AN INTERNATIONAL ASSOCIATION FOR MEDICAL EDUCATION

Communication Skills: An essential
component of medical curricula

Part I: Assessment of
Clinical Communication

Anita Laidlaw
Jo Hart

AMEE GUIDE 5"

Assessment

i

/B
v

\
AMEE Guides in‘Medical Education / www.amee.org

\ A



Welcome to AMEE Guides Series 2

The AMEE Guides cover important topics in
medical and healthcare professions education
and provide information, practical advice and
support. We hope that they will also stimulate
your thinking and reflection on the fopic. The
Guides have been logically sfructured for
ease of reading and contain useful take-home
messages. Text boxes highlight key points and
examples in practice. Each page in the guide
provides a column for your own personal
annotations, stimulated either by the text itself or
the quotations. Sources of further information on
the topic are provided in the reference list and
bibliography.

Guides are divided into series according to
subject:

I Teaching and Learning
N Research Methods

Education Management
I Curriculum Planning
BN Assessment

The Guides are designed for use by individual
teacherstoinformtheir practice and canbe used
to support staff development programmes.

‘Living Guides’

An important feature of this new Guide series is
the concept of supplements, which will provide
a continuing source of information on the topic.
Published supplements will be available to all
who have purchased the Guide.

If you would like to confribute a supplement
based on your own experience, please contact
the Guides Series Editor, Professor Trevor Gibbs

(tig.gibbs@gmail.com).

Supplements may comprise either a ‘Viewpoint’,
when you communicate your views and
comments on the Guide or the topic more
generally, or a ‘Practical Application’, where
you report on implementation of some aspect
of the subject of the Guide in your own situation.
Submissions for consideration for inclusion as @
Guide supplement should be maximum 1,000
words.

Other Guides in the new series
A list of fopics in this exciting new series is listed
on the back inside cover.



Institution/Corresponding address:
Dr Jo Hart, Manchester Medical School, University of Manchester, Oxford Road, Manchester M13 9PT, UK

Tel: +44 (0)161 275 1845
Email:  Jo.Hart@manchester.ac.uk

The authors:

Anita Laidlaw is currently a Senior Teaching Fellow and Convenor of communication skills at the Bute
Medical School, University of St Andrews, UK. She is also deputy module co-ordinator for all second year
modules. She became interested in medical education in 2005 when she joined the Health Psychology
group within the Bute. Her current research interests are psychological and cognitive factors affecting
communication and pedagogy.

Jo Hartis Director of 2011 Programme Delivery & Development at Manchester Medical School,
University of Manchester, UK. She is a Chartered Health Psychologist and has a PhD in health psychology
and medical education. Her research interest is primarily in the area of behaviour change, along with
work in factors affecting prediction of communication ability, and the process and effect of feedback.

Part of this AMEE Guide was first published in Medical Teacher:
POL 00000090 9.90090090900.909.909900900900000909.90¢

Guide Series Editor: Trevor Gibbs (tjg.gibbs@gmail.com)

Published by: Association for Medical Education in Europe (AMEE), Dundee, UK
Designed by: Lynn Thomson

© AMEE 2011

ISBN: 978-1-903934-xx-x

Guide 51: Communication Skills: an essential component of medical curricula. Part I: Assessment of clinical communication Q


Trevor
Sticky Note
is this a consistent feature of Guides from this point on ?


Contents

Abstract
Intfroduction
Entrance assessment

Summative assessment: What should we be assessing?
Assessment of theory knowledge - ‘knows’
Assessment of knowledge of skill - ‘knows how’

Assessment of verbal clinical communication
¢ Assessing verbal clinical communication — competence ‘shows how’
* Assessing verbal clinical communication - performance ‘does’
* Who should be assessing verbal clinical communication?@

Assessment of written communication ..

Writing about communication: reflection on skills
Formative assessment and feedback

Current issues of debate
When should assessment take place?
Integrated or separate?

How important should clinical communication assessment be?
Conclusions

References

Guide 51: Communication Skills: an essential component of medical curricula. Part I: Assessment of clinical communication


Trevor
Sticky Note
needs page numbers putting in 


Abstract

This Guide has been written to provide guidance for those involved in
planning the topic of communication skills; this first part of a two part Guide
deals with the important issue of the assessment of clinical communication.

The first question to ask when approaching the task of designing such
assessment is ‘what do | want to assesse’. This Guide provides guidance
and information relating to the assess r of various aspects of clinical
communication; its underlying theory, Q.ocﬂcol ability to show that

an individual is competent in certain aspects of communication and its
relationship to how students perform on a daily basis. The advantages and
disadvantages of assessing selective aspects are also discussed.

The Guide also draws attention to the complexity of assessing the ability fo
communicate with patients and healthcare professionals, issues of reliability
and validity being highlighted for each aspect. Finally, current debates
within the clinical communication teaching arena are raised. When should
the assessment of clinical communication occur in undergraduate medical
education? Should practical clinical communication assessment be
integrated with clinical skills assessment, or should the two be separate? How
important should the assessment of clinical communication be, for example
should someone fail an assessment on the basis of their communication?

Itis the aim of the authors not only to provide a useful reference for those
starting to develop their assessments, but also provide an opportunity

for review and debate amongst those who already assess clinical
communication within their curricula, as well those who have a general
interest in learning more about the possibilities for communication assessment.

TAKE HOME MESSAGES

* Communication skills are an essential component of health sciences Communication skills are
an essential component
of health sciences
undergraduate curricula.

undergraduate curricula

* When considering how to assess clinical communication, it is important to
determine what the elements that need to be assessed are.

Assessment may be made easier through the use of accepted models of skills
development.

Specific areas for consideration are: resource allocation; validity, reliability
and generalisability; timing of assessment activities; confidence in the chosen
methods and the importance of the results obtained.

There are a number of areas of clinical communication assessment under
current debate such as its integration into standard assessment activities.

Many of the topics within the assessment of clinical communication are
currently being researched, suggesting that it is still an important growth area.
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Infroduction

What is clinical communication? In its broadest sense it would be any What is clinical
communication? In its

communication between health professionals or between health broadest sense it would
professionals and patients (and relatives). This communication could be be any communication
written or oral, face to face, over the telephone, electronic or via video. The between health

. . . . professionals or between
subject matter may range from a brief cold to terminal cancer (von Fragstein health professionals and
et al., 2008). What is always true though, is that how it is done is important. patients (and relafives).
Effective doctor — patient communication has been linked with improvements
in patient satisfaction (Wiliams et al. 1998), adherence to treatment regimens
(DiMatteo, 2004) and patient health outcomes (Stewart, 1995).
Given the importance of clinical communication, is it something that doctors
are good ate Several studies show that a large proportion of complaints
against doctors stem from problems or difficulties in communication (Halperin,
2000; Taylor et al. 2002). Indeed, a recent JAMA article showed that poor
communication scores on the Medical Council of Canada licensing exams
predicted complaints to medical regulatory authorities in the following
2-12 years (Tamblyn et al., 2007). It would seem then that there are sfill
improvements to be made in terms of the abilities of doctors to communicate
effectively with their patients.
It is also clear that doctors do not always communicate effectively with It is also clear that
either other doctors or other health professionals within the multi-disciplinary SO 10 [l CLHENS

o . . . . communicate effectively
team providing patient care. This can impact on patient outcomes - one with either other doctors or
study reported impacts of care team communication on perceived quality other health professionals
f | th of st i i . q i five f foning i within the multi-disciplinary

of care, length of stay, post operative pain and post operative functioning in team providing patient
patients who had undergone an arthroplasty (joinf replacement) (Gittell et care.

al., 2000). It is not just communication with patients that requires work, but also
interdisciplinary/multiprofessional communication.

Based on this growing evidence, medical education governing bodies
embraced clinical communication as a vital component of their curricula.
GMC'’s Tomorrows Doctors document, relating to undergraduate medical
education in the UK(GMC 2009) states that each strand of learning (doctor
as scholar and scientist, doctor as practitioner, doctor as professional) must
be satisfactorily assessed. Communication is part of ‘doctor as practioner’
and outcomes related to communication and consultation skills are included
within this.

A similar sentiment towards clinical communication is expressed in most
national medical education guidelines such as The Association of American
Medical Colleges(1998), The Scofttish Doctor (Simpson et al., 2002) and The
Institute for International Medical Education (2002), with learning outcomes
specifically relating to clinical communication expressed in many of such
documents. An example learning objective from the Tomorrows Doctors
(GMC 2009) document is that graduates should be able to:

“Communicate clearly, sensitively and effectively with patients, their
relatives or other carers, and colleagues from the medical and other
professions, by listening, sharing and responding.”
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This change in attitude by governing bodies has had the effect that the
teaching of clinical communication gradually has become a core part of
medical education (Brown 2008; von Fragstein et al., 2008).

