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Outline 

What is MSF? 

What is it best at? 

What challenges this? 

And how do we respond to make it better? 



What is MSF? 

Also known as 360° feedback, peer ratings 

Sampling health care colleagues opinions 
of professional performance 

Mapped to relevant curriculum 

In the UK, used for all stages of training 
and Revalidation 
 Examples  

mini-PAT (Peer Assessment Tool)1 

SPRAT (Sheffield Peer Review Assessment Tool)2 

1 Archer JC, Norcini J, Southgate L, Heard S, Davies H. mini-PAT (Peer 

Assessment Tool): a valid component of a national assessment programme 

in the UK? Adv Health Sciences Education 

2006:http://dx.doi.org/10.1007/s10459-006-9033-3 

2 Archer JC, Norcini J, Davies HA. Use of SPRAT for peer review of 

paediatricians in training. BMJ 2005;330(7502):1251-1253. 



What is Patient Feedback? 

Canvassing opinion of patients about 

consultation skills 

 Not a customer satisfaction survey 

1 Crossley J, Eiser C, Davies HA. Children and their parents assessing the doctor-

patient interaction: a rating system for doctors' communication skills. Medical 

Education 2005;39(8):820-828 

2 Crossley J, Davies H. Doctors' consultations with children and their parents: a 

model of competencies, outcomes and confounding influences. Medical Education 

2005;39(8):807-819 



WHAT IS MSF GOOD AT? 

And what are the challenges? 



What is it good at? 

1. Assessing psychosocial skills & clinical 

skills 

2. Providing feedback to support 

performance change in the clinical and 

psychosocial domains 

3. MSF (but not PF) can help to identify 

poor performance 



MSF Validity 

Task performance - perform core technical 

activities 

Contextual performance - proficiency that 

contributes to organisational, social, and 

psychological environments 

 (Borman WC 1974; Borman WC 1987) 

Moral integrity and technical competence 

 (Posner B and Kouzes J 1994) 



1st Challenge MSF Validity 

– what does MSF really assess? 

Overwhelming evidence 
that any MSF instrument 
in any setting assesses 
 Clinical care 

Can the doctor do their job? 

 Humanistic skills 
Are they nice while they do 
it? 

Patient Feedback – 
Humanistic skills only 

(Dannefer EF et al. 2005, Ramsey PG et al. 1993, Ramsey PG, et al.1996, 
Thomas PA et al. 1999, Paget NS et al. 1996, Davis JK et al. 1986, Verhulst 
SJ et al. 1986 Schumacher C 1964, RCPCH 2006, Archer et al. 2005, Archer 
et al. 2006) 

 



1st challenge – a way forward 

Good psychometric understanding of the 

instrument‟s validity (inc. reliability) 

Piloting, testing and disseminating findings 

Not using instruments to assessing things 

that they can not 

Part of a programmatic approach 



2. PROVIDING FEEDBACK TO 

SUPPORT PERFORMANCE 

CHANGE 

 



The impact of feedback 

Feedback can change clinical 

performance when it is systematically 

delivered from credible sources 
 Veloski J, Boex JR, Grasberger MJ, Evans A, Wolfson DB. Systematic 

review of the literature on assessment, feedback and physicians' clinical 

performance. Med Teacher. 2006;28(2):117-28. 





Feedback in medical WBAs 

…there are few published articles 

exploring [WBAs‟] impact on doctors‟ 

education and performance. This review 

shows that MSF can lead to performance 

improvement, although individual factors, 

the context of the feedback, and the 

presence of facilitation have a profound 

effect on the response. 
Miller A and Archer J (2010). "Impact of workplace 

based assessment on doctors' education and 

performance: a systematic review." BMJ 341: c5064. 



2nd Challenge – medical culture 
Drivers for MSF in medicine  

 
1. EWTD 

 Old model 

Apprenticeship 

Seniors observe, judge 

and feedback  

 New model 

Multidisciplinary teams 

With reduced working 

hours, more need for 

structure & records 

2. Competency based 

training 

 



2nd Challenge – lessons from 

industry 
Transactional to transformational 

leadership flattened out structure of 

business allowing development of the 

appraisal system 

 (Burns JM 1978) 

Progressive „flattening‟ challenged simple 

downward appraisal – MSF developed 

 (Lepsinger R, Lucia A 1997) 

 



2nd Challenge – medical culture 

Do we have a culture of collective 

supportive feedback giving in medicine 

across Europe? 

Are we still hierarchical? 

Can we be cynical about feedback, 

reflective and reflexive practice? 





