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CONCEPT CLARIFICATION

Assessment is the process whereby people (learners) are tested on specific knowledge or
skills (Leinster 2013:9).

Best practice is defined as, “a procedure that has shown by research and experience to
produce optimal results and that is established or proposed as a standard suitable for
widespread adaption” (Merriam-Webster 2019:0nline).

Competency is defined as the ability to perform a task at a set standard and includes
attributes such as knowledge, skills and attitudes (Moynihan et al. 2015:online).

Critical review refers to the careful judgement or evaluation of literature or processes
with the intention of making decisions or changes, if necessary (Merriam-Webster
2019:online).

Evaluation refers to the systematic collection, interpretation and analysis of processes or
action to determine the current condition (Leinster 2013:21; Merriam-Webster
2019:0nline).

Thesis by publication is defined as follows by the University of the Free State in its Policy
Document for Masters and Doctoral studies:

A doctoral thesis is the sole research component of a doctorate. It must
demonstrate that the candidate has made a specific contribution to the
enhancement of knowledge in the chosen field, while providing evidence of
independent critical ability. A PhD by publication requires three publishable
articles (UFS 2016:3).



SUMMARY

Medical universities have a responsibility to ensure quality assessment of clinical
competence when they certify that they produce competent medical practitioners who can
integrate knowledge, skills and attitudes. The assessment of clinical competence is complex,
and can be characterised by tension between validity, reliability and fairness, due to the

assessment on the “does” level.

The defined problem that was addressed is that assessment in the clinical phase of the
undergraduate medical programme (MBChB) at the University of the Free State has not
been reviewed critically or benchmarked against local and international standards. This
thesis intended to benchmark clinical assessment practices against an assessment
framework and then propose an action plan on how to bridge the gap between theory and

practice when assessing clinical competence.

A pragmatic approach was followed to address the practical problems of uncertainty
regarding the quality of assessment. From a theoretical perspective, an abductive approach
was used to achieve inference. An explanatory sequential mixed method research design
was used. During triangulation, alignment of and gaps between theory and practice were
identified and solutions recommended. A proposal with an action plan was drafted to

enhance the quality of clinical assessment in the undergraduate medical programme.

Firstly, an assessment framework to benchmark clinical assessment in undergraduate
medical training was compiled. A rapid literature review of local, national and international
official regulations and policies, supported by best evidence practices, were used to compile
this assessment framework. In this framework, the three components of quality

assessment, namely, accreditation, assessment and quality assurance, were addressed.

In the second part of the study, current assessment practices were reviewed through data
collected from three sources, namely, students, lecturers and student marks, to ensure that
different aspects were included in the review. A questionnaire with open and closed-ended
questions was completed by clinical students in the undergraduate medical programme, to
get the students’ perspectives on assessment. More than half the students were of the
opinion that current assessments were not fair, and >90% complained about the lack of

formal feedback after assessments. Secondly, the teaching and learning coordinators and
Xi



module leaders of all the clinical departments involved in undergraduate medical training
completed questionnaires on the assessment methods used in their departments. They also
made recommendations for ways to improve current assessment practices. Using multiple
choice questions and objective structured clinical evaluations were standard practice in most
disciplines. Workplace-based assessment (WBA) was not well established and was only used
in 30.1% of disciplines. The overemphasis on summative assessment was identified as an
area for improvement. Thirdly, current assessment practices were evaluated for reliability.
The decision reliability between end-of-block assessment and summative assessment was
excellent, with a G-index of agreement of between 0.86 and 0.98. Using unobserved long
cases during summative assessment was shown to be unreliable and questionable. During
a formal focus group interview, answers were sought on how to bridge the gap between

theoretical principles of quality assessment and current assessment practices.

Finally, the researcher compiled a proposal with an action plan on how to enhance quality
assessment in the clinical phase of the undergraduate medical programme. Most of the
practices that compromise the quality of assessment can be addressed on an operational
level, and will not be costly to implement. This includes training of assessors,
implementation of WBA, effective feedback to students and blueprinting and moderating all
assessments. Assessor training will improve the quality of assessments, and will also
contribute to the professional development of assessors. Continuous WBA will have the

ultimate effect of improving validity and reliability, which will benefit all stakeholders.

Key words: assessment, assessment framework, assessment practices, assessors,
blueprinting, clinical competence, continuous assessment, moderation, summative

assessment, workplace-based assessment

Xii



BEST PRACTICES FOR QUALITY ASSESSMENT IN THE CLINICAL PHASE OF
UNDERGRADUATE MEDICAL TRAINING

CHAPTER 1:
ORIENTATION TO THE STUDY

1.1 INTRODUCTION

The researcher approached this thesis by submitting articles for publication, to recommend
best practices for enhancing quality assessment in the clinical phase of undergraduate
medical training. A pragmatic paradigm was used as a point of departure to evaluate current
assessment practices and make best practice recommendations (cf. 1.8.1). Miller
(1990:567) emphasises the importance of quality and responsibility relating to assessment:

If we are to be faithful to the charge placed upon us by society to certify the
adequacy of clinical performance ... then we can no longer evade the
responsibility for finding a method that will allow us to do so.

Although the duration and training involved in undergraduate medical programmes are
different at different universities around the world, passing the final assessment of the
undergraduate medical programme at any institution enables a student to graduate and

qualify as a medical doctor.

In South Africa, undergraduate medical programmes are presented at nine accredited
universities (HPCSA 2019: online). The programme presented is the Bachelor of Medicine
and Bachelor of Surgery (MBChB). For this study, the term MBChB is used to refer to the
undergraduate medical programme. The duration of training is between five and six years
and it is presented in three phases, namely, orientation, pre-clinical and clinical training, as
explained by the Health Professions Council of South Africa (HPCSA 2014:online) and
faculty yearbooks and brochures of the various institutions. The MBChB programme at the
University of the Free State (UFS) is a five-year (10 semester) outcomes-based education
programme, divided into three phases. In an outcomes-based curriculum, the outcomes
should be stated clearly in relation to the requirements of regulatory bodies. Assessment
should be aligned with these outcomes, according to set criteria, and effective quality

assurance measures should be in place (Spady 1994:6-7).



At the UFS, Phase I is covered in the first six months of training and provides an introduction
to the foundational aspects of training required by future medical professionals. Phase II
takes place over 24 months and concludes the pre-clinical phase. Phase II includes system-
based and clinical skills training modules. The clinical phase (Phase III) takes place over
the last two and a half years of study (semesters 6 to 10), and entails rotations through
various clinical departments at multiple health facilities. Clinical training takes place
according to a fixed programme and for fixed periods. Formative assessment takes place
throughout the rotation and includes an end-of-block assessment. Together, these
assessments contribute to a block mark (module mark), which gives the student access to

the final, summative, end-of-year assessment.

The purpose of this study is to review current assessment practices of the clinical phase of
the MBChB programme at the UFS critically and to recommend best practices to enhance
the quality of these assessments. These recommendations should help to ensure that the
assessment principles and practices used in the clinical phase of the MBChB programme
are aligned with best practices, and implemented according to the assessment regulations
and policies of various regulatory bodies. The UFS MBChB programme is accredited and/or
registered with the following bodies: UFS (BC834100), the Council on Higher Education, the
South African Qualifications Authority (SAQA 9633) and the HPCSA (HPCSA 8371), and is

presented at UFS and Free State Department of Health facilities.

In Part 1 of this study, a rapid review of assessment policies, guidelines and principles that
are applicable to the clinical phase of the MBChB programme, and stipulated by the different
accrediting bodies, was performed. This served as a theoretical guide to benchmark
assessment. In Part 2, current clinical assessment and moderation practices were reviewed
critically to determine components of validity and reliability. This was done by gathering
information via questionnaires from students and lecturers in the clinical phase of the
MBChB programme at the UFS. Student marks (assessment results) were also analysed to
evaluate pass/fail decisions, the test-retest reliability, predictability and stability of
assessments. During Part 3, a focus group interview was held with the clinical teaching and
learning (T&L) coordinators in the clinical phase of the MBChB programme. The purpose of
the focus group interview was to align and/or maintain the theoretical principles with
current assessment practices, to enhance best practice and quality assessment. Finally,
information gathered was used to identify and recommend the best assessment practices,

to inform assessment practices and to enhance the quality of assessment in the clinical



phase of the MBChB programme. These practices included audit measures to enable regular

review of assessment practices.

Figure 1.1 provides a summary of the research process.



Preparation phase

Literature review, discussion with

promoters, discussion with biostatistician

and attendance of training sessions

Protocol

Part 1 — Theoretical principles and policies for quality assessment

Rapid review

Article 1: A framework to benchmark the
quality of clinical assessment in a South
African undergraduate medical
programme.

Part 2 — Critical review of current assessment practices

Review of student opinions —
Questionnaires

Evaluation of assessment practices —

Questionnaires

Predictability and evaluation of students’
assessment marks

Article 2: Students’ voices: Assessment in
undergraduate clinical medicine.

Article 3: Assessment practices in
undergraduate clinical medicine training.
What do we do and how we can
improve?

Article 4: Evaluation of assessment marks
in the clinical years of an undergraduate
medical training programme: Where are
we and how can we improve?

\ 4

Part 3 — Triangulating theory with practice

Focus group interview

Article 5: Quality assessment in
undergraduate medical training: How to
bridge the gap between what we do
and what we should do.

Contribution - Best practice recommendations

Synthesis of data gathered from Parts 1,
2 and 3

Proposal document: Best practice
recommendations to enhance quality
assessment in the clinical phase of the
MBChB programme.

Figure 1.1: A schematic summary of the research process (Compiled by the researcher

Brits 2020)



1.2 BACKGROUND TO THE RESEARCH PROBLEM

This study was motivated by the perception that not all clinical assessments in the MBChB
programmes are of a high quality. A number of clinical students who participated in the
2016, 2017 and 2018 end-of-year assessments were not satisfied with their marks
infoutcome of the summative assessment. Personal communication with students and
confidential examination reports indicate that some of them only passed after
reassessment, while others, despite good block marks, failed, and had to repeat the year
or block. The phenomenon of student dissatisfaction with their marks, e.g., complaints that
the questions do not cover all the work, were too difficult, or that the content had not been
taught, is not unique to the UFS, and is well described in the literature (Patil et a/. 2015:576).
However, self-assessment by students is usually accurate, and a study performed at Utah
University found that medical students could accurately assess their knowledge, skills and
behaviour on assessment, with less than 10% of students overrating their knowledge (Han
& Riazi 2018: 386; Panadero, Brown & Strijbos 2016: 811; Torres & Cochran 2016:1154).
It is, therefore, important to investigate the opinions and perceptions of students regarding
the quality of assessment.

In turn, some assessors at the UFS were of the opinion that certain students were fortunate
or “lucky” to have passed the final assessment, and that they may not be competent to
qualify as doctors. The phenomenon of “failure to fail” non-competent students is
referenced in various caring professions (Gainsbury 2010:2; Hughes, Mitchell & Johnston
2016:54; Shapton 2006:40). Studies report that between 18% and 46% of nurse assessors
agreed that some students pass despite unsatisfactory clinical performance (Brown et al.
2012:16; Watson 1999:218).

1.2.1 Assessment in the clinical phase of the MBChB programme at the UFS

At the end of the fourth and fifth (final) years of study in the UFS MBChB programme,
students who comply with the regulations regarding examination admission (including
attendance regulations and a block mark of above 45%) may participate in the end-of-year
summative assessment. To progress to the following year of study (fourth year), or to
graduate from the programme (final year), a student must pass all the modules, including
clinical and theory components, individually. In some instances, students who fail the
assessment may qualify for reassessment, as stipulated in the Faculty of Health Sciences

Rule Book (UFS 2019:14-15). Students are assessed in the following 12 clinical disciplines:



Anaesthesiology (5™ year), Family Medicine (5" year), Internal Medicine (4" and 5% years),
Obstetrics and Gynaecology (4™ and 5% year), Oncology (4™ year), Ophthalmology (4%
year), Orthopaedics (4™ and 5% years), Otorhinolaryngology (4™ and 5% years), Paediatrics
and Child Health (4™ and 5% years), Psychiatry (4" and 5" years), Surgery (4" and 5%
years), and Urology (5% year).

At the time of the study, the researcher was the chairperson of the Phase III working group
that oversees the training and assessment of clinical students in the MBChB programme.
All the clinical T&L coordinators and module leaders in Phase III are members of this
working group. The role of the Phase III chair includes regular engagement with clinical
departments and individual T&L coordinators and module leaders regarding teaching and
learning activities, assessments and student outcomes. As part of quality assurance in the
MBChB programme, and to meet accreditation requirements, all teaching and learning

activities and assessment strategies must be reviewed and improved regularly.

1.2.2 Introduction to assessment

To assess the quality of an assessment, it must be evaluated using appropriate criteria or
tools (Whiting, Wolff & Mallett 2017:0online). A literature search was done for policies and
criteria on quality assessment in the clinical phase of an undergraduate medical programme.
The terms undergraduate, medical, clinical assessment, assessment policy and quality
assurance were used for searches, and the following databases were consulted: National
Electronic Theses and Dissertation (ETD) Portal, UFS website, Scopus, NEXUS, World
Federation on Medical Education (WFME) and Association of Medical Education in Europe
(AMEE).

Although the UFS's assessment policy (UFS 2017:6) sets minimum criteria for the
assessment of undergraduate students, and the HPCSA prescribes core competencies for
undergraduate medical students (HPCSA 2014:1), strategies to ensure and assess the
implementation of these policies are lacking. No UFS-based or South African study could be
found on the quality of assessment of medical students in the clinical phase of training.
Internationally, AMEE guidelines provide frameworks for clinical assessment (Pangaro &
Ten Cate 2013:e1201). A United Nations Educational, Scientific and Cultural Organization
(UNESCO) document addressing the United Nations’ Sustainable Millennium Goals provides
a 14-step cycle for quality assessment (UNESCO 2015:9), though it relates more to the

evaluation of national education programmes. These guides provide valuable information



and principles, but are not directly transferable to the undergraduate South African and UFS
medical context. These guidelines focus on general programme or medical assessment
practices, rather than on assessment in the clinical phase of an undergraduate medical

programme.

1.2.3 Components of assessment

Three components of quality in assessment are described in the literature, namely,
accreditation, assessment and audit (Kis 2005:5; Van der Bank & Van der Bank 2014:398).
The five-year MBChB programme at the UFS is fully accredited by relevant authorities;
therefore, the focus of this study was not on accreditation. Instead, the quality of
assessment was evaluated by investigating the possible gap between current assessment
practices and regulations prescribed by the accreditation authorities. As part of the audit
component, current moderation principles and practices were evaluated and adaptations
suggested, to enhance quality assessment.

1.2.4 Changes in assessment

Assessment of clinical training in higher education continues to change as new assessment
methods are introduced, for example, using simulated patients and simulation units,
continuous assessment, as well as the innovative assessment of nhew competencies and
attitudes. At the same time, traditional forms of assessment, for example, unobserved long
cases, have become less popular (Wass & Van der Vleuten 2004:1178). Miller (1990:563)
states that “no single assessment method can provide all the data required for judgement
of anything so complex as the delivery of professional services by a successful physician”.

Assessment should be an integral part of curriculum design, and not an afterthought when
marks must be submitted. Biggs (1996:147) describes the term constructive alignment as
outcomes, teaching and training activities and assessment being planned to complement
and support each other. In an outcomes-based curriculum, “everything” should be built on
clearly defined exit outcomes — assessment should be aligned with outcomes and
assessment should be criterion-referenced (Spady 1994:6). Achieving this alignment
requires that the assessment of clinical training must be varied and updated and refined
constantly.



1.2.5 Quality assessment

Originally, the quality of assessment was measured against validity, reliability and fairness
(Van der Vleuten 1996:49-51). Lately, the following important components or sub-
components to ensure quality assessment were added to the cornerstones of validity,
reliability and fairness, namely, feasibility, educational effect, acceptability, assessment of
higher cognitive skills and benchmarking (Cruess, Cruess & Steinert 2016:182; Darling-
Hammond et a/. 2013:1; Norcini & Friedman Ben David 2013:288, Norcini et a/. 2011:209;
Van der Vleuten & Schuwirth 2005:310-314).

Assessment during the clinical phase of the MBChB programme at the UFS comprises
written papers, which may include multiple-choice questions (MCQs) and short questions,
clinical case presentations, objective structured clinical examinations (OSCEs), objective
structured practical examinations (OSPEs), evaluation of logbooks, and assignments. Each
clinical department responsible for modules in the clinical phase of training of the MBChB
programme has a unique assessment strategy. These different forms of assessment may
increase the validity of the assessment, as it is possible to assess theory as well as practice,
and to assess skills and attitudes in real-life (authentic) situations (Epstein 2007:388; Van
der Vleuten & Schuwirth 2005:312).

Poor quality assessment presents many problems. Boud (1998:1) states that, “students
can, with difficulty, escape from the effects of poor teaching, they cannot escape the effects
of poor assessment”. Clinical competence is specific, and not generic, and, therefore,
competence or hon-competence in one skill does not imply competence or non-competence
in related skills. The number of assessments used is very important, especially in high-
stakes assessments. Researchers warn against using one assessment when pass/fail
decisions have serious implications, such as for registration or licencing (Van der Vleuten
etal. 2017:611). With one chance of clinical assessment in the final examination, a clinically
competent student could fail that component on the day and will need to repeat the
assessment and/or undergo further training, according to Rule M3.8 of the UFS School of
Medicine Undergraduate Rule Book 2018 (UFS 2018:14). Failure or repeating a module or
year has financial and emotional implications for a student; trust may be lost in the
institution and the throughput rate and reputation of the faculty or university may be
affected (Najimi et a/ 2013:1). On the other hand, if an incompetent student passes,

patients and the healthcare system may be affected negatively, causing loss of life and



avoidable expenses, and it could even lead to misconduct claims (Bates & Slight 2014:1027;
Swaminath & Raguram 2010:111).

Certain competencies are difficult to assess during summative assessment. An example is
the competencies in the original CANMEDS document (Seely et al. 1996:1) that were
adapted to AFRIMEDS and included in the HPCSA document on required competencies for
undergraduate students. The competencies for a healthcare practitioner include being a
professional, communicator, collaborator, leader and manager, health advocate and scholar
(HPCSA 2014:1). These competencies could be assessed well as part of continuous

assessment and feedback.

Furthermore, assessment results do not guarantee competence in the workplace. In health
professions education, Chen, Van der Broek and Ten Cate (2015:433) propose including
the term entrustable professional activities in undergraduate medical education, as a
measure to ensure workplace competence. Entrustable professional activities can be
described as professional competencies, rather than isolated skills, that a trainee should be
trusted to perform without supervision due to the trainee having demonstrated competence
in that activity (Ten Cate 2013:157). Entrustable professional activities are assessed using
a statement by the supervisor that the trainee had been supervised and that it can be
predicted that the trainee will perform the entrusted activity adequately without supervision
(Chen et al. 2015:434).

The purpose of quality assurance and audit is to maintain and enhance agreed upon or set
standards and to be confident that the requirements that are set, are met and reported on
(Manghani 2011:34). Moderation is an integral part of the current MBChB programme, and
is used as the audit tool for ongoing evaluation of the quality of assessment in the clinical
phase of the MBChB programme at the UFS. Maxwell (2010:457) describes moderation of
assessment as the process of ensuring consistency and fairness of professional judgements

relating to student performance.

1.3 PROBLEM STATEMENT

It is evident from the literature review that there is a paucity of literature on clinical
assessment practices for undergraduate medical students, particularly in the South African
context, where no studies have been published. Medical programmes are accredited and

registered with various regulatory bodies, which set specific requirements for education
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programmes, as well as assessment. The problem that was addressed by this study is that,
despite guidelines and policies, assessment practices in the clinical phase of the MBChB
programme at the UFS have not been reviewed critically or benchmarked against local and
international policies and guidelines. This lack of benchmarking may pose problems for
future accreditation, as well as for quality assurance.

1.4 THE RATIONALE AND OVERALL GOAL OF THE STUDY

The overall goal of the study was to contribute to high quality assessment practices in the
clinical phase of the MBChB programme by recommending assessment practices of which
the outcome can be confidently defended and justified. This study could lead to other
institutions adopting similar assessment practices; in addition, it will be possible to compare

assessment practices locally and internationally.

1.5 AIM OF THE STUDY

The aim of this study was to critically review current assessment practices to propose best-
practice recommendations to enhance the quality of assessment in the clinical phase of the

MBChB programme.

1.6 RESEARCH QUESTIONS

To achieve the goal of the study, three research questions were formulated:

1. What are the current policies and guidelines to benchmark quality assessment in the
clinical phase of the MBChB programme?

2. What are the current assessment practices employed in the MBChB programme at the
UFS and how valid and reliable are these assessments?

3. What best practices can be implemented to enhance quality assessment in the clinical

phase of the MBChB programme?

1.7 OBJECTIVES OF THE STUDY

Specific objectives were set to answer the research questions. These objectives were:



ii)

Vi)

vii)

1.8

1.8.1
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To compile a theoretical guide to benchmark current assessment practices based on
published guidelines, policies and principles of assessment in the clinical phase of the
MBChB programme;

To obtain opinions from the clinical-phase students regarding current assessment
practices in the clinical phase of the MBChB programme at the UFS;

To obtain accurate information regarding current assessment and moderation
practices from T&L coordinators and/or module leaders in the clinical phase of the
MBChB programme at the UFS;

To evaluate if current module assessment marks are reliable predictors of final

assessment marks in the clinical phase of the MBChB programme at the UFS;

To get a better understanding of and clarity about the current assessment practices
from the T&L coordinators in the clinical phase of the MBChB programme at the UFS

during the focus group interview;
To align, through triangulation, the current assessment practices with the policies,
guidelines and principles of assessment, to enhance best-practice assessment and

moderation in the clinical phase of the MBChB programme at the UFS; and

To propose best-practice recommendations to guide the quality of assessment in the

clinical phase of the MBChB programme at the UFS.

RESEARCH DESIGN

Research paradigm

Creswell (2014:6) describes a research paradigm as a “knowledge claim” about the

research, and a foundation from which the research will be approached. Crotty (1998:5)

developed a diagram to assist with research design and planning. An adaptation of this

diagram is depicted in Table 1.1, to summarise the research design that was followed in

this research.
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Table 1.1: Research design that was followed in this thesis (Adapted from Crotty
1998:5 by researcher Brits 2020)

PARADIGM

THEORETICAL
PERSPECTIVE

METHODOLOGY METHODS

What will be my Which approach will | How will I go about | Which techniques
knowledge claim? I use? finding out? will T use?
Pragmatism was | An abductive Mixed methods Part 1:

the paradigm that approach was methodology was Rapid review
was used to used to achieve implemented by

address the inference. using both Part 2:

practical problem of
uncertainty
regarding the
quality of
assessment in the
clinical phase of the

MBChB programme.

quantitative and
qualitative methods
to collect data.
During
triangulation,
alignment of and

gaps between

Questionnaires
Quantitative
comparison of

marks

Part 3:

Focus group

theory and practice | interview
were identified and

addressed.

The paradigm that was chosen, therefore, informed the research perspective, methodology
and methods. Pragmatism was the philosophical foundation of this research project. The
term pragmatism is described as a practical approach to problems and affairs (Morgan
2014:1045). Although there is no consensus about the philosophical foundation of mixed
method research, the main advocates for mixed method research (Johnson & Onwuegbuzie
2004:24; Tashakkori & Teddlie 2010:22) express the view that, in a mixed method
approach, the research tool and methods are more important than a specific research
philosophy. However, the philosophical foundation is still important for understanding how
the researcher approached and reports on the research (Creswell 2014:4).
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1.8.2 Theoretical perspective

Charles Sanders Peirce is considered to be the father of the abductive approach; however,
he considered Aristotle to be the founder of the abductive, or what was then known as the
reductive, approach (Danermark et al. 2001:89; Kovacs & Spens 2005:135). Peirce divided
inference into three kinds of thinking: induction, deduction and abduction. Induction is
described as a process that involves a generalisation about knowledge or observation.
Deduction starts with a theory and then bases an inference on facts. In abduction, an
inference is based on the best available or most likely explanation (Jiang 2001:94). An
abductive approach usually starts with an observation that does not match a known theory,
or an unexpected observation. A cyclical process of interaction between theory and practice
then takes place, until a “new theory” can be suggested. This theory can then be applied
to practice (Kovacs & Spens 2005:135). Figure 1.2 is adapted from the work published by
Kovacs & Spens (2005:139), and demonstrates the abductive approach that was used in

this project.

(0) Prior theoretical knowledge (2) Theory matching (Policies and guidelines)

( (3) Theory suggestion
(Best practice guidelines)

(1) Real-life observation (Clinical assessment)

(4) Application (Quality clinical assessment)

Figure 1.2: Schematic flow of the abductive approach that was applied (Adapted from
the work by Kovacs and Spens by the researcher Brits 2020)
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1.8.3 Research methodology

A mixed methods research methodology, which is “problem-driven” and uses both
qualitative and quantitative approaches to complement or support each other within the
same research project (Denscombe 2014:153; Fouché & Delport 2011:66), was used. In
quantitative research, the researcher collects information that can be counted or which is
numerical, to test a relationship between variables. Closed-ended questions are asked and
data is collected using valid and reliable tools. Data is then coded and entered into a
computer program for analysis. The researcher cannot merely display the results, instead,
he/she needs to interpret the results to make sense of it (Ivankova, Creswell & Plano Clark
2011:257). In qualitative research, the researcher wants to improve understanding and/or
obtain explanations for behaviour or views. Data is collected in the form of words and then
grouped as themes. Data can be collected from interviews, observations, documents, audio-

visual material, and even artefacts (Ivankova et a/ 2011:259).

