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	Abstract
	Workplace-based assessments (WPBAs) refer to the assessment of working practices based on what doctors actually do in the workplace and is predominantly carried out in the workplace itself (PMETB, 2007). WPBAs should be recognized as a series of essential educational events along a learning trajectory. WPBAs are an essential part of an assessment system alongside traditional examinations. The primary purpose of WPBAs is to provide constructive feedback to the trainees. The trainer is required to identify trainees not progressing along their structured learning plan so that early remedial action can be initiated. An understanding of the acceptable level of clinical competence required for a particular stage of learning is essential. This will ensure that the patients are safe during training through appropriate supervision and assessment. Stakeholders (trainers, trainees, managers, patients) should actively be involved in the development and implementation of the programme to ensure transparency and understanding of the process.
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Introduction
Assessment is the process of measuring a trainee’s knowledge, skills or professional behavior against defined standards. Assessment should be as objective and reproducible as possible. An assessment system is designed to ensure that the trainees acquire the knowledge, skills and professional behavior required and set out in a curriculum. Formative assessment is an assessment for learning. It aids learning through the constructive feedback. Summative assessment is an assessment of learning and it determines levels of competence for progression. Summative assessment includes formal examinations (that is “pass/fail”).
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)Competence is a trainee’s ability to perform a particular activity to the required standard such as that required for patient safety, whilst being observed in the workplace. Competence comes from the experience combined with constructive feedback and reflective practice (self-assessment/insight).
Workplace-based assessments (WPBAs) refer to the assessments of working practices based on what doctors actually do in the workplace and is predominantly carried out in the workplace itself (PMETB, 2007). WPBAs should be recognized as a series of essential educational events along a learning trajectory. WPBAs are an essential part of an assessment system alongside traditional examinations. A comprehensive assessment system will collectively form an overall profile of a trainee by testing their knowledge, skills and behaviours against an approved curriculum. 
In order for WPBAs to be useful and valid, trainees and assessors need to understand and value their role in the educational process. The findings from the WPBAs must be used formatively and constructively.
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Figure 1 Miller’s pyramid – 1990.


