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Appendix F
The Enhanced Trainers Report component of

workplace-based assessment for nMRCGP
Results of a UK-wide Evaluation conducted on behalf of the Royal College of General Practitioners 2005-6
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Summary
Key messages
1. The Enhanced Trainers Report framework of evidenced reviews against a specified competency framework is valid, acceptable and feasible.

2. The Report is sufficiently trustworthy to form one component of an assessment programme for licensing.

3. The competency areas developed have good content and construct validity.

4. The evidence gathering tools proposed – multi-source feedback, case-based discussion and consultation observation - are feasible, acceptable and effective in providing information.

5. The process of regular staging reviews is beneficial to learning and supports trainers in the collection and collation of information about their trainees.

6. Further work is needed on the format of the consultation observation and case-based discussion tools.

7. Trainers will need to be supported in their judgements, particularly in relation to final ‘fail’ decisions.

8. Implementation of the report framework will require significant investment in training.

Recommendations
1. The Report framework should be embedded in any future e-portfolio development.
2. The descriptors for the competency areas: community orientation and primary care administration and information management technology should be reviewed.
3. The format for the nodal review pages need to include a section for feedback to the learner, prior to setting intended learning outcomes.
4. The tools need to be refined:

MSF (an e-format is preferred)

COT (this may require review in terms of content and format)



CBD (the rating scale needs to be reviewed)
5. The framework needs to be adapted for use over a three-year training envelope.

6. A mechanism of external moderation and quality assurance e.g. through a review panel process needs to be developed.
7. A coherent training and communication strategy needs urgently to be developed.

Introduction

The framework being considered for the national workplace-based assessment consists of two integrated components: an Enhanced Trainer’s Report coupled with a set of external work-based assessments to run over the entire three year training period.

The Report component seeks to chart the developmental progress of the learner against each of 12 competency areas, mediated through formal staged reviews, which themselves are informed by specified evidence gathering tools.  The development of the Report is described in Appendix A.
A pre-pilot was conducted between February and August 2005 across three postgraduate deaneries with the aim of investigating the fitness for use of an earlier version of the Report (Appendix B). This study addressed issues of construct and content validity, feasibility, acceptability and educational impact and suggested that the instrument was practical and acceptable to both GP trainers and registrars. It appeared to be useful as a formative educational tool and acceptable as a summative assessment provided adequate training for its use and triangulation of assessment methods was put in place. 

Building on the pre-pilot results, the Report was modified and subjected to this further national evaluation designed to run over a 12 month GP registrar year.  The evaluation consisted of two components:
1. A questionnaire survey of trainers and GP registrars with the specific aim of assessing views on: 

· The content validity of the Report
· The usefulness of the Report as a formative (educational) tool

· The usefulness of the Report as a summative (licensing) tool

· How the Report might be improved 

· The usefulness of the three evidence collecting tools in informing the reviews within the Report 

2. An analysis of the utility of the MSF (GP-SPRAT) tool.
The results focus on the main survey data which has been analysed both quantitatively and qualitatively by themes.  A content analysis of feedback obtained from other sources is also provided (Appendix C).  The main body of the results includes a summary of the evaluation of the MSF (GP-SPRAT) tool.  The full report is included as Appendix D.

Method

The Report is a longitudinal portfolio assessment with local dependency of observation for which traditional psychometric approaches of reliability are difficult to apply2 hence this evaluation has not been designed to yield this type of data. However, approaches to maximising the reliability of this type of assessment have been described 3 and include:

· Specification of standards, criteria, scoring guides

· Calibration of assessors and moderators

· Moderation of results, particularly those on the borderline

· Training of assessors with retraining where necessary

· Verification and audit through quality assurance measures and the collection of reliability data

The method and content of this inquiry were determined by the research aims and by the findings of the pre-pilot study1 and the evaluation proposal was discussed with advisors at the NHS Central Office for Research Ethics Committees (COREC) who indicated that their formal approval was not required.

The questionnaire sought participants’ views of the content and format of the Report and its purpose for both formative and summative assessment. Findings were anonymised but coded to link trainer/registrar pairs (A1, A2. B1, B2 etc). Additional information relating to the utility of the MSF COT and CBD tools within the Report framework was also sought.

Two questionnaires with parallel content for trainers and registrars were delivered electronically in month 11 (of 12) to the trainer/registrar pairs to evaluate the suitability of the Report as a method of Workplace-based Assessment.   The questionnaires had already been piloted with a small group of trainers. The questionnaires to trainers and registrars were similarly numbered so as to identify trainer/registrar pairs to enable comparisons of the views of each trainer with their registrar as well identify similarities and differences between both cohorts.  The questionnaires can be found at www.londondeanery.ac.uk/gp.

Respondents were asked to rate their level of agreement with statements, using a four-point Likert scale (strongly agrees, agree, disagree or strongly disagree). Comment boxes beneath each question allowed free text, hence encouraging respondents to expand on their views. 

Non-responders were followed up by e-mail on three occasions and the initial deadline for replies extended so as to encourage complete data collection. 

The data from each questionnaire was coded, entered on to an SPSS database and a statistical analysis carried to discover the similarities and differences in views within and between trainers and registrars.  The internal consistency of the questionnaire was assessed using reliability analysis with Cronbach’s alpha.  Differences in responses from trainers and registrars were analysed using a Mann-Whitney U test. 

The free text responses were categorised and coded to enable a thematic analysis 4.5. 

Initial themes were identified by one researcher (NW) and independently validated with further modification by three others (TS, NC and HD) with reference to the initial data.

Recruitment process

91 trainer/registrar pairs from across the UK agreed to pilot the new Report in addition to current assessment methods from August 2005. There were no inducements. Stratified purposive sampling 6 was used to identify this group during July 2005. All Deaneries had initially been contacted with an invitation to pilot one of two possible systems of Workplace-based Assessment. Six deaneries volunteered to pilot the Enhanced Trainers Report. Each of these then contacted all their trainers asking for volunteers. Only those with registrars starting in August 2005 were eligible (see flow diagram below). The final group contained trainers and registrars of both sexes, across a spread of ages and working in a variety of Practices. Registrars included a mix of UK and foreign graduates.

22 pairs dropped out of the pilot for a variety of reasons, notably including pressure of time caused by the extra commitment and lack of interest by the registrar. Data presented here therefore relates only to the 69 pairs who have completed the pilot year. The project is ongoing: 54 further pairs from nine Deaneries subsequently joined the pilot at the start of their training year in February 2006. 46 of these pairs continue to date. 
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Results

Response rates

51 trainers (74%) and 32 registrars (46%) completed and returned the questionnaires.

Questionnaire reliability 

The internal consistency of responses for the 38 questionnaire items rated strongly agree to strongly disagree was calculated: Cronbach’s alpha 0.92, indicating a high correlation between items. 

Comparison between trainers and registrars 

Other than the use of other sources of evidence to assist their judgement at the interim/or final reviews (see below) there were no significant differences between trainers and registrars when responses were compared using non-parametric statistics (Mann Whitney U test) and with p<0.01 indicating significance given the high number of comparisons (n=38).

The questionnaire results are presented in the main thematic categories revealed by the analysis, including quantitative data and illustrative quotes from participant interviews.

Thematic summary of results

1.  Layout of the report

Overall most respondents, 40 (78%) trainers and 25 (78%) registrars, believed that the instructions for completing the report were clear and unambiguous.  Equally the instructions for the collection of evidence were also thought to be clear and unambiguous by 42 (82%) trainers and 24 (75%) registrars.   In addition, 35 (68%) trainers and 25 (78%) registrars believed that there was sufficient space in the workbook to keep adequate records for each of the competency areas.

Trainers expressed a need for clarification of the type of naturally occurring evidence to record and where to record it. Some felt that there was insufficient space for recording this.

There was not enough space to record registrars learning log or trainers comments on tutorials, etc. Information still needed to be recorded elsewhere.
Navigating through the various sections proved troublesome to some and the need for an electronic format was articulated.
The document contains a lot of information and it would be useful to have a secure electronic web enabled version similar to e.g. NHS appraisal toolkit.
2.  Grading

The majority of trainers (66%) and registrars (81%) believed the grading terms “needs further development,“ “competent” and “excellent“ were appropriate.

There appeared to be some disparity amongst some trainers about the ease of attainment of the standards. The majority of trainers felt that that the “excellent” level represented too high a level for most registrars.

There appeared to be a widespread dislike of the 9-point numerical rating scale.

