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Abstract

Purpose. To assess the skills of internal medicine—pediatrics (med—peds) residents in evaluating and counseling patients with complex psychosocial problems using a clinical performance exercise (CPE).

Method. The authors designed a 13-station CPE [nine standardized-patient (SP) stations and four non-SP stations]. Eight of the SP stations focused on counseling or assessing complex psychosocial needs, and three were videotaped and analyzed for specific verbal and nonverbal communication skills. Residents completed a written task for each station and SPs completed a checklist on interviewing and communication skills and a 52-item patient's-satisfaction survey. All first- and third-year residents (n = 25) from two academic years participated.

Results. The range of the average scores on the nine SP stations was 43–75%. The residents performed better with common problems (newborn hospital discharge instructions and cardiac risk-factor counseling) than with more complex problems that are less often encountered in the institution (HIV counseling), or problems less often recognized (adult survivor of childhood sexual abuse). As expected, third-year residents scored better than did first-year residents on the written “plan” part of the SP stations and on the non-SP stations. Third-year and first-year residents had similar scores, however, on measures of verbal and nonverbal communication and patient's satisfaction, and for gathering data and providing information.

Conclusion. This is the first performance-based evaluation of residents in a combined med—peds residency program. The stations addressed more complex clinical skills than those reported for objective structured clinical evaluations of residents.

In a recent survey, graduates of our combined internal medicine-pediatrics (med-peds) residency program indicated that during residency they had been prepared (and perhaps overprepared) to provide care to patients in the intensive care unit and hospitalized patients generally. In contrast, the graduates believed they were underprepared to care for ambulatory patients, especially to counsel and evaluate patients with complex psychosocial problems.1 This phenomenon is not unique to our institution, but appears to be common in university-based residency training programs.2 Because residents are seldom directly observed interviewing or counseling patients, our ability to address this curricular deficiency or to give residents specific, individualized feedback regarding their strengths or weaknesses is limited.

To address the residents' perceptions of their lack of preparedness for managing psychosocial issues we designed and implemented a clinical performance exercise (CPE) for med—peds residents that emphasized complex psychosocial and ambulatory skills. CPEs are widely used to evaluate medical students, and they have been used to evaluate residents in internal medicine,3,4 pediatrics,5 surgery,6 and family practice.7 To our knowledge, no interdisciplinary performance-based evaluation has been reported for residents in a combined med—peds residency program. In general, performance-based exercises for residents usually follow an objective structured clinical evaluation (OSCE) format, where examinees perform defined specific tasks.4,5,6,7 The stations generally involve common, straightforward medical conditions or tasks (e.g., chest pain history, ophthalmologic examination), and are limited in length to five to ten minutes. Longer (20–30 minute) performance-based exercises generally focus on common basic clinical conditions.3 In contrast, we were interested in evaluating residents' skills in managing more complex clinical encounters, especially those involving psychosocial issues, something that our needs assessment indicated to be a curricular weakness.
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METHOD

We designed and implemented a 13-station CPE. Each station was 19 minutes in length, with one minute between stations. Nine of the stations involved a standardized patient (SP). Chart 1 lists the SP stations by presenting problem, diagnosis, primary discipline, gender of SP, and number of items on the checklist. Eight of these nine SP stations focused on either counseling or assessing complex psychosocial needs, and the ninth station required a focused history and physical examination of a common problem (chest pain/acute myocardial infarction) to prevent cueing residents to psychosocial problems. The residents had 14 minutes for the patient encounter, and they were responsible for pacing the encounter.
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In the remaining five minutes of the CPE, the residents completed a written task related to the SP station (e.g., “write your assessment and plan for this patient”). During this time the SP also completed a detailed checklist of items. The checklists were developed by a panel of faculty experts and contained items thought to be important in addressing each problem, as well as items related to general interviewing and communication skills. Items were scored in a yes/no format. The SPs also rated the residents using a 52-question survey on general bedside manner, which consisted of six sections: (1) physician's attributes (e.g., attentive, bored, caring), (2) physician's behavior (e.g., angry/irritated, sympathetic/kind), (3) patient's satisfaction (e.g., “how satisfied were you with the visit?”), (4) physician's tone of voice (e.g., angry/irritated versus friendly/warm), (5) physician's nonverbal expressivity (e.g., volume of voice, very quiet versus very loud), and (6) physician's nonverbal physical behaviors (e.g., tense hands/fists, open or closed body posture).

