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Abstract: The assessment of a trainee doctor’s performance in a clinical setup is not only challenging and important, but is 

also necessary to assure standards, judge competence to practice, set targets for improvements, and most importantly to protect 

patients. Multi source feedback (MSF) / Mini-Pat (Mini Peer Assessment Tool) / Team Assessment Behavior (TAB) are 

formative assessment tools that were developed to assess the professional behaviors and attitudes in health professionals, and 

to continually improve an individual’s team working skills. This article critically evaluates the use of Team Assessment 

Behavior (TAB) as an assessment tool for professional behavior in trainee doctors in the U.K, and concludes whether it is an 

ideal tool for improving professional behavior in trainee doctors. 
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1. Introduction

The concept of evaluation of a doctor’s professionalism in 

a clinical setup is a relatively new phenomenon that has 

gained a lot of momentum in recent years. It had been 

introduced to ensure the safety of the public following 

serious concerns about poorly performing doctors and also to 

improve their performance in a clinical set up.
 1 

The General Medical Council (GMC) in the United 

Kingdom is the legal body, whose function under the medical 

act is ‘to promote, protect and maintain the health and safety 

of the public by ensuring proper standards...’ – In 1997 it 

produced its first report on performance related procedures, 

which stated that in addition to the assessment of 

competence to test knowledge and basic skills, the 

performance of doctors who enter the procedures should also 

be thought as well as assessed through peer review of 

practice in the workplace.
2
 

Ramsden
3
 states: “the student will learn what they think 

they will be assessed on, not what is in the curriculum, or 

even on what has been ‘covered in class’….”. Therefore, if 

the intention of the learning objective is to improve 

professional behavior and team working skills within trainee 

doctors, then we need to introduce an assessment method 

that not only assesses both the above mentioned 

characteristics, but it is also important that the tool in 

addition also provide feedback to its trainee’s on how to 

improve their professional behavior at their work place. 

Multi source feedback (MSF) / Mini-Pat (Mini Peer 

Assessment Tool) / Team Assessment Behavior (TAB) are 

formative assessment methods that were developed to assess 

the professional behaviors and attitudes in health 

professionals with an aim to continually improve an 

individual’s team working skills. 

This concept of assessment was initially developed by the 

industrial organization, and since the 1990’s had been used in 

postgraduate medicine for the assessment of professional 

behavior of trainee doctors in the United States Of America 

(USA). It was recommended by Ramsey
4
 who proposed that 

it was feasible to obtain assessment from professionals 

associates of practicing physicians in areas such as clinical 

skills, humanistic qualities, and communication skills. 
5
 
,6 
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In the U.K with the implementation of Modernizing 

Medical Careers the Postgraduate Medical Education Training 

Board (PMETB) embarked on formulating a mixed set of 

assessment tools for trainees in postgraduate training.
7, 8  

It also accepted that medical practice should not only 

focus on scientific knowledge but other important parameters, 

such as communication skills, team working and humanistic 

qualities, too have significant effects on patient care and 

therefore should be taken into consideration, further more it 

also highlighted the importance of feedback from peers by a 

formal assessment tool that allowed comparison against 

those peers who were at the same level of training. Hence a 

formative assessment tool, mini -PAT (Peer Assessment 

Technique) was integrated as a requirement for good medical 

practice.
9
 

The main aim of MSF/ Mini–PAT / TAB is to identify 

trainees, whose professional conduct does not meet the GMC 

criteria of good medical practice, so that an appropriate 

action might be taken, and in addition complement those 

who receive good reports. 

Usually 10-15 multi-disciplinary colleagues assess and 

rate the trainees workplace behavior, four domains are 

assessed: professional relationship with patients, 

communications, accessibility and team working. 

It is the trainees’ responsibility to distribute at least 15 

Mini-Pat forms to peers of his or her choice, included a 

supervising consultant, at least three other doctors and at 

least five allied healthcare professionals, with a minimum 

requirement of 10 completed forms that are need to be 

returned in order to be validated. 

It is the responsibility of the educational supervisor to 

collate and summarize these assessment forms, identify 

weaknesses, offer feedback and directed learning objectives, 

to any concerns that might have been arisen as a result of this 

practice. 

2. Validity and Reliability of Team 

Assessment Behavior (TAB) 

TAB portrays face as well as content validity as it assesses 

areas recognized by the GMC
10

 for good professional 

behavior, and is shown to be capable of identifying behavior 

related problems in trainees which was the main aim of this 

tool.
11

  

In addition, TAB also appears to have good construct 

validity as it tests a trainee’s behavior in real life situations. 

It is difficult to define the predictive validity of any 

assessment tool, more so in a formative assessment tool. The 

creators of TAB have not tested this for concurrent validity, 

which can be easily tested by using a different behavior 

assessment tool in addition to TAB for some of the trainees 

or peers taking part during field–testing for reliability and 

validity. A reliable instrument for a piece of research will 

provide similar information from similar respondents over a 

period of time.
12

  

Whitehouse
11

 demonstrated in his pilot study that TAB had 

intra-observer reliability and inter-observer variability. For 

inter-observer variability, Royal College of Psychiatrists 

collected a map of assessment programs against good 

medical practice domains and considered it appropriate for 

assessing four domains i.e. good clinical care, working with 

peers, probity and health.
13

  

3. Raters 

Ramsey et al
4 

concluded that, for MSF, 10-11 respondents 

were necessary to achieve a coefficient of 0.70, however 

Wood et al
13

 in their study on gynecology and obstetrics 

trainees concluded that 8 raters were sufficient for a 

representative score, more raters would lead to a better 

coefficient and more generalized results. TAB at present 

advocates at least 10 raters to achieve a reliable result. 

