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ABSTRACT

Background Evaluation of resident physicians’ communications skills is a challenging task and is increasingly accomplished with

standardized examinations. There exists a need to identify the effective, efficient methods for assessment of communications skills.

Objective We compared objective structured clinical examination (OSCE) and direct observation as approaches for assessing

resident communications skills.

Methods We conducted a retrospective cohort analysis of orthopaedic surgery resident physicians at a single tertiary care academic

institution, using the Institute for Healthcare Communication ‘‘4 Es’’ model for effective communication. Data were collected between

2011 and 2015. A total of 28 residents, each with OSCE and complete direct observation assessment checklists, were included in the

analysis. Residents were included if they had 1 OSCE assessment and 2 or more complete direct observation assessments.

Results There were 28 of a possible 59 residents (47%) included. A total of 89% (25 of 28) of residents passed the communications

skills OSCE; only 54% (15 of 28) of residents passed the direct observation communications assessment. There was a positive,

moderate correlation between OSCE and direct observation scores overall (r¼ 0.415, P¼ .028). There was no agreement between

OSCE and direct observation in categorizing residents into passing and failing scores (j¼ 0.205, P¼ .16), after adjusting for chance

agreement.

Conclusions Our results suggest that OSCE and direct observation tools provide different insights into resident communications skills

(simulation of rare and challenging situations versus real-life daily encounters), and may provide useful perspectives on resident

communications skills in different contexts.

Introduction

Resident education in orthopaedic surgery has shifted

from a traditional apprenticeship model to a model

that includes competency-based teaching and assess-

ment. The education of orthopaedic surgeons includes

teaching and evaluating the proficiency of technical

skills, as well as refining and assessing communica-

tions skills.1

Assessing competence in nontechnical skills is

challenging. Objective structured clinical examina-

tions (OSCEs)2,3 have been utilized to assess

residents’ orthopaedic surgery skills,4 but to date

have not specifically targeted communications skills.

A well-designed OSCE can assess communications

skills and diagnostic capabilities across postgraduate

years.3,5,6 While the OSCE is a useful tool, it is a

scheduled event that residents can prepare for by

reviewing relevant topics prior to the examination.

Thus, the assessment may not reflect resident

performance in actual clinical situations. Addition-

ally, simulated cases often focus on rare and

challenging communication encounters, and do not

represent the range and complexity of patient

interactions. Workplace assessments are more likely

to indicate functional competence. In the Miller

pyramid, direct observation assesses the higher

competence level of ‘‘does,’’ whereas the OSCE

demonstrates the ‘‘shows’’ level.7

The purpose of this study is to compare the OSCE

and direct observation methods in the assessment of

orthopaedic residents’ communications skills.

Methods

We analyzed data from 2011 through 2015 for

resident assessments of communications skills using

OSCE and direct observation from 28 residents at a

single tertiary care academic institution. The assess-

ments were done as residents progressed to

DOI: http://dx.doi.org/10.4300/JGME-D-17-00587.1

Editor’s Note: The online version of this article contains the direct
observation and objective structured clinical examination checklist.

Journal of Graduate Medical Education, April 2018 219

BRIEF REPORT

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-28 via free access



postgraduate year 4 (PGY-4) and PGY-5. The OSCE

consisted of 5 stations: (1) disclosing a surgical error;

(2) providing sign-out to a physician at risk for

depression and alcohol abuse; (3) obtaining informed

consent; (4) delivering bad news; and (5) interacting

on the telephone with a nurse concerning a preoper-

ative delay in an orthopaedic patient. OSCE cases

(role descriptions) and materials (checklists) were

developed, and standardized patients and nurses were

trained in case portrayal and checklist completion.8

Each OSCE station was 10 minutes, with a 5-minute

break between stations to allow scoring of the

resident using a behaviorally anchored checklist.9

Checklist items assessing communications skills were

scored as not done, partially done, and well done (the

checklist is provided as online supplemental material).

Residents received feedback during a debriefing that

occurred after completion of the OSCE.

The results were reported as the percentage well

done in the predetermined domains of information

gathering (Engagement), relationship development

(Empathy), educating and counseling (Education),

and closing (Enlistment).8 These domains represent

the Institute for Healthcare Communication ‘‘4 Es’’

model for effective communication (BOX).10 Commu-

nication scores for each resident indicate the mean

percentage of well done items in each of the 4 domains.

Our institution developed a direct observation

program that entailed direct observation of an actual

patient encounter with a resident in the outpatient

clinic setting.11,12 This offers immediate, constructive

feedback because residents are debriefed in real

time.13 Faculty observers were trained on observing

clinical skills and providing feedback. Residents were

observed by faculty during clinical sessions for a

complete patient encounter. A checklist, similar to the

one used for the OSCEs, was completed by faculty,

immediate verbal feedback was given, and a copy of

the checklist was provided to the resident.

The OSCE was conducted prior to the direct

observation assessment in all cases. Institutional

Review Board approval was obtained prior to

initiation of this study.

We calculated a mean score for each resident from

the multiple direct observations, and we compared it to

the scores from the OSCE. We calculated descriptive

statistics and compared residents’ direct observation

and OSCE scores for the 4 communication domains.

We used Cohen’s j to assess agreement between the 2

methods, and we performed correlation tests to

explore the relationship between the 2 assessments.14

Statistical analysis was performed using PASW Statis-

tics version 20.0 (IBM Corp, Armonk, NY), with

statistical significance set to P , .05.

