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An interdisciplinary group of faculty from medicine, basic
sciences, physical therapy, and education developed a per-
formance assessment tool for evaluating clinical compe-
tence. This group was assembled following the revision to
integrated systems-based curricula in the school of medi-
cine and doctor of physical therapy program. The group was
challenged to measure curricular outcomes through student
assessment of clinical competence as defined through inte-
gration. The Integrated Standardized Patient Examination
was developed as the assessment tool. This model utilizes
standardized patients, who are trained to ask questions that
require the students to integrate scientific knowledge and
communicate this back to the patient. The student
response is graded on a rubric and averaged with a history-
taking portion of the examination. This model was admin-
istered to 140 first-year medical students who were ran-
domly assigned to either an acute low back pain case or
gastroesophageal reflux disease case. Clinical faculty scored
the students in the treatment room, with additional faculty
scoring in the monitor room. Interrater agreement was 87%
for the low back pain case and 82% for the gastroe-
sophageal reflux disease case. These results warrant further
investigation of the Integrated Standardized Patient Exam-
ination for transfer to other health care professions, in par-
ticular physical therapy. ] Allied Health 2007;
36:157-164.

FACULTY IS SPENDING substantial time and energy cre-
ating and implementing new curricula and is being held
accountable to ensure students acquire a minimum level of
clinical competence. While curricular reform and inte-
grated curricula are well described and implemented in the
health professions, meaningful measurements of compe-
tency to test the success of curricula have yet to be
described, implemented, or validated.! Student assessment
is an important aspect of any health profession curriculum.
All assessment methods should be meaningful, applied con-
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sistently to all students, and linked to the intended learn-
ing outcomes.?

Traditional assessment methods have been perceived as
distorting the learning process and favoring knowledge lim-
ited to recall, identification, or recognition. This report
proposes a new model for assessment of clinical competence
based on validation and pilot results with first-year medical
students. The potential for application of this model to
other health profession students is discussed.

Assessment, Integration, and Competence

Academic faculty must make conscientious decisions when
choosing student assessments. Assessment drives teaching
methods and learning and has powerful effects on student
performance.>* If students are queried only for their knowl-
edge of facts, they tend to develop a learning strategy of
rote memorization. If they are assessed for their capability
to integrate their knowledge, students will develop a more
deeply oriented learning strategy.” Students become more
mindful and conscientious if exercises are observed and
graded.® This “steering effect” of assessment pushes students
to learn best those subjects on which they expect to be rig-
orously examined.’

During clinical encounters, health professionals inte-
grate knowledge from basic science and clinical courses and
apply these concepts during the process. For example, when
a physical therapist examines a patient with a back injury,
information acquired during courses on anatomy, physiol-
ogy, biomechanics, musculoskeletal, and clinical founda-
tions must be recalled and integrated.® Integration is a cog-
nitive process that can be facilitated, but not guaranteed, by
an integrated curriculum. The teacher provides a frame-
work of learning opportunities, but integration of knowl-
edge is done in the mind of the student, in the real world of
clinical care.’

Clinical competence in health professions is an outcome
of the curriculum and must include the integration of sci-
entific knowledge with communication skills.!® When stu-
dents perform integration, they weed through their tacit
knowledge, ruling in and ruling out information to make
decisions they will communicate to their patients. If assess-
ment of clinical competence evaluates the ability of stu-
dents to apply and do something with their knowledge in a
real or simulated clinical situation, they will likely improve
at generalizing, integrating, applying, synthesizing, and
interacting effectively.!!



In contrast, clinical performance in health professions
educational programs is evaluated during the clinical por-
tion of the curriculum at clinical sites away from, and out-
side the direct control of, the academic institution. The
student’s performance for these experiences is primarily
determined by their clinical instructor (or preceptor)
within their specific clinical site.!? Clinical performance
does not always predict clinical competence. Academic
institutions often strive to incorporate real-life experiences
into the classroom of their curricula to develop competen-
cies that will translate to clinical performance.

