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Objective: Acquiring adequate communication skills is an essential part of general practice (GP) specialty
training. In assessing trainee proficiency, the context in which trainees communicate is usually not taken
into account. The present paper aims to explore what context factors can be found in regular GP trainee
consultations and how these influence their communication performance.
Methods: In a randomly selected sample of 44 videotaped, real-life GP trainee consultations, we
searched for context factors previously identified in GP consultations and explored how trainee ratings
change if context factors are taken into account. Trainee performance was rated twice using the MAASGlobal, first without and then with incorporating context factors. Item score differences were calculated
using a paired samples t-test and effect sizes were computed.
Results: All previously identified context factors were again observed in GP trainee consultations. In
communication assessment scores, we found a significant difference in 5 out of 13 MAAS-Global items,
mostly in a positive direction. The effect size was moderate (0.57).
Conclusions: GP trainee communication is influenced by contextual factors; they seem to adapt to
context in a professional way.
Practice implications: GP specialty training needs to focus on a context-specific application of
communication skills. Communication raters need to be taught how to incorporate context factors
into their assessments.
! 2013 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction
In postgraduate specialty training, working in daily practice is
considered to create an ideal and essential learning environment
for acquiring the necessary professional expertise [1]. During the
GP specialty training, learning adequate communication skills is
part of the programme and supported by off-the-job training. For
the most part, the trainee’s learning process is guided by
experiences in daily practice. There are indications, however, that
the growth of communication skills of GP trainees is limited [2–5]
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although two recent studies show that some improvement can be
found [6,7]. This limited growth may be attributed to several
causes, such as transfer problems [8,9] or a communication
training programme that is not sufficiently aligned with the
context of daily practice [10,11] and the personal learning needs of
the participants [12–16]. However, it may also be due to the way
communication performance is assessed [17–19].
Communication levels are usually assessed by rating the
performance against predefined generic communication skills
standards [11,20,21]. However, communication is a goal-oriented
activity [22] and context-dependent [10,11,17,22–28]. The assumption that workplace-based assessment of communication skills can
be done in a non-specific, context-independent way may therefore
be unjustified [17,19,22,29]. If we want to acknowledge context
influences on communication, assessment of communication
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performance in daily practice consultations should be done in a
context-specific way.
In a previous study, we found indications that GP communication performance scores are higher if context factors are taken into
account [30]. The influence of context-specific assessment on GP
trainee performance scores has not been studied yet. We know that
there are considerable differences between the patient mixes of
trainers and trainees during GP specialty training [31]. Moreover,
patients tend to present less chronic or emotional problems in
trainee consultations [32]. Therefore, it would be useful first to
verify if the same context factors can be found in GP trainee
consultations as were found previously in GP consultations [33].
Furthermore, it is unclear to what extent differences in context
factors affect the assessment of GP trainee communication.
Trainees possibly encounter fewer context factors that have
shown to influence communication in GP consultations or are
less skilful in dealing with context factors, indicating that GP
trainees may have things to learn in handling context factors in a
consultation. Therefore, in this exploratory study, our first research
question is: What context factors can be identified in GP trainee
consultations? The second research question is: How do communication performance scores of GP trainees change if context
factors are taken into account? The results were compared to those
of a reference group of experienced GPs from a previous study [30].
2. Methods
2.1. Data set and sample size
To answer both of our questions, we used a set of real-life
videotaped GP trainee–patient consultations, taken from a
database of 467 videotaped consultations which were recorded
as part of a video-observation study performed by AMC
Amsterdam [34]. The GP trainees were in their first year of the
GP specialty training, doing their own surgeries. The consultations
were recorded for research purposes at 9 months in their first GP
internship and were not part of a formal, summative assessment in
the training programme.
A sample of 44 consultations would provide enough power to
establish a minimal relevant difference between the two ratings of
0.45 (a = 0.05, b = 0.10) on item scores [6]. Therefore, 22 out of 29
GP trainees who had provided digital recordings, were randomly
selected. From each of these trainees we selected two (the 4th and
5th) consultations. We excluded the first three consultations in
order to minimise the stage-effect for the trainee having to get
used to the video recording.

