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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.

RICHARD WEST

30 Haselmere Close
Bury St Edmunds
Suffolk IP32 7JQ
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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.

CHRIS JOHNSTONE

29 Glasgow Road
Paisley
PAl 3PA

MAIRI SCOTT

The Cairntoul Practice
9 Cairntoul Drive
Glasgow G14 OXT
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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.

WO WILLIAMS

103 Saunders Way
Sketty
Swansea
West Glamorgan SA2 8BH

References
1. Douglas JDM.General practice research.

[letter]. Br J Gen Pract 1996; 46: 439-440.
2. Arrol B. General practice research. [letter].

Br J Gen Pract 1996; 46: 124.
3. Williams WO. A clinical epidemiological

study of Bornholm disease. MD thesis.
University of Wales, 1958.

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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iour is of any benefit to the patients. It is
widely acknowledged that up to half of all
cases of depression are not diagnosed in
primary care, but depression in primary
care is known in general to be mild' and,
as a result, the significance of undiagnosed
depression as a public health problem has
been questioned by Coyne.2 He contends
that most cases of missed depression in
primary care are so mild that they result in
little disturbance of social functioning, and
can be categorized with those types of
depression that have not been demonstra-
ted to respond to treatment. Moreover, he
suggests that these cases would no longer
qualify as major depression under the
DSM IV criteria, which incorporate
impairment criteria into the diagnosis. The
use of the Hospital Anxiety and
Depression (HAD) threshold score of
eight, while having satisfactory sensitivity,
is regarded by the originators as a border-
line score and is bound to capture patients
with the mildest degrees of depression.
While there is some evidence that

improving detection rates among general
practitioners has a beneficial effect on out-
come of depression, other studies have
failed to replicate this. In his study,
Dowrick suggested that one of the expla-
nations for the negative outcome was a
failure to initiate adequate treatment
despite a knowledge of recommended
dosage schedules.3 Donoghue reports that
up to 88% of depressed patients treated in
primary care with tricyclic antidepressants
may be underdosed.4 Patients who are
readily recognized by GPs as suffering
from depression are likely to have a
greater severity of illness, and are there-
fore more likely to benefit from appropri-
ate treatment. It is probably more impor-
tant to direct educational campaigns to
ensure confident diagnosis of moderate to
severe depression and to improve effective
dose and duration of treatment.

MICHAEL MOORE

Three Swans Surgery
South and Western Region Research General
Practice

Salisbury
Wiltshire SP1 lDX
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Continuing medical education
(CME) in mental illness: a
paradox for GPs

Sir,
From the perspective of a CME tutor and
GP academic, Singleton's and Tylee's
revealing article (June Journal) was both
thought-provoking and disturbing. I would
support their conclusion that encouraging
learner-centred education in primary care
presented various paradoxes: central to this
debate is the truism that encouraging
learners to define their own learning needs
means that they will only take up a
planned educational package if it is per-
ceived as meeting their requirements. This
is a potential source of frustration to those
who may feel they have an important mes-
sage to deliver, be they local cardiologists,
AIDs awareness facilitators, or Health
Commission managers.
The issue of 'access' in the data given

does not address the position of CME
tutors who themselves are committed to an
andragogic approach, but it may be for this
reason that providers of education (in this
case, the RCGP Mental Health Fellows)
cannot expect CME tutors to be able to
guarantee delivery of any programme to
their autonomous peers. In addition, I per-
ceive the following factors to be relevant:
*Apparent 'non-cooperation' by CME

tutors may have been a consequence of
the barriers to implementing innovative
educational programmes at a local level:
the authors do not present data on this

* There is as yet no coherent approach to
CME on a national basis, and CME
tutors may vary in their preference for
pedagogic or andragogic approaches

* Creating a new network with a declared
educational brief, such as the Regional
Fellows, is inevitably going to be seen
as 'outside' the CME tutor system

* The market research among CME tutors
prior to setting up this initiative, which
might have allowed more ownership and
less 'resistance', seems to have been
lacking

* CME tutors may form judgements about
educational initiatives based more on
origin than content

* Some difficulty may have arisen from
local 'competent and enthusiastic teach-
ers' feeling excluded from the Mental
Health initiative because their experi-

ence was not drawn on or recognized in
providing for the programme

* Barriers to taking responsibility for
one's own learning go very deep, and
personal facilitation may need to pre-
cede the uptake of educational packages
which require a GP to engage at a self-
critical and active level.
It may be that resourcing generic pro-

grammes of educational facilitation which
are truly learner-centred (portfolio learn-
ing, team-based multidisciplinary educa-
tion) would prove more fruitful than con-
tent-oriented campaigns (pedagogy mas-
querading as andragogy?), and working
through local providers and educators may
prove a key factor in the success of future
educational initiatives.

AMANDA HowE

Department of General Practice
Community Sciences Centre
Northern General Hospital
Sheffield S5 7AU

Improving the detection of
mental illness in general
practice

Sir,
Alastair Wright (June Journal) summa-
rizes the substantial problem of unrecog-
nized mental illness in general practice and
makes a number of suggestions for
improving detection rates.' One strategy
which he does not consider, however, is a
greater involvement of other primary care
staff. In the district of Epsom an education
package designed to improve mental ill-
ness detection rates has been provided to
both general practitioners and other pri-
mary care staff involved in the care of
patients. Prior to the introduction of the
package we carried out a survey to com-
pare the detection rates of anxiety and
depression by general practitioners with
those of other primary care staff. More
than 2500 patients from 10 practices took
part. Each participant was required to rate
the patient on a scale of 1-3, with 1 repre-
senting no anxiety/depression, 2, mild to
moderate anxiety/depression, and 3, severe
anxiety/depression requiring treatment.
This was compared with the score from a
patient self-administered Hospital Anxiety
and Depression (HAD) questionnaire.

General practitioners were slightly more
likely to make a correct diagnosis of
severe anxiety and severe depression, but
at the expense of diagnosing anxiety and
depression where there was none accord-
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