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Use of videotaped consultations in summative
assessment of trainees in general practice
L M CAMPBELL
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T S MURRAY
SUMMARY
Background. There are many different methods by which
trainees may be assessed summatively.
Aim. The objective of the study was to determine if videotaped consultations could be used to identify reliably those
general practitioner trainees who have not yet reached
acceptable levels of competence.
Method. Videotapes of 10 trainees carrying out normal consultations were assessed by 20 assessors for acceptable
competence using a rating scale specifically developed for
the purpose.
Results. A principal components analysis showed a strong
correlation among the items in the rating scale used, indicating that a single underlying factor accounted for 76% of
the overall scores. Agreement between assessors on the
scoring of individual consultations was limited. There was
much greater consistency with regard to the decision on
overall competence, examined for the first consultation. A
non-competent trainee would have a 95% probability of
being identified by the process as described using two
assessors for each videotape. The assessors had reached
firm judgements on each trainee by the time four consultations had been viewed.
Conclusion. The workload involved in producing and
analysing the tapes is discussed. Considerations of patient
consent are addressed. It is concluded that the use of
videotaped consultations appears to offer a feasible and
reliable method of summative assessment of general
practitioner trainees.
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Introduction
D OCTORS wishing to become principals in general practice
)are required to obtain a certificate of prescribed or equivalent experience. The requirements for prescribed experience are
that the doctor should have completed three years of approved
posts after full registration. These posts normally consist of a
total of two years in up to four hospital posts and one year in
general practice. Where a doctor is deemed to have obtained adequate experience in other situations, for example working
abroad, a certificate of equivalent experience is issued. The certificate is awarded by the Joint Committee on Postgraduate
Training for General Practice (JCPTGP). The quality and quantity of assessment that takes place during the hospital component
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of vocational training has been questioned' and in practice the
main responsibility for the issue of the certificate devolves to the
general practice trainer. A joint statement by the chairmen of the
JCPTGP, the British Medical Association and the General
Medical Services Committee has stated that the issue of this certificate should be a statement that the trainee is deemed to be
competent.2 The JCPTGP has stated that the issue of this certificate should be determined by a 'competent system of assessment' and that a national standard for entry into general practice
should be considered.3 Fewer than 1% of trainees are currently
refused certificates.
In an attempt to formulate a valid, reliable and externally credible summative assessment programme, the West of Scotland
Committee for Postgraduate Medical Education has developed a
system based on four components: the trainer's overall judgement; assessment of videotaped consultations; a multiple choice
paper; and an audit project. This framework has been adopted by
the summative assessment working group of the JCPTGP.3 In the
west of Scotland, failure by a trainee to satisfy the assessors in
any one of these components will initiate a referral process in
which the evidence is reviewed by additional assessors from outside the region. The reason for the referral process is that the
region took the view that an additional review process would be
appropriate before the refusal of a certificate.
In a previous paper, the system as a whole, the development of
the marking schedule and rating scales to be used were
described.4 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 of Pendleton and colleagues.5
These tasks were chosen because it was felt that they looked at
outcome rather than process which was felt by the group to be
appropriate in assessing competence. Assessors' judgements
were shown to be reasonably consistent when a selection of tapes
was reviewed by the whole group in a workshop situation.
However, no attempt was made in this earlier study to test reliability in a scientific manner. The use of videotaped consultations as an educational resource is well established5 and there is
evidence that trainees find this of value.6 Several instruments
have been developed to rate consultations.7-9 However, none of
these scales has been used in summative assessment of vocational trainees.
The principal objective of this study was to determine how
videotaped consultations could be used to help to identify the
small number of trainees who may not yet have reached acceptable levels of competence. The specific objectives were: to
assess the practicalities and acceptability of videotape production; to identify whether routine consultations were sufficiently
challenging to assist assessors in differentiating competent from
non-competent trainees; to test out a marking schedule; to measure inter-observer reliability; and to identify the number of consultations and assessors needed to assess each trainee reliably.