context factors were explicitly taken into account (see Fig. 1). For
the incorporation of context factors into the rating process, we
used a context-specific rating protocol, developed in our previous
study, in addition to the MAAS-Global Manual [30]. In between
standard and context-specific rating, a second rater (BA), a GP and
an experienced faculty member, observed and rated the consultations for the presence of context factors, by using the list of
previously identified context factors shown in Table 1. Prior to the
context-specific rating, GE received a data sheet from BA on the
presence of context factors in each of the consultations. Differences
on the identification of context factors that arose during the second
rating were discussed between GE and BA until agreement was
reached. Subsequently, GE noted the presence of the context
factors on the MAAS-Global sheet for each consultation and
indicated which of the new rating rules could be applicable in that
consultation. After this, the GP communication performance was
rated the second time using the adapted MAAS-Global protocol.
The study was carried out between July 2011 and September
2012. The time lapse between first (standard) and second (contextspecific) rating was 13 months.
2.3. Observational framework
The MAAS-Global is a validated communication assessment
instrument, which serves as a guideline for patient-centred and
task-oriented medical communication [20,37]. It is widely used in
undergraduate medical and GP specialty training in the
Netherlands [38,39]. The MAAS-Global consists of 13 generic
communication items that can be rated on a 7-point Likert scale,
ranging from 0 (‘absent’) to 6 (‘excellent’). Two items can also be
scored ‘Not applicable’. Each item has three or four sub-items that
indicate criterion behaviour (Appendix 2). The MAAS-Global
Manual offers guidelines to rate communication skills, and
acknowledges that context factors play a role but leaves implicit
how to incorporate contextual influences.
Supplementary material related to this article can be found, in
the online version, at http://dx.doi.org/10.1016/j.pec.2013.08.024.

Sample of 44
consulta!ons selected

Standard ra!ng with
MAAS-Global (GE)

Step 1

Step 2 (standard, generic rating)

2.2. Procedure
To answer the first research question, each consultation of the
sample with 44 consultations was viewed by one rater (BA), who
examined the presence of context factors using the list resulting
from our previous study [30] (see Appendix 1 for definitions,
operationalisation and examples of previously identified context
factors).
Supplementary material related to this article can be found, in
the online version, at http://dx.doi.org/10.1016/j.pec.2013.08.024.
To answer the second research question, another rater (GE)
rated the same sample of 44 consultations twice using the same
rating instrument (the MAAS-Global) [35]. The rating of the GP
trainee communication performance was purposefully done both
times by the same rater (GE) to exclude noise produced by
heterogeneity of raters [36]. Intra-rater reliability had been found
good in the previous study [33].
The first rating was performed in the standard way, following
the guidelines of the MAAS-Global Manual. In the second rating,

Context factors iden!fied
in sample (BA)

In each consulta!on
poten!ally absent (sub-)
items in MAAS-Global
iden!fied (GE)
Context-specific ra!ng
with MAAS-Global using
context-specific protocol

Step 3

Step 4

Step 5 (context-specific ra!ng)

Fig. 1. Procedure of incorporating context factors into communication Sample of 44
consultations selected Standard rating with MAAS-Global (GE) assessment.
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Table 1
Context factors in GPa (N = 40) vs. GP trainee (N = 44) consultations.
In GP

Doctor-related factors
1. Doctor knows patient and his social context
2. Doctor knows patients’ medical history
3. Doctor knows patients’ way of communicating
4. Doctor is very experienced
Doctor-related factors (total)
Patient-related factors
5. Specific patient verbal behaviour
6. Specific patient non-verbal behaviour
7. Patient is also treated by other provider
8. Patient has a disease (diagnosis) or (recurrent) problem known to both doctor and patient
9. Patient is familiar with (physical) examination (PE)
Patient-related factors (total)
Consultation-related factors
10. Single consultation
11. First consultation in a seriesb
12. Follow-up consultation in a seriesc
13. Consultation in a series based on protocol (initiative by doctor)d
14. Consultation in preventive care (initiative doctor)e
15. Diagnosed problem is easily solved
16. Problem urgently needs medical care
17. Diagnosed problem is mainly psychosocial
18. There is more than one person (patient) present
Consultation-related factors (total)
19. Characteristics of physical examination
-Simple
-Invasive
-Intimate
-Superficial
-Leaves room for talk
-Requires full attention

