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1.

Executive Summary

1.1

The purpose of the job analysis was to define the professional attributes (as opposed to
clinical knowledge and skills) that are expected in the role of a Foundation Year One (FY1)
doctor. The results will be used to determine the target domains (and test specification) for
the SJT which will be used alongside a measure of educational attainment (Educational
Performance Measurement) for selection to the Foundation Programme.

1.2

A systematic, multi‐method job analysis, which incorporated a literature review, semi‐
structured critical incident interviews and observations, was carried out. This triangulation
approach was used to increase the credibility and validity of the results.

1.3

The literature review, which covered all existing policy documentation and relevant
publications, was conducted in two parts. The first part aimed to identify the key skills and
professional attributes of a FY1 doctor.

1.4

Part two of the literature review focussed on Situational Judgement Tests (SJTs) and their
use in high stakes selection. The results help to put the purpose of the job analysis in
context and aid an understanding of the methodology that will be undertaken when
developing the SJT.

1.5

In all, 51 semi‐structured interviews were carried out with Foundation doctors,
clinical/educational supervisors, Directors/Deans/Heads of Medical Education at Medical
Schools, Trust Medical Directors, Foundation School and Programme Directors and patient
representatives. The interviews were conducted face to face or by telephone and lasted
between 30‐45 minutes. Interviewees were asked for examples of specific incidents from the
FY1 job that were characteristic of effective or non‐effective performance, and thus to
identify the key skills and attributes needed to perform as a FY1 doctor.

1.6

Observations (shadowing) of FY1 doctors were carried out at four locations throughout the
UK. 13 FY1 doctors were observed. A total of 29 hours of observations were undertaken by
two researchers. The purpose of observing FY1 doctors was to gain a greater insight and
understanding into the tasks and responsibilities of a FY1 doctor, as well as the professional
attributes required to perform the role successfully. The researchers recorded the tasks,
responsibilities, behaviours and attributes of the FY1 doctor. A record was kept of the
timings of actions and behaviours to gain an understanding of the temporal nature of the
role.

1.7

A survey was conducted to validate the outcomes of the job analysis with a larger number of
individuals. The validation survey was sent to a number of different organisations (with a
request for it to be cascaded) and individuals, including; the BMA Junior Doctors Committee,
the UKFPO Foundation Doctors Advisory Board and the UKFPO Foundation School Directors
and Managers. 230 individuals responded.
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1.8

The interview transcripts were analysed using template analysis11 to identify the key themes
within the data. All 51 transcripts were coded according to an initial template. The template
underwent a number of iterations, and quality checks were carried out at after half of the
transcripts had been coded.

1.9

The observations were analysed and the behaviours classified according to the template.
Where behaviours could not be associated with existing classifications in the template, new
classifications were introduced.

1.10

Analysis of the data from the interviews and observations resulted in nine professional
attributes being defined, namely: (1) Commitment to Professionalism, (2) Coping with
Pressure, (3) Effective Communication, (4) Learning and Professional Development, (5)
Organisation and Planning, (6) Patient Focus, (7) Problem Solving and Decision Making, (8)
Self Awareness and Insight and (9) Working Effectively as Part of a Team. These were set out
in a ‘Professional Attribute Framework’ which lists the behavioural descriptors that are
representative of each attribute.

1.11

The contents of the Professional Attributes Framework were checked against the findings
from the first part of the literature review. This confirmed that all of the professional
attributes identified through the review had already been identified through the other two
job analysis methods (i.e. interviews and observations), thus confirming the validity of the
Framework.

1.12

The results from the validation survey indicated that all nine Professional Attributes were
rated as important for a FY1 doctor and important to evaluate at selection.

1.13

The Professional Attributes Framework was mapped against existing data, including the FY1
Person Specification and the FY1 Curriculum. The mapping demonstrated that the job
analysis results and the resultant Professional Attributes Framework showed good
concordance with the UKFPO FY1 Person Specification, although the Professional Attributes
Framework identified one attribute; Learning and Professional Development that is not
present in the FY1 Person Specification. The mapping also demonstrated good concordance
between the Professional Attributes Framework and the FY1 Curriculum.

1.14

This report outlines the design specification for the SJT. Section 6 details the SJT target
attribute domains, the length of the test, response formats and the test structure.

1.15

In conclusion, the job analysis has resulted in a Professional Attributes Framework which
identifies the professional attributes that are important for a FY1 doctor, and provides target
attribute domains for the SJT. It is recommended that the detail provided within the
Professional Attributes Framework is used going forward to assist in the development of the
existing FY1 Person Specification.
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2

Introduction

2.1

Purpose of the job analysis

2.1.1

This report outlines the methodology and results of a job analysis carried out to support the
development of a Situational Judgement Test (SJT) for the selection of trainee doctors onto
the Foundation Programme. The purpose of the job analysis was to define the professional
attributes (as opposed to clinical knowledge and skills) that are required by the role of the
Foundation Year One (FY1) doctor. The results are used to determine the target domains for
the SJT and will be used to inform the test specification.

2.1.2

The outcomes of this analysis are described in behavioural terms in the form of a
‘Professional Attributes Framework’, which sets out the key dimensions and example
descriptors of effective performance in the role.

2.1.3

The SJT will be used alongside a measure of educational attainment (Educational
Performance Measurement, or EPM) which will measure clinical skills and knowledge. The
EPM is not within the remit of this report.

2.2

Structure of this report
This report has four main sections:
•

Section 3 describes the job analysis methodology and research conducted to identify
the professional attributes that are judged as important by a range of stakeholders for a
FY1 doctor.

•

Section 4 provides an outline of the data analysis methodology employed.

•

Section 5 describes the findings from the job analysis, and provides a framework of the
key professional attributes (with associated behavioural descriptors) for the FY1 doctor
(Professional Attributes Framework). The content validity of this framework is
illustrated by showing how these attributes map onto existing policy documentation,
including the Foundation Programme curriculum.

•

Section 6 presents in detail the design specification for the Situational Judgement Test
and provides a matrix of the target domains and example scenarios.

•

A summary and conclusions are provided in Section 7. Further materials relevant to
sections of the report are provided in the Appendices.
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3

Job Analysis

3.1

Introduction

3.1.1

The cornerstone of an effective selection system is a thorough analysis of the relevant
knowledge, skills, attitudes and other personal qualities associated with successful
performance in a given role, as this enables accurate identification of domains to be
targeted at selection.

3.1.2

Job analysis is a systematic process for collecting and analysing information about jobs.
When properly conducted, a job analysis provides objective evidence of the skills and
abilities needed for effective job performance and thus provides support for the use of
selection procedures measuring those skills and abilities. As such, a comprehensive job
analysis is typically regarded as best practice as a first step in designing any selection system.
Research evidence also shows that conducting a job analysis is important for an organization
to defend its human resource management practices against legal challenge1.

3.1.3

As the name suggests, a job analysis should be analytical, meaning that the job analysis
process should break down the job into its main component parts rather than describing the
job as a whole. The end result of the job analysis should be a documented, structured, and
thorough report which outlines the essential requirements of the job2.

3.1.4

For purposes of inclusion, diversity, and buy‐in from stakeholders, it is important to gather
information from a range of individuals. By gathering a diversity of opinions and views, an
accurate and representative description of the job is more likely to be reached2.

3.1.5

There is no given rule for the number of individuals who should participate in a job analysis,
however guidance is provided on the acceptable number of participants needed to obtain
reliable and accurate information about a job3. For a job that has a population of around
8000 (as does the F1 role in the UK), 40 individuals should be involved in the process to
obtain 80% confidence in the results. To obtain 90% confidence in the results, 100
individuals should be involved in the entire job analysis process, including interviews,
observations and respondents to surveys.

3.1.6

Job analysis is a process and not a single methodology. There are multiple ways to gather
and analyse job information. Best practice advises a multi method approach to job analysis,
which gathers information from multiple sources using multiple means, as this allows
identification of aspects of a job that may not be accessible through a single methodology4.
Data collected from multiple sources also prevents potential biases from a single source5 and
using multiple methods allows for convergence of results to make the job analysis more
comprehensive6.

3.2

Job analysis approach

3.2.1

In this study, a previously validated multi‐method job analysis approach was followed7,8. The
job analysis methods used included:
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•

a full literature review of existing research and relevant policy documentation

•

Semi‐structured critical incident interviews with individuals familiar with the role of a
FY1 doctor, including Foundation School Directors and Educational Supervisors, as well
as Foundation Doctors and patient representatives

•

Direct observations (shadowing) of FY1 doctors in the workplace, using structured
checklists

•

A validation questionnaire‐based survey that asked respondents (a range of
stakeholders) to rate the relative importance of each of the professional attributes and
the importance of assessing/evaluating each attribute at the point of selection

Figure 1 below depicts the multi‐method approach used and demonstrates how the results
from the individual methods are to be triangulated. Triangulation is a technique that refers
to the application and combination of several research methodologies. The purpose of
triangulation in qualitative research is to increase the credibility and validity of the results.
Figure 1: Triangulation Approach to Job Analysis

3.2.3

When deciding which method to employ as part of the multi method approach to job
analysis, the project team took several considerations into account. The overriding
consideration was the requirement for a thorough and in depth approach that followed best
practice by gathering information from multiple sources using multiple means. Other
considerations included; availability of individuals from whom to collect data, utility, the
availability of information, and the need to for minimal interference.

3.2.4

When undertaking the job analysis, evaluation criteria for the outcomes of the job analysis
were agreed at the outset. The evaluation criteria for this job analysis are as follows:
Face validity – this is when a model or procedure ‘looks right’ to the applicant/incumbent or
others e.g. does the Professional Attributes Framework appear relevant and realistic and
reflect the professional attributes required for successful performance in the FY1 role?
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This was established through ensuring job analysis interviews were conducted with FY1
doctors and other relevant parties that were familiar with the professional attributes
required for successful performance. The validation questionnaire also assisted in
establishing face validity by asking whether the professional attributes identified were
important to the FY1 role.
Content validity – this is when a model or procedure appears to cover a representative
sample of the dimensions being targeted e.g. does the framework accurately reflect the
professional attributes required for successful performance within the role?
This was established through conducting interviews with individuals familiar with the role,
observing FY1 doctors in the workplace and the use of a validation questionnaire to ensure
that the professional attributes that are required for the FY1 role were identified and agreed
by a cross‐section of individuals who had specific knowledge and experience of the FY1 role.
The outcomes of the job analysis are then mapped onto the existing FY1 Person Specification
and the FY1 curriculum to ensure that the outcomes of the job analysis relate to what is
already known about the role.
Criterion‐related validity – this is whether outcomes of, or scores on, a selection test or
procedure predict future job performance and/or predict measures of performance that are
already accessible e.g. do the outcomes of the job analysis relate to successful performance?
This will be established as part of the implementation of the Situational Judgement Test
(more details are provided in the SJT design section 6) and will continue to be addressed as
part of the on‐going process.
Political validity9 ‐ selection models, procedures or decisions must account for a wide variety
of perspectives between different stakeholder groups (beyond the candidate and employing
organization) who hold potentially diverse views. It is important that a model or procedure
for selection has buy‐in and acceptance from all key stakeholders. Political validity was
established through the use of the validation questionnaire and will continue to be
addressed throughout the development and evaluation process.
Construct validity – this is establishing that the method or procedure is sampling distinct
constructs (or attributes/skills/proficiencies) that reflect what they claim to sample e.g. does
the Professional Attributes Framework identify discrete and independent attributes that
reflect successful performance in the FY1 role?
Construct validity was established through the evaluation of the theoretical framework by
occupational psychologist and researchers experienced in job analysis and competency
design (see section 4.4). Further validation of the framework will be carried out following the
autumn 2010 pilot of the Situational Judgement Test.
3.3

Literature review

3.3.1

The literature review was conducted in two parts, both of which are presented within this
report.
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3.3.2

Part one of the literature review focuses on existing policy documentation and relevant
publications in the literature to assist in identifying the key skills, abilities and professional
attributes of a FY1 doctor.

3.3.3

This aspect of the literature review forms part of the triangulation approach to the job
analysis of the FY1 role and allows for the identification of specific skills, abilities and
professional attributes that are documented in the literature which may be incorporated
into the proposed framework.

3.3.4

Part two of the literature review focuses on Situational Judgement Tests and their use in
high stakes selection. The results assist in placing the purpose of the job analysis in context
and understanding the methodology that will be undertaken when developing the
Situational Judgement Test.

3.3.5

The following is a brief summary of the search strategy used for the literature reviews. This
was approved in advance by representative members of the ISFP Project Group. The full
search strategy can be found in the appendices (Appendix 1).

3.3.6

A comprehensive literature search was conducted across the most relevant databases
including: Medline, ERIC, CINAHL, Psycinfo, PubMed and BioMed Central. In order to identify
the key skills, abilities and professional attributes of the Foundation Programme doctor the
following search terms were used:
Junior doctor
Preregistration doctor
PGY1
Preregistration housing officer
PRHO
House Officer
Foundation doctor
Foundation year
Medical student
Medical undergraduate
Intern
F1

3.3.7

AND

Skills
Knowledge
Abilities
Attitudes
Competencies
Capabilities
Interpersonal
Professional attributes
Non cognitive attributes
Professional competence

The search strategies created were designed for maximum sensitivity (recall) to ensure that
no papers of significance were overlooked. The searches covered the last twenty years of
research (1990‐present day). The search methodology involved three main stages:
i)

The above search strategy was conducted along with reviews of relevant reports
including Good Medical Practice (2006), the New Doctor (2009), Tomorrow’s Doctors
(2009), The Foundation Programme Curriculum (2010), Rough Guide to the Foundation
Programme (2010), and the Foundation Programme Person Specification (2010).
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All documents were scanned for relevance on the basis of their title and abstract. Non‐
relevant papers were rejected at this stage on the basis of the following inclusion
criteria:
‐
‐
‐
‐
‐

Relevant to identified topic
Adequate methodology
Informed opinion which adds to the picture of the topic
Peer reviewed (research publications only)
English language

iii) A detailed review of the relevant papers was undertaken including checking all
reference lists for additional articles of relevance.
3.4

Semi‐structured interviews

3.4.1

Job incumbent and supervisor/stakeholder semi‐structured interviews are advantageous as
they allow the input from a relatively large number of individuals to be included as part of
the analysis and also enable a future focused/orientated approach to be employed. It is
possible that job incumbents may present an exaggerated representation of their job, but
they can provide insights into the job that are unavailable through other methods.

3.4.2

Semi‐structured interviews were carried out with individuals (representing various
stakeholder groups) familiar with the role of a FY1 doctor. Stakeholders were identified after
discussion with the Project Board and included Foundation School Directors, Heads of
Undergraduate Medical Education, Foundation Doctors, nursing staff and patient
representatives. The job roles of the interviewees are described in Table 1 and the primary
specialities of the interviewees’ outlined in Table 2.

3.4.3

Invitations were cascaded through the UKFPO Foundation Doctor Advisory Board,
Foundation School Directors and Managers, and the Medical Schools Council Assessment
Alliance. Patient representatives were identified through AoMRC, Royal College of
Anaesthetists (RCoA), and Royal College of General Practitioners (RCGP) patient/lay groups.

3.4.4

All interviewees were sent a briefing document (Appendix 2) which provided the interviewee
with some background information about the project, and an outline of what the interview
would involve. This information was important to prepare individuals for the interview and
gain consent. Following all the interviews, thank‐you letters were sent to all interviewees.

3.4.5

A total of 51 participants were interviewed (of whom 8 were patient representatives). The
relatively large number of interviews conducted was to ensure that the information gained
was representative and to ensure that all the relevant areas of the FY1 job role were
covered. Information about he gender, age and ethnicity of the interviewees is presented in
Table 3.

3.4.6

The semi‐structured interviews lasted approximately 30 to 45 minutes and were conducted
either face to face or by telephone. The interviews incorporated the Critical Incident
Technique methodology10. Using this previously validated methodology6, interviewees were
asked for examples or specific incidents from the FY1 job that were characteristic of effective
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or non‐effective performance, and thus to identify the key skills and attributes needed to
perform as a FY1 doctor. This also provided contextual information that was used to assist
with the development of some of the scenarios for the SJT (full details of interview questions
can be found in Appendix 3). The interviews were audio recorded and then transcribed prior
to analysis.
3.4.7

Interviewing a range of individuals with different job roles and different
experiences/knowledge of FY1 doctors helped to ensure that the information gathered
covered the breadth of the FY1 job role and enabled different perspectives to be considered.
The involvement of the patient representatives was important to ensure a patient‐focused
perspective. However, a limitation of using patient representatives is their possible
unfamiliarity with the role of the FY1 and difficulty with differentiating the FY1 role with the
role of other doctors that they may have encountered. With this in mind, the patient
representatives were provided with an outline of the FY1 job role and examples of where
and how they may have encountered a FY1 doctor (Appendix 4). In the absence of familiarity
with FY1s specifically, interviewees were asked to consider the role of a doctor in general.

Table 1: Interviewees’ Roles
Job Role

N

Foundation Year One/Two Doctor

6

Clinical Tutor/Clinical/Educational Supervisor

16

Foundation Programme/School Director

10

Director/Head/Dean of Undergraduate Medical
Education

10

Patient representative

8

Nursing staff

1

Table 2: Interviewees’ Primary Speciality
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Primary Speciality

N

Endocrinology

1

Gastroenterology

2

Ear Nose and Throat

2

Geriatrics

2

Clinical Oncology

1

Paediatrics

1

Medicine

1

Physiology

1

Anaesthetics

2

General Practice

1

General Surgery

1

Haematology

1

Obstetrics and Gynaecology

1

Mixed (FY1/2)

6

Not Stated

28

Table 3: Demographics of Job Analysis Participants
Interviews

Observations

(including patient reps)

(FY1s)

Validation
Questionnaire
(range of stakeholders)

Gender

Age range

Ethnicity

Male

27

3

105

Female

24

10

121

Not Stated

0

0

4

25 and under

2

9

16

26‐35

3

4

31

36‐45

12

0

75

46‐55

12

0

74

56‐65

7

0

31

66 and over

0

0

0

Not stated

15

0

3

White

35

10

191

Black

0

0

3

Asian

3

2

23

Mixed

0

0

5

Chinese

0

1

2

Not Stated

13

0

6
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3.5

Observations (Shadowing)

3.5.1

Direct observation can provide insights that other methods cannot. However, care has to be
taken that the behaviour of the individual being observed is not altered by the presence of
the researcher.

3.5.2

The purpose of observing FY1 doctors was to gain a greater insight and understanding into
the tasks and responsibilities of a FY1 doctor, as well as the professional attributes required
to perform the role successfully. Additionally, a direct behavioural observation of doctors in
the workplace gives a greater understanding of the temporal dynamics of the role and how
the job is actually performed throughout the day. In addition, the observation study
provided an opportunity to observe interactions between the FY1 doctors and other
healthcare professionals (nurses, pharmacists).

3.5.3

Observations were carried out at four locations throughout the UK. Shadowing FY1 doctors
in four different locations provided a greater understanding of the breadth of the role, and
how the role may differ in different rotations and localities. For example, observations in the
Western Isles provided useful information with regards to the role of a FY1 doctor in a more
rural location, compared to a city hospital, such as in Manchester.

3.5.4

Four locations were identified by the project team as suitable for shadowing; Wythenshawe
Hospital, University Hospital of South Manchester NHS Foundation Trust; Addenbrookes
Hospital, Cambridge University Hospitals NHS Foundation Trust; Raigmore Hospital,
Inverness; and Western Isle General Hospital, Stornaway.

3.5.5

The hospitals were asked if the researchers could sample the three core groupings of
specialities; acute, family/community‐based and interventionist specialties; recognising that
family based specialities are less frequently undertaken by FY1s. This was to try and ensure
that shadowing covered the breadth of the FY1 role. The majority of shadowing took place in
the acute and interventionist specialities; however the family/community‐based specialities
were sampled in the semi‐structured interviews.

3.5.6

In total, 13 FY1 doctors were shadowed for periods between one hour and five and a half
hours, with a total of 29 hours of observation taking place. Demographic details of the
doctors shadowed are outlined in Table 3. Shadowing took place during day and night shifts.
Details of the specialities where the doctors worked and the hospitals in which they were
posted are detailed in Table 4.

3.5.7

Two experienced occupational psychologist researchers, who had received the appropriate
clearance to shadow the FY1s, were involved in the observations. As part of the shadowing,
the researchers provided an introduction and a short briefing about the background of the
project and the aims for the shadowing to the necessary individuals, including the FY1
doctor(s) to be shadowed. It was important that the purpose of the shadowing and how the
information would be used was explained to ensure the doctors did not fear evaluation of
them personally. It was made clear that the study was designed to evaluate the FY1 role in

11
ISFP Final Report

Page 141

FY1 Job Analysis

Appendix D

general as part of a broader job analysis study. The researchers then shadowed the specified
doctor, ensuring that they did not interfere with their role or care of the patients.
3.5.8

The researcher recorded the tasks, responsibilities, behaviours and attributes of the FY1
doctor, using the ‘observe’ and ‘record’ elements of Observe, Record, Classify and Evaluate
(ORCE), a previously validated methodology4. The researchers observed the FY1 doctors and
recorded all behaviour and interactions with other individuals. Where conversations took
place, verbatim comments were recorded. A record was kept of the timings of actions and
behaviours to gain an understanding of the temporal nature of the role. Appendix 5 shows
the documentation used to observe and record the behaviour.

Table 4: Details of Observations
Hospital

Speciality

Wythenshawe Hospital, Manchester

Gastroenterology
Trauma and Orthopaedic Surgery

Addensbrooke Hospital, Cambridge

HPB Surgery
Cardiology
Respiratory Medicine
Infectious Diseases

Raigmore Hospital, Inverness

Trauma and Orthopaedic Surgery
Respiratory Medicine
General Medicine

Western Isle General Hospital, Stornoway

General Medicine
General Surgery

3.6

Validation questionnaire

3.6.1

The purpose of the validation questionnaire was to validate the outcomes of the job analysis
with a larger number of individuals. The aim was not to rank the professional attributes in
order of importance but rather to rate their importance both in terms of importance to the
role of a FY1 and importance for evaluating at selection.

3.6.2

The validation questionnaire ‐ which was produced as an online survey ‐ asked the
respondent two questions; to rate the importance of each professional attribute (as
identified through the job analysis) for a FY1 doctor on a scale of 1‐6 (1=little importance,
6=extremely important), and to rate the importance of evaluating each professional
attribute at selection, again on a scale of 1‐6 (1=not at all, 6 = essential). The questionnaire
is shown in Appendix 6.

3.6.3

An invitation to participate in the survey (accessible through a weblink) was sent out to a
number of different individuals and organisations (with a request for it to be cascaded with
the aim that it would be seen by a large number of people), including; BMA Junior Doctors
Committee, the UKFPO Foundation Doctors Advisory Board, UKFPO Foundation School
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Directors and Managers, Association of UK University Hospitals (AUKUH) Medical Directors,
National Association of Clinical Tutors (NACT), London Deanery, AoMRC Patient Liaison
Group, Medical Schools Council Assessment Alliance, plus all job analysis interview
participants and item writing workshop 1 attendees, including those who expressed an
interest but were unable to take part. The link was also posted on the Medical Schools
Council website and included in the UKFPO bulletin. Individuals were given three weeks to
complete the survey.
3.6.4

The total number of respondents to the survey was 230. Due to the way the survey was
cascaded, it is not possible to calculate a response rate; however following best practice
regarding acceptable number of responses to surveys7, the numbers are seen as sufficient.
Table 3 outlines the demographic details of the individuals who responded to the survey.
Table 5 outlines the job roles of those who responded to the survey.

