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Introduction to OSCE




OSC E : efi n iti On Founder: Harden and Gleeson (1979)

The OSCE is defined as “an approach to the assessment of

e - clinical competence in which the components of competence
N

are assessed in a well planned or structured way with
attention being paid to objectivity” (Harden198s,p. 19)

It typically consists of a circuit or series of short assessment
tasks (stations), each of which is assessed by an examiner using

- a predetermined, objective marking scheme

\
? C | rcu | t Or se r| es l 2005). (Bartfay et al 2004; Major 2005; Ward & Barratt
\- ]




Structured OSCE

marking form

1. Station ‘ OSC E
information St ation
. 4. Instruction
to student

A 4

3. Instruction
to examiner




Objective and standardized OSCE

Rating scales

Weightage
Items
Not Meets Above Weightage
MNo. Expected Answers/Action/ lems D Below Expectation Expectation Expectati e

Explore the'history of chest pain: site, onset, characteristic,
1 radiation, associating factars, timing, exacerbating & relieving 3
factors and severity specifically looking for cardiac symptoms

2 Explore associating factors, 0B, palpitations, ankle cedema 2

3 Exclude other possible causes: lung, anaemia, anxiety, HF 1

4 Risk factors for IHD: T2DM, HPT, Cholesterol, Smoking. 3
Premature IHD FH

5 Explore family history, social history, medication history and 2
allergies

& | Share with patient the possible diagnosis e.g., stable angina 2

7 Communication skills performance: demgnstrate empathy, 2

listen to patient cues.

Total weightage of items 15

Description/ guidance

Standardize answer




Type of clinical skills can be tested in OSCE

Harden et al. 2016

OSCE station

Non interactive/
Manned station Question/Unman
ned station

Communication
Procedural skill and
professionalism

Physical
examination

Clinical reasoning
skills

History taking



Table 5.1 The use of an OSCE to assess the 12 learning outcomes

described in the three-circle model ( ]
Learning outcome References to the OSCE Yo
Clinical Skills 381 b4
Practical Procedures 95 13
Patient Investigation 107 15
Patient Management 152 22
Health Promotion and Disease Prevention 43 G
Communication 279 39
Infermation Handling Ky A
Understanding of Basic and Clinical Sciences 56 8
Attitudes and Ethics i2 10
Decision Making/Clinical Reasoning 102 14
Role of the Doctor 2 0.3

Personal Development 7 1




Type of stations

‘ OSCE
station
|

Hybrid
stations

Single
stations

Unmanned

station
Link /

stations

Harden et al.
2016
‘ 4 types

Double
stations




Linked stations (couplet station)

- P/E THEN Question (EMQ or MCQ) Manned then Unmanned
- undertake part of procedure THEN complete the
Manned then Unmanned
procedure
- Information (Preparation station- read case record) U 4 then Manned
) nmanne en
about the patient THEN take the Hx
- Observe video/ listen audio record THEN discuss with
: Unmanned then Manned
the examiner.




Unmanned OSCE

» Non-interactive station

» Written station

» Question station

» Post encounter probe

» Similar to data interpretation




Unmanned OSCE: materials

» Lab results

» Imaging

» Clinical pictures
» Instrument

&



Unmanned OSCE: Example

Related to patient care and management
Prescription writing

Judgment

Health promotion

Death certification

Decision making

Ethics and medico legal

vV Vv VvV vV Vv VvV v




Table 5.1 The use of an OSCE to assess the 12 learning outcomes

described in the three-circle model ( )
Learning outcome References to the Q3CE Yo
Clinical Skills J81 hd
Practical Procedures 95 13
Patient Investigation 107 15
Patient Management 152 22
Health Promotion and Disease Prevention 43 G
Communication 275 39
Infermation Handling a1 A
Understanding of Basic and Clinical Sciences 56 8
Attitudes and Ethics [ 10
Decision Making/Clinical Reasaning 102 14
Role of the Doctor 2 0.3

Personal Development 7 1




How to justify?

Feasibility

Acceptibility

Educational
impact

Ottawa conference 2020



Issue in OSCE: | can’t penalize the candidate

- Making up sign

> Over investigation

- Over management

> Disrespectful

> Ethical or legal concern

- Causing patient to be in pain

> Missing crucial steps

- Wrong steps

- Too harsh/ pain/ uneasy/rude

- Forgetting to remove the instrument




| can’t penalize the student: What can we do?

» Award appropriate weightage that may effect the final score
(p/e +finding)

» Choose appropriate rating that may effect the final score (p/e
+finding)




Penalize in OSCE:
Prof Richard Fuller (Leeds)

» “I would contrast this with real life - we cause patients pain on a
regular basis. | would more focus on whether unintentional and how
candidates recognise and respond to it”

» “This contrasts with someone showing general rough handling of
patients (but not causing pain) and not being penalised”




More strict: Depend on faculty policies

» Criteria Marking
- Award zero mark or borderline fail marks for:
- Whole performance
- Domain (P/E or Finding)

- Sub-domain (Inspection, palpation, percussion, auscultation)
- Items- (Special examination: Examination of the liver)




Reliability and validity in OSCE




Reliability in OSCE

» Reliability refers to the precision of measurement or the
reproducibility of the scores obtained with the examination

» ‘CONSISTENCY’ of assessment result.




- 12 to 16 stations Case)

How to improve reliability?
( Standardize

Number of sampling (and test
»Patient history

duration) Test item (Question/
(\ Patient ) Case complexity

J

Standardize assessment

Examiner
form

Examiner
» Examiner training
P A single student will
be assessed by - Domains/Items
many examiners * Question
« Answer scheme

\

Rating scales

Assessment form




“... reliability is a matter of careful sampling. It
relies on a sufficiently large sample through all
possible sources of error, for example, items,
examiners, and test occasions. But reliability is
not the whole story. Reliability is necessary, but
not sufficient, for valid inferences .”

(Schurwith and Ces Van Der Vleuten 2019)




Relationship between reliability and validity

» “...reliability and other test metrics then become part of
validity evidence. @oursicot 2020)

» Any threats to the reliability of the test are also threats to its
validity (shiken 2000)

» Unreliable test cannot be valid (wass et al 2001)




Validity in OSCE

» Validity: Constant, accuracy

« |t measure what it is supposed to be measuring

« |s the extent to which the scores actually represent the variable they
are intended to




Assessment process to enhance reliability
and validity

Identify the
learning

7 [ outcomes ] ™~

*
6. Item 1. Develop
analysis assessment
blueprint

5. Standard *2. Construction
setting OSCE station

N /

*Exa‘:niner 3. Vetting
o the
tra-umnc._:jl : questions *Improve reliability and validity




Table

Written test

Threats to validity of assessments |

Construct under-representation (CU)

Performance examination

rs of clinical performance

Downing &

Haladyna 2004

Too few items to
sample domain adequately
Biased/unrepresentative sample
of domain
Mismatch of sample to domain
Low score reliability

Too few cases/OSCEs
for generalisability
Unstandardised patient

raters
Unrepresentative cases
Low reliability of ratings

Too few observations of
clinical behaviour
Too few independent raters

Incomplete observations
Low reliability of ratings/
low generalisability

Construct-irrelevant variance (CIV)

Flawed item formats

Biased items (DIF)
Reading level of 1tems inappmpriat.e

Items too easy/too hard/
non-discriminating

Cheating/insecure items

Indefensible passing score methods

Teaching to the test

Flawed cases/checklists/
rating scales
DIF tor SP cases/rater bias
SP use of
Inappropriate jargon

Case difficulty inappropriate
(too easy/too hard)
Bluffing of SPs
Indefensible passing
score methods
Poorly trained SPs

lnappmpriutt ral;ing items

Rater bias
Systematic rater error: halo,
severity, leniency,
central tendency
Inadequate sample
of student behaviours
Bluffing of raters
Indefensible passing
score methods
Poorly trained raters

erference with proposed interpretations of assessment data. Medical Education 38:327-333



Examiner

In most studies, the
variance of raters is the
largest variance
component, typically in
the 80-90% range.

(Downing, 2005)




Examiner and validity

)
_L. __Checklist
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Inter-rater reliability

» Inter-rater reliability is a specific aspect of reliability
referring to the degree of measurement error due to
bias caused by different raters or observers rating
the same person or Ob_jec't (Kottner and Dassen 2008)




» “Shared undergraduate clinical assessments should not rely

on scoring systems and standard setting which fail to take
into account other differences between schools. Examiner

behaviour and training and other local factors are important
contributors to variations in scores between schools”.