The SPs had been trained for two to eight hours per station. Training time was dependent upon the SP's previous experience and the complexity of the case. Reliability testing was performed at the end of training to achieve at least a 90% agreement with two different SP trainers. Three stations were videotaped: an adult survivor of sexual abuse (“trouble sleeping”); domestic violence (“double vision/fall”); and telling bad news to the parent of a child newly diagnosed as having cystic fibrosis (“hospital follow-up pneumonia”). The four non-SP stations were: three adult and pediatric electrocardiograms (ECGs), ten pediatric and adult x-rays, 12 kodachromes of dermatologic disorders of adults and children, and a station of ten laboratory values or slides to interpret (e.g., arterial blood gases, Gram stains, blood smears).

The examinations were administered on one Saturday in the fall of 1997 and in 1998 to all first- and third-year med—peds residents in one medical center. We chose to test first-year residents to collect information about early-residency abilities and needs. The third-year residents were chosen for comparison with the less experienced trainees and because any identified deficiencies could be addressed in their final one and a half years of training. At the two administrations of the CPE, 11 of the 12 first-year residents and all 13 of the third-year residents (n = 25) completed all of the stations. One resident during 1997 did not complete two stations because of illness.

Each item on each checklist was classified as representing a particular skill: (1) introduction, (2) chief complaint, (3) history, (4) physical examination (some stations did not include a physical exam), (5) counseling, (6) communication, or (7) interpersonal skills. Scores were generated for each resident by station and by each of the seven skills. Non-SP stations were scored simply by percentage of correct items. Scores were generated by year of training for criterion-based validity. Simple descriptive statistics, Pearson correlation, t-tests, and chi-square analyses were used to analyze the data. Feedback was provided both to individuals and to each group of residents taking the examination.
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RESULTS

The range of average scores on the nine SP stations was 43–75% (see Table 1). As a group, the residents did better on counseling for relatively common problems (newborn hospital discharge instructions, cardiac risk factor counseling) than they did on counseling for more complex situations that are less often encountered in our institution (HIV counseling) or assessing problems less frequently recognized (adult survivor of childhood sexual abuse).
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Variations between items on individual stations were illuminating. For example, the overall residents' performance on the station of an 8-year old with abdominal pain and school refusal was generally good, with the residents taking detailed histories and performing adequate examinations. However, items relevant to counseling on that station were not performed well. Only eight of the residents specifically counseled the mother to keep the child, who obviously had non-organic abdominal pain, in school, arguably the most important piece of information to give a parent in that situation. In the station of an adult survivor of childhood sexual abuse who was experiencing insomnia and depression, all but one of the residents recognized depressive symptoms, but less than half of the residents identified or inquired into the possibility of childhood sexual abuse. In general, the residents recognized domestic violence, but few were able to formulate a safety plan for the victim.

First- and third-year residents scored similarly on the checklist's overall performance item and on the written sections of the station with regard to assessment (70% correct versus 74%, respectively, p = NS). With regard to the “plan” part of the written exercises, however, the first-year residents included 43% of the important items, while the third-year residents included 70% of the important items (p < .0001). Overall, on the written sections, the first-year residents wrote 62% of the essential items (SD 3.8, range 58–68), versus 73% for the third-year residents (SD 4.2, range 68–79) p < .0001.

The residents were uniformly rated highly for communication and interviewing skills, and those results are not presented here. Patient's satisfaction as rated by the SPs on a seven-point scale was generally high for all residents (5.3, SD 0.7). No resident was uniformly rated low on patient's satisfaction. There was no difference between third-year residents and first-year residents in their communication skills or their ratings on the patient's-satisfaction item. The residents as a whole did well on the ECG, pediatric x-ray, and dermatology kodachrome interpretations, but they correctly interpreted only 50% (SD = 21) of the adult x-rays. The residents also performed poorly on interpretation of arterial blood gases (58%, SD = 19) and interpretation of Gram stain/peripheral blood smear (42%, SD = 24). The third-year residents performed significantly better than did the first-year residents on all non-SP stations and substations (overall non-SP station score 57% for first-year residents, 68% for third-year, p < .0001).
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DISCUSSION

We successfully designed and implemented a 13-station CPE for residents in our combined med—peds residency program. All residents participated, and they seemed to value the feedback in areas of individual strengths and weaknesses. The CPE was extremely helpful in identifying specific curricular deficiencies of our med—peds residency program.

Our residents' checklist performances were similar to other reported SP examination checklist performances,4,5 and they were similar to those reported for SPs' assessments of practicing clinicians.8 Faculty wishing to undertake a similar evaluation should remember that checklists are often constructed to include all potentially important items, perhaps representing the ideal, but in reality, an adequate doctor—patient encounter need not exhaustively cover every item on a checklist.