3.6.5

The data was then collated and analysed.

Table 5: Job roles of survey respondents
Job Role

N

Foundation Year One/Two Doctor

46

Clinical Tutor/Clinical/Educational Supervisor

78

Foundation Programme/School
Director/Manager

52

Director/Head/Dean of Undergraduate Medical
Education

10

Patient representative

6

Other

38

1

Five SJT item writing workshops were carried out between April and May 2010. Individuals familiar with the FY1 role
(excluding Foundation Doctors) and those who work closely with FY1’s were invited to attend. The purpose of
these workshops was to generate SJT items for the SJT pilot in autumn 2010.
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4

Analysis of the Data

4.1

Analysis strategy for the interviews

4.1.1

51 interview transcripts were available for analysis. Template analysis was used, as it is a
systematic and well‐structured approach to handling textual data11.

4.1.2

Template analysis is a well‐established technique in job analysis research, and allows the
researcher to thematically analyse relatively large amounts of qualitative data12. The
‘template’ is created as a list of codes that represent themes (or in this case behavioural
descriptors which represent the professional attributes required for a FY1 to perform their
role) within textual data (in this case, interview transcripts). The codes are typically
organised hierarchically allowing a clear (and transparent) representation of the associations
between themes. For example there are broad themes (or domains that represent
professional attributes) within which subsidiary themes (or behavioural descriptors) will fall.
It should be noted that codes are specified not only for themes found in most of the
transcripts but also for those that appear in only a minority of transcripts in line with
established template analysis methodology13.

4.1.3

In template analysis, an initial template is created and used to code the textual data. When
some relevant text is found that does not fit logically with the existing codes, a change to the
template is required. Where the required change in the coding structure is significant, the
researcher may need to adjust the earlier coding of transcripts to fit the new version of the
template. The work may require iterations of such changes to the template14.

4.1.4

One of the main advantages of template analysis is that it allows the reader to gain a clear
overview of the themes identified in the analysis and therefore lends itself appropriate for
job analysis research. It also enables the researcher to reduce large amounts of
unstructured text into a structured format which is relevant and manageable for the
evaluation15.

4.1.5

One of the disadvantages with template analysis is the time taken to review and code all
data16. Another possible limitation of template analysis is the researcher’s involvement in
the research process, and how this may shape its outcomes. Reflexivity 2 is therefore
required to ensure the researcher is aware of how their own assumptions about the
phenomenon under investigation may influence the formulation of the model12.
Involvement of other researchers throughout the process to quality check progress is
recommended13.

2

Reflexivity refers to an awareness of the researcher's contribution to the construction of meanings throughout the
research process, and an acknowledgment of the impossibility of remaining 'outside of' one's subject matter
while conducting research
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4.2

Creation of the template

4.2.1

The interviews were coded according to the following definition ‘behaviours identified to
explain effective FY1 performance that represent professional attributes’ (as opposed to
clinical knowledge and skills).

4.2.2

An initial template was devised based on themes emerging from analysis of a subset of the
interview transcripts. Three experienced occupational psychologist researchers
independently analysed three transcripts and produced their own initial template. A one
hour meeting was then held between the three researchers to agree an initial template.
During the meeting, the three independently created templates were compared, contrasted
and discussed until a consensus was reached as to an initial template.

4.2.3

The initial template was modified after five interviews had been coded, and then again after
16 interviews and a fourth version of the template was created after 28 interviews. At each
modification, previous transcripts were reviewed and updates made based on the new
coding.

4.2.4

At this stage, after 28 transcripts had been coded, the two researchers who had previously
been involved in creating the initial template were provided with two transcripts and asked
to code them independently using the most recent (fourth) template. This was done to
provide a quality check of the analysis to ensure it was not being systematically distorted in
some manner by the researchers’ own preconceptions and assumptions. The similarities and
differences were discussed to agree revisions to the themes.

4.2.5

The fifth iteration of the template was created by analysing the final 23 interviews, reviewing
the first three transcripts used for creating the initial template and through successive
readings of all the transcripts.

4.3

Analysis strategy for the observations

4.3.1

From the 29 hours of observations a total of 470 behaviours were observed. Of these 470
behaviours, analysis showed that there were 61 unique behaviours observed and the
remaining behaviours were replicated.

4.3.2

The behaviours observed and recorded from the observations were classified against the
fifth iteration of the template. It was found that the majority of the behaviours were already
represented in template, thus confirming its validity. A sixth version of the template was
created to take into account the few remaining behaviours that were not present in the fifth
version.

4.4

Validation of Professional Attributes Framework

4.4.1

The sixth template grouped the behavioural descriptors into nine broad themes. To ensure
that the behavioural descriptors were grouped under the correct broad theme, and were
representative of that theme, further analysis was carried out. Each behavioural descriptor
from the template analysis was recorded on a separate card with the aim of grouping the
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descriptors into similar themes. This technique is known as card sorting, where a group of
subject experts are guided to generate a category tree or groupings17. To perform the card
sort, two experienced occupational psychology researchers (who had previously not been
involved in the job analysis interviews/observations or subsequent analysis) worked
together for two hours to group the behaviours recorded on the cards into similar themes.
This resulted in eight broad themes.
4.4.2

The two researchers who had carried out the card sort and the lead researcher held a one
hour meeting to discuss the outcomes of the card sort and finalise the broad themes and
inclusion of the behavioural descriptors within these themes. The eight broad themes
elicited from the card sort were compared with the nine broad themes elicited from the
template analysis. The themes and the behavioural descriptors were discussed and
justification for inclusion considered until consensus was reached regarding the final number
of broad themes and grouping of the behavioural descriptors within each of these broad
themes.

4.4.3

The final template, or framework, consists of nine broad themes. These broad themes are
from here on in referred to as ‘professional attributes’. The framework is termed the
Professional Attributes Framework and provides a full description of the data and outlines
the behavioural descriptors grouped under the nine professional attributes that are
expected in the role of a FY1 doctor.

4.4.4

Each professional attribute can be defined as ‘a set of specific behaviour patterns, including
knowledge, skills and abilities, a person is expected to have to perform effectively as a FY1’.
Professional attribute headings were then defined and short descriptions of the attributes
were developed, based on the elements of which they consisted, thus using a post‐hoc
approach to labelling them4.

4.4.5

In order to further validate the framework, the headings and descriptions were
independently reviewed by two senior occupational psychologists who had not previously
had access to the data.

4.4.6

An expert panel of researchers and occupational psychologists experienced in job analysis
and competency design (N=7) then reviewed the content and the constructs within the
framework for two hours. This process was intended to confirm the results and that the
professional attributes are representative of the attribute defined, thus helping to establish
the content validity (and to some extent construct validity) of the framework.

4.4.7

Figure 2 provides an illustration of the job analysis methodology and analysis strategy.
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Figure 2: Job Analysis Methodology and Analysis Strategy

Quality checks of template
by two researchers

Card sort by two
independent researchers
Expert panel (n=2) reviewed
descriptions and titles

Expert panel (n=7)
confirmed behaviours
representative of domain
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5.

Results of Job Analysis

5.1

Professional Attributes Framework

5.1.1

The Professional Attributes Framework (Table 6) consists of nine professional attributes
(that represent the professional attributes important for the role of a FY1 doctor) and
provides a definition of each of the professional attributes and the behavioural descriptors
that represent the professional attribute.

5.1.2

The nine professional attributes are: (1) Commitment to Professionalism, (2) Coping with
Pressure, (3) Effective Communication, (4) Learning and Professional Development, (5)
Organisation and Planning, (6) Patient Focus, (7) Problem Solving and Decision Making, (8)
Self Awareness and Insight and (9) Working Effectively as Part of a Team.

5.1.3

Each of these professional attributes is represented by a range of behavioural descriptors.
The behavioural descriptors describe the detail of the professional attribute and are
therefore core to what the professional attribute represents.

5.1.4

Within the professional attribute Effective Communication, further categories emerged.
These are:
•
•
•
•

General communication
Communication with patients
Communication with colleagues
Written communication

5.1.5

The content validity of this framework is illustrated by showing how these attributes map
onto existing policy documentation, including the Foundation Programme curriculum. This is
described in more detail in section 5.7.

5.2

Findings from the literature review

5.2.1

The main findings from the literature review were compared with the Professional
Attributes Framework to identify if there were any professional attributes that had been
identified within the literature review that had not been identified during the interviews or
observations. Table 7 outlines the main findings of the literature review and how the
findings map onto the framework.

5.2.2

The review indicated that all findings from the literature review had been identified through
the other two job analysis methods thus confirming the validity of the Professional
Attributes Framework.

5.2.3

The full FY1 literature review is presented in detail in Appendix 8.

5.2.4

A summary of the Situational Judgement Test literature review findings can be found in
section 6.
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Table 6: Professional Attributes Framework and Behavioural Descriptors
Professional Attribute

Professional Attribute Definition

Behavioural Descriptors
*I = behaviour from Interview O = behaviour from Observation

1.Commitment to
Professionalism

Displays honesty, integrity and
awareness of confidentiality & ethical
issues. Is trustworthy and reliable.
Demonstrates commitment and
enthusiasm for role. Willing to challenge
unacceptable behaviour or behaviour
that threatens patient safety, when
appropriate. Takes responsibility for
own actions.

2.Coping with Pressure

Capability to work under pressure and
remain resilient. Demonstrates ability to
adapt to changing circumstances and
manage uncertainty. Remains calm
when faced with confrontation. Develops
and employs appropriate coping
strategies and demonstrates judgement
under pressure.

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Is punctual (I)
Takes responsibility for own actions/work (I &O)
Owns up to mistakes (I)
Takes responsibility for own health and well‐being (I)
Demonstrates commitment to and enthusiasm/motivation for role (I)
Understands/is aware of the responsibility of the role of being a doctor (I)
Is reliable (I)
Displays honesty towards others (colleagues and patients) (I)
Trustworthy (I)
Identifies/challenges unacceptable/unsafe behaviour/situations when
appropriate(colleague/organisational issues) (I)
11. Challenges others knowledge where appropriate (I)
12. Understands/demonstrates awareness of ethical issues, including
confidentiality (I)
1.
2.
3.
4.
5.
6.

Remains calm and in control of situations (I&O)
Manages uncertainty/ambiguity (I)
Effectively deals with outcomes of mistakes/decisions (I)
Exhibits flexibility/adaptability when dealing with changing circumstance or
issues(I&O)
Employs effective coping mechanisms for dealing with stress/emotions
(I&O)
Demonstrates good judgement under pressure (I)
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7.
8.

3.Effective
Communication

Actively and clearly engages patients
and colleagues in equal/open dialogue.
Demonstrates active listening.
Communicates verbal and written
information concisely and with clarity.
Adapts style of communication
according to individual needs and
context. Able to negotiate with
colleagues & patients effectively.

9.

Does not give up easily (I)
Deals appropriately with confrontational/difficult situations
(colleagues/patients) (I&O)
Seeks support when faced with stress/pressure (I&O)

General

1.
2.
3.
4.

Listens effectively (I&O)
Ensures surroundings are appropriate when communicating (I)
Understands/responds to non verbal cues (I)
Uses non‐verbal communication effectively (I)

With
Patients

1.

Uses language that is understood by patients/relatives and free from
medical jargon (I&O)
Demonstrates sensitive use of language (I&O)
Communicates information to patients clearly and concisely (I&O)
Adjusts style of communication according to patient’s/relative’s needs
(I&O)
Adjusts how much information to provide according to patient’s/relative’s
needs (I)
Provides information to patients and keeps them updated (I&O)
Readily answers patient’s and relative’s questions (I&O)
Ensures has all the relevant information before communicating to
patients/colleagues (I&O)
Asks questions/seeks clarification to gain more information /understanding
about the patient (I&O)
Finds out patient’s/relative’s level of knowledge/understanding (I)
Allows patients/relatives to ask questions/uses silence effectively (I&O)
Checks patient’s/relative’s understanding (I&O)
Summarises information/reflects back to patients to clarify their own
understanding (I&O)

2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
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With
colleagues

1.
2.

5.
6.
7.
8.
9.

Asks questions of colleagues to gain more information (I&O)
Provides/summarises information accurately and concisely to colleagues
(I&O)
Provides only relevant information to colleagues (I&O)
Keeps colleagues informed/updated (about patients and about where they
will be)(I&O)
Is able to negotiate/use diplomacy (I&O)
Knows exactly what are asking for and why (I)
Is assertive where necessary (I)
Adapts style of communication according to need and situation (I)
Clarifies information to check their own understanding (O)

1.
2.
3.

Displays high standards of written communication (I)
Uses concise and clear written communication (I)
Has legible handwriting (I)

1.
2.
3.
4.

Demonstrates a desire and enthusiasm to learn and improve (I)
Is willing to learn from others (I&O)
Keeps up to date with knowledge (I)
Is willing to learn outside of work through reading around subject/access to
internet (I)
Learns from previous experiences (I&O)
Learns from mistakes (I)
Takes responsibility for own learning (I&O)
Is open to and accepts of feedback (I&O)
Is willing to teach others (I&O)

3.
4.

Written

4.Learning and
Professional
Development

Demonstrates desire and enthusiasm for
continued learning, takes responsibility
for own development. Willing to learn
from others and from experience. Is
open and accepting of feedback.
Demonstrates a desire and willingness
to teach others.

5.
6.
7.
8.
9.
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5.Organisation and
Planning

Manages and plans workload
effectively, displaying efficient time
management and delivering tasks on
time. Able to prioritise effectively and
re‐prioritise where appropriate. Is
conscientious and maintains accurate
records.

1.
2.
3.
4.
5.

Demonstrates effective time management (I&O)
Prioritises tasks effectively (I&O)
Manages and plans workload/tasks (I&O)
Checks tasks are complete/follows up tasks (I&O)
Maintains accurate records (I&O)

6.Patient Focus

Ensures patient is the focus of care.
Demonstrates understanding and
appreciation of the needs of all patients,
showing respect at all times. Takes time
to build relationships with patients,
demonstrating courtesy, empathy and
compassion. Works in partnership with
patients about their care.

1.
2.
3.
4.

Able to gain trust from patients/instil confidence (I)
Is empathetic towards patients (I&O)
Is able to maintain appropriate distance from patients/relatives (I)
Is willing to make self available to patients (for support/provide
continuity/get to know them) (I)
Understands/considers the differing needs of patients (I&O)
Recognises that patients have different backgrounds/values/beliefs (I)
Shows respect for patients (I&O)
Works jointly with the patient about their care (I)
Recognises the patient as the centre of care (I&O)
Shows a genuine interest in patients (I&O)
Shows compassion towards patients/relatives (I&O)
Is willing to spend time with relatives (I)
Builds rapport with patients (I&O)
Is polite, courteous and presents an open manner when dealing with
patients (I&O)
Provides reassurance to patients (I&O)
Considers patient’s safety at all times (I)

5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
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Demonstrates an ability to assimilate a
range of information and identify key
issues. Engages with the wider issues
and thinks creatively to solve problems
and reach appropriate decisions. Is
proactive and demonstrates initiative. Is
able to attend to detail.

1.
2.
3.
4.

Demonstrates awareness of the
boundaries of their own competence
and willing to seek help when required,
recognising that this is not a weakness.
Exhibits appropriate level of confidence
and accepts challenges to own

1.
2.

knowledge.

9. Working Effectively
as Part of a Team

Capability & willingness to work
effectively in partnership with others
and in multi‐disciplinary teams.
Demonstrates a facilitative,
collaborative approach, respecting
others’ views. Offers support and advice,
sharing tasks appropriately.
Demonstrates an understanding of own
and others’ roles within the team and
consults with others where appropriate.

5.
6.

3.
4.
5.
6.
7.
1.

2.
3.
4.
5.
6.
7.
8.

Makes appropriate decisions based on all the relevant information (I)
Demonstrates ability to use own initiative (I&O)
Able to assimilate and integrate information effectively (I)
Understands problems from a wider perspective/takes into account whole
picture (I)
Demonstrates good attention to detail (I)
Is proactive; takes charge of a situation and makes things happen (I&O)
Is willing to seek help when needed (I)
Able to say no when faced with a situation/task they are not comfortable
with/admit that they don’t know (I)
Accepts that asking for help is not a weakness (I)
Recognises boundaries/limitations of own competence (I)
Displays appropriate level of confidence in self/own ability (I&O)
Accepts challenges to own knowledge (I)
Accepts mistakes will be made (I)
Demonstrates an understanding of others’ roles within the team , including
a recognition of others’ knowledge/skills/abilities/roles/responsibilities
(I&O)
Able to identify and utilise the most appropriate person for a task/situation
(I&O)
Aware of own role/responsibilities within team (I&O)
Builds rapport and establishes relationships with other team members
(I&O)
Supports others (in a non‐task related way) (I)
Is willing to offer assistance with tasks/workload (I&O)
Is willing to offer/provide advice (I&O)
Values other people’s opinions and contributions (I&O)
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9.
10.
11.
12.
13.
14.
15.
16.
17.
18.

Shows respect for colleagues (I&O)
Delegates and shares tasks effectively(I&O)
Maintains harmony within the team (I&O)
Identifies when others are in difficulty/are struggling (I)
Able to take on board team members’ perspectives (I&O)
Able to adapt role within team where necessary i.e. take on role of leader
(I)
Shares knowledge and expertise with colleagues (I&O)
Is willing to take direction from others (O)
Consults with others and asks for advice (I&O)
Makes others aware of own workload (I&O)
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Table 7: Professional Attributes Mapped against Findings from FY1 Literature Review
Professional Attribute

Definition

Findings from Literature Review

Commitment to
Professionalism

Displays honesty, integrity and awareness of
confidentiality & ethical issues. Is trustworthy
and reliable. Demonstrates commitment and
enthusiasm for role. Willing to challenge
unacceptable behaviour or behaviour that
threatens patient safety, when appropriate.

•

Takes responsibility for own actions.

•
•

Coping with Pressure

Effective
Communication

Capability to work under pressure and remain
resilient. Demonstrates ability to adapt to
changing circumstances and manage
uncertainty. Remains calm when faced with
confrontation. Develops and employs
appropriate coping strategies and
demonstrates judgement under pressure.

•

Actively and clearly engages patients and
colleagues in equal/open dialogue.
Demonstrates active listening. Communicates
verbal and written information concisely and

•

Reports 3 ‐ F1 doctors must: Be honest in their relationships with patients, colleagues and employers; Act with
integrity (e.g. act without delay if they have good reason to believe they or a colleague may be putting a patient at risk;
never abuse a patient’s trust); Demonstrate that they are able to take appropriate action if their own health,
performance or conduct or that of a colleague puts patients, colleagues or the public at risk; Know how errors can
happen and how to manage risk; Accept the moral and ethical responsibilities involved in providing care (e.g.
demonstrate sound knowledge of confidentiality); know the principles of equality and diversity; Be able to adapt to
changing circumstances throughout their professional life.
Wright & Carrese (2001) looked at what values and attitudes physicians tried to pass on to medical trainees to
encourage their professional development and integrity was a key theme encompassing trust and honesty.
Hesketh et al (2003) interviewed 57 PRHOs throughout Scotland regarding learning outcomes of the PRHO year
and found a key theme surrounded developing appropriate attitudes to ethics.

Reports ‐ F1 doctors must: Show initiative and deal effectively with pressure and/or challenge; Offer assistance in
an emergency.

•
•

•

Schon (1983) argues that professional competence is the ability to manage ambiguous problems, tolerate uncertainty,
and make decisions with limited information.
Lempp et al (2003) asked 16 Pre Registration House Officers (PRHOs) to comment on their specific experiences in the
first few months as a PRHO. Many commented on the adoption of coping strategies to deal with heavy demands and
clinical tasks e.g. prioritising work and asking for help when needed.
Brennan et al (2010) aimed to ascertain how 31 medical graduates, across five hospitals, found the transition from
medical school to foundation year using semi-structured interviews and an audio diary approach. Key experiences included
having to manage uncertainty and cope with feelings of stress and anxiety concerning their level of competence
(particularly regarding prescribing).

Reports ‐ F1 doctors must: Be able to communicate clearly, sensitively and effectively with patients and their
relatives (e.g. listen to patients, ask for and respect their views about their health; keep them informed about the
progress of their care; make sure patients are informed about how information is shared within teams); Know how to
develop and maintain successful relationships with patients in a range of situations (e.g. within a consultation, when
breaking bad news, when dealing with complaints, when communicating with patients who have mental illness or
mental and physical disabilities); be able to communicate in different ways (including spoken, written and electronic

3

Reports refer to the following documents: Good Medical Practice (2006), the New Doctor (2009), Tomorrow’s Doctors (2009), The Foundation Programme Curriculum (2010), Rough Guide
to the Foundation Programme (2010), and the Foundation Programme Person Specification (2011).
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with clarity. Adapts style of communication
according to individual needs and context. Able
to negotiate with colleagues & patients
effectively.

•
•

•

•

methods); Be able to effectively interface with different specialties and with other professionals.
Hoffman et al (2009) - students who were rated as ‘outstanding’ on a house officer potential scale had excellent
communication and presentation skills.
Wright & Carrese (2001) looked at what values and attitudes physicians tried to pass on to medical trainees to
encourage their professional development and communication was a key theme encompassing body language, openness,
sitting down when speaking with patients, silent observation, avoidance of confrontation and effective listening.
Stewart et al (1999) identified tasks of pre-registration doctors by asking a panel of experts who were clinical tutors
who had at least 2 years experience of supervising PRHOs. The final tasks included those requiring communication,
e.g. establishing and maintaining good working relationships with other staff; giving advice on individual patient care,
communicating information between hospital and community, talking to patients and relatives and handling difficult
patient interactions.

Hesketh et al (2003) interviewed 57 PRHOs throughout Scotland regarding learning outcomes of the PRHO year
and found a key theme surrounded communication with patients, relatives and the healthcare team.

•

Katinka et al (2005) interviewed 1150 junior doctors on the key competencies required of professional practice. All
doctors rated communication skills as highly important in their current pre-registration year.

Learning and
Professional
Development

Organisation and
Planning

Demonstrates desire and enthusiasm for
continued learning, takes responsibility for own
development. Willing to learn from others and
from experience. Is open and accepting of
feedback. Demonstrates a desire and
willingness to teach others.

•

Reports ‐ F1 doctors must: Internalise the importance of CPD and self-directed learning (demonstrated through

•

effective assessments); Keep up to date with the developments in their field; Be willing to respond constructively to the
outcome of appraisal, performance review and assessment; Teach their peers and other students (if required to do so);
Contribute to appraisal, assessment or review of students and other colleagues they work with; Develop the skills,
attitudes and practices of a competent teacher.
Hesketh et al (2003) interviewed 57 PRHOs throughout Scotland regarding learning outcomes of the PRHO year
and found a key theme surrounded personal development. This included recognising self education/personal
development as a lifelong process, accepting/coping with increased responsibility, developing confidence, developing
further competence from clinical experience on the job, and developing appropriate attitudes to personal health and
well-being.

