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INTRODUCTION TO LAP
(Leicester Assessment Package) 

The Joint Committee on Postgraduate Training for General Practice (JCPTGP) has decreed that some form of summative (i.e. regulatory) assessment of competence of vocational trainees should be implemented from 1st January 1996.  Formative (i.e. educational) assessment became mandatory from 1st January 1993.  Meanwhile, the JCPTGP has encouraged experimentation throughout all Regions with a view to producing valid, reliable and acceptable systems of assessment, whether for educational or regulatory purposes. 

Furthermore, the JCPTGP has proposed1 that any system of regulatory assessment should contain four elements:

Tests of factual knowledge and problem solving.
Submission of practical work.
Evaluation of clinical and consulting skills.
The trainer's overall assessment.

Many believe that any assessment of clinical competence must focus heavily on a doctor's ability to perform satisfactorily in consultation with patients, since 'The essential unit of medical practice is ... a consultation and all else in the practice of medicine derives from it.'2  Indeed, it could be argued that if a doctor is deficient in essential consultation competences, any other skills he might possess become almost irrelevant.

Before appropriate methods of assessment - whether educational or regulatory - can be developed and implemented, an essential pre-requisite must be the identification and acceptance of the criteria against which consultation competence would be measured.

For some years, both in the UK and in the RCGP facilitated Family Practice Development Programme in Kuwait, I have been experimenting with a new approach to assessment of consultation competence, viz. the Leicester Assessment Package (LAP).3  The LAP has been designed for use in 'live' and/or video recorded consultations with either real or simulated patients.

Recently, a research group consisting of Dr Robert McKinley, Senior Lecturer in General Practice, University of Leicester, Dr Helen Mulholland, formerly Senior Lecturer in Medical Education, University of Dundee, and myself have been in receipt of funding from the Department of Health and the Scientific Foundation Board of the RCGP to carry out field studies to test the validity and reliability of the LAP.  The results of these field studies indicate that the LAP is both a valid4 and reliabile5,6 instrument for assessing consultation competence in the setting of general practice.  The LAP has also been demonstrated as 'user friendly' in both the UK7 and Kuwait.

Full details outlining the content of the LAP and its uses for both educational and regulatory purposes are set out in this information.  For the sake of convenience the masculine gender is used throughout.

Robin C. Fraser
Professor of General Practice
University of Leicester 

LAP Explanation of Documents 
The LAP consists of a set of documents identified by the letters A to F as follows: (click letter for document example, heading for 
                                   explanation) 

