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Fortress general practice PauL JAKEMAN ~ °
Sir, 208 Cambridge Heath Road

| was interested in Andrew Potter’s letterLondon E2 9LS

(May Journal)?! contrasting his recent

experience as a patient in general practicReference

n Fh's country with the Sys,tem W'th'n, 1. Potter AR. Fortress general practice.
which he works as an expatriate doctor in [Letter.] Br J Gen Pract1999;49: 399-
Benin. | have also needed medical atten-  400.

tion in this country while on leave from

overseas missionary service, and knOV\Sir

that it gives a rather disorienting feeling.
However, | make no apology for the fact
that Dr Potter might have identical com-
ments if he attended the inner-city practic
where | now work (though we would not
offer and then refuse registration with a
doctor whose list was closed!). We value
our multidisciplinary team highly.

Dr Potter exhibits such obvious signs of
‘reverse’ culture shock that it would per-
haps have been kinder not to respond to
Ghis letter (MayJournal). My maotivation

for doing so is to express my uneasiness at
his expression of irritation towards a part-
nership that | recognize could be very

h ) is his d e similar to my own. We thought we were
What surprises me is his description Ofyyy6ying our service for patients — |

the open-access system that he operates é‘ﬂspect that Dr Potter would wish we
his own clinic. When resources are inp,qn't bothered.

short supply, whether in the Third World
or in the NHS, it is imperative that all
members of the team are utilized to th
full. Surely, an ophthalmologist should
not see every patient with an eye condi-
tion. A nurse, medical assistant, infir-
miére, or ophthalmic technician could
screen and treat those who did not need
specialist attention. This not only builds
up the skills of local colleagues but also
would ensure that there is continuity of
care when Dr Potter himself is on leave.
When | worked in rural general practice in
Asia, it was not long before my interpreter
could ask the right questions and give out
the routine treatments without my supervi-
sion — though he would quickly ask
advice if something was out of the ordi-
nary.

In my present practice | could do all
routine new patient health checks myself,
| could do all the travel vaccinations, |
could answer all the letters, as Dr Potter
obviously feels | should. If | did, however,
at least half the patients who now see me
when they need to consult a doctor would
have to go elsewhere: | would be too busy
to help them.

But what is the substance of his
eannoyance?

He wasn't able to get an appointment
the next day. Unfortunate that he used
the formula about ‘waiting’ or ‘being
slipped in’, as only the phrase ‘it will
only take a couple of minutes’ was
missing to complete the triad. But was
he actually feeling unwell? -
Presumably not, as the receptionist did
leave that option open. | would sug-
gest that if he did indeed faint or froth
at the mouth he would have had a doc-
tor or two, a practice nurse, and full
resuscitation facilities appearing from
within the fortress within a few sec-
onds — one of the benefits of modern
general practice that may have
allowed Dr Potter to remain alive if

changed?
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Why was his introduction to the prac-
tice so inauspicious? | would like to
address a few questions to Dr Potter.
Will you not accept that to complete a
form detailing medical history could
be useful? Personal lists are often
thought to be a good idea — what is
wrong in asking someone to see
another well-qualified doctor if a par-
ticular list is full? What is wrong with
having a basic medical check per-
formed by a ‘very pleasant practice
nurse’? We have surprisingly often
picked up unexpected pathology on
this check and it is well validated; it is
not just the practice statistics that ben-
efit. Did you give the receptionist any
reason why she should suggest you
see a doctor? Room for some criticism
perhaps if such a suggestion would
have been relevant, but as a doctor
yourself she was perhaps expecting
some initiative on your part. Why was
the form for the travel clinic so upset-
ting and worth mentioning as an
issue? | would recommend even to
seasoned travellers that they ring
MASTA for up-to-date advice, and
most general practice forms have
nothing on this for complexity and
thoroughness.

