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SUMMARY Much criticism has been directed at the assessment 
of clinical competence and at the long case in particular an recent 
years. In the traditional long case candidates spend one hour 
with a patient fiom whom they take a history and whom they 
examine. A n  examiner is not present. The student is then 
examined by a pair of examiners over a 2&30 minute period. 
This has been to the extent that the problems associated with the 
long case in terms of objectivity, validity and reliability are such 
that some critics have suggested that it should be abandoned 
altogether. Others would take the view that before we dispense 
with this method we should attempt to remodel and improve it. 
Furthermore, tradition and practically would suggest that the 
long case wiU be with us for some time to come. The justifiable 
criticism of the long case is directed on a number of fronts, a 
major one being that the history-taking process is not observed 
by the examiners. Bearing these criticisms in mind, the Objec- 
tive Snuctured Long Examination Record (OSLER) has been 
developed. The OSLER is a 10-item analytical record of the 
traditional long case which attempts as far as is possible within 
the limits of practicality to improve the objectivity, validity and 
reliability of existing practices. All candidates are assessed over 
20-30 minutes by the examiners on the same 10 items, thus 
improving reliability and items are included that are representa- 
tive of what would be regarded as having an acceptable degree 
of construct or face validity with regard to the long case. 
Attention is paid to communication skills and the histoy-taking 
process in particular. In attempting to standardize the long case 
and minimize the ‘luck of the draw’ aspect, examiners are 
requested to formally document the d@cuIty of the case. The 
figure of 10 with regard to the number of items assessed is not 
coincidental and is a deliberate act to include a minimum of the 
essential in terms of what should be assessed. This allows 
examiners to concentrate on the candidate’s performance with a 

structured guide that is not so intrusive as to interrupt the 
examiner’s concentration. The four items on histo y include pace 
and clarity of presentation, communication skills process, sys- 
tematic 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 behav- 
wur is also assessed. The remaining three items include construc- 
tion of appropriate investigations in a logical sequence, appro- 
priate management and final clinical acumen. The latter item 
draws on the previous nine to assess candidates’ ability to 
identijy and solve problems. The initial assessment is essentidy 
criterion referenced through a P + , P, P - system which is 
fohwed by the selection of an appropriate mark, each of which 
has its own written descriptive profile. The perfect method for 
long case clinical assessment has yet to be established. Indeed 
perfection may be no more than a *us hope bearing in mind 
that any method will always be a compromise between objec- 
tivity, validity and reliability on one hand and practicality on 
the other. while the search for the perfect long case method 
continues, the OSLER is suggested as a practical approach to 
what is universaUy recognized as an ongoing assessment chal- 
lenge. 

Introduction 

Assessment is treated with great reverence in the vast 
majority of medical schools. Lowry (1993), however, has 
recently posed the question: Is assessment as powerful as 
we think, and if it is, are most medical educators using it 
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effectively? Clinical assessment in many medical schools, 
in spite of frequent criticism, has continued to be a combi- 
nation of what are commonly termed long- and short-case 
examinations. This combination is likely to persist if one 
accepts that clinical assessment, to be truly valid, must be 
patient centred. Over the past 20 years, the short case 
examination has received much attention with the intro- 
duction of the Objective Structured Clinical Examination 
(OSCE) (Harden & Gleeson, 1979). With most attention 
being paid to these improvements, the long case has largely 
been ignored. While improvements such as the OSCE have 
focused attention on the individual components of clinical 
competence, it is widely agreed that there is still need for 
a method to assess students on the patient as a whole. The 
traditional long-case examination has been our method of 
fulfilling this role. There has been much justified criticism 
of the long case in which different examiners examine 
different candidates on different patients. This has very 
rightly been referred to as the ‘luck of the draw’ (Stokes, 
1974). What, therefore, educationally constitutes a good 
assessment method? It should be objective, valid and re- 
liable. Why does the existing long case fail to meet such 
criteria to an acceptable degree? Such assessments are 
frequently heavily subjective in that there is little prior 
agreement between pairs of examiners or indeed by institu- 
tions as a whole as to what constitutes a valid assessment. 
In other words, there is a lack of or no agreement as to 
what has to be measured during the course of the examin- 
ation. What constitutes a valid assessment? Such an assess- 
ment measures what it is supposed to measure, i.e. clinical 
skills. These skills include the ability to obtain information 
by way of history, physical examination and investigations, 
to use this information to solve patients’ problems and 
finally to utilize the solution to problems by way of man- 
agement. In most existing long-case assessments history 
taking as such is not validly assessed. While the product 
may be assessed, the far more important history-taking 
process is not observed and therefore not validly assessed. 
This is a highly significant omission when one considers 
the relative value of the history in terms of overall diagnos- 
tic problem solving (Hampton et al., 1975; Miall, 1992). 