Method
A letter was sent to 150 practice-based trainees in the west of
Scotland inviting them each to submit a four-hour videotape of
routine consultations. The letter contained advice on the techniques of obtaining videotapes of suitable quality and also covered obtaining informed consent from patients. The trainees were
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provided with a simple log book for the recording of details of
each consultation. The function of this log book was partly to
enable assessors to find their way through the videotape but it
also contained a section in which the trainees could discuss how
the consultation had been managed. A total of 80 videotapes
were received within six weeks of the invitation. On a subsequent occasion all trainees finishing in July were asked to supply a videotape; 106 out of a possible 107 videotapes were
received. One trainer/trainee pair refused to take part. Trainees
were advised that there was no need to edit the videotapes so as
to submit 'good' consultations since on this occasion there were
to be no sanctions imposed as a result of the assessment process.
Ten videotapes from the original batch of 80 were selected for
the study. In order to test the reliability of the process at the level
of questionable competence, one videotape was specifically
selected from a trainee who was causing some concern to the
trainer. The remainder of the videotapes were chosen randomly.
The 25 assessors used were the same group who had taken part
in the original pilot project. The majority (14) were trainers, four
were associate advisers (the equivalent of course organizers in
England) and seven were examiners for the Royal College of
General Practitioners. Each of 25 assessors was sent the 10
videotapes with accompanying log books. Twenty assessors
completed the task within the four weeks allocated and the
reported results are based on this group. A further four assessors
eventually completed the task and one dropped out for unspecified reasons. Assessors also received assessment forms for each
trainee. Assessors could record specific details of the consultation under strengths and weakness; no score was attached to
these evaluations but the assessor could use the comments as an
aide-memoire when reaching a final decision. Assessors were
asked to rate the trainee's performance in each consultation in
seven areas.
* Was there any obvious diagnostic or management error?
* How well did the doctor discover the reasons for the patient's
attendance (attending reason)?
* How clearly did the doctor define the clinical problem (problem definition)?
* How well did the doctor tailor the explanation to the needs of
the patient (explanation)?
* How well did the doctor manage the clinical problem (problem

management)?
* How effectively did the doctor use resources of time, investigations and manpower (resources)?
* How effectively did the doctor relate to the patient (rapport)?
All these attributes apart from the first were then scored on a
six-point scale where 1 = definitely refer; 2 = probably refer; 3 =
bare pass; 4 = competent; 5 = good; and 6 = excellent. 'Refer'
was used rather than 'fail' since an unsatisfactory performance in
the videotape component would lead to a further assessment

rather than to a refusal of the certificate of satisfactory completion.
Assessors were instructed to view as many consultations as
were necessary to reach a final decision but in any event a minimum of six. Assessors were asked to rate the degree of challenge of each consultation to the trainee and to give an overall
judgement of pass or refer to each consultation. It was recognized that an assessor, having noted some aspect of performance,
might wish to examine a consultation of a particular type to help
clarify judgement. For this reason assessors were not restricted to
watching the same series of consultations.
All statistical calculations were carried out using the statistical
package SPSS-PL version 4.01. In order to determine the relationships among the six attributes on the rating scale (apart from
whether or not there was a clear error in diagnosis or treatment) a
principal components analysis was carried out. All consultations
were used for this analysis giving a total of 1176 consultations.
This analysis determines how closely scoring in any one item is
related to scores in other items. In order to determine inter-rater
reliability, the score given by each assessor to the first consultation of each trainee was used to produce a rank order of consultations by total score for each assessor. Correlations between
assessors in terms of rank ordering were then assessed.

Results
Assessment scales
Eight assessors recorded that they believed an error in diagnosis
or treatment to have occurred in the case of one particular
trainee. Errors were also recorded once for each of two other
trainees. Other than this no specific errors were recorded. The
principal analysis of the six other attributes suggests that a common underlying factor accounted for 76.3% of the total variance
(Table 1). This would indicate that each of the items is in fact
measuring a different aspect of the same overall behaviour pattern. A single composite score for each consultation was thus
calculated which was then used in subsequent analyses. The
overall mean score given by all assessors was set at 0. Table 2
shows the number of consultations where complete scores were
recorded, and the overall mean score given to all consultations
assessed. A positive score indicates high marking relative to the
other assessors and a negative score indicates overall low marking. Assessor R had the highest overall mean score but referred
one trainee.
Consultations. Not all assessors viewed the first consultation on
each videotape and so the results were based on 18 assessors.
Correlations between assessors in terms of rank ordering of consultations were poor with the correlation for each individual
assessor with the mean ranking ranging from 0.2 to 0.5. This
suggests that using the scoring system to reach overall judgements would be unreliable. Correlations would be likely to
improve with increasing numbers of consultations.