Figure 1.3 displays the triangulated mixed methods model that was used in this research.

QUAL*
Rapid review

QUAN**+QUAL QUAN + QUAL QUAN
Student questionnaire Lecturer questionnaire Mark comparison

QUAL
Focus group interview

BEST PRACTICE RECOMMENDATIONS

Figure 1.3: Schematic display of the triangulated mixed methods research model used
for this study (Compiled by the researcher Brits 2020)
*QUAL = qualitative **QUAN = quantitative
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A triangulated mixed methods design, as described by Creswell (2014:40), was used for
this project. The triangulated mixed methods design is described as a method that collects
and interprets qualitative and quantitative data on the same topic from different sources
separately. This data is then interpreted separately and compared, to validate, confirm or
strengthen findings (Creswell & Plano Clark 2011:62). Qualitative data was collected from
the rapid review, while quantitative data was collected with the aid of student and lecturer
questionnaires and student marks. After separate data interpretation, the theory and
practice results were used together in the focus group interview to, first, clarify concepts
and to find areas of similarities and differences. Solutions were sought to bridge the gap

between theory and practice.

1.9 RESEARCH METHODS

1.9.1 Part 1 — Rapid review

In Part 1, qualitative data was gathered on current assessment policies and best assessment
practices using a rapid review. Researchers hold different opinions about the use of
literature or documents as a research method, however, researchers, such as Bowen
(2009:27) and Creswell and Poth (2018:43), include document reviews, specifically, as a
qualitative research method. The challenges of presenting an undergraduate medical
programme in the context of a unique environment (clinical training area), and fulfilling
requirements of various regulatory bodies were taken into consideration. As described by
Creswell and Plano Clark (2011:8), qualitative data that was collected was used to formulate
a theoretical guide to measure and inform quality in the assessment of students in the
clinical phase of the MBChB programme. Information gathered during Part 1 of the study
also guided the researcher to adjust the draft questionnaire on current assessment practices

that was administered in Part 2, and with the interpretation of results.

Article 1: A framework to benchmark the quality of clinical assessment in a South African

undergraduate medical programme.

1.9.2 Part 2 — Review of current assessment practices

In Part 2 of the study, mainly quantitative data was collected from three sources. Firstly,

the opinions of clinical students regarding assessment practices in the clinical phase of the

MBChB programme were gathered through anonymous questionnaires. Secondly,
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information on current assessment practices in the clinical phase of the MBChB programme
was gathered using a questionnaire survey completed by academic staff (T&L coordinators
and/or module leaders in the Phase III workgroup). Thirdly, students’ assessment results
(marks obtained during the block and end-of-year assessments) were compared for
reliability, predictability and stability. The purpose of the mark comparison and analysis was
to evaluate aspects of the reliability of current assessment results. Reliability is prerequisite
for valid assessments (Thatcher 2010:125; Twycross & Shields 2004:36).

Quantitative and some qualitative data collection was done in three parts, through two sets
of questionnaires and the analysis of students’ assessment results. These steps provided
evidence of the quality of assessment in the clinical phase of MBChB training. The data from

Parts 1 and 2 were used for triangulation in Part 3.

1.9.2.1 Review of student opinions

Article 2: Students’ voices: Assessment in undergraduate clinical medicine.

1.9.2.2 Evaluation of assessment practices

Article 3: Assessment practices in undergraduate clinical medicine training. What do we do

and how we can improve?

1.9.2.3 Predictability and evaluation of students’assessment marks

Article 4: Evaluation of assessment marks in the clinical years of an undergraduate medical

training programme: Where are we and how can we improve?

1.9.3 Part 3 — Focus group interview

In Part 3 of the study, the results of the quantitative and qualitative data collected during
Parts 1 and 2 were used to inform questions for a focus group interview with T&L
coordinators involved in the clinical phase of the MBChB programme. The focus group
interview aimed to obtain qualitative data that contributed to identifying best assessment
practice recommendations, to address the gap between current assessment practices and

theoretical policies and principles that inform assessment.
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Article 5: Quality assessment in undergraduate medical training: How to bridge the gap
between what we do and what we should do.

194 Contribution — Best-practice recommendations

Finally, the results of Parts 1 to 3 were synthesised to propose best-practice
recommendations prepared for the Executive Committee of the School of Clinical Medicine
to enhance quality assessment in the clinical phase of the MBChB programme. As part of
quality assurance, a moderation recommendation was included to ensure regular

reassessment of the assessment practices.

Proposal: Best practice recommendations to enhance quality assessment in the clinical

phase of the undergraduate medical programme at the University of the Free State.

1.10 TRUSTWORTHINESS

Guba (1981:79) states that, for research to be trusted, it must have truth value, it must be
applicable, it must be consistent and the results must not be influenced by outside factors,
such as bias or opinion. In mixed method research, both qualitative and quantitative data
is gathered. It was, therefore, important that aspects that ensure the integrity and quality

of both types of data were addressed.

For qualitative research, the criteria to ensure the rigour of the findings are credibility,
transferability, dependability and confirmability (Guba 1981:80; Schwandt, Lincoln & Guba
2007:11).

1.10.1 Credibility

Credibility is described as the confidence that researchers have in the truth of their findings
and the context in which data was gathered (Guba 1981:79). Credibility can be established
through triangulation of results by using different methods (method triangulation) to gather
data, and by using different people (source triangulation) to gather data. Good interview
technique and checking and clarifying responses with participants will also improve
credibility (Onwuegbuzie & Leech 2007:239). In this study, credibility was ensured using

method and source triangulation of results.
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1.10.2 Transferability

Transferability is the degree to which the data or results that were gathered will be
applicable or can be extrapolated to another setting or participants (Guba 1981:79-80). By
describing the setting, method and the sampling in this study well, other researchers can
decide on transferability (Li 2004:305). Including local, national and international guidelines
in the rapid review, means the results of this study should be transferable to other settings.

1.10.3 Dependability

Dependability describes the degree to which the data is constant or repeatable if collected
under similar circumstances (Guba 1981:80). To increase dependability of this study’s data,
all processes followed were described accurately, as explained in the different methods in
the papers.

1.10.4 Confirmability

Confirmability is “concerned with establishing that data and interpretations of the findings
are not figments of the inquirer’s imagination, but are clearly derived from the data ”(Tobin
& Begley 2004:392). To ensure confirmability, the data interpretation was discussed and
clarified with the promoters.

The following criteria ensured the vigour of quantitative research: internal and external
validity, reliability and objectivity (Guba 1981:80; Schwandt et a/. 2007:11).

1.10.5 Internal and external validity

For the research to be valid, it should measure what it intends to measure
(Katzenellenbogen & Joubert 2014:123; Kelley 1927:14). The validity of research can be
increased by using different instruments to collect data, and then triangulating the data
(Creswell & Poth 2018:260). In this research, attention was given to both internal and
external validity. For internal validity, the face validity of the questionnaires was tested in a
pilot study, and the focus group interview questions were reviewed by experts in the field
before it they were used. The questions in the questionnaires derived from the literature

review, to ensure construct and content validity. External validity was addressed by
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consulting local, national and international guidelines on policies and quality assessment,
for inclusion in the data collection instruments. This increased generalisability of the results.

1.10.6 Reliability

Reliability is defined as the extent to which an assessment tool produces consistent, stable
and repeatable results (Heale & Twycross 2015:66). Only piloted questionnaires were used
for data collection. The accuracy of the data from the questionnaires entered on the Excel
data sheet was confirmed by double typing. Student marks were not retyped; instead, the
original data sheets that were provided were used for data analysis. Spot checks were done
to ensure the accuracy of the data used. Triangulation between the qualitative and

quantitative data was used to identify inconsistencies.

1.10.7 Objectivity

Lather (1990:319) states that, "objectivity means being aware and honest about how one's
own beliefs, values, and biases affect the research process". To increase the objectivity of
this study, the researcher took note of factors that may undermine the objectivity, and
minimised the effect of these factors as far as possible. Results were discussed with an

expert in biostatistics, to ensure the correctness of interpretations.

1.11 ETHICAL CONSIDERATIONS FOR THE STUDY

Ethical approval for the study was requested and granted (UFS-HSD 2019/0001/2304)
through the Health Sciences Research and Ethics Committee (HSREC) via the Research
Information Management System of the UFS. Approval to include medical students and UFS
personnel was obtained from UFS authorities (head of School: Clinical Medicine, the dean
of the Faculty of Health Sciences, the vice-rector: Research and the dean of Student Affairs)
through the completion of a HSREC 17 form. Participation by students was voluntary, with
implied consent being given by completing the questionnaires. Informed consent was
signed by all T&L coordinators and module leaders who completed questionnaires and/or
participated in the focus group interviews. Participants did not receive any compensation
for participating, neither were they penalised for not participating in the study. All
questionnaires were anonymous. Although it was possible to identify specific departments
from the questionnaires and student marks, no departments are mentioned in the results.

All data was managed confidentially.
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1.12 DEMARCATION AND SCOPE OF THE STUDY

This study was done in the field of health professions education and lies in the domain of
assessment of undergraduate medical training in the clinical phase of the medical
programme. The study is interprofessional, as it reached across health professions

education and medicine.

1.13 VALUE, SIGNIFICANCE AND CONTRIBUTION OF THE STUDY

1.13.1 Value

The value of this research study will be to enhance assessment and quality assurance
practices in the clinical phase of the MBChB programme in the School of Medicine, Faculty
of Health Sciences at the UFS.

1.13.2 Significance

The study may be used to enhance quality assessments in the clinical phase of the MBChB
programme at the UFS. Quality assessment is necessary if the Faculty is to state with
confidence that students who pass the examination are competent to work as medical
doctors, and that students who fail need more training. Quality assessment will increase

the credibility of the training programme and the university.

1.13.3 Contribution

This study provided best practice recommendations to enhance the quality of assessment
of MBChB students in the clinical phase of training. Implementing these recommendations
will help to ensure accurate judgement on student performance and to bridge the gap that
exists between current assessment practices and prescribed policies and guidelines on
quality assessment. Results from this study were published in peer-reviewed journals for

others to apply in clinical training facilities and programmes.
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1.14 SCHEMATIC OVERVIEW OF THE STUDY

ePreliminary litature study

eProtocol

eEvaluation Committee

eEthical approval (HSREC)

*Rapid review

eArticle 1

eData collection on current assessment practices

eData analysis and management

eArtilcles 2-4

*Focus group interview

eArticle 5

eTriangulation of data

*Proposal to Executive Committee for implementation

eFinalise thesis

*Re-evaluate assessment practices for quality assurance

CEECECEECCCECCCECX

Figure 1.4: A schematic overview of the study (Compiled by the researcher Brits 2020)



1.15 SCHEMATIC CHAPTER LAYOUT OF THE STUDY

eIntroduction and background

eArticle 1: A framework to benchmark the quality of clinical assessment in
a South African undergraduate medical programme.

eArticle 2: Students' voices: Assessment in undergraduate clinical
medicine.

Chapter 4

eArticle 3: Assessment practices in undergraduate clinical medicine
training. What do we do and how we can improve?

eArticle 4: Evaluation of assessment marks in the clinical years of an
undergraduate medical training programme: Where are we and how can
we improve?

Chapter 6

eArticle 5: Quality assessment in undergraduate medical training: How to
bridge the gap between what we do and what we should do.

Chapter 7

A proposal to guide quality assessment in the clinical phase of the
undergraduate medical programme (MBChB) at the University of the
Free State

Chapter 8

eConclusion, implications and recommendations

Figure 1.5: A schematic chapter layout of the study (Compiled by the researcher Brits

2020)
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1.16 CHAPTER SUMMARY

Chapter 1 oriented the reader by describing the background, context and content of the
study. This chapter addressed assessment practices, assessment in the undergraduate
clinical medical programme, and possible gaps in the assessment, and then described

methods followed to identify and address these gaps.

The research design of the study was described, with a justification for the methodology
used to address the research questions. The ethical implications and approval, as well as
the quality and rigour of the study, were discussed. The chapter concluded with a schematic

overview and chapter layout of this thesis.

Chapters 2 to 6 will provide the results of the first five research objectives, in the form of
articles, and Chapter 7 will offer a proposal to guide quality assessment in the clinical phase

of the undergraduate medical programme (MBChB) at the UFS.
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Background: The outcome of the undergraduate medical programme is to produce clinically
competent health care providers relevant for the South African context. Educational institutions
find it hard to ensure the quality of assessments where competency must be assessed. This
study aimed to compile an assessment framework that can be used to benchmark current
assessment practices in the clinical phase of the undergraduate medical programme where
competency must be certified.

Methods: In this observational, descriptive study, qualitative data were gathered using the
steps described by the World Health Organization for rapid reviews. Literature was searched,
screened and selected before data were analysed and a framework was constructed.

Results: Twenty-five official documents were included in the study. The framework addressed
the three components of quality assessment, namely, accreditation, assessment and quality
assurance. Assessors should attend to the principles of assessment, namely, validity, reliability,
fairness, feasibility, educational effect and acceptability, but realise that no assessment meets
all these criteria. The first step to ensure quality assessment is to identify a clear outcome.
Assessment should be planned and aligned with this outcome.

Conclusion: It is clear that clinical assessment is multidimensional and that no assessment
is perfect. Programme accreditation, assessment practices and psychometrics can assist to
improve the quality of assessment but cannot judge clinical competence. Using experienced
assessors with a variety of assessment methods on a continuous basis is the proposed way to
assess clinical competence. An assessment framework can assist to improve assessment, but it
cannot guarantee quality assessment.

Keywords: accreditation; assessment policies; assessment guidelines; clinical assessment; quality
assurance in assessment; principles of quality assessment; undergraduate assessment.

Introduction

In South Africa, undergraduate medical training programmes are offered at nine accredited
universities.! The formal undergraduate medical training programme offered is the Bachelor of
Medicine and Bachelor of Surgery (MBChB). Passing the final assessment of the MBChB
programme enables a student to graduate and qualify as an entry-level medical practitioner.? The
main outcome of the MBChB programme is to produce clinically competent health care providers
relevant for the South African context.® This context is determined by the quadruple burden of
disease (e.g. trauma, gastro-enteritis with dehydration, malnutrition, maternal and labour
complications, human immunodeficiency virus and tuberculosis as well as lifestyle diseases),!
which, in turn, determines the required competencies to manage these conditions. Clinical
assessment is unique because of integration of competencies and more than one possible correct
approach to a problem ® If clinical competence is assessed on the ‘does’ level of Miller’s pyramid,®
there will always be a compromise on reliability.” Locally, the educational institution finds it hard
to defend the quality of high-stakes competency assessments against validity, reliability and
fairness. This study forms part of a larger study addressing quality of assessment in the clinical
phase of the undergraduate medical programme.

Three components of quality in assessment have been described in the literature, namely,
accreditation, assessment and audit.*’ In this article, registration is added to accreditation, as the
MBChB degree is a professional qualification that must be accredited and registered with various
authorities. The term audit is replaced by quality assurance, as both these terms serve the purpose
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of improving quality; however, the term audit is usually used
in the financial context, and quality assurance in education
and other fields 1

Toassess the quality of an assessment, it mustbe benchmarked
against appropriate criteria. Benchmarking is described as
the process of comparing standards with external criteria,
with the aim of improvement.'!t Clinical assessment should
be benchmarked against best-practice evidence to ensure
global relevance!? Pangaro and Ten Cate recominended
an assessment framework to benchmark assessment and
competence against? In developing a framework, it is
essential to clarity and/or define the terms or concepts that
form the basis of the framework.** McCall states that a good
definition contains previcusly defined words, classifies and
quantifies and has no counterexamples.® The following
terms and processes are used in this article.

Framework

An assesstnent framework can be described as a ‘common
language and mental model’ that guides assessors on what
to lock for in student assesstnent to maximise the reliability
of the assessment. This framework also Informs students and
leadership on what to expect during assessment.’ It is
important to realise that not all aspects of a framework
necessarily apply to all assessments.”” A synthetic framework
thatintegrates the domains of knowledge, skills and attitudes
to ensure competence in real-life situations’ has been
proposed for this study. Furthermore, for a framework to be
of practical value, it should be simple enough to understand,
remember and implement, while training and monitoring
should form part of the implementation process.’

Accreditation

Accreditation endails certification, which confirms that a
programme and/or training facility is capable of fulfilling
required specifications for a specific period. For instance,
the South African  Qualifications  Authority  {8AQA)
accredits the providers who offer outcomes-based leaming
programmes that are aligned with registered unit standards and
quatifications of the National Qualifications Framework (NQF).Y

Assassment

South African Qualifications Authority defines assessiment
as’a process used to identify, gather and interpret information
and evidence against required competencies” in order to
make a judgement about a learner’s achievement.® The
University of the Free State (LIFS) describes assessment as
‘the process of determining the value, significance, or extent
of what students know, understand and can do with their
knowledge as a result of their educational experience’®
Assessment is therefore a comprehensive process, includes a
variety of measurerments for judging performance. The
content and standard of assessment, fvpes of assessment,
assessment methods and principles of assessment are
included under this concept.
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Quality assurance

Quality, standards and relevance are key elements of quality
assurance® As far back as 1980, Donabedian defined quality
in order to measure it?° He concluded that quality is not
one-dimensional but includes various aspects that should
be agreed upon before the measurement. By applying the
criteria of validity, reliability and defined concepts, quality
has been described as “a situation when a set of inherent
characteristics consistentiv fulfil the requirements of the
organization’s ... stakeholders’

The context of undergraduate medical training
and assessment

The duration of undergraduate medical fraining is between
5 and 6 years, and it is offered in three phases, namely,
ortentation, pre-clinical and clinical training.! The MBChE
programme at the UF5 is a 5-year {10-semester) outcomes-
based programume presented at the UFS and the accredited
training platforms of the Free State Department of Health.
The clinical phase of the MBChB programme comprises
the second half of the third year, the fourth year and
the fifth year (semesters &6-10) of undergraduale medical
training., During this phase, students rotate through
the different clinical disciplines and receive clinical exposure
to patients, as well as theoretical training. Formative
assessment takes place during rotations and summative
assessmment al the end of the academic year. To progress to
the next year, a student must pass assessments in all
disciplines, and both the clinical and theoretical components
separately.®

A preliminary literature review was pertormed to identity
frameworks, policies and criteria on quality assessment in the
clinical phase of an undergraduate medical programme. At
the institutional level, the assessment policy of the UES sets
minimum criteria for assessment of undergraduate students,
which requires aligniment with nativnal policies and acts.?
The Health Professions Council of South Africa (HPCSA)
also prescribes core competencies (adapted from CanMEDS)
for undergraduate medical students Internationally, the
guidelines of the Association for Medical Edncation in Eurepe
(AMEE) describe the importance of frameworks for clinical
assesstent,' and the World Federation of Medical Education
(WEME)} has published basic standards for assessment in
undergraduate training.” Although these guides provide
valuable information and principles, they are not directly
transferable to the undergraduate South African and UF5
medical training context where major emphasis is placed on
clinical skills and clinical competence in the workplace. These
guidelines focus on general programmes or assessment
practices, and they do not apply specifically to assessment in
the clinical phase of an undergraduate medical prograrmme.

Research question

What are the current regulations and policies as well as best
evidence practices that inform quality assessmment in the
clinical phase of an MBChB programme?




Objective
To compile a framework that can be used to benchmark
current assessment practices based on official regulations

and policies, and supported by best evidence practices to
ersure defendable assessment in the clinical phase of the
MBChB programme in South Africa.

In this article, a rapid review of the regulations and policy
documents of the bodies that regulate the assessment and
training of the MBChB programme at the UFS was used
to formulate a framework for clinical assessment. This
framework may be helpful to benchmark the quality of
assessment in the current MBChB programmes in South
Adrica and bevond its borders,

Methods

Qualitative data were gathered using a rapid review. Notormal
definition or uniformn method is described to conduct a rapid
review although a rapid review can be described as a simplified
systematic review” Rapid reviews are {ypically used to
infortn decisions and compile guidelines®#* The single
research question, narrow fime frame, limited data sources,
use of a single reviewer and minirnal data synthesis™ justify
the use of a rapid review in this article.

The World Health Organization (WHO) proposed seven
steps to follow for a systernatic review, which may be
adjusted according 1o the specific needs for a rapid review.®
These steps are:

needs assessment and topic selection

protocel development with or without registration

literature search

data extraction
risk-of-bias and quality assessment of data
knowledg

*
*
®
¢ screening and selection of the literature
*
*
L]

> synthesis.

[nrapid reviews, some of these steps are commenly simplified
or omitted, but the description of the method should not be
commprornised.” The components most cormmnonly adjusted
are the use of one reviewer instead of two reviewers, not
conducting quality assessments of included data and not
using grey data.”

The following steps were used in this rapid review.

Topic selection

The ditficulty to defend the quality of clinical assessment in
an undergraduate medical programme was identified as an
area to investigate.

Protocol development and registration

A protocol was developed before the study commenced. The
protocol limited the inclusion of primary souirce documents
to the following:
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» official regulations and policy documents of the regulatory
bodies responsible for assessment in undergraduate
medical education at the UFS and South Africa

» international guidelines on clinical assessment issued by
the WEME

= the AMEE guidelines on frameworks for clinical
assessment.

The primary cutcomes to investigate were:
# accreditation and registration

*=  assessient

®  quality assurance.

Systematic document search

The following search strategies were followed:

* No date limitations were placed on the documents
included in the review.

#  The search process was conducted from May to July
2018,

s AnInternet data search was conducted.

#  The Health Professions Act, 56 of 1974° was used as the
original document source for national policies and the
UFS assessment policy

? for institutional policies.

# These databases identified from the literature study
were consulted: UFS official website, HPCSA, SAQA,
Council on Higher Education (CHE), WEME and AMEE
websites,

+ The following words and/er phrases were searched:
accreditation, assessment policies, assessmeni guidelines,
clinical assessment, quality assurance in assessment,
principles of quality assessment and undergraduate
assessment. Searches were conducied with single
words and phrases and the inclusion and exclusion of
AND and ‘OR”.

#  Backward searching was performed using references and
cross-references to related policies and regulations of the
identified regulatory bodies.

¢ Forward searches of the literature entailed the search
for related and updated information from the same
docurnents or topics to ensure that all relevant information
was identified.

Screening and selection of articles

*  Documents were screened {or selection by a single review
author. Documents initially found not to meet the
outcome of the study were not included but saved
separately. These documents were screened a secand time
to ensure that relevant data were not omitted. When in
doubt, the study leader could assist with selection
decisions.

Data extraction

Documents were grouped according to the primary
outcomes that were accreditation and registration,




assessment and audit. The assessmnent category was
subdivided into the following subcategories:

= assessment confent and standards

& assessment types

» assessment methods

+ principles of quality assessment.

A table displayed the specific outcomes that were addressed
by each document included in the study.

Limiting the risl-for-bias

This was omitted in this review, although care was taken to
include all relevant documents by following the prescribed
protocol. Document quality was not assessed as only official
policies and regulations were included.

Knowledge synthesis

For each category, the results of the review were
summmarised and discussed. This was supplemented by a
secondary literature search to clarity concepts. The
guidelines for framework development described by
Pangaro and Ten Cate*® were then followed to display the
resulfs visually. Finally, recommendations were made for
the implementation of the framework and tesearch
limitations were discussed.

Guality and rigour of the data collection

To ensure the credibility of the data collected and to ensure
that relevant documents were included in the document
review, the protocol was strictly followed. National
and international guidelines were added to enable the
transterability of results to other institutions. The steps
foliowed in the rapid review were described clearly to assess
the dependability of the results.

Ethical considerations

The study was registered and approved by the Health
Sciences Research and Hthics Committee {HSREC) at the
University of Free State (UPSHSD 2019/0001/2304),
As only documents in the public domain were used for
this literature review and analysis, no permission was
necessary.

Results

The MBChB programme is offered under the legislation of
the Department of Health and the Department of Education
{previously the Ministry of Education). The Health Professions
Act, 56 01 1974° was used as the original decument source for
national policies, the UFS assessment policy”® for locad
policies and the AMEE thttps://amee.crg/home) and WEME
(https:/ /wime.org/)  websites  to  benchmark  against
international assessment principles. Twenty-five documents
were included in the rapid review. Table 1 displays the
documents used in this rapid review.
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Accreditation and registration

According to the Higher Fducation Act, the Ministry of Education
must oversee and take responsibility for norms and standards
in higher education.® To assist with this task, the Minister of
Felucation and Training established SAQA as a juristic person
who must implement the objectives of the NQE™ The NQF
was established under the SAQA At to classify, register,
publish and artculate approved national qualifications *
Medical training is addressed under the sub-framework for
higher education. The CHE, as the Quality Committee for
Higher Education as provided for in the Higher Eduication Act,

oversees the quality of training and assessment in higher
education. The quality committee must register appropriate
professional bodies (in this case, the HPUBA) to ensure that
qualifications  meet the requirements for professional
registration. The quality comumittees make recommendations
o SAQA to register higher education qualifications.”

