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SUMMARY. In the autumn of 1991 the Committee in
General Practice of the west of Scotland region appointed a
working party to investigate the possibility of developing a
credible, valid and reliable programme of summative
assessment for general practitioner trainees. The working
group formulated a four-part package consisting of a multi-
ple true-false paper, a trainee audit project, the trainers'
judgement, and analysis of videotaped consultations. The
reasons for the use of this selection of methods are dis-
cussed. It is suggested that a summative assessment
process for trainees should make use of the trainers' con-
siderable knowledge of the trainee, have an external com-
ponent, be criterion referenced, have an element of contin-
uous assessment, and involve direct assessment of clinical
competence. A pilot study of assessment of clinical compe-
tence using videotapes of routine trainee consultations by
25 volunteer general practitioner assessors is described. A
rating instrument for use in differentiating the competent
from the not yet competent trainee is discussed.
The working group and the group of videotape assessors

came to the provisional conclusion that the use of video-
taped consultations may be a valid and feasible method of
assessing the competence of general practitioner trainees
as part of a balanced summative assessment programme.
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Introduction
C-ONSIDERABLE work has been carried out on the assess-

ment of trainees in general practice. Mulholland and
Tombleson have produced a useful theoretical analysis of sum-
mative assessment.' In 1990, the chairmen of the General
Medical Services Committee, Royal College of General
Practitioners and Joint Committee on Postgraduate Training for
General Practice stated that the certificate of satisfactory comple-
tion of vocational training was in fact a certificate of compe-
tence, as opposed to a certificate of attendance.2
A survey of general practitioners carried out by the General

Medical Services Committee showed that 47% of trainers agreed
with the statement that 'the vocational training certificate issued
by the JCPTGP provides sufficient proof of a GP trainee's com-
petence to practise as a GP', while 44% disagreed with this state-
ment.3

In view of these developments, in the autumn of 1991 the
Committee in General Practice of the west of Scotland region set
up a working group to explore the possibility of developing a

L M Campbell, FRCGP, assistant regional adviser (assessment) and T S
Murray, PhD, FRCP, FRCGP, regional adviser, West of Scotland Committee
for Postgraduate Medical Education, University of Glasgow. J G R
Howie, MD, PhD, FRCPE, FRCGP, professor of general practice, University of
Edinburgh.
Submitted: 26 October 1992; accepted: 9 February 1993.
© British Journal of General Practice, 1993, 43, 430-434.

credible, valid and reliable method of summative trainee assess-
ment. The working group consisted of the postgraduate dean,
regional adviser, assistant adviser, two representatives each from
the west of Scotland faculty of the RCGP and the Scottish
General Medical Services Committee and two trainers from the
west of Scotland. This paper describes the work of that group to
date in formulating the overall structure of the assessment pack-
age and in particular in the use of videotaped consultations in
summative assessment. Although there is as yet no evidence con-
ceming the validity and reliability of the process it is important
to document progress made, particularly since the working party
on summative assessment of the Joint Committee on
Postgraduate Training for General Practice has drawn attention
to the pilot scheme in its report (unpublished, 1993).

Pre-existing regional assessment programme
The west of Scotland region has on average 155 trainers with
150 trainees in post at any one time. A survey of local assess-
ment procedures was carried out in 1989.4 This demonstrated
that a wide range of assessment methods were being used forma-
tively in the region but that 10% of trainees were receiving virtu-
ally no assessment within the practice. As a result of this survey
a regional formative assessment package was introduced in the
west of Scotland in July 1990:

August Confidence check list, multiple choice paper.
September Formative video assessment.
October Trainee interview with associate adviser.
November Manchester rating scales,5 objective structured

clinical examination.6
January Formative video assessment.
February Check list, multiple choice paper.
March Manchester rating scales, objective structured

clinical examination.
April Formative video assessment.

This form of assessment is now a mandatory minimum for all
training practices in the region. The purpose of this programme
is to provide trainers with the evidence they need in order to
determine the educational attainments and needs of the trainee,
that is, formative assessment.

Attributes of summative assessment system
In order to devise an appropriate system of summative assess-
ment it is necessary to define the attributes of the ideal system.
The following is the list of proposed attributes of a summative
assessment programme agreed by the working group:

* Trainer's assessment should carry weight.
* There must be an objective extemal contribution.
* Clinical competence must be directly assessed.
* Performance throughout the trainee year should count in the

assessment.
* A 100% pass rate should be possible.
* The procedure must be feasible.

