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Objective: To determine the degree and sources of varia-
bility in faculty evaluations of residents for the American
Board of Internal Medicine (ABIM) Clinical Evaluation
Exercise (CEX).
Design: Videotaped simulated CEX containing pro-
grammed resident strengtbs and weaknesses sbown to fac-
ulty evaluators, with responses elicited using the open-
ended form recommended by the ABIM followed by detailed
questionnaires.
Setting: University bospital.
Participants: Thirty-two full-time faculty internists.
Intervention: Afler the open-ended form was completed
and collected, faculty members rated the resident’s per-
Jormance on a five-point scale and rated the importance of
various aspects of the bistory and physical examination
Jor the patient shown.
Measurements and Main Results: Very few of the resident’s
strengths and weaknesses were mentioned on thbe open-
ended form, altbough responses to specific questions re-
vealed that faculty members actually bad observed many
errors and some strengtbhs that they bad failed to docu-
ment. Faculty members also displayed wide variance in the
global assessment of the resident: 50% rated bim marginal,
25% failed bim, and 25% rated bim satisfactory. Only for
performance areas not directly related to the patient’s
_ problems could substantial variability be explained by dls
agreement on standards.
Conclusions: Faculty internists vary markedly in their ob-
servations of a resident and document little. To be useful
Jor resident feedback and evaluation, exercises such as the
CEX may need to use more specific and detailed forms to
document strengths and weaknesses, and faculty evalua-
tors prrobably need to be trained as observers.
Key words: clinical competence; internsbip and resi-
dency; internal medicine; certification. ] GEn INTERN MED
1989; 4:202-208.

INTERNAL MEDICINE RESIDENCY PROGRAM directors and
their evaluation committees bear primary responsibil-
ity for ensuring that trainees become clinically compe-
tent. Although attainment of uniform standards for all of
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the more than 440 residencies in the United States and
Canada is extremely difficult, the American Board of
Internal Medicine (ABIM) has attempted to foster uni-
formity by providing definitions of essential skills and
expectations of performance for certified internists.!
Among the strategies suggested by the ABIM for the
assessment of clinical competence is the clinical evalu-
ation exercise (CEX). It is included in the evaluation
process in over 70 % of Internal Medicine residencies.?
The ABIM recommends that experienced physicians ad-
minister the CEX to all residents during the first six
months of training; many programs administer the CEX
annually throughout the residency. Faculty findings are
used to determine the level of competence of each
resident as well as to provide feedback; CEX results are
one component of the assessment of clinical compe-
tence which program directors submit to the ABIM.

Unfortunately, the CEX, like the oral examinations
abandoned by the ABIM in 1972, has several shortcom-
ings. First, evaluators may vary considerably in their
abilities to discern strengths and weaknesses in resi-
dents, and they may apply different standards when
judging aresident’s performance.> ¢ Second, evaluators
may be positively or negatively influenced in their as-
sessments of residents because of expectations or
biases.? Finally, a resident’s performance may vary con-
siderably from patient to patient and from encounter to
encounter,® so that a single appraisal of a resident’s
performance is unlikely to represent his overall clinical
competence accurately.

In spite of these shortcomings, direct observation
of a resident by a faculty member continues to offer
important opportunities for feedback and instruction.
Its importance is based in part on the traditional value
placed by physicians and society on direct observation
and guidance of physicians-in-training. The opportuni-
ties the CEX affords for assessment of interpersonal
skills as well as overall clinical judgment are not fully
shared by other measures of clinical competence,
which focus on knowledge base, interpretative and
problem-solving abilities, specific history-taking, or
procedural skills. But if direct observation of a resident
by a faculty member during a history and physical ex-
amination is to provide truly useful guidance, then the
accuracy of that observation and its thorough documen-
tation must be assured.