Effective and sensitive clinical communication is therefore an acknowledged Effective and sensitive
learning outcome for medical curricula. This guide is part | of a two part series S'T?]'g%fg?emorgumcm'on
which examines clinical communication within medical education. Part | (this acknowledged learning
Guide) focuses on methods of assessment for clinical communication whilst gﬂ:ﬁéﬁ]@ for medical
Part Il will describe and discuss the clinical communication curriculum and
pedagogical techniques that can be used.
Evidence is required that learning outcomes relating to clinical
communication have been achieved; how can this be obtained? And what
kind of evidence is required? Is it evidence of practical skills, knowledge or
attitudese What outcome should be measured; verbal communication or
written, or both2 Assessment, both as a driver for learning (Kelly 2007), and a
method of grading levels of knowledge skills or attitudes is required.
It has been acknowledged by the Department of Health (England) (DoH
2003) that public confidence in the competence of Health Professionals
depends upon the robustness of the methods used to assess skills during
training, but the assessment of clinical communication is not uniform amongst ...assessment of clinical
medical education establishments. For example, in a survey of 24 UK medical SO SEHON BT

) ] uniform amongst medical
schools (Raferty & Scowen 2006) all included formal, summative assessment education establishments.

of communication skills in their undergraduate examination programme.
But what was assessed and how it was assessed depended on the clinical
communication curriculum within each school.

A large section deals with the most complex type of clinical communication
assessment, practical skills (either to determine whether a minimum level of
skill competence has been achieved or whether day to day practice is of a
sufficient standard). Issues relating to who should be examining practical skills,
how to maintain validity, and how to ensure reliability are all discussed.

The Guide also raises some of the current debates surrounding the assessment
of clinical communication, such as;

* when should assessment be carried out?
e can we actually assess an individuals ability fo communicate reliably?

e should communication assessment be integrated with clinical skills
assessment?

* how much weight should be given fo clinical communication in summative
examinations?

This Guide therefore aims to provide examples of methods of assessment

for clinical communication useful for individuals planning new assessment
strategies. It should also stimulate discussion and debate amongst experts as
there are still many unanswered questions in this field. Hopefully, the Guide will
drive research to try to answer some of these questions.

Guide 51: Communication Skills: an essential component of medical curricula. Part I: Assessment of clinical communication




Entrance assessment

This Guide will mainly cover assessment during undergraduate and
postgraduate medical training, but the practical communicatory abilities of
prospective students (Powis 1998) or postgraduates applying for membership
of one of the colleges (Ward 2008) are often assessed during the entry
application process. Written communication is also usually assessed in the
written application process.

Assessment of the communicative ability of medical students often starts
before they embark on their undergraduate studies. There have been several
pieces of work investigating the selection process for medical students. In

a British Medical Journal article, from the ‘How to do it’ series, the author
(Powis 1998) provides a guide to determining how to implement the selection
process and what techniques to use. One component is the personal
interview which he states can be used to assess ‘verbal reasoning, language
and interaction skills, and atfitudes’. He does stress that an interview should
not be used as the only selection event and should be structured or semi-
structured to provide validity. Staff involved should also be well trained to
provide reliability.

Reliability is an issue that should be taken very seriously if personal interviews
are a key component of the selection process. The multiple mini-interview
(MMI) was developed fo try to overcome this difficulty (Eva et al. 2004b).

It comprises of several mini-interviews or ‘stations’ where a task has to

be completed by each interviewee. These may involve the discussion of
ethical dilemmas, the provision of some information about the healthcare
system of the country the school is in or they can be more focussed towards
communication. One example provided by Eva et alin their description

of the development of the MMI (Eva et al., 2004b) is a station where the
interviewee is told they are picking up a colleague to fly to a conference,
only to discover that the colleague has a fear of flying. The interviewee is
assessed on their ability to empathise and communicate this o the colleague
(who is an actor playing the role). In a second study by the same group

the MMI was found to be the only admissions procedure (other procedures
included, grade point average and a personal interview) that correlated with
pre clerkship Clinical Exam results, and in fact was of predictive value (Eva
et al. 2004a). Many medical students therefore have had a communication
assessment prior to being accepted onto a medical course. This tfends not
to be as specific (nor assessed in the same way) as the later communication
skills/attitudes assessments. It should not be the only method of determining
the suitability of the candidate, but should be seen as an early opportunity
to gauge an individual’s abilities in communicating. There is much debate
about whether a minimum standard of communication ability should

be a pre-cursor to medical school admission, but the counter-debate
emphasises that all communication can be learnt at medical school, so no
pre-requisite ability is necessary. This prompts an area for future research

to provide evidence for this, for example by tracking the development of
communication learning with progression through medical school. There is
currently some work tracking the development of patient centred attfitudes
(Noble et al. 2007).

Assessment of the
communicative ability of
medical students often
starts before they embark
on their undergraduate
studies.
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Summative assessment: What should we be assessing?

In 1990 George Miller published his review of the methods of assessing clinical
competence and performance (Miller, 1990). In his article he introduced a
framework highlighting the various levels that assessment could be focussed
towards; these can be viewed in Figure 1.

FIGURE 1

Measuring clinical skills perfformance, the four levels of Millers pyramid
(Miller.GE, 1990).

Does

/ Shows How \
/ Knows How \

Knows
Miller argued that:
“no single assessment method can provide all the data required for “no single assessment
. . . . method can provide all the
anything so complex as the delivery of professional services by a data required for anything
successful physician.” so complex as the delivery

of professional services by a

. . . . successful physician.”
The framework is presented as a pyramid of levels starting with the base of

‘knows’ — a knowledge base relating to the skill. It progresses up through
‘knows how' — an understanding of the application of the knowledge and
‘shows how' — an individual can show in an exam setting that a minimum
level of competence to carry out a skill has been achieved. Finally, at the
apex of the pyramid is ‘does’ — performance on a day to day basis above a
minimum level of competence (Miller 1990).

There is surprisingly little evidence to show that grades on different levels

of the skills pyramid correlate with each other. This seems to be especially
the case between the two traditional methods of assessment, which tend
to assess the ‘knows’ (knowledge) and performance after graduation (the
‘does’) (van Dalen et al., 2002b; Probert et al. 2003). Objective Structured
Clinical Exams (OSCEs) show better correlation to performance after
graduation and therefore greater validity (Probert et al., 2003). One study
however, did show a weak positive correlation between knowledge,
competence and performance early in undergraduate training, although
interestingly in later years this correlation became negative (Humphris
2002). Another reported evidence that combined assessment, testing both
knowledge and competence, was better at predicting clinical performance
than competence assessment alone (Wilkinson & Frampton, 2004). So an
assessment of knowledge and competence best predicted performance
in the future suggesting knowledge tests and OSCE style exams are indeed
testing different aspects of performance.
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Perhaps the levels of Millers pyramid should be viewed as component parts
of ajigsaw rather than levels of achievement that should be ‘passed’ before
progressing to the next level. If this is the case then assessment of the different
components of Miller's pyramid (Miller 1990) should provide a more accurate
picture as to the performance of an individual in their day to day patient
care.

This argument is also put forward by another author (Schirmer et al., 2005)
in their review of tools for assessing practical, verbal communication. They
state that:

“While difficult to measure, methods are needed to assess the degree to
which the interviewer is mindfully adaptive, responsive, self-aware and
aware of the other person, the context, and shifts in the interaction”.

This acknowledges that there are different components to communication
which should all be assessed to fully appraise the abilities of an individual.

This evidence suggests that there should be scope to assess more than -.there should be scope

t of clinical ication duri q duate’ fo assess more than one
one component of clinical communication during an undergraduate’s component of clinical
time at Medical School. There is no evidence to suggest whether these communication during an
assessments should be carried out simultaneously. It would however appear UM”eddeig%rlosciﬁfg ST O
that if all components of clinical communication cannot be assessed (due '
to restrictions of resources, time etc), then the practical assessment of
competence is that most related to performance. It is not clear whether for
postgraduates the assessment of all of the components is necessary, it may

however be useful.

If we accept the premise that assessment of all components of clinical
communication skills competence and performance is optimally desirable,
then how can they be assessed? The following sections describe and discuss
the merits of methods that can be used to assess the various components of
Miller's pyramid (Miller 1990).

Assessment of theory knowledge - ‘knows’

As with any knowledge strand within a medical curriculum, communication
knowledge can be assessed using multiple choice (MCQ), short written
answer (SWA) questions or essays (Rees et al. 2002). Each of these methods
assess a slightly different type of learning: for a comparison of the impact
on student learning approaches of these types of assessment see Scouller
(Scouller 1998).

Some Medical school@nin knowledge assessment stations within their
OSCEs (Probert et al., 2003). These are usually clinically based, such as

data interpretation stations (X-rays, for example) and such stations could
also be used to assess clinical communication knowledge. For example,

a vignette describing a particular communication scenario, a franscript

of an interaction or a photograph of communication occurring could be
provided and questions relating to the content of the material set. This
method of assessment requires fewer resources (no software, simulated
patients or practical assessors) and logistical organisation than would be
needed to assess other components of clinical communication. It should be

Guide 51: Communication Skills: an essential component of medical curricula. Part I: Assessment of clinical communication


Trevor
Highlight

Trevor
Sticky Note
upper case S


remembered however, if SWA's or essays are set, considerable staff time may
be required for marking.