And, in return, in reply to Dr Potter’s
questions and comments, many thou-
sands of patients do manage to pene-
trate the system. They make appropri-
ate appointments or are seen quickly if
they inform us they are presently
unwell and unable to wait. This is
borne out by the consistently high
regard in which the profession is held,
which the polls confirm.

such an unfortunate episode were to | have been qualified for more than 20
occur. Could his problem not have years, but | find it in no way demeaning to
waited until the day after when there either sit in a waiting room with other
was time to discuss it properly — andpatients or consult a colleague of less
with the benefit of not feeling that experience. | understand that others may
someone else with an equally or morefeel differently on this issue but ‘subal-
urgent problem was being short-tern’ has an unfortunate ring to it. The
words, ‘I do not suppose that | am differ-
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Letters

ent from anybody else’ are not consistentogical and psychological help to offer 3. Jenkins R, Bebbington P, Brugha ESal.

with the remainder of his letter. them within our practices? E;‘t'gﬁiaﬁf%géasf_fﬁsmggldlty surveyBr J
Of course the profession has its faults, 4 R
but | do not recognize ‘fortress general CAROLE WASKETT
practice’, as pictured by Dr Potter, with
regard to this partnership. | do not know424 Foxhall Road Management of heart failure
where this practice is, but have every symipswich )
pathy with them and am not at all sur-Suffolk IP3 8JE Sir,
prised that they went no further than their The paper by Hornet al (May Journal)*
terms of service when responding to aReference is timely given the recently published
complaint of this nature. | am quite sure 1 gurg M, Chambers R, Cohen &t al >!GN guideline, which concerns best
they read his letter. Mental health services — primary concernsPractice in the treatment and follow-up of
for the future. [Letter.Br J Gen Pract heart failure patientsBarriers to change
JIM NEWMARK 1999;49: 399. identified will clearly be of importance in
the implementation of this guideline.
Farrow Medical Centre Sir, General practitioners are said to be recep-
177 Otley Road Burd et al (May Journal)? are right to be tive to _gmdellne initiatives, although more
Bradford BD3 OHX concerned about the future of mentalinvestigation of the concept of ‘use; is
health services, and perhaps these corfequired? Prior knowledge, beliefs, and
Reference cerns could be alleviated by discarding '[heltndt;Vldual v;/orlfqng practices are thought
.. centrally driven policy of distinguishing !0 b€ Important. ) )
L Tfézferr,f §r' JFEZLeSEaE,fSSg? Jg?rgagcg}_lce'between patients with a severe mental ill- While attitudes are important, practical
400. ness and those without, with mentalbarriers to implementation are an area

resources only available for the former.requiring further attention. A practice-
For it could be argued that it is this policy Pased case-note survey of 55 patients with
that lies at the root of the many tensionsheart failure’ indicated some of the diffi-

Mental health services that current|y exist between primary culties that exist. These included Inablllty
health care and secondary care mentdP accurately identify cases using Read
Sir, health services, with GPs perceived asodes and incomplete baseline investiga-
May | make a point regarding the letterinappropriately referring the so-called tion profiles (Table 1) — of the 55
from Burdet al(May Journa)?* ‘worried well’, and mental health teams Patients, 85.5% (47/55) had undergone

As a practice counsellor with more thanseen as not picking up those patients whve or more of the eight baseline tests,
11 years experience, my observation is thadre in need but who do not have a diagnoand a 16.7% (4/24) rate of suboptimal
both people with severe and enduring mensis of a severe mental iliness. ACE-1 therapy. _ _
tal iliness, and those with perhaps less dev- In a commonly used definition of ~Furthermore, there is confusion over
astating, but still real, psychological dis-severe mental illness put forward by thewhat comprises optimal treatment (partic-
tress, quite reasonably attend general pragiudit Commissior?, groups ‘A’ and ‘B’ ularly in the elderly) and lack of an evi-
tices for help, and both groups deserve théoth require a diagnosis of a psychotic ill-dence-based approach to monitoring (EG
best service we can offer. It seems unhelpress as one of their criteria. However, theJ/E, echocardiography or ECG). This is
ful to suggest that primary care groupsrecent British psychiatric morbidity sur- in @ practice that is highly computerized,
might wish to choose between them. vey identified a high prevalence of neurot-has undertaken the RCGP Quality Practice