A      The required consultation competences of a General Practitioner
B      Criteria for the allocation of grades/marks
C      An assessor's recording form
D      Feedback summary forms
E      A mark summary form
F      Questions to be asked of candidates
A  The required consultation competences of a General Practitioner
Seven prioritised categories of consultation competence which need to be mastered by a "model" general practitioner have been identified. The seven categories are as follows (with relative weightings in brackets)
Interview/history taking (20%)
Physical examination (10%)
Patient management (20%)
Problem solving (20%)
Behaviour/relationship with patients (10%)
Anticipatory care (10%)
Record keeping (10%)
The relevant weightings represent the relative degree of importance of these categories. Wherever possible these have been derived from published evidence. For example there is considerable support 8-9  for the over-riding importance of the history in clinical medicine. Furthermore, Campbell 10 has reinforced the value of problem-solving skills and "it is the quality of thinking and not the quantity of facts that is likely to lead to a resolution of clinical problems". 11 Additional supporting evidence is also available. 12 
39 component competences have been identified and allocated to the various categories (see Form A )
Inevitably some overlap occurs between components of differing categories. It will not, of course be necessary or appropriate for a doctor to employ every one of the listed competences in all consultations. Some will be required in every consultation (for example, the need to listen attentively, maintain a friendly but professional relationship, make an appropriate record, etc) but others will be required only in a minority of consultations (for example, use of investigations, referral to hospital, etc). Much will depend on the nature of the clinical challenge presented to, or faced by, the doctor. It is for this reason that any assessment of the overall competence of a doctor must involve the monitoring of his performance in a series of consultations rather than in a single consultation. 
Using the LAP, two independent assessors scoring eight consultations are the requisite numbers to achieve acceptable levels of reliability for regulatory purposes. 6    
B  Criteria for the allocation of grades/marks  
These criteria have been devised to try to minimise inter- observer variations. The system also enables observers to allocate grades and/or marks. Normally the grading system would be used in educational assessment and the marking in regulatory assessment. The use of marks enables an assessor to rate a level of performance more precisely than the award of grades. This is of particular value if one is trying to achieve an individual "order of merit" assessment rather than a "banding" of individual performances within the broader parameters of grades. For example, two candidates could each be awarded a grade A and thier performances would, therefore, be indistinguishable. On the other hand one of these candidates may be awarded a mark of 80% whereas the other may gain 90%. The LAP can also be used simply to reach a judgement on whether a doctor is competent or not> 
It is evident that assessors must be familiar with the contents and application of forms A and B
C  Assessor's recording form
This form is meant to be used as an aide memoire for the assessor; it is not meant to be retained as a permanent record. One form is completed for each consultation.
It identifies the subject and assessor, the date of the assessment and the duration of the consultation. It also provides space to make a selective record of the subject's performance as well as weaknesses/omissions. The grade of performance of the subject for each of the seven categories of consultation competence and an overall grade can also be recorded for each consultation. If a particular category of competence is not "challenged" in a particular consultation the assessor should write n/a (not applicable) in the appropriate space. Further space is provided for notes on particular strengths/weaknesses and specific strategies for improvement.
Please note that the physical examination category is concerned with the technical ability of the subject in conducting physical examinations, eliciting physical signs and using instruments. The decision whether or not to carry out a physical examination is a cognitive function and should be assessed in the category of problem solving.
Furthermore, if an appropriate intervention relates directly to the presenting condition it should be assessed under patient management. All other preventive initiatives should be considered under anticipatory care.
D  Feedback forms 
These identify the subject and assessor, the date of the assessment and the number of consultations on which the assessment was based. Sequential assessments can be used to chart progress over time and appropriate feedback given. Space is also provided to record the assessor's description of the subject's strengths along with specific recommendations for improvement not only within the seven categories of consultation competence, but also in relation to overall clinical competence.
Since these forms have been designed for use mainly in educational assessment, grades rather than marks are normally used. Nevertheless, they can be adapted for regulatory use in which case grades can be converted to marks. Since feedback plays such a vital part in the educational process, copies of these forms are meant to assist in self- learning and enhancement of consulting capability.
E  Mark summary form    
This form lists the seven categories of consultation competence, the possible marks which could be obtained within these respective categories, the actual mark obtained and an overall total representing the level of consultation performance achieved. This form will be used mostly for regulatory purposes.
F  Questions to be asked of  candidates
These questions are to be asked at the appropriate stages of the consultation. The answers will help the assessor to become aware of the reasoning behind the subject's actions and thus judge better his problem-solving abilities.
(In potentially "sensitive" consultations the assessor should exercise discretion and postpone asking questions until the patient has gone. In some consultations it may not be necessary to ask all the questions: assessors are free to exercise their judgement in these circumstances.         
Guidelines for the use of LAP 

1.  It is essential that you first become thoroughly familiar with the contents and functions of all the forms - most particularly Forms A & B - before carrying out any assessments. (You must be fully conversant with the detailed criteria against which you are judging a subject's performance as well as the yardsticks for the award of particular marks/grades, This should optimise equity and comparability between different subjects) 

2.  Throughout the period of assessment use Form C to make selective notes on the subject's performance in every consultation witnessed. Include both positive and negative features as well as omissions. If a particular category of consultation competence is not being tested enter n/a (not applicable) in the appropriate space. (if no record is kept it is very difficult to remember what took place in a series of consultations)

 Please note that it may not be necessary to undertake all the steps outlined in 3-6 (inclusive). Likewise consultation events may not occur in such a "tidy" fashion. You will need to use your discretion as appropriate.

3.  When the subject has completed history taking you should ask him to identify the diagnostic hypotheses/working diagnoses he has reached, seeking reasons/justification for them. Ask also what physical examination he intends to perform and why. When conducting regulatory assessments, you must, however, make no comment as this might "cue" the subject and thus influence subsequent performance. (In this way you can test the subject's ability to erect appropriate diagnostic hypotheses and to carry out a focused and discriminating examination.

4.  In all instances when the patient gives permission, observe any physical examination carried out and verify physical findings as appropriate. This also applies when instruments are used. (In addition to assessing examination technique you will be able to confirm the subject's ability to elicit physical signs accurately).

5.  Following any physical examination you should ask the subject - without commenting on the responses in regulatory assessments - what his findings were and how they affected his diagnostic hypotheses/working diagnoses. (This will enable you to test the ability of the subject to interpret correctly the findings of the physical examination)

6.  Once the patient has gone, the subject should be asked to justify his management plans giving reasons for his choices. Again no comments should be made in regulatory assessments. (This will enable you to test the level of understanding underpinning the subject's choice of management options).