Interestingly, the first- and third-year residents scored similarly on the overall item on the checklists on all stations and in percentages correct in regard to patients' assessments. In contrast, other studies have shown improvements by year of training for pediatrics residents,5 internal medicine residents,3 and surgical residents.6 Since we were testing residents on more complex psychosocial problems than have been reported for other SP examinations, we do not believe this represents a lack of criterion-based validity. For examinations focused on more straightforward “medical” problems, one would expect improved performances from residents with more training, as “medical” knowledge improves throughout residency. Since we focused our examinations on perceived curricular deficiencies, our third-year residents' performances may reflect the persistence of this deficiency, and one would not expect an improvement in these areas with our current curriculum. Additionally, with more complex cases involving psychosocial issues, improvement may not be expected until several years after training has been completed.

As in most studies, communication and interpersonal skills were rated highly. This may reflect innate characteristics in residents (warmth, empathy, and politeness) that remain stable over time, although, distressingly, some studies note a decline in residents' interpersonal skills with training.5 Likewise, satisfaction as rated by the SPs was uniformly high and did not differ between first- and third-year residents. There is evidence that patient's satisfaction as determined in SP exercises may predict the level of satisfaction of real patients for a resident.10 Our CPE may be an indirect measure of patient's satisfaction. Also, we found no difference between first- and third-year residents in their interpersonal and communication skills, or in satisfaction ratings by the SPs. Because other studies have documented a lack of improvement in communication and interpersonal skills with training,5 our finding is not surprising. Studies that note improvements in communication skills generally have considered counseling items as communication skills, which may reflect more knowledge content rather than better communication skills.9 In contrast, most of our communication items addressed general communication skills (e.g., use of open-ended questions). Other limitations to our study include its restriction to one institution and to a small number of residents, which may limit generalizability and the power to discern differences in the performances of first- and third-year residents.

Feedback was provided both individually and as a group to the participating residents. First, we convened the entire group of residents, and presented to them the overall results of the group's performance, emphasizing group strengths and weaknesses that might suggest specific curricular deficiencies. Midway through this meeting, residents were provided folders with their individual results on station performance, including copies of all individual checklist items for review. Each resident then met individually with the med—peds program director (MD) to discuss his or her CPE performance. Residents were also supplied a copy of their videotaped sessions for review at home prior to their meeting with the program director.

Constraints of such an examination included the logistic issues of coordinating residents' coverage of clinical duties during the CPE. The challenge of coordinating coverage across two disciplines and finding a time when all residents could convene for feedback was problematic. Having the CPE on a Saturday freed up many residents from clinical duties, but at the cost of some residents' being displeased with the CPE's encroaching on their weekend. However, since this test occurred once a year, and the residents perceived the results of the CPE to be beneficial to the program, all of the residents in 1997 and 1998 participated. In conclusion, our residents and faculty were pleased with the information obtained from the CPE, both for the overall curriculum and for the individual residents.
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Chart 1

Psychosocial Issues

Descriptions of Nine Clinical Performance Examination Stations Used o Assess Residens' Counseling and Evaluation SKils for Complex

Patients  No. Checklst
Presenting Problem/Complaint Diagnosis Focus of Encounter Gender items.

Double vision/tall ‘Domestic violence History/physical examination/counsel-  Woman 4
ing

Abdominal pain School refusal (B-year-old) History/physical examination/counsel-  Woman/girl ~ 47/8*
ing

Hospital follow-up preumonia  ystc fibross, newly diagnosed Tellng bad news Girl 61

Trouble sleeping Adult survivor of chidhood sexual History Woman 68

abuse

Chest pain Myocardial infarction History/physical examination Man %

“My mother made me come” Risky behavior in an adolescent History/counseling Boy &

“I want 1o talk to the doctor” HIV test and risk-actor counseling History/counseling Man 4

“I.am ready 1o leave the hospital”  Newbor counseling/breast feeding History/counseling Girl 3%

“My cholesterol is high” Gardia fisk-factor reduction counseling _ History/counseling Man 67

“Nother' checkist/daughters checkist
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Table 1

Overall Scores on Station's for 25

Taking a Clinical Per

Exercise Assessing Counseling and Evaluation Skills for Complex Psychosocial Issues

% of Items Correct

Station Mean (SD) Range
Newborn counseling 75 (9) 58-89
Cardiac risk-factor counseling 70(10) 54-87
Bad news—ystic fibrosis 68 (1) 47-87
Chest pain—myocardial infarction 64(13) 33-90
Domestic violence 63 (9) 48-77
School refusal 61(11) 40-84
Adolescent counseling 60 (9) 47-78
Adult survivor of childhood sexual abuse 48(11) 25-63
HIV counseling 43(13) 2-73
Electrocardiograms 59(17) 2-87
Xeray interpretation 60 (20) 25-100
Dermatology slides 74(18) 40-100
Body flids (arteril blood gases, Gram stains) 50(20) 20-90