(Chesser et al, 2009)




Systematic rater errors

Leniency )

Inconsistency )

Halo effect OR Horn effect )

Restricted of range )

Iramaneerat and Yudkowsky (2007)



Process of OSCE- to enhance reliability and
validity

Identify the
learning

7 [ outcomes ] ™~

*
6. Item 1. Develop
analysis assessment
blueprint

5. Standard *2. Construction
setting OSCE station

N /

*Exa‘:niner 3. Vetting
;. the
trﬁllnlngl : questions *Improve reliability and validity




Examiner calibration

Aims:

To parallel the level of expectation based on
candidate’s performance

To standardize/ set ground rule for specific case
To discuss or improve on items in the checklist

To discuss on other ‘difficulties” based on the experienced as
examiner

For new examiner:

To inform about OSCE process

To highlight principle of OSCE-do and don'’t
To train on how to use rating scales

34



s (Calculation)
core ) ) Sub
No. Expected Answers/Action/ tems Below Expectation mx weighatge of items Total
Explore the history of chest pain: site, onset, characteristic,
1 radiation, associating factors, timing, exacerbating & relieving 0 1 2 3 4 5 & 7 8 g |10 3
factors and severity specifically looking for cardiac symptoms
2 Explore associating factors, 0B, palpitations, ankle cedema 2
3 Exclude other possible causes: lung, anaemia, anxiety, HF 1
4 Risk factors for IHD: T2DM, HPT, Cholesterol, Smoking. 0 1 2 3 4 5 4 7 8 s | 10 3
Premature IHD FH
5 Explor_e family history, social history, medication history and 0 ! 2 3 4 5 4 7 ] 9 | 10 2
allergies
& | Share with patient the possible diagnosis e.g., stable angina 0 1 2 3 4 5 & 7 8 g |10 2
7 Communlcgflon skills performance: demonstrate empathy, 0 1 2 3 4 5 4 7 ] 9 10 2
listen to patient cues.
Total weightage of items 15 New overall score | /15

To parallel the level of expectation
based on candidate’s performance




Type of clinical skills can be tested in OSCE

Harden et al. 2016

OSCE station

Non interactive/
Manned station Question/Unman
ned station

Communication
Procedural skill and
professionalism

Physical
examination

Clinical reasoning
skills

History taking



OSCE history taking

- previous attempt

- If not present

- life-time suicidal ideation and
behavior

Point to consider:
1: Domain/ section
Introduction
Eliciting symptoms
Diagnosis/ Clinical reasoning
Interview twchnique

ACTIVITIES

PERFORMANCE

INTRODUCTION

1.

Engage patient
- Introduction
- Build rapport

- Patient’s background i.e.

age, occupation, marital
status

ABCDE

Eliciting other important
features

- duration

- significant impairment in
function

ABCDE

ELICITING SYMPTOMS

Eliciting other important
history

- To exclude medical condition

- To exclude substances abuse
- Family history of depression or
mood disorder

ABCDE

2.

Eliciting key depressive
symptoms

(at least one symptom)

- persistent depressed mood
- loss of interest or pleasure
- Anhedonia

ABCDE

DIAGNOSIS

10.

State one provisional diagnosis

AJclE

11.

State two differential diagnosis

Ajc]E

Eliciting other depressive

symptoms (At least

symptomsa)

- Insomnia or hypersomnia

- loss or increase of appetite

- loss of weight or weight gain

- fatigue

- worthlessness

- diminished ability to
concentrate

- psychomotor retardation or
agitation

3

ABCDE

12.

Give four reasons for your
provisional diagnosis:

- Symptomatology

- Duration

- Functioning

- Exclusion

ABCDE

INTERVIEW TECHNIQUE

13.

Employ proper balance of open &
close-ended questions

ABCDE

14.

Ask questions systematically

ABCDE

15.

Attentive listening

- Non-confrontational
- Non-judgmental

- Empathy

- Well organized

- Fluent

- Speaks clearly

- No prompting

- Competent

ABCDE




SUN ARY FOR EXAMINERS L. Checklist on candidate’s overall performance (Please circle) O S C E h I S t O ry ta k I n g
A=Very Good B=Good C = Acceptable D =Poor E =Not done
Historv of Presenting Tllness: 1 0.75 03 0.25 0
ACTIVITIES PERFORMANCE

40 year.old female
Has been having neck lump progressively increasing in the last 6 months HISTORY TAKING (70%)
Now roughly the size of a marble L £ dent

R . . ngage patien
Swelling firm and hard in consistency -Appropriate introduction A B € D EQ%

=113 : (full name and role)
Swelling not pa.mﬁJl_ _ _ ‘Build rapport
No other neck swelling identified
2.
B Establishes reason for coming to the Surgical Outpatient

Malignancy symptoms Clinic

: - - . . A c E (2%
Associated with mild _dlscomfort when swallowing Main chief complaint- anterior neck swelling and | | (2%)
And hoarseness of voice weight loss _
N id 4. | Symptoms of hyperthyroidism:

o stridor A B € D E(% o A B C D EQ%)
Weight loss - Duration of neck swelling — for & months Palpitation:
= . _ - Size of neck swelling — marble, firm _present - no

Poor appet:lte - firm swelling - associated chest pain: no

No fever - visible- yes -associated SOB: no
— - no other neck swelling Easily irritated: no

Feels extremely hot: no

r T 11 Tremors: ne
Hyper’hypothyroidism symptoms T ovcgutar peviods. o
No tremor Malignancy related questions A B C D E({5%) GIT symptoms: no
: : Hyperhidrosis- no
No palpit;uon R - any overlying skin changes —no Sleep disturbance — no
No swcatmg or cold intolerance - difficulty in swallowing —discomfort on swallowing
No weisht gai.ﬂ - difficulty in breathing - no Symptoms of hypothyroidism:
= - noisy breathing — no -weight loss
No loss of hair - hoarseness of voice — no —]etha.r.g)-'
: N - - weight loss — ves -constipation
No change 1n bowel habat  appetite — no change ~depression
No SOB - any other lumps and bumps - no
N b k - 5. | PMH
© back pam - N A B € D EQ@2%)
. . PSH
Past medical history: - nil
1 6.

nil Family History:
-mum had thyroid cancer and passed at age 65 A B c B E(5%)
- sister has thyroid cancer diagnosed at 45

Past surgical history:

mil 7.
Drug History: A '] C B Ea%
. -No known drug allergy
Allergies:
Nil
3.
Establishes social history A B c¢ B Ea%
Social history: -alcohol - no A 0 ¢ 1 Eaw
smoking —no
Owns restaurant
Married & blessed with 2 children age 12, 10 girls, 1. | Systematic approach A B C D E(%
Non smoker, teetotal 2. | Attentive listening
Elicits patient’s concerns and responds
sensitively A B C D E _[(10%)
Familv HiStO!}" Non-confrontational
- - . Non-judgmental
Mum passed away at age 65 with thyroid cancer Flmi =
Elder Sister diagnosed at 45 with thyroid cancer Speaks clearly
No prompting




- Develop SP script AND OSCE checklist
- Develop SP dialogue- familiarize with
lay man term and possibility of

question/ answer from the candidate

- Identify and select SP based on
characteristic

- Briefing- recall the role

- SESSION 1 -Rotation accordingly

- Briefing- SP
- Role of SP
- Do and don’t
- Examination
- Briefing- the case

- Objectives of the station

- The case/ disease
- SP read and understand the SP script

- Improve understanding towards the SP script
- SESSION 2
- Role play (and trial run the OSCE marking form)

- Estimate duration for student to perform the task

« Improve SP script

« Improve OSCE marking form
- SESSION 3
- Feedback session

-e.g. after 5-6 students




Common flaws for OSCE using SP




Threats to validity: Common flaws for OSCE using SP

Construct Underrepresentation (CU)

Performance examination

(Systematic rater error)

Too few
— Cases —|:
Unrepresentative
Rating — Low reliability

Unstandardized

Patient

{

Rating of clinical performance

_| Low reliability of rating/

low generalisability

Rater

Observation

Too few independent

rater

Incomplete
observation
Too few
observation

Construct irrelevant

variance

(CIV)

