



Appendix A
Clinical Skills Assessment (CSA): a review of test formats

Background

The RCGP/NSAB Assessment Group1 has advised College Council that, in order to comply with the requirements of the PMETB in respect of the assessment of specialist training, an external assessment for general practice should include a test of clinical skills.

The rules on standards and requirements for postgraduate medical education and training are defined by PMETB 2 and state that the outcome to be achieved for a CCT in general practice is having passed summative assessment by an authority recognised for the purpose by PMETB. The competencies to be tested by such an assessment are defined as follows by the National Health Service (Vocational Training for General Medical Practice) Regulations 19973

1
Factual medical knowledge which is sufficient to enable the practitioner to perform the duties of a general practitioner;

2
The ability to apply factual medical knowledge to the management of problems presented by patients in general practice;

3
Effective communication, both orally and in writing;

4
The ability to consult satisfactorily with general practice patients;

5
The ability to review and critically analyse the practitioner's own working practices and manage any necessary changes appropriately;

6
Clinical skills; and

7
The ability to synthesize all of the above competencies and apply them appropriately in a general practice setting.
Why should we have a CSA?

· Test utility will be improved4 over traditional clinical and oral examinations especially with regard to reliability, using standardised and more reliable assessment of candidates’ skills, behaviours and attitudes and importantly focussing on assessment of competencies and the integration of competencies that cannot be assessed elsewhere.
· Political driven by the desire firstly, to ensure public and professional confidence5 especially with direct observation of candidates to ensure a fit for purpose assessment with standards that are achievable by  of proficient and safe GPs; and secondly, for cost-effective assessments6.
What would be the purpose of a CSA?

The precise place of CSA in the future assessment package has yet to be defined, but could be considered in terms of clinical skills and the integration or synthesis of the competencies enumerated above (See example Appendix 1).  A core skill for clinicians is the ability to integrate elements of competence from different domains.  To test for this requires, amongst other things, contexts that are sufficiently challenging and marking schedules that are sufficiently sophisticated in terms of content and discrimination. CSA has the potential to provide this.

What is the potential scope for such a CSA test?

The review of assessments which follows suggests that CSA could afford the opportunity to test the following:   

1. Clinical reasoning skills including problem solving/decision making

2. Communication including consulting skills and expertise

3. Psychomotor and practical skills including clinical examination

4. Personal organisation and administrative skills

5. Personal attributes 

1   
Clinical reasoning skills may include for example;

· Making competent diagnoses

· Being competent in clinical management

· Conceptual thinking 

· Critical appraisal

· Contextual practice of evidence based medicine 

· Managing complexity and uncertainty

2
Communication skills including consulting skills may include for example:

· Empathy and sensitivity

· Active listening

· Explaining diagnosis, investigations and management

· Checking patients’ understanding

· Negotiating

· Specific skills, such as breaking bad news or dealing with anxious or angry patients or identifying a hidden agenda

3
Psychomotor and practical skills and skills including clinical examination and in addition may include a: 

· Potentially endless list of the skills enumerated in the curriculum (although some of these may lend themselves better to work based assessment [WBA]) 

4
Personal organisation and administrative skills may include for example 

· Ability to prioritise 

· Effective time management 

· Ability to work in a team

· Ability to organise self

· Information literacy

5
Personal attributes may include for example:

· Resilience

· Flexibility 

· Motivation

· Decisiveness

· Being innovative

· Warmth/ being welcoming

· Being ethically sound 

What is the proposed content of the CSA?

The content of the CSA will be defined by the curriculum 7 and examination syllabus 8 which will be mapped against the above skills to form the basis of the test matrix.


Feasibility 

In terms of reliability, feasibility and cost-effectiveness undoubtedly a single test centre will be desirable.

Main findings and recommendations 

· The purpose The singular place of CSA in the licensing examination has yet to be defined, but could be considered in terms of integration.  The domains that CSA could cover can be seen to overlap with WBA. However, WBA samples widely but at low levels of standardisation, whilst CSA samples more narrowly but with high reliability.  The two approaches are therefore complementary.

