
ABSTRACT –– In 2007, an assessment centre

approach (a structured interview, a case-based

discussion and a communication exercise) was

implemented to replace the traditional interview

for entry to core medical training. Feedback was

obtained from 53 of 69 assessors, all consultants

and most with extensive experience of the tradi-

tional system. Each station was rated by around

20 interviewers. This overwhelmingly rated the

new process as useful in assessing the candidate

(>90% for all stations). Comparison with the pre-

vious system was only provided by between 12

and 21 people per station. The structured inter-

view was rated better (n=12), undecided (8), or

worse (1); the case-based discussion better (16),

or undecided (3); the communication station

better (8), undecided (3), or worse (1). There is

still work to do on the best components to include

but the principle of multiple assessments to

examine differing parts of the person specification

seems, subjectively, to be supported. 
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Introduction

There are major and widely discussed problems with
the current reforms in medical training being imple-
mented under Modernising Medical Careers
(MMC). However, there are elements of these
reforms which might meet with the approval of
physicians if they can be shown to be an improve-
ment. One of these has been the move from tradi-
tional interview to an assessment centre approach. In
the past most senior house officer (SHO) interviews
would involve approximately 15–20 minutes of con-
tact with the junior doctor and would concentrate on
their previous experience, standard questions about
audit, the management of a clinical problem and,
possibly, a standardised exercise such as a two-
minute presentation on why they should be selected.
There was no regional or national consistency in
approach and, in general, the method of selection

and the standards were very much left to the inter-
view panel to decide on the day. In 2002, the Chief
Medical Officer identified deficiencies in SHO selec-
tion with lack of standardisation and failures to base
selection on assessment of the competencies required
to provide good quality care and to progress through
training.1 A large body of work in relation to selec-
tion in many professions exists and its applicability
to medicine is summarised in two recent docu-
ments.2,3 On the basis of expert opinion, MMC spec-
ified that an assessment centre approach must be
used, including face-to-face contact for 30 minutes
or more, but gave no further guidance about the con-
tent of the assessment. The person specifications for
the posts became available in November 2006 and
those organising the delivery of selection were
instructed that these would inform the selection
process. They were, however, left to themselves to
determine how this might happen.

Methods

During the summer of 2006 a letter outlining the
implications of the MMC reforms was circulated to
all consultant physicians in the northern region of
England. Those interested in helping with the
reforms were invited to come forward. A working
group (initially 10 people) was created from those
who identified an interest in the development of
interview tools and this met over the autumn of
2006. The group decided to plan three 12-minute
stations in the assessment. There would be an inter-
view, a case-based discussion (CBD) and a commu-
nication exercise. It was necessary that all areas of the
person specification be covered and this informed
the content of some part of the assessment. The
structured interview involved six separate assess-
ments, the communication station four, and the
CBD three. To ensure that each of the three stations
contributed a third of the total scores, the individual
station scores were weighted.

The interview would enable the candidate to dis-
cuss their career aims, to demonstrate their commit-
ment to the specialty and their understanding of
audit and research. Discussion was followed by a
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question about a clinical mistake that they had made and one
about how they would resolve a conflict about time pressures in
getting to teaching when the wards were busy. All candidates
were asked the same stem questions. Although some suggestions
were made, follow-on questions were left to the discretion of the
assessors.

The CBD would engage the candidate in a real life clinical
case. For this assessment process 12 minutes of discussion were
available. It was important that the case should involve some
data interpretation and that it should also probe beyond the
opening moves of patient diagnosis and management to involve
some form of tension to pressure the candidates. A bank of eight
CBDs was developed, each one following the same format. Each
case opened with a paragraph describing an acute clinical situa-
tion. The candidate was able to read this outside the room in the
three minutes prior to starting the station. During the CBD the
candidate was presented with three further sections of informa-
tion, one of which took the form of data, such as biochemical
results, a chest X-ray or an electrocardiograph, and the others
involved clinical progression of the case. The last section of
information would produce a development of the case with
some form of problem, such as an issue about clinical manage-
ment or a clinical development that would create a conflict with
previous issues. 

The communication station was designed to observe inter-
action with a surrogate patient or relative in a clinically relevant
scenario. The specialty training level 1 (ST1) candidates were
given a simple communication task but with some elements of
tension or anger in the scenario, such as discussion of the risks
and benefits of steroid therapy with a patient’s daughter who was
averse to steroids. The ST2 candidates had cases that involved an
ethical tension such as a discussion about implementation of gas-
trostomy feeding or a ‘do not resuscitate’ order. The candidates
had three minutes to consider the case before starting the inter-
view and, after nine minutes with the surrogate, there was three
minutes’ discussion of the case with the assessors.

