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Details

This workshop was held in November 2008 and hosted by the Academic Unit of Medical Education, University of Sheffield.  The facilitators were Dr Jim Crossley, Professor Nigel Bax, Professor Patsy Stark, and Professor Malcolm Reed.  Representatives of 13 schools of medicine, dentistry and veterinary medicine contributed to the workshop.
Purpose

Good undergraduate assessment is important for making defensible decisions about graduation, for the early identification of students who are unsuitable for the healthcare professions or who require remediation, and for driving the learning of the majority of healthcare students through transparent criteria and high-impact feedback1.

The discipline of assessment has grown rapidly in recent years.  Clear thinking about constructive alignment built on the work of Bloom2, Biggs3 and Miller4 has driven a move from predominantly knowledge assessment to multi-faceted assessments that include competence.  Psychometrics built on Cronbach’s work5 highlighted the problems of examiner subjectivity and case-specificity and led to the introduction of multiple mini-sample assessments like OSCE and mini-CEX, and a recognition of the need for multiple marking and examiner training.  Building on this theory, Cambridge Conference contributors such as Newble and Van der Vleuten have highlighted good practices such as: a critical consideration of the purpose of the assessment6, a careful balance of content through blueprinting, and a utility balance between validity, feasibility, reliability and educational impact7.

Educational initiatives such as the Sheffield Assessment Course and the more recent St Georges’ Course have enhanced the assessment literacy of healthcare educators in the UK.  Most schools of medicine now have clear assessment strategies and quality assurance systems.  However, fundamental unanswered questions still exist including:

· What exactly are we measuring; do traits operate? 8
· Is it appropriate to combine separate components of an assessment programme to make a final summative decision? 8
· If so, what measurements may be combined and how might we express the reliability or dependability of such a judgement?

· How should we assess professionalism?

· How can we identify early students who are unsuitable for healthcare or for some aspects of practice?9 10
In these areas the literature still does not provide clear answers and many assessment programmes across all the healthcare professions face similar challenges.

We proposed the workshop as an open forum to clarify some of the key outstanding assessment challenges facing schools of medicine, dentistry and veterinary medicine and to discuss and share good ideas, evidence, and good practice.  We aimed to discuss problems that don’t yet have answers rather than problems that do have answers.
Programme

Setting the agenda

Four facilitated groups, each one representing at least three different programmes, discussed the question “What are the assessment problems in our school?”  They reflected on the nature and importance of the problems raised by locating them in a prioritisation grid with axes to represent the degree of ‘urgency’ and ‘importance’.
JC then led an interactive session aiming to deepen the discussion of some issues raised, and there was further free discussion over coffee.  The same four groups then considered how their own programmes currently address the problems they had raised in order to capture the range of current approaches and to identify good practice.  
Starting the discussions

After lunch, each group selected a single assessment problem for further discussion.  They were asked to address three tasks:

1. Describe a consensus approach to the problem

2. Identify important research questions

3. Agree a way forward to address the problem
Sharing the ways forward
After coffee, a representative of each group presented the group’s findings to the remaining groups of delegates and answered questions.  Prizes were given for the groups who were voted as providing (1) the most valuable consensus approach and (2) the most compelling research agenda.  Three of these four groups returned a report that was relevant to current assessment practice.
The outputs from the ‘agenda setting’ and ‘problem solving’ discussions are presented below.
1. Agenda setting: What do we need to work on?

Figure 1 summarises the issues raised and their priority allocation.  The size of the text reflects how many times the issue was raised.
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Table 1 illustrates each issue with example statements from the groups.

