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Assessment of competence for entry to general
practice — formative or summative?

SSESSMENT of competence to practise family medicine is

well established in Australia, Canada and the United States
of America,! yet has been slow to receive acceptance in the
United Kingdom, despite successful efforts to establish general
practice as a separate discipline. The reasons for this reluctance
are complex, but may well be related to the emphasis on innova-
tive educational approaches to both vocational training and con-
tinuing medical education. Furthermore, there has been little
pressure, until recently,? from either the government or regulato-
ry bodies such as the General Medical Council for formal assess-
ment. Nevertheless, some 80% of trainees take the membership
examination for the Royal College of General Practitioners at the
end of vocational training, 80% of these passing first time and
about half of the remainder passing at their second attempt
(Dastur T, RCGP examinations board, personal communication).

A sea change appears to be upon us; the General Medical
Council has begun the difficult task of setting up machinery to
test the allegedly incompetent general practitioner, as well as
other doctors, and the mood of the profession as a whole has
moved to encompass both reluctant acceptance and enthusiastic
support for accrediting competence' in general practice, at least
upon entry. However, actual performance is notoriously hard to
measure and competence (as measured effectively by the
MRCGP examination, for example) has not been proven to cor-
relate with performance.?

Another difficulty remains: some teachers of general practice
feel that a gold standard examination at the end of vocational
training may be counterproductive, leading to superficial learn-
ing aimed only at passing the assessment, with subsequent failure
to integrate the information gained.** Thus, summative assess-
ment, although recognized by some as the most powerful stimu-
lus to learning that we have,® is viewed with suspicion. The word
doctor means teacher and doctor-teachers, by virtue of their pro-
fession, may feel uncomfortable in making assessment decisions
which might result in profound career effects for those judged
incompetent. To overcome this discomfort the concept of diag-
nostic or formative assessment has been gladly embraced by
those involved in general practice training. Entirely laudable, no
judgement is made but the assessment is concerned with the
improvement of performance. Thus, ‘marking and grading
involve summative assessment while reviewing and giving feed-
back involve formative assessment.”” The introduction to the
occasional paper on Manchester rating scales describes their pur-
pose as ‘evaluating performance at regular intervals and measur-
ing improvement.’®
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Unfortunately the concepts of summative and formative have
polarized views of assessment, whereas they really express dif-
ferent ends of the same spectrum. For example, regular testing of
medical students in anatomy may be regarded as mini-summative
as it eventually leads to a grading for the students; evaluation of
general practitioner trainees by their teachers, for example using
the Manchester rating scales or simulated patients, is regarded as
formative, the end result being used solely for diagnostic feed-
back. But is this really so? Any assessment must contain an ele-
ment of judgement by an outside party, either matched to a cri-
terion formulated by experts, or to performance by the students’
peers in the same testing area. The diagnostic feedback may be
helpful but the profile which emerges may not remain secret.
Trainers, course organizers, consultants, hospital staff and
patients will all make judgements about a doctor which will leak
into the general pool of consensus opinion when career refer-
ences and judgements are made at the end of vocational training.
This blurring of a benign formative assessment has been recog-
nized by students and general practitioner trainees for many
years and justifies the suspicions which they often express. They
would argue that formative assessment is only truly formative if
the assessment and assessor have no part or influence in deci-
sions affecting career progress.

Formative assessment has two further weaknesses which need
to be acknowledged. First, it may map out the trainee’s strengths
and weaknesses but often does not perform a diagnostic function
in indicating the causes of those strengths and weaknesses.®
Secondly, it is lacking in reliability; judgements are made by the
trainer or course organizer where influences such as the halo
effect and confirmation bias may play a significant part.!°
Despite attempts to define specific grading levels (as in the
Manchester rating scales) no consistency between those using the
scales is guaranteed. This lack of consistency in formative
assessment is almost considered a benefit (or possibly a relief) by
teachers. Hence the recent statement in a regional assessment
package ‘This means that it is not so important that the different
methods used to provide a formative assessment need stand up to
the strict criteria of validation or reliability.’!!

A further caveat applies to attempts at predicting future com-
petence. Entwistle stated ‘in my view, any assessment should
steer clear of prediction. What assessment can do is report
achievement at a specific time, and criterion-referenced reports
are much more informative than traditional measures. But they
are no more clairvoyant.’!2 The reduction of insurance premiums
for those who have passed the MRCGP examination may present
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a minor exception to that statement, but we need to recognize his
view.

How, then, may the present situation be improved? Formative
assessment must remain non-judgemental, confidential and,
above all, must work towards a reliable diagnostic role. Sum-
mative assessment should be accepted as reliable evidence of
competence at any one time, a gold standard for the consumer,
the patient. It needs to work more towards validity, the true eval-
uation of performance at the hands-on level. The two assess-
ments are quite separate in their function and need to be recog-
nized as such; failure to do so will lead to further confusion.

PHILIP TOMBLESON
General practitioner, Ditchling, West Sussex
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ROYAL COLLEGE OF
GENERAL PRACTITIONERS/
NATIONAL DAIRY COUNCIL

PRACTICE TEAM
NUTRITION AWARDS

Entries are invited for the College’s 1993 Practice Team
Nutrition Awards. The awards, sponsored by the National
Dairy Council, are worth £5000 and £3000. Entries should
comprise a brief summary of a proposed study which
involves the practice team, and which will improve the nutri-
tional status of the practice population or a specific subgroup,
for example, pregnant women.

The closing date for submissions is 30 September 1993, and
further details are available from the awards secretary, Royal
College of General Practitioners, 14 Princes Gate, London
SW7 1PU. Tel: 071-581 3232, ext 246.
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ous margins. A4 is the preferred paper size. The first page should con-
tain the title only. To assist in sending out papers blind to referees, the
name(s) of author(s) (maximum of eight), degrees, position, town of
residence, address for correspondence and acknowledgements should
be on a sheet separate from the main text.

Original articles should normally be no longer than 4000 words,
arranged in the usual order of summary, introduction, method, results,
discussion and references. Letters to the editor should be brief — 400
words maximum — and should be typed in double spacing

Hlustrations of all kinds, including photographs, are welcomed.
Graphs and other line drawings need not be submitted as finished art-
work — rough drawings are sufficient, provided they are clear and
adequately annotated.

Metric units, Si units and the 24-hour clock are preferred. Numerals
up to 10 should be spelt, 10 and over as figures. Use the approved
names of drugs, though proprietary names may follow in brackets.
Avoid abbreviations.

References should be in the Vancouver style as used in the Journal.
Their accuracy must be checked before submission. The figures, tables,
fegends and references should be on separate sheets of paper. If a
questionnaire has been used in the study, a copy of it should be
enclosed.

Three copies of each article should be submitted and the author
should keep a copy. One copy will be returned if the paper is rejected.
A covering letter should make it clear that the final manuscript has
been seen and approved by all the authors.

All articles and letters are subject to editing.

Papers are refereed before a decision is made.

Published keywords are produced using the GP-LIT thesaurus.

More detailed instructions are published annually in the January issue.
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All correspondence should be addressed to: The Editor, British Journal
of General Practice, Royal College of General Practitioners, 12 Queen
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