7.  Make a note of the duration of the consultation (in minutes) to include recording time. In assessing whether the time taken is appropriate, due allowance must be made for any intervention(s) you have made. (in this way you will be able to assess the extent to which the subject is efficient in the use of consultation time)

8.  At the end of the consultation you should check the record made in the patient's notes

9.  The final task to be carried out "between consultations" is to enter a grade in each box in Form C to reflect your assessment of the level of performance achieved within each of the relevant categories of consultation competences. To arrive at this, the actual performance of the subject needs to be compared with the required competences set out in Form A. (The assessor is not at liberty to consider any other criteria). Reference may also be made to Form B to assist in determining the appropriate grade to be awarded. Note that it is not considered appropriate to use marks a s a measure of performance within single consultations.

10. Once the required number of consultations have been observed you should scrutinise all C Forms and assess the subject's performance as reflected by the grades you have allocated in all seven categories of competence. For each of the categories the grades awarded across all the consultations are collated into a final grade to reflect the overall performance in all seven categories of competence in turn. The final grade will not necessarily be the "average" of the grades awarded for individual consultation performance: Assessors will need to take account of the nature and difficulty of the clinical challenges presented.

11. Complete Form D with reference to your notes on the C Forms. Make your comments as specific as possible, with due concentration on priority areas, since vague generalisations will be of little benefit to the subject. (This will provide the subject with detailed feedback on his performance - an essential component of any assessment process - which will facilitate self-learning and enhancement of consulting capability)

12. In regulatory assessments these collated grades are then converted into marks with reference to Form B and entered on the relevant parts of Form E. The overall consultation competence of the subject will then be represented by the total of these seven marks.

Suggested guidelines for giving feedback (based on Pendleton's Rules)13
Clarify matters of fact if appropriate at the beginning of feedback.
The trainee goes first and describes what he did well.
The trainer/assessor then describes what the trainee did well. (Note any areas of disagreement and return to these later. Resist the temptation to deal with these at this point)
The trainee then describes what hi did not do well and suggests alternatives.
The trainer/assessor describes what the trainee did not do well and recommends specific actions that can be taken to improve performance with reference to LAP criteria.
Using the LAP - summary 

	Stage I
	Familiarise yourself with:
	· Required consultation competences of a GP (Form A) 

· Criteria for the allocation of grades/marks (Form B) 

	
	
	

	Stage II
	Observe subject consulting
	· Record details of performance (Form C) 

· Compare competences displayed with Form A 

· Allocate grades according to Form B 

	
	
	

	Stage III
	At end of observation period
	· Collate all grades on C forms 

· Enter grades on Form D 

· Complete Form D 

· Pay particular attention to identifying specific strategies for improvement 

· Convert grades to marks and enter on Form E (regulatory assessment) 

	
	
	

	Stage IV
	Provide Feedback
	· Go through contents of Form D with subject 

· Give a copy to subject 


LAP Form A  

Detailed components of consultation competence 
 (   Interviewing and history taking (Relative weighting: 20%) 
Introduces self to patients; 
Puts patients at ease;    
Allows patients to elaborate presenting problem fully;   
Listens attentively;   
Seeks clarification of words used by patients as appropriate;   
Phrases questions simply and clearly;   
Uses silence appropriately;   
Recognises patients' verbal and non-verbal cues;   
Identifies patients' reasons for consultation;   
Elicits relevant and specific information from patients and/or their records to help Distinguish between working diagnoses;   
Considers physical, social and psychological factors as appropriate;   
Exhibits well-organised approach to information gathering. 
       Physical examination (Relative weighting: 10%) 
Performs examination and elicits physical signs correctly and sensitively;   
Uses the instruments commonly used in the relevant clinical setting in a competent and sensitive manner. 
       Patient management (Relative weighting: 20%) 
Formulates management plans appropriate to findings and circumstances in collaboration with patients;   makes discriminating use of investigations, referral and drug therapy;   is prepared to use time appropriately;   demonstrates understanding of the importance of reassurance and explanation and uses clear and understandable language;   checks patients' level of understanding;  arranges appropriate follow‑up;  attempts to modify help-seeking behaviour of patients as appropriate. 
       Problem solving (Relative weighting: 20%) 
Generates appropriate working diagnoses or identifies problem(s) depending on circumstances;   
Seeks relevant and discriminating physical signs to help confirm or refute working diagnoses;   
Correctly interprets and applies information obtained from patient records, history, physical examination and investigation;   
Is capable of applying knowledge of basic, behavioural and clinical sciences to the identification, management and solution of patients' problems;   
Is capable of recognising limits of personal competence and acting accordingly. 
       Behaviour and relationship with patients 
       (Relative weighting: 10%) 
Maintains friendly but professional relationship with patients with due regard to the ethics of medical practice;   
Conveys sensitivity to the needs of patients;   
Demonstrates an awareness that the patient's attitude to the doctor (and vice versa) affects management and achievement of levels of co-operation and compliance.
         Anticipatory Care: (10%) 
Acts on appropriate opportunities for health promotion and disease prevention;  provides sufficient explanation to patients for preventive initiatives taken;  
Sensitively attempts to enlist the co-operation of patients to promote change to healthier life-styles. 
         Record keeping (Relative weighting: 10%) 
Makes accurate, legible and appropriate record of every doctor-patient contact and referral.   The minimum information recorded should include date of consultation, relevant history and examination findings, any measurement carried out (e.g. BP, peak flow, weight, etc.), the diagnosis/problem (preferably ‘boxed’), outline of management plan, investigations ordered and follow-up arrangements.  If a prescription is issued, the name(s) of drug(s), dose, quantity provided and special precautions intimated to the patient should be recorded. 

