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Assessment of the general practitioner
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SUMMARY There is considerable interest in general prac-
tice assessment both as a means of monitoring vocational
training and as a form of self audit for the general practi-
tioner. Basic principles involved in the selection and design
of assessment procedures are reviewed and their applica-
tion discussed.

'Without doubt, the assessment system is the most potent fac-
tor influencing student learning behaviour'.'

Assessment of the trainee practitioner
S UMMATIVE assessment engenders controversy in all fields

of education; family medicine training programmes are no
exception, with the trainees submitting themselves to a pass/fail
assessment against their peers, and trainers feeling that the ef-
fectiveness of their teaching is under scrutiny. There are several
well documented studies2 confirming the desire of students to
be assessed at the end of a period of training although an ef-
fective programme of formative assessments-may negate this ef-
fect (Marshall J, Australian family practice training programme,
personal communication). Indeed, a study of 280 trainees in 1985
showed over two thirds intending to take the MRCGP examina-
tion as 'a personal hurdle or discipline' while perception of the
degree as 'helpful in getting a job' was an equally important
factor, especially among women.3
The nature of assessment not only affects the knowledge and

skills that students acquire but also their approach to learning.4
Tests confined to factual recall (such as traditional multiple
choice questions) tend to induce a superficial 'rote-learning' ap-
proach to the student's learning whereas those requiring a greater
depth and range of understanding encourage a more thorough
approach in which the learner tries to arrive at real comprehen-
sion. Quite reasonably, this influence may lead to perceptions
of a 'back-wash effect' whereby the examination appears to dic-
tate the curriculum;5 examiners thus need to be sensitive to the
content areas covered, particularly where no detailed teaching
curriculum exists on which to base the assessment.

Framework for assessment
There have been many attempts to define the work of the general
practitioner yet new formulations continue to be produced giv-
ing rise to speculation about the degree of comprehensiveness
that can be achieved in any assessment process. Models from
the field of education have been used as the basis for some
developments. Bloom's taxonomy6 of educational objectives
defined cognitive, affective and psychomotor domains as the
basis for learning, and therefore of assessment. Fabb and
Marshall7 referred to the interplay of these attributes with a
further dimension of health management skills for different
groups of patients and a third dimension of 'clinical competence'
(Figure 1). It is this three dimensional model which has served
as the basis of many developments in general practice education.
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Figure 1. Three dimensions of general family practice (reproduced
with permission of the Royal Australian College of General
Practitioners).

Candidates might, for example, be questioned on their possible
responses to a pregnant woman who requests home confinement.
Their answer would incorporate their understanding of the
management issues raised by home confinement and their
clinical judgement. This three dimensional diagram allows us
to crystallize and combine many previous models and lists of
'competence, 'attributes' or 'content areas' involved in general
practice. We suggest that the three dimensions might be re-
labelled as content, tasks and personal characteristics (Figure 2).

Ideally, in practice the three circles should overlap so that the
centrality of the patient assumes increased importance. Ex-
perienced family doctors function with the patient calling on
their knowledge, ability to perform tasks and personal
characteristics in a unified doctor-patient mode. Unfortunate-
ly, no examination can directly test this real world performance.
In the case of the MRCGP examination the aspects of com-
petence have therefore been separated and a variety of assess-
ment instruments devised, each of which claims to test one or
more of these aspects. Unfortunately, experienced principals
sometimes do less well than expected in the MRCGP examina-
tion. They are used to working in the integrated mode and may
find it difficult to separate out the different aspects of com-
petence. Examples of the three aspects are:
* Content area- oncology, rheumatology, the cardiovascular
system.
* Tasks - history taking, physical examination, writing a prac-
tice report.
* Personal characteristics - knowledge, dexterity, integrity.
Using such a model to define the areas being assessed will

ensure that an adequate range of content, tasks and attributes
are sampled and so provide a more structured framework to
guide decision making.