Performance
examination

Rating of clinical
performance

Rating scale

-| Flaws |--|

Checklist |

napproriate case
difi

| | Indefensible cut
score

Case difficulty
-| Poorly train |

H SP

-

—I Bluffing |

Inappropriate
rating items
Inadequate

sample

-| Use inappropriate jargon

Indefensible cut
score

HOW TO OVERCOME? Rigorous SP training

Inconsistency

Rater bias |

Systematic rater
error

Bluffing

Poorly train

Restricted of range |

Halo effect/Horn effect|




Threats to validity: Common flaws for OSCE using SP

Construct Underrepresentation (CU)

Performance examination

(Systematic rater error)

Too few
Cases —|:
Unrepresentative
Rating — Low reliability

Unstandardized

Patient

{

Rating of clinical performance

_| Low reliability of rating/

low generalisability

Rater

Observation

Too few independent
rater

Incomplete
observation
Too few
observation

Construct irrelevant

variance

(CIV)

Performance
examination

Rating of clinical
performance

Rating scale

-| Flaws |—-|

Checklist |

napproriate case
difi

| | Indefensible cut
score

Case difficulty
-| Poorly train |

H SP

-

—I Bluffing |

Inappropriate
rating items
Inadequate

sample

-| Use inappropriate jargon

Indefensible cut
score

HOW TO OVERCOME? SP Dialogue

Inconsistency

Rater bias |

Systematic rater
error

Bluffing

Poorly train

Restricted of range |

Halo effect/Horn effect|




Threats to validity: Common flaws for OSCE using SP

Construct Underrepresentation (CU)

Performance examination

(Systematic rater error)

Too few
Cases —|:
Unrepresentative
Rating — Low reliability

Unstandardized

Patient

{

Rating of clinical performance

_| Low reliability of rating/

low generalisability

Rater

Observation

Too few independent
rater

Incomplete
observation
Too few
observation

Construct irrelevant

variance

(CIV)

Performance
examination

_-| SP

Rating of clinical
performance

Rating scale

-| Flaws

|—-| Checklist |

napproriate case
difi

| | Indefensible cut
score

Case difficulty
-| Poorly train |

-

—I Bluffing |

Inappropriate
rating items
Inadequate

sample

-| Use inappropriate jargon

| | Indefensible cut

score

Inconsistency

Rater bias |

Systematic rater
error

Bluffing

Poorly train

Restricted of range |

Halo effect/Horn effect|

HOW TO OVERCOME? Modification of the script and/or the checklist items during Role play




Threats to validity: Common flaws for OSCE using SP

Construct Underrepresentation (CU)

Performance examination

(Systematic rater error)

Rating of clinical performance

Too few
Cases -I:
Unrepresentative
Rating — Low reliability

Unstandardized

Patient

|

_| Low reliability of rating/

low generalisability

Rater

Observation

Too few independent
rater

Incomplete
observation
Too few
observation

Construct irrelevant

variance

(CIV)

Performance
examination

Rating of clinical
performance

Rating scale

-| Flaws

|--| Checklist |

napproriate case
difi

| | Indefensible cut
score

Case difficulty
-| Poorly train |

SP

—L

1

-| Bluffing |

Inappropriate
rating items

Inadequate
sample

-| Use inappropriate jargon

| | Indefensible cut

score

HOW TO OVERCOME? Reserved SP

Inconsistency

Rater bias |

Systematic rater
error

Bluffing

Poorly train

Restricted of range |

Halo effect/Horn effect|




Q & A session.....




Thank you
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Enhancing
reliability and
validity in
OSCE




Question 1

Question 2
Question 3
Question 4
Question 5
Question 6
Question 7
Question 8

|

* How long is the OSCE station duration?

* How many OSCE (manned and unmanned) station?

* |s there a link (unmanned) station?

* How long is the rest duration in between OSCE station?

* How many examiners for each station?

» Any second examiner for Global Rating?

» Which are the most suitable range of rating scale and rating description?

* Which are the most suitable rating scale; number of grades?
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Test item (Question/

Case)
¢

Examiner

« Appropriate scales
Assessment form PPTop

« Domains/ltems

* Question

* Answer scheme

« Assessment rubric




O’Content

YFace validity

validity:
Blueprinting

OConstruct

validity:
Construct
irrelevant
variance (CIV)

Construct
Underrepresenta
tion (CU)
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Table 1

Threats to validity of assessments

Written test

Performance examination

Ratings of clinical performance

Construct under-representation (CU)

Too few items to

sample domain adequately
Biased/unrepresentative sample
of domain
Mismatch of sample to domain
Low score reliability

Too few cases/OSCEs
for generalisability
Unstandardised patient
raters
Unrepresentative cases
Low reliability of ratings

Too few observations of
clinical behaviour
Too few independent raters

Incomplete observations
Low reliability of ratings/
low generalisability

Construct-irrelevant variance (CIV)

Flawed item formats

Biased items (DIF)
Reading level of 1tems inappmpriat.e

Items too easy/too hard/
non-discriminating

Cheating/insecure items

Indefensible passing score methods

Teaching to the test

Flawed cases/checklists/
rating scales
DIF tor SP cases/rater bias
SP use of
Inappropriate jargon

Case difficulty inappropriate
(too easy/too hard)
Bluffing of SPs
Indefensible passing
score methods
Poorly trained SPs

Ina ppmpriutt ra I;ing items

Rater bias
Systematic rater error: halo,
severity, leniency,
central tendency
Inadequate sample
of student behaviours
Bluffing of raters
Indefensible passing
score methods
Poorly trained raters

i

g

Downing &

Downing &Haladyna (2004) Validity threats: overcoming interference with proposed interpretations of assessment data. Medical Education

NO.NDHN™7 NHMNHN



Construct irrelevant variance (CIV)

Llnmversim

Ko EBANGEAAN
B Man:

~ 99

Performance examination

*Rating scale

Flaws

*Checklist

Inapproriate case

Case difficulty

difficulty
Indefensible cut .
score Poorly train
*SP Bluffing
-| Use inappropriate jargon |
Rater
Bias items
SP cases

_|*Inappropriate rating

items

Rating of clinical
performance

*Inadequate sample

Indefensible cut
score

*Rater bias I

Leniency

*Rater

*Systematic rater error

Inconsistency |

*Bluffing

*Poorly train

Restricted of range

Halo effect/Horn effect |

Construct Underrepresentation (CU)

Performance examination
(Systematic rater error)

Rating of clinical
performance

*Cases -[

*Too few

Unrepresentative

*Threat to
reliability

*Rating = *Low reliability
*Patient
*Unstandardized -[
*Rater
Low reliability of rating/
| low generalisability Incomplete
observation
*Observation *T00 few
| | *Too tew independent ot;ssg\éztilggté) n

rater

Downing & Haladyna 2004
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Enhancing reliabilit

Identify the
learning
/ outcomes \

*1. Develop

a%alltegi]s assessment
y blueprint
5. Standard *2. Construction
setting OSCE station
4. *Examiner 3. Vetting

training/ the o o
calibration | - | questions *Improve reliability and validity




PHASE 1: Design
OSCE examination



Question 1
Question 2
Question 3
Question 4

Question 5

Question 6

 How long is the OSCE station duration?

« How many OSCE (manned and unmanned) station?

 |s there a link (unmanned) station?

 How long is the rest duration in between OSCE station?

« How many examiners for each station?

« Any second examiner for Global Rating?



