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ABSTRACT
Background The ability to consult eﬀectively is key
to the delivery of quality patient care. External peer
review of consultations has been available to general
medical practitioners (GPs) in the west of Scotland
for several years. Pharmacists are expected to provide increasingly complex advice for patients. This
study describes the development and ﬁrst steps in
the evaluation of a generic tool to be used to inform
feedback about both GP and pharmacist consultations with patients.
Method The tool was developed by a small group of
GPs and tested for validity using a content validity
inventory. An item correlation pilot (ICP) was
carried out. Three experienced reviewers reviewed
and scored three consultations in each of six GP
tapes, a further three reviewers reviewed and scored
three consultations in each of four pharmacists’
tapes. The results underwent statistical analysis.
Results Pharmacists do not examine patients and
so two similar instruments were developed, whereby
two questions pertinent to patient examination
were omitted from the pharmacist instrument.

The content validity inventory demonstrated aspects of face validity and content validity of instruments. Statistical analysis of GP tapes suggested that
the instrument could discriminate between GP consultations. Skills demonstrated by pharmacists were
given lower scores, were less consistent than the GPs
and the instrument did not discriminate between
those performing at diﬀerent levels.
Conclusion The results suggest that the instrument is useful only when applied to practitioners
who have been taught how to consult in a patientcentred manner, and have led to the introduction
of training in consultation skills for pharmacists
throughout Scotland. Potential reliability in providing peer feedback for GP consultations is important in the context of the provision of consistent,
meaningful evidence for GP appraisal and revalidation in the UK.
Keywords: appraisal, community pharmacist, consultation, general practitioner, patient centred, peer
review

How does this ﬁt in with quality in primary care?
What do we know?
The ability to consult eﬀectively is key to the delivery of quality patient care. In the UK, primary care and an
increasing variety of diﬀerent health professionals routinely consult with patients.
What this study adds?
Pharmacists working in primary care in the UK would be able to adopt a more patient-centred approach if
they received training in consultation skills. Consultation peer review can discriminate between varying
levels of GP consultation skills and is a method doctors could adopt to provide evidence of eﬀective
consultation skills for the purpose of appraisal. Further work is needed to ensure the reliability of the
instrument and to assess the feasibility, acceptability and educational impact of consultation peer review for
GPs and pharmacists working in primary care.
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Introduction
It has been clearly established that the delivery of
eﬀective doctor–patient communication not only enhances patient satisfaction, but can also lead to improved
clinical outcomes.1 By contrast, poor communication
can adversely aﬀect clinical outcomes, patient satisfaction and levels of litigation.2 Communication skills
and the ability to consult eﬀectively are key to the
delivery of quality patient care. This has been recognised by the General Medical Council (GMC)3 and the
Royal College of General Practitioners (RCGP),4,5 and
is one the domains requiring evidence in the General
Practitioner Appraisal and Revalidation Framework.6
The introduction of appraisal in the UK and the
debate over what evidence will be necessary to satisfy
the requirements of revalidation7 have raised the question of how doctors can access education in this area
and provide objective and veriﬁable evidence of their
ability to communicate eﬀectively with patients.8
Owing to their new contractual obligations, community pharmacists in the UK9 are working in a
rapidly evolving and changing clinical environment
and are now expected to provide increasingly complex
advice to patients in the primary care setting. To date,
review of and training for community pharmacists in
communicating with patients about clinical issues has
been minimal.10
Since Balint11 in the 1950s, many doctors and
physiologists12–15 have analysed the doctor–patient consultation. Perhaps the work carried out by Pendelton
et al16 in the 1980s was most inﬂuential because he was
the ﬁrst to describe a method of teaching the consultation using video. This has inﬂuenced GPs in training
for the last two decades, and consequentially a large
proportion of GPs working in the UK today have
learned about patient-centred consulting using this
method. It has, however, been established that once
communication skills have been developed they need
to be practised or they may wither.17
One method of obtaining evidence about the quality of communication skills in the primary care setting
is through external peer review. Peer review has been
described as the critical evaluation of a speciﬁc aspect
of a practitioner’s performance by professional colleagues, facilitated by a structured instrument whose
utility reﬂects the purpose for which it is intended.18,19
External peer review has been described as an essential
stimulus to eﬀective performance and it has been
suggested that it should become an integral part of
self-regulation.20
In the west of Scotland, established GPs have been
able to voluntarily submit videotaped consultations
for external peer review as part of their continuing
personal development (CPD) for 10 years (Box 1). A
consultation peer review group (CPRG) has been

Box 1 Consultation peer review process
.
.
.
.