Assessment Tools to Evaluate
Clinical Competence

Academic programs have relied on several conventional
methods for assessing clinical competence. Written exami-
nations are most commonly used to assess clinical compe-
tency in medicine and health professional programs. Most
popular is the multiple-choice question examination,
which can demonstrate reliable results, is easy to adminis-
ter, and has a low probability of guessing (commonly 0.20
to 0.25).1> Multiple-choice question examinations were
universally accepted for medical licensing examinations in
the 1940s."* The Federation of State Boards of Physical
Therapy currently uses multiple-choice question examina-
tions for the National Physical Therapy Examination.!®
Despite their popularity, multiple-choice question exam-
inations are frequently poorly written, favoring knowledge
limited to recall.’® Other disadvantages include lack of con-
tent validity, the cueing effect of the options, and undesir-
able effects on student studying patterns.>'® A frequent
criticism is that they may overestimate students’ clinical
problem solving and yield undesirable false-positive results.
Essay questions have a long history of use due to the
advantage of measuring clinical judgment by asking an
examinee to formulate problems and justify actions. Yet,
the scoring is time consuming and shows poor reliability. In
addition, the “halo effect” is a common error in scoring oral
examinations where the rating of the student is high due to
a global impression, causing the examiners to ignore the
real data.!” These limitations make them undesirable for
assessing clinical competence.!® Oral examinations were
used in medical education for centuries until 1960, when a
study by Hubbard found interrater reliability to be approxi-
mately 0.25.'° Since then, the National Board of Medical
Examiners has discontinued the use of oral examinations.
Practical examinations are the most prevalent perform-
ance tool for assessing competence in clinical skills within
physical therapy education, despite the fact that they are not
a component of the national licensing examination.'® Typi-
cally, these examinations are generated from a single course
and do not integrate concepts across the curriculum. Stu-
dents perform various physical therapy assessment or treat-
ment techniques learned that semester on a peer student or
faculty member. The encounter is usually scored by one
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examiner using an arbitrary standard. Reliability or validity
of practical examinations is usually not known or tested.

Since the 1980s, the Objective Structured Clinical
Examination (OSCE) has been widely accepted in medical
schools (>80% use) as a method of reliably assessing stu-
dents’ clinical skills.? The OSCE assesses what students
can do in a structured fashion, with attention to the objec-
tivity of the scoring.?! The traditional OSCE consists of
approximately 20 stations, and students spend 5 minutes
with an examiner at each station.?? Stations can be devel-
oped to test competencies such as history taking, patient
education, communication, physical examination, diagnos-
tic procedures, interpretation of findings, critical appraisal
of literature, and even problem solving.?! A score on the
OSCE is usually determined by the percentage of correct
checklist items performed within the given time frame.?
Research demonstrates that multiple stations within the
OSCE format generate scores with varied reliability (r =
0.20-0.95).%°

Standardized patients (SPs) provide the greatest authen-
ticity to an OSCE. SPs are lay people trained to represent a
given diagnosis to ensure all students are presented with
similar challenges. The first SP encounter occurred at the
University of Southern California in 1963. For the purpose
of teaching medical students, a faculty member trained a
healthy artist’s model to portray a paralyzed patient with
multiple sclerosis.”* The SP as a form of authentic testing
has prompted other health professional programs to explore
its use. The elegance of the SP examination is its ability to
portray patient concerns of depression, anger, silence, cul-
tural barriers, bad diagnostic news, death and dying, signs of
domestic violence, or other ethical concerns that students
may not always be exposed to in clinical practice.?>2

The content validity of the OSCE has been supported by
a number of studies in which both the examiners and stu-
dents rate it as appropriate and relevant to clinical prac-
tice.?"28 The construct validity of the OSCE as a measure of
competence has been demonstrated with students tested
consecutively throughout their years of medical educa-
tion.?® Typically, the OSCE is administered as a summative
examination in the last year of medical school, but recent
research points out the benefits of introducing the OSCE in
year 1.1°

