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SUMMARY
Background. Summative assessment of general practition-
er registrars is to be introduced in September 1996, one
component of which will be a report by the trainer.
Standards must be set and guidance provided as to the
most appropriate ways of obtaining evidence for the train-
er's assessment.
Aim. The first aim of this study was to set consensus mini-
mum standards for 30 items that are likely to form the con-
tent of a trainer's report; the second aim was to provide a
consensus view on the most appropriate methods of
assessment to be used by trainers.
Method. A consensus conference was held in March 1995
during which the 30 items were discussed by a group of 30
general practitioners, of whom 27 were experienced train-
ers. This resulted in a draft document that was circulated to
the conference attenders and other experts for consulta-
tion.
Results. Draft minimum standards were produced for all 30
items after the consensus conference with a mean of 2.5
standards for each item. Of those involved in the consulta-
tion exercise, 82% replied. Most of the revisions suggested
at this stage were of a minor nature; the only major revision
was to divide one item into two, resulting in a final total of
31 items. All but one of the 80 standards could be assessed
by direct observation; 41 (51%) could be assessed by tutori-
al-based discussion and 61 (76%) by methods specific to
that standard. Trainers or their practice partners were
viewed as acceptable sources of evidence for all items and
hospital consultants and primary health care team members
were viewed as acceptable forjust over half of the items.
Conclusion. Standards for use by trainers when providing a
general practitioner report for the summative assessment
of registrars have been developed by consensus confer-
ence and have been subjected to review by consultation.
Acceptable methods by which registrars could be assessed
against these standards, and suitable personnel who could
provide evidence, have also been suggested.
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Introduction
SUMMATIVE assessment is to be introduced for general prac-

titioner registrars completing their vocational training after 1
September 1996. The four-part package will include an overall
assessment by the trainer. ' Currently the only formal recognition
of an overall assessment of the general practitioner registrar by
the trainer consists of a signature on a form that denotes satisfac-
tory completion of the training year in general practice.
However, there is no uniform set of standards against which reg-
istrars are assessed throughout the UK. This form does not clari-
fy which aspects of the registrar's performance are being
assessed (the content of the assessment) and the level of perfor-
mance necessary for registrars to pass the assessment (the refer-
encing of the assessment). If a more satisfactory system is to be
adopted for summative assessment then it is necessary for the
content to be clarified and suitable standards to be set.2 The prob-
able contents of a trainer's report are described in an accompany-
ing paper.3 The present paper considers the setting of suitable
standards.
Two conditions are essential for setting suitable standards.

First, the method of standard setting must be fair and unbiased
(the standards should be set by an adequate number of judges
who are knowledgeable, some of whom are experts or leaders in
the field).4 Secondly, the most appropriate standards should be
set. Because the principal function of summative assessment is to
identify those general practitioner registrars who are not ready
for independent general practice, the most appropriate standards
would be absolute standards set at a level which represents the
minimum level acceptable for independent general practice.

Although methods for setting absolute standards for written
examinations are well established,56 little information is avail-
able about the best methods for setting such standards for a sys-
tem such as a trainer's report. The essential requirement here was
to develop consensus minimum standards, so a method was
selected that lends itself to the development of consensus stan-
dards and which has been used in the setting of clinical
standards7 - a consensus conference followed by a consultation
exercise. This method could also be used to develop consensus
views as to what forms of evidence would be acceptable for
completing the trainer's report.
The present study is the second phase of a three-phase project

designed to determine what aspects of the general practitioner
registrar's skills, attitudes, knowledge and practice can be
assessed validly and reliably by a structured trainer's report. The
first part of this project is reported in an accompanying paper.3
The first aim of the present study was to set consensus mini-

mum standards for those items that are likely to form the content
of a trainer's report for summative assessment of general practi-
tioner registrars. The second aim was to provide a consensus
view on the most appropriate methods to be used by trainers to
obtain the necessary evidence on which to base their assessment.

Method
The 30 items which form the basis of this exercise were chosen
from a survey of a sample of trainers throughout the UK.3
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Standard setting was undertaken in two stages: first, a consensus
conference was held; secondly, the outcome of this conference
was fed back to the conference attenders and also to a number of
other experts whose views were considered crucial in the setting
of minimum standards for independent general practice.