2nd challenge – a way forward 

Developing a culture & continuum of 

feedback1 

Mentoring structures 

 Impact of MSF is only as good as the 

mentoring supporting it 

Self monitoring informed by external 

feedback (not self assessment) 

1. Archer J. The current state of the science in 

health professional education: effective feedback. 

Medical Education 2010;44:101-8. 



Smoke screen 

 

Appraisal 

Formative MSF 

Progression – 

ARCP/Revalidation 



3. MSF (BUT NOT PF) CAN 

HELP TO IDENTIFY POOR 

PERFORMANCE 

 



Identifying poor practice: 

NCAS study1 

National Clinical Assessment Service 

(NCAS) study 

 Normative group (Chesterfield DGH)2 

 Compared with NCAS practitioners 

 Using MSF (SPRAT) & Patient Feedback 

(SHEFFPAT) 

1 Archer J and McAvoy P (2011). "Exploring what might undermine the 

validity of patient and multisource feedback." Medical Education 45(9): 

886-893 

2 Crossley J, Davies H, McDonnell J, Cooper C, Archer JC, McAvoy P. 

A district hospital assessing its doctors for re-licensure: can it work? 

Medical Education 2008;42:359-363.  

 



Can MSF identify poor 

performance? 

Do practitioners about whom concerns 

have been raised do less well using MSF? 

 

Cohort mean = 4.22 (SD 0.68) 

Comparative data mean 

 = 5.27 (n 123, SD 0.29) 

 Signif Diff p<0.001 



Can MSF identify poor 

performance? 

19 of 68 (28%) scored an overall mean of < 4.0 

 Other cohorts 0-2% 

61 of 68 (90%) 1 SD below comparative group 

46 of 68 (68%) 2 SD below comparative group 

 Other cohorts, approx. 9% below 11 or 22 SDs 

1. Ramsey PG, Carline JD, Blank LL, Wenrich MD. Feasibility of hospital-based use of peer ratings 

to evaluate the performances of practicing physicians. Acad Med 1996;71(4):364-370. 

2. Campbell JL, Richards SH, Dickens A, Greco M, Narayanan A, Brearley S. Assessing the 

professional performance of UK doctors: an evaluation of the utility of the General Medical 

Council  patient and colleague questionnaires. Qual Saf Health Care 2008;17:187-193. 



Can Patient Feedback identify poor 

performance? 

Do practitioners about whom concerns 
have been raised do less well in Patient 
Feedback? 
 

Cohort mean = 4.34 (SD 0.51) 

Comparative data mean 

 = 4.55 (SD 0.74) 

 No Signif Diff p>0.05 



Can Patient Feedback identify 

poor performance? 
 

Only 1 (of 68) practitioners scored an 

overall aggregate mean of <3.0 (below „the 

same as most doctors‟) 



3rd challenge - credibility 

In keeping with competency/outcome based 

curricula 

Necessary to demonstrate what actually happens on 

the ground 

More “authentic” 

But messy, „unstandardised‟ 

 

 



3rd challenge - credibility 

Confusion over subjectivity and reliability 

 Reliability based on collating multiple 

subjective views 

All assessment subjective 

 Standard setting methodologies 

 



3rd challenge – a way forward 
Understand instruments – building 

credibility 

 Subjective decisions (like all assessment & 

indeed medical practice) 

Supporting training or at least guiding 

assessors where possible 

 Understand systematic problems 

IMG status 

Seniority 

Speciality (psychiatrists do less well)1 

1 Campbell JL, Richards SH, et al. (2008). "Assessing the professional 

performance of UK doctors: an evaluation of the utility of the General 

Medical Council  patient and colleague questionnaires." Qual Saf Health 

Care 17: 187-193. 



IMG Status 

333 UK & 233 non-UK graduate SpRs 

UK graduates mean 5.17 (SD 0.35), non-UK 

graduates 5.04 (SD 0.31) (t= 4.74, df 564, p<0.00001) 



Occupation/Seniority 



MSF in European emergency 

medicine – what next? 
Clear decision over the use of MSF 

 What it assesses 

 What it is used for – formative/summative 

Use research to inform decisions wherever 
possible 

 How you train/support and select assessors 
needs to be informed  

 Focus wider sampling on those who are not 
doing as well (95% CI) 



MSF in European emergency 

medicine – what next? 
Difficult areas such as Patient Feedback 

need to be discussed – ICU more difficult 

again 

Train educational supervisors & appraisers 

– central role in feedback (continuum) 

Clinicians need evidence to support MSF  

 Continued research required 

 Supports credibility and helps build a culture 



Summary 

MSF is good at: 

 Assessing psychosocial & clinical skills 

 Providing feedback 

 Helping to identify poor performance 

Challenges: 

 Not a golden goose 

 Medical culture 

 Credibility 
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