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Teaching and assessment of communication and interper-
sonal skills, one of the American Council for Graduate
Medical Education–designated core competencies, is an
important but difficult task in the training of physicians.
Assessment of trainees offers an opportunity to provide ex-
plicit feedback on their skills and encourages learning. This
article describes a pilot study in which clinician-educators
affiliated with the geriatrics training programs at Beth Israel
Deaconess Medical Center and Boston University Medical
Center designed and piloted a novel Objective Structured
Clinical Examination (OSCE) to assess the communication
and interpersonal skills of medical, dental, and geriatric
psychiatry fellows. The OSCE consisted of three stations
where geriatricians and standardized patients evaluated
candidates using specifically designed checklists and an ab-
breviated version of the Master Interview Rating Scale.
Communication skills were assessed through performance of
specific ‘‘real life’’ clinical tasks, such as obtaining a medical
history, explaining a diagnosis and prognosis, giving thera-
peutic instructions, and counseling. Interpersonal skills were
assessed through the effect of the communication between
doctor and standardized patient on fostering trust, relieving
anxiety, and establishing a therapeutic relationship. This pi-
lot study demonstrated that the OSCE format of assessment
provides a valid means of evaluating the communication and
interpersonal skills of interdisciplinary geriatric trainees and
provides a valuable forum for formative assessment and
feedback. Given that geriatricians and non geriatricians in-
volved in elder care both need communication and interper-
sonal skills, this novel OSCE can be used for assessment of
these skills in trainees in diverse healthcare subspecialties.
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Medical practitioners and patients are keenly aware
that medical knowledge is not the only element of

competence that needs to be taught to trainees to facilitate
establishment of therapeutic relationships with patients.
The recognition of the importance of communication and
interpersonal skills is reflected in the inclusion of these skills
as components of ‘‘competence.’’ Competence may be de-
fined as ‘‘the habitual and judicious use of communication,
knowledge, technical skills, clinical reasoning, emotions,
values, and reflection in daily practice for the benefit of the
individual and community being served.’’1 The concept of
‘‘competence’’ has gained recognition since the American
Council for Graduate Medical Education (ACGME) intro-
duced six ‘‘core competencies,’’ or domains of competency,
as a guide to teaching and evaluating students in graduate
medical education.2,3 These six domains of educational
outcome are patient care, medical knowledge, practice-
based learning and improvement, interpersonal and com-
munication skills, professionalism, and systems-based prac-
tice. The six core domains offer a framework with which
program directors can assess competence in trainees. Al-
though all clinicians require interpersonal and communi-
cation skills, clinical geriatricians require these skills at a
high level, given the complexity of the cases and the poten-
tial barriers to effective communication between doctors
and their patients and the patients’ families. Although im-
portant, these skills may be difficult to cultivate if there is
limited time during which the trainee directly observe the
trainer or the trainer directly observes the trainee. The his-
toric apprenticeship model of medical training, having the
luxury of a higher trainer:trainee ratio, may have allowed
for greater refinement of communication skills than the
current training system allows for.
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Personality and culture may play an important and
confounding role in communication skills. Because of the
intrinsically stylistic and subjective nature of communica-
tion and interpersonal skills, objective assessment of these
domains of competence in trainees in a reproducible fashion
is problematic.4 It is plausible that ‘‘real’’ or standardized
patients (SPs) are in a better position to facilitate and assess
these skills in trainees. Because poor interpersonal or com-
munication skills are a major cause of poor performance in
physicians, this study aimed to develop a reliable and valid
assessment tool to evaluate geriatric trainees in these do-
mains. This pilot study was designed to develop and use a
series of novel Objective Structured Clinical Examination
(OSCE) stations with a ‘‘geriatric’’ theme to evaluate the
interpersonal and communication skills of fellows in geri-
atrics. The scenarios were problem-based and strived to
simulate cases that arise in daily clinical practice, where
good communication and interpersonal skills are essential
to delivering good medical care. Given the universal im-
portance of these critical skills, the stations were applicable
to trainees of different subspecialties and not just within the
field of geriatric medicine. This is important, because the
majority of older adults currently receive their medical care
from nongeriatricians. Trainers need to try and solve the
challenge of training and assessing nongeriatricians in the
domain of geriatric medicine and in particular in the realm
of certain competencies. The OSCE may provide an inno-
vative and unique forum for assessing interdisciplinary
trainees.