There is another option; the OSVE (Objective Structured Video Exam)
(Humphris & Kaney 2000) which will be described in greater detail in the next
section. The OSVE can contain questions designed to test explicit knowledge,
as well as other types of questions.

In the undergraduate curriculum there has been a general movement

away from such tests of communication knowledge towards assessments of
practical competence, ensuring the attainment of a minimum acceptable
level. As discussed above, this may be a move from testing one aspect of
communication to another (Institute for International Medical Education 2001;
Humphris, 2002), in this case a shift away from assessing knowledge of clinical
communication to the assessment of competence in carrying out the skills
involved.

The basis for this shift is unclear, although it may, in part, be driven by the
governing body guidelines such as Tomorrows Doctors (GMC 2009), the shift
towards outcome based curricula and the focus within medical education
on communication skills, with less focus on theory and underpinning
principles. As noted in the previous section, when assessment of the various
components of Miller’s pyramid are combined a better prediction of
postgraduate performance is achieved (Wilkinson & Framptfon 2004). Medicall
schools should be aware of this and consider retaining at least a component
of clinical communication knowledge assessment.

Assessment of knowledge of skill - ‘knows how’

Miller originally described this level of clinical performance as the

“quality of being functionally adequate, or of having sufficient knowledge,
judgement, skill, or strength for a particular duty” (Miller 1990).

So not only does an individual require knowledge but they need to be ...not only does an
able to apply the knowledge they have in solving a problem. In the case individual require

PR 9 Y gap ) knowledge but they need
of clinical communication this would be the skills involved in appraising to be able to apply the

knowledge they have in

a communication situation and using the knowledge base they have to ;
solving a problem.

select an effective response for that situation. Testing this type of clinical
communication knowledge is not always straight forward, especially when
you wish to test the critical appraisal component.

One way to assess this would be to modify the OSCE knowledge stations
described in the previous section (Probert et al., 2003) so that were aimed at
a critical evaluation of the material or application of the content knowledge
to the context of the material. SWAs could also be used in a similar way and
would required fewer resources, for example they could be a component of
a written exam if schools do not run OSCE style exams frequently.

Another method that has been used to assess this type of ability is the
Objective Structured Video Exam (OSVE). The OSVE was initially developed
at Liverpool University by Humphris and Kaney (Humphris & Kaney 2000).
Students viewed a recorded doctor — patient interaction and answered
written questions relating to what they had observed. Although inter-
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marker variability was small and scores correlated well with OSCE examiner
scores (but not to OSCE simulated patient scores), it was labour intensive
to administer and there were difficulties with uniformity of the audio visual
experience (personal communication Humphris).

More recently a computerised version of this was developed by Hulsman
and colleagues (Hulsman et al., 2004) at the Amsterdam Medical School,
which aimed to try to resolve some of the issues of the original format. OSVE
questions can probe various components of Millers pyramid. They may

examine the ‘knows’ component (theoretical knowledge) but also the ‘knows

how'. For the ‘knows how' questions students could be asked to critically

evaluate the interaction they have viewed or they could be asked to s‘ro’re@

how they would respond in specific communication situations (Hulsman et
al., 2006; Miller, 1990). This focuses on how they would apply the knowledge
they have to a specific communication context. Unfortfunately although

the computerised version of the OSVE does combat some of the difficulties
of the non-computerised version (specifically solving the sound and visual
quality problem:s) it still requires each student’s answers to be individually
marked and is therefore is as labour intensive as marking short written answer
questions (SWAs). It would also require access fo a suitable computing facility
to ensure examination conditions when students were assessed. Thus if an
OSVE is considered by schools as a method of assessment thought must be
given to the resources and time it would require, whether it is computerised or
non-computerised.

Thus there are ways to assess the ‘knows how' component of clinical
performance described by Miller (Miller 1990). It is not clear how many
schools do assess this element of performance. Understanding better how
an individual approaches communication situations would provide more
accurate information not just regarding their future performance but also on
how their performance can be improved.

Assessment of verbal clinical communication

The assessment of practical verbal clinical communication is by far the
most common way of assessing communication currently and therefore

it is the largest section in this Guide. The assessment of practical verbal
clinical communication may have one of two aims. It could be focussed

at determining whether an individual has achieved a minimum level of
competence in a particular skill or it could record their level of performance
over and above that minimum level, a grading. These correspond to the
‘Shows how' and ‘Does’ (Miller 1990) components of Millers pyramid.

The correlation between these two types of assessment has been found

to be stronger (in relation to clinical skills) than relationships between

the other components of Millers pyramid (Miller 1990), as shown by the
stronger correlation between OSCE scores and performance assessment

by consultants (Probert et al., 2003). It is not a perfect mafch though and
the achievement of minimum levels of competence cannot be used to
completely predict clinical performance levels on a day to day basis. There
are advantages of using assessments of an achievement of a minimum level
of competence, especially at undergraduate level, and these are discussed
below.

If an OSVE is considered
by schools as a method of
assessment thought must
be given to the resources
and fime it would require,
whether it is computerised
or non-computerised.

The assessment of
practical verbal clinical
communication may have
one of two aims. It could
be focussed at determining
whether an individual

has achieved a minimum
level of competence

in a particular skill or it
could record their level

of performance over and
above that minimum level,
a grading.
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Assessing verbal clinical communication — competence ‘shows how’
Assessment of communication during a clinical skills examination such
as the OSCE or mini-CEX (mini-clinical-evaluation-exercise) (Norcini et al.
2003)were developed because of the requirement to provide evidence
of the achievement of minimum competence levels and the drive to
increase the reliability of assessment methods. Such exams occur at both
undergraduate and postgraduate level, although OSCEs tend to be
more common in undergraduate education. The mini-CEX is mainly used
now as a workplace based assessment either formative or summative
(Wass 2005, Hatala et al. 2006). Both OSCEs and the mini-CEX consist

of several cases which are presented to the examinees, either on the
same day, or over an extended fime period. In OSCEs, people trained
to play a standardised role are involved, whereas for the mini-CEX ‘real’
patients tend to be used (Norcini et al. 2003). The patients present a
case which can be used as a vehicle to assess particular skills. These skills
are observed by an examiner who uses an assessment tool to grade

the examinees performance, usually noting whether the candidate has
passed, is borderline, or has failed the station (Norcini & McKinley, 2007).
Students interact with the patients for 5-30 minutes. OSCEs tend to focus
on one skill per case or ‘stafion’ (in the case of clinical communication
examples of individual skills would be history taking or breaking bad
news) whilst long or short case exams such as the mini-CEX may cover
the whole patient case, or focus on one aspect (history taking, physical
examination, formation of a diagnosis and treatment plan) (Barman
2005). The ability to test specific skill competencies in a short space of
time is perhaps the main reason that the OSCE is used more commonly
in undergraduate education (Epstein 2007) as it provides recordable
evidence that a student has achieved minimum levels of competence
in a single skill (although they are used for membership of for example,
the Royal College of Surgeons (Ward 2008)). As a method of testing
whether a minimum standard has been achieved OSCEs or mini-CEX are
valid as the individual has to carry out the particular skill and show their
competence. As a method of giving an estimate of performance level
the OSCE type examinations are not completely valid as they do not
show how the individual performs such skills on a day to day basis under
normal working conditions.

Various sources of error or variability are inherent within such practical
assessments. Sources include assessment tools, examiners, cases,
simulated patients (SPs) and, of course the students themselves. Efforts
are required to minimise sources of variability other than the students,
therefore ensuring reliability.

* Issues of reliability — assessment tools: During practical examinations During practical
examinations where clinical
communication skills are
not integrated with other clinical skills, examiners utilise rubrics which assessed in isolation, e.g.

are generally either checklists or rating scales (or a mixture of both). not integrated with other

. - . . clinical skills, examiners
Checklist assessment tools contain lists of specific tasks the examinee Ui muleriies wikielh ere
should complete within their allotted time, and what to include in such generally either checklists or
a checklist is a current debate (Hettinga et al., 2010). Rating scales i) SEElER,
generally require the examiners to gauge how well they think the

examinee has performed, either globally or for particular skill sets. Some

where clinical communication skills are assessed in isolation, e.g.
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tools might have added benefit be being a combination of tick lists
and rating scales.