*» Adequate number of OSCE stations to increase reliablility is between 12 to
16 stations

*»» OSCE reliability also closely relates to total OSCE exams duration
*» Rest stations to might required to accommodate more candidates

+¢» Rest duration in between OSCE station is for the examiner to mark the
student and to improve SP readiness

*» Some of the Institution use a second rater for Global rating for standard
setting purposes

*» to enhance reliability it is better to have more stations with one assessor per
station than fewer stations with two assessors per station (Harden 1995)

* A single rater can be used to rate OSCE marking form and Global rating,
however, a strategy is required to avoid examiner to explicitly relate
checklist score with Global rating score
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*Rating scale
Flaws *Checklist
Inapproriate case Case difficult — *
difficulty y 8 = -[ Too few
= ases
< Indefensible cut ~ :
% — <core Poorly train g Unrepresentative
B’ = Performance examination = - _ = Performance examination - —
3 SP Bluffing @© ) - *Rating =1 *Low reliability
= = (Systematic rater error)
= Use inappropriate jargon O .
= 1 ppropriate jargon | 3 ~Patient
z Rater S -1 *Unstandardized -[
§ u Bias items o ™ *Rater
SP cases e m—— m—
D . . Low reliability of rating/
2@ (@) y 9
*Inappropriate ratin = . "
< - "approp 9 ° low generalisability Incomplete
= items c . . observation
5 > Rating of clinical | +Ob " —
> Rati ¢ clinical - *Inadequate sample © performance servation Too few
= | ating of clinica : Leniency S oo Tew mdesendert observat.lon on a
2 performance . *Rater bias I = L p candidate
S Indefensible cut n rater
) score Inconsistency | g
*Systematic rater error O
*Rater Restricted of range
*Bluffin
J Halo effect/Horn effect |
*Poorly train

*Threat to

reliability Downing & Haladyna 2004
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Identify the
learning
/ outcomes \

*1. Develop

a?l'allteg;s assessment
y blueprint
5. Standard *2. Construction
setting OSCE station
4. *Examiner 3. Vetting
training/ the

calibration | - | questions *Improve reliability and validity
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CLINICAL COMPONENT EXAMINATION: Clinical OSCE

TOpiCS History Physical Counselling | Procedure | Management
Taking Examination Decision
X X
X X
Reliability for OSCE: i
12 to 16 stations X X
X
X X
X
X
X
X
X
TOTAL (14) 5 5 2 1 1
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*Rating scale
Flaws *Checklist
Inapproriate case Case difficult = *
difficulty y 8 = -[ Too few
— ases
< Indefensible cut ~ -
% — <core Poorly train g Unrepresentative
~q-; =l Performance examination - _ = Performance examination - —
3 SP Bluffing @© ) - *Rating =1 *Low reliability
= = (Systematic rater error)
= Use inappropriate jargon Q .
= -| pprop jarg | 8 *Patient
2 Rater S -1 *Unstandardized -[
§ u Bias items o ™ *Rater
SP cases e m—— m—
D . . Low reliability of rating/
2@ (@) y 9
*Inappropriate ratin = . "
= - "approp 9 ° low generalisability Incomplete
= items c . . observation
3 ) Rating of clinical ob " —
2 Rating of clinical | nadequate sample 5 performance - b o tf'ew
17 - per?ormance _ *Rater bias I Leniency g | | *Too tew independent Oassg\ézilggté)n
= Indefensible cut ) rater
@) score Inconsistency | g
*Systematic rater error O
*Rater Restricted of range
*Bluffin
J Halo effect/Horn effect |
*Poorly train

*Threat to

reliability Downing & Haladyna 2004
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Identify the
learning
/ outcomes \

*1. Develop

a%alltegi]s assessment
y blueprint
5. Standard *2. Construction
setting OSCE station
4. *Examiner 3. Vetting

training/ the o o
calibration | - | questions *Improve reliability and validity




4 Station ’ } ‘markingform
| 2 o

2. Instruction l 4. Instruction ‘D
| ~ to patient/SP
to student - P

3. Instruction )
to examiner

1. Station
information







Step 1: Stationdnieiieiie

STATION INFORMATION

1) Station code name ; IM-C

2) Department ; Internal Medicine

3) Duration ; 10 minutes

4) Station requirements ; Patient
Stethoscope
Ruler

5) Date of vetting at department ; 28/5/18
6) Date of vetting at faculty ; 18/7/18
7) Author ;

8) Corrected author

“Security and Overview of the station”
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Clear and concise

Scenario

Task
-Perform history taking/ physical
examination of
-Conventional / *running
commentary
-Involvement of question and
answer session
-Duration (for each task)

Step 2: Instrugc

INSTRUCTIONS TO CANDIDATE:

Scenario:

Mr./Mrs_/Ms. had been on a regular follow up at the clinic for feeling low.

Task:

1. Take a history relevant to the patient's presenting symptoms.
2. Upon completion of your task, you will be asked about this patient’'s diagnosis:

Duration:
You have 10 minutes to complete the task.

- You are expected to complete your history taking by 7 minutes

- The patient will be taken out of the room after 7 minutes.
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STAITIUN 13 USLE

R O e N L o A ™

INSTRUCTION TO STUDENT

Patient details : Mr. Azmi, 52 years old man
Your role : You are the final medical student in ORL posting
Setting : ORL ward

Background information:

Mr. Azmi is a 52-year-old male inpatient who underwent a tracheostomy operation
four weeks ago. This morning he complains of difficulty of breathing through the
trachea tube.

On examination, he is stable with mild biphasic stridor and a blocked tracheostomy
tube is noted.

YOUR TASK:

1. You are required to change the tracheostomy tube with a suitable type that
patient can be discharged home with. Use the instruments provided.

2. For this procedure you are provided with a mannequin, assuming it is a real
patient.

Time allowed: 8 minutes

OSCE pliocedural

INSTRUCTION TO STUDENT
Patient details: Mr. Ahmad/Mrs Aminah, a 30-year-old man/woman
Your role: You are a final year student in the Psychiatry Posting
Setting: Psychiatric ward
Patient's complaint: Diagnosed with schizophrenia

Background information:

Mr. Ahmad/Mrs. Aminah a 30-year-old man/woman, is recently diagnosed with
schizophrenia. This is the first time he hears about this diagnosis and is worried
about its implication in his life.

He/she is keen to know more about schizophrenia.

YOUR TASK:

1) Yourtaskis to psychoeducate this patient regarding schizophrenia and briefly
discuss about the treatment.

NOTE: You are not required to discuss about psychosocial management of
schizophrenia

QSCE counseling
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INSTRUCTIONS EXAMINER:

Clear and concise

Scenario Objectives of the test:
ObjeCtiveS of the station 1) To assess candidate’s ability to demonstrate proper interview techniques.
Task 2) To assess candidate’s ability to ask relevant questions about depression and reach a
- No probing or prompting provisional and differential diagnosis.
except aSking candidate to 3) To assess candidate’s ability to provide reasons to support the diagnosis.
review the instruction/scenario
if required Task:

- DO NOT interrupt

. . 1. Observe the candidate interviewing the patient. Allocate 7 minutes for the candidate to
- Total duration and duration (for 3P

complete this exercise. Do not interrupt or prompt the candidate during this

each task) a
; * : examination.
- Conventional / *running ) e candidata b e R N
- i
Commentary e candidate nas not complee e exXxaminaton in tis ume, you may interrupt an

- Involvement of question and proceed with the discussion.

answer session 3. The patient will be taken out of the room after 7 minutes.
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NOT TO BE SEEN BY CANDIDATES I

R e L I L INFORMATION FOR EXAMINER

STATION 2 OSCE (PSYCHIATRY): PSYCHOEDUCATION

INSTRUCTION TO STUDENT ; ;
Rewrite the scenario
Patient details: Mr. Ahmad/Mrs Aminah, a 30-year-old man/woman INSTRUCTIONS FOR THE EXAMINER
Your role: You are a final year student in the Psychiatry Posting
Setting: Psychiatric ward This OSCE station is primary testing a candidate’s ability to perform
Patient’s complaint: Diagnosed with schizophrenia psychoeducation

The candidate is expected to:

Background information:
1. Demonstrate their ability to establish rapport and use this basis of rapport to discuss

about the diagnosis.

Mr. Ahmad/Mrs. Aminah a 30-year-old man/woman, is recently diagnosed with
schizophrenia. This is the first time he hears about this diagnosis and is worried 2. Demonstrate the ability to discuss relevant information in an appropriate manner.
about its implication in his life.
. ) . 3. Demonstrate their understanding about causes, course and management of
He/she is keen to know more about schizophrenia. schizophrenia.