· The name CSA may be a misleading and potentially restrictive epithet and thought should be given to broadening the skills assessment beyond clinical to include a broader remit in congruence with other professional performance assessments and the perceived purpose of CSA (see above), for example in testing for integration. Nevertheless for the purposes of this review the term CSA is used for consistency.
· Appropriate tools There are exciting opportunities for developing new assessments but we must be quite clear about what we wish to test from the curriculum and then develop the optimal tools for testing this rather than 'shoe-horn' into the current test methods. We must recognise this and not be enslaved by the current test formats.

· A possible model The competence-based criteria used in assessment centres 9  for selection for GP training, have been shown 10 to be the most accurate predictor of future work Typically, knowledge, skills, abilities, attributes and 'others' (team working etc) are assessed.

· Keys attributes of CSA 4 Include: 

· Inclusion of a sufficiently large sample of firstly, cases/stations; and secondly examiners

· Systematic training of examiners and standardised patients (SPs)11
· A minimum of 12-14 stations, probably each lasting 10 minutes giving an anticipated reliability of Cronbach α 0.80
· Avoidance of  trivialisation that might occur through the over-structuring of assessments 

· Striking the correct balance between efficiency and content sampling to ensure an authentic and reliable assessment.12 

· Being part of an overarching assessment strategy and ensuring a methodology which is consistent with preceding assessments.

· Multi-station OSCE format13 The test is likely to be based on an OSCE format which will utilise standardised patients similar to the current MRCGP simulated surgery14 (vide infra) but consideration should be given to including elements of other CSA enumerated below.

· Communication skills. The current MRCGP consulting skills criteria14 15 could form the basis of the competency-based communication skills assessment.  The most suitable method of testing is likely to be through the use of standardised patients who could contribute to assessment of candidates as in ECFMG16
· Video Is an ideal tool for formative/developmental feedback and could also be used as an assessment tool in WBA as being developed by the surgeons. However, the current MRCGP video performance criteria 15 may readily be adapted for the assessment of clinical skills. Moreover it would be feasible to use multi media testing including the use of video clips within a skills test.17 18
· New tools could be integrated by adapting existing methodologies drawn from other medical specialities such as mini-CEX 19 20, chart stimulated recall (CSR) 21 case based discussions, 22 23 24 competency based and technical interviews to present controlled clinical situations with specific problem solving exercises which could assess in depth the reasons behind differential diagnoses, interpretation of clinical findings or management plans. Each of these tools makes use of limited, planned professional discourse as an adjunct to observation of the doctor’s behaviour. 
 

· Written exercises There are limits to what can reasonably be tested in either the MCP or traditional clinical examinations and it is possible to include written exercises within a skills assessment. A number of other medical specialities include such exercises, such as FRCA25 and other professional licensing examinations such as RIBA 26 integrate a written submission within their final assessment. 

· Articulation with WBA It is imperative to ensure adequate blueprinting/ triangulation to avoid duplication and gaps especially with workplace assessment. CSA and WA sample from similar domains and are in a fluid relationship with each other.  For example, WBA has great potential but is a relatively new methodology.  However, as confidence in it grows, it may shoulder an increasing assessment responsibility that may influence the need to test formally outside the working environment.
A review of the current test methods (for either direct observation of practice and/or assessment of abilities and attitudes)

1 Internationally many countries now use a tripartite assessment of ‘knowledge test’, clinical examination’ (increasingly likely to be an OSCE) and a third assessment which is variable and may be an additional written assessment such as the key features problems (Australia) 27 28, oral/ viva (Belgium, Greece) 29, ‘practical’ (Italy) 29 or computer case simulation 30(USA) 

Some countries rely exclusively on written assessment (Finland) 29 whilst others appear to have no formal summative assessment (Denmark) 29

2
Assessment centres- leading method for managerial assessment in private sector

Over 700 large non-medical organisations use assessment centres for managerial recruitment and selection purposes using a validated evaluation process and several deaneries have elected to appoint GPRs using this methodology. 31
Assessment centres have been demonstrated to be the best predictors of subsequent job performance 32 33 34 35 36 and the package comprises: 9

· Application comprising competency statements

· Referees report including competency based word pictures

· Assessment centres include:

