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tunity, in that many ex-trainees are now
principals in local practices; clearly, their
referral patterns have changed.

Frequently, busy general practitioners
will spend two or three minutes phoning the
department to refer patients or request an
immediate appointment, and this is always
'rewarded' (subject to the patient's
informed consent) with a detailed report of
management, microbiological diagnosis,
and (where appropriate) whether a partner
has been treated simultaneously. This has
been found to be a very effective means of
communication, while protecting the
patient's absolute rights of confidentiality,
which are defined by parliamentary statutes.
The key issue in communication is

understanding and a commitment to share.
Perhaps if more vocational training
schemes had the opportunity for SHO
appointments in genitourinary medicine, a
wider perception might be achieved. This
would increase the understanding of the
importance of preventing the re-infection
of gynaecological infection, and of con-
tact-tracing in disease control in popula-
tions. There could be a much greater
awareness of the very large numbers of
patients with dangerous genital tract infec-
tions who have no apparent symptoms.

Such communication and understanding
may increase the benefit to both the indi-
vidual patient and the young adult popula-
tion. Should this be achieved, surely it
would produce a significant contribution to
the Health of the Nation targets.2
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The methodological quality of
megatrials

Sir,
In his discussion of the methodological
quality of megatrials, Bruce Charlton (July
Journal p 429) should have taken more

time to study the content of our paper on
the type and quality of randomized con-
trolled trails (RCTs)l before dismissing it
as an example of a 'generalized interpreta-
tive approach based on statistical criteria
and checklists'.2 It is a far more robust
approach than he suggests.

Empirical studies have demonstrated
that bias (systematic error) is greatest
when inadequate randomization occurs, in
the form of defective or unclear conceal-
ment of treatment allocation.3 The conse-
quence is that poorly randomized trials
yield exaggerated treatment effects of
between 30% and 40% when compared
with properly randomized trials. These less
rigorous studies are more likely to result in
'false positive' or exaggerated claims of
efficacy (concluding that there is an effect
when in fact there is not).3

In contrast, Charlton cites his own, non-
empirical work when suggesting a 'knowl-
edge of the identity and importance of spe-
cific interfering causes' in the interpreta-
tion of an RCT. He presumes that it is
always possible to identify such causes
when in clinical settings this is frequently
not possible.4 For this reason, criteria have
been developed as a check against selec-
tion, performance, exclusion and detection
biases in RCTs.5
While acknowledging that there is no

perfect method in the assessment of RCT
quality, it seems that the method adopted
by the Cochrane Collaboration and used in
our study has the benefit of being valid,
clear and straightforward.S
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Is there evidence that
megatrials are based on a
methodological mistake?

Sir,
In his discussion paper (July Journal,
p 249) Bruce Charlton advises us of the sub-
stantial problems with megatrials. There
may well be such problems, but we are
concerned about the lack of evidence he
uses to support his argument. In particular,
Charlton provides no evidence to support
his notion that the conduct (and presum-
ably reporting) of megatrials are somehow
worse than for smaller trials. We are not
aware of any evidence to support this
viewpoint. Furthermore, the paper takes up
almost three pages and nowhere is there a
definition of a megatrial. Does Charlton
define a megatrial as one involving 500,
1000 or 3000 patients?
Although it is important to air view-

points, there is evidence to indicate that
opinion can lag behind the evidence by up
to 10 years.' We wonder whether this is
another example.
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Summative assessment

Sir,
I read with interest Campbell's and
Murray's article on summative assessment
(July Journal),' yet I cannot see how they
came to the conclusion that registrars who
failed were not competent to enter general
practice. If this assessment is to identify
registrars who fall below the standard for
minimal competence, then there needs to
be a definition of what minimal compe-
tence is. The authors obviously failed to do
this with the MCQ paper from the Royal
Australian College of General
Practitioners, despite the use of the Angof
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technique, as they had to alter the pass
mark after the papers had been marked
because their first pass mark failed 50% of
those who took the assessment. Campbell,
Howie and Murray stated that paper-based
assessments, including MCQs, are not
good predictors of actual performance.2
The authors state that there needs to be

further validation of the audit project, so
they did not refuse a certificate on the
grounds of an unsatisfactory audit.
The video assessment caused most of

the registrars to fail, yet this is a very sub-
jective form of assessment, as Campbell,
Howie and Murray pointed out, since
'assessors showed limited agreement on
the individual components of rating
scales.'2 Yet this paper concluded that
most of the unsatisfactory trainees were
identified by observing their behaviour in
consultations.

