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Introduction

Competence, in any profession, forms the cornerstone of professional practice. In terms of professional practice, competence is best defined as “the degree to which an individual can use the knowledge, skills and judgment associated with the profession to perform effectively in the domain of possible encounters defining the scope of professional practice”. Reference (1)

Professional competence is thus constituted by a relationship between an individual and his or her work, i.e. “it is not something that is directly observed, rather, competence is inferred from performance”. Reference (1) 

In context of medical education, this means that decisions regarding professional competence are best made by observing the proficiency of trainees performing tasks, including cognitive, psychomotor and affective elements, authentic to the practice of medicine. The aim of this Fact Sheet is to highlight on the tools that are used to assess clinical competence.  
Performance Assessment Methods

The intrinsic appeal of all performance tests is that they had better approximate the context and proficiencies required in authentic clinical practice. Five examples of the widely utilized clinical competence assessment strategies are discussed below: 

a) The best-known example is the bedside oral examination (BOE), an assessment method that has been used for many years. It consists of an oral examination based on an unobserved patient encounter (interview and physical examination of a patient) of variable duration. Short cases are based on a 30-minute patient encounter, while long cases are based on a 60-minute patient encounter. The psychometric inadequacy of BOEs led to the decline of this assessment method and this is when the objective structured clinical examination (OSCE) was introduced in the 1980s.

b) The OSCE specifically addressed the problem of context specificity and the resultant poor reliability of assessment events based on limited sampling of trainee performance. OSCEs were designed to sample a greater number, and wider range, of performance assessment tasks. OSCE consists of a series of stations around which students rotate. The criteria on which performance is to be assessed are carefully defined before the examination takes place. Examiners whose interaction with is carefully regulated observe students performing tasks. Interactions are usually limited to providing instructions or asking about predetermined operations. The length of time spent at each station is usually 5-10 minutes.

The psychometric adequacy of the OSCE has resulted in widespread implementation of this strategy in many undergraduate and postgraduate medical training programs worldwide.Reference (4)

While the superior reliability of the OSCE strategy continues to make it a very popular performance assessment tool, the time constraints of such short patient encounters (10 minutes or less) have raised concerns about the ‘atomisation’ and subsequent trivilisation of the complex, integrated (cognitive, psychomotor and affective components) clinical tasks routinely required in daily patient care. Reference (1) 
An attempt to address this limitation involves increasing the duration of each patient encounter and reducing the total number of patient encounters per assessment event. This improvement has recently been shown to yield a psychometrically acceptable performance assessment tool and is referred to as the directly observed clinical encounter examination (DOCEE) Reference (3)
c) In the DOCEE, each student encounters four real patients’. Two pairs of examiners from different displines observe and jointly assess clinical competence of students taking histories and, conducting physical examinations. The DOCEE has been shown to have good reliability and interrater agreement between two independent specialist and non-specialist examiners on the scoring, ranking and pass/fail classification of student performance. Reference (3)
It has adequate content and concurrent validity and provides unique information about students’ clinical competence Reference (3). 

d) The Mini-CEX (mini- clinical examination) assesses residents in a much broader range of clinical situations than the traditional CEX, has better reproducibility, and offers students greater opportunity for observation and feedback by more than one faculty member and with more than one patient. Reference (4)
On the other hand, the mini-CEX may be more difficult to administer because multiple encounters must be scheduled for each student. Exclusive use of the mini-CEX also prevents students from being observed while doing a complete history and physical examination. On the bases of these characteristics, many examining boards are encouraged to use this method in conjunction with or as an alternative to the traditional CEX.

A mini-CEX encounter consists of a single faculty member observing a student while that student conducts a focused history and physical examination in any of several settings. After asking the student for a diagnosis and treatment plan, the faculty member rates the student and provides educational feedback, the encounters intend to be short 

 (About 20 minutes) to occur as a routine part of training, so that each student can be evaluated on several occasions by different faculty members.

Advantages of the Mini-CEX                    

· Efficient                                             

· Flexible

· Measurable

Disadvantages 

· Perceived difficulty to schedule and implement.

e) The OSLER (Objective Structured Long Examination Record) attempts as far as possible within the limits of practicality to improve the objectivity, validity and reliability of existing practices. Reference (2) 
Candidates are assessed over a fixed time, e.g. 30 minutes, by the examiners on the same 10 items. This includes four on history, three on physical examination and the remaining 3-cover investigation, management and clinical acumen. The figure of 10 items is not coincidental and is a deliberate act to include as much as is essential but as little as possible. 

This facilitates examiners’ to concentrate on the candidate’s performance since the guide is not as intrusive and does not interrupt the examiner’s concentration. The four items on history include pace and clarity of presentation, communication skills process, systematic approach and establishment of the case facts. Three items on physical examination include systematic approach, examination technique and establishment of the correct physical findings. During these activities, the candidate’s affective behavior is also assessed. The remaining three items include construction of appropriate investigations in a logical sequence, appropriate management and finally clinical acumen. Clinical acumen refers to the overall ability of the candidate to identify the patient’s problems and to put the diverse parts of the case together to produce a whole product in terms of problem identification and the ability to solve such problems in overall management terms. Reference (2)
Conclusions

If professional practitioners are to become competent facilitators of learning and assessors of students’ clinical competence, then creative ways must be developed for assessing how this has been fully incorporated into the students’ normal everyday clinical practice, commensurate with the level of academic achievement.

The route to perfecting assessment tools for both students and practitioners is long and arduous but will ultimately be beneficial to all involved, not least the patient or client receiving the intervention from the professional.    

The goal of assessment in medical education remains the development of reliable measurements of student performance, which, as well as having predictive value for subsequent clinical competence, also have a formative, educational role.
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