· Simulations

· Group problem solving

· Written exercises

· Competency based interview

· Technical interview
3
Objective Structured Clinical Examination (OSCE) 7

· Used extensively in UK for undergraduate and postgraduate medical assessment (FRCA 25, FRCOphth37 MRCOG 38 MRCPsych39) and internationally including FRACGP10, MRNZGP, Belgium, Spain, Ireland 29 and by other professions (dentists, 40 nursing41 42 43, vets 44 & police [vide infra]) and described below, for illustrative purposes, the GMC PLAB Part 2 45
· Comprising 14 stations each lasting 5 minutes and in addition a rest station and pilot  

· Offered at GMC purpose built clinical skills test centre up to 5 days per week with three circuits per day

· Assess a combination of practical skills such as CPR, BP, urethral catheterisation, taking a smear

· Communication, such as history taking breaking bad news or telephone consultations

· Clinical decision making, such as diagnosis

· Uses professional role players who do not contribute to the score

· Examiner scores using 5 point rating scale for a variable number (3-6) of constructs/ objectives per station 

· High reliability

· Other OSCEs use standardised role players who DO contribute to the scoring such as ECFMG16 where the (24 hour trained) SP completes a binary check list and rates for example linguistic ability)

4
Objective structured performance related examination (OSPRE) 46 used by the police and similar to OSCE methodology 

· Based on job analysis of target rank, for example, inspector

· Involves the assessment of 12 behavioural competencies

· Uses integrated competency framework, code of conduct, respect for race and diversity 

· Includes assessment of: problem solving, negotiating and influencing, team working, personal responsibility, openness to change, resilience communication etc

· Incorporates feedback

5
MRCGP simulated surgery 14

· Similar methodology to an OSCE but simulates, by the use of role players, a 12 patient surgery with each station lasting 10 minutes in two parallel circuits

· Developed as a method for assessing consulting skills for MRCGP candidates who are unable to submit a videotape of their consultations

· Assessment in 4 defined domains: information gathering, doctor patient interaction, communication and management/anticipatory care 

· Reliable standardised presentations with a controlled level of challenge

· Validated assessment tool

· Case specificity problems overcome by using wide range of cases to ensure reliable testing of consulting skills 

· Case sensitivity to define pass/fail judgements

· Currently restricted to assessment of consulting skills but methodology could be adapted for wider range of skills

6      Practical assessment of clinical examination skills (PACES) 47 

· Used by MRCP for clinical skills assessment in Part 2 since 2001

· Previously MRCP included a traditional oral examination and ‘non-standardised’ clinical examination

· Development driven by quest for reliability (increasing the number of examiner judgements from 6 to 10), more cost-effective use of examiners and (real) patient’s time and opportunities for detailed feedback

· Comprises 5 clinical stations (but effectively a 10 station OSCE) offered at DGHs throughout the UK

· Assessed by 2 independent examiners

· Stations 1,3 &5 (specified systems) Examination of  the patient, interpretation of physical signs and discussion of the case

· Station 2 History taking including written instructions such as a letter from the GP

· Station 4 Communication skills and ethics

· Published reliability < 0.84 but described as ‘operational nightmare’ and with a finite capacity 48  

· The RCPCH 17  have adapted the PACES methodology to comprises 11 stations and includes two computer delivered stations which are used to deliver multi media questions, for example, video footage of a seriously ill child with bronchiolitis and then have free text responses. Clearly we could adapt this model for the context of general practice.

7
Case based discussions (CbD) 22 23 24 (currently WBA but methodology could be adapted to CSA)

· Based on clinicians own work

· Used by NCAA and F2 pilot to ‘probe’/evaluate clinical decision making and applied knowledge

· 12 cases each lasting 15 minutes, assessing 3 areas of GMP by three assessors

· Minimum of 36 judgements made per candidate

· Scored as acceptable, unacceptable, cause for concern
8
Mini clinical evaluation exercise (mini-CEX) 19 20 (currently WBA but methodology could be adapted to CSA)

· Two assessors observe a trainee with a patient (in the workplace)

· Usually focussed on a task, e.g. taking a history

· Mix of case complexities and settings

· 8 cases each taking 15-20 minutes to complete

· Each candidate is double marked by 8 assessors that is 16 cases are observed and these are scored using a 9 point rating scale

· Pilots suggest ‘too time consuming and disruptive’ to both SPRs and consultants time of procedure + 25% to administer and so may not be feasible in GP 

9
Directly observed procedural skills (DOPS) 49 (currently WBA but methodology readily adaptable to CSA)

· RCP pilot includes 4 skills, namely cardiac catheterisation/endoscopy/renal biopsy and neurophsysiological testing.

