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Abstract

Background Although interpersonal and
communication skills are essential to physician practice,
there is a dearth of effective tools to meaningfully teach
and assess communication skills.

Objective The purpose of our study was to create a
standardized tool for evaluation of communication skills
for residents across specialties.

Methods \We designed an Objective, Structured
Communication Assessment of Residents (OSCAR) tool,
consisting of 4 clinical stations, to assess intern
communication skills with relationship development,
their establishment of case goals, and their organization
and time management skills. Interns from 11 training
programs completed the stations, with senior residents
trained to function as standardized patients. The 4
stations’ scenarios were a disruptive patient, handling a
phone call for a narcotics refill, disclosing a medical
mistake, and delivering bad news.

Results Eighty-three interns completed OSCAR during
orientation. The assessment took interns about

40 minutes to complete, and participants were given
immediate feedback by the standardized patients. The
total possible score for each station was 50. Resident
performance was highest for disclosing a medical
error (94%, 47 of 50), followed by handling a
disruptive patient (90%, 45 of 50), disclosing bad news
(86%, 43 of 50), and handling the phone call for the
narcotics refill (62%, 31 of 50). Multivariate analysis of
variance results indicated differences between
residents from US and international medical schools,
but there were no significant differences across
specialties. Interrater reliability was excellent for each
station (> 0.80).

Conclusions OSCAR is a practical tool for assessing
interns’ communication skills to provide timely results to
program directors.
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Editor’s Note: The online version of this article contains
reliability statistics, the evaluation form, and an example of
the 4 stations used in this study.

Introduction

Interpersonal and communication skills are essential to
physician practice. Designing tools to meaningfully teach
and assess communication skills is, however, difficult and
effective tools are largely lacking. Residents come from a
variety of cultural and educational backgrounds that shape
their ability to communicate with patients and colleagues.
Providing residents with an opportunity to practice their
interpersonal and communication skills in a safe environ-
ment, along with immediate constructive feedback, would
assist in closing this gap in their training.'
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Direct observation of residents is the most reliable and
valid means of skills assessment, but has limitations,
including variation in the patients and circumstances
residents are exposed to, and in the observers (ie, attending
physicians or senior residents).>'? Several articles describe
appropriate protocols for an objective, structured clinical
examination (OSCE) and for standardized patient (SP)
evaluations, yet the financial and opportunity costs of those
modalities appear to be major limiting factors.'>!5 Al-
though program directors agree that communication
competency is important for residents to master, there has
been little agreement in the literature about how those
communication skills should be evaluated.'®

The purpose of our study was to create a practical,
useful, and expedient evaluation of communication skills
for residents, across specialties; to determine whether
additional skill development was necessary; and to provide
timely feedback to the program directors regarding these
skills. We designed a program that used SPs to provide
meaningful data to program directors and immediate
feedback to the residents.'”

Methods

Setting and Participants

The Objective, Structured Communication Assessment of
Residents (OSCAR) assessment took place at the Metro-
Health System, a 731-bed facility that also serves as the
county’s safety-net hospital and is affiliated with Case
Western Reserve School of Medicine. Eight residents from
a variety of disciplines were trained as SPs and evaluators
by an experienced preceptor. Interns from 11 residency
programs participated in OSCAR.

Intervention

An interdisciplinary committee designed the OSCAR
clinical stations and evaluation tools in 3 phases: Phase I,
station development (January—March 2010); Phase II, a
feasibility study (end of March 2010); and Phase III,
implementation and evaluation by interns during the
residency orientation in July 2010. Stations were designed
to simulate experiences that incoming residents in most

18-22

disciplines would encounter during their training and

were patient-safety priorities.>>*

MetroHealth Medical Center’s Institutional Review
Board determined this study was exempt.

Phase I resulted in the development of OSCAR, which
consisted of 4 stations: (1) interacting with a disruptive
patient who wants to leave the hospital against medical
advice, (2) returning a patient’s phone call for a narcotics
refill, (3) disclosing that a patient received the wrong
medication, and (4) informing a patient about an abnormal

What was known

Interpersonal and communication skills are essential, yet there is a
dearth of effective tools to teach and assess communication skills.
What is new

Atool providing new interns with an objective, structured assessment of
their communication skills, using senior residents as standardized
patients.

Limitations

Small sample size limits generalizability. The evaluation tool requires
further validation.

