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Abstract
Objective: To develop an assessment instrument that can be used as a comprehensive feedback record to convey to a
trainer the non-technical aspects of skill acquisition and training.
Methods: The instrument was developed across three rounds. In Round 1, 6 endourological consultants undertook a
modified Delphi process. Round 2 included 10 trainers who assessed each question’s relevance and practicability. Round
3 involved a pilot study with fifteen urology residents who participated in a technical skills simulation session with the
incorporation of the instrument. We report the content, face, and construct validity, and the internal consistency of an
NTS instrument for trainers.
Results: The instrument had a consistent and a high positive average for each of the 4 sections of the instrument,
regardless of the type of user. Positive Spearman’s correlation coefficients (0.02 to .64) for content validity and
Cronbach’s alpha (a ¼ 0.70) indicated good validity and moderate reliability of the instrument.
Conclusion: We propose a novel NTS instrument for trainers during a simulation. This instrument can be used for
benchmarking the quality of technical skills simulation training.
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Introduction
Technical skills simulation has become a pre-requisite
for educational course completion in healthcare.1 To
achieve a high efficacy of technical skills acquisition
from simulation, a trainer is positioned to optimise
each simulation session with trainees.
Teamwork and communication are vital during simulation training to pass on information. Therefore, the
pedagogical characteristics of a trainer must include
excellent abilities to verbalise their tacit knowledge,
and have compensatory behaviours that adapt to the
needs and shortcomings of trainees in real time.2 Yet,
there is no standardised and widely used instrument to
capture this phenomenon to ensure this process is
occurring. The evaluation of a trainee’s feedback of
their trainer’s technical skills teaching competencies is
vital. Similar instruments that do exist tend to have
poor reliability and validity testing.3
There is a need for such an instrument to allow
students to evaluate the performance of their trainers,
as although experts may have excellent levels of

performance, status, and creativity in practice when
complex actions are performed, there is compression
of cognitive and behavioural processes leading to
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automated and shortcut actions that can be hard to
decompress when describing, or training others.4 Due
to this difficulty in teaching, attempts to implement
mechanisms that capture this information during a
technical skills simulation have had mixed success.5
One informative gastrointestinal endoscopy training
review provided an initial insight into a trainer’s effects
on learning experiences of students.6 They found that
with a training framework in place that incorporated
performance enhancing feedback, trainers can be better
verbalise deconstructed technical skills. Also the introduction of ‘Training the Trainer’ programmes to specialty training curricula aimed to improve general
teaching skills, including communication, and incorporated such models as Kolb’s learning cycle.7 However,
these attempts either used self-reflection and subjective
feedback measures, or were not specifically focused on
the assessment of appropriate learning outcomes relating to the communication and teamworking skills of
the trainer in this context. We have developed such
an instrument to address this absence of a nontechnical skills (NTS) instrument that allows trainees
to assess a trainer during technical skills simulation.
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urology simulation boot camp course.9 They were identified by sociometric analysis (who do others ask for
help), extended domain experience (deliberate practice
time), performance analysis (high positive record), and
role within their institution. These individuals were
viewed as being able to effectively communicate their
knowledge to trainees. Each expert had more than
5 years of consultant experience and pedagogical responsibilities. Communication was through online discussion
and email correspondence over a 1-month period asked
them to openly suggest the elimination or addition of a
question to the instrument list and to make comments
for why this was their opinion. Final responses about the
relevance of each sub-category were captured on a 5point scale (1¼“very relevant and succinct”, 2¼“relevant
but needs minor alterations”, 3¼“unable to assess relevance”, 4¼“not relevant unless major alterations”,
5¼“not relevant”). The final instrument had 4 sections
that each represented a different time point (before,
during, after and global rating scale) in a trainee’s simulation session that experts had agreed captured key
underpinnings of a trainer’s NTS.

Round 2 – Trainers’ review
Method
A 3-round project was designed to develop and validate
an assessment instrument for non-technical skills of
trainers during technical skills simulation (NTSTeST). Using a modified Delphi process, round 1
formed expert feedback and formation of the assessment instrument. Round 2 measured the content validity. Round 3 was a pilot test of the instrument and
evaluated its internal consistency and construct validity
(Figure 1).