For expert examiners, global rating scales appear to be more reliable
and show better construct validity than checklists for OSCE type
examination (Regehr et al., 1998). Examples of some of the tools
currently used by examiners include the Harvard Medical School (HMS)
Communication Skills Tool (Makoul 2001), the Liverpool Communication
Skills Assessment Scale (LCSAS) (Humphris & Kaney 2001c), the
Maastricht communication skills assessment scale (MAAS — Global)
(Thiel et al., 2000), the Amsterdam Attitudes and Communication
Scale (AACS) (de Haes et al., 2001) and the Clinical Skills Assessment
(CSA) (Boulet ef al., 2002). Interested individuals should examine

such tools as reliability data may already be published. Schirmer

and colleagues (Schirmer et al., 2005) reviewed and graded various
communication skills assessment tools on several categories of use.
These included, the communication components assessed, whether
the psychometric properties had been investigated, its overall value
and its usability (both from the perspective of who it was deigned

for use by, and by frained raters). Interestingly no tool scored highly

on all parameters. It was found that often tools scoring highly in ..often fools scoring

communication components they measured would be low for usabilit highly in communication
P i 4 components they

due to their extensive nature. An extensive tool may prove to be very measured would be low

accurate in assessing competence but if there is not enough time for usability due fo their

. - . . . extensive nature.
for assessors to complete it during the 5 minutes or so available in an

OSCE station then it is not practical. Currently there is no individual
rubric that is uniformly thought to be the most reliable, valid and easy
to use for all potential examiners. Therefore a thorough investigation of
the available tools and comparison with what individual schools wish
to asses and with the examiners they have available should result in a
suitable assessment sheet.

* Issues of reliability — case specificity: A study by Guiton and colleagues
in California, USA (Guiton et al., 2004) investigated whether there was
any case specificity in the assessment of clinical communication.

The communication performance of students’ at each stationin a
seven case exam was assessed using a rating scale. For each case
seven areas of clinical communication were graded on a six-point
Likert scale by examiners, and each student also received a global
communication score. Within each case there was high reliability
between the seven areas, but between cases, there was little reliability
for the same clinical communication area for individual students. 50%
of the observed variability was due to a student x case interaction,
meaning there was a large degree of variation in how students
responded to different cases.

However, the generalisability of the seven items and seven cases was
high. This suggests the whole examination gave a reliable measure of
the student’s communicative abilities (Guiton et al., 2004). This work
shows that to give a reliable, generalisable measure of skill level (rather =10 @ve elelel ol

] ) ] generalisable measure
than competence in one or more skills), several cases are required. of skill level (rather than
Norcini et alin their study in North Eastern USA suggested up to 14 competence in one or

. . . . - more skills), several cases
cases were required for students in the borderline area in a mini-CEX. are requiréd
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For students at high or low end of the scale, fewer cases were required
to give areliable, generalisable measure (Norcini et al., 2003) of
communication skill.

When planning how many cases would be required@)gh’r must be
given to the purpose of the examination. If a record of competence
is needed for a specific skill, then a single case example may be
appropriate but for a measure of more general communication
ability competence such as ‘can take a history from a patient in an
appropriate, polite manner’ then several cases may be needed for
reliability.

This, of course, has implications for resources. If a measure of
performance is needed but such practical examinations are only runin
the final year of a course several stations would be required in a single
exam to provide a reliable measure. Schools need to consider whether
having so many clinical communication stations within a single exam

is feasible. If it is not feasible it may be worth including stations in earlier
examinations (if these are run within the curriculum) or fo consider
integrating clinical communication elements within other clinical skills
stations. This resolution brings its own problems however and these will
be djﬁed in the ‘Integrated or separate?’ section later on in this

guid
Issues of reliability — Examiners: Examiners need to be trained in the use Examiners need fo be
of assessment tools to ensure consistency (Rider et al., 2006). Evidence frained in the use of
. . . . assessment tools to ensure
of examiner over- compensation for difficult cases was observed in consistency.

the study by Norcini (Norcini et al., 2003) in the mini-CEX. Interestingly

in one study (Keen et al., 2003) the levels of error attributable to well
trained raters was negligible. Therefore fraining examiners is effective in
reducing this source of variability. Several training techniques can be
used to improve inter-rater reliability (de Haes et al., 2001; Humphris &
Kaney 2001b; Boulet et al., 2003).

Training usually comprises familiarisation of the assessment tool then Training usually comprises
familiarisation of the

practise in using it during a mock assessment or fo assess a video

) ] o . assessment tool then
recorded interaction. Frequently training takes place in groups and practise in using it during
discussion between individual assessors usually provides consensus with a mock assessment or fo

assess a video recorded

regard to marks or grades assigned. Several examples may have to be teraetismn.

assessed by the frainees before consensus is reached (de Haes et al.,
2001).

Another option to nullify examiner sources of error would be to
increase the number of examiners, such that the impact of individual
differences is reduced. One study looking at the reliability of the
assessment tool developed at Amsterdam Medical School (AACS)
recommended a minimum of six assessors scoring six — fen items to
achieve reliability (de Haes et al., 2001). However if examiners are well
trained having an individual assessed by several examiners may not be
necessary.

Training of examiners should therefore be a priority to achieve
consistency and reliability. Results should be examined post hoc fo
identify any problems such as a lenient examiner.
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* Issues of reliability - simulated or standardised patients: Simulated
(actors playing a role) or standardised (individuals who may have
the disorder or iliness being investigated) patients (SPs) also require
training to ensure that the patient case is portrayed in a standard
way (Collins & Harden 1998). The fraining should ensure SPs do not
increase the level of complexity if students perform well, or decrease it
in situations where students are struggling. Training should also minimise
‘performance drift’ which can occur if SPs are portraying the same
scenario over a period of fime.

If more than one SP is used o play a particular case, either because If more than one SP is used
to play a particular case,

the case is particularly taxing or because there are several exam .

T T T either because the case
circuits running in parallel, standardisation should occur between the is particularly taxing or
SPs to ensure each examinee is given a fair representation (Norcini because there are several

. . . exam circuits running in
& McKinley 2007). This can be done by briefing the SPs on how the parallel, standardisation
scenario should be portrayed and examiners being aware of this should occur between
briefing so they can re-direct SPs should the stray from the desired 12 SIES IO G Gl
examinee Is given d fair
portrayal. representation.

One use of technology in this area that may help reduce SP variability
is the use of virtual reality patients (VPs). These are more common in
clinical communication skills training but could also be developed

for use in assessment. In a study using their VP DIANA, Raij et al found
that medical students at the Universities of Florida and Georgia
responded in a similar way to SPs and VPs (Raij et al., 2006) in terms of
history taking, but not when it came to showing empathy (Deladisma
et al., 2007). It may be that VPs are useful for teaching and assessing
instrumental skills, such as what information is important when taking a
history, but not the rapport type skills of relationship building. This is one
area that could be developed in the future.

Thought must be given to all of the above areas to ensure that
practical examinations of clinical communication competence are
fair, reliable and valid. But there are other elements to consider before
decisions are made over what types of exams are implemented,
including the resources involved.

» Costs of practical examinations and resources required: Thought
must be given to the cost of such assessment exercises. There are
considerable costs to running the OSCE or mini-CEX type of practical
exam. They are expensive in terms of labour, time, and require
many resources such as space, assessment rubrics, examiner and
patient training. Whether the facilities are available to run such an
exam should be seriously considered before it is embarked upon.
The OSCE or mini-CEX exams are also logistically complex, with large
amounts of preparation required to ensure cases or stations can be
accommodated within the time frame available.

Costs for such exams will vary depending on whether schools have
enough internal examiners or whether clinical assessors are required
from external sources on an exam by exam basis. Likewise, for SPs, if
professional rates are paid and several circuits of stations are required
OSCE style examinations can become extremely expensive. Real
patients, depending on the local arrangement, will often have a set
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sessional fee. The processing of exam scripts, unless automated, may
also be time consuming.

The integration of clinical communication into other clinical skills
stations may reduce some costs but there is some debate as to
whether it is beneficial to examine it separately during practical
exams or whether it should be integrated to form a component of all
stations or cases. It is important that students who are experiencing
difficulty with their clinical communication can be identified early to
ensure they are given help. Whether this could this be done if clinical
communication is assessed only as a part of a station is unclear. The
counter point fo this argument is that clinical communication should
not be seen as a separate entity to other clinical skills, as this could
perpetuate its’ isolation (DoH 2003). This debate is further examined in
the Guide.

Students themselves do not always favour OSCE style examinations
for clinical communication (Rees et al., 2002) believing them fo be
artificial:

“You look at the mark sheet and think ‘I've got to do more empathy’,
you know the mark sheets, so you think of what you've got to putin.
It's a bit false”.

Despite this though some students appreciate that the assessment of
practical skills is also important in future doctors:

“Cause you could learn the theory, you could sit there and learn
your notes. But it's whether you can actually apply it, that's what's
important...”.

Despite this, OSCE style exams are a useful way of determining whether
an individual has achieved a minimum level of competence in certain
skills. That is they can complete a skill. Whether they do complete a skill
on a daily basis is best assessed in other ways.

Assessing verbal clinical communication — performance ‘does’

Traditional methods of assessing practical clinical communication abilities in
undergraduates usually involved an individual being observed by a clinician
over a period of time (usually whilst on clinical placement) and given a
global rating of performance by that clinician (Epstein 2007). This tended

to occurin the final two ‘clinical’ years of a pre-clinical/clinical curriculum.