Consensus conference
Regional advisers in the UK were asked in December 1994 to
nominate two experienced trainers from their region to attend a
consensus conference, and the first trainer named was invited to
attend the meeting. If there was any doubt about the first named
trainer's ability to attend, the second was also invited. A total of
27 trainers attended representing 21 regions (19 civilian and two
armed forces regions) out of a possible 27 regions. A representa-
tive of the loint Committee on Postgraduate Training for General
Practice also attended. Following a consultation meeting in
February 1995, general practitioner registrar representatives were
also invited: five expressed an interest and two attended.
The conference took place in March 1995. Before the meeting,

delegates were informed of the aims of the conference.
Following a brief introduction, the 30 delegates were divided
into 10 groups of three; no group contained representatives from
the same region. Each of the 30 items was considered by three
groups, with each group considering an item for 30 min. Each
group considered a total of nine items. There was no consistent
pattem in the order in which groups followed each other.
The groups were asked to write their conclusions on a work-

sheet; this was passed on to the next group considering the item
until all three groups had written their conclusions. If a group
was the second to consider an item, it was suggested that they
look at the item afresh for most of the allotted time, and use only
the last few minutes to copsider the conclusions of the previous
group. The third group considering an item was instructed to
look at the item afresh for the first 15 min, and to use the last 15
min to consider the conclusions of the first two groups before
writing down their own. To encourage this process, the four
members of the steering committee (the authors of this paper)
moved from group to group, although they did not take part in
the standard setting.
Once the conference was completed the conclusions of the

groups were drawn together by N J to produce a first draft for
circulating during the consultation phase. These were reviewed
by all members of the steering committee before circulation.

Consultation phase
Two groups were involved in the consultation phase: all 30 con-
ference delegates and 26 experts in the field.
The first group was asked to consider in particular the nine

items that they had looked at in detail on the day of the confer-
ence, to consider the other 21 items, and to make any other com-
ments on the draft standards that they wished.
The second group, experts whose views were considered to be

essential in the setting of minimal standards for independent gen-
eral practice, consisted of all regional advisers (except one who
is on the steering committee for this project, and one who attend-
ed the consensus conference), the chairman of council of the
Royal College of General Practitioners and the chairman of the
Joint Committee on Postgraduate Training for General Practice.
They were asked to comment on all of the draft standards and to
make any other comments that they wished.

Results
Consensus conference
By the end of the conference, conclusions were available for all
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30 items. For all items, it was possible to condense the conclu-
sions into a maximum of four standards. These standards, along
with suggestions for evidence that could be used, were used to
form a draft trainer's report which was then submitted to the con-
sultation phase. This draft also contained general guidance for
trainers completing the report.

Consultation phase
A total of 46 replies (82.1%) were received, from all 30 confer-
ence attenders and from 16 of the 26 experts (61.5%). Of the 46
replies, 33 (71.7%) contained at least three comments.

Alterations were made if: a change was suggested consistently
in three or more replies; a change was suggested that made the
standard consistent with other standards without fundamentally
altering the original standard; a change was suggested that made
the standard clearer without fundamentally altering the original
standard. Alterations were not made if there was evidence that
the consensus view would not have supported such a change.

Outcome: standards
The only major modification was to divide one item into two to
enable clarification of the standards set; consequently, the final
version of the standards contained 31 items. No major modifica-
tions to the actual standards were proposed; a number of minor
alterations to the standards or to the suggestions for evidence
were included. In total, 80 standards were developed (a mean of
2.5 standards per item). The resultant trainer's report, listing the
80 minimum standards with which to assess the 31 items essen-
tial for independent general practice, is shown in Table 1. The
first five items comprise general clinical skills, the next four
comprise patient management skills, the next two assess clinical
judgement skills, the 12th item assesses communication skills
and the 13th focuses on personal and professional growth. Items
14 to 16 focus on organizational skills, and items 17 to 19 on
professional values. The remaining 12 items focus on specific
clinical skills, 10 on diagnostic skills and two on emergency care.

Outcome: assessment methods and sources of evidence
For each standard, guidance was given as to the most appropriate
methods of assessment. The methods fell into three broad cate-
gories, namely direct observation, tutorial-based discussion, and
methods specific to the particular item under consideration. All
but one of the 80 items (98.8%) could be assessed by direct obser-
vation; for example, joint consultation and videotaped consulta-
tions. Forty of the standards (50.0%) could be assessed by tutori-
al-based discussion; for example, using random case analysis and
case discussion. Sixty-one standards (76.3%) could be assessed
by specific methods; for example, notes review and review of
patient feedback.