Manages and plans workload effectively,
displaying efficient time management and
delivering tasks on time. Able to prioritise
effectively and re‐prioritise where appropriate.
Is conscientious and maintains accurate
records.

•

Reports ‐ F1 doctors must: Manage their own time under supervision; demonstrate good time management;

•

•
•

•

maintain accurate record-keeping (e.g. medical notes, discharge letter/summaries, outpatient letters, prescriptions).
Hoffman et al (2009) students who were rated as ‘outstanding’ on a house officer potential scale had excellent
preparation skills which included being accurate, having good attention to detail, good time management, being well
organised, confident, resourceful and prepared.
Hesketh et al (2003) interviewed 57 PRHOs throughout Scotland regarding learning outcomes of the PRHO year
and found a key theme surrounded personal development which included managing time well.
Bogg et al (2001) 90 PRHOs from three teaching hospitals in the Northwest of England completed a diary of workbased activities and 18 were then interviewed as a follow-up. mTime management was found to encompass 43% of
their day to day activities.
Stewart et al (1999) identified tasks of pre-registration doctors by asking a panel of experts who were clinical tutors
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who had at least 2 years experience supervising PRHOs. The final list of tasks included self management skills which
encompassed time management, efficient use of resources, identifying priorities, for example when on call knowing
who to attend to first and what to do first.

Patient Focus

Ensures patient is the focus of care.
Demonstrates understanding and appreciation
of the needs of all patients, showing respect at
all times. Takes time to build relationships with
patients, demonstrating courtesy, empathy and
compassion. Works in partnership with patients
about their care.

•

•

•

Reports ‐ F1 doctors must: Demonstrate that they are taking increasing responsibility for patient care (under
supervision and with appropriate discussions with colleagues); Ensure effective relationships with patients are
established and maintained (e.g. creating an environment where the doctor can encourage and support the patient to
share all information relevant to the consultation); Introduce themselves to patients and colleagues with appropriate
confidence and authority; Recognise that patients are knowledgeable about themselves and the effect their health has on
their daily life (and they should be aware that relatives and carers often have to be included in the information given to
patients); Respect patients regardless of their lifestyle, culture, beliefs etc; Work in partnership with patients – give
patients the information they want in a way they can understand and support patients in caring for themselves.
Hoffman et al (2009) - students who were rated as ‘outstanding’ on a house officer potential scale had excellent
interpersonal skills which included being committed to patient care, good at building rapport, friendly, works well with
patients and families, is compassionate, caring and has a good bedside manner.

Wright & Carrese (2001) looked at what values and attitudes physicians tried to pass on to medical trainees to
encourage their professional development and both respect (encompassing patient dignity, patient preferences, being
non-judgemental, respect, tolerance and confidentiality) and caring (encompassing empathy, compassion, caring, concern,
understanding and consideration) were key themes.

Problem Solving and
Decision Making

Self Awareness and
Insight

Demonstrates an ability to assimilate a range
of information and identify key issues. Engages
with the wider issues and thinks creatively to
solve problems and reach appropriate
decisions. Is proactive and demonstrates
initiative. Is able to attend to detail.

•

Demonstrates awareness of the boundaries of
their own competence and willing to seek help
when required, recognising that this is not a
weakness. Exhibits appropriate level of
confidence and accepts challenges to own
knowledge.

•

•
•

Reports ‐ F1 doctors must: Prioritise tasks and information effectively; Solve problems, analyse and use numerical
data; Have knowledge around diagnoses and clinical decision-making.
Hoffman et al (2009) - students who were rated as ‘outstanding’ on a house officer potential scale had excellent
clinical skills which included problem solving skills
Hesketh et al (2003) interviewed 57 PRHOs throughout Scotland regarding learning outcomes of the PRHO year
and found a key theme surrounded appropriate decision-making skills, clinical judgement and reasoning.

Reports ‐ F1 doctors must: Recognise personal and professional limitations and be willing to ask for help when

•

necessary; Reflect on practice and be self critical; Be committed to self-directed life-long learning.
Hoffman et al (2009) - students who were rated as ‘outstanding’ on a house officer potential scale had excellent self
directed learning skills which included accepting feedback, being a good listener, having intellectual curiosity, being an
avid learner, bright and a thinker.
Stewart et al (1999) identified tasks of pre-registration doctors by asking a panel of experts who were clinical tutors
who had at least 2 years experience supervising PRHOs. The final list of tasks included self management skills which
encompassed knowing when to contact a more senior doctor for help, clear knowledge of one’s own competencies and
understanding his or her own role and responsibilities as doctor and employee.

•

Hesketh et al (2003) interviewed 57 PRHOs throughout Scotland regarding learning outcomes of the PRHO year

•
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and found a key theme surrounded personal development. This included being aware of limitations and seeking help.
•

Brennan et al (2010) aimed to ascertain how 31 medical graduates, across five hospitals, found the transition from
medical school to foundation year using semi-structured interviews and an audio diary approach. Key experiences included
knowing when to ask for help and learning from prior experiences.

Working Effectively as
Part of a Team

Capability & willingness to work effectively in
partnership with others and in multi‐
disciplinary teams. Demonstrates a facilitative,
collaborative approach, respecting others’
views. Offers support and advice, sharing tasks
appropriately. Demonstrates an understanding
of own and others’ roles within the team and
consults with others where appropriate.

•

•

•

•

•

Reports ‐ F1 doctors must: Work effectively as a member of a team (supporting others and efficient handovers);
Respect everyone they work with; Share information where necessary; Listen and take account of others health
professionals and agencies; Be able to demonstrate effective teamworking and leadership skills; Be willing to lead when
faced with uncertainty and change.
Hoffman et al (2009) - students who were rated as ‘outstanding’ on a house officer potential scale had excellent
teamwork skills which included being hardworking, willing to help, having initiative, independence, leadership skills,
positive to work with, dependable, reliable, mature and a key team player.
Stewart et al (1999) identified tasks of pre-registration doctors by asking a panel of experts who were clinical tutors
who had at least 2 years experience supervising PRHOs. The final list of tasks included self management skills which
encompassed understanding the roles of others and working as part of a multidisciplinary ward team.
Hesketh et al (2003) interviewed 57 PRHOs throughout Scotland regarding learning outcomes of the PRHO year
and found a key theme surrounded their role as doctor within the health service. This included working as a team,
adapting to different levels of support, accepting principles of collective responsibility and adapting to different
working protocols.

Katinka et al (2005) 1159 junior doctors responded to a survey on the key competencies required of professional
practice. All doctors rated teamwork skills as highly important in their current pre-registration year.

Brennan et al (2010) aimed to ascertain how 31 medical graduates, across five hospitals, found the transition from
medical school to foundation year using semi-structured interviews and an audio diary approach. Key experiences included
working with others – particularly with senior doctors and the multidisciplinary team.
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5.3

Findings from the interviews

5.3.1

Example quotes from the interviews are provided to illustrate the professional attribute and
the behavioural descriptors.

5.3.2

Commitment to Professionalism
“What you don’t want is someone who has said they have done something when they
haven’t done it. Honesty is crucial”
“Honesty about their own health” “They need to be able to make a judgement call to see if
they feel they can still see patients appropriately”
“Driven and energetic” “It’s making sure you do your job to the best of your ability”
“They will be a role model for society” “You want people who don’t just assume that they are
still students and haven’t taken that step forward”
“Junior doctors often see the bad side of doctors and they are too scared to admit it…a
doctor should feel empowered to report on others if needs be”
“Don’t leave it for someone else to do your work...it’s your job to do as much as you can,
taking things on for yourself”

5.3.3

Coping with Pressure
“Dealing with stressful situations and dealing with personal anxiety…then dealing with the
outcomes of decisions that you have made”
“Need to function in a rapidly changing environment”
“The good doctor remains calm rather than getting panicked. They are able to make sound
clinical judgement”
“Dealing with confrontational areas – difficult colleagues and problems”
“Someone who does it well partially removes themselves from the situation and almost
leaves them outside and doesn’t get caught up in the emotion from the pressure”
“The students who do well are not easily put off or are not easily frightened by the
situations”
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Effective Communication

“Asking open questions...reflecting back...check back all the time that people are
understanding what you are saying and this may mean tailoring what you say – maybe you
don’t use technical terms”
“Body language is very important” “they need to pick up on social cues, body language”
“When requesting a CT scan...you need to know exactly what you want and why you want it
and you need to have all the information they are going to ask you” “The capacity for
persuasion and negotiation are quite important skills”
“Handovers need to be done well, so communication is crucial – important information needs
to be given out about the patients.”
“You need to know what the appropriate information is to transfer, making sure that it is
transferred accurately and that it is received by the correct people” “express yourself clearly
and concisely”
“Important that keep nurses informed...at the end of a ward round sit down with a nurse and
go through everything”
“It is important that you ask questions so you can make an informed decision about what to
do next”
“Being able to transfer verbal through to written and to a high standard”

5.3.5

Learning and Professional Development
“Able to...learn from mistakes”
“It’s important to reflect, thinking about what they are doing so they can learn from it”
“They can learn a huge amount from nursing staff”
“They need a degree of curiosity and an acceptance that not all learning will take place at
work”
“A successful doctor has a desire to go on learning...and the motivation to do that”
“They need to be responsible for their own learning”
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Organisation and Planning
“It’s vital for doctors to be able to plan”
“Need to have good record keeping; everything you say and do needs to be documented”
“Need to know what can wait or making sure that things get done”
“Being able to prioritise, especially when there are competing priorities”
“Need good time management skills”

5.3.7

Patient Focus
“Portraying there is time to talk and having a relationship with the patient”
“Being patient‐centred and understanding what is more important for the patient”
“Recognising where the patient is coming from, age, emotion etc”
“A friendly and competent approach, an open manner”
“To engage with compassion”
“Important to maintain the clinical distance while being empathetic”
“Establish a relationship of trust”

5.3.8

Problem Solving and Decision Making
“To know as soon as possible exactly what’s going on, what’s happening...get up to speed
quickly and efficiently”
“They can integrate different bits of information from different directions about the same
patient and come up with a sensible diagnosis and plan”
“It’s about asking the bigger questions, thinking outside the box”
“They are being proactive, getting involved with different things”
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Self Awareness and Insight
“If the FY1 is not sure, they need to be able to say no...to admit that they are unsure”
“Having an appropriate level of being able to ask people for help and understanding that
this is a professional attribute and not a weakness”
“Being able to appear confident without arrogance”
“Having the humility to accept that others will know better than you”

5.3.10 Working Effectively as Part of a Team
“You have to be inclusive, you have to treat them as an equal and value their contribution”
“How you deal with people who are struggling and how you support them”
“Work as part of a team, recognising their own role and boundaries within the team...and
good at recognising boundaries of different people’s roles”
“Need to appreciate the pressure nurses are under e.g. number of beds, management issues
“They need to be able to make friends, they work together so if they are unfriendly...the work
of the team suffers”
“They need to be able to share information and workload”
“There may be a point when you need to help out with someone else’s job”

5.4

Findings from observations

5.4.1

The majority of behaviours observed during the observations were classified within Effective
Communication (18) and Working Effectively as part of a Team (15). Behaviours were also
observed in Organisation and Planning (5), Patient Focus (9), Learning and Professional
Development (5), Coping with Pressure (5), Problem Solving and Decision Making (2), Self
Awareness and Insight (1) and Commitment to Professionalism (1). Table 6 details the
particular behaviours observed in more detail.

5.4.2

The majority of behaviours from the Professional Attributes Framework were observed
during the shadowing of FY1 doctors, thus demonstrating that the attributes identified in the
interviews covered the breadth of the FY1 role. Those behaviours that were not observed
during the shadowing are those behaviours that are less easily identified, for example
behaviours within Commitment to Professionalism (takes responsibility for own health and
well being, trustworthy) and Self Awareness and Insight (acceptance that asking for help is
not a weakness, accepts mistakes will be made.)
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5.4.3

There was no observed difference in the professional attributes demonstrated by the FY1’s
between the four locations where the observations were carried out.

5.4.4

Table 8 below provides examples of the behaviours observed.
Table 8: Illustrative behaviours from FY1 observations
Professional Attribute

Example observations

Effective Communication

“Introduces self to patient, asks if it is ok to take blood from them.
Explains what he will be doing. Apologises to patient and to nurse
that he could not get blood. Checks with nurse if there is anything
else he needs to do”

Working Effectively as
Part of a Team

“Speaks to a nurse about some blood tests requests. Asks a nurse
if it is ok if she does one as he is quite busy. Nurse apologises
about something that happened day before. Tells her not to
worry and jokes about it”.

Organisation and
Planning

“Checks blood test on computer. Documents in patient’s notes
their blood results that are on a computer that should have been
done by someone else the day before”.

Patient Focus

“Goes to see patient and asks what happened. Examines patients
and listens to concerns. Says she understands how difficult it is
and how it must be affecting his life and that they will try and do
everything they can to resolve the situation”.

Learning & Professional
Development

“After examination, asks the registrar/consultant what she
missed and what she didn’t do when she examined the patient”.

Coping with Pressure

“Speaks to the registrar where he felt that they had not
supported them and had gone behind their back. Asks in future
that they come directly to him if they have a problem. Remained
calm when discussing the situation”.

Self Awareness and
Insight

“Nurse unsure whether should give aspirin to the patient.
Reassures the nurse that it is ok to give aspirin”.

5.5

Findings from validation questionnaire

5.5.1

The findings from the survey show that all nine professional attributes were seen as
important for a FY1 doctor. Table 9 outlines the minimum and maximum ratings, the mean
rating of importance (1=little importance, 6=extremely important), the standard deviation
and the percentage scores.

5.5.2

Commitment to Professionalism, Coping with Pressure, Effective Communication,
Organisation and Planning, Patient Focus, Self Awareness and Insight and Working
Effectively as Part of a Team were all seen as very important for a FY1 doctor (mean rating
>5). Learning and Professional Development and Problem Solving and Decision Making were
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seen as the least important on the nine professional attributes, but were still viewed as
important.
Table 9: Mean Rating of Importance of the Professional Attributes (n=230)
Max

Mean

Rating of importance (percentage) 4

Professional Attribute
(in alphabetical order)

Min

SD

Commitment to
Professionalism

2

6

5.4

0.73

0

0

Coping with Pressure

3

6

5.2

0.78

0

Effective
Communication

2

6

5.5

0.67

Learning & Professional
Development

1

6

4.9

Organisation and
Planning

3

6

Patient Focus

1

Problem Solving and
Decision Making

1

2

3

4

5

6

0

10%

36%

53%

0

2%

16%

39%

43%

0

0

1%

4%

39%

56%

0.89

1%

0

3%

26%

46%

23%

5.2

0.70

0

0

1%

13%

49%

37%

6

5.3

0.82

1%

0

2%

12%

36%

49%

2

6

4.9

0.92

0

0

7%

28%

37%

28%

Self Awareness and
Insight

3

6

5.2

0.78

0

0

3%

13%

43%

40%

Working Effectively as
Part of a Team

3

6

5.4

0.69

0

0

2%

6%

42%

50%

5.5.3

Table 10 outlines the results from the question which asked respondents to rate the
importance of evaluating the professional attributes at selection. The table details the
minimum and maximum ratings, the mean rating of importance (1=not at all, 6 = essential),
the standard deviation and the percentage scores.

5.5.4

The findings show that Commitment to Professionalism, Effective Communication, Patient
Focus, Self Awareness and Insight and Working Effectively as Part of a Team were all seen as
important to evaluate at selection (mean rating >5). Coping with Pressure, Learning and
Professional Development, Organisation and Planning and Problem Solving and Decision
Making were seen as less important to evaluate at selection; however these were still seen
as desirable.

4

(1=little importance, 6=extremely important)
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Table 10: Mean Rating of Importance to Evaluate at Selection (n=230)
Professional Attribute
(in alphabetical order)

Min

Max

Mean

Commitment to
Professionalism

1

6

5.2

Coping with Pressure

1

6

Effective
Communication

1

Learning &
Professional
Development

Rating of importance (percentage) 5

SD
1

2

3

4

5

6

0.98

0

2%

3%

18%

31%

46%

4.9

0.97

0

0

8%

22%

38%

31%

6

5.3

0.82

1%

0

1%

11%

37%

50%

1

6

4.6

1.03

1%

1%

9%

32%

37%

20%

Organisation and
Planning

1

6

4.9

0.92

1%

0

5%

27%

42%

25%

Patient Focus

1

6

5.1

1.10

1%

1%

4%

19%

30%

44%

Problem Solving and
Decision Making

1

6

4.8

0.97

0

0

8%

28%

37%

26%

Self Awareness and
Insight

1

6

5.1

0.90

0

0

6%

16%

41%

37%

Working Effectively as
Part of a Team

1

6

5.1

0.90

1%

1%

2%

16%

44%

36%

5.5.5

Statistical analysis was carried out to identify whether some attributes were rated
significantly more important to be evaluated at selection than others. Although the
intention of this survey was not to rank the professional attributes, the results from this
could be used to inform the professional attributes to be targeted in the SJT.

5.5.6

A repeated measures ANOVA was carried out to test for significant differences between the
mean ratings of the professional attributes. As a large number of statistical tests were being
carried out simultaneously the Bonferroni correction was applied 6. The results showed that
there were 21 significant differences in the mean ratings of the professional attributes.

5.5.7

Specifically, the results show that Effective Communication was rated as the most important
attribute to evaluate at selection as its mean rating was significantly higher than all of the
professional attributes with the exception of Commitment to Professionalism. Learning and
Professional Development was significantly rated the least important to be evaluated at

5

(1=not at all, 6 = essential)

6

The Bonferroni correction is a multiple‐comparison correction used when several dependent or independent
statistical tests are being performed simultaneously. In order to avoid a lot of spurious positives (as high as 1
in 20), the significance level is lowered to account for the number of comparisons being performed. This
conservative analysis strategy was adopted so as not to over‐interpret the results.
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selection as its mean rating was significantly lower than all the professional attributes with
the exception of Problem Solving and Decision Making.
5.5.8

The fact that some attributes have been rated by respondents as less important to be
evaluated at selection may indicate that these attributes are less able to be assessed at
selection and/or are able to be learned in training and will develop as FY1s progress through
training. A number of the comments provided on the survey supported this interpretation
(see table 11).

5.5.9

Participants in the survey were offered the opportunity to comment on the survey and add
any further attributes that they felt were important for a FY1 doctor. A total of 96 comments
were received that were relevant to the role of a FY1 doctor. The researcher content‐
analysed the comments; a resultant summary of the core themes is provided below in Table
11.

5.5.10 56 of the comments discussed possible further professional attributes. Review and analysis
by the lead researcher of the additional attributes proposed revealed that they were already
covered as part of the Professional Attributes Framework, so no new themes or attributes
were identified. This suggests that the Professional Attributes Framework is a
comprehensive account of the professional attributes that are expected in the FY1 job role.
Table 11: Summary of Validation Questionnaire Comments
Comment Theme

N

Highlighting attributes already covered in the Professional Attributes
Framework

56

Consideration that the Foundation Programme is a learning process and some
of the attributes are more likely to be learned and develop during the
programme

19

Importance of clinical knowledge and competence

6

Drawbacks to the current process for selection into the Foundation
Programme and suggestions for alternatives

15

5.6

Summary of findings

5.6.1

Broadly the same sets of behaviours were found from each of the three research methods‐
interviews, observations and the literature review. This provides a clear indication that the
professional attributes outlined in the Professional Attributes Framework are representative
of the attributes that would be expected from a FY1. This finding is replicated in the
validation survey.
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5.7

Mapping on to existing material

5.7.1

As part of the job analysis, it is important to ensure that the information obtained and any
resulting frameworks map onto existing relevant material about the role, such as person
specifications and curriculums. This helps assist with ensuring that the information obtained
as a result of the job analysis is content valid i.e. that it is relevant and appears to be
representative of the job role.

5.7.2

Figure 3 below demonstrates how the Professional Attributes Framework maps to the
existing FY1 Person Specification. The current Person Specification is not intended to
provide detailed information and only provides a high level definition of each of the
attributes. Mapping between the Professional Attributes Framework and the FY1 Person
Specification is therefore unlikely to show a very high level of concordance as the two
models are not directly comparable. The high level definition of the attributes in the FY1
Person Specification also means that mapping is based on a high level interpretation of the
Person Specification attributes.

5.7.3

The results of this mapping showed good concordance with the existing FY1 Person
Specification. Four of the Person Specification attributes map directly onto one of the job
analysis professional attributes. Two of the Person Specification attributes (understanding of
principles of equality and diversity and initiative and ability to cope effectively with pressure)
each map onto three of the job analysis professional attributes. Learning and Professional
Development is the only professional attribute identified by the job analysis that does not
clearly map onto the FY1 Person Specification.

5.7.4

It is therefore demonstrated that the current FY1 Person Specification does not contain any
professional attributes that were not identified in the job analysis and the resultant
Professional Attributes Framework. However, the Professional Attributes Framework did
identify professional attributes that are not present in the Person Specification. Therefore
the Professional Attributes Framework appears to show a good level of concordance with
the UKFPO FY1 Person Specification.

5.7.5

Figure 4 displays how the Professional Attributes Framework maps onto the FY1 curriculum.
More information about the syllabus can be found in the Foundation Programme Curriculum
2007.

5.7.6

The area of Recognition and Management of Acutely Ill that is defined in the FY1 Curriculum
is related to clinical skills, rather than professional attributes and therefore does not map
directly onto any of the job analysis professional attributes. It is therefore not presented in
Figure 4.

5.7.7

The majority of the professional attributes map onto more than one of the syllabus areas
outlined in the FY1 Curriculum. For example, Commitment to Professionalism, Patient Focus,
Working Effectively as Part of a Team, Learning and Professional Development and Self
Awareness and Insight each map onto three of the syllabus areas in the FY1 Curriculum and
Effective Communication and Organisation and Planning map onto two of the syllabus areas
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in the curriculum. Problem Solving and Decision Making and Coping with Pressure map onto
one of the syllabus areas in the FY1 Curriculum. Therefore, the job analysis results and the
resultant Professional Attributes Framework show good concordance with the Foundation
Year One Curriculum.
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Figure 3: Professional Attributes Framework and FY1 Person Specification
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Figure 4: Professional Attributes Framework and FY1 Curriculum
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6.

Situational Judgement Test Design Specification

6.1

SJT literature review

6.1.1

The findings from the SJT literature review can be summarised under 13 headings. These
are; Definition, Reliability, Criterion related validity, Construct validity, Fairness and adverse
impact, Candidate reactions, Test format, Response instructions, Susceptibility to faking,
Coaching and practice effects, Developing alternate forms, Scoring SJTs and General issues.
The full SJT literature review can be found in Appendix 9.

6.1.2

Situational judgement tests (SJTs) describe job‐related problems requiring the application of
relevant knowledge, skills, abilities or other characteristics (KSAOs) to solve18. The scenarios
are created on the basis of job analysis findings and critical incidents assessment19. SJTs can
contain a variety of answer formats, such as choosing the best option or worst option, or
rating the effectiveness of several alternatives; and responses are typically scored by
comparing them to the judgements of experts in the respective field18.