Bottom line

The use of senior residents as standardized patients allows for
immediate feedback to new interns about their communication skills
and provides meaningful feedback to program directors.

mammogram and discussing further assessment. For each
station, the resident was provided with tasks to complete,
patient demographics, reason for the encounter, and a
description of the situation. We adapted the format of
OSCE and its use of SPs to focus on interpersonal and
communication skills with patients. Clinical content was
included in the scenarios, but residents were not evaluated
on their medical knowledge.

Residents were assigned to stations so they could
become proficient in 1 station and were not moved between
stations. Training took approximately 2 hours and included
an explanation of the project, review of the stations,
demonstration by the preceptor, opportunity for role playing,
and evaluation of their SP performance by the preceptor. It
also included instruction, practice, and evaluation on how to
give feedback. Faculty preceptors were available for ques-
tions and informally observed the process. Interns had
2 minutes to read the case and objectives, 5 minutes to
interview the patient, 2 minutes to receive immediate
feedback from the SP, and 1 minute to change stations.

In Phase II, we conducted a feasibility study with 18
internal medicine residents and designed an evaluation
form for the SPs to complete on each resident they observed
(described above). The evaluation form was piloted using
18 internal medicine residents and 8 SPs. It took
approximately half a day to run the feasibility study. Two
administrators ran OSCAR and were trained on how to
instruct the residents to rotate through the stations, with
one acting as timekeeper. We used structured feedback
from residents and SPs in the pilot study to refine the
scenarios. Changes included using actual clinical exami-
nation rooms and changing the response choices on the
evaluation form. This pilot showed that we could conduct
OSCAR efficiently and that the SPs could complete the
evaluations in a timely manner. The committee trained
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TABLE 1 INTERN DEMOGRAPHICS

Demographics Respondents, No. (%)

Sex
Female 41 (49)
Male 42 (51)
Total 83 (100)
US Born
Yes 46 (55)
No 37 (45)
Total 83 (100)

International medical school graduate

Yes 35 (42)
No 48 (58)
Total 83 (100)
Program
Internal medicine 30 (36)
Emergency medicine 13 (16)
Obstetrics-gynecology 7(8)
Family Practice 6 (7)
Medicine-pediatrics 6 (7)
Pediatrics 5(6)
Dentistry 5(6)
Psychiatry 4 (s)
Physical medicine and 3(4)
rehabilitation
Pathology 2(2)
Radiology 2 (2)
Total 83 (100)
Ethnic origin
Non-Hispanic White 30 (36)
Indian subcontinent 24 (29)
Asian/Pacific Islander 8 (10)
Other 21 (25)
Total 83 (100)

senior residents to act as SPs. The committee felt that
allowing residents to give feedback to interns would be a
valuable learning experience, in addition to developing a
sustainable cadre of experienced SPs. Feedback from the
residents suggested that the experience was positive overall.

572 Journal of Graduate Medical Education, December 2013

Outcome Measures

To evaluate resident performance, the committee agreed on
and developed 3 domains critical to patient care and effective
communication for the stations described above: relationship
development, case goals, and organization and time man-
agement. Based on our experience in the pilot, we anticipated
high performances overall, and we selected response catego-
ries optimized to distinguish scenario performance on a 4-
point scale (outstanding, advanced, proficient, and unsatis-
factory) with a total possible score of 50.

Residents were reevaluated at the end of their
postgraduate year (PGY)-1, using the same stations and the
same SPs. There was no additional formal training for the
OSCAR scenarios during the year because we wanted to see
if resident performance improved after a year of training.
Interns completed the stations in a random order each time.

Analysis

Contrast analysis was used to examine general differences
in resident performance across stations. To examine
differences according to the sex of the resident, program
(primary care versus specialty programs), and medical
school type, we used multivariate analysis of variance
(MANOVA). To examine changes from the beginning to
the end of PGY-1, we used general linear modeling to
conduct a repeated measures (RM)-MANOVA.? The
Bonferroni procedure was used to account for the multiple
comparisons. Contrasts and pairwise comparisons were
then examined. We used multiple imputations to handle
missing values. Five imputed data sets were created using
the fully conditional Markov chain Monte Carlo proce-
dure. Results of pooled estimates across the 5 imputations
are presented. Most variables had complete or near-
complete data. Examination of residuals indicated multi-
variate normality. Data analysis was conducted using SPSS
version 19.0 (IBM Corp, Armonk, NY).