I feel the 9 point scale for assessing skills is too pernickety. I cannot honestly assess my own competences that accurately and I am sure they are not at level 9 in all areas…
However many trainers expressed a need for an additional column to grade trainees who had presented “insufficient evidence” for the competency areas. This stage represented a stage where the registrar had not yet “got off the mark”.
The absence of any comments about the need for negatively framed descriptors relating to each competency area would seem to be significant. This is in keeping with findings from the earlier pre-pilot study

3.  Competency areas

Concerning the competency areas for assessment in the workplace, 44 (88%) trainers and 24 (75%) registrars agreed that areas selected were appropriate and 45 (86%) 

21 (65%) respectively also believed the detailed descriptions in each competency area enabled them to focus on the specific skills attitudes and behaviours of their registrar. 

44 trainers (85%) believed that the competency areas selected were appropriate ones for assessment in the workplace.
45 (76%) also believed that the detailed descriptions in each competency area helped to focus on the specific skills attitudes and behaviours of their registrar. Most registrar’s shared similar positive views in responses to the above two questions.

In relation to the ease of assessing the defined competency areas, the majority of both trainers and registrars agreed they found it easy to asses the following competency areas:

· Communication and consultation skills

· Practising holistically

· Data gathering and information

· Making a diagnosis 

· Clinical management 

· Managing medical complexity

· Working with colleagues and in teams’

· Maintaining performance, learning and teaching

· Maintaining an ethical approach to practice 

· Maintaining fitness to practice

However 19 (37%) trainers either disagreed or strongly disagreed that they found it easy to use to assess Primary care administration and IMT. Equally 13 (40%) registrars also disagreed that providing evidence in this competency area was easy. 

34 (66%) trainers described it as being difficult or very difficult to assess the competency area of community orientation. Similarly 19 (79%) registrars shared this view.

It appears that each competency area helped to focus the trainer on the specific skills attitudes and behaviours of their registrar. Most registrars shared similar positive views in relation to this.

The qualitative analysis seemed to support the difficulties that most trainers had in assessing the area of community orientation:

Community orientation is a tricky one - it is very unlikely a GPR would have the opportunity to become involved in PCT / public health issues other than just observing; but they may be well prepared theoretically to become involved.
This appeared the case for registrars too:
Community orientation very difficult to address because registrar not fully integrated into system. Particularly at the start of the year registrar is not dealing with complexity or administrative issues.
Significantly in this evaluation, as in the pre-pilot, the respondents thought that no significant professional attribute that had been overlooked in the competency areas.
4.  Impact on learning

The majority of trainers (73%) and registrars (65%) agreed that as an aid to teaching and learning, the report enabled trainers to identify their registrar’s learning needs and registrars to identify their own needs.   Equally they agreed that the report would enable the identification of the needs of a potentially failing registrar (79% trainers; 83% registrars) 

The report enabled the trainer’s assessment of the registrar’s progress (73% trainers; 75% registrars). It was also seen as assisting the registrar to self assess their own progress. Importantly the nodal reviews were seen as an important part of this process.
Both trainers (60%) and registrars (75%) saw the report as assisting motivation of registrars and enabled the development of reflective skills (61% trainers; 83% registrars). 
However, some trainers felt resistant to the external imposition of a structured framework and being “directed” in this way:

“I found the workbook to be too structured…we had to resist gearing the job to meet the requirements of the workbook!”

5.  Role in summative assessment
Most trainers (79%) and registrars (67%) either agreed or strongly agreed that the report overall would be an appropriate component of a licensing system for independent practice. 

For many trainers the Report helped support the trainers “gut reaction” or global judgement by providing an evidential framework for reaching this decision.

23 (43%) trainers and 18 (56%) registrars believed that the report enabled the registrars to significantly improve their care for patients.

Concerning the report’s ability on its own, (and assuming passes in other components), to support a training fail decision, trainers (52%) were divided equally in their views that it would be sufficiently robust. Registrars were also divided on this issue with 16 agreeing and 15 disagreeing.

For some trainers there appears to be a clear conflict of roles between being a mentor or coach and being an assessor, which was also expressed as a conflict in the mixture of formative and summative functions:

I have a fundamental problem with combining formative and summative assessment… trainers have a vested interest in their trainee passing, and will in any case be assessing the trainee against their own values, which they will presumably have passed on to the trainee.

Some trainers and registrars expressed concerns about the use of the Report as a licensing tool on its own. This appeared to be mainly due to concerns about its perceived “reliability” when compared to the formalised setting of examinations. Most concerns were focussed on the pass/fail decision at the end of training with many trainers not keen to be placed in the position of being the sole arbiters of this decision.

There appears to be a call for external assessments to support the Report process and make the process more robust, but not an externally assessed video. Greater use of the trainer workshops was felt useful:

I think it is a step forward from sending a video off for an outside assessment. If other local trainers were involved with some of the assessments (as suggested in the report but not done this time) this would make the report more robust.
6.  Workload and resources

For both trainers and registrars using the Report the concurrent running of the Report with existing assessment systems seemed to have a significant impact on the time taken:
There were limitations of time with so mush else that had to be done e.g. SA and MRCGP.
However there appeared to be recognition that the process would be manageable if it replaces existing assessments rather than carried out in addition to:
“This was time consuming when carried out in addition to SA and current MRCGP studying/hoops but as the single assessment route will I think, be more manageable, relevant and useful.”

A minority of trainers commented on the need to be adequately remunerated for the time taken in conducting the assessments as part of the Report.

7. Training
A very strong theme emerging from trainers related to the need for training, both in terms of the philosophy underpinning the Report and specific training in relation to using the tools and formulating judgements about the registrar:
“I think there needs to be lot of support for trainers about using the competencies. I had instruction initially and then after 6/12 - the instructions for completion seemed different, although this may have been my interpretation but could cause problem for trainers and GPRs if borderline.”

8.  Tools

The majority of trainers believed that the guidance notes for completing all three tools were both clear and sufficient and that the rating scales were clearly laid out and appropriate in both content and sequence and that they were helpful in informing the reviews in the report.

Registrars’ views were generally positive regarding the use of the three tools with over 78% agreeing or strongly agreeing across all three tools that the guidance notes and rating scales were clear, sufficient and appropriate in both content and sequence. Over 80% also agreed that the tools were helpful assessments in informing the reviews in the report. 

Interestingly, while 28 (55%) trainers used other sources of evidence to assist their judgement at the interim/or final reviews only 7 registrars (22%) did so (p=0.007; Mann-Whitney U test).

Multi source feedback (MSF)

This tool seemed to be the most positively evaluated by trainers and registrars. 91.3% of trainers and 81.3% of registrars found the guidance notes clear and sufficient. 74.5% of trainers and 81.3% of registrars found the tool helpful in informing the reviews in the report.

The qualitative analysis from the survey revealed some problems with non-clinical raters rating certain items: particularly those, which were more clinically-based.

We found that a number of practice staff had difficulty completing much of the report because in a number of cases, they could only answer one or two questions as only these were relevant to them.
There appeared to be some administration problems in relation to receiving and sending the questionnaires. The first cycle was paper-based and the second cycle in e-format. Trainers and registrars largely preferred the e-format.

The tool was deemed useful in giving feedback to support teaching and learning by the majority of trainers and registrars.

Feedback from other sources (Appendix C) identified the need to relate items in the questionnaire to the competency areas.

A full external evaluation of the MSF tool used in the Report (GP-SPRAT) has been conducted and is shown in Appendix D. The key findings of this external evaluation are as follows:
i. 124 doctors were assessed using GP-SPRAT. Mean response rate from assessors was 70%. Overall cohort mean score was 5.11 with a range of 3.94 – 5.91. Cronbach’s Alpha was 0.97 for the questionnaire.
ii. Seven assessors achieves adequate reliability (95% CI= 0.4).
iii. Mean ratings differ across occupational groups as do unable to comment rates with high UC rates amongst administrative staff. Administrative staff found it easiest to respond to questions in relation to team working. Ratings were significantly higher for trainees in their second 6 months of GP compared to those in their first 6 months (5.26 cf. 4.96). 
iv. Despite anxieties about availability of assessors, MSF in Primary Care is feasible and achieves adequate reliability as a component of an assessment programme. Differences found in mean scores and the ability of raters to answer questions has important implications for assessor selection.
Evidence to support validity is provided by differences between GP registrars in their first and second six months of General Practice. 
Case-based discussion (CBD)

The majority of trainers and registrars found this a useful tool.  80.4% of trainers and 81.2% of registrars found the guidance notes clear and sufficient.  78% of registrars found the rating scale clear and appropriate in content and sequence, but only 64.7% of trainers found this to be the case. 88.2% of trainers and 80.2% of registrars found the tool helpful in informing the reviews in the report.