Nursing education has begun using SP encounters for
experiences in assessing, diagnosing, and developing treat-
ment plans for a variety of clinical problems. An advanced
practice nursing program found that students’ performance
on one simulated clinical encounter did not reflect their
performance on clinical evaluation measures or on national
certifying examinations.?” Of interest to note is that stu-
dents who had poor performance on a nursing SP examina-
tion received satisfactory or excellent ratings from faculty
or preceptors on clinical observations, demonstrating diver-
gence of the SP examination from other forms of clinical
assessment procedures. The effectiveness of using SPs for
teaching in a nursing program was emphasized when com-
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TABLE 1. Attributes of Integration, Diagnoses, and Patient Questions

Attributes of Integration

Diagnoses and Sample Patient Questions

To explain the relationship between
structure and function

Herniated disc: “Why does it feel better when I tilt to the side?”
Osteoporosis: “Will [ have a hump in my back like my mother?”

To explain the role of injury in
contributing to dysfunction

Ankle sprain: “Why do I continue to reinjure my ankle?”
Herniated disc: “What specific movement caused this injury for me?”

To explain the scientific basis of
the patient’s symptoms

Atrial fibrillation: If [ take a deep breath and then try to exhale without letting any air out, why
does that sometimes stop the spell?”

Herniated disc: “If this is a problem in my back, then why do I feel this sensation in my leg?”

To explain normal physiologic or
biochemical mechanisms

Hypertension: “Why are two numbers given to describe my blood pressure?”
Osteoporosis: “How does bone density change with age?”

To explain abnormal physiologic
or biochemical mechanisms

Atrial fibrillation: “When I feel my pulse at my wrist, why is it so irregular—it appears to occur
randomly in time and variably in strength?”

Acute low back pain: “Why is sitting so uncomfortable?”

To explain the role of specific risk
factors in the pathophysiology or
prevention of a disease

Osteoporosis: “What sets me at risk for osteoporosis?”
Hypertension: “What can [ do to lower my blood pressure?”

To explain the rationale of a
therapeutic intervention or
diagnostic procedure and expected
side effects

Atrial fibrillation: “A friend of mine has had a similar problem, and she takes Coumadin to
prevent more serious problems. Will I have to do that, and what is the more serious problem?”
Osteoporosis: “How does estrogen affect osteoporosis?”

To discuss prognosis; may include
role of intervention, prevention,
and/or second-degree complications

Hypertension: “What will happen if I do nothing at all for this problem?”
Atrial fibrillation: “Can this be corrected and can I lead a normal life?”

pared with traditional lecture/laboratory experiences. Stu-
dents who performed clinical skills with SPs had better
clinical skills than the students who learned in the tradi-
tional lecture/laboratory approach.’® The authors suggest
the SP method should be used to evaluate competence in
nursing students.

Use of the OSCE in physical therapy education is lim-
ited, and research on its outcomes is just beginning. One
study of the OSCE with physical therapy students had poor
internal consistency and did not predict clinical perform-
ance.’! These OSCE stations were unlinked skill-related
activities that did not mimic a real-life clinical encounter.
Physical therapy educators have also used SPs for teaching
purposes, not as a high-stakes integrative examina-
tion.26323 Recently, researchers have examined the effect
of SP examinations on student confidence and atti-
tudes.?*?5 To date, no studies in medicine or other health
professions have examined the effect of the SP examination
on students’ ability to integrate the curriculum as a meas-
urement of clinical competence.