6.1.3

Over the last 15 years SJTs have become increasingly popular in large‐scale selection,
typically at the shortlisting stage20. Key benefits include being cost effective to develop,
administer and score whilst being versatile in their presentation (written, web or video‐
based formats)20. Despite becoming popular for practical reasons, their construct validity
remains elusive and there is increasing uncertainty over how SJTs work and what they
actually measure21. Whilst some argue that SJTs measure a single construct (e.g. practical
intelligence22), there is a growing consensus that SJTs are essentially measurement methods
that can be designed to measure a variety of constructs, both cognitive and non cognitive20.
Subsequently, their predictive validity is likely to depend on what criterion the SJT is
targeting. For example, an SJT that is designed to target interpersonal skills will more likely
predict interpersonally oriented performance23.

6.1.4

Generally, SJTs have been shown to have moderate to good reliability and predictive
validity24, 25 and incremental validity over cognitive ability and personality measures26,27. SJTs
have also been shown to have reduced adverse impact compared to cognitive ability tests23,
are typically met with favourable applicant reactions28, and are considered to have high
perceptions of face validity29. Nevertheless, the literature highlights a range of moderators
that influence these conclusions, including the format of theSJT (e.g. video‐based vs.
Written30) as well as the types of response instructions used (e.g. knowledge based: ‘what
should you do?’ vs. behavioural tendency: ‘what would you do?’31). Research has also
explored susceptibility to faking32, and the effectiveness of different scoring methods19, and
has started to explore the coachability of SJTs33.
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6.2

Purpose of the test

6.2.1

The purpose of the Situational Judgement Test (SJT) is to improve selection into foundation
training, by replacing the existing ‘white space’ questions 7. It will be used in the final year of
medical school to assess medical school students applying for the UK Foundation
Programme. It is a test of aptitude, not attainment and therefore different from an
examination. It will be used alongside an educational performance measurement (EPM)
which is defined elsewhere.

6.2.2

The aim of the design and development of the SJT is to create a valid and efficient selection
method. A robustly designed SJT will enhance the predictive validity of the process and
improve standardization and consistency nationally, while reducing the potential for
plagiarism. As a machine‐marked test, the SJT will increase the efficiency of the process by
avoiding the cost of the manual marking of ‘white space’ answers.

6.2.3

Designing a robust selection process based on a thorough job analysis of the role, that
assesses applicants against core professional attributes, will also assist in enhancing patient
safety.

6.2.4

The evaluation criteria used to judge the effectiveness of the FY1 SJT are set out below:

7

•

Reliability– this will be established through psychometric analysis of the data following
the autumn 2010 pilot and future pilots.

•

Discriminatory – it is essential that the test is able to discriminate between candidates.
This is being addressed by making sure that the response formats that are used ensure
the greatest amount of granularity and by ascertaining the level of difficulty of the
items. Perceived difficulty is being established through ratings by the concordance
panel (section 6.5.2) and FY2 focus groups and through statistical analysis (6.5.4). The
test will need to consist of items of differing levels of difficulty, with enough ‘difficult’
items to ensure the test is discriminatory.

•

Face validity – this is a measure of whether the selection test or procedure ‘looks right’
to the applicant or others i.e. the link between the test and performance on the job is
clearly evident. Face validity will be established through the use of candidate
evaluation (FY2 focus groups and an evaluation questionnaire following completion of
the SJT pilot) to establish whether the candidates feel that the SJT items are realistic
and an accurate reflection of what FY1 doctors experience in their role. This will also
address issues of perceived fairness on the part of the candidates.

•

Content validity ‐ this is the extent to which the selection test or procedure covers a
representative sample of the domains being assessed, as judged by subject‐matter‐
experts e.g. the test items are relate to the professional attributes required for
successful performance within a role. This will be established by the SJT items being

DH (2008) A High Quality Workforce: NHS Next Stage Review, available from
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085840
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reviewed by the researchers and stakeholders as part of the design and development
process to ensure they are content specific.
•

Criterion‐related validity – this can be evaluated by examining the predictive and/or
concurrent validity of the test.
o Predictive validity ‐ this is the extent to which the outcomes of a selection test or
procedure predict future job performance. This can be established though
longitudinal studies where individuals’ scores on the SJT are compared to a
performance measurement in the FY1 doctor role.
o Concurrent validity ‐ this is the extent to which the outcomes of, or scores from, a
selection test or procedure correlate with other measures of performance that are
already accessible. This can be established by comparing individuals’ scores on the
SJT to performance on other assessment measures, such as medical school exams or
bespoke measures of supervisors.

•

Construct validity – this is the extent to which the selection test or procedure is
measuring the constructs (or attributes/skills/proficiencies) that it claims to be
measuring. For example, that the SJT is actually measuring the professional attributes
that underpin successful performance in the job. This can be evaluated in various ways
such as through the use of measures of relevant constructs administered at the same
time as the SJT, and comparison between these scores and the scores on the SJT.
Construct validity is notoriously difficult to establish within the SJT measurement
methodology. It is suggested that “although the research on SJTs so far indicates that
they hold promise as valid predictors of job performance, the construct validity of SJTs
remains elusive”34. Unlike “purer” measures of cognitive ability or personality, SJTs
reflect complex, contextualised situations and events. The complex nature of the
scenario and the use of numerous responses within an SJT item make it difficult to
unpick how each item is measuring a particular construct or dimension.

•

Political validity9 – this is whether the test or procedure is acceptable to stakeholders
and will be established through stakeholder consultation at all stages of the design and
development of the SJT.

6.3

Target attribute domains for the SJT

6.3.1

One of the aims of the job analysis was to define the professional attributes that could be
measured in an SJT. Not all professional attributes are suitable to be measured directly in an
SJT and therefore the professional attributes that are to be used in the operational test need
to be identified. These suitable professional attributes will be termed ‘SJT target attribute
domains’.

6.3.2

The content of the scenario of a single SJT item should aim to target one of the SJT target
attribute domains. This ensures that the scenario is relevant to the professional attributes
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that are expected of an FY1 doctor. However, the nature of SJT items (consist of a scenario
and a number of response options) means that a single SJT item will not exclusively measure
one target domain. The content of the scenario and the correct response keys are likely to
relate to the targeted domain, but a number of the other response options are likely to tap
into one or more of the other SJT target attribute domains (see issues regarding construct
validity above). The benefits of this are that this not only does the complexity of the item
increase, but the possibility of a template answer being provided by candidates is avoided.
6.3.3

Following the outcome of the job analysis, a panel (N=7) of researchers and occupational
psychologists expert in SJT development and design, considered which of the nine
professional attributes would be the most appropriate to target in an operational SJT and
thus provide a psychometrically robust and valid test.

6.3.4

The criteria by which the SJT target attribute domains were derived are outlined below.

6.3.5

•

Relevant to the outcomes of the job analysis. The SJT target attribute domains should
be derived from the job analysis and should be rated as ‘important’ and ‘important
to assess at selection’ through the validation questionnaire. Although the validation
questionnaire indicated relative importance, this in itself should not be taken as the
sole indication of the most appropriate attribute domains to be sampled in the SJT.
This will assist in demonstrating that the attribute domains have content validity.

•

Relative independence and discreteness. The SJT target attribute domains should be
relatively independent from each other. This will assist in instructing item writers
and will inform the design of validation studies.

•

Bound in appropriate and relevant language. The language used to define the SJT
target attribute domains should be appropriate and tailored to the medical context
and relevant to that of the role of a FY1 doctor. It should mirror the language used
in relevant documentation e.g. Tomorrow’s Doctors. This will assist in demonstrating
face and content validity.

•

Map to the FY1 Person Specification. The SJT target attribute domains should map to
the professional attributes that are outlined as requirements in the FY1 Person
Specification.

This resulted in the expansion of the original four domains, to five domains. These five SJT
target attribute domains are:
•

Commitment to Professionalism

•

Coping with Pressure

•

Effective Communication

•

Patient Focus
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Working Effectively as Part of a Team

6.3.6

Figure 5 illustrates the relationships between the nine professional attributes and the five
SJT target attribute domains.

6.3.7

Organisation and Planning and Problem Solving and Decision Making are the two of the nine
domains that are not explicitly sampled in the final five SJT target attribute domains. As
outlined above, aspects of Organisation and Planning are implicit in the format and
methodology of the SJT and thus embedded in the test. For example, response styles may
reflect prioritisation e.g. rank order the importance of the tasks. Aspects of Problem Solving
and Decision Making can also be seen to be implicit to undertaking an SJT (e.g. making
appropriate decisions based on all the relevant information, attention to detail).

Figure 5: Relationship between Professional Attributes and SJT target domains
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6.3.8

When all SJT items have been submitted and finalised, those SJT items that have been
deemed as useable, will be reviewed by the SJT workshop facilitators and item reviewers
(N=3) and re‐categorised in accordance with the five SJT target attribute domains.

6.3.9

A matrix which outlines the SJT target attribute domains and possible SJT scenarios (as
identified from the job analysis interviews) is provided in Table 12.
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Table 12: Matrix of SJT Target Attribute Domains and Sample SJT Scenarios
Commitment to
Professionalism

•
•
•

Issues of confidentiality e.g. hearing a colleague talking about a patient outside of work/leaving confidential
paperwork around
Challenging inappropriate behaviour e.g. Consultant speaking to a colleague/patient in an inappropriate way
Commitment to learning e.g. need to go to teaching but also needed on the ward

Coping with Pressure

•
•
•

How respond when you make a mistake e.g. provide wrong medication to patient
Dealing with confrontation e.g. angry relative
Seeking help when not sure of the correct procedure/best way of doing things

Effective Communication

•
•
•

Gathering information and communicating your intentions to nursing staff or other colleagues
Negotiating for a scan from radiology
Listening and effectively communicating with an unhappy patient or relative

Patient Focus

•
•
•

Identifying that that patient’s views and concerns are important and they should have input into their care
Considering that a patient may have different needs from others around them
Spending time trying to understand a patient’s concerns and empathising with them

Working Effectively as Part of a
Team

•

Recognising and valuing the skills and knowledge of nursing staff, when faced with a disagreement about a
patient’s care
Consulting with colleagues about how to share workload fairly
Offering assistance and support to colleagues when they are not able to handle their workload

•
•
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6.4

Context

6.4.1

The Situational Judgement Test has been designed to be set in the context of the Foundation
Programme, with the applicants assuming the role of a FY1 doctor. Applicants’ (medical
school students) views were canvassed to ascertain whether the content of sample SJT
items, set in the context of the Foundation Programme, was felt to be appropriate to their
level and whether they had sufficient experience to be able to respond to the items.
Responses indicated that the students felt this context was fair and appropriate.

6.5

Item selection methodology

6.5.1

The selection criteria for the items to be used in an operational test are outlined below:
•

Items must be content valid (test appears to assess the attributes/skills required for
successful performance within a role) and face valid (test ‘looks right’ to the
candidate). This will be established through the use of FY2 focus groups and through
item review.

•

Items must be judged as unambiguous. During development, any items containing
potential ambiguity that cannot be resolved, or for which consensus cannot be
reached on the scoring key, will be discarded.

•

The collection of items forming the test must come from a good range of the five SJT
target domains, with roughly an equal number of items from each of the domains.

•

Two thirds of the items used in a test should have the ranking answer format, and
one third should have the multiple choice format. Using more items with the ranking
format will produce more granularity, as more information is able to be gained from
each item. This also follows the validated methodology from the GP SJT26.

6.5.2

A concordance stage will be carried out prior to the pilot. Following a previously validated
methodology26, the concordance panel involves a panel of Subject Matter Experts, in this
case clinicians (N= ≥10), who have not been involved in item development, taking a SJT that
consists of around 80 trial items. The aim of the concordance stage is to identify a high level
of consensus between experts on the item keys.

6.5.3

A concordance analysis will be undertaken to ensure the experts are in agreement over the
keyed response for each trial item. The selection criteria for items for the pilot will be based
on the psychometric analysis of the results from a concordance panel i.e. those items that
show high concordance will be selected for the pilot.

6.5.4

All of the test items used in the pilot will be subject to extensive psychometric analysis.
Analysis will include: consistency in responses between concordance panel, item writers and
candidates; pattern of scores by demographic groups, and subgroup differences (e.g. age,
gender, ethnicity, place of medical school); reliability of items within domains and reliability
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of test overall; and psychometric analysis at an item level (differential item functioning 8,
facility values 9 and item partials 10). This analysis may result in some being removed from the
bank.
6.5.6

Candidate reactions will be evaluated at piloting stages, specifically to address perceptions
of fairness and related fairness and job relevance issues. A bespoke questionnaire will be
designed based on a previously validated questionnaire26 so that reactions can be closely
evaluated. It is important to assess candidate reactions, as negative reactions could
compromise the validity and utility of the SJT.

6.6

Response formats

6.6.1

Research shows there are many different response formats that could be used in an SJT.
These include:
•

Choose best and/or worst response

•

Rate effectiveness of all options (e.g. on Likert scale or effective vs not effective)

•

Rank effectiveness of all options

•

Choose multiple options

6.6.2

Ranking options can be better than rating or choose best and/or worst, as it provides more
data from each item and more variance in responses. A ranking format also replicates one of
the key skills required by FY1s; that of prioritisation, so may be seen as most suitable for the
SJT. Choosing multiple options works well for items/scenarios where ranking is not
appropriate.

6.6.3

Applicants (medical school students) views were canvassed regarding the SJT response
formats. All four types of response format in order to gauge candidate reactions. Evaluation
of the information from the micropilots indicated that the ranking and the multiple choice
response instructions were viewed favourably by most participants.

6.6.4

The mini pilot is piloting both ranking and multiple choice types of response formats. The
final response format(s) will not be proposed until after the mini pilot in autumn 2010.

8

DIF is a procedure used to determine if test items are fair and appropriate for assessing the ability of various
demographic groups. It is based on the assumption that test takers who have similar ability (based
on total test scores) should perform in similar ways on individual test items regardless of their sex,
race, or ethnicity.
9
The facility value is the mean score achieved for the item. If the facility value is very low, then the item may
be too difficult and may not yield useful information. If the facility value is very high, then the item
may be too easy and may not provide useful information or discriminate between candidates.
10
Item partials examine the correlation between item score and overall test score, not including the item
itself. This shows how well an item differentiates between high and low scorers.
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6.7

Test length

6.7.1

Test length considerations include reliability, logistics, acceptability, coverage of target
domains and item format and length.

6.7.2

The number of items in, and the duration of, the SJT will be determined through piloting. It is
proposed that the test in the first pilot should last for two hours and contain 60 items. This
number of items is sufficient to cover the five target attribute in a sufficiently reliable way
without overloading the candidates, while two minutes per item is consistent with GP SJT
which has demonstrated good reliability and validity18. This will also ensure that the test is a
‘power test’ rather than a ‘speed’ test i.e. a test of an individual’s aptitude in the target
attribute domains rather than a test of how fast they can read.

6.7.3

Applicants (medical school students) views were canvassed as to whether they felt 60 items
in two hours was appropriate and enough time to respond to the items. All students
canvassed felt this would be sufficient time to complete the test.

6.8

Test structure

6.8.1

The test structure will be established through piloting. As far as possible, (taking in to
consideration the other considerations outlined below) the items will be presented in
ascending difficulty (assuming that some items are more difficult than others). The difficulty
of items will be rated initially by the FY2 focus groups and the concordance panel.

6.8.2

The five SJT target attribute domains will be spread throughout the paper, as grouping items
together by domain could promote cueing. Likewise, items that cover similar topics (e.g.
dealing with colleagues) will also not be grouped together. Items that include gravely serious
scenarios (e.g. those involving deaths or serious mistakes by the candidate) should not be
used at the beginning of the paper, as candidates may find these scenarios distressing
initially if they are not familiar with the format of the SJT; placing these items later on in the
test allows the candidate time to familiarise themselves with the context of the test and
what is expected of them.

6.8.3

Items with the same response format will be grouped together to avoid confusion on the
part of the candidate when completing the items.

6.9

Scoring key

6.9.1

In contrast with clinical knowledge items, with SJT items there is often no definitive correct
answer. The scoring key is determined through:
1.

Consensus at the item review stage of item writers and initial subject matter experts.

2.

Expert judgement in a concordance study.

3.

Review and analysis of the pilot data. Consideration will be given to how the candidates
keyed the items and the consensus between this and the key derived from the first two
stages.
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There are a number of scoring conventions that can be used, examples of which are
provided below:
a.

Set number of points for identifying correct options.

b.

Several methods if rating using numbered rating scales or ‘best/worst’ responses

c.

Ranking items – scores based on how close responses are to expert key.

6.9.3

When determining how to score each item, consideration needs to be given to the amount
of valid information which can be derived from each test item. For example, for a ranking
item, a candidate could receive points for getting items partially correct, or only receive
points for providing the fully correct answer. It is suggested that the former option is
employed as this provides the maximal amount of information about the candidate’s
performance.

6.9.4

The scoring conventions to be employed will be finalised after the pilot through
psychometric analysis.

6.10

Multiple forms

6.10.1 In a national recruitment round there will be a need for an SJT to be held on at least two,
and possibly three, separate days. Three ‘parallel forms’ of the test will therefore need to be
created each year to reduce the impact of applicants passing on information to those taking
the test on later days. These parallel forms of the test will contain some items in common
to equate the level of difficulty.
6.10.2 Multiple forms of the test will not need to be created until the spring 2011 pilot.
6.10.3 Good practice would also suggest that there should be enough items available to create a
‘reserve’ paper that could be called into action if a breach of security comes to light before
the testing date.
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7.

Summary and Conclusions

7.1

A thorough multi‐method job analysis was carried out to identify the professional attributes
that are required for the effective performance of a FY1 doctor.

7.2

The job analysis included interviews with those familiar with the FY1 role, observations of
FY1 doctors and a validation survey that asked participants to rate the importance of the
professional attributes identified. A total of 294 11 individuals participated in the job analysis,
providing a wide range of perspectives.

7.3

Through analysis of the data nine professional attributes were identified, each represented
by a number of behavioural descriptors as outlined in the Professional Attributes Framework
(Table 6). These professional attributes were mapped onto the FY1 Person Specification and
FY1 Curriculum.

7.4

The Professional Attributes Framework lists the behavioural descriptors that represent each
of the professional attributes. The value of the framework is the level of detail that is
provided. This level of granularity is essential when selecting an individual for a role;
therefore the Professional Attributes Framework could be used to extend and improve the
person specification going forward.

7.5

The number of behavioural descriptors derived from the job analysis will provide a rich
source of information for selection processes in the future, including the development of SJT
items.

7.6

Five SJT target domains were identified to be sampled in the Situational Judgement Test.
Analysis following the pilots of the SJT will provide further evidence of the validity of the
Professional Attributes Framework.

11

A number of individuals may have contributed to more than one of the job analysis methods e.g. an
interview and responded to the survey. 294 is the total number of respondents, but total number of
participants may be lower
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Appendix 1: Literature Review Specification & Search Strategy
1.

1.1

2.

2.1

2.2

3.
3.1

Background
The review will form part of the triangulation approach to the job analysis of the F1 role and
will conducted in two parts, with separate research aims. The literature review will be
included as part of the job analysis report.
Research Aims
The first part of the review will involve a review of official documents and all relevant
publications in the literature to assist in identifying the key skills, abilities and professional
attributes of a FY1 doctor. This review will allow for the identification of specific contextual
issues and elements which may be incorporated into the proposed framework.
The second part of the review will consist of a review of Situational Judgement Tests and
their use in high stakes selection in medical education and other professional bodies. This
will assist in placing the purpose of the job analysis in context.
Sources
A range of sources will be used to assist in the reviews. These include databases, journals,
reports, web searches and expert contacts. Further details are specified in the table below.

Databases: These will be searched in accordance with the
guidance developed for the Best Evidence Medical
Education systematic reviews and are likely to include:

Journals: for identifying the key skills, abilities and
professional attributes of a Foundation doctor

Medline
BREI
ERIC
CINAHL
Psychinfo
PUBMED
Embase
Web of Science
BioMed Central
Clinical Evidence
BIOME –collection of evidence
based gateways
Medical Education
Academic Medicine
Medical Teacher
Advances in Health Sciences
Education
British Medical Journal
Journal of Public Health
British Journal of Clinical Practice
Journal of Medical Education
Clinical Medicine
Journal of the Royal Society of
Medicine
Teaching and Learning in Medicine
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Medical Journal of Australia
Occupational Medicine
BMC Medical Education
Journal of Applied Psychology
International Journal of Selection
and Assessment
International Journal of Human
Resource Management
Personnel Psychology
Journal of Occupational and
Organisational Psychology

Reports: Including clinical guidance and regulatory policy
and reports from other bodies. To include; Foundation
Programme Curriculum, the New Doctor, Tomorrow’s
Doctors, Foundation Programme person specification
(2010), Bologna Process. Editorials and opinion pieces will
also be examined where these add to the
analysis/argument
Web searches: Websites of relevant key organisations will
be searched for additional papers/documents of
interest/links to additional information or references e.g.
UK government departments, medical societies and
committees. Filip Lievens’ (expert in SJTs) website will also
be searched.
Expert contacts: Key individuals identified through the
review and discussions with the research team may be
contacted and asking for feedback on the draft report,
specifically seeking advice on any missing references and
asking for information on any unpublished or in press
papers/work in progress.
Hand searches: Hand searches will be carried out if
appropriate
4.
4.1

Search Dates
The search date will be limited to twenty years and will cover the years 1990 to 2010.

5.
5.1

Search Terms
Search terms/key words have been identified by their relation to the Research Aims and are
outlined in the table overleaf:
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Foundation Programme Doctor Review
Foundation doctors
Professional attributes
Skills
Competencies
Foundation year
Medical student
Non‐cognitive attributes
Personal qualities
Interpersonal qualities
Capabilities
Professional Competence
Medical Undergraduate
House Officer
PRHO
Post Graduate Year One
Interns/internship
Knowledge
Skills
Attitudes

Appendix D

SJT Review
Situational Judgement Test
Recruitment
Selection
Assessment
High Stakes Settings
Response Instructions
Response Formats
Scoring Key
Domains
Predictive validity
Personality

5.2

A range of search terms for each of the identified search concepts will be considered,
including:
o Synonyms, e.g. doctor, practitioner, consultant
o Acronyms, e.g. F1, Dr
o Differences in terminology across national boundaries
o Differences in spellings
o Old and new terminology
o Lay and medical terminology

5.3

Search terms will be used individually initially and then in combination. Appropriate
truncation for textword searches will be used where applicable, e.g. nurs$ to find nurse,
nurses, nursing etc.

6.
6.1

Database Search Strategies
The search strategies created will be designed for maximum sensitivity (recall) to ensure that
effort is taken not to overlook any papers of significance.

6.2

A pilot search in each database will be carried out. This will review search terms as necessary
before conducting any final searches as initial searches can highlight other appropriate
search terms, words or phrases and database subject headings.

6.3

Appropriate subject headings for each database used will be identified. Correct use of
subject headings improves the accuracy of results and is essential to an effective search. The
coverage, scope and definition of each subject heading will be checked.

6.4

The search will use a combination of textwords (free text) and subject heading searches.
The search will avoid restricting database subject heading searches using the ‘major
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descriptors’ or ‘subheading’ options in the first instance (to avoid missing relevant material).
The strategy will use specific functions in the relevant databases, for example the PubMed
‘related articles’ function and lists of references in CINAHL.
6.5

Advanced search options in databases will also be used to increase sensitivity. This includes
using search operators to vary the combination of pre‐determined search terms e.g. using
AND to combine two different concepts; foundation doctor AND professional attributes,
using OR to search for similar concepts; personal OR interpersonal qualities, using NOT to
restrict search to particular concepts; foundation doctor NOT medical student etc.