GP prepares videotape of six consultations
with patients
Four consultations viewed by trained reviewer
Written feedback prepared using patientcentred model
Written feedback sent to participating GP

established. It has become clear to the reviewers that
consultations submitted for review by established GPs
diﬀer from those submitted for assessment by GPs in
training. The consultations tend to be more realistic,
often more complex, everyday general practice which
did not ﬁt into the performance criteria-based assessment tool used by Membership of Royal College of
General Practitioners (MRCGP) examination. The 18
active reviewers in a CPRG are trained in assessing the
quality of consultations and writing individual, descriptive feedback using a tool based on a patientcentred model.21 However, this instrument has not
previously been subject to adequate evaluation. This
study describes the ﬁrst steps in the development and
preliminary psychometric evaluation of a generic tool
to be used to inform feedback about both GP consultations and clinical discussions between pharmacists
and patients in the primary care setting.

Method
Development of tool
Four GP educationalists, with experience in assessing
GP consultations, used their professional and teaching
expertise, together with accumulated knowledge of
patient-centred consulting,14–16 to analyse the content
of patient–professional interactions. By round the
table discussion and professional consensus, relevant
questions were agreed and collated. The aim was to be
as inclusive as possible, as it was acknowledged that
poor questions could be detected and removed, but
there was no recompense for any items not initially
included. These questions resulted in development of
items for proposed feedback instrument.

Content validity exercise
To demonstrate that the important areas of the consultation were being considered in the proposed instrument a content validity exercise22 (CVE) was performed.
The proposed instrument was sent, by post, to a
convenience sample of 10 GPs and pharmacists. All
recipients were well informed about consulting tech-
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niques and work in primary care in Scotland. They
consisted of six GPs from the existing group of peer
reviewers, two GPs with a special interest in consultation skills, together with two primary care pharmacists with a background in CPD. All 10 professionals
approached to take part in CVE agreed to provide
responses. Each respondent rated the perceived relevance of each item to a patient-centred consultation
using a Content Validity Index (see Appendix A online
at www.radcliﬀe-oxford.com/journals/J10_Quality_
in_Primary_Care/Supplementary_Papers.htm) and
returned their response by post. This rating exercise
underwent an iterative process until 80% agreement
for each item of the proposed instrument was demonstrated. The identiﬁed items formed the content of the
feedback instrument to be tested further. A sevenpoint Likert-type23 rating scale was agreed for each
item to enhance reliability in discrimination.

.
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Pharmacist consultation skills – The score each
pharmacist was given for each item by each of the
three assessors was plotted for each consultation.

Results
It was acknowledged at the time of initial development
of the instrument that pharmacists do not examine
patients. Although an identical generic tool could not
be employed to assess the patient centredness of both
GP and pharmacist consultations, by simply removing
the two items relating to patient examination in the
pharmacy tool, two similar assessment tools were
able to be developed and tested concurrently (see
Appendices B(GP) and B(Ph) online at www.radcliﬀeoxford.com/journals/J10_Quality_in_Primary_Care/
Supplementary_Papers.htm).

Item correlation pilot
To assess the contribution of each item in the proposed
instrument and to establish consistency, an item correlation pilot (ICP) was performed. Multicentre ethical
approval was obtained. A convenience sample of six
GPs, who had voluntarily submitted consultations for
peer review under the existing CPD mechanism,
consented to take part in this project.
The authors ran workshops at several pharmacy
educational meetings, with the aim to identify six
volunteer pharmacists who were prepared to make
and submit videotapes of their consultations with
patients. GPs and pharmacists obtained informed
consent from all participating patients both before
and immediately after consultation.
All established consultation peer reviewers in the
CPRG, who were not involved with the development
of the instrument, were invited to take part in
reviewing consultations for this project. Six volunteered and were selected for the task.
At a central venue, three reviewers assessed and
scored the same three consultations on each of the six
GP tapes, and three other reviewers assessed and
scored three identical consultations on each of the
pharmacist tapes.
The following statistical analysis was undertaken:
.

.

Assessors – Limits of agreement were calculated to
give a range within 95% of the diﬀerences between
which the assessors’ scores would lie, both for those
assessing GP consultations and those assessing pharmacist consultations.
GP consultation skills – The score each GP was
given for each item by each of the three assessors
was plotted for each consultation.

Content validity exercise
.

.

.

The proposed GP instrument consisted of 24 items
each rated on a seven-point Likert scale, 23 questions relating to the patient-centred consultation
and 1 giving an overall score.
The proposed pharmacist instrument consisted of
22 of these 24 items each rated on a seven-point
Likert scale, 21 questions relating to a patientcentred consultation and 1 overall score.
An agreement of 80% was demonstrated for inclusion of all 24 items using the proposed tool after
one round of the CVE. There were some minor
adjustments made to the wording of individual
items as a result of this exercise.

Item correlation pilot
GP consultations
Three consultations from each of six GP tapes were
viewed independently by three reviewers, i.e. each reviewer watched and assessed 18 identical consultations.
STATISTICAL ANALYSIS OF GP TAPES
.