Development of the Integrated Standardized
Patient Examination

An interdisciplinary group of medicine, health-related, and
education faculty assembled to develop an assessment tool
that could measure clinical competence as defined through
integration. The team’s first step was to define integration
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in the context of a new integrated systems-based curricu-
lum (in medicine and physical therapy). They defined inte-
gration in the context of medical education as “the ability
to apply basic science concepts during each step of clinical
practice” and concluded that clinical competency was
defined as the student’s ability to integrate scientific
knowledge and clinical communication skills.>® They con-
curred that when patients ask questions of physicians and
physical therapists, they are testing the clinician’s scientific
knowledge. Similarly, when clinicians share this knowledge
with patients, they are demonstrating their clinical com-
munication skills.*® A consensus was reached in the group
that the key to measuring integration was to create com-
monly asked patient questions that could be used to meas-
ure a student’s ability to integrate curriculum content.

The team took the supportive features of the OSCE and
created the Integrated Standardized Patient Examination
(ISPE), a performance assessment tool. They developed
patient questions to prompt students to recall and integrate
basic science knowledge and communicate back to the SP.
The team worked to identify specific measurable attributes
of integration for the question and answer portion of the
case encounter, examples of which are listed in Table 1.
Collectively, these attributes reflect the scope of possible
clinical dialogue between a patient and a health care prac-
titioner (Tables 1 and 2).

The ISPE is scored in three sections. Section I, the 15-
to 20-item history portion, is a binary checklist (i.e., meets
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TABLE 2. Rubric for Patient Assessment of Encounter with the Health Care Practitioner

Specific Measurable
Attributes of Integration

3

Exceeds Expectations

2

Meets Expectations

1

Below Expectations

0

Detrimental

To explain the relationship
between structure and
function

Excellent explanation
using a model or visual
image, in a manner
clearly understood by
the patient

Good explanation may
use model or visual
image, in a manner
likely to be understood
by the patient

Explanation not clear
or not supported by
visuals, language does
not match the patient’s
level of understanding

Confusing explanation,
language confuses the
patient

To explain the role of
injury in contributing
to dysfunction

Excellent explanation
of dysfunction or injury
using a model or visual
image, in a manner
clearly understood by
the patient

Good explanation of
dysfunction or injury
may use model or visual
image, in a manner
likely to be understood
by the patient

Explanation of dysfunc-
tion or injury not clear
or not supported by
visuals, language does
not match the patient’s
level of understanding

Confusing explanation,
language is confusing or
insensitive to the patient

To explain the scientific
basis of the patient’s
symptoms

Excellent explanation
using a model or visual
image, in a manner
clearly understood by
the patient

Good explanation may
use model or visual
image, in a manner
likely to be understood
by the patient

Explanation not clear
for connection between
symptoms and scientific
basis; language does not
match the patient’s
level of understanding

Explanation or information
confuses the patient, may be
unrelated to symptoms;
language confuses the
patient

To explain normal
physiologic or biochemical
mechanisms

Excellent explanation
using a model or visual
image, in a manner
clearly understood by
the patient

Good explanation may
use model or visual
image, in a manner
likely to be understood
by the patient

Explanation not clear
or not supported by
visuals, language does
not match the patient’s
level of understanding

Confusing explanation,
language confuses the
patient

To explain abnormal
physiologic or biochemical
mechanisms

Excellent explanation
using a model or visual
image, in a manner
clearly understood by
the patient

Good explanation may
use model or visual
image, in a manner
likely to be understood
by the patient

Explanation not clear
or not supported by
visuals, language does
not match the patient’s
level of understanding

Confusing explanation,
language confuses the
patient

To explain the role of
specific risk factors in
the pathophysiology or
prevention of a disease

Excellent explanation,
with education in pre-
vention/wellness, in a
manner clearly under-
stood by the patient

Good explanation of
risk and prevention, in
a manner likely to be
understood by the
patient

Explanation not clear
or not supported by
visuals, language does
not match the patient’s
level of understanding

Confusing explanation,
language confuses the
patient

To explain the rationale of
a therapeutic intervention
or diagnostic procedure
and expected side effects

Excellent explanation
of rationale for chosen
intervention, in a
manner clearly under-
stood by the patient