In GP trainee

N

(%)

N

(%)

29
35
29
34
127

(72)
(88)
(72)
(85)

11
21
12
4
48

(25)
(48)
(27)
(9)

11
1
12
24
23
71

(27)
(3)
(30)
(60)
(58)

11
9
14
27
28
90

(25)
(20)
(32)
(61)
(64)

23
4
11
1
1
3
1
2
12
57

(58)
(10)
(28)
(3)
(3)
(8)
(3)
(5)
(30)

26
10
9
1
0
1
1
2
8
58

(61)
(23)
(20)
(2)
(0)
(2)
(2)
(4)
(18)

30
4
6
29
10
27

(75)
(10)
(15)
(73)
(25)
(68)

26
13
16
24
9
36

(59)
(29)
(36)
(54)
(20)
(82)

a

Data for GPs were drawn from Ref. [30].
A first consultation in a series is a consultation in which no diagnosis is being made and the patient is referred for further tests, or in which doctor and patient agree to a
follow-up consultation for check-up purposes.
c
A follow-up consultation in a series is a second or consecutive consultation concerning a complaint or problem for which a referral was made, or that was agreed upon by
patient and doctor. It is also marked as a follow-up consultation if the patient has been referred for specialist care (even if surgery took place) and the patient comes back to
report on that (no maximum time span is indicated).
d
A protocol based consultation is a consultation, concerning a prior diagnosed complaint or problem, that is initiated by the doctor on the basis of a protocol or clinical
practice guideline.
e
A preventive consultation is a consultation that is initiated by the doctor on the basis of a protocol or clinical practice guideline (diagnosis or disease is not necessarily
established).
b

Supplementary material related to this article can be found, in
the online version, at http://dx.doi.org/10.1016/j.pec.2013.08.024.
In order to perform the context-specific rating, on the MAASGlobal scoring form for each consultation, the presence of context
factors was noted. Having established the context factors in the
consultations, the context-specific rating protocol could be
applied.

were identified in a previous study, shown in Table 1 [33].
Moreover, the rater looked for new context factors in the GP
trainee setting. Findings were compared to those of a reference
group of experienced GPs from a previous study [30].
To analyse the influence of context factors on trainee rating, we
calculated the number of applicable MAAS-Global items per
consultation, with and without accounting for context factors, as
this number is used as the denominator to determine the overall
score on the MAAS-Global [6,36,37,40].
The effect of the context-specific rating was tested by
calculating the significance of the change in scores, using a paired
t-test for repeated measurement in the same sample (SPSS 20.0).
To determine the relevance of the difference between the two
ratings, the effect size was calculated for the difference between
the individual MAAS-Global item scores and for the difference
between the total average scores per consultation, divided by their
pooled initial SDs; a d of 0.2 was considered a small effect, a d of 0.5
as a moderate effect, and a d of 0.8 as a large effect [36,41,42]. Mean
items scores and total average scores as well as effect sizes were
compared to those of the reference group of experienced GPs [30].

2.4. Analysis

2.5. Ethical regulations

In order to establish the presence of context factors in the GP
trainee consultations, the rater used the list of context factors that

The study was performed according to Dutch privacy legislation. The privacy regulation was approved by the Dutch Data

The context-specific rating protocol accounts for the absence of
certain communication skills as a result of the presence of one or
more context factors and at the same time keeps the existing rating
rules of the MAAS-Global Manual intact. Appendix 3 presents the
protocol and the ascertained relationships. In order to stay in line
with the MAAS-Global rating rules, the central assumptions in the
protocol were:
! If a sub-item is justifiably absent as a result of the presence of one
or more context factors, it should not weigh on the item scores.
! If an item is justifiably absent due to the presence of one or more
context factors, it should be scored ‘Not applicable’.
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Table 2
Results of application of context-specific rating protocol GP trainee vs. GP consultations.a
MAAS-Global item