It is for this reason that the OSCE has achieved much 
of its deserved success as observed history taking plays a 
significant part in such assessments. However, while the 
OSCE displays a relatively high content validity, it has a 
relatively low face or what is termed construct validity. In 
other words, while it assesses the parts very well it does not 
assess the whole candidatdpatient interaction on one and 
the same patient which, after all, is what occurs in the 
practice of medicine. In view of what has been stated in 
terms of objectivity and validity, there is thus a high 
probability that there will be inconsistencies or a lack of 
reliability in the marking of the long case if there is not a 
clear agenda to be followed. While examiners may at times 
be following a similar agenda, the items may receive 
significantly different emphasis by the individuals of pairs 
of examiners so that marking inconsistencies are a recog- 
nized problem (Fleming et al., 1976). 

While the importance of patients’ histories is univer- 
sally recognized, the emphasis placed on physical examin- 
ation in the long case needs to be critically reappraised for 
a number of reasons. One of these is the lack of gross 

physical signs in the majority of patients examined in 
practice. Furthermore, many very difficult clinical prob- 
lems do not have any physical signs and are therefore 
frequently not used in such assessments (Weatherall, 
1991). Social and psychological factors play a significant 
part in the day-to-day problems encountered in both hos- 
pital and community practice. 

Increasingly therefore, recognition of the value of com- 
munication skills is being highlighted (Irwin et al., 1989; 
Doherty et al., 1990; McManus et al., 1993). The communi- 
cation skill necessary to acquire information on difficult 
clinical problems is very real and consequently places a 
responsibility on institutions and their examiners to establish 
that such skills have been developed by way of assessment. 
This need therefore emphasizes again the relative import- 
ance of the history. Another key factor is the degree of case 
difficulty over a wide range of long cases, which is very 
variable and must be given due recognition by examiners. A 
further danger in the course of long-case examinations is 
that during the assessment, unless there is a structure to be 
followed, the emphasis may shift from the clinical to that of 
a viva or oral assessment. This is not an infrequent occur- 
rence and in such circumstances the validity of the clinical 
examination is obviously seriously compromised. There are 
therefore genuine concerns about the existing traditional 
long case which frequently result in the making of global 
pasdfail decisions in a non-structured fashion. Such deci- 
sions at times result in questionable outcomes in terms of 
justice to the candidate and to the public at large, which is 
the ultimate reason for all assessments. Such a scenario 
could be likened to referees adjudicating in different games, 
using different rules and in the end miraculously producing 
an overall winner. Can one imagine a similar scene in any 
other field of human endeavour? 

In the traditional long case students spend one hour with 
a patient from whom they take a history and whom they 
examine. An examiner is not present. The student is then 
examined by the examiner over a 20-30 minute period. 

Long-case assessments at both undergraduate and post- 
graduate level are in most instances carried out over a short 
period of time, e.g. one week. During this time frame, large 
numbers of candidates have to be assessed. There is there- 
fore a need for an improved long-case format to assess such 
large numbers that is practical to implement but at the same 
time recognizes the essential criteria of objectivity, validity 
and reliability in so far as this is possible under the time 
constraints already referred to. In spite of the obvious prob- 
lems that exist with regard to the long case, there is a natural 
reluctance to change established practices unless very real 
benefits are possible. For any educational innovation to 
succeed, there are certain criteria to be fulfilled (Colling- 
wood, 1979). The innovation must have a relative advantage 
over existing practice. The complexity of the innovation 
must not be such as to evoke an immediate and negative 
attitude. It must have trialability in that it can be introduced 
and removed in the event of failure without producing a 
major convulsion in the system. Finally, it must be seen to 
have observability in that the more visible the effect of the 
innovation, the more likely will be its acceptance. 