· Similar methodology mini-CEX with 9 point rating scale

· 3 judges observing 2 cases provide acceptable reliability

· 4 judges observing 4 procedures produce an α > 0.8

· Less time consuming and disruptive than mini-CEX

· Whilst not using DOPS methodology the surgeons are piloting the assessment of operative competence using 3 independent raters and an 18 point checklist, drawn from the Leicester Assessment Package. They have used video (minus audio) and judge competence as ‘done correctly, not done correctly, help required’. 

10      High fidelity simulators 50 51

· Simulation allows interactive, and at times immersive, activity by recreating all or part of a clinical experience without exposing patients to the associated risks.

· Number and range of commercially available technologies used in simulation for assessment of health care professionals is growing exponentially

· Range from simple part-task training models to highly sophisticated computer driven models
· Similar technology from aviation training and assessment currently being used by surgeons for procedures such as laparoscopy prior to ‘flying solo’ 

· Tools include: model driven, instructor driven virtual reality (VR), computer programmes and task specific models

· Haptics 52, virtual reality and 3 D graphics permit tactile and visual feedback 

· Sophisticated interactive simulators such as Harvey 53 and CDs such as UMedic54  can give instant feedback and manikins can ‘report’ for example site of pain/ tenderness

· Computer cases simulations  (as used by NBME and now in Italy 55 )  which have limited applications and are costly to develop and difficult to score appear to have little advantage over CSA  

11      Leicester Assessment Package (LAP) 56 57

· Integrated tool designed to ‘facilitate regulatory consultation competence’

· Can be used with real or simulated patients and live or video taped consultations

· Candidate observed consulting with 10 patients in their place of work

· Uses 7 prioritised categories of consultation competence containing 39 component competences

· Methodology currently being adapted by RCS (vide infra) to assess surgical SpRs 

12      Leicester Simulated Patient Surgery (SPS) 58  

· SPS is an alternative to submission of a video (consulting skills element of Summative Assessment)

· Pioneered by the 'Yorkshire' and 'Leicestershire, Northamptonshire and Rutland' Deaneries

· Held in 'real' GP surgeries around the LNR Deaneries
· Each candidate sees eight patient simulators during a two and a half hour surgery

· Consultations last ‘no longer than 10 minutes’ and the doctors have a break of 5 minutes between each consultation during which they have an opportunity to complete a ‘post-encounter sheet’

· Following each consultation the simulator completes a patient satisfaction sheet (rating scale) and a clinical checklist (a medical checklist, drawn up by a panel of GPs and phrased in lay terms)

13     Non-operational technical skills (No Techs) 59 

· Assess situational awareness 

· Used extensively in aviation 60 and evolved from SEA in anaesthetics and surgery

· ANTS 61 62 (Anaesthetists Non Technical Skills) assess for example communication and dynamics within a team.

· Black box technology can have medical applications for example in WA for anaesthetics

14
Video

· Used as a component in some international primary care exams (Sweden and Switzerland) 29
· SA  methodology 63 and MRCGP PCs 15 may be transferable to CSA

· Used by surgeons who use an operating theatre light mounted camera (‘spy in the sky’) for WBA 64 
15
Long cases 65 66

· Still used in addition to OSCE in the   MRCPsych part 2 39 for mental state examination.

· In addition developed as assessment of clinical competence using the objective structured long examination record (OSLER).67 

16
Oral examinations 68


· Generally becoming less fashionable69 on grounds of cost and reliability 4 and the assertion that much of their content could be tested in a knowledge test or OSCE,  but are still used for example in :

· The MICGP 70 using the practice experience questionnaire in an oral in addition to a multi-station OSCE.