The trainer has the opportunity to form a judgement based on the
trainee's performance over the entire period of training. How-
ever, because of the close and friendly relationship which almost
always develops during the trainee period it becomes difficult for

British Journal of General Practice, October 1993430



L M Campbell, J G R Howie and T S Murray

the trainer to take the decision that a trainee is not competent for
independent practice. The possible conflict of interest is such that
an external contribution to the assessment process is highly
desirable for the credibility of the system, in the same way as all
universities have extemal examiners in degree examinations. For
any assessment method to attain face validity it must measure an
area which is relevant to the eventual professional activities of
the candidate. The ability of the doctor to carry out consultations
successfully is therefore a major determinant of the doctor's
overall competence. It has been shown, for example, that general
practitioner trainees with good interviewing skills are more likely
to offer relevant advice and treatment to patients with psychiatric
disorders.7

Indirect methods of assessing clinical ability can be used but
there is as yet no evidence for a close correlation between these
methods and actual clinical competence. There is in fact some
evidence that multiple choice papers and modified essay papers
are not by themselves good predictors of postgraduate perfor-
mance.8 In addition, multiple choice papers may affect the stu-
dent's approach to learning, producing a superficial rote learning
approach.9 Individuals have a varying response to the stress of an
end-point examination. Some element of continuous assessment
would therefore appear to be desirable. It was felt inappropriate
to have a pre-determined failure rate as occurs in many postgrad-
uate examinations. However, the use of criterion referencing
rather than peer referencing is then necessary where possible.
There are obvious difficulties in defining criteria for competence
in general practice; the two possible approaches are to produce a
detailed list of attributes or to define competence in broad but
imprecise terms. The working group took the view that detailed
criteria would be impossible to produce and the latter course was
therefore chosen. There is some evidence that such global scales
are at least as reliable as more complex marking systems,10
although it must be acknowleged that broad evaluations can
come close to peer referencing since the performance of the
trainee is being compared with that of a 'standard' trainee.

Legal position
At present the general practitioner trainer and relevant hospital
consultants have the statutory responsibility to sign the certificate
of completion. The working group took the view that there need
be no change in this system - it was felt that the summative
assessment results should guide the trainer in making the deci-
sion to sign. Where a trainer's views are consistently in disagree-
ment with the other findings of the assessment process this could
become an issue in the regular reapproval procedure of the train-
ing practice. Clearly this has an air of coercion about it but it is
the duty of regions to satisfy the Joint Committee on Post-
graduate Training for General Practice that standards of assess-
ment are adequate. Facilities would be necessary for the further
training of the small number of trainees identified as not compe-
tent by the assessment process. At the moment a further six
months training is available for trainees who appeal unsuccess-
fully against the refusal of a certificate.

Options for summative assessment
The working group identified three options for a summative
assessment system: maintaining the status quo, using the mem-
bership examination of the Royal College of General Prac-
titioners or devising a new system.
As regards maintaining the status quo, in the west of Scotland

region the granting of a certificate is largely based on the train-
er's judgement, informed by the current formative assessment
schedule. However, it was felt that this approach would lack
credibility with the public and regulatory authorities because of
the absence of any contribution from outside the practice.
Further, to ask trainers to be teachers, mentors, and then become
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pass/fail assessors would destroy the relationship which should
exist between trainer and trainee.
The RCGP membership examination has been developed over

a period of years and its reliability has been extensively stud-
ied."l However, as presently constituted the examination has two
main drawbacks. First, there is no direct assessment of clinical
performance; this was noted as long ago as 1979.12 Secondly, the
examination is peer referenced in that the pass rate is effectively
fixed at around 75%. An additional problem is the lack of trainer
input.
The working group therefore decided to attempt to devise a

new system for the region which had all of the attributes listed
above.