4. Demonstrate the ability for active listening and address the relative's concemn..

YOUR TASK:

1) Your task is to psychoeducate this patient regarding schizophrenia and briefly
discuss about the treatment. Mark scheme

NOTE: You are not required to discuss about psychosocial management of
schizophrenia The student will be assessed by ONE examiner. For each of the component in the marking
sheet, the student is graded Satisfactory, Borderline or Unsatisfactory

Change the candidate’s task to objectives



Construct irrelevant variance (CIV)
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Performance examination

*Rating scale
Flaws *Checklist
Inapproriate case Case difficult
difficulty Y
Indefensible cut .
score Poorly train
*SP Bluffing
-| Use inappropriate jargon |
Rater
Bias items
SP cases

_|*Inappropriate rating

items

Rating of clinical
performance

*Inadequate sample

Indefensible cut
score

*Rater bias I

Leniency

*Rater

*Systematic rater error

Inconsistency |

*Bluffing

*Poorly train

Restricted of range

Halo effect/Horn effect |

Construct Underrepresentation (CU)

Performance examination
(Systematic rater error)

Rating of clinical
performance

*Cases -[

*Too few

Unrepresentative

*Threat to
reliability

*Rating = *Low reliability
*Patient
*Unstandardized -[
*Rater
_|Low reliability of rating/
low generalisability Incomplete
observation
*Observation *T00 few
observation on
| | *Too tew independent a candidate

rater

Downing & Haladyna 2004
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Clear and concise
Scenario
Task (Additional standard
information)
Cooperation
Follow instruction from student /
examiner
No clues
Inform examiner if do not feel
comfortable
Duration (for each task)
Task should be written English and
Malay

INSTRUCTIONS TO PATIENT

Scenario:

You will be interviewed by the student for the purpose of reaching a diagnosis.

Do not volunteer information unless asked.
Do not disclose the name of diagnosis/medication.

Do not guide the students but be cooperative and assist them accordingly.

W=

Each student will take 7 minutes for each interview.

Arahan kepada pesakit:

Senario:

Anda akan ditemu-bual oleh pelajar dengan tujuan mencapai diagnosis.

1. Jangan beri maklumat yang tidak ditanya.

2. Jangan beritahu nama penyakit/ubat.

3. Jangan ber panduan kepada pelajar tetapi bekerasama dan membantu mereka
dengan sewajarnya.

4. Setiap pelajar akan mengambil masa 7 minit untuk temubual.




Construct irrelevant variance (CIV)
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Performance examination

*Rating scale

Flaws

*Checklist

Inapproriate case

Case difficulty

difficulty
Indefensible cut
score Poorly train
*SP Bluffing
-| Use inappropriate jargon |
Rater
Bias items
SP cases

_|*Inappropriate rating

items

Rating of clinical
performance

*Inadequate sample

Indefensible cut
score

*Rater bias I

Leniency

*Rater

*Systematic rater error

Inconsistency |

*Bluffing

*Poorly train

Restricted of range

Halo effect/Horn effect |

Construct Underrepresentation (CU)

Performance examination
(Systematic rater error)

Rating of clinical
performance

vzl

*Cases -[

*Too few

Unrepresentative

*Threat to
reliability

*Rating = *Low reliability
*Patient
*Unstandardized -[
*Rater
_|Low reliability of rating/
low generalisability Incomplete
observation
*Observation *T00 few
observation on
| | *Too tew independent a candidate

rater

Downing & Haladyna 2004
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1. Domain
6. Global
rating 2. ltem
OSCE
marking
form
5. 3.
Weightage Description
4. Rating

scales
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‘ 2. ltems Rating 4. Rating 5. Weightage
description \ scale
Not M Above Weightage
MNo. Expected Answers/Action/ lems D Below Expectation e Expectati e
Explore the'history of chest pain: site, onset, characteristic,
1 radiation, associating factars, timing, exacerbating & relieving 0 1 2 3 4 & 7 8 g |10 3
factors and severity specifically looking for cardiac symptoms
2 Explore associating factors, 0B, palpitations, ankle cedema 2
3 Exclude other possible causes: lung, anaemia, anxiety, HF 1
4 Risk factors for IHD: T2DM, HPT, Cholesterol, Smoking. 3
Premature IHD FH
5 Explore family history, social history, medication history and 2
allergies
& | Share with patient the possible diagnosis e.g., stable angina 2
7 ommunication skills performance: demonstrate empathy, 2
ten to patient cues.
Total weightage of items 15

3. Description




1. Domain

2. Iltem h

Llnmversim

Ko EBANGEAAN
M ~

SCORING SHEET ‘A’

OSCE Training station:
ABDOMINAL EXAMINATION

¥=lnadequate W=Adequate Z=Good
Appropriate introduction wYE
Explains procedure wYE
Ensures comfort ®¥Z
Adeguate hand hygiene wYE
Checks for clubhing ®YZ
Checks for liver flap ®YZ
noks at palms far stigmata of Gliiver disease ®YZ

XAMINER PROMPT: INSTRUCT CANDIDATE TO EXAMINE FACE & NECK

Caorrect examination of neckicervical lymph nodes ®YZ
Looks for anaemiz ®YZ
Looks for jaundice WNE
Looks for facial stigmata of Gl/iver disease ®YZ
EXAMINER PROMPT: NOW MOYE DIRECTLY TO EXAMINE THE AEDOMEN
Inspects abdomen for scars. WNE
Checks for tendermess wNEZ
Falpates lightly in all areas wYE
Palpates deeplyin all areas wYE
Ohserves patient's face during examination ®YZ
Checks for hepatomegaly wYE
Checks for splenomegaly ®YZ

Pallate lAirnoy e W

fo Undergraduate.OSE

Eumiarkds

EXAMINER PROMPT: ASK CANDIDATE TO SUMMARISE FINDINGS

Correct information N
Clear summary ¥YE
Succinct AL

EXAMINER PROMPT: ASK FOR DIFFERENTIAL DIAGNOSIS

Gives sensible diagnosis wYE
Professional approach wYE
Examiner Rating

A=Excellent/B="ery Good/C=Clear Pass/D=Borderline/E=Clear Fail ABCDE

Clear Fail:

+ [isorganized approach, no evidence of planning — tends to random actions,
process and questions
+ Unable to synthesize findings, or reach a diagnosis/alan

Borderline

« Ahle to commence station, but often uncertain, and strugoles to proceed to
completion

+ 50me organisation of approach, but Tormulaic' with no flexibility (e.q. 'lists' of
guestions for patients) and no evidence of reasoning/discrirmination

Clear Pass

+  Systematic overall approach to station/task

+« Demonstrates sufficient organization to permit completion of task with some
evidence of flexibility of approach

= Able to summarize (e.q. present history/explaing and manage additional
guestioning with evidence of reasoning

Very Good Pass

« Clearly professional approach to station. Good lewels of organization with clear
evidence of flexibility

+ Clearly able to synthesize findings, or reach a diagnosisdplan

«  Clear evidence of nlannino. ability to summarize and manaoe guestioning
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I. Checklist on candidate’s overall performance (Please circle)

A =Very Good

1 0.75

B=Good C=Acceptable D=Poor E=Notdone

0.5 025 0

ACTIVITIES

PERFORMANCE

1. Domain

INTRODUCTION

2. ltem

1.

Engage patient
- Introduction
- Build rapport

age, occupation, marital
status

- Patient’s background i.e.

ABCDE

ELICITING SYMPTOMS

2.

Eliciting key depressive
symptoms

(at least one symptom)

- persistent depressed mood
- loss of interest or pleasure
- Anhedonia

ABCDE

symptoms (At least

symptoms)

- insomnia or hypersomnia

- loss or increase of appetite

- loss of weight or weight gain

- fatigue

- worthlessness

- diminished ability to
concentrate

- psychomotor retardation or
agitation

Eliciting other depressive

3

ABCDE

duate,O

Styles
Eliciting manic symptoms (At
least 2 symptoms)
- elevated mood or irritability
- increased goal directed activity
or energy
- grandiosity
- reduced need for sleep
- more talkative than usual
- flight of ideas
- distractibility
- high risk activities

ef-TOre)

ABCDE

Eliciting anxiety symptoms (At
least 1 symptom)
palpitations

sweating

trembling

shortness of breath
chest discomfort
feeling of choking
nausea

feeling dizzy

chills

tingling sensation

- fear of losing control
fear of dying
derealisation

- depersonalization

ABCDE

Eliciting psychotic symptoms
(At least 1 symptom)

- auditory hallucinations

- persecutory delusion

- delusion of perception

- nihilistic delusion

- delusion of guilt

- delusion of reference

- delusion of control

-thought
insertion/withdrawal/broadcast

ABCDE

Eliciting suicidal hghavieur
- If present

- details of the suicidal
behavior/method

- snecific olanning

ABCDE




“* Chunking items into key behaviour sequences (ruller et al. 2013)

¢ -group together single ‘lower-level’ checklist items to more
‘higher-level’ items — also know as “chunking (robert et a 2010