In this study, we sought to elucidate the sources of
faculty variability as a necessary step toward achieving
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TABLE 1
Programmed Strengths and Weaknesses in Resident’s Performance

History

Physical Examination

Strengths Good use of open-ended questions
Good alcohol history
Good rheumatic fever history

Good tobacco use counseling

Ignored psychosocial cues/clues
Drug compliance not assessed
No family history

Incomplete marital history

No sexual history

No sleep or dietary history

Weaknesses

Good organization and control
Good exam for peripheral edema
Good exam of peripheral pulses

Cardiac exam inadequate to assess possible valvular disease
Poor thyroid exam
Incomplete exam of lymph nodes

reliability in resident evaluations. We eliminated resi-
dent and patient variability by showing a group of fac-
ulty members the same resident — patient encounter in a
videotaped simulation. We sought to determine the ex-
tent of faculty variability and to elucidate how much of
that variability arises from each of several sources:
1) differences in how well individual faculty members
discern strengths and weaknesses in a given resident;
2) failure of some faculty members to document im-
portant strengths and weaknesses which are in fact ob-
served; and 3) differences in standards of performance
among evaluators.

METHODS
Subjects

Forty-five staff internists at Walter Reed Army Med-
ical Center who had been selected by the internal medi-
cine residency program director to conduct clinical
evaluation exercises in the spring of 1986 were asked
to participate in the study. Thirty-two of these physi-
cians (29 male, 3 female) volunteered. All were full-
time salaried staff members whose duties included
teaching, research, patient care, and administration,
and all gave written informed consent. The study proto-
col was approved by the Walter Reed Investigational
Review Board.

Videotaped Simulated Clinical
Evaluation Exercise

A 60-minute simulated clinical evaluation exer-
cise (CEX) was produced in a professional television
studio. Included in the simulation were a complete
history and physical examination, a brief presentation
by the resident to a staff physician, and a final discus-
sion of problems and plans between the resident and
the patient. The ‘“patient” was an actor trained to por-
tray 2 middle-aged man with congestive heart failure
and angina following a myocardial infarction; he was
also depressed and noncompliant with his medical regi-
men. In addition, his history included a work-related
shoulder injury, a childhood illness suggestive of rheu-

matic fever, and a history of a cardiac murmur heard in
adulthood. The physician who portrayed the resident
was in fact a board-certified internist, appearing tobe in
his late twenties, who was unknown to the study sub-
jects. He performed a complete and generally compe-
tent history and physical examination, except for sev-
eral specific errors of omission and of commission that
were programmed into the simulation (Table 1). With
the exception of these programmed errors, his perform-
ance was designed to be typical of an average finishing
resident; in some areas his performance was unusually
good. The camera was positioned so that subjects view-
ing the videotape would have the same perspective a
staff physician would have during an actual CEX, ex-
cept that multiple camera angles and close-up shots
were also used to demonstrate nonverbal communica-
tion and pertinent parts of the physical examination.

Questionnaires

The 1985 ABIM clinical evaluation exercise (CEX)
form (Questionnaire 1) was used.” The form included
six sections: History, Physical Examination, Judgment
and Synthesis, Medical Care, Humanistic Attributes,
and Overall Clinical Competence. Each section con-
tained a brief summary describing the skills to be evalu-
ated in the exercise and provided a space for comments.
Fach section also included a four-category rating scale
with the following response options: unsatisfactory,
marginal, satisfactory, and superior. The form con-
cluded with a request for an estimate of overall clinical
competence using the same scale.

Two additional questionnaires (Questionnaires 2
and 3) were developed to determine whether areas of
resident performance not described by faculty mem-
bers on Questionnaire 1 were simply not observed,
were observed but not felt to be important enough to
comment on, or were not commented on despite being
observed and considered to be important; these ques-
tionnaires also included questions to assess the level of
agreement among evaluators on what should have been
included in the history and physical examination and
how the resident’s time should have been allocated.
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Questionnaires 2 and 3 consisted of structured ques-
tions with responses limited to a specific five-point
scale developed for each section. An additional re-
sponse ‘‘can’t remember’’ was also available.