Introduction ***GP trainee,**GP
Follow-up consultation
Request for help***GP
Physical Examination***GP trainee and
Diagnosis**GP
Management*GP trainee
Closure*GP
Exploration***GP
Emotions***GP
Information giving**GP
Summarising***GP trainee and GP
Structuring ***GP trainee and GP
Empathy***GP
Total mean score***GP trainee and GP

GP

GP trainee

GP

GP trainee

GP

Score without
context
factors (SD)

Score without
context
factors (SD)

Score with
context
factors (SD)

Score with
context
factors (SD)

3.39
3.00
2.68
4.12
4.09
2.81
0.66
2.23
1.17
3.77
3.93
4.18
4.32
3.09

3.60
3.83
1.00
4.33
3.84
2.90
2.62
1.85
0.88
3.67
3.27
3.85
4.25
2.98

4.00
3.30
2.93
5.38
4.34
3.20
0.66
2.52
1.32
4.00
4.50
4.77
4.52
3.51

4.10
4.42
1.67
5.14
4.46
3.25
2.37
2.57
1.60
4.07
4.00
4.80
4.87
3.66

(0.94)
(1.05)
(1.50)
(0.89)
(0.98)
(1.24)
(1.21)
(1.24)
(1.46)
(0.80)
(1.62)
(1.32)
(1.09)
(0.70)

(0.93)
(0.58)
(1.45)
(1.51)
(0.69)
(1.15)
(0.92)
(1.49)
(1.27)
(0.97)
(1.28)
(1.21)
(0.90)
(0.61)

(0.83)
(1.06)
(1.86)
(0.88)
(0.86)
(1.21)
(1.07)
(1.37)
(1.57)
(0.87)
(1.55)
(1.00)
(1.07)
(0.75)

Minimum
standard
scoreb

(0.90)
(0.79)
(2.23)
(1.31)
(0.80)
(1.15)
(2.19)
(1.53)
(1.94)
(1.05)
(1.97)
(1.36)
(1.28)
(0.98)

4.0
–
3.1
3.6
3.7
3.4
2.1
3.0
2.3
3.2
2.6
3.6
3.5
3.4

GP trainee

GP

Effect size

Effect size

0.67
0.22
0.15
1.42
0.17
0.31
0.00
0.23
0.10
0.29
0.36
0.50
0.18
0.57

0.55
0.87
0.32
0.57
0.80
0.30
0.15
0.48
0.44
0.40
0.42
0.77
0.56
0.84

a

Data for GPs were drawn from Ref. [30].
Minimum standard score set by Ref. [40].
*
p < .05.
**
p < .01.
***
p < .000.
b

Protection Authority. All participating GP trainees and patients
gave informed consent for recording the consultation. According to
Dutch legislation, approval by a medical ethics committee was not
required for this observational study.

consultations (9/44 vs. 11/40). Furthermore, GPs more often saw
more than one person in their consultations (12/40 vs. 8/44).

3. Results

For GP communication assessment scores, we found a significant difference in 5 out of 13 MAAS-Global items between scores
with or without incorporating context factors (in Opening, Physical
Examination, Management, Summarising and Structuring) (see
Table 2). The scores in almost all items (except for Closure) went
up. Effect sizes of the changes in scores are small, in one item
moderate (Structuring), and in two items large (Introduction and
Physical Examination). The effect size of the mean overall scores
was moderate (0.57).

3.1. Sample characteristics
The 22 GP trainees mean age was 29.5 (SD: 4.2) and 17.4% was
male. In the overall GP trainee population, mean age in 2009 was
31.3 and 28.6% was male. The 20 GPs in the sample, that we
compared the trainees with on the presence and influence of
context factors, were comparable in gender, age, and practice type
to the Dutch GP population (35% female GPs, mean age 49 years
(SD: 6.4) vs. 51 years (SD: 5.9)), although urban practices were
somewhat overrepresented [43].