The qualitative analysis identified the need to link the structured question guidance to the competency areas.  Some trainers wanted the rating scale reviewed to make it consistent with other tools used within the Report. The rating form was deemed to need more space for recording free text comments for feedback.

A number of comments related to the need for more specification about case selection. Some trainers felt that allowance should be made for the selection of “random cases.”

Largely dependent on what registrar wants to present, some allowance should be made to allow random cases.
The majority of trainers and registrars found the process time consuming, and difficult to fit into the advised time schedule.

A number of trainer comments related to the need for additional training in using the tool, particularly in using the question the structured question guidance.

Consultation observation tool (COT)

The majority of trainers and registrars thought this a useful tool.  86.2% of trainers and 84.4% of registrars found the guidance notes clear and sufficient.   81.3% of registrars found the rating scale clear and appropriate in content and sequence, but and 70.6% of trainers found this to be the case.  84.3% of trainers and 84% of registrars found the tool helpful in informing the reviews in the report.

Analysis of comments revealed that more space is needed to record comments for feedback.

The rating scale generated some adverse comments, partly due to the inconsistencies of rating scales used in the report:

The rating scale is difficult to use and does not follow a natural sequence of questioning. The 7 point marking schedule does not fit in with the 9 point schedule used elsewhere.
Some trainers found this tool easier than the others due to its familiarity with the MRCGP video criteria:
I found this an easy tool largely because similar to old rcgp video analysis.
However some trainers felt that the tool should be revised to make it more similar to the MRCGP marking schedule:

All trainers are familiar with the MRCGP marking schedule; I would use a modified version of this MINUS (2) 'cues' and (10) 'specifically seeks to confirm pt's understanding' and ADDING 'no significant clinical errors' at the end.
General

Both trainers and registrars reported a number of general comments. Many of these were favourable in relation to the Report being deemed a helpful and useful assessment tool, and an improvement on the current system.

The negative comments related, in the main, to the time involved in using the framework in addition to existing assessment systems, and the need for further training in using the report
Discussion
This study has taken the form of a questionnaire survey of trainers and GP registrars who had been using the Report for a period of 12 months commencing 1st August 2005. The content of the questionnaire built on a pre-pilot study, which had already examined to some extent the feasibility and usefulness of the Report. The aim of this study was to explore the views of trainers and registrars with respect to the content validity of the Report, its overall usefulness as a formative and summative tool, and the usefulness of the evidence gathering tools incorporated within it. 
Although the survey yielded a good response rate amongst trainers (74%) it was limited by the low response rate of 46% from registrars. Inferences from this small sample therefore need to be interpreted with some caution. However, it was encouraging to note that the results largely accorded with, and were consistent with those of the pre-pilot. 

The majority of trainers and registrars found the layout of the Report, the guidance notes clear and unambiguous. There are clear issues with the sufficient guidance and space for recording naturally occurring evidence.  Furthermore some trainers found navigating through the report, and in particular transcribing information from the evidence gathering tools into the relevant sections in the Report.   This would undoubtedly be aided if the Report framework were available electronically and would fit neatly into an electronic training portfolio as part of a three year programme.

There is further evidence from this study that the terms: “needs further development,” “competent,” and “excellent” were acceptable to both trainers and registrars alike in keeping with the pre-pilot study. There were, however, concerns related to the ease of attainment of the standards with particular issues in relation to the “excellent” level. Clearly further specification and calibration amongst trainers will be needed to allow familiarity with the standards required.
The 9-point scale has been universally disliked and in view of this should be removed. However there is a clear need for an additional grading column which indicates that “insufficient evidence” has been demonstrated enabling no clear judgement to be made about progress. 

Trainers and registrars agreed that the competency areas within the Report were appropriate for GP training, and from the comments there did not appear to be a competency area that was being “missed” by this module of assessment.  It is reassuring to know that this finding replicates that of the pre-pilot. This implies that the competency areas have construct validity and therefore could confidently be used as the “building blocks” of professional competency within an e-portfolio.

Ten out of the twelve competency areas were deemed easy to assess, but both trainers and registrars found it difficult to assess specific competency areas, namely community orientation, and practice administration and information management technology. This may represent the inherent difficulties with the constructs underpinning these competency areas, the need for further specification of the competency areas, or more assistance with “where to find the evidence” in these areas.

The Report would appear to have had a significant formative benefit in supporting teaching and learning, include the early identification of a registrar’s learning needs, aiding reflection and providing motivation. It would appear to the support the developmental progression of the registrar and the nodal reviews are deemed to be an important part of the process.
Whilst some trainers have taken to the approach readily, others have resented the imposition of a structured tool. This may simply be due to a reluctance of accepting change, but therefore requires a clear communication and training strategy to help manage the implementation of this type of assessment.

It was reassuring to note that trainers and registrars in this study considered the report as an appropriate part of an overall licensing system. However, nearly half of the respondents were concerned about its use as the sole instrument for a “fail” decision.   It appears that many trainers are uncomfortable as the only person involved in a “fail” decision and would value an external moderating mechanism such as a panel to add support for their decision and quality assurance to the process.

This conflict in role will require further training to help trainers clearly separate the collection of evidence from its judgement.

It is important to note that the pilot has identified a significant investment in both trainer and registrar time, particularly as this was conducted in addition to existing assessment systems: summative assessment and the current MRCGP examination. However, there is an acknowledgement that if this framework is instead off rather than additional to existing assessments, the process is manageable.  Some Trainers appear concerned that additional remuneration will be needed to support the perceived increased assessment activities.

A strong theme that emerges from the analysis is the need for adequate training in understanding the framework, and using the tools to generate information and make a judgement. Once again the importance of an adequate training for trainers is underlined.

It was interesting to note that the majority of responding trainers and registrars thought that all three evidence assessment tools were helpful in informing the developmental reviews, and that the supportive guidance was helpful and clear. There has, however, been some concern expressed in relation to the rating scales for some of the tools such as CBD and COT, which should be noted in relation to development of further versions of these tools.
Though it was not mentioned in the evaluation results, any further development of the Report will need to see it operative over the three years of structured GP training.  This should not prove too much of a problem as the principles of a curriculum-based portfolio and workplace assessment tools are already common currency in the Foundation years, and will be introduced by many other Royal Colleges next year.
Conclusion

As Van de Vleuten and Schurwirth7 have argued that the workplace assessment of professional competence does not require individual test methods of high reliability, but a more descriptive, longitudinal approach, rooted in day-to-day practice, that samples widely across contexts. These results indicate that the adoption of a competency-based trainer’s report supported by the collection of evidence is an acceptable, feasible and educationally valid method for the workplace assessment of GPs in training. 
Given the findings of this analysis, there are considerable grounds for optimism for including the Report as part of an overall framework for nMRCGP.
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Development of the Enhanced Trainers Report

The Enhanced Trainers Report (Report) was developed over a two-year period starting with the development of a set of principles for workplace assessment.  Competency areas were derived from the RCGP Curriculum (Statement 1 - Being a General Practitioner),and through a process of  blueprinting tools required to gather evidence were identified.  Throughout, the views of large numbers of GP educators and trainees have been taken into account through both informal and formal evaluative processes.

1. Establishment of principles
· Workplace assessment principles presented to, and feedback obtained from, RCGP Assessment Board in Feb 2004 and MRCGP examiners in workshops in March 2004.

· Following a call to all GP Directors for expressions of interest in April 2004, a workplace assessment steering group was set up including RCGP, deanery, psychologist and lay input.  Principles and initial work-streams agreed.

· One-to-one meetings with and expert advice obtained from Prof. Alison Wolf (Competency-based assessment - Kings College) and Prof. Val Klenowski (Portfolio assessment - Institute of Education). June 2004.

· Presentation of proposal to, and further feedback from, 40 Associate Directors at two workshops at UKCEA.  Wider reference group established.

· Publication of principles paper in BJGP in June 2005.

2. Derivation of the competency areas

· Building on work previously undertaken in respect of the MRCGP, the areas of the curriculum best tested in each element of the proposed nMRCGP examination, including workplace assessment, were identified in March 2004.

· From these areas a number of competency areas were derived which were subsequently honed by the workplace assessment steering group in May 2004.  A conscious decision was made that in order to make the areas as approachable and understandable to trainees and trainers as possible, some of the wording of the competencies in Curriculum Statement Being a General Practitioner would be avoided.
· The resulting areas were subsequently mapped against both Good Medical Practice and the selection competencies.
· Word pictures were developed to reflect the Dreyfus and Dreyfus stages of novice, competent and expert in each area.  This work was presented to the RCGP Assessment Board in September 2004.

