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Introduction

Workplace-based assessments (WBAs) are being increasingly
used during postgraduate medical training as a method of
assessing competence. Southgate (1999) defined competence
in a doctor as being ‘composed of cognitive, interpersonal
skills, moral and personality attributes. It is in part the ability, in
part the will, to consistently select and perform relevant clinical
tasks in the context of the social environment in order to
resolve health problems of individuals in an efficient, effective
economic and humane manner’. There was previously a
concern that trainees were infrequently observed, assessed
and given feedback during their workplace-based education.
This has led to an increasing interest in a variety of formative
assessment methods that require observation and offer the
opportunity for feedback (Norcini & Burch 2007). There are
many methods including direct observation of procedural
skills (DOPS), mini-clinical evaluation exercises (mini-CEX)
and case-based discussions (CBD). These methods are used in
ophthalmology, for example, where the curriculum for oph-
thalmic specialty training consists of 180 defined learning
outcomes in 13 domains of clinical practice, each of which can
be mapped to the General Medical Council’s (GMC) descrip-
tion of good medical practice.

Aims and objectives of WBAs

Traditionally, training was defined in terms of time spent in
training and in different clinical posts or attachments. It was
assumed that learning occurs naturally as part of routine
clinical work. There was no organised educational programme
with clear objectives. The involvement by senior doctors was
unstructured and haphazard and minimum attention has been
paid to the educational needs of the trainee (Holm 2002).
There has been a move in the recent years towards
competency-based medical training because patients expect
doctors to diagnose, plan management, carryout practical
procedures and behave in a reasonable way demonstrating a
caring and humanistic attitude (Carr 2004). WBAs have been
introduced in the recent years to demonstrate this. The main
aims of WBAs are to aid learning through objective feedback
and to provide evidence that the competencies required to
progress to the next level of training have been achieved

(Beard 2008). The recent change in working patterns of
doctors in training has meant that the traditional systems of
education are under increasing pressure and that there is the
need to maximise new opportunities for learning (Carr 2000).
Observing trainees during their daily practice is a time-efficient
way of determining their level of competence. By giving great
importance to the concept of feedback, trainees are encour-
aged to reflect upon the learning experience and can therefore
improve their skills. Strengths, developmental needs and
action plans are formulated to aid this learning. This increasing
emphasis towards a competency-based training system is not
unique to the UK; in the USA and in other countries around the
world, there is a pressure to increase accountability and to
formalise the maintenance of standards as well as setting
standards for entry into practice (Southgate 1999). There is also
a change of role definition and job responsibility towards
health professionals other than doctors marking the assess-
ments. This is particularly the case within ophthalmology,
where an optometrist may be better qualified to assess a
trainee performing retinoscopy, which is one of the skills
required to progress to ST4, or an orthoptist may be suitable to
assess the performance of visual fields or a cover test.

How WBAs are applied

For ST1 in ophthalmology, there are over 50 assessments to be
completed. Trainees and trainers alike often lament that the
forms take too much time to fill in. One study showed that the
mean time taken to complete the mini-CEX (including feed-
back) was 25min. The DOPS required the duration of the
procedure being assessed plus an additional third of this time
for feedback. The mean time required for each rater to
complete his or her multi-source feedback (MSF) form was
6min. (Wilkinson et al. 2008). With good preparation and
organisation, it is possible to complete these forms and the
benefits gained should outweigh the time taken to fill them in.
Reduction in surgical experience means that more training will
need to be undertaken on simulations, although experience
and assessment in the operating room must remain the ‘gold-
standard’. Simulation training will require the provision of
properly resourced surgical skill facilities in every hospital. The
key to reliable assessment and constructive feedback is
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well-trained trainers. Training is a skill that must be learned,
and assessment and feedback techniques form part of this. It is
often assumed that all consultants are trainers but this is clearly
not the case.

How the results of WBASs are
interpreted and used

The assessment of knowledge as defined in stages 1 and 2 of
Miller’s (1990) pyramid is generally done using traditional
assessment tools including written and oral tests. WBAs
attempt to give a more accurate assessment of a doctor’s
competence because the doctor can ‘show how’ rather than
‘know’, thereby climbing up Miller’s pyramid.

