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ackground Aims: Objective structured clinical encoun-
ers (OSCEs) are used widely to educate and assess the
ompetence of medical students and residents; they gener-
lly are absent from fellowship training. The Accreditation
ouncil for Graduate Education has cited OSCEs as a best
ractice for assessing the 6 core competencies. This article
eports on the use of an OSCE to assess the competence of
econd-year gastroenterology fellows in the difficult-to-as-
ess core competencies: interpersonal and communication
kills and professionalism. Methods: We developed a
-station, faculty-observed OSCE with 4 standardized pa-
ients. Information gathering, relationship development,
atient education, and counseling skills were assessed. Pro-
essionalism skills assessed included obtaining informed
onsent, delivering bad news, managing difficult situations,
nd showing interdisciplinary respect. In each station, fac-
lty and standardized patients completed an 18- to 24-item
hecklist evaluating fellows’ performance and provided
eedback to the fellows. Nine fellows and 5 faculty from 4
astroenterology training programs in NYC participated.
esults: Fellows and faculty generally highly rated the

ealism of the OSCE and favorably rated the OSCE for its
ifficulty and their overall experience. Across all cases,
ellows were rated as receiving “well dones” for 56.4% of
he communication items (SD, 18.3%) and for 79.1% of
he professionalism items (SD, 16.4%). Conclusions:
ntegrating OSCEs into gastroenterology fellowship train-
ng may help enhance communication skills and prepare
ellows for dealing with difficult clinical situations and
rovides mechanisms for constructive feedback. OSCEs de-
eloped collaboratively can assist in program self-evalua-
ion and reduce costs by sharing resources, in addition to
ulfilling Accreditation Council for Graduate Education

andates.

bjective structured clinical examinations (OSCEs) have
found widespread acceptance as an effective teaching

ool and as a method for determining the competence of both
edical students and residents.1–7 In February 1999, the Accred-

tation Council for Graduate Medical Education (ACGME)
dentified 6 general competencies for residents and fellows:

atient care, medical knowledge, practice-based learning and
mprovement, interpersonal and communication skills, profes-
ionalism, and systems-based practice.8 Residency programs are
ow required to institute performance improvement activities
o facilitate the development of these competencies by resi-
ents. The ACGME has cited the use of OSCEs and standard-

zed patients (SPs) as a best practice to determine a resident’s
evel of interpersonal and communication skills.

Most gastroenterologists interact with house staff and fel-
ows in the course of their clinical work and are asked to impart
heir wisdom to those in training. As a result, teaching gastro-
nterology to our trainees has become more challenging be-
ause it involves more than just medical knowledge and how to
erform procedures; the teaching of interpersonal communica-
ion skills and professionalism are essential to ensure patient
afety. As a result, many programs use simulated situations
such as objective structured clinical examinations and simula-
ions) to teach and assess the performance of their trainees in
eal-life situations. These simulated situations also provide su-
ervised practice opportunities for trainees to improve their
kills in hopes to reduce errors when encountering a similar,
eal-life patient, and thus increase patient safety. OSCEs are
sed widely to educate and assess medical students and resi-
ents, but generally are absent during the fellowship stage of
raining. We report here our findings for a pilot program using
4-station OSCE for gastroenterology fellows. The aims of our
roject were as follows: (1) to describe the process of developing
nd implementing a 4-station OSCE to assess the interpersonal
nd professionalism competencies of gastroenterology fellows,
2) to provide pilot data on fellows’ levels of competence in
hese areas as assessed through OSCE performance, and (3) to
hare data and insights on the feasibility, acceptability, and
sefulness of OSCEs for assessing competence, evaluating train-

ng, and improving faculty feedback.