Validity
The model shown in Figure 2 provides us with the capacity to
answer the most important question in any assessment design
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Figure 2. The three aspects of competence.

'what is being assessed?' The aspect of an assessment pro-
cess which relates to this question is 'validity'; a test is valid if
it tests what it is meant to test. Validity comes in many guises.
The test has 'content validity' if it truly reflects the work of
general practice. A test may have 'face validity' if it is perceived
to test this area, but only careful analysis of the candidates'
scores will show if they are actually reflecting real world per-
formance. 'Construct validity' is of importance if what we want
to assess is not clearly observable in the natural world. Attributes
such as empathy cannot be measured with weights or yardsticks;
definitions of 'erpathy' will-test the construct -However, since
each of us has created our own construct based on experience,
the tests we use to assess 'empathy' are likely to be varied and
wide ranging. 'Predictive validity' is the desired attribute of any
summative assessment. Do candidates who pass the examina-
tion actually go on to perform beter than those who fail? Un-
fortunately research evidence in the area of predictive validity
is difficult to obtain and has sometimes been collected on the
basis of highly individual constructs of what constitutes effec-
tive real world performance.

For each test the model can be used to decide 'what content
area is being assessed?', 'what tasks are being observed?' and
'what are the underlying attributes which will help the candidate
to gain marks on this test?'

Failure to assess the full range of competences may be related
to the temptation to use easily measured eriteria. Thus, a general
practice assessment may overweight evidence of immunization
take-up rate, cervical smnear coverage or good note-keeping
because measurement of consultation skills or of the handling
of sensitive ethical issues is too difficult.

Nature of assessment
Assessment may be either formative or summative. Formative
assessment is designed to provide a basis for improving the
learner's performance through feedback. In the MRCGP ex-
amination the assessment is summative, describing the attain-
ment of the candidate at one point in time. Criterion referenc-
ed measurements compare the learner with a set of well defin-
ed descriptions of performance, whereas peer-referenced (or
norm-referenced) measurements compare each learner with other
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members of the group. The assessment of vocational training
should ideally be criterion referenced; it should say whether or
not the trainee is able to achieve certain specific goals. Criterion
referenced measures of clinical competence are difficult to
design; the Board of Accident Surgeons examination in the USA
is a rare example. Some examinations, including the MRCGP
examination, have introduced criteria as mandatory pass/fail
features, for example cardiopulmonary resuscitation.

Reliability
Any assessment should be reliable - the test should produce
the same results if used with different markers on different oc-
casions. The pursuit of reliability has caused the multiple choice
question format to be adopted in some examinations, particular-
ly in the USA, to the exclusion of other valid techniques. Because
its reliability is high there can be no question of marker error
or bias.

If a test is not reliable it cannot be valid. If a candidate scores
20% on one occasion and 50% on another with the same test,
we do not know how the marks are being awarded and so can-
not know what is being measured. Any summative assessment
must be based on reliable measuring instruments.

Global assessment, where one person passes a single judge-
ment of the candidate (as with trainer/trainee assessment using
rating scales) is often found to be unreliable. One factor in this
unreliability is the 'halo effect' whereby attributes valued by ex-
aminers may impress them to the exclusion of areas of deficiency,
which they may possibly share. Problems may also occur in com-
paring ratings given by different trainers. Rating scales can be
used in such a way that most trainees are rated as close to the
average and this will hide the real strengths and weakness of
individuals.

Feasibility
Any assessment method must be feasible. Can the practical re-
quirements of the examination be met in terms of accommoda-
tion for candidates, examiners, support staff and if necessary,
patients? Time constraints may dictate certain actions. One thou-
sand multiple choice question papers may be marked in one hour
by an optical scanner whereas direct observation of the candidate
working in a surgery will demand at least a half day of obser-
vation by at least one examiner per candidate. Feasibility pro-
blems may preclude a thorough assessment in certain areas and
thus manual skills, such as examination of the prostate or in-
jection of a frozen shoulder, may be impossible to observe direct-
ly. It is for these difficult areas of assessment that new techni-
ques need to be considered.