The current unstructured global marking of the long 
case has major potential for unreliable assessment. An 
essential requirement therefore is the need to structure a 
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number of items for examiners to deliberate on. This 
results in turn in the introduction of the concept of the 
checklist. For a comprehensive long-case examination, the 
potential length of such a list would be so great as to be 
impractical to implement. Such an instrument would end 
up being both an invalid and unreliable instrument in that 
the examiner would spend more time concentrating on the 
checklist rather than on the actual measurement of the 
candidate’s performance. More realistic approaches such 
as the observed long case proposed by Newble (1 99 1) and 
a similar approach by Price & Byrne (1994), for assess- 
ment skills in psychiatry are both very expensive in terms 
of examiner time. Both approaches require examiners to be 
present for the whole history-taking process carried out by 
the candidates. This extra time element would make such 
assessments impractical for the vast majority of institu- 
tions, particularly in those situations in which large num- 
bers of candidates have to be assessed in a relatively short 
time frame. The method adopted, therefore, must be com- 
prehensive enough to allow for valid judgements by exam- 
iners, be practical to use and at the same time be perceived 
as fair by the candidates. Such perception demands that, as 
with all assessment instruments, it must be seen to be 
objective. It must also be structured so that all candidates 
are assessed using the same criteria leading to greater 
consistency or reliability. 

A valid method for the assessment of long-case clinical 
competence must include essential principles. These are 
the recognition of and observation of the history-taking 
process. While such is being observed the examiner has the 
opportunity of assessing the communication skill of the 
candidate. Physical examination skill is essential, as is the 
ability to construct a series of investigations. All of the 
foregoing allow the examiner to deliberate on the candi- 
date’s ability to identlfy and solve problems. Finally there 
is a requirement to assess the candidate’s ability to manage 
the problem, which again involves skills of communication 
as well as overall management. During all these activities, 
the examiners will also have the opportunity of assessing 
the affective behaviour or attitude of the candidate towards 
the patient. The assessment instrument must be practical 
in terms of its length and usage by the examiner whose 
primary function is to concentrate on the candidate’s per- 
formance. The Objective Structured Long Examination 
Record (OSLER) has been developed in an attempt to 
fulfil the stated foregoing criteria and principles. Examiners 
spend 20-30 minutes with the student who has already 
examined and taken a history from the patient. 

Method 

Resentation of history 

The OSLER consists of 10 items (Figure 1) which include 
four on history, three on physical examination and the 
remaining three cover investigation, management and clini- 
cal acumen. The figure of 10 is not coincidental and is a 
deliberate act to include as much as is essential but as little 
as possible. This is to allow the examiner to concentrate on 
the candidate’s performance with a guide that is not so 
intrusive as to interrupt the examiner’s concentration. The 
four items assessed on the history are pace and clarity of 

presentation, communication skills process, systematic ap- 
proach and establishment of the case facts. PacdClarity 
essentially assesses communication between the candidate 
and the examiner. Pace of presentation measures rate of 
speech with appropriate pauses. Too rapid and it is unintel- 
ligible, too slow and it is inefficient in terms of time 
economics. Clarity is obviously allied to pace but at the 
same time recognizes the need and ease with which the 
examiner observes the unfolding story that is the history. 
Greater emphasis is now being placed on communication 
skills in medical schools (GMC, 1993) and the inclusion of 
the first item recognizes this fact. Graduates of medical 
schools are employed worldwide and if the candidate can- 
not effectively communicate with the examiner, he/she can- 
not be validly assessed. More importantly, if the candidate 
cannot make himherself understood by the examiner, what 
chance has the patient? It is essential therefore that the 
examiner has an opportunity of observing the communi- 
cation skills of the candidate with the patient through the 
second item, communication process. This is achieved by 
requesting the candidate to take a history for three minutes 
concentrating on one system, e.g. cardiovascular, or seg- 
ment of the history, e.g. social history. By observing this 
process and listening to the remainder of the history, the 
examiner can form an opinion as to the candidate’s ability 
to communicate with the patient. Alternatively the com- 
munication skill of the candidate can be assessed during the 
assessment of the investigation or management sections. 
This could be achieved by the candidate describing to the 
patient a particular investigation, e.g. colonoscopy. Alterna- 
tively a candidate could be asked to explain to the patient, 
as part of the management, the usage and dangers of 
anticoagulants. By listening to the remainder of the history, 
the candidate’s ability to systematically go through the story 
in a logical sequence can be assessed. Finally it is essential 
that the candidate demonstrates hisher ability to accurately 
establish the correct facts of the case. 