Table 1. Correlations between the six attributes, determined from all 1176 consultations where data were complete.
Correlation scores between attributes'

Attending
Attribute

reason

Problem
definition

1.00
Attending reason
0.74
Problem definition
1.00
0.69
0.75
Explanation
Problem management
0.70
0.77
Resources
0.66
0.68
0.69
0.69
Rapport
"One tailed significance, P<0.001 for all correlations.
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Problem

Explanation

management

Resources

Rapport

-

-

-

-

-

1.00
0.79
0.69
0.74

-

1.00

-

0.76
0.70

1.00
0.67

1.00

% of
variance
76.3
6.2
5.6
5.2
3.7
3.2

British Journal of General Practice, March 1995

Original papers

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

Table 2. Assessors' overall scores for all the consultations they assessed, the number of trainees referred, and assessors' perceptions
of how challenging the consultations were for the trainees.

No. of consultations perceived
by assessors as

Assessor
A
B
C
D
E
F
G
H
1
J
K
L
M
N

0
P
Q
R
S
T

No. of
consultations
assessed
46
60
60
66
53
62
62
58
56
51
59
58
61
74
61
60
48
60
67
54

Overall mean
score (SD)
-0.17
0.76
0.49
0.06
-0.08
0.37
-0.82
0.14
0.18
0.18
0.36
-0.58
-0.32
-0.30
0.09
-0.21
-0.09
0.78
0.16
-0.51

No. of trainees
referred

(1.03)
(0.64)
(0.82)
(0.93)
(1.28)
(1.22)
(0.77)
(0.88)
(0.57)
(0.84)
(0.52)
(0.99)
(0.87)
(0.73)
(0.89)
(0.97)
(0.84)
(1.36)
(0.88)
(0.76)

1
0
0
1
2
1
0
1
1
0
0
2
1
1
2
1
1
1
1
2

Low

Medium

challenge

challenge

36
9
10
32
20
12
6
27
18
13
20
19
19
25
26
25
28
16
15
28

8
49
39
28
27
36
46
30
33
22
37
30
45
28
36
45
15
34

32
27

High
challenge
3
8
11
5
6
14
12
5
7
15
3
3
12
6
7
10
3
11
20
4

SD = standard deviation.

Trainees. Table 2 also shows the number of trainees referred by
each assessor. Five assessors did not refer any trainees and no
assessor referred more than two trainees. On the other hand, 15
assessors referred the same trainee, two referred another trainee,
and two other trainees were each referred by one assessor. Six
trainees satisfied all assessors. Using a simple odds ratio calculation, where with one assessor the first trainee would have 15
chances out of 20 of being identified and with a second assessor
the trainee would have 15 chances out of 20 of being identified,
two assessors would give a combined probability of 95 out of
100. Thus, using two assessors for each videotape the first
trainee would have had a 95% probability of being referred; no
other trainee would have had more than a 20% chance of being
referred after a minimum of six consultations.

Challenge
The number of consultations assessed is not identical to the
number of consultations rated for challenge as some assessments
contained missing data and were excluded from the consultation
used to calculate scores (Table 2). Assessors varied in how challenging they perceived consultations for the trainees. For example, assessor A rated 76.6% of consultations as being of low
challenge while assessor G rated 9.4% as low challenge.

Cumulative ratings
In order to determine how many consultations needed to be
assessed, the occasions where assessors made an important
change in their overall opinion were analysed, that is, from pass
to refer or vice versa. After four consultations no assessor
changed an overall judgement from pass to refer to vice versa.

