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A B S T R A C T 

 

 

Introduction: There is a need to improve the validity of performance assessments and to develop better ways of identifying and 

assessing what students actually do in practice. Incorporating patients’ assessments into OSCEs has the potential to offer both an 

expert assessment of aspects of the doctor-patient interaction and improve validity. Therefore, we held a trial using simulated 

patient (SP) assessments in history-taking, explaining and communication skills stations in third year OSCEs.  

Methods: SPs made two separate ratings of each student they saw in the OSCE. Examiners graded students using checklists and an 

overall ‘borderline’ grade. SP and examiners’ marks were subject to statistical analysis. 

Results: The reliability of the SP ratings was .77. The reliability of the SP borderline grades was .68. The reliability of the ratings 

and grades combined was .86. SPs reached consensus on the characteristics of high and low performing students. 

Conclusions: SP assessments are reliable. Statistical analysis demonstrated that SPs and clinicians are assessing different aspects 

of students’ performance. We concluded that, due to our approach to working with SPs, their assessments increased validity. 
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Introduction 

 

Patients are now much more actively involved in both healthcare delivery and education. This is partly a result of changing 

perceptions and understandings about patient care. Perhaps this is particularly in relation to communication and decision-making, 

and partly due to professional and government imperatives (GMC, 2002; DoH, 2001). There is a relatively small, albeit growing 

body of literature about the different ways in which patients are involved in medical education (Towle & Weston, 2006; Howe & 

Anderson, 2003; Morris, 2006; Spencer et al., 2000). 

 

Patients can be considered to be experts in aspects - particularly communication and professional manner - of the doctor/patient 

interaction in much the same way as clinicians can be considered experts in the medical aspects (Norcini & Boulet, 2003). It 

follows that patients may well be more accurate than clinicians in assessing those aspects in which they are expert (Thistlethwaite, 

2004). There is an imperative to improve the validity of examinations and to develop better ways of identifying and assessing what 

candidates actually do in practice (van der Vleuten, 2000). Incorporating patients’ assessments into Objective Standard Clinical 

Evaluations (OSCEs) has the potential to both offer an expert assessment of aspects of the doctor-patient interaction and improve 

validity. Therefore, as part of our efforts to improve the quality of OSCEs (Kilminster & Roberts, 2004), we held a trial using 

simulated patient (SP) assessments in history-taking, explaining and communication skills stations in third year OSCEs. 

 

Patients are involved in our curriculum as simulated patients (SPs), expert patients or ‘real’ patients. The underlying principle of 

our work with SPs is that, although they have a standardised ‘role description’, they do not use a script but respond ‘naturally’ to 

the approach and questioning of the student. This approach enhances the validity of the interaction between student and SP because 

real life clinical encounters vary in this way. For example, the same patient will give different information to different doctors. 

However, this means that OSCE encounters are not ‘standardised’ and so there were some concerns about reliability of SP 

assessments. 

 

Methods 
 

SP Training: Thirty of 50 SPs attended a three-hour training session with two expert SP trainers and two teaching staff as 

facilitators; 20 SPs were unable to attend because of other commitments. First, SPs worked in small groups, discussing 

interpretation and portrayal of the OSCE roles. Next, the assessment process was explained. Finally SPs identified various aspects 

of the behaviour and attitudes of high and low scoring students. 

 

SP assessments: During the OSCE, all 50 SPs were asked to grade students on two independent statements: 

 

1. “I felt the student showed respect for me and responded to my concerns and questions in a professional manner.” (SP 

rating from 1 low - 5 high); 

2. “In your opinion was the student’s performance clear fail/borderline/clear pass/very good pass/excellent pass?” 

(borderline grade). 

 

Examiners used separate, more detailed marking sheets that included the borderline grade. Moreover, examiners and SPs were 

asked to assess students independently. 
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Analysis: Fifty SPs were involved in the OSCE and there were approximately 590 SP/student interactions. Statistical analyses were 

done using SPSS and the assumption that SP and assessor grades were linear was made. Reliability was calculated using 

Cronbach’s alpha. Examiner and SP grades were compared using paired sample t-tests to minimise the student effect (as each 

student had two different assessors). Linear regression analysis was used to investigate the relationship between SP and assessor 

grades (if they were assessing the same things there would have been a close relationship between the two scores). 

 

Results 

 

Reliability: The reliability of the SP ratings was 0.77, and the reliability of the SPs borderline grades was 0.68. The reliability of 

the ratings and grades combined was 0.86. A Cronbach’s alpha of 0.7 is considered satisfactory for this type of examination. 

 

Borderline grades: We compared the borderline grades given at each station by the SPs and examiners. Linear regression analysis 

showed the examiners’ grade had little predictive value for the SPs’ grade (r-square values ranged from .010 to .026). One factor 

affecting the relationship between SP and assessor grades was the unwillingness of SPs to use the full range of options in the 

‘borderline’ grade. 

 

SP assessment training: SPs identified various aspects of the behaviour and attitudes of students who would score high and low 

marks. These are summarised below – each SP had a copy of this table (Figure 1) during the OSCEs. 

 

 

A LOW scoring student may show some of the 

following: 

A HIGH scoring student may show some of the 

following: 

Hurried, terse, abrupt Interested, relaxed, warm, pleasant manner, seems 

unhurried 

Poor eye contact and body language Good eye contact and body language 

Disinterested, judgemental Appears knowledgeable 

Does not listen properly, interrupts Has a professional manner 

Seems to lack appropriate knowledge Offers clear explanations and checks your 

understanding 

Offers unclear explanations, uses jargon Checks how to address you 

Jumps to conclusions, talks too much Speaks clearly 

Insensitive, dismissive, patronising Is reassuring 

Shows a lack of warmth Easy to talk to 

Shows a lack of respect Smart appearance 

Uses lots of closed questions  

Does not treat you as an individual  

 

Figure 1:  Some indicators for high and low scoring students. 

 
 

There was general agreement that a high scoring student would be one whom the SP would choose to see again, someone they 

would seek out if they needed another consultation. A low scoring student would be one whom they would not want to see again 

and a middle scoring student would be one whom they would be prepared to see again. 
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Discussion 

 

SP assessments showed high reliability. SP assessments do offer additional information to the examiners’ assessments. If both were 

assessing the same thing, the examiners’ grade would have had higher predictive value for the SPs’ grade. Consequently, in 

addition to attaining the pass mark and passing the requisite number of history and examination stations, students should be 

expected to pass a specified number of SP assessments. 

 

These findings are important because our approach to working with SPs means that their responses are not standardised. We 

consider that our approach to working with SPs enhances validity and this study shows it has good reliability. Good assessment 

practice suggests that only trained SPs should be used in OSCE examinations and we are conducting further work to ascertain the 

effects of SP training. 

 

The inclusion of SP markers in examinations complements current thinking about professional re-accreditation and 360 degree 

feedback (Schuwirth & van der Vleuten, 2006) in which all aspects of a physician’s performance are taken into account. SP 

assessments offer a way to triangulate information about each student’s performance and could be used to increase feedback to the 

students. We are conducting further work to quantify the effects of incorporating SP assessments on the overall reliability of OSCE 

marks. The next step is to investigate whether it is possible to use the assessments of real patients. 
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