The Henith Professions Act makes provision for appointing
professional councils (in this case, the HPCUSA) to establish
professicnal bhoards. The Medical and Dental Board is
responsible for overseeing undergraduate medical training,
as well as registering health professionals under this act®
The HPCSA is responsible for accrediting universities and
health care training in South Africa.®

Because of globalisation and the increased demand for
accountability in health care, the WHO and the WEME
worked together on documents for the accreditation of health
training  institutions  worldwide. The WFME gives
‘recognition sfatus’ to an accrediting agency that meets
international standards 94

Assessment

Four components of assessment were identified, namely,
assessment content and standards, assessment types,
assessment metheds and principles of assessment.

Assessment content and standards

An assessment to ensure a competent practitioner must
27

2

inciude elements of knowledge, skills and values.’
South African Qualifications Authority describes knowledge
as foundational competence, skills as practical competence
and values as reflective competence. 1t also emnphasises
the importance of assessing prior learning, and that
assessment must include content to identify and stimulate
further learning.® Assessment of values, also described
as core competencies, soft skills or critical cross-field
competencies, has been prescribed as components of
181924,

assessment in different documents. * Critical cross-
tield competencies identified were problem-solving, critical
thinking, teamwork, responsibility, data management,
effective communication and effective use of resources.™
The core competencies for a health care practitioner include
being a professional, a communicator, collabarator, leader

and manager, health advocate and scholar® Assessment




TABLE 1: Primary documents used in document review.
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Document

Accreditation
ar registration

Assessment Quality

assurance

A A

types

Principles
content and of guality
standard assessment

methods

South Africa. Council on Higher Education. Higher Education Act 101 of 1997.%

South Africa. Heafth Professions Act 56 of 1974 {Amended 2007}. Education training
and registration.?*

South Africa. Heafth Professions Act 56 of 1974 (Amended 2009}. Regulations relating
to the registration of students, undergraduate curricula and professional examinations
in medicine.?

Health Professions Council of South Africa. Core competencies for undergraduate
students in clinical associate, dentistry and medical teaching and learning programmes
in South Africa 2014.*

Health Professions Council of Seuth Africa. Accredited facilities. 2019.
Health Professions Council of Seuth Africa. Professional Beards. 2019.3

South African Qualifications Autherity. South African Qualifications Authority Act
58 of 1995.32

South African Qualifications Autherity. The National Qualifications Framework Curriculum
Development. 2000.3

South African Qualifications Autherity. National Qualifications Framewerk and the
Standards setting. 2003.%

South African Qualifications Autherity. Criteria and Guidelines for Assessment of NQR
Registered Unit standards and Qualifications. 2001.3¢

South African Qualifications Autherity. Guidelines for integrated assessment. 2005.%

South African Qualifications Authoerity. National Policy and Criteria for Designing and
Implementing Assessment for NQF Qualifications and Part-Qualifications and Professional
Designations in South Africa. 2014.%

South Africa. National Qualifications Framework. Nationaf Quafifications Framework
Act 67 of 2008.2%

University of the Free State. Teaching-Learning Policy. 2008.®
University of the Free State. Quality assurance pelicy. 2009.

University of the Free State. Guidelines for the implementation of external
mederatien. 2009.%*

University ef the Free State. Assessment policy en the UFS coursework learning
programme. 2016.%*

University of the Free State. General rules for undergraduate qualifications, pestgraduate
diplomas, Bachelor Honours degrees, Master’s degrees, Doctoral degrees, Higher
Doctorates, Honorary degrees and the Convecation. 2019.%

University of the Free State. Faculty of Health Sciences. Rule book. Scheol of Clinical
Medicine. Undergraduate Qualifications. 2019.*

University of the Free State. School of Clinical Medicine. Undergraduate programme
management. 2019. SOP Quality assurance.’?

World Federation fer Medical Education. 2015. Standares. Basic Medical Education.®
World Federation for Medical Education. Accreditation. 2017.4

Pangaro L, Ten Cate O. AMEE Guide No. 78.%°

Tavakol M, Dennick R. AMEE Guide 119.

7 ) ) ) ) )
N . . . . .

- A A - A A

< P

A/ A + +f -
. 4y .

NQR, National Qualification Register; NQF, National Qualification Framework; UFS, University of the Free State; SOP, Standard Operating Procedures; AMEE, Association for Medical Education in

Eurape.

standards are the minimum criteria that must be achieved
to pass an assessment. These standards include criteria for
contentand difficulty, and should be reasonable, defensible
and fair. Students and assessors must know all the required
standards before the assessment.** The MBChB programme
is registered on NQF level 8.% Although there is no perfect
passing score, the UFS sets the pass mark at 50%.2 In
Clinical Medicine, students must pass both theoretical and
clinical assessments separately in order to progress?#
None of the documents addressed specific standard setting
methods or processes.

Assessment types

Different types of assessment applicable to medical
assessment were identified from the document review,
namely, formative assessment, integrated assessment and
summative assessment.#%°¥# Some of these types may
overlap or be inclusive of each other; for example, integrated
assessment may take place during formative and/or
summative assessment.

http://www.safp.org.za . QOpen Access

Formative assessment is described as a series of assessments
that occur during the learning and training process.’? The
purpose of formative assessment is to support learning,
identify learning needs and accumulate marks *

Summative assessment is the assessment that takes place after
learning. The aim of summative assessment is to award
grades and to validate performance and competence.*#
Integrated assessment is described as “assessment that permits
the leamer to demonstrate applied competence’ using
different methods of assessment.!** Integrated assessmment

may occur at any time during the learning process.

Assessment methods

Theoretical, practical and integrated assessment methods
were described, and they relate to the aim or outcome of
the assessment. Theoretical assessments include multiple-
choice questions, modified essay questions or short-answer
questions, as well as long questions. Oral examinations




can be used to test knowledge or fo combine knowledge
with cornmunication skills. Clinical assessments include
unobserved long cases, mini clinical evaluation exercises
{mini-CEX], chjective structured clinical examinations (OSCEs)
and direct observation of clinical practice (DOPS). Integrated
assessment methods include portfolios, loghooks, elective
reports and workplace-based assessments, as well as feedback

from stakeholders 1895

Principles of quality assessment

From the UFS general rules and assessment policies, which
are aligned with the Higher Education Acts, the NQF Act and,
by implication, the Heglth Act, the following principles were
identified:

= Assessment should be an integral part of curriculum
planning and must be aligned with outcomes.

e Assessrnent should be performed on the appropriate
NOQF level in accordance with programume registration.

¢ All assessments should be planned to cover all assesstment
domains.

& Assessmnent takes place in a system and must be planned
accord ingly.

¢ In owler to be a quality assessment, each of these
assessments should fulfil criteria for validity, reliability,
transpatency, faimess and practicability.

¢  Moderation should form part of overall, as well as
individual, assessiments.

e There should be accountability for each assessment, with
evidence that the assessment was moderated.

An assessment can be considered credible if the criteria for
fairness, validity, reliability and practicability have been met.*

Quality assurance

Quality assurance policies are essential for ensuring that
specifications and standards are maintained ® This article
focusses on quality assurance applicable to assessment and
addresses moderation, benchmarking and security of the
assessinent process. Moderation is guided by moderation
policies®
judgement of the validity, reliability and faimess of the
assessment and involves students, assessors and exiernal

It is a process that involves a professional

stakeholders. The WEME sets global standards for assessment
that serve as benchmarks against which those responsible for
medical education can evaluate their activities

Discussion

All the primary documents necessary for the rapid review
were available in the public domain on the identified
websites. Information in these documents was aligned with
each other. Many cross-references to other documents were
found in source documents, By comparing the information
in the respective documents, it was found that there was no
contradiction in the documents. The data included in the
rapid review can therefore be considered representative and
appropriate for the purpose of this study.
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The three components of quality assessment, namely,
accreditation and registration, assessment and quality
assurance, should from part of an assessment framework to
benchmark current assessment. The inclusion of best-
practice evidence in the framework willmake the framework
globally relevant.?

Accreditation and registration

Accreditation and registration is usually nota problem for

training facilities in South Africa as the HPCSA conducts

regrudar site visits and requires annual progress reports from

training facilities to ensure compliance with accreditation

and registration requirements.* For the MBChB programune,

the following must be in place:

¢ Accreditationof the training provider and the qualification
by the HFCSA.

¢ Training may take place only at a university registered
with the Department of Education.

»  The qualification must be registered with SAQA.

«  All students in the MBCHB programme must be registered
with the HPCSA.

A recommendation of the 2010 Ottawa Conference was to
develop criteria for accreditation of international medical
educational programmes® In response, the WHO and
WEME developed international accreditation criteria. The
WEME awarded ‘recognition status” to the HPCSA as the
accrediting body in South Africa; all training programmes
accredited by the HPCSA will therefore have internationally
accredited status.®

Assessment

Assessment in medical education is complex and includes
various stakeholders, each with their own expectations.
These stakeholders include students, teachers, lecturers,
educational institutions, health care systemns, regulatory
bedies and patients.” A competent health care practitioner
who can integrate knowledge, skills and attitudes relevant to
the Scuth African context is the ultimmate outcome of
the outcomes-based medical curriculum, This cormpetency
must be observable and measurable to certify the student
as competent. Competency is best assessed on the ‘Does’
level according to Miller’s pyramid ® The overarching termof
workplace-based assesstnent may be a sclution to assess
knowledge skills, behaviour, attitude and self-reflection in
real-life situations.® In spite of the advantages of workplace-
based assessment, Miller states that, ‘no single assesstnent
method can provide all the data required for judgement of
anything as complex as the delivery of professional services
by a successful physician’.® This is echoed when researchers
warned against the use of a single assessment when pass
or fail decisions have serious implications, such as for
regristration or licencing #
process with many data points that can be faken into
consideration to make an informed Jjudgement on

Assessment should be a continuous

competence.




The quality of clinical assessment can be improved if attention
is given to the following assessment principles:

*  Validity: Contentvalidity canbe improved withblueprinting
of individual as well as overall assessments, and construct
validity with appropriate assessment methods.

s Reliability: Reliability can be improved by training
assessors, enhancing the quality of questions and mark
sheets, and by increasing the number of stations or
questions per assessment.

* Fairness: Although all assessment cannot be equal, there
should be no discrimination against any student, assessor
or patient. It is also important that assessment should be
conducted according to the NQF level that the programme
is registered for.

* FPeasibility: All assessments should be realistic, practical
and sensible in the context where they take place. This can
be achieved by careful planning and consideration of all
resources,

* Educational effect: Assessment should promote
learning through study for assessments, or making use
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of workplace-based assessment and constructive
feedback.

*  Acceptability: All stakeholders, including patients, students
and the educational institution, should be satisfied with the
assessment. This can be achieved through transparency
and keeping all stakeholders informed.

Quality assurance

Moderation is a quality assurance process that confirms that
the assessment is valid and reliable and meets minimum
standards.®® Moderation should form part of the overall
assessment in the MBChB programme, as well as of each
assessiment. Moderation can be conducted internally and/or
externally,and should take place before and after assessments.
An external moderator should moderate all high-stakes
examinations.!**! The aim of moderation is to check
consistency and standards.” Benchmarking is also part of the

moderation process as the aim is quality improvement.

Accredited and registered
MBChB programme

Assessment
Adherence to assessment principles, namely,

 Validity: Content validity with blueprinting and
construct validity with appropriate assessment

methods

* Reliability: Training of assessors, quality questions
and mark sheet and increasing the number of

stations/questions

* Fairness: No discrimination
* Feasibility: Realistic, practical and sensible

» Educational effect: Promote learning through study,
workplace-based assessment and feedback

*» Acceptability: Satisfy all stakeholders

us assessment mainly in
the workplace

Formative Summative

Training

Quality assurance

Moderation

Benchmarking

Security

MBChE, Bachelor of Medicine and Bachelor of Surgery.
FIGURE 1: Schematic display of the framework to measure the quality of assessment in the clinical phase of an undergraduate medical programme.
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Limitations of the study: Although the rapid review was
performed according to the protocol, the rislk-for-bias and
quality of documents were not evaluated by a second
reviewer. These results may not be 100% transferable to all
MBChB prograrmmes as different universities have different
assessment policies and methods.

The complexity of clinical assessment warrants that
assessinent be ‘evaluated on a programmatic level’ rather
than on individual assessment level, as no individual
assessment meets all the criteria of wvalidity, reliability,
educational impact, acceptability and cost”

Conclusion

This rapid review atternpted to develop a framework to
benchinark the quality of assessment in the clinical phase of
an undergraduate medical programme. As a first step, all
stakeholders should be aware of the outcome of the
programme. All assessment and training in the MBChB
programme must be aligned with the outcome of the
programine, namely, to produce a competent medical
practiioner who can integrate knowledge, skills and attitudes
relevant to the South African context.

Cpen-mindedness  is  essential during the assessment
process. Programmime accreditation, assessment practices
and psychometrics can assist to improve the quality of
assessment butcannotjudge clinical competence. Experienced
assessors, using a varlety of assessment methods on a
continuous basis, is the proposed way to go. By implementing
quality assurance processes, institutions can ensure that
specifications and standards are maintained and improved,
and that they are globally competitive. It is clear that clinical
assessment is multidimensional and that no assessment is
perfect.
assessiment, but it cannoet guarantee quality assessinent.

An ass

sment framework can assist fo improve

Figure 1is a schematic display of the framework for measuring
the quality of assessment in the clinical phase of an
undergracduate medical programme.
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Abstract

Introduction: the perception exists among
students that not all clinical assessments in
undergraduate medical programmes are of high
quality. ‘Student voice’ is o term used to describe
how students feel about and experience their
education in a safe and controlled environment.
This study aimed to investigate the opinions and
experiences of medical students at the University
of the Free State on the quality of assessment in
the clinical phase of medicine.

Methods: o cross-sectional study design was used.
Quantitative data were collected with space to
clarify opinions and make recommendations. The
study population consisted of the clinical medical
students in 2019 who had completed at least one
module and one end-of-year assessment.
Self-administered, anonymous questionnaires were
distributed to obtain opinions and experiences
regarding  assessment.  Questions in  the
questionnaire derived from an assessment
framework for clinical medicine to ensure
construct and content validity.

Results: one hundred and ninety-two (192)
students completed  questionnaires  (84.6%
response rate). Less than half of the students were
of the opinion that the assessments were fair, with
lack of blueprinting and incorrect level of
assessment major contributors to this opinion. Two
thirds believed that the assessment was aligned
with outcomes, however training was not aligned
with the assessment. More than 90% of students
reported on the lack of feedback after assessment.
Valuable suggestions from the students included
ways of assessing professionalism, timing of
assessments and training of assessors.

Conclusion: majority of students were of the
opinion that there is room for improvement in the
quality of assessment.

Introduction

The cornerstones of good quality assessment are
validity, reliability, fairness, feasibility, educational
effect, acceptability, assessment of higher
cognitive skills and benchmarking [1, 2]. It is
important to be able to defend the quality of
assessment in certifying courses e.g. medicine. In
addition, students can give valuable information
about their assessment experiences that may
contribute to better assessment [3]. ‘Student
voice’ is a term that describes the way students
express how they feel and experience different
aspects of education in a safe and controlled
environment [4]. Youens and Hall [5] state that,
‘instead of treating students as voices crying in the
wilderness, we would be far better served if we
asked the voices’ owners what they think and
listened actively to the answers’. Student opinions
can be gathered through open forums, feedback
slips, surveys and formal questionnaires [6].
Students’ opinions should be seen as viewpoints
while landmark events, relationships and students’
gut reactions must be taken into consideration
when these opinions are interpreted [7]. One
experience (landmark event) may influence the
way that a student responds to questions. For
example if a student did not have enough time to
complete the task at one of the 10 objective
structured clinical examination (OSCE) stations the
student passed through, the student may respond
by stating that the time permitted for each OSCE
station is insufficient [7]. Relationships, whether
power relationships or personal relationships,
between students and assessors may have a
positive or negative effect on the way students
express their opinions. Gee (2017) reports a
student commenting: ‘l try to put what | feel is
true and needs to be said, rather than worrying
about what the people will think when they read
it" [7]. However, sometimes participants do not
give any thought to their answers to questions and
just complete the questionnaire as quickly as
possible [7].
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Several University of the Free State (UFS)
undergraduate medical students who participated
in the 2017 and 2018 end-of-year assessment
expressed dissatisfaction with the marks they had
obtained in clinical medicine  (Personal
communication with students). The phenomenon
of student dissatisfaction with marks is not unique
to the UFS, and is well described in the
literature [8]. The motivation for this study was
the perception that not all assessments in the
clinical phase of the undergraduate medical
programme at the UFS are of high quality. The
clinical phase (Phase Ill) takes place over the last
two and a half years of study, and entails rotations
through various clinical departments in multiple
health facilities. Clinical training takes place
according to a fixed programme and for fixed
periods. Formative assessment takes place
throughout the clinical rotation and includes an
end-of-block  assessment.  Together, these
assessments contribute to a block mark {module
mark), which gives students access to the final,
summative, end-of-year assessment. Assessment
in the clinical phase consists of theoretical
assessment (multiple-choice questions and written
questions) as well as practical assessments (long
and short clinical cases and objective structured
clinical assessments). This study aimed to
investigate the opinions and experiences of
students regarding the quality of the assessment
they experienced in the clinical phase of the
undergraduate medical programme.

Methods

A cross-sectional study design was used.
Quantitative data were collected with space to
clarify opinions. The study population consisted of
all the students who had completed at least one
module and one end-of-year assessment in the
clinical phase of the undergraduate medical
programme. All 227 students in the fourth and
fifth years of the undergraduate medical
programme at the UFS during 2019 were included
in the study sample. The steps of questionnaire
development, as described by Katzenellenbogen

and Joubert, [9] were used to design the
questionnaire. Questions included in the
questionnaire derived from a framework to
benchmark the quality of assessment in
undergraduate clinical medicine [10]. Questions
were grouped under headings, to structure the
responses. These headings were principles of
quality assessment (fairness, validity, reliability
and educational effect), assessment methods,
assessment of soft skills and recommendations on
how to improve assessments. Responses were
mainly yes or no followed by a question to justify
or expand on the responses. A question on how to
improve assessment was also included. The input
of the co-authors was used to improve the validity
and reliability of the questionnaire. For internal
validity, the face validity of the questionnaires was
tested in a pilot study conducted on five interns
who had completed their studies at the UFS in
2018. No items were changed, but the layout was
adjusted to improve flow. The questions in the
questionnaires derived from the literature, to
ensure construct and content wvalidity. The
researcher tried to be as objective as possible
during data interpretation and representation.
Numbers were double checked and responses
were quoted verbatim under each heading.

McMillan  and  Schumacher [11] describe
questionnaires as research instruments that can
be used to gather information on the current
statuses of a situation from a specific population.
A self-administered, anonymous questionnaire
was used for data collection, as it posed less of a
threat of exposure to participants [12]. After the
purpose of the questionnaire had been explained
to the participants, student group leaders
distributed the printed questionnaires and
information leaflets to the students. After
completion the questionnaires were returned to
the group leaders and then to the researcher. Data
was transferred to Excel data sheets by the first
author twice, to check for integrity. Percentages
were calculated for different responses per year
group. Responses and the justification for answers
were grouped by the first author according to
guestion headings.
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Ethical considerations: ethical approval for the
study was obtained from the Health Sciences
Research Ethics Committee, UFS (UFS-HSD
2019/0001/2304). UFS authorities approved the
inclusion of medical students. Participation was
voluntary, with implied consent being given by
completing the anonymous questionnaires.
Participants did not receive any compensation for
completing the questionnaires and there was no
penalty for not participating in the study.

Results

A total of 108 out of 119 fourth-year students
(90.6%), and 84 out of 106 fifth-year students
(79.2%) returned completed questionnaires. More
than 80% of students gave justifications for
responses and 75.5% made recommendations to
improve assessment practices.

Quality of assessment: only 43.5% of fourth-year
and 44.1% of fifth-year medical students felt that
the current assessment is fair. In Table 1 the
percentages of students who agreed with the
statements are displayed. Open responses were
not split for different year groups. About half the
students clarified their responses in relation to the
alignment of questions with outcomes in tests and
exams; the following are some of the comments
students made: ‘The outcome is in the book, but
they don’t train that and then they ask that.
‘Because we spend too little time with patients,
we don’t see all the things that they ask in clinical
cases, although it is mentioned in the module
guides.” ‘We're not assessed on what we see
commonly.” ‘We know the outcomes from our
module guides."” Many students had opinions
regarding the spread of questions and the
following comments were made: ‘You know who
compiled the questions, because they only
concentrate on their own field of expertise.” ‘We
need more assessments, to cover more work.’
‘Some subjects ask 10 to 15 marks from 20
chapters, it's not fair.” ‘With MCQs (multiple choice
guestions) you get a good spread of questions, but
they are not necessarily important. ‘It is
dependent on the subject, some do it better than

others. OSCEs help.” More than 80% of students
commented that the level of assessment was on
specialist level, rather than on general practitioner
level. The following were comments regarding the
difficulty of questions: ‘We’re not specialists, don’t
assess us as specialists.” ‘No need for specialist
special investigations to be tested.” ‘They don’t
assess hard work and professionalism.” ‘They
expose us to specialist work and then they ask
that, we’re not specialists.” ‘Sometimes you’re
lucky and get common things.’

Assessment methods: regarding the
appropriateness of assessment methods, most
students commented negatively about
multiple-choice questions as an assessment
method. ‘They (multiple-choice questions) don’t
test knowledge.’ ‘Questions not up to standard,
they use the same old questions and things
changed.” ‘MCQs can’t test arguments.” ‘You get
your marks quickly, but don’t know the correct
answers.” A third of students made
recommendations about assessment methods.
The following recommendations were made:
‘Improvement is necessary, but | don’t know how.’
‘Please include short questions, so that | can
explain.’ ‘We should get exposure to the exam
assessments  during rotations and  block
assessments.” ‘Written OSCES are not clear and
not clinical, don’t use them.’ Ten responses were
received regarding assessors and they were all
negative. Some of these were: ‘Train the
examiners." ‘Your marks are dependent on the
examiner, they like you or they don’t. It’s not fair if
they don’t like you.” ‘Some people give very poor
marks, they think that 65% is good.” According to
the students, feedback is almost non-existent.
Table 2 indicates percentages of students of the
two years who agreed with certain statements.
More than 75% of students commented on
feedback, or the lack of feedback. Most students
asked for constructive feedback to assist with
learning. Some comments were the following:
‘Formal feedback sessions should be scheduled
like in Phases 1 and 2’. ‘Immediate feedback after
clinical cases will help a lot. Then you know how to
improve.” ‘By the time that you get your marks,
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you can’t even remember what they asked and
what you answered.’ ‘Please fill in an assessment
form for clinical assessments and give a copy to
the student after assessment. Then the student
will see how to improve (and) the lecturer how to
give marks.

Assessment of soft skills: almost all students,
85.2% of fourth years and 92.9% of fifth years,
agreed that soft skills, such as professionalism,
should be assessed. Practical suggestions for
assessment of these skills included using cellular
phone applications to assess group members
weekly, asking patients and other health care
professionals for feedback, and that the
responsible registrar provides feedback after the
rotation. Twenty percent of students commented
on the positive or negative effects that role
models could have on professional behaviour.
Most value good role models, but they could also
learn from bad role models, as indicated by this
response: ‘At least we can see how not to behave,
if we look at some people.’

Competence and assessment: most students
thought that assessment results were not an
indication of competence. Table 3 displays these
results. Only 48.1% of fourth years, compared to
78.6% of fifth-year students, felt confident about
their skills even if they had passed an assessment.
Many students mentioned the lack of feedback
after assessment as a reason for their lack of
confidence. Another reason mentioned was that
the marks that they had obtained were not
necessarily an indication of their competence.
Some comments in this regard were: ‘The doctor
said that | sucked and then gave me 65%. For me
that is good.” ‘They said that | did well, but | only
just passed.” Comments in relation to this topic
included: ‘You should know from your block
assessments if you will pass, but it’s not so.” ‘Some
students are good with exams, but not
competent.” ‘If | pass I'm good, not sure about
others.” ‘If | pass they (the assessments) are good,
if | fail they are not.’

Recommendations to improve clinical
assessment: students made recommendations to
improve the type of assessments, examiners, the
examination process and the content of the
assessment, as well as general recommendations.

The type of assessment: students recommended
continuous clinical assessment, next to patients or
in clinical areas, with immediate feedback. More
than 70% of students indicated that
multiple-choice questions alone are not enough to
test knowledge, and they wanted short questions,
or short questions in addition to multiple-choice
questions. Students felt strongly that end-of-block
assessments should be sufficient to test
competence, and that they do not need to do a
final assessment at the end of the year, on the
same subjects again. Students also recommended
that assessment during the clinical blocks should
promote them to an integrated assessment at the
end of the final year. ‘Give us one MIMA
(integrated medical assessment) OSCE at the end
of the year, like in second and third year.’

Examiners: only a few students made
recommendations regarding examiners, among
which, ‘Train the examiners, some are clueless.’
‘Some examiners should not examine, first
examine them.” ‘Use external examiners from
other departments.” ‘We need better role models
as examiners.’