3.1. Feasibility 

TAB has 4 domains and a 3-point rating scale which can 

easily be understood, and be completed by their rates using 

the web-based online system, it requires no training and 

taken less than 5 minutes to complete, Hence reducing the 

cost of administrative resources when compared with a 

paper-based system. 

3.2. Trainer & Trainees Evaluation of the Process 

Whitehouse et al
11

 as part of their field assessment on TAB 

concluded that both the assessors and trainers found the 

assessment process practical, valuable and fair.  

Also 76% of the trainees considered TAB as an added 

useful tool for the assessment of the senior house officers 

(SHO’s), however educational supervisors had mixed 

thoughts, with 77% of them finding out nothing more or new 

about their trainees than they would already know.  

3.3. Patient Outcomes 

Though the process of TAB in itself does not bear any 

direct consequences or outcome on patients overall clinical 

management, but can help the trainee improve his profession 

behavior, which is an important element of good medical 

practice as set out by the GMC. 

An improvement in a doctor’s behavior due to the 

appraisal-feedback process can indirectly improve and 

contribute to patient management and satisfaction.
1, 5

 

3.4. Potential Barriers In TAB 

Choice of Raters: 

In TAB except for the trainees supervising consultant, who 

must be involved in the process, the trainee has the freedom 

to choose his own raters. 

This can be a potential area of complexity, as the trainee 

might pick up raters whom he/she might get along really well 

and may not include a peer whom they did not get along with, 

hence leading to biased results. 

Similarly if there is a potential conflict between the 

supervising consultant and his trainee, than this conflict 
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might lead to clouding of judgments 
14

, these concerns can 

be addressed by having different assessors and supervising 

trainers, but unfortunately considering high service pressures 

on the NHS, this might not always be possible. 

Feedback: 

The value of the process of TAB can be restricted by the 

quality of feedback given to the trainees at the end of the 

assessment process and depends a lot on the relationship 

between the supervising consultant and the trainee,
15

 

Evidence have shown that a feedback that is non-specific 

does little to change performance of a trainee, Whitehouse
11

 

in their initial study concluded that TAB was able to produce 

a descriptive feedback that was more helpful and specific 

compared to the present MSF tools. 

Assessors who are rating the TAB may not give specific 

feedback or comments however they are advised to give 

some information, mainly if they are to chose the ratings of 

“no concern”, “some concern” or ‘major concern’. Bret and 

Atwater
16

 have also shown that negative feedback cannot 

only discourage trainees but they can also react in anger. 

Feedback on performance must be descriptive and specific 

if it is to be of constructive value to a trainee
17

. Therefore it is 

the main responsibility of the supervisor to give a constructive 

feedback, which is relevant and helpful, as well as creating an 

action plan with the trainee and to address any identified 

deficiencies. It must also be stressed that good performers 

need to be complimented, and encouraged to do so. 

3.5. Training the Raters and the Supervisor 

The raters, too need to be educated in this process 

otherwise they may not give reliable views about the trainee,
 

7 
also from the raters point of view, it would be very helpful 

if they were to give specific comments to the trainee whom 

they are rating so that a more relevant feedback can be 

provided. 

Most importantly, the educational supervisors who 

provided the feedback to the trainee can make a difference 

by constructing an agreed learning objective, and not 

demoralizing the trainee with negative feedbacks, this view 

has also been supported by Kaplan
18

, who noted that 

negative feedback could de-motivate a trainee.  

Giving face-to-face negative feedback can be an 

intimidating task and supervisors, if not properly trained in 

giving negative feedback might dislike doing it, as a result 

may not give a proper constructed feedback.  

4. Conclusions 

In the U.K, with the introduction of the European Working 

Time Directives (EWTD) in the National Health Services 

(NHS), the amount of time required to train a doctor had 

decreased quite significantly, as a result of poorly performing 

doctors and high patient expectations lead to an increasing 

demand for the development of a more efficient training 

structure in which supervised learning and training 

opportunities could be maximized. 

Modernizing Medical Careers and the Postgraduate 

Medical Education Training Board (PMETB) embarked on 

formulating a mixed set of assessment tools for trainees to 

improve their training. 

The main aim of these assessments was to not only 

provide evidence on the trainee’s ability but more 

importantly to improve the quality of workplace training. 

Multi-source feedback, team assessment behavior, 360 

degree feedback, peer review and peer ratings are different 

names given to the same process whereby a trainee receives 

formal feedback on his / her professional behavior at his 

workplace from peers and educational supervisors. 

It has been suggested that this assessment process in itself 

does not bear any direct consequences or outcome on 

patients overall clinical management, but can help the trainee 

improve his profession behavior, which is an important 

element of good medical practice as set out by the GMC. 

An improvement in a doctor’s behavior due to the 

appraisal-feedback process can indirectly improve and 

contribute to patient management and satisfaction, provided 

both the raters and supervisors are trained in giving 

constructive feedback. 

TAB if used correctly can serve its purpose both as a 

screening tool and also for the trainee to improve his 

professional behavior through reflection, which is achievable 

with further qualitative studies with an aim to explore 

potential barriers and experiences of trainees and how it can 

be overcome. 
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