In Suffolk we have recently surveyed ic illness, ‘some of which is extremely Award and actively undertakes an evi-
the opinions of patients who have takersevere and associated with suicidal riskdence-based approach to care. _
part in practice counselling in the past twoand ‘high levels of social disability'. Our results demonstrate a conflict
years. We found that, when patients were If primary care groups, together with between knowledge and behaviour.
offered a 10-point scale where 10 = ‘I cer-mental health services were able to comRealities of workload and economics can-
tainly would recommend this kind of mission care for patients on the basis of'0t be ignored; however, these should be
counselling to others’, 96.2% of them cir- functional disability, and not artificial and balanced against any gains from reduced
cled 7 or above. When asked to choose aften tautological definitions of what is or Patient morbidity. We intend to expand
number on the scale where 10 = ‘youris not a severe mental illness, many of théhe study to include these areas to provide
problems are solved’ (following coun- tensions that Buret al are concerned & more balanced view to guideline imple-
selling), 80.1% of patients chose 7 orabout may cease to exist. mentation.
above. Clearly patients see counselling as
useful to them. PENNY OWEN

| agree that to overmedicalize this
(much larger) group is to do them a disseri lanedeyrn Health Centre
vice. Nevertheless, these patients do comegardiff CF3 7PN
to their general practices for help. Are the
authors seriously suggesting that primaryRefer ences
health care teams should turn away ;1 gyrd M, Chambers R, Cohen Af al.
patients struggling with the effects of, for Mental health services — primary concerns

example, bereavement, relationship prob-  for the future. [Letter.]Br J Gen Pract References _
lems, living with chronic illnesses in 1999;49: 399. 1. Horne R, Coombes I, Davies &,al

ANDREW BOSHIER
JAMES REPPER

Elmbank Practice
Foresterhill Health Centre
Westburn Road
Aberdeen AB25 2AY

h | | d v lif 2. Audit CommissionFinding a place: a Barriers to optimum management of heart
themselves or a loved one, or early lite review of mental health servicesondon: failure by general practitioenrBr J Gen
abuse, when we have effective pharmaco- HMSO, 1995. Pract1999;49: 353-357.
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. ) ) i seen every six months and receive just
Table 1. The number of tests needed to complete baseline profiles for 55 patients previously two repeat prescriptions a year. Patients

di d with ‘heart fail .
‘agnosed wi eart farlure GPs, and the government would know

Test Number of tests (patients) Percentage what was expected. Risks associated with
accidental poisoning are scarcely different
Full blood count 1 (55) 1.8 if patients receive a three-month as
Urea and electrolytes 1(55) 1.8 opposed to a two-month supply, and are
g'Vef funﬁt'?”tteﬁ’ls 151” Egg; gi-g counterbalanced by the assessment at
erum cholestero : Itern rescriptions. W lieve ther
Thyroid function tests 34 (55) 61.8 alte ldaée P eSC_dpt Obls b c t;e ceve t-e ©
ECG 6 (55) 10.9 would be considerable benefit to patient
Chest X-ray 8 (55) 145 management if this routine were adopted,
Echocardiogram 22 (55) 40.0 though we emphasize that these recom-
mendations should only apply to persons
2. Scottish Intercollegiate Guidelines References with .S.tab'“ZEd non-psychiatric chronic
Network.Diagnoses and treatment of heart ) conditions.
failure due to left ventricular systolic dys- 1. Watkins C, Harvey |, Langley @t al
function — a national clinical guideline. General practitioners’ use of computers AM ROsS
Edinburgh: SIGN, 1999. during the consultatioBr J Gen Pract DM E
3. Newton J, Knight D, Woolhead G. General 1999;49: 381-383. LEMING
practitioners and clinical guidelines: a sur- 2. HMSO.Data Protection ActLondon:
vey of knowledge, use and beliefs.J Stationery Office, 1984. Birmingham Research Unit
Gen Practl996;46: 513-517. Lordswood House
4. Wensing M, van der Weijden T, Grol R. 54 Lordswood Road
Implementing guidelines and innovations SW
in general practice: which interventions are ibi Harborne
effective?Br J Gen Pracll998;48: 991-  Repeat prescribing management Birmingham B17 9DB
997.
Sir, Reference
We welcome the publication of 1. McGavock H, Wilson-Davies K, Connolly
McGavocket al's paper on repeat pre- JP. Repeat prescribing management — a