Assessors:
– Inter-rater consistency was measured by
assessing the agreement between rater’s scores
for each item included in the instrument. The
scores of assessor 1 and assessor 2 were within 1
point (on the Likert scale) of each other for 83%
of the items. Assessors 1 and 3 agreed within 1
point for 76% of the items and assessors 2 and 3
agreed within 1 point for 63% of the items. No
assessor diﬀered on average from the other two
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Table 1 Descriptive statistics score by GP

.

GP

Mean

Standard
deviation

Median

Minimum

Maximum

GP1

4.40

0.90

5

1

6

GP2

4.84

1.13

5

3

6

GP3

5.13

0.72

5

3

7

GP4

5.20

0.89

5

2

7

GP5

5.36

0.74

5

3

7

GP6

3.45

1.08

3

1

6

by more than 0.7; there was good agreement
between assessors.
GP consultation skills (Table 1):
– Reviewer’s qualitative judgements regarding
those GPs who performed exceptionally well
(GP5) and those who performed less well (GP6)
were backed up by a statistical diﬀerence in their
mean scores:
(i) GP5 mean = 5.36, GP6 mean = 3.45
(ii) Diﬀerence in mean = 1.91
(iii) Conﬁdence interval (CI) for diﬀerence =
1.73 – 2.09, P < 0.0001.

.

Pharmacist consultations
Only four pharmacists were able to submit tapes in the
allotted period, three consultations from each of four
pharmacist tapes were viewed independently by three
GP reviewers, i.e. each GP reviewer watched and
analysed 12 identical consultations.

Discussion
Summary of main ﬁndings
This study has outlined the groundwork and ﬁrst steps
in developing and testing an instrument to be used to
deliver eﬀective, consistent written feedback for established GPs and community pharmacists working
in the general practice setting. Previous studies have
focused on assessing GP consultation competence

STATISTICAL ANALYSIS OF PHARMACIST TAPES
.

assessor 1 and assessor 2 were within 1 point (on
Likert scale) of each other for 77% of the items.
Assessors 1 and 3 agreed within 1 point for 67%
of the items and assessors 2 and 3 agreed within 1
point for 73% of the items.
Pharmacist consultation skills (Table 2):
– A simple mean of the scores for each pharmacist
was used to summarise their overall performance. The individual performances were fairly
similar, with no pharmacist appearing to perform exceptionally well or poorly. The numerical
values are lower than those noted in equivalent
GP assessment.

Assessors:
– Inter-rater consistency was measured by assessing the agreement between rater’s scores for each
item included in the instrument. The scores of

Table 2 Descriptive statistics score by pharmacist
Pharmacist

Mean

Standard
deviation

Median

Minimum

Maximum

Ph1

4.88

1.19

5

1

7

Ph2

4.98

1.20

5

2

7

Ph3

4.36

1.15

5

1

7

Ph4

4.84

0.91

5

1

7
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using standardised patients,24,25 or within the training
environment.26 Although the initial aim was to develop a generic tool, two similar assessment tools were
developed and tested, one to rate the patient-centred
consulting skills of GPs and the other to rate the
patient-centred consulting skills of pharmacists.
The aim of consultation peer review is to provide
eﬀective written feedback, within the limitations of
this preliminary, small study the content of both tools
was demonstrated to show certain aspects of both face
validity and content validity. To underpin consistency
in this feedback, it is necessary to establish reliability of
the instrument. This study has begun to explore aspects
of internal consistency and inter-rater reliability. The
results, although limited, indicate that when the tool
was applied to the GP tapes, the reviewers demonstrated concordance. It was also indicated that a simple
mean of the recorded scores could consistently represent the GPs’ overall performance in patient-centred
consulting and that this was consistent over three
consultations. When the simple mean was compared
with the informed judgement of the reviewers it was
possible to discriminate between the diﬀering levels of
skill demonstrated by the GPs. Agreement was less
evident in the pharmacist tapes, evaluation of performance was less consistent and generally the scores
were lower and more widespread.
The initial method proposed the inclusion of a
reliability pilot, to be undertaken once the ICP was
completed and analysed, to assess the ability of trained
reviewers in using the instrument in a consistent
manner. However, analysis of the ICP demonstrated
that the level of agreement diﬀered when comparing
GP tapes and pharmacist tapes; being signiﬁcantly
greater when used for the GP tapes. This evidence
demonstrated that the tool did not discriminate at
consistent levels with each professional group, and
therefore the reliability pilot was not pursued.
Sensitivity analysis suggested that several of the
items used in each tool could be omitted with no
eﬀect on overall sensitivity of the instrument. However, to enhance the writing of consistent, eﬀective,
constructive feedback the authors feel it is important
for the reviewers to consider all areas of the consultation.