Interrater reliability was assessed by having the SP and
an observer faculty rater independently assess each intern.
The SPs and the faculty rater were instructed not to speak
to each other about that intern’s performance.

Results

Eighty-three of 91 interns (91%) from 11 training
programs (TABLE 1) completed the OSCAR process. Forty-
one (49%) of the interns were women, 48 (58%) were US
medical school graduates, and 46 (55%) were born in the
United States. Of those born in the United States, 6 (13%)
attended medical school outside the United States. Thirty-
six percent (30 of 83) of the interns were non-Hispanic
White, 29% (24 of 83) were from the Indian subcontinent,
and 35% (29 of 83) had other ethnic origins. Twenty-seven
of 46 interns (59%) born in the United States were
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TABLE 2 OVERALL RESULTS (n = 83)

Scenario Mean?, % Mean (SD) Range Total Items Total Possible

Medical error 95 47.6 (3.2) 30.0-50.0 13 50.0
Relationship development 96 212 (1.4) 14.0-22.0 6 22.0
Case goals 93 14.9 (1.7) 9.0-16.0 4 16.0
Organization and time management 94 13 (1.2) 7.0-12.0 3 12.0

Disruptive patient 90 44.8 (6.1) 24.0-50.0 13 50.0
Relationship development 90 19.8 (21) 12.0-22.0 6 22.0
Case goals 88 14.0 (2.8) 6.0-16.0 4 16.0
Organization and time management 91 10.9 (1.8) 5.0-12.0 3 12.0

Bad news 86 42.2 (6.9) 18.0-49.0 13 50.0
Relationship development 87 19.1 (2.5) 10.0-21.0 6 22.0
Case goals 84 13.4 (3.0) 5.0-16.0 4 16.0
Organization and time management 88 105 (2.0) 3.0-12.0 3 12.0

Narcotics refill 62 31.2 (4.9) 21.0-40.0 13 50.0
Relationship development 63 13.9 (21) 10.0-20.0 6 22.0
Case goals 60 9.6 (2.2) 4.0-14.0 4 16.0
Organization and time management 63 7.6 (1.4) 5.0-10.0 3 12.0

“Means as a percentage of total possible score.

non-Hispanic White, 10 of 46 (22%) were of Indian
descent, and the remainder (9 of 46; 20%) were from other
racial/ethnic backgrounds.

It took each resident approximately 40 minutes to
complete all 4 stations, and it took 3 one-half day sessions
for all interns to complete the OSCAR process. Interrater
reliability for each station was excellent (Cohen x > 0.80)
and was also excellent for each domain within the stations
(reliability statistics and examples of stations are provided as
online supplemental material). Interitem reliability (Cron-
bach o) ranged from acceptable (0.66) to excellent (0.94).%

The primary outcome measure was overall station
performance. The percentage of total possible score, overall
mean, and standard deviation are illustrated in TABLE 2.
Resident performance was highest (percentage of total
possible score; mean; SD) on disclosing medical error
(95%; 47.6; 3.2), followed by handling a disruptive patient
(90%; 44.8; 6.1), delivering bad news (84%; 42.2; 6.9),
and handling a phone call for a narcotics refill (62%; 31.2;
4.9). Across the 4 stations, average performance was
slightly lower (~3% across stations) on meeting case goals.

There was a significant contrast in performance across
the stations (F4 50 = 2734.68, P < .001), suggesting resi-
dents’ skills differed from station to station. Among the 83
residents, the MANOVA results indicated a significant

between-subjects effect of medical-school type

(F472 = 6.079, P < .001) but not of program type

(F4,72 = 1.889, P = .12) or sex (F47, = 1.379, P = .25).
The multivariate test for within-subjects differences from
beginning to the end of PGY-1 was highly significant
(F4.72 = 26.753, P < .001), suggesting a general improve-
ment in resident performance.

Results of Bonferroni-adjusted pairwise comparisons
between estimated marginal means are shown in TABLE 3.
Those comparisons showed that US medical school
graduates (n = 48) performed better than international
medical graduates did (n = 35) on all 4 stations; women
performed slightly better on the disruptive patient station;
and residents in primary care programs performed better
on the disclosing bad news station.

Of the 83 residents in the initial application of OSCAR,
68 (82%) were evaluated at the end of PGY-1. Comparing
performance at the end of PGY-1 with the beginning of the
year, Bonferroni-adjusted pairwise comparisons found
significant within-subjects improvement in 2 of 4 stations
(narcotics refill and disruptive patient).

