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General Introduction

This thesis describes two series of studies conducted at the Institute for General 

Practice (GP) Specialty Training of the Academic Medical Center, University of 

Amsterdam, into the preconditions for implementing tailored educational 

programmes. The first series examined the possibility of assessing trainees 

at the start of their training in order to tailor doctor-patient communication 

training to their needs. The second series of studies investigated ways to 

optimize conditions for the individual development of GP trainers’ expertise. 

Background
In 2007, the Institute for GP Specialty Training of the Academic Medical 

Center formulated a new mission statement. The Balanced Scorecard (BSC) – 

a management system that is widely used in the commercial and non-profit 

sector  –   was applied to transform the strategic goals of the mission statement 

into critical success factors.1 In this process, we defined tailoring our training to 

the educational needs of both trainees and trainers as a critical success factor. 

The impact of the adjustments we would have to make in order to tailor our GP 

training to trainees’ and trainers’ educational needs was expected to be quite 

substantial. We therefore decided first to study the preconditions for tailored 

education within the context of GP speciality training.

Tailoring to educational needs 
Education underwent a shift in the late 20th century from a mainly teacher-

centred approach to a predominantly learner-centred approach.2,3 The central 

tenet behind the learner-centred learning theory is that both adults and children 

learn best when they encounter topics that puzzle them, as this motivates them 

to acquire the knowledge and skills required to solve the puzzles. However, 

society increasingly demands that professionals and organizations account for 

their performance. For educational institutes that means engaging in quality 

assurance and providing insight into their learning outcomes.4,5,6 Performance 

indicators are formulated for educational institutes and competency profiles 

are drawn up for a growing number of professionals, not in the least those in 

the medical field. To acquire all the knowledge and skills set down in these 

competency profiles, one’s learning activities cannot be restricted to puzzling 

topics. Some guidance is needed to ensure that expectations on outcomes are 
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met. In practice, learner-centred learning in higher (medical) education entails 

helping learners to find the best way to acquire the knowledge and skills 

defined in the competency profile of the study they are following.7,8

A prerequisite for acquiring the competencies is knowledge about the 

current level of competence. The assessment of learners’ competence in 

post-graduate medical training has been a popular topic for research.9-11 

Informed self-assessment fits best within a learner-centred approach.12 It 

comprises comparing external judgement of one’s competence with one’s own 

judgement. In a learner-centred approach, one’s own judgement is vital to attain 

the intrinsic motivation to learn – the central tenet behind learner-centred 

learning. Comparing external judgements with self-assessment circumvents 

the lack of accuracy and reliability of professionals’ self-assessments and, 

more importantly, allows the learner more easily to incorporate and accept 

feedback from others.13-15 Informed self-assessment is preferably presided over 

by a facilitator who discusses learners’ feedback reports, which include multi-

source feedback and self-assessment. The use of a facilitator serves various 

purposes: it helps to make learners aware of discrepancies between self- and 

external judgements, it can ease learners’ acceptance of less positive feedback, 

and a facilitator can coach learners to address their educational needs by, for 

example, discussing their portfolio or personal development plan (PDP).16,17

Local context 
GP speciality training in the Netherlands is a 3-year programme provided by 

the country’s eight academic medical centres. The Institute for GP Speciality 

Training of the Academic Medical Center, University of Amsterdam, tutors 

72–80 GP trainees each year. Trainees spend their first and third years in 

a GP training practice under the supervision of a licensed GP trainer. In the 

second year, they have rotations in clinical settings, psychiatric institutions or 

out-patient clinics (e.g. nursing homes). One day a week they follow modular 

courses at the institute. 

GP trainers who successfully complete the 4-year programme of eight course 

days per year are considered fully qualified. These GP trainers then enrol in 

modular courses for experienced GP trainers. GP trainers are evaluated twice 

a year by their GP trainees. The results of these evaluations and the trainers’ 

observed commitment during the modular courses are discussed in annual 

evaluations with a staff member of the institute.
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Tailoring to educational needs in doctor-patient communication
Communication is an important aspect of GP consultations.18 The quality of this 

communication has a considerable impact on diagnostic accuracy, the patient’s 

adherence to therapy, and the patient’s and the doctor’s well-being.19-22 The 

training of doctor-patient communication skills therefore has a prominent 

place in GP speciality training. The effectiveness, however, of training doctor-

patient communication skills is a matter of debate.23-25

As anyone involved in the training of doctor-patient communication will 

confirm, the skilfulness in, and probably also the learnability of, doctor-patient 

communication differs considerably among trainees. Tailoring doctor-patient 

communication training to the educational needs of individual trainees might 

therefore be a way to improve both the outcome and the efficiency of such 

training. However, we are not aware of any institute that has adopted this 

approach. 

We know from other studies that such variables as personal characteristics, 

previous training experience, reflective thinking, emotional intelligence and 

knowledge of doctor-patient communication skills, correlate with doctor-

patient communication skills, and we used these insights in the present 

studies.26-29 In the first study (Chapter 2), we explored the dimensional structure 

of the instrument we use to assess the doctor-patient communication skills of 

our trainees, that is, the MAAS-Global rating list for consultation skills (MG). 

We studied the dimensional structure of this instrument to see whether the 

various doctor-patient communication skills could be clustered according to a 

meaningful concept. 

In the second study (Chapter 3), we looked at the differential growth in the 

doctor-patient communication skills of first-year GP trainees and whether 

there was a link to the clusters we found in the first study. In the third study 

(Chapter 4), we analysed what predicts GP trainees’ skilfulness in doctor-patient 

communication at the end of the first year, based on an assessment of personal 

characteristics, knowledge and skills at the start of that training year.

Tailoring to the educational needs of GP trainers’ personal development
Workplace-based learning constitutes the major part of GP speciality training. 

As GP trainers occupy a central role in this, their competencies as teachers 

are inextricably bound up with the quality of the outcome of GP speciality 

training.30,31
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The implementation of a 4-year GP trainers’ programme at our institute in 2006 

represented an important step forward in anchoring the quality of GP trainers. 

Completion of the programme results in qualifying as a GP trainer.30 However, 

monitoring the quality of trainers should be an on-going process. Although all 

GP trainers at Dutch GP training institutes are evaluated twice a year by their 

trainees and this is discussed in annual meetings with a staff member, GP trainers’ 

use of this feedback for their personal development is not monitored. If we want 

to tailor the training of our GP trainers to their educational needs, it is important 

to know whether they are capable of using the feedback they receive from 

trainees to define their educational needs and to develop further as GP trainers. 

We therefore investigated which type of feedback GP trainers use to define 

goals in their PDPs (Chapter 5). We supplied them with the feedback scores 

and narrative comments of their trainees together with the scores on their 

self-assessment. This combination of feedback from trainees and the self-

assessment paved the way for informed self-assessment, discussed earlier as 

fitting in a learner-centred approach. Feedback and self-assessment scores 

were elicited through questionnaires that followed the four main categories of 

the competency profile for the GP trainer, namely GP-related medical expertise, 

teaching skills, accommodating trainees and personal functioning. 

We subsequently studied how well GP trainers were able to draw up their 

PDPs by evaluating the SMARTness 1 of their PDPs (Chapter 6).32,33 We were 

particularly interested in ways to improve the quality of the PDPs. We therefore 

investigated two interventions by randomizing the GP trainers either to a peer 

group presided over by a staff member or to a practice visit conducted by a 

staff member, and then evaluating whether discussing the action plans in a 

peer group led to a similar improvement in the quality as discussing them with 

a trained staff member, considering that the latter is less costly due to a larger 

demand on staff working time (Chapter 6). 

Outline of this thesis
We discuss the concept of tailoring to educational needs in Chapter 1. In 

Chapters 2-4, we present our studies on doctor-patient communication, 

starting in Chapter 2 with the dimensional structure of the instrument we used 

to assess the doctor-patient communication skills, namely the MAAS-Global 

Rating list for consultation skills. 

1  SMART acronym  stands for Specific, Measurable, Accepted, Realistic and Time-bound
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In Chapter 3, we describe the growth in the doctor-patient communication 

skills of first-year GP trainees during the current training programme, and 

discuss the different growth patterns detectable in our results taking into 

account the dimensional structure discussed in Chapter 2. 

Chapter 4 builds on the results of Chapters 2 and 3 and discusses what best 

predicts the level of doctor-patient communication at the end of the first 

year of training. If we are able to predict the current end-level of doctor-

patient communication skills, it will help us to establish which trainees need 

additional training and which trainees need less training or, alternatively, a 

more challenging programme. 

In Chapters 5 and 6, we focus on our studies on the use of feedback by GP 

trainers. In Chapter 5, we discuss which feedback and self-assessment scores GP 

trainers use in developing their PDPs. In Chapter 6, we compare the SMARTness 

of the PDPs written by the members of the practice visit group with that of the 

PDPs of the members of the peer group. Given that GP trainers can identify 

their educational needs and operationalize them in PDPs, it could open the 

door to introducing tailored education for GP trainers that is directed at the 

learning goals described in their PDPs. In Chapter 7, we discuss the results of 

our studies and their implications for the tailoring to educational needs in GP 

speciality training.
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Abstract

Background

The MG is widely used to assess doctor-patient communication skills. 

Reliability and validity have been investigated, but little is known about 

its dimensionality.  Assuming physicians tend to adopt certain styles or 

preferences in their communication with patients, a multidimensional 

structure of the MG can be hypothesized. 

Aims

This study investigates the dimensional structure of the MG and 

explores the validity of this structure by studying the relationship 

between potential MG-subscales and GP-speciality trainees’ personal 

characteristics. 

Methods

Communication skills of 68 first year trainees in a 2-station OSCE were 

assessed. Exploratory factor analysis was conducted on the resulting 

MG item-scores. With T - tests and correlational analysis the relationship 

between MG-scores and trainees’ personal characteristics was examined.  

Results

Two well-interpretable factors were found, representing patient-oriented 

and task-oriented communication skills. Being born in the Netherlands 

and empathy were positively associated with overall communication 

skills. Prior communication skills training was exclusively related to task-

oriented communication skills. Empathy was associated with patient-

oriented, but not with task-oriented communication skills.

Conclusions

The two-dimensional structure of the MG may be valuable in gaining 

better understanding of factors influencing the acquisition of communi-

cation skills. This may be used to optimize teaching methods in commu-

nication skills training.
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Introduction

The quality of doctor-patient communication influences medical outcomes and 

emotional well-being of patients as well as the accuracy and efficiency of the 

diagnostic process.1-5 Therefore extensive attention is paid to the acquisition 

of doctor-patient communication skills during undergraduate and again in GP 

speciality training, a field of medicine in which good communication skills are 

considered a core competency.6 GP trainees in our experience vary in both their 

doctor-patient communication skills at the start of their training and in their 

ability to improve these skills during their GP training.  Exploring the nature and 

origin of these differences and taking them into account could possibly make 

an educational programme in doctor-patient communication more effective. 

A commonly used instrument to assess doctor-patient communication skills 

is the MAAS-Global rating list (MG).7 Research has shown this to be one of the 

better communication skills assessment tools.8 Its validity and reliability have 

been supported in several studies.7,9,10 The MG is generally used as a one-

dimensional instrument but, as far as known, only one study by van Nuland 

has been published to support this assumption.9 In this study, however, factor 

loadings were relatively low (between .14 and .69) and therefore not per se 

convincing with respect to the uni-dimensionality of the MG. In fact, multi-

dimensionality could be a plausible alternative, considering that the MG is 

expected to cover all relevant aspects of doctor-patient communication and 

taking into account the empirical evidence that physician communication skills 

can be clustered in patterns based on personal preferences.11,12 For example, a 

GP who is educated in a rather authorative educational setting may tend not 

to express some of the more patient-oriented behaviours listed in rating scales 

like the MG, in order to meet the standard of his role models.13 

Conceptually doctor-patient communication skills can be broadly divided 

into behaviour aiming at eliciting socio-emotional aspects and behaviour 

aiming at the task of exchanging medical information. The latter is expected 

to be specifically trained through medical education whilst the former, 

besides through formal training, is also learned by informal learning in daily 

communication.14 It is known that trainability of communication skills varies.15 

Socio-emotional and affective behaviours are probably more difficult to acquire 

and more related to personality traits than medically oriented behaviour.16 

Bearing this in mind unravelling the dimensionality of the MG could be of 
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interest from an educational perspective. First, it could help transform the 

programmes most GP training centres use into programmes tailored to 

individual trainees’ actual needs, taking into account trainees’ starting skills 

in doctor-patient communication and their ability to acquire and develop 

these skills.17 Second, it could lead to more understanding and knowledge of 

personal preferences and styles of GP trainees.

Previous studies suggest a relationship between global communication skills and 

personal characteristics like gender, age, country of birth, prior communication 

skills training,  and empathy.18-21 What will happen to these relationships when 

compared to the expected dimensions of the MG? The outcomes could help 

us predict the development in doctor-patient communication skills of trainees 

and possibly inform us on their ability to benefit from educational programmes. 

The objective of this study is to investigate the dimensional structure of the 

MG and to explore the validity of this structure by studying the relationship 

between the MG-subscales and personal characteristics of GP trainees.

 

Methods

Participants 
All 71 GP-trainees who newly enrolled their GP training in 2007 at the Academic 

Medical Center (AMC) of the University of Amsterdam were asked to participate 

in this study. 

Procedure
As part of a larger research programme, the trainees participated in a half- 

a- day test session that was organized at the very start of their educational 

curriculum, prior to their first communication training. For this sub study, 

trainees participated in a videotaped 2-station objective structured clinical 

examination (OSCE) with standardized patients. The duration of the consultation 

was limited to 7.5 minutes. Four different simulation patients were used for 

each OSCE. OSCE 1 dealt with a very anxious patient with a minor skin disease. 

The second OSCE was a female 24-year old Jehovah’s witness concerned about 

having caught a sexually transmitted disease. In both OSCE’s the focus was on 

communication. 

In addition, a questionnaire was administered to assess relevant personal 

characteristics. All participating trainees gave written informed consent to use 
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their data for research purposes.

OSCE’s were rated by an experienced female GP-staff member and a male 

psychologist both trained in using the MG and not involved in training the 

trainees included in this study.

Instruments
The OSCE’s were rated with the MAAS-Global (MG) rating list.7,22 The validity 

and reliability of the MG were found to be satisfactory in several studies.9,10,23,24 

The MG includes 13 items on doctor-patient communication referring to 

either phase-specific skills (e.g. Opening and Consultation evaluation; n = 7) 

or general skills (e.g. Dealing with emotions and Giving summaries; n = 6). 

The items are scored on a 7-point Likert scale, ranging from 0 (‘not present’) 

to 6 (‘excellent’) and anchored to the score of 6 (‘excellent’). Each item has 

two to four sub-items that reflect the aspects  that have to be considered. For 

example, when scoring the item Empathy, the rater has to take into account 

the degree to which he or she assesses the trainee as (1) being concerned, 

inviting and sincerely empathic in intonation, gesture and eye contact and (2) 

expressing empathy in brief verbal responses. For each consultation all items 

must be completed except for the items ‘Physical examination’ and ‘Follow-up 

consultation’ which may not be applicable. Since in our study these two items 

were not applicable, only 11 items were scored. An overall consultation score 

was obtained by averaging the individual item-scores. Each consultation was 

rated by the two trained raters. 

The Davis Interpersonal Reactivity Index (IRI) was used to assess the empathic 

skills of the participants.25 The IRI is a validated questionnaire developed 

to measure empathy on four different dimensions. The four subscales are: 

Perspective taking (PT), Fantasy (FS), Empathic concern (EC) and Personal 

distress (PD). In earlier research a relationship between the IRI and clinical 

skills was found.21 The subscales EC and FS in particular were related to 

communication skills. A questionnaire was administered concerning age, sex, 

prior communication skills training and country of birth. 

Data analysis

Pearson correlation coefficients were used to evaluate inter-rater reliability 

and the relation between MG-scores and personal characteristics. Paired and 

independent t-tests were used to explore group differences in MG-scores. 
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Internal consistency and dimensional structure of the MG-scale were evaluated 

using the average item-scores of the two consultations. Internal consistency 

was calculated using Cronbach’s alpha. A principal component analysis with a 

direct oblimin rotation (delta = 0) was conducted to establish the dimensionality 

of the MG.26 

The number of components extracted was determined by visual inspection of 

the screeplot and the Eigenvalues of the components (>1). After direct Oblimin 

rotation, each component was transformed into a scale by including the items 

that loaded more than .50 on that component. The direct oblimin rotation was 

chosen to allow for the anticipated correlation between factors. All tests were 

two-sided and statistically significant findings were so at 95% confidence. SPSS 

15.0 ® was used to analyze the data.      

Results

Response
Sixty-eight out of the 71 first year general practice trainees at the Academic 

Medical Center (AMC) of the University of Amsterdam took part in the study, 

on a voluntary basis. Two trainees could not attend the test session due to 

family matters. One did not give written consent to use the collected data. The 

participants were 53 women and 15 men. Their average age was 30.5 year (SD: 

3.6, range: 25-43 year). Nine trainees were born outside the Netherlands. 

Reliability
The mean inter-rater reliability of the overall scores were .46 and .52 respectively.  

These values were consistent with outcomes of Nuland’s research.10 Internal 

consistency of the scale (consisting of item-scores averaged over two 

consultations and two raters) was good, with a Cronbach’s α of .86.     

MG-scores 
Figure 1 shows item-scores and overall scores averaged over the two 

consultations. The resulting pattern is consistent with results from previous 

studies, including the relatively low scores on the items Clarification of the 

reason for encounter, Evaluation of the consultation, Summarizing and Dealing 

with emotions.17,27 
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Figure 1 Average MG-scores, per item and overall (N = 68)
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Dimensionality of the MG
The KMO measure of sampling adequacy was good (.777) and the Bartlett test 

of sphericity was significant, χ2 (54) = 415.321, p < .0005, indicating that the 

data were suitable for factor analysis. Three principal components with initial 

Eigenvalues greater than 1 (4.7, 2.1 and 1.04 respectively) were extracted that 

explained 72% of the total variance. Because the third Eigenvalue was only 

slightly greater than 1 and visual inspection of the screeplot clearly indicated 

a two-factor solution (accounting for 62% of the variance), the two-factor 

solution was further analysed.