Guidance was also given about acceptable sources of evidence
for assessment. Trainers or practice partners were viewed as
acceptable sources of evidence for all 31 items. A consultant was
considered acceptable for 17 items (54.8%), any primary health
care team member for 16 (51.6%), a nurse for 10 (32.3%), a
course organizer for four (12.9%), a family planning clinic
teacher for three (9.7%), a patient for two (6.5%) and a diploma
for two (6.5%). A community psychiatric nurse, the courts, a
family health services authority, a pharmaceutical adviser, a
pharmacist, the police, a practice manager, a previous employer
and a trained counsellor were viewed as acceptable sources of
evidence for one item each.

Discussion
The method chosen was designed to ensure that the standard-set-
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Table 1. Proposed trainer's report for summative assessment detailing the 80 minimum standards with which to assess the 31 items
essential for independent general practice.

Item - the doctor:

1. Can recognize common
physical, psychological
and social problems

2. Is able to examine each system
and each organ proficiently

3. Has the knowledge and
skills to deal with life
events and crises

4. Demonstrates a broad
knowledge of all aspects
of the appropriate use
of drugsb

5. Diagnoses and manages
acute emergency
situations appropriately

6. Includes the patient's beliefs,
ideas, concerns, expectations
and the effects of the problem
within his/her assessment

7. Undertakes examination with
appropriate consideration of
the patient's needs and feelings

8. Chooses appropriate
management for each problem
with the patientb

9. Provides appropriate care and
support for patients and their
families

10.Undertakes appropriate
examination (including
investigation)

1 1.Responds appropriately to
requests for urgent attendance
at patients

12.Demonstrates effective
communication skills
when dealing with patients

13.1s able to identify strengths
and weakness in his/her
performance

14.1s aware of his/her own
limitations, the skills of others,
and has ability to refer or
delegate appropriately

15.1s able to manage his/her
own time

Minimum standards (what would constitute failure) - the doctor:

Repeatedly fails to recognize:
Presentations of common, life-threatening illness
Patterns of presentation of common physical, psychological or social problems
Physical, psychological and social dimensions of presenting problems

Is unable to undertake successfully a comprehensive examination or an important piece of
examination

Repeatedly fails to:
Recognize or understand the importance of life events and crises to patients
Respond to life events or crises presented to him/her
Utilize the resources available to deal with such events'

Repeatedly prescribes inappropriatelyc
Is repeatedly unable to demonstrate a knowledge of drugs he/she prescribes and is unaware of
sources of such information

Is persistently unaware of the risks and regulations associated with controlled drugsd
Repeatedly fails to:
Diagnose life-threatening emergencies8
Treat life-threatening emergencies appropriatelyf
Cope personally with the stress of emergency situationsg

Repeatedly fails to:
Seek the patient's ideas, concerns, expectations, beliefs and the effects of the problem
Take into account the patient's ideas, concerns, expectations, beliefs and the effects of the
problem

Repeatedly proceeds with examination against the patient's wishes
Fails to take account of patient's dignity (including privacy), sensitivities (including sex, age
and culture), or discomfort

Repeatedly fails to:
Manage problems within consistently accepted good clinical practice'
Practise patient-centred medicinei

Repeatedly fails to recognize needs of families and carers
Is unaware of or repeatedly fails to utilize support agencies (including PHCT members)
Repeatedly fails to perceive the impact of illness on members of the patient's family
Repeatedly neglects to undertake a comprehensive examination or an important piece of
examination (including investigation) when indicated
Repeatedly undertakes unjustified examination
Repeatedly fails to attend medical emergencies within a reasonable timek
Has no understanding of what conditions may present urgently or require urgent management

Repeatedly fails to:
Create rapport with the patient'
Clarify the patient's reason for consulting
Convey information to the patient on his/her assessment and management plan that enables
the patient to understand what is being saidm

Makes the same mistakes repeatedly to the detriment of patients and is unable to recognize
problems within himself/herself that lead to these mistakes

Is persistently unable or unwilling to change his/her behaviour to prevent such mistakes when
the causes are made known to him/her

[Doctors] assessment of his/her own limitations is persistently different from the assessment
made by others, with the result that their own limitations are not recognized

Repeatedly fails to recognize or utilize appropriately the skills of others resulting in a marked
over- or under-use of these services.