Round 1 – Delphi process and derivation of the
instrument
Several surgical training behaviours were considered
based upon a technical skills measurement instrument
formerly created.8 This previous instrument ensured
trainee satisfaction of their trainers’ NTS teaching and
further modifications were finalised by the experts to be
specific for use in simulation training. The published tool
was designed for live surgical training and consisted of 27
questions that may not be relevant/necessary during
technical skills simulation session, in addition, modification was necessary to improve wording/structure to fit
with simulation settings. Content validity (the extent to
which the questions in an instrument represent the theoretical construct under investigation) was asserted by
concurrence from 6 subject matter experts ensuring the
instrument covered the main NTS components of interest. Subject matter experts were recruited during the

To further evaluate the instrument, 10 trainers with at
least 5 years’ experience in teaching technical skills
were asked for input on the accuracy in representing
their NTS. This round allowed us to understand if the
instrument would be accepted by trainers who would
be incorporating it when teaching their surgical students. Their responses about the relevance of each
sub-category were captured on the same 5-point scale
used by the round 1 experts. Additionally, feedback on
item descriptions, content, format, wording of items
(e.g., double-barrelled, or leading questions) and item
similarities were collected. Reiteration of these changes
was achieved by both quantitative ratings and openended comments, which allowed flexible communication towards modification of the final 18 question
NTS-TeST version (Tables 1 and 2).

Round 3 – Piloting with trainees
Round 3 involved piloting the instrument with 15 surgical trainees during supervised technical skills simulation. It is important to note they were not rating their
trainer but rating the questions with the same 5-point
Likert scale as in round 1 and 2, by acknowledging if
each question reflected their trainer’s abilities. This was
after they had completed a 4-hour surgical technical
skills simulation session. Face validity was investigated
as the surgical trainees were asked for feedback on the
NTS-TeST to ensure they agreed they could use it to
measure their trainer’s NTS during training. The goal
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Figure 1. The 3 rounds performed in the modified Delphi process, broken down into the 10 methodological steps performed by the
researchers.

was to assess if the 4 sections of the instrument were
compiled correctly and to explore each section for any
confounding factors which would impact on true
responses from the intended group of raters, being
the surgical trainees.

Analysis
Construct validity was captured by performing a
Spearman’s correlation coefficient test. The threshold
value for the correlation coefficient was set at .5 as this
is generally accepted in validation studies.10,11 The

Global Rating Scale
trainer’s
behaviour

Post-skill training

Poor assistance, poor concentration during session
Pressure on trainee on time
constraint and to hurry
procedure
Does not allow trainee to continue to operate after 1 minor
technical error
Trainer constantly interfering
into surgical field
Dictatorial supervision of trainee
and negative comments

Q7 Assistance

No future outline
Never

Q15 Recommendations

Q16 Allows trainee to ask
questions
Q17 Interrogating
Q18 Encouraging
Never
Never

No feedback

No helpful demonstration (if
applicable)

Q13 Demonstration of
technical tasks

Q14 Feedback

No explanation (if applicable)

Q12 Explanation of technical tasks

Q11 Supervision

Q10 Operative field

Q9 Errors

Q8 Time

Poor, not consistent, use vague
terminology during teaching

Q6 Instructions

During skill training

None
No guidelines (if applicable)

None
Nil check
No explanation (if applicable)

Q1 Preparation
Q2 Trainees expectations
Q3 Explanation about the
session
Q4 Aims
Q5 Trainer support during
training

Pre-skill training

1

Skill

Stage

2

Always
Always

Allows trainee to continue to operate after several minor technical
errors or 1 major error.
Trainer does not interfere actively
into surgical field
Allows complete autonomy of
trainee without comprising
patient safety and positive
encouragement
Explains clearly technical tasks
during procedure to trainee (if
applicable)
Demonstrates technical tasks clearly
without significant interfering
with surgery (if applicable)
Clear feedback on surgical strengths
and/or areas of improvement to
trainee
Clearly outlines future surgical goals
and objectives to trainee
Always
Allows trainee to continue to operate after a few minor technical
errors
Trainer only occasionally interferes
into surgical field
Allows some autonomy of trainee
without comprising patient safety,
some positive and negative
comments
Explains adequately technical tasks
during procedure to trainee (if
applicable)
Demonstrates technical tasks adequately without significant interfering with surgery (if applicable)
Adequate feedback on surgical
strengths and/or areas of
improvement to trainee
Adequately outlines future surgical
goals and objectives to trainee
Occasionally
Occasionally
Occasionally