A similar method was used for junior doctors. As undergraduate curricula
move away from the fraditional preclinical/clinical split undergraduates
have contact with patients earlier and need to have adequate skills. The
opportunity for observation by a clinician over a period of time is smaller due
to increasing numbers of undergraduates, clinician workload and limitation of
clinical time, such that this method, where it is used, is most frequently utilised
for postgraduates only (Beard et al., 2005). One way of getting round this is
the mini-CEX, which, if it is workplace based and has enough cases (14 for
students in the borderline area (Norcini et al., 2003)) over a period of time
may provide a valid measure of performance whilst sfill being reliable (Wass
2005, Hatala et al. 2006). The mini-CEX is a flexible assessment which could be
utilised for competence or performance assessment (Wass 2005, Hatala et al.
2006).

The integration of clinical
communication info other
clinical skills stations may
reduce some costs but
there is some debate as
to whether it is beneficial
to examine it separately
during practical exams
or whether it should be
infegrated to form a
component of all stations
Or Cases.

Students themselves do not
always favour OSCE style
examinations for clinical
communication believing
them to be artificial.

As undergraduate curricula
move away from the
traditional preclinical/
clinical split undergraduates
have contact with patients
earlier and need to have
adequate skills.
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Assessment of this type provides an accurate grading of performance (day
to day dealing with patients) rather than competence (ability to carry out
a specific task or skill) and therefore should have excellent validity, but is it
reliable? As with the tests of competence, there are issues relating to case
specificity and inter-assessor differences. These can be reduced by utilising
several cases and/or assessors. A further possibility is to train assessors well,
although the numbers involved are larger than for example an OSCE. This
training could be difficult to organise and be expensive, requiring clinicians’
time.

The 360° assessment or multi-source feedback is one method used to
assess performance (mainly for interpersonal and communication skills

and professionalism) that has become more common (Lockyer, 2003). It is
a questionnaire based system in which the performance of an individual

is appraised by various co-workers (providing an inter-professional
view(McLlellan et al., 2005)) and, in the case of a health professional, also by
patients. This type of assessment reduces the likelihood of examiner bias by
relying on several assessors for each individual. Using this type of appraisal
also reduces the pressure on individual examiners to be present at several
cases to provide reliability (as might be expected in the more traditional
method). It has proved to be particularly useful for continuing professional
development and formative purposes (McLellan et al., 2005).

Ideally appraisers should be of a variety of levels, so in the case of a
physician, senior and junior colleagues, nurses and other health professionals
as well as patients should be involved to achieve a full picture of the level of
performance. The questionnaires themselves need to be designed specifically
for the competency information required. Care must be taken to ensure
questions are valid and the raters have experience of the behaviours in the
individual (for example other health professionals may not be able to answer
some patient related questions and vice versa). Slightly altered questionnaires
may therefore be required for colleagues and patients. A target number

of raters should be calculated to provide reliable results without requiring
excessive recruitment. 360 degree appraisal instruments have been shown

to be reliable and generalisable (Lockyer 2003) and this type of assessment is@
very useful tool for assessing performance from a variety of viewpoints. It can
be delivered online or via paper questionnaires. This flexibility means that the
hardware or software resources required could be minimal, although with the
paper based version staff fime would be needed for processing.

One method that resolves the issue of potential variability between
examiners if only a limited number are used, is the video recording and
assessment of actual patient interviews. Assessment of the video material
can be carried out by expert examiners using a coding system or other tool
(Nuovo et al., 2006). This method is currently used in some GP assessments

in the Netherlands (Ram et al., 1999) and was used in the UK by the Royal
College of General Practitioners (http://www.rcgp.org.uk/). The advantage of this
method is that it has high validity (although participants will be aware that
the interaction is being recorded) and it takes up little time for practising
doctors. Disadvantages include that the examinee may have the opportunity
to select the best interactions for examiners to observe, although this can be
reduced by recording a session of several consecutive patients, if they give

The 360° assessment or
multi-source feedback is
one method used to assess
performance (mainly

for interpersonal and
communication skills and
professionalism) that has
become more common.

One method that resolves
the issue of potential
variability between
examiners if only a limited
number are used, is the
video recording and
assessment of actual
patient interviews.
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consent (Ram et al., 1999). As cases are not standardised, several should be
recorded to improve reliability.

A further option of improving validity and reliability is to employ ‘mystery’

SPs who present incognito to clinics (with prior consent from the examinee)
and rate the doctors’ performance. This method has the advantage

that the patient ‘case’ is standardised. The reliability of this method was
investigated by Gorter who assessed clinical skills in rheumatologists from the
Netherlands this way (Gorter et al., 2002). The SPs were not detected by the
rheumatologists and graded the visits immediately after the consultation. In
this instance communication skills were not assessed, but it was determined
that 14 visits by incognito patients would be required to produce reliable and
generalisable grading of the clinicians. This of course may not be feasible in
all countries.

A technological development in the assessment of clinical communication
performance is the CAT (Communication Assessment Tool), developed by
Makoul et alin Chicago for use by patients over the telephone or online. It
was found to be reliable and generalisable with Cronbach alpha 0.96 for 14
items (Makoul et al., 2007).

Using the CAT patients tended to rate their doctors very highly, as is typical
for patient satisfaction scales, in fact more highly than the doctors themselves
using the same rating system (Makoul et al., 2007), but discrimination was

still possible. Clustering of high grading has been found previously with SPs
(Rees et al., 2002). This tool could be extremely useful during continuing
professional development after qualification as it does not require the training
of examiners or standardised conditions but it could also be utilised when
undergraduate students go out on attachment or clinical placement.

All methods of assessing the practical clinical communication abilities have All methods of assessing
. . . . the practical clinical
their advantages and disadvantages. A study by Nuovo et al with residents communication abilities
at the University of California, Davis, Department of Family and Community have their advantages and
Medicine compared results of monthly performance evaluations, OSCE disadvantages.

scores and video tape analysis of doctor-patient interactions using the Davis
Observation Code (DOC) (Nuovo et al., 2006). They showed no correlation
between the different communication assessment scores, suggesting these
examinations are testing slightly different aspects of communication. Global
ratings of performance may have little correlation with competence on a
specific task during a formal OSCE, whilst the focussed interaction analysis
of the DOC may examine a communication aspect that differs from either
previous assessment. Great care must be taken when selecting a method of
assessment of clinical communication performance to ensure it is assessing
what is required and is assessing it in a reliable and valid manner,

Who should be assessing verbal clinical communicationg

Who should be rating the communication skills of undergraduate medical
students and postgraduate doctors in fraining? Undergraduate students at
the University of Amsterdam have their communication skills assessed during
clinical rotations in their fifth year by a variety of health professionals (de Haes
et al., 2001) to reduce bias, with reliability between staff being good(de Haes
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et al., 2005). This is similar to the 360 degree assessment described previously
and requires appraisers fo be trained fo ensure reliability. This method though
uses health professional time quite heavily, could the patients or SPs assess
the clinical communication skillsg This would mean less time involvement for
health professionals and would be a cheaper alternative. Of course if SPs
were being used to rate students they would require training (as a physician
or other examiner would) but would they assess in the same way as they are
a participant in the interaction rather than just an observer?

There is some evidence that a person directly involved in the interaction is in There is some evidence that
a better position to asses the communication skills being experienced than Ol EESel € Ielee

. . . . ) in the interaction is in a
an impartial observer (Zoppi & Epstein 2002). Improved patient outcomes better position to asses
were found to be related to patient perception of ‘connectedness’, not fhe communication skills

being experienced than an

observed communication elements in one study (Stewart et al., 2000). There impartial observer.

is conflicting evidence regarding whether SP and expert examiner ratings of
examinees correlate (Humphris & Kaney, 2001a; Boulet et al., 2002; de Haes
et al., 2005; Rider et al., 2006). In a study by Cooper and Mira, an academic
examiner and an SP both rated students’ clinical communication using the
same scales and then provided a global rating. Although the academic and
SP global ratings were correlated the academic assessors overall score only
accounted for 10% of the variance in the simulated patients overall score
(Cooper & Mira 1998). When SP ratings were compared to a method of video
taped utterance coding (the Roter inferaction analysis system Rofer (Roter &
Larson 2002 ))SPs were found fo be as accurate as the utterance coding in
rating one group of frained students as being better at utilising rapport when
compared to a group who were unirained (Price et al., 2008).

These studies suggest that although SPs are perhaps assessing different
aspects of communication in comparison to expert examiners they are astute
at picking up differences amongst students. Rating systems like the LCSAS
(Humphris & Kaney 2001c) often have SP rating components to them but
these are often much shorter (some consisting of one or two global ratfing,
such as ‘The student made me feel confident in them’) than the expert
examiner components. It might be appropriate for SPs to assess some aspects
of a consultation, for example, whether they felt listened fo.

When asked, students were unsure as to who should assess them. Some
preferred SPs but others had noted that SPs tend to be overgenerous in their
marking (Rees et al., 2002). This may make differentiation between students
difficult if it is required but if all that is needed is a pass/fail decision then this
may not be a problem.