Discussion
The use of real consultations as part of a process to assess the fitness of trainees to receive a certificate of satisfactory completion
has obvious face validity. There is corresponding evidence that
paper-based assessments using multiple choice or modified essay
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papers are not good predictors of actual performance.'0 An alternative to real consultations is the use of simulated patients.' 1-15
Simulated patients, when well trained, have been reported to be
reliable for assessment purposes'"11 but problems of patient consistency have been noted with this method.'6 Simulated patients
are used extensively in North American medical schools for
undergraduate assessment.
Videotape assessment by assessors from outside the practice
has considerable potential benefit with regard to objectivity and
external credibility. However, in order for this form of assessment to be worthwhile it must produce results of adequate reliability while taking up only a reasonable amount of trainee and
assessor time.
Trainees appeared to have no difficulty obtaining patient consent. Disquiet was expressed by some trainers, both during the
study to the authors and to medical journals about consent, confidentiality and the effects of videorecording on trainee and
patient behaviour'7 and one trainer/trainee pair refused to take
part for these reasons. If the trainees' performance had been
adversely affected by the presence of the camera some reference
to poor performance would have been expected in the trainee log
book. In no consultation judged to be unsatisfactory by the assessors was this referred to in the log book. A small survey carried
out in the west of Scotland region, as yet unpublished in detail,'8
showed that a number of patients (none of whom had ever been
asked to be videotaped) felt unhappy about their possible reactions if they were to be asked to take part in videorecording of
consultations. The authors of this survey called for a complete
ban on the use of videotaped consultations under any circumstances. Other published work does not support their conclusions.19'20 Such a course of action would be to the detriment of
education and assessment of both trainees and principals.
Inevitably some patients will feel pressurized to take part. One
paper has shown that most patients were happy to give consent to
videorecording2I although it has been suggested that some
patients would be unhappy.22 Perhaps the best solution is to
make it as easy as possible for the patient to withhold consent or
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to have the videotape erased after recording. Draft guidelines
have been produced which cover these areas.23 Consent forms
based on these guidelines are now in general use in this region.
This appears to have produced some increase in refusal rate but
all trainees are still finding it possible to find enough patients to
record. The region intends to follow the General Medical
Council guidelines (which are understood to be almost identical
to the guidelines by Southgate23) on tapes leaving the practice.
These guidelines will increase administration but should not
materially hinder the use of videotapes in summative assessment.
Cameras are available to all trainers groups and many practices have their own cameras. No trainee reported any difficulty
gaining assess to a camera. Of all 186 videotapes produced 90%
were technically usable. The sound quality was usually adequate
but was much enhanced by the use of a desk top microphone.
In order to complete the log book it was necessary for the
trainee to view the videotape thus taking up a maximum of four
additional hours. In view of the large number of trainees who
produced videotapes, the process is clearly practicable. No assessor found the tape length of four hours to be necessary to reach a
judgement. A reduction to three hours or 15 consultations would
still give an adequate number to sample.
The 24 assessors who completed their marking tasks found the
workload acceptable. Only one assessor dropped out. The assessors reported spending a mean of 10 hours carrying out the
process. This would be the same amount of time required to
assess all 104 trainees in the region completing at the peak time
at the end of July using two markers per trainee. The workload
for the smaller group finishing in January would be much less.
All assessors who completed the task expressed a willingness to
continue in post.
Assessors were deliberately allowed to select for themselves
which consultations to view. This has advantages in that assessors can attempt to seek out particular areas of competence to
examine. However, this approach does produce difficulties in the
analysis since it introduces an additional variable in that not all
assessors looked at the same consultations.
Regarding minimal competence from the correlations among
the components of the rating scale, assessors' judgement of
trainee performance in any given consultation was largely consistent across the different parameters. This finding is understandable since minimal competence is less likely to be case specific than higher order skills. For example, it seems reasonable
that a trainee who attempts to take an adequate history will also
attempt to explain the problem appropriately. The six-component
scale was therefore not helpful in increasing reliability and so has
been modified. For future use there will be a simple three parameter scale: listening - did the trainee identify adequately the
patient's problems?; action - did the trainee investigate/manage
the patient's problems appropriately?; and insight-was the
trainee aware of the strengths and weaknesses of the consultation? The third item would be completed in the light of the
trainee's comments in the log book. These three new scales will
be tested in the future to determine if they are discrete and
usable.
The inter-rater reliability based on the first consultation was
not impressive but this observation was based on a small number
or consultations for each trainee compared with the total of 1176
consultations. It has been shown elsewhere that large numbers of
consultations would be required to produce reliable results using
a scoring system.9 Examiners varied considerably in the scores
given to each candidate and in their range of scoring and the
variation demonstrates the expected difference between hawks
and doves (those who mark low and those who mark high).
However, no correlation was found between those who scored
high or low and the decision to pass or refer. There was a high
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level of agreement among assessors with regard to the overall
decision to pass or refer.
Following discussion among the assessors the first trainee was
considered to be just below an acceptable level of competence.
This would indicate that the 95% probability of being referred
would apply to all trainees who fell below the level of acceptability. If the assessors had considered that trainees more competent than the first trainee should have been referred, the reliability
of the process would not have been confirmed. This seems
acceptable particularly as this is just one component of a foursection assessment. Despite the fact that the assessors looked at a
total of 1176 consultations, the number of trainees assessed was
still small.'0 Further analysis of a large number of trainees is in
progress to see whether the system can identify consistently
those trainees not yet competent.
This study did not look at intra-rater variability. It would have
been relatively easy to look at this in single consultations but the
main outcome variable was the overall pass or refer judgement
for each trainee. There was a strong possibility that assessors
would remember which trainees they had failed on the first occasion, thus invalidating any measure of intra-rater reliability.
Assessors did not want to come to a decision concerning the
competence of a trainee on the strength of viewing any single
consultation. It is unlikely that any single consultation would test
the range of competence needed in general practice, indeed a low
challenge consultation may require little in the way of competence. That different competences are required in different consultations and that one consultation may give a better guide to
competence than another has implications for any rating system
which involves giving scores for each consultation and then producing an aggregate mark by some form of arithmetical manipulation.79 Since the rating system involved recording interim
judgements after each consultation and then producing a final
decision based on the cumulative impression, this difficulty has
been avoided. Of course, the fact that the assessors were reasonably consistent does not mean that their decisions were correct.
Studies of outcome validity would require the long term follow
up of large numbers of trainees who had been deemed competent
by different assessment methods. However, such studies would
be difficult to mount and would be of doubtful utility since after
training, the doctors will change and develop during their
careers.
Assessors showed considerable variation in the degree of challenge they ascribed to the consultations viewed. Not all assessors
viewed the same consultations which may explain some of the
difference. A possible further explanation of this is that the
trainees were able to accept or reject potentially challenging situations, either by probing the patients' problems or dealing with
them in a superficial manner. Some of the assessors may have
been evaluating the potential challenge of the consultation while
others may have based the judgement on the explicit challenge
contained in the consultation which actually took place. Of consultations overall 52% were rated to be of at least moderate challenge. This would indicate that routine consultations are of sufficient challenge to enable assessment of performance to take