METHODS

Study Aims, Design, and Participants

The purpose of this pilot study was to objectively evaluate
the communication and interpersonal skills of trainees un-
dergoing fellowship training in clinical geriatrics. The study
was designed to evaluate the candidates in a single site on a
single day using identical test conditions and evaluators.
The interpersonal and communication skills of 17 multi-
disciplinary fellows in geriatrics were evaluated. There were
11 medical, three dental, and three psychiatry fellows from
five fellowship training programs in the Boston area.

Development of the OSCE

The three stations were designed to explore scenarios of
particular relevance to geriatrics, namely, elder abuse, med-
ication-error disclosure, and caregiver stress. The stations
were also designed to be equally relevant and plausible to
fellows in different subspecialties by exploring scenarios
with universal themes in which interpersonal and commu-
nication skills employed by the physician were paramount.
The specific details of the OSCE stations can be requested
by contacting the first author (POS).

Use of SPs

Six SPs were recruited from a local panel of SPs. They un-
dertook 4 hours of training in advance of the OSCE. This
consisted of an explanation of the goals, structure, and
content of each OSCE station. The SPs were taught how to
use and score an abbreviated version of the Masters Inter-
view Rating Scale (MIRS), a rating scale designed to eval-
uate interpersonal skills. SPs evaluated trainees on six MIRS
items: organization of the interview, types of questions
asked, development of rapport, pacing of the interview,
whether trainees allowed ‘‘patients’’ to ask questions, and
the quality of the closing of the interview (Figure 1).

Use of Preceptors

Preceptors were recruited from local faculty of geriatric
medicine from the Boston University Medical Campus and
Harvard Medical School. Faculty recruitment was aug-
mented using leadership support and encouragement. The
preceptors were explicitly instructed through e-mail on how
to score the candidates using a station-specific checklist.
Checklists were designed (blueprinted) to reflect concepts
specific to each individual case. Each checklist consisted of
14 to 20 content items that it was felt were necessary to be
discussed during the course of the interview. The specific
blueprinted checklists for the three stations can be re-
quested by contacting the first author (POS). Table 1 illus-
trates a sample checklist for the elder abuse station.

Structure of the OSCE

Each fellow participated in three OSCE stations. The OSCE
was conducted over 2 hours in one session and in one lo-
cation. Each station consisted of an initial 15-minute inter-
action between the candidate and an SP. A preceptor (an
experienced geriatric care provider) observed (by closed-
circuit television) and evaluated the encounter using the
standardized 14- to 20-item checklist.

Evaluation and Measurements

Before the OSCE assessment, it was made clear to the can-
didates that the skills being evaluated were interpersonal
and communication skills rather than medical knowledge
or clinical examination technique. After the encounter, the
geriatric care provider entered the room and provided
structured formative feedback, guided by the checklist pa-
rameters. Before the precepting geriatrician provided face-
to-face oral feedback to the candidate, the SP rated the in-
terpersonal skills of the candidate using the abbreviated
MIRS. The candidate then received feedback from the SP,
guided by parameters outlined in the MIRS. Finally, 30
minutes after completion of the OSCE, the candidates were
surveyed using a questionnaire. The candidates were asked
whether they felt that the OSCE was appropriately difficult,
valid, and acceptable and had an educational effect and
whether they felt that their performance in the OSCE

OSCE stations
Candidate + SP

x 3 (15 min each)

Structured Formative
Feedback from Geriatrician

x 3 (5-10 min)

Structured Formative
Feedback from SP

x 3 (5-10 min) 
Survey

Figure 1. General outline of the Objective Structured Clinical Examination (OCSE). SP 5 standardized patient.
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correlated well with how they perform in daily clinical
practice.