Good explanation of
rationale for chosen
intervention, in a
manner likely to be
understood by the
patient

Explanation of rationale

not clear, language does
not match the patient’s
level of understanding

Confusing explanation,
language confuses the
patient

To discuss prognosis; may
include role of interven-
tion, prevention, and/or
second-degree
complications

Excellent explanation
using a model or visual
image, in a manner
clearly understood by
the patient

Good explanation may
use model or visual
image, in a manner
likely to be understood
by the patient

Explanation not clear
or not supported by
visuals, language does
not match the patient’s
level of understanding

Confusing explanation,
language confuses the
patient

expectations vs. below expectations).?!? Section II, the
integration portion, consists of three to four patient ques-
tions focused on a particular disease or medical condition.
Section III, the overall encounter, evaluates the quality of
the student’s entire interaction with the SP (Table 3). The
overall encounter provides the rater four items to globally
measure the student’s performance. Both section II and III
are scored using a four-point rubric. The total student score
is a sum of the three sections, with a weighted emphasis on
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the integration and overall encounter sections. Students
with scores falling below 70% reviewed their tapes for
remediation with a faculty member and repeated the exer-
cise with a new SP.

Reliability of the ISPE

The second phase of the tool development process was to
establish the interrater reliability of the ISPE.
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TABLE 3. Patient Assessment of Overall Encounter Quality with the Health Care Practitioner

Please check box below statement.

Student appeared comfortable 3 2 1 0

conducting the interview; non-  Exceeds expectations Meets expectations Below expectations Detrimental

verbal communication and

body language were appropriate,

professional.

Student conducted the 3 2 1 0

interview in a well-organized, Exceeds expectations Meets expectations Below expectations Detrimental

smooth manner.

Student’s speech was clear and 3 2 1 0

easily heard. Exceeds expectations Meets expectations Below expectations Detrimental

Overall interface between 3 2 1 0

knowledge and The interface is fluent. The interface is reasonable. Interface is awkward.  The interface leads to

communication Knowledge level and Knowledge level and Knowledge and confusion. Inadequate
communication skills are  communication skills communication skills knowledge or

consistently excellent. are good. are marginal. communication skills.
METHODS Pilot Testing of the ISPE

Twenty faculty members from the health-related professions
(physical/occupational therapy and nursing), department of
education, and school of medicine were recruited to partici-
pate in the reliability testing phase. Raters were given a 25-
minute introduction regarding the nature of the tool and the
assessment rubric. Two videotaped ISPE cases (low back pain
and hypertension), contrasting student abilities, were pre-
sented in an auditorium to the faculty raters. Raters viewed
each tape and scored the two students on each of the three
sections of the ISPE (i.e., history, integration, and overall
encounter). Focus groups were conducted following the scor-
ing procedure to capture rater impressions of the ISPE.

RESULTS

Three different test statistics were used to test reliability.
For the patient history (yes/no checklist), the percentage of
agreement was 91% for the back pain case and 85% for the
hypertension case. For the integration items and overall
encounter sections, the within-group interrater reliability
coefficient (r, g) was calculated. This statistic assesses inter-
rater agreement among several raters on a single stimulus
object or person. Satisfactory reliability was found for both
the integration items (r,, = 0.74) and overall encounter
quality (r, = 0.82) for the disc herniation checklist. Reli-
ability coefgficients for the hypertension case were lower for
integration items (r_, = 0.63) and overall encounter qual-
ity (r,,, = 0.66). Overall reliability of the coding instrument
(calcufated using Kendall’s W) was 0.85 for the back pain
case and 0.63 for the hypertension case.’® The focus groups
of experts concluded that the ISPE measured clinical com-
petence as defined by the student’s ability to integrate sci-
entific knowledge and clinical communication skills
through the use of the measurable attributes of integration.
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Before pilot testing, the team created a gastroesophageal
reflux disease (GERD) case to replace the hypertension
case that demonstrated fair interrater reliability. The
revised ISPE cases were administered to 140 first-year med-
ical students enrolled in a clinical practice of medicine
course.