The examination process: many students
recommended that continuous assessment takes
place while patients are presented in clinical areas,
and written feedback given. Another
recommendation was to record presentations,
which may assist students and examiners to clarify
areas of disagreement or improvement. Students
requested exposure to mock assessments, to
prepare them for and to assist them in their
preparation for final assessments. The timing of
assessments is important: it should not be after
long calls, or late in the day, when students and
examiners are tired.
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Content of assessments: about 30% of students summative assessment, blueprinting is

believed that their training was not aligned with
the assessment. ‘We must spend more time in the
clinics and wards, then we will learn more and do
better in exams. In contrast, students also
commented as follows: ‘They ask what is easy to
mark, not what they teach us.’ ‘They use the same
patient, and it's not fair if you are the first or last
student.” ‘Some patients are good to use in exams,
but it's not really what we need to know.” Most
students indicated that assessment should cover
general conditions, and not specialist or super-
specialist conditions. Some students also provided
general recommendations about how better
training may affect assessment. ‘Everybody must
train the same facts from prescribed references.’
‘Different disciplines do things differently, they
should have a uniform format, for instance when
presenting patients.” ‘Tutorials and discussions are
much better than lectures. We can read better
than some lecturers.’ ‘Use the good role models to
train other lecturers.’

Discussion

The response rate of a survey matters, and a good
response rate indicates that the researcher can
generalize the results for the population under
investigation [3]. The response rate of 85% in this
survey makes the results obtained generalizable,
as they represent the opinions of current clinical
medical students at the UFS. It may also indicate
that students were eager to voice their opinions.
Less than half the students believed that current
assessments were fair. They thought that the
questions were too difficult for undergraduate
students, and they were not satisfied with the
spread of questions (blueprinting). This opinion of
the students may be because specialists and super
specialists conduct training in the undergraduate
and postgraduate medical programme, and may
find it difficult to accept that undergraduate
students need only limited knowledge of ‘their’
subject. McConlogue [13], Price et al. [14] and
Yorke [15] describe how complex it is to set exams
when different dimensions must be considered. In

problematic, hecause of the large volumes of work
that must be covered by a single assessment; this
is even more complex when clinical assessment
involves patients and different assessment sites.
Sites may differ regarding resources and disease
profiles, and the conditions of patients may also
change during or between assessments. Although
>90% of students reported not receiving feedback
after assessments, they value feedback and gave
good suggestions to improve the lack of feedback.
The value of formative feedback is that it assists
students to measure themselves and ‘identify the
gap between their current and desired
performance’ [16]. To get the maximum
advantage of feedback, it should be of good
quality, specific and on time [17].

The Health Professions Council of South Africa
describes core competencies for undergraduate
medical students, including professionalism [18].
Most students wanted a formal assessment of
‘soft skills’, and suggested peer and patient
assessment. It is concerning that they do not
consider all lecturers and doctors to be good role
models of professional behaviour. Less than half of
fourth years, and more than three quarters of
fifth-year students were confident about their
competence after passing an assessment. In the
fifth year group, this confidence may be the result
of more experience with clinical assessment, and
being better prepared for assessment. Most
students expressed that assessment without
feedback does not provide a good indication of
competence or incompetence. An interesting
finding is that students were satisfied with the
assessment if they passed, but not when they had
failed. The students also expressed different views
on assessments in which they were involved and
assessments involving others. A study in the
United States found that medical students were
able assess their own knowledge, skills and
behaviour on assessment accurately, with fewer

than 10% of students overrating their
knowledge [19]. However, students could not
accurately evaluate others, and, therefore,

student assessments lack validity and reliability
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[20-22]. Students provided a number of
recommendations on how the current assessment
could be improved. A limitation of this study is
that it reports opinions and experiences, rather
than facts which are noted. It is also possible that
despite the pilot study some students did not
understand the terms used in the questionnaire,
nevertheless, they answered all the questions.

Conclusion

The students provided valuable feedback on their
experiences of the current assessment in clinical
medicine. Fifth-year students were more satisfied
with their assessment than fourth years. Students
had different and sometimes contrasting opinions
on assessment of themselves and others. These
results and the recommendations made by
students will be discussed at appropriate forums,
with the aim of improving the quality of
assessment. Students will also receive feedback on
this research to encourage transparency of the
process. Majority of students were of the opinion
that there is room for improvement in the quality
of assessment.

What is known about this topic

e The quality of clinical assessment should be
established and defendable;

s Student opinions are valuable and reliable
sources of information.

What this study adds

o Misalignment between outcomes, training
and assessment;

e Recommendations on assessment
methodology e.g. integrated assessments;

e Students value feedback.
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on the quality of assessments

Table 1: percentages of fourth and fifth year students who answered yes to some of the questions

competent to become interns and need more training.

STATEMENT 4th year | 5thyear
Do you think that the questions in tests/exams are aligned with the 63.0% 67.9%
outcomes of the programme?

Do you think that the questions are spread to cover all work? 35.2% 45.2%
(Blueprinting)

Do you think that there is a good spread between easy and difficult 52.8% 67.9%
questions? (Bloom’s taxonomy)

Do you think that appropriate assessment methods are used in 66.7% 67.9%
tests/exams?

Table 2: percentage of fourth and fifth year students who answered yes to questions on feedback
STATEMENT 4th year | 5th year
Assessment results are available within 2 weeks of the assessment 35.2% 24.1%
Memorandums are available for assessments 2.8% 7.1%
We receive formal feedback after assessments 7.4% 9.5%
Table 3: percentage of fourth and fifth year students who answered yes to questions on
competence and assessment

STATEMENT 4th year | Sth year
My end-of-block assessment mark is a good predictor of my end- 26.9% 42.9%
of-year assessment mark.

Students who pass the final assessment in 5th year are competent 38.9% 41.7%
to become interns.

Students who fail the final assessment in 5th year are not 15.7% 8.3%

Student Questionnaire 6. Competencies/ Soft skills

6.1 After you have passed an

do you feel competent i that specific area/skil? | ¥

Assessment in the clinical phase of the MBChB programme

6.2 Do you feel competent in related skills not tested?

6.3 Do you think that

is an important skl to be assessed?

1. Year of study 4th sth [Any further comments regarding the above
2. i in the clinical phase of the MBChB
i ?
2:1_Do you think that the current Js fair YIN 7. How do you think clinical assessment can be improved?
2.2 Do you think that Questions are SEV&Hd 1o cover all work? _(Blueprinting) Y N
2.3 Do you_think that the questions in the tests/exans are aligned with outcomes of
the programme? ¥ | N
24 Do you think that there is a good spread between easy and difficult questions? v n

Any further comments regarding the above

should be assessed?
3. Regarding the assessment methods used

8. How would you suggest that "soft skills" (e.g.

3.1 Do you think that appropriate assessment methods are used in tests/exams? Y| N

3.2 Do you think that different methods should be used? Y N

(Any further comrments regarding the above

4. Prediction of marks linterns?

5. Do you think that all students who pass the exams are competent to become

4.1 Are you usually able to predict the marks you will obtain after an [vTw

and need further training?

10. Do you think that all students who fail are not competent to be an intern

4.2 Are your end of block assessment marks a good predictor of end of year marks? ¥ |
(Any further comments regarding the above

|ATy Turther comments regarding the above

|Any other comments regarding assessment
5. Timelines following

5.1 Are results available within two weeks after the P

5.2 Are memorandums for assessments made available?

5.3 Do you receive any formal feedback after ?

< < |< [<
= |z |z |=

5.4 Do you think that you learn from assessments?
(Any further comments regarding the above

Hanneke Brits et al. PAMJ - 36(130),25 Jun 2020. - Page numbers not for citation purposes.
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Please note: By completing this questionnaire you give consent that the provided
information may be used for the research project.



CHAPTER 4:
ARTICLE 3 — ASSESSMENT PRACTICES IN UNDERGRADUATE CLINICAL
MEDICINE TRAINING: WHAT DO WE DO AND HOW WE CAN IMPROVE?

The article was prepared according to the submission guidelines of the African Journal of
Primary Health Care and Family Medicine.

Journal: African Journal of Primary Health Care and Family Medicine
Publisher: AOSIS Publishing — African Online Scientific Information Systems
Country of publication:  South Africa

ISSN: 2071-2928 (PRINT), 2071-2936 (ONLINE)

DOI: 10.4102/phcfm.v12i1.2341

Citation:

Brits H, Bezuidenhout J, Van der Merwe LJ, Joubert G. Assessment practices in
undergraduate clinical medicine training: What do we do and how can we improve? Afr J
Prm Health Care Fam Med. 2020;12(1), a2341. DOI: 10.4102/phcfm.v12i1.2341

Submitted: 6 January 2020
Accepted: 18 May 2020

Published: 10 July 2020


https://doi.org/10.4102/phcfm.v12i1.2341
https://doi.org/10.4102/phcfm.v12i1.2341

49

FKAOSIS | Publishing

P H C FM ‘ AFRICAN JOURNAL OF PRIMARY HEALTHCARE & FAMILY MEDICINE

ISSN: 2071-2928

Open access at phcfm.org Vol. 12 No. 1




50

Overview
ISSN

2071-2928 (PRINT)
2071-2936 (ONLINE)

Focus and scope

The African Journal of Primary Health Care & Family Medicine (PHCFM), launched in 2008, is the
official journal of WONCA (World Organization of Family Doctors) Africa Region. It provides a
platform for scholarly exchange between family medicine and primary health care researchers
and practitioners across Africa. It provides a contextual and holistic view of family medicine and
primary health care as practised across the continent. The journal is indispensable to primary
health care practitioners, family medicine specialists and academics with an interest in the African
continent, and offers an engaging insight into the growth of these disciplines from a distinctly
African perspective. PHCFM seeks to publish innovative research, reviews, country profiles,
editorials and opinion pieces on all aspects of primary health care and family medicine in the
African context. The research includes primary care, family practice, sexual health, oral health,
emergency care, district health services, rural health care, health promotion, prevention of
disease and disability, pain management and palliative care, community-orientated primary care,
and the education and training of professionals and health workers in family medicine and primary
health care.

DHET Accreditation

The journal is DHET accredited because it is listed on the following approved indexing services:
e SciELO SA
e SCOPUS

Editor-in-Chief

Bob Mash Stellenbosch University, South Africa

Assistant Editors

Olayinka Ayankogbe University of Lagos, Nigeria
Innocent Besigye Makerere University, Uganda
Eduardo Burguefio Sanchez-Taiz Université de Mwene-Ditu, DRC

Sunanda Ray University of Zimbabwe, Zimbabwe



African Journal of Primary Health Care & Family Medicine
ISSN: (Online) 2071-2936, (Print) 2071-2928

51

#AOSIS

Page 1 of 7 . Original Research

Assessment practices in undergraduate clinical
medicine training: What do we do and how can

Authors:

Hanneke Brits' ®

Johan Bezuidenhout® ®
Lynette J. van der Merwe*®
Gina Joubert*®

Affiliations:

!Department of Family
Medicine, School of Clinical
Medicine, Faculty of Health
Sciences, University of the
Free State, Bloemfontein,
South Africa

’Division of Health Sciences
Education, Faculty of Health
Sciences, University of the
Free State, Bloemfontein,
South Africa

*Undergraduate Programme
Management, School of
Clinical Medicine, Faculty of
Health Sciences, University of
the Free State, Bloemfontein,
South Africa

“Department of Biostatistics,
Faculty of Health Sciences,
University of the Free State,
Bloemfontein, South Africa

Corresponding author:
Hanneke Brits,
britsh@ufs.ac.za

Dates:

Received: 06 Jan. 2020
Accepted: 18 May 2020
Published: 06 July 2020

How to cite this article:

Brits H, Bezuidenhout J,

Van der Merwe LJ, Joubert G.
Assessment practices in
undergraduate clinical
medicine training: What do we
do and how can we improve?.
AfrJ Prm Health Care Fam
Med. 2020;12(1), a2341.
https://doi.org/10.4102/
phefmv12i1.2341

Read online:
EE E Scan this QR
. code with your
H ¢ smart phone or
mobile device
to read online.

we improve?

@ CrossMark

Background: Assessment should form an integral part of curriculum design in higher
education and should be robust enough to ensure clinical competence.

Aim: This article reports on current assessment practices and makes recommendations to
improve clinical assessment in the undergraduate medical programme at the University of the
Free State.

Methods: A descriptive cross-sectional study design was used. Qualitative and quantitative
data were gathered by means of open- and closed-ended questions in a self-administered
questionnaire, which was completed by teaching and learning coordinators in 13 disciplines.

Results: All disciplines in the undergraduate medical programme are represented. They used
different assessment methods to assess the competencies required of entry-level healthcare
professionals. Workplace-based assessment was performed by 30.1% of disciplines, while
multiple-choice questions (MCQs) (76.9%) and objective structured clinical examinations
(OSCEs) (53.6%) were the main methods used during formative assessment. Not all assessors
were well prepared for assessment, with 38.5% never having received any formal training on
assessment. Few disciplines (15.4%) made use of post-assessment moderation as a standard
practice, and few disciplines always gave feedback after assessments.

Conclusion: The current assessment practices for clinical students in the undergraduate
medical programme at the University of the Free State cover the spectrum that is necessary to
assess all the different competencies required. Multiple-choice questions and OSCEs, which
are valid and reliable assessment methods, are used frequently. Poor feedback and moderation
practices should be addressed. More formative assessments, and less emphasis on summative
assessment, should be considered. Workplace-based and continuous assessments may be good
ways to assess clinical competence.

Keywords: assessment practices; clinical competence; improvement; undergraduate;
South Africa.

Background

Assessment should form an integral part of curriculum design in higher education.! Biggs
explains that the outcomes of a programme, training and assessment should complement
each other.?

The South African Qualifications Authority provides principles for credible assessment, among
which are validity, reliability, fairness and practicability.® Blueprinting is another important
component of assessment, and ensures the reliability and validity of assessments.** An assessment
blueprint is a detailed plan (or table) of what is covered in the assessment.! A blueprint should
form part of the overall assessment planning and should include the content and cognitive levels
that will be covered in the assessment process.! The cognitive levels include knowledge,
comprehension, application, analysis, synthesis and evaluation.® These original levels as described
by Blooms et al. are displayed in Figure 1.

The validity of assessments can be addressed using appropriate assessment methods and tools.”
Reliability is influenced by the quality and number of markers and questions, as well as the
quality of assessment rubrics.® To ensure that an assessment is practically feasible, resources,

Copyright: © 2020. The Authors. Licensee: AOSIS. This work is licensed under the Creative Commons Attribution License.
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Synthesis
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Application
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Lower order thinking skills

Source: Bloom MS, Krathwohl DR, Taxonomy of educational objectives: The classification of
educatioral goals, by a committee of college and university examiners. In; Handbook 1;
Cognitive domain. New York, NY: Longman; 1956

FIGURE 1: Bloom’s taxonomy.

including assessors, patients, space, finances and equipment,
should be considered when planning and performing the
assessment.*

In outcomes-based curricula, such as medicine, the core
competencies should be stated clearly in relation to the
requirements of regulatory bodies.!® Moynihan et al.” define
core competencies as:
[TThe essential minimal set of a combination of attributes, such as
applied knowledge, skills, and attitudes, that enable an
individual to perform a set of tasks to an appropriate standard
efficiently and effectively.

The Health Professions Council of South Africa (HPCSA)
prescribes core competencies that should be incorporated in
the training of undergraduate medical students in South
Africa.? These competencies were derived from the original
Canadian Medical Society (CANMEDS) document” and
adapted for the South African context. The roles of a
healthcare practitioner are central to these competencies:
communicator, collaborator, health advocate, scholar,
professional and leader, and manager.”

At the University of the Free State (UFS), a 5-year outcomes-
based Bachelors of Medicine and Bachelers of Surgery
(MBChB) programme is presented as training for medical
doctors. The programme is divided into three phases over
10 semesters. Clinical training takes place in phase III
(semesters 6-10). Clinical students rotate through six clinical
blocks per yvear where they receive clinical and theoretical
training. During rotations, continuous and end-of-block
assessmments take place. At the end of the academic vear
students do a summative assessment in all disciplines. To
progress to the next year or graduate (final year), students
need to pass both the theoretical and practical component of
each discipline separately. Knowledge, skills and attitudes are
trained and assessed during this phase.** This article is part of
an overarching project to address the quality of undergraduate
medical assessment. In other parts of the study, the students’
experiences and opinions were gathered, and the reliability of
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assessments was determined. Finally, lecturers discussed and
made recommendationson how to improve currentassessment
practices to ensure defendable results.

The aim of this article was to report on current assessment
practices in the clinical phase of the undergraduate medical
programme at the UFS. The cbjectives were to describe
different assessment methods that are used, the planning of
the assessments, assessors and moderation practices, as well
as how core competencies are assessed. Opinions on pass
and fail decisions were also gathered, and recommendations
for improving current assessments were obtained.

Methods

A descriptive cross-sectional study design was used. Mainly
quantitative data were gathered by means of a questionnaire
and were supported by qualitative data that provide
clarifying information and recommendations by participants.

Study population and sampling

The study population consisted of teaching and learning
coordinators (T&Ls) appointed in various clinical disciplines
and module leaders of modules in disciplines that lacked
T&Ls. The 13 clinical disciplines in phase III of the MBChB
programme were eligible for inclusion.

A pilot study was conducted on two senior lecturers who were
not part of the study population, to ensure that questions were
clear and followed a logical sequence. Recommendations from
a biostatistician were also incorporated before the questionnaire
was finalised. One duplicate question was removed and the
order of questions was changed to improve flow.

Measurement

A questionnaire was developed, taking the principles of
questionnaire development into account!® Questions in
the questionnaire were based on a framework to benchmark
the quality of clinical assessment in a South African
undergraduate medical programme.t¢

Aself-administered, hard -copy questionnaire was distributed
to T&Ls and/or module leaders in clinical disciplines at a
phase III working group meeting. The staff members
were invited to participate in the survey voluntarily. An
information leaflet accompanied the questionnaire. Eligible
staff members who were not present at the meeting received
an electronic copy of the questionnaire, with an explanatory
e-mail. An information leaflet and a hard copy of the
questionnaire were also delivered to their offices. Participants
returned questionnaires to the researcher in hard copy format
or via e-mail. All participants signed informed consent. Data
collection took place during September 2019.

The questionnaires obtained data about the different types
or formats of assessment used, assessment planning and
blueprinting, alighment of assessment with outcomes and




training, the assessment of core competencies required by the
HPCSA, moderation practices and recommendations for
improving assessment. Clarification data on how the core
competencies, as described by the Medical and Dental Board of
South Africa (part of the HPCSA), are assessed were grouped
percompetency. Inaddition, suggestionsand recommendations
on how to improve assessment were obtained.

Analysis of data

Data from the questionnaires were transferred to Excel
datasheets by the researcher. The process of data transfer was
done twice, to ensure integrity and accuracy. The Department
of Biostatistics, Faculty of Health Sciences, did the data
analysis of quantitative data with Analytics Software &
Solutions (SAS) Version 9.4. Descriptive statistics, including
frequencies and percentages, were calculated. Qualitative
data were grouped by the first author according to themes.

Ethical consideration

This study was approved by the Health Sciences Research
Ethics Committee of the UFS (UFS-HSD 2019 /0001 /2304).
Authorities at the UFS permitted the inclusion of UFS staff
members in the study, and all participants signed informed
consent. Although it was possible to identify individuals and
disciplines from the questionnaires, no person or discipline
was identified during the reporting of the data. All data were
managed confidentially.

Results

All'13 disciplines in the study population returned completed
questionnaires: general surgery, internal medicine, paediatrics,
obstetrics and gynaecology, psychiatry, family medicine,
urology, orthopaedics, otorhinoclaryngology, ophthalmology,
oncology, nuclear medicine and anaesthesiology.

Results show that different assessment methods were used
for formative and summative assessment to assess theoretical
knowledge and clinical skills, respectively. Workplace-based
assessiment (WBA), in the form of direct observation in
the training area, was performed by 30.1% of disciplines.

100

g0 | 76.9 76.9
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8 50 53.9 53.9 53.9
t 16.2 46.2
W
L
5 404
& 23.1 23.1

20 15.415.4 15.4

] il i B
MCQ Short Long short OSCE OSPE
ques‘tions case case
Assessment methods

MCQ, multiple-choice questions; OSCE, objective structured dinical examinations; OSPE,
objective structured practical examination.

FIGURE 2: Percentages of different assessment methods used for formative
and summative assessments.
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Multiple-choice questions (MCQs) were used for formative
and summative assessments by 76.9% of disciplines.
Objective structured clinical examination (OSCE) was used
by 53.9% of disciplines for formative assessment and by
46.2% for summative assessment. More long cases were used
for formative assessment than for summative assessment
(53.9% vs. 23.1%), while more objective structured practical
examination (OSPE) was used for summative assessments
than for formative assessments (23.1% vs. 15.4%). Figure 2
displays the percentages of different assessment methods
used for formative and summative assessments.

Current assessment practices were evaluated based on
assessment factors, assessor factors and moderation and
feedback. Most disciplines always (46.2%) or usually (38.5%)
blueprinted their assessments. Resources were not taken into
consideration in the planning of assessment by 15.4% of
disciplines. Table 1 shows how often various assessment
factors were taken into consideration during the planning of
assessment.

The results also show that assessors are not well prepared for
the assessments in which they were involved: 38.5% had
never received formal training before the assessment, while
30.8% had never been involved in assessment preparation.
These results are shown in Table 2.

Results also show that, in most disciplines, the practices
of feedback and moderation were not well established.

TABLE 1: The use of various assessment factors for assessment planhing {%6).

Assessment factor Always Usually Sometimes  Never
Blueprinting 46.2 38.5 0.0 15.4
Blooms taxonomy level 30.8 46.2 0.0 23.0
Alignment with teaching 53.9 46.2 0.0 0.0
Alignment with medule cutcomes 46.2 53.9 0.0 0.0
Resources (patients, assessors, 6L.5 23.1 0.0 15.4
finances, etc.}

Standardised assessment toels 38.5 30.8 7.7 23.0
Assessment dates 30.8 30.8 0.0 38.5

TABLE 2: Assessor factors that may influence the quality of assessment.

Assessor factor Always Usually Sometimes Never
Assessors received formal training 7.7 23.1 30.8 385
Assessors received informal training 38.5 30.8 7.7 23.1
Assessors may use subjective marking  23.1 231 7.7 46.2
Assessors are involved with the 7.7 30.8 308 308
preparation of the assessment

Assessors agree on the tool before 15.4 53.9 7.7 23.1
the assessment

TABLE 3: Feedback and moderation practices.

Feedback and moderation Always Usually Sometimes Never
Students receive memorandums after 15.4 23.1 7.1 53.9
assessment

Students receive feedback after 15.4 38.5 23.1 231
assessment

Students receive results within 10 days 53.9 7.7 15.4 23.1
of the assessment

Moderation takes place hefore the 30.8 46.2 77 15.4
assessment

Moderation takes place after the 15.4 38.5 23.1 23.1
assessment
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FIGURE 3: Percentages of disciplines that assessed the core competencies.

Only two disciplines (154%) always gave feedback
after assessment, and only two disciplines made use of
post-assessment moderation as a standard practice. Table 3
displays the results of feedback and moderation practices.

Respondent comments regarding feedback and moderation
included the following:
"Moderation should not be a paper exercise. Moderators must
help to improve the assessment.’

‘Our department needs to introduce post assessment
moderation.”

Most disciplines’ participants indicated that they assess some
of the core competencies prescribed by the HPCSA. Figure 3
displays the percentages of disciplines that assessed the six
core competencies.

Seven disciplines (53.8%) indicated that the clinical trainers
assess professionalism during the rotation, while one
department reported making use of patient feedback. One
department presents a session on the core competencies.
Collaboration was mainly assessed during interprofessional
training sessions. Communication was not formally
assessed in most disciplines. Two disciplines assessed
communication formally during case presentations, and
seven disciplines indicated that they assess it during case
presentations as part of the overall assessment. One
discipline reported assessing communication through
referrals to other healthcare workers. Although 23.1% of
disciplines indicated that they assess the competency
‘Leader and manager’, they did not indicate how this was
done. Being a ‘Health advocate’ was assessed mainly
through observation of patient-student contact. This
included how the student manages resources, provides
holistic care and develops alternative management plans.
More than half the departments indicated that they assessed
the core competency of ‘Scholar” — they did this by
considering preparation for assessments as sole element.

All disciplines (100%) regarded their assessments as fair,
while 92.3% indicated that their assessments were reliable
and of an appropriate standard. Two disciplines (15.4%)
believed that their assessments were not appropriate for
assessing knowledge and skills. Half the disciplines indicated
that all students who passed were competent to register as
entry-level healthcare practitioners, and 30.8% indicated that
students who failed were not competent to register as entry-
level doctors.
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An open-ended question was posed to the respondents
regarding suggestions on how to improve the current
assessment. Recommendations centred on the types
and process of assessment, integration and planning of
assessment and resources. The following suggestions and
recommendations were transcribed verbatim.

Types and process of assessment:

‘Maybe less emphasis on marks in the final cases and more
formative assessment. Not all students perform best in high
pressure clinical assessment.”

‘There is a need for alternative assessments. Simulated cases and
formative assessment should be used.’

‘We need to change assessment procedures.”

‘Students that pass block assessments should not need to do the

end of year assessment again. We should be able to dedare them
competent or not competent after a rotation.”

‘Patients change during assessment or change their story, it is not
reliable.’

‘Standard setting and rubrics in clinical assessment can decrease
subjectivity.’

Integration and planning of assessment:
‘What about one integrated OSCE?
‘The whole department should be involved with training, setting
of papers and assessment.’

‘We need to plan assessment from the beginning.’

Resources:

‘Lack of trained educators, staff and resources need to be
addressed.”

‘Summative assessments are very labour intensive.’

‘The use of patients in summative assessment is problematic due
to numbers (of assessments per day).’

‘We need expertise and support in IT [Information Technology].
We can't spend so much time on this.”