Physical examination 

Three items are a minimum of the essential for inclusion in 
relation to physical examination. Here again the process as 
well as the product is being observed and assessed. A 
systematic approach will reveal something of the candi- 
date’s ability to logically approach the subject to obtain the 
necessary information to problem solve. However, the key 
to successful physical examination lies in a well-developed 
technique. This item deals with the candidate’s psychomo- 
tor skills and, like all such skills, fiequent practice is the 
essential requisite. An experienced astute examiner will be 
in a position to decide on the merits of a candidate in this 
section. Not alone are the pure psychomotor skills being 
observed but also the candidate’s confidence and attitude 
towards the patient. Influences other than technique can 
affect the performance of psychomotor skills on any par- 
ticular occasion; however, the candidate with a truly pro- 
fessional approach which includes attention to detail can 
overcome such influences. The most obvious of these is the 
relative difficulty of the case the candidate is assigned. The 
‘luck of the draw’ is a well-accepted factor and the experi- 
enced examiner will recognize this. All examiners therefore 
need to be consistently conscious of this factor and an 
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OBJECTIVE STRUCTURED LONG EXAMINA'l'ION RECORD 
( O S L E R )  DATE: ..................... 

CANDIDATE'S . 
EXAMINATION NO. 

NAME 

Exvnincrs arc rcquircd lo M c a c h  or Lhc tcn iicnls Mow 
and assign an ovcrall w a n d  &?&&concctning Lhc caniidntc 
EBlpB LO discussion with Lhcir cocxiunincr as follows: ..................................... 

CRADES MARKS 
P+ = VERY GOOD/EXCELLENT (60-80+) Scc over page 
P = PASVBORDERLINE PASS (50-55) for spccific ........................... 
p- = BELOW PASS (35-45) ma& details. 

P 

PACUCLARITY - 
COMMUNICATION PROCESS 

InanagCrnfl l  c.g. p a h l  alucplbcl) 

SYSTEMATIC PRESENTATION - 
CORREff FACTS ESTABLISHED - ( bislary c.g. cvs. i n v c s l i ~  cg. cndmmpy, -b 

TECHNIQUE , 
(Including sltiulde IO phi) 

CORREff FINDINGS ESTABLISHED 1 I 

-I 
-1 

rolving A b i l i t y ) . d  T I  

APPROPRIATE INVESTIGATIONS 
IN A LOGICAL SEQUENCE 
(Canmunicatim Rocua option) 

APPROPRIATE MANAGEMENT 
(Canmunicatim Roaw w). 

CL.INlCAL ACUMEN 
~lcmidcn(ilicl*aJRoMcm 

ADDITIONAL COMMENTS:- 

AGREED GRADE 1 

please. Tick (8) For CASE DlFFlCULIY 

Figure 1. The OSLER 

assessment of the case difficulty is included in the OSLER 
to aid this process. It should of course also be borne in 
mind that, in later practice, the 'luck of the draw' will 
apply on a daily basis and the candidate should have the 
flexibility to demonstrate that hdshe can handle any given 
situation under the prevailing circumstances. Whatever 
difficulties are encountered the candidate has to correctly 
identify the clinical signs to proceed satisfactorily to man- 
age the patient's problem. 