METHODS

Twelve SPs were recruited to portray one of two cases. Six
were trained to portray a person with a herniated lumbar
disc, and the other six were trained to portray a person with
GERD. The case scenarios for training the SPs were devel-
oped by clinical faculty who instructed the clinical practice
of medicine course in the school of medicine. Training con-
sisted of reviewing the written scenario, a demonstration of
the 30-minute encounter with a faculty member playing a
medical student, and each SP practicing their role with
feedback from the trainer. All SPs were trained to score the
students following the encounter on the overall encounter
quality (Table 3).

The examination was conducted in a suite of patient
rooms equipped with ceiling-mounted video cameras. Before
entering the examination room, the student briefly reviewed
the patient chart to note data confirming the patient’s dis-
ease (e.g., a magnetic resonance imaging report confirming a
disc herniation). The student then conducted a problem-
focused history with the patient, summarized back to the
patient, and asked if the SP had any questions. Here the SP
asked the student four questions that corresponded to attri-
butes of integration specific to the case. The student had a
maximum of 15 minutes for the entire encounter.

Students were randomly assigned to one of the two clin-
ical cases, and all encounters were videotaped. Ten faculty
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members (in medicine and physical therapy) evaluated a
median of 12 students each in the examining room. To
estimate interrater reliability, 48 students were also
observed by an additional four faculty members on a video
monitor in an adjacent research room. A student could
receive a maximum score of 45 points on the examination:
21 points for the history (section I), 12 points for the inte-
gration (section II), and 12 points for the overall
encounter (section III).

RESULTS

Students assigned to the low back pain case (n = 71)
earned an average score of 37.58 (84%). Students assigned
to the GERD case (n = 69) earned an average score of
35.36 (79%). The standard deviations for the low back
pain and GERD cases were 3.92 and 5.41, respectively. A
t-test yielded a statistically significant difference (p < 0.01)
for the total examination scores between the cases. Further
breakdown of the low back pain case and the GERD case
show average section I (history) scores of 18.56 (SD 2.00)
and 17.12 (SD 2.78), average section Il (integration)
scores of 9.17 (SD 1.62) and 9.00 (SD 1.79), and average
section III (overall encounter) scores of 9.85 (SD 1.69)
and 9.25 (SD 1.91), respectively, demonstrating that the
students performed better on the low back pain case than
the GERD case.

Interrater reliability was assessed for 22 of the low back
pain cases and 26 of the GERD cases, randomly selected as
a sample of total cases. Overall agreement between the
examiners was 87% for low back pain and 82% for GERD.
Cohen’s 7, a measure of interrater agreement that adjusts for
agreements by chance, was 0.75 and 0.68 for the two cases,
respectively.’® The interrater agreement for section I, the
binary type responses (meets or below expectations) (low
back pain, 0.94; GERD, 0.91), was significantly higher than
that for sections Il and III (integration questions and over-
all encounter) scored on the four-point rubric (low back
pain, 0.66; GERD, 0.57). A matrix of agreement for the
integration questions showed the biggest disparity in faculty
agreement between students “meeting” or “exceeding”
expectations (i.e., ratings of 2 or 3 on the rubric).

Discussion

The current research developed and evaluated a new per-
formance assessment tool, the ISPE, for assessing clinical
competence in medical and health professions education.
The ISPE is distinctive from the OSCE in the manner in
which the SP is used to require students to demonstrate
their ability to integrate scientific knowledge with clinical
communication skills, and it utilizes a scoring rubric that
quantifies attributes of clinical competency.?! The ISPE was
designed by an interdisciplinary group of university faculty
to ensure its applicability to a range of medical and health
professions programs.
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The results of this study show acceptable reliability via
interrater agreement as well as interrater correlations on
items that used a dichotomous scale, whereas the items
requiring the use of the four-point rubric were somewhat
less reliable. The rubric seems important, however, to cap-
ture the developmental component of competency and to
display growth as students progress through their educa-
tional programs. Content validity was gathered in the
process of developing cases and patient scenarios that were
used in the ISPE and the focus groups.