A summary of the issues which should be considered when deciding on a
method of practical clinical communication assessment can be found in
Figure 2. As can be appreciated from the previous few sections there are
many issues relating to the practical assessment of clinical communication
that need to be considered before a method is chosen and applied.

These include what it is you want to assess. If you require evidence that a
minimum level of competence has been achieved the OSCE style practical
examinations may be the best option. If what is requirasis a measure of an
individuals performance in clinical situations then 360video assessment
may be more valid.
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FIGURE 2

Issues to consider when selecting a method for the assessment of practical
clinical communication

Validity - what do you want to assess?
e Competence or performance?

Resources
* Assessors
e SPs
e Time
e Facilities

Reliability
* Assessment tool Construct validity
e Assessors — Inter-rater reliability
e Case specificity - Multiple cases
e SPs Inter-SP consistency

The costs and available resources will play a large role in selecting the The costs and available
feasibility of assessing a large number of individuals. For the OSCE style fauraes il plel;

. . large role in selecting the
assessments, costs include payment for external examiners and SPs and the feasibility of assessing a
time allocated for internal members of staff in organising and examining. large number of individuals.

Resources include the facilities required to run potentially several parallel
circuits involving multiple stations, and are there enough trained SPs

and examinerse For the work based assessments costs are lower, unless
sophisticated online recording of assessments are used. This is not necessary
however as paper based assessments can be utilised. Staff may need to be
trained however which may involve resources.

For both of the above types of assessment the assessment tool or rubric
should be carefully chosen, for both practicality and construct validity.
Examiners will require training to ensure inter-rater reliability and consistency.
If OSCE type assessments are selected SPs will also need training for their
portrayal of the scenario and, if required to provide an evaluation of student
performance for that.

The case specificity should be considered. If an OSCE style format is selected
how many clinical communication statfions should be included if general
abilities are to be measured? This decision will depend on the assessment tool
used. Likewise for 360° or video recorded cases, how many cases should be
viewed?

Finally, once a method has been selected, the reliability of it should be
rigorously investigated. This should be carried out to ensure any adjustments
to cases can be made or extra fraining for examiners or SPs provided.
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Assessment of written communication

Doctors also need to be able to communicate effectively via written media.
18 of the 24 UK medical schools surveyed by Raferty and Scowen (Raferty &
Scowen, 2006) assessed written communication. Poor written communication
can lead fo misunderstanding or incorrect note keeping, both of which can
have serious consequences for patients. As with the verbal aspect of clinical
communication, written communication performance could be assessed on
many levels from ‘knows’ to ‘does’ (Miller, 1990).

An example of the assessment of practical written communication skills is that
of the Educational Commission for Foreign Medical Graduates examination
(ECFMG) (CSA) which certifies international medical graduates to practice

in the USA (Boulet et al., 2002). Examinees are expected to write a Patient
Note (PN) after each station during a mini-CEX (Boulet et al., 2003; Boulet

et al., 2004). The PN scores correlated moderately to oral communication
ratings suggesting that although there was some relationship between verbal
and written communication, it was not particularly strong. The PN would be
an example of a method assessing the ‘shows how' component of Millers
pyramid (Miller 1990), or of competence to achieve a minimum standard.

Similar to the mini-CEX, OSCE stations are another potential opportunity to
examine written communication skills. One study described the development
and evaluation of such an OSCE station for internal medicine residents,
testing their ability to dictate consult letters (Keely et al., 2002). The station
was 22 minutes long (double normal length) and residents were provided with
a referral letter from a family physician, a narrative account of the history,
the results of a complete physical examination, results of investigations and

a Dictaphone with a blank tape. Residents had to read the information
provided and dictate a consult lefter for the family physician. The letter

was typed up and rated using a previously devised scale. This method

of assessing was found to be reliable between raters. Interestingly the

scores on the written communication stafion did correlate with those from

a verbal clinical communication station but not a physical examination
station from the same OSCE. However the written station correlated best

with overall examination score (Keely et al., 2002). Feedback from the
residents regarding this station was positive. The typed out letter was sent

to the residents after the assessment, ensuring they also received formative
feedback. Another example of such a station is the unmanned station in the
enfrance OSCE for the Royal College of Surgeons (Ward 2008). Assessment
of written communication should be approached in the same manner as the
assessment of verbal clinical communication and the above are examples of
such evaluations.

Writing about communication: reflection on sKkills

Portfolios in medical education are becoming increasingly important and
the ability to reflect upon learning experiences is being seen as a key skill that
doctors should be able to carry out for continuing professional development
(GMC 2009). Portfolio reflections can be used in a multitude of ways,
including assessment of various components of clinical communication.

Poor written
communication can lead
to misunderstanding or
incorrect note keeping,
both of which can have
serious consequences
for patients. As with

the verbal aspect of
clinical communication,
written communication
performance could be
assessed on many levels
from ‘knows' fo ‘does’.

Portfolios in medical
education are becoming
increasingly important and
the ability to reflect upon
learning experiences is
being seen as a key skill
that doctors should be able
to carry out for continuing
professional development.
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Reflecting upon your own communication abilities can be used as a method
of self assessment, with students determining which areas of their own
communication require further practice and development. There are issues
with the reliability of grading reflective writing relating to communication skills
(Rees & Sheard, 2004) which suggest it may be a better method of formative
assessment.

Students themselves were ambivalent towards the assessment of their clinical
communication reflective piece (Rees & Sheard 2004). Interestingly, students
who felt confident in their ability to reflect about their communication skills
learning were more positive towards it and tended to receive higher grades
for their portfolio.

There is also a question of validity, what is being measured in this example,
ability to reflect, ability to reflect on clinical communication learning? It
would be interesting to know whether students who reflect well on their
communication learning also do well on practical assessment of those skills.
Several self assessment rating scales have been developed which could
be used in conjunction with reflective writing (Penava & Stanojevic 2002).
In one study there was little correlation between students self reported
communication skills and examiner ratings (Penava & Stanojevic 2002)
questioning the usefulness of self reporting as a method of formative
assessment for clinical communication.

Formative assessment and feedback

Summative assessments are used to provide information on an individual’s
level of performance, either by determining whether they have achieved

a minimum standard of competence, by ranking them against others or by
providing a measure of their skill level. The purpose of formative assessment is
to provide feedback and drive further learning. This difference in use means
the outputs from summative and formative assessment methods can be
different. Formative assessment is often more useful, particularly in a skills
setting, when it provides a profile of the performance of an individual, rather
than just a pass/fail or a grade point (Crossley et al., 2002).

Some methods of summative assessment are also used to provide feedback
on performance. For example, the mini-CEX assessment tool has been used
to provide feedback after summative assessment has taken place (Norcini et
al., 2003), as has the AACS (de Haes et al., 2001). These types of assessment
tools often provide both a summary of competence of particular lists of
micro-skills (a profile) but also an overall grade or pass/fail recommendation.
At the University of lllinois at Chicago (Yudkowsky et al., 2006) the OSCE
examinations have 5 minutes set aside after each case or station to provide
immediate feedback on performance as well as a summative assessment
of competence. Although this innovation would be very useful for students

it would add considerably to the complexity and length of the examination
itself so should be thought through prior to instigation.

In a qualitative study by Rees et al, undergraduate medical students
reported that summative assessments should be viewed as opportunities for

Summative assessments are
used fo provide information
on an individual's level of
performance, either by
determining whether they
have achieved a minimum
standard of competence,
by ranking them against
others or by providing a
measure of their skill level.
The purpose of formative
assessment is to provide
feedback and drive further
learning.
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feedback ‘What we want is how we can improve and that should be told

to everyone who's teaching these things, and especially assessing these
things, that you should give feedback’. They also reported that sometimes
feedback was not always given in the most constructive way (Rees et al.,
2002). Feedback following summative assessment or via formative assessment
should be considered but does require greater resources. It should also be

a consideration when selecting the tool used for practical examinations or
assessment — could it also be utilised to provide appropriate feedback? If so
how, would considerable resources, such as time, be required to provide it
for feedback? For postgraduate cliniceepmmunication skills performance
assessment methods are frequently bd for formative assessment. Indeed
the 360° performance appraisal was developed for this purpose (Lockyer

2003).

When selecting assessment methods therefore thought should be given When selecting assessment

to whether it is suitable to provide formative feedback as well as a methods therefore thought

. . . L should be given to whether

summative measure of competence. This type of information is useful to it is suitable to provide

both undergraduates and for continuing professional development after formative feedback as well
duat as a summative measure of

graduation. competence.

For undergraduate medical students, formative assessment early on during
their degree programme should be considered. This type of information is
useful in two ways. For the undergraduate student it provides an opportunity
to reflect on which areas of communication need more work. For the tutors
it highlights individuals who are experiencing difficulties with their clinical
communication and shows which areas training needs to be targeted
towards. Other publications have discussed the merits of us types of
feedback (Cantillon & Sargeant 2008; Veloski et al., 2006).

