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The introduction of the General Medical Council’s (GMC’s)
Performance Procedures (PPs) requires doctors whose
registration has been called into question to undergo an
assessment of performance.' All doctors in the programme
are assessed within a generic framework derived from the
GMC’s guidance Good Medical Practice.? Phase 1 comprises
a peer review of performance in the workplace by two
medical assessors and one lay assessor. Phase 2 includes
standardised objective tests of knowledge, communication
and technical skills that assess competence in a testing centre.
Competence is a necessary prerequisite for performance and
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these tests are designed to clarify whether the basis of poor
performance is incompetence or other factors such as illness,
stress or environment.” The output from these tests of
competence is one small part of a much wider body of
evidence (triangulation) that is required for such a high-
stakes assessment.

The primary aim of this study was to establish how ‘typical’
consultant surgeons perform on ‘generic’ (non-specialist)
surgical simulations before their use in the GMC’s PPs. The
secondary aims were to measure any inter-specialty differ-
ences between these ‘generic’ simulations to see whether
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they represented a fair test for all surgeons, regardless of
specialty, and to compare the scores achieved by a group of
surgeons in the PPs.

Study Group and Methods

All operations can be broken down into a series of core
skills. The generic simulations selected for the GMC PPs
were mostly derived from the Basic Surgical Skills Course
and the Specialist Registrar Skills Course in general surgery
developed by The Royal College of Surgeons of England.*
These seven simulations cover the technical skills that
might be expected of all surgeons (Table 1).

The technical skills’ assessments for the volunteers used
a format similar to an Objective Structured Clinical
Examination (OSCE). Precise instructions were provided
for each simulation, with 15 min allocated per simulation.
Each simulation was scored using a task-specific checklist
of 15-20 items, weighted if necessary, to give a maximum
score of 20. These check lists were derived from those
developed by Winckel et al.’ for their Objective Structured
Assessment of Technical Skills (OSATS). The simulations
were validated against performance in the operating the-
atre on a group of 33 surgical trainees.¢

Seventy-four consultant volunteers in gastrointestinal
surgery (n = 21), vascular surgery (n = 11), urology (n = 10),
orthopaedics (n = 15), cardiothoracic surgery (n = 10) and
plastic surgery (n = 7) were assessed. Volunteers included
surgical assessors for the PPs, local colleagues from South
Yorkshire and others with an interest in the assessment of
surgical competence. Each simulation was marked by a
separate examiner who remained at that station.

Nine surgeons who had not performed well above the
standard for registration on the Phase 1 PPs’ assessments were
assessed in a similar way. There were a few differences in the

design of the PPs’ assessments due to the way in which the
performance rules are written, largely in the interests of
fairness to the doctors. First, no time limit was set to reduce
stress. Second, two assessors marked each doctor on all
simulations. Hence, in the PPs, the number of judgements
made on each surgeon was 14, whereas in the volunteer
study it was 7. This is likely to make the PPs’ scores more
precise (reproducible) than the scores generated for the
volunteers. We would have liked to have replicated the PPs
design for the volunteers but this was impractical for logis-
tical and financial reasons.

Statistical analysis

The median, interquartile and range of the scores for each
simulation and each group were calculated, together with
the mean and 95% confidence intervals (CIs) which were
required for subsequent analysis. A two-way analysis of
variance (ANOVA) was used to analyse the relative contri-
bution of differences between specialties, simulations, and
their interactions using the GENOVA program designed by
Crick and Brennan.” This produced estimates of specialty and
station by specialty mean squares and associated F-tests. The
differences between the specialties on each simulation were
then compared in more detail using the Student-Newman-
Keuls (SNK) method. SNK identifies homogenous sub-groups
of specialties with respect to performance on each measure.
Further analysis of all possible specialty pairs, using the
Bonferroni technique, which corrects significance levels for
multiple comparisons, was also performed.

Results

Group demographics
Four of the 74 volunteers and none of the 9 surgeons in the
PPs were women. The median age of the two groups was 41
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years (range, 33-58 years) and 53 years (range, 40-67
years), respectively.

Simulation scores
There were small differences in the median scores and
ranges for each simulation varying from 20 (range, 15-20)
for dissection to 16 (range, 8-20) for scrubbing (Fig. 1). The
median scores and ranges for simulations by specialties are
shown in Table 2.