Is repeatedly lateo to a level that causes persistent difficulty for others
Is persistently inflexibleP
Is persistently unable to balance the demands on his/her timeq

PHCT = primary health care team. 'lncluding material, personal or professional resources. blncluding actions, interactions, side effects, costs and
legal aspects. clncluding failure to use relevant drugs, failure to use appropriate doses/preparations/quantities, failure to review long-term treat-
ments, having no recognition of potential side effects or interactions, having no recognition of drug costs. dlncluding dependency and legal
obligations. 'Including obtaining sufficient information, carrying suitable diagnostic equipment. flncluding carrying suitable emergency drugs,
formulating appropriate management plans to include admission/referral when necessary. gSee also item 11. hIncluding care of chronic prob-
lems. 'In particular, failing to assess appropriately the presenting problems, failing to consider appropriate range of management options, failing
to check on drugs reactions. 'In particular, communicating/negotiating with patients/families, discussion of long-term implications of diagnosis
and treatment with the patient. kIncluding failure to ensure that he/she is contactable, failure to communicate effectively with the person request-
ing help, failure to assess the condition appropriately, failure to act appropriately. 'Including listening, explaining and noticing patients cues.
mIncluding the use of language tailored to the particular patient. "In particular, other PHCT members, hospitals, social services. OIncluding start-
ing surgeries, starting tutorials, completing administration. Plncluding the management of urgent calls, the management of complex problems
that arise in consultations. Ilncluding personal versus professional demands, priorities withint working time.
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Table 1 (continued). Proposed trainer's report for summative assessment detailing the 80 minimum standards with which to assess the
31 items essential for independent general practice.

Item -the doctor:

16. Understands the obligations
of a GP according to the NHS
contract and regulations

17.Possesses and applies
ethical principles

18. Is able to maintain his/her own
physical and mental health to
a level that enables him/her to
discharge the duties of a GP

19.1s willing to accept appropriate
responsibility for patients,
partners, colleagues and others

20.1s able to undertake the
following aspects of examination
proficiently and interpret the
findings:
Mental state

Auriscope

Ophthalmoscope

Sphygmomanometer

Stethoscope

Peak flow meter

Vaginal examination

Vaginal speculum

Cervical smear

Rectal examinationt

21.1s able to undertake the
following techniques proficiently:
Intravenous injection

Intramuscular or
subcutaneous injection

Minimum standards (what would constitute failure) - the doctor:

Demonstrates behaviour that would put himself/herself at risk of disciplinary action by the
GMC/health authority/health board/armed forces equivalent or at risk of a civil negligence
procedure' or unethical behaviourb

Repeatedly fails to recognize behaviours that would put him/her at risk of disciplinary actionc
Repeatedly breaches the accepted codes of professional behaviour to a level that puts
him/her at risk of disciplinary action by the GMC or by the armed forcesd

Is persistently unaware of the published ethical guidelines"
Has a physical or mental illness or a habitf which seriously interferes with the provision of
effective clinical practice and which he/she is unable or unwilling to control

Repeatedly fails to ensure that patient care is not prejudiced by his/her absence without good
reasong by failure to communicate with others or by limitations in his/her own performanceh

Repeatedly abuses patients, staff, colleagues'
Repeatedly violates his/her contract of employment

Is repeatedly unable to take a mental. health history/examination that allows identification
of risks of harm to patient or others'

Persistently fails to maintain equipment in good working order
Is repeatedly unable to examine the eark
Repeatedly fails to recognize common ear complaints
Persistently fails to maintain equipment in good working order
Is unwilling to recognize the value of ever using the ophthalmoscope
Is repeatedly unable to use the ophthalmoscope to examine the eye'
Repeatedly fails to demonstrate an understanding of the limits of his/her competencem
Is repeatedly unable to use the sphygmomanometer correctly"
Is repeatedly unable to apply the findings to clinical practice
Repeatedly fails to use the stethoscope correctly0
Repeatedly interprets findings incorrectlyP
Fails to use the correct equipment
Repeatedly fails to teach patient how to use the meter correctly
Repeatedly fails to use or is unable to use appropriate charts to interpret results correctly
Is repeatedly unable to apply the results to clinical practice
Is unable to undertake bimanual examination
Is unable to describe findings systematically
Repeatedly misinterprets the findingsq
Repeatedly fails to use a clean speculum of appropriate size and to use gloves
Repeatedly fails to insert and remove speculum into/from vagina comfortably
Repeatedly fails to visualize cervix
Repeatedly misinterprets findingsr
Has no understanding of technique required to obtain adequate samples for cervical cytology
Fails to use a fresh spatula or brush for each patient
Fails to position the spatula/brush in the cervix correctly
Fails to put specimen onto slide and fix correctlys
Is unable to undertake rectal examination
Repeatedly misinterprets the findingsu

