-founded, as clinical and selection interviews
differ with respect to aims, structure, rules and techniques. The
consultation, for example, is aided when the doctor suspends
judgement of the patient,7 whereas the aim of the selection
process is entirely judgemental. The diagnostic process is under-
pinned by ideas and knowledge which are well-known and which
suggest a pattern of questioning;8 no such equivalent structure
is generally used for selection interviews. In addition, patients
usually come to the doctor with an attitude of cooperation,
towards an identification and solution of their problems;9 in
contrast, the applicant (rightly) regards the selection interview
as a competition, with a job or a place in medical school as the
prize.
Some of the problems with interviews can be amelioriated by

careful planning and administration. Specifying in advance those
attributes which are being sought will enhance reliability, as will
agreeing what the interview is not looking for. But in order to
assess personal attributes fairly, adequate time is needed.
Research shows that length of interview is positively correlated
with subjective confidence about judgements made'0 - in-
dividuals do not feel very confident with their judgements if
these are based on much less than a half hour interview," and
longer interviews make interviewers less likely to make a
premature decision. 12 Interviewers will make more effective use
of the time available if they interview alone and form indepen-
dent judgements. Our experience suggests that a total of an hour
is necessary, though possibly divided between more than one
interviewer.

Interviewing can enhance the selection process but it is a com-
plex and skilled activity. Techniques for in-depth assessment of
personal attributes are essential for selection interviews, but they
are substantially different from those of everyday medical prac-
tice. Medical school staff need training in such techniques in
order to avoid making superficial, unreliable judgements
whereby they pick applicants on the basis of interpersonal
attraction'3 or who are simply 'more attractive as human
beings'. 14

In other countries, health training institutions often organize
their own courses.'5 In the UK, sophisticated training courses
are available through a variety of organizations, many afflliated
to the Institute of Personnel Management. These are widely at-
tended by managers in industry and commerce in whose cost-
conscious world they are perceived as having substantial value.
Medical schools, applicants, general practitioners and their pa-
tients would benefit from the wider introduction of such courses
and the resulting improvement of selection procedures.
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College Publications-
Research and Audit

Medical Audit in General Practice (Occasional
Paper 20)
Sheldon's prize-winning essay, reviews the literature, analyses
key issues, and describes the author's own experiences,
together with a protocol for carrying out audit. £3.25

The Classification and Analysis of General Practice
Data. Second Edition (Occasional Paper 26)
The RCGP's classification of health problems in primary care.
Essential for all GPs recording morbidity and other important
data on computer. £6.50

Trainee Projects (Occasional Paper 29)
Gives advice about project work for trainees, choosing topics,
constructing protocols and preparing for publication, with
numerous examples of Syntex Award winning projects. £4.50

Epidemiology in Country Practice
William Pickles' own work - first published in 1939 - the
classic example of original research in general practice. '.. an
inspiration for us today' New Zealand Family Physician. £5.50

Epidemiology and Research in a General Practice
Published posthumously, this book comprises 16 chapters of
Dr Watson's unfinished work plus nine articles, mainly on the
impact of virus diseases in general practice. £10.50

All the above can be obtained from the Central Sales Office,
Royal College of General Practitioners, 14 Princes Gate, London
SW7 1PU. Prices include postage. Payment should be made
with order. Access and Visa welcome.
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