RESULTS

Preceptor Scores

The OSCE yielded objective performance scores for all
candidates. The preceptors compiled performance scores
for each candidate in each station. Three separate precep-
tors each assigned a performance score to each candidate
from one of the three stations. The maximum possible per-

formance scores were 16 from the elder abuse station, 14
from the medication error station, and 20 from the care-
giver stress station, based on the blueprinted scoring system
for each station. Hence, the maximum possible summated
performance score was 50. The scores are shown in Figure 2
as a percentage of correctly performed ‘‘critical tasks’’ from
a cumulative total of 50 such tasks.

Standardized Patient Scores

Three separate SPs each assigned a performance scores from
one of the three stations to each candidate. The SP scores
generated by the abbreviated MIRS from each of the three
stations (30 points per station) were summed to give a total
score (maximum of 90 points) (Figure 3).

Correlation of Preceptor and SP Scores

In general, the preceptor performance scores were taken to
reflect the communication skills of the candidates, and the
SP performance scores were taken to reflect the interper-
sonal skills of the candidates. Although these skills overlap
in clinical practice, separate assessments from SPs and ger-
iatricians using different assessment tools allowed the dis-
tinctive aspects of these competencies, as defined by the
ACGME outcomes project, to be examined. Figure 4 dis-
plays the imperfect correlation between these scores.

Survey of Candidates

In general, the candidates felt that the OSCE identified
deficits and had a positive educational effect. The candi-
dates responded by choosing from a 5-point response scale
(strongly disagree, disagree, unsure, agree, strongly agree).
Thirteen candidates agreed or strongly agreed that their
performance on the OSCE correlated well with their per-
formance in clinical practice. All of the candidates felt that
the level of difficulty was appropriate and that each sce-
nario was plausible, although three candidates felt that
the allotted time for each station was inadequate. Only one
candidate felt that the OSCE was not a fair evaluation of the
skills taught during fellowship, and all of the candidates felt
that the OSCE helped to identify skills that they needed to
improve on. Only one candidate felt that the feedback
obtained at the end of the stations was not helpful and that
the OSCE stations did not encourage them to learn more
about the topics covered. Finally, despite these favorable

Table 1. Sample Checklist of 16 Critical Tasks Used by
Preceptor to Score Interpersonal Skills of Candidates
During an Objective Structured Clinical Examination
Station that Simulated the Scenario of Elder Abuse

Critical Task Performed by Candidate

Yes/

No

1. Introduces himself or herself by name

2. Explains his or her role or position

3. Asks for or uses patient’s name

4. Asks about circumstances surrounding the bruised eye

5. Asks whether there are any problems with family or household
members

6. Asks about past medical history and prior hospitalizations

7. Asks about alcohol intake

8. Asks about circumstances of previous fractures

9. Asks whether anyone has hit or hurt the patient

10. Asks whether patient is in immediate danger of harm from son

11. States that he or she has a legal obligation to make sure that the
patient remains safe and therefore must report the physical abuse
to adult protective services

12. Communicates a sense of urgency without frightening the patient

13. Explains that a report to adult protective services will result in a
caseworker being assigned to decide whether a case should be
opened

14. Explains that the case worker will interview the patient and abuser
to determine the underlying psychological and social problems
that are influencing the family dynamic and might be able to
suggest community agencies to help the patient and his or her son

15. Makes a plan for a follow-up appointment

16. Makes an emergency plan

Total score /16

Preceptor scores in OSCE stations
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Figure 2. Summary of preceptor-generated performance scores of the candidates at the three stations. The scores were displayed as a
percentage of maximal possible score in each scenario.
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responses, only 10 candidates agreed or strongly agreed
that their fellowship director should use their performance
on this OSCE when deciding whether they should graduate
from fellowship training. Candidates reported that, al-
though they recognized that the OSCE was worthwhile and
an authentic test of their skills, it was challenging and
stressful.