The previous sections describe the plethora of methods that can be used

to assess, both summatively and formatively, clinical communication of alll
types. An overview of this information can be seen in Figure 3, which also
presents which components of Millers pyramid of clinical performance each
assessment method examines.

FIGURE 3

Methods of clinical communication assessment covering the four components
of Millers pyramid (Miller.GE, 1990)

Does
Clinician rating;
360°; CAT;
Videod session;
Mystery patient

Shows How

OSCE (verbal); Mini-CEX (verbal);
Virtual redlity (verbal); Patient note (written);
Portfolio (reflection); Video recorded SP session (verbal)

Knows How
OSVE (questions relating to critical evaluation and projection
of own responses); SWA; OSCE (written); Essay

Knows

MCQ; SWA; Essay;
OSVE (questions relating to knowledge)
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Current issues of debate

When should assessment take place?

Before methods of assessment are selected one further question needs to

be asked; When should the assessment of clinical communication skills take
place? In the survey of communication assessment in 24 UK medical schools,
ten assessed the undergraduate students’ clinical communication every year
(Raferty & Scowen 2006), either by written or practical means.

Traditionally the UK medical school system was split into preclinical and
clinical years with clinical communication becoming relevant (and therefore
assessed) in the clinical years. As this divide becomes less obvious and
students are in contact with patients, in some schools from the first week,
should clinical communication abilities be assessed from first year? If
assessment is taken as a driver of learning then, yes, assessment should occur
as soon as students are interacting with patients. To ensure students know
which areas of clinical communication require further work they need to
have been assessed, although this does not need to be summative.

Should assessment occur during every year of an undergraduate degree?
Some medical schools are doing this (Deveugele et al., 2005), but it would
seem to be an expensive and time consuming effort, especially if practical
abilities are assessed such as via an OSCE, so are there advantages? There

is evidence from Maastricht that longitudinal communication skills fraining
appears to result in better assessment outcomes (van Dalen et al., 2002a),
although even in this study the students were only tested at the end of their
fourth and sixth years. It may be that knowledge of future assessment is
enough to drive continued communication skills learning through the early
years. It is also known that results from several ‘cases’ are required to ensure
areliable assessment (Guiton et al., 2004). What is not known is whether these
cases all need to occur during the same batch of assessment or examination.
There is little evidence investigating longitudinal assessment of practical
clinical communication and whether that is a useful measure of practical

skill level. Ultimately the decision of how often to assess may come down

to resources, especially with regard to assessing practical skills. Organising
OSCE style examinations every year for large cohorts of students may not be
feasible or necessary.

Early assessment may provide useful opportunity for struggling students to be
identified and given help. Self reported clinical communication has previously
been found to not correlate well with examined skills level (Penava &
Stanojevic 2002), so students may not be able to rely on their own reflection.
From a tutor point of view without any formative assessment these students
may progress to the point of a summative examination with no insight into
how they are performing. This would suggest that some kind of early formative
assessment of practical skills to highlight areas for concern.

Junior doctors face patients every day but will also be confronted with
difficult communication challenges. In England the Department of Health's
Guiding Principles for Health Professionals communication skills fraining (DoH
2003) state that due to the rigors of student assessment ‘students on qualifying
and gaining registration should not have to undertake further assessment if
they have a proven and recognised level of competence’. This is surprising

Before methods of
assessment are selected
one further question needs
to be asked; When should
the assessment of clinical
communication skills take
place?

Ultimately the decision of
how often to assess may

come down to resources,
especially with regard to

assessing practical skills.
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given evidence suggesting formal fraining improves communication skills
(and attitudes to psychosocial issues) in practising doctors, although training
does not necessitate assessment (Jenkins & Fallowfield 2002).

The balance between adequate assessment to drive learning and the best The balance between
use of resources is difficult to achieve. To avoid overburdening an individual adequate dssessmentiio

. . . . . ] . drive learning and the best
with large numbers of clinical communication examinations at one time use of resources is difficult to
point, longitudinal examination may provide the opportunity to assess achieve.

performance over time whilst still providing reliable results (Epstein 2007).
Multiple methods of assessment may provide a more rounded picture of the
overall communication competence of an individual. Studies have shown
little correlation between assessment scores of different types of clinical
communication examinations, such as theory knowledge, practical verbal
competence, performance or written communication (Humphris 2002;
Boulet et al., 2004; Nuovo et al., 2006). This shows that communication is
multi-faceted and assessment of one aspect will not give a picture of overall
competence.

A blend of assessment methods throughout undergraduate education and
continuing professional development after graduation seems to be the

best option to reliably achieve an accurate evaluation of an individual’s
communicative abilities (increased validity and reliability). As can be seen
from Figure 3, examinations testing communication knowledge assesses the
‘Knows' domain, aspects of the OSVE test the ‘Knows how' domain, OSCEs
and mini-CEX (tests of competence) test the ‘Shows how' domain whilst
observation during clinical practice (tests of performance) assess the ‘Does’
level (Miller 1990). This means it may not be necessary fo examine practical
skills in an OSCE type examination every year but an individuals clinical
communication skills should be assessed on more than one such station
during their undergraduate fraining for generalisability. Ideally assessment of
the other components of Millers pyramid should also take place (Miller, 1990).
At a postgraduate level, several measures of performance from different
individuals would be most desirable.

Opftimal reliability and validity must be balanced against feasibility.
What facilities are required and what will the cost of implementing such
a programme of assessment be? These are the issues that need to be
considered when developing a new programme of assessing clinical
communication and when reviewing current practice.

Integrated or separate@

This issue is being widely debated. Should clinical communication be Should clinical
examined inisolation2 Or, as it is a component of all interactions with ggg]mr?:géciifzggab&n?
patients, should it be assessed alongside other clinical skillse This debate

could be similarly held in the contexti==*eaching clinical communication skills

and other clinical skills, but this guid Q stricted to the assessment of such
skills. In an editorial in the BMJ in 2005 Kidd and colleagues (Kidd et al., 2005)
argue that, as in practice, neither skill is carried out in isolation, they should be

taught together.
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And, if taught together should these skills be assessed togetherg Again

this may be related to what the assessment is aimed at. Is it designed to
determine whether an undergraduate has achieved a minimum level of
competence in a particular skille If that skill is a particular communication
task then it may be justifiable to assess it in isolation. This may be particularly
useful in the early years of medical fraining where all clinical skills are reduced
to components to enable greater understanding of the skill as a whole (Kidd
et al., 2005). But it may not be useful in later training years, at postgraduate
level, or where it is performance that is being assessed. This is the argument
put forward by Debaene (Debaene 2005) in response o the Kidd et al’s
editorial. This is indeed the case for the Royal College of General Practitioners
in their Clinical Skills Assessment (CSA). They point out that this examination

is in fact ‘an assessment of a doctor’s ability to integrate and apply clinical,
professional, communication and practical skills appropriate for general
practice’ (Royal College of General Practitioners http://www.rcgp-curriculum.org.
uk/nmrcgp/csa.aspx). In that assessment the doctors are examined in thirteen

10 minute simulated patient consultations and their abilities graded as Clear
Pass, Marginal Pass, Marginal Fail or Clear Fail (Debaene 2005).

If we consider the OSCE style exam, should the clinical communication

that accompanies a clinical skill be assessed as a component of it This

then raises further questions as to the practicality of assessing two skills
together. How could/should this be done?2 Would one examiner be able

to focus on two skills, could they note whether a venepuncture is being
carried out successfully and safely whilst also listening and observing the
clinical communication skills of the examinee? If one examiner could not

do this would two examiners, one for the clinical skill and one for the clinical
communication be acceptable? This solution adds considerably to the
logistical complexity and cost of any practical examination. There is no clear
answer to this question yet, therefore it is a decision individual schools need to
consider and resolve.

For performance, and especially 360@ssmen’r this question may be
answered by who is evaluating. Patients may not be able to assess an
individual’s skill in carrying out a particular clinical procedure whilst being
very well placed to evaluate how they communicate. A colleague however,
may be able to assess procedural skills but could not give a participant’s
evaluation of how someone communicated with patients.

How important should clinical communication assessment be?

How seriously should the results of this assessment be faken? Should a
student fail their medical degree because of poor communication skillsg
Should a doctor be made to seek re-training following complaints about
poor communicating abilities or could they be struck offe This is one issue
that is currently being debated within the medical and medical education
professions.

The GMC believes that clinical communication should be seen as one

of the essential skills a doctor should be able to carry out well and that
‘Communicate effectively with patients and colleagues in a medical
context.. (GMC 2009)'. The body responsible for evaluating and accrediting
medical residency programs in the USA (the Accreditation Council for
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Graduate Medical Education) also states that ‘Residents must demonstrate
interpersonal and communication skills that result in the effective exchange
of information and collaboration with patients, their families, and health
professionals (htip://www.acgme.org)'. The GMC also requires its qualified doctors
to maintain effective practice (GMC 2006), which means continued quality
practice, the driver of which could be assessment or evaluation.