· Canada in the assessment of family medicine comprising five simulated office orals (SOO)  71 72 73 74, each lasting 15 minutes which are designed to replicate real practice. The examiner both role plays the patient and marks the candidate.

· The FRCA 25 second viva includes a structured ‘viva’ which includes assessment  of clinical measurement, equipment, safety and physics 

· And by some other professions such as the RIBA26 who have a ‘Professional practice interview ‘ that assesses professional knowledge, judgement and competencies 

David Sales 
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Appendix 1

An example of integrated skills assessment

In order to clarify how CSA could contribute to the assessment package, an example based on the blueprinting technique is shown below.  

Firstly, we would define the medical content that is to be tested.

The RCGP curriculum is elaborated in terms of a number of curricular statements, amongst which the most relevant for CSA would be: (curriculum statement number in parenthesis): 

Clinical management (a selection from No 14)

Mental Health (13)

Older adults (9)

Children and young people (8)

Cancer and palliative care (12)

Gender specific issues (10)

Sexual Health (11)

Healthy people (6)

For the example, we will select the following intended learning outcome from "Children and young people":
Awareness that consultations about children may be a presentation of maternal post natal depression; and of the effect post natal depression may have on her children.
Secondly, let us consider what "integration" might mean in CSA.  Analysis of the competencies that could be tested for the endpoint of training indicates that seven domains are particularly important.  These are shown in the table below.  The table indicates how itemised competencies within these domains could be tested by one or both of two methods.  The principal method would be through observation of clinical behaviour, but direct questioning could both "fill in the gaps" and provide corroborative information if required.

It need not be the case that direct questioning would be through a separate station, as the assessor could interject short focused questions at programmed points during the observation of clinical behaviour.

Testing for integration would mean that the doctor would be required to simultaneously achieve the required standard in not one, but two or more of the specified domains.

	Item
	Direct questioning 
 
	Observation of clinical behaviour

	 
	Communication and consultation skills
	 

	1
	 
	

	2
	 
	

	3
	 
	

	4
	
	

	 
	Practising holistically
	 

	5
	 
	

	6
	
	

	7
	
	 

	8
	
	 

	 
	Data gathering and interpretation
	 

	9
	 
	

	10
	 
	

	11
	
	

	12
	
	 

	13
	
	

	14
	
	 

	 
	Making a diagnosis / making decisions
	 

	15
	
	

	16
	
	 

	17
	
	 

	18
	
	 

	19
	
	

	20
	
	 

	21
	
	

	 
	Clinical management
	 

	22
	
	

	23
	
	

	24
	
	 

	25
	
	 

	26
	 
	 

	27
	
	 

	28
	 
	 

	29
	 
	

	 
	The use of evidence to improve care
	 


	36
	
	 

	37
	
	 

	 
	Maintaining trust and an ethical approach to practice
	 

	38
	 
	

	39
	 
	


Having defined the medical content and the test method the relevant station may be planned along the following lines:

An example of an integrated clinical skills station in which communication skills and clinical skills 75 maybe assessed side by side.
Scenario: 22 -year-old unmarried mother feels constantly tired and asks for medication to help her six week-old baby sleep through the night.

The assessment would involve observation of clinical behaviour, looking for the doctor's ability to integrate:

	Item
	Communication and consultation skills

	1
	Does the doctor attempt to assess how the patient's problem is affecting their social and psychological functioning?

	2
	Does the doctor ask the patient about their own thoughts in relation to the problem?

	3
	Where appropriate, does the doctor encourage the patient to take part in making management decisions?

	4
	If several issues have been raised in the consultation, can the doctor appropriately prioritise them?


With:

	 
	Data gathering and interpretation

	9
	Does the doctor have a structured approach to history taking?



	10
	Are the questions pertinent to the problem?



	11
	Does the doctor ask about psychological and social factors-not just clinical ones?


If required, observation could be augmented by direct questioning, in this example looking at the following:

	 
	Making a diagnosis / making decisions

	18
	Is an appropriate range of hypotheses (e.g. differential diagnoses) considered and tested?
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