Questionnaire 2 was divided into two parts. In the
first, 45 questions were asked about various aspects of
the observed history (e.g., ‘““‘How well did the resident
explore the patient’s compliance with the prescribed
drug regimen?’*) and physical examination (e.g., ‘“How
well did the resident perform cardiac auscultation?’”).
The second part of Questionnaire 2 related to the resi-
dent’s allocation of time to 15 areas in the history and
physical examination (e.g., ‘“How would you charac-
terize the time or emphasis the resident expended on
the neurological exam?’”).

Questionnaire 3 provided five brief summaries of
important data from the patient’s history; after each
summary, subjects were asked to rate the importance in
this patient of specific items of history and physical
examination. For example, one series of questions was
preceded by the following text: ““This patient is being
treated for heart failure, hypertension, and angina. Re-
cently, his symptoms appear to have worsened. In your
opinion, how important is each of the following in this
patient?”’ Among the items that followed were, ‘‘a de-
tailed review of how he takes his medicine’ and “‘de-
tailed information on his diet.”’ Another group of ques-
tions followed the text, ‘““The patient has a history of a
murmur heard in childhood and now has symptoms of
heart disease. Inyour opinion, how important is each of
the following in examining this patient?”’ Among the
seven items which followed were, ‘‘inquiring about
recent dental work’ and ‘‘listening for the murmur of
mitral stenosis.”’

Subjects were also asked questions about their pro-
fessional backgrounds, current activities, attitudes
about their work, and experience as CEX evaluators.

Administration of Simulated CEX

The simulated CEX was shown in a quiet room with
distractions kept to a minimum. Subjects first com-
pleted the personal characteristics questionnaire and
reviewed the ABIM CEX form (Questionnaire 1); they
were asked not to discuss the videotape among them-
selves. They were instructed to evaluate the resident
shown on the videotape in the same way as they would
evaluate a resident in their own program and to take
notes as desired. They were initially shown the history
portion of the simulated CEX and asked to complete the
first part of Questionnaire 1 (“‘History”’). They were
then shown the physical examination portion and re-
quested to complete the corresponding part of the
questionnaire. Thereafter the remainder of the video-
tape (presentation by the resident to the faculty mem-
ber and closing discussion with the patient) was
shown, and subjects were allowed to complete the rest

of Questionnaire 1 and to revise their earlier comments
and ratings.

After collection of Questionnaire 1, the other
questionnaires were sequentially distributed and col-
lected. Unlimited time was allowed for completion of
each questionnaire. The total time expenditure for the
session was two hours or less.

Statistical Methods

Agreement among subjects on each item of resi-
dent performance on Questionnaires 2 and 3 was evalu-
ated as the average of the agreement beyond chance
between each pair of subjects using the kappa statistic,®
with agreement weighted according to closeness of
subjects’ responses (weights of 1.0, 0.75, 0.50, 0.25,
and 0 were used for agreement within one, two, three,
four, and five categories, respectively). These kappas
were used only for comparison of items within this
study, since criteria suggested for the interpretation of
unweighted kappas may not apply.

RESULTS
Subject Characteristics

Among the 32 subjects, eight of the internal medi-
cine subspecialties were represented. Only two sub-
jects had not had subspecialty training. Subjects had
attended 28 medical schools, including two foreign
medical schools, and had completed internal medicine
residency training in 16 different programs; all were
certified by the ABIM. Twenty-seven of the subjects had
completed internal medicine residencies within the
preceding 11 years. Twenty-five subjects indicated that
most of their professional time was allocated to clinical
practice and teaching; seven described their time as
being primarily devoted to research and/or administra-
tion. Nine subjects described providing comprehen-
sive internal medicine care to at least 60% of their pa-
tients, whereas half (16 of 32) reported providing such
care for less than 30% of their patients. Six subjects
reported never having served as a CEX evaluatorand 11
had served only once; only seven had been a CEX evalu-
ator more than three times previously. Six subjects de-
scribed themselves as never having been evaluated
doing a complete history and physical examination and
13 reported having been evaluated only once or twice.