Computer usein the GP
consultation

cause for concerrBr J Gen Practl999;

g 1 .
scribing (MayJournal),! and agree with 49: 343-347.

much of its contents, in particular, com-
. ments about the lack of evidence in this
'?Ir:e article by Watkinset al (May important area. Unlike McGavoait al,
whose paper set out what GPs ‘though i i
Journa)! addresses an int_eresting area Ofpey didp’ r%ther than what they actuaﬁym‘went of teaching practices
the use of computers during the consultagiq” we investigated GP prescribing with s
tion. While high numbers of respondersyeference to the duration of prescriptionincreasing numbers of medical schools are
had a desktop computer and used it duringssed and the relationship of this paragevoting more curriculum space to com-
the consultatlon, no mention is mad‘e Ofmeter to prescribing costs. munity-based teaching. As Murray and
Whe,ther the patient is encouraged to ‘con- We examined the prescribing of 59 Modeil (May Journa)? rightly acknowl-
sult the computer also. . . _practices from the Fourth National edge, there must be systems in place to
As a trainer of general practice regis-\qrhidity Study for a one-year period ensure that this teaching is of the highest
trars, | am frequently looking at the con-peyyeen 1991 and 1992. We used definedtandard, especially with hot competition
sultation both by direct observation andqyjy dosages (DDDs) to determine thefrom other specialties for SIFT resources.
the use of wdeotapes'. One area that ifhean prescription duration of each pre- For many years, postgraduate depart-
commonly addressed is whether we USggiption jssued. For combined groups ofments of general practice have been in the
the computer in partnership with the gg5 (cardiovascular, asthma preparavanguard of teacher assessment and have
patient; they are encouraged to look at th¢jqs sy chotropic drugs, dopaminergicdeveloped considerable expertise. It seems
screen and check the information held iy gs " oral hypoglycaemics, thyroxine, sensible to harness these skills when
up-to-date and correct (a prerequisite oty 155 rinol) there was an inverse relation-devising methods to assure quality when
the data protection &t This process ghin hetween mean prescription durationteaching undergraduates.
allows the development of a triangularyng cogt (R=-0.17), although this did not ~ There has been enthusiasm here in
consultation between the doctor, patientychieve statistical significance. In otherOxford to forge a closer working relation-
and the computer. . words, practices that issued longer preship between undergraduate and postgrad-
With increased computer usage in thescriptions were not more expensive pre-ate departments, firstly by writing a joint
consultation, it would be a fertile area tog¢ripers. document for the accreditation of teachers
a(_jdress whether th? patient satisfaction It is the frequency and quality of patient (trainers and tutors) and teaching practices
W't.h the consult_atlon IS en‘hanf:gd byreview that is paramount. Unlike (training and universities).
actlyely encouraging them to ‘own’ infor- \, oG ayockeet al, who advocate two-  We formed a working party with repre-
mation held about them on the computer. .,y prescriptions, we would favour sentatives from both departments and
three-monthly ones. Longer prescriptionsreviewed all local assessment material in
ALEXANDER WILLIAMS  \yould reduce dispensing fees to pharmaeurrent use. Lively discussion ensued.
cists. For patients with stable non-psychi-Inevitably there are differences in teach-
St Thomas Medical Group Research Unit atric conditions, three-monthly prescrip-ing objectives — medical students are pri-
Cowick Street tions, with review at consultation on alter- marily placed to learn clinical medicine in
Exeter EX4 1HJ nate occasions, means that patients ara general practice setting, GP registrars to
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learn the craft skills, and knowledge toBut jumping to the discussion or merelywidely taught and used in the future. | sus-
become a practising GP. The length ofreading the summary does not always giveect that, on this test of credibility alone,
attachment differs considerably — GPthe true picture. the shortcomings of a psychopharmaco-
registrars stay for up to one year, medical Although it is understandably over- logical solution to psychological distress
students for six weeks. There is variancdooked by the authors, given their pre-problems will show that it is nor a solu-
of emphasis between teaching within consumed hypothesis and all the effort thistion. Instead, it creates drug dependency,
sultation and by tutorial. study took, | see there was no differencecausing prescribing costs to rise and
Despite these differences, we foundof any significance in patient satisfactionincreased patient consultation rates. In
enough common themes to produce a finatatings between those of the study GPsddition, as other such well-meaning pro-
draft document from which we shall joint- and those consulting the control group ofjects have discovered, the effects do wear
ly be able to accredit teachers and teachcPs, despite what was written in the sumoff as the professionals concerned become
ing practices. Practices will be able to bemary. As patient-centredness was arvictims of burnout and disillusion as their
approved for both types of teaching at onemportant part of the consultation, it mustefforts in case findings are not matched by
visit, keeping the burden of being visitedbe just as important in assessing the outpatient health gains.
to a minimum. This will have a number of come and not ignored, even if it leaves a
advantages: university tutors learningsense of discomfort. | have every sympa- GRAHAM CURTIS JENKINS
assessment skills from experienced trainthy with the authors’ premise, but a sense
ers, the development of universal stan-of objectivity is vital, and convenience Counselling in Primary Care Trust