place.
When the number of consultations required to be viewed
before a confident judgement can be made was studied, no examiner changed from pass to refer or vice versa in the fifth or subsequent consultation. Most assessors viewed only six consultations and had presumably decided that further viewing would not
affect their decision, and some felt sufficiently confident of their
decision that they viewed fewer than the stipulated six consultations. Assessors tended to view a larger number of consultations
in situations where the eventual decision was to refer, although
in no case did this extra viewing change the result.
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The question arises as to what would be the results if trainees
were to attempt to produce a videotape consisting of 'good' consultations. Clearly if trainees were to be refused a certificate of
satisfactory completion as a result of the process there would be
a possible incentive to edit videotapes in this way. We intend to
report later on the first 150 trainees to undertake the full assessment process and will discuss this possibility. However, it should
be remembered that competence as opposed to performance is
being assessed. True performance could only be assessed if
trainees were unaware they were being assessed; there is a difference between what doctors can do as opposed to what they routinely do.
Although the assessors showed limited agreement on the individual components of rating scales and on their rating of individual consultations, they nevertheless showed an acceptable
level of agreement on the ultimate issue of whether or not the
trainees were competent and their decisions on this became stable after observing four consultations. A continuing monitoring
programme to identify those examiners whose results do not correlate well with their peers and an exploration of the reasons for
this should help to improve reliability as will further training and
practice for the assessors. The use of two assessors per videotape
appears to produce adequate reliability. The workload involved
is feasible and the system is now in full scale use in the west of
Scotland region. More than 200 trainees have now gone through
the process and it is hoped that the results will be published in
due course.
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This is an extramural structured programme in dermatology
designed to equip the genero proctitioner with a sound practical
understanding ot skin disease as it
in practice. The
course is divided into three modules eachpresents
of ten weeks.
The fee for each module is £540. There are structured reading
and written tasks, integrated with your practice, and audio
cassettes. There are two weekends of clinical instuion held in
Cardiff during the year where course participants attend ward
rounds, clinical demonstrations and lures. Continual assessment
and a final examination lead to the Diploma in Practical
Dermatology.
The next course organised by the University of Woles College
of Medikine, will start in April 1995 and is open to oll general
practitioners.
For further details and an application form please write, fax or phone to:
Miss Yvonne Morris, Derm*ology Postgraduate Centre,
University of Wales CoNleg of Medicine,
Grove Mews, 1 CoronatIon Road, Blrchgrove,
CARDIFF CF4 4QY, Wales, United Kingdom.
Te:- 01222 621952 (International + 44 1222 621952)
Fax: 01222 621953 (InternatIonal +44 1222 621953)

Food for thought...
'Helping medical students to learn what is important in management is not, then, about prescribed experience, much less didactic
teaching, but about stimulating latent skills and harnessing motivation... Early encouragement to use skills (of time management,
prioritization and so on) involved in effective, self-directed study
should lead to a virtuous circle of demonstrable education gain
and heightened motivation.'

Fairhurst K, Stanley I, Griffiths C. Should medical students learn
more about management? [editorial]. Janusary Joumrnal, p.2.
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