Responses on ABIM Form (Questionnaire 1)

Written comments on the open-ended form sug-
gested by the ABIM for the CEX (Questionnaire 1)
ranged in length from a few words to several para-
graphs. Most comments were brief and general rather
than specific. The numbers of subjects writing specific
comments differed greatly among performance areas
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TABLE 2
Evaluation of Resident’s Performance by 32 Subjects: Questionnaire 1 (Open-ended) and Questionnaire 2 (Structured)

Questionnaire 2
Questionnaire 1* Unacceptable — outstanding’
Performance No. (%) 1 2 3 4 5 Kappa*
Poor compliance history 5(16) 8 14 9 0 0 0.50
Poor attention to concerns 19 (59) 6 10 13 3 0 0.39
Poor psychiatric history 30 (94) 26 6 0 0 0 0.81
Good open-ended questions 1(3) 2 6 18 5 1 0.46
Poor thyroid exam 4(13) 6 4 18 1 i 0.40
Poor lymph node exam 8 (25) 12 13 6 c 0 0.40
Poor cardiac exam 17 (53) 9 9 14 0 0 0.44
Poor abdominal exam 6(19) 1 4 24 2 0 0.72

*Number of evaluators writing comments on open-ended ABIM form.

'Rating scale for faculty assessment of resident’s performance: 1, unacceptable, glaringly in error: 2, barely adequate, room for much ?mprove.r‘nen?::
3, average, typical of a good resident; 4, done very well, better than most residents; 5, outstanding, nearly perfect. Table does not include ‘‘can’t

remember’’ responses, so totals may not equal 32 for every item.

*Agreement beyond chance for all pairs of observers, weighted according to degree of agreement.

(Table 2). Thirty of the 32 subjects correctly described
the resident’s attention to psychosocial issues as inade-
quate. However, only seven (22%) noted that the resi-
dent obtained no information on sexual functioning,
despite hints of marital dissatisfaction. Further, only
five subjects made any note that the resident failed to
ask the patient about compliance with his medical regi-
men, even though the medical regimen was complex,
and the patient seemed unsure of why each medicine
had been prescribed, was unsure of his dosing sched-
ule, and expressed concern over whether some of his
symptoms might be caused by his medications. More
subjects (19 of 32) noted that the resident ignored
several of the patient’s concerns and questions, such as
his concern over possible medication side-effects and
questions about the basis for his worsening symptoms
of congestive heart failure. Little comment was made
about areas in which the resident performed well, such
as the resident’s consistent attempts to optimize com-
munication by asking frequent open-ended questions,
using facilitative gestures and phrases, and attempting
to maintain eye contact despite the patient’s detached,
depressed affect.

In the physical examination of this patient with
current symptoms of congestive heart failure, a child-
hood history strongly suggestive of rheumatic fever,
and a history of a cardiac murmur, the resident failed to
examine the heart with the patient sitting up or in the
left lateral decubitus position. Only 17 of 32 subjects
wrote any comment describing the cardiac exam as
poor or incomplete. Although the resident palpated the
neck several inches above the thyroid gland, an error
ciearly shown in a close-up view, only four subjects
commented on this deficiency. Similarly, errors in the
physical examination of the lymph nodes and abdomen
were mentioned infrequently on the ABIM form
(Table 2).