Investigation, management and clinical acumen 

For the item on investigation, the examiner is requested to 

assess the candidate's ability to construct appropriate in- 
vestigations for the case in question in a logical sequence. 
Frequently, appropriate investigations might be suggested 
but the sequence would be inappropriate either in terms of 
invasiveness of the patient or in terms of costs. In addition 
the examiner also has an opportunity to assess the candi- 
date's ability to logically sequence h i h e r  thought pro- 
cesses in a limited time. This is an additional skill which is 
essential for later efficient practice. Management is the 
next skill to be assessed. Here the candidate can range 
&om either killing to curing the patient. The examiner has 
a duty not to release a candidate on an unsuspecting public 
who is not properly prepared. This concept can be rela- 
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tively blurred in a situation where the candidate performs 
well in the earlier items but in this critical area can be 
found wanting with potentially disastrous consequences. 

Clinical acumen is the overall ability of the candidate to 
idenufy 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 prob- 
lems in overall management terms. Increasingly, the im- 
portance of identifying problem-solving ability is being 
recognized (Barrows & Feltonich, 1987; Lancet, 1989; 
Cassirer, 1992). The inclusion of this item therefore is an 
essential criterion of clinical competence as the examiners 
have to attempt to extrapolate from this situation the 
candidate’s ability to perform consistently over a range of 
such situations or cases. This crucial decision by the exam- 
iner has suspect potential if it is made in a global fashion 
as frequently occurs without the support of the clearly 
identified previously described nine items. There is evi- 
dence to demonstrate that the ability to solve problems will 
vary from case to case (Elstein et al., 1978). This in turn 
makes it all the more important to recognize and include 
this item for valid judgements by examiners. To further 
assist the examiner in this respect and also to minimize the 
‘luck of the draw’ element for the candidate as far as this 
is feasible, the difficulty of the case is noted. 

Case difficultj 

As long cases vary in their degree of difficulty, it is necess- 
ary for examiners to establish the relative difficulty of the 
case under consideration. Not to do so would seriously 
compromise the validity and reliability of the overall assess- 
ment. The case difficulty has been arbitrarily divided into 
‘standard cases’, which would represent a single problem, 
‘Difficult’ cases, which would include up to three problems 
and ‘very difficult’ cases, with greater than three problems. 
However, it will be appreciated that a single problem could 
amount to a very difficult case. Examiners therefore have 
to grade difficulty in the context of the case in question and 
it will be obvious therefore that this decision has to be 
made prior to commencing the assessment itself. 

Grading and marking 

It has long been recognized that awarding marks in the 
long case is unreliable (Wilson et al., 1969) and short 
training periods for examiners have yielded little improve- 
ment (Ludbrook & Marshall, 1971). This is not too 
surprising as there has been little examiner training on 
methods that in turn frequently lack objectivity and 
validity. Prior to the awarding of a mark in the OSLER, a 
grading system has been adopted. Performance therefore is 
graded as P + (very goodexcellent), P (pashare pass) 
and P - (below pass) for each of the 10 items followed by 
an overall grade for the complete performance. This is how 
the vast majority of examiners instinctively make initial 
assessment decisions. This could be described as an 
extended criterion-referenced method in that candidates 
are measured against the criterion for the standard of the 
clinical assessment in question, i.e. undergraduate or post- 
graduate. Having decided on an appropriate grade for each 
individual item and then an overall grade, examiners using 

the OSLER are then in a position to select an appropriate 
mark from a designated list of possible marks, each of 
which is backed up with a stated written mark Profile 
(Figure 2). Individual examiners, having decided on their 
overall grade and mark for the candidate, are then in a 
position to confer with their co-examiner during which 
time they agree a grade for each of the 10 individual items, 
an overall grade and finally an agreed mark. This combi- 
nation of grading and marking amounts to 138 formal 
decisions being made for any one individual candidate 
when both examiners are taken into account. 

Discussion 

The OSLER has now been used for 10 years, during which 
time important data has emerged. The detailed information 
that is available following such OSLER assessments has 
highlighted serious defects in basic clinical skills. This has 
been noted in both undergraduate and more particularly in 
postgraduate studies (Gleeson, 1992). The identification of 
such defects was not too surprising as such findings have 
been noted in other studies (Maguire & Rutler, 1976; 
Wiener & Nathanson, 1976; Wray & Friedland, 1983; Sox 
et al., 1985; Chan Yan et al., 1988). Of even more 
significance has been the documented immediate marked 
improvement between two OSLER assessments on 230 
postgraduate students within 48 hours (Gleeson, 1995). 
The time interval was such that only the feedback knowl- 
edge of such defects could have influenced the improve- 
ment. This finding is all the more important as feedback is 
regarded as a key step in the development of such skills 
(Ende, 1983). In a recent Lancet commentary the following 
was stated: “OSLER seems to be a powerful tool for 
providing feedback and therefore has great potential to 
increase clinical competence” (Van Der Vleuten, 1996). 