7.
7.1

Search Methodology
The search methodology will involve three main stages; a) search, b) filtering by abstract, c)
detailed review.
a) Databases will be searched using the database search strategies outlined above. The web
search will include scanning websites of relevant key organisations for additional papers,
articles and links to further sources. Contact will also be made with expert individuals to
seek advice on unpublished or in progress work which may be of relevance in order to
obtain most up to date and current material.
Citation tracking will be carried out; checking reference lists for other relevant journal
articles and following up references and contacts emerging from documents identified
through the initial stages of the search.
b) All documents/articles will be scanned for relevance on the basis of title and abstract; non‐
relevant papers will be rejected at this stage according to the inclusion criteria:
• Relevant to identified topic
• Adequate methodology
• Informed opinion which adds to the picture of the topic
• Peer Reviewed
• English Language
If a paper is felt to satisfy the criteria, or in cases where an abstract is not available but the
title suggests it might do, the full paper will be obtained from electronic journals, library
hard copies, or inter‐library loan.
c) During the detailed review, the obtained papers will be read by a member of the research
team. Data extraction sheets will be used to record all relevant information. The data
extraction sheets will comprise of a table recording the following: method of identification
(e.g. database), author, title, source (e.g. journal, conference), year, volume, pages,
institutional affiliation, field, type of paper (e.g. empirical, conceptual or descriptive),
research aim, study design, theory, analysis, key findings/points. If a paper is not felt to be
relevant following this review, a note will be made to this effect.
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Appendix 2: Job Analysis Participant Briefing
Confirmation of Assistance with Foundation Year One Doctor Job Analysis
Thank you for agreeing to take part in a semi‐structured interview as part of the F1 doctor role job
analysis. I can confirm that the interview will take place at <time> on <date>. The interviewer,
<name>, will contact you at the specified time on the telephone number you have provided. If you
are unable to make the appointment for whatever reason, please let myself know as soon as
possible.
The interview should take no longer than one hour. During the interview a trained interviewer will
ask you about the knowledge, skills and abilities an F1 doctor should possess, the tasks that they
carry out and scenarios that they commonly face. Your input will be of great value in the design and
development of the Situational Judgment Test (SJT) items and it will help ensure that the scenarios
are pitched at an appropriate level. We would also like to consult with you, if possible, around the
specification of the SJT, for example appropriate length, types of items/responses. All the responses
you provide will be anonymised for issues of confidentiality. The outcomes of the job analysis will be
made available in a summary report after the job analysis has been completed.
I have provided some background information to the project below for your information.
As you may be aware, Next Stage Review: A High Quality Workforce 12 recommended a review of the
method by which final year medical students are selected into foundation training. The Option
Appraisal of Selection to the Foundation Programme was a collaborative venture between fifteen UK
organisations involved in medical education and assessment. The recommendations, informed by
national and international evidence, expert advice and stakeholder feedback, are for:
1. Situational Judgment Tests (SJTs) to assess professional attributes, judgement and
employability for a Foundation programme post (to replace white space questions)
In combination with
2. A measure of Educational Performance of applicants at their medical school to assess clinical
knowledge/ skills. (evolved from the academic quartiles)
As part of a pilot to design and develop a Situational Judgement Test, the Work Psychology Group
and the University of Cambridge Psychology Department are conducting a job analysis of the F1 role
with those familiar with the role, including Foundation School Directors, Educational Supervisors,
Medical School Educational Leads, F1 doctors and other relevant groups. The outcomes of the job
analysis will be used to assist in the development of the scenarios which will be the basis of the
Situational Judgement Test.
Situational Judgement Tests (SJTs) are designed to assess individuals’ judgement regarding situations
encountered in the workplace. Candidates are presented with a set of hypothetical work‐based
scenarios and asked to make judgements about possible responses. Candidates’ responses are
12

DH (2008) A High Quality Workforce: NHS Next Stage Review, available from
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085840
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evaluated against a pre‐determined scoring key to provide a picture of their situational judgement in
that particular context. SJT scenarios are based on extensive analysis of the job role, to ensure that
test content reflects the most important situations in which to test candidates’ judgement and are
concerned with testing attitudes and ethical values rather than knowledge or clinical skills. SJTs have
become increasingly popular over the last 20 years and are used mostly in large‐scale selection
processes, often at the shortlisting stage, but can also form part of workplace assessment to
highlight employee development needs. In the UK, SJTs are used nationally to select GP registrars
and in other ‘high stakes’ selection. The research literature indicates that SJTs have significant
validity in predicting job performance and can offer incremental validity over methods such as ability
tests and personality questionnaires.
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Appendix 3: FY1 Doctor Job Analysis Questions
(information to be used by interviewer)
The Next Stage Review: A High Quality Workforce recommended a review of the method by which
final year medical students are selected into foundation training. The Option Appraisal for Selection
to the Foundation Programme was a collaborative venture between fifteen UK organisations
involved in medical education and assessment. The recommendations, informed by national and
international evidence, expert advice and stakeholder feedback, are to develop a Situational
Judgment Test for selection to the FY1 post (to replace white space questions) together with an
educational performance measurement.
Together with the University of Cambridge Psychology Department and the Medical Schools Council,
the Work Psychology Group is conducting a job analysis of the F1 role with those familiar with the
role, including Foundation School Directors, Educational Supervisors and Medical School educational
leads. Focus groups will also be conducted with F1/2 doctors and other relevant groups at a later
date. The outcomes of the job analysis will be used to assist in the development of the scenarios
which will be the basis of the Situational Judgement Test.
NB: we already have an F1 person specification. The domains that appear to arise from the person
spec are; Working effectively with others, Communication, Resilience/ability to cope with pressure
and Integrity (probity and understanding equality and diversity) and these may form the basis of the
SJT.
The interview should last no longer than an hour and will be split into three parts;
1 – job analysis of the F1 role
2 – common scenarios that F1 doctors may face. These may form the basis of the SJT items
3 – views on different formats of situational judgement tests

Intro
Ask if interview can be recorded for practical purposes e.g. so don’t have to write everything down.
Job analysis questions
•
•
•
•
•
•

What are the specific duties/responsibilities of the F1 position?
What are the critical tasks of the position?
How much time does it take to do each of the important tasks? How often do they perform
each task?
What methods or processes are used to perform the tasks in the job?
What are the discrete outcomes of the job for which the individual will be held accountable
and evaluated on?
What behaviours, skills, knowledge, abilities and interpersonal attributes are the most
important in achieving the key tasks and outcomes?
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Scenarios
Situational Judgement Tests (SJTs) are designed to assess individuals’ judgement regarding situations
encountered in the workplace. Candidates are presented with a set of hypothetical work‐based
scenarios and asked to make judgements about possible responses. Candidates’ responses are
evaluated against a pre‐determined scoring key to provide a picture of their situational judgement in
that particular context.
•

Could you please describe some common scenarios/situations that an F1 doctor may
face on a regular basis where the doctor may exhibit the key skills/attributes/knowledge
or behaviour that we discussed earlier?

•

Could you please describe some specific examples of scenarios/situations that you have
observed/been involved with, that involved an F1 doctor making a judgement or
decision.
This may be something that an F1 doctor has done particularly effectively or not so
effectively i.e. did or did not demonstrate key skills/attributes/behaviour/knowledge
that we discussed earlier. Please could you describe the following; pre‐cursor, people
involved, dialogue, outcome, how could this have been done differently.

SJT item specification
Explain to interview that there are various item types and response instructions that can be used in
SJT items and would like to ask their views if possible. (This may depend on how familiar they are
with SJTs, may be more suitable for stakeholders than F1 doctors)
•
•
•
•
•

Item question type “what would you do” (behavioural) or “what should you do”
(knowledge)
Item response instructions “pick the best”, “pick the worst”, “pick the best and worst
answer” “rate effectiveness of item” “rank items from most effective to least effective”
“choose best three (or other number) responses”
Number of responses
Length of question
Number of items/length of test
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Appendix 4: Patient Representative Briefing
Dear
Thank you for agreeing to take part in a semi‐structured interview as part of the F1 doctor role job
analysis. I can confirm that the interview will take place at <time> on <date>. The interviewer,
<name>, will contact you at the specified time on the telephone number you have provided. If you
are unable to make the appointment for whatever reason, please let myself know as soon as
possible.
Please find below further information relating to the Improving Selection to the Foundation
Programme project and the interview.
As you may be aware, Next Stage Review: A High Quality Workforce 13 recommended a review of the
method by which final year medical students are selected into foundation training. The Option
Appraisal of Selection to the Foundation Programme was a collaborative venture between fifteen UK
organisations involved in medical education and assessment. The recommendations, informed by
national and international evidence, expert advice and stakeholder feedback, are for:
1. Situational Judgement Tests (SJTs) to assess professional attributes, judgement and
employability for a Foundation programme post (to replace white space questions)
In combination with
2. A measure of Educational Performance of applicants at their medical school to assess clinical
knowledge/ skills. (evolved from the academic quartiles)
As part of a pilot to design and develop a Situational Judgement Test, the Work Psychology Group
and the University of Cambridge Psychology Department are conducting a job analysis of the F1 role
with those who may have some experience or knowledge of the role, including Foundation School
Directors, Educational Supervisors, F1 doctors and patients. The outcomes of the job analysis will be
used to assist in the development of the scenarios which will be the basis of the Situational
Judgement Test (SJT).
SJTs are machine‐markable tests designed to assess individuals’ judgement regarding situations
encountered in the workplace. Candidates are presented with a set of hypothetical work‐based
scenarios and asked to make judgements about possible responses, which are scored according to a
pre‐determined key. SJTs have become increasingly popular over the last 20 years and are used
mostly in large‐scale selection processes, often at the shortlisting stage. In the UK, SJTs are used
nationally to select GP registrars and in other ‘high stakes’ selection. The research literature
indicates that SJTs have significant validity in predicting job performance and can offer incremental
validity over methods such as ability tests and personality questionnaires.
The interview should take no longer than 30 minutes and will relate to the role of a Foundation
Doctor. A doctor will enter the Foundation Programme after five years at medical school. The
13

DH (2008) A High Quality Workforce: NHS Next Stage Review, available from
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085840
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Foundation Programme lasts for two years and during this time a Foundation Doctor will undertake
a number of rotations within different specialties. At the end of the two year Foundation
Programme, a doctor will usually go on to specialise in a chosen specialty.
During the interview a trained interviewer will ask you about your knowledge of or experience with
Foundation Doctors. This may include specific interactions you have had with Foundation Doctors,
knowledge you possess with reference to their role within the medical profession or your
understanding of the professional attributes that are necessary for a Foundation Doctor to carry out
their role in an effective manner.
Your input will be of great value in the design and development of the Situational Judgment Test
(SJT) items and it will help ensure that the scenarios are relevant and cover a broad range of
perspectives. All the responses you provide will be anonymised for issues of confidentiality. The
outcomes of the job analysis will be made available in a report after the job analysis has been
completed.
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Appendix 5: Observation Observe and Record Sheet
Name of
FY1 Doc
Time

Location:
Observation of Task / Activity

Classification of competence
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Appendix 6: Foundation Year One Doctor Professional Attributes Questionnaire
Please rate each professional attribute on the scales provided below by indicating ONE number from 1 to 6 that best corresponds to your evaluation of the attribute.

PROFESSIONAL
ATTRIBUTE

DESCRIPTION

How important is this
professional attribute for an
FY1 doctor?
little
extremely
importance--------------important

Commitment to
Professionalism

Displays honesty, integrity and awareness of confidentiality & ethical issues. Is trustworthy and reliable.
Demonstrates commitment and enthusiasm for role. Willing to challenge unacceptable or unsafe behaviour
when appropriate. Takes responsibility for own actions.

Coping with Pressure

Capability to work under pressure and remain resilient. Demonstrates ability to adapt to changing
circumstances and manage uncertainty. Remains calm when faced with confrontation. Develops and employs
appropriate coping strategies and demonstrates judgement under pressure.

Effective
Communication

Actively and clearly engages patients and colleagues in equal/open dialogue. Demonstrates active listening.
Communicates verbal and written information concisely and with clarity. Adapts style of communication
according to individual needs and context. Able to negotiate with colleagues & patients effectively.

Learning &
Professional
Development

Demonstrates desire and enthusiasm for continued learning, takes responsibility for own development. Willing
to learn from others and from experience. Is open and accepting of feedback. Demonstrates a desire and
willingness to teach others.

Organisation and
Planning

Manages and plans workload effectively, displaying efficient time management and delivering tasks on time.
Able to prioritise effectively and re‐prioritise where appropriate. Is conscientious and maintains accurate
records.

Patient Focus

Ensures patient is the focus of care. Demonstrates understanding and appreciation of the needs of all patients,
showing respect at all times. Takes time to build relationships with patients, demonstrating courtesy, empathy
and compassion. Works in partnership with patients about their care.

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6
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Problem Solving and
Decision Making

Demonstrates an ability to assimilate a range of information and identify key issues. Engages with the wider
issues and thinks creatively to solve problems and reach appropriate decisions. Is proactive and demonstrates
initiative. Is able to attend to detail.

Self Awareness and
Insight

Demonstrates awareness of the boundaries of their own competence and willing to seek help when required,
recognising that this is not a weakness. Exhibits appropriate level of confidence and accepts challenges to own
knowledge.

Working Effectively as
Part of a Team

Capability & willingness to work effectively in partnership with others and in multi‐disciplinary teams.
Demonstrates a facilitative, collaborative approach, respecting others’ views. Offers support and advice,
sharing tasks appropriately. Demonstrates an understanding of own and others roles within the team and
consults with others where appropriate.

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

Using the definitions given above, please rate each professional attribute on the scales provided below by indicating ONE number from 1 to 6 as to how important you feel it is to
evaluate the professional attribute at selection.
Important to evaluate at selection

Professional Attribute

not at all --------------------------------- --------------------------desirable -------------------------------------------------------- essential

Commitment to Professionalism

1

2

3

4

5

6

Coping with Pressure

1

2

3

4

5

6

Effective Communication

1

2

3

4

5

6

Learning & Professional Development

1

2

3

4

5

6

Organisation and Planning

1

2

3

4

5

6

Patient Focus

1

2

3

4

5

6

Problem Solving and Decision Making

1

2

3

4

5

6

Self Awareness and Insight

1

2

3

4

5

6

Working Effectively as Part of a Team

1

2

3

4

5

6
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Are there any additional
professional attributes or
comments you would like to add?

Thank you for your time
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Appendix 7: Foundation Programme Commencing August 2010

Person Specification
ESSENTIAL CRITERIA

DEMONSTRATED
BY

Eligibility

Applicants must meet the requirements set
out in the Foundation Programme 2010
Eligibility Criteria.

Eligibility
checking

Qualifications

The applicant must have achieved, or expect
to achieve, a primary medical qualification as
recognised by the General Medical Council
(GMC) by the start of the Foundation
Programme 2010.

Eligibility
checking

Clinical
Knowledge &
Skills

The applicant must be familiar with and be
able to demonstrate an understanding of the
major principles of the GMC’s Good Medical
Practice (2006) including:

Application/ preemployment
screening

•
•
•
•
•
•
•

Good clinical care
Maintaining good medical practice
Teaching and training, appraising and
assessing
Relationships with patients, and can apply
this understanding
Working with colleagues, and can apply this
understanding
Probity
Health

Clinical
assessment
(where appropriate)

The applicant must demonstrate an
understanding of the outcomes to be
achieved in the Foundation Programme as set
out in The New Doctor (2007).

Language &

The applicant must have demonstrable skills

Application/ pre-
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in listening, reading, writing and speaking in
English that enable effective communication
about medical topics with patients and
colleagues, as set out in paragraph 22 of the
GMC’s Good Medical Practice (2006).

employment
screening
Clinical
assessment
(where appropriate)

Attributes

The applicant must demonstrate:
•
•
•
•
•
•

Probity

an understanding of the importance of the
patient as the central focus of care;
the ability to prioritise tasks and information
appropriately;
an understanding of the importance of
working effectively with others;
the ability to communicate effectively with
both colleagues and patients;
initiative and the ability to deal effectively
with pressure and/or challenge
an understanding of the principles of
equality and diversity

The applicant must demonstrate appropriate
professional behaviour, i.e. integrity, honesty,
confidentiality as set out in the GMC’s Good
Medical Practice (2006).

Application/preemployment
screening

Application/preemployment
screening

The applicant must have criminal records
clearance at the appropriate level subject to
prevailing UK legislation.
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Appendix 8: FY1 Literature Review Table
1. Knowledge, Skills
and Abilities of the
Year 1 Foundation
Doctor
1.1 Good Clinical Care

• The
Foundation
Programme
Curriculum
(2010)
• The New
Doctor (2009)
• The
Foundation
Doctor Person
Specification
(2011)
• Tomorrow’s
Doctors (2003;
2009)
• Good Medical
Practice (2006)

F1 doctors must:
• Be aware of personal and professional limits
• Practice with professionalism (i.e. with integrity, compassion,
altruism, respect of cultural and ethical diversity, regard to
the principles of equity and aspire to excellence and
continually improve)
• Know and follow guidance set out in Good Medical Practice
• Understand the importance of the patient as the central focus
of care
• Demonstrate that they are taking increasing responsibility for
patient care (under supervision and with appropriate
discussions with colleagues)
• Demonstrate they recognise and manage acutely ill patients
(under supervision)
• Promote, monitor and maintain health and safety in the
clinical setting
• Manage their own time under supervision
• Demonstrate that they are able to take appropriate action if
their own health, performance or conduct or that of a
colleague puts patients, colleagues or the public at risk.
• Promote health and prevent disease
• Know how errors can happen and how to manage risk
• Be able to perform clinical and practical skills safely
• Recognise personal and professional limitations and be
willing to ask for help when necessary
• Prioritise tasks and information effectively
• Reflect on practice and be self critical
• Use research skills to develop greater understanding
• Solve problems, analyse and use numerical data

F1 doctors must know about the following subjects:
•
History taking
•
Examinations
•
Diagnosis and clinical decision-making
•
Safe prescribing
•
Medical record-keeping (e.g. medical notes,
discharge letter/summaries, outpatient letters,
prescriptions)
•
Time management and organisational decisionmaking
•
Quality of care and Patient safety
•
Infection control
•
Clinical governance
•
Nutritional care
•
Health promotion, patient education and public
health
•
Ethical and legal issues
•
Palliative care
•
Principles of treatment
•
Health issues within communities
•
Patient-centred care
•
Principle of equality and diversity
•
Diagnosis and management of clinical
presentations
•
Biomedical scientific principles (e.g. anatomy,
biochemistry, cell biology, genetics, immunology,
microbiology, molecular biology, nutrition,
pathology, pharmacology and physiology)

71
ISFP Final Report

Page 201

FY1 Job Analysis

Appendix D

•

1.2 Maintaining Good
Medical Practice

1.3 Teaching and Training,
Appraising and
Assessing

1.4 Relationships with
Patients

Show initiative and deal effectively with pressure and/or
challenge
• Develop critical thinking and professional judgement
• Offer assistance in an emergency
• Prescribe drugs safely, effectively and economically
• Apply biomedical scientific principles, psychological
principles, social science principles and medical practice
principles to practice as well as scientific methods and
approaches to medical research.
F1 doctors must:
• Develop a portfolio that includes a variety of evidence
relating to work-based assessments, involvement in
educational and clinical teaching sessions and reflections on
experiences with patients and colleagues.
• Be able to explain how to contribute towards audit.
• Internalise the importance of CPD and self-directed learning
(demonstrated through effective assessments)
• Keep up to date with the developments in their field
• Be able to adapt to changing circumstances throughout their
professional life
• Be willing to respond constructively to the outcome of
appraisal, performance review and assessment.
• Seek out role models and learn from the behaviours of the
best clinical practitioners and leaders
F1 doctors must:
• Teach their peers and other students (if required to do so)
• Contribute to appraisal, assessment or review of students and
other colleagues they work with
• Develop the skills, attitudes and practices of a competent
teacher
• Use different techniques to record, organise and present
information including computers and IT resources
F1 doctors must:
• Ensure effective relationships with patients are established
and maintained (e.g. creating an environment where the
doctor can encourage and support the patient to share all
information relevant to the consultation).
• Introduce themselves to patients and colleagues with
appropriate confidence and authority

F1 doctors must know about the following subjects:
•
Self-directed life-long learning
•
Research, evidence and guidelines
•
Use of audit to improve patient care.
•
Working, organisational and economic
framework in which medicine is practice.
•
Current developments and guiding principles in
the NHS

F1 doctors must know about the following subjects:
• Teaching responsibilities to colleagues, patients
and relatives.

F1 doctors must know about the following subjects:
• How to develop and maintain successful
relationships with patients
o
Within a consultation
o
When breaking bad news
o
When dealing with complaints
o
Communicating with patients with
mental illness
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•

1.5 Working with
Colleagues

Recognise that patients are knowledgeable about themselves
and the effect their health has on their daily life (and they
should be aware that relatives and carers often have to be
included in the information given to patients).
• Be able to communicate clearly, sensitively and effectively
with patients and their relatives (e.g. listen to patients, ask for
and respect their views about their health; keep them
informed about the progress of their care; make sure patients
are informed about how information is shared within teams)
• Be sensitive and respond to needs and expectations of
patients
• Respect and uphold patients’ rights to refuse treatment or
take part in research
• Accept the moral and ethical responsibilities involved in
providing care (e.g. demonstrate sound knowledge of
confidentiality)
• Respect patients regardless of their lifestyle, culture, beliefs
etc
• Work in partnership with patients – give patients the
information they want in a way they can understand and
support patients in caring for themselves
• Be non-judgemental
F1 doctors must:
• Work effectively as a member of a multidisciplinary team
(supporting others and efficient handovers)
• Respect everyone they work with
• Communicate in different ways (including spoken, written
and electronic methods).
• Communicate clearly, sensitively and effectively with
colleagues from a ranges of healthcare services
• Share information where necessary
• Ensure safe continuing of care of patients on handover
between shifts, on-call staff or with ‘hospital at night’ team
• Listen and take account of other health professionals and
agencies
• Be able to demonstrate effective teamworking and leadership
skills
• Be willing to lead when faced with uncertainty and change
• Be aware of work pressures on others and take responsibility

Communicating with patients with
mental and physical disabilities
The rights of patients
o

•

F1 doctors must know about the following subjects:
• Communication with colleagues and teamwork
• Interfacing with different specialties and with
other professionals
• Relevance of outside bodies
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to help reorganise workloads

1.6 Probity

F1 doctors must:
• Be honest in their relationships with patients, colleagues and
employers
• Be able to complete or arrange for the completion of legal
documents correctly (e.g. certifying sickness and death)
• Demonstrate knowledge of and be able to apply relevant
legislation to their day-to-day activities
• Act with integrity (e.g. act without delay if they have good
reason to believe they or a colleague may be putting a patient
at risk; never abuse a patient’s trust).