Methods used in summative assessment
The working group decided to use four components in the assess-
ment process; a multiple true-false paper, trainers' overall judge-
ment, a completed audit carried out by the trainee and an assess-
ment of videotaped consultations.
The group felt that each of the four components had specific

features which would combine to produce a balanced overall
assessment. Factual knowledge is obviously important in general
practice. A properly constructed multiple choice paper is a reli-
able and feasible method of identifying factual knowledge. One
region in England requires a minimum acceptable performance
in a multiple choice paper before a potential trainee will be
accepted into a practice.'3 As stated earlier the aim was to use
criterion referencing where possible. A multiple true-false paper
is effectively an instrument for ranking trainees, but by setting
minimum levels of performance it was hoped to avoid a pre-set
rate. The trainer is uniquely placed to observe the trainee over
the course of the year particularly in the areas of attitudes and
behaviour. However, it was acknowledged that the trainer's
judgement will be based to some extent on his or her previous
experience of trainees and to that extent will contain elements of
peer referencing. Performance review has long been recognized
as a necessary component of the practice of medicine - a com-
pleted audit will demonstrate that the trainee has absorbed the
principles of audit and carried out the practice of performance
review. The audit will be judged using pre-defined criteria. The
major part of general practice takes place in the consultation with
an individual patient. For any system of assessment to be cred-
ible it must address this area. Three possible approaches to
assessing performance in the consultation were identified: direct
observation of consultations, the use of actors in a simulated
surgery and video recordings of real consultations.

Direct observation by an assessor has several attractions. The
assessor can attempt to confirm the trainee's findings by taking
an additional history and examining the patient, discussing the
trainee's actions with the trainee and obtaining immediate feed-
back from the patient. However, the group felt that this approach
would have logistic problems in that if there were 25 assessors,
each assessor would have to spend a session with each of 10
trainees (this assumes that the maximum number of trainees fin-
ishing at any one time (July) is 125 and that for reliability rea-
sons there would be two assessors per trainee; owing to the size
of the region this would also involve considerable travelling
time). In addition, there are potential problems of disruption of
the consultation by the observer. Finally, there would be no pos-
sibility of assessing the reliability of the assessment unless the
consultations were recorded in addition to being observed.
Much work has been done on the use of simulated patients in

the objective structured clinical examination.6 The examination
has been used on a region-wide basis both in the west of
Scotland and elsewhere.'4 It provides the opportunity to present
the trainees with standardized presentations, but the time
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involved would be considerable. For example, to carry out a sim-
ulated surgery for 150 trainees with six patients per trainee
would require 300 assessors (assuming double marking was
used) and say 60 patients with each patient performing 15 times.
Fewer assessors and actors could be used by spreading the
process over several days but the overall time involved would
remain the same and there would be additional problems of cont-
amination. Continuity of care is a major concem in general prac-
tice and the objective structured clinical examination with its
procession of new patients may be of little value.
The use of videotaped consultations has potential advantages.

It enables observation of real consultations in a relatively unob-
trusive way. Tapes can be assessed by a number of assessors,
thereby measuring reliability and also calibrating the assessors.
The group decided that the number of videotape assessors should
be small to reduce variability, but large enough to keep the work-
load to manageable proportions. It was decided to invite applica-
tions, initially to carry out videotape assessments but also to
develop suitable multiple choice papers and assessment scales
for audit, from associate advisers (the Scottish equivalent of
course organizers), members of training practices and others with
suitable assessment experience - 25 assessors were appointed
and no applicants were rejected. The majority (14) were trainers,
four were associate advisers and seven were RCGP examiners.
A trainee who was rated as satisfactory in all four components

would automatically receive a certificate of completion. A
trainee who failed in any one area would enter a referral process.
In this referral process the trainee's competence would be dis-
cussed by the regional adviser with the associate adviser and the
trainer. A review of the trainee's portfolio would be undertaken
by a further two assessors, at least one of whom would be from
outside the region. If at the end of this process the trainee was
deemed not to be competent, refusal of the certificate of satisfac-
tory completion and suitable additional training would be recom-
mended. No clear consensus emerged as to how many trainees
might be expected to fail to obtain a certificate under the new
scheme but it was felt that it would be unlikely to exceed 5%.

It was agreed that initial effort would be devoted to the assess-
ment of videotaped consultation since the use of multiple choice
papers and audit appeared to be straightforward and the trainer's
judgement already forms part of the existing formative assess-
ment system.