Generalizability
The effect of making judgements based on inadequate infor-
mation may be compounded by our failure to recognize that
doctors vary considerably in their skills between different areas
of competence. This concept may come as a surprise to many
examiners, yet it is obvious that there is more than one way to
be a good general practitioner. In such a wide field there is a
paramount need for breadth of questioning and a clear defini-
tion of the areas to be explored. By the use of analytical research
techniques and complicated statistical procedures, such as
generalizability theory, we may be able to develop a reliable and
valid assessment of competence. Generalizability theory is bas-
ed on the concept of finding out how many samples need to
be taken from the universe of all possible general practice ac-
tivities before a clear and reliable picture of the candidate's per-
formance can be obtained.
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Conclusion
The development of alternative assessment instruments, such
as the objective structured clinical examination,8 continues to
shed light on hitherto unexplored aspects of the family doctor's
range of skills. The need for a summative assessment, such as
the MRCGP eamination, at the end of vocational training
should theoretically become less as reliable forms of formative
assessment become part of our national training programme.
Nevertheless, it has to be said that the excellent Australian model
of formative assessment has been deemed insufficiently reliable
to guarantee quality and a summative examination reinstated.
In the meantime, work will continue to improve the MRCGP
examination by introducing reliable methods of summative
assessment in newly defined areas of general practice. By using
the three axes of the model given here it is hoped to develop
a method of defining these areas.
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ROYAL COLLEGE OF GENERAL PRACTITIONERS

INTERNATIONAL TRAVEL
SCHOLARSHIPS

The Royal College of General Practitioners invites applications
for international scholarships to enable general practitioners
from this country to travel overseas to study aspects of health
care relevant to this country's needs or to help other countries
develop their own systems of primary care

The scholarships are also available to doctors from overseas
who wish to visit this country to study an aspect of health care
relevant to their own country's needs.

The value of each scholarship will not normally exceed £1000.

Applications, which should give some indication of the pro-
posed study, should be sent to: The Clerk to the International
Committee, Royal College of General Practitioners, 14 Princes
Gate, Hyde Park, London SW7 1PU.

The closing date for applications is 31 August 1990.

MRCGP Examination
The dates for the next two examinations for Membership of the
College are as follows:

October/December 1990
Written papers: Tuesday 30 October 1990 at centres in London,
Manchester, Edinburgh, Newcastle, Cardiff, Belfast, Dublin,
Liverpool, Ripon, Birmingham, Bristol and Sennelager. Oral ex-
aminations in Edinburgh on Monday and Tuesday, 10 and 11
December and in London from Wednesday to Saturday, 12-15
December inclusive. Thb closing date for the receipt of applica-
tions is Friday 7 September 1990.

May/July 1991
Written papers: Wednesday 8 May 1991. Oral examinations in Edin-
burgh from Monday to Wedoesday, 24-26 June and in London
from Thursday 27 June to Saturday 6 July inclusive. The closing
date for the receipt of applications is Friday 22 February 1991.

Further details about the examination and an application form can
be obtained from the Examination Department, Royal College of
General Practitioners, 14 Princes Gate, London SW7 1PU.

NATIONAL GP TRAINEE
CONFERENCE EXETER 1990

B A C K T 0 T H E F U T U R E

18, 19 and 20 July 1990 University of Exeter

LOOKING AT GENERAL PRACTICE
IN THE 1990s

Debates include:
Is preventive care worthwhile?
Health economics and the GP

How good is vocational training?
Computers and the GP

Please send in your motions for debate and fill in your
questionnaire.

Booking forms can be found in the conference handbooks
which have been distributed to all trainees.

Information: Department of General Practice, Royal Devon and
Exeter Hospital, Exeter. Tel: 0392-403018.
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