dards within student teaching practicesshould not distort the facts. First Floor
the encouragement of trainers to partici- Majestic House
pate in medical student teaching, and MICHAEL DAWSON  High Street
opportunities to organize joint teaching Staines TW18 4DG
courses aimed at improving the quality ofStirchley Medical Practice
teaching. Sandino Road Reference
We strongly advocate the mutual bene-Stirchley 1. Scott J, Jennings T, Standaresal. The
fit from close cooperation between under-Telford TF3 1FB impact of training in problem-based inter-
graduate and postgraduate departments viewing on the detection and management

of psychological problems presenting in

Wh_en devising teaching assessment criReference primary careBr J Gen Pracll999;49:
teria. 1. Scott J, Jennings T, Standaresal The 441-445,
impact of training in problem-based inter-
ANTHONY HARNDEN viewing on the detection and management
DAVID STERN of psychological problems presenting in

primary careBr J Gen PractL999;49: - .
TiM LANCASTER 441-445. Clinical skills assessment

University of Oxford Sir,
Institute of Health Sciences In their paper ‘Clinical skills assessment,
Oxford OX3 7LF The detection and treatment of (JuneJournal),* Kelly, Campbell, and
psychological problems Murray must be taken to task for the pos-
JoHN ToBy sibility they are masquerading subjective
Tim Huins ~ Sir, and non-validated stations as objective
THEO ScHOFIELD The paper by Jan Scott al (June ‘gold standards’ against which all other
Journa)? reiterates the message that anyforms of assessment must be measured.
Oxford Department of Postgraduate thing that alerts GPs to the psychological Eight assessors (‘experienced’ GPs,
problems of their patients is worthwhile. trainers/examiners) performed the stations

Education X X 5 i ; .
The Triangle Improving listening skills, teaching doc- and declared them ‘satisfactory’ for ‘real-
Roosevelt Drive tors to use cognitive behaviouralism'. However, the fact that three regis-
Oxford OX3 7XP approaches and solution focusedtrars failed to wear gloves, and one did not
approaches to be used in everyday consuperform a vaginal examination, may sug-
Reference tation have broadly similar effects. gest other than ‘realistic’ circumstances to

1. Murray E, Modell M. Community-based How.eve.r, recognition is.one thing, the participants. o
’ teaching:'the challehgeBrJ Gen Pract managing is an(_)ther. Tp claim that man- Se\_/en separat_e objective assessments
1999:49: 395-398. agement of patients with psychologicalare given for station 4 as an example, we
distress is improved merely because thesare not told the marking plan constituting
patients were more likely to receive psy-a ‘pass’.
chotropic medication does not necessarily Even allowing for the stations to be
Detecting psychological problemsin  mean that they were managed ‘better’.  thought of as objective, the conclusions

primary care In fact, it is worrying that problem- the authors draw become progressively
based interviewing (PBI) trained GPsmore bizarre. They suggest that the fact
Sir, were more likely to offer pharmacothera-that only one out of 29 registrars was