- Eg: General inspection for chronic liver disease

“* Thoroughness (item based) is more typical for beginners

“*Domain based rating scales are seen as more valid for
assessing increasing level of expertise

Prof Richard Fuller- Singapore 2018



CLINICAL SKILLS {Physical examination)

1. General approach to patient ABCDE
Intraduction and orientation

(Mame and role; purpose of the examination; explains what

examination will inv olve; consent)

2. Clinical skills/physical examination ABCDE
Important features
Appropriate/ acceptable examination method

FPerforms examination/ procedure in fluent and grganised manner

3. Findings ABCDE
Clear and accurate explanation of findings

Clear and accurate summary

4. Diagnosis ABCDE
Plausible differential diagnaosis

5. Rapport and professionalism ABCDE
Gives clear instructions to patient through examination

Treats patient courteausly and maintaing dignity throughout

Leaves patient comfortable

6. Data Interpretation ABCDE
Accurate interpretation

Diagnosis

7. Management ABCDE

As appropriate e.q. investigations, treatment, admission, referral

8. 5P to mark ABCDE
[ feltthat the students showed respect and treated me with dig

[ History-taking/ Information gathering station

1. General approach to patient ABCDE
Appropriate introduction (full name & role)
Explains what interviewtaskwill be about & checks consent

Start with an open question & listenswithout interruption

2. Information gathering: clinical content ABCDE
Az appropriate to the station

3. Information gathering: clinical communication ABCDE
Cluestioning skills: (appropriate blend of open and closed questions, clarity, avoids or
explains jargon)

Listens actively: (attentive, pick up cues, respondsto answers, does notrepeat
questions)

Drganised; (systematic, summatises, signposts change in focus of questions)
Closure: (g.g.explains next steps, thanks patient)

4. Findings ABCDE
Accurate summary of history

5. Diagnosis ABCDE

Plausible differential

6. Rapport and Professionalism ABCDE
Shows interest, respectand concern for pt

Appropriate nonverbal communication

leye cantact, appropriate use of touch, maintains comfortable distance frompt)
Frofessional behaviour:

(e.q. attitude, maintains dignity and privacy)

13. 5P to mark (items will depend on station task) e.y. ABCDE
Eronathy flfalt tha candidata undarctond bowlras fanling — expressed

Domain based rating scales- please refer appendix



66 ! [:., CLINICAL SKILLS (Procedures)

1. General approach to patient ABCDE
Introduction and orientation
(Mame and role; purpose of the procedure; explains what

procedure will involve; consent)

2.Clinical Skills: Procedure ABCDE
Specificitems forthe performance of the task

Appropriate/ acceptable method

Ferforms procedure in fluent and grganised manner

3. Rapport and professionalism ABCDE
Gives clearinstructions to patient through examination
Treats patient courteously and maintains dignity throughout

Leaves patient comfortable

4. 8P to mark ABCDE

| felt that the students showed | felt that the students showed respect and treated me

with dignity
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No. Expected Answers/Action/ tems E"“' Below Expectation Ex:::;’m £ :::ml .

Explore the history of chest pain: site, onset, characteristic,

1 radiation, associating factors, timing, exacerbating & relieving
factors and severity specifically looking for cardiac symptoms

2 Explore associating factors, 0B, palpitations, ankle cedema

3 Exclude other possible causes: lung, anaemia, anxiety, HF

4 Risk factors for IHD: T2DM, HPT, Cholesterol, smoking,
Premature IHD FH

5 Explore family history, social history, medication history and
allergies

& | Share with patient the possible diagnosis e.g.. stable angina

7 Communication skills performance: demonstrate empathy,

listen to patient cues.

Weightage
of items




0SCE domain rating scale scoring with rubrics

Scoring
Domain A = Very Good B = Good C = Acceptable | D= Poor | E =Very Poor

1. Approach | Full name, rale, full Full name and role /full Full name and role / lhcamplete name frole, Failz ta identify zelf /
to patient explanation purpose/ | and clear explanation of attempts to explains fails to adequately explain | role ar purpose of

welcaming, courteous, | purpose purpose interaction puUrpose interactian / patient

establishes rapport uncomfortable

and puts patient at

ease guickly
2z, Full camprehensive Most paints of histary Main paints of histary | Some attempt at histary Failure to elicit
Information | history including elicited including elicited including but with significant relevant history /
gathering/ addressing patient addreszing patient same recognition of aomissions flittle apparent | major amissians
history concerns / fluent and concemns / no majar patient cancerns / no structure to history throughout
taking: clearly reazoned amissions fwell majar amissions f fdisarganised with no
clinical gquestianing /fadaptsto | structured approachto reasonably structured apparent logic or
content patient's answers histary approach order

when regquired
3. Completely clear Completely clear Most questions clear/ | Many questions unclear / | Tatally unclear
Information- | questions/ Avoids or gquestians S Avaids or avoids orexplains =ome use of arfailure ta gquestians f
gathering/ explaing Jargan/ explains jarganf Jargon / some attempt | explain jargon foften repeatedly uses or
history listens actively fbuilds | demanstrates some active | to build in structure does not listen to answers | does not explain
taking: in structure using listening / generally well Jargon ar uses
communica | appropriate signposts | structured using leading armultiple
tion and accurate summary | appropriate signposts and gquestions fdoes not

Ffluent

accurate summary /
teasonably fluent

lizten to answers

Example of domain based rating scales with rubric- please refer appendix




LI\I'\II <am

\f’llxllx?n g 5’

....................

! oc/sswmﬂewle Ige

OSCE physical examination/procedure OSCE history taking/counseling
s Approach s Skills

= Engage patient (Appropriate introduction and rapport)

= Clear instruction

= (Good bedside manner (Good introduction to patient and asking
consent)

= Good listener

= Consistently attentive to patient’s comfort or dignity

= Systematic approach / Organize in examination

= Convenience handling of instrument

/7

+* Presentation skills

e Systematic presentation
e  Fluent and logical flow
= Purposeful

= No prompting

Attentive listening

Elicits patient’s concerns and responds sensitively
Consistently attentive to patient's comfort or dignity
Make a reasonable attempt to diagnosis
Non-confrontational

Non-judgemental

Fluent

Speak clearly

Avoid or explain jargon

Purposeful

No prompting




1. Domain

6. Global

rating 2. ltem
OSCE
marking
form
5. 3.
Weightage Description
4. Rating

scales
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Rating Rating
description range: from
\ 1to 10
Not Meets bove Weightage
MNo. Expected Answers/Action/ lems D Below Expectation Expectation Ex of items

Explore the history of chest pain: site, onset, characteristic,
1 radiation, associating factars, timing, exacerbating & relieving 0 1 2 3 4 5 & 7 8 g |10 3
factors and severity specifically looking for cardiac symptoms

2 Explore associating factors, 0B, palpitations, ankle cedema 2

3 Exclude other possible causes: lung, anaemia, anxiety, HF 1

4 Risk factors for IHD: T2DM, HPT, Cholesterol, Smoking. 3
Premature IHD FH

5 Explore family history, social history, medication history and 2
allergies

& | Share with patient the possible diagnosis e.g., stable angina 2

7 Communication skills performance: demonstrate empathy, 2

listen to patient cues.

Total weightage of items 15
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Clear pass
Not done

Uses no elements

Performed
completely

Clear fail

Not done

Did not perform
Performed fully
competently

Yes

Very good

Pass

Partially done

Uses few elements

Performed but not
fully completely

Borderline fail
Minimally done

Needs
improvement

Performed not
fully competently

Yes with
reservation

Good

Borderline

Inadequately done

Uses half elements

Not performed

Borderline pass
Done adequately
Below average
Not performed
Or incompetent

Ne

Acceptable

Fail

Adequately done

Uses most
elements

Clear pass
Done well

Average

Poor

Clear fail
Well done

Uses all elements

Excellent
Notes

Above
Average- Excellent

Very Poor



“* Numbers will often drive:
= Inter-rater differences (“What is a 577)
= Difficult to justify during examiner calibration- very subjective
= A tendency to correlate global grades with scores
= Misuse of scoring criteria/item

“*"“Grey and fuzzy” (York 2009)
¢+ Transactional currency (Sadler 2010)
» Difficulty at pass/fail boundary remains (Sadler 2010)
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I. Checklist on candidate’s overall performance (Please circle)

A =Very Good

1 0.75

B=Good C=Acceptable D=Poor

025

E = Not done

ACTIVITIES

PERFORMANCE

Styles
Eliciting manic symptoms (At
least 2 symptoms)
- elevated mood or irritability
- increased goal directed activity

or energy
- grandiosity

- reduced need for sleep

- more talkative than usual
- flight of ideas

- distractibility

- high risk activities

INTRODUCTION

1.