3.3. Influence of context factors on assessment outcomes

4. Discussion and conclusions
4.1. Discussion

3.2. Presence of context factors
In the GP trainee consultations, we actually found all 19 context
factors that were previously identified in GP consultations and no
new ones were identified (Table 1). There was no need to change
the categorisation of the context factors (doctor-related, patientrelated, and consultation-related factors).
Table 1 lists the context factors found in the GP trainee and GP
consultations, and their frequencies. Doctor-related factors show
the largest frequency differences: GPs seemed to know the patients
more often than GP trainees (29 out of 40 vs. 11 out of 25), as well
as their patients’ way of communicating (29/40 vs. 12/44). They
also seemed more informed about their medical histories (35/40
vs. 21/44) and were more experienced. Except for small differences
in specific non-verbal behaviour (1/40 vs. 9/44) and in patients’
familiarity with the physical examination (23/40 vs. 28/44), there
were no frequency differences observed in the patient-related
context factors and few such differences observed in consultation
related context factors. GP trainees seemed to encounter slightly
more single consultations (26/44 vs. 23/40), and more first
consultations in a series (10/44 vs. 4/40) but fewer follow-up

Despite differences in patient mixes and the fact that patients
tend to present less with chronic or emotional problems in trainee
vs. GP consultations [31,32], we found the same context factors in
GP and GP-trainee consultations. Moreover, no new ones were
identified. This finding is striking as it indicates that context factors
may be just as relevant to GP trainee consultations as they are to GP
consultations although their frequencies may differ. Obviously, the
largest frequency differences were seen in the doctor-related
context factors; as a consequence of having worked in the same
practice for years, GPs seem to know their patients better in the
medical, psychological, as well as social sense. Furthermore, GPs
were unsurprisingly observed to be more experienced than GP
trainees (34/40 vs. 4/44). The sample we used being relatively
small, we cannot attach too much relevance to the frequencies we
found. To assess frequency differences, the study should be
replicated with larger samples.
Theoretically, being seen by a GP trainee can be considered a
context factor of its own: patients will need to have more patience,
as the trainee is less sure of himself and his judgement, has
less internalised illness scripts, demonstrates more explicit
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summarisations and, all in all, is slower in his consultations [32].
Moreover, different communication patterns identified by conversation analysis showed that experienced GPs are better at
responding to the information provided by their patients, and
adapt and structure the consultation accordingly. Experienced GPs
tend to less hang on to a fixed structure. In contrast, GP trainees
appear to focus on the structure of the consultation and only bring
up new topics when they feel ready to do so [44]. However, ‘being a
trainee’ does not meet the criteria we set for a context factor to be
identified as such. Therefore, we do not consider ‘being a trainee’ a
context factor for communication assessment.
Incorporating context factors in assessment has a smaller, but
still moderate, influence on performance outcomes in GP trainees
vs. GPs (Table 2). In GP assessment, we found significant
differences in 11 out of 13 item scores, whereas in GP trainee
consultations, these were found in only 5 items. Furthermore,
effect sizes of the changes of GP trainee scores are smaller than
those in GP scores, except for the items Introduction and Physical
Examination (see Table 2). This more moderate effect in trainee
consultations is logical firstly from a chance perspective, as there
are more context factors present in GP consultations that can
produce justifiable differences in assessment than there are in GP
trainee consultations (255 vs. 196). Moreover, it is logical from the
difference in doctor-related context factors: GPs know their
patients better and have more experience than GP trainees. The
larger effect sizes in trainee consultations on the items introduction and physical examination may be explained by the fact that
trainees tend to spend more time on these aspects than
experienced GPs [45]. Although there was no need for it in the
specific context, the trainees tended to communicate on these
aspects and were valued for it. Apart from that, the small sample
size may have caused this somewhat unexpected effect.
In some ways, GP trainee communication seems more ‘by the
book’ than that of GPs, which is reflected by the higher scores of GP
trainees in the item Request for help; in the GP trainee’s off-the-job
training, this item is emphasised over and over again as an
important aspect of the doctor–patient encounter. Although there
is a possible pitfall, an experienced GP who knows his patients,
when consulting with a patient, may more often anticipate where
the consultation is going rather than explicitly explore the
patient’s current request for help. Furthermore, experienced GPs
rely on contextual information more often in their diagnostic tasks,