Communication difficulties are associated with a considerable percentage
of complaints made against doctors (Halperin 2000; Taylor et al., 2002)

and physician scores on the communication element of the Canadian
Clinical Skills Exam (CSE) was predictive of complaints made against

them over the next 9-12 years (Tamblyn et al., 2007). That study shows that
clinical communication assessment can be used to predict individuals who
will struggle in the future with their communication unless help is given.
Assessment therefore provides a useful tool in identifying those who struggle
with communicating so that they can be offered training in this aspect

of their profession. It also shows that from a patient perspective clinical
communication is an extremely important component of being a competent
doctor.

But doctors don't just have to be able fo communicate with patients. Without
clear communication between staff, patient outcomes could suffer (Gittell

et al., 2000). Good communication therefore must be with both patients and
other Health Professionals.

Only where confidence in the assessment techniques is high can action
against those who fail to reach minimum levels of comnce be taken (de
Haes et al., 2001). Interestingly, in Raferty and Scowens'traterty & Scowen
2006) survey of communication skills feaching and assessment only in ten of
the 24 respondent UK medical schools would a student who repeatedly failed
communication skills assessment fail the course and be required to leave.
Three other schools suggested that remedial action would be taken with the
student and one school stated that students could not fail outright solely on
the basis of poor clinical communication. Just how seriously are we taking
clinical communication?

Conclusions

The assessment of clinical communication of both undergraduate medical
students and postgraduate doctors has achieved greater prominence in the
last decade. This greater prominence has resulted in strides being made in
the improvement of reliability and validity of the assessment methods. When
selecting assessment methods ‘what do we want to assesse’ (or indeed,
‘what do we not want to assesse’) is the first question that should be asked.
The gold standard would be to examine all aspects and components of
clinical communication. This however may not be achievable due to time,
costs and facilities. More research is required to determine the relationship
between the various components of clinical communication but it seems
clear that measuring competence ‘shows how' is the most closely related to
performance ‘does’. Priority should therefore be given to the assessment of
competence initially.

Communication difficulties
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Ensuring individuals acquire a standard level of competence at
undergraduate level is often a requirement of such a qualification. But, as has
been shown in this Guide, to determine the general communication ability

of an individual would require the assessment of other components of Millers
pyramid (Miller 1990). This knowledge may be important in understanding an
individual's performance, allowing fraining to be targeted at areas where
they experience difficulties.

Resources are key to any decision around assessment, especially the
assessment of practical competence which can be both expensive and fime
consuming for staff. Performance measurement need not be so expensive

to record, but may not provide evidence of the achievement of minimum
standards of competence in particular skills.

Once methods of assessment have been selected the questions of when
and how often examinations should take place need to be asked. There is
no simple answer fo this either at undergraduate or postgraduate level. It
would seem however that self reported clinical communication levels are not
correlated with examination results (Penava & Stanojevic 2002) so individuals
require feedback on their performance levels early so that they can reflect
on which areas they need to focus on for improvement. This would suggest
an early formative assessment at least for undergraduates. Again, resources
must be considered.

Finally, it is hoped the question of ‘how important should clinical
communication assessment be?’ will stimulate debate. Should someone fail
their medical degree or be struck off if they cannot improve their clinical
communication?g Do all doctors need to be able to communicate? Are we
happy to measure by competence or should we be looking for excellence
(particularly for some specialities) 2 Is the reliability of the assessment process
high enough such that we can say that someone is lacking in those skills and
cannot improve them?
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ISBN: 978-1-903934-41-8

An increasingly important topic in medical education
- a ‘must read’ infroduction for the novice and a
useful resource and update for the more experienced
practitioner.

Faculty Development: Yesterday, Today and Tomorrow
Michelle McLean, Francois Cilliers & Jacqueline

M van Wyk (2010)

ISBN: 978-1-903934-42-5

Useful frameworks for designing, implementing and
evaluating faculty development programmes.

Teaching in the clinical environment
Subha Ramani & Sam Leinster (2008)
ISBN: 978-1-903934-43-2

An examination of the many challenges for teachers
in the clinical environment, application of relevant
educational theories to the clinical context and
practical teaching tips for clinical teachers.

Continuing Medical Education

Nancy Davis, David Davis & Ralph Bloch (2010)

ISBN: 978-1-903934-44-9

Designed to provide a foundation for developing
effective continuing medical education (CME) for
practicing physicians.

Problem-Based Learning: where are we now?

David Taylor & Barbara Miflin (2010)

ISBN: 978-1-903934-45-6

A look at the various interpretations and practices that
claim the label PBL, and a critique of these against the
original concept and practice.

Setting and maintaining standards in multiple choice
examinations

Raja C Bandaranayake (2010)

ISBN: 978-1-903934-51-7

An examination of the more commonly used methods
of standard setting fogether with their advantages and
disadvantages and illustrations of the procedures used in
each, with the help of an example.

Learning in Interprofessional Terms

Marilyn Hammick, Lorna Olckers & Charles Campion-
Smith (2010)

ISBN: 978-1-903934-52-4

Clarification of what is meant by Interprofessional
learning and an exploration of the concept of teams
and team working.

Online eAssessment
Reg Dennick, Simon Wilkinson & Nigel Purcell (2010)
ISBN: 978-1-903934-53-1
An outline of the advantages of on-line eAssessment
and an examination of the intellectual, technical,
learning and cost issues that arise from its use.

50 Creating effective poster presentations
George Hess, Kathryn Tosney & Leon Liegel (2009)
ISBN: 978-1-903934-48-7
Practical tips on preparing a poster — an important, but
offen badly executed communication fool.

Il The Place of Anatomy in Medical Education
Graham Louw, Norman Eizenberg & Stephen W
Carmichael (2010)

ISBN: 978-1-903934-54-8

The teaching of anatomy in a fraditional and in a
problem-based curriculum from a practical and a
theorefical perspective.

The use of simulated patients in medical education
Jennifer A Cleland, Keiko Abe & Jan-Joost Rethans (2010)
ISBN: 978-1-903934-55-5
A detailed overview on how to recruit, frain and use
Standardized Patients from a teaching and assessment
perspective.

Scholarship, Publication and Career Advancement in
Health Professions Education

William C McGaghie (2010)

ISBN: 978-1-903934-50-0

Advice for the teacher on the preparation and
publication of manuscripts and twenty-one practical
suggestions about how fo advance a successful and
satisfying career in the academic health professions.

8 The Use of Reflection in Medical Education
John Sandars (2010)
ISBN: 978-1-903934-56-2
A variety of educational approaches in undergraduate,
postgraduate and continuing medical education that
can be used for reflection, from text based reflective
journals and crifical incident reports to the creative use
of digital media and storytelling.

Portfolios for Assessment and Learning
Jan van Tartwijk & Erik W Driessen (2010)
ISBN: 978-1-903934-57-9
An overview of the confent and structure of various
types of portfolios, including eportfolios, and the factors
that influence their success.

B} student Selected Components
Simon C Riley (2010)
ISBN: 978-1-903934-58-6
An insight into the structure of an SSC programme and its
various important component parts.

Using Rural and Remote Settings in the Undergraduate
Medical Curriculum
Moira Maley, Paul Worley & John Dent (2010)
ISBN: 978-1-903934-59-3
A description of an RRME programme in action with a
discussion of the potential benefits and issues relating fo
implementation.

EEN Effective Small Group Learning
Sarah Edmunds & George Brown (2010)
ISBN: 978-1-903934-60-9
An overview of the use of small group methods in
medicine and what makes them effective.

To see the full list of guides available, and to order, see the website www.amee.org.
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What is AMEE?

AMEE is an association for all with an interest in medical and healthcare professions education,
with members throughout the world. AMEE's interests span the continuum of education from
undergraduate/basic training, through postgraduate/specialist training, to continuing professional
development/continuing medical education.

» Conferences: Since 1973 AMEE has been organising an annual conference, held in a European
city. The conference now attracts over 2300 participants from 80 countries.

* Courses: AMEE offers a series of courses at AMEE and other major medical education conferences
relating to teaching, assessment, research and technology in medical education.

* MedEdWorld: AMEE's exciting new initiative has been established to help all concerned with
medical education to keep up fo date with developments in the field, to promote networking
and sharing of ideas and resources between members and to promote collaborative learning
between students and teachers internationally.

* Medical Teacher: AMEE produces a leading international journal, Medical Teacher, published 12
fimes a year, included in the membership fee for individual and student members.

* Education Guides: AMEE also produces a series of education guides on arange of topics, including
Best Evidence Medical Education Guides reporting results of BEME Systematic Reviews in medical
education.

» Best Evidence Medical Education (BEME): AMEE is a leading player in the BEME initiative which aims
to create a culture of the use of best evidence in making decisions about teaching in medical and
healthcare professions education.

Membership categories

¢ Individual and student members (£85/£39 a year): Receive Medical Teacher (12issues a year, hard
copy and online access), free membership of MedEdWorld, discount on conference attendance
and discount on publications.

¢ Institutional membership (£200 a year): Receive free membership of MedEdWorld for the institution,
discount on conference attendance for members of the institution and discount on publications.
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