There was a three-minute break between each 12-minute sta-
tion. For the CBD and the communication station this time was
utilised to start the candidate on the case. All assessors were
asked to fill out a feedback form about their experience.
Assessors were asked about the station they had undertaken and
their assessment of the whole process. 

Feedback results

In total, 69 consultant physicians took part in the interviews and
53 assessors returned the feedback forms. Some assessors gave
feedback on more than one station. Not all people filled out the
whole form and, in particular, people often failed to give a com-
parison with the traditional interview (16 out of a total of 68
returned forms). The reason for not filling out this part of the
form was not elucidated and may simply have been neglect. The
results that follow were from feedback forms provided during
both rounds of the selection process.

All 53 who gave feedback were consultant physicians with a
median of seven years from appointment (range 1–28 years).

Twelve were from the large regional teaching hospital trust in
Newcastle, the others from district general hospitals, of which
one (James Cook University Hospital) is a large sub-regional
hub. Thirteen were PACES examiners. All estimated their pre-
vious experience in recruitment: 21 had been involved many
times in the past, nine on several occasions (over 10), 18 on a
few occasions (less than 10), and five had no prior experience.
The majority felt that the content of the assessment tools was
useful and clear and over 90% felt that the three tools were each
individually useful in assessing the candidates (Table 1).

Assessors were asked how this process compared to the pre-
vious traditional interview (Table 2). No comparison was stated
on 24% of returned forms. When compared, the verdict was
generally favourable: 57% of those who made a comparison felt
that the structured interview was better than the traditional
interview, 67% felt that the communication station was an
improvement, and 84% felt that the CBD was an improvement.
Overall, 69% felt that the new stations were an improvement on
the traditional interview and 4% felt that they were worse. There
was no correlation between those who felt that the process com-
pared well with the traditional interview and those who had pre-
vious experience of PACES (an exam which many physicians are
familiar with and which involves a similar process of assessment
by scoring performance at separate stations). A selection of free-
text comments is given in Table 3.

Discussion

In recent years interviews have been the sole mode of selection
to general and higher specialty training in medicine in the UK.
The growth of good practice in recruitment has eliminated
those other sources of information about candidates which
might have been considered in the past, such as personal knowl-
edge of the candidate, third-party discussion and written refer-
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Table 1. Feedback results for individual stations.

Structured interview

Feedback from 21 assessors

Stem questions useful? Yes 19

Proposed follow-up questions useful? Yes 19

Useful tool in assessing candidate? Yes 19

Communication station 

Feedback from 24 assessments by 20 individuals

Content about right? Yes 19

Presentation clear? Yes 13

Useful tool in assessing candidate? Yes 21

Case-based discussion

Feedback from 30 assessments by 27 individuals

Content about right? Yes 26

Presentation clear? Yes 26

Useful tool in assessing candidate? Yes 27



ences considered at, or before, the decision to appoint.
Interview, used alone, has limited capacity to enable the candi-
date to demonstrate all the relevant skills and attributes needed
for the post.4–9 Competency-based assessment has been utilised
in the UK for selection in surgery, neurology, paediatrics and
general practice and, in the last of these, validated against per-
formance in post.8–11 The use of an assessment centre, incorpo-
rating a variety of assessment tools and including, usually, some
form of interview, is now common practice for selection into
general practice in the UK. The process is relatively new in rela-
tion to the selection of physician trainees. This study offers sub-
jective feedback from a large selection process involving the
impressions of over 50 physicians. Most of these had experience
of undertaking the traditional interview for comparison and all
had been through such interview processes themselves. 

The striking finding is that a clear majority (over 90%) of
assessors felt that the individual tools provided for the assess-
ment of candidates were useful and effective and this is borne
out by the free-text comments. The free text also identified that
assessors felt that the process was objective and that the candi-
dates were being given a fair chance to demonstrate their abili-

ties. There was less unanimity when assessors were asked to
compare the process to the traditional interview. Assessors
missed the opportunity to be involved in all stages of the assess-
ment of individual candidates and the freedom to explore a line
of enquiry with individual candidates in the interview. It is of
note that most dissatisfaction (in comparison with the tradi-
tional interview) was expressed when assessors compared the
old and the new interview processes. Those parts of the assess-
ment that were new and which, therefore, added to the process
of assessment, were regarded more positively. Assessors also
expressed some anxiety about not being able to gauge the total
performance of a candidate and the lack of a mechanism to
identify anyone deemed at one station to be absolutely unap-
pointable – the system relied on cumulative poor scores
meaning that such a candidate would not rank high enough to
be appointed.