· A first edition of the Enhanced Trainers report was piloted by three English deaneries over a six-month period between February-July 2005.

· The results of the pre-pilot were used to develop a second iteration of the competency areas.

· Publication of pre-pilot study in Education for Primary Care in 2006.

3.  Tools

· The first edition of the Report relied on trainers using formative assessment to garner evidence to support trainee progression in the competency areas defined.

· In order to address concerns relating to consistency and comparability across sites, a blueprinting exercise was conducted in Feb 2005.  This concluded that evidence for all the competency areas defined could be obtained from just three tools; consultation observation, multi-source feedback and case-based discussion.
4.  The 2006 Enhanced Trainers Report

· As a result of the feedback from pre-pilot focus groups, several changes were made to the original Report to produce the version to which this evaluation refers e.g. the competent areas were reduced in number from 15 to 12, the terms novice and exert were replaced and the word pictures improved.
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Abstract

Assessment in the workplace will form one strand of a new assessment programme for the licensing of trainees in general practice.  This paper describes a qualitative study of the reactions of potential users to one approach to workplace assessment, a competency-based trainer’s report.  The study was designed to investigate the tool’s fitness for purpose and specifically sets out to examine issues of feasibility and usefulness.

From a thematic analysis of three focus groups and 33 telephone interviews it appears that the proposed instrument is practical and acceptable to both GP trainers and learners, useful and valued as a formative educational tool, and acceptable as a summative assessment provided adequate training and triangulation is put in place.  A number of recommendations are presented for consideration in the design of subsequent pilot instruments.
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Introduction

As a result of the wholesale review of specialty training set in train by Modernising Medical Careers (1), general practice education is about to change.  In this new world, the Royal College of General Practitioners (RCGP), governed by standards laid down by the Postgraduate Medical Education and Training Board (PMETB) (2) will play a central role in training and certification.  To this end, a curriculum for general practice will be published by the College towards the end of 2005.  A national assessment framework for general practice however, remains emergent.  What is certain is that the future licensing assessment for trainees in general practice will replace both the current mandatory summative assessment requirements and optional RCGP membership examination.  It has also been declared by the College (3) that the new dual-purpose ‘exam’ will comprise three elements; an applied knowledge test, a clinical skills assessment (simulated surgery), and a programme of workplace assessments.  The new assessment programme is due to be implemented for all trainees in general practice starting from August 2007.

During 2004, a competency-based trainer’s report was developed by a team of GP educationalists from a number of English deaneries together with lay and psychologist input, The Report, designed on the basis of a theoretical rationale reported elsewhere (4), was built around fifteen competency areas (see Table 1) drawn from a number of sources including the first and overarching RCCP curriculum statement Being a General Practitioner (5), Good Medical Practice (6) and the competencies used for the selection of doctors into general practice specialty training (7).  Each competency statement is expanded through a series of word pictures describing novice, competent and expert performance (8) and accompanied by a nine point numerical grading scale.  Forms for three-monthly reviews are provided allowing for staged assessment of progress by trainer and learner in relation to the competency areas, a judgment supported by evidence collected along the way.  Recommendations are made in each of the competency areas about how the evidence might be collected to support those judgements.
[Insert Table 1]

Methods

An evaluated pilot study of the Report was conducted by a team of three researchers between February and August 2005 across three postgraduate deaneries.  TS lead the study, the methodology was designed collaboratively by NW and TS and all three researchers contributed to the data collection and analysis.  Our aim was to investigate the fitness for use of the Report, specifically the perceptions of trainees and their trainers in relation to:

· feasibility (practicality, acceptability)
· the usefulness of the Report as a formative (educational) tool
· the usefulness of the Report as a summative (licensing) tool
· how such a system of assessment might be improved

The research questions clearly indicate the adoption of a qualitative methodology but as they arise from preconceived ideas considered worthy of investigation, it was particularly important that we adopted an appropriately structured method that was rigorous critical and objective, ensuring systematic collection, analysis and interpretation of the data.

We recruited a stratified, purposive (9) sample of pairs of trainers and learners to the study from three UK deaneries.  For pragmatic purposes, only those in the second half of their training year were invited to participate.  Audio-taped focus groups were held at each site, three months into the study period.  Six to eight individuals attended each meeting, which were of one-hour duration.  The interviewer was unknown to the group, which was held in the host deanery of the second researcher.  The simple question schedule put to the group was derived from the study’s aims and designed to stimulate discussion.  From the resulting transcriptions and field notes we agreed an initial list of themes.

Towards the end of the study period, we invited every participant to participate in a semi-structured telephone interview to explore themes that had arisen from the focus groups in more detail.  The interviewer was again located outside the participant’s deanery.  All interviews were audio-taped and a purposive sample of around half of these (fourteen) were transcribed.  In view of the emerging stability of themes identified, the remaining interviews were not transcribed, but listened through by two of the researchers for any new, previously unidentified themes, and notable or illustrative quotes.  For the purposes of data analysis we used an approach described by Radnor (10) which provides a systematic and visible process for the derivation of a thematic framework.
In assuring the reliability of this study, a number of approaches were adopted.  The research team developed interview schedules together, internal consistency at the time of interview was enhanced through the use systematic field notes and transcription was carried out by an experienced medical secretary conversant with the issues under discussion and the language used.  All three researchers studied the complete focus group data, independently identified initial themes and agreed a preliminary list of topics and categories.  Two researchers (TS and NW) analysed the structured interview data together, agreed the assignation of codes to interview statements and during the process agreed further minor modifications to the thematic framework.  A structured and well-established method of data analysis was used to ensure accuracy of coding and to provide an audit trail.

Arguments supporting the case for the face validity of the study have been presented elsewhere (4) and specific threats to validity were addressed as follows.  Construct validity was confirmed by the uniformity of focus group responses.  Sampling bias was addressed through the strategy adopted and a cohort effect minimised by the wide geographical spread of participants.  The influence of position or power was avoided through interviewing participants in other deaneries than the researcher’s own and interview questions were kept neutral.  Data was collected from the majority of possible participants.  Analysis, aided by structured field notes was both exhaustive and exclusive.  Original data has been presented within the results and the complete data set is available from the authors.

The project was co-coordinated from the London Deanery on behalf of the research team.  Ethical approval was obtained, through Oxford Brookes University.  The research proposal was also discussed with advisors at the NHS Central Office for Research Ethics Committees (COREC) who indicated that their formal approval was not required.  Informed written consent was obtained from all participants who were also made aware of their right to withdraw from the study at any stage.

Results
Twenty-nine pairs of trainers and learners (58 participants) enrolled for the study.  One pair withdrew due to illness and another for well-founded educational reasons.  Of the 54 participants remaining, we collected data from 38 participants representing 23 of the pairs.  Twenty-four individuals attended the three focus groups and 33 gave an interview (19 of whom had also been present at the focus groups).  The remaining participants were contacted three times by letter and/or e-mail but not pursued thereafter.

Feedback from the focus groups was remarkably consistent across the three sites despite their geographical separation, the unstructured nature of the question schedule and that a different member of the research team facilitated each group.  This enabled us to devise an initial list of themes, which we then used to construct a semi-structured telephone interview schedule.  The themes developed from the focus group transcripts were then applied to the data obtained from the semi-structured telephone interviews and a thematic framework further refined.  A summary of the findings is provided in Table 2.  Themes and illustrative quotes are provided below.

[Insert Table 2]

1. Pilot timing

The timing of the pilot, the second half of the registrar year, proved awkward for some and it was felt that the Report would have been useful from the outset of training.  One significant problem was the conflicting demands from other assessments e.g. MRCGP which tend to be undertaken towards the latter end of training.  This appears to have lead to some variability of use of the Report.

I think this was rather hijacked by the fact that my registrar didn’t pass her MCQ straight off and was completely [preoccupied] for a while and this was presented at a time when she was thinking I haven’t got time to think about doing that.

2. Assessment burden

All were anxious that the Report did not become just ‘another thing to do’ expressing concern about the potential overall assessment burden.  However, this was in the context of an already packed training year and may not be an issue if the Report is to be used as part of a new assessment package and across a three-year training programme.

Most trainers found that the Report merely acted to formalise some of the activities that they were already undertaking.

it dove-tailed very nicely in the sense that we are used to doing that kind of activity with the registrars anyway so sort of doing it on a regular basis wasn’t difficult.