	Problem/issue
	Verbatim example statements from the group work

	identifying unfitness to practice
	“Is the problem actually the universities?: vocational course and comparable university course - regulating who is suitable to practise”

	new assessments and student perceptions
	“Overcoming student perceptions/ pre-conceived ideas of the value of personal/ professional assessment.”

	incorporating judgement
	“Perceived unreliability of workplace and portfolio assessment.”

	combing different domains
	“Stop combination of theoretical and clinical/practical final grades.”

	assessing clinical/ practical skills
	“Consistency/ reliability of clinical assessment.”

	setting standards
	“Absence of large-scale studies (in terms of [many] schools involved) to assess generalisability of standard setting methods - external awarding body implications.”

	assessing 'soft' domains
	“How do we assess 'people' skills?  Assessment of group work.”

	accessing assessment expertise
	“Integration of new discoveries in psychometric theory with assessment of quality of medical examinations.”

	new assessments and staff development
	“Engaging staff in new assessments (training development etc).”

	defining purpose
	“Balance of summative and formative assessment and implications for feedback and progression.”

	resourcing for volume
	“Sheer volume of assessment; Resources available to run practical exams.”

	dealing with student uniqueness
	“How to be adaptive?; Monitoring equality in performance (eg ethnicity) (ie 'isms).”

	defining content and blueprinting
	“Are we assessing the right areas and are we sampling the curriculum appropriately”

	providing feedback
	“Giving high-quality timely feedback; Feedback - numerical per broad curricular areas.”

	remediating struggling students
	“Systems for supporting students who struggle.”

	miscellaneous
	“Inability of new graduates to make good tea.”


The figure shows some interesting features.  Few respondents feel that they now have problems with those areas where the existing literature has provided clear guidance such as ‘defining purpose’ or ‘defining content/blueprinting’.  However, the OSCE, which might have been expected to solve the historical problem of assessing clinical skill, still leaves some respondents feeling that there is a gap.

Constructive alignment has highlighted the need for assessing the ‘soft’ domains such as teamwork and interpersonal skills, but these areas require subjective, judgement-based assessments.  Responses reflect both a recognition of the need for judgement and an acknowledgment that this is uncomfortable.
The responses also highlight difficulties due to increasing complexity and innovation in assessment.  This is reflected in the need for more resources and expertise, and in the need for educational and attitudinal changes in staff and students.  Complex programmes also introduce the new problem of how to combine separate assessment domains where simple aggregation reduces richness and reliability.

The accountability culture has pushed the identification of ‘bad apples’ close to the top of the agenda and has given a new flavour to the old problem of standard setting – assuring national equity of standards.  We’re also anxious about how to deal with demographic differences and disability, and how to remediate struggling students.

Finally, respondents are not new to the importance of feedback, but how and when best to provide it remains a problem.
2. Problem solving: How shall we go forward?

Group 1 report: Standard setting: should there be a national licensing examination?

What do we mean?

The group discussions served to re-confirm the variation in setting the standards across UK medical and veterinary schools. In order to reassure the public that our graduates have the required range of knowledge, skills and behaviours there has been some discussion about whether or not a national licensing examination should be developed. Its purpose would be to define a “national standard”, similar to national examinations other countries, notably the US and Canada.
Why is it important?

There is considerable diversity across UK medical schools in terms of standard setting methods for different assessment domains. There is also considerable variation in the “hurdles” which students must cross (such as percentage of stations passed) to pass an OSCE and in the algorithms used in deciding student marks. There is a need for extensive research on whether this impacts on the subsequent academic rankings which are used alongside other MTAS criteria in deciding Foundation Year application outcomes.
While the involvement of external examiners is a key feature of UK Higher Education, it was agreed that there is inevitable diversity in external examiner practices, and decision making processes also influence equivalency of standards.
Survey of Current Activity 

We started by looking for common features within our institutions: 

· All schools have external examiners who contribute to the ratification of the standard setting process.
· Most schools include an OSCE as part of the assessment process but there are variations across schools in terms of length and the degree of integration required. 

· The Final Professional Examination may include an integrated OSCE (as in Leeds and Sheffield), although other Medical Schools may adopt an alternative format. For example, at Edinburgh, the OSCE is replaced by a 3-station Mini-CEX, with performance in Personal and Professional Development and tutor assessment of continuous performance during final year also being taken into consideration.
· 
· All representatives had some form of standard setting but they were not the same and included all the major formats (Angoff, Hofstee, Ebel and Contrasting groups [Borderline]).
· There is an emerging inclusion of work-based assessment as well as/instead of OSCEs to assess clinical skills (e.g. one Phase of study in Sheffield and Southampton). Peninsula is also considering this option.