Abbreviations used in this paper: ACGME, Accreditation Council for
raduate Education; GI, gastroenterology; OSCE, objective structured
linical encounter; SP, standardized patient.
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Methods
Participants
Nine fellows and 5 faculty members from 4 gastroen-

erology (GI) training programs in New York City participated.
his study was approved by the New York University School of
edicine Institutional Review Board. The scores for each fellow
ere de-identified and linked only to the school/training pro-
ram of each fellow. Each participating program contributed
100 per fellow to cover the cost of the SP’s lunch and program
upplies.

Objective Structured Clinical Encounter
Station Development and Implementation
A set of 4 clinical cases were developed to assess key

ommunication and professionalism skills relevant to gastro-
nterology. All 4 cases were adapted from previously used cases
n medical, surgical, and emergency medicine residents and
eviewed by local gastroenterologists for realism, content, and
ifficulty level.

Informed consent. The fellows were required to ob-
ain informed consent for a colonoscopy from a patient who
ad a history of chronic ulcerative colitis and whose risks and
onsequences of bowel perforation were increased.

Breaking bad news. The fellows were asked to break
ad news to a patient. They were required to inform a patient
ho presented for a screening colonoscopy that they had colon

ancer requiring surgical resection.
Medical complication. The fellows were required to

iscuss a complication, in which the fellow had perforated a
atient’s bowel performing a colonoscopy.

Transfer to surgery. The fellow was required to
ransfer a case to the surgical service by persuading an “obnox-
ous” surgical resident that a complex patient with multiple

edical problems and probable bowel ischemia needed to be on
heir surgical service. The fellows’ ability to maintain a profes-
ional relationship with the surgical resident was assessed.

Actors who have participated previously as SPs were hired for
scenarios, and a surgical resident was hired to perform the

urgical resident role. The SPs were trained for an hour with
cripts and role-play to standardize their case portrayals and
esident ratings. The same SP and surgical resident were seen by
ll fellows. Four GI training programs in New York City were
nvited to participate and provided both faculty observers (n �
) and their second-year fellows (n � 9). Faculty raters spent 1
our reviewing the checklists and standardizing their ratings.

Measures
We defined our interviewing competencies and profes-

ionalism skills through literature review, consultation with
erformance-based assessment experts (S.Z.), and GI fellowship
rogram directors (S.C., P.B., D.K., and E.W.). The major do-
ains of interest were communication and professionalism. In

articular, the communication competencies assessed included
ata gathering (eg, elicited your story using appropriate ques-
ions), relationship development (eg, communicated concern or
ntention to help), and patient education/counseling (eg, pro-
ided clear explanations/information). The same 11 generic
ommunication behaviors were assessed across all cases. Spe-
ific professionalism skills were assessed across 2 to 3 cases and

ncluded delivering bad news (eg, prepared the patient to receive m
ad news, assessed the patient’s readiness to receive news, gave
he patient an opportunity to respond), accountability (eg, took
esponsibility for the situation), managing a difficult situation
eg, maintained professionalism by controlling emotions,
voided assigning blame), and showing interdisciplinary respect
eg, showed respect toward the surgeon, acknowledged their
wn role, and understood hospital guidelines). These core areas
ere assessed using a behaviorally anchored checklist that has
een used previously with medical, emergency medicine, and
urgical residents and has shown both minimum reliability
internal consistency and inter- and intrarater reliability) and
onvergent and predictive validity.9,10 The communications por-
ion of the checklist is included in Figure 1.

The communication and professionalism checklist items are
ated on a 3-point scale of “not done” (the fellow did not
erform that task at all), “partly done” (the fellow attempted
he task but did not do it correctly), and “well done” (the fellow
erformed the task correctly). To set high standards for com-
etence, scores were calculated as a percentage of “well done.”

Fellows had 15 minutes to perform each scenario. Faculty
bservers and SPs independently completed the OSCE checklist

mmediately after each encounter and then had 5 minutes to
ive verbal feedback to the fellows. Report cards summarizing
ndividual performance in comparison with all fellows were
enerated to provide fellows with data-based individualized
eedback (Figure 2).