To conclude the questionnaire, respondents could make final
comments. All but one were regarding the Nelson Mandela
Fidel Castro Medical Programme (NMFCMP) students who
share the training platform with the UFS students. Their
comments were:
‘Theadditional burden of the NMFCMP students have anegative
impact on training and assessment. The extra number of
students, as well as the extra effort to train them, decrease the
student-lecturer ratios for current students.”
‘More students pose problems with patients and logistics during
assessment.’
‘The current assessment is too labour intensive for the personnel
numbers.”
‘The logistics with so many students is a nightmare. We need
alternative assessment like workplace assessment.”

‘Resources should be addressed, like more lecturers and
personnel to cope with these (NMFCMP) students.’




One final quote:
“There is always scope for improvement, but we do good. If the
dinical training is good, the asseasment should confirm what
you already know’

Discussion

Because the response rate was 100%, results are representative
of assessment by clinical disciplines in the clinical phase of
the undergraduate medical programme at the UFb. The
results indicate the assessment practices in the different
disciplines, while recommendations made reflect personal
opinions of assessors responsible for assessments, and not
necessarily that of the discipline involved.

As van der Vieuten? states, "Any single assessment
method can never be perfect on all criteria and in reality
assessment always involves a compromise’. Therefore,
different assessment methods should be used fo assess
students’ competence in clinical medical training. More
than three-quarters of disciplines in this study used MCQs
to assess theoretical knowledge. The advantage of using
MCQs in assessment includes feasibility. In addition, when
questions are well constructed, validity and reliability
improve. Half the disciplines used short-written questions,
which have the advantage that logic, reasoning and
problem-sclving can be assessed. The disadvantages of
short-written questions include that the marking is labour
intensive and leaves scope for subjective opinions and rater

i8

(marker) bias*®

Performance tests or assessments are used when learners
need to demonstrate their competence and are appropriate
for clinical medicine.”” These types of assessment reflect the
level “does” as described in Miller’s pyramid ® Objective
structured clinical examinations and WBA are examples of
performance assessments. Workplace-based assessment is
described as the observation of students while they are
performing skills and competencies in the workplace ("does™;
they receive immediate feedback, to improve, reinforce or
certify a skill?'# Less than one-third of disciplines in this
study used direct observation or WBA for assessment. As
WBA is authentic and tests performance,” it is recommended
that this method of assessment should play a bigger role
in clinical assessiment® Workplace-based assessment and
training provide an opportunity to cerfify entrustable
professional activities. An example of an entrustable
professional activity is a student who dermonstrates effective
necnatal resuscitation every time it is done in the workplace;
the skill can be certified, and there is no need for additional
summative assessment.? Flalf the disciplines used O8CHs as
part of their assessment. Despite being labour intensive, the
validifty and reliability of O5CHs make it an excellent
assesstnent  method to measure clinical competence ™
Disciplines should be encouraged to use O5CHs to assess
clinical competence. Half the disciplines used long
cases during formative assessment. Asa formative assessment
method, observed long cases are appropriate for assessing

-

helistic care, communication and problemcsclving.®
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A quarter of disciplines used unobserved long cases during
sumimative assessment. This practice should be discouraged,
as neither communication nor clinical skills can be assessed

unless they are observed #¥ During summative assessment,
students do only two or three long cases, making this a less

valid and reliable assessment method because of the small

numbers,

Constructive alignment is essential during curriculum
planning! This involves the alignment of assessment
with course outcomes and training? Part of this planning
should also include blueprinting® and determining the level
of difficulty of the assessment using Bloom's taxonomy?® In
this study, alignment between assessment, cutcomes and
training was always or usually faken info consideration
during assessment planming. However, in less than half the
assessments in the different clinical disciplines, blueprinting
and the use of Bloom's taxonomy were considered in
assessment planning. In some disciplines, it was not done at
all. This is an area where assessment can be improved.

The feasibility of an assessment is dependent on resources.?
However, resources were not consistently considered when
assessment was planned. In general, the planning for
assessment seetns poor, with about a third of assessmenis
performed without standardised assessments tools.

The reliability of an assessment is influenced by the
assessmnent, the assessor and the student” In this study,
assessors were not well prepared or trained for assessments.
Less than a third of assessors always or usually received
formal assessment training before assessments. Two-thirds of
assessors had (always or usually) received informal training
before the assessment, and less than half ot assessors were
usually invelved with assessment planning. The above
assessor factors may contribute to unreliable assessments.
Resources and opportunities are available to address the lack
of tormal assessment training. Assessors should be
encouraged and supported to attend these courses as part of
professicnal development.

More than half the disciplines allowed subjective marking.
For many years, objectivity had been regarded as a
cornerstone of assessment — the introd uction of MCQs made
objectivity possible® In clinical practice, the management of
patients is not unidimensional, and different approaches
may all be corr Ten Cate and Regehr® argue that
‘subjective expert judgements by medical professionals are
net enly unavoidable but actually should be embraced as the
core of assessment of medical trainees’.

Effective feedback in the workplace supports learning and
competence development, which, in tum, improves patient
care.™ For feedback to be effective, it should be focused,
specific and on time.® Feedback after assessment is a routine
practice in only a few disciplines: only 15.4% of disciplines
always gave feedback after assessments. [f students do not
receive feedback, they may continue o do things wrongly




without knowing it. These poor feedback practices should be
flagged and addressed, to improve clinical competence and
ultimately patient care® Most disciplines indicated that
thev do not make memorandums available after assessments.
This may be because many disciplines use MC()s and prefer
to protect their question banks. Just more than half the
disciplines always make marks available to students
within the prescribed time frame of 2 weeks. When feedback
and marks are late, students are already busy with a
subsequent retation and may not see the feedback as a
learning opportunity.

From a quality assurance viewpoint, moderation of
assessments is of ubmost importance. Moderation  is
prescribed by the UFS assessment policy.® Moderation
usually or always takes place before assessment in at least
75% of disciplines, but only in half of disciplines after
assessment. This is a missed opportunity to improve
assessment and assessment practices,

Of  the six competencies prescribed by the
HPCSA, 2 only three — “Professional’, ‘Communicator” and

core

“Scholar’ —are assessed in more than half the disciplines, The
competencies
assessed  well

‘Communicator”  are
training and patient
presentations. ‘Collaborator”is assessed mainly in disciplines
where formal interprofessional training takes place. As
students work daily with staff members from other
disciplines, as well as in groups, the competency of
‘Collaborator” can also be assessed through feedback from

‘Professional”  and

during clinical

the teamn members. Although the competency “Scholar” was
assessed in most disciplines,
preparation for assessment (Jearning), and aspects such as
the creation, dissemination and translation of knowledge
were not assessed. Introducing a personal portfolio for each
student, where all assessments of competencies throughotut
their training are recorded, may be effective in this regard.

it mainly tock form of

just less than half the T&Ls believed that some students who
pass the summative assessment in clinical medicine are not
competent to become entry-level healthcare practitioners fit
for internship — they believe this despite assessors ‘certitying’
the students competent during assessment. This may be
because of the phenomencn of failure-to-fail, where assessors
pass incompetent students to prevent dealing with the
consequences of failure® It may also happen because they
are not confident in the quality of assessments.

Valuable recommendations were made on how to improve
the quality of assessment. Most of the respondents suggested
less emphasis on summative assessmentwith more formative
assessments. Amove fowards WBA and formative assessment
with feedback is recommended when clinical competence
must be assessed.” Better assessinent planning, the use of
standardised tools and better training of assessors were also
proposed. Although these were individual recornmendations,
it will benefit to determine the need for training and provide
support tor all assessors.
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The NMECMP students are South African students trained in
Cuba under the government to government agreement
between South Africa and Cuba. These students frain in
Cuba and then retum to South Africa where they are absorbed
in the different undergraduate medical programmes to
complete their last 18 months of training in South Africa.™
These students are included in the normal formative and
end-of-block assessments of the universities. The increase in
student numbers, with the added NMEPCMP students, creates
tremendous pressure on the current training platform with
limited resources. This may be a risk for poor quality of
assessinent and need to be addressed.

The {eedback from students, as well as a focus group
interview with the Té&lLs in the different modules, may
assist to form a helistic picture of current assessment
practices. This may also explore resistance or opportunities
for assessor training. With this added information, a
formal proposal for the improvement of undergraduate
medical assessmernt can be made. Por now, betier
implementation of moderation practices, specifically post-
assessment moderation, will contribute to improved

quality assurance.

Conclusion

Current assessiment practices for clinical students in the
undergraduate medical programme at the UES covers the
spectrurn that is necessary to assess all the different
competencies. Multiple-choice questions and OSCEs, which
are valid and reliable assessment methods, are used
frequently. The lack of trained assessors, poor feedback and
mederation practices should be addressed. More formative
assessiments, and less emphasis on summative assessment,
should be investigated. Workplace-based and continuous
assessment may be good ways to ensure the effective

assessment of clinical competence.
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Departmental questionnaire

Assessment in the clinical phase of the MBCHEB programme

2. In your assessment of medical students in Phase lll {clinical phase) please indicate with a cross which of
the following continuous {formative) assessment methods you use:
2.1 Continiaus gssessment:

Logbook

Case presentations

Tests [formal and informal)

Rotation mark

Direct observation of skills

what other do you use far continuou

Appendix . Original Research

2.2 _End of block assessment

MEQ test

short guestion test

Long dlinical case/s

Short clinical ase/'s

oscE

ospe

What other assessments do you use for end of block

2.3 End of year

Short quesion test

dlinical casefs

short clinical case/s

oscE

|DSPE

et b e A e e

d areund Always [Usually  |Sometimes [Never

5. Regarding

Do you compile nempranda for csisiasscssments?

|00 you make imemeranda for tests available to students?

136 vaut send tosts for modocation before asscssments?

Docs the moderator verify the rolts after marking?

120 you make rasulis available within 10 days of asscssment?

e The [itsl assessment lake place within T month of he
siart of the folalion?

bl

HPCSA required Competencies:

Please indicate if and how you test the following competencies?

A healtheare practitioner tobo a: [Tested  |How

Professional

Collaborator

C

I cader and manager

Llealth advocate

Scholar
7. In your opinion, indicate if the current assessment practices in your department are: (Molivate)
|A ppropriate Y N
Reliable Y N
Fair Y N
Of good standard Y N
§.|Do you think that all students who pass the final assessment in your
department are competent to be an intern? Xx: N
9. [Do you think that all students who fail should receive extended training
time? Y N

10. Do you have any snggestions on how to

rave the current assessment practices?

Thank you
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2. How often do you take the following

when planning

3.0 ¥or individnal assessments e.g. OSCE, clénicel cases, oral or pager

Alvrays someimes |Never

Rheprirding d ensure even spread

Rocms taxomomy t determiing cogmitive level

aligned with teaching

Asseeement aligned with oulsomis:

Rewmires available g, patients ssasors fmance:

Whien and how feedback will be given

st tools/rubri

3.2 Fore the ool asssssmint {(ticiond ozf Vo

Alvays [Oswally  [Sometimes [Mever

lucy o ensure even spread

Bloems lasonomy to delenmine cognitive level

Assessmert aligried with teaching

Assessmert aligned with o:tomes

urces available {og. paticnts, ssscsecrs, fnances)
and how lecdback will be given

|iu1:.ldr6vwd assessment tools/nibrics

4. Regarding assessors/examiners: Always |Usally  |Sumetimes [Never

B yons crnre il e = Feoeived Tormal g belar:
nenl

D yont crvnsee Tt oo 1s roeetverd InFovem] Faing,

ac cricnialion befow pesesamen|s?

130 yom allars: o subjective asscssments

Tl

sapres vl e assoss
before they are used?

INFORMATION LEAFLET

Study title: BEST PRACTICES FOR QUALITY ASSESSMENT IN THE CLINICAL PHASE OF
UNDERGRADUATE MEDICAL TRAINING.

Dear Colleague

I, Hanneke Brits, am doing research for my PhD study. Research is just the process to
learn the answer to a question. In this study, I want to learn more about the current
assessment practices in the clinical phase of the MBChB programme to assist me to
compile best practice recommendations to ensure quality assessment for our students.
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Evaluation of assessment marks in the clinical years of an
undergraduate medical training programme: Where are we and
how can we improve?
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Faculty of Health Sciences, University of the Free State, Bloemfontein, South Africa

Corresponding author: H Brits (britsh@ufs.ac.za)

Background: In high-slakes assessmernls, the accuracy and consislency of the decision Lo pass or {ail a sludent is as
important as the reliability of the assessment. The aim of this study was to evaluate the quality of assessment results in
the clinical phase of an undergraduate medical programme and to identify areas for improvement.

Methods: A cohort analvtical study design was usad. The final, end-of-block marks and the end-of-year assessment
marks of both fourth-year and final-vear medical students over three years were compared for decision reliability, test-
retest reliability, stability and reproducibility.

Results: 1 380 marks in 26 asscssments were cvaluated. The G-index of agreement for decision reliability ranged from
0.86 to 0.98. In 88.9% of asscssments, the test-retest corrclation cocfficicnt was <0.7. Mcan marks for end-of-block and
cnd-of-year assessments were similar; however, the standard deviation of differcnces between end-of-block and cnd-of-
vear assessment marks were high. Multiple-choice questions (MC(}) and objective structured clinical examinations
(QSCFE) yielded good reliability results.

Conclusion: 'I'he reliability of pass/fail outcome decisions was good. 'The test reliability, as well as stability and
reproducibility of individual student marks, could not be accurately replicated. I'he use of MC(}s and (3SClis are practical
examples of where the number of assessments can be increased to improve reliability. In order to increase the number of
assessments and to recluce the stress of high-stake assessment more workplace-based assessment with observed clinical

cases can be recommended.

INTRODUCTION

The pass/fail decision in summative assessment for
medicine and other professional qualifications holds many
consequences for the various stakeholders.[3 JFailure and
having to repeat modules have financial and emotional
implications for students, while they may lose trust in the
training institution.] Student failure may affect
throughput rates, as well as the reputation of the faculty
or university. 4] However, passing an incompetent student
may affect both patients and the healthcare system, e.g.,
through loss of life and avoidable expenses; it could also
lead to misconduct claims against individuals or
institutions.¢] Millerl”] emphasises this important
responsibility relating to assessment:

If we are to be faithful to the charge
placed upon us by society to certify the
adequacy of clinical performance... then
we can no longer evade the
responsibility for finding a method that
will allow us to do so.

If we are to be able to defend the outcome of high-stakes
exams, where the outcome has major consequences,®¢]
the assessment must meet the basic requirements of
validity, reliability and fairness.'*] From a theoretical
perspective, it is possible to improve the quality of
assessment by addressing criteria such as wvalidity,
reliability and fairness.['2]

An assessment is considered valid when it measures what
it is supposed to measure.!34 In the case of clinical
medicine, competence must be measured. Validity in
clinical assessment is usually evaluated using Miller’s
assessment framework.['s] According to this model, a valid
assessment for competence must be on the “show how”
and “does” level. However, when validity is increased by
assessing in real-life situations, the reliability of the
assessment may decline, due to subjective judgements and
the lack of standardisation.t'8] Before the validity of an
assessment can be evaluated, its reliability must be
established. 4]

The reliability of a clinical assessment is defined as the
degree to which a test measures the same concept in
different assessments and obtains stable or reproducible
results.['78] Reproducibility, a synonym for reliability, is
described as the closeness of or variation in results of
successive measurements of the same assessment carried
out under the same or nearly the same conditions.[9] With
any assessment some form of “measurement error” will
occur. This error should be as low as possible to ensure
accurate assessment. The calculation of this error
determines the reliability of an assessment.["®] Reliability
can be evaluated with various measures, depending on the
data that is available and what you want to establish.[°]

From a theoretical viewpoint, an assessment can be
considered fair if everybody is subjected to the same
assessment, under the same conditions, and all are marked
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by the same assessors using the same mark sheets.?" In
practice, an assessment is fair when the interpretation of
the results is transparent and just, and when nobody is
disadvantaged in the process./??

One of the aims of assessment evaluation should always be
to improve the quality of assessment for all
stakeholders.?! A fine balance should exist between
traditional and innovative assessment methods by
selecting judiciously sound assessment methods above
tradition or convenience.l¥) The decision to change or
improve assessment practices or to move towards more
innovative assessments should be based on facts rather
than on preferences.Y As a first step to improve the
quality of assessment in the clinical years of
undergraduate medical training the quality of current
assessment must be established.

Pass/fail decisions are made on predetermined criteria. In
high-stakes assessments, the accuracy and consistency of
the decision to pass or fail a student is as important as the
reliability of the test or assessment.[372324] Decision
reliability is a term used to measure the consistency with
which pass/fail decisions are made.!3!

The best way to evaluate the reliability of a clinical
assessment is to assess the same participants under
similar circumstances on more than one occasion,[®s]
which is almost impossible in real life situations. The
reliability of an assessment can be improved by using
standardised questions and mark sheets, and multiple and
trained markers, and by increasing the number of
questions.l*®) A high correlation between the different test
scores (r >0.7) is indicative of test-retest reliability. !

The undergraduate medical programme at the University
of the Free State (UFS) is a five-year, outcomes-based
programme that runs over 10 semesters. The clinical
phase is presented from semester 6 to 10. In the clinical
phase of the programme, students are assessed in different
disciplines. Some disciplines are grouped together to form
a module. For example, in the fourth year, the surgery
module consists of general surgery, orthopaedics,
ophthalmology and otorhinolaryngology. Modules are
presented in blocks. Students rotate between different
blocks to cover all modules presented in the specific year.
At the end of each rotation (block), students are assessed
by the end-of-block assessment. In the fourth year,
students must pass all disciplines to progress to the fifth
year. If students meet minimum requirements in the fifth
year, but fail certain disciplines, they are required to
repeat only the failed disciplines. Admission to the final
end-of-year assessment in the fourth and final year
requires that students meet end-of-block academic as well
as attendance requirements. Students in the fourth and
final years must pass all disciplines in all the modules,
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including each of the clinical and theoretical components
individually (if applicable), to pass the final end-of-year
assessment.l””] Regarding clinical cases, students must
also pass more than 50% of the cases, irrespective of the
overall clinical mark obtained. If a student fails the end-of-
year assessment (fourth and final years), but meets
minimum requirements for reassessment, the student is
allowed to do a reassessment within one week of the end-
of-year assessment.[*”) The pass mark for assessments is
predetermined at 50% as per university regulations. No
formal standard setting process exits. Assessments are
blueprinted and assessments rubrics or memoranda are
moderated before assessments. See Figure 1 for a flow
diagram of the assessment process.

End-of-block assessment

f Admission
&

g End-of-year assessment
)
s
‘5 Re-
o F assessment P
§ a a
g i s
¥§ ] 2 gpportunity assessment
s s
> P
2> Py
Fail and repeat year of module Passand progress

Figure 1: Flow diagram of assessment process and
outcome in the fourth and final years of the
undergraduate medical programme, UFS.

The end-of-block assessment and the end-of year
assessment cover the same content and are generally
conducted by the same assessors (academic staff in clinical
departments). Both these assessments consist of
theoretical as well as clinical assessments. Different
disciplines structure their assessments differently, which
make comparison between disciplines not feasible. No
regulation or specific reason was found for conducting an
end-of-year assessments after the end-of-block
assessments and it is possibly more traditional than
evidence based.

The aim of this study was to evaluate the assessment
results of high-stakes assessments in the clinical phase of
the undergraduate medical programme. This will assist to
make recommendations for improving the quality of
current assessments in the undergraduate medical
programme, with validity, reliability and fairness in mind.
The objectives were as follows:

1. To determine the decision reliability of the current
summative assessments, and whether pass/fail
decisions can be defended;

2. To determine the test-retest correlation between
different assessments;
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3. To compare the reliability results of different
assessment methods.

METHODS

A cohort analytical study design was used. The study
population consisted of all the fourth-year and fifth (final)
year undergraduate medical students at the UFS who
participated in the last end-of-block and end-of-year
assessments of 20186, 2017 and 2018. The last end-of-block
marks (obtained during the last rotation of the year) and
the end-of-year assessment marks obtained during the
final assessment at the end of the academic year, were
used for data analysis. Data were collected retrospectively.
Between the last end-of-block assessment and the end-of-
year assessment, no formal training and very little
learning takes place, which make these assessments
comparable, but not identical.

The authors used an aggregated approach to look at the
reliability of assessments, as an individual approach was
impossible due to the variability in the way each discipline
designs multiple choice questions (MCQs), clinical cases
and objective structures clinical evaluations (OSCEs) and
or objective structured practical evaluations (OSPEs). The
reliability of the theoretical and clinical assessments were
determined separately. Theoretical assessments consisted
of papers with MCQs only and papers with a combination
of MCQs and mostly short written questions. Clinical
assessments included clinical cases, OSCEs and OSPEs. In
clinical cases the student assesses a patient unobserved
and then reports on findings while the assessors clarify
findings and ask predetermined questions. The term OSCE
is used for assessments in the form of dlinical stations with
patients or simulated patients. Students were directly
observed at these clinical stations. The term OSPE was
used for assessment involving unmanned stations, where
students had to interpret diagnostic investigations, e.g., x-
rays or laboratory results. Different disciplines use
different combinations of assessments, however
disciplines use the same combinations during end-of-block
and end-of-year assessments.

Table 1 categorises the disciplines as either surgical or
medical, indicates the study year(s) in which a discipline
is presented, and lists the different assessment methods
used for each discipline. General surgery, orthopaedics,
urology, otorhinolaryngology, ophthalmology,
anaesthetics and obstetrics and gynaecology are classified
as surgical disciplines (n=7). Internal medicine,
paediatrics, family medicine, oncology and psychiatry are
classified as medical disciplines (n=5).

Table 1: Classification of disciplines, study years of
presentation and types of assessment per discipline
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Discipline Classification Study Assessment
year types
Discipline A Surgical gands Theory, clinical
Discipline B Surgical gands Theory, clinical
Discipline C Surgical gqand g Theory, clinical
Discipline D Surgical 4 Theory
Discipline E Surgical 4 Theory
Discipline F Surgical 5 Theory, clinical
Discipline G | Surgical 5 Theory
Discipline H Medical gands Theory, clinical
Discipline [ Medical qands Theory, clinical
Discipline J Medical 4ands Combined
Discipline K | Medical 4 Theory
Discipline L Medical 5 Combined

Data collection

Student marks, corresponding with respective student
numbers, were obtained from the official marks database
used by the Faculty of Health Sciences, This is an extensive
database with numerous datasets, available in Excel
spreadsheets for each student per discipline and per
assessment. It is a secure database with password
protection — only authorised access is permitted. All
marks, including that of reassessments, were used to
compare final pass/fail outcome decisions.

Data management and analysis

The Department of Biostatistics performed data analysis
using SAS Version 9.4. Calculations were done per
discipline for fourth-year and fifth-year students
separately.

The decision-reliability between the final end-of-block and
end-of-year assessment was calculated using 2x2 tables.
Due to the skewed data, kappa values could not be
calculated®] and a value of > 0.7 on Holley and Gilford’s
G-index of agreement(*9] (as an alternative for categorical
judgement) was considered as reliable. The Holley and
Gilford’s G-index of agreement allows for correlation in
the presence of skewed data. As a final step to evaluate
the pass/fail outcome decisions, the reassessment
outcome decision was compared with the final end-of-
block and end-of-year assessment outcome decisions.

To determine test-retest reliability between final end-of-
block and end-of-year assessment marks, Pearson
correlation coefficients were calculated. A correlation
coefficient of = 0.7 was considered as reliable.[24]

The mean and standard deviation of differences between
end-of-block and end-of-year assessment marks were
calculated. This mean is used as an indication of
assessment stability. The percentage of students whose
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marks for the end-of-block and end-of-year assessments
differed by less than 10% for the two assessments was
calculated to assess reproducibility. The assessment was
considered reliable if the reproducibility was at least 80%.

For clinical cases, the individual student marks obtained in
consecutive assessments performed on the same day were
also compared. The mean of the different cases was
compared to determine test consistency, and the variance
in marks (standard deviation) obtained by individual
students was calculated to determine reproducibility.

Ethical considerations, quality and rigour of data
management

Fthical approval to conduct the study was obtained from
the Health Sciences Research Fthics Committee of the UFS
(UFS-HSD 2019/0001/2304) and permission to use
student data was granted by the relevant university
authorities. All data were managed confidentially and only
student numbers were used. No student or discipline is
identified in the published results.

RESULTS

A total of 1 380 marks in a total of 26 administered
assessments were evaluated. In Table 2 the numbers of
students included in the study per discipline are indicated
for the different years. Some disciplines are presented in
only one of the study years (see Table 1). The study used
the marks of 12 disciplines within the medical programme.

Table 2: Number of students per discipline for different
study years

Discipline 4" year
2016 2017 2018
Discipline A 30 37 26
Discipline B 30 37 26
Discipline C 30 37 26
Discipline D 30 37 26
Discipline E 28 37 27
Discipline F 21 22 17
Discipline G 21 22 17
Discipline H 21 19 15
Discipline I 22 22 16
5 year
2016 2017 2018

Discipline A 23 29 35
Discipline B 23 2g 35
Discipline C 14 20 18
Discipline F 23 29 35
Discipline G 31 28 37
Discipline H 15 15 15
Discipline [ 31 28 37
Discipline J 15 18 21
Discipline L 18 18 21

Decision reliability of pass/fail decisions
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In two of the 12 4™ year assessments, and seven of the 14
5" year assessments, the pass/fail decisions in the final
end-of-block concurred with the end-of-year assessments,
all students passed. In the remaining disciplines, there
were between 92.5%0 and 98.9% agreement of the same
pass/fail decision outcome between the end-of-block and
end-of-year assessments. The G-index of agreesment
values ranged from 0.86 to 0.98.