Several thought that it would involve more work for trainers but were prepared to engage in the process provided it was educationally useful and that the Report replaced some of the existing methods of assessment.

3. Layout and design

The design of the Report was felt by the majority to be user-friendly although one or two of the interviewees disagreed;

I thought that there were really too many competencies and too many descriptors and the whole thing is a bit overwhelming and I think it risks creating disillusionment really amongst trainers because there is just so much of it.

One registrar found the instructions for use difficult to fathom but this was not a universal experience.  More detailed guidance was however, generally felt to be necessary;

what would really help trainers and what would really help registrars is if we both had separate, well I put here, high quality details of specific guidance about how we are supposed to do this, how the registrars are supposed to collect the data, what is considered acceptable evidence and what isn’t to make the whole thing much more specific.

There were conflicting comments about the space available for recording information and again this may reflect a variability of usage in the study.  Suggestions were made for alternative electronic formats.

4. Use and ownership

Several issues emerged around how the Report was used.  Some pairs suggested continuous use;
You almost need to have it with you every time you sit down and discuss things with the registrar

But most used it intermittently, focusing in on the Report at the interim review points.
I tended to keep it and when we first got it we went through it and then I think we tended to maybe refer to it every few weeks, certainly not weekly, and at the sort of 3 monthly or the reviews looked at it in more detail

A few participants also allowed other members of the primary care team to contribute.
 … because other partners or other members of the team can put things in there as well.

The issue of ownership was a particular problem.  To some, the trainer appeared to be the Report’s natural guardian but some pairs found it more appropriate for the trainee to hold the Report.  The majority view was a degree of ambivalence over ownership and the belief that the document should in some way be shared;

I think it should be a joint thing.  I think that is the advantage it confers.  I felt far more ownership with this trainer’s Report whereas the other, the standard one, I didn’t even know what went in it 

One solution to this problem, suggested by a number of interviewees, was the creation of a complementary registrar portfolio where evidence could be stored, with the Trainer’s Report acting as a summative summary document.

5. Influence (impact) on learning

The vast majority found that the Report had influenced learning positively.  Trainees found the progression statements helpful indicators of their direction of professional travel and both trainers and trainees welcomed the opportunity to focus down on specified areas of professional practice.

that really gave me an opportunity to concentrate on things and focus on areas where I was lagging behind, so that was really good.

The interim reviews that resulted in the formation of a learning plan were felt to be particularly useful.

I very much like – and I think it’s a vast improvement [ON THE TRAINER’S REPORT] because you can use it formatively - the ‘agreed learning plan’ after each three months.  I think that’s the best bit really.

The facility to self-assess was also valued by both although a tension was identified here with the possible restriction of self-disclosure influenced by the summative function of the report.

 [IF IT WERE A LICENSING TOOL]  ..there’d be more kinda pressure on scoring higher, on making a progression. You’d be less inclined to focus more critically on yourself; you’d be more inclined to pat yourself on the back.. 

This interaction between summative and formative functions was commented on by many participants although for most, it appeared to be a navigable difficulty.

the friction that exists between being formative and summative doesn’t change, if anything it probably gets easier because you get better evidence collection with this tool.

Only one trainer felt that there had been an adverse impact on learning.

I think it was probably negative as it interfered with what we were doing really. It was intrusive…
6. Competency areas

The competency areas were thought to be appropriate although it was noted that the competencies needed to link in with those used at selection (in fact they had been mapped previously).  Most participants felt it appropriate that psychomotor skills had been omitted from the Report.

I’m glad that some of the more kind of basic observation of how to use an ophthalmoscope is not in it and hopefully that will be covered earlier on in training which I think is good

At the focus groups, duplication and overlap of competency areas had been an issue.  This was further explored at the interviews and although some agreed, there was a recognition that with familiarity, the areas could be separated out.  Almost universally, it was found that some, albeit important, areas were harder to produce evidence against than others.  The areas quoted were mainly those towards the end of the Report, areas of professionalism in fact, which would be extremely difficult to assess by other means.

… it’s just like some of these at the back, like fitness to practice and maintaining mental and physical health, yeah, obviously, it is important but how much evidence you can collate for any one is quite difficult.

7. Potential role-conflict

At a focus group, one trainer had voiced a concern about workplace assessment causing role-conflict for trainers.  This was felt to be an important issue and was specifically explored in the semi-structured interviews.  All of the trainers and learners interviewed recognised that a tension existed but felt that assessment was integral to the work of the trainer.

The role conflict arose when we became, when we had summative assessment rather than formative assessment.  I have always accepted that.  I think it is a fact of life now and this hasn’t added or hasn’t changed anything.

We are the person that knows them the best.  We’ve actually seen them working and we do have a role to provide that information.

Clarity of communication early on between trainer and learner was felt to be the key to overcoming these difficulties.

8. Trustworthiness of judgement

Concerns were expressed about the trustworthiness of the trainer judgement;
I would be a bit concerned if this was a sort of rigid summative tool because at the end of the day there is a lot of subjectivity there.

However, a number of suggestions were made about how comparability and consistency of judgements might be improved.  Namely:  
Specification of guidance;

What would really help trainers and what would really help registrars is if we both had separate, high quality details of specific guidance about how we are supposed to do this, how the registrars are supposed to collect the data, what is considered acceptable evidence and what isn’t to make the whole thing much more specific. 

And criteria;
having a fixed set of criteria to work to is probably a good thing because then hopefully you are getting everyone to a kind of more, a better standard so everyone kind of knows where you should be and if you get that mark in that area then other people know where you are as well, so that makes it a good thing. 

Standardisation of the tools used;

 I think it [A STANDARDISED TOOLBOX] is going to help you in a way, I mean it is going to help you to see where you are and doing things rather than making it something local, it is really good.  I support that.
And triangulation within the Report.

 … what you are doing, could also be done by an external assessor as well, along with your trainer once in a while where somebody else, maybe somebody who does your appraisal, like a course organiser, does that as well so you will get the idea of where you are standing at the moment and not only your trainer doing it. 

Training and calibration sessions were also suggested, perhaps with groups of local trainers.
9. Tools

A range of tools were used to collect evidence although most trainers used case-based discussion and video analysis as staples. Some had also used a 360’ feedback tool.  Trainers were however, split on the suggestion of having a nationally prescribed set of tools to use.

Q:   Would it help to have a prescribed toolbox as it were?

A:  Yeah, I think that could be helpful, yes to give some clearer guidance really

Q:  Would it have helped if you’d had a prescribed toolbox?

A:   No. It would have made me cross.

Although some guidance was thought to be helpful by the majority.

10. Grading scales

The RCGP Assessment Group had previously voiced concerns about the terms novice and expert; the former being felt pejorative and the later unobtainable.  This was echoed by some participants;
The use of ‘novice’ and ‘expert’ was clearly an issue about where scores were generally rated and my trainee would certainly err on the side of moving any score outside the ‘novice’ range, even from the beginning, and that actually those labels of ‘novice’ and ‘expert’ didn’t always help the subjective assessment of where they should initially place their mark on the scale.

but was not universally an issue.

 it’s a lovely system especially the names novice, competent and expert, they are very flattering.

Some comments were made about the expert standards being too high and the novice standards too low.  The sliding scale of 1-9 was generally found to be helpful as was the fact that it took registrars beyond competence;

Trainers particularly valued the word pictures as an aid to judging the registrar’s progress.

I found those very helpful for pinning my thoughts and ideas onto what level; novice, competent, expert.  On the other side, when there were very few ideas, I found that more difficult
11. Place in the overall licensing assessment of GPs

The new Report was thought to be a useful replacement for the existing Structured Trainer’s Report aiding, not just pass/fail decisions, but the recognition and remediation of problem trainees.

I am not a great fan of the Trainer’s Report … as an actual summative tool I think it falls short of what it is meant to do.  How does this compare – I think it is probably more robust.

Learners felt more involved;
I think it is much more valid than the current one because of how well it monitors and how it guides you to monitor yourself over the year.

And most trainers had little difficulty with it as a potential part of a licensing assessment programme.

I would very much welcome it and it’s definitely a great improvement on the current trainer’s report

But the need for other complementary assessments was identified and suggestions were made about what these might be.  A strong preference emerged for an MCQ and an external assessment of consulting skills, preferably a simulated surgery rather than an externally assessed video.

And then you would combine that with something –an objective assessment of knowledge and an assessment of consultation skills.

he reports.

Simulated surgery, OSCE exam’d be good. It’d make us really brush up on basic things, clinical things, which are overlooked a bit at the moment. …simulated patients would be more valuable than a video.