While reading the article by Scogt al py than control GPs. Have the authors anyt00% successful in all stations means
(JuneJournal! on detecting psychologi- evidence that the patients were made bethere is a ‘major problem in the GP regis-
cal problems in primary care (to shortenter or that their psychological functioning trars nationwide’. This is a bizarre conclu-
the title), | was again struck by how hardimproved after their medication stopped?sion. Why should this putative serious
it is to write up results in a readable way:Surely that should be the desired outcomeompetence problem be restricted to GP
the wealth of detail sometimes obscuresif the PBI intervention should be more registrars, particularly as the point is made

662 British Journal of General Practice, August 1999



that undergraduate and hospital trainingdoctors were trainers, lecturers, and senioall outcome of the paper. For all clinical
may be to blame? lecturers in general practice. The concluskills tested in the trainer’s report, it is
| was told that as long as | didn’t make sion must be that they were not incompe-only possible to test the ability to under-
a mistake fatal to a patient in my finals, Itent doctors but it was an incompetenttake the examination by means of direct
would pass and my real learning couldtest! | would therefore agree with the observation; the possibility of assessment
then begin. Are we in danger here of over-authors of this paper that further work isby discussion with the registrar is only
looking lifelong learning and professional necessary. available for those parts of the assessment
development in favour of an unrealistic This latest revealed deficiency adds tothat deal with interpretation, and for no
quest for a ‘finished product’? If we do the evidence that summative assessment i,em in the report is it acceptable to use
only accept the perfect result, who will behaving the problems predicted using thehe completion of a hospital post as the
here to see the patients? standard assessment thedifhe recently evidence of appropriate performance. In
One final quibble related to station 4.published national evaluation on theaddition, in the test of inter-rater reliabili-
Had any of the assessors ever experienceffects of summative assessment on vocay?® of the eight registrars referred, only
a vaginal examination? | would be sur-tional training by Granet al,* involving  two (and not five) would have been
prised if anyone receiving one would evermore than 2000 responders, effectivelymissed by the current system, none of
describe it as a ‘comfortable’ experience discredits the whole process. It is time thawvhich would have related to the clinical
however skilfully performed. How can we fell into line with other specialties; the skills component of the trainer’s report.
you assess comfort using a dummy? superb MRCGP examination should Secondly, the paper by Kelbt al does
become the entry requirement into the disprovide confirmation that the standards
V HARTNELL cipline. For those whose performanceavailable in the trainer’s report are feasi-
gives cause for concern, the robust andle to use. | would strongly concur with

Horfield Health Centre extensive GMC procedures should be folthe authors that consideration should be
Lockleaze Rd lowed. Summative assessment (apart frongiven to ensuring that adequate assess-
Bristol BS7 9BD a modified trainer’s report that concen-ment of performance, using these stan-

trates on professional behaviours) shouldiards, is taking part during the hospital
be ditched before it does more of the harncomponents of vocational training.
revealed in the report from the Joint centre Thirdly, and most importantly, while
for Education and Medicin€The large criticisms can be levelled at the study