No pressure on trainee on time
constraint or to hurry procedure

Reasonable pressure on trainee on
time constraint/hurry procedure

Well prepared
Well established
Relevant aspects of surgery
explained clearly
Aims of trainee outlined clearly
Precise guidelines when trainer will
take over from trainee to demonstrate steps
Clear and consistent instructions.
Standardised language.
Deconstruct steps

5

Good and helpful assistance

4

Adequately checked necessary kit
Adequately explored
Relevant aspects of surgery
explained adequately
Aims of trainee outlined adequately
Reasonable guidelines when trainer
will take over from trainee to
demonstrate steps
Reasonably clear with some consistent instructions. Adequate use of
common language. Some deconstruction of steps
Adequate assistance

3

Table 1. The final modified scale assessment of non-technical skills of a trainer during simulated technical skills training.

4
Scottish Medical Journal 0(0)

Stronger prepared mental model/schema
Stronger prepared mental model/schema
Stronger prepared mental model/schema
Stronger prepared mental model/schema
Level 1/2 Situational Awareness- perception/comprehension
Level 1/2 Situational Awareness- perception/comprehension
Cognitive Load/Overload management
Level 3 Situational Awareness- prediction
Decision-making, awareness/effects of actions
Level 2 Situational Awareness- perception
Cognitive Overload and error prevention
Level 1/2 Situational Awareness- perception/comprehension
Cognitive Load/Overload management
Stronger future mental model/schema
General trainer feedback
Information gathering
Awareness of events
Motivation to continue desired behaviours

Non-technical skill of interest
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minimum sample size required for reliable Spearman’s
correlation coefficient was 29.12 Internal consistency
was also assessed to determine the reliability of each
question towards capturing trainers’ NTS in training.
Cronbach’s alpha was performed with the assumption
that all questions attempt to measure NTS based on
the previous content and construct validity fulfilled in
rounds 1 and 2.13,14 Because this study investigated the
first NTS-TeST version (the first round of effects of
modifications), a mix in correlative strength between
questions was expected. This meant that when some
questions increase in scores, other questions may not
increase score at the same rate if they had low correlation. These processes enabled thorough analysis of reliability of all questions towards capture of a theoretical
component (Cronbach’s alpha), but also analysis of
validity to ensure they are measuring the intended
factor of trainers’ NTS (Spearman’s coefficient).

Trainee skill being modified

Task Familiarization
Event Familiarization
Process Familiarization
Task planning to the end goal
When to watch a task
Task analysis to reach goal
Avoid inability to process information, due to excess
Allows more information gathering and decision-making time
Consequence of Action
Information for decision-making
Allows exploration with safety of intervention if action not correct
Task analysis
Reduce cognitive load by pre-loading schema/scripts of tasks
Meta- Reflection of performance and decisions
General trainer feedback
General trainer feedback
General trainer feedback
General trainer feedback
Q1 Preparation including simulator
Q2 Trainees expectations
Q3 Explanation about the session
Q4 Aims
Q5 Support
Q6 Instructions
Q7 Assistance
Q8 Time
Q9 Errors
Q10 Operative field
Q11 Supervision
Q12 Explanation of technical tasks
Q13 Demonstration of technical skills
Q14 Feedback
Q15 Recommendations
Q16 Allows to ask
Q17 Interrogating
Q18 Encouraging

Results

Question content

Table 2. Table showing underlying non-technical skills for each question inclusion, aiding rationalisation to finalise these questions into the final question list.
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The Mode for Q9 (Error) was 4, all other questions had
a mode of 5. All questions had a median of 5 This
meant data were skewed with range from 1 to 3.3
which may have been because of sample size. Larger
standard deviations and range of responses for Q15
(Recommendations) and Q17 (Interrogating) may be
initial sign of undesired variance in agreement of
what these questions aim to measure.