After completing the OSCE, fellows and faculty completed a
-item questionnaire that addressed the case difficulty and
ducational value of the experience.

Statistical Analysis
Statistical analysis was performed using Epidata soft-

are and Statistical Package for the Social Sciences (SPSS Inc,
hicago, IL) version 15.0. For this pilot study, only descriptive

tatistics (means and standard deviations) are reported. OSCE
cores are calculated as the percentage of receiving a score of
ell done. Post-OSCE questionnaire ratings are reported as
eans on a 5-point scale. Cronbach alphas were calculated to

ssess the internal consistency of items across cases (and SP
aters) and between SP and faculty raters.

Results
Scores derived from the checklist met minimum stan-

ards for reliability (Cronbach alpha � 0.65 for overall and
ubdomain scores across cases; agreement between SP and fac-
lty was moderate-to-strong: Cronbach alpha � 0.66 for pro-

essionalism and � 0.84 for communication skills).
The communication skills scores were based on information

athering, relationship development, and patient education as
resented as the percentage of items that fellows’ were rated as
aving received a rating of well done. The percentage of well-
one items for communication and professionalism by case and
verall across cases is presented in Table 1. The overall mean
ommunication score across all the fellows was 56.4% (SD,
8.3%). Fellows received more well-done ratings for relationship
evelopment (58.0%; SD, 20.5%) and information gathering

64.7%; SD, 13.3%) communication items than they did for
ducation and counseling (46.2%; SD, 26.2%). Performance var-
ed across cases with fellows generally performing worse in the
ore interpersonally challenging cases, namely the medical
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omplication and breaking bad news cases, than in the in-
ormed consent and transfer to surgery cases. Fellows achieved
rating of well done in 79.1% (SD, 16.4%) of the professional-

sm items; however, scores differed by specific domains of pro-

Figure 1. Sample checklist: inte
essionalism. For example, fellows scored highest in managing s
ifficult situations (83.2%; SD, 23.8%) and in showing interdis-
iplinary respect (67.6%; SD, 26.5%). Scores in the area of de-
ivering bad news suggested room for improvement, with resi-
ents on average correctly performing only 30.6% of the specific

onal and communication skills.
kills for delivering bad news (SD, 25.1%).
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Report cards were generated that showed how each individ-
al fellow performed on the core skills in comparison with all
he other fellows who participated in the OSCE. Scores also
ere provided across cases where relevant to showcase strengths
r weaknesses related to specific content and/or clinical chal-

enges. These report cards helped to give fellows (and program
aculty) a more nuanced and finely grained picture of their
pecific skills across scenarios.

Fellow and faculty ratings of their experience of the OSCE
uggest that they valued the experience. Their average agree-

ent that the OSCE was a fair assessment of their skills was 4.1
SD, 0.9) for fellows and 4.3 (SD, 0.9) for faculty on a 5-point
cale (1 � strongly disagree and 5 � strongly agree). The OSCE
eceived high marks for its realism from both faculty and
ellows and its difficulty level was rated as just about in the

iddle (mean, 3.3; SD, 0.7) between 1 (overly simple) and 5
overly difficult). Both fellows and faculty rated their overall

xperience as quite good, especially the faculty (mean, 4.5; SD, p
.6) (fellows’ mean, 4.1; SD, 0.6; both on a 5-point scale, 1 �
oor to 5 � excellent) (Table 2).