Assessment of videotaped consultations
A total of 150 trainees were invited by letter in February 1992 to
produce four-hour videotapes with accompanying log-books.
Trainees were advised to obtain appropriate signed consent from
patients and to record all consultations where consent had been
given until they had four hours of consultations. Trainees were
offered feedback and the return of their tapes if wished. Trainers
were informed about the study by the local associate advisers and
urged to render all possible encouragement to the trainees.
Within six weeks 80 videotapes and log-books had been received
at the regional office. Each assessor was sent two tapes for view-
ing prior to an assessors workshop in June 1992. Thus, the tapes
of 50 trainees had been viewed prior to the assessors workshop.
The assessors were asked to assess as many consultations from
each tape as they felt necessary to come to a firm conclusion
about a trainee, that is definitely competent or should enter the
referral process, but in any event to view at least six consulta-
tions. Each as&sessor was also sent the trainee log-book and a
marking schedule. The assessors workshop was used to identify
strengths and weaknesses in the log and marking schedule and to
look at tapes where assessors had been doubtful about trainee
competence. The main conclusions of the workshop were as fol-
lows.

Discussion paper

Videotape length and content
In none of the tapes viewed was a length of four hours felt to be
necessary to reach a decision about a trainee. A two hour tape
including at least two consultations with children and two with
patients with chronic problems was felt to be adequate but fur-
ther analysis of this continues.

Trainee videotape log
The original version of the videotape log for each consultation
did not ask the trainee to rate the degree of difficulty of the con-
sultation, nor was the trainee specifically requested to write com-
ments. The workshop felt that by asking the trainee to rate the
consultation for difficulty and to comment on it the assessors
would find it easier to rate the trainee's performance. There was
a clear consensus that a poor consultation where the trainee was
aware of the problems would be of less importance than where
the trainee had not noticed any problems. The videotape log now
includes the following items: trainee name; consultation number;
camera clock time; reason for patient's attendance; physical find-
ings if any; action taken, for example prescription issued; and
degree of difficulty of consultation (easy/moderate/difficult). The
trainee is also asked to write up to 100 words on the setting of
the consultation, what was achieved and what issues may arise as
a result of the consultation.

Assessmentform
Assessors were asked to look at how well the trainee succeeded
in carrying out the tasks of the consultation. The tasks chosen
were modified from those described by Pendleton and col-
leagues.'5 The working group chose to use consultation tasks
rather than consultation skills as the criteria for assessment. This
was because more detailed rating scales which cover skills such
as the Hays scale16 are more complicated to complete and in the
sample considered not all of the areas seemed relevant. In addi-
tion, the group took the view that outcome was what mattered-
a doctor's consultation style should not be a factor provided the
appropriate objectives are attained. Clearly a doctor who uses
appropriate consultation skills is more likely to succeed in
achieving the required results than one who does not and there-
fore similar results would be obtained from both sets of criteria
in most cases.
The list of tasks as modified by the assessment workshop after

the experience of assessing tapes is as shown below. The item
recording the presence of an error was not part of the original
scale but the workshop felt that the addition of this item would
enable them to record an error and then concentrate on the rest of
the consultation.

* Was there any obvious diagnostic or management error?
* How well did the doctor discover the reasons for the patient's

attendance?
* How clearly did the doctor define the clinical problem?
* How well did the doctor tailor the explanation to the needs of

the patient?
* How well did the doctor manage the clinical problem?
* How effectively did the doctor use resources of time, investi-

gations and manpower?
* How effectively did the doctor relate to the patient?

The assessors scored the first component, presence of error, as
present or not present. The other components were scored on a
scale of one to six as follows: 1, definitely refer; 2, probably
refer; 3, bare pass; 4, competent; 5, good; 6, excellent. The asses-
sor would then make a judgement of pass or refer on the consul-
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tation overall. After viewing at least six consultations the asses-
sor would then make a final judgement of refer or pass. The
overall judgement would be influenced by the scores in the indi-
vidual components but would not be achieved by an averaging
process.

Assessment reliability
Assessors' opinions were shown to be reasonably consistent
when a selection of tapes were reviewed by the whole group at
the assessors workshop. Overall, 45 tapes were rated by individ-
ual assessors as showing acceptable levels of competence, one
was felt to show that the trainee was not competent and this view
was agreed by the workshop, and four were identified by individ-
ual assessors as showing a doubtful standard. A detailed study
looking at interobserver reliability is under way. The decision
was made to keep the number of assessors as low as possible,
compatible with workload, in order to minimize inter-observer
variability and to give each observer sufficient videotapes to
facilitate self-calibration. For example if 25 assessors viewed
125 two-hour tapes in one month this would be expected to
involve 10 hours of work for each assessor.