F1 doctors must know about the following subjects:
• Doctor-patient relationship
• Health and handling stress

1.7 Health

F1 doctors must:
• Demonstrate knowledge of their responsibilities to look after
their health (e.g. maintain suitable work-life balance and
knowing how to deal with personal illness to protect
patients)
• Be responsible for their own health in the interest of public
safety
F1 doctors must:
• Have core skills in relation to acute illness

F1 doctors must know about the following subjects:
• Health hazards of medical practice

1.8 Acute Health
1.9 Resuscitation

1.10 Management of the
‘take’
1.11 Discharge Planning

1.12 Selection and
Interpretation of
Investigations

F1 doctors must know about the following subjects:
• Management of acutely ill patients

F1 doctors must:
Be able to recognise critically ill patients
Take part in advanced life support
Feel confident to initiate resuscitation
Lead the team where necessary
Use protocol for deciding when not to resuscitate patients

F1 doctors must know about the following subjects:
• Resuscitation

F1 doctors must:
Be able to function safely in an acute ‘take’ team

F1 doctors must know about the following subjects:
• ‘Take’ management

F1 doctors must:
Be able to plan discharge for patients, starting from the point
of admission and taking into account the effects of any
chronic disease.

F1 doctors must know about the following subjects:
• Discharge planning

F1 doctors must:
Be able to select appropriate investigations and interpret
results

F1 doctors must know about the following subjects:
• Investigations

•
•
•
•
•
•
•

•
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1.13 Practical Procedures

2. Professional
Competence

F1 doctors must:
Be confident and competent to do common practical
procedures needed to diagnose and manage adult patients
and some common procedures for child patients.

•

Epstein &
Hundert (2002)

Highlight how there is no agreed-upon definition of competence that encompasses all the important domains of professional
medical practice. Both physicians and trainees should have professional competence, which they define as “the habitual and
judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily
practice for the benefit of the individual and community being served” (pp.226).

Stern et al (2005)

Found that conscientiousness and self assessment accuracy predict outcomes of professional competence in medical students
as rated by faculty members.
Argues that professional competence is the ability to manage ambiguous problems, tolerate uncertainty, and make decisions
with limited information.
Looked at what values and attitudes physicians tried to pass on to medical trainees to encourage their professional
development. The four main categories were Caring (encompassing empathy, compassion, caring, concern, understanding
and consideration); Respect (encompassing patient dignity, patient preferences, being non-judgemental, respect, tolerance and
confidentiality); Communication (encompassing body language, openness, sitting down when speaking with patients, silent
observation, avoidance of confrontation and effective listening); and Integrity (encompassing trust and honesty).
90 PRHOs from three teaching hospitals in the Northwest of England completed a diary of work-based daily activities, a measure
of perceived control in the work environment and a Burnout inventory. Eighteen were then interviewed as a follow-up to the
questionnaires. Results showed the following breakdown of tasks: CME (took up 5% of their time); management aspects of their
job such as delegation (57%), breaking bad news (37%); time management (43%); and routine administrative tasks (20%). More
than 50% of junior doctors perceived that they required additional training in the technical and management aspects of the job
prior to the pre registration year. Findings also indicated that 25% of participants were experiencing burnout – supporting other
research that has suggested pre registration year is the most stressful period of medical practice (Kapur et al, 1999).
Identified the tasks of preregistration doctors using the Delphi technique where a panel of experts take part in a series of rounds to
identify, clarify, refine and gain consensus on a particular issue. The panel were clinical tutors from the Northern Deanery who
had at least 2 years experience of supervising PRHOs. The final tasks were agreed upon by 50-95% of the experts and included:
communication (e.g. establishing and maintaining good working relationships with other staff; giving advice on individual
patient care, communicating information between hospital and community, talking to patients and relatives and handling difficult
patient interactions); on call patient care (e.g. differentiate between simple and complex causes of symptoms, perform
cardiopulmonary resuscitation); routine patient care (e.g. taking history, prescribing drug regimens); lab investigations (e.g. in
liaison with more senior doctor decide which lab investigations are required, take samples); clinical investigations (e.g. in liaison
with more senior doctor decide which clinical investigations are required, perform tests); practical procedures (e.g. bladder
catheterisation, insert chest drains under supervision); self management (e.g. time management, knowing when to contact more
senior doctor for help, understand roles of others).
Interviewed 57 PRHOs throughout Scotland regarding learning outcomes of the PRHO year. The following were mentioned
by over 60% of those interviewed: Clinical skills (history taking, clinical examinations); Communication (with patients,
relatives and healthcare professionals); Appropriate attitudes, ethics and legal (adapting to different disciplines);
Appropriate decision-making skills, clinical reasoning and judgement (develop competence in decision making); Role of

Schon (1983)
Wright & Carrese
(2001)

3. PRHO Job Role and
Learning Outcomes

F1 doctors must know about the following subjects:
• Practical procedures

Bogg et al (2001)

Stewart et al (1999)

Hesketh et al
(2003)
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Hannon et al (2000)

the doctor within the health service (working in a team, adapting to different levels of support, accepting principles of
collective responsibility, adapting to different working protocols); Personal development (be aware of limitations and seek
help; manage time well, recognize self education/personal development as a lifelong process, accept/cope with increased
responsibility, develop confidence, develop further competence from clinical experience on job, develop appropriate
attitudes to personal health and well-being).
Found that in a 25% random sample of doctors from five medical schools across Ireland, over 90% of interns considered
themselves to be incompetent with respect to the skills and competencies required of an intern.

Burch et al (2005)

Used an OSCE process to assess the procedural skills of 58 South African graduates at the point of entry into the
preregistration year (e.g. phlebotomy and bladder catheterisation). None of the students achieved an average score equivalent
to reach proficiency in any one skill. Similar findings across other countries (e.g., Kowlowitz et al, 1990; Langdale et al, 2003;
Joorabchi & Devries, 1996; Ringsted et al, 2001; Moercke et al, 2002)

Prince et al (2004)

Found that junior doctors felt confident about their skills and diagnostic knowledge but had difficulty coping with some of the
other aspects of their work such as the sudden increase in responsibilities, lack of practical procedural knowledge, contact with
other healthcare workers, and teamwork.

Goodfellow &
Claydon (2001)
Moss (1997)

Report a lack of core clinical skills training in the PRHO year
Suggest that acquiring key skills in communication, team working and learning can be difficult due to PRHOs overwhelming
involvement in service delivery.

Williams et al
(2001)

Interviewed PRHOs about the doctor-patient relationship and found that most felt communication skills were important but
difficult to develop due to both work overload and fears that seniors would perceive them as working too slowly.

Fox et al (2000)

Found that 22 PRHOs at the Whittington and Chelsea & Westminster Hospitals were deficient in basic clinical skills as
measured by 2 OSCE stations. Furthermore, neither the PRHOs nor their educational supervisors were aware of these
deficits.
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Prince et al (2005)

Compared the responses of 1150 junior doctors regarding key competencies required for professional practice. These junior
doctors had graduated from either a problem-based learning (PBL) college or a non problem-based learning college in the
Netherlands. PBL college graduates tended to use expert knowledge, profession-specific skills and communication skills to a
greater degree than non-PBL college graduates. All students rated expert knowledge, profession-specific skills, communication
skills, teamwork skills, independence and accuracy to be of great importance in their current pre-registration year.

Lempp et al (2003)

Asked 16 PRHO to comment on their specific experiences in the first few months as a PRHO as part of an evaluation of a newly
introduced Year 5 curriculum in a London medical school. Both rewards and difficulties emerged across responses. The majority
found it stressful with new found responsibilities (e.g. stress was related to competence in emergency situations, ignorance of
routine hospital procedures and clinical and administrative load; they also recognised their professional responsibility for patients,
colleagues and the hospital). Most talked positively about their acquisition of a significant role within a team. The PRHOs had
doubts they would ever reach the same competency levels of their seniors (i.e. lacked confidence in their role). Many commented
on the adoption of coping strategies to deal with heavy demands and clinical tasks e.g., prioritising work and asking for help
when needed. Almost all the PRHOs felt they had improved relationships with patients and some highlighted their reluctance to
delegate responsibilities.

O’Neill et al (2003)

Evaluated the new curricula reform set out by the GMC’s Tomorrow’s Doctors (1993) by asking PRHOs (across two
hospitals) to reflect on their ‘problem-based’ undergraduate course in relation to challenging incidents in their current role.
Key challenges that PRHOs faced surrounded: clinical situations (e.g. dealing with complex medical problems); limitations
of competence (e.g. knowing when to ask for help); emotional involvement (e.g. dealing with the death of a patient); and
communication (e.g. breaking bad news). Fewer PRHOs who had been taught under the new curriculum brought up
difficulties relating to managing uncertainty, recognising personal limitations and asking for help.

Brennan et al
(2010)

Recognised that previous research evaluating aspects of the Tomorrow’s Doctors curriculum largely relied on attitude
questionnaires and whilst more recent research has used focus group and interviews, almost all of these studies were conducted in
the context of the PRHO training system as opposed to the new Foundation years structure (see above for examples). This study
subsequently aimed to ascertain how 31 medical graduates, across five hospitals, found the transition from medical school to
foundation year using semi-structured interviews and an audio diary approach. Key experiences included: feelings of stress and
anxiety concerning their levels of competence particularly regarding prescribing; having to manage uncertainty and knowing
when to ask for help; learning from prior experiences helped ease the transition; working with others, particularly with senior
doctors and the multidisciplinary team; and having to deal with dying patients. They conclude that the transition from medical
school to foundation year is still considered highly stressful and students require more meaningful time with patients throughout
their undergraduate years.

Simpson et al

Developed a set of 12 learning outcome domains that define the abilities of a competent medical student at the end of their
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(2002) - Scottish
Domains

Accreditation
Council for
Graduate Medical
Education
(ACGME)

undergraduate training/competencies required as a PRHO. Carried out in collaboration with the Scottish Dean’s Medical
Curriculum Group:
Domain 1 - Outcomes for clinical skills (e.g. take a history from patients, relatives and others, undertake physical examinations)
Domain 2 - Outcomes for practical procedures (e.g. measuring and recording [radial pulse rate, blood pressure]; administering
and doing [first aid, basic resuscitation])
Domain 3 – Outcomes for patient investigation (e.g. general principles of patient investigation i.e. appropriate choice and use of
investigation)
Domain 4 – Outcomes of patient management (e.g. general principles of patient management i.e. patient-centred, holistic
approach)
Domain 5 – Outcomes for health promotion and disease prevention (e.g. ability to implement, where appropriate, risk-reducing
strategies for individual patients)
Domain 6 – Outcomes for communication (e.g. with patients, colleagues, media)
Domain 7 – Outcomes for medical informatics (e.g. IT/computing skills)
Domain 8 – Outcomes for basic, social and clinical services and underlying principles (e.g. causes of diseases and the ways in
which these diseases affect the body)
Domain 9 – Outcomes for attitudes, ethical understanding and legal responsibilities
Domain 10 – Outcomes for decision-making and clinical reasoning and judgement (e.g. clinical reasoning; critical thinking)
Domain 11 – Outcomes for the role of the doctor within the health service (e.g., code of contact and required attributes; the doctor
as researcher)
Domain 12 – Outcomes for personal development (e.g. self awareness; self-learner; self care; career choice; motivation)
Endorsed six general competencies that postgraduate residents should demonstrate:
1. Patient care (e.g. provide patient care that is compassionate, appropriate and effective of health promotion)
2. Medical Knowledge (e.g. knowledge of biomedical, clinical, epidemiological and social-behavioural sciences)
3. Practice-Based Learning and Improvement (e.g. ability to investigate and evaluate their care of patients and improve
patient care based on constant self evaluation and life long learning)
4. Interpersonal and Communication Skills (e.g. communicate effectively with patients, families and health professionals)
5. Professionalism (e.g. compassion, integrity, respect, accountability)
6. Systems-based Practice (e.g. awareness of larger context and systems of health)
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CanMEDS
Physician
competency
framework from
Canada (2005)

CanMEDS is designed for multiple stakeholders including postgraduate educators and trainees. It describes the 7 key roles
of the physician and the relevant competencies required within each role:
1.The Medical Expert (e.g. Function effectively as consultants, integrating all of the CanMEDS roles to provide optimal,
ethical and patient-centered medical care)
2. The Communicator (e.g. develop rapport, trust and ethical therapeutics relationships with patients and families)
3. The Collaborator (e.g. participate effectively in an interprofessional healthcare team)
4. The Scholar (e.g. Maintain and enhance professional activities through ongoing learning)
5. The Health Advocate (e.g. Respond to individual patient health needs and issues as part of patient care)
6. The Manager (e.g. Participate in activities that contribute to the effectiveness of their healthcare organizations and
systems)
7. The Professional (e.g. Demonstrate a commitment to their patients, profession, and society through ethical practice)
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Appendix 9: Situational Judgement Test ‐ Literature Review Table
1. Definition

2. Popularity

Christian et al
(2010)

“An SJT is a measurement method typically composed of job-related situations or scenarios that describe a dilemma or problem requiring the
application of relevant knowledge, skills, abilities, or other characteristics (KSAOs) to solve” (pp.84).

Banki & Latham
(2010)

SJTs require respondents to mentally simulate that they are faced with the situation and select from a list of actions, the ones they
would most likely and least likely perform.

Lievens, Peeters
& Schollaert
(2008)

SJTs are hypothetical work-based scenarios presented to applicants, who make judgements about possible responses, and these
responses are then assessed against a pre-determined scoring key. Response alternatives can be presented in either a written (low
fidelity) or a video-based (medium fidelity) format. Applicants are not asked to show any actual behaviour (high fidelity) unlike
in assessment centre simulations.

Bergman et al
(2006)

Scenarios are created on the basis of job analysis findings and critical incidents assessment. Applicants can be required to make
their judgements in the format of choosing the best option, worst option, or asked to rate effectiveness of alternatives, and
responses are typically scored by comparing them to the judgements of experts in the respective field.

McDaniels &
Nguyen (2001)

To develop SJTs, it is common to collect data from incumbents or other subject matter experts (SMEs) regarding critical incidents
(stories about situations encountered at work). Sometimes the SMEs are not offered any guidance on the critical incidents on the
topic, in other situations they are directed to write items based on competencies derived from a job analysis.

Motowidlo,
Dunnette, &
Carter (1990)

The popularity and use of situational judgement inventories has grown over the past 15 years because of the advantages
associated with the use of SJTs in a selection context. SJTs tend to be relatively easy and inexpensive to develop, administer, and
score.
“The increased popularity of SJTs is undoubtedly due to research showing these tests can have validity on par with cognitive ability tests,
whereas usually producing lower levels of adverse impact and more positive test-taker reactions” (pp.82).

Weekley &
Ployhart (2005)
Lievens et al
(2008)
Landy (2007)

3. Relevant Theory

There are a number of benefits from using SJTs, in that they are relatively easy and cost-effective to develop, administer and score.
SJTs are also versatile in their presentation, and can be written, web or video-based.
“They seem to represent psychometric alchemy (adverse impact is down, validity is up), they seem to assess practically important KSAOs
[knowledge, skills, abilities, and other characteristics], and assessees like them” (p. 418).

Whetzel,
MsDaniel &
Nguyen (2008)

Highlight two reasons for the increasing popularity of SJTs: firstly they have useful levels of validity in terms of predicting job
performance and secondly they are often viewed as both face and content valid as they describe work-related situations.

Motowidlo et al
(1990)

SJTs predict job performance because of the behavioural consistency principle: past behaviour is the best predictor of future
behaviour.

Motowidlo et al
(1990)

SJTs measure an applicant’s intentions and goals; SJT items will be more predictive when they are written to reflect the criterion in
terms of target (what the behaviour is directed towards), action (actual behaviour), context (situational context surrounding the
behaviour), and time (when the behaviour will take place) (TACT; Ajzen & Fishbein 1980).

Motowidlo et al
(2006)

Introduced implicit trait policy, which posits that individual differences in personality traits affect judgements in situations that
may require the expression of those personality traits. For example, if the responses to SJT items that express more agreeableness
are truly more effective, those candidates who are high in agreeableness will weigh those responses more heavily than those low
in agreeableness.
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Whetzel &
McDaniel (2009)

Personnel selection research typically emerged from an applied need to screen job applicants, therefore it tends to lack a broad
theoretical basis.

Whetzel and
McDaniel (2009)

Highlight the inherent difficulty of estimating the reliability of SJTs. SJTs typically measure multiple constructs and are construct
heterogenous at the item level (McDaniel & Whetzel, 2005). For example, the same item could be targeting both conscientiousness
and/or intelligence. Due to this Cronbach’s alpha is suggested to be an inappropriate reliability index (Cronbach, 1949, 1951).
Test-retest and parallel form reliabilities are more appropriate but rarely reported in the literature and thus many researchers
provide internal consistency estimates with or without acknowledging that they underestimate the reliability (e.g. Pulakos &
Schmitt, 1996, Pulakos et al, 1996).

McDaniel,
Morgeson,
Finnegan,
Campion &
Breverman
(2001)

Conducted a meta-analysis of 39 different SJTs and found the internal consistency coefficients across tests varied between .43 and
.94.

Legree (1995)

Highlighted how the reliability estimates for SJTs are surprisingly modest given their length (.50-.80).

Chan & Schmitt
(2002)

Estimated a parallel form reliability of .76 for their SJT.

Lievens, Buyse
& Sackett
(2005a)

Found a reliability of .66 between two alternate forms of their SJT which were developed for the medical admission exams in
Belgium and completed by 250 introductory psychology students with a 1 week interval.

Bledlow & Frese
(2009)

Found adequate stability of responses over time for their SJT measuring personal initiative.

Ployhart &
Ehrhart (2003)

Found test-retest reliability ranging from .20 - .92 depending on the types of response instructions used for their SJT (.20 = rate the
effectiveness of each response and .92 = rate how likely you would perform each option).

Weekley &
Jones (1997)

Found their two video-based SJTs correlated with performance criteria at .22 (using a sample from a retail company) and .24
(using a sample from a nursing home operator) and both of these increased to mid .30s after correcting for estimated criterion
unreliability. They also reported incremental validity relative to experience and cognitive ability.

McDaniel et al
(2001)

Conducted a meta-analysis and based on 102 validity coefficients, estimated that SJTs have an overall criterion-related validity of
.34. This is comparable to ACs (Gaugler, Rosenthal, Thornton, & Benson, 1987), employment interviews (McDaniel et al, 1994) and
biodata (Rothstein, Schmidt, Erwin, Owens, & Sparks, 1990). When corrected for restriction of range and criterion unreliability,
the validity of SJTs increased to .56, which “rivals the validity of the best predictors available to industrial-organisational psychologists in
an employment situation” (Clevenger et al, 2001). McDaniels et al (2001) also found that those SJTs based on a job analysis had
higher validities than those not based on a job analysis (.38 vs. .29).

McDaniel et al
(2007)

In a more comprehensive meta analysis, the overall validity of SJTs across 118 coefficients was found to be .26 (N=24,756)
regardless of instruction type.

O’Connell,

Found that SJTs have slight incremental validity over cognitive and personality measures and a composite of both when

4. Reliability
i. Internal Consistency

ii. Parallel Form

iii. Test Retest

5. Criterion related validity
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Hartman,
McDaniel,
Grubb &
Lawrence (2007)

predicting task peformance (r change: .03,.04 and .01 respectively) but only had incremental validity over cognitive ability when
predicting contextual performamce (.04).

Hedlund et al
(2001)

Revealed that a SJT (tacit knowledge inventory) had incremental validity over Graduate Management Admission Test scores
among Masters of Business Administration students.

Lievens, Buyse
& Sackett
(2005b)

Examined the incremental validity of a SJT over traditional cognitively oriented measures in an operational student admission
context. Their aim was to measure skills other than cognitive ability (i.e. interpersonal and communication skills). The SJT
exhibited incremental validity over the cognitively oriented predictors for curricula with a substantial interpersonal skill
component but not for curricula with a minimal interpersonal skill component. Interestingly, the SJT validity increased through
the 4 academic years. This is consistent with research showing that non-cognitive predictors become more important when the
criterion data are gathered later on (Goldstein, Zedeck & Goldstein, 2002; Jansen & Stoop, 2001). The authors conclude that their
study demonstrates that SJTs can be a useful and valid complement to traditional student admission tests even in an operational
high-stakes context.

Oswald et al
(2004)

Their SJT had “potentially useful levels of criterion-related and incremental validity over and above SAT/ACT scores (cognitively oriented
measures) and existing measures of the Big Five”, although it failed to predict college GPA.

Chan & Schmitt
(2002)

They found that the SJT measured a stable individual difference attribute that was not associated with job experience and that was
distinct from cognitive ability and the Big Five personality traits. The SJT had substantial validity in predicting task performance
(core technical proficiency), contextual performance (job dedication, interpersonal facilitation) and overall job performance.
Moreover, relative to the validity offered jointly by cognitive ability, all Big Five personality traits and job experience, the SJT
provided substantial incremental validity in predicting performance dimensions (.24 for predicting core technical proficiency, .30
for job dedication, .17 for interpersonal facilitation, and .21 for overall job performance).

Lievens &
Coetsier (2002)

Found their SJTs used in a Flemish medical admissions context correlated with students’ first year scores (.23). Furthermore, they
found that out of the 4 SJTs they developed, those that had situations which the applicants had previously experienced had higher
predictive validities than those that were unfamiliar (i.e. a video-based lecture and written text from a core text book over a
physician-patient interaction and medical expert discussion).

Weekley &
Ployhart (2005)

Their SJT had incremental validity over experience, ability and personality in terms of predicting performance. The authors
conclude that the SJT is therefore not merely a proxy for experience, ability or personality but relates to performance for different
reasons.

Borman,
Hanson,
Oppler, Pulakos
& White (1993)

Developed a SJT of supervisory judgement using different situations in the armed services and found a correlation of r=.22 with
supervisory ratings of performance using a sample of 570 supervisors in the military.

Patterson,
Baron, Carr,
Plint & Lane
(2009)

Compared the validity of three shortlisting methodologies for selection into postgraduate GP training. An SJT was piloted
alongside a structured application form (AFQ) and a clinical problem solving test (CPS) in the live selection process in 2006. All
three tests predicted selection centre performance but the SJT served as the best single predictor, showing incremental validity
over the AFQ and CPS. This is the first study to evaluate a machine-marked SJT to assess non-clinical domains for postgraduate
selection.

Bledlow & Frese

Validated a SJT for measuring personal initiative (SJT-PI). Scores on the SJT-PI were significantly correlated with supervisor
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(2009)

ratings of overall performance (.37) and personal initiative specifically (.48).

Mumford, van
Iddekinge,
Morgeson &
Campion (2008)

Validated a SJT (called the Team Role Test; TRT) which looked at individual differences in team role knowledge. Scores on the
TRT correlated significantly with peer ratings of team role performance in both academic and work settings.

Schmitt et al
(2009)

In a 4 year longitudinal study carried out across 10 US colleges and universities, an SJT (addressing everyday practical problems a
student may encounter both in and out of the classroom) was found to have incremental validity in predicting GPA college scores
and absenteeism over and above high school GPAs and standardized tests of cognitive ability in the areas of verbal and
mathematical skills (SAT/ACT; n=1165).

Patterson, et al
(2009)

Carried out two validation studies across two consecutive years looking at the use of a critical problem solving test (CPS) and a
SJT for selection into Core Medical Training (CMT) in the UK. The average uncorrected correlation with CMT interview scores
and the SJT was .52. Furthermore the SJT (and the CPS) were found to have significant incremental validity over the traditional
application form shortlisting process (17% for the SJT and 22% for the SJT and CPS combined).