In the second wave of applications (round 2) there were
attempts to tackle some of the criticisms levelled in the feedback
from round 1. Some reflect intrinsic differences between the
new and the old systems and the necessary rigidities of the
assessment centre approach. However, there was concern that
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Table 3. Free-text comment by assessors.

Feedback: representative sample comments

(favourable)

� Tougher and more discriminating 

� Comparisons likely to be more reliable 

� More consistent 

� Candidates able to demonstrate abilities more

than at interview 

� Seems fair and transparent 

� May get better idea of how they will function at

work 

� Much more testing and highly discriminating

� Overall, candidates had a very fair assessment.

As objective as we can make it 

� The interview is good 

� More objective 

Feedback: representative sample comments 

(less favourable)

� Negative because lack of collation, lack of chance to discuss candidates (viz

PACES) and feel panel should have opportunity to recommend suitability for

employment.

� Miss loss of flexibility to drill down in detail

� Old style full CV and full declaration of all previous experience and achieve-

ments, combined with traditional interview is possibly better

� For the massive job this system is reasonably fair. It will always be difficult to

differentiate large numbers of candidates assessed by many interviewers. CVs

need to be taken into account. I was not clear who was reading the references.

Do we need a big meeting at the end of the process to look at the candidates

overall and see how people did at different stages on different days, before final

job offers? 

� Little latitude to explore qualities of the applicant 

� No overall picture of candidate. Bad luck for those who have not managed a

similar case before 

Table 2. Comparison with traditional interview.

How did this compare to the traditional interview?

Better Undecided Worse No comment

Structured interview 12 8 1 0

21 assessors

Communication station 8 3 1 8

20 assessors

Case-based discussion 16 3 0 8

27 assessors



there was no opportunity to discuss individual candidates
during the process of assessment: the system only recognised the
individual scores taken in isolation. In round 2 the number 
of candidates in the day was reduced and time was built in to
natural breaks for candidates to be discussed before starting a
further tranche. However, this was found to be unworkable as
there were so many scores to be entered for each candidate 
that it was impossible to get them collated in time to enable 
discussion at timely points. No attempt was made to reserve 
the discussion until the end of the day as it was felt that it would
be impossible to expect assessors to be able to remember, and 
have meaningful discussions about, 24 or more individual 
candidates. More administrative support would be needed to
enable scores to be available in real time and would work better
with a simpler scoring system that required less data entry.

Another criticism raised was the feeling of loss of flexibility in
being able to take the interview forward in any direction felt
desirable at the time. This is partially the nature of a structured
interview but is, in fact, more a reflection of the constraint of
working to a rigid timetable. In mitigation, overrunning has
bedevilled SHO interviews for a long time and many assessors
commented informally on the efficiency of the assessment
centre approach.

A further criticism was identified by the comment ‘bad luck
for those who have not managed a similar case before’. However,
after discussion, it was agreed that all the cases in the CBD were
truly the sort of general acute medicine that the candidates
should have been exposed to and that they had two other sta-
tions at which to perform well – in the past, there had been no
such chance for redemption. It would be possible to replace one
lengthy CBD with two shorter ones to cover more topics but the
depth and complexity of the CBD was something that the asses-
sors felt was part of its discriminatory power.

The assessment centre approach for selection of trainees in
medicine described above has now been in place for over a year
and some minor problems need to be solved. The number of
scoring domains will be reduced and it should be possible to
have meaningful and contemporaneous discussion of each can-
didate so that the system does not depend upon numerical
scores alone. The use of a digital photograph of each candidate
will facilitate this process. A more fundamental concern is

whether these particular assessment stations are actually the best
that can be devised for physician selection. In general practice
multiple and complex forms of assessment are commonly
undertaken including, for example, videoed simulated consulta-
tion with a patient, group exercises to assess group dynamic
skills, and written exercises.11 These have been arrived at over
many years. The process of deciding what would be the best
assessment stations for physicians has barely begun and, regret-
tably, it will not be possible to undertake a direct comparison of
new and old methods. 
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