Reference

1. Kelly MH, Campbell LM, Murray TS.
Clinical skills assessmerr J Gen Pract

1999:49: 447-450. amount of money released could be usegparticularly the risks of bias, questions
more effectively to raise standards. about the validity of the stations and the
absence of any data on inter-rater or intra-
Sir, MARTIN RHODES rater reliability), this paper does demon-
strate a poor correlation between the
Kelly et af's finding in the June isstidit ~ The Medical Centre results of assessment undertaken by train-
closely with my owAwhere | showed that 45 Enderley Road ers relating to individual registrars and the
trainers felt diffident about making judge- Harrow results of assessments undertaken by
ments about the clinical skills of their GP Weald HA3 5HF trainers working in the capacity of objec-
registrars for the summative assessmeriE-mail: mrhodes@ic.ac.uk tive assessors, despite using the same
trainer’s report. The evidence was that standards. Whether or not this is a cohort
they would do this unreliably, and this References effect (the cohort of trainers were the first
seems to have been borne out. 1. Kelly M, Campbell L, Murray T. Clinical ~ t0 use the national trainer’s report), or
However, there may be other reasons  skills assessmerir J Gen Practl999; whether it is an effect of using trainers as
for the apparent alarming failure rate 49: 447-450. assessors, the paper strongly suggests that

. . Rhodes M. Evaluating the trainer’s report
shown in the study that need to be con-~" iyt summative assessment of genepral one or other form of assessment may pro-

sidered. The first is that the standard was  practice registrars: a qualitative approach. duce invalid results. In the long term a
too high. The examples given suggest _ Educ Gen Prad998;9: 410-416. predictive validity study is needed to

. ; f 1« 3. Rhodes M, Wolf A. Summative assess- f ; ;
this might be the case. Thus, the trainer’s ment. [Letter. JEduc Gen Prad997:8: determine which method of assessment is

report states a cause for failure would be  176.177. more accurate. In the meantime, | agree
that a registrar ‘repeatedly misinterprets 4. GrantJ, Mountford B, Mack Jhe effects ~ with the authors that the clinical skills
the findings made (including failure to of summative asslessme.m on vocational  component of the trainer’s report should
detect signs of major abnormality/ill- training in general practiceLondon: Joint  ho reyisited. The content of the trainer’s
. . L Centre for Education in Medicine, 1999. : .
ness)’ in a vaginal examination. The test report is probably best confined to the
described by Kellyet al only tested the assessment of those elements of perfor-
registrar once, so by definition no con-Sir, mance that can only be assessed by the

clusion could be drawn. Similarly, a doc- As one of the authors of the papers relattrainer, provided that demonstrably valid

tor faced with anaphylaxis with only an ing to the trainer’s report of summative and reliable alternative methods for

out-of-date adrenaline ampoule is unlike-assessment, | welcome the paper by Kelly@ssessing the clinical skills elements exist.

ly to harm and may save a life by inject-et al (JuneJournal),* which provides

ing it. important data on the concurrent validity NEIL JOHNSON
Another cause of the high failure rateof one part of the trainer’s report. There

may be the test itself. At a recent OSCEare three points that | would like to raiseOxford PGMDE

pilot in another context, only three out of that result from this paper. The Triangle

13 doctors detected the major abnormality First, there are two small factual inac-Roosevelt Drive

on doing a vaginal examination on a man-curacies that should be pointed out to thédeadington

nequin at a station | supervised. Theseaeader, although they do not alter the overOxford OX3 7XP
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front—back division of thdournalis arbi- health difficulties’.
trary and unhelpful. o However, this is a considerable over-
I suggest a call from the editorial boardinterpretation of his results. Firstly, the
for ideas on the future of thlvurnal The  GHQ is designed as a screen for emotion-
" clinical competence in general family college faculties could be used to take thel disorders, not a diagnostic instrument.
practice.Lancaster: MTP Press, 1983.  debate to the membership, distil ideas an&econdly, the absence of a control group
: tJor:,nsoan, I;!aslter JaTtot;y J, Grantf.fPllot feedback. An interactive website, with — which he acknowledges — is crucial.
esling or a structure rainer’'s report tor i H : .
summative assessment in general prau:tice.weekly electronic publlcatlon, WOUld _be an study_ of 3305 gene_ral practice attenders
Educ Gen Prac1997:8: 308-315. great asset for this and for discussion ofrom Bristol? also using the GHQ, found
other important issues for tleurnaland 529 with a score of three or more. This
the College in the future. It is time for the suggests that general practice non-atten-
Journal to build on the academic statusders are no different from attenders in

1. Kelly MH, Campbell LM, Murray TS.
Clinical skills assessmerr J Gen Pract
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