The mini-CEX assessment entails direct observation by an
educational supervisor of a trainee’s performance in real clinical
situations (15-20 min) and is designed to assess skills such as
history taking, clinical examination, communication skills,
diagnosis and clinical management. The assessment is repeated
on multiple occasions and can occur in various clinical settings
such as clinic or ward rounds. The method has been shown to
be reliable and to have construct validity, and to be a good
method of education as well as an assessment tool. Mini-CEX
has also been evaluated in the assessment of clinical skills in
medical students in the USA (Kogan et al. 2002). One study by
Holbmoe et al. (2004a) showed that the mini-CEX is a
potentially powerful tool to provide high quality, interactive
feedback that could contribute to improvement in trainees’
clinical skills. Direct observation of clinical skills is a critical first
step in helping trainees to improve their clinical skills. The mini-
CEX provides a reliable, structured format for performing direct
observation (Wragg et al. 2003). However, the evaluation
generated by the mini-CEX must lead to meaningful, useful
feedback to promote growth in the trainees’ clinical skills. To be
most effective, feedback needs to be interactive so the trainees
can embrace and take ownership of their strengths and
weaknesses. One study by Wragg et al. (2003) showed that
the use of self-assessment occurred infrequently and despite the
substantial number of recommendations provided, the explicit
development of an action plan was rare. The lack of action plan
is particularly unfortunate because it suggests that many faculty
may not be ‘closing the loop’ to ensure that the deficiencies
noted were addressed by the intern.

The Royal College of Physicians developed the DOPS tools
and report that directly observed performance is likely to be
more valid and reliable than the previous log-book-based
system (Wilkinson et al. 2003; Davies et al. 2005). Historically,
competence in practical procedures has been assessed using
logbooks and opinion of educational supervisors.

CBD focuses on evaluation of clinical reasoning by
reviewing a case and the trainee’s entries in the patients’
case notes. This assessment tool was developed based upon
the GMC’s performance procedures and its use has previously
been described in primary care (Southgate et al. 2001).

MSF uses questionnaire data from eight colleagues in
medical and non-medical assessing aspects of performance.
MSF has been used mainly in industry and business (Atwater
et al. 2002) to assess performance and as a means of providing
feedback to trainees. The mini-peer assessment tool (mini-
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PAT) is an MSF tool that collates the views from a range of
clinical colleagues and compares with a trainees’ self-assess-
ment of performance. The rating and free-text comments from
the eight assessors are then fed back to the trainee by the
educational supervisor.

Together, the assessments provide evidence of the trainee
having gained competencies defined by the Royal College of
Ophthalmologists in their curriculum. The learning outcomes
parallel those identified by the Accreditation Council for
Graduate Medical Education (ACGME), USA. They identified
six learning outcomes for postgraduate medical education:
patient care, medical knowledge, interpersonal and commu-
nication skills, professionalism, practice-based learning and
improvement and system-based practice. These outcomes
have been related to training in emergency medicine (Harden
2006). In these publications, the knowledge, skills and
attitudes that the trainee is expected to attain in each of the
six competencies are described in more detail.

Criticisms of this method

For WBAs to be useful, they need to be more than a box
ticking exercise. They must also have educational value (James
et al. 2009). The most useful part of the assessment is in the
narrative fields where feedback can be given, strengths and
weaknesses discussed and an action plan is devised.
Interactive and immediate feedback is important to help
doctors improve and develop professionally (Johnson et al.
2008).

One of the difficulties with WBAs from a trainer’s perspec-
tive is establishing the gold standard against which the trainee
should be assessed. Training courses have been devised to
help address this problem.

The European Working Time Directive has had a direct
effect upon the training of junior doctors. As they spend less
time on call, it is believed by some experienced doctors that
trainees are often unable to perform procedures which were
dealt with independently at their stage. Hence, it is very
difficult to know what is ‘expected’ for their level. A study by
Elbadrawy et al. (2008) showed a significant decrease in the
average number of surgical procedures performed by trainees
from 1995 to 2005. It is easy to compare personal experiences
and own perceived goals and targets too, thereby increasing
your expectations.

Another difficulty of completing the assessments with
trainees is the fact that there is such a variation of trainees
present within any department within a hospital; from doctors
who are training specifically in that particular specialty to those
who are doing 4 or 6 months as part of general practice
training. These trainees have a wide spectrum of skills,
knowledge and motivation. There is much emphasis on
gaining generic skills and core competencies, so this may be
the perceived minimum standard. However, it would be unfair
to have different expectations for trainees doing the same job,
despite having different specialty choices, so the standard
should be the same for all.

Trainers are not used to marking trainees as they should be
at the end of the year. Receiving lower marks at the start of a
placement can disappoint trainees, and this may result in lack
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of motivation. Different trainees will be at different stages
throughout the year. Some will progress very quickly, whilst
others will take a lot longer. What they should be able to do
when they have completed the year should be the same so
that they are able to progress to the next stage of training.

