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SUMMARY. This is a report of selected aspects of
a larger study of 70 general practitioners. The
method involved a detailed study of perfor¬
mance over a period of three days using rating
scales and check-lists to assess competence. A
possible relationship between competence and
rate of antibiotic prescribing was found. There
was variation in the extent of psychiatric history-
taking when psychoactive preparations were

used. Advice about potential side effects was

given in only a third of instances when a psy¬
choactive preparation was prescribed for a new

episode of illness.

Introduction

TPHE Department of General Practice at Manchester
*. University has undertaken the task of assessing
vocational training for general practice. Various reports
on this assessment have already been published.1'3 As
part of this programme, a detailed assessment was made
of the performance of a group of 70 established general
practitioner teachers. The participating doctors were

volunteers who had assisted in an earlier aspect of the
assessment programme.

Rating scales and check-lists were used in the assess¬

ment of performance. These were completed by a

trained medical observer who sat in on the surgeries of
every doctor for three complete working days. A pre-
liminary report on the project and a later report dealing
with the methodology and containing the full rating
scales have already been published.4,5

In this paper we present some selected findings from
the assessment concerning the use of antibiotics and
psychoactive drugs.
© Journal of the Royal College of General Practitioners, 1983, 33,
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Method
Our general approach to assessment of the doctor's perfor¬
mance was based on Miller's use of the objectives model for
educational evaluation. Miller recommended a three-step pro¬
cess of definition of objectives, selection of teaching method,
and assessment. He divided competence into three domains.
cognitive (knowledge), psychomotor (skills) and affective (at¬
titudes).6
We used the broad definition of the general practitioner's

task provided by Thefuture general practitioner as a basis for
our objectives.7 This had already been expanded for earlier
research into vocational training.2 Further, more detailed
objectives were drawn up for this study utilizing studies of
morbidity and mortality statistics8*9 and job analysis.7'10 The
objectives were then translated into rating scales that could be
used in the consulting room to assess the doctor's perfor¬
mance. A panel of six general practitioners were asked to
comment on the scales, and minor modifications were made as

a result of their comments. Finally, the 70 general prac¬
titioners who participated in the study were invited to make
comments; this was done afterwards, to prevent possible
changes in performance during the study. There was general
agreement that the scales reflected competence in general
practice.
The rating method was tested in pilot work with 30 doctors.

Four of these doctors agreed to take part in a small study to
test the inter-observer reliability of the method. Owing to the
small numbers involved, it was unfortunately not possible to
analyse agreement in statistical terms. A three-day observation
period was chosen because we believed, from experience in the
pilot study, that within this time we would witness a sufficient
range of performance for completion of the rating scales.
Normal working days were selected for observation, and only
those events that might have invalidated comparison between
doctors were noted, such as any variations in workload, or

undue fatigue.
A questionnaire to test the doctors' reactions to the experi¬

ence was sent out after the study.
The sample of 70 general practitioners who took part was

selected from teachers of general practice in the Northern,
North-west and East Anglian regions. All doctors had taken
part in earlier stages of the research programme. Four doctors
who had earlier indicated willingness to participate refused
subsequently. In all cases the reason stated was changed
practice circumstances since the earlier approach.
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Somatic symptoms
Sleep disturbance
Fatiguability
Appetite and weight
Interpersonal relations

Mlfunfctidhfni
Subjective symptoms
Feeling of depression
Feelings of anxiety
Suicidal thoughts
Changes in concentration
Changes in motivation
Changes ih grsltrficatioh :

Figure 1. Rating scale for antibiotic use. Figure 2. Classification of psychiatric symptoms.

Areas of assessment

Use of antibiotics

Ideally, criteria for judging the correct use of antibiotics
should take into account objective evidence about the likely
outcome when these drugs are used. In general practice, and in
particular in this study when the final outcome of the consul¬
tation could not be used for making judgements, it is neces¬

sary to use the process of the consultation for assessing
competence. Figure 1 shows the rating scale for antibiotic use.

Thus if a doctor took a thorough history and performed a

reasonable examination, his prescribing of an antibiotic was

considered reasonable. The exception to this rule was the use

of antibiotics in gastroenteritis, since it is clear from the
available evidence that the use of antibiotics in gastroenteritis
does not cure patients more quickly and may possibly have a

deleterious effect.1 Doctors who prescribed antibiotics for
gastroenteritis were therefore penalized in the rating system.
Our criteria for what constitutes a 'thorough' history in

minor respiratory illness were necessarily broadly based. The
use of an antibiotic was considered reasonable if the doctor
had enquired about the duration of symptoms, associated
respiratory symptomatology, the current course of the illness,
and had examined affected areas. Penal ratings were given
mainly when history-taking was confined to the presenting
complaint or when no examination was performed.
An extra dimension to the rating scale was added when it

was discovered that some doctors, invariably those who
consistently took good histories and made thorough examina¬
tions, also explained to the patient why they were not prescrib¬
ing an antibiotic. This usually occurred when a patient
presented with a minor respiratory infection.