After direct oblimin rotation, the rotated solution revealed a simple structure 

(see the pattern matrix in Table 1). All items loaded strongly on only one factor, 

except Evaluation of the consultation, which didn’t load onto a factor. Results 

were checked against the structure matrix. The correlation between the two 

factors was .27. Inspection of the content of the items with the highest loadings 

on each factor suggests that the first factor can be interpreted as ‘patient- or 

affect-oriented’ aspects of communication skills and the second as ‘medically 

or task-orientated’ aspects of these skills.  
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Table 1. Pattern matrix of principal components analysis of MG- items, after direct oblimin 
rotation (N = 68)#

Item Factor

1 2

Exploration of expectations and feelings .89 .03

Dealing with emotions .80 .06

Empathy   .76 .18

Opening .76 .03

Clarification of the reason for encounter .74 .10

Summarizing .60 -.17

Communication about the diagnosis and hypothesis -.21 .89

Structuring .07 .85

Communication about the management plan -.05 .83

Providing information  .27 .75

Evaluation of the consultation .15 .42

Loadings greater than .50 in bold

To further investigate this structure two subscales were created, which we 

named MG-patient and MG-task, consisting of the items with loadings greater 

than .50 on factor 1 and factor 2, respectively. Internal consistency of these 

subscales was good, both having a Cronbach’s α of .87. 

Relationship between MG-score and trainees’ individual characteristics 
Results are presented in Table 2. The averaged score for MG-task (M = 3.12, SD = 

.50) was higher than for MG-patient (M = 2.38, SD = .61), t (68) = 9.32, p < .0005, 

implying that trainees showed better task-oriented than patient-oriented 

communication skills. 

No group differences in communication skills were found with respect to 

sex and age, although for age the differences almost reached significance. 

Trainees who were born in the Netherlands performed better than trainees 

born elsewhere, on both scales measuring communication skills. Finally, 

trainees with prior communication skills training showed better task-oriented 

communication skills than trainees without prior training. 
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Table 2. MG-scores and standard deviations as a function individual characteristics, including 
t – and p - values (N = 68)  

MG-scale MG total score MG-patient MG-task

Personal  characteristics M (SD) t p M (SD) T p M (SD) t p

Sex 1.18 .24 1.31 .19 .20 .84

Female (n=53) 2.55 (.44) 2.43 (.59) 3.12 (.47)

Male (n=15) 2.39 (.51) 2.20 (.69) 3.09 (.60)

Age 1.98 .06 1.64 .11 1.95 .06

 Below  30 (n=41) 2.61 (.32) 2.49 (.47) 3.21 (.42)

30 or older (n=27) 2.37 (.59) 2.22 (.77) 2.97 (.58)

Country of birth 3.88 < .0005 3.40 .001 2.55 .01

Netherlands (n=59) 2.59 (.42) 2.47 (.56) 3.17 (.47)

Elsewhere (n=9) 2.01 (.37) 1.78 (.60) 2.74 (.60)

Prior communication 
skills training

1.83 .07 1.28 .21 1.99 .05

Yes (n=61) 2.55 (.44) 2.41 (.60) 3.15 (.47)

No (n=7) 2.22 (.51) 2.10 (.69) 2.77 (.67)

Significant differences are indicated in bold

In Table 3 the relation between communication skills (MG-scores) and 

empathy (IRI-scores) is shown. More empathic trainees, as measured with the 

EC- and PD-scales, showed better communication skills on the original MG. 

Patient-oriented communication skills were positively associated with three 

dimensions of empathy (FS, EC and PD) while task-oriented communication 

skills showed no association with any dimension of empathy at all.    

Table 3. Pearson correlations (r) between empathy (IRI-scales) and communication skills (MG-
scales), including p – values (N = 68) 

MG-scale MG total score MG-patient MG-task

IRI-scales r p r p r p

Perspective taking (PT) .05 .69 .09 .46 -.08 .50

Fantasy (FS) .21 .09 .24 .04 .05 .71

Empathic concern (EC) .26 .03 .30 .013 .05 .70

Personal distress (PD) .25 .04 .26 .03 .13 .30

Significant differences are indicated in bold
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Discussion 

The objective of this study was to investigate the dimensional structure of the 

MG and to explore the validity of this structure by studying the relationship 

between the MG-subscales and personal characteristics of GP trainees. The 

findings of this study suggest that the MG may be considered as an instrument 

with a two-dimensional structure. We found a clear factor structure upon which 

the items of the MG had strong loadings. The consistency of the subscales was 

satisfactory. Explorative research supported the validity of this structure.  

On the basis of their items the two subscales can be characterised as two aspects 

of doctor-patient communication skills: patient- (or affect-) oriented and task- 

(or doctor-) oriented communication skills. Patient-oriented communication 

skills can be defined as interviewing skills that invite the patient to elaborate 

his needs and preferences and aiming at building a relationship with the 

patient.28,29 A typical example of an item of the MG-patient is ’Exploration 

of expectations and feelings’. Another example is ’Dealing with emotions’. 

In order to get a high score on this last item the doctor should adequately 

reflect patient’s feelings. This technique aims at making the patient feel 

understood and as such can been defined as patient-oriented. Task-oriented 

communication requires communication techniques that help to provide 

structure in a consultation and not necessarily aim at building rapport with the 

patient. They reflect the more traditional medical history time line following 

the journey from complaint to diagnosis and ending up in a treatment plan. 

An item like ‘Communication about diagnosis and hypothesis’ is typically task-

oriented. That these two dimensions are found in an instrument that assesses 

doctor-patient communication is new.  However, it fits in with results found in 

other studies. Hall et al. classified physician communications as task-oriented or 

socio-emotional.11 They found evidence that physicians tended to adopt either 

a patient-oriented (giving information, counselling) or a physician-oriented 

approach (giving directions, asking questions). 

The task-oriented subscale showed a significant relationship with prior 

communication skills training. This confirms previous research suggesting 

that task-oriented behaviour might be better trainable than patient-oriented 

behaviour. Roter and Larson have noted that the affective dimension of physician 

behaviour (development of rapport and responsiveness to the patient’s 

emotions) is not generally regarded to have been acquired in medical school.14 
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This suggests that the expression of these behaviours (such as empathy, concern, 

reassurance) may depend on other factors than learned skills.

An interesting finding is that empathy-scores correlated positively with the 

patient-oriented MG-subscale but were not correlated with the task-oriented 

subscale. This suggests that empathy is a desirable skill in doctors: more 

empathic doctors tend to be better in patient-oriented communications skills 

and not worse in task-oriented skills. A similar result was found by Stratton.21  

Because there are indications that empathy is not easily trained this is valuable 

information for educators.30,31 Three of the four MG-items with the lowest scores 

(even after undergoing doctor-patient communication skills training) are part 

of the patient-oriented subscale (Clarification of the reason for encounter, 

Summarizing and Dealing with emotions) and it might therefore not be easy to 

improve these skills.19,26 

The overall scores on the MG showed a relationship with country of birth and 

prior communication skills training. As for country of birth this is a confirmation 

of the earlier reports of Laidlaw et al. and Lidell and Koresitas that non-native 

speakers score lower on communication skills.18,19 In our findings they do so on 

both subscales. 

The subscales found in this study may be of added value to the MG as it is 

commonly used in assessing GP speciality trainees for both educational and 

formative purposes. The original scale has good psychometric properties and 

according to Schirmer et al. may be considered as one of the better tools to 

assess doctor-patient communication skills.12

The two-dimensional structure offers a new perspective to its use for educational 

purposes. For example, trainees show higher average scores on task-oriented 

communication skills and these skills also seem to be more trainable. This 

may be used in optimising tailor-made doctor-patient communications skills 

programmes by spending less time on the easily trainable skills and focusing 

more on developing methods that have a positive influence on the less 

trainable skills. Another possibility is to use personal characteristics and IRI-

scores to decide which GP speciality trainees seem more likely to benefit from 

extra attention on certain aspects of doctor-patient communication. 

Limitations of the study and further research
There are several limitations to this study. First, sample size was relatively 

small (68) which restricts the finding of significant effects. In the assessment of 
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group differences in communication skills, for some characteristics (country of 

birth, prior training, gender) this resulted in very small subgroup sizes, which 

limits the reliability of the outcomes and may have prevented the detection 

of differences. On the positive side the distribution of gender and country of 

birth is representative of the trend we see in GP training institutes: roughly 25% 

males and 10-15% born outside of the Netherlands.

Additionally the small number of participants can potentially have led to 

unstable factor analysis results. Second, the use of (only) a two-station OSCE 

may limit generalizability of the results toward live consultations. In the scripts 

used for these consultations, more emphasis was put on patient-oriented 

communication skills than on medically oriented skills, which may not be 

representative of an average live consultation. These limitations suggest 

replicating the study with live consultations, a larger group or a greater number 

of consultations.

The relationship of personal characteristics and MG scores also justifies further 

research . Firstly to find additional support for the validity of the MG-subscales. 

This may result from assessing the relationship between communication skills 

as measured by the subscales and personality characteristics of GP speciality 

trainees.      

If the subscales consistently relate to certain personality characteristics this 

confirms the idea that the MAAS-Global measures different communication 

styles.  In addition, these styles could be related to underlying psychological 

processes.11,16,32  Secondly this relationship is of value in finding ways to tailor 

educational programmes toward individual needs of GP trainees. If we could 

use personal characteristics to predict what the needs of individual GP speciality 

trainees will be at the start of GP training it could help in realising truly tailor 

made educational programmes in doctor-patient communications skills. 
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Abstract

Context
Although doctor-patient communication is considered a core 

competency for medical doctors, the effect of training has not been 

unequivocally established. Moreover, knowledge about the variance 

in the growth of different skills and whether certain patterns in growth 

can be detected could help us to develop more efficient programmes. 

We therefore investigated the growth in GP trainees’ doctor-patient 

communication skills in their first year and whether the growth was 

different for distinct categories of skills.

Methods
Seventy-one first-year GP trainees were invited to participate in a study 

aimed at measuring their consultation skills at the beginning (baseline) 

and at the end of their first year (follow-up). Consultation skills were 

assessed with the MAAS-Global rating list for consultation skills (MG). 

Results
Data on twenty-nine GP trainees were collected. MG-scores showed a 

significant growth on all items but one. Patient-oriented skills showed 

significantly more growth than task-oriented skills. Empathy as a 

separate skill seems to be mastered predominantly before the start of 

training.

Discussion
Three patterns in the growth in skills were distinguished: 1) low baseline, 

relatively high follow-up, 2) moderate baseline, moderate growth, and 

3) high baseline, hardly any growth. Patient-oriented skills follow either 

pattern one or three, while task-oriented skills follow pattern two. These 

findings may help in defining where the focus should lie in the training 

of doctor-patient communication skills.
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Introduction
Effective doctor-patient communication is generally regarded as one of 

the key ingredients of good medical practice. As such, it is incorporated in 

internationally used competency frameworks for medical education and 

practice, such as the CanMEDS and the ACGME.1,2 In addition, many studies 

have established the influence of the quality of doctor-patient communication 

skills on medical outcomes and the emotional well-being of both patients3-8 

and doctors.9 

The influence of training on acquiring and improving doctor-patient communi-

cation skills has not been unequivocally established. Kramer did not find 

evidence for a positive effect of doctor-patient communication training on 

third-year GP trainees.10 Reinders, on the other hand, found a modest effect on 

first-year GP trainees.11 Hobma found effects on personalized learning activities 

for GPs, but this did not lead to GPs obtaining the standard scores set for the 

assessment instrument used.12,13 Chan found that regardless of their years 

of experience, family doctors could still improve their skills, and noted that 

doctors whose skills were the poorest at baseline benefitted the most from 

training.14 Fallowfield’s study among oncologists showed that the effect of 

training was transferred into the clinical setting and was still visible a year after 

the training.15 Pfeifer and colleagues observed that although first-year medical 

students acquired communication skills, these skills gradually deteriorated 

during the clinical years. Their assumption is that communication skills are de-

emphasized in the clinical years in favour of clinical knowledge.16 

Since Kramer’s study in 2004 doctor-patient communication training has 

evolved. Particularly in undergraduate medical curricula doctor-patient 

communication training has benefitted from increasing attention. Attempts 

are made to train clinical teachers to pay attention to the assessment of 

communication skills by using observational instruments, such as the 

miniCEX.17,18 Recommended approaches for teaching these skills – such as 

small group teaching with role play, observer-based feedback, enhancing 

theoretical knowledge about doctor-patient communication and integration 

of longitudinal programmes – have been embraced.1,2,19,20 Communication 

programmes that extend into the clinical years have been implemented in 

many medical schools around the world.21-23 
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Attention has also been directed towards the integrated teaching of the more 

traditional interviewing skills – namely those that a doctor uses to obtain the 

medical information that is needed to formulate a diagnosis – and patient-

centred doctor-patient communication skills. Patient-centred communication, 

as defined by Zandbelt, is a doctor’s facilitating behaviour that enables patients 

to express their perspective on illness, treatment and health-related behaviour, 

and the absence of a doctor’s inhibiting behaviour.24

A fluent combination of task-oriented communication skills (structuring, 

summarizing, physical examination, etc.) and patient-oriented communication 

skills (exploring feelings, empathy, etc.) – which Kurtz and colleagues call ‘marrying 

content and process’ – is of the utmost importance to doctors in general and 

perhaps even more so to GPs.25 The task-oriented skills are important in order 

to use efficiently the relatively short time that GPs can devote to each patient 

considering the diversity of complaints and adhering pathology they encounter 

daily. The more subtle patient-oriented communication skills are important to 

establish rapport with the patient, which is essential to GPs as they usually have 

long-term relationships with their patients.26 In this respect, it is interesting that 

trainees acquire some of the doctor-patient communication skills more easily 

than others and seem to adopt a certain style.27 This is influenced both by the 

trainee’s personal characteristics and by the nature of the skills. For instance, 

Aspegren found that such patient-oriented skills as maintaining eye-contact, 

avoiding the use of medical jargon and being civil are noticeably present in 

medical students and junior doctors prior to their formal training, whilst skills 

to structure the consultation and to build rapport are, even when trained, 

underdeveloped in both medical students and junior doctors.28 

Thus, effective doctor-patient communication skills are regarded as a main theme 

in medical education. However, the results of training these skills are conflicting. 

This inspired us to study the effect and outcomes of our training programme 

for first-year GP trainees. In this, we were especially interested in the variation in 

the growth of skills in different aspects of doctor-patient communication skills. 

We wanted to establish whether some skills are already substantially present in 

starting GP trainees, whether some skills profit more from training than others, 

and whether patient-oriented skills benefit more from training than task-

oriented skills. If the different doctor-patient communication skills show different 
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learnability, this will be of importance in building a more efficient doctor-patient 

communication curriculum that takes this into account. 

A widely used and validated instrument for measuring doctor-patient 

communication skills is the MAAS-Global (MG).12,29-31 The MG contains three 

sections: phase-specific skills (7 items) that follow the timeline of a consultation, 

general communication skills (6 items) that can be put into practice anywhere 

in the consultation and do not adhere to any particular timeline, and medical 

aspects (4 items). A desired standard for graduated GPs was established for 

all skills.13 The phase-specific and general communication skills do not follow 

the concept of patient- or task-oriented skills. However, in a previous study, 

we found indications of a two-dimensional structure of the MG that could 

be classified into two factors that included either the task-oriented doctor-

patient skills or the patient-oriented communication skills.32 The MG seemed a 

particularly good instrument to evaluate our training programme and to find 

answers to the following research questions:

1)  What is the growth of doctor-patient communication skills of GP trainees 

during their first year?

2)  Is there a difference in the growth rate of the different skills? 

3)  If there is a difference in the growth rate of skills, and is this related to 

whether these skills are patient-oriented or task-oriented skills?

Methods

Participants and Setting 
All 71 GP trainees who enrolled in the GP Specialty Training at the Academic 

Medical Center (AMC) of the University of Amsterdam in 2007 were asked to 

participate in this study. The group comprised 56 women and 15 men; the 

average age was 30.3 years (SD:3.6). 

The GP Speciality Training takes three years. Trainees work in training practices 

under the supervision of a GP trainer and also attend modular courses weekly. 

In their first year of training they start their modular course in doctor-patient 

communication training in the seventh week. Groups of eight trainees are 
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guided by behavioural scientists during twelve 3-hour sessions spread 

throughout the year. The sessions combine familiarization with the various 

phases of a consultation, practising skills in role play and discussing real-patient 

video consultations for feedback. After the seventh and the last session, the 

trainees’ skills are assessed. 

Participation in the study was voluntarily. All participants gave their written 

informed consent to use their data for research purposes. This study was 

approved by the Ethical Review Board of the Dutch association for medical 

education (NVMO) and exempted from further ethical review.

Design and Procedures
Data were collected at three moments: (1) during the introduction to the 

training before the actual training started, (2) just before the start of the modular 

course in doctor-patient communication and (3) at the end of the course after 

9 months of training. Personal data were gathered at the first measurement 

moment. At the second moment (baseline) and the third moment (follow-

up), participants were asked to videotape 20 consecutive consultations with 

patients during their work at the GP practice.

Six of each trainee’s consultations were selected for data analysis. In order to 

select consultations that represent what a GP encounters on an average day, 

where possible we based our selection on the following three guidelines:(1) 

four of the six patients should be female, (2) three out of the six consultations 

should represent the three chapters of the International Classification of 

Primary Care (ICPC) with the highest prevalence according to the Second 

Dutch National Study into diseases and health interventions in the GP practice 

(Musculoskeletal, Respiratory and Skin) 33, (3) and two of the remaining 

consultations should preferably represent the under criterion 2 named three 

ICPC chapters. In addition, follow-up consultations and consultations with 

children should preferably be omitted. 