Christian et al
(2010)

Reviewed the literature regarding the construct validity of SJTs and claimed that there is a huge need to disentangle the effects of
the measurement method from the constructs trying to be measured. They suggest the need for a construct-oriented paradigm for
SJT research and this will depend upon researchers reporting detailed construct information. By doing this, it will be easier to
compare different types of stimulus material (e.g. paper and pencil, computerized), different response modalities (e.g. written,
oral) or different scoring strategies (subject matter experts, consensus based scoring) whilst holding the construct constant.

Weekley &
Jones (1999)

Present two perspectives on SJTs, the first suggests that SJTs predict performance because they reflect the influence of other
constructs that are themselves related to job performance e.g. cognitive ability, job experience. The second perspective suggests
that SJTs measure a unique construct providing incremental validity over traditional predictors of performance. In their 2 studies
they found that cognitive ability and job experience were related to their SJTs. They also found that their SJTs added incremental
validity in the prediction of performance over cognitive ability and experience in one of their studies but not the other. The
authors subsequently conclude that “SJTs are multidimensional manifestations of several job-relevant skills and abilities…it is probably
best at this point to conclude that SJTs represent a method and not a construct” (pp.17).
“Although SJTs are increasingly popular for practical reasons, there remains much uncertainty as to why they actually work and what they
actually measure.” (pp.82)

Weekley &
Ployhart (2005)
Clevenger,
Pereira,
Wiechmann,
Schmitt &
Harvey (2001)

Found their SJTs to have incremental validity over and above cognitive ability, personality tests, job knowledge and job
experience. They propose that SJT items that require knowledge about problem solving, planning and decision making will be
related to cognitive ability measures; Whereas those situations that require knowledge of dealing with difficult interpersonal
situations will not be highly related to cognitive ability but more highly related to personality constructs.

Lievens et al
(2005b)

Suggest that there is an emerging consensus that SJTs are essentially measurement methods that can be designed to measure a
variety of constructs (both cognitive and non cognitive). They argue that researchers are moving away from general discussions of
predictors as “valid” to considerations of “valid for what”? They consider it useful to consider the construct domain underlying a
given SJT rather than viewing the SJT has a single entity. They also consider that expectations for the validity of a given SJT
require attention to the criterion in question, for example, an SJT with an interpersonal skill focus would not be theoretically
expected to predict a highly cognitively loaded criterion.

Sternberg,

SJTs form the basis for measuring tacit knowledge, a form of intelligence or ‘street smarts’. Tacit knowledge is considered to be a
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Wagner,
Williams &
Horvath (1995)

construct independent of cognitive ability and is derived from experience.

Lievens et al
(2008)

Highlight the sheer number of different constructs that SJTs have been used to measure including: teamwork knowledge
(McClough and Rogelberg, 2003; Morgeson et al., 2005; Stevens and Campion, 1999), aviation pilot judgment (Hunter, 2003),
employee integrity (Becker, 2005), call-centre performance (Konradt et al., 2003), or academic performance (Oswald et al., 2004).

Weekley &
Ployhart (2005)

Using path analysis, they found that their SJT correlated with aspects of ability, experience, and personality that most related to
managerial experience (e.g. cognitive ability, general work experience, tenure, job-specific training experience, conscientiousness,
emotional stability and extroversion).

Westring et al
(2009)

Propose that construct validity can be better understood by isolating out the effects of the situational factors and individual
differences directing participant responses. In their study they specifically designed a SJT of achievement goals (SJT-AG) to
estimate individual and situational influences on the types of achievement goals students report they would adopt in a range of
academic situations. Using structural equation modelling, they found that situational factors accounted for over three times as
much variance as individual difference factors.

Oswald et al
(2004)

SJTs have much in common with personality constructs because SJTs rely on individuals' subjective judgments of response-option
appropriateness.

McDaniel and
Nguyen (2001)

Examined relations between SJT scores and personality characteristics according to a bare-bones meta-analytic strategy that did
not make adjustments for unreliability. The aggregated correlations with SJT scores were .25 for agreeableness, .26 for
conscientiousness, .31 for emotional stability, .06 for extroversion, and .09 for openness. Excluding results from one particularly
large study that found exceptionally strong relations with agreeableness and conscientiousness, correlations aggregated over the
remaining studies were .13 for agreeableness and .17 for conscientiousness.

Mullins and
Schmitt (1998)

Reported that an SJT was most strongly correlated with the Conscientiousness (r = .26) and Agreeableness (r =.22) factors of the
NEO-PI-R (Costa & McRae, 1992).

Smith and
McDaniel (1998)

Found that their SJT was correlated with a measures of Conscientiousness (r=.32) and Neuroticism (r=.22). They did not find a
relationship between their SJT and Agreeableness.

Clevenger et al
(2001)

Highlight that although the pattern of results is not completely consistent across previous studies investigating the relationship
between personality and SJTs, there does appear to be sufficient evidence to suggest that SJTs are correlated with important
aspects of personality. They suggest that “because conscientiousness is also the personality construct most consistently and highly related
with job performance (Barrick & Mount, 1991), the empirical validity of SJTs may be partially a function of their relationship with
conscientiousness”.

Motowidlo,
Hooper, and
Jackson (2006);
Motowidlo &
Beier (2010)

They suggest that the procedural knowledge typically measured in an SJT is made up of implicit trait policies (ITPs) and specific
job knowledge. ITPs refer to implicit beliefs about the costs and benefits of expressing certain personality traits in situations
described in SJT items (e.g. knowing that generally being more agreeable is likely to be better across a range of situations). ITPs
are more general than specific job knowledge which is more about effective action that may be unique to a given job (e.g., it is
only once you have been in the job that you can learn when, for example, it may be more beneficial to be disagreeable in a certain
work situation). As such, a response to an SJT question is determined by both of these types of knowledge: ITPs can compensate
for when you have not had experience within the job and job knowledge can compensate for inaccurate ITPs. In 2010, Motowidlo
and Beier expanded the model to include cognitive ability and its direct effect upon both ITPs and specific job knowledge. They
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have found preliminary support for their model. Two key implications from this work are that an SJT can be valid for selecting
novice applicants with no relevant job experience so long as the SJT items tap into their ITPs and a scoring key can be developed
from effectiveness judgements by judges with no relevant job experience depending on three key conditions: 1. The SJT items
must express personality traits that correlate with their effectiveness 2. Judges must have had experiences outside the specific job
context that taught them the utility and value of various trait expressions 3. Judges must be able to accurately estimate the extent
to which the SJT responses express those traits. However, they conclude that if experts are available, a scoring key based on their
judgements is still preferential.

ii Cognitive Ability

iii Job Knowledge

Lievens &
Coetsier (2002)

Found their SJT score significantly correlated with a composite score from the NEO-PI-R (.26) particularly the openness to
experience scale.

McDaniel et al
(2007)

Meta analysis revealed that SJTs had incremental validity over personality by 6-7%.

McDaniel et al
(2001)

Meta-analysis which reported a mean correlation of SJTs and cognitive ability of .46. However, there was a great deal of
variability in these correlations (nearly .0 to 1.0) and examination of moderators of the relationship indicated only modest success
in accounting for this variability (e.g. SJTs based on a job analysis were more highly correlated with cognitive ability .50 vs. .38
and SJTs with more detailed questions were more highly related to cognitive ability .56 vs. .47)..

Chan & Schmitt
(2002) and
Clevenger et al
(2001)

Found SJT scores to be uncorrelated with cognitive ability

Chan & Smith
(2002)

Similar to Clevenger et al (2001), they suggest that the variability in estimates of the correlation between cognitive ability and SJT
are due to the nature of the situations presented. Those that are more cognitive in nature (e.g. planning, organisational ability,
analytic problem solving) will correlate higher with cognitive ability than those which refer to more interpersonal issues (e.g.
leadership); in these situations personality will play a greater role.

Lievens &
Coetsier (2002)

Found their SJTs to have incremental validity over cognitive ability tests.

McDaniels et al
(2007)

Meta analysis revealed that SJTs provide incremental validity over cognitive ability varying from 3 to 5% and a small degree of
incremental validity over both the Big 5 and cognitive ability (1 to 2%).

Weekley &
Jones (1997)

Found significant incremental validity of SJTs over cognitive ability.

McDaniel &
Whetzel (2005)

The observed validities of SJTs (.21, .25) are approximately the same as the observed validities of cognitive ability tests (about .25).

Schmidt (1994)

Suggest that SJTs are nothing more than tests of job knowledge.

Weekley &
Jones (1997)

Reported a correlation of .20 between a rationally scored SJT and job experience.

Weekley &
Jones (1999)

Reported a correlation of .23 between SJT scores and a broad measure of general work experience and a correlation of .02 between
job tenure and the same SJT measure.

Quiñones et al
(1995) and

Argued that experience is a multifaceted construct and different operationalisations of it may result in different findings
regarding SJTs and job experience (e.g. general experience vs. highly job-specific experience).
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Tesluk & Jacobs
(1998)

7. Fairness and adverse
impact

Weekley &
Jones (1999)

Suggest some SJTs may be more strongly related to general experience measures than to highly job-specific experience measures

McDaniel &
Nguyen (2001)

In their ‘bare-bones’ meta-analysis, job experience was found to have a small positive correlation with SJTs among all the
correlates examined (mean r=.05). Despite such a small correlation, McDaniel and Nguyen (2001) claim that this provides
evidence that SJTs are measures of job knowledge. However, they also suggest that correlations with job experience would be
greater with less experienced applicant pools (as one learns most of the job knowledge needed for job performance in the early
years of experience and each additional year contributes less and less job knowledge).

Clevenger et al
(2001)

In their study, correlations between the SJT and job experience were all low and non-significant. The authors argue that
previously found correlations between job experience and SJTs may be influenced by the variability in experience as well as the
types of previous experiences. Likewise different types of job knowledge may be targeted in SJTs, for example technical job
knowledge vs. contextual job knowledge.

Weekley &
Ployhart (2005)

Conclude that their SJT reflects general forms of knowledge as opposed to job specific forms of knowledge (as there SJT
completely mediated the effects of general work experience and cognitive ability whilst remaining unrelated to training
experience and job tenure).

Lievens et al
(2005b)

Their SJT measuring interpersonal skills in a physician-patient interaction was found to have predictive validity even though it
was administered to students who had never conducted an interview with a patient. They therefore highlight how this finding is
relevant in the context of the common assumption that SJTs are primarily measuring job knowledge or experience. The authors
argue that what is involved here is not job-specific knowledge but, rather, more general knowledge of effective behaviour in
interpersonal settings.

Motowidlo et al
(1990)

Found standardized mean differences on an SJT between African Americans and Caucasians of .14 and .29 in two different
samples.

Motowidlo &
Tippins (1993)

Reported a difference on a SJT between African Americans and Caucasians approximately equal to one third of a standard
deviation. They also found that women outperformed men with effect sizes ranging from .11 to .32.

Pulakos &
Schmitt (1996)

Reported a standardised mean difference on an SJT of .41 for African Americans and Caucasians and .02 for Hispanic Americans
and Caucasians.

Hough et al
(2001) and
Weekley &
Jones (1999)

Both report moderate subgroup differences favouring Whites (d’s ranging from .52 to .85) and smaller subgroup differences
favouring women (d’s ranging from .19 to .31).

Nguyen,
McDaniel &
Whetzel (2005)

Found a difference in mean scores between White and Black candidates of .38 of a standard deviation in favour of White
candidates and a difference in mean scores between males and females of .10 standard deviations in favour of females.

Lievens &
Coetsier (2002)

Found that women scored significantly higher than men in their SJTs. However, these differences were diminished when the SJTs
were paired with cognitive ability measures; the gender differences are balanced out as men typically perform better on cognitive
ability tests.

O’Connell,

Found subgroup differences between Black and White participants of .38 in favour of White participants. They also found a
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Hartman,
McDaniel,
Grubb &
Lawrence (2007)

gender difference of .27 in favour of females.

Banki & Latham
(2010)

Found no adverse impact by sex on their SJT.

Clevenger et al
(2001)

Analyses of subgroup differences for the SJT were encouraging, in that, relative to other predictors (cognitive ability, job
knowledge) the size of such differences was relatively small. Only the Conscientiousness measure displayed evidence of smaller
subgroup differences than the SJT. The authors suggest that SJTs can provide validity comparable with cognitive ability tests, yet
produce smaller subgroup differences and more favourable applicant reactions.

Jensen (1998)

Differences in mean SJT scores across race are typically smaller than cognitive ability tests.

Oswald et al
(2004)

Racial subgroup mean differences were much smaller on the SJT than they were on the standardised tests and GPA

Weekley &
Jones (1999)

Gender differences could be because of the interpersonal nature of SJTs.

Lievens et al
(2005b)

Suggest that SJT research in personnel selection has generally found lower subgroup differences for SJTs than for cognitive ability
tests. SJTs with a lower cognitive loading seem to have less adverse impact than SJTs that are more g-loaded.

Whetzel et al
(2008)

Provided a systematic review of mean race and sex differences in SJT performance. Their findings revealed that, on average,
White test takers performed better on SJTs than Black (d = .38), Hispanic (d=.24) and Asian (d=.29) candidates. Female candidates
performed slightly better than male candidates (d=-.11). They also looked at two moderators: cognitive and personality loadings
and response instructions. Typically race differences were explained by the cognitive loading of the SJT i.e. those SJTs that had
higher correlations with cognitive ability had larger mean race differences. Regarding the effect of personality loadings of SJTs on
race differences, Black-White and Asian-White differences were smaller to the extent that SJTs were correlated with emotional
stability and Hispanic-White differences were smaller to the extent that SJTs were correlated with conscientiousness and
agreeableness. Cognitive loading had minimal impact on gender differences, however the more the SJT correlated with
agreeableness and conscientiousness, the greater the sex differences favouring women. Regarding the effect of the response
instructions, knowledge instructions produced larger race and gender differences favouring White participants and women (due
to higher correlations with cognitive ability).

Kanning et al
(2006)

In two studies, the authors investigated the subjects' reactions to different kinds of situational judgment items. The item formats
differed with regard to two variables: interactivity (non-interactive: in each item, the subject is confronted with a new situation vs.
interactive: the situation develops according to the answer given and the subject is asked once more about the new situation) as
well as modality of presentation (stimulus and response components of the items are given in the form of a video vs. in text form).
The authors expected the degree of interaction and the presentation via video to have a positive effect on the subjects' evaluation
(in terms of usefulness, emotional reaction, transparency, job-relatedness, acceptance and fairness). In accordance with the
researchers’ expectations, interactive situational judgment items using videos in the stimulus as well as in the response
component received the highest ratings.

Chan & Schmitt
(1997)

SJTs were perceived as favourable.
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OlsonBuchanan &
Drasgow (2006)

Video-based SJTs help us “better understand how the assessee will interpret verbal and nonverbal behaviours of others in the workplace and
choose to respond” (p.253).

Weekley &
Jones (1997)

There are lots of advantages to using video-based SJTs – they can depict richer and more detailed behavioural incidents increasing
their fidelity; they requrie no reading so provide no means for assessing candidates who would otherwise perform poorly on
written tests; watching a video may be more natural for many poeple; they may provide a more realistic job preview; they can be
administrated to a large group; have high face validity. However, there are some downsides, for example they are costly to
develop and may insert irrelevant contextual information and unintentionally bring more error into SJTs.

Chan & Schmitt
(1997)

Conducted a laboratory experiment, showing that a video-based SJT had significantly less adverse impact than a written SJT. The
authors suggest that this can partly be explained by subgroup differences in both reading comprehension ability and face validity
perceptions (with Black candidates perceiving the written SJT to have lower face validity than White candidates).

Richman-Hirsch
et al (2000)

Found that students reacted more favourably to a multimedia format of a conflict resolution skill SJT as compared with a
computerized and written format of the same test (in a laboratory study). The students found the multimedia SJT more face valid,
more enjoyable and more modern that the other two versions.

Lievens &
Sackett (2006b)

Examined whether video-based SJTs have higher predictive validity than written SJTs (keeping verbal content constant). The
samples consisted of 1,159 students who completed a video-based version of an SJT and 1,750 students who completed the same
SJT in a written format. The study was conducted in a high stakes testing context in Belgium. The video-based version of an
interpersonally oriented SJT had a lower correlation with cognitive ability than did the written version. It also had higher
predictive and incremental validity for predicting interpersonally oriented criteria than did the written version. Interestingly,
there were no significant differences between the face validity perceptions of the video-based and written SJTs contrary to prior
laboratory studies (e.g. Chan & Schmitt, 1997; Richman-Hirsch et al., 2000).

Siu & Reiter
(2010)

Argue that since SJTs aim to provide additional measures of non-cognitive qualities, the written SJT has less added value
compared to the video-based SJT.

Whetzel &
McDaniel (2009)

One must weight up the cost of video-based SJTS (e.g. cost of actors, videographers, studios etc) against the predictive and
incremental validity over cognitive ability in predictng performance in high stakes settings.

Funke &
Schuler (1998)

Compared various stimulus components (video, orally-presented questions) and response components (multiple choice, written,
orally-given replies) of SJTs looking at occupational social competency. They found that the stimulus component alone does not
account for additional validity when holding the response format constant. Rather, it is the response format that is most
important, with higher fidelity response formats leading to higher validies (e.g. orally-given responses). Written response formats
(compared to multiple choice and orally-given responses) and orally-presented questions (compared to video stimulus) were also
more difficult for particpants (n=75 students).

McDaniel &
Nguyen (2003)

Highlight the range of response instructions that can be used for SJTs:
• What would you most likely do?
• What would you least likely do?
• What would you most likely do? And then What would you least likely do?
• Pick the best answer
• Pick the best answer and then pick the worst answer
• Rate each response on effectiveness
“What would you most/least likely do” and “Pick the best/worst answer” are the most commonly used in SJT literature.
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Ployhart &
Ehrhart (2003)

Found that response instructions had a large effect on SJT reliability and validity. In general, behavioural tendency instructions
(i.e. asking what one ‘would do’) showed increased criterion-related validities (relating to GPA, self ratings and peer ratings) and
higher test-retest reliabilities compared to knowledge based instructions (i.e. asking what one ‘should do’). The response
instructions did not have a large impact upon internal consistency reliabilities.

McDaniel et al.
(2007)

Provide a comprehensive review on the moderating effects of response instructions. They found that SJTs requiring knowledge
responses measure maximal performance. Similar to cognitive ability, knowledge questions ask candidates whether they know
what the most effective answer is (knowledge response formats are more highly correlated with cognitive ability and less highly
with personality measures; McDaniel, Hartman & Grubb, 2003). On the other hand, SJTs requiring behavioural responses measure
typical performance as they require candidates to report how they typically behave, similar to non cognitive inventories
(behavioural tendency formats have been shown to correlate less highly with cognitive ability and more highly with personality –
particularly agreeableness, conscientiousness and emotional stability; McDaniel, Hartman & Grubb, 2003). SJTs with behavioural
instructions are saturated with non-cognitive variance and so are susceptible to self deception and impression management.
Therefore the construct validity varies as a function of the response instructions. When SJT content is held constant, McDaniel et
al (2007) make a tentative conclusion that predictive validities tend to be higher with knowledge instructions (which is in contrast
to Ployhart and Ehrhart’s (2003) findings). The authors advise that test developers of SJTs should use behavioural tendency
instructions if they wish to emphasize the assessment of personality constructs and those wishing to maximise cognitive ability
should use knowledge instructions.

Nguyen &
McDaniel (2003)

Found that subgroup differences existed in both behavioural tendency and knowledge based instructions with the behavioural
tendency instructions producing slightly less subgroup differences. They also found that the knowledge based instructions had a
higher cognitive loading explaining why this produced slightly more subgroup differences.

Motowidlo,
Crook, Kell &
Naemi (2009)

Developed a SJT with a single response option (i.e. rate the effectiveness of each incident on a 7 point scale from 1 = ‘very
ineffective’ to 7 = ‘very effective’) as opposed to a multiple response option (i.e. select the best-worst option or the option you
would most/least likely perform). The SJT was designed with three scales: work effort, professionalism and personal skills. The
work effort scale was the only one to relate to supervisory ratings of work effort. The authors conclude that a single response SJT
format might be a useful alternative for test developers.

Lievens, Sackett
& Buyse (2009)

Highlight the limitations of previous work that has explored the effects of response instructions; namely the use of incumbents
who are in a familiar domain and have little motivation to fake. They carried out their study in a high stakes medical admissions
process in Belgium wherein applicants were assigned papers with behavioural tendency instructions or knowledge based
instructions. Firstly they found no difference in mean scores across both sets of responses sets. Secondly, despite the SJTs with
knowledge based instructions correlating more highly with cognitive ability, this was a very small effect and thus any effects
upon adverse impact would also be small. They also found no difference in criterion-related validity across instruction sets. The
authors conclude that “Given the minimal differences between formats, we suggest that knowledge instructions should be preferred, because
they make faking a nonissue, and thus do not create a moral dilemma (should I fake or not?) for applicants” (pp.1100).

Nguyen,
Biderman, &
McDaniel (2005)

They administered a SJT with both knowledge and behavioural tendency instructions to a sample of students who had to
complete the measures under ‘honest’ and ‘fake good’ conditions. Findings showed that SJTs with behavioural tendency
instructions were fakable (average d = .25). However, the fakability of the knowledge based instructions only existed when
students completed the ‘faking good’ condition before the ‘honest’ condition. The authors conclude that knowledge based SJT
instructions ‘are relatively immune from faking’.
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Peeters &
Lievens (2005):

Studied the fakability of a SJT using college students. Their SJT consisted of 23 items related to student issues (e.g. teamwork,
studying for exams, organizing, accomplishing assignments, interpersonal skills, social responsibility, perseverance, and integrity)
and students were asked how they would respond (a behavioural tendency instruction). Their results showed that students in the
fake condition (N=153) had significantly higher SJT scores than students in the honest condition (N=138; and this had a
particularly large effect size d = .89). They also found that the criterion-related validity in the faking group was significantly lower
(r=.09) than in the honest group (r=.33). Furthermore in the faking group, the SJT did not add any incremental validity over GPA
whereas it added a further 5.1% explained variance in the honest group.

Lievens &
Peeters (2009)

When 249 students were asked to elaborate on their responses to an SJT related to college student success (i.e. provide a short
reason why they had chosen their option out of the list of alternatives), those who were asked to fake their responses (by getting
the highest score they could) had lower overall SJT scores compared to those who were not asked to elaborate. Furthermore, this
effect was only apparent with familiar items (i.e. those items where students had encountered the situation in the past). These
findings therefore confirm that prior familiarity with items is an important factor in determining the effects of elaboration on
mean scores. Familiar items were also more easily faked than non familiar items. Lievens and Peeters (2009) conclude that
elaboration may be a useful strategy to decrease faking when SJTs are primarily made up of familiar items (e.g. for licensing
purposes for job incumbents or job seekers with considerable experience). In contrast, elaboration is less useful for SJTs with nonfamiliar items (e.g. use of SJTs for college admissions or training contexts). Finally, it was found that elaboration received more
favourable participant reactions in terms of allowing them to present themselves more accurately and show their KSAs.

Hooper et al
(2006)

Reviewed existing research on faking and SJT scores. They concluded that SJTs might be prone to faking good (d=.08-.89). They
suggest that this large variability could be explained by moderating variables such as SJT instructions, the constructs measured,
the transparency of the items and the study design used. They also concluded that SJTs were less fakable than personality
inventories.