Engage patient
- Introduction
- Build rapport

- Patient’s background i.e.

age, occupation, marital
status

ABCDE

ELICITING SYMPTOMS

2.

Eliciting key depressive
symptoms

(at least one symptom)

- persistent depressed mood
- loss of interest or pleasure
- Anhedonia

ABCDE

Eliciting anxiety symptoms (At
least 1 symptom)
palpitations

sweating

trembling

shortness of breath
chest discomfort
feeling of choking
nausea

feeling dizzy

chills

tingling sensation

- fear of losing control
fear of dying
derealisation

- depersonalization

ABCDE

Eliciting other depressive

symptoms (At least

symptoms)

- insomnia or hypersomnia

- loss or increase of appetite

- loss of weight or weight gain

- fatigue

- worthlessness

- diminished ability to
concentrate

- psychomotor retardation or
agitation

ABCDE

Eliciting psychotic symptoms
(At least 1 symptom)

- auditory hallucinations

- persecutory delusion

- delusion of perception

- nihilistic delusion

- delusion of guilt

- delusion of reference

- delusion of control

-thought
insertion/withdrawal/broadcast

ABCDE

Eliciting suicidal hghavieur
- If present

- details of the suicidal
behavior/method

- snecific olanning

ABCDE
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Rating
description |y Number
L Meets bove | Weightage
No. Expected Answers/Action/ tems D Below Expectation Expectation - e

Explore the history of chest pain: site, onset, characteristic,
1 radiation, associating factars, timing, exacerbating & relieving 0 1 2 3 4 5 & 7 8 g |10 3
factors and severity specifically looking for cardiac symptoms

2 Explore associating factors, 0B, palpitations, ankle cedema 2

3 Exclude other possible causes: lung, anaemia, anxiety, HF 1

4 Risk factors for IHD: T2DM, HPT, Cholesterol, Smoking. 3
Premature IHD FH

5 Explore family history, social history, medication history and 2
allergies

& | Share with patient the possible diagnosis e.g., stable angina 2

7 Communication skills performance: demonstrate empathy, 2

listen to patient cues.

Total weightage of items 15




e begiow RATING SCALE affect

*Rating scale
Flaws *Checklist
Inapproriate case Case difficult — *
difficulty y 8 = -[ Too few
= ases
N Indefensible cut = .
% — <core Poorly train g Unrepresentative
> | Performance examination 5 - _ = Performance examination : —
3 SP Bluffing @© ) - *Rating =1 *Low reliability
= = (Systematic rater error)
= Use inappropriate jargon O .
= - ppropriate jargon | 3 ~Patient
3 Rater S -1 *Unstandardized -[
§ a Bias items o = *Rater
SP cases = T —
() - - Low reliability of rating/
Q (@) y g
*Inappropriate ratin m . -
= - 'napprop g ° low generalisability Incomplete
= items c . o gbservation
5 ) Rating of clinical ob " —
2 Rating of clinical | nadequate sample o performance et b — tf'ew
D - per?ormance _ *Rater bias I Leniency g | | *Too tew independent Oassg\ézilggté)n
= Indefensible cut n rater
(@) score Inconsistency | g
*Systematic rater error O
*Rater Restricted of range
*Bluffin
J Halo effect/Horn effect |
*Poorly train

*Threat to

reliability Downing & Haladyna 2004
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Questi()n » Which are the most suitable
range of rating scale and
I rating description?

OIS[=L\i[o]gll * Which are the most suitable
rating scale; number of
8 grades?



1. Domain

6. Global

rating 2. Iltem
OSCE
marking
form
5. 3.
Weightage Description
4. Rating

scales
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MNo. Expected Answers/Action/ lems ani Below Expectation ‘ Exph:z::hn Ex :' :q:wl "“ W::g“ imgs

Explore the history of chest pain: site, onset, characteristic, 7

1 radiation, associating factars, timing, exacerbating & relieving 3
factors and severity specifically looking for cardiac symptoms

2 Explore associating factors, 0B, palpitations, ankle cedema 2

3 Exclude other possible causes: lung, anaemia, anxiety, HF 1

4 Risk factors for IHD: T2DM, HPT, Cholesterol, Smoking. 3
Premature IHD FH

5 Explore family history, social history, medication history and 2
allergies

& | Share with patient the possible diagnosis e.g., stable angina 2

7 Communication skills performance: demonstrate empathy, 2
listen to patient cues.

Total weightage of items 15




*» Standardize the weightage

= Generic skills
Communication skills
Approach
Presentation skills

*» Consider to allocate MORE weightage

= Physical examination that require more/structured skill which require more time to perform.
(eg: Palpation versus Inspection/ ausculatation )

= have positive clinical findings (eg: auscultation with murmur versus auscultation of normal bowel
sound)

= Clinically important
= Patient safety- Safety sequences

= Questions that have several sub question (eg: HOPI) compare to the “unrelated direct” question
(eg: Social history like smoking, alcoholic that not affect the diagnosis)

= Complete provisional diagnosis (eg: Right .....secondary to.....)



Construct irrelevant variance (CIV)

Llnmversim
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~ 99

Performance examination

*Rating scale

Flaws

*Checklist

Inapproriate case

Case difficulty

difficulty
Indefensible cut .
score Poorly train
*SP Bluffing
-| Use inappropriate jargon |
Rater
Bias items
SP cases

_|*Inappropriate rating

items

Rating of clinical
performance

*Inadequate sample

Indefensible cut
score

*Rater bias I

Leniency

*Rater

*Systematic rater error

Inconsistency |

*Bluffing

*Poorly train

Restricted of range

Halo effect/Horn effect |

Construct Underrepresentation (CU)

Performance examination
(Systematic rater error)

Rating of clinical
performance

*Cases -[

*Too few

Unrepresentative

*Threat to
reliability

*Rating = *Low reliability
*Patient
*Unstandardized -[
*Rater
Low reliability of rating/
| low generalisability Incomplete
observation
*Observation *T00 few
| | *Too tew independent ot;ssg\éztilggté) n

rater

Downing & Haladyna 2004
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Making up sign

Over investigation

Over management

Disrespectful

Ethical or legal concern

Causing patient to be in pain
Missing crucial steps

Wrong steps

Too harsh/ pain/ uneasy/rude
Forgetting to remove the instrument



ezt garwyercdo?
» Award appropriate weightage that may effect the final score (p/e
+finding)

» Choose appropriate rating that may effect the final score (p/e
+finding)




“*Criteria Marking

= Award zero mark or borderline fail marks for:
Whole performance

Domain (P/E or Finding)

Sub-domain (Inspection, palpation, percussion, auscultation)
ltems- (Special examination: Examination of the liver)

**Criteria Marking (based on policies with written and standardize
justification
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1. Domain

6. Global

rating 2. ltem
OSCE
marking
form
5. 3.
Weightage Description
4. Rating

scales




Global Ralinguii

Global ratings are station-independent scales identifying general
areas of competence (Wilkinson et al. 2002), such as
communication, rapport and similar constructs that may not be
well captured in a checklist item (Boursicot and Roberts 2005)



A/ B . _Cc . D | _E_

Clear pass Pass Borderline Fail Clear fail

Clear fail Borderline fail Borderline pass Clear pass Excellent

Very good Good Acceptable Poor Very Poor



*The mark for global rating are not included in the candidate’s final marks

ll. Global Rating on candidate’s overall performance (FPlease Circle)

FOOR

ECRDERLINE

GOOD

EXCELLENT
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Global rating with description

Global rating rubric- please refer appendix

oo i al Ao dd AW
Examiner Rating
A=Excellent/B=Very GoodfC=Clear Fass/iD=Borderline/E=Clear Fail ABCDE

Clear Fail:

o Disorganized approach, noevidence of planning —tendsto random action s,
process and questions
¢ |nableto synthesizefindings, or reach a diagnosis/plan

