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Introduction

The assessment of clinical competence has a rich history of research and development. A
traditional view on clinical competence that has long driven these developments is the notion
that competence consists of a set of relative distinct characteristics or component and that
each of these components can be best measured by different methods. Three components are

discussed in this paper.

The assessment of problem solving has the longest history of development. It started with
the use of written patient simulations in the sixties in which examinees were required to work
through a patient problem. Their choices and responses throughout the patient problem were
scored and taken as an indication of problem-solving ability. There were a number of
complications with this type of assessment, but the most dominant one was that problem-
solving performance was highly dependent on the problem content. Problem solving ability
appeared to be less generic and independent as was assumed initially, but varied substantially
from problem to problem. This has been termed the content specificity problem of clinical
competence and has later been found in any form of assessment of clinical competence. A
second problem was that these problem-solving measures correlated strongly with scores on
regular multiple-choice tests. Again it appeared that problem solving was not an independent
construct. In light of these research outcomes the development of problem solving proceeded
with using more efficient testing formats. When performance varies across problem contexts
it is necessary to assess many different contexts in order to achieve a reproducible
performance estimate. More efficient testing formats were proposed that allowed the
assessment of a larger sample of patient problems. Instead of working through one integral
patient problem, these formats used short patient scenarios prompting examinees to the most
pertinent decisions of each of the patient problems, allowing more time to assess more
problems. This efficiency approach has been called the key feature approach to problem
solving assessment.

Clinical skills assessment developed strongly with the introduction of the Objective
Clinical Examination (OSCE) in the seventies. In the OSCE examinees are brought in a

' variety of simulated but highly authentic clinical situations. Each of these situations is called a

station and examinees are required to rotate through each of these stations. Real or simulated
patients (SPs) may be used to portray clinical problems, of, depending on the clinical
situation, dummies, clinical models, manikins, etc. can be used. Examinee performance is
directly observed and either instantaneously scored by a faculty examiner or by the SP
following the patient contact. _ . -

OSCE assessment has developed into a true «OSCE-ology”. The technology of running
OSCEs, scoring performance, and setting standards, etc. has well progressed and is available
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from a vast amount of literature. The OSCE is plagued by the content specificity problem and
therefore quite a few stations are required for obtaining reproducible scores. An increasing
tendency is noted to assess clinical skills more authentically in an integrated fashion in longer
lasting stations, rather than assessing isolated skills in shorter stations. This is particularly true
for a postgraduate training context.

The assessment of direct performance in practice is still in its infancy. Traditional
supervisor ratings lack reproducibility while indirect measures (chart audits, outcome
measures, etc.) have unclear validity. A start is made with a few new assessment methods. In
video assessment a video system records patient encounters in actual practice and a sample of
these encounters are scored for assessing the quality of performance. In incognito
standardized patient-based assessment real or simulated patients visit the practice of
physicians. The physicians are unaware of the fact that they are visited by non-real patients
(although they have given prior consent). The patients play their role in a standardized way
and they are trained to score the physician’s performance after the encounter. In patient
ratings real patients are asked to complete a questionnaire following the clinical encounter.
Since untrained lay people are involved the assessment typically focuses on communication
aspects and issues of professionalism of the physician. Finally, clinical work samples are
ratings of focused clinical activities that are directly observed in actual clinical practice and
are completed by any health professional involved (clinician, nurse, peer, etc.). The ratings
are simple and easy to complete. By collecting a sample of these ratings the multiplicity of
occasions and raters will provide a reproducible outcome. The assessment technology to
assess performance in practice is still an emerging one and more research and development is
clearly needed in the near future.

The research that was associated with each of these components of assessment yielded a
number of consistencies:

Regardless of the assessment format, performance badly generalizes from task to task (or
item, station, case, observation, etc). To be able to infer reproducible conclusions from the
assessment one therefore needs a large sample of tasks to be included in the assessment. This
usually requires substantial testing time per examinee,

Once reproducible scores are obtained with a particular assessment method, another
rather consistent finding was that scores across different methods correlate strongly (such as
the finding between MCQs and problem solving simulations), particularly when they are
intended to measure similar competencies. A distinction can be made between the stimulus
format (the task presented to the examinee) and the response format (the way the response to
the task is captured; e.g., MCQ, free response). The stimulus format is more important for
what is actually measured by an assessment method than the response format. Professional
authenticity of the stimulus format is the hallmark in any assessment method.

A final consistent finding was that every assessment action is followed by an educational
reaction: assessment drives learning. Whatever is being assessed will determine what and how
examinees will prepare and what they will learn. When a mismatch occurs between the
objectives of the educational program and the assessment program, the assessment program
will inevitably “win”. Congruence between both types of objectives is therefore a mandatory
requirement. o
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In conclusion, the traditional notion of competence as distinct, generic and stable set of
components is refuted by empirical evidence. Competence is less generic, highly context
dependent and more interrelated than we originally assumed.

Based on these research and development outcomes a number of practical suggestions
can be made:

Do not rely on short tests
Sample broadly (across content, in time, examiners, patients)

Consider efficiency in:
= gelection of test format
»  construction test items

Don’t be married to a single method (the method itself is less important than the
content)

Select the tasks which resemble clinical practice most (worry less about the
competency being measured)

Avoid complexity in simulations and scoring
Verify the educational consequences of the assessment (evaluate the evaluation)
Use assessment strategically to achieve desirable learning effects

Consider assessment as an educational design problem
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