
EDITORIALS

Assessment at last

'Assessment is an integral part of the educational
process."

G ENERAL practice, although the largest medical specialty,
Jwas one of the last to enter the universities and medical

schools and therefore to become involved with teaching. When it
did so in the early 1970S2 general practitioners turned to the edu-
cationalists for advice and guidance and as a result adopted a for-
mal model of learning, the educational paradigm. This was later
simplified to the 'training triangle'3 which emphasized the key
points in serious teaching programmes: objectives, methods and
assessment.

General practice all over the world spent much of the 1970s
concentrating on working out the objectives of vocational train-
ing. The British book The future general practitioner: learning
and teaching4 was followed in Australia by Focus on learning in
family practice,5 and similar work was done in Canada. All this
enabled the tasks of the modern general practitioner to be
reviewed and defined. It is no coincidence that this was the
decade when the main job descriptions of the general practition-
er, such as those determined by the Royal College of General
Practitioners4 and the Leeuwenhorst group,6 were agreed.
Whereas the 1970s had concentrated on objectives, the 1980s

were devoted to methods. This was the era of consultation analy-
sis and all its models, of small group teaching on vocational
training courses, and of the beginning of distance learning; but
the striking advance was in the use of videorecording to capture
and replay the subtle behaviours of patients and doctors, which
young doctors so often miss when learning their craft.

Sooner or later it was inevitable that attention would turn to
the third point of the training triangle, assessment, and this has
proved the toughest challenge so far. The first step was taken by
the Merrison committee' with its simple statement, accepted by
the profession, that 'assessment is an integral part of the educa-
tional process'; in other words, educational programmes which
do not include assessment are incomplete. However, there are
two kinds of assessment and the clarification originally intro-
duced by Miller7 in the United States of America has been help-
ful. Educational or formative assessment is assessment for the
benefit of the learner: it is open and fed back to the learners to let
them know how they are doing. Summative or terminal assess-
ment is quite different. This is for the benefit of patients and
society, to ensure that those who are to have the privilege of
working unsupervised with patients are fit to do so. It also gives
those passing the assessment - and their teachers - consider-
able satisfaction.
Summative assessment, also known as regulatory assessment,

is formal and may be subject to appeal. -The Committee of
Regional Advisers in General Practice in England (CRAGPIE)
has decided that although these two types of assessment may use
similar or common methods they must be kept quite separate
(personal communication, 1993). This is important to protect
learners who must know whether any given assessment will or
will not be used summatively and thus possibly against them.
The trust of learners is at stake and assessment systems must be
made absolutely clear to those experiencing them.
The assessment story in vocational training thus began with

Merrison' and was cemented into the system by the educational
paradigm. The examination for membership of the RCGP
(MRCGP), introduced in 1965, was formally recognized by the
General Medical Council in the late 1960s as the only registrable
qualification in general practice itself. The RCGP decided that

this examination was to be the endpoint assessment of vocational
training8 and it is now the commonest 'registrable additional
qualification.'9

Although little noticed at the time, the Royal Commission on
the National Health Service stated that 'As in other specialties,
experience in itself will not be a sufficient indication of quality
of performance; it will need to be tested and competence demon-
strated. As with hospital specialties, possession of the postgradu-
ate qualification of the relevant royal college should become the
norm for appointment as a principal in general practice [in the
NHS]. 10

In 1975 Irvine coined the phrase that without assessment gen-
eral practice was 'the dustbin of medicine'." The 1977 NHS act
introduced vocational training for general practice and at last
included assessment in the form of a trainer's statement. This
became compulsory for all new principals from 1981.

However, 1800 trainers in general practice operate a variety of
standards and in 1985 the RCGP drew attention to the disparity
between doctors receiving certification from the Joint Committee
on Postgraduate Training for General Practice (JCPTGP) and
then failing the MRCGP.'2 But did this matter? Since then, more
and more evidence has shown that it does appear to matter to
patients, and therefore to doctors and society. Serious problems
have arisen. At least one patient has died and young doctors pos-
sessing a JCPTGP certificate have been struck off the register for
their doctoring. What did their JCPTGP certificates really mean?
The General Medical Council publishes the names of those doc-
tors who are in trouble before it, and the doctors' registered qual-
ifications are publicly available in the Medical register.'3
Possession of the MRCGP is a statistically significant protector
for patients, in that the doctors holding this qualification are less
likely to be reprimanded or to have their names erased from the
Medical register (Department of General Practice, University of
Exeter). Similarly the Department of Health holds details of large
numbers of general practitioner principals found in breach of
their terms of service, and those with the MRCGP are signifi-
cantly less likely to be found in breach and especially less likely
to be found repeatedly in breach (personal communication). By
1991, possession of this higher qualification had for some years
allowed general practitioners to receive a discount on their annu-
al medical indemnity payments from at least one national firm
(General practitioner, April 1991).
A further difficulty in the 1980s was the suggestion that satis-