Three fourth-year students obtained marks below 50% in
the final end-of-block assessment. They subsequently
failed the end-of-year assessment too, as well as the
reassessment, and therefore had to repeat the year. No
fifth-year students obtained marks below 50% in the final
end-of-block assessment, or failed the year. Three fourth-
year students and two fifth-year students passed the final
end-of-block assessments, and then failed a subcomponent
of a discipline/module in the end-of-year assessment. All
these students qualified for reassessment, according to the
rules, and all passed the reassessment and, therefore,
passed the year.

Test-retest correlation of end-of-block and end-of-year
results

In the fourth and fifth years respectively, 12 and 15
assessments were compared for test-retest correlation.
Three assessments in the fourth vear had correlation
coefficients of = 0.70. None of the assessments in the fifth
year had correlation coefficients of = 0.70. These results
are displayed in Table 3.

Stability of assessment marks per discipline

Table 4 summarises the differences between the final end-
of-block and the end-of-year assessment marks per
discipline and per study year. The mean differences
between marks obtained in the final end-of-block and end-
of-year assessments varied between -11.4% (Discipline K,
fourth-year group) and 7.5% (Discipline F, fifth-year
group), with Discipline K emerging as a clear outlier.

Reproducibility and assessment methods

The percentage of students whose final end-of-block and
end-of-year assessment marks were within a 10% range
varied between 33.3% (Discipline K fourth year) and
08.9% (Discipline I fifth year). The individual marks of
students varied considerably, as indicated by the high
standard deviation, particularly for the fourth-year group.

In Table 5 these percentages are given for the different
assessment methods.

Differences between marks for consecutive clinical
cases
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In three disciplines, students were assessed on two or between o0 and 45% for different cases in the same
three clinical cases on the same day. The mean marks digcipline. In Table 6, the mean, standard deviation,
obtained per discipline were within 4.5% of each other. minimum and maximum of differences in student marks

obtained for consecutive cases are indicated per discipline.

Table 3: Correlation between final end-of-block and end-of-year assessment marks, per discipline, study year and type of
assessment

4™ year 5™ year
Discipline
Theory Clinical Comb Theory Clinical Comb
0.47 0.61
Discipline A 035" (p<o.01} # (p<o.01) (p<o.0L) 0.34 (p<0.01)
0.48 0.23
Discipline B 032 (p<0.01) (p<o.01) (p<o.01) 0.24 (p=0.03)
Discipline C 0.60 (p<0.01} 0.34 (p=0.01) 0.67 (p<o.01)
Discipline D 0.80 (p<o.01)
Discipline E 0.50 (p<o.01)
Discipline F 0.57 (p<o.o1) 0.40 (p<o.01)
0.25
Discipline G (p=0.01)
0.62 0.35
Discipline H 0.61 (p<0.01) {p<o.01) (p<o.01)
Discipline I 0.78 (p<o.01} 0.53 (p<0.01} 0.64 (p<o0.01) 0.32 (p<o.01)
Discipline J 0.23 [p=0.7} 0.66 (p<o.01)
Discipline K 0.43 (p<o.o1)
Discipline L 0.46 (p<o.01)

* correlation coefficient # p-value

Table 4: Differences between the end of block and end-of-year assessment marks, per discipline and study year.

4™ year 5t year
Discipline A Theoretical 3.2G 11.04 -0.87 7.25
Discipline A Clinical -3.44 g.21 -4.51 7.63
Discipline B Theoretical 1.60 10.67 -0.06 G.82
Discipline BE Clinical -1.22 10.8g -0.64 7.63
Discipline C Theoretical 2.05 6.81 2.06 8.62
Discipline C Clinical 0.79 6.12
Discipline D Theoretical -1.G1 4.54
Discipline E Theoretical -1.51 6.27
Discipline F Theoretical -2.29 Gg.10
Discipline F Clinical 7.45 8.59
Discipline G Theoretical -4.16 10.63
Discipline H Combined -0.78 5.69 L11 4.68
Discipline I Theoretical 4.43 4.75 4.08 6.01
Discipline I Clinical -1.36 2.10 -7.27 7.36
Discipline ] Combined 2.65 12.38 0.97 5.55
Discipline K Theoretical -11.42 12.84
Discipline L Combined -1.44 5.30

* A positive mean indicates that the end-of-year marks were higher than the end-of-block marks, while a negative mean indicates that the
end-of-year marks were lower than the end-of-block marks.
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Tahle 5: Percentage of students whose final end-of-block assessment and end-of-year marks were within a 10% range, by discipline,
rear group and assezsment method

Theory Climical
MCQ Combined paper Clinical case O5CE | 05FPE
4% Yiar
Disvipline & G777 42
Migcipline R AE.f* 4.5
Discipline C S8,
Diacipline 0 4E.7
Lisuiplin: L 314
Nizcipline H [N
Mizcipline [ G2 g
Discipline ] 54.7
Liscipline K 3533
5" venr

Migcipline A &hg 7.5
Discipline & 72.4* 516
Diacipline C 750 G4
Discipline I G0 ¢ a1
Dizcipline [+ B0
Nigcipline H g fin3,
Discipline [ 7.5 5.5
Discipline | 4.4
Liscipline L 36,3

#This assessment originally tonsisted of g0 questions, but the number of guestions increased
i 2oy *These assessments consisted of 50 or fewer questions per assessment.

Table 6i: Mifferences in marks obtalned for congecutive cages per digdpline

Discipline Cases Mesn dillerence Slindard devialion N inimum Maximum
Uzt 1421 145 1211 W] 15
Discipling 4 Cage 113 13 127k a5 a7
Came 243 015 12,08 -7 50
Case 142 ~2.52 14,95 -45 a5
Discipline H Lage 1+3 436 14-55 “H a5
Case 243 204 1320 34 43
Discipline | Case 142 147 11,44 25 50
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DISCUSSION

The results presented here may be considered
representative of the selected study population as all the
student marks were available, in a usable format, in the
database.

The aim when evaluating the quality of an assessment
should be to identify areas that can be improved in the
assessment.[3° Data for this study were obtained with this
aim in mind rather than to pronounce judgement on the
reliability of current assessment methods and practices.

Calculating the reliability of pass/fail outcome decisions
using a kappa-coefficient is described in literature.[53] In
this study, very few students failed, and the small numbers
made the kappa statistic inappropriate for this
measurement.[32] A G-index of agreement was, therefore,
calculated.*® In almost half the disciplines investigated,
the agreement between the outcomes obtained in
assessments was 100%. For the remaining disciplines, the
G-index of agreement was above 0.85. The decision
reliability on pass/fail outcome decisions for clinical
assessments in the undergraduate medical programme at
the UFS can, therefore, be considered excellent. The
comprehensive end-of-block assessments, the strict
admission requirements to the end-of-year assessment,
and the reassessment opportunity may be reasons for this
finding. Each individual student result, as well as
discipline specific results, are discussed at the examination
admission and final examination meeting to ensure
defensible outcomes. With the current measures in place
and the addition of standard setting to ensure accurate
pass/fail decisions, during end-of-block assessments, the
necessity of an end-of-year assessment may be
reconsidered.

The test-retest correlations were low and did not reach a
value of =zo0.7 for any of the fifth-year students’
assessments. This indicates poor reliability for individual
assessments. The reliability of an assessment can be
affected by the students, the test and the markers.[77:20]
Student factors that could contribute to the low test-retest
correlations include that students who had passed the
recent final end-of-block assessment might be confident
about passing the end-of-year assessment, and then opt to
study for disciplines/modules in which they had passed
the end-of-block assessment some time ago. The added
stress of high-stakes assessment, together with
uncertainty about future work and placement, could also
influence students’ performance. Performance stress
during high-stakes assessments is well described.3334] The
effect of additional stress is unpredictable - it can have a
positive or negative effect on academic performance.[3s]
More and regular low-stakes assessments may address the
student factors described above. Test factors that could
have played a role in this study include that, even though
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the same content was assessed in both the final end-of-
block and end-of-block assessments, the questions differed
and no formal standard setting was performed.
Furthermore, not all competencies could be tested in all
assessments, with very few assessments performed
summative assessments. Competency in one case has a
poor reproducibility for another case.] Finally, the
markers stayed the same during both assessments, with
the exception of a few additional external assessors. By
increasing the number of assessments during rotations the
reliability of overall assessment can also be improved.

The mean marks obtained in the end-of-block compared to
end-of-year assessments did not differ much. The
exception was the theoretical assessment in one discipline
in the fourth year, where the end-of-year mark obtained
was 11.4% lower than the final end-of-block module mark.
The reason for this difference is not clear, though
moderation reports of these assessments could provide
some insight. The small variation in the mean marks (end-
oi-block vs. end-of-year) per discipline may be an
indication that the assessments were of the same
standard. However, the standard deviation was high for all
assessments, indicating large differences in the marks
obtained by individual students in the two assessments.
These differences occurred in theoretical as well as clinical
assessments. Poor validity of the assessments or the
student factors discussed above may be reasons these
differences.

Assessment methods wvaried across disciplines and,
therefore, direct comparisons could not be made between
different  assessment methods. For  theoretical
assessments, MCQ papers with more than 30 questions
produced student marks within a 10% range, indicating
reproducibility. Reproducibility could not be proved for
assessments with fewer than 30 questions. The
reproducibility of assessments can be improved by
increasing the number of questions.[2°] Clinical OSCEs
yielded good reproducibility results, while OSPEs and
clinical cases did not. Patricio and co-workers!®] analysed
the results of 366 articles on OSCFs performed in
undergraduate medical education, and concluded that
OSCEs produced reliable results and were feasible for
assessing competence. An OSCE in itself is not reliable, but
can produce reliable results if adequate sampling, good
quality questions and mark sheets, time allocation per
station and trained assessors are used.['92:37] OSPEs lack
clinical interaction and demonstration of competence,
making OSPEs almost equal to written questions.[38]

Clinical cases or long cases are renowned for their poor
validity and reliability.®® Evaluation of the marks
obtained for consecutive clinical cases revealed a high
standard deviation, despite a stable mean mark. A
difference of up to 45% was observed in marks obtained
for different clinical cases performed by the same student.
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A possible reason may be patient selection and reuse of
patients for the assessment. It is difficult to find enocugh
suitable, similar and stable patients to use in clinical cases,
making long cases less practical and reliable for
summative assessment.[#?] Assessors also need to make
subjective judgements of competence which may influence
reliability. Nevertheless, clinical cases have a definite role
to play in low-stakes and formative assessment of which
the aim is learning.[] An advantage of using long cases is
that a student can be assessed holistically on an actual
case.[*] This advantage is lost when the student’s
examination of the patient is unobserved, and is followed
by the student reporting his/her findings.[4 It has been
calculated that 1o dlinical cases are necessary to achieve
acceptable reliability with clinical cases.[+2] These numbers
are only possible when workplace-based assessments are
used.[9) From the above it is recommended that clinical
cases only be used for formative assessment.

Reliability is only one aspect of quality assessment to
ensure clinical competence. To achieve quality assessment
of clinical competence, students should be assessed in real
life, or in near-real-life situations. Assessing clinical
competence is a complex procedure, with many
dimensions requiring different assessment
methods.[v3943] The highest level of competence, according
to Miller's framework!”) for assessment, is “does”. To
ensure the competence of future medical professionals, we
should assess them frequently, and in the workplace, and
move away from overemphasis on high-stakes
assessments.44] Miller!”! states that,

No single assessment method can provide all
the data required for judgment of anything so
complex as the delivery of professional services
by a successful physician.

However, real-life situations are not stable and
reproducible. This poses challenges ensuring the reliability
of assessments.[4! Tt is important to take the quality of the
assessment process as a whole into account, and to avoid
merely focusing on validity, reliability or fairness as
individual components to improve the assessment.

Limitations to the study

The quality of pass/fail decisions for the individual
assessments (end-of-block and end-of-year) were not
formally established before these assessments were
compared with each other. However, the outcome of each
assessment per student is discussed during the
examination admission meeting and the examination
results meeting to ensure accurate decisions.

The validity and fairness of the assessments were not
assessed in this paper. This paper is only a step in the
process to assess the quality of assessment.

The end-of-block and end-of-year assessments that were
compared are not identical, but comparable. It is almost
impossible to get identical assessments in dinical
medicine as it is performed in real life situations.

Results of students were grouped together per discipline
and not displayed per individual student per discipline.
The aim of this paper was however not to look at
individual students or assessments, but at a collective.

CONCLUSION

The reliability of pass/fail outcome decisions in dinical
assessments in the undergraduate medical programme
involved in this study was found to be good. The necessity
of end-of-year assessment after a comprehensive end-of-
block assessments may be questioned. The test reliability,
as well as stability and reproducibility of individual
student marks, were less acceptable. The use of MCQs and
OSCEs are practical examples of where the number of
assessments can be increased to improve reliability. In
order to increase the number of assessments and to reduce
the stress of high-stake assessment more workplace-based
assessment with observed clinical cases can be
recommended.
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Introduction

Quality assessment requires that the type and content of the
assessment is aligned with the outcome of the training
programme.[’) The outcome of the undergraduate medical
training programme in South Africa is to produce competent
medical doctors who can integrate knowledge, skills and
attitudes relevant to the South African context.[Z Assessment
of clinical competence is a complex process, due to a number
of factors, which include the constant emergence of new best-
practice medical evidence,[*Ithe theory-practice gap between
what is taught and what is observed in clinical practicel**]
what is feasible/” and the challenges of assessment in real-
life situations that may compromise the reliability of the

assessment.™

Competence assessment must satisfy various stakeholders,
which include patients and the general public, training
providers, regulatory bodies and students. Training facilities
have a responsibility to ensure that they perform this
assessment task effectively and can defend the results of

high-stakes assessments ]

A paper describing a framework to benchmark the quality of
clinical assessment in a South African undergraduate medical
programme, provides context-specific theoretical principles
for undergraduate medical assessment.' Assessment
reports and quantitative studies (In press) on current
assessment practices used for undergraduate medical
students at the University of the Free State (UFS) showed that
these principles are not always adhered to, which may

compromise the defensibility of high-stakes assessments.

This study aimed to obtain qualitative data to suggest
practical recommendations on best assessment practices to
address the gaps between theoretical principles, that inform
assessment, and current assessment practices. These
recommendations will be combined with other research
results to prepare a proposal to inform quality assessment at
the UFS.
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Methods

Research design

A focus group interview (FGI) was used to triangulate theory
(i.e. theoretical principles that inform assessment) with
current assessment practices, to compile recommendations
that should assist with quality assessment in undergraduate
medical training. A FGI can be used in a mixed-methods
design to triangulate qualitative and quantitative data from
different sources[*) as was done in this study. Various
definitions exist for an FGI, and some researchers even use
the terms FGI and focus group discussion (FGD)
interchangeably.['2 The difference between an FGI and an
FGD is that the main objective of an FGI is to obtain answers
to specific questions while, in an FGD, the interaction between
the group members and the group dynamics are as important

as the information gathered.[121]

Merton and Kendall (in Cohen et al.¥*! first described the

concept of an FGI in 1946 and concluded that:

e During an FGI, there is a greater degree of interviewer
control;

e The people participating in the interview should share
experiences;

¢ The interview questions are based on previous data
analysis; and

+ Subjective experiences of people who have been exposed

to the same experience are gathered.

The strength of a focus group is that it stimulates new or
forgotten ideas and that members can build on the input of
others. Some of its limitations are that it can be difficult to get
members together, the group may not be representative, and

some group members may dominate others.[1+1%

Participants

In an FGI, between five and 12 members interact, debate and
argue their opinions on a specific issue. The participants of
the focus group should represent the target population.
Members that participate should do so voluntarily, should be
knowledgeable on the subject and able to communicate in a
group.['1 The clinical phase at the UFS comprises six modules.

The six teaching and learning (T&L) coordinators of these
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modules were invited to participate in the FGI. Five of these

T&L coordinators participated in the FGI.

Faciiitator

The facilitator asks specific questions with the view to obtain
answers to specific questions!™ It is important for the
facilitator to monitor the group dynamics and ensure
participation by all members. The facilitator must be in control
of the situation and should avoid too much or too little
personal participation.'d A facilitator with experience in
higher education and in conducting FGIs was used to facilitate

the process.

Questions

An FGI is not merely a general discussion, but is focused on a
specific topic. Usually, the discussion starts broadly and, then,
spirals inwards to address the research question/s!® The
questions asked during this FGI derived from an assessment
framework for undergraduate medical programmes,[ ™ as well
as the results of current assessment practices (In press) and
publications with recommendations for undergraduate
medical assessment.['2%!7] The guidelines for developing
“good focus group questions”, which include that the
questions must be short, clear, open-ended and directional,
as described by Krueger and Casey!'™ were followed.
Questions were categorised and grouped. All the questions
were available in the facilitator and participant guides which

the facilitator and participants received before the FGI.

Logistics

An FGI should last between 60 and 90 minutes!™! To capture
all the information, the facilitator needs to take notes of the
discussions and non-verbal cues. It can be helpful to record
or videotape the discussion, and to use a co-facilitator to take
notes and write down observations too.'? The researcher
arranged a neutral venue, confirmed the availability of the
facilitator and participants and provided refreshments. The
facilitator received all the necessary documents well in
advance of the FGI. The researcher met with the facilitator
in person about the process to be followed and to clarify
uncertainties and agreed on the process. All participants
received a participant guide one week before the FGI and a
reminder to attend one day before the FGI was conducted on
29 January 2020.
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Data collection

The aim of an FGI is not consensus, but rather the gathering
of rich ideas.'] The facilitator asked one question at a time
and encouraged active participation by all participants.
Discussions continued until all participants were satisfied with
the answer to a particular question. If no answer or more than
one answer or suggestion were offered, the facilitator
encouraged participation until no new ideas were produced.
More than one answer or disagreement between opinions

were allowed.

Pretesting of focus group and explorative interview

No test run of the FGI was done, as it is important to obtain
the collaborative feedback of the whaole group. The validity of
the questions asked in the FGI was discussed in an explorative
interview with the promotors, and was based on previous

experience of the researcher.

Analysis of data and reperting

An audio recording of the FGI was transcribed by the
researcher immediately after the FGI concluded. The
researcher used a video recording to verify the accuracy of
the transcription. A matrix, as suggested by Onwuegbuzie et
al.”™ was used to transfer the answers of the specific
questions. Data were reported under specific categories and
questions. The audio recording was used again to verify the

information on the matrix.

Ethical considerations

Ethical approval for the study was obtained from the Health
Sciences Research Ethics Committee, UFS (UFS-HSD
2019/0001/2304). UFS authorities approved the inclusion of
personnel. Informed consent was obtained from participants
for participation and for making the audio and video
recordings. Participants were not identified and a participant
number was allocated to each, which is also used for data

reporting.

Quality and rigour of the data management

To ensure the credibility of the data collection, all the research
questions were clarified with the promotors. The facilitator
ensured active participation by all participants, and clarified
concepts to improve the quality of the data. Local, national
and international assessment guidelines were included to

make the recommendations transferable to other institutions.
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The focus group participants and interview process were
clearly described for the purpose of assessing the
dependability of the results. Confirmability was ensured by
audio and video recording of the process and verifying results

after completion of the result template.

Results

The T&L coordinators for five of the six modules that are
offered in the clinical phase of the undergraduate medical
programme attended the FGI. The process proceeded as
planned and took 95 minutes to complete. The audio
recording was of good quality, with all conversations clearly
audible and respondents identifiable. The participants
provided answers to all the questions in the FGI, and all
participants contributed and gave original suggestions and
participated in the discussions. No participant dominated or
withdrew during discussions.

The results of the focus group interview are displayed in three
tables according to the adjusted template suggested by

Onwuegbuzie et al.[*]

In table 1 the results for the outcome of the programme,
competence, validity and reliability are displayed. Table 2
addresses the results for fairness, feasibility, educational
effect and assessment methods and Table 3 quality

assurance, training and general comments.

Discussion

The FGI met the requirements for a good FGI regarding
participants, the facilitator, the questions, logistics,
explorative interview and data collection and analysis. The
results are also representative of the study population, with

five of the possible six participants included.

The first question was around the outcome of die
undergraduate medical programme. All the participants
agreed with the outcome as is, namely, to produce a
competent medical doctor who can integrate knowledge, skills
and attitudes relevant to the South African context. This clear
outcome should be kept in mind during all assessments. This

outcome is in line with the regulations stipulated in the Health
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Professions Act of South Africa, the South African Quality
Assurance Authority and the assessment policy of the
UFs_[2,17,21]

The next questions focused on competence and the way it is
assessed. Clinical competence must be assessed on the
“Does” level, according to Miller's pyramid![?) It was
mentioned that the actual demonstration of this competence
only occurs during internship, which is still part of training
(students must complete internship and community service
before registering as independent medical practitioners with
the HPCSA). A suggestion to implement pass/fail stations and
not only an average of 50% or above to pass, was well
accepted. A discussion on the difficulty to ensure competence
with a pass mark of 50% (the pass mark according to the UFS
assessment policy) provided more questions than answers. It
must be recognised that a mark of 50% indicate that the
student is competent and not “half competent”. All assessors
should be aware of how they allocate marks and the
implication thereof. Further discussion in this regard was
recommended to clarify the meaning of 50% in the context of

competence.

During questions regarding validity, good practices were
shared and recommendations made. It was agreed that T&L
coordinators should take responsibility for assessments, to
ensure the validity of assessments. Blueprinting of all
assessments should be done. Blueprinting will improve
content validity, and using appropriate assessment methods
will improve construct validity.'® There is no need to add
additional assessment methods, as most assessment methaods
described for undergraduate clinical assessment!®d are
currently used at the UFS. It was recognized that a shortages
in the workforce favour the use of less labour-intensive
assessment methods, e.g., multiple-choice questions rather
than longer written guestions that can assess higher cognitive
levels. The lack of trained assessors also limits the use of
waorkplace-based assessment (WBA) and
assessment/competency portfolios to assess competence. To
address the workforce issue, all clinicians should be trained as
assessors, and registrars can be included in the assessment
process. By including registrars, they are trained on the
important skill of assessment, and it may help to spread the
workload. Regarding the assessment of professionalism and

"soft skills,” the suggestion to implement a “professionalism
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portfolio” and implement the graduate attributes policy of the

university were supported and should be investigated.

The participants gave valuable input on aspects to improve
the quality of assessment, including recommendations on
reliability, fairness, educational effect and feasibility.
Competency assessment cannot be 100% reliable, but the
suggestions to use WBA and assessment/ competency
portfolios were recommended to increase the number of
assessments. WBA and assessment portfolios are excellent
ways to assess competence, but reliability may be
compromised [ Although portfolios and WBA are labour
intensive, these methods are more authentic and the number
and type of assessments can increase, thereby contributing to
reliability.2%

The lack of formal feedback to students was identified as an
area of concern — feedback plays an important role to promote
student learning and improve patient care.”™ Feedback is also
a requirement stipulated in the assessment policy of the
UFS.[?U The scheduling of formal feedback sessions after
assessments may assist with the implementation of formal
feedback, a practice that is currently lacking in the

undergraduate medical programme.

Participants in the FGI recommended decreasing summative
assessments and only performing these for borderline
students. This practice will also address some of the problems
with the feasibility of summative assessments. Less emphasis
on summative assessment is well supported in the literature
e.g. assessment results should not depend on a single
summative assessment, as competency in one case is a poor
predictor of competency in another.?”] Performance stress
during high-stakes assessments may also contribute to less
reliable outcomes,?@ and a single poor performance should

not affect the outcome of years of training ]

The lack of post-assessment moderation was identified as a
risk for quality assessment. Although procedures and
checklists for moderation are available, the implementation is
not standard practice in all departments. Quality assurance
and moderation are important components of ensuring and
maintaining the quality of assessment.21 An e-mail to remind
departments to do moderation, and spot checks, may

reinforce the implementation of this important practice.
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During the FGI clinical training was also discussed in relation
to assessment. Biggst® describes the term constructive
alignment as comprising outcomes, teaching and training
activities and assessment that are planned to complement
and support each other. Students indicated in their feedback
before the FGI that they want more on-site practical training
in wards and clinics (In press). The increase in student
numbers and decrease in teacher numbers also decreases
supervised, hands-on practical training for students. A
suggestion for countering the lack of clinical exposure is to
stipulate clearly and monitor available clinical training time.
Another factor that affects clinical training negatively is
overburdened clinicians, who may not necessarily be good
role models and tend to give students time off, so that the
clinicians can get clinical work done, rather than spend time
on training. This practice may be due to burnout, as evidenced
by a study in this academic setting that showed that only
3.4% of the doctors included in the study showed no signs of
burnout.® The participants mentioned the importance of
developing core competencies in undergraduate students,
such as professionalism, leadership and scholarship,F* how
to cope in difficult situations, and practicing self-care which
should be included in clinical training. The training platform
may be an opportunity for students to see how to behave
professionally, but also how not to behave. It was discussed
that students may not be aware that, although they are
trained in tertiary facilities, they are not expected to perform
as specialists, but that they should rather use the opportunity
to identify clinical signs and develop an approach to a specific
problem. Better communication on the outcome of specific
training rotations may assist both students and clinicians and

was recommended.