Use ofpsychoactive preparations
In this area, observation was concentrated on information
gathering in psychiatric symptomatology and personal and
social problems. Since this was recorded systematically at the
consultation, it was easy to relate information gathering to the
prescribing of a psychoactive drug. It had originally been
hoped to confine rating in this area to new presentations, but
this was unfortunately not possible. However, a comparison
of information gathering carried out both in new presenta¬
tions and follow-up cases showed that, although less infor¬
mation was in general gathered at follow-up, those doctors
that gathered more information in new cases consistently did
so at follow-up as well. It was therefore considered reasonable
to include follow-up cases for rating purposes.

Figure 3. The rating scale for psychoactive preparation
(five pointsl_._

Top rating (5 points)
The doctor makes a full exploration of psychiatric
symptomatology (usually covering at least half the
areas in the study classification and often more)
whenever he encounters a new psychiatric problem
for which he prescribes a psychoactive. preparation.
This is usually accompanied by a full exploration of
personal and social problems. When he is following up
patients being treated with psychoactive preparations,
he makes a thorough re-examination of psychiatric
symptomatology and any relevant personal and social
problems.
Bottom rating (1 point)
The doctor makes a scanty exploration of psychiatric
symptomatology (usually limited to one or at most
two of the areas in the study classification, or limited
to the complaints presented by the patient) and of
personal and social problems before prescribing psy¬
choactive preparations for a new case of psychiatric
illness. When be follows up patients on treatment with
psychoactive preparations, he may make little or no

direct enquiry about psychiatric symptomatology.
Points 4-2 are intermediate points between these de-
scriptions

Information about psychiatric symptoms was recorded in 11
areas using a classification derived from two established
inventories of psychiatric symptoms (Figure 2).1213 Figure 3
shows the rating scale for psychoactive preparations.
For analysis, the scales were considered to be ordinal rather

than interval.

Results

Table 1 shows the general statistics of the survey.

Assessment
The results of the assessment of competence in the use

of antibiotics and psychoactive preparations are illus-

622 Journal of the Royal College of General Practitioners, October 1983



G. Keele and /. Freeman

Table 1. General statistics of the survey.

Number % Range
70

83.7

Total number of participating
doctors

Total number of patients seen 5,880
during survey

Average number of patients
seen per doctor

Total number of consultations
at which antibiotics were

prescribed
Total number of consultations

at which psychoactive
preparations were prescribed

Total number of consultations
at which new prescriptions of
psychoactive preparations
were prescribed

Rates of old/new psychiatric
presentations

39-142

676 77.5 1.9-35.0%

534 9.1 1.1-21.4%

145 2.5

3.5-1.0

Table 2. Comparison between rate of prescription and rat¬
ing of competence.

Rating Mean prescription rate per 100 patients
18.9 (range: 10.8-35.2)
13.8 (range: 6.7-25.0)
14.2 (range: 8.1-30.0)
9.3 (range: 1.9-17.6)
6.0 (range: 2.6-13.6)

X27.89(df 4), P< 0.10> 0.05.

trated in Figures 4 and 5. On these scales, number 1
corresponds to the least competent rating and 5 to the
most competent rating. In the use of psychoactive
preparations the number of doctors is reduced to 65
because five doctors saw only one or two patients
requiring psychoactive preparations during the study.
This was considered too small a sample on which to base
an assessment.

Figure 4. Use of antibiotics (n = 70).

Figure 5. Use of psychoactive drugs fn = 65j.

Use of antibiotics
Since the number of antibiotic prescriptions issued and
the total number of patients seen were known, it was

possible to calculate a rate of prescribing of antibiotics.
This could then be related to the rating of competence
(Table 2). Another grouping of the results was made by
selection of those doctors at the extremes of the distri¬
bution of prescribing rate (outside 1 standard devi-
ation.that is, <5.0 and >18.0 per 100 patients) and
those doctors in the two sets of rating categories, 4, 5
and 1, 2, 3 (Table 3).
Use ofpsychoactive preparations
The relationship between the rate of psychoactive drug
use and competence is shown in Table 4.