Problems encountered
Some trainees submitted small VHS cassettes. Although only
accounting for 2-3% of videotapes these required a dispropor-
tionate amount of time to transfer to standard VHS format. The
picture and sound quality was reasonable overall but it was clear
that some standard advice on these aspects should be produced in
any final instruction sheet. In particular, the use of camera clocks
and desk top microphones made the videotapes easier to assess.
The working group received 12 letters from trainers and two

letters from groups of trainees. Some doctors were concerned
about confidentiality and felt that videotapes should not leave the
practice. Others were concemed that the tapes could be viewed
by non-medically qualified personnel. These problems had been
anticipated. All tapes were transferred by hand or using recorded
delivery to minimize the risk of tapes going astray. The assess-
ment workshop used the services of a non-medically qualified
educationalist who was accustomed to dealing with sensitive
material and followed the same confidentiality code as doctors.
The working group reminded the practices in the instruction

sheet that appropriate informed consent from patients was
required. As a result of requests from practices a consent form
was produced. This form has been submitted to the defence soci-
eties and the West of Scotland General Practice Ethical
Committee whose initial response has been favourable. A guide
to trainers on informed consent and an explanatory leaflet for
patients will be produced if the scheme goes forward on a uni-
versal basis.

Concern was expressed by some trainers that the presence of
the camera would disrupt the consultation and prevent the patient
discussing problems. A study by Martin and Martin showed that
78% of patients who agreed to be video recorded forgot about
the camera during the consultation.'7
Some trainers felt that they had been inadequately involved in

the process leading up to the pilot study. There is no doubt that
fuller consultation would have reduced the amount of disquiet,
but the working group decided that full consultation was not pos-
sible in view of the speed with which the Joint Committee on
Postgraduate Training for General Practice was moving forward
on summative assessment.

Preliminary results
The panel of assessors were in no doubt that viewing consulta-
tions was a powerful tool in assessing competence. Those mem-

bers of the panel who were RCGP examiners felt that the video
recording added an additional dimension to their ability to identi-
fy trainees' abilities. The RCGP examiners felt that the ability to
watch trainees consult went a long way towards the goal of
assessing performance rather than competence. Some difficulties
were, however, encountered which indicated that videotapes of
consultations cannot provide all the answers. Originally health
promotion had been included as one of the parameters for assess-
ment but in many cases it was found to be impossible to decide
whether or not appropriate health promotion had been offered, as
this depends not only on the nature of the presenting problem but
also on data already in the patient's records. For example, ques-
tions about smoking would not be relevant if the patient was
known to be a non-smoker. Data from the records were unavail-
able to the assessors. Occasionally the assessors had difficulty
where they felt the candidate had made an incorrect diagnosis but
to be certain would have had to examine the patient, which was
not possible.
The videotaped consultations provided information in unex-

pected areas. The degree of organization of the individual trainee
and the practice was often apparent. A number of trainees did not
refer to the patient's notes prior to the consultation, although
they may have gone through all of the records prior to the ses-
sion, and some did not refer to the notes during the consultation.
Trainees were heard to ask patients their identity, and to ask
questions which, as became apparent later in the consultation,
were already answered in the records. More worryingly, some
patients had to point out information to the doctor which the doc-
tor needed to know, such as a recent abnormal smear result.

Future plans
A formal analysis is now under way to assess the reliability of
the videotape assessment using two assessors per tape. An
attempt will also be made to determine the number of consulta-
tions which need to be viewed by asking the assessors to rate the
degree of impact of succeeding, consultations. The working
group also hopes to identify which of the components of the con-
sultation in the rating scale are marked most and least consistent-
ly. Further modifications may then be made.

In addition, possible correlations between performance as
recorded during the consultation and knowledge assessed using
multiple choice papers and performance in the RCGP member-
ship examination, will be examined.
The working party of the Joint Committee on Postgraduate

Training for General Practice had called for feasibility studies in
summative assessment in its report (unpublished, 1993). In the
event that summative assessment becomes mandatory the work-
ing group hopes to have a package available in a validated form
to ensure that any developments are instituted by the profession
rather than imposed by the regulatory authorities.
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