Each consultation was rated by two trained observers drawn from a pool of 

nine such observers. The observers were the first author and eight fourth-year 

medical and psychology students. The students had been trained in scoring 

with the MG by the first author during two half-day sessions. Regular sessions 

23176 Es, Judy van, 136 pag.indd   40 19-09-12   10:58



Differential growth 

41

chapter 3

to ensure consistency in scorings were held. In order to be able to control for 

differences in consultation difficulty, all consultations were assessed with the 

Amsterdam Clinical Challenge Scale, using a similar rating procedure. 

Instruments
The consultations were rated with the MAAS-Global rating list for consultation 

skills (MG), which comprises 17 items. We, however, used only the items on 

communication (13 items). Because we excluded follow-up consultations, we 

dropped the item covering aspects of a follow-up consultation, which left us 

with 12 items. 

The items are scored on a 7-point Likert scale, ranging from 0 (‘not present’) to 

6 (‘excellent’). Items are case independent and global, but anchored with 3-4 

detailed criteria per item. For example, when scoring ‘Dealing with emotions’, 

the rater has to assess the degree to which the trainee (1) explores patients’ 

feelings and (2) reflects adequately upon the feelings expressed, and (3) does 

so sufficiently throughout the consultation. For each consultation, all items 

must be completed except for the item ‘Physical examination’, which may not 

be applicable. An overall consultation score was obtained by averaging the 

individual item scores. 

The difficulty of consultations was scored with the Amsterdam Clinical Challenge 

Scale (ACCS).34 This instrument rates on a 5-point Likert scale the difficulty 

of a consultation on five aspects: previous history/actual context, problem 

presented, communication with the patient, physical examination, and patient 

management. A total score is calculated by averaging these five aspects. Each 

consultation was rated by two trained observers blinded to each other’s scores.

Data analysis
SPSS 16.0 ® was used to describe and analyse the data. We performed a G study to 

investigate the inter-observer reliability.35 To check for differences in the difficulty 

of consultations, we performed a paired t-test. Since we were not able to meet the 

predefined selection guidelines in collecting six consultations of every trainee, 

we used t-tests to calculate whether this influenced the total MG scores. Growth 

in skills was tested with paired t-tests. We also calculated the percentages of 

trainees who met the set standard score for every item. The difference in growth 
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between task-related and patient-oriented skills was tested with a Manova for 

repeated measures. For all tests, we used a significance level of 0.05. 

Results

Participants
Of the 71 GP trainees who started the GP training in 2007, 67 enrolled in the 

study during the introduction to the GP training. Two were not present due to 

personal circumstances; another two did not wish to give informed consent 

to use their data for this study. Fifty-five trainees handed in live consultations 

at baseline; 29 of these trainees also handed in live consultations at follow-up. 

Reasons for not fully participating in the study are given in figure 1. Twenty-

nine were therefore taken into final analyses. The characteristics of these 29 

participants and those lost to follow-up are presented in table 1.

55

Data collection

71 GP trainees started GP 
training

69 present at introduction

67 present at introduction and 
supplied personal characteristics  

55 handed in real-patient 
videotaped consultations at baseline 

29 handed in real-patient 
consultations at follow-up  

Drop-out

2 were not 
present at 

introduction

2 did not give 
informed 
consent

12 dropped 
out

26 dropped 
out

8 audio-visual quality too poor 

3 did not hand in consultations 

1 stopped training

9 no longer in training

17 did not hand in consultations 

Figure 1. Overview of drop-out
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Table 1. Personal characteristics of participants and non-participants
Participants (n=29) Non-participants (38)

% male 20.7 23.7

age in years (mean and SD) 30.0 (3.5) 30  (3.7)

Dutch Medical degree 96.6 94.7

Dutch language spoken at home 96.6 94.7

Characteristics of Consultations
Table 2 describes per criterion the percentages of the sets of six consultations 

that met our pre-fixed selection criteria. T-tests showed there was no significant 

difference in total MG-scores between consultations that did or did not match 

the criteria. 

Table 2. Percentages of trainees’ consultations that met the selection criteria
Baseline Follow up

4 out of 6 are female patients 63.6 31

ICPC chapters L, R or S represented in at least 3 and at most 4 consultations 67.3 41.4

No children 94.5 82.8

No follow-up consultation 89.1 41.4

Since there was considerable drop-out, we decided to include the trainees who 

had handed in five instead of six consultations. This concerned one trainee in 

the first round, and four in the second round.

In the first round, 90.9 % of the consultations were rated ‘rather easy’ and 9.1% 

‘moderately to rather difficult’ with the ACCS. In the second round, the figures were 

89.7% and 10.3 %, respectively. Since the difference was small, difficulty was not 

included in the analyses as a control variable. The MAAS-Global scores are given in 

table 3. The growth in skills was significant on every item except ‘Opening’. 

We also looked into the percentage of trainees who were still below the 

standard set for licensed GPs – a level that they should have at the end of 

their 3-year training. A difference was seen in the decrease in the percentage 

of trainees who scored below the standard. This decrease was strongest 

for the items ‘Communication about clinical management’, ‘Exploration of 

expectations and feelings’ and ‘Providing information’. ‘Empathy’ seems to be a 

skill that had already been mastered by a large proportion of the trainees at the 

very beginning of their GP training. Averaged over all items, 15.8% of trainees 

achieved the standard score at baseline and 43.1% at follow-up. 
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Growth in the baseline and follow-up scores on the task-oriented factor and 

the patient-oriented factor of the earlier found two-factor structure was 

significant. There was a significant interaction between the two factors and the 

growth between baseline and follow-up (F (1,28)=11,00, p=.003). The patient-

oriented factor showed the largest growth (see table 3). The generalizability 

coefficient over the 12 items, with 9 observers and 6 consultations, was 0.63, 

which is considered satisfactory. 

Discussion

In our study we found that doctor-patient communication did improve in the 

first year of GP training. However, the growth was not the same for every item, 

and three different patterns were distinguished. The growth in patient-oriented 

skills was larger than in task-oriented skills.

We found growth in communication skills during the first year of GP training. 

This is in contrast to Kramer’s study, in which no difference between first- and 

third-year GP trainees was found, despite the formal education.10 The findings 

of the more recent study by Reinders and colleagues among first-year GP 

trainees, however, are in line with our data.11 While studying the effects of 

patient feedback on growth in communication skills, growth was also found 

in the control group that received the regular doctor-patient communication 

training. This difference in growth compared to Kramers’ study could be due 

to the increasing attention paid to doctor-patient communication training in 

undergraduate training.10 

This increased attention may also explain why our first-year GP trainees baseline 

levels are in close range or higher than those of the first year  trainees in Kramer’s 

study three months into their training, suggesting that today’s post-graduates 

entering GP training are better trained in doctor-patient communication. 

The growth, however, is not the same for each skill. Three patterns emerge 

from the results. The first pattern is characterized by a low baseline level and 

a relatively high follow-up level.  For these skills growth is large. ‘Clarification 

of the reason for encounter’ and ‘Dealing with emotions’ are the skills that 

follow this pattern most clearly. The second pattern is characterized by a 
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moderate baseline level and moderate growth. Most skills follow this pattern. 

Clear examples are ‘Providing information’ and ‘Structuring’. The third pattern 

concerned items that already scored quite high and did not improve or 

improved only slightly, namely ‘Empathy’ and ‘Opening’. When looking at the 

overall factors task-oriented and patient-oriented skills, it appears that patient-

oriented skills more closely resemble the first pattern, whereas the task-

oriented skills resemble the second pattern. 

It is not surprising that patient-oriented skills follow the first or third pattern. 

Most GP trainees enter the training either directly after their clinical years of 

undergraduate training or after working for some time in these clinical settings. 

Once learned, patient-oriented skills are not commonly emphasized in these 

settings, whilst the task-related skills that are required to make an accurate 

diagnosis and to inform the patient about this are encouraged. However, when 

entering the GP training the patient-oriented skills can be retrieved relatively 

quickly. The growth in these skills is therefore large (first pattern). Some 

patient-oriented skills are probably acquired earlier in life or might even be 

partly innate. These skills are empathy and the common civil communication 

skills to open a consultation (third pattern).16

The biggest challenge in learning task-related skills is to remember what to do 

or ask (and in what order to do so) and not to omit important issues. Most of 

this is learned in undergraduate training and is reinforced during clinical years. 

Although growth in these skills is expected, the growth is not as substantial as 

it is for the patient-oriented skills (second pattern). 

We also calculated for each skill the percentage of trainees who achieved the 

standard for a GP. Most of the trainees did not reach these levels for the majority 

of the skills, implying that these skills should still receive attention in the rest of 

the GP training. Empathy and the exploration of feelings were clear exceptions 

to this: almost 90% of the trainees had already reached the standard level at 

the end of their first year. 

Looking from the individual trainee perspective, it is interesting to know 

whether there are trainees who no longer need the normal training and would 

benefit from more challenging education. More than 40% of the trainees 
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achieved the standard score for GPs at the end of the year and are therefore 

potential candidates for this.

Strengths and Limitations
By using multiple real-patient consultations we created the opportunity for 

trainees to demonstrate their skills in a variety of interactions in a rich clinical 

context. However, this method is laborious and might have been a cause of the 

considerable loss to follow-up, along with the inevitable loss of trainees who 

stopped or interrupted the training. The relatively large drop-out rate certainly 

decreased the power of this study. Due to the proportionally larger drop-out, 

caution is needed in generalizing our findings to the group of trainees who do 

not speak Dutch at home. We are not aware of any other selection bias due to 

this drop-out. 

Another issue to consider is which part of the observed growth in doctor-

patient communication skills can be accounted for by training in the modular 

course. We did not have a control group that was solely exposed to ‘workplace-

based learning’. Yet it seems neither feasible nor ethical to prevent trainees 

from learning through modular courses for the sole purpose of a study. 

Furthermore, the data for this study were gathered at one single institute, and 

therefore this study should be replicated at other GP training institutes. Given 

that GP training in the Netherlands is increasingly similar across institutes, one 

could argue that this would not add many new insights to our results.

Recommendations and Further research
We recommend to focus more on differential growth in doctor-patient 

communication skills in the field of doctor-patient communication training. 

Assessing trainees’ doctor-patient communication skills at the start of training 

can provide an insight into what they need training in. Bearing in mind that 

some skills benefit more from training programmes than other skills, both 

educators and researchers should develop and investigate teaching methods 

that have an impact on the skills that currently remain below the desired 

standards. Furthermore, looking into the differences in the trainability of 

different doctor-patient communication skills and the different growth 

patterns they follow, might provide direction for further research into teaching 

doctor-patient communication skills.  
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Abstract

Context
Doctor-patient communication has a substantial influence on the 

quality and outcome of doctor-patient encounters. Although it is 

quite common to pay attention to the training of doctor-patient 

communication skills, little is done to tailor educational programmes 

to trainees’ needs, despite substantial differences in the level of skills 

in doctor-patient communication acquired in regular, non-tailored 

educational programmes.

Objective
To investigate the extent to which the skilfulness of General practitioner 

(GP) trainees in doctor-patient communication at the start and at the 

end of their first year of training, can be predicted by assessing their 

personal characteristics, knowledge, and reflective and communicative 

skills before the start of their training. 

Methods
The doctor-patient communication skills of first-year GP trainees 

were assessed with the MAAS-Global rating list for consultation 

skills before and after a non-tailored 9-month longitudinal doctor-

patient communication training. Before the training, gender, age, and 

previous experience and knowledge of doctor-patient communication 

were assessed. Emotional intelligence was measured with the Davis 

Interpersonal Reactivity Index. Reflective skills were measured with a 

reflection-evoking case vignette. Relationships were analysed using 

Pearson correlations.

Results
One third of the predictors had medium sized correlations with skills 

at the start of the training. At the end of the training, only pre-training 

doctor-patient communication (.49) and reflective skills (.40) still showed 

medium sized correlations. The correlation with reflective skills had 

increased. 
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Discussion
Good reflective skills can apparently contribute to the acquisition of 

doctor-patient communication skills. Characteristics related to lesser 

skills at the start of the training, such as being male, being older and 

having less knowledge, can be compensated for by training. To tailor 

doctor-patient communication training, both the initial skill level and 

reflective skills should be taken into account.
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Introduction

Doctor-patient communication skills have a substantial influence on the 

outcome of encounters between doctors and patients. These skills affect 

the accuracy of the diagnosis, the compliance and adherence of patients to 

treatments, patients’ satisfaction and the wellbeing of doctors.1-7

Not surprisingly, a substantial part of undergraduate and postgraduate medical 

training is dedicated to acquiring these skills, in line with recommendations 

from internationally used competency frameworks for medical doctors.8,9 

Recommended approaches for teaching these skills - such as small group 

teaching with role play, observer-based feedback, enhancing theoretical 

knowledge of doctor-patient communication and integrating longitudinal 

programmes into the curriculum - are incorporated in the curricula of most 

medical schools.10-12 Nevertheless, many patients are dissatisfied with their 

doctors’ communication skills which relates to more malpractice suits.13,14 Every 

experienced teacher involved in training doctor-patient communication skills 

recognizes the natural-born communicators amongst their trainees, as well as 

the group that has difficulty mastering the skills. Despite this practice-based 

knowledge, most programmes are not tailored to trainees’ needs. It might, 

however, be more efficient if trainees’ potential difficulties in getting a grip on 

doctor-patient communication could be detected at the start of training. A 

more intensive training in these skills could then be offered. Moreover, trainees 

who have the potential to acquire the necessary skills without too much effort 

could follow a less elaborate training programme.

General practitioner (GP) speciality training historically devotes a great deal of 

time to doctor-patient communication, despite conflicting publications about 

the results of this focus.15-20 

In the Netherlands, this training is group-based and consists of multiple 

sessions throughout the year. Sessions are a combination of getting familiar 

with the various phases in a consultation, practising skills in role play, and 

discussing and providing feedback on real- patient video consultations. Specific 

communication skills for specific situations and contexts are trained separately, 

for example ‘delivering the bad news’.

More knowledge of what predicts the effect of training in doctor-patient 

communication skills is needed before the actual start of training if we want 

to establish a more efficient use of training hours and teaching staff by taking 
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trainees’ individual needs and level of skills into account. In other words, we 

should investigate whether it is possible to differentiate between trainees who 

will profit from more training and those who probably need other challenges 

because they have attained the required level of competence before time.

One approach that might help to make this differentiation is to establish trainees’ 

current skilfulness in doctor-patient communication. A common way to assess 

doctor-patient communication skills in general practice is to observe and score 

these skills.21 A widely used and validated instrument for measuring doctor-

patient communication skills is the MAAS-Global rating list for consultation 

skills (MG).22-24 The MG contains three sections: phase-specific skills (7 items), 

which follow the timeline of a consultation; general communication skills (6 

items), which can be put into practice at any point of the consultation and do 

not adhere to any particular timeline; and medical aspects (4 items). A desired 

standard for graduated GPs has been established for all skills.18 

However, such observation-based methods are time-consuming and thus 

costly. We were therefore particularly interested in the predictive value of 

trainees’ personal characteristics in regard to doctor-patient communication 

skills. Such characteristics are more easily measured through questionnaires 

and, moreover, a fair amount of knowledge is available about the relationship 

between those characteristics and doctor-patient communication skills. 

Laidlaw’s work showed that being female, being younger, having had prior 

communication skills training and being a native speaker are related to 

better doctor-patient communication skills.25 We added to this list some 

other potential predictors. First, we were interested in the predictive value of 

an objective structured video examination (OSVE).26 Second, Arora’s review 

showed that measures of emotional intelligence correlate positively with 

doctor-patient communication skills.27 Third, the ability to employ reflective 

thinking is interesting in relationship to doctor-patient communication skills 

since different authors make a connection between these two. 28-30

The aim of our study was to investigate the extent to which we could 

predict GP trainees’ skilfulness in doctor-patient communication at the end 

of their first year, based on an assessment at the start of their training. More 

specifically, we studied the relationship between personal characteristics and 

doctor-patient communication skills at both the start and the end of the first 

year. We also studied the relationship between the level of skills in doctor-

patient communication skills at the beginning of training, assessed with both 
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OSCEs and real-patient consultations, with the level of skills in real-patient 

consultations at the end of the first year

Methods

Setting and Participants
All 71 first-year GP trainees (56 women and 15 men) at the Academic Medical 

Centre (AMC) of the University of Amsterdam who enrolled in 2007 were asked 

to participate in this study. Their average age was 30.3 years (SD: 3.6, range: 25-

43 years). Nine trainees were born outside the Netherlands.

Study design and procedures
Participation involved a half-day test session prior to the start of the trainees’ 

speciality training (T0), taping 20 real-patient consultations in weeks 6 and 7 of 

their training (prior to the start of their doctor-patient communication training) 

(T1) and, again taping 20 real-patient consultations after nine months into their 

training (when they had finished the doctor-patient communication training 

programme) (T2). All participants were asked to give written informed consent 

to use their data for research purposes. 

In the test session, trainees took a written knowledge test on doctor-patient 

communication, completed a semi-structured questionnaire consisting of 

a reflection-evoking case vignette and took an emotional intelligence test. 

Questionnaires were also administered to assess personal characteristics, 

namely  age, gender, country of birth, native language and prior communication 

skills training. The trainees then participated in a videotaped 2-station OSCE, in 

which the focus was on communication. 

We selected six consultations from the real-patient consultations at T1 and 

T2 (the outcome measures). In doing so, we used three criteria to ensure that 

we selected consultations that best represented what a GP encounters on an 

average day. These criteria were: (1) four of the patients should be female; (2) 

three of the consultations must represent the ICPC chapters with the highest 

prevalence in general practice, namely L (musculoskeletal),  R (respiratory) or S 

(skin); and (3) of the remaining consultations, at least two should not represent 

ICPC chapter L, R or S. Follow-up consultations and consultations with children 

were excluded.

The OSCEs and real-patient consultations were rated by two raters. Raters were 
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the first author and eight students who had been trained in scoring by the first 

author during two half-day sessions. These students were either fourth-year 

medical students or psychology students. Regular sessions were held to retain 

consistency in scoring.

To control for differences in consultation difficulty, all consultations were also 

assessed on difficulty using a similar rating procedure. 