Differences between specialties

ANOVA (Table 3) showed significant differences between
simulations (F = 3.85; df (6, 33); P = 0.005), which reflects
inherent differences in simulation difficulty, and a specialty
by simulation interaction (F = 2.21; df (30, 408); P = 0.0001).
This reflects differences in scores between specialties on
some simulations (Fig. 2). Subsequent SNK comparisons
between specialties confirmed that orthopaedic and plastic
surgeons scored lower than all other groups in suturing and
tissue dissection and vessel ligation. Pairwise comparisons
using Bonferroni confirmed these findings. There were 3
extreme outliers with poor hand-eye co-ordination scores.
None of these three surgeons undertook any endoscopic
surgery. The one extreme outlier in the tissue dissection
simulation was an orthopaedic surgeon who did not
undertake any soft-tissue surgery.

Comparison with surgeons in the PPs

The mean scores of the surgeons in the PPs were
significantly lower for all simulations than the volunteer
group for each simulation (P = 0.0001) except for hand-eye
co-ordination (P = 0.004), scrubbing and patient preparation
(not significant). Their overall scores were also significantly
worse (P = 0.0001) and their interquartile range did not
overlap with any other specialty group (Fig. 2).

Discussion

There are few studies comparing the results obtained in the
skills laboratory with those in the operating theatre. Parallel
examinations of technical skill, one using live animals and
one using simulations, have been developed by the
Department of Surgery, University of Toronto, Ontario,
Canada.’ Twenty surgical residents each took both formats,
which were assessed using an OSATS format. The
correlations between live and bench scores were high
(0.69-0.72), and the mean inter-rater reliability between
simulations ranged from 0.64-0.72. Paisley et al® found
non-significant or weak correlations between the technical
skills of basic surgical trainees assessed in the skills
their
consultant trainer. However, more recent work has found
that the simulations used in this study correlated highly

laboratory compared with overall ratings by
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Figure 1. Box and whisker plot (median = bar, interquartile range
= box and whiskers = range) of the scores for the 74 volunteers by
simulation (circles denote extreme outliers).

with direct and video observation of performance on
specific operations.®

The assessment of technical skills in this study uses task-
specific checklists. Martin et al.® have found better reliabil-
ity using global rating scales; however, these seem difficult
to use for more simple models, as many of the elements of
a global rating become inapplicable. Global rating scales
appear better suited to more the complex specialty simula-
tions, or for direct observation in the operating theatre.

The volunteers were not randomly recruited and the
numbers are small. However, the difficulty and costs of
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Figure 2. Box and whisker plot of the overall scores for the volunteers by
specialty and the 9 surgeons in the Performance Procedures.
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recruiting cosultant surgeons to give a day’s worth of time
to this type of work cannot be overstated. No one test can be
completely discriminatory and this study is part of a larger
programme to establish the validity and reliability of such
tests, including more advanced specialty-specific simula-
tions. A time was allocated for each simulation for the vol-
unteers because of the constraints of the OSCE format but
the surgeons in the PPs were allowed unlimited time.
Almost all volunteers completed each simulation within the
allocated time but some of the surgeons in the PPs did not.
The time taken to complete a task has been shown to corre-
late with performance.'® The time to completion was not
measured in the PPs because of the increased anxiety that
this might have caused, but this may be an additional factor
to consider in the future.

We believe that this is the first study to examine the differ-
ences in ‘generic’ skills between different surgical specialties.
The significant inter-specialty ANOVA together with the com-
parable scores of most specialties suggest that some skills may
not be generic for all surgeons. Nevertheless, taken together,
this ‘basket’ of skills represents a fair test and shows large dif-
ferences between surgeons potentially identified as poor per-
formers and a volunteer sample from 6 surgical specialties.
This is not surprising as all surgical specialties in the UK share
a common basic surgical training. Less need for certain skills
might explain the lower scores achieved by some surgeons
in particular simulations. The different techniques used by
‘conventional” and ‘endoscopic’ surgeons may explain the
low scores of the three surgeons who did not undertake any
endoscopic work. Certain specialties or individuals may not
require some skills, or the skills acquired during earlier
training may degrade through lack of use or emphasis.

Conclusions

This study confirms that relatively simple ‘generic’
simulations can be used to assess the technical skills of
consultant surgeons. The lower scores of the surgeons in
the PPs suggests that such tests possess criterion validity

and that the Phase 1 assessments help to identify those

doctors whose poor performance may be due to a lack of
technical competence.
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