The trainee determines the timing and cases to be assessed.
This can mean that they can choose simple cases and may not
act as they would normally if they know they are being
watched and assessed. Miller (1990) identified four stages of
development ‘knows, knows how, shows how and does’ as
the cognitive and behavioural steps an individual progresses
through from acquiring knowledge to performing a task in
practice. Miller’s triangle assumes that competence predicts
performance which may not always be the case. In clinical
practice, many other factors may influence clinical perfor-
mance including time availability, tiredness, mood of the
doctor and patient, etc. Knowing and showing does not mean
that a doctor will perform in a certain way in real practice.

There is sometimes a difficulty in obtaining sufficient
appropriate DOPs. In ophthalmology, procedures that are
rarely carried out, such as obtaining blood cultures and
venepuncture, form part of the curriculum. Many trainees
would have performed these procedures during their founda-
tion course, meanwhile many have not. The doctors assessing
these trainees may not have performed these procedures in
many years, and yet are expected to provide advice on
improving technique. This can lead to trainees repeating skills
which were learnt many years ago for the sake of completing
the form for their portfolio, or many trainees competing to
perform a particular procedure. The existing DOPS form also
does not address the important aspect of postoperative care
and instructions. DOPS should have been probably done by
more than one assessor on multiple occasions during the year
in order to give true reflection of the trainee’s abilities. Indeed,
the Royal College of Ophthalmologists specifies that two DOPS
forms must be completed for each procedure.

Modifications and alternatives

Training is the key to the successful implementation of WBAs.
Trainers need to be trained specifically with regard to
assessment techniques. This may consist of a presentation
day where the tools are introduced and a mock examination
and CBD are carried out to be assessed by participants. Mini-
CEX and CBD scoring can also be practiced, followed by a
group feedback session to reach a consensus. One study by
Holmboe et al. (2004) showed that the faculty felt significantly
more comfortable performing direct observation compared
with control group faculty, having undergone direct observa-
tion of competence training of medical residents. Trainees
would immensely benefit from knowing what specifics will be
assessed in each form of assessment, and this could be
included in the induction session. Another way of implement-
ing this would be during the grand rounds or other study days.
Training the assessors before introducing these tools and
encompassing them at an early stage in medical school may
also improve the way these assessments are done and the
benefits gained from them. Without formal training, grading
tends to be influenced by comments and reflections from

personal experience, and the opinions from peers. However, it
may not be possible to remove all trace of subjectivity, or even
bias from previous experiences with the same doctor in the
ward or clinic.

Equal attention needs to be given to the quality of both the
observation and the feedback. Another study by Holmboe
et al. (2004b) suggests that faculty development is one key
approach, but this study highlights two important points. First,
the majority of faculty (17 out of 28, 61%) had participated in at
least one workshop on feedback, thus highlighting the need
for ongoing training and reinforcement. Such ‘reinforcement
training’ can occur at section meetings, clinic conferences and
clinical competency meetings. Second, feedback training
should explicitly encourage teaching and practice of interac-
tive feedback approaches.

Surgeons will need to follow the example of primary care,
where trainers are selected from experienced general practi-
tioners who demonstrate enthusiasm and ability. The reward
for the trainer should be protected time for training and the
reward for patients and the National Health Service will be
better trained surgeons (Beard 2008).

WBASs are just one of the ranges of evidence of satisfactory
completion of training, in addition to Royal College examina-
tions, logbook of surgical activity and supervisor reports. WBA
is a ‘shows how’ — a competence assessment, such as in a
DOPS where they demonstrate a particular skill. Performance
assessment, or ‘Does’ could be related to such exercises as
video surveillance or peer review, such as that done in
everyday situations.

Conclusions

This system of using WBAs to show the competency of doctors
improves the public accountability of medicine and the
transparency of standards. The assessment process when
used in a formative way may identify deficiencies, problems
and gaps in training which often arise due to variable or
reduced clinical exposure as a result of reduced hours of work
because of the European Working Time Directive. It also
maximises the use of training opportunities as trainee and
trainer know what they need to learn. Another advantage of
the system would be that individuals could progress at their
own pace and the system could be flexible to individual
training needs. There are, however, potential disadvantages
too. There are fears that by reducing each clinical skill into a
list of components, the connections between these tasks may
not be made and the system may not adequately assess the
global competencies which a doctor needs.
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Note

1. This AMEE guide was published as: Norcini J and Burch V.
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AMEE Guide no 31. Med Teach 29:855-871.
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