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Abstract

Background: There is interest in the use of “standardized patients’ to assist in evauating medica trainees clinica skills, which
may be difficult to evauate with written exams aone. Previous studies of the validity of observed structured clinical exams have
found low correlation with various written exams as well as with faculty evaluations. Since the United States Medica Licensing
Examination (USMLE) results are often used by training programs in the selection of applicants, we assessed the correlation
between performance on an observed structured clinical exam and the USMLE, steps 1 and 2, for interna medicine housestaff.
Methods. We collected scores on the USMLE, steps 1 and 2, and the overall score from a required standardized patient encounter
for dl PGY-1 trainees, in a single urban teaching hospital. Pearson coefficients were used to compare the USMLE and observed
structured clinical exam performance.

Results: The two steps of the USMLE correlated with each other to alarge extent (r=0.65, df=30, p=0.0001). However, both steps of
the USMLE correlated poorly with the observed structured clinica exam (step 1 r=0.2, df=32, p=0.27; step 2 r=0.09, df=30, p=0.61).
Conclusions: The low correlation between the USMLE and performance on a structured clinical exam suggests that either the writ-
ten exam is a poor predictor of actua clinical performance, the small window of clinica skills measured by the structured clinical
exam is inadequate, or the two methods evauate different skill sets entirely. Our findings are consistent with previous work finding
low correlations between structured clinical exams and accepted common means of evaluation, such as faculty evauations, other
written exams and program director assessments. The medical education community needs to develop an objective, valid method of
measuring important, yet subjective, skill-sets such asinterpersona communication, empathy and efficient data collection.
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Introduction

THERE IS INCREASING INTEREST in using “ standardized
patients’ to assist in evaluating the clinical skills of
residents, i.e., to reliably and validly measure history
taking, physical examinations and interpersonal
skills, which are difficult to measure on a written
exam (1). More than a decade ago, the American
Board of Internal Medicine (ABIM) discontinued the
ora portion of the certifying exam and left assess-
ment of actual clinical performance to the individual
residency program directors. They, in turn, have em-
ployed several methods to fulfill this requirement,
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ranging from summation of individual faculty evalu-
ations to formal observation of clinical exerciseswith
patients. It is hoped that by offering a standardized
format, there will be a reduction in the bias of non-
standard faculty evaluations of differing clinical pre-
sentations (2—4).

This approach to evaluating clinical skills has now
been used for several yearsto assessthe clinical skills
of international medical graduates (IMG) as a re-
quirement for Educational Commission for Foreign
Medical Graduates (ECFMG) certification, whichisa
prerequisite to medical training in the United States.
Due in large measure to public support for such ob-
jective validations of clinical skills, a Clinical Skills
Examination (CSE) will become a part of the licens-
ing requirementsfor all US medical school graduates.
Beginning with the class graduating in 2005, step two
of the United States Medical Licensing Examination
(USMLE) will include a written portion and an ob-
served standardized clinical examination (OSCE)
portion (5).

The perceived necessity of such an external mea-
surement of clinical skills has grown out of concern
that medical school faculty have not been assuring
such skills, due to lack of direct observation of student
performance and faculty members' varying abilitiesto
detect deficiencies (5).

47



48 THE MOUNT SINAI JOURNAL OF MEDICINE

Similar concerns have been raised at the Graduate
Medical Education (GME) level as well. Specifically,
suggestions to date have centered on closer day-to-day
observation of patient care and incorporation of the
ABIM’s Clinica Evauation Exercises (CEX and
mini-CEX) (5-7).

Previous work has approximated the inter-rater
reliability of so-called “standardized patients’ (4,
8-9), with results ranging from 0.40 to 0.80. Other
studies have examined the validity of performance on
an observed structured clinical exercise using stan-
dardized patients by correlating performance with
various so-called “gold standards.” Correlations with
overall program director assessment of intern perfor-
mance, as well as summation of faculty evaluations
ranged from 0.00 to 0.40 (2, 3). Written exams (in-
training exam, ABIM written certifying exam, and its
predecessor, the National Board of Medical Examin-
ers Examination) correlated, with a range from 0.22
t0 0.30 (2, 4). Correlations were more substantial be-
tween written exams, for example, between the in-
training exam taken during postgraduate year-2
(PGY-2) and PGY-3 years and the ABIM exam results
(0.59 and 0.68, respectively) (10). Previous work
found that USMLE step one (0.16) and step two
(0.30) correlated modestly with fourth-year medical
student performance on an observed structured clini-
cal exam (11).