Instruments
Knowledge test on doctor-patient communication: a study-specific OSVE was 

developed based on the required final attainment level of undergraduate 

medical training for doctor-patient communication skills.31 It covers knowledge 

about recognizing the various phases in a consultation and using specific 

techniques to elicit the patient’s perception about his/her complaints. The 

instrument consists of eight multiple choice or open-ended questions. Scores 

could range from 1 to 8. 

Reflective skills: we developed a study-specific measure to assess reflective skills. 

This instrument embodied a case vignette describing subtle unprofessional 

behaviour in a doctor-patient encounter. The trainees reflected upon the 

encounter by answering seven open questions. Scoring was carried out with an 

adapted version of the observer rated instrument to assess student reflection 

developed by Boenink and colleagues.32 Scores could range from 1 to 10.

Emotional intelligence: we used the Davis Interpersonal Reactivity Index (IRI).33 

This validated questionnaire has four subscales: perspective taking (PT), fantasy 

(FS), empathic concern (EC) and personal distress (PD). Each subscale contains 

7 items Scoring on the individual items is done on 5-point Likert scales. Scores 

on the subscales are calculated by averaging the individual item scores. 

Doctor-patient communication skills: we used the MAAS-Global (MG) rating list 

for consultation skills to rate trainees’ skills during both OSCEs and real-patient 

consultations.22-24 The validity and reliability of the MG have been found to be 

satisfactory in several studies.22,34,35 The MG includes 17 items, of which 13 are 

on doctor-patient communication and refer to either phase-specific skills (e.g. 

‘opening’ and ‘evaluation of consultation’; n = 7) or general skills (e.g. ‘dealing 

with emotions’ and ‘giving summaries’; n = 6). For this study, we used only the 
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13 items on communication. Because we excluded follow-up consultations, 

we dropped the item covering aspects of a follow-up consultation, which left 

us with 12 items. Items are case-independent and global, but anchored with 

3-4 detailed criteria per item. For example, when scoring the item ‘dealing with 

emotions’, the rater has to assess the degree to which the trainee (1) explores 

patients’ feelings and (2) reflects adequately upon those feelings, and (3) does 

both sufficiently throughout the consultation. For each consultation, all items 

must be completed except for the item ‘physical examination’, which may not 

be applicable. Here, we report only an overall consultation score, which was 

obtained by averaging the individual item scores. 

Difficulty of consultation: This was scored with the Amsterdam Clinical 

Challenge Scale (ACCS).36 This is an instrument with which the difficulty of five 

aspects of a consultation is rated on a 5-point Likert scale. These aspects are: 

previous history/actual context, problem presented, communication from 

the patient, physical examination and patient management. A total score is 

calculated by averaging the five scores. 

Data analysis
SPSS 16.0 ® was used to describe and analyse the data. Pearson correlation 

coefficients were used to study the relation between predictors (T0) and 

outcome measures at T1 and T2. We performed a G study to investigate the 

inter-observer reliability of the raters of the consultations. 

Results

Participants
Of the 71 GP trainees who started their specialty training, 69 attended the half-

day test session, which was embedded in the introduction to their GP training. 

Of this group, two trainees did not give informed consent to use their data, 

one dropped out of the training, three did not hand in consultations and eight 

provided real-patient consultations videotapes of insufficient audio-visual 

quality. Of the 55 trainees of whom we had all data at T1, due to various reasons 

(Figure 1) only 29 provided us with patient consultations at T2. These 29 were 

taken into analyses. Differences between the characteristics of trainees who 

were taken into analyses and those who were not are minimal (table 1).
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Figure 1. Overview of drop-out

Table 1. Personal characteristics of participants and non-participants

Participants (n=29) Non-participants (38)*

Male (%) 20.7 23.7

Age in years (mean and SD) 30.0 (3.5) 30.0 (3.7)

Dutch as native language (%) 96.6 94.7

* No data were available on four of the trainees, namely those who were not present at the 
introduction or did not give informed consent (see Figure 1). 

In table 2 personal characteristics are listed together with the overall MG score 

on the OSCEs at T0 and the real-patient consultations at T1 and T2. MG scores 

at T1 and T2 on the skill level are reported elsewhere.37

55

Data collection

71 GP trainees started GP 
training

69 present at introduction

67 present at introduction and 
supplied personal characteristics  

55 handed in real-patient 
videotaped consultations at baseline 

29 handed in real-patient 
consultations at follow-up  

Drop-out

2 were not 
present at 

introduction

2 did not give 
informed 
consent

12 dropped 
out

26 dropped 
out

8 audio-visual quality too poor 

3 did not hand in consultations 

1 stopped training

9 no longer in training

17 did not hand in consultations 
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Table 2. Personal characteristics of the trainees and MG scores (n=29)
Prior training in doctor-patient communication skills 89.7%

Reflective skills (mean (SD))** 6.89 (1.3)

Emotional intelligence (IRI)

            Perspective taking scale (PT) (mean (SD))* 3.89 (0.5)

            Fantasy scale (FS) (mean (SD))* 2.18 (0.7)

            Empathic concern (EC) (mean (SD))* 3.14 (0.8)

            Personal distress (PD) (mean (SD))* 3.81 (0.5)

Overall MG score OSCEs T0( mean (SD))# 2.48 (0.4)

Overall MG scores real-patient consultations T1(mean (SD))# 2.33 (0.4)

Overall MG scores real-patient consultations T2 (mean (SD))# 3.00 (0.4)

* scale of 1-5
** scale 1-10
# scale of 1-6

Table 3 presents per criterion the percentages of the sets of six consultations 

that met our selection criteria. Although these differences were considerable, 

t-tests showed there was no significant difference in skilfulness (total MG 

scores) between consultations that did or did not match the criteria. 

Table 3. Percentages of trainees’ consultations that met the selection criteria
T1 T2

4 of the patients are female 63.6 31.0

ICPC chapters L, R or S represented in at 
least 3 and at most 4 consultations

67.3 41.4

No children 94.5 82.8

No follow-up consultation 89.1 41.4

Regarding the difficulty of consultations at T1, 90.9 % were rated ‘rather easy’ 

and 9.1% ‘moderately to rather difficult’ with the ACCS. At T2, the figures were 

89.7% and 10.3 %, respectively. Since the difference was small, difficulty was 

not included in the analyses as a control variable.

The generalizability coefficient over the 12 items, with 9 observers and 6 

consultations, was 0.63, which is considered satisfactory.

Predictive value of personal characteristics and doctor-patient communication skills
Pearson correlations are presented in table 4. Gender, reflective skills, having 

prior experience of doctor-patient communication training and MG scores 

assessed with OSCEs all showed medium sized correlations with real-patient 

consultation MG scores at the start of training.38 Only the reflective skills 

maintain this medium sized correlation with MG-scores at the end of the 
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training (T2). The MG scores on the real-patient consultations at the start of the 

training also have a medium sized correlation with overall MG scores. Results on 

native language are not reported, since only one member of our final analysis 

group was not a native speaker of Dutch.

Table 4. Pearson correlations between personal characteristics and doctor-patient 
communication skills

T1 T2

Gender (n=29) .43* .20

Age (n=29) .29 .13

Knowledge of doctor-patient communication (n=28)^ .25 -.05

Having prior experience of doctor-patient communication training 
(n=29)

.36 .03

Enjoying prior doctor-patient communication training (n=27)# -.10 -.22

Valuing doctor-patient communication as important (n=29) .20 .09

Perspective-taking scale (PT) (n=29) .20 .00

Fantasy scale (FS) (n=29) .29 .28

Empathic concern (EC) (n=29) -.01 .08

Personal distress (PD) (n=29) -.11 -.16

Reflective skills (n=29) .34 .40*

Overall MG score on OSCEs at T0 (n=28) .46* .28

Overall MG at T1 (n=29) --- .49*

Correlation is significant at the 0.05 level
^ For 1 trainee we had missing values on this characteristic
# Two trainees did not have prior experience with doctor-patient communication training 
and therefore could not answer this question

Discussion

The aim of our study was to see whether it is possible to predict at the beginning 

of the first year of GP training the skilfulness in doctor-patient communication 

at the end of the first year. 

We found that one third of the predictors measured during the introductory 

session showed medium sized correlations with the consultation skills at the 

start of the communication training, six to seven weeks later. The relationship 

between the predictors and the skills level at the end of the training, however, 

was much weaker. The best predictor of the skills level at the end of the training 

was the communication skills at the start of the training, followed by, perhaps 

more surprisingly, the scores on reflective skills. This last association even 
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seemed to increase over time.

In our study, we replicated most of the findings of Laidlaw and colleagues. 

In their study among 78 residents who were in their first year or were 

beginning their second year at a Canadian medical school, they also found 

a positive relationship between gender, younger age and prior training in 

communication skills, and performance in doctor-patient communication 

skills.25 All their assessments were carried out at one single moment in the year. 

Communication skills were assessed with OSCEs, whereas in our study real-

patient consultations were used as an outcome. Interestingly, in our study the 

above-mentioned relationships diminished greatly, or were even negligible 

when skilfulness at the end of the year was used as an outcome. Laidlaw’s 

group can be compared to our group regarding stage of training. This suggests 

that the strong emphasis in GP training on doctor-patient communication as 

compared to the training of postgraduates in internal and surgical rotations, 

possibly overcomes the disadvantages of some personal characteristics. 

This is encouraging, since it implies that training can compensate for the 

disadvantage that male trainees, older trainees and untrained trainees have. 

However, it could also be interpreted as an indication of too much focus in the 

regular training programme on improving the skills of trainees who have low 

scores at the start of the training. 

The predictive value of our OSVE was nullified. This is not that surprising, since 

questions in this OSVE assessed the knowledge required to finish undergraduate 

school, and this knowledge is refreshed in the first year of GP training.

Unexpectedly, emotional intelligence (EI) did not have a strong relationship 

with the trainees’ communication skills. Only the subscale ‘fantasy’ had a weak- 

medium sized positive relationship. This is remarkable, since the content of this 

scale refers to daydreaming and fantasizing, which do not seem directly related 

to the competences needed by a GP. In contrast, the subscale ‘perspective taking’, 

which refers to the more cognitive ability to see things from the perspective of 

another person, showed only a small sized relationship at the start of the training 

and was nullified at the end of the training. This came as a surprise, since in a 

recent review a positive association of EI with doctor-patient communication 

was established, independently of the moment of measurement.27 However, 

Stratton and colleagues did find that EI scores assessed with the IRI and another 

EI instrument (the Trait Meta-Mood Scale; TMMS) diminish over time in clerkship 

trainees.39 Their explanation is that many of the positive attributes (e.g. high 
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scores on EI) that are deemed important by admission committees and society 

at large are not always reinforced in medical training. This seems an unlikely 

explanation in our setting, since GP training in doctor-patient communication 

reinforces positive attributes and empathic behaviour.

The importance of reflective skills for learning in general has been described. 

For instance, Ericson’s deliberate practice theory emphasizes the importance 

of reflecting on experiences in order to become a medical expert.40,41 From 

the results of our study, we conclude that reflection is also important for 

becoming a communication expert. Thus, trainees who are less skilled in 

reflective thinking do not profit from this intensive training. This might explain 

why the correlation of reflective thinking with doctor-patient communication 

was stronger after the training. Taking into the account the reflective skills of 

trainees may therefore be helpful in the development of ideas about how to 

tailor doctor-patient communication programmes to the needs of trainees. If 

this can be replicated in other studies, it would also serve our need for a simple, 

cost-effective instrument to assess trainees before assigning them to different 

tailored educational programmes in doctor-patient communication. 

Strengths and limitations
The strength of this study lies in our use of a comprehensive set of known 

characteristics that influence doctor-patient communication. None of these 

predictors had previously been studied in the context of GP training. Moreover, 

we do not know of any other study that observed the value of these predictors 

of future performance. This study, however, suffered from a considerable loss 

to follow-up. This might have influenced our results even though personal 

characteristics did not differ between participants and non-participants. 

Another limitation is the inclusion of only a small number of men, since this is 

one of the predictors of a lag in doctor-patient communications skills. This is, 

however, representative of an average class of GP trainees, which for the last 5 

years has consistently comprised around 25% men. We were also not able to 

study the effect of being a native speaker – which is a potentially important 

predictor of doctor-patient communication – as we had just one non-native 

speaker in our analysis group. A final limitation concerned the study-specific 

instrument that we used to measure reflective skills, namely an adapted version 

of the observer rated instrument to assess student reflection developed by 

Boenink and colleagues. Further research should confirm its validity.32
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Recommendations and further research
This study would ideally be replicated with a larger group of trainees from 

different institutes. The construction of a more elaborate predictive model for 

doctor-patient communication skills might then be possible. 

We established evidence for a relationship between reflective skills and 

doctor-patient communication. Further studies should be done to improve 

the understanding of the role that reflection plays in acquiring doctor-patient 

skills.

The effects of tailoring doctor-patient communication skills training to the 

individual trainee’s potential should be investigated. Only then will we know 

whether training in doctor-patient communication skills should be made more 

or, where applicable, less intense. 
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Abstract

Title
Do GP trainers use feedback in drawing up their Personal Development 

Plans (PDPs)?

Results from a quantitative study

Background
GP trainers play a key role GP trainees’ education. To stimulate develop-

ment of trainer competencies a PDP can be helpful, especially when 

feedback is incorporated 

Aims
To investigate to what extent GP trainers use feedback in PDPs.

Methods
GP trainers were provided with three feedback sources: trainees’ rating 

scores, trainees’ narrative comments and self-assessment scores. Trainers 

were instructed to use these while drawing up PDP goals. With quantitative 

analyses the extent to feedback sources were used was determined. 

 

Results
93% of the trainers submitted a PDP. More than 75% of goals were based on 

provided feedback. Multiple sources addressing the same issue increased 

feedback use. If two sources pointed in the same direction, feedback was 

used more often if one of them concerned “narrative comments”.

Ratings were lowest for GP-related Expertise and Teaching Skills. 

Most goals defined concerned these domains. Fewer goals regarded 

Personal Functioning. Proportion of feedback used concerning Personal 

functioning was lowest.

Conclusions
GP trainers use most feedback and address issues most commented 

upon. Narrative comments deserve a profound place when eliciting 

feedback.  Research into the quality with which feedback is used in PDP 

goals should complement these results.
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Introduction

In specialty training, the major part of the trainees’ education consists of 

workplace-based learning. Clinical teachers are the principal facilitators of 

learning in clinical practice.1,2 The quality of the (teaching) competencies of 

clinical teachers should therefore be an area of great attention for training 

institutes.3,4 The last two decades positive developments have been seen in 

training institutes’ efforts in this area.5,6 It is becoming common practice for 

faculties to require clinicians, involved in the training of post-graduate trainees, 

to certify themselves as clinical teachers. Certification usually follows upon 

satisfactory completion of didactical courses specifically designed for clinical 

teachers. This has been an important step forward in professionalizing work-

place based learning in the medical setting.7,8 It is however also important to 

focus on the period after certification. Faculties therefore need to assure that 

clinical teachers, once certified, maintain their gained competencies and if 

needed, develop them further.9

To support this, promoting the use of structured feedback programmes 

for clinical teachers, could play an important role. Feedback is generally 

considered to be an important tool to help to reflect upon one’s competencies. 

It can give incentives to self-developmental activities, given that feedback is 

accepted and used. Several studies reported about factors that are of influence 

on the acceptance of feedback in general. Adding narrative comments to 

rating scores10,11, linking questionnaires to a desired standard of assessed job 

skills1,12,13, ensuring credibility of feedback sources14-16, presenting feedback in 

an inviting format17,18  and combining written feedback with a self-assessment 

all improve acceptance of feedback.19

To structure and support the actual use of feedback, an often used tool is 

the Personal Development Plan (PDP) or Personal Learning Plan.20,21 PDPs are 

generally part of a portfolio, an accepted method to stimulate self-refection 

in performance assessment.22,23 In a PDP a person describes one’s intended 

goals and gives an indication of the timeframe in which these goals should be 

achieved. Systematically gathering feedback on one’s competencies is generally 

regarded as a valuable point of departure for writing a PDP.21 It helps to make a 

person aware of the current levels of competency, and more specifically areas 

in need of improvement, making it easier to formulate relevant goals for a PDP. 

In addition, for those who are interested in professionalizing their clinical 
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teachers, a PDP provides an opportunity to monitor whether teachers actually 

use their feedback in planning goals for competence development. This can be 

accomplished by systematically comparing the content of the goals drawn up 

in a PDP with the content of the feedback given. 

In current study we want to investigate to what extent GP trainers use their 

feedback. Therefore, the content of goals in the PDPs is related to the three 

sources of feedback received. Next to determine the extent to which GP trainers 

use the feedback they receive to set goals in PDPs, we will also explore which 

(combination of ) feedback source(s) was most impactful (in terms of usage) 

and whether there was a preference to address feedback of specific domains

Methods

Context
The Dutch GP speciality training is a 3-year post-graduate training. Trainees 

work their entire first and third year in a GP practice under the supervision of 

an experienced GP who is also a certified GP trainer. In GP speciality training, GP 

trainers are the clinical teachers. In order to become and stay certified, GP trainers 

are required to attend modular trainers’ courses to update existing and learn new 

(teaching) skills. These skills are described in the Dutch competency profile of 

GP trainers (Board of General Practice, Nursing Home Medicine and Mentally 

Handicapped Medicine, CHVG). In addition, once (until 2007) or twice a year 

they receive structured feedback following a specified format from their trainee 

who fills in an evaluation form covering the four domains of the competency 

profile: GP-related Expertise, Teaching Skills, Facilitating GP Trainees and Personal 

Functioning. The evaluation provides two types of feedback: 1) scores on rating 

scales and 2) narrative comments: best points and points of improvement. 

Participants
Our study was carried out between 2008 and 2009 at the Speciality Training 

for General Practice of the Academic Medical Centre - University of Amsterdam 

(AMC-UvA). 