The initial reliability results warrant further examina-
tion. Specifically, some faculty members had different
understandings of the definition and characteristics of
“meeting expectations” versus “exceeding expectations,”
resulting in 30% of variance attributable in part to rater
bias or perhaps limited training/experience with the tool. In
fact, one rater seldom rated students as meeting or exceed-
ing his or her high expectations, whereas another rater con-
sistently rated at exceeding expectations, representing the
“hawk” and “dove” phenomena in rating.!” In hindsight,
the raters were not given sufficient training before the pilot
and not all raters attended the validation session. Several
raters left items blank and some even made up points on the
rubric scale (e.g., 1.75), the effects of which were likely to
attenuate the reliabilities. This variance was not attributa-
ble to the discipline of the rater because both were faculty
in the school of medicine. Rater training should be consid-
ered to improve the reliability of the tool.*

This pilot test had medical students complete one of
two cases: GERD or low back pain. The GERD case pre-
sented more difficulty for the students. Although the dif-
ferences are not large, it is unfair to students to require
cases with varying levels of difficulty when used for evalu-
ation purposes. Standardization of case difficulty or utiliz-
ing only one case for all students is recommended to ensure
fair testing.

The integration sections, the unique component of the
ISPE, were judged to have a great deal of content validity
from both the experts and students about questions directly
relating to the ability to integrate. These questions were
designed with great care to require the student to actually
integrate and not just relay knowledge to the patient. The
transdisciplinary team of experts that developed this instru-
ment lends to its face validity, but future studies should be
undertaken toward validation.

A concern often expressed about the use of SPs is their
expense. SPs usually receive approximately $10 per hour for
training and participation in the simulations.?> Costs per
student in 1994 for an OSCE-type examination were $34
per student.*! This current pilot project cost approximately
$50 per student for a 15-minute encounter. Costs beyond
the SP include manpower to run the examination, make
the necessary recordings, and document outcomes. Faculty
time can be 10 to 20 hours, depending on the size of the fac-
ulty and involvement.

Future research with the ISPE should refine training
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methods for raters to minimize potential biasing effects.
Specifically, rater training should include practice trials
with expert feedback to compare with a gold standard that
averages ratings across three expert faculty raters. In addi-
tion, the use of the ISPE with year 2 and year 3 medical (or
health professions) students should be examined to evalu-
ate the ISPE for its ability to reflect increasing clinical com-
petence that one would expect to occur over a three- or
four-year professional program.

Conclusions

It is the social responsibility of academic institutions to
judge program outcomes and promote only qualified stu-
dents, and the current results suggest that the ISPE may be
an avenue. One professor giving a practical examination in
isolation versus the entire faculty being involved in an SP
examination leads to greater validation and integration of
curricular content.

Experience with the ISPE will validate the ability of the
instrument to test students’ integration of basic science
knowledge with clinical skills and to shape the competent
professional capable of functioning within today and
tomorrow’s health care society.

The essence of competence is the ability to do some-
thing under actual or simulated conditions. The evaluation
of competence therefore is best achieved through perform-
ance-type assessments. “When the proof of the pudding is
in the eating, there is no point in developing a multiple
choice test; rather, have the students make pudding.”"? Per-
formance assessments are not new to the fields of music,
cooking, sport, driving, and even medicine. However, they
are scantly used in the fields of health sciences: physical
therapy, occupational therapy, nursing, and so on.'84

Perhaps the most important implications of this research
are the findings that resulted from cooperative efforts in dif-
ferent disciplines. This ISPE research made bridges between
the schools of medicine and education and the department
of physical therapy. It forced the faculty to look at “what
really matters” when we send our graduates out to practice
in our health care community.
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