Results

A total of 28 of a possible 59 residents (47%) had 1

OSCE and 2 or more completed direct observation

scores, and were included in the analysis (TABLE 1). A

total of 89% (25 of 28) of the residents passed the

OSCE; only 54% (15 of 28) passed the direct

observation assessment. The FIGURE shows the pro-

portion of residents passing by communication

subdomains, with scores for the direct observation

assessment lower than those for the OSCE for all

domains except Enlistment. Despite lower scores for

direct observation, the majority of residents achieved

acceptable scores for Engagement, Empathy, and

Education on both assessment formats. For the

Enlistment domain, the percentage with a passing

score was slightly more than one-half using direct

BOX Example of Objective Structured Clinical Examination
and Direct Observation Communication Subdomains for
Checklist Assessments

Engagement (information gathering)
Introduced self/role on team/used patient name and shook
hands

Listened without interruption

Clarified information given: summarized history and checked
for accuracy

Empathy (relationship development)
Nonverbal behavior enriched communications

Used empathetic statements: (‘‘I see how upset you are’’)

Elicited all of your concerns/physical complaints

Education (educating and counseling)
Assessed your understanding (teach back/paraphrase)

Gave information in short segments

No use of jargon, provided explanations

Enlistment (closing)
Collaborated with you on decision-making

Assessed willingness to follow up with plan

Reviewed diagnosis and next steps

TABLE 1
Resident Cohort Demographics

Demographic n (%)
No. of Direct Observations,

mean (range)

PGY-2 4 (14) 3 (2–6)

PGY-3 9 (32) 3 (2–5)

PGY-4 8 (29) 3 (2–5)

PGY-5 7 (25) 4 (2–7)

Female 6 (21) 3 (2–6)

Male 22 (79) 3 (2–7)

Abbreviation: PGY, postgraduate year.
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observation, compared with a quarter of the residents

on the OSCE.

There was a positive, moderate correlation between

OSCE and direct observation scores overall

(r ¼ 0.415, P¼ .028), yet there was no agreement

between overall OSCE and direct observation scores

on categorizing residents into passing and failing

scores (j ¼ 0.205, P ¼ .16). TABLE 2 shows a moderate

level of agreement between the 2 assessments on the

Enlistment subdomain.

Discussion

Our comparison of OSCE and direct observation in

assessing communications skills in orthopaedic resi-

dents found that 2 approaches may yield different

insights into their skills. Using direct observation, the

same residents’ communications skills were consis-

tently lower for each domain assessed, except for

Enlistment. The higher score in this domain may

represent a strength of the direct observation assess-

ment in real patient encounters, where residents can

demonstrate greater communication of shared deci-

sion-making, an integral aspect of the physician-

patient relationship.

This makes it important to assess and address

communication deficiencies early to ensure they are

corrected, because in surgical specialties miscommu-

nicating or inadequately communicating information

to patients can result in adverse events.15

While direct observation showed lower perfor-

mance for engagement and empathy skills than the

OSCE assessment, the majority of residents had

passing scores on both methods. Physician empathy

has been shown to increase trust in the clinician, to

improve adherence, and is associated with improved

biologic indicators of disease.16

A study comparing assessments in family medicine

residents concluded there is little correlation between

evaluation methods.17 Our study shows similar

findings, with a larger cohort assessment, providing

justification for use of more than 1 complementary

evaluation tool to assess resident communications

skills. Many residents have experience taking OSCEs

during medical school and are conscious of the

objectives of the OSCE and the performance expected

of them, but they may not translate this awareness

and these skills to actual patient encounters. Direct

observation provides an opportunity for immediate

structured feedback to elucidate communications

skills that need improvement.

For the senior (PGY-4 and PGY-5) residents in our

study, the percentage with ‘‘passing’’ direct observa-

tion scores was lower than that for the OSCE. This

suggests that direct observation assessments provide a

unique insight into resident communication in an

actual clinical setting, compared with the highly

coordinated and scripted process of the OSCE.

Limitations of this study include the potential for

differences in evaluation between standardized

FIGURE

Comparison of Resident Communication Assessments by Domain

TABLE 2
Agreement Between Objective Structured Clinical Examination and Direct Observation Assessments

Communication Domain Engagement Empathy Education Enlistment

j value (Cohen’s j) 0.108 (P ¼ .21) 0.007 (P ¼ .93) 0.005 (P ¼ .98) 0.523 (P ¼ .002)
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patients and faculty, as well as from assessment to

assessment. Our OSCE scenarios focused predomi-

nantly on rare and challenging communication

events, while direct observation allowed for widely

variant interactions with patients. Finally, residents

may have been more conscious of the performance

expectations of the OSCE scenario, compared with

their observed actual clinical encounters. The study

was conducted at a single site with 28 residents,

limiting generalizability.

Future research into this subject is currently

underway at our institution. Direct observations of

junior residents are tracked over time for changes

with experience and feedback. A larger, multicenter

study would provide for more generalizable conclu-

sions into the insights afforded by these assessments.

Conclusion

Our study shows that OSCE and direct observation

tools may provide different insights into residents’

communications skills (simulation of rare and chal-

lenging situations versus real-life daily encounters).

Both tools offer feedback to allow areas for improve-

ment in resident communications skills to be addressed.
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