Reliability

Although the candidates typically scored high on each of the
stations, psychometric analysis of the preceptor-generated
and SP-generated scores showed poor interstation reliabil-
ity, a finding that was not surprising given the low number
of stations piloted (n 5 3). In addition, there was poor cor-
relation between preceptor- and SP-generated scores within
the three OSCE scenarios. Again this was not surprising
given the limited number of stations used. Of particular
interest because of the novelty of this multidisciplinary
OSCE, there was no statistically significant difference be-
tween how trainees in medical, dental, and psychogeriatrics
scored on communication or interpersonal skills.

Validity

Authors and preceptors of the OSCE agreed on its validity.
Thirteen of 17 candidates felt that their performance on the
OSCE correlated well with their perceived performance in
daily clinical practice. The OSCE topics were blueprinted,
or matched to fit curricular learning objectives. Commonly
seen, potentially serious, and often undertaught curricular
content was specifically chosen. The authors felt that the
pilot OSCE was ‘‘content valid’’ in that it evaluated do-
mains that were specifically intended to be assessed. Thir-
teen of the 17 candidates felt that the assessment resembled
real-life clinical practice (was ‘‘face valid’’). The pilot nature
of this OSCE precluded judgment of other forms of test
validity such as construct, predictive, and consequential
validity. Given the lack of criterion standard assessment of
communication and interpersonal skills, the criterion va-
lidity of the OSCE is unknown.

Cost

The cost of this pilot study of three stations was estimated
at approximately $110 per candidate. This includes SP
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Figure 3. Summated standardized patient–generated performance scores of the candidates at the three stations. The scores are
displayed as a numeric value out of a maximum possible cumulative score of 90.
MIRS=Masters Interviewing Rating Scale.
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Figure 4. Summary of standardized patient–and preceptor-generated performance scores of the candidates at the three stations.
SP 5 standardized patient.
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training and performance, SP parking fees, and food. Pre-
ceptor and clinical skills center staff time was donated. The
addition of scenarios and candidates would involve addi-
tional cost per unit time and per SP.

Acceptability

The candidates received the OSCE well and perceived it to
be an acceptable and valid test of interpersonal and com-
munication skills.

Overall, the pilot study proved acceptable to candi-
dates, had a positive educational effect, and was deemed
valid by candidates and preceptors but had poor reliability
scores, as was predictable, given the low number of sta-
tions. The interactive, theatrical nature of this memorable
form of clinical assessment facilitates reflective learning.

DISCUSSION

This was a novel OSCE specifically developed to assess the
interpersonal and communications skills of interdisciplin-
ary trainees in different subspecialties of geriatric training.
In 1990, a framework or ‘‘pyramid’’ for assessing clinical
competence was proposed.5 At the lowest level of the pyr-
amid is knowledge (knows), followed by competence
(knows how), performance (shows how), and action
(does).6 The above-described pilot OSCE is an example of
performance (shows how) assessment. The ultimate goal for
a valid assessment of clinical competence is to test what the
doctor does in the work place (an ‘‘in vivo’’ assessment).
This simulates real clinical practice, where many extrane-
ous factors influence clinical performance, including time
constraints, motivation, physical and mental health of
practitioner, and personalities of doctor and patient. Valid
assessment is ideally a longitudinal process, involving mul-
tiple formats of assessment.

The literature on the gerontology-specific OSCE is
sparse. In 2002, one group reported, in abstract form, their
experience with an educational curriculum in inpatient ge-
riatrics for internal medicine housestaff.7 They designed
their OSCE stations to probe the medical aspects of geri-
atrics rather than assessment of interdisciplinary and com-
munication skills. The same group subsequently described
the use of the OSCE to formatively assess a curriculum in
inpatient geriatric medicine, among rotating internal med-
icine house staff, in an acute care unit for elderly people in a
large urban medical center.8 Again, the emphasis of the
OSCE stations was the assessment of candidates’ ability to
manage commonly encountered ‘‘medical’’ scenarios in
clinical gerontology. Their pilot data show that, although
more than 90% of learners performed satisfactorily on
three of five procedure stations and four of five question-
and-answer stations, discrepancies were apparent between
self-reported knowledge results when compared with OSCE
results.