All trainers of a 1st-year GP trainee in 2008 who had at least two years experience 

(n=85) were invited to participate. The two years’ experience was required 

in order to be able to provide the trainer with feedback from more than one 

trainee.
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Study design 
A prospective cohort design was used. Trainers’ evaluations by their trainees of 

the past four years were collected from their files. Furthermore participating 

trainers filled in a web-based self-assessment questionnaire. For each trainer 

an overview was generated in which the trainees’ rating scores (feedback 

source 1), trainees’ narrative comments (feedback source 2) and the trainers’ 

self-assessment scores (feedback source 3), were summarized. Participants 

were provided with this overview within two weeks after completing the self-

assessment. They were subsequently asked to write a PDP using the overview.

Instruments
The trainee evaluation form was compiled by the Dutch National Board of GP 

Speciality Training Institutes and is based on the Dutch competency profile of 

GP trainers (Board of General Practice, Nursing Home Medicine and Mentally 

Handicapped medicine). The current version consists of 29 items (Table 1) 

across four domains: GP-related Expertise, Teaching Skills, Facilitating GP 

Trainees and Personal Functioning. Items are scored on a 5-point Likert scale, 

whereby 1 stands for totally disagree, 2 for disagree, 3 for neutral 4 for agree 

and 5 for totally agree. The evaluation form ends with an open-ended question 

asking trainees to name three points of improvement for the trainer, as well as 

the three best points (narrative comments). After filling in the evaluation form, 

GP trainers and trainees discuss the answers.

Until 2004, an older version of the trainee questionnaire was used, which 

contained no narrative comments. In order to be able to analyse it together 

with the current version, we converted the items of the older version to the 

items of the current version. Some items could not be converted, resulting in a 

smaller number of values for these items.

The trainer self-assessment is web-based and contains the same 29 items as 

the trainee evaluation form but formulated from the trainers’ perspective. 

Procedures
Participants were informed about this study by the first author during a modular 

course and were encouraged to use the SMART-criteria to evaluate their goals. 

SMART stands for Specific, Measurable, Acceptable, Realistic and Time bound. 

The layout of the overview was demonstrated and trainers were urged to use it 
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for writing a PDP. Writing a PDP was made mandatory for all trainers as part of 

their annual evaluation. All participants received a handout summarizing the 

information given in the meeting. They all were asked to give written informed 

consent for using their self-assessment scores and PDPs for our study. 

Participants’ personal data were gathered from the administrative database 

of our institute. The ethical review committee of the Dutch society of medical 

education (NVMO) approved the study.

Analyses
To make the narrative comments and the PDP goals suitable for quantitative 

analysis, all narrative comments and PDP goals were classified into 29 items 

covering the four domains in the trainee evaluation form and the trainer self-

assessment (Table 1 and 2). This classification was done separately by two GP 

staff members (MW, JVE). PDPs and narrative comments were anonymised. 

Results were compared and if not congruent, discussed until consensus was 

reached. Some narrative comments could not be categorized under any of 

the 29 items. These comments all concerned the personal functioning of the 

trainer, for example: “Should be a bit more relaxed”, or “Should show a bit more 

self-confidence”. They were classified into item 28 of the domain personal 

functioning (“Is open to feedback and acts upon it”) and as  such, broadening 

this item to more general personal functioning and  leaving item 29 of that 

domain  as a more specific aspect of personal functioning (“Is enthusiastic 

about training GP trainees) 

Being interested in the items that need improvement, we included those 

items on the trainee’s feedback questionnaire into our analyses that received 

less favourable feedback. This was made operational by including the items 

that received scores lower than four given by at least one trainee. For the self-

assessment questionnaire we also used as the cut-off a score lower than four. 

We only analysed the narrative comments as far as they concerned points of 

improvement.

Descriptive data analysis was performed with SPSS 16.0 ®. 
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Results

Response rate 
Of the 85 trainers invited, 73 participated in the study: two were excluded due to 

conflicting roles (being both GP trainers and staff members); three retired before 

the end of the study; six were not available during the study period; and one 

couldn’t participate due to logistical problems. Of the 73 who agreed to participate, 

5 ultimately did not submit a PDP, despite several reminders by both mail and 

telephone.  Lack of time was mentioned by all as the reason for non-compliance. 

Characteristics of participants
Twenty-one per cent of the 68 participants were female, their average age was 

50 (SD:6.5), 19% worked in a single-handed practice. On average, they had 

been active as trainers for 4.2 years.

Characteristics of feedback and PDP 
Trainers received on average 4.2 evaluations (range 1-8). There were several 

reasons for this wide range. Until 2007, trainees were only required to 

evaluate their trainers once a year. A considerable number of trainers 

(22%) had been active as trainers for less than 3 years and not every 

trainer had exactly 1 trainee a year due to circumstances such as trainee 

maternity, sick leave of trainees or trainers or sabbaticals of trainers.  

Trainees’ mean rating scores on most items were higher than trainers’ self-

assessment scores (Table 1). The average rating score given by trainees was 

never 3 or lower (which would indicate a neutral or less favourable judgement). 

“Using the promoted communication guidelines” (3.87) scored lowest and “Is 

adequately obtainable and available to trainee” (4.70) highest.  Also, none of 

the average trainers’ scores were below 3. “Demonstrating how to keep up to 

date with relevant medical literature” had the lowest score (3.32) and ”Has and 

adequate Internet connection” the highest (4.69). 

At the domain level, trainees’ scores averaged at 4.23 (GP-related Expertise), 

4.32 (Teaching Skills), 4.45 (Accommodating Trainees) and 4.55 (Personal 

Functioning).  The trainers’ self- assessment scores were 3.88, 3.92, 4.16 and 

4.22 respectively (data not shown).

The most frequently mentioned points of improvement concerned item 28 “Is 

open to feedback an acts upon it”, item 14 “Giving adequate feedback” and item 
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5 “Having an orderly practice management”. Item 28, however, encompassed 

more narrative comments regarding personal functioning than are described 

for this item (see analyses section).

The amount of feedback received differed considerably per domain (Table 

3). By far the highest amount of feedback addressed Teaching Skills, whereas 

the least feedback was given on Personal Functioning. This difference remains 

when taking the number of items in each domain into consideration

On average one PDP contained 2.4 goals. The domain GP-related Medical 

Expertise accounted for 36% (n=75) of the goals, Teaching Skills for 45% (n=94), 

Accommodating Trainees for 15% (n=32) and Personal Functioning for 4% 

(n=8) (Table 2).

Results preparatory classification of narrative comments and PDP goals 

As explained in the analyses section to make narrative comments and PDP goals 

suitable for quantitative analysis they were classified into the competencies 

described in the 29 items of the questionnaires. It appeared that PDP goals and 

narrative comments frequently embodied more aspects than one item grasps. 

As a result the total 333 narrative comments given, were related 437 times to 

one of the 29 items (on average, 1 point of improvement could be related to 1.3 

items) (Table 1). The 160 goals could be related 209 times to one of the 29 items 

(on average, 1 goal could be related to one item 1.3 times) (Table 2).

Table 1. Mean (standard deviation) scores on trainee evaluation, trainers’ self-assessment scores 
and the percentage narrative comments related to the 29 items of the questionnaires.

Mean 
score  (SD) 
on trainee 
evaluation
(n=68)

Mean 
score (SD) 
on self-
assessment
(n=68)

Percentage 
of  narrative 
comments 
(n=437)  related 
to this item

Domain 1 GP-related Medical Expertise

1.  Uses the guidelines of the Dutch GP 
association in a critical manner

4,06 (0,59) 3,75 (0,68) 1,1

2. Adequately performs medical procedures 4,53 (0,40) 3,99 (0,44) 0,2

3.  Uses the promoted doctor-patient 
communication guidelines

3,87 (0,57) 3,79 (0,57) 1,4

4.  Demonstrates that he keeps up to date with 
relevant medical literature and implements 
new insights within his daily practice

4,00 (0,53) 3,32 (0,89) 3,9

5. Has an orderly practice management 4,38 (0,48) 4,07 (0,50) 8,0

6. Has an orderly registration of patient files 4,56 (0,42) 4,38 (0,50) 1,6
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Domain 2 Teaching Skills

7. Is an enthusiastic GP 4,69 (0,45) 4,46 (0,50) 1,6

8.  Gives adequate attention to trainee’s 
learning process (modelling, coaching, 
fading away)

4,50 (0,36) 4,06 (0,42) 6,9

9.  Is willing to discuss problems in our 
relationship 

4,46 (0,48) 4,06 (0,52) 0,0

10.  Adequately uses videotaped consultations 
for educational purposes

4,15 (0,53) 3,82 (0,52) 3,0

11. Facilitates adequate learning consultations 4,35 (0,43) 3,85 (0,47) 6,9

12.  Pays attention to all domains of the GP 
profession in our learning consultations

4,37 (0,37) 3,82 (0,52) 5,5

13. Explores my learning needs adequately 4,15 (0,48) 3,91 (0,48) 5,3

14. Gives adequate feedback 4,38 (0,37) 3,91 (0,48) 9,6

15. Stimulates reflective thinking 4,27 (0,40) 3,74 (0,50) 1,8

16.  Coaches in structuring my learning process 
(exploring educational needs, formulating 
learning goals, putting together a learning 
plan etc.)

3,90 (0,48) 3,79 (0,53) 7,3

17.  Adequately coaches my performance 
of medical procedures (demonstrating, 
instructing, observing)

4,26 (0,43) 3,74 (0,59) 4,1

Domain 3 Accommodating Trainees

18.  Has an adequate consulting room for GP 
trainee

4,48 (0,50) 4,46 (0,56) 1,8

19.  Has a well-functioning system for 
videotaping consultations and playing them 
back

4,61 (0,43) 4,41 (0,63) 0,5

20. Has an adequate library 4,26 (0,55) 3,54 (0,94) 0,0

21. Has an adequate Internet connection 4,49 (0,57) 4,69 (0,50) 0,5

22.  Has adequate and sufficient (surgical) 
instruments

4,59 (0,40) 4,21 (0,61) 0,0

23.  Regulates the flow of patients in such a 
way that GP trainee encounters the kind of 
problems that are needed for the phase of 
his learning process

4,20 (0,58) 3,60 (0,74) 5,0

24.  Is adequately obtainable and available to 
trainee 

4,70 (0,31) 4,60 (0,50) 3,9

25.  Delegates his duties adequately to a 
colleague in case of an absence of leave

4,45 (0,47) 4,24 (0,60) 1,1

26.  Involves nurse practitioners and medical 
receptionists in my training

4,20 (0,50) 3,66 (0,80) 1,4

27.  Facilitates learning opportunities when we 
are on call

4,48 (0,43) 4,18 (0,62) 0,5

Domain 4 Personal Functioning

28. Is open to feedback and acts upon it 4,37 (0,39) 4,01 (0,44) 14,4

29. Is enthusiastic about training GP trainees 4,72 (0,32) 4,43 (0,50) 2,7
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Use of feedback to define goals 

Three-quarters of the defined goals (76.1%) in the PDP were related to items 

on which feedback was received (Table 2). For the four domains this was 61.3%, 

86.2%, 81.3% and 75.0% respectively. Since the process of bringing narrative 

comments under the domain “Personal Functioning” (see analyses section) 

differed slightly from the process used for the other domains, we calculated 

feedback use disregarding this domain, too. The results were similar. 

Table 2. The number of goals referring to an item, the number (percentages) of goals that were 
based on feedback (trainee’s scores, self-assessment scores or narrative comments) and the 
number (percentages) of goals that were not based on feedback.

All Goals 
defined 

Goals based 
on feedback

Domain 1 GP-related Medical Expertise 75 46 (61,3)

1. Uses the guidelines of the NHG in a critical manner 13 6 (46,2)

2. Adequately performs medical procedures 5 0 (0,0)

3. Uses the promoted doctor-patient communication guidelines 7 4 (57,1)

4. Demonstrates that he keeps up to date with relevant medical 
literature and implements new insights within his daily 
practice

22 21 (95,5)

5. Has an orderly practice management 18 9 (50,0)

6. Has an orderly registration of patient files 10 6 (60,0)

Domain 2 Teaching Skills 94 81 (86,2)

7. Is an enthusiastic GP 3 1 (33,3)

8. Gives adequate attention to trainee’s learning process 
(modelling, coaching, fading away)

6 5 (83,3)

9. Is willing to discus problems in our relationship 0 0 (0,0)

10. Adequately uses videotaped consultations for educational 
purposes

6 5 (83,3)

11. Facilitates adequate learning consultations 14 12 (85,7)

12. Pays attention to all domains of the GP profession in our 
learning consultations

14 11 (78,6)

13. Explores my learning needs adequately 5 5 (100,0)

14. Gives adequate feedback 8 7 (87,5)

15. Stimulates reflective thinking 4 4(100,0)

16. Coaches in structuring my learning process (exploring 
educational needs, formulating learning goals, putting 
together a learning plan etc.)

20 19(95,0)

17. Adequately coaches my performance of medical procedures 
(demonstrating, instructing, observing)

14 12(85,7)

Domain 3 Accommodating Trainees 32 26 (81.3)

18. Has an adequate consulting room for GP trainee 1 1 (100,0)

19. Has a well functioning system for videotaping consultations 
and playing them back

2 1 (50,0)

20. Has an adequate library 6 5 (83,3)
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21. Has an adequate internet connection 0 0 (0,0)

22. Has adequate and sufficient (surgical) instruments 2 2 (100,0)

23. Regulates the flow of patients in such a way that GP trainee 
encounters the kind of problems that are needed for the 
phase of his learning process

8 8 (100,0)

24. Is adequately obtainable and available to trainee 3 1 (33,3)

25. Delegates his duties adequately to a colleague in case of an 
absence of leave

1 0 (0,0)

26. Involves nurse practitioners and medical receptionists in my 
training

8 7 (87,5)

27. Facilitates learning opportunities when we are on call 1 1 (100,0)

Domain 4 Personal Functioning 8 6 (75,0)

28. Is open to feedback and acts upon it 5 5 (100,0)

29. Is enthusiastic about training GP trainees 3 1 (33,3)

Total 209 159 (76,1)

Impact of feedback combinations on feedback use 
The proportion of used feedback was on average higher when it was based on 

more than one feedback source

(Table 3). The proportion of used feedback was lowest when the feedback was 

based only on the trainee’s scores.  If feedback was based on two sources, it 

was used most when narrative comments were among them. The average 

proportion of used feedback was highest for GP-related Expertise and, again, 

lowest for Personal Functioning. 
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Discussion 

Providing our GP trainers with an overview of only written feedback from 

their trainees together with their own self-assessment scores inspired them 

to use these sources for more than three quarters of the goals they defined 

in their PDP. For those who have an interest in professionalizing their staff of 

clinical teachers this is encouraging. It sustains our hypothesis that structured 

feedback programmes followed by drawing up PDPs are a good method to 

stimulate clinical teachers to work on keeping themselves competent and 

monitor goals they define for themselves in relation to feedback received and 

self-assessment. 

We also found that if feedback scores, narrative comments and self-assessment 

scores addressed the same issue, the chances of the issue to be used in a PDP 

increased. This finding is congruent with other studies.19,24,25 The three sources 

did not seem to have the same impact, though. If the same feedback came 

from two sources, the chance of being used was larger when one of them 

was a narrative comment. This quantatively sustains the qualitative findings 

of Overeem, who found that consultants find narrative comments helpful in 

understanding and accepting feedback and therefore influence the use of 

feedback.10 We hypothesize that the strength of narrative comments lies in 

the fact that they usually concern rather concrete descriptions of (un)desirable 

behaviour. This makes it easier for the receiver to understand which behaviour 

is at stake and what should be done to improve it. The combination of trainer 

self-assessment scores and narrative comments appeared to have the most 

impact.  

Most goals were based on the two domains which received the most feedback: 

GP-related expertise and Teaching skills. Nevertheless, a fairly large number 

of goals (23.9%) had no relationship with the three sources of feedback. This 

was most outspoken for GP-related Medical Expertise. The preference for goals 

in this domain, even in the absence of feedback, could be due to the double 

role of GP trainers. Being both professionals and teachers, choosing goals that 

increase medical expertise benefits them in both roles.   

Only scarcely feedback was given on the domain Personal Functioning.  

Since only two items represented this domain, this may come as no surprise. 

However, the feedback given per item and the proportion of used feedback 

was scarce too. This may be a consequence of the fact that in this domain the 
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largest part of the feedback came from one source only. Another explanation 

might be that comments on Personal Functioning were often directed at 

character versus task related aspects like: “Should not ramble on about things” 

or “should be less of a perfectionist” or “should be more patient”. This type of 

personalised feedback does not give clear clues directed at work related tasks 

and according to DeNissi and Kluger can reduce feedback receivers’ motivation 

and distract the focus away from task improvement.18 

Our data showed that both GP trainers and trainees seem very satisfied with 

GP trainers’ job skills. This may well be justifiable, but it is known that self-

assessment scores are not valid and it is also possible that trainee’s scores 

are somewhat inflated because they give socially desirable responses due to 

the dependent nature of the relationship they have with the trainer they are 

assessing.16,24,26, 27

Limitations
We were unable to provide every GP trainer with the same amount of trainee 

feedback due to changing policies concerning trainer evaluation over the 

years. It is also a consequence of maternity leave of trainees, illness and in some 

cases failing administration. Nevertheless, all but 3 trainers received narrative 

comments and we think that this, together with the trainees’ scores, provided 

enough input for writing a PDP.

Another limitation concerns the difficulty of stimulating trainers to draw 

up a PDP. The effort to promote compliance was high and it is questionable 

whether this is feasible in a non-research setting. More information about the 

effectiveness of PDPs in competency development is needed to know whether 

these efforts are worthwhile.     

Recommendations for practice and further research
Our research highlights the importance of using different sources in feedback 

programmes. Moreover when not many different feedback givers are available 

as in our setting, eliciting feedback by different methods, both rating scores and 

narrative comments should be recommended. The latter can make the rating 

scores more concrete and therefore easier for trainers to convert into goals. 

We therefore suggest in further research to study the effectiveness of feedback 

by not only asking for points of improvement in a general manner, but to also 

make an effort to elicit  more  specific narrative comments on individual items 
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or domains. Another suggestion is to explore facilitating the interpretation of 

feedback for its receiver (for example by giving ranges of scores of colleagues, 

or facilitating opportunities to obtain oral clarification by the feedback 

givers). This can help to assimilate feedback that perhaps otherwise would go 

unnoticed.24,28

Special attention needs to be paid to interventions that stimulate the 

use of feedback in the domains “Accommodating Trainees” and “Personal 

Functioning”. Regarding the latter, more attention should be paid to gathering 

more feedback by adding more items.