Fails to check that the drug administered is correctv
Fails to use the appropriate aseptic techniquew
Repeatedly fails to place the needle within a vein
Has inadequate knowledge of diagnosis and management of anaphylaxis
Fails to check that the drug to be administered is correctv
Fails to use appropriate aseptic technique, including correct sites to be usedw
Has inadequate knowledge of diagnosis and management of anaphylaxis

GMC = General Medical Council. 'in particular negligence, including failure to visit. bIncluding prescribing/Dangerous Drugs Act regulations,
record keeping, fraud, dishonesty. cSee also item 17. dIn particular confidentiality; sexual behaviour; racial, sexual or religious discrimination;
respect for colleagues; ethics of research. eGood medical practice GMC 1995. fIncluding addiction to drugs or alcohol. gincluding visits, surgeries.
hIncluding failure to refer, failure to follow up. 'Including verbal, physical, psychological abuse. 'In particular depression with suicidal
ideation/intent, psychoses, confusional states. kIncluding preparing patients of all ages, visualizing the external auditory meatus and tympanic
membrane. 'Including preparing the patient and the room, visualizing the fundus. 'Including visualizing the optic fundus and interpreting the find-
ings. "Including the use of appropriate size cuff, placing of cuff, stethoscope, patient and GP, distinction between phase IV and V sounds.
OIncluding correct positioning for auscultation of chest, heart, abdomen. PSee also items 7 and 12. 'Including failure to detect signs of major
abnormality/illness; see also items 7 and 12 and items on vaginal speculum and cervical smear. rlncluding failure to detect signs of major abnor-
mality/illness; see also items 7 and 12 and items on vaginal examination and cervical smear. 'See also items 7 and 12 and items on vaginal
examination and vaginal speculum. tDoes not include proctoscopy. 'Including failure to detect signs of major abnormality/illness; see also items
7 and 12. vlncluding dose and expiry date. wlncluding needle disposal; see also items 7 and 12.
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ting exercise was fair and that bias was minimized. The presence
of delegates at the consensus conference from more than three
quarters of the areas served by a regional adviser (21 out of a
possible 27) reduced the chance of a regional bias. Because all of
the trainer delegates were experienced trainers, and because the
majority of experts invited become involved in the consultation
phase, the requirement for the standards to be set by an adequate
number of judges who are knowledgeable (some of whom are
experts or leaders in the field)4 was addressed.
The method was also chosen to ensure that the standards set

were absolute rather than relative, and that they were minimum
rather than optimal. All delegates at the consensus conference
were informed before the meeting that they were being asked to
set standards that represented the minimum standards for inde-
pendent general practice. They were reminded of this again both
during the introduction to the conference and on the worksheets
used during the day. Observation of the group discussions
demonstrated that the groups did focus on minimum standards
and avoided trying to set optimal or gold standards.

Multiple small groups were chosen to undertake the standard-
setting for a number of reasons: to encourage all members of the
groups to contribute, to reduce the chances that the standards set
might be heavily influenced by particularly dominant members of
the group and to minimize the chances of delegates losing interest
by spending too much time on any one standard. Observation of
the groups suggested that these aims were achieved.

Although the use of consensus conferences and consultation
exercises for the purposes of standard setting can be criticized,8
in the field of minimum standards for general practice, little evi-
dence is available about appropriate standards. This approach
offers a starting point against which further attempts at standard
setting can be compared.
By the end of the consensus conference, minimum standards

for all items had been proposed by each of the three groups
working on that item, and it became obvious that there was wide-
spread agreement for most items. This meant that the first draft
of the standards contained no more than four minimum standards
for any one item. The main risk of using a single observer to
write the first draft of the standards is that individual bias may be
introduced. On the other hand, it maximizes the chances of con-
sistency between standards.
A high proportion of those contacted for the consultation

phase responded. Most responses were detailed, suggesting that
the standards had been considered carefully. Specific criteria
were used to decide which alterations should be included in the
final document; only a few minor changes, and no substantial
changes, were made to individual standards. Most of the changes
were directed at the layout of the document. This supports the
validity of the standards proposed.