The FGI concluded with a discussion on the effect of the
introduction of T&L coordinators on student assessment and
training. The excellent work of the T&L coordinators was
recognised and appreciated. All agreed that the T&L
coordinators should continue to play a leading role in student

assessment and training.

Limitations and strengths
Only the T&L coordinators of the major disciplines participated
in the FGI, and the FGI may have failed to capture

contributions by excluding minor disciplines. However, these
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smaller disciplines were indirectly represented by the major

disciplines.

Strengths of the FGI were that the FGI was conducted
according to the planning, and within the guidelines for a FGI,
as described in the methods, and that data management met

the criteria for credibility.

Conclusion

The clear, agreed-upon outcome, namely, to produce a
competent medical doctor who can integrate knowledge, skills
and attitudes relevant to the South African context, should be
kept in mind during all assessments. The difficulty of how to
measure and allocate marks to competence was recognised.
The lack of formal feedback to students and blueprinting
should be addressed. The important place of WBA and
assessment portfolios, with less emphasis on summative
assessment were important recommendations from the FGL.
A proposal to improve the quality of assessment in the clinical
phase of the undergraduate medical programme will be
compiled from this and other research information. This
proposal will be submitted to the Executive Committee of the
School of Clinical Medicine for implementation. Finally, an FGI
can be recommended as an appropriate way to get rich data

for practical solutions.

What is already known about assessment
e Assessment should be aligned with the outcome of the
training programme

s Assessment of clinical competence is a complex process

What this study adds

+  Workplace-based assessment should form part of
competency assessment

s The difficulty of how to measure and allocate marks to
competence was recognised

« Competency and professional portfolios should be

implemented
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Table 1: results of the focus group interview displayed for outcome of programme, competence, validity and reliability adjusted according

to the template by Onwuegbuzie et al.

QUESTION

RESPONDENT

ANSWERS

12 ]3] a5

1. OUTCOME OF THE PROGRAMME

1.1 Do you agree with the outcome of the MBChB
(Bachelors of Medicine and Bachelors of Surgery)
programme?

111 Yes |"‘|"‘|'L\|05|A

Discussion: A clear outcome is necessary to measure the outcome of any gssessment. The outcome is only visible
during Internship and maybe it should be tested again then. The outcome of the programme should be kept in
mind during oll assessments

1.2 Do you have other suggestions for the
outcome?

1.2.1 The International standard should also be included in the definition to

. u
make it more global |

NR|A‘OS|A

Discussion: Although it is broad, it encompasses the important concepts of competence, integration and the
relevant context

2. COMPETENCE

2.1 Do we assess competence in the final
summative assessment in the MBChB programme?

2.1.1 Yes, but I think the bar is set too low and you pass on an average mark

. . A
and may not be competentin all expected skills.

U|A

A|OS

Discussion: It is difficult to achieve competence before you start to work, and Internship is also part of training and
becoming competent. Students are generally competent, but I don’t think that we assess competence well enough.
50% is not necessarily o mark that indicates competence. We should ensure that if o student gets 50% that the

student is competent and not “half competent”, as 50% is the pass mark. This should be discussed at other forums.

2.1.2 |think there should be pass/fail stations or you should passa minimum
number of assessmentsrather than on average.

A|A|05‘A|A

Discussion: This is o good idea. We should trust our assessment results as we do many different ossessments and
moderate papers.

3. VALIDITY

3.1 To have a valid assessment enough of the
content should be assessed. This can be done by
blueprinting of all assessments. How can we
improve blueprinting of all assessments?

3.1.1 We should start sooner by planning and blueprinting all testsand

NR
assessments and not only exams.

A [0)

A|A

Discussion: Iwant to emphaosize that biueprinting i moking Iife much easier. | fuckily inherited the system, but then
had to get some training as well.
Information leaflets on Blackboard may help especially with turnover of personnel

3.1.2. All T&L coordinators should do the Health Professions Education

A A A 0s NR
assessment course

3.1.3 T&L coordinators should lead the processin departments to implement

.. A A 0s A A
hlueprinting of all assassments

3.1.4 Informal blueprinting happens, but it should be formalized to have

. A os A A A
evidence

3.2 Students and lecturers think that assessment
methods should be improved. What methods can
you suggest to improve assessment?

3.2.1. We use all methodsand | don’t think we need to add methods, however

itis difficult with limited workforce. A A 03 A A

Discussion: It is easier to use MCQ's than longer questions, olthough higher cognitive levels may be difficult to
assess. The workforce is the problem

3.2.2. Continuous and portfolio asse ssment may be a way to go and we should | A

work towardsit.

A‘OS|A

Discussion: Continuous assessment is problematic, due to assessors not giving the marks or giving 65%. The
number of assessments may be beneficial.

3.2.3 Longer questions may test concepts hetter. os A u NR A

3.2.4.The methods are good, the assessorsnot always and they may benefit

A A 0s A A
from rubrics and training

Discussion: Assessors need to be trained better, e.g. registrars can be trained in
assessment, by allowing them to assess together with a consuftant and then
discuss the marks. it will benefit both parties and address the work force.

3.3 According to the Health Professions Council of
South Africa (HPCSA) “soft skills and
professionalism” should be assessed. How do you
suggest that we assess "soft skills" and
professionalism throughout the curriculum?

3.3.1 Soft skills are assessed in clinical case presentations, but a specific mark is

X . . A A 0s NR A
not allocated to it. We may allocate a specific mark toit.

3.3.2 In communications stationsit can be assessed as well NR A A oS NR

Discussion: Assessments are not normol circumstances and students know how to behave professionally in
ossessments, however professionalism should be proctice and ossessed throughout. | [ike the ideo of peer and
patient assessment. Peer review moay not work, it was tried before. Unprofessional behoviour should be recorded
ond have consequences e.g. deduction of marks. A “Professional portfelio” for continuous assessment may work.
Focilitator: The university is involved in G programme to promote graduote attributes and we may look how they
do it and what is in ploce from their side.

=

3.3.3 We should try and latch to the university programme | | 0s | A | A | A

4. RELIABILITY

4.1 can/Should all assessments be 100% reliable?

4.1.1 No, itisimpossible A A A A 0s

4.1.2. But we should try to keep it asreliable as possible, taking the real life

o A A A oS A
situation into account

4,2 Which specific measures can be implemented
toimprove or get reasonable reliability in clinical
assessment?

4.2.1 We should use more clinical casesin the workplace (WBA), which isless

. . U A U oS A
labour intensive than an exam

Discussion: it s difficult with the limited resources. Assessment rubrics may make it easier to implement, as well as
simulated scenarios

Page 90of 11




84

Table 2: results of the focus group interview displayed for fairmess, feasibility, educational effect and assessment methods adjusted
according to the template by Onwuegbuzie et al.

5. FAIRNESS

5.1 How can we improve the alignment between
outcomes, training and assessment?

5.1.1 Lecturers should be asked to update “outcomes” yearly in line with

. . . NR A os A A
clinical practice and assessment experience, before the new groups start.

5.1.2 Student feedback of the module should also be considered A A NR A 0s

Discussion: The outcomes should be o framework, rather than specific. This is tricky, because we need specifics to
biueprint. The students struggle with the transition between pre-clinical with specific outcomes and clinical
training with broader outcomes. They need to mature in this regard. These are senior students ond we should not
spoon feed them. They must be able to integrote and think rather thon concentrating on detail.

5.1.3 T&L coordinators mu st facilitate the process to ensure alignmentand

. A |A ‘ A ‘ A |OS
fairmess

6. FEASIBILITY

6.1 Which resources do you take into account when
planning individual and overall assessments?

6.1.1 The basics are assessors, timing and patients. The numbersare

N A A os A A
calculated according to the number of students.

Discussion: This is more difficult with the eddition of training sites,
increased stutfent numbers and the Nelson Mondelo Fidel Castro Medicol
Program me (NMFCMP) students.

6.2 How important is each one of those?

6.2.1 The assessors, timing and patients are most important. A A A 0s A

6.2.2 Recently finances mu st also be considered. NR A 05 NR A

Discussion: Patients must come in for exams and also wants compensation, transport money and food. Trave!
and/or accommodation of Externol examiners must also be budgeted for. This adds up ro o substoantiol omount.
Less summative gssessment may help with resources.

7. EDUCATIONAL EFFECT

7.1 Feedback is one of the most important aspects
of learning. What strategies can be used to ensure
effective feedback?

7.1.1 Logistically it isdifficult because students start in a new rotation. It

may help if a specific sessionis scheduled on the time tables, say 2 weeks A A A A 0S
into the new rotation.
7.1.2 Elactronic feedback to the group via e-mail or on Black board 0s A A [0 A

Discussion: Information can include the closs average and highlighting of problem areas.

7.1.3.Appointments with individual students who struggled with the
assessment

A 05 A A A

7.1.4 Open door policy to come and discu ss the assessment with the T&L

. . . A A A A 0s
coordinator, asis currently the practice

7.1.5 Immediate feedback after clinical cases to highlight strengths and

. oS A A A A
areas that need improvement.

7.2 How should feedback be given on multiple
choice questions?

7.2.1Thisis difficult, because we don’t want to compromise our databank.

L 0s A A A A
However general feedback is given on problem areas after the assessment.

Discussion: Students want the answers, rather than the knowledge and therefor general feedback s given.

7.2.2 The students may re-write the test under exam conditionsand then

. A A A oS NR
the answers are discussed

7.2.3 Poor performers may come and have a look at their paper in order to

. . u oS U A A
identify the root of the problem.

8. TYPES OF ASSESSMENT

8.1 Students and some lecturers suggested only end-
of-block assessments and if students pass they need
not do a summative assessment at the end of the
year again. How do you feel about this suggestion?

8.1.1Itisagood idea and practiced at other universities. | NR | A | A | A | 0s

Discussion: It motivates students to work hord during rototions. A pass mork of 60% was agreed upon. This wilf
ensure that borderline condidates can be assessed agoin during summative Gssessment.

8.2 What is your opinion on a single integrated
assessment?

8.2.1 | fully support it, like the Family Medicine OSCE and then all can

" NR 05 A A A
contribute to the assessment

8.3 With guidelines for good assessment practices in
mind, how can we improve our current assessment
regarding Workplace based assessment (WBA)?

8.3.1 Thisis the ideal way forward and we must try to implement it, despite

U A A os A
workforce problems.

Discussion: This is the best place to assess real life competence. The students, potients and assessors are there.
Peer ossessment may be problematic. The use of @ “competency portfolio” was suggested and supported.

8.4 How can we improve formative assessment?

8.4.1We should try to assess and record more student patient encounters | A | A | A | A | 0s

Discussion: This will increase the number and the reliability of assessments. You know which students are
competent when you work with them. You con also assess professionalism better. The competency portfolio was
mentioned again.

8.5. What is your opinion on summative
assessment?

Although more assessments are good learning opportunities, 1think we

. . . A
must try and reduce summative assessment to only borderline candidates.

0s A

A|A

Discussion: Students may be disadvantaged during their first rotation, because they gain experience and
competence throughout the year. However olf wiif have first rotations and it is therefore fair.
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Table 3: results of the focus group interview displayed for quality assurance, training and general comments adjusted according to the

template by Onwuegbuzie et al.

9. QUALITY ASSURANCE

9.1 What strategies should be
implemented to ensure
compliance with the UFS pre- and
post-assessment moderation
practices?

9.1.1 Although it ismore work a moderation checklist should be implemented for all

| A | A ‘ 0s | A | A
assessments

Discussion: It is done informaily, without any evidence when needed, therefore it shoufd be formalized. Quality assurance hrelps to
improve assessments and maintain standards.

10. TRAINING

10.1 Students suggested more
exposure to patients in wards and
clinics and less in the classroom.
What are your suggestions to
improve clinical training?

10.11. Withmore studentsiand less lecturers) the direct student exposure decreases Time

L . 0s
at training sites should be stipulated and controlled.

A

A‘A|A

Discussion: Most students want to go home as soon as possible, stating that they want to study, which is contradicting what they
suggested.

10.2 Students also suggested more
exposure to good clinical role
models. What is your response to
this?

10.2.1 All clinicians are not necessarily good role models, but students can also learn from

0s
the "not so good” on what not to do.

A‘A

A|A

Discussion: Due to workload many people are suffering from burnout. This must also be discussed with students and the
importance of self-core must be re-emphasized. The clinical psychologist can assist and attention should be paid to resilience
training. Reflective practice and professionalism must also be addressed. Students get very good support ot the UFS to cope with
stress.

10.3 Students want to be assessed
on what they see during training,
but not at specialist hospitals.
What is your response to this?

10.3.1 Students get exposure to all levels of care to expo se them to different conditions and
clinical signs Studentsmu st know what is expected where, to benefit from the extended A A A (033 A
training platform.

Discussion: in tertiory hospitels the clinical signs are more obvious. At primary care, they get exposure to the burden of diseose in
their environment. Students are not expected to make specialist diognosis, but rather display their approach te a specific
symptom or sign. Supervision and space i problematic ot primary care clinics. Good communication is important to know what is
expected.

11. GENERAL

11.1 Any last comments regarding
the quality of undergraduate
clinical assessment and training?

11.1.1 We, the T&L coordinators do a great job under difficult circumstance s A A A 05 A

11.1.2 The T&L coordinatorsmade a huge difference to the quality of assessmentand

s 05 A A A A
training
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CHAPTER 7:
CONTRIBUTION OF THE STUDY

The contributions of this study are the framework to benchmark clinical assessment (cf.
Chapter 2) and a proposal prepared for the Executive Committee: School of Clinical Medicine,
Faculty of Health Sciences at the University of the Free State on measures to improve clinical
assessment. The proposal was written according to the guidelines of Becker, Schiitt and Amini

(2014) in Proposal Writing for International Research Projects: A Guide for Teachers.

Proposal: Best practice recommendations to enhance quality assessment in the clinical phase

of the undergraduate medical programme at the University of the Free State.

The implementation of these recommendations will help to ensure accurate judgement on
student performance and to bridge the gap that exists between current assessment practices
and prescribed policies and guidelines on quality assessment. Results from this study were
published in peer-reviewed journals for others to apply in clinical training facilities and

programmes.



Best practice recommendations to

enhance quality assessment in the

clinical phase of the undergraduate

medical programme at the

University of the Free State

Prepared for: The Executive Committee:
School of Clinical Medicine
Faculty of Health Sciences
University of the Free State

Health Sciences

>| Faculty of

By: Hanneke Brits
May 2020
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EXECUTIVE SUMMARY

It is said that competence is measured by what you do and not what you say you do. The University
of the Free State (UFS) prides itself on producing competent medical doctors who can integrate
knowledge, skills and attitudes that are relevant for the South African context. It is the
responsibility of the School of Clinical Medicine to assess effectively whether graduates have,
actually, acquired the required knowledge, skills and attitudes, and to defend the results of
assessments that certify competence. Benchmarking current assessment practices for
undergraduate medical students in the clinical phase against an assessment framework for

undergraduate medical training revealed a range of quality in assessment practices.

The aim of this proposal is to make scientifically sound, yet practically feasible recommendations
to address the gaps identified in current assessment practices in the clinical phase of the
undergraduate medical programme at the UFS, and to ensure that existing good practices are

maintained.

Seven activities for intervention are recommended, namely,

. Ensure alignment between learning outcomes, training (teaching and learning activities) and

assessment;
. Improve the content and construct validity of all assessments;
. Improve the reliability of assessments;
. Plan and conduct all assessments with feasibility (e.g.. resources) in mind;
. Ensure that all assessments have an educational effect (¢.g., through feedback);
. Adapting assessment methodology, so that it moves towards workplace-based assessment

(WBA) and integrated assessment, and has less emphasis on summative assessment; and

. Maintaining and improving the quality of assessment through existing structures.

For each activity, specific recommendations will be made, each with an action plan for
implementation. Most of these recommendations may be implemented at department level; it will
require some training and have minimal financial implications. The implementation of workplace-
based assessment (WBA) to certify competence, and a single final integrated assessment, will
require the approval of the Executive Committee of the School of Clinical Medicine and adherence
to other relevant academic approval processes at the UFS. Implementation of the proposed
interventions should improve the wvalidity and reliability of the assessment of undergraduate

medical students in the clinical phase, and ensure the defensibility of results.
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INTRODUCTION

To produce competent medical doctors who can integrate knowledge, skills and attitudes relevant
to the South African context, as prescribed in the Health Professions Act (HPA), the

School of Clinical Medicine should train for and assess this competence.! The assessment of
competence is complex, due to various factors, including the continuous emergence of new best
practice medical evidence,” the theory-practice gap, between what is taught and what is observed
in clinical practice’> and what is feasible,’ and the challenges related to assessment in real-life
situations that may compromise the reliability of the assessment.” Assessment of competence must
also satisfy various stakeholders, among which patients and the general population, training
facilities, regulatory bodies and students. Training facilities, therefore, have the responsibility to

perform this assessment task effectively and to defend the results of high-stakes assessments.®

This proposal is motivated by the perception that not all assessments in the clinical phase of the
undergraduate medical programme at the University of the Free State (UFS) are of high quality.
This perception was supported by a study conducted on assessment practices as experienced by
undergraduate medical students in the clinical phase of the MBChB programme at this UFS in
2019. This study found that only 43.5% of fourth-year and 44.1% of fifth-year medical students
perceived the current assessment as fair.’ The students indicated, furthermore, their dissatisfaction
with some assessment practices and the lack of feedback, and also made valuable recommendations
regarding the assessment of professionalism and integrated assessment.’ Youens and Hall'” state
that, ‘instead of treating students as voices crying in the wilderness, we would be far better served
if we asked the voices’ owners what they think and listened actively to the answers’. It is, therefore,

important to value the opinions and perceptions of students regarding the quality of assessment.

In turn, some lecturers in the clinical phase of the MBChB programme at the UFS were of the
opinion that certain students were fortunate or “lucky” to have passed the final assessment, and that
they may not be competent to qualify as doctors.'” To ensure a comprehensive overview of current
assessment practices, a quantitative study was performed on student marks, and the reliability of

marks obtained in a variety of assessments was determined.'!
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To identify the theory-practice gaps between current assessment practices and what is prescribed

in the literature, a publication, “A framework to benchmark the quality of clinical assessment in a

»12 was used to benchmark current assessment

South African undergraduate medical programme
practices in the clinical phase of the undergraduate medical programme at the UFS. When
benchmarked against this assessment framework, assessment practices were categorised as either

excellent (> 80%), good (60-79%), borderline (45-59%) or poor (< 45%).

Gaps in the current assessment practices and suggestions aimed at bridging these gaps were then
discussed in a focus group discussion with teaching and learning (T&L) coordinators of clinical
departments of the School of Clinical Medicine.'> The recommendations from the focus group
discussion are included in this proposal, to improve the quality of competency assessment in the

clinical phase of the undergraduate medical programme of the UFS.

PROBLEM STATEMENT

Benchmarking of competency assessment practices in the clinical phase of the undergraduate
medical programme at the UFS revealed excellent, good, borderline and poor assessment practices.
The practices identified as borderline and poor may pose problems for the defensibility of
assessment, and may place accreditation of the undergraduate medical programme at risk. Figure

1 displays the benchmarking results.
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Outcome of the programme
Alignment between outcome, training, assessment

Accredited training programme

Validity - Appropriate methods (Summative)
Validity - Appropriate methods (Formative)
Validity - Blueprinting

Reliability - Standardised rubrics

Reliability - Trained assessors

Reliability - Test-retest reliability

Reliability - Pass/fail decisions

Fairness - Assessors
Fairness - Students

Feasibility - Resources
Educational effect - Feedback
Workplace-based assessment
Time on clinical platform

Post-assessment moderation
Pre-assessment moderation

e}
[
[\
w

o~

mssmmmmm  Excellent practice == Good Practice Borderline Practice s Poor Practice

Figure 1: Benchmarking results of current assessment practices compared with an assessment framework
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RECOMMENDATIONS

To bridge the gaps between excellent/good and borderline/poor practices, and to improve
quality of competency assessment in the clinical phase of the undergraduate medical

programme at the UFS, the following recommendations are made:

e Ensure alignment between learning outcomes, training (T&L activities) and assessment;
e Improve the content and construct validity of all assessments;

e Improve the reliability of assessments;

e Plan and conduct all assessments with feasibility in mind,

e Ensure that all assessments have an educational effect;

e Adapt assessment methodology, with a move towards WBA and integrated assessment,

with less emphasis on summative assessment; and

e Maintain and improve the quality of assessment through existing structures.

Ensure alignment between learning outcomes, training (T&L activities) and assessment

The outcome of the undergraduate medical training programme at the UFS is producing
competent medical doctors who can integrate knowledge, skills and attitudes relevant to the
South African context.!* This outcome is in line with recommendations in the Health
Professions Act of South Africa' and the South African Qualifications Authority (SAQA).'
The integration of knowledge, skills and attitudes ultimately takes place on the clinical training

platform and in real-life situations, and not in classrooms.

Recommendation 1: Departments to adjust rosters and rotations to ensure maximum clinical
exposure during training. Doing so will ensure that students are exposed to common conditions
(burden of disease) and are trained in situations where knowledge, skills and attitudes are
integrated. In this way, constructive alignment between outcomes, training and assessment will

also be addressed.
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Recommendation 2: Introduce continuous assessments in clinical areas while students perform
duties and receive training. This recommendation can be implemented by using WBA. The
WBA should focus on the core competencies prescribed by the Health Professions Council of
South Africa, namely, Healthcare Professional as: “Professional, Collaborator, Communicator,
Health Advocate, Leader and Manager and Scholar”.'® The introduction of a competency
portfolio for recording achieved clinical competencies during WBA will provide evidence of

entrustable professional competences that do not need to be assessed again.'’

Recommendation 3: Introduce a “professionalism portfolio” that is to be used throughout
undergraduate training. Attitudes and professionalism should be assessed under usual working
and training conditions, and not only during formal assessments. It should be the student’s
responsibility to get at least two conduct assessments per rotation. All unprofessional conduct
should also be captured in the portfolio and reported to the management of the undergraduate

programme.

Improve the content and construct validity of all assessments

Content validity of assessments can be improved by blueprinting of individual as well as

overall assessments.'®

Recommendation 4: All assessments must be blueprinted. An assessment matrix or blueprint
must be implemented for the overall module assessment, as well as for individual assessments.

This blueprint should be included in rotation planning.

The construct validity of assessment can be improved by applying appropriate assessment
methods.'® Assessment planning should ensure sufficient and systematic sampling of questions

and assessment methods.
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Recommendation 5: Ensure that all questions are unambiguous and clear. All questions should
be clear, to avoid any confusion on what is expected in the assessment. Ensuring moderation

of all assessments will assist in this regard.

Recommendation 6: Ensure appropriate assessment methods to assess specific competencies.
The performance of a skill must be demonstrated, as it cannot be tested in a theoretical question.
To ensure that knowledge, skills and attitudes are assessed, a variety of assessment methods

should be used.

Improve the reliability of assessments

The reliability of a clinical assessment is defined as the degree to which a test measures the
same concept in different assessments and obtains stable or reproducible results.!>-?
Assessment results of the undergraduate medical programme at the UFS show that pass/fail
decisions are almost 100% accurate, but test-retest reliability, as well as stability and
reproducibility of individual student marks in the clinical phase, are not good. Only 3/26
(11.5%) of the assessments had a correlation coefficient of > 0.7, which is an indication of
good reliability.!! The reliability of an assessment is influenced by the assessment, the assessor

and the student.?!

Recommendation 7: Increase the number of assessments and use a variety of assessment
methods. In the case of reliability, more is better, and a greater number of assessments with
different assessors will contribute to better reliability.?? The reliability of assessments will
improve by combining multiple-choice questions that are reliable, WBA that is authentic, and

observed clinical cases that can assess integration.

Recommendation 8: Ensure that standardised assessment rubrics are used for all clinical
assessments. There exist many standardised assessment and feedback tools that ensure

effective assessment and feedback during formative assessment, e.g., mini clinical evaluation
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exercises (mini CEX), clinical encounter cards (CEC), direct observation of procedural skills

(DOPS).%?

Although no perfect pass mark exists, the pass mark at the UFS is set at 50%.%* Criterion-
referenced measurement is regarded as the best method to assess competence.? Clinical
competence cannot, however, be measured by a single mark (or percentage), as competence
comprises multiple facets and the integration of different skills.”®> Assessing clinical
competence is even more complex in clinical practice, when a single mistake may prove fatal,

e.g., using an incorrect drug dosage.

To be certified as competent, a student needs to pass an assessment with at least 50%. Students,
therefore, need to meet 100% of the minimum criteria for competence to score 50% when

pass/fail decisions are at stake.

Recommendation 9: Assessment rubrics should be set to ensure a score of 50% if minimum
competence criteria are met. Assessors should grasp the concept that minimum criteria are

necessary for competence and they should be trained on using the assessment tools.

Plan and conduct all assessments with feasibility (resources) in mind

The feasibility of assessments is determined by the number of trained assessors, the availability
of stable patients with good clinical signs, the timing and duration of the assessment and the
financial implications of assessments.? Increased student numbers and the recommendation to

include more assessments to increase reliability places strain on assessment feasibility.

Recommendation 10: Train registrars and clinical staff members to do regular WBA. Training
will empower clinicians and ensure that, in future, there are enough competent assessors. WBA
will ensure that there are enough patients for assessments, without the extra financial
expenditure required to arrange additional final summative assessment opportunities that use

clinical cases involving patients.
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Ensure that all assessments have an educational effect (e.g., through feedback)

Assessment should promote learning by encouraging students to study for assessments and
providing constructive feedback.?” According to the assessment policy of the UFS, students
must receive feedback after assessments.”® However, Brits et al. found that only 15.4% of

disciplines routinely gave feedback after assessments.'”