What are the advantages of the OSLER in the context 
of educational assessment criteria? Objectivity is enhanced 
by prior agreement on what is to be assessed. In any long 
case there are three variables which are the candidate, the 
examiners and the patient. Ideally the only variable should 
be the candidate. Strenuous efforts are being made to 
standardize patients, particularly through simulation, in 
North America. For the foreseeable future, however, such 
standardization will not be practicable or, indeed, for many 
desirable. In the meantime we must smve to standardize 
our examiners by assisting them to be as reliable or consist- 
ent as possible in their assessments. Recognition of this is 
already obvious by having two examiners assessing each 
candidate. The end result, however, is not as perfect as one 
would anticipate on many occasions. It is not acceptable or 
good practice for a pair of examiners to confer on the 
merits of a candidate prior to awarding an individual grade 
or mark. Many examining authorities increasingly recog- 
nize this problem but in some instances have been slow to 
insist on its implementation. The OSLER, with its in- 
creased number of items and fixed structure, will assist 
individuals of a pair of examiners in their decision making 
and thus make it easier for examining authorities to insist 
on the implementation of individual marking prior to ex- 
aminers conferring. Examiners also require to be conscious 
that they are assessing broad clinical skills in addition to 
detailed case-specific skills. There is evidence that such an 
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Thc pas mark is 50. M a r k  should bc glvcn in 5s (c.g. 80,75.70.65.60 ck) in acwrdancc with rhc following guidclincs. 
liitcrinccliate marks. c.g. 53.67 should a k uscd. 

XTENDED CRITERION 
lEFERENcED 
XADING SCHEME 

P+ 

P 

P- 

EXTENDED MARKING SCHEME 

0 

75 

70 

65 

60 

QiUmih& clcar and frcluplly comu prracnu(lon of the puicnt’r 
hislory, dcmonslrslion of physical signs and organisation of (he cac 
managcmctu. Clcarl y a CDadidatc displaying oucnnnding communication 
skills and clinical acumen. 

l&dhUwU casc prcscnklion, communication rldlls, cxdoprion 
lcchniquc and demonWDlion of thc c o r n  facts and plyeicpl signs of h 
asc. Thc canlidvlc may cvcn display oulscnading pttrlbutcs in some but 
not all measurable uitcrla Erst class honours. 

First dass hoawra 

of ovcrall case presentation, communicaUon 
skills. examinslion mhnqiuc and dcmonslrption of Ute comd facts and 
physical signs of thc case; Also cxccllcnf communicator and demon- 
s~(hcabiUty(oinvcgig~anlspproprla(clymMsgcthcpluicntwilh 
a vcry well dcvelopcd clinical acumen. FW class honours. 

pnsewion covering all N o r  aspeas; fcw omis- 
sions, good priorities. Very clcarly an above avQsoc candidak in tcnns 
of communication and clinical acumn. S e m d  c lw  hmours, division 1. 

-of prrsentvionsndunicatim but not io 
all aspects. Howevtr. a good solid performpace in most mas ascsscd 
with a well dcvcloped clinical scum. sccad class bomun, division 2 

55 G w d p s c n t a t i o n  and communication of h case wilhoul 
displaying any ~ltributes out of (he ocdinary. Thc cpodidpte displays a0 
o v d l  adquplc  slpndard of examination kchniqut?. Ihc Ppucnt’s 
problems arc idcnlitied and a repsonablc managemeru outline suggcsled 

50 ~presentPtionofthecaseandcommunicDtioaobillty. Nolhingtc 
suggest more than just naching an Pccepcoblc slpodprd in physical 
exomi~onandidenci8cotionofUwpatient’sproblemsydUlcirmpnagc 
ment. Clinical acumen just rcpching an acccptablcslpodsrd Safe bow. 
line candidate who lust rcpchcs a  ass standard. 