Discussion
In the past decade, the ACGME launched a staged

mplementation of the core competencies in which, initially,
rograms were expected to accept these broad headings and
o develop curricula to teach each component to their fel-
ows. After this, programs were expected to assess the impact
f these curricular changes and ultimately to show program-
atic improvements based on their predetermined outcome
easures. Each of the 4 training programs that participated

n the OSCE went about this in a different way. Our purpose
as not to explore individual program teaching methods,
ut to assess fellows’ performances in a standardized way
nd to provide this information to all of the participating

Figure 2. Sample report card.
rograms.
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In comparison with most other OSCEs that have taken place
n medical schools and residency programs, our program used
he OSCE in a fellowship program. The OSCEs we designed
ere adapted to a more sophisticated level of fellows and were
sed not to assess history and physical examination skills, as
as been used traditionally in medical schools and residency
rograms, but to assess interpersonal skills and professional-

sm. We have benefited greatly by our proximity to an Internal
edicine program that is well established in the use of OSCEs

t New York University School of Medicine. There was generous
haring of educational materials, methodology, and expertise to
elp frame the cases and the behaviorally grounded checklists
sed to assess the fellows. Taking the cases to a higher level of
omplexity for fellows was educational for all because it was
ecessary to tease out the elements that made the cases more
ophisticated. For example, in the informed consent case, the
atient had ulcerative colitis and we believed it was necessary
or the fellow to inform the patient of the risk of a total
olectomy in the event of colonoscopic perforation.

Our pilot program OSCE was well received by both the
ellows and faculty and yielded useful information for the
articipants: immediate specific feedback in the moment for
he fellows, and report cards comparing the individual fellows
ith the group as a whole for the programs that participated.
he report cards were useful because they provided the pro-
rams and the participating fellows not just feedback on the
ellows’ communication skills and professionalism, but also an
pportunity for practice-based learning.

The limitations of this program were its nature as a pilot: the
umber of participants was small, and the training of the

able 1. OSCE Performance of Gastroenterology Fellows in In
Competencies (n � 9)

Competency
Medical complication,

mean (SD)
Brea

nterpersonal and communication skills
Relationship development 36.7% (45.8%) 5
Information gathering 40.0% (54.8%) 6
Education and counseling 33.3% (44.1%) 1
Overall 36.6% (50.0%) 4

rofessionalism
Managing difficult situations — 7
Delivering bad news 38.9% (41.7%) 1
Accountability 37.0% (42.3%) 4
Interdisciplinary respect 33.3% (50.0%)
Overall 36.4% (41.0%) 4

able 2. Fellow and Faculty Evaluation of the GI OSCE

Ratings of GI OSCE

Mean (SD) of
fellows
(n � 9)

Mean (SD)
of faculty
(n � 5)

air assessmenta 4.1 (.9) 4.3 (.9)
ealistic cases and scenariosa 4.6 (.5) 4.5 (.6)
ifficulty levelb 3.1 (.6) 3.5 (.6)
verall experiencec 4.1 (.6) 4.5 (.6)

5-point scale: 1 � strongly disagree to 5 � strongly agree.
5-point scale: 1 � overly simple to 5 � overly difficult.

5-point scale: 1 � poor to 5 � excellent.
aculty as raters was not as rigorous as some of the other OSCEs
t our institution in that it was briefer and relied upon their
xperience as program directors who give feedback rather than
formal rater training program. We did learn a few things to

mprove it for the future—logistics, dressing patients in hospital
owns, and minor changes to the case details. The benefits of
he program were the opportunity to observe our fellows per-
orm in some challenging real-life scenarios and see how they
ompared with fellows from other programs. We believe that
he collaboration was a good way to reduce costs and to add
alue to the event with the cross-program communication,
ostering sharing of information and opening us to the possi-
ilities of further faculty development. Our expectation is that
s faculty members participate in more OSCEs, they will con-
inue to learn better methods for giving specific feedback in the

oment and that this will improve training program effective-
ess in the future. We recognize that we must reassess the

ellows after this program to see if there is a measurable and
opefully sustained improvement in their performance. Future
SCEs have been planned to assess that in addition to using

he program for faculty development.

Conclusions
We believe incorporating OSCEs, a validated method

cross the educational continuum, into fellowship programs
rovides an important opportunity to both teach and assess the
ompetencies crucial to training programs in gastroenterology.
rogram reviews by the ACGME certainly will be looking for
vidence that we are assessing the outcomes of our educational
ndeavors.
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