Recommendation 11: Schedule formal, compulsory feedback sessions on student rosters two
weeks after end-of-block assessments. Timely feedback will allow students and assessors the
opportunity to identify areas that must receive more attention and clear up areas of confusion
regarding learning content and assessment methods. The timing of feedback is important to
ensure the best educational effect, so that good practices are reinforced and poor performance

can be addressed and rectified.?’

Recommendation 12: Give group feedback via electronic platforms e.g., Blackboard. This
method of feedback should address problem areas during assessment, as well as class averages.
Students can get an idea of their competence compared to the rest of the class, which may

motivate further learning.

Recommendation 13: Give immediate feedback after patient cases and WBA on what went well
and what aspects need improvement. In this way, learning will be reinforced. Feedback training
should be provided to ensure that assessors are competent in this area and students get the

maximum educational effect of feedback.

Recommendation 14: Implement compulsory meetings for poorly performing students with
T&L coordinators. These meeting will enable the provision of targeted support. Attendance of
these meetings will provide evidence of the student and the educational institution’s efforts

regarding obtaining and providing support respectively.
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Assessment methodology should be adapted, with a move towards WBA and integrated

assessment, and less emphasis on summative assessment

WBA is described as the observation of students while they are performing skills and
competencies in the workplace. It includes immediate feedback, to improve, reinforce or certify
a skill.>*3! Less than a third (30.1%) of disciplines in the undergraduate medical programme
use WBA.!” SAQA states that “there shall be some component of the final assessment that
assesses a student’s ability to adopt an integrated approach to clinical knowledge and
reasoning”, and that students should have more than one opportunity to display their

knowledge.*

Recommendation 15: All disciplines should implement some form of WBA, using standardised
assessment tools. See Recommendation 8 for a description of these tools. The educational
effect of assessment will improve with constructive feedback during low-stakes assessments,
like WBA, with the added benefit of improving reliability, validity and feasibility of

assessment.

Recommendation 16: Implement a final integrated medical assessment at the end of the final
yvear to replace module-specific assessments. All disciplines should be involved in this
assessment. Theoretical knowledge can be tested with multiple-choice questions, and clinical
skills with written and clinical objective structured clinical evaluations (OSCEs). The Family

Medicine OSCE in the final year can serve as an example of such an integrated assessment.

Assessment drives learning,*® and reward is a good motivator for learning.>* By combining
assessment with reward, students’ motivation to learn may increase. Promotion is practised at
various universities; this involves students who perform well during formative assessments

being exempted from summative assessments at the end of the year.?*>>
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Recommendation 17: Implement a promotion system for students who perform well in
assessments during rotations (formative/summative). Students who pass block assessments and
obtain >60% for both the theoretical and clinical components could be exempted from
summative assessments in these modules at the end of the year. Only borderline students (who
obtained <60% in block assessments during the year) would then need to do summative

assessments in these modules.

Maintaining and improving the quality of assessment through existing structures

To improve the quality of undergraduate medical training, the School of Clinical Medicine has
appointed T&L coordinators for all major clinical disciplines. These T&L coordinators are
UFS staff members who ensure the smooth running of the undergraduate medical programmes
in their departments and modules, thereby supporting overburdened clinical staff on the joint
staff establishment with administrative teaching responsibilities. A number of administrative
staff members have also been appointed to support the clinical departments with student

training in the undergraduate medical programme.

Recommendation 18: Ensure that all T&L coordinator and administrative posts are filled, and
promote the professional development of T&L coordinators. Proactive measures must be in

place to ensure timeous appointments in vacant posts.

Moderation of all assessments is part of the quality assurance process prescribed by the UFS.?
Although these policies exist, 75% of disciplines in the clinical phase of the undergraduate
medical programme at the UFS do pre-assessment moderation, but only half do post-
assessment moderation.'? Formal moderation reports form part of the required documentation

during programme accreditation.

Recommendation 19: Ensure the implementation of the existing moderation policies and
procedures for all assessments. The T&L coordinators, in consultation with the academic heads

of departments, should take responsibility for moderation. T&L coordinators should

10
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collaborate on best practices for implementing moderation in their respective disciplines. All

the necessary documents to assist with this process are available to simplify the process.

ACTION PLAN

Implementing these recommendations will require a number of processes on different
managerial levels. The recommendations that require approval from higher authority should be
assessed for feasibility and due processes should be followed to ensure implementation. The
effective implementation of these recommendations will require the availability of resources
and realistic timelines. In Figure 2, the level of authority, resources and timelines for

implementing recommendations are displayed.

Most of these recommendations are operational and can be implemented immediately by
departments. Training of T&L coordinators and assessors should be a priority. The Division
Health Sciences Education at the Faculty of Health Sciences, UFS, has the necessary skills and

expertise to assist in this regard.

11
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Action plan - Quality of assessment recommendations

1: Departments to adjust rosters and rotations to ensure clinical

during training.

2: Introduce a "Competency portfolio" for continuous assessments in clinical areas
while students perform duties and receive training

3: Introduce a “Professionalism portfolio” to be used throughout undergraduate
training.

4: All assessments must be blueprinted

5: Ensure that all questions are unambigious and clear

6: Ensure appropriate assessment methods to assess specific competencies

7: Increase the number of assessments and use a variety of assessment methods.

8: Ensure that standardized assessment rubrics are used for all clinical assessments.

9: Assessment rubrics should be set to ensure a score of 50% if minimum competence
criteria are met

10: Train registrars and clinical staff members to take responsi
workplace-based assessments (WBA).

lity for regular

1 foedback

11: Schedule formal p \
end of block assessments.

on student rosters two weeks after

12: Give group feedback via electronic platforms e.g. Blackboard.

13: Impl i diate feedback

after patient cases and WBA's

14: Implement compulsory meetings for poor performing students to meet with T&L
coordinators.

15: All disciplines should i
tools e.g. Competency portfolio

1t some form of WBA using standardized assessment

16: Implement a final integrated medical assessment (IMA) at the end of final year
instead of module specific

17: Implement a promotion system for well performing students

18: Ensure that all T&L posts are filled and T&L coordinators are empowered to take
resy ibiity for its

19: Ensure the implementation of the existing moderation policies and procedures for
all assessments.

* T&L = Teaching and Learning coordinators

Pre-requisites

UFS Assessment policy
place

Approval by EXCO

UFS Assessment policy
place

UFS Assessment policy
place

UFS Assessment policy
place

UFS Assessment policy
place

UFS Assessment policy
place

UFS Assessment policy
place

UFS Assessment policy
place

UFS Assessment policy
place

UFS Assessment policy
place

Approval by EXCO

Approval by EXCO

Approval by EXCO

UFS Assessment policy
place

Departmental
administration

Departmental
administration

Departmental
administration

Departmental
administration

Departmental
administration

Departmental
administration

Departmental
administration

Departmental
administration
Departmental
administration

Departmental
administration

Departmental
administration

Departmental
administration

SCM - School of Clinical Medicine EXCO - Executive Committee HOD - Head of Department

Resources

Training of T&L +
personnel

Training of T&L +
personnel

Training of T&L +
personnel

Training of T&L +
personnel
Training of T&L +

personnel

Training of T&L +
personnel

Training of T&L +
personnel

Training of T&L +
personnel

Training of T&L +
personnel

Training of T&L +
personnel

clinical

clinical

clinical

clinical

clinical

clinical

clinical

clinical

clinical

clinical

Departmental/ Operational

Departmental/ Operational

Programme / Regulations

Departmental/ Operational

Departmental/ Operational

Dep ntal/ Operational

Departmental/ Operational

Departmental/ Operational

Departmental/ Operational

Departmental/ Operational

Departmental/ Operational
Departmental/ Operational
Departmental/ Operational
Departmental/ Operational
Departmental/ Operational
Programme /

Regulations

Programme / Regulations

Programme /

Regulations

Departmental/ Operational

Responsible driver of

process

L coordinator

HOD +
L coordinator

EXCO SCM

L coordinator

L coordinator

L coordinator

L coordinator

L coordinator

HOD +
L coordinator

HOD +
T&L coordinator

T&L coordinator

T&L coordinator

HOD +
T&L coordinator

T&L coordinator

HOD +
T&L coordinator

EXCO SCM

EXCO SCM

EXCO SCM

HOD +
T&L coordinator

Full implementation date

Jan-21

Jan-21

Jan-21

Immediately

Immediately

Jan-21

Jan-21

Immediately

Jan-21

Jan-21

Jan-21

Immediately

Immediately

Immediately

Jan-21

Nov-21

Nov-21

Immediately

Immediately
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CONCLUSION

The benchmarking exercise to evaluate assessment practices in the clinical phase of the
MBChB programme at the UFS gave a good overview of the current status quo. Most of the
practices that compromise the quality of assessment can be addressed on an operational level
and will not be costly to address. This includes training of assessors, increasing the duration
of clinical training and WBA, providing students with effective feedback and blueprinting
and moderation of all assessments. Assessor training will improve the quality of
assessments, and will contribute to the professional development of assessors. T&L
coordinators will play an important role in ensuring the implementation of the
recommendations to improve the quality of assessment in the clinical phase of the
undergraduate medical programme. Although a move away from summative assessment in
modules, towards continuous WBA, will require regulatory changes, the ultimate effect of

improved validity and reliability will benefit all stakeholders.

FINAL REMARK
The Health Sciences Education division possesses the expertise to perform the relevant

training for the T&L coordinators and clinicians as proposed in this document. Coordination

of the suggested changes is possible through the Phase III working group.

13
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CHAPTER 8:
CONCLUSIONS, IMPLICATIONS AND RECOMMENDATIONS

8.1 INTRODUCTION

Chapter 1 introduced the reader to the importance of quality assessment in an
undergraduate medical programme (cf. 1.2.5). This information was supplemented by an
outline of the undergraduate medical programme and assessment practices applied at the
UFS (cf. 1.2.1). The chapters that followed were in the form of articles that addressed an
assessment framework (cf. Chapter 2), current assessment practices from different views
(cf. Chapters 3-5) and triangulation of the results during a focus group interview (cf.
Chapter 6). Chapter 7 was a proposal to the Executive Committee of the School of Clinical
Medicine on best practice recommendations to enhance quality assessment in the clinical
phase of the MBChB programme at the UFS (cf. Chapter 7).

The research concludes with Chapter 8. This chapter aims to summarise the research and
reflect on the research process and results. This chapter includes a summary of the study

and study results, a personal reflection and some recommendations on the way forward.

8.2 OVERVIEW OF THE STUDY

The theoretical grounding of best practices in assessment occured throughout this thesis.
The first chapter was an overview of the components of (cf.1.2.3) and requirements for
quality assessments (cf. 1.2.5) The research design, with pragmatism as the point of
departure (cf. 1.8), was used to investigate the theory behind current assessment
practices and to make recommendations to enhance best practices in competency

assessment.

In Article 1 (cf. Chapter 2) a rapid review was performed on all policies and regulations
pertaining to assessment practices in undergraduate medical training. Twenty-five policy
documents and 24 other documents were used to compile a theoretical framework for

quality assessment in the undergraduate medical programme.

With the study methodology and outcomes of each article (cf. Chapters 3,4,5 and 6) in
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mind, literature searches were performed as background to the specific aspect of quality

assessment addressed in each paper.

Universities and training facilities should be able to defend their assessment results when
they certify that they produce competent medical practitioners who can integrate
knowledge, skills and attitudes relevant to the South African context. This assessment and
certification of clinical competence of entry-level medical practitioners are complex and
multi-dimensional. The defined problem that was addressed by this study is that assessment
in the clinical phase of the MBChB programme at the UFS has not been reviewed critically
or benchmarked against local and international standards. This thesis intended to
benchmark clinical assessment practices against an assessment framework and then
propose an action plan on how to bridge the gap between theory and practice when

assessing clinical competence.

Pragmatism was the paradigm that was used to address the practical problem of uncertainty
regarding the quality of assessment. From a theoretical perspective, an abductive approach
was used to achieve inference. A mixed method methodology was implemented by using
both quantitative and qualitative methods to collect data. During triangulation, alignment
of and gaps between theory and practice were identified and solutions recommended.
Finally, a proposal with an action plan was drafted to enhance the quality of clinical

assessment in the MBChB programme.

An in-depth study of assessment in the clinical phase of undergraduate medical training
revealed a paucity of assessment standards. Without standards, it is difficult to benchmark

current assessment practices and to make recommendations for improvement.

The overall goal of the study was to contribute to high quality assessment practices in the
clinical phase of the MBChB programme by recommending assessment practices of which
the outcome can be confidently defended and justified. Three research questions were
formulated and answered in this study.
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8.2.1 Research question 1: What are the current policies and guidelines to
benchmark quality assessment in the clinical phase of the MBChB

programme?

Before this study, no content and context-specific assessment framework existed to
benchmark clinical assessment in MBChB programmes. In Part 1 of this study, a rapid
literature review of local, national and international official regulations and policies,
supported by best evidence practices, were used to compile an assessment framework to
benchmark current assessment practices for undergraduate clinical medicine. In this
framework, the three components of quality assessment, namely, accreditation, assessment
and quality assurance were addressed (cf. 1.2.3). Guidelines for assessment content and
standards, assessment types, assessment methods and principles of assessment were
included in the framework. The importance of constructive alignment between outcomes,
training and assessment were emphasised in the framework. The framework also addressed
the balance between formative, summative and continuous assessment and the important
place of workplace-based assessment (WBA) to ensure clinical competence. Guidelines were
provided on how to improve the validity, reliability, fairness, feasibility, educational effect

and acceptability of clinical assessments.

It is important to realise that clinical assessment is complex and that no assessment is
perfect. An assessment framework can help to improve assessment, but it cannot guarantee
quality assessment. To answer the first research question, an article with the title, 4
framework to benchmark the quality of clinical assessment in a South African undergraduate
medical programme, was published (cf. Chapter 2).

8.2.2 Research question 2: What are the current assessment practices
employed in the MBChB programme at the UFS and how valid and
reliable are these assessments?

In Part 2 of this study, assessment practices in the clinical phase of the MBChB programme
were reviewed. Information to answer this question was gathered from three sources,
namely, students, lecturers and student marks, to ensure that different views were

included.
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Firstly, a questionnaire with open and closed-ended questions was completed by clinical
students in the MBChB programme, to get the students’ perspectives on assessment. Less
than half the students were of the opinion that the assessments were fair, with lack of
blueprinting and an incorrect level of assessment major contributors to this opinion. Two
thirds believed that the assessment was aligned with outcomes, however, training was not
aligned with the assessment. Almost all the students reported a lack of feedback after
assessment. If they passed an assessment, fewer than half of fourth-year students,
compared to three quarters of fifth-year students, were confident about their knowledge
and skills. Valuable suggestions from the students included ways of assessing
professionalism, timing of assessments and feedback and training of assessors. An article
with the title, Students’ voices: Assessment in undergraduate clinical medicine, addressed

the students’ perspective on assessment (cf. Chapter 3).

Secondly, the T&L coordinators and module leaders of all the clinical departments involved
in undergraduate medical training completed questionnaires on the assessment methods
used in their departments and made recommendations for ways to improve current
assessment practices. The departments used various assessment methods to assess the
competencies required of entry-level health care professionals. WBA was performed by a
third of disciplines, while MCQs and OSCEs were the main methods used during assessment.
The study found that not all assessors were well prepared for assessment, with more than
a third never having received any formal training in assessment. Few disciplines made use
of post-assessment moderation as a standard practice or gave feedback after assessments.
Current assessment practices for clinical students in the undergraduate medical programme
at the UFS cover the spectrum that is necessary to assess all the different competencies.
The implementation of more formative assessments, with less emphasis on summative
assessment, was recommended. It was also suggested that WBA and continuous
assessment may be better ways to ensure the effective assessment of clinical competence.
An article, Assessment practices in undergraduate clinical medicine training. What do we
do and how we can improve? addressed aspects of validity and reliability in the assessment
practices used at the UFS (cf. Chapter 4).

Thirdly, current assessment practices were evaluated for reliability. A total of 1 380 marks
in 26 assessments were evaluated. This evaluation revealed that the reliability of pass/fail
outcome decisions were good. It may, therefore, not be necessary to do a summative
assessment if a student passed the end-of-block assessment, as these two assessments
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produced the same pass/fail results. The test reliability, as well as stability and
reproducibility of individual student marks, were not good. MCQ tests with fewer than 30
questions, short questions, and unobserved long cases were not reliable and it is
recommended that they should not be used in summative assessments. To improve the
reliability of assessments, more low-stakes assessments should be performed. MCQs,
OSCEs and WBAs would be the most effective way of ensuring competence with reliability
in mind. An article, Evaluation of assessment marks in the clinical years of an undergraduate
medical training programme: Where are we and how can we improve? addressed the
reliability of the assessment practices in the clinical phase of the MBChB programme
(cf. Chapter 5).

8.2.3 Research question 3: What best practices can be implemented to
enhance quality assessment in the clinical phase of the MBChB

programme?

In Part 3 of the study, the T&L coordinators used the results of Part 2 of the study to
benchmark current assessment practices against the assessment framework compiled in
Part 1. This was done during a focus group interview with an experienced facilitator. The
benchmarking of current assessment practices in the clinical phase of the undergraduate
medical programme at the UFS revealed excellent, good, borderline and poor assessment
practices. These poor practices included a lack of alignment between outcomes, assessment
and training, as well as a lack of standardised assessment rubrics, untrained assessors, lack
of feedback and absence of post-assessment moderation. Solutions were proposed on how
to improve these practices, while good practices were also shared and celebrated.
Discussion of best assessment practices, including the roles of validity, reliability, feasibility,
fairness and the educational effect of assessment, contributed to recommendations on how
to address the gap between theory and current assessment practices. The article reporting
on the focus group interview, Quality assessment in undergraduate medical training: How
to bridge the gap between what we do and what we should do, was published in a peer-
reviewed journal (cf. Chapter 6).

Finally, the researcher compiled a proposal with action plan on how to enhance quality
assessment in the clinical phase of the MBChB programme at the UFS. To bridge the gaps
between excellent/good and borderline/poor practices, and to improve quality assessment,

the following areas for improvement were identified:
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. Ensure alignment between learning outcomes, training (teaching and learning
activities) and assessment;

. Improve the content and construct validity of all assessments;

. Improve the reliability of assessments;

o Plan and conduct all assessments with feasibility (e.g., resources) in mind;

. Ensure that all assessments have an educational effect (e.g., through feedback);

. Assessment methodology should be adapted with a move towards WBA and
integrated assessment, with less emphasis on summative assessment; and

. Maintain and improve the quality of assessment through existing structures.

An action plan with 19 specific recommendations under these areas was proposed. Most of
the practices that compromise the quality of assessment can be addressed on an
operational level, and will not be costly. This includes training assessors, WBA, effective
feedback to students and blueprinting and moderating all assessments. Assessor training
will improve the quality of assessments, and will also contribute to the professional
development of assessors. T&L coordinators will play an important role in ensuring the
implementation of the recommendations to improve the quality of assessment in the clinical
phase of the undergraduate medical programme. The move away from an emphasis on
summative assessment, towards continuous assessment, is already in the assessment policy
of the UFS (UFS 2016b), and will only require rule changes. Continuous WBA will have the
ultimate effect of improving validity and reliability, which will benefit all stakeholders. A
proposal, Best practice recommendations to enhance quality assessment in the clinical
phase of the MBChB programme, was submitted to the Executive Committee of the School
of Clinical Medicine for consideration and possible implementation (cf. Chapter 7). A brief
overview of the study is displayed in Figure 8.1.
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Figure 8.2: A brief overview of the study (Compiled by researcher Brits 2020)

8.3 IMPLICATIONS OF THE STUDY

8.3.1 Goal and contribution

This thesis was approached to contribute to quality assessment practices in the clinical
phase of the MBChB programme. To achieve this goal, the researcher addressed the
research questions regarding assessment policies, practices and recommendations in line
with the title of this thesis: Best practices for quality assessment in the clinical phase of
undergraduate medical training. This first contribution of this thesis was an assessment
framework for benchmarking quality clinical assessment in an undergraduate medical
programme, which was published in a peer-reviewed journal (cf. Chapter 2). Referring to
local, national and international official regulations and policies, supported by best evidence
practices to compile this assessment framework makes the framework transferable to other

universities, who can use it to benchmark their MBChB programmes (cf. Chapter 2). A



117

second contribution by this study is a proposal and action plan on how to implement best
practices for quality assessment in the MBChB programme at the UFS. (cf. Chapter 7). The
recommendations on best practices for quality assessment were derived from theory and

practice, which make it implementable in different clinical settings.

8.3.2 Final conclusion

To certify clinical competence (which is the outcome of undergraduate medical training
programmes) numerous and different assessment methods are necessary (cf. 1.2.4,
Chapters 2, 5, 6 and 7). Although the pass/fail decision of current assessments are good
and good assessment practices exist, areas for improvement were also identified
(cf. Chapters 4 and 5). The final conclusion from this thesis is that the assessment of clinical
competence should be done through multiple assessments, with emphasis on WBAs. A
move away from high-stakes summative assessment, to continuous assessment in the
workplace that meets the requirements of validity, reliability, fairness, feasibility,

educational effect and acceptability, is recommended (cf. Chapters 2, 4, 5, 6 and 7).

8.3.3 Study limitations and critique

Although the researcher and supervisors put in effort to ensure the trustworthiness of the

study, the following limitations are recognised:

. Some literature was excluded, due to the search criteria employed in this study. It is
possible that information was overlooked, due to a paucity of literature on
undergraduate clinical assessment, which limited the use of forward and backward
searching for more literature. Some sources of information may have been missed if
the keywords did not fit the search criteria.

. The researcher may have failed to gather all possible data during the data collection
processes. Despite the response rate of >80% for students and 100% for the clinical
disciplines in the questionnaires, the responses may not be 100% accurate, as
participants were asked to give their opinions, perceptions and recommendations.
Only T&L coordinators were included in the focus group interview, and only five of
the six participated.

. The requirements of different peer-reviewed journals, for instance, place limitations
on number of words, number of tables and figures and references, which forced the

researcher to focus the results. Some information was, therefore, not published or
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reported on in this thesis. However, the researcher was able to include all information
deemed important to meet the objectives of this study.

. The researcher was not completely familiar with all research methods employed, e.g.,
a rapid review for data gathering and the focus group interview. Outside information
was obtained and the guidelines were followed meticulously to ensure sound research
methodologies.

. The assessment practices of only one university were evaluated. Therefore, the
recommendations to improve assessment practices may not apply to other

universities.

8.3.4 Recommendations

Quality assurance is a process that is applied to ensure high quality. Although it is important
to improve quality, it is equally important to maintain quality. The researcher recognises
the following areas that may need further investigation to ensure sustainable quality
assessment in the clinical phase of MBChB programmes:

o The first recommendation is to implement a quality improvement cycle for assessment
practices. Through a systematic process it may be possible to evaluate the impact of
the recommendations made in Chapter 7 of this study and improve the quality of
clinical assessment further.

. With the outcome of the undergraduate medical programme well described and
agreed upon, and assessment guidelines in place, the second recommendation of this
study is to investigate alignment of teaching and training with outcomes and
assessment.

. Although not arising from this study, but in the light of the fourth industrial revolution
and the worldwide Covid-19 outbreak, the use of technology and innovative measures

to enhance quality clinical assessment and training should be investigated.

8.3.5 Trustworthiness of the research

The researcher invested a great deal of effort to ensure the trustworthiness of this thesis.
Credibility was improved through method and source triangulation (cf. 1.10.1), while the
inclusion of local, national and international official regulations and policies to compile the
assessment framework make the framework transferable to other universities to benchmark

their MBChB programmes (cf. 1.10.2, Chapter 2). The recommendations on best practices
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for quality assessment derived from theory and practice, which make the recommendations
implementable in different clinical settings (cf. Chapter 7). Accurate description of all the
processes followed by the different methods makes the study dependable or repeatable
(cf. 1.10.3). To ensure confirmability, the data interpretation was discussed and clarified
with the promotors and a biostatistician (cf. 1.10.4). The validity and reliability of the data
collection were improved by using piloted questionnaires, double-checking results, and by
triangulation (cf. 1.10.5 and 1.10.6).

8.3.6 Personal experience

Minor administrative problems were experienced with the approval of this study, which were
solved by adjusting time frames and exercising patience. The data management and
interpretation process provided the researcher with the opportunity to improve her skills

under the expert guidance of a biostatistician.

The researcher opted to submit this thesis via the article route, as she had some experience
of clinical article writing. On a positive note, the completion and submission for peer review
of each article felt like an accomplishment. Each accepted paper was celebrated. These
small steps kept the momentum of the project going. Individual articles had to meet the
requirements of different journals, which allowed the researcher to gain experience of the
different submission requirements and platforms. It was challenging to ensure continuity in
the thesis, while at the same time, ensuring that each article was also a stand-alone
publication. The researcher definitely recommends that students consider taking the article
route for PhD studies.

There is a saying that, during PhD studies, you learn more and more about less and less,
and eventually know everything about nothing. I wish to differ, as I hope that I now know
a little more about quality clinical assessment and different research methodologies and
methods.

8.4 FINAL REMARK

I was able to compile assessment criteria, critically review current assessment practices

from different viewpoints, and compile best practice recommendation to enhance the
quality of assessment in the clinical phase of the MBChB programme.
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