	LAP Form B 

Criteria for the allocation of grades/marks 

Grade
Marks
Description
A
80% or above

Consistently demonstrates mastery of all components: the criterion performance.
B
70 - 79%

Consistently demonstrates mastery of most components and capability in all.
  C+
60 - 69%

Consistently demonstrates capability in almost all components to a high standard and a satisfactory standard in all.
C
50 - 59%

Demonstrates capability in most components to a satisfactory standard: demonstrates minor omissions and/or defects in some components. Duration of most consultations appropriate.
D
40 - 49%

Demonstrates inadequacies in several components but no major omissions or defects but not currently ready for independent practice
E
39% or below

Demonstrates several major omissions and/or serious defect; clearly unacceptable standard overall. Not safe to practise independently



	
	 


LAP  Form C 

Assessor's recording form 

If a particular parameter does not apply to a consultation write N/A (not applicable). 
	Brief clinical details/ Pts initials
	Start time  

 End     time 

Duration
	Consultation No:

	CONSULTATION CATEGORY
	POSITIVE FEATURES
	WEAKNESSES / OMISSIONS
	GRADE AND MARK OF PERFORMANCE

	interviewing / history taking

 
	
	
	 

	physical examination
	
	
	 

	patient management
	
	
	 

	problem solving

 

 
	
	
	 

	behaviour / relationship with patients
	
	
	 

	anticipatory care
	
	
	 

	record keeping
	
	
	 

	notes on overall performance (e.g. particular strengths / weaknesses)
	
	
	OVERALL MARK

	specific strategies for improvement
	
	
	OVERALL GRADE
 


LAP Form D 

Feedback Summary 

	Subject:
	Date:

	Assessor:
	No. of Consultations:


	1. Interviewing/History taking                          Grade (A-E): 

Strengths:

Specific Recommendations for improvement:

 

 

	2. Physical Examination                                   Grade (A-E): 

Strengths:

Specific Recommendations for improvement:

 

 

	3. Patient Management                                    Grade (A-E): 

Strengths:

Specific Recommendations for improvement:

 

 

	4. Problem Solving                                         Grade (A-E): 

Strengths:

Specific Recommendations for improvement:

 

 

	5. Behaviour/Relationship with patients           Grade (A-E): 

Strengths:

Specific Recommendations for improvement:

 

 

	6. Anticipatory Care                                      Grade (A-E): 

Strengths:

Specific Recommendations for improvement:

 

 

	7. Record Keeping                                       Grade (A-E): 

Strengths:

Specific Recommendations for improvement:

 

 

	STRENGTHS 

 

 

	SUGGESTED STRATEGIES FOR IMPROVEMENT 

 

 

	ANY OTHER COMMENTS 

 

 

	OVERALL CLINICAL COMPETENCE            Grade (A-E): 

 

 


 

LAP Form E    

Mark Summary Form 

	Subject:
	Date:

	Assessor:
	No. of Consultations:


  

	Category of Competence
	Possible Mark
	Actual Mark

	Interviewing/history taking
	20
	

	Physical examination
	10
	

	Patient Management
	20
	

	Problem solving
	20
	

	Behaviour/relationship with patients
	10
	

	Anticipatory care
	10
	

	Record keeping
	10
	

	Totals
	100
	


 

LAP Form F 

Questions to be asked of Candidates 

	1. At the end of initial history taking (Candidate to inform assessor):

	· What are your diagnostic hypotheses at this stage? 

· Why have you erected these hypotheses? 

· What physical examination do you intend to carry out, and why? 

	2. After physical examination:

	· What did you find on examination of the patient? 

· How have these findings affected your thoughts? 

	3. After the patient has left:

	· Why did you choose your management plan? 