Responses on Questionnaire 2

After subjects had completed and turned in Ques-
tionnaire 1, they answered 45 questions about specific
areas of resident performance. Although subjects gener-
ally responded correctly more frequently than on
Questionnaire 1, considerable variability persisted.
Responses to eight key questions are shown in Table 2.
As on the open-ended form, the greatest agreement was
on how well the resident asked about psychiatric symp-
toms (kappa = 0.81), with all 32 subjects now de-
scribing this area as unacceptable or barely adequate.
Marked improvement in recorded recognition oc-
curred for the resident’s failure to inquire about drug
compliance; although only five subjects wrote com-
ments about this deficiency on the open-ended form,
when asked a direct question 22 indicated they recog-
nized that this area was poorly handled. However, nine
subjects still described the resident’s performance in
this area as adequate. Substantial variability was evident
in responses to numerous other questions about the
history. Although six subjects felt the resident made
above-average use of open-ended questions, only one
subject had recorded this finding on Questionnaire 1;
furthermore, eight others disagreed, stating that this
aspect of the history-taking was below average
(kappa = 0.46). Six subjects indicated that the resi-
dent was above average in his eye contact with the
patient whereas ten felt he was deficient in this area
(kappa = 0.41).

For the physical examination, there was essentially
no change in the frequency of appropriate responses
regarding the cardiac exam; nearly half continued to
rate an incomplete exam as acceptable. Sixteen sub-
jects felt the neurologic exam was average or better, but
16 also felt it was poor (kappa = 0.42). The least
agreement on Questionnaire 2 regarded how well the
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TABLE 3
Responses of 32 Subjects to Selected Questions about Standards of Performance for the Simulated CEX (Questionnaire 3)

Rating of tem’s Importance*

None —— critical
Performance Area 1 2 3 4 5 Kappa'
Detailed review: how patient takes his medications 0 0 2 10 20 0.63
Information about marital satisfaction 0 0 3 23 6 0.70
Percussion of the diaphragm 5 7 15 4 1 0.34
Listening for egophony ) 5 5 14 5 3 0.23
Percussion of the left heart border 3 9 10 9 1 0.29
Listening for mitral stenosis 0 0 0 9 23 0.7

*Rating scale for importance: 1, notimportant, should be left out; 2, of littie importance, could be included or left out without harm; 3, important, but
not likely to be critical; 4. very important, must have information for good care; 5, of critical importance, not to know might be harmful.
'Agreement beyond chance for all pairs of observers, weighted according to degree of agreement.

thyroid exam was done (kappa = 0.40); two subjects
felt that this completely inadequate exam was very
good or outstanding, 18 felt it was adequate, 10 felt it
was unacceptable or barely adequate, and two couldn’t
remember.

Questionnaire 2 also contained 15 questions on
how the resident allocated his time among various parts
of the history and physical exam. The resident spent
several minutes inquiring about the patient’s under-
standing of the hazards of cigarette smoking and offer-
ing simple advice on quitting smoking. Disagreement
was extreme: two subjects felt the amount of time ex-
pended by the resident in this area was excessive and
unacceptable, two felt it was excessive but not a major
problem, seven felt it was too little but not a major
problem, and six felt it was insufficient and unaccept-
able (kappa = 0.30). Whereas 15 subjects described
time spent on the cardiac exam as unacceptable, 12 felt
it was just right, in spite of the fact that major portions
were not done (kappa = 0.40). Marked disagreement
was also noted in the evaluation of the resident’s per-
formance of a detailed screening neurologic exam: six
subjects rated the time allocation as excessive, nine
rated it as insufficient, and 17 rated it as just right
(kappa = 0.31).

Responses on Questionnaire 3

In the third questionnaire, subjects were given
brief descriptions to remind them of certain parts of the
patient’s history and then asked 35 detailed questions
about what they felt should have been done to evaluate
this patient. Subjects showed substantial agreement in
some areas but little agreement in others (Table 3). For
example, almost all subjects felt it was very important
to ascertain information about the patient’s marital sat-
isfaction, to carefully review compliance with medica-
tions, and to specifically listen for the murmurs of mi-
tral stenosis and aortic insufficiency, in spite of the fact
that most had not commented on the programmed resi-
dent errors in these areas on Questionnaire 1. In other

areas, however, subjects disagreed substantially, with
some believing certain behaviors to be very important
and others indicating those same behaviors to be of
little importance. For example, subjects disagreed
markedly on the importance of questions about possi-
ble endocarditis and about which components of
the pulmonary and neurologic examinations were
essential.