Systematic recording of psychiatric symptoms pro¬
vided a means of quantifying history-taking at consulta¬
tions when psychoactive preparations were prescribed.
Thus, at new presentations of depression an average of
4.2 areas of symptoms were covered, and for new

presentations of anxiety the average was 2.2 areas. The
frequencies with which different areas of symptomato¬
logy were covered are set out in Figures 6 and 7. In
depression questioning about sleep disturbance took
place at 79 per cent of consultations, whereas questions
about suicidal thoughts and diurnal mood variation
were asked at only 9 per cent of the consultations. In
anxiety, sleep disturbance was covered at 41 per cent of
consultations and depression at 27 per cent. Questioning
about suicidal thoughts took place at only 4 per cent of
consultations.

Questionnaire
The questionnaire sent out after the study, to test the

experience, revealed somedoctors' reactions to the

624 Journal of the Royal College of General Practitioners, October 1983



G. Keele and J. Freeman

Table 4. Comparison between rate of prescription and rat¬
ing of competence.

Rating Rate of prescription per 100 patients
1
2
3
4
5

7.1 (range: 1.1-16.7)
5.9 (range: 1.4-10.0)

11.9 (range: 4.3-20.5)
10.5 (range: 2.9-19.6)
11.2 (range: 5.1-21.4)

X23.02(df 4), P<0.70>0.50.

degree of anxiety among the participants and the
opinion that working methods had changed. The mean

consultation time was 7.3 minutes per patient, which
compared with a stated time of 6 minutes. It is likely,
therefore, that the doctors were taking extra care in the
presence of the observer.not a surprising finding.

Discussion

In this study we attempted to assess some aspects of
competence in general practice by direct observation.
Before discussing the results, we must consider the use

of the word competence to describe the performance of
the doctor. The participants in the study expressed some

2 10

I 5 .illlii
1 2 3 4 5 6 7

Number of areas of psychiatric symptoms
elicited per case

Figure 6. New presentations of depression
(n = 62).

Figure 7. New presentations of anxiety (n = 83).

5 15

10 ¦iii,.
0 12 3 4 5 6
Number of areas of psychiatric symptoms
elicited per case

disquiet at this in discussions that took place after the
project. It was thought that Competence' was a loaded
term and that its use implied that a doctor would be
incompetent if his performance were rated poorly on the
scales. The word skill was considered to be a better
term, with more neutral connotations. In reply, we

would say that no attempt was made to define criteria of
acceptable performance. (In the current state of devel¬
opment of assessment procedures it would clearly be
premature to do so. The Royal College of General
Practitioners is moving towards a method of observa-
tional assessment but, by their own admission, there is a
long way to go before clear criteria will emerge.)14 In
this context, competence is intended as a neutral term.
We do, of course, recognize that the scales are presented
in terms of performance that are defined as better and
worse. However, the explicit nature of the scales should
enable readers to make an independent judgement
about their relevance to general practice and whether
the individual points on the scale are better or worse

than others.
There is another point about the use of the term

competence. In observing performance it is not always
possible to distinguish the components of competence
that are part of that performance. For example, knowl¬
edge, skills and attitudes are all displayed in the consul¬
tation when the doctor gathers information. In some

instances it may be knowledge that determiijies his line
of history taking, in others the guide may be skill or

attitude. Thus it is probably better to use the broad term

competence than skill, which we regard as denoting a

restricted aspect of competence.
Before discussing specific points it must be stressed

that we considered the standards of practice seen in this
study to be of a high order. This paper takes a selective
view of the aspects of competence in which we consid¬
ered the standards of practice to be low. By implication,
these areas have a special relevance for education in
general practice. Freeman and Byrne have already
pointed to the problems in the field of psychiatry,1
and Parrish highlighted the fact that therapeutics is
poorly covered in continuing education for general
practice.15
Antibiotic use

Performance in the use of antibiotics appeared to bear
some relation to the frequency of use of these drugs. In
general, those doctors who took scanty histories and
performed poor examinations prescribed more fre¬
quently than those who did not. It may be argued that
history-taking and examination are not indicators of
competence in drug use and that other factors should be
used to assess this area. Against this, we maintain that
proper definition of a problem is essential before pre¬
scribing a drug, and that our criteria for poor infor¬
mation gathering were broadly based and took into
account a range of factors as described above. There
was also an internal check on the validity of our ratings.
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The use of antibiotics in gastroenteritis, by definition a

relatively objective yardstick, was always associated
with poor performance in prescribing antibiotics for
other conditions. Furthermore, doctors who used anti¬
biotics in gastroenteritis were all placed in the lowest
two rating categories.
The relationship between performance and prescrip¬

tion rate was outside the conventional level of signifi¬
cance (P=0.05). Nevertheless, a clear trend existed that
related the two. When analysis was restricted to the
extremes of prescription rates, all low prescribers fell
into the upper two categories of the scale and all high
prescribers were in the lower three categories. Scrutiny
of the surgery attendances did show that some of the
variations could be accounted for by the incidence of
respiratory infection at the time of the observer's visit,
but this was only in a small minority of cases. Further
study in this area of competence could yield useful
results.