It was also suggested that the Report should link with appraisal and through its design, prepared registrars for this professional responsibility.

Almost at the end of the 12 months it becomes like your appraisal, which is nice. You can say that if you’ve done all this, you can say that as a result of this document you have satisfied the PCT requirement. You can sell it by saying if you’ve done this you don’t need to do an appraisal.
During the course of the study, a number of recommendations were made for the future improvement of the competency-based trainer’s report and these are summarised in Table 3.

[Insert Table 3]

Discussion

In this paper, we have described a pilot study of a workplace assessment system for trainees in general practice; a ‘competency-based trainer’s report’.  Our aim was to determine to what extent the results obtained supported or refuted the theoretical underpinnings used in constructing the Report and whether further development of such a tool would be worthwhile.
The study design, together with the steps taken to ensure reliability and validity has been described in detail.  Although these measures have strengthened the generalizability of findings, a number of minor weaknesses can be identified.  The fact that a national toolbox of workplace assessment tools was not included in the study is an obvious one but unavoidable under the circumstances of the pilot.  The study is also weakened by the piloting of an instrument designed for use over the entire training period of a year, in just six months.  A third factor was that at the same time as participating in the study, trainees were also having to engage with two existing assessment systems – one voluntary, the other mandatory - which the new assessment system aims to replace.  Throughout the study, it also became obvious that pairs of trainers and learners were using the report in somewhat different ways.  Consistency of use could have been improved through setting up training sessions but the three researchers were reluctant to impose an additional unremunerated burden on the doctors involved.

Despite the above, the findings obtained were consistent across a large quantity of data with high levels agreement between the researchers on the thematic framework and subsequent analysis.  Within the constraints of the study period, both trainers and learners appeared to fund the report acceptable both in its current form and, subject to some improvement, as a future licensing tool.  The competencies selected for assessment were approved by both groups, as was the developmental approach.  All participants viewed the pilot instrument as a great improvement on the existing, clinical skill-based trainer’s report.

Periodic review of progression supported by evidence collected is already a widespread  practice in professional medical training both in the Record of In-Training Assessment  (RITA) system for Specialist Registrars and NHS Appraisal (11).  A portfolio system of assessment based on standardised evidence has also been adopted in the new Foundation Programme (12).  Again, this evidential approach to assessment appeared to be acceptable and practical to the majority of participants.

One of our concerns at the outset of the study was whether workplace assessment would cause trainers a degree of role conflict.  Interestingly, the study found that whilst acknowledging that a tension existed between their various roles, trainers felt that assessment in the workplace was appropriate and that their involvement was, not only necessary, but desirable.  Local assessment was viewed as potentially problematic in terms of what some participants called ‘subjectivity’ but a range of measures for maintaining consistency and comparability across sites was proposed by participants broadly in line with those propounded by Baker, O’Neil and Linn (13).  Triangulation was agreed to be key and interestingly, the external assessments thought necessary in addition to the Report were an applied knowledge test and a clinical skills assessment using simulated patients - precisely those proposed by the RCGP.

Our results indicate that the adoption of a competency-based trainer’s report supported by the collection of evidence is an acceptable, feasible and educationally valid method for the workplace assessment of GPs in training.  Further developmental work is needed on the Report, but from the users perspective, it appears to be a paradigm worth pursuing.
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Table 1
Workplace assessment for licensing:  the competency areas
	Good clinical care

	1.
Communication and consultation skills

	Scope:  communication and consultation skills and the use of consultation techniques.

	2.
Practising holistically

	Scope:  operating in physical, psychological, social and cultural dimensions, the impact of the patient’s condition on family/carers and the response to this.

	3.
Data gathering and interpretation

	Scope:  the gathering and use of data for clinical judgment, the choice of physical examination and investigations and their interpretation.

	4.
Making a diagnosis / making decisions

	Scope:  the conscious, structured approach to decision making.

	5.
Sound clinical management

	Scope:  the recognition and management of common medical conditions, prescribing, the management of long-term health problems and preventative care and the use of resources.

	6.
Keeping appropriate records

	Scope:  the quality of medical record keeping.

	7.
Access and availability

	Scope:  accessibility to patients, staff and other health professionals and the response to emergencies.

	

	Maintaining good medical practice

	8.
Using feedback constructively

	Scope:  the acquisition and use of feedback, including working within limits of competence. 

	9.
Keeping up to date, and maintaining performance

	Scope:  maintaining performance, keeping up to date with evolving knowledge, news and thinking and the use of personal development plans in continuing professional development.

	10.
Uses evidence to improve care

	Scope:  the evaluation and application of evidence and the use of audit of practice systems to improve care.

	


	Relationships with patients

	11.
Maintaining trust, and ethics

	Scope:  ethics, integrity and respect for patients.

	

	Working with colleagues

	12.
Working with colleagues and in teams

	Scope:  working in a multidisciplinary team and the sharing of information between colleagues to ensure patient care.

	

	Probity

	13.
Accepting the duties and responsibilities of a Doctor

	Scope:  the codes of professional behaviour required of a licensed doctor with the General Medical Council.

	

	Health and the performance of other doctors

	14.
Maintaining own mental and physical health

	Scope:  the interaction between work and personal health and the action that may be needed, including the management of time and workload. 

	15.
Fitness to practice

	Scope:  the performance of doctors and the action taken to protect patients.



Table 2

The thematic framework
	Themes
	Sub-categories

	Pilot timing 
	1. Conflicting demands,

2. 6m rather than 1y

	Assessment burden
	1. Time taken

2. Number of assessments

3. Other pressures

	Layout and Design
	1. User friendliness, including clarity

2. Space

	Use and ownership
	1. Who had input

2. Ownership, 

3. Continuous / periodic

4. Need for complementary GPR portfolio 

	Influence (impact) on learning
	1. Formative / developmental

2. Self-assessment

3. Formative – summative interaction

4. Nodal reviews

5. Adverse impact

	Competency areas 
	1. Appropriateness

2. Overlap

3. Difficulty in assessing

	Potential role conflict
	


	Trustworthiness of judgement 
	1. Need for training of assessors

2. Need for triangulation

3. Need for calibration and moderation

4. Specification

5. Trustworthiness of judgement; general

	Tools
	1. Types used 

2. Toolbox

	Grading scales
	1. Acceptability of terms novice-expert

2. Acceptability of 1-9

3. Appropriateness of standards

4. Word pictures

	Role in the licensing of GPs in training
	1. Replacement for trainer’s report 

2. Overall place in licensing examination/other assessments needed

3. Enables trainers to spot failures early

4. Link with appraisal

5. Enables summative decision


Table 3

Recommendations for further development of the competency-based trainer’s report
	Layout

· Clear, unambiguous and non-technical instructions should be provided in the Report

Ownership

· Consideration should be given to the development of a complementary registrar’s portfolio in which instructions might be provided, competencies explained  and collected evidence stored.

Competency areas

· The competency areas should be reviewed, particularly those towards the end of the report to ensure that evidence can be collected to support judgements made.

Trustworthiness

· A system of moderation should be established with external review of all fails and a sample of passes.
· A programme of training should be put in place to ensure that all trainers understand the competencies and the process of using the Report.
Toolbox

· A national set of evidence collecting tools should be established to accompany the Report.

Grading

· The terms novice and expert should be reviewed.
· The word pictures in the expert column should be carefully reviewed in order that they be aspirational but achievable

Role in licensing

· The Report should be triangulated and accompanied by external assessments.  As a minimum these should be an applied knowledge test and clinical skills assessment.
· Psychomotor skills e.g. taking a blood pressure should be tested, probably elsewhere and preferably in the Foundation Years.
· Evidence collected for the Report should satisfy or contribute to that required for the purposes of NHS appraisal.
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A number of other sources of evaluative evidence regarding the Enhanced Trainers Report are summarised here derived from:


1. A qualitative study involving  trainers (n=8) conducted on the Report conducted in the SYH Deanery by Tim Norfolk and Amar Rughani (July 2006)

2. Feedback from a workshop for trainers (n=19) held in the Eastern Deanery reported by Mei Ling Denney and Richard Wakeford (July 2006)

3. Feedback from a workshop for trainers (n=75) held in the Oxford Deanery reported by Nicki Williams and Richard Jones (June 2006)

4. Feedback from Associate Dean pilot leads from across the UK (n=20) at a training session held in London (Sept 2005)

5. Expert advice from Lambert Schurwirth, Maastricht University reported by Nav Chana and Tim Swanwick (October 2005)

Dr Schurwirth’s verified views are summarised in full in Appendix D.  The issues arising from the other sources are summarised below.