Borderline

s  Ableto commence station, but often uncertain, and strugglesto proceed to
completion

s  Some organisation of approach, but formulaic with noflexibility (e.q. 'lists’ of
questions for patients) and no evidence of reasoning/discrimination

ClearPass

Systematic overall approach to stationftask
Demonstrates sufficient organization to permit completion of task with some
eviden ce of flexibility of approach

o Ableto summarize (e.g. present history/explain) and manage addition al
questioningwith evidence of reasoning

Very GoodPass

o  Clearly professional approach to station . Good levels of organization with clear
evidence of flexibility

o  Clearly able to synthesizefindings, or reach a diagnosisiplan

o  Clearevidence of planning, ability to summarize and manage questioning

Excellent

o  Cwerall superiorapproach —excellentorganizational skills, and fluent
managementof task in hand

e Flexible, adaptive approach to chanding circumstan ces within a station — e .g.
reacting to patients, emergency situations

o High levels of professionalismand clinical reasoning — applies knowledge




1. Item analysis
2. Standard setting (determine the cut score)



= Components in OSCE checklisumeriiiuoing
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Identify the
learning
/ outcomes \

*1. Develop

a%alltegi]s assessment
y blueprint
5. Standard *2. Construction
setting OSCE station
4. *Examiner 3. Vetting

training/ the o o
calibration | - | questions *Improve reliability and validity
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Identify the
learning
/ outcomes \

*1. Develop

a%alltegi]s assessment
y blueprint
5. Standard *2. Construction
setting OSCE station
4. *Examiner 3. Vetting

training/ the o o
calibration | - | questions *Improve reliability and validity




It Is a judgmental process that results in defensible pass-fail
standards In a systematic, reproducible, and defensible manner

(Cusinamo 1996; Norcini 2003; Cizek & Bunch 2007)

74
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p)

A

g:) Test-based Judgements of the test Modified Angoft

— materials Ebel

LL] m et h 0) d S / Nedelsky Method

=

LL]

iy Performance- Borderiine Group Mehod
D based methOdS Judgements of examinees Borderline Rearession M h d
— performances ey lon Metho
O / Contrasting Groups’ Method
p)

an

<

(Kane 1998; Liu 2008;Norcini 2003; Cizek & Bunch 2007)



s Sy How STANDARD SETTING

*Rating scale
Flaws *Checklist
Inapproriate case Case difficult = *
difficulty y 8 = -[ Too few
— ases
< Indefensible cut ~ :
% — <core Poorly train g Unrepresentative
> | Performance examination 5 - . = Performance examination : —
3 SP Bluffing @© ) - *Rating =1 *Low reliability
= = (Systematic rater error)
= Use inappropriate jargon Q .
< 'I pprop a9 I 8 *Patient
2 Rater S -1 *Unstandardized -[
§ u Bias items o ™ *Rater
SP cases P Ahili ;
() - - Low reliability of rating/
2@ (] y g
*Inappropriate ratin = . -
o - 'napprop 9 ° low generalisability Incomplete
= items c . . observation
3 ) Rating of clinical ob " —
2 Rating of clinical | nadequate sample 5 performance et b o tf'ew
17 - per?ormance : *Rater bias I Leniency g | | *Too tew independent Oassg\ézilggté)n
= Indefensible cut ) rater
@) score Inconsistency | g
*Systematic rater error O
*Rater Restricted of range
*Bluffin
J Halo effect/Horn effect |
*Poorly train

*Threat to

reliability Downing & Haladyna 2004
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*1. Develop

a?{allte;?s assessment
y blueprint
5. Standard *2. Construction
setting OSCE station
4. *Examiner 3. Vetting

training/ the o o
calibration | - | questions *Improve reliability and validity
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4 Non-interactive (10 Stations) Interactive (14 Stations)

5 OSCE1 OSCEZ OSCE3 O0SCE4 OSCE5 OSCE6 OSCE7 OSCE8 O0SCE9 O0OSCE10|0SCE11 OSCE12 OSCE13 O0OSCE14 OSCE15 OSCE16 OSCE17 OSCE18 OSCE19 OSCE20 OSCE21 OSCE22 OSCE23 OSCE24
6 0BG PEDS FM ORTHO SUR IM IM CM RAD AEM IM PSY EYE ANEST ORTHO PEDS 0BG SUR PSY PCM PEDS IM ENT SUR

7 1004 1004 1004 1004 1004 1005 1004 1004 1004 1005 2004 2004 2004 20046 2004 2004 2004 2004 2004 2004 2004 2004 2004 2

8| |PASS (%) 100.0 17.4 56.5 54.3 717 100.0 | 100.0 26.1 34.8 2.2 100.0 97.8 97.8 56.5 100.0 87.0 93.5 97.8 84.8 78.3 95.7 100.0 8§9.1 93.5 ||
9 I-AILI.%j u.u 0D FID EENI -0, U LAY 13,9 [ 7.0 uu A4 4 FI.D uu 13.U 0.0 A4 15.4 F4 W) £ uu 103 0.0
10 |MINIMUM SCORE 5.0 0.0 1.5 1.0 2.5 5.0 5.0 0.0 1.0 0.0 11.0 8.0 9.0 5.0 14.5 7.0 7.0 8.0 6.0 5.0 8.0 11.0 8.0 7.0
11 |MM(IMUM SCORE 10.0 9.5 7.5 8.0 8.5 10.0 10.0 7.0 9.5 8.5 18.0 20.0 19.0 19.0 20.0 20.0 18.0 18.0 17.0 18.0 20.0 19.0 20.0 20.0
12 |MGDE 8.5 2.0 5.0 6.0 5.0 9.0 8.0 4.0 5.5 2.5 15.0 18.0 16.0 11.0 17.5 17.0 10.0 13.0 12.0 14.0 18.0 15.0 15.5 11.0
13 |MEDIAN 8.3 2.0 5.0 5.3 5.5 9.0 7.0 4.0 3.0 2.8 14.0 16.5 16.0 10.5 17.5 15.5 11.5 13.0 12.0 12.0 16.0 15.0 15.5 12.3
14 |AVERAGE 7.9 2.9 4.6 4.9 5.6 8.8 7.3 3.7 3.8 2.8 14.0 16.1 15.5 10.3 17.6 14.7 11.9 13.1 11.7 11.7 15.5 14.8 14.9 13.0
15 |INTERQUATILE RANG 1.9 1.0 3.0 2.4 24 1.0 1.8 1.9 3.5 1.5 2.0 3.0 3.0 2.9 2.0 5.0 3.0 1.9 3.8 4.0 4.5 2.9 5.0 4.4
16 |STANDARD DEVIATIOl 1.3 2.0 1.5 1.8 1.4 1.4 1.4 1.6 2.2 1.4 1.5 2.5 2.3 2.7 1.5 3.6 2.1 1.8 2.4 3.3 3.0 2.1 3.3 3.1

17
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*Rating scale
Flaws *Checklist
Inapproriate case Case difficulty ~ *Too few
difficulty 8 | Cases _[
< Indefensible cut ~ :
% — core Poorly train g Unrepresentative
> | Performance examination 5 _ = Performance examination : —
5% *SP Bluffing @© ) - *Rating =1 *Low reliability
= = (Systematic rater error)
i i iate i () -
= -| Use inappropriate jargon | 8 *Patient
2 Rater S -1 *Unstandardized -[
% u Bias items o ™ *Rater
> — -
o T —————— SP cases o _[Low reliability of rating/
o - 'napprop 9 ° low generalisability Incomplete
= items c . . observation
= D Rating of clinical *Observation T
2 Rating of clinical | nadequate sample 5 performance Obs;rlsl?':ltiivr\ll on
17 - per?mmance Rater bias I Leniency g || *Too few independent a candidate
= Indefensible cut ) rater
o score Inconsistency | g
*Systematic rater error O
*Rater Restricted of range
*Bluffin
il Halo effect/Horn effect |
*Poorly train

*Threat to

reliability Downing & Haladyna 2004
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* How long is the OSCE station duration?

Question 1

* How many OSCE (manned and unmanned) station?

Question 2

* |s there a link (unmanned) station?

Question 3
Question 4

* How long is the rest duration in between OSCE station?

* How many examiners for each station?

Question 5

* Any second examiner for Global Rating?

Question 6

» Which are the most suitable range of rating scale and rating description?

Question 7

* Which are the most suitable rating scale; number of grades?

Question 8
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