· In order to consider variation between schools, the Royal Veterinary College is collaborating with Nottingham University to study how the accumulation of common practical and professional skills is influenced by different experiences.  In a cross-over study, they seek to test students’ reactions to each others workplace learning environments and the impact this has on assessment performance.
What do we recommend?

A comprehensive, cross-institutional preliminary UK study involving an explicit account of how individual marks relating to different domains of learning are weighted and combined at the level of the individual examination, such as the OSCE, and in the evaluation of a student’s final qualifying mark. It is intended that the number of medical schools included in this study would be optimized.
Following this initial scoping study, we believe that there is a need for further large-scale studies (in terms of number of participating schools) as a means of drawing more valid inferences about the relative levels of competency of students on graduation across different schools.
The existence of an item bank e.g. UMAP (Universities Medical Assessment Partnership) can greatly facilitate the sharing of questions across universities and assist in comparing standards between them. However the limited number of partners cannot present a realistic national picture. Additional institutions would need to commit to a broader study (as above) to enhance it generalisability.
There is a need for the use of more advanced psychometric methods in the quality assurance and evaluation of assessment procedures to better evidence the outcomes and enable easier comparison.
Because of the variability in the roles and impact of external examiners, we suggest that a survey-led review of the extent and nature of individual external examiner participation in assessment across different UK medical schools is undertaken. This would have importance beyond medical education and would be relevant to other university disciplines.    
Research Questions
1. Can we demonstrate equivalency of knowledge, skills and behaviours of medical dental or veterinary graduates from UK schools?
2. What is the role and impact of external examiners on assessments in medical/dental/ veterinary undergraduate studies?
Group 2 report: How can we provide the best assessment feedback to students?

What do we mean?

We confined ourselves to considering feedback after summative assessments.

Why is it important?

A number of medical schools received poor ratings on the recent National Student Survey in the area of feedback to students.  The growth in student numbers combined with the variety of different assessment points and assessment formats presents a challenge in terms of generating effective, personalized feedback to students.

Where students do not receive feedback, or receive inadequate feedback they are unable to understand their strengths and weaknesses.  Poorly performing students may, without adequate qualitative feedback, interpret a low score as ‘OK’.  Good students may, without guided reflection, understand a very good score which happens to be slightly lower than that of their peers, to mean ‘must do better’.  Lots of disjointed pieces of quantitative feedback given with varying punctuality is likely to account for some of the disquiet amongst students.

Survey of Current Activity 

We started by looking for common features within our institutions: 

· All feed back the scores
· Most feed back individual OSCE (or similar) scores, but most do not give detailed breakdown of MCQ scores
· All offer mentoring to failing students
· There were several differences between different centres:

· Some Schools give details of the students’ rank order in individual exams; most do not.
· Some give free text comments about individual questions.
· Although all have a tutoring system, there is variable implementation and uptake of these schemes.
What do we recommend?
An integrated approach, in best practice terms this would mean a static personal tutor from year one through to graduation, for each student.  Assessment results would be reported and recorded electronically within an e-portfolio, and made available to both students and tutors, in a timely fashion.  The student would be required to meet with the tutor at intervals to discuss a number of issues, including attendance, professional conduct and specifically assessments in the run up, and following an assessment point.  The tutor’s role would include piecing together the students assessment results and reflecting with the student on their performance in order to provide support and to sign post learning opportunities which the student would later follow up on.  Poorly performing students would be caught early and in the case of progression issues, the tutor should be called upon to give a rounded report on attendance, professionalism and assessment performance.
We drew up guidelines for institutions to aspire to.  Every element is currently in use at one of our institutions, so we felt that these guidelines are achievable.