45 Eppr pcrformancc in terms of casc prescnulion. communication with tht 
paticnt anddcmonstrationofphysical signs. lnadcqup(caUcrnptat aclepl 
identincllionofthc~nt’sproblcms. ThccandUemaydisplaysonu 
&equate aaribum but Qcs not rcachan sccepcsblcpnss sundanlovuall 

THE MARK 40 IS NOT USED IN CLMlCALS * 

35 Veto mark. 
Ihc candidplc’s performance in terms of asc prcsentuion, clinical ML 
communication skills is a that h e  slsndprd q u i d  is not CVCT 
nmotely ppproachcd. Quite clearly (his candidalc rcquircs a hrt(hci 
pcriod of usininn. 

Examiners should aot k hesitant in awarding high or low marks when justifi. 

Figure 2. The OSLER marking profile. 

approach is more reliable (Van Thiel er al., 1991). Is the 
traditional long case valid, i.e. does it measure what it is 
supposed to measure in assessing how the student handles 
the patient as a whole? Clearly there are problems when it 
comes to measuring history taking and this has already been 
referred to. By highlighting the construct and content val- 
idity, i.e. increasing the number and construct of the items 
on history taking to be measured, these problems could be 
expected to be improved by the OSLER. In addition to 
content validity, overall construct or face validity will be 
improved by ensuring that all 10 items are formally assessed 
in a structured manner. It can and does happen that, in 
existing assessment methods, some item@) receive undue 

attention to the exclusion of others. By having a fixed 
number of items to be measured, examiners will not have to 
generalize from what they have assessed to what they 
should have assessed, as is frequently the situation. 

Most assessment innovations run into problems of 
practicality in terms of organizational logistics. The 
OSLER is singularly unaffected in this respect. Indeed it 
could be described as organizational friendly as the organi- 
zation is identical to existing practices. The OSLER could 
also be described as examiner friendly in that it assists the 
examiner as an ‘aide-memoire’ in reminding himher to 
consistently cover the same general areas for all candidates 
to be assessed. The provision of a checklist of items for the 
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long case was suggested over 20 years ago (Fleming et al., 
1974) as a reasonable approach. This in turn makes it 
candidate friendly in that the assessment will be regarded 
as more fair by the candidates. There are also a number of 
other advantages associated with usage of the OSLER that 
should make it potentially more acceptable. Since it is 
essentially in line with the traditional long case, it fulfils the 
innovational criteria already referred to, thus making it 
more acceptable to more conservative forces. The same 
number of examiners are required and the examiner time 
is identical. Structured examinations are frequently criti- 
cized by examiners, who feel that their ‘independence’ is in 
some way interfered with. In strict educational and institu- 
tional objective terms such a stand would be unacceptable: 
however, the fact remains that such a view is strongly held 
by a significant number. The OSLER has attractions for 
such situations in that it allows the examiner to continue to 
operate as before. The examiner continues to exercise 
hisher independence, particularly through the item on 
clinical acumen. However, it will be obvious that the grade 
in this area will have to correlate with the grades recorded 
in the other nine items. The feedback potential already 
referred to is obvious in terms of identification of clinical 
skills defects. 

If one accepts that for clinical assessment to be truly 
valid it must be patient centred then it would seem reason- 
able to conclude that the long case is going to be main- 
tained to a greater or lesser extent in the short to medium 
term at least. Instead of bemoaning this fact, an effort 
should be made to maximize its potential while at the same 
time minimizing its faults until such time as a method 
emerges which will allow full observation of the candidate 
during the long case. The OSLER as described is both 
examiner (user) friendly and candidate friendly and could 
be implemented with relatively little effort. The small extra 
effort required to implement it would be offset by the more 
detailed data obtained on candidates’ performances rather 
than the more frequent global data currently available. The 
perfect method for the assessment of clinical competence 
has to date not been developed and for reasons of practi- 
cality will not be available in the foreseeable future. Until 
such time, some improvement in the long case is necessary. 
The OSLER is suggested as that improvement. 
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