Use of psychoactive drugs
In contrast to the trend relating antibiotic use to pre¬
scribing rate, there was clearly no relationship between
rates of prescriptions for psychoactive preparations and
competence. The extent of information gathering when
psychoactive drugs were prescribed merits comment.
Only a small minority of doctors enquired about suici¬
dal thoughts when antidepressants were prescribed for
patients presenting with new episodes of depression,
and a smaller percentage asked about diurnal mood
swings. Even fewer doctors questioned patients about
suicidal thoughts when prescribing anxiolytic drugs.
Questioning for the first time about depression and
sleep disturbance took place in less than 50 per cent of
cases of anxiety. In fact, a small percentage of doctors
(12 per cent) appeared to take no formal psychiatric
history when prescribing anxiolytic drugs.
Do doctors gather enough information when they are

treating psychiatric illness? Or was the method of
observation unfair to doctors who clearly knew much
about their patients and perhaps did not require to

gather much information?
It is hard to sustain the latter argument. Psychiatric

symptoms vary in severity from consultation to consul¬
tation. Normality at a previous consultation carried out
a few months ago is no indication of current mental
state. Also, the doctors in this study performed better in
the areas of organic information gathering than in
psychiatric information gathering, suggesting that per¬
formance in this latter area is poor relative to other
aspects of competence.
Marks and colleagues' study concentrated on the

general practitioner's competence in dealing with psy¬
chological illness.16 They made estimates of the doctor's
ability to diagnose psychiatric illness by correlating
diagnostic ability with actual psychiatric morbidity as

recorded by the general health questionnaire, a stan¬
dardized inventory of psychiatric symptoms. There was

considerable variation in correlations (Spearman's rho
0.09 to 0.06.mean 0.36). Doctors who were rated as

expressing interest and concern about patients and who
had an active interest in psychiatry tended to be good
diagnosticians. Conversely, doctors who showed rigid
and authoritarian attitudes in their performance tended
to be poor at making psychiatric diagnoses. Goldberg,
in a study of general practitioner trainees, found that
doctors who exhibited poor interviewing ability often
failed to gather information about psychiatric symp¬
toms because they were unsure what to do once they had
made a psychiatric diagnosis; he was able to show that
such doctors could improve their competence by specific
training using videotaped consultations.17 These studies
and our own results suggest that the diagnostic process
in psychiatry should be taught specifically to doctors in
general practice. Clearly, it is an important aspect of
any vocational training programme. We hope, of
course, that improvements in the teaching of psychiatry
to medical students in the last decade or so, and the
increasing use of audiovisual equipment in medical
schools for teaching interviewing skills, will diminish
the need for specific teaching at a later stage.

Advice accompanying prescription
Doctors tended not to give advice about side effects
when prescribing drugs that might affect the patient's
judgement or performance. Approximately one third
did so, a figure that is similar to that reported in two
other studies.1819 Curiously, doctors gave warnings
much more frequently when prescribing antihistamines
(70 per cent) than when prescribing psychoactive prep¬
arations (25.5 per cent). Warnings about potential inter¬
actions with other drugs such as alcohol were

uncommon (7 per cent).
It is obviously important that doctors give advice

about potentially dangerous side effects, and the failure
to do so is disturbing. Advice should be given clearly
and concisely, and recall of this advice will be improved
if it is given in a structured way.20 It would seem sensible
to provide written instructions at the same time to
reinforce the advice.

Conclusion

We have presented a selection of the findings from a

much wider study. It must again be stressed that we

consider that the overall standard of care provided by
the doctors who participated was high. Our intention in
this paper has been to select the findings that are of
relevance for education in general practice.

Medical education often places undue emphasis on

diagnosis and the skills that relate to this activity. We
believe that more attention should be given to what
might be termed the 'executive' end of the consultation.
The proper use of drugs is a vital aspect of general
practice. Of almost equal importance is the advice that
we give to patients.
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