In this study we focused on the quantitative aspects of feedback use. It was a 

first step in exploring the use of feedback by GP trainers. We did not study the 

quality of the feedback, nor the quality of the goals defined. Further research 

into this issue should be conducted to complement these results. Last but not 

least we would recommend further research into the relationship between 

feedback use and the ultimate achievement of goals.
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Abstract 

Background
It has been reported that appraisal by peers can be effective.

Aim
To investigate whether feedback from a peer group (PG) compared to 

feedback by a staff member during a practice visit (PV) is as effective in 

improving the quality of action plans.

Methods
73 GP trainers randomized into either a PG or a PV, were instructed to 

draw up action plans using the SMART-criteria, to realize the goals set 

in their Personal development Plans (PDP’s). To improve action plans 

feedback was given in either PG or PV.  Quality of baseline and follow-up 

action plans, operationalized as the SMARTness with which plans were 

formulated, was assessed using a study-specific instrument. 

Results
Response rate for submitting both baseline and follow-up action plans 

was 89% in the PG   versus 79% in the PV. It was feasible to determine 

scores on all SMART-criteria, except for the criterion “Acceptability”. 

Significant improvement was made on the remaining four criteria 

irrespective of the feedback setting. 

Conclusions
PGs, cost less and seem equally effective in improving the SMARTness of 

action plans. Moreover, they also seem to stimulate GP trainers more to 

write a PDP. Therefore they may be favoured over PVs.
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Introduction

Self-directed learning is a process in which individuals take the initiative to 

diagnose their learning needs, design learning experiences, locate resources 

and evaluate their progress.1 The concept has been applied by many educators 

the last three decades. To promote the self-directed learning processes and 

monitor their results, portfolios were introduced.  These have proven to be 

effective in making learners more responsible for their own learning.2,3

One item very often included in a portfolio is the personal development plan 

(PDP), also referred to as a personal learning plan.4 PDPs are usually the result 

of a structured formative assessment process that involves collecting and 

reviewing external feedback, as well as guided self-reflection activities. Self-

reflection combined with external feedback enables learners to define areas 

in which further (educational) development is needed and to translate these 

needs into learning goals.5

Commonly, in a PDP the approach to achieve developmental goals is formulated 

by way of action plans. A common tool used to help improving the quality of an 

action plan in profit- and non-profit organisations like the educational setting 

is the SMART-acronym. SMART stands for 5 criteria: Specific, Measurable, 

Acceptable, Realistic and Time-bound (sometimes slightly different terms are 

used for this acronym: attainable instead of acceptable, for instance). These 

criteria are meant to help define goals and formulate action plans clearly and 

enhance their effectiveness.6 As such, the SMARTness of an action plan can be 

seen as an aspect of an action plan’s quality.

In our context, General Practitioner (GP) speciality training, the clinical teachers, 

GP trainers, play a central role in training future GPs.7,8 GP trainers (experienced 

GPs) are required to follow modular GP trainers’ courses to keep their knowledge 

and teaching skills up to date. To monitor and manage the performance of 

individual trainers, practice visits are performed by the teaching staff (GPs and 

behavioural scientists) of the GP speciality training.

But unlike the standardized procedure that is generally followed for practice 

visits as part of the appraisal of GP practices, our educational practice visits to 

our GP trainers were until recently not standardized. O’Brien concluded that 

(educational) standardized practice visits that make use of specific tools to 

assess developmental needs have an effect on professional practice and Finlay 
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found that GPs consider them to enhance their learning and improve their 

practice.9,10

In line of these findings we recently implemented a format for our practice 

visits that standardizes both the interview during the visit and the subsequent 

reporting of this interview. We also asked our GP trainers to write a PDP before 

receiving a practice visit, herewith introducing a specific tool to enable us 

to gain a better insight into their developmental needs. We helped them to 

define goals by providing them with feedback consisting of their scores on a 

self-assessment questionnaire and their scores on the evaluations of their GP 

trainees of the last four years.11 GP trainers used the feedback for more than 

75% of the goals they defined.

In this study we will focus on GP trainers’ goal and action plan-writing abilities 

by investigating how SMART action plans for the goals in their PDPs are 

defined - the SMARTness of the action plans. Assuming that the SMARTer an 

action plan is defined, the greater the chances are of achieving the goal, this 

should ultimately lead to GP trainers managing their developmental needs 

more adequately.  

 Practice visits, however, take up a lot of staff time. Practices are located within a 

100-kilometre radius of the GP Speciality Training institute where the teaching 

staff is based. As a consequence, in addition to preparation time and time for 

writing reports on the practice visits, much time is spent travelling. 

In literature on GP practice appraisal it has been reported that appraisal by 

peers can be just as effective as appraisal by trained non-peers.12,13 Furthermore, 

feedback is considered to be more worthwhile when it has been given by 

peers.12,13 Obviously, peer groups take considerably less staff time: they address 

multiple GP trainers at once and reduce travel time. As such they could be a 

cost-effective way to manage GP trainers’ individual developmental needs 

than practice visits.

Considering the above we will investigate whether the effect of feedback on 

the SMARTness of action plans from peer groups equals that of feedback in a 

practice visit.

Here fore we need an instrument to assess the SMARTness of an action plan. 

Since, to the best of our knowledge, no such instrument exists, we will first 

develop one. 
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Methods

Participants
This study was conducted in 2008-2009 at the Speciality Training for General 

Practice of the Academic Medical Center (AMC), University of Amsterdam. 

All GP trainers of 1st year GP trainees in 2008 with at least two years’ experience 

as a GP trainer (n=85) were invited to participate in the study. 

GP speciality training is a three-year post-graduate training programme. In 

year one and three trainees are allocated to a GP trainer for the entire year. They 

also attend modular courses at the GP training institute one day a week. In the 

second year they work through rotations in clinical settings. 

Study design and procedures
We performed a randomized trial. The SMARTness of the action plans was 

assessed before intervention (baseline) and after intervention (follow-up). GP 

trainers were randomised into either of the two intervention groups: peer-

group meeting or practice visit. Subsequently, to help GP trainers choose 

relevant goals for their PDPs, we provided them with an overview of written 

competency-based feedback. This feedback consisted of self-assessment 

scores and the ratings scores and narrative comments from the evaluations 

of  the trainees who had been allocated to their practice the last four years.11 

Trainers were asked to write a PDP (baseline) using the feedback provided. We 

did not limit the number of goals that could be addressed by action plans in a 

PDP. At the same time, a date was set for either participation in a peer group, or 

a practice visit. During the peer-group meetings or practice visits, they received 

feedback on the SMARTness of their PDP’s. For each GP trainer, the first goal and 

accompanying action plan was used for this study. They were subsequently 

asked to review and adjust their action plans using the feedback they received. 

Both the initial (baseline) and the definitive (follow-up) action plans were sent 

to a research assistant to be anonymised before their SMARTness was scored by 

the first and the last author (JVE, MW). 

Peer groups comprised between three and five GP trainers and teaching staff of 

the GP training institute presided them. GP trainers could sign up for different 

dates and groups were compiled accordingly. Peer group meetings were held 

at the GP training institute and some (to reduce travel time for GP trainers) at 

the GP practice of one of the participating GP trainers. GP trainers who worked 
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at the same practice were not allocated to the same peer group. Peer-group 

meetings were scheduled to last 3 hours. 

Practice visits were also carried out by teaching staff and lasted 1.5 hours. For 

both peer groups and practice visits we made sure teaching staff having other 

professional or private relationships with a GP trainer were not assigned to that 

particular trainer. Two weeks prior to peer-group meetings or practice visits, 

presiding teaching staff received the feedback overviews and baseline PDPs 

for preparation purposes.

  
Instruction of participants
All participants were informed about this study during a meeting on a 

modular-course day. At this meeting, the first author explained the principles 

of writing a PDP. Participants were shown the layout of the overview in which 

their feedback would be collected. They were urged to use the feedback in 

drawing up their PDP. Participants were further instructed to structure their 

goals in action plans by using the subheadings aim, action, result and time 

span (AART) and they were encouraged to use the SMART-criteria to evaluate 

their action plans. 

Participation was part of the regular modular course and therefore obligatory. 

Each participant gave written informed consent for using his or her PDP for this 

study. GP trainers who did not submit PDPs were reminded to do so several 

times by both email and telephone.

Data on the personal characteristics of participants were gathered from the 

administrative database of our institute. The ethics committee of the Dutch 

Society of Medical Education (NVMO) approved this study and exempted it 

from judgement by the Medical Ethical Committee since it involves no patients.

Instruction of teaching staff
All teaching staff at our GP training institute is trained to run the group sessions 

and modular courses GP trainers have to attend. Topics that are covered in 

these modular courses include GP-related expertise and teaching skills. 

Teaching staff received training on how to conduct practice visits and preside 

over the peer groups during two separate three-hour sessions held for this 

study. They were trained to use a standardized agenda in which time to be 

used was specified for each part of the program. We developed a standardized 

agenda and a format for the minutes of the practice visits and peer-group 
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meetings. In addition, the teaching staff was taught how to give (practice visits) 

or trigger (peer groups) feedback on how SMART action plans were defined. 

The teaching staff prepared the peer-group meeting or practice visit by 

studying the feedback overviews and PDPs of the participating GP trainers.

Instruments
A 5-point Likert scale was used to score each SMART-criterion. Anchors were 

defined for the highest (5) and lowest (1) scores. For the criterion Measurable, 

the score of three was also defined. In addition, questions were formulated to 

aid scoring each criterion.

Subsequently, the instrument was tested by the first and last authors, both 

of whom are experienced GPs with long-term involvement in GP Speciality 

Training. They independently scored the goals of 10 randomly selected PDPs 

using the scoring instrument. If comparison of the scores showed differences 

greater than one point, or the authors could not decide on a score, the matter 

was discussed. If the questions and anchors appeared to be insufficient for 

capturing the differentiation in the material to be scored, then they were 

adjusted. The pilot made it clear that the action plans gave too little information 

on the criterion Acceptability (A). Therefore, this criterion was not included in 

the final instrument.  The 10 action plans used in the pilot were scored again 

using the definitive instrument. In addition to scoring SMARTness, the use of 

the AART criteria was scored with a yes/no tick box. See appendix for the final 

version of the scoring instrument used.

Analyses
Dichotomous data are presented as percentages. Scores on a Likert scale are 

presented as averages. We used multivariate analyses for repeated measures 

to test the effect of the intervention (peer group or practice visit) on the 

improvement in scores (baseline compared to follow-up) on the SMART-criteria 

(specific, measurable, realistic, time-bound).  In cases where the effects in this 

overall analysis were significant, post-hoc analyses were performed to test the 

effects per SMART-criterion.
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Results

Response rate 
We originally invited all 85 trainers who were active as trainers of 1st-year GP 

trainees. They were randomly assigned to either the practice-visit group or the 

peer group (fig.1). Two were excluded because of their conflicting roles as both 

trainers and teaching staff members of the GP training institute at the time of 

our study. Ten others could not participate due to retirement before the end of 

the study, not being available for the whole study period or logistical problems. 

25 trainers from the practice-visit group and 32 trainers from the peer group 

submitted baseline and follow-up PDPs.  These are included in the analyses. GP 

trainers who did not submit a PDP gave restricted time as their reason for not 

doing so. 

Personal Characteristics
The average age of trainers in years was 51 in the practice-visit group and 49 

in the peer group (table 1). Both groups consisted of more male than female 

trainers (peer group 63 %; practice-visit group 68%). The number of part-time 

trainers in the peer group was considerably higher than in the practice-visit 

group (78% versus 52%). 

Table 1. Personal characteristics of GP trainers and their practices
Practice visit (n=25) Peer group (n=32)

Gender (%) Female 32.0 37.5

Male 68.0 62.5

Average age 51 49

Part-time GP trainer (%) 52.0 78.1

Practice Size 
(%)

Single-handed 24.0 18.8

Small (up to three doctors) 56.0 56.3

Health care centres (more than 3 doctors) 20.0 25.0

Practice 
Setting (%)

City 36.0 53.1

Urban 48.0 28.1

Rural 16.0 18.8

In 3rd or 4th year of curriculum for starting GPs 40.0 50.0

Working in appraised practice5 28.0 40.6

5  The Dutch Society of General Practitioners (NHG) appraises practices. In this (voluntary) appraisal 
the SMART-criteria are used in defining practice-based goals. GP trainers who work in an appraised 
practice therefore have experience of making goals SMART.
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Smartness scores 

The majority of GP trainers (>80%) defined their goals using the subheadings 

of AART (aim, action, result and time span). This was the case in both the 

practice-visit group and peer group, although the baseline scores were slightly 

higher in the latter. Use of the subheadings increased in both groups after the 

intervention, except for Result in the practice-visit group. Time Span in the peer 

group decreased from 100% at baseline to 96.9.

The SMARTness scores (specific, measurable, realistic and time-bound) 

improved from baseline to follow-up irrespective of the intervention (F 

(1,56)=56,41 p<0.000).  

Although not all SMART-criteria benefitted equally from the intervention (F 

(1,54)=6,50 p<0,001) post-hoc analyses revealed that the improvement in 

scores were significant for all SMART-criteria: Specific (F(1,56)=69,70 P<0,00),  

Measurable (F(1,56)=21,97 P<0,00), Realistic (F(1,56) =39,8 P<0.00) and Time-

bound (F(1,56)=19,74 P<0.00). Overall, scores in the peer group were higher 

than in the practice-visit group (F (1,56)=5,4 P<0,024).

Discussion

Discussing the Smartness of the action plans for goals that are defined in a PDP 

improves this same SMARTness. This is congruent with literature about the 

positive effects of training the goal-setting abilities of case managers working 

in revalidation and mental-healthcare.14,15 

Our study also shows that this improvement occurs after both a practice 

visit and participation in a peer group - improvement in scores was seen for 

both modes of intervention, with no significant differences between the 

two. This is encouraging for any educational setting addressing the quality 

and development of its clinical teachers since resources and time are usually 

limited everywhere and therefore have to be used as efficiently as possible. 

The cost-effectiveness of peer groups may well prompt a change towards the 

increased use of peers in appraisal, but there are further potential benefits. 

In peer groups, participants benefit from discussing the feedback received 

by other participants, too, and in addition, feedback from peers seems to be 

highly appreciated and leads to better practice outcomes than non-physician 

observers.12,13
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There were also a number of remarkable results. The baseline SMARTness scores 

were fairly high. We could argue that this was because we instructed trainers 

to use the AART format, which is also used by GP trainees in their portfolios 

and as a consequence, GP trainers are already familiar with it. Surprisingly and 

despite randomization, baseline SMARTness scores were higher in the peer 

group than in the practice-visit group. Perhaps GP trainers pay more attention 

to their action plans in anticipation of feedback from peers as compared to 

feedback during a practice visit from a single teaching staff member. Another 

explanation may be that in the peer group more GP trainers (50% vs. 40%) had 

already participated in the voluntary GP practice appraisal that is conducted 

by the Dutch Society of General Practitioners (NHG). For this appraisal, practice 

improvement plans are required for which the SMART-criteria are used, too. 

Interestingly the percentage of participants who submitted their baseline PDP 

was higher in the PG (68% versus 89%). Also the baseline scores were higher. 

It could be that the anticipation of meeting peers stimulates GP trainers to 

prepare themselves better. However this stimulating effect does not persist in 

finalizing their follow-up PDP’s after the peer groups (90 versus 91 %).  

Another interesting finding is that the SMART-criterion Specificity seemed to 

benefit most from the interventions. Based on our observations during this 

study, we hypothesize that this is the criterion on which most feedback was 

given both in the peer groups and during the practice visits. 

We find it striking that it appears to be possible to define SMART-criteria by 

setting anchors per criterion in such a way that it is possible to measure change 

in SMARTness. As far as we know, there are no previous publications on this 

subject.  

Limitations
There were a number of limitations to our study. First, much effort was required 

to get GP trainers to submit their PDPs.  Since it was part of a research project, 

however, we were able to invest considerably in compliance. Doing so in a non-

research setting may well put too much strain upon the resources available. On 

the other hand, going through the PDP cycle several times will mean that GP 

trainers get used to it –  experience it as  less time consuming –  and eventually 

may appreciate it more. 

Another limitation is that we did not use a control group. We can therefore not 

be sure whether the intervention caused the improvement of the SMARTness 
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of action plans, or merely the fact that GP trainers revised their goals. 

The small number of participants is a limitation, too. Unfortunately, this burdens 

many research projects in medical education. Multi-centre trials are needed to 

achieve larger numbers of participants, but this inevitably leads to difficulties 

in guaranteeing similar conditions at all participating centres.

Future research
Our presumption that ‘the Smarter an action plan is defined, the likelier its 

successful realization will be’ has not been tested by us, or, to our knowledge, 

by anyone else. It is the conclusion of a logical train of thought but if proven 

wrong, it would shake up the whole idea of the effectiveness of using the 

SMART-criteria, or, for that matter, any other mode of intervention to improve 

goal-setting abilities. So it remains an assumption, not a fact. In future research 

it would be a challenge to find evidence in its favour.

In this study we looked at the quality of action plans from the methodological 

point of view: Are they defined SMARTly? In a previous article we described the 

relationship between the content of the goals and written competency-based 

feedback received by GP trainers11.  We have not investigated the quality of the 

content of the plans. It would be interesting to investigate the influence of peer 

groups versus practice visits regarding the quality of the content of the action 

plans. 
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Introduction to the general discussion

The central aim of this thesis was to provide general practice (GP) specialty 

training institutes with evidence-based insights into the preconditions needed 

to implement tailored educational programmes.

We obtained such insights by performing two series of studies in two 

specific contexts within GP specialty training, namely our doctor-patient 

communication training programme and the individual development of our GP 

trainers. We reported on the results of these studies in the previous chapters. In 

this general discussion, we discuss our findings and their meaning for tailored 

education in GP training and, where possible, in higher education in general. 