Strengths and limitations of study
NHS Education for Scotland (NES) aims to encourage
health professionals to develop interprofessional learning.27 In this study, GPs and pharmacists worked
together achieving strong links and understanding
between the professions.
The study took place in Scotland, pharmacists and
GPs were recruited from the west of Scotland, reviewers and those involved in CVE were from all areas
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of Scotland. The consultation is a core element of
primary care in the UK and these results are therefore
relevant to all areas of the UK.
The instruments were initially developed and tested
only by GPs. The absence of pharmacist involvement
in the initial question development may have biased
the results of the CVE. The authors were involved in
the training of postgraduate pharmacists in communication skills at the time of the study and were
aware that relevant expertise was not available within
the pharmacy profession in Scotland. The ‘experts’
employed were highly experienced in consultation skills
training, but the number of individuals with suﬃcient
knowledge and expertise to be deemed appropriately
skilled in this area is limited.
Both GPs and pharmacists submitting their consultations for this project were volunteers. All assessors were
GPs, at the time of the study only GPs had been trained
in consultation peer review; this meant that the pharmacist consultations were assessed from a GP perspective. Assessors were all members of the established
CPRG, and as such were both conﬁdent and experienced in reviewing consultations. Non-trained individuals would undoubtedly have been less consistent.
Available resources allowed only small numbers of
participants to be included in this pilot. Only four
pharmacists were able to submit consultations for
review within the allotted time. Larger numbers of
consultations or larger numbers of assessors may have
inﬂuenced the results.
Each assessor was asked to consider 22 or 24
individual questions about each consultation, a task,
which requires expertise and prolonged concentration,
suﬃcient resources were identiﬁed to ensure protected time and all assessments were undertaken in a
venue with the required facilities.

The pharmacists
Until now, few pharmacists have received structured
training or assessment in consultation skills,28 and this
topic has only recently been tentatively introduced
into their undergraduate curriculum. By contrast, UK
medical students have been taught communication
skills as part of their core curriculum since the mid1990s.29 GP registrars have been taught consultation
skills since the early 1990s, and these skills have been
assessed summatively since 1996.30
The results suggested that the tools employed
demonstrated certain aspects of reliability when applied to participants who had received teaching in
patient-centred consulting skills. Reliability was more
limited for those participants who had not received
teaching in this area. These outcomes have led to the
introduction of training in patient-centred consulting
and the development of a consultation peer review
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process for pharmacists throughout Scotland led by
GPs and funded by NES.

The GP context
Communication with patients is one of the ﬁve core
categories, to be undertaken on a ﬁve-year cycle, in
GP appraisal in Scotland.31 However, it has been
demonstrated that fewer than 10% of those appraised
and submitted evidence in this area felt there had been
any impact on their consulting as a result.32 This
requirement can be addressed in a variety of ways
including the use of standardised survey, e.g. General
Practice Assessment Questionnaire (GPAQ). Surveys
such as GPAQ are a required annual element of the
Quality and Outcomes Framework. Although their
value has been questioned, it is not surprising that
most GPs chose this method, this instrument, however, has not been formally tested for reliability.33 The
authors suggest that participation in an eﬀective peer
review process may have greater educational and
developmental impact. Peer review of consultations
may also oﬀer a more feasible method of demonstrating consultation skills for sessional doctors or those in
small practices, than the proposed reliance on multisource feedback.34
The GMC Good Medical Practice Framework for
Appraisal and Assessment (Revalidation: the way ahead)
for all doctors proposed that ‘validated tools for feedback
about doctors’ practice’ could provide the evidence
required for appraisal in all four domains (Box 2).31
This is an example of initial development of such a
tool.

of performance. It is essential to also consider acceptability, feasibility and educational impact35 both for
participants and reviewers. Further work is under way
to evaluate this.
If this model was to be adopted by community
pharmacists, more work, including retesting would be
required, using consultations from pharmacists who
have gained experience in patient-centred consulting.
When providing feedback to peers, the largest
element of variability, in common with other instruments, derives from the diﬀerence between individual
assessors.36,37 Signiﬁcant additional work is required
to ensure acceptable reliability of the instrument, but
in common with other assessment instruments38 ongoing
calibration of assessors is essential to optimise interrater reliability.
Previous work has suggested that because the consultation is the cornerstone of medical practice, a
central focus of revalidation should be the assessment
of consultation competence,39 and discussion of the
new regulatory processes suggests that all doctors may
be asked to provide evidence of the eﬀectiveness of
their consultation skills for the purposes of revalidation.7 The results suggest that with further development this tool could oﬀer a method of objectively and
reliably assessing a GP’s performance in the consulting
room. It would, however, be imperative to ensure that
adequate resources were available to provide training
in this area, to enable consistent feedback and that
eﬀective support was available for those doctors whose
performance gave cause for concern.
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