General

The Report was considered a more valid framework for assessment than the current trainers report

The Report is helpful in providing developmental direction.

The Report allows the construction of a ‘rich picture’ of the trainee over time and place. 

The onus should be on the trainee to collect the required evidence.

Too many different marking scales within the report and its tools.

Interim reviews

A sign off statement from the trainee was required at the final review to say whether they agreed with the recommendation.

Competency areas

The competency areas were felt to provide appropriate coverage and to be independent of each other

Trainers said that the Report helped support their ‘gut reaction’ or global judgement by providing an evidential framework.

The competency areas facilitated formulation of a ‘diagnosis’ about the trainee and enabled precise developmental feedback.

Descriptors and rating scales

The word pictures were found to be helpful by most.

The word pictures need to be the subject of ongoing debate and review. 

The 1-9 scale was generally disliked.

It was felt important to have an ‘excellent’ column (beyond competence) as this rewarded expert behaviours and encouraged further development (a minority felt this was unobtainable).

Trainers agreed that trainees should demonstrate a ‘competent’ level in all 12 areas by the end of training.

The competent descriptors were felt to represent a level above the current summative assessment standard

Tools

There was a pervasive misunderstanding about the significance of ‘passing’ or ‘failing’ individual tools and therefore concerns about reliability.

There were concerns expressed about the difficulty in synthesising evidence from all three the tools into the review framework.

Multi-source feedback (MSF)

NB  The Sheffield tool, GP-SPRAT was used throughout the Report pilot.

Trainers asked that sections of MSF should relate directly to the Report competency areas.

Questions about confidentiality of data raised e.g. can authors of specific comments be traced back, can trainees challenge MSF results.

Need to specify MSF rater mix.

Case-based discussion (CBD)

A useful teaching tool.

Concerns raised that depth of exploration replaced breadth of topic coverage.

Trainers already doing case-based discussion .  CBD felt to formalise, and improve, an existing activity and to give it structure.

How should the issue of comprehensive coverage of the competency areas over time be addressed?

Trainee should indicate which cases have caused them most difficulty.

Concerns that trainee would ‘cherry-pick’ cases and that this would skew eventual result.

CBD takes longer than 20 minutes per case – varying estimates up to 40 minutes.

Could feedback be provided inter alia rather than at the end of the session?

Trainers were generally happy that a formative CBD should contribute to an eventual summative judgment.

More DVD training material needed.

Need for a left hand grading column for ‘under-performance’.

Consultation observation tool (COT)

Poor instructions for use

7 point scale unpopular

Developmentally an inferior tool to those already available

Concerns/misunderstandings about what constitutes a ‘pass’ or ‘fail’.

Need clarity about which competency areas the tool related to.

Many comments about detailed content and how to judge the ‘PCs’.

Need clarity about who should rate.

It was felt unlikely that trainees would spend as much time as they do currently preparing a ‘masterpiece’.

Administration

Who will provide the educational supervision over the three-year period?

Many issued were raised about the practical problems created by a paper record.

Many trainers called for an electronic format.

Trainers need training!











Letter to Lambert Schuwirth

Thursday, 06 October 2005

Dear Lambert,

Many thanks for meeting with us today and for your kind hospitality.  We appreciate your expert input on the proposed nMRCGP Trainer’s Report and have summarised the points that you raised during our discussion.   We would be grateful if you could confirm whether we have captured the essence of your thoughts, which we have summarised below:

General

· The approach that we have taken in the nMRCGP Trainer’s Report is in keeping with current thinking in assessment elsewhere in Europe although you highlight that there is a widespread tension between the traditional application of psychometrics to performance assessment and more recent emergence of qualitative methodologies.

· Current approaches to medical assessment have a tendency to separate teaching, learning and assessment when actually they should be intertwined to the benefit of both the learner and teacher.

· The holistic construction of the competency areas as seen in the Report is an appropriate approach but these areas cannot be regarded as discrete entities and some overlap is inevitable.  This in itself does not matter as it provides a useful subdivision for teachers and learners.

· Longitudinal assessment requires a different approach, in respect of the number of raters required, to standardised testing.  Standardised testing at a given instant requires locally independent raters in contrast to longitudinal assessment that benefits from local dependence i.e. a single rater over a period of time.

· In consideration of test utility, the emphasis should be on programmes of assessment rather than the reliability of individual test instruments.

· The proposed Report typifies the appropriate use of a portfolio as a vehicle for evidence collection.

Interim reviews

· Staged, performance reviews, supported by a collection of evidence, is an appropriate methodology to adopt for workplace assessment.

· In the review section of the Report, there is a need for an additional box where the trainer can record their justification for the decisions made, relating his or her judgements directly back to the evidence available.  This is particularly important where the desired standard in a given competency area has not been attained.

· Also within this section there should be an explicit statement from the trainee as to whether or not they agree with the judgements made, and if not, why not.

· The judgements made in the nodal review should be against an absolute standard i.e. the expectations of a trainee at the completion of GP training.  In contrast, the individual tools might use an absolute, or a relative standard, but as long as this is explicitly stated, it probably does not matter which is adopted.

Competency areas

· The labelling of the development categories is acceptable and acknowledged to be a political rather than an academic decision.  In essence what is being captured here is the trichotomous division of below, meets and above expectations.

· The numerical scale offers no additional benefit and should be discarded.  The developmental progression within each sub-section - 1-3, 4-6 and 7-9 - is better addressed in the trainer’s justification and recommendations for further action found in the interim reviews.

· The word pictures in each of the competency areas are helpful and should be retained.

· The ability to record naturally occurring evidence in the Report alongside the results of the minimum data set assessments, is commendable and should be retained.

Toolbox

· The recommendation for three prescribed tools is acceptable given the need to ensure comparability and consistency, and therefore for the purposes of defensibility and ensuring fairness across the UK.

· We need to be wary of the ‘one trait one test’ approach and focus instead on the building up of a triangulated rich picture over time.

· Defining a sufficiency of evidence or minimum data set at this stage of the Report’s development is acceptable but may need to be reviewed once the instrument is more established.

The tools

Multi-source feedback

· There are non-contributory elements to the GP-SPRAT form that perhaps should be removed e.g. the ethnic monitoring data questions.

· The MSF items should be grouped under the headings of the competency areas in the Report.

· The number of separate items is not a concern given that items are being used to gather evidence and inform the Report.

· Because the items relate to traits that are neither stable nor generic, the application of psychometric tests such as G-theory, are not appropriate in he analysis of the MSF tool.  For similar reasons neither is Factor analysis.

· Evaluation of the MSF tool should therefore focus on it’s validity.

· The number of raters recommended is acceptable in the light of the available published research.  Attempting to determine the minimum number of raters required in a pilot study is probably a fruitless exercise.  Each rater’s view is valid.

Case-based discussion

· The layout of the rater form needs to be adjusted to afford more importance to the feedback section and less to the tick-boxes.

· The grading scale is acceptable and the global judgment potentially useful.

· Specifying a minimum number of cases is justifiable but the message “if you’re no sure – do more” should be made clear to trainers.

· As discussed above the application of psychometric tests such as G-theory, are not appropriate.  Evaluation of the CBD tool should therefore focus on it’s validity.

Consultation observation tool

· The form should be designed for clarity and the feedback section increased in size.

· The grading scale might require some attention e.g. the difference between ‘disagree’ and ‘strongly disagree’.

· The atomised nature of the performance criteria may miss out on some of the richness of consulting behaviour although the tool may be acceptable for use as it stands.

Role of external assessment

· There may be a legitimate role, for external workplace assessments but the necessity for these should be viewed in the context of the whole nMRCGP assessment programme.  If additional external workplace assessments are thought necessary, they should feed into the Report in a timely fashion to inform the interim/final reviews.

Quality assurance

· Quality assurance is essential for defensibility.  This should comprise a moderated review of borderline and failing cases together with a sample of clear passes.

· There should be a direct feedback mechanism to trainers and support should be made available to trainers where they are experiencing difficulties in synthesising or interpreting the evidenced at the interim reviews.

We hope that the above are an accurate representation of your views.  Please let us know if there is anything that you disagree with, or which you wish to change or amplify.

We thank you again for the time that you have spent considering the pilot nMRCGP Trainer’s Report and look forward to hearing from you.