Tailoring in doctor-patient communication training (Chapters 2–4)

Introduction
Learners skill levels differ when they start their programmes. Additionally 

some find it harder or easier to acquire certain skills.1,2  Institutes for higher 

education should therefore invest in tailored educational programmes. To 

tailor a programme, one first needs to know what to tailor upon and who needs 

a tailored programme.

In the doctor-patient communication training programme at our institute, 

staff-members observe considerable differences in skilfulness in doctor-

patient communication amongst first-year GP trainees. To be able to deal 

with these differences, we needed more knowledge of the trainees’ doctor-

patient communication skills level before and after their training and of the 

predictability of these skills. 

To assess these doctor-patient communication skills, we used the MAAS-Global 

rating list for consultations (MG), which is the most commonly used, validated 

instrument in GP training in the Netherlands.3-5 The MG can be used to assess 

13 doctor-patient communication skills. However, to tailor educational 

programmes, differentiating on the skills level was considered too specific. 

We therefore investigated whether the individual skills could be adhered to 

an underlying construct by exploring the dimensional structure of the MG. 

We subsequently studied the extent to which we could predict doctor-patient 

communication level both before and after skills training. We used these 
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predictors to differentiate between trainees’ individual needs in doctor-patient 

communication training, and consequently the need to tailor their educational 

programmes.

Key findings and interpretation
In our first study (Chapter 2), we found a two-dimensional structure containing 

a cluster of patient-oriented skills – that is, skills that are used to establish 

rapport with the patient (e.g. ‘exploring feelings’ and ‘empathy’) – and a cluster 

of task-oriented skills, for example such items as ‘structuring’ and ‘discussion 

of management plan’. A similar structure can be found in the work of Hall and 

Roter, who stated that the behaviour of doctors can be classified as either 

task-oriented or socio-emotional.6 It also resembles the framework of Kurtz 

and colleagues, upon which the widely used enhanced Calgary-Cambridge 

Guides for teaching and evaluating skills in doctor-patient communication are 

built.7 Kurtz discerns skills for ‘providing structure’ and skills for ‘building the 

relationship’. 

Since the structure we found in the MG could be anchored in relevant theories 

on doctor-patient communication, we decided to use the resulting factors in 

our second study, which was on the growth in doctor-patient communication 

skills (Chapter 3). In this study, we found three growth patterns: (1) low 

baseline level and a relatively high follow-up level, (2) moderate baseline level 

and moderate growth, and (3) quite high baseline level and no or only slight 

improvement. Patient-oriented skills more closely follow either the first or the 

third pattern, while the task-oriented skills follow the second pattern. However 

these patterns are not indicative for tailoring when required standard scores 

are taken into account. Differences between required and attained scores are 

too diverse within both patient-oriented skills and task-oriented skills. We 

therefore suggest that the aspects to tailor upon should be derived from the 

scores at item level.

We also found that the percentage of trainees who attained the standard score 

required at the end of the 3-year GP training (an average of the percentages 

attained for each of the 13 items) was 16 per cent at baseline and 43 per cent 

at follow-up. Based upon this, we can say that although GP trainees learn a lot 

in their first year, 57 per cent will still need to improve substantially in order 

to attain the standard score at the end of their training. First- and third-year 
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GP trainees work in GP practices, while in their second year they do clinical 

rotations. Since doctor-patient training in the third year focuses on context-

specific situations and techniques – for example, motivational interviewing 

or cognitive behavioural treatment techniques – the basic skills should 

predominantly be acquired during the first year. Getting back to the 57 per cent 

who have not attained the standard score for graduated GPs, we can assume 

that at least some of them might benefit from extra attention regarding their 

doctor-patient communication training. 

Moreover, the 43 per cent of trainees who had attained the standard score 

might need either less of the regular training or need to be challenged in 

another way, and as such should have their own tailored programme. 

In our last study, we found that one third of the predictors (age, gender, 

knowledge of doctor-patient communication skills, emotional intelligence, 

reflective skills and doctor-patient communication skills in OSCEs as measured 

before the start of the training) had moderate correlations with doctor-patient 

communication skills in real-patient consultations recorded before the doctor-

patient communication training started. However, almost all correlations 

weakened substantially when doctor-patient skills at the end of the first year 

were predicted. The clear exception to this was reflective skills, which showed 

a stronger correlation with doctor-patient communication skills after the 

training. The level of doctor-patient communication skills before training, as 

shown in the real-patient consultations, was also a good predictor of these 

skills at the end of the training, although this of course is not surprising. 

Although we carried out our studies in the specific context of doctor-patient 

communication, the relationship between reflective skills and learning is not 

context-specific and has been widely incorporated as an essential element 

in learning theories.8,9 The importance of reflective skills is nested within the 

learner-centred approach promoted by Dewey and Rogers, and is also an 

essential component of Kolb’s learning theory.10,11 Schön introduced the term 

‘reflective practitioner’, which fits well within higher educational settings that 

are characterized by workplace-based learning.12,13 Tagawa recently provided 

evidence on the positive effect of reflection training on OSCE scores.14 In 

learning specific skills like doctor-patient communication skills, one’s reflective 

skills might be decisive because they might correlate with one’s ability to learn, 

and we wonder whether instead of just focusing on training specific skills, 

the training should also address the reflective skills needed to profit from 
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the training of doctor-patient communication skills. The assessment of the 

differentiated skills also identifies which skills need more or less attention in a 

tailored educational programmes.

Practice implications for educational settings
The finding that reflective skills are predictive had not previously been found 

in the context of doctor-patient communication. This opens the door to 

differentiating in and perhaps even selecting upon potential skilfulness in 

doctor-patient communication after training with an easy and cost-effective 

tool. As such, it could help us to determine who might profit from a tailored 

communication programme. However, determining the skilfulness in real-

patient consultations seems the best way to establish which doctor-patient 

communication skills need more focus in a tailored programme. 

Comments upon research method and further research
We used an exploratory factor analysis in a one-institution group of trainees in 

consultations with simulation patients to establish the dimensional structure. 

A confirmatory factor analysis should be carried out, preferably with a larger 

group of trainees from different institutes and with real-patient consultations, 

to confirm this dimensional structure.

We had a considerable loss to follow-up. However, our findings on overall growth 

in communication skills are confirmed by Reinders and colleagues, who studied 

in a similar group at another GP training institute.15 As we do not know the 

extent to which our loss to follow-up influenced scores on the individual skills, 

a replication of our study with more participants is therefore recommendable. 

More participants might also have made it possible to construct a predictive 

model that has several predictors. It might also have enabled us to differentiate 

between the predictive value of our studied predictors on patient versus task-

oriented skills.

Furthermore, to assess reflective skills we used an adapted scoring instrument 

for case vignettes based upon Boenink’s instrument.16 Although it is an elegant 

and simple method that is applicable to different case vignettes, this instrument 

has not yet been validated and the robustness of our findings would increase 

were its validity established.

Last but not least, we were not able to include a control group to establish 

which part of the growth in doctor-patient communication skills resulted from 
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the training and which part was spontaneous growth through working in a GP 

practice. 

Optimizing conditions for the individual development of GP trainers 
(Chapters 5 and 6)

Introduction
In the field of continuing medical education, ‘self-developmental activities’ – are 

commonly guided by individuals own perception of learning needs. Reflection 

upon feedback in combination with self-assessment, preferably with the help 

of a facilitator (directed self-assessment) is recommended.17-19

At our institute, GPs must follow a 4-year programme to become qualified as 

GP trainers. They then attend obligatory modular courses to keep up to date as 

trainers. The trainers host one GP trainee a year in their training practices and 

are evaluated twice a year by that trainee. The results of this evaluation and of 

their input in modular courses are discussed at biannual meetings with one of 

the institute’s experienced staff members. However, both the quality and the 

effect of these activities are questionable. We therefore launched an ambitious 

programme to improve the situation.

GP trainers were asked to complete a self-assessment scoring list. This, 

together with their trainees’ biannual evaluations (which include narrative 

comments), facilitated directed self-assessment , which has been found to 

enhance the assimilation of feedback 20,17. We subsequently asked them to 

draw up a personal development plan (PDP), which is a well-known method 

to stimulate self-development.21,22 We randomized the trainers to participate in 

either practice visits by staff members or in peer groups to discuss their PDPs. 

They then adjusted their PDPs and we investigated whether the two forms of 

participation had had a similar effect on the quality of the PDPs. Peer groups of 

three or four GP trainers presided over by a single staff member would lead to a 

major reduction in the number of staff hours consumed compared to practice 

visits, and we deduced from the literature that peer groups could be at least as 

effective in providing feedback.22,23

Key findings and interpretation
Of the GP trainers, 93 per cent submitted PDPs and more than 75 per cent 

of the action plans in these PDPs were based on feedback. The trainers were 
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keen to address feedback on their GP-related expertise but not that on their 

personal functioning. This is something we should work on, since personal 

functioning is related to being a good role model, which is an essential element 

in the still rather classic master-apprentice construction in GP training.24 When 

the different types of feedback pointed in the same direction, the feedback was 

more often used. This was especially so if narrative comments were included. 

This calls for maximizing the number of feedback sources and intensifying the 

options for narrative feedback.

The quality of the PDPs increased to a similar degree in the peer groups and 

among those randomized to practice visits, although the percentage of revised 

PDPs submitted by those in the peer groups compared to those in the other 

group was slightly higher. That peer groups can help teachers to reflect upon 

and formulate PDPs was reported in a study by Boerboom and colleagues.25 

That the effect of discussion in peer groups on the quality of these PDPs is 

comparable to that of a time-consuming one-on-one practice visit, is additional 

knowledge provided by our study. 

We developed for this study an instrument to assess the SMART-criteria 

(SMARtness) of the PDP goals. Although some publications have addressed goal-

setting abilities26,27 to our knowledge ours was the first study to systematically 

assess goal-setting abilities.

Since the use of PDPs is not limited to the educational setting, we assume that 

looking more closely at goal-setting abilities might also be interesting for other 

contexts.

Practice implications for educational settings
In guiding personal development activities in any continuing (medical) 

education setting we recommend: 1) facilitating structured feedback 

programmes that elicit feedback from multiple sources in the form of both 

narrative comments and quantitative feedback; 2) helping individuals to take 

into account all of their feedback; and 3) coaching in the drawing up of PDPs, 

preferably by discussing them in peer groups since this is cost-effective.

Comments upon research method and further research
It took a great deal of effort to get GP trainers to write PDPs even in a research 

setting, and in a real-life context these efforts might not be reproducible. On 

the other hand, the process was new to our trainers and, in time, when it has 
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become imbedded in practice, it might require less effort.

Further research should focus not only on the goal-setting qualities we studied, 

but also on gaining knowledge of the substantial quality of the action plans. 

Whether PDPs contribute to competency development should also be studied.

Final comments
Our research has provided insights into several preconditions for implementing 

tailored doctor-patient communication training on which we can further build. 

Regarding our GP trainers, it has generated insights into how to optimize 

tailored activities concerning their individual development through the 

implementation of PDPs.
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This thesis describes two series of studies conducted at a GP Specialty Training, 

investigating the preconditions needed to implement tailored educational 

programmes. 

First series of studies
The aim of the first series of studies was to investigate whether the doctor-

patient communication skills of GP trainees can be predicted at the end of their 

first year, based on assessments made at the start of their training, in order to 

tailor the doctor-patient communication training to their individual needs. 

We started by investigating what skills to base the tailoring on. We therefore 

needed to establish the GP trainees’ current levels of doctor-patient 

communication skills. The most commonly used instrument in Dutch GP training 

to assess such communication is the MAAS-Global rating list for consultation 

skills (MG). The MG comprises 13 items on doctor-patient communication. 

Since tailoring according to items is a very detailed process, in our first study 

(Chapter 2: Two-dimensional structure of the MAAS-Global consultation 
skills rating list) we investigated the underlying dimensional structure of the 

MG with an exploratory factor analysis of the data on 68 first-year trainees, who 

were assessed in a two-station OSCE. We subsequently explored the validity of 

this structure by studying the relationship between the MG subscales and the 

(personal) characteristics of the GP trainees. Two well-interpretable factors were 

found, representing patient- oriented and task- oriented communication skills. 

Being a native trainee and empathy were positively associated with overall 

communication skills. Prior communication skills training was exclusively 

related to task-oriented communication skills. Empathy was associated with 

patient-oriented, but not with task-oriented communication skills. 

In our second study (Chapter 3: Differential growth in doctor-patient 
communication skills in GP trainees), we investigated the growth in doctor-

patient communication skills in first-year GP trainees both on skills level and on 

the patient-oriented and task-oriented factors. Of 29 GP trainees six real-patient 

consultations were analysed with the MG at both the beginning (baseline) and 

the end of their first year (follow-up). The scores showed a significant growth 

in all items but one. Patient-oriented skills showed significantly more growth 

than task-oriented skills, and there were considerable differences in growth 

pattern between individual items. Empathy as a separate skill seemed to be 

mastered predominantly before the start of training.
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Three patterns in the growth in skills were distinguished: 1) low baseline, 

relatively high follow-up, 2) moderate baseline, moderate growth, and 3) high 

baseline, hardly any growth. Patient-oriented skills follow pattern one or three, 

while task-oriented skills follow pattern two. However, these patterns are not 

indicative of tailoring when the required standard scores are taken into account. 

Differences between required and attained scores are too diverse within both 

patient-oriented and task-oriented skills. We therefore suggest that the aspects 

according to which the training is tailored should be derived from the scores 

on the item level. 

In the third study (Chapter 4: Can we predict future doctor-patient 
communication skills on the basis of personal characteristics, knowledge, 
reflective skills and current communicative skills?), we investigated the 

extent to which the skilfulness of our group of 29 GP trainees in doctor-patient 

communication before and after completion of the standard 9-month training 

programme, could be predicted by their personal characteristics, knowledge, 

reflective skills and communicative skills as assessed before the start of their 

training. 

One third of the predictors had medium sized correlations with skills at the 

start of the training. At the end of the training, only pre-training doctor-patient 

communication (.49) and reflective skills (.40) still showed medium sized 

correlations. The correlation with reflective skills had increased. 

We concluded that good reflective skills contribute to the acquisition of doctor-

patient communication skills. Characteristics related to lesser skills at the start 

of the training – such as being male, being older and having less knowledge 

– can be compensated for by training. To tailor doctor-patient communication 

training, both the initial skill level and reflective skills should be taken into 

account.

Second series of studies
The aim of the second series of studies was to investigate how we could optimize 

conditions for the individual development of GP trainers’ expertise.

Individual development is currently stimulated through evaluation meetings 

between individual GP trainers and a staff member, during which the trainer’s 

input in the obligatory modular courses for GP trainers and the results of his/her 

biannual evaluations by the GP trainee are discussed. To invest more in the quality 

of these activities, we wanted to introduce personal development plans (PDPs). 
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Therefore in our first study (Chapter 5: Do GP trainers use feedback in drawing 
up their personal development plans?), we investigated the feedback usage 

by GP trainers in drawing up their PDPs. GP trainers were provided with three 

feedback sources: trainees’ rating scores, trainees’ narrative comments and 

self-assessment scores. Trainers were instructed to use these while drawing up 

action plans for their PDPs. We used quantitative analyses to determine the 

extent to which feedback sources were used. 

Of the trainers, 93% submitted a PDP. More than 75% of their goals were 

based on provided feedback. Multiple sources pointing in the same direction 

increased feedback use. If two or more sources pointed in the same direction, 

feedback was used more often if one of them concerned ‘narrative comments’.

Ratings were lowest for GP-related expertise and teaching skills. Most of the 

goals defined were related to these domains. Fewer goals were related to 

personal functioning. The proportion of feedback on personal functioning that 

was used by the trainers was the lowest. 

We concluded that GP trainers base their goals mostly on the feedback they 

had received and that they address the issues that are most commented upon. 

We also concluded that narrative comments deserve a profound place when 

eliciting feedback. 

It would be most practical to incorporate discussing PDPs in the existing annual 

evaluation meetings between individual GP trainers and a staff member. 

However, this would put a high demand on resources. Therefore in our second 

study in this series (Chapter 6: SMART, SMARTER, SMARTEST: the influence 
of peer groups compared to practice visits on the quality of action plans), 
we investigated whether feedback from a peer group (PG) – which would put 

less strain on resources than feedback from a staff member during a practice 

visit (PV) – is as effective in improving the quality of action plans.

Seventy-three GP trainers randomized to either a PG or a PV group were 

instructed to draw up action plans using the SMART-criteria that would lead to 

the realization of the goals set in their PDPs. To improve action plans, feedback 

was given in either a PG or during a PV. We used a study-specific instrument to 

assess the quality of baseline and follow-up action plans, operationalized as 

the SMARTness with which plans were formulated. 

The response rate for submitting both baseline and follow-up action plans 

was 89% in the PG versus 79% in the PV group. It was feasible to determine 

scores on all SMART- criteria, except for the criterion ‘acceptability’. A significant 
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improvement was made on the remaining four criteria irrespective of the 

feedback setting. 

We concluded that PGs cost less and seem equally effective in improving the 

SMARTness of action plans. They also seem to provide GP trainers with more 

stimulation to write PDPs. They therefore may be favoured over PVs.
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Dit proefschrift beschrijft een onderzoek dat uit twee studies bestaat. Elke 

studie bestaat uit meerdere deelstudies. In beide studies zijn voorwaarden 

onderzocht om maatwerk te kunnen realiseren in onderwijs in de opleiding 

tot specialist huisartsgeneeskunde. Ze belichten echter ieder een ander aspect 

van de huisartsopleiding.

 
Studie 1
In de eerste serie studies is onderzocht in hoeverre de vaardigheid in arts-pa-

tiënt communicatie (APC) van artsen in opleiding tot specialist (aios) huisarts-

geneeskunde aan het einde van het eerste jaar kan worden voorspeld op basis 

van de resultaten van een op APC-vaardigheid gerichte toetsing aan het begin 

van hun opleiding. Dit is gedaan met het idee om een dergelijk toetsstation in 

de toekomst te gebruiken om de training in APC beter af te stemmen op het 

niveau van de individuele aios (maatwerk).