Another group described the use of an OSCE station to
evaluate geriatric functional assessment in third-year med-
ical students as part of a vertically integrated geriatric cur-
riculum.9 Subsequently, a study described the use of
geriatric-focused Observed Structured Video Examina-
tions, 1- to 3-minute video triggers associated with a series
of multiple choice and constructed response questions (e.g.,
fill in the blank), to assess residents’ understanding of pro-

fessionalism, systems-based practice, communication, and
practice-based learning.10

This article reports a study in which a novel OSCE was
developed and piloted to evaluate the interpersonal and
communication skills of interdisciplinary trainees in geron-
tology. Given how important communication and interper-
sonal skills are in gerontology and how effectively
assessment drives learning, the assessment of these skills is
an important part of the ‘‘hidden’’ curriculum when training
junior doctors and undergraduates. Although the OSCE has
been used to assess communication and interpersonal skills
in medical, dental, and psychiatric trainees separately, to
the best of the authors’ knowledge, there is no literature on
the interdisciplinary OSCE. The universal applicability of
these particular core competencies makes this novel OSCE
suitable for assessment of trainees in different subspecialty
programs. The ability to assess important elements of the
practice of geriatric medicine in combinations of subspe-
cialties is important, because the majority of those who care
for geriatric patients are not geriatricians. The ability to
pool resources from different training programs is valuable
if resources, and numbers of trainees for assessment, are
limited. It was possible to combine the resources from fel-
lowship programs and augment the sample size by assessing
11 medical, three dental, and three psychiatry fellows from
five fellowship training programs in the Boston area.

As expected in a pilot study, poor reliability was ob-
served on psychometric analysis of the test scores. Generally
speaking, a minimum of 10 stations over 3 to 4 hours is
required to achieve a reliability of 0.85 to 0.90, 0.8 being
the minimum standard acceptable.11 Also, it is likely that
wider sampling of cases and structured assessment would
improve reliability.12 Although reliability was expectedly
substandard, the majority of candidates found the assess-
ment to be a valid representation of everyday practice. The
OSCE scenarios were blueprinted to test the ability of can-
didates to use communication and interpersonal skills when
assessing three common but potentially serious clinical sit-
uations (elder abuse, medication error, and caregiver stress).
In this pilot study, satisfaction surveys indicated that the
interactive nature of the intervention motivated house staff
to learn. They confirmed the applicability of such an as-
sessment, regardless of the subspecialty of candidates.

Although the OSCE is a valid and reliable form of
assessment, given an adequate number of stations, it is often
logistically demanding and expensive. Although the cost of
conducting an OSCE can seem daunting, it must be re-
membered that it can form one of the most visceral and
memorable teaching experiences of the year. A pilot study
allows for identification of potential operational problems
and pitfalls.

Although the OSCE has been incorporated into the ge-
riatric medical fellowships involved, questions for the fu-
ture involve the challenge of expanding the OSCE and
making it more reliable by adding more stations. Because
this was a novel OSCE and formative assessment process,
there was grading, although this is an important element to
review on subsequent iterations. Although instructions on
feedback can be given to preceptors, the issue of remedi-
ation is more difficult. Some might argue that basic com-
munication skills are a prerequisite for ‘‘fitness to practice.’’
The question was raised whether students who fail to
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demonstrate a minimal level of competence in this area
should to be allowed to progress to the next stage of the
course and eventually graduate. Recently, one author de-
scribed a program in which students who fail the commu-
nication skills OSCE stations, irrespective of their overall
examination performance, undertake remedial studies in a
compulsory 2-week directed study module followed by a
four-station OSCE.13

In summary, the results supported the hypothesis
that the OSCE can be conducted with interdisciplinary
trainees (medical, dental, and psychiatric–medical) to pro-
vide valuable formative assessment on interpersonal and
communication skills. The OSCE stations have universal
applicability to a wide number of subspecialties. The can-
didates valued the immediate and specific feedback given,
and it became one of the most powerful and memorable
teaching sessions of their training.
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