· Students should have academic (rather than pastoral) tutors.
· There needs to a combination of module-specific tutors with relevant expertise, plus tutors who maintain continuity with students over a long period (possibly the whole course).
· Interactions with these tutors should occur shortly after any assessments results are published and should be fully informed by:

· how the student performed

· how the overall cohort performed

· a detailed breakdown of the candidate’s performance.
· Tutors will need to be very familiar with the content of that particular assessment

· The timing of feedback needs to be considered carefully. Feedback too soon after the assessment itself or the publication of the results is sometimes problematical.

· Candidates should be prepared adequately for the assessment. We particularly liked the concept of ‘feed-forward’, where students are told about the common mistakes made by last year’s cohort.

· There is a clear need for staff training and monitoring to ensure quality assurance.

· These guidelines need to be embedded into an environment where formative assessment is valued.

Research Questions

We are uncertain about the actual value of feedback. Does feedback after summative assessment always have beneficial effects on future performance?
Group 3 report: How can we identify early students who are not fit for clinical practice?
What do we mean?
Fitness for clinical practice depends on many factors including: academic performance, clinical and communication skill, physical health, and professionalism/mental health.  However, the term ‘fitness to practice’ is commonly used to refer issues of health and professionalism.

We don’t discuss here the identification of physical health problems; rather we focus on the identification of problems with probity and integrity.  This overlaps with the general assessment of professionalism except that:

· We are using the term professionalism to mean probity and integrity rather than generic professional attributes like, interpersonal skill.

· Our purpose is primarily to identify ‘bad apples’ rather than to encourage the development of professionalism in ‘good apples’.  A more formative purpose may well call for a different assessment design.
Why is it important?

The assessment of ‘fitness to practice’ had lagged behind the assessment of academic performance because students have traditionally been assessed by universities which are academic institutions and do not have either the culture or the mechanisms for assessing in the non-academic domain.  Whilst assessment reforms driven by constructive alignment have incorporated clinical and interpersonal skill, they have been slower to incorporate the attitudinal domain.  This has made it difficult for universities to fail students whose behaviour calls their fitness to practice into question despite its obvious relevance to clinical practice.  Some universities have begun to address this by establishing a parallel ‘fitness to practice’ mechanism to operate alongside the mainstream assessment mechanism.
What do we recommend?
Sharing elements of good practice from across our schools we developed the notion of a public safeguarding system similar to the safeguarding system for protecting children.  The key elements of the system are: make it easy to share concerns, bring all the information together, use panel discussions to make balanced judgements, and establish enforcement mechanisms.

Make it easy to share concerns

When identifying unprofessional behaviour, as when identifying child abuse, observers typically see signs and become concerned during normal encounters and events.  However, there are barriers that prevent them from sharing these concerns with others.  The barriers include: doubt about their obligations, doubt about the threshold of concern (what should worry me?), uncertainty about whom to tell, difficulty getting the message across, and concern about disproportionate consequences for the student or about adverse consequences for themselves.  Indeed when fitness to practice has been called into question it is quite usual for a high number of previously private concerns to surface.  Therefore we recommend the following:

1. Schools work with university and NHS/provider teaching staff to change the culture and give them a clear obligation to report concerns about students.  There is already a parallel cultural shift within the healthcare professions.
2. Schools provide commonsense guidance about the threshold for sharing concerns.  For example, encourage staff to ask themselves the question: “Would I be happy for my relative/livestock to be treated by a doctor/dentist/vet with this attitude?”

3. Schools provide a well-publicised single point of contact where a trained member of administrative staff will take all the relevant details, answer the respondents’ questions, and know where the information should go.

4. Schools develop a clear policy distinction between the threshold for sharing concern (which should be low) and the threshold for taking actions (which will be higher).  Knee-jerk responses are as inappropriate in this domain as they are in child protection work, but it is essential not to dampen the reporting of concerns.
5. Schools develop a clear policy balance between openness and accountability for respondents, and reasonable protection of respondents’ anonymity.