I watched with interest as the registrars
took summative assessment in September;
they tell me that it is ruining their registrar
year as about 50% of tutorial time is spent
in discussing summative assessment and
how they are going to pass. They say that
they are developing two consultation
styles: one for the video sessions and one
for when they have to see a similar number
of patients as the partners.

I feel that if this process is to become
mandatory then we need some objective
measures of competence, otherwise we are
going to exclude registrars who are poor
performers in exams but are not necessar-
ily incompetent. We have to be careful that
the time this assessment takes does not
mean that registrars are not as well edu-
cated in general practice at the end of the
year as they were before the assessment
was introduced.
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Sir,
In their paper on summative assessment,
Campbell and Murray list six criteria for
assessing audits in the practical component
(July Journal, p 412).1 As audit assessors
in the West of Scotland we believe that two
of the criteria are inaccurate or misleading.
They quote, 'the cycle should be com-

pleted if possible' as one of the criteria. If
completion of the cycle means a collection
of data, interpretation and proposals for
change, it was agreed by the group of
assessors that this was essential. If it
means a second collection of data and evi-
dence of change, this was never envisioned
and certainly not even required for the pur-
pose of summative assessment.
They also state that 'the audit should be

of educational value.' This has never been
one of the criteria used in assessing audits
for summative assessment in the West of
Scotland.

Perhaps they should remember that, in
this context, audit is being used for assess-
ment, not education.
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PhD, MSc and MD degrees

Sir,
I agree with JDM Douglas's comments
(Letters, July Journal) on Bruce Arrol's
previous letter,2 in which he suggests that
the MD in general practice should be
supervised or be replaced by the PhD or
the MSc, both of which are usually super-
vised.

It should be emphasized that, in the
UK, the MD is not just a pass degree, as in
many other countries; but there is no way
of telling by the letters MD alone whether
the degree was obtained by examination
Qr by thesis (as is usual in this country).
One way would be to add 'UK' to an MD
gained in this country: MD(UK). I
obtained my MD in 19583 without any
help or supervision whatsoever, and the
first doctor to read my thesis was the
examiner.
On 28 February 1968, Professor Sir

Melville Arnott, at that time Professor of
Medicine at Birmingham, wrote to me
expressing his feelings towards the MD
thesis in general, and I have had his per-

mission to quote the conclusion to his
letter:

I would emphasize that the MD is
regarded as a senior doctorate to the
PhD. The candidate is expected to find
his own problem and to work it out and
present his thesis without securing prior
approval of the subject or programme
of work. It is judged solely on its scien-
tific and scholastic merit, and I feel sure
there is considerable scope in general
practice for the provision of useful the-
ses of this nature. The degree does not
have a vocational significance in the
same sense as a membership of your
college or the MRCP. It, however,
seeks to recognize scientific and
scholastic excellence.

In my young days, I used to be a moun-
taineer and rock climber, and almost
invariably climbed alone - I preferred it
that way. In some ways, it was like writing
an MD thesis. Writing an MD thesis alone
and without help is a great achievement
and creates greater self-confidence than if
it had been written under supervision. The
experience of writing an MD thesis in this
way cultivates curiosity and an obstinate
determination to pursue a task, however
difficult, to its ultimate conclusion.
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Detecting psychiatric illness

Sir,
Hannaford's and colleagues' paper (June
Journal) evaluating the effect of an educa-
tional programme on general practitioners'
ability to detect psychiatric illness is of
great interest in that it demonstrates the
ability of the programme to modify behav-
iour in a selected population of interested
practitioners. Whether these results are
generalizable outside the volunteer group
is open to question.
The question the paper does not address,

however, is whether the change in behav-
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