which will influence communication patterns [45]. Also with
respect to structuring, a higher effect was to be expected in GP
consultations due to their experience [44]. Nevertheless, the
results also suggest that GP trainee communication is influenced
by contextual factors too and that, in communicating with patients
in everyday, authentic consultations, they will develop their
experience and deal with these context factors in a professional
way. This would suggest that incorporating context factors in
communication is an effect of accumulating professional expertise.
4.1.1. Strengths and limitations
This study was based on 44 GP trainee consultations. Therefore,
the results should be considered with care; we have found
indications of the direction that context-specific assessment may
take in GP trainee consultations. Also context factor frequencies
found in this study cannot be generalised, as the sample is not
sufficiently large for this; the results only represent the consultations in the sample. Furthermore, as this study aimed to explore
the effect on item scores, the results cannot be generalised to all GP
trainee communication scores.
In assessing the presence of context factors, some subjectivity is
necessarily involved. For our study, substantial inter-rater
agreement between two raters was found in determining the
presence of context factors in GP consultations [33]. As is shown in
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other studies on assessment of clinical performance, expert raters
recognise context as an important factor modulating their
assessment of, for instance, trainee performance [46–48] and take
this along implicitly. Efforts should be made to make this process
explicit. However, to assess the generalisability of our findings,
more robust research needs to be done.
Although we chose optimal rater consistency by having the
same rater for both the first and second rating of communication
performance, the inherent limitation is that this may have caused a
bias to corroborate the hypothesised findings. To minimise bias,
the time lapse between both ratings was over one year. However,
keeping in mind the explorative nature of the study, the results
should be interpreted with care.
4.2. Conclusion
In conclusion, we did find indications that significant changes in
communication performance scores can be found when assessing
context specifically. In consultations where context factors are
present that may strongly influence item scores, context-specific
assessment may lead to different outcomes – also in GP trainee
consultations. Therefore, we think that taking context factors into
account may lead to a more valid assessment of communication
performance.
4.3. Practice implications
4.3.1. Implications for further research
In this study we found several context factors present in GP
trainee consultations that may affect communication performance. Explicitly accounting for context factors in workplacebased communication assessment will not only make performance
scores more transparent, it may also raise their external validity.
We have made the process to incorporate context factors explicit
and therefore open to empirical research.
The rating process using the context-specific protocol may
make a difference in GP trainee consultations but it also
encompasses a long list of items to ‘tick’. However, as communication is a context-dependent and goal-oriented activity [22],
assessment can only be done properly if both are taken into
account. Therefore, in future research, GP trainees could be asked
to fill out the context factors checklist for each consultation. The
hypothesis that context factors make a difference for performance
scores can then be tested by rating these consultations twice: one
by raters following the standard, generic way described in the
MAAS-Global Manual and without any knowledge of the
contextual factors and one by other raters that use the contextspecific rating protocol.
4.3.2. Implications for education
In the GP Specialty Training, the workplace experiences of GP
trainees need to be taken more seriously. Knowing that they
encounter the same context factors in their consultations, we
need to help trainees use their knowledge of various context
factors systematically in their communication and not only teach
them to communicate ‘by the book’. It would be useful to teach
trainees to apply communication skills more deliberately attuned
to patient-related and consultation-related context factors.
Trainees can be made aware that applying communication skills
is not a matter of ‘one size fits all’. Professional communication
requires adaptation to the specific characteristics of the patient
and the situation. In training programmes, different contexts
should explicitly be addressed. Explicating context factors
presented in this paper can also help (oftentimes ‘unconsciously
competent’) GP trainers to give adequate and specific feedback to
their trainees.
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Furthermore, in training communication assessment, raters can
be made aware of the influence of context factors on communication and instructed to account for these factors in a protocolised
way.
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