Vasilopoulos,
Reilly &
Leaman (2000)

SJT test takers who have relevant job knowledge and/or experience have been found to be better able to fake than inexperienced
test-takers.

Kanning &
Kuhne (2006)

Studied the effect of social desirability on SJT items. They included an 11-item SJT using behavioural tendency instructions and a
measure of social desirability in a test battery designed to select police officers. They used three groups consisting of real
applicants, students instructed to present a positive impression, and students instructed to respond honestly (N=55 for each
group). They found that the means were nearly equal in the two student samples (honest and faking). Further, the number of
students who “passed/did not pass” the battery was not that different between the honest vs. faking condition.

Whetzel &
McDaniel (2009)

In their review of the literature they conclude that typically those instructed to fake can – they subsequently suggest using
knowledge based instructions.

Oswald et al
(2004)

In their study, their SJI was correlated with self-deception and impression-management measures of social desirability. Whether
this correlation is performance related (i.e., students who are better at impression management also do better in their academic
work) or this is a form of bias has been debated in the employment literature; Oswald et al (2004) propose that most likely both
are partial explanations. They argue that the relevant question is not whether students can be coached to get better scores on these
tests (they believe they can) but whether the higher scores invalidate the utility of these measures and whether researchers and
practitioners can take steps to minimize the effects from coaching or faking these measures.

Cullen, Sackett
& Lievens

Examined the coachability of two SJTs (the College Student Questionnaire; CSQ; and the Situational Judgement Inventory; SJI).
They developed a ‘coaching course’ for these two SJTs identifying test taking strategies. They found that scores increased for the
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(2006)

CSQ but decreased for the SJI (compared to controls). In an attempt to understand these findings, they administered surveys
asking participants about the level of effort required to understand the test taking strategies, and those for the SJI were considered
more difficult. They concluded that SJTs, typically constructed from SME judgements or empirical keying rather than defined
rules are less coachable.

Lievens, Buyse
& Sackett
(2005b)

Looked at the effects of re-testing in an operational setting, namely a Belgian medical admissions context. They categorized retest
effects into four categories: 1) measurement error, 2) true change in construct of interest, 3) criterion-relevant change (e.g.
familiarity of the test) and 4) criterion-irrelevant change (e.g. tricks) and explored both within and between subject effects. They
found significant retest effects for the SJT. However, using various techniques, they found that the change could be categorised in
both 2) and/or 3) because retaking the test did not result in any significant change to validity.

Lievens &
Sackett (2007)

Compared three different methods from item generation theory to decide how similar an SJT needs to be to provide consistent
measurement across alternate forms. They conducted the study in a high stakes setting in Belgium and employed the ‘radicalsincidentals approach’ to identify three different perspectives about key features of SJTs (radicals are structural item features that
determine difficulty and incidentals refer to surface characteristics like wording or grammar which have no effect upon
difficulty). The first perspective (random assignment) assigns the targeted domain/construct as a radical and therefore only holds
the targeted domain constant across SJTs changing all other features – this produced very low consistencies across the SJTs. The
second approach (incident isomorphic) assigns the domain and critical incidents built into the items (CIs) as radicals – this also
produced low consistencies across SJTs. The third approach (item isomorphic) assigns the domain, CIs and the context within
which the CIs and responses are embedded as radicals (e.g. stem wording and response options). They found empirical support
for this perspective, however, they warn that the item isomorphic approach could cause retest effects. Consistent with item
generation theory, none of the alternate form strategies produced a change in construct or criterion-related validity.

Lievens, Peeters
& Schoolaert
(2008)

Describe the various scoring methods for multiple choice SJTs. They are typically broken down into ‘rational’ and ‘empirical’.
Rationally scored items are based on experts’ judgements concerning the effectiveness of responses or best and worst options.
When items are empirically scored, they are administered to a large pilot sample. Items are selected and/or weighted according
to evidence that they differentiate between individuals who score at different levels on a criterion variable (e.g. job performance).
Options that are scored relatively often by high performing individuals are scored as correct etc.

Bergman,
Drasgow,
Donovan,
Henning, &
Juraska (2006)

Looked at 11 different types of scoring using a leadership skills assessment SJT including empirical scoring (items or options are
scored according to their relationships with a criterion measure; Hogan, 1994), theoretical scoring (items are constructed to reflect
theory, or theory can be used to identify the best and worst options) expert-based scoring (subject matter experts make judgement
about the items) and hybridized scoring (a combination of different scoring methods). Results showed that four keys accounted
for additional variance in leadership ratings beyond cognitive ability and personality: empirical key (2.3%); hybrid initiating
structure (3.0%); hybrid participation, (1.7%); and SME, (4.9%). They also suggest that as the length of a SJT gets longer, the
scoring could get more complex. They concluded that the validity of a SJT depends in part on its scoring and that poor choices
could lead to the conclusion that SJTs are not valid when it may actually be down to the scoring key that is not valid.

Legree, Psotka,
Tremble
&Bourne (2005)

Suggest Consensus Based Measurement (CBM) may be a suitable alternative to expert-based scoring. Their CBM procedure
allowed examinee responses to be scored as deviations from the consensus defined by the response distributions of the examinee
sample. They reason that “…knowledge domains may exist that are lodged in opinion and have no objective standard for verification other
than societal views, opinions, and interpretations.” (p. 103). In their earlier work (Legree, 1995; Legree & Grafton, 1995), they
compared expert ratings and mean ratings across examinees using an SJT and found a correlation of .72 between the two scoring
methods. Similarly high correlations between experts and examinees have been found (e.g. Hedlund et al, 2003).
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Whetzel &
McDaniel (2009)

In their review of the literature, they conclude that different scoring keys can lead to a SJT assessing different constructs, although
more research is needed. They also suggest using a Likert scale to rate each response for effectiveness by recoding responses into
dichotomies such that responses are either effective or ineffective.

Phillips (1992,
1993)

Found that due to experts often not agreeing, a number of experts opinion is required to produce a credible scoring key, for
example 75% of 20 experts must agree that a specific response is ‘most appropriate’ for that scenario to be included in a SJT.

Schmitt & Chan
(2006)

Suggest using a scoring guide rather than a scoring key because real-world job demands often have multiple solutions that go
well beyond technical task knowledge.

Legree (1995)

Found that using a Likert scale as opposed to a forced choice method increased the reliability of their SJT.

Weekley &
Jones (1997)

Successfully used customers to develop a scoring key for their video-based SJT implemented in a nursing home organisation.

Schubert et al
(2008)

Concluded that the best way to validate ‘correct’ responses on a professional behaviour SJT was to take “a multidimensional
approach including a sound theoretical concept, clearly defined educational objectives, the definition of the level of available evidence for each
question, and an expert survey…(which) keeps experts from assigning the same rank to more than one answer...and the possibility for the
experts to comment on each question.” (pp.533)

Wang et al
(2009)

Used latent class analysis (LCA) to ensure the validity of expert scoring for their teamwork SJT. As described by Wang et al
(2009), “LCA identifies qualitatively different groups of cases based on consistencies in response patterns. An LCA of SJT items can determine
whether there are distinct groups of test takers showing different patterns of response on the SJT. If discrete groups of test takers have higher or
lower expert-derived scores, this provides evidence that expert scoring is valid” (pp.111).

Ployhart &
Erhart (2003)

Employed three different scoring methods: (1) For the SJTs that asked participants to pick one response (e.g. what option would
you choose?) the item was scored a ‘1’ if it matched the best response, a ‘-1’ if it matched the worst response and a ‘0’ if their
response was one of the other two options. (2) For those SJTs that asked to give a good and bad response (e.g. what would you
most/least likely do?), the good response was scored a ‘1’ if it matched the best response, a ‘-1’ was given if it matched the worst
response and a ‘0’ was given to all other options. (3) Finally, for those SJTs asking for ratings of each item on a 1 to 5 scale, the
score for the best response was added to the score for the worst response. These different types of scoring methods affected the
internal consistency: the last scoring method (ratings) led to the highest internal consistencies (.65 to .73). The second scoring
method (most/least likely) had lower internal consistencies (.30-.65), and the first scoring method (choose one response) led to the
lowest internal consistencies (.24-.65).

Lievens, Buyse
& Sackett
(2005b)

Highlight how the vast majority of studies are concurrent in design and do not involve the use of SJTs in operational settings (i.e.
SJTs were not used for making actual selection decisions, and no predictive validation design was used). In the meta-analysis of
McDaniel et al (2001), for example, only 6 studies used a predictive validation design, whereas 96 used a concurrent design.

Whetzel &
McDaniel (2009)

They also highlight how most SJT validity studies rely on concurrent designs which involve respondents who are incumbents and
therefore typically have little motivation to distort their responses compared to job applicants who may be motivated to fake their
responses (Lievens and colleagues ‘ research provide a key exception). Therefore, because SJT research primarily use concurrent
studies, it is possible that some of the conclusions may not hold for SJTs used to screen job applicants. They suggest that response
instructions may become less important because some applicants may ignore the behavioural tendency instructions and report the
most desirable behaviour (which is what Lievens et al (2009) found when using a SJT in a high stakes selection context).

MacKenzie et al

Found that cognitive ability was more strongly related to SJT scores in incumbent contexts than applicant contexts.

General Issues

i. Research vs. operational
settings
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(2010)
Ployart,
Weekley, Holtz
& Kemp (2003)

Looked at whether there was an effect of context (applicant vs. incumbent) upon the psychometric properties of a SJT. Found that
the applicant context showed less normal distributions, higher means and less variance. They conclude that applicants typically
indicate what they think is the best answer whereas incumbents draw upon what they did in the past.

ii. SJTs vs ACs

Lievens et al
(2008)

SJTs are known to have lower ‘physical fidelity’ than Assessment Centres or work sample assessments as they do not allow
candidates to behave in a way they would in the actual job. (However, criterion-related validities are often comparable;
McDaniels et al, 2001).

iii. Cross cultural applicability

Banki & Latham
(2010)

Their SJT was found to have criterion-related validity in an Iranian company. The authors support its global applicability, whilst
emphasizing the need to tailor the questions and scoring key to the societal culture.

iv. Use in non-medical high stake
settings

Hunter (2003)

Developed a SJT to target pilot judgement. Their SJT had good internal consistency and significantly correlated with the
Hazardous Event Scale (HES) which measures the number of times a pilot has experienced an accident or a hazardous in-flight
event during a specified period. Their study also found equivocal findings across pencil and paper and internet-based
administrations.

v. Proctored paper and pencil vs.
internet administration

Ployhart,
Weekley, Holtz
& Kemp ((2003)

Compared a web-based SJT, personality measure and bio data measure to a paper and pencil administration of the same tests in a
selection context. They found that the web-based measure tended to have more normal distributions, lower means, higher
internal consistency reliabilities, more variance and higher correlations than the paper and pencil measures.
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Appendix 10: Project Team Biographies
Professor Fiona Patterson
BSc, MSc, PhD, CPsychol, AcSS, FRSA
Professor Fiona Patterson is a leading expert in the field of assessment, selection and innovation in
organisations. She has recently taken the post of Principal Research Associate in the Department of
Social and Developmental Psychology, University of Cambridge and she is Professor of
Organisational Psychology at City University, London. She is the Executive Director for the Work
Psychology Group Ltd, providing research‐led consulting on selection and assessment
internationally.
Relevant Roles
• Adviser to the Department of Health and Academy of Medical Royal Colleges on assessment and
selection methodology
• Selection & Psychometric Adviser, Royal College of Surgeons (UK)
• Assessment and Psychometric Adviser, Royal College of General Practice, UK
• Adviser to Specialty Training Boards, NHS Education for Scotland & Scottish Government Health
Department
Background
Professor Patterson’s research interests are in the field of assessment, selection and innovation
within organisations. Professor Patterson’s research in medical selection began whilst at the
University of Nottingham focusing on GP selection. This became the start of a long‐term research
programme. In collaboration with the senior figures in the medical community this research has
delivered new selection methodologies across all medical specialties in the UK. The impact of the
research has been fundamental in changing the way in which doctors are selected and assessed
internationally. Her research and publications have had major impact on policy and practice, based
on robust research evidence. Professor Patterson is now a leading academic advising on high stakes
selection methodology across a range of settings internationally.
Professor Patterson’s programme of research uniquely involves the development of theoretical
models of important non‐cognitive skills required of doctors (such as empathy, communication and
integrity) and the related design, implementation and validation of assessment methodologies.
Through her research team Professor Patterson’s activities have provided evidence for the
introduction of innovative selection methodologies in medical selection such as situational
judgement tests (SJT) and selection centres. These methods are now being piloted by medical Royal
Colleges in the UK (via the Academy of Medical Royal Colleges) and the Medical Schools Council. Her
research is now being adopted internationally (e.g. Royal College of Surgeons, Australasia; GP
Education and Training in Australia, Netherlands, Denmark etc).
Full publication list on request
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Vicki Archer
BA, MSc, CPsychol
Vicki is a Member of the British Psychological Society (BPS) and a chartered member of the
Division of Occupational Psychology (DOP). She holds a first class BA (Hons) degree in
Psychology and an MSc with Distinction in Occupational Psychology.
Vicki works as a Consultant Psychologist for the Work Psychology Group. Her role involves
designing bespoke innovative assessment and development solutions, delivering individual and
group based training and conducting validation studies to determine the quality of different
assessment and development interventions. Recent projects Vicki has been involved in include
the development and psychometric evaluation of SJTs for UK General Practice training, design
of selection process for a leading financial institution, the design and implementation of
behaviour change interventions to improve performance of doctors in early training and the
design, delivery and analysis of employee surveys.
Vicki previously worked for the National Policing Improvement Agency (NPIA). The NPIA is an
agency that provides assessment solutions for all ranks within the police service. As a Higher
Psychologist, Vicki designing and delivering assessment solutions to identify those individuals
who will undertake the most senior roles within the Police Service. Vicki also worked on the
Recruit Assessment Team, designing and delivering of the national selection process for Police
Constables, Police Community Support Officers (PCSOs) and Special Officers, including the
design and development of an SJT.

Dr. Máire (Maura) Kerrin
BSc, MSc, PhD, CPsychol
Dr Kerrin is a founding Director of the Work Psychology Group & Visiting Senior Lecturer at City
University, London. Over the last 15 years, she has been involved in the management of large
scale research projects based in a wide range of organisations in both the public and private
sector. She specialises in selection and assessment, evaluation, and innovation with her most
recent work in medical selection and assessment. Dr Kerrin is a registered Chartered
Occupational Psychologist and a full member of the British Psychological Society.
Previously Dr Kerrin worked as a Senior Consultant with the Institute for Employment Studies
and has held a variety of academic posts. These have included Senior Lecturer in
Organisational Psychology at City University, and Lecturer in Organisational Psychology at the
University of Nottingham Business School.
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Research interests and activities
Dr Kerrin’s research and practice is in four key areas: 1) Selection 2) Evaluation & 3) Work
Based Assessment 4) Innovation
Selection: Medical selection eg design, implementation & validation of selection methods in to
specialty training (specialties include GP, Obstetrics & Gynaecology, Surgery, Public Health)
and graduate entry to Medicine; on‐line recruitment and selection (e‐recruitment); executive
assessment; design and implementation of selection processes for ‘volume’ recruitment
Evaluation: Evaluation of training & development activities (in particular leadership
development and on‐line applications); Development of evaluation methodologies
Work Based Assessment: Evaluation of use of 360 degree feedback on performance; review of
work based assessment methods
Innovation: Recently funded research by the National Endowment for Science Technology and
the Arts (NESTA) and produced a report on Everyday Innovation: How to enhance innovative
working in organisations and employees.
http://www.nesta.org.uk/publications/reports/assets/features/everyday_innovation_how_to_
enhance_innovative_working_in_employees_and_organisations
Full publication list on request

Victoria Carr
BA, MSc
Victoria has been a Consultant Research Psychologist with Work Psychology Group (previously
Work Psychology Partnership) since January 2005. Prior to this she was a Research Associate at
the University of Nottingham and also worked for several public and private sector
organisations, including local government and police recruitment. Victoria is a Graduate
Member of the British Psychological Society (BPS) and a member of the Division of
Occupational Psychology (DOP), currently submitting for Chartership as an Occupational
Psychologist. She holds a first class BA (Hons) degree in Psychology and an MSc with
Distinction in Occupational Psychology. Victoria is a qualified test user, holding both the BPS
Level A Certificate of Competence in Occupational Testing and the BPS Level B (Intermediate)
Use of Personality Questionnaires.
Victoria has particular research expertise in selection, assessment and evaluation, specialising
in the development and evaluation of methodologies for high stakes assessment. She has
developed specialist knowledge of the design and validation of psychometrics in the medical
and other high stakes contexts, with a particular interest in Situational Judgement Tests (SJTs).
Since joining Work Psychology Group, she has worked extensively in medical selection,
contributing at a strategic level to many high‐profile organisational change projects and
working with all UK medical specialties. Recent and ongoing relevant research projects include:
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Design, ongoing development and psychometric validation of national shortlisting tests
(clinical problem solving and SJT) for entry into UK general practice training (COGPED).
Development, validation and quality assurance of national assessment centre
methodology for entry into UK GP training (COGPED).
Development of SJT and assessment centre methodologies for entry into UK surgical
training (Joint Committee for Surgical Training, Royal College of Surgeons of England &
Edinburgh).
Development and psychometric support for shortlisting tests (clinical problem solving
and SJT) for entry into UK anaesthesia/acute specialties training (South West Peninsula
Deanery).
Development & piloting of a SJT for entry into UK public health training (Faculty of
Public Health).
Design & piloting of a SJT for selection into UK Dental Foundation Programme (Oxford
Deanery).

Full publication list on request

Louise Faulkes
BSc, MSc
Louise has held the role of Consultant Psychologist for Work Psychology Group since 2008.
Louise graduated with BSc (Joint Honours) in Psychology and Philosophy at Warwick University
in 2006 and graduated with her MSc in Organisational Psychology from City University in 2008.
Prior to joining Work Psychology Group, she gained significant research experience in
wellbeing, pharmaceutical and commercial settings. Louise is a Graduate member of the
British Psychological Society (BPS) and Division of Occupational Psychology (DOP) and is an
active member of the DOP Science and Practice Strategy Group. Louise holds BPS Level A
Certificate of Competence in Occupational Testing and the BPS Level B (Intermediate) Use of
Personality Questionnaires, and is working towards Chartership as an Occupational
Psychologist.
Expertise
•

•
•
•

•

Significant experience in the design, delivery, evaluation and validation of high‐stakes
selection processes into medical specialty training; particularly working with surgical
specialties.
Significant experience using Qualitative research methods to evaluate key stakeholder
experiences of selection processes.
Development of the Joint Committee on Surgical Training (JCST) ‘Good Practice
Surgical Selection Toolkit’: www.jcst.org/selection_toolkit
Significant experience in the development of Situational Judgement Tests (SJTs) for
selection into medical specialty training for General Practice (COGPED) and Surgery
(JCST).
Development of Training and Development Interventions to enhance job performance.
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Significant experience in personality feedback for development purposes.

Full publication list on request

Phillipa Coan
BSc, MSc
Having gained extensive experience over the last year at the Work Psychology Group in
projects relating to selection, development and innovation, Phillipa has recently been
promoted from an intern to an Associate Consultant Psychologist. Over the last year, Phillipa
has contributed to work that has won the Division of Occupational Psychology’s category prize
for Development as well as work that will lead to national policy change for how we recruit
and develop our doctors in the UK. Phillipa’s exceptional communication skills also led to
employment by the University of Birmingham as the youngest Visiting Lecturer amongst
industry experts.
Areas of responsibility and key achievements include:
Selection and Assessment
• Job analysis support and development of competency frameworks and behavioural
indicators
• Quality assurance and design of bespoke selection exercises for public and private
sector clients
• Lead administrator of psychometric and personality assessments
• Lead assessor of assessment centre exercises
• Facilitating the delivery of assessment centres with groups ranging from 5‐500
Training and Development
• Design support and comprehensive evaluation of an award winning development
programme to support the revalidation of doctors in the UK
Organisational Change
• Lead researcher for a variety of organisational change projects involving state of the
art literature reviews
• Supporting the design and implementation of behaviour change interventions to
improve performance of doctors in early training
Data Analysis and Evaluation
• Conducting full psychometric reviews of medical selection processes, analysing
potential incremental validity of future selection assessments based on quantitative
and qualitative analysis
• Structuring and conducting interviews and focus groups and carrying out
comprehensive thematic template analysis
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• Survey analysis for innovation project for UK government. Included integrating UK‐
wide survey findings with interview responses and case examples for a final client
report. Devised key implications for corporate and government policy

Dr David Good
David Good is a Psychologist at the University of Cambridge where he is in the Department of
Social & Developmental Psychology, is a member of the Psychometric Assessment Centre and
a Fellow of King’s College. He was educated at the Universities of Sussex and Cambridge, and
has held full time staff positions at both institutions. He is co‐founder of the Crucible network
which supports cross‐disciplinary collaboration between social scientists and researchers in
technology and the sciences. He is a member of the Governing bodies of the University of
Cambridge and the Royal College of Art. From 2000-2008 he was Education Director for the
Cambridge‐MIT Institute where he was responsible for the development and assessment of
novel educational programmes designed to enhance the engineering and entrepreneurial skills
of students, and through this developed a line of research on techniques for assessing practical
and professional skills which are not reliably assessed by standard academic and professional
examinations. He is continuing this work on enterprise and engineering with support from the
Royal Academy of Engineering and in collaboration with colleagues from King’s College,
London.
Recent relevant publications
2009

Evaluation of SPEED (Student Placement for Entrepreneurs in Education: Evaluation
Report). Commissioned by the University of Wolverhampton HEIF3 consortium. (with
S.Cooper & I. Daly)

2009

Evaluation of the BEST Programme. London: Royal Academy of Engineering. (With P.
Kutnick & J. Osborne)

2008

Developing female entrepreneurial capital for technology entrepreneurship:
the case of MEETS. Proceedings of the Manchester HTSF meeting, June 2008,
Manchester Business School.

2008

Design as communication: exploring the validity and utility of relating intention to
interpretation. Design Studies, 29(5), 425‐457. (with N. Crilly, D. Maltravers & P.J.
Clarkson)

2007a Success in Distributed Working: Near term effects and how to measure them.
Electronic Journal for Virtual Organisations and Networks, 9, 101‐118.
2007b Collaboration for Innovation: Lessons from the Cambridge‐MIT Institute. Rotterdam,
Sense Publishers. (with R. Cox, S. Greenwald and M. Goldman)
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2007c The UK Higher Education Landscape and the Cambridge MIT Initiative. In D. Good et al
(Eds.), University Collaboration for Innovation: Lessons from the Cambridge MIT
Institute. Rotterdam: Sense.
2007d Languages of Innovation. In Crawford, H. & Fellman, L. (Eds) Artistic Bedfellows:
Collaborative History and Discourse. Lanham, MD: University Press of America. (with A.
Blackwell)
2006a Developing Self‐efficacy And Entrepreneurial Intent For Technology Entrepreneurship:
The Influence Of Role Models. In A. Zacharakis (Ed.), Frontiers of Entrepreneurship
Research: Proceedings of the 26th Annual Entrepreneurship Research Conference.
Babson Park, MA: Babson College. (with F. Cave, S.Cooper, & A.E.Ward)
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