factory completion of training might only mean time served. This
was answered by a joint statement from the three chairmen of the
JCPTGP, the RCGP and the General Medical Services
Committee which established on the basis of legal advice that
'satisfactory' had a quality and judgemental component to it.14
Meanwhile the specialist colleges were moving swiftly,

although quietly, to establish the place of their membership and
fellowship examinations. By 1992 most of the examinations,
such as the examination for membership of the Royal College of
Physicians, had effectively become compulsory for entry to most
specialist training programmes.'5 They thus ensure that every
doctor embarking on a specialist career is individually and objec-
tively assessed, extemal to the teachers and their workplace. This
is now true for all disciplines except general practice.
Thus the stage was set for 1993 when the main national bodies

concerned with the assessment of vocational training, the RCGP,
the JCPTGP, and the two committees of regional advisers of
general practice are all coming together to establish a consensus
on the way forward. The JCPTGP has now taken a major step
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and published a policy document which clearly states that every
trainee must be individually assessed.'6 It has gone further and
clarified that there are four parts to this assessment: 'Tests of fac-
tual knowledge and problem solving, submission of practical
work, evaluation of clinical and consulting skills and the trainer's
overall assessment'.16 These four are likely to be welcomed and
accepted throughout the general practice educational world, and
the second and third points represent real advances.
The only serious remaining issue is how far the assessment

should be a national and/or a regional process. The paper by
Campbell, Howie and Murray in this issue of the Journal high-
lights the assessment issue and reports on one of the leading
regional systems in the United Kingdom.'7 In July 1993 the
council of the RCGP finally clarified the issue. Fortified by an
important letter from CRAGPIE, it decided that vocational train-
ing must be a nationally consistent process with certificates of
equal value from all regions. The RCGP decided to adopt the
1979 recommendation of the Royal Commission on the NHS and
to agree that all future principals in the NHS should hold the
MRCGP. In doing so it gave firm and tangible support to the
work of all its examiners over the years, especially the current
panel and its convener, and also to the 1300 or so doctors who
have been passing this examination each year,'8 who will now be
increasingly at an advantage in NHS and professional appoint-
ments.

Although the RCGP has no authority by itself to introduce this
reform, its policies carry great weight and in the past most of its
recommendations have eventually been adopted by the NHS. It is
now likely to be only a matter of time before this comes into
effect generally. In 1990, Devon Family Health Services Author-
ity reported that 83% of all principals in east Devon qualified
after 1975 held the MRCGP'9 and currently 75% of new princi-
pals of all ages throughout Devon do so. All new NHS principals
in Northern Ireland now hold the MRCGP.
Thus 1993 is a landmark year: it marks the point when the

general practice educational bodies reached consensus on the
principles of assessment of vocational training, based on objec-
tive examination external to the trainer and the practice. Much
remains to be done as far as details and means of implementation
are concerned, but the principle of individual endpoint assess-
ment of all vocational trainees has arrived at last.

DENIS PEREIRA GRAY
General practitioner, Exeter
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Bronchodilators: wrong for the lung in the long
run?
THE possible adverse effect of bronchodilators on the prog-

nosis of asthma and chronic bronchitis is a topical subject.
However, long-term studies on this subject are scarce. Some
have appeared in the last few years and their results do not seem
to justify the fear among patients and doctors about the use of
bronchodilators. Several publications have pointed to the possi-
ble adverse effects of these drugsl-9 but none has proven that
bronchodilators are dangerous in the long run. This editorial dis-
cusses the sense and nonsense of the possible deleterious effects
of bronchodilators in the treatment of asthma and chronic bron-
chitis in general practice.

There have been both epidemiological studies and clinical tri-
als published on the subject. In several epidemiological studies
an association was found between beta2-adrenergic drugs and
asthma mortality: the first association was observed between

fenoterol and asthma mortality in New Zealand in the period
1977-87.1-3 This finding was extended to other beta2-adrenergic
drugs in a recent study from Canada.4 However, these epidemi-
ological studies cannot provide evidence for a causal relation-
ship, that is, that the bronchodilators themselves were the cause
of increase in asthma mortality. It is probable that overdepen-
dence on the beta2-adrenergic drugs delays the use of necessary
anti-inflammatory agents and might therefore be a cause of asthma
mortality.
The only way to prove the deleterious effects of the broncho-

dilator itself is to perform clinical trials in which the treatment
regimen is randomized. In such a clinical trial the outcome para-
meter can never be asthma-related death. Apart from obvious
ethical reasons, the incidence of fatal asthma is so low that thou-
sands of asthmatic patients would have to participate in a trial
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