Miller’s Pyramid – 1990 (Figure 1) is useful for mapping different assessment methods against the various tiers of the pyramid. The difficulty has always been assessing the ‘does’ level, which in professional practice refers to the performance in context. WPBAs address this level.
Purpose
· WPBAs assess the competency levels achieved by the trainees at various levels thereby addressing patient safety and the standard of care being provided.
· Provide an opportunity about getting to know our trainees and to identify underperformance. They are a check of the learning that has taken place. 
· Help change the environment of fierce competition to one of nurture and of professional educational support. 
· It is absolutely essential, in the environment of clinical practice, to be able to identify those in need of additional educational support at an early stage.
· If trainers and trainees approach WPBAs in an open and transparent manner, then a culture, which nurtures trainees, can develop and every one especially the public can be assured that our doctors in training are safe and demonstrate appropriate levels of competence for their stage of learning.
· It should be clear that the purpose of WPBAs is not to replace the quality assured and well-developed modern examinations. There are potential benefits for having both the formal examinations and WPBAs in an assessment system. WPBAs will act as supportive learning tool to assess readiness for progression to summative tests.
Mechanics
In principle WPBAs are learner-led with trainee identifying areas for observation and feedback. It is important to understand that it can be trainer-driven, depending on the circumstances. As the relationship between the trainer and trainee develops, then both should feel free to plan WPBAs. It should be a routine that a debriefing takes place, as soon as possible after the assessment, to provide information to guide learning. Educational supervision must include regular feedback about how agreed learning targets are progressing and encourage the practice of reflection. It means keeping a record of such interactions between trainer and trainee so that both parties can look back on how an individual is progressing. The record of on-going progress is used by educational supervisors in compiling reports on the progress of a trainee.
Strengths
· WPBAs are potentially highly valid. Can assess the ‘does’ (what the doctors actually do in the practice) and contribute to an understanding of whether the trainee can apply the skills and knowledge they have, to a particular situation.
· Trainee-led.
· Maps achievement in a competency framework.
· Identifies those who might need particular educational support early in training.
· Creates a nurturing culture.
· Provides feedback.
· Samples widely in the workplace across the curriculum.
Challenges
· Can be opportunistic, not needs driven, unless there is proper understanding between the trainer and trainee.
· If educational supervision is not working appropriately, trainees are more likely to try to delay or avoid assessments, or ignore feedback.
· Unless there is excellence in educational supervision and unless both trainee and assessor take it seriously, WPBAs are learner dependent and vulnerable.
· Negative judgements can be ‘deferred’ to others and avoided. Expert assessors are proving to be more accurate than junior members of the team, who tend to overestimate competency. 
WPBAs
These include:
· Clinical evaluation exercise (Mini-CEX)
· Direct observation of procedural skills (DOPS)
· Case-based discussion (CbD)
· Multi-source feedback (MSF)
Mini-CEX (Annex 1)
Mini-CEX is a version of the ‘short case examination’. The assessor observes a trainee interacting with a patient in a clinical setting. The interviewing skills, physical examination technique, professionalism, communication skills and clinical reasoning are assessed. Usually 15 minutes are allocated with 5 minutes for formative feedback, which is provided immediately. The clinical encounter is chosen by the trainee, confirmed by the assessor. The idea is not to rank trainees. The frequency can be 4-6 times/ year.
DOPS (Annex 2)
DOPS is to evaluate performance in practical procedures in real-time patients. The trainee selects from an approved list of procedures. Usually 15 minutes are allocated with 5 minutes for formative feedback, which is provided immediately. The clinical encounter is chosen by the trainee, confirmed by the assessor. The frequency can be 4-6 times/ year.
CbD (Annex 3)
The CbD assesses the performance of a trainee in their management of a patient to provide an indication of competence in areas such as clinical reasoning, decision-making and application of clinical knowledge in relation to patient care. The CbD should focus on a written record (such as case-notes, out-patient letter, discharge summary etc.). It also assesses record keeping. Trainee selects cases, assessor chooses one of them. The assessor should ask why this selection. Usually 15 minutes are allocated with 5 minutes for formative feedback, which is provided immediately. The frequency can be 4-6 times/ year.
MSF (Annex 4 - 6)
MSF (360 degree feedback) tests generic skills around Good Medical Practice guidelines of the General Medical Council UK. It is a unique form of WPBAs in that it uses a collection of untrained raters, and the feedback based on the collated ratings is subsequently fed back to the trainee by the supervisor. The number of raters can be 10-12. This can include doctors, administration staff, allied health professionals plus self-assessment. The raters are listed on a form (Annex 4). The raters fill in the checklist form (Annex 5). The trainees do not see the response. The raters pass on the filled forms directly to the assessor. The assessor inputs and collates all the responses on the form (Annex 6) and provides feedback to the trainee. The trainee and the assessor agree to an action plan as appropriate. The frequency is once a year.
Conclusion
WPBAs are the assessment of competence based on what a trainee actually does in the workplace. The main aim of WPBAs is to aid learning (assessment for learning) by providing trainees with constructive feedback. Trainees can use the same methodology to assess themselves (reflective practice). The assessments help the supervisor to chart a trainee’s progress during a placement. The workplace should offer a constructive environment where a trainee understands that they are still developing. In the context of ensuring patient safety, the trainees may not always achieve high ratings. Indeed, it is inevitable that high ratings will not be achieved in the early stages of training. Both trainees and trainers need a supportive culture receptive of WPBAs assessment methodology. Stakeholders (trainers, trainees, managers, patients) should actively be involved in the development and implementation of the programme to ensure transparency and understanding of the process.
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Annex 1:  Mini-Clinical Evaluation Exercise (mini-CEX)
Date of Assessment (DD/MM/YY)                      Trainee’s Name

Trainee’s year                                                          Assessor’s Name       
Brief Summary of Case:


Setting for assessment (OPD/Ward)
	Well below expectation for stage of training
	Below expectation for stage of training
	Borderline for stage of training
	Meets expectation for stage of training
	Above expectation for stage of training
	Well above expectation for stage of training
	Unable to comment

	Medical Interview Skills

	Physical Examination Skills

	Counseling and Communication Skills

	Clinical Judgment

	Consideration for Patient/Professionalism

	Organization/Efficiency

	Overall Clinical Competence



Any suggested areas for improvement:





Annex 2:  Direct Observation of Procedural Skills (DOPS)

Date of Assessment (DD/MM/YY)                        Trainee’s Name

Trainee’s year                                                          Assessor’s Name       
Clinical Setting (OPD/Ward):
Procedure:

	Well below expectation for stage of training
	Below expectation for stage of training
	Borderline for stage of training
	Meets expectation for stage of training
	Above expectation for stage of training
	Well above expectation for stage of training
	Unable to comment

	
Demonstrates understanding of indications, relevant anatomy, technique of procedure:

	Obtains informed consent: 
            [image: ]

	Demonstrates appropriate preparation pre-procedure:

	Appropriate analgesia or self-sedation:

	Technical ability:

	Aseptic technique:

	Seeks help where appropriate:

	Post procedure management:

	Communication skills:

	Consideration of patient/professionalism:

	Overall ability to perform procedure:





Annex 2:  Direct Observation of Procedural Skills (DOPS) – Contd…
Based on this observation please now rate the level of independent practice the trainee has shown for this procedure:
	Level of Independent Practice

	Rating

	Unable to perform the procedure
	

	Able to perform the procedure under direct supervision/assistance
	

	Able to perform the procedure with limited supervision/assistance
	

	Competent to perform the procedure unsupervised and deal with complications
	


 
Any suggested areas for improvement:






Annex 3:  Case-based Discussion (CbD)
Date of Assessment (DD/MM/YY)                      Trainee’s Name

Trainee’s year                                                          Assessor’s Name       
Brief Summary of Case:


               
	Well below expectation for stage of training
	Below expectation for stage of training
	Borderline for stage of training
	Meets expectation for stage of training
	Above expectation for stage of training
	Well above expectation for stage of training
	Unable to comment

	Medical Record Keeping


	Clinical Assessment

	Investigation and Referrals

	Treatment / Management Plan

	Follow-up and Future Planning

	Professionalism

	Overall Clinical Judgment



Any suggested areas for improvement:








Annex 4:  List of ‘Raters’ asked to participate in MSF

Trainee to complete this form

Trainee’s name:

Please fill in this form as you distribute your MSF forms and then return it to your educational supervisor.
 (
Sr.
 
No
N
am
e
 
of ‘R
ate
r’
P
rof
e
ss
i
on
H
o
s
p
ita
l
 
d
e
p
a
r
 
tme
n
 
t
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
)



































Annex 5:  Multisource feedback (MSF) 
Date of Assessment (DD/MM/YY)
  	 Trainee’s Name

Name of person completing assessment form
  Consultant	                      Trainee		     SHO or HO			          Nurse
   Allied Health Professional			      Clerical or secretarial staff	          Self assessment
Please mark one of the circles for each component of the exercise on a scale of 1 (extremely poor) to 9 (extremely good). You must justify each score of 1-3 with at least one explanation/example in the comments box, failure to do so will invalidate the assessment.
THE MSF IS NOT AN ASSESSMENT OF KNOWLEDGE OR PRACTICAL SKILLS
	1. Attitude to staff: Respects and values contributions of other members of the team
       Don’t know                 1           2          3                              4           5          6                                7           8          9
                                     UNSATISFACTORY                        SATISFACTORY                           ABOVE EXPECTED

	2. Attitude to patients; Respects the rights, choices, beliefs and confidentiality of patients
            Don’t know            1          2           3                              4           5          6                                7           8          9

	3. Reliability and Punctuality
       Don’t know               1          2          3                               4           5          6                                7           8          9

	4. Communication skills: Communicates effectively with patients and families
         Don’t know                1          2          3                               4           5           6                              7           8          9

	5. Communication skills: Communicates effectively with healthcare professionals
         Don’t know                1          2          3                               4           5          6                                7          8           9

	6. Honesty and Integrity, do you have any concerns?
      Don’t know                1          2          3                               4           5          6                                7           8          9

	7. Team player skills: Supportive and accepts appropriate responsibility; Approachable
          Don’t know               1          2          3                               4           5          6                                7           8          9

	8. Leadership skills: Takes responsibility for own actions and actions of the team
          Don’t know               1           2          3                               4          5           6                               7           8          9

	9. OVERALL PROFESSIONAL COMPETENCE
       Don’t know                1          2          3                               4           5          6                                7           8          9



Comments about the trainee (BLOCK CAPITALS PLEASE)




Your Signature 

Please place form in the attached self-addressed envelope and return to the Educational Supervisor named on the envelope, NOT the Trainee
Annex 6: Table of trainee’s MSF scores

Trainee’s name: _______________________         	Name of educational supervisor:__________________________

To be completed by trainee’s educational supervisor or a member of staff nominated by them
•	Please transcribe the scores from each individual MSF assessment form onto the following table, where scores have not been recorded leave
boxes empty and adjust mean accordingly. Then transcribe range and mean onto feedback form.
•	The mean scores from this table will be used as the basis for a feedback discussion between the trainee and education al supervisor.
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[bookmark: _GoBack]
image1.emf
Fig 1: Miller’s Pyramid — 1990

Workplace-based
Does assessments (WPBAs)

Shows how

(Clinical) context-based tests,
MCQs, SEQs

Knows how

Knows











image2.png