With best wishes,

Yours sincerely, Tim Swanwick and Nav Chana

GP- SPRAT  - Initial report

Dr Helena Davies

GP-SPRAT is a multi source feedback (MSF) tool derived from SPRAT [1-3]. The purpose of this report is to set out development of GP-SPRAT, the practicalities of its implementation and the initial evaluation findings. The process of multi-source feedback involves the collection of views from colleagues about an individual trainee, using a structured rating scale. These views are then collated and used to make a judgement about the trainee’s performance. In order to be effective, it is essential that assessors have both observed the behaviour they are assessing and that they are able to make a judgement about it. Where this is not the case, there is an “unable to comment”” o   option.

Key messages:

· GP-SPRAT is feasible whether administered on paper or electronically. Electronic administration has significant advantages in terms of efficiency and environmental savings. 

· Reliability is acceptable for medium stakes assessment and in line with other similar tools.

· Assessor occupational group and length of working relationship account for 9.5% of the variability in ratings.

· Mean ratings differ across occupational groups as do “unable to comment” rates. This has important implications for assessor selection.

· Mean ratings are higher when the length of working (LOW) relationship is longer than 6 months compared with LOW of less than 6 months. Given that the trainees in this cohort were all in 12 month placements this is likely to reflect a true improvement in performance but may also be influenced by a “friendship factor”. Evaluation of GP-SPRAT within a scheme where trainees do their first and second 6 months in different practices would allow further exploration of this. 

· There were no significant differences in mean ratings for trainees based on gender, full vs part time working, ethnicity or UK vs non UK graduation. 

· For certain questions “unable to comment” to rates are very high limiting the usefulness of these questions. 

Recommendations and planned developments:

· GP SPRAT should be administered electronically recognising that certain practices will need support particularly where access to email is limited. 

· Six or more assessors is sufficient for the majority of trainees (though more may be helpful particularly with borderline trainees). 

· Input from administrative staff as assessors should be limited, perhaps to the practice manager given the high “unable to comment” (UC) rate from admin staff across nearly all questions. 

· Questions 17, 20, 21 and 26
 should be removed on the basis of their high UC rates

· Comparator groups should be split into trainees in their first six months and those in their second 6 months as there are significant difference in mean ratings between these.  

· Presentation of the overall aggregate score for all assessors is important and supported by the reliability data. However, it does not maximise the potential richness of the data. It is proposed to provide aggregate scores for the individual raters either as a table or a bullet plot. Individual raters would not be identified except for the GP Trainer who would normally be expected to have discussed their rating with the trainee anyway. 

· In addition, using the aggregate score and an appropriate cut score, based on the psychometric analysis will identify a small percentage of trainees as being in difficulty.  However, it is unlikely that the standard approach of using aggregate scores is the most sensitive method of detecting doctors whose performance is giving low level concern. There may be alternative approaches which would allow individuals and organisations to benefit from the full richness of assessment data.  One option would be to maximise sensitivity by examining individual assessors scores and then following up potential concerns (e.g aggregate score of 3 or less, worrying free text)  in more depth, even if they are raised by only one or two assessors.  

· The National Clinical Assessment Service uses SPRAT as part of their clinical assessments. They will be using GP-SPRAT for GP clinical assessments and a 5% royalty will be paid to the RCGP. 

· Preliminary evaluation would suggest that QA evidence is in line with PMETB requirements 

Tool development

GP-SPRAT was developed from SPRAT[1, 2], a multisource feedback (MSF) tool developed to assess generic competencies across the domains of Good Medical Practice (GMP). SPRAT includes assessment of both clinical care and humanistic qualities. MSF is a collection of views from colleagues using a structured rating scale which are then collated and used to make a judgement about their performance. In order to be effective it is essential that assessors have both observed the behaviour they are assessing and that they are able to make a judgement about it. Whilst recognising that GMP was applicable to General Practice it was felt important to review the content of SPRAT in the light of the GP Competency framework developed for GP registrars. 

The original SPRAT questionnaire consists of 24 questions mapped to the 5 main domains of GMP, (Good Clinical Care, Maintaining Good Medical Practice, Teaching , training, appraising and assessing, Relationship with patients, Working with colleagues) and a global rating scale. 

GP-SPRAT consists of 26 questions mapped to 9 domains, (Good Clinical Care, Communication and consulting skills, Practising holistically, Primary care administration and information management technology, Working with colleagues and in teams, Community orientation, Maintaining performance, learning and teaching, Maintaining an ethical approach to practice, Fitness to practise) and a global rating scale. Content validity is assured by this mapping to the competency framework. In addition to the specific questions free text is encouraged. All questions have an “unable to comment” option. 

Practicalities

Trainees complete a self rating of GP-SPRAT and nominate up to 10 assessors. Assessors are contacted directly by the administrative centre and asked to complete a GP-SPRAT and are provided with written guidance. Two rounds of GP-SPRAT were conducted. The first round was conducted as a paper based process and the second was conducted electronically. 

Feedback is provided electronically and consists of a graph which compares the trainees self rating for each question with the mean for that question for all of their raters combined and the cohort mean ± 2SDs. Free text is fed back verbatim but the trainee does not know who the comments have come from. Feedback is sent to the Educational Supervisor/Trainer to be fed back face to face to the trainee to allow this to be done in a supportive manner.  

Evaluation

An initial evaluation has been undertaken and is reported in brief below. A more detailed report in line with the PMETB quality assurance standards will be also provided. 

Descriptive statistics and feasibility

124 doctors were assessed using GP-SPRAT. Mean response rate from assessors was 70%. The cohort mean score was 5.11 with a range of 3.94 – 5.91.

Assessor distribution is shown in the table below

	 
	Frequency
	Percent

	GP trainer
	151
	17.3

	GP
	216
	24.7

	Practice Nurse
	123
	14.1

	District Nurse
	20
	2.3

	Health Visitor
	11
	1.3

	Practice Manager
	99
	11.3

	Other
	214
	24.5

	Total
	834
	95.3

	Missing (Occ grp not completed)
	41
	4.7

	
	875
	100.0


Reliability

Crohnbach’s Alpha was 0.97 for the questionnaire. Reliability was explored using 95% confidence intervals (CIs) for mean ratings based on Generalisability theory[4] 

Reliability is line with other published data on MSF and 7 assessors achieves adequate reliability for medium stakes assessment where MSF is being used as part of an overall assessment programme. Using 95% CI and assuming 7 assessors and therefore a 95% CI of 0.4, a trainee would need to achieve an aggregate score of 4.4 or more to be 95% confident that they had truly “passed”.

Table 2 shows the 95% CI for 3-14 assessors.

	Number of assessors
	D (Reliability coefficient)
	95% CI

	3
	0.45
	0.6

	4
	0.53
	0.5

	5
	0.58
	0.5

	6
	0.63
	0.4

	7
	0.66
	0.4

	8
	0.69
	0.4

	9
	0.71
	0.4

	10
	0.74
	0.3

	11
	0.75
	0.3

	12
	0.77
	0.3

	13
	0.78
	0.3

	14
	0.80
	0.3


Questionnaire

Item–total correlations were above 0.55 for all questions. Examination of “unable to comment “ (UC) responses identified two important issues. Four questions (17, 20, 21 and 26
) had very high UC rates of 62.2, 46.4, 44.9 and 54.2% respectively. In addition overall UC from certain occupational groups was very high and input from admin staff should probably therefore be limited. Unsurprisingly they found it easiest to respond to questions in relation to team working. Although the high UC rates limit the usefulness of these groups as assessors it is reassuring that assessors do use the UC option when appropriate.

Sources of bias

Occupational group and length of working relationship explain 9.5% of the variability


There were no significant difference in mean ratings between male and female trainees, UK or non UK trained doctors, or trainees working full or part-time. (Independent samples T-test for equality of means) 
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Only those with trainees starting 1/8/05 eligible
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1Contribute to the health of the local community, beyond the individual patient, 


Be willing and effective in teaching/training colleagues,


Give feedback that is private, honest and supportive


Respond appropriately when health conduct or performance might put patients at risk
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� The square root of the variance component for measurement error is the standard error of measurement and this was calculated for 1-10 assessors (√error/number of assessors). The 95% confidence intervals are equal to the standard error of measurement (SEM) multiplied by 1.96 and are added to and subtracted from a mean rating. The use of 95% CIs around the SEM provide a measure of the confidence that can be placed in a judgement depending on the score and the number of assessors.
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� Healthcare Assessment and Training (HcAT) is a not-for-profit subsidiary of Sheffield Children’s NHS Trust.  HcAT is working in partnership with a number of colleges an organisations to develop reliable and valid assessment programm s which integrate work based assessment and examinations in accordance with the mandate set out by the Postgraduate Medical Education Training Board (PMETB).
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