Validity
Cohen’s d was used to evaluate the strength of the
relationships, where coefficients between .1 and .29
represent a small effect size, coefficients between .30
and .49 represent a moderate effect size, and coefficients above .50 indicate a large effect size.15 The
result of the 18x18 correlation matrix suggested that
most questions positively correlate with each other.
Questions 10 (Operative Field), 12 (Explanation of
technical tasks), and 15 (Recommendations) had
weak negative correlations with several other questions, which were explored with Cronbach’s alpha
and in the discussion. When cut-off for Spearman’s
coefficient was ¼>.1 (indicating at least a weak correlative strength), approximately 80% of total positive
correlations were accounted for. When cut-off was
¼>.3 (indicating at least a moderate correlative
strength), approximately 30% of total positive correlations were found to be in this category. Several correlations had a large ¼>.5 result. For example, for Q8
(Time) and Q9 (Error) (p<.001, coefficient¼.626),
there was a strong positive correlation. This concurred
with the expert’s underpinning assumptions of the constructs of these 2 questions. This also permitted the
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statement that within the instrument, most questions
were either weak, moderate, or strongly correlated
with each other towards measuring the overall factor
of NTS, as concurred by those in round 1 and 2 of the
study.

Reliability
The Cronbach’s alpha coefficient was evaluated using
the guidelines suggested by George and Mallery16
where >.9 excellent, >.8 good, >.7 acceptable, >.6
questionable, >.5 poor, and  .5 unacceptable. To
find the overall alpha, all 18 items for NTS-TeST
gained a Cronbach’s alpha coefficient of 0.73, indicating acceptable reliability. Q14 (Feedback) was negatively correlated with NTS. This variable was reverse
coded to improve reliability.
To explore where the NTS-TeST could be strengthened to increase the alpha level and correlations
between each question, questions with similar underpinning NTS were analysed as a group. Questions
relating to preparation were analysed and this group
had an alpha coefficient of .729. Questions relating to
situational awareness were analysed as a group. This
group had an alpha coefficient of .599. Questions 7, 11,
and 13 were included as capture of Cognitive Load
management by the trainer and were analysed as a
group. This group had an alpha coefficient of .596.
With their respective Cronbach’s alpha being under
.7, there may be reliability issue with one or more questions within 6–13 (Table 3).
To pinpoint the issue causing moderate internal consistence, ‘Cronbach’s alpha if deleted’ (ad) was used to
identify which question was weakest in reliability. This
removes a potentially weaker question from its formula
and ascertains the new alpha without that question. In
addition, ‘corrected item-total correlation’ (citc) was
used and is the outcome of correlating a question
with the sum of the remaining questions. It has similarity to Spearman’s correlation coefficient, as it also
showed which high scores on the NTS-TeST correlate
positively and strongly with another high score for each
specific question.
Questions 15 (recommendations) had several weak
negative correlations and have low correlation with the
rest of the questions (citc¼.088). If removed from the
instrument it would produce marginal improvement to
the instrument’s reliability (ad¼ .702). This increase in
Cronbach’s alpha was very small, and although the
question may be more technically orientated, as it
refers to recommended technical changes and removal
of the question may cause a gap in the understanding
of trainers’ ability to provide clear summative
feedback.
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Question 17 (interrogation) showed the highest
alpha after deletion (a¼.730) compared to all other
questions. However, when compared to the other questions, Q17 showed it had low interrelatedness but was
not the lowest (citc¼.158) and had several moderate
positive Spearman’s coefficient correlation results.
This meant that this question did reduce the instruments reliability and validity, but not substantially. It
captures some relevant information that pertains to the
goal of the instrument therefore may be kept and revision to wording was suggested (see below).

Face validity and usage
We also undertook qualitative analysis to explore
whether the visuals and design could be enhanced. As
the Likert scale was in a portrait layout options 2 and 4
had no description. Although participants understood
all 5 options, their feedback suggested the NTS-TeST
to be in a landscape layout for improved equal presentation of the Likert scale options. An optional ‘Name:’
and ‘Email:’ was added if participants would like a
copy of their completed instrument. Lastly, for the
global measure of Q17 (Interrogation) the mean was
comparatively low (3) in addition to a large range
between 1 and 5. This highlighted that some participants were unable to assess relevance of this item,
and it was noticed that for some participants this
item was either viewed very relevant and succinct, or
not relevant. Trainees’ comments on their varied feedback on ‘Interrogation’, identified that using this term
was viewed negatively by some as it was felt to denote
negatively critical examination, where other trainees
understood the element it intended to capture was
not negative but constructive in its critical nature.