Assessments of Overall Clinical Competence

On Questionnaire 1, five of the 31 subjects re-
sponding rated the resident’s overall clinical compe-
tence ‘‘unacceptable,” 18 rated it ‘‘marginal,” and
eight rated it ‘‘satisfactory.” The final question on
Questionnaire 2 asked for a second assessment of over-
all clinical competence. Seven subjects now rated the
resident’s performance ‘‘unacceptable,” 17 rated it
“marginal,” and eight rated it “‘satisfactory.”” At the end
of the final questionnaire, subjects were once again
asked to assess overall clinical competence. The distri-
butions of assessments remained essentially unchanged
when compared with Questionnaires 1 and 2.

DISCUSSION

The observation by experienced clinicians of med-
ical students and residents interviewing and examining
patients is a fundamental component of clinical teach-
ing. However, the usefulness of these evaluations,
whether done informally on rounds or in clinics or
formally as in the ABIM Clinical Competence Exercise
(CEX), depends on the accuracy of the evaluator. Al-
though recent studies have raised concerns about day-
to-day variability in a resident’s performance and the
problems of adjusting for differences in the complexity
of patients,* ° this study provides evidence that varia-
bility among faculty evaluators is likely to be at least as
important. The major source of variability appeared to
be the differences among faculty members in how
much they record when provided an open-ended in-
strument, such as that recommended by the ABIM. Espe-



JOURNAL OF GENERAL INTERNAL MEDICINE, Volume 4 (May,/June), 1989 207

cially striking was the overall paucity of specific com-
ments that would be useful for either evaluation or
feedback. Regarding several important errors in the
physical examination, most subjects made no com-
ment. For areas in which the resident performed very
well, even less was written; for example, only one sub-
ject mentioned that the resident demonstrated good
interviewing skills.

The extent to which faculty evaluators discern im-
portant findings in a CEX, even if they fail to record
them on an open-ended form, was evaluated by provid-
ing subjects with a structured questionnaire asking for
ratings of specific areas of the history and physical ex-
amination. In many cases responses using this directed
format revealed that subjects did indeed recognize im-
portant findings in the simulated CEX that they had
failed to document on the ABIM form. For example,
whereas only 16% noted on the open-ended question-
naire that the resident failed to determine the patient’s
compliance with his medical regimen, 69% indicated
on Questionnaire 2 that this area was unacceptable or
barely adequate. However, substantial variability
among evaluators persisted in responses on Question-
naire 2, and in some areas there was no evidence that
some subjects ever recognized important errors. For
example, nearly half of the subjects did not recognize a
completely inadequate cardiac examination.

To determine whether differences in subjects’
standards accounted for failure to correctly respond on
both open-ended and directed questionnaires (Ques-
tionnaires 1 and 2), we administered a third question-
naire that sought subjects’ views on what should have
been done by the resident in interviewing and examin-
ing this patient. For those areas of the history and physi-
cal examination that related directly to the patient’s
major problems, subjects were almost always in agree-
ment. In particular, all 32 subjects felt a careful cardiac
examination for mitral stenosis and aortic insufficiency
to be very important, and almost all indicated that ques-
tions about marital satisfaction and medication compli-
ance were essential. However, there was very little
agreement regarding aspects of the physical examina-
tion that did not relate directly to the patient’s com-
plaints, such as several parts of the pulmonary and neu-
rologic examinations (Table 3).