Assessment of general practitioner registrars by their trainers
produces a number of dilemmas. Two in particular are highlight-
ed by this'study. The first concerns the number of observed
errors that should cause an individual to fail a particular item,
and thereby, the trainer's report. What is of most concern is
unsatisfactory performance that is likely to continue once a regis-
trar enters independent practice; this is most likely to happen if
the unsatisfactory behaviour happens repeatedly during the train-
ing year. Conversely, registrars should not be failed on the basis
of a single occurrence. As a result, most of the standards contain
the words 'persistently' or 'repeatedly'. This not only means that
trainers will need to exercise judgement, but also that they may
have to observe a registrar on a number of occasions in order to
make their assessment on each item of the report. There is no
doubt that the need for adequate assessment will require a con-
siderable amount of time, particularly as much of this assessment
will need to be undertaken by direct observation.

The second concern is how each trainer will interpret a partic-
ular standard. The use of the word 'appropriate' reflects again
the need for judgement by the trainer. Consequently, within the
guidance provided with the report, trainers are strongly advised
to discuss their interpretation of the standards with fellow train-
ers in local trainers' groups and, if doubt persists, with their
regional adviser.

Both of these difficulties emphasize the necessity for trainers
to make judgements; although guidance can be provided and
standards set, it is crucial that the chances of erroneous judge-
ments are minimized. This will require a systematic quality
assurance programme that will allow review of the decisions
made by trainers whenever a registrar fails (to minimize the
chance of false positives) and also, on occasion, review of the
decisions made by trainers when registrars pass (to minimize the
chance of false negatives). Such a system will need to be accept-
able to general practitioner registrars, trainers and the public.
The results of this exercise offer a set of minimum standards

for those aspects of independent general practice judged most
important by general practitioner trainers. Although they have
been subjected to a formal consultation exercise, it is to be hoped
that they can be further refined, both by formal testing (of feasi-
bility and reliability) and by peer review, to ensure wide support
throughout the profession.

References
1. Joint Committee on Postgraduate Training for General Practice.

Report 1993. London: JCPTGP, 1994.
2. Newble DI. Guidelines for the development of effective and efficient

procedures for the assessment of clinical competence. In: Newble D,
Jolly B, Wakeford R (eds). The certification and recertification of
doctors. Cambridge University Press, 1994.

3. Johnson N, Hasler J, Toby J, Grant J. Content of a trainer's report for
summative assessment in general practice: views of trainers. Br J
Gen Pract 1996; 46: 135-139.

4. Bowmer I. Standard setting in certification tests. In: Newble D, Jolly
B, Wakeford R (eds). The certification and recertification ofdoctors.
Cambridge University Press, 1994.

5. Angoff WH. Scales, norms and equivalent scores. In: Thorndike RL
(ed). Educational measurement. Washington, DC: American Council
on Education, 1971.

6. Ebel RL. Essentials ofeducational measurement. Englewood Cliffs:
Prentice-Hall, 1972.

7. Glaser EM. Using behavioural science strategies for defining the
state-of-the-art. JAppl Behav Sci 1980; 16: 79-92.

8. Farmer A. Setting up consensus standards for the care of patients in
general practice [editorial]. Br J Gen Pract 1991; 41: 135-136.

Acknowledgements
We are grateful to those who took part in the consensus conference: P
Lane, M McGhee, A Barker, A Robinson, C Halliday, C Matheson, G
MacKinnon, J Schofield, R King, S Law, G Lawrenson, A Rogers, B
Ormston, J den Bak, R Bethel, G Boulos, A Membrey, I McLean, S Lazar,
J Oubridge, R Milne, W Patterson, M Rhodes, A Dunn, A Brzezicki, T
Vell, K Emerson, J Allen, A Watson and A Wilkinson. This project is
funded by a grant from the Department of Health, but the views expressed
in this paper are entirely those of the authors and do not necessarily repre-
sent those of the Department of Health.

Address for correspondence
Dr N Johnson, The Medical Centre, Badger's Crescent, Shipston-on-Stour,
Warwickshire CV36 4BQ.

144 British Journal of General Practice, March 1996