Discussion
The aim of this study was to develop and pilot an
instrument that could be used by trainees to measure
and assess their trainers’ NTS during an educational
technical skills simulation. The overarching objective
was to provide surgical trainers with objective feedback
to safely inform them and promote critical reflection.
This was on the premise that this should help them
improve their own performance in delivering and
encouraging NTS.
After modifications to a previous instrument, the
development, testing, and efficacy of a novel NTSTeST suggested it had good validity and moderate
internal consistency towards measuring trainers’
usage of skills, as experienced by trainees during technical skills simulation. The results also showed that
expert insight into such a development enabled consistent agreement on the underpinning of NTS being

Application and
implementation

(continued)

This defines the level of reaction and satisfaction you want to achieve with both the target audience and major stakeholders.
To consider the following questions
 How important is user and stakeholder acceptance to you?
 Aside from the simulated procedure, how difficult is it to operate the simulation?
 Can the centre provide independent documentation on acceptability?
 Is the organisation/centre open to suggestions on content and new applications?
 Will the simulation be considered relevant by your users and stakeholders (language, culture, local procedures, etc.)?
 How difficult (time and money) is it to make the simulation relevant to your situation?
This defines specific changes in skills, knowledge, and attitudes in the target audience. Learning objectives are particularly applicable (but not
exclusively) for training interventions
 Is there any need for the program?
 What are the performance objectives (task, conditions, and standards) the learners must master?
 What specific aspects of the target procedure does the device simulate?
 Does the simulator replicate the sensory inputs necessary to correctly perform the target procedure? If not, what is missing?
 Has the simulation content been validated by recognised subject-matter experts?
 Does the simulation provide performance feedback?
 Has the simulation, when properly integrated with appropriate curricula, been proven to show transfer of learning when properly integrated and
used with an approved curriculum?
 Does the simulation have validated metrics?
 Has the simulation been proven to distinguish between novice and expert performers?
 Has the simulation been proven to have predictive validity?
 Does the simulation have a user database that records performance? Can these data be exported? Is it secure?
 How focused is the implementation Team on your area of clinical education?
This defines the level of success for the intervention, often in terms of utilisation and sustainment over time.
 Do you have implementation objectives or parameters (when, where, how many, how much)?
 Can the centre demonstrate quality control in the production process?
 Does the simulation equipment meet local government standards?
 Will the simulation work in your local conditions (electrical, humidity, temperature, space requirements)?
 What is the failure rate/malfunction of the simulation equipment?
 Is there any infrastructure to control and operate the simulation equipment?
 What type of warranty and/or service support does the equipment supplier offer? Is it convenient and timely for your location(s)? Can the centre
provide proof of business stability and long-term sustainability?
 Does the centre offer suitable payment models?
 What are the centre’s future plans for product additions and/or upgrades?
 What are the licensing parameters and restrictions? Will you have a perpetual license to use the simulation or must the license be periodically
renewed?
 Can the simulator network with other simulators and learning management systems?
 Is there any on-site or remote support from the equipment supplier?

Reaction and planned
action

Learning

Comment

Objective

Table 3. Categories of implementation objectives and questions related to categories (adapted and modified from (63, 64)).
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Intangibles benefits

Also referred to as the business impact, this generally comes from the gap analysis and defines the specific impact or change expected from the
intervention
 Are there specific gaps, in either individual or organisational performance, you need to address (complication rates, learner time to proficiency,
team performance etc.)?
 Can the organisation provide you examples of how others have used the centre’s simulation equipment to bridge similar performance gaps?
 Is there any plan to measure the impact?
This defines the actual cost versus benefits expected from the intervention. It is generally defined as ROI (%) ¼ Net benefits / Net costs X 100
 Do you have specific, financial ROI targets?
 Can the organisation provide independently verified ROI case studies of situations similar to yours?
 Does the organisation have an independently verified ROI model?
This defines those effects which are not addressed by the other objectives above.
 Can the organisation provide impartially verified examples of intangible benefits?
Impact