We zijn het onderzoek gestart met te bepalen welke vaardigheden in aanmer-

king zouden komen voor APC-training op maat. Daarvoor moesten we vast-

stellen wat het niveau in APC-vaardigheid van 1e jaar aios bij de start van de 

opleiding was. Hiervoor is de MAAS-Globaal (MG) gebruikt. Dit is het meest 

gebruikte instrument in de Nederlandse huisartsenopleiding om vaardigheden 

in consultvoering mee te meten. De Maas-Globaal bevat 13 items met betrek-

king tot arts-patiënt communicatie. Omdat deze schaal vrij gedetailleerde 

informatie oplevert met betrekking tot maatwerk, hebben we eerst gekeken of 

er een onderliggende structuur aan deze items ten grondslag ligt (Chapter 2: 
Two-dimensional structure of the MAAS - Global consultation skills rating 
list). Dit is gebeurd met behulp van een exploratieve factor analyse bij een 

groep van 68 eerstejaars aios, in een twee-stations OSCE. Vervolgens is naar 

de validiteit van deze structuur gekeken door de relatie tussen de MG sub-

schalen en de (persoonlijke) kenmerken van de aios te bestuderen. Twee goed 

interpreteerbare factoren werden gevonden, een cluster van patiëntgerichte 

en een cluster van taakgerichte communicatieve vaardigheden. In Nederland 

geboren aios en empathie waren positief geassocieerd met de algemene com-

municatie vaardigheden. Eerdere training in APC was gerelateerd aan taakge-

richte communicatie vaardigheden, terwijl empathie juist gerelateerd bleek 

aan patiëntgerichte communicatie vaardigheden. 
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In de tweede deelstudie (Chapter 3: Differential growth in doctor-patient 
communication skills in GP trainees ), hebben we onderzoek gedaan naar 

de groei van de arts-patiënt communicatie vaardigheden van eerstejaars aios 

zowel op het niveau van de individuele MG items als ook op de gevonden twee-

dimensionale factor structuur in hoofdstuk 2. Van 29 aios zijn zes consulten, 

opgenomen in hun opleidingspraktijk aan het begin (baseline) en het einde 

van hun eerste jaar, beoordeeld met de MG. Op 12 van de 13 MG items werd 

een significante groei in scores tussen baseline en follow-up geconstateerd. 

Patiëntgerichte vaardigheden toonden significant meer groei dan taakgerichte 

vaardigheden, en er waren aanzienlijke verschillen in het groeipatroon tussen 

de afzonderlijke items. Empathie als een aparte vaardigheid lijkt voor een aan-

zienlijk deel al beheerst te worden bij de start van de opleiding. 

Drie patronen konden worden onderscheiden in de groei van APC vaardighe-

den: 1) lage score op baseline, relatief hoge score bij follow-up, 2) gemiddelde 

score op baseline in combinatie met matige groei, en 3) een hoge score op 

baseline en nauwelijks groei. Patiëntgerichte vaardigheden volgen patroon 

één of drie, terwijl de taakgerichte vaardigheden patroon twee volgen. Ech-

ter, deze patronen zijn niet indicatief voor het invoeren van maatwerk als de 

standaardnorm voor MG scores in acht genomen wordt. Verschillen tussen de 

gewenste (norm) scores en bereikte scores zijn te divers bij zowel de patiënt-

gerichte als ook de taakgerichte vaardigheden. De focus bij het op maat maken 

van APC onderwijs moeten naar ons idee daarom gericht worden op de scores 

op item-niveau. In de derde deelstudie (Chapter 4: Can we predict future doc-
tor-patient communication skills on the basis of personal characteristics, 
knowledge, reflective skills and current communicative skills?) hebben we 

onderzoek gedaan naar de mate waarin de vaardigheid in APC van onze groep 

van 29 aios, voor en na voltooiing van het standaard trainingsprogramma voor 

eerstejaars aios, kan worden voorspeld door hun persoonlijke kenmerken, ken-

nis van APC, reflectieve vaardigheden en hun vaardigheid in APC zoals vastge-

steld bij de start van hun opleiding (baseline). 

Een derde van de voorspellers heeft middelgrote correlaties met APC vaardig-

heden aan het begin van de training. Aan het einde van de training hadden 

alleen baseline vaardigheden in APC (.49) en reflectieve vaardigheden (.40) een 

middelgrote correlatie. De correlatie met reflectieve vaardigheden was toege-

nomen. 

We concludeerden dat goede reflectieve vaardigheden lijken bij te dragen aan 
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het verwerven van APC-vaardigheden. Eigenschappen die correleren met min-

der goede APC vaardigheden bij de start van de opleiding – zoals het mannelijk 

geslacht, oudere leeftijd en minder kennis van APC – kunnen worden gecom-

penseerd door training. Bij het afstemmen van  APC-onderwijs op individuele 

aios lijkt het aan te bevelen hun vaardigheidsniveau in APC aan de start van de 

opleiding en hun reflectieve vaardigheden aspecten mee te laten wegen.

 

Studie 2 
Het doel van de tweede serie studies was om te onderzoeken hoe we het faci-

literen van de individuele ontwikkeling van huisartsopleiders (hao’s) konden 

optimaliseren 

In de huidige situatie wordt de individuele ontwikkeling van hao’s gestimu-

leerd door middel van een individueel evaluatiegesprek tussen hao en een 

staflid van de huisartsopleiding. Tijdens dit gesprek worden de inbreng van de 

hao in de verplichte onderwijsmodules die zij volgen en de evaluatie die aios 

over hun hao invullen, besproken. Om meer te investeren in de kwaliteit van de 

individuele ontwikkeling van de hao, werd het persoonlijk ontwikkelingsplan 

(POP) geïntroduceerd.

In onze eerste deelstudie (Chapter 5: Do GP trainers use feedback in dra-
wing up their personal development plans?) hebben we het gebruik van 

feedback door hao’s bij het opstellen van hun POP onderzocht. We stelden 

hao’s 3 feedbackbronnen ter beschikking: de kwantitatieve scores van de aios 

op de evaluatie van hun opleider, aios’ verbeterpunten (narratief commentaar) 

uit dezelfde evaluaties èn de scores van de hao’s op een zelfbeoordelingsvra-

genlijst die was afgeleid van de evaluatie die aios invulden. Hao’s  werden tij-

dens een informatiebijeenkomst geïnstrueerd deze drie bronnen van feedback 

te gebruiken bij het   bepalen van de doelen in hun POP. Kwantitatieve analyses 

zijn gedaan om de mate waarin de verschillende feedback bronnen werden 

gebruikt te bepalen. 

Van de hao’s leverde 93% een POP in. Meer dan 75% van de doelen in de POPs 

waren gebaseerd op de feedbackbronnen. Als dezelfde feedback uit meer-

dere bronnen kwam, dan nam het gebruik van de feedback toe. Als dezelfde 

feedback uit twee bronnen voortkwam, werd de feedback frequenter gebruikt 

wanneer één van de twee bronnen een verbeterpunt (narratief commentaar) 

was. 

Scores waren het laagst voor het functioneren op de domeinen huisartsge-
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neeskundige kennis en didactische vaardigheden. Het merendeel van de in de 

POPs gedefinieerde doelen had betrekking op deze domeinen. Een minder-

heid van de doelen had betrekking op persoonlijk functioneren. Proportioneel 

werd van de feedback op persoonlijk functioneren het minst gebruik gemaakt. 

We concludeerden dat hao’s hun doelen in de POPs vooral baseren op de feedback 

die ze ontvangen hebben en dat ze die aspecten waarop ze het meeste feedback 

krijgen ook meer aandacht geven. Daarnaast hebben we geconcludeerd dat feed-

back in de vorm van open commentaar een belangrijke plaats verdient. 

Het bespreken van de POPs met een individueel staflid vergt een grote stafin-

zet. In de tweede deelstudie (Chapter 6: SMART, SMARTER, SMARTEST: the 
influence of peer groups compared to practice visits on the quality of 
action plans), hebben we daarom onderzocht of het bespreken van een POP 

in een  “peer group” (PG), – hetgeen minder staftijd vergt – even effectief is als 

het bespreken tijdens een praktijkbezoek (PB) als middel om de kwaliteit  van 

de ontwikkelingsplannen te verbeteren. 

In deze gerandomiseerde studie werd aan 73 hao’s gevraagd een POP op te 

stellen en bij het formuleren van de ontwikkelingsplannen de SMART-criteria 

te gebruiken. Vervolgens kregen de hao’s in ofwel een PG ofwel een PB, feed-

back op hun actieplannen over de mate waarin ze geslaagd waren om hun 

ontwikkelingsplan SMART te formuleren. Dit diende als input voor verbetering 

van hun POP. Om de kwaliteit van de plannen te verbeteren werd feedback 

gegeven op de plannen in een PG of PB. De kwaliteit van het plan, geoperatio-

naliseerd als SMARTness, werd met een studie-specifiek instrument beoordeeld 

vóór en na deelname aan PG of PB. 

De respons voor het indienen van zowel de baseline als de follow-up van actie-

plannen was 89% in de PG en 79% in de PV groep. Het bleek mogelijk om sco-

res op alle SMART-criteria vast te stellen, met uitzondering van het criterium 

‘acceptatie’. Een significante verbetering was te zien op de overige vier criteria 

ongeacht de feedback setting. 

We concludeerden dat een PG, een goedkopere methode, even effectief is in 

het verbeteren van de SMARTness van actieplannen als een PB. Ook lijken hao’s 

die gerandomiseerd waren voor een PG meer gemotiveerd te zijn om een POP 

te schrijven. Dit zou een reden kunnen zijn om een PG de voorkeur te geven 

boven een PB.
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De afdeling huisartsgeneeskunde van het AMC is voor mij  altijd een plek ge-

weest waar je gestimuleerd wordt om meer uit jezelf te halen. En alles uit jezelf 

halen, is voor het schrijven van een proefschrift hard nodig. Gelukkig ben ik 

daarbij de afgelopen jaren gesteund en geholpen door collega’s, vrienden en 

familie. Voor deze mensen heb ik dit dankwoord geschreven.

Ik wil twee mensen nadrukkelijk bedanken.

Allereerst Margreet. Margreet heb ik leren kennen toen ik nog als docent bij de 

huisartsopleiding werkte en zij “de baas” was. Op de deur kloppen als ik iets te 

bespreken had kostte me altijd wat moeite, ze leek zo streng. Als onderzoeker 

in haar onderzoeksgroep vertaalde zich dat echter in nauwgezet, hardwerkend, 

oprecht geïnteresseerd, consciëntieus, betrouwbaar, georganiseerd en kritisch. 

Eigenschappen die een promoter enorm waardevol maken. Maar voor mij is haar 

vermogen om positief te blijven ook als je zelf al lang denkt, dit gaat nooit of te 

nimmer lukken, het belangrijkst geweest (en daar staat de deur altijd voor open).

Mechteld, mijn copromoter, dagelijks begeleider, coach, klaagmuur, wandel-

maatje, gids in de taal van onderzoekers. Ik wist totaal niet waar ik aan begon-

nen was toen ik solliciteerde op dit promotie traject. Overmoedig dacht ik dat 

wel even te kunnen doen naast mijn huisartsenpraktijk, gezin en tal van andere 

activiteiten waar ik zo moeilijk nee tegen kan zeggen. Door de jaren heen heeft 

Mechteld mij enorm bijgestaan zowel op wetenschappelijk gebied als ook bij 

de worsteling om alle ballen in de lucht te houden. Daarbij heb ik denk ik een 

enorme wissel getrokken op haar flexibiliteit als het tijdspad toch weer anders 

verliep dan ik had bedacht . Hiervoor ben ik haar veel dank verschuldigd. We 

zijn een mooi team waarin humor en zelfspot belangrijke ingrediënten zijn, 

heerlijk om daarmee alles even te relativeren waar je je in eerste instantie 

enorm druk op kunt maken. En ja, ik zal nooit meer een zin kunnen schrijven 

zonder te denken zou Mechteld dit niet veel te lang vinden?

Dan onze onderzoeksgroep. In het bijzonder Jip met wie ik tegelijk die soms 

frustrerende weg opliep naar die felbegeerde graad. Ook mijn dank aan Nynke, 

Sandra, Ria, Ellen, van onze afdeling en Paul, Robert, Rien, Bea en Jessie. We 

zijn klein maar fijn. Klein genoeg om optimaal van elkaar gebruik te kunnen 

maken en groot genoeg om een fijn klankbord te hebben om presentaties op 

uit te proberen en (vraag)stukken voor te leggen. Ik wil ook mijn  promotie-
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commissie hartelijk bedanken, Prof. dr. J.C.J.M. de Haes, Prof. dr. M.J. Heineman, 

Prof. dr. A.D.C. Jaarsma, Dr. P.M. Ram, Prof. dr. M.J.M. Vermeulen, Prof. dr. H.C.P.M. 

van Weert, voor het beoordelen van mijn manuscript en het zitting nemen in 

de oppositie. Ik verheug me erop met u van gedachten te wisselen over mijn 

proefschrift.

Als onderzoeker op het gebied van onderwijs moet je in een parcours dat al 

uitgezet is hindernissen (interventies) plaatsen. Omdat dat parcours vaak al ja-

ren op die manier belopen wordt,  kan dit het ritme van de lopers aardig ontre-

gelen en tegelijkertijd is er maar één kans om die hindernis te nemen.

Dat zou ik dus ook nooit hebben kunnen doen als er niet een heleboel mensen 

bij de huisartsopleiding, teveel om allemaal apart te noemen, geweest waren 

die met mij hierin meedachten en steunden. Zij lieten zich van hun meest flexi-

bele kant zien en waren zelfs bereid een keer een proefrondje over het nieuwe 

parcours te lopen.

Bij dat parcours bouwen heb ik heel veel hulp gehad van Machteld IJff, onze 

onderzoeksassistente. Zij heeft bergen werk verzet. Ondanks enorme tegensla-

gen op het gebied van haar gezondheid was ze telkens, wanneer ze maar weer 

een beetje fit was, present, een echte topper. Iemand die zoveel tegenslag met 

zijn gezondheid had dat hij er helaas nu niet meer is wil ik ook noemen, Leo 

Beem, omdat hij mij met enkele statistische analyses enorm geholpen heeft.

Mijn proefschrift heeft zich gericht op  arts-patiënt communicatie (APC) onder-

wijs voor artsen in opleiding tot specialist huisartsgeneeskunde (aios) en de 

individuele ontwikkeling van huisartsopleiders (hao’s). De APC-docenten ben 

ik dank verschuldigd voor het meedenken over het APC-gedeelte en daarbij 

wil ik  Riëtta Oberink in het bijzonder noemen voor haar inzet bij het kritisch 

bekijken en meeschrijven aan artikelen. 

Charles Schrijver was de 1e psychologie student die een onderzoeksstage bij 

het APC-project deed. Hij heeft met zijn methodische aanpak mij enorm ge-

holpen bij het ontwikkelen van ideeën over hoe het onderzoek vorm gege-

ven moest worden. Daarna kwamen Marieke Visser en Natascha Ayachi  hun 

onderzoeksstage doen en hebben mij samen met een heel legertje aan werk-

studenten heel hard geholpen om die eindeloze hoeveelheid consulten te be-

oordelen. 
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Natuurlijk wil ik ook alle aios die in 2007 hun opleiding begonnen bedanken 

voor hun deelname aan het onderzoek, zonder hen geen data, zonder hen 

geen proefschrift.

Ook zonder alle simulatiepatiënten was het niet gelukt. Zij hebben het moge-

lijk gemaakt  dat op één dag 70 aios vier consulten konden doen.  

Voor het stuk wat de huisartsopleiders betreft heb ik veel steun gehad van 

Annet Schmeets, Cecile Hoogerbrugge en Els Honing van het hao-team. Zij 

hebben zich enorm ingezet om het onderzoek te promoten bij de hao’s. En dat 

is gelukt. Maar liefst 84% van de hao’s is de hele onderzoeksperiode aan boord 

gebleven wat ik geweldig van ze vind.

Al die hao’s zijn bezocht door een staflid of hebben aan een peer group deel-

genomen. Hiervoor ben ik veel dank verschuldigd aan alle stafleden die zich 

hiervoor ingezet hebben.

Ik kom bij de afronding van mijn dankwoord en steeds dichter bij huis. Eerst 

mijn kamergenoten. Tijd voor een gezellig praatje had ik niet vaak. Racen tus-

sen de praktijk, het thuisfront en het AMC maakt je niet erg sociaal. Toch voelde 

ik me gesterkt met zo’n team van krachtige vrouwen als Magda, Charlotte, Ca-

rin, Marianne en Josta in mijn buurt.

Een rustpunt gedurende die jaren was mijn intervisie groep Mijke, Bas, Ellen, 

Esther, Alida en Elsbeth. Even achterover gaan zitten en helemaal de aandacht 

opeisen dat is moeilijk zeg, maar wel een enorme luxe.

Klein Gooioord, mijn praktijk. Ja daar ligt toch een groot gedeelte van mijn 

hart. Was een moeizame strijd om mijn energie en loyaliteit te delen tussen de 

praktijk en het AMC want zoals Dirk zegt, het is van tweeën een. Maar toch, de 

ver(be)wondering van Dirk, Tjitske, Etienne, Hans, Fouk, Maurice, Vanessa en 

Saskia stimuleerden me enorm om het echt waar te maken. 

Tot slot mijn thuis. Als er drie mensen zijn waar ik altijd op kan rekenen dan zijn 

dat allereerst mijn vader en moeder, Harry en Ria. Door dik en dun staan zij ach-

ter mij en ons gezin. En niet te vergeten, Pien, I did not let the froggies beat me.

En dan mijn mannen Sydney and the three Mukehteers, Noah, Emmanuel and 

Joshua. Guys you don’t mean a thing, you mean every thing to me. 
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of Amsterdam in 1997 and graduated in 2000. Since then, after a short 

period of working in various practices, she settled down in 2001 in a practice 

in Amsterdam South-East which together with 3 other practices formed 
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Right after graduating as a GP she combined working as a GP with working 
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