Discussion

We show the practicality of an SP-based assessment of interns’
communication skills and demonstrate that we could
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TABLE 3
RESIDENTS (OSCAR) ASSESSMENT?

COMPARISON OF RESIDENT PERFORMANCE ON THE OBJECTIVE, STRUCTURED COMMUNICATION ASSESSMENT OF

Program Type,® % sex,® % Medical School Type,® % Time Point, %, n = 68
Primary Specialty Male Female United States International Begin End
OSCAR Station (n =54) (n=29) (n = 42) (n=2g1) (n = 48) (n=35) PGY-1 PGY-1
Medication error 97 95 97 94 929 92 94 98
Bad news 89 83 86 86 91 81 84 88
Narcotics refill 7 L 7 7 3 68 62 79
Disruptive patient | 93 90 89 94 94 89 89 93

Abbreviation: PGY, postgraduate year.

“Higher scores indicate better performance. Statistically significant differences (P < .os) after Bonferroni adjustment are shown in bold.
®Estimates produced by multivariate analysis of variance (MANOVA) contrast analysis.

€ Estimates produced by repeated measures MANOVA contrast analysis.

implement and evaluate communication skills using a
practical tool for all incoming interns, regardless of specialty.
We also report that this did not require an unreasonable time
commitment from senior residents and faculty.

The interns’ mean performance on the stations ranged
from an average score of 62% to 95% of the total possible
points. Our study was not designed to determine a
threshold level for competence, and there was variation
among stations for all participants. The narcotics refill
results showed a mean performance across all groups of
62% at baseline and 79% at follow-up, suggesting that
despite improvement, additional training for this aspect of
clinical and communication practice may be necessary.

Our results show differences in performance for US
medical school graduates and international medical grad-
uates. The US medical school graduates performed better
overall, which we do not attribute to problems with their
prior education but to cultural issues. More studies need to
be conducted to determine whether this trend extends
beyond our institution and whether it is a training problem
or an experience problem.

We opted to train residents as SPs for several reasons:
(1) hiring SPs is costly, (2) we wanted to provide senior
residents with a unique teaching and learning opportunity,
and (3) we wanted to determine whether using senior
residents as SPs was something we would want to do in the
future to assess resident performance.

Although the OSCAR approach is similar to an OSCE,
there are differences. The OSCAR tool was specifically
designed to evaluate skills in communicating with patients,
not medical knowledge or clinical skills. The SPs were
trained to not correct issues of medical knowledge, and the
residents were told that the focus was solely on commu-
nication skills. In addition, because of its limited focus, we
were able to tailor the training for the SPs to allow them to

574 Journal of Graduate Medical Education, December 2013

complete the evaluation; give appropriate, meaningful
feedback; and gain teaching experience from this process.

The OSCAR tool showed a similar level of reliability as
other techniques used to evaluate communication skills,
such as the 360-degree evaluations, with some added
advantages. Ratings on 360-degree evaluations are often
unidimensional in that raters give an overall impression
rather than differentiate areas of specific competence.>%!
With 360-degree evaluations, there is often a substantial
burden in collecting, managing, and reporting data
collected from the comprehensive set of persons interacting
with residents.* Individuals evaluating residents using 360-
degree surveys may not have much time to actually observe
the resident’s communication skills in challenging situa-
tions.* Additionally, feedback to residents and program
directors from 360-degree evaluations is often delayed, and
our approach to assessing communication skills provided
for real-time feedback.

Once we have accumulated a larger sample, we plan to
further evaluate the construct validity of the OSCAR stations
and to create a tool for SPs to reflect on their experience in
evaluating the interns. We would also like to evaluate the SPs
on their ability to give constructive feedback.

Our study has some limitations. The small sample size
limits generalizability. Another limiting factor could be the
design of the instrument because ratings were not anchored
to specific behaviors. Finally, the baseline scores were high,
suggesting a possible ceiling effect and that the stations
were not challenging.

Conclusion

The OSCAR tool provides program directors with an
inexpensive and feasible method of assessing trainees’ skill
in communicating with patients at the beginning of
training. OSCAR had high interrater reliability when used
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with interns from a variety of specialties. Residents
reported that this was an excellent learning experience, and
the program was able to consistently identify residents who
might have communication issues, to intervene quickly, and
to implement an improvement plan.
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