Bring all the information together

A recurring theme from investigations into failures to safeguard children is that the different agencies hold partial information which separately fails to trigger sufficient concern for action but, when it is viewed together, portrays an alarming picture which should have triggered action.  This pattern can also be apparent when a student’s fitness to practice has been called into question.  Therefore we recommend the following:

1. Those concerns reported to the single point of contact (above) are filed together along with other potential signals of concern such as absence records, assessment results, completion of administrative tasks, peer ratings etc (see research questions below).
2. The file is viewed regularly by a member of staff who knows enough about the student and the programme to contextualise the information (see next section.)
Use panel discussions to make balanced judgements

Quantifying professionalism, like quantifying risk, is a matter of judgement rather than measurement.  Another recurring theme in child protection failures is the judgement difficulty that social workers face because of their dual role to safeguard children and to support vulnerable family units.  When the focus is on support and remediation it is very easy to be blind to signals which should trigger a change of direction.  A key part of the solution has been to increase the use of supervisory discussion and multi-agency panels to offer challenge and a wider perspective for the decision-maker and to share in the decision-making process.  Where schools of healthcare education ask teaching staff or mentors to be responsible for making judgements about signs of unprofessional behaviour in students, they face a similar tension.  For example, in several schools the student’s mentor is the one who views the file of concerns.  This raises a conflict of interests, but will strengthen the remedial function.  As in social work, there is a balance to be struck.  Therefore we recommend the following:
1. The student’s mentor may well be best placed to view the file (see above).  This is resource-efficient; it keeps the information within a limited circle of staff; and it will allow for contextualisation of the information, interaction with the student, a longitudinal relationship, and a well-tailored remedial plan.
2. Mentors in this position should be provided with a supervision mechanism to share in decision-making and encouraged to use it frequently.

3. Schools should provide a panel mechanism to take over the role of decision-making when the agenda has moved from support and remediation to possible action.  The composition of such a panel would be a matter for individual schools, but it should not be made up exclusively of teaching staff.  Lay representation and student representation should be strongly considered.
Establish enforcement mechanisms

Historically it has been difficult for universities to take account of information about unprofessional behaviour in the awarding of degrees, yet the award of a degree has, until recently conferred an automatic registration with the General Medical Council in the case of student doctors.  In recent times a number of Schools in our group have established a parallel ‘fitness to practice’ mechanism with the intention of preventing students who are not fit for healthcare practice from being automatically entered on the provisional register even if they reach the academic standard.  It is less clear if unprofessional behaviour should be taken into account in the awarding of the medical degree.  It seems likely that the public would expect a student graduating with a healthcare degree and earning the title ‘doctor’, ‘dentist’, or ‘veterinary surgeon’ to behave professionally.  Many schools’ assessment strategies also state that they set out to assess professional behaviour – so it seems reasonable to expect that a failure in this area would prevent graduation.  Only one school in our group includes fitness to practice information in the student record that is discussed by the examination moderation panel.  For the time being we recommend that:
1. Schools establish a ‘fitness to practice’ mechanism to operate in parallel with the academic mechanism.

2. Schools engage in dialogue with their universities and professional bodies pointing out that a healthcare degree carries professional expectations and arguing for unprofessional behaviour that has been judged a barrier to practice should also be a barrier to graduation.
What research do we require?

Professionalism questionnaires

Since professionalism is in the attitudinal domain, it seems rational to seek information from those who know healthcare students most intimately.  This is not their teachers but their peers.  Schools within the Northern Personal and Professional Development (PPD) group are piloting peer ratings of professionalism.  Early evidence suggests that students will be able to accept this methods and that the ratings given by student about their peers have a reasonable level of reliability – similar to peer ratings and multi-source ratings for qualified health professionals.  This remains an important research area which may allow for the earliest possible identification of concerns, and may also provide measurement data which is defensible on the same grounds as academic and skills assessments.
Signals of concern

There is published work showing a link between routinely observed actions, such as failing to hand in a photograph, and subsequent academic or professional problems.  One school within the group is collecting information about these and many other potential signals of concern.  Over time it will be very helpful to know which are the most powerful signals of subsequent unprofessional behaviour to provide a more robust list of data to monitor.
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�I am going to run my original comments in relation to this past Helen Cameron (Director of MTO at Edinburgh), particularly since, as I indicated in my original draft, there is no OSCE in the Final Professional Exam at Edinburgh.