Return on investment

Comment
Objective
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Table 3. Continued.
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measured (Table 3), and the relevance of the 18 items
towards trainer improvements during simulated teaching. This has both theoretical and practical importance,
as its future use allows trainers to analyse and critically
reflect on their abilities better than is possible with
existing methods. This NTS-TeST addresses issues
with NTS that some experts may have when performing or teaching. For example, they may rely on
increased automated action and may not be able to
appropriately deconstruct their cognitive processes
into steps as compression of their thought and actions
has occurred.17 With a layout of 18 items that can be
grouped into more specific categories, this NTS-TeST
can more specifically identify the NTS which requires
improvement from the trainers. It is suggested that this
instrument can be used by both trainers and trainees to
better quantify evaluation of a trainer’s NTS
performance.
Statistical analysis supports the theoretical justification for the inclusion of each question. For example,
the questions asked before the start of training had
good-to-strong reliability and validity and all had the
objective to assess a trainers’ ability to prime their student’s mental models/schema before the start of training. It is through these homogenous questions that the
trainer’s aptitude to prepare their students can be measured. Preparation, expectations, and explanation of a
simulation before starting can benefit the trainees’
skills as they have been shown to both increase performance during training and aid in consistent improvements in performance.18 However, Cronbach’s alpha
coefficient was 0.73 which was short of the desired
¼>0.8. The desired alpha would suggest robust internal consistency. One factor which affects alpha is
sample size, specifically if there is a small sample size
then large standard errors may reduce power. Increased
sample size would reduce this issue if this tool were
developed from this pilot/initial study. Each question
was investigated for its effects on alpha if removed but
none reached above 0.8, therefore this may be a combinatorial effect of the sample size with a possible
latent variable in limiting the alpha produced. An
exploratory factor analysis in subsequent development
could discover any factor structure of the tool and be
an addition to examine its internal reliability.
The questions used during the simulation were
agreed upon to better understand the awareness and
cognitive load of the trainees, and to better adjust
their trainer’s intervention behaviours if required. The
feedback provided can modify trainers’ pre-existing
knowledge structures and consequences regarding
how best to teach during simulation exercises.7 This
can aid in the prevention of demotivation and other
negative outcomes of both parties. Trainers can be
motivated to improve these metrics, and trainees are
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then motivated to improve their own training input.
Approximately 43.1% of UK trainees stated they experienced negative events when in surgical training as
there can be pressures, such as unrealistic knowledge
expectations, leading to a poor learning experience.19
Avoidance or reduction of such undesired occurrences
with this NTS feedback is possible, promoting a crucial
factor in the outcome of training success. Indeed, for
both parties to gain positive experiences and increase
the likelihood of trainees’ skills acquisition, cognitive
load also needed consideration.20,21 Questions that
directly or indirectly infer the fundamental load of
the learning task (the scenario) and the extraneous
load of the learning situation (the simulated anatomy
and instruments) on trainees and trainers can allow
adaptation to reduce excessive cognitive load in these
areas. Cognitive load management has been increasingly used in medical simulation22 but its utility in surgical
technical skills simulation is lagging behind.
A single method to evaluate effective training by a
trainer is inadequate as each method has its own limitations. Therefore, a triangulation process should be
used to achieve a global view. We therefore plan to
use the new NTS-TeST for self-evaluation by trainers
as well as trainee ratings to facilitate an effective structured feedback to skills trainers. The NTS-TeST can be
used as a “checklist” by trainers to remind them of
important ingredients of an effective simulation-based
skills teaching session. It is important for the course
facilitator to consider how feedback should be delivered to the trainer to ensure that it does not have a
negative effect.
The NTS-TeST presented here has the potential to
be further developed. If data collection collaboration is
possible then testing with large datasets and performing Confirmatory Factor Analysis can better assess
validity. Implementation of this instrument can promote a culture that encourages both positive and negative feedback in a structured manner that promotes
healthy, constructive, and safe improvements, and dissemination of these enhancements to other trainers.
With the effects of COVID-19 disrupting face-to-face
simulation training opportunities, online training sessions may benefit from a digital version of the NTSTeST to be used with virtual reality simulation for
trainees to help their trainers adapt to the new
landscape.

Conclusion
Simulation-based education is progressively being used
as an educational instrument in healthcare training
programs. Becoming a successful trainer requires a
variety of skills to foster an ability to create an environment for training that can incorporate a learner’s
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unique experiences and learning goals. After modification to a previous instrument, this paper describes the
development and assessments of efficacy of a novel
NTS-TeST that has shown high internal consistency
and reliability to measure trainers’ NTS, as experienced
by their trainees during technical skills simulation in
surgery. This innovative NTS-TeST can be used alongside existing mechanisms to provide a holistic assessment of a trainer by their trainees.
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