The evaluators who were the subjects of this study
were all full-time faculty internists in a university hos-
pital and almost all were subspecialists. Whether our
results are indicative of the performances of evaluators
in other settings is of possible concern. Subsequent to
the work described here, we have used these methods
with experienced evaluators at other universities and in
workshops at national meetings. Among academic gen-
eral internists and subspecialists alike, results have
been strikingly similar: individual evaluators vary sub-
stantially in the acuity of their observations, the degree
to which they document their findings, and their stan-
dards for resident performance.

Evaluator variability limits the effectiveness of any
method of performance assessment, not just faculty ob-
servation of a resident’s clinical skills.3- & 1° The reli-
ability of physicians as evaluators of trainees, however,
has received little attention.!! Orkin and Greenhow
presented 34 faculty members with 27 simulated eval-
uations of anesthesiology residents, each containing
ratings based on six criteria.'? There was no consensus
on how the different criteria should be weighed in
making an overall assessment of clinical competence.
Wigton asked internal medicine residents, volunteer
faculty members, and full-time faculty members to rank
performance dimensions according to their impor-
tance in the evaluation of first-year house officess.’3
Full-time and volunteer faculty differed significantly
on the importance of the quality of the written record
and on the importance of skills in the critical evaluation
of data. Woolliscroft and coworkers showed 20 faculty
internists two short videotapes and asked them whether
specific physical examination maneuvers were per-
formed; four or more disagreed on whether a maneuver
was performed for five of 18 items in the cardiovascular
exam.’ Although Butzin and coworkers showed im-
pressive levels of agreement among examiners for the
American Board of Pediatrics oral examination,'4 they
considered only global assessments of competence. In
contrast to these studies, we examined faculty skills as
observers of an entire CEX and discovered poor faculty
reliability in discerning and recording many important
details of the resident’s performance.

In this study some variability was undoubtedly due
to differences among subjects in the degree to which
they formed a fixed global assessment of the resident
that diminished their ability to accurately rate specific
performance areas—the so-called halo effect.> !> A
possible negative halo effect might explain the tend-
ency of subjects to fail to comment on good interview-
ing skills if they had already judged the resident nega-
tively because psychosocial issues were not attended to
with appropriate specific questions. Further, since the
resident was unknown to the subjects, some may have
been less reluctant to give negative ratings. In most
actual CEX settings, faculty members are familiar with
the residents being evaluated, and halo error is felt to
skew positively assessments of clinical competence.®
The problem of halo error illustrates the need in any
method of direct observation to delineate the degree
and sources of observer variability.

It is likely that the accurate assessment of a resi-
dent’s clinical competence requires multiple ap-
proaches. ¢ Stillman et al. have demonstrated the use-
fulness of standardized patients in the evaluation of
history and physical examination skills.* However, reli-
able estimates of communication and diagnostic skills
were projected to require at least ten resident — patient
encounters; therefore, for these components of clinical
competence standardized patients may be impractical.
Because of its feasibility and capacity to encompass
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several aspects of performance, including problem-
solving, the CEX remains a potentially valuable compo-
nent of clinical competence assessment, especially if it
is repeated several times early in residency training.
However, our results strongly suggest that untrained
evaluators are too variable and document too little for
such exercises to achieve their full potential either as a
formative evaluation or to establish a resident’s clinical
competence. These findings do, however, suggest sev-
eral steps toward improving faculty performance as
evaluators.

One approach entails alterations in the evaluation
forms provided. Our results point out the limitations of
open-ended rating forms as they are currently used.
Although specific questionnaires tailored to the prob-
lems of each patient are not practical, questions could
easily be added to the current CEX form to require
assessment by evaluators of interviewing and physical
examination skills needed for all patients. With the
ABIM we have initiated a controlled multisite trial to
test the effects of a brief training intervention and a
more directive evaluation form on the quality of faculty
assessments. If proven effective, such changes could
make the CEX and other observations of students’
and residents’ interviewing and physical examination
skills more valuable in the assessment of clinical
competence.

The authors thank Dr. Ronald Sen of the Bethesda Naval Hospital for
portraying the resident in the simulated CEX.
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