We assessed whether performance with standard-
ized patients correlates with USMLE scores for PGY
1 internal medicine residents. To our knowledge, this
has not been done previously. The result of the study
may be of interest especialy to program directors,
sincethe USMLE is often used as amajor criterion for
housestaff selection in the United States (12).

M ethods

We collected scores on the USMLE, steps one
(basic science) and two (clinical science), and the
overall score from a required standardized patient en-
counter for al PGY-1 internal medicine housestaff at
an urban tertiary-care community teaching hospital,
over two years (2001 and 2002). First attempt
USMLE results for each part were used in the case of
multiple attempts. The standardized patient encounter
was administered in the fall of the intern year. Each
physician was scored in three domains (history taking,
physical examination and interpersonal skills) while
assessing four actor-patients portraying the following:
obesity, shortness of breath, sickle cell disease and ab-
dominal pain. Stated inter-rater reliability for this ex-
ercise was 0.49 in 2002 and 0.62 in 2001 (13). We
used Pearson correlation coefficients to compare steps
one and two of the USMLE and the standardized pa-
tient exam. There was no external funding provided.
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Results

We had 32 pairs of scores available for compari-
son between the two steps of the USMLE and between
step two and the standardized patient exam. We had 34
pairs of scores available for comparison between step
one and the standardized patient exam. As expected,
the two steps of the USMLE correlate to each other to
alarge extent (r = 0.65, df = 30, p = 0.0001). But we
found that the standardized patient exam correlates
poorly with both steps of the USMLE. The relation-
ship to step one (r = 0.20, df = 32, p = 0.27) accounts
for only 4% of the variance. The relationship to step
two is even less than to step one (r = 0.09, df = 30, p
=.061), accounting for only 0.8% of the variance.

Discussion

The very low correlation found between the
United States Medical Licensing Examination and
performance on the observed structured clinical exam
suggests that either the USMLE is a poor predictor of
actual clinical performance, or conversely, that the
small window of clinical skills measured by the stan-
dardized patient exam affords little ability to discrim-
inate. It was surprising to find that step two of the
USMLE, the clinical knowledge section, was not
more highly correlated than was step one, the basic
science section. And why step one correlated more
closely than did step two is not clear. It is possible that
this variation was due to chance, that is, the observed
differences between step one and two were not signif-
icant or meaningful. We could speculate that some as-
pect of the particular OSCE employed or the popula-
tion examined, mostly IMGs, could account for this
finding. To examine this, we tested the null hypothe-
sis that the step 1 and step 2 correlations to the clini-
cal exam are not different. Our results (z=0.4354,
p=0.33) confirmed this; thus we are unable to con-
clude that the correlations are indeed different. We
therefore conclude that neither step of the USMLE
predicts performance on the OSCE.

Some investigators who aso found low correla-
tions between standardized patient tests and other forms
of evaluation (program director assessments, faculty
evaluations, written examinations) suggested that this
demonstrates that the different evaluations assess dif-
ferent skills, citing this as an advantage (1, 9, 11).

An assessment demonstrates its usefulness by
predicting an important outcome. One of the assess-
ments with which the observed structured clinical
exam correlated poorly in this study (basic science
written exam scores) does predict obtaining ABIM
certification (14). Therefore, does the observed struc-
tured clinical exam provide useful predictions? This
remains to be demonstrated. To do so requires a“gold
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standard” for good clinical skills, and it is unlikely
that one such standard will ever appear. Perhaps the
optimal procedure involves cross-correlation of sev-
eral assessments with high face validity, such as real-
time faculty or peer assessments.

Limitations of this study include the fact that our
sample included many non-US-citizen international
medical graduates (45%) and US-citizen international
medical graduates (25%), who may not be representa-
tive of programs nationwide. In addition, our sample
was drawn from a single residency program and may
not be replicated in larger, more geographically di-
verse samples. It should also be noted that while the
USMLE steps were taken in medical school, the
OSCE was taken during internship, that is, at two dis-
tinct phases in medical education. It is possible that
some of the variation found could be due to aspects of
training incorporated during the latter part of medical
school or during the internship itself. However, this
would not detract from our conclusion that the
USMLE itself isapoor predictor of the OSCE perfor-
mance and perhaps then more generaly of clinica
performance, if one presumes that OSCE performance
should predict performance in true clinical practice.

In conclusion, brief observations of patient as-
sessments should be tested against a measure of clini-
cal competence that has proven validity. That is, the
medical education community needs to develop and
test an objective method of measuring important, yet
subjective skill-sets such as history-taking, physical
examination and interpersonal skills.
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