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ORIGINAL REPORTS

A Simple Framework for Assessing Technical
Skills in a Resident Observed Structured
Clinical Examination (OSCE): Vaginal
Laceration Repair
Abigail Ford Winkel, MD, Veronica Lerner, MD, Sondra R. Zabar, MD, Demian Szyld, MD
Department of Obstetrics and Gynecology, New York University School of Medicine, New York, New York
OBJECTIVES: Educators of trainees in procedure-based specialties need focused assessment tools that are valid, objective,
and assess technical skills in a realistic context. A framework for
hybrid assessment using standardized patient scenarios and
bench skills testing might facilitate evaluation of competency.
METHODS: Seven PGY-1 obstetrics and gynecology residents

participated in a hybrid assessment that used observed structured clinical examination (OSCE) by a standardized patient
who had sustained a vaginal laceration during vaginal delivery.
The residents elicited a history and counseled the patient, and
then completed a laceration repair on a pelvic model. The residents were rated on their performance in the scenario, which
included issues of cultural competency, rapport-building, patient
counseling. The technical skills were videotaped and rated using a
modified global assessment form by 2 faculty members on a
3-point scale from “not done” to “partly done” to “well-done.”
Residents also completed a subjective assessment of the station.
RESULTS: Mean technical performance of the residents on the
technical skills was 55% “well-done,” with a range of 20%90%. The assessment identified 3 residents as below the mean,
and 1 resident with areas of deficiency. Subjective assessment by
the residents was that juggling the technical, cognitive, and
affective components of the examination was challenging.
CONCLUSIONS: Technical skills can be included in a casebased assessment using scenarios that address a range of cognitive and affective skills required of physicians. Results may help
training programs assess individuals’ abilities as well as identify
program needs for curricular improvement. This framework
might be useful in setting standards for competency and identifying poor performers. (J Surg 70:10-14. © 2012 Association
of Program Directors in Surgery. Published by Elsevier Inc. All
rights reserved.)
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INTRODUCTION
Graduate medical educators have been called to create competency-based educational programs by the Accreditation Council for Graduate Medical Education (ACGME), Medicare and
the public.1,2 Focused assessment tools that are objective, valid
and realistic are needed to assess residents’ skills across a range of
competencies.1 Traditional assessment of trainees’ by subjective
performance evaluations can be affected by several biases, including the halo effect, recall bias, and insufficient exposure.3,4
It is challenging for faculty to objectively assess the complete
range of competencies using these traditional tools.5 Surgical
educators have developed several objective tools for formative
and summative evaluation of resident technical skills.4-7 Objective structured assessment of technical skills (OSATS) have
been validated across a variety of procedures outside of the
clinical environment, which allows for safe and structured assessment.4-9 However, evaluating technical ability in a vacuum
of the other skills a surgeon needs— communication skills, rapport-building, professionalism— gives an incomplete picture of
that resident’s capacity and needs for improvement. True clinical competence is the ability to use a complete set of skills
dynamically, based on the needs of a specific situation.1,3
Simulation poses a unique opportunity to create an artificial
environment that allows for broader assessment of resident
skill.4 The observed structured clinical examination (OSCE)
can generate reliable and accurate measures of trainee ability,
especially in the domains of communication and professionalism skills.10,11 Trained standardized patient raters can identify
deficiencies that experts miss because of fewer biases, and may
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better appreciate the patient’s perspective.12 It has been argued that
OSCEs are limited in their ability to assess higher levels of clinical
competence.1 OSCEs must be carefully designed and implemented, especially if the results are to be used for high-stakes decision-making, such as promotion in a training program.2,12,13
Educators of trainees in procedure-based specialties need an
assessment tool that can be modified to address a variety of
technical skills for learners at varying levels, within a more
realistic environment, to assess the true capability of the
physician-in-training. A variety of useful scales have been developed for measurement of specific skills, for instance, laparoscopic skills,9 but unique scales for each type of procedure make
composite measures difficult to obtain. There have been several
efforts to create hybrid OSCEs that include technical skills testing within a case-based scenario that might better approximate
reality, and require the trainees to call on a range of skills.15-17 A
hybrid examination that provided a framework into which a
variety of skills could be assessed would be useful in training
residents. In obstetrics and gynecology, residents perform procedures in the delivery room, as well as laparoscopic, hysteroscopic, and open surgery. We set out to create a simple framework that might allow for bench skills testing within the OSCE
structure, and could be modified for a variety of different skills.
Repair of episiotomies and vaginal lacerations is a core
skill that all obstetrician/gynecologists must master in their
training. Generally introduced to junior residents early in
their training, this is a common and important procedure.
Of women who have vaginal delivery, 85% have perineal
trauma spontaneously or because of an episiotomy, and the
majority require suturing to facilitate healing.18-20 Incorrectly repaired perineal trauma can result in persistent pain,
anal incontinence and even lead to increased postpartum
depression.21 Episiotomy models have been developed and
used for resident training and assessment.22 We incorporated a vaginal laceration repair into a resident OSCE, videotaped the procedure, and used a modified global assessment scale to rate the skills. This is a description of our
evaluation tool and early performance data.

METHODS

previous reports from our institution.10,11 This checklist included behaviorally anchored items addressing information
gathering, relationship development, patient education and
counseling, organization and time management, focused historytaking, cultural competency managing difficult situations, and patient satisfaction. Some of these items were assessed across each case
in the OSCE, and some items were case-specific. A faculty member
observed each station. Each station consisted of 15 minutes for the
patient encounter, including the laceration repair. Faculty participated in debriefing and provided formative feedback for 5 minutes after every station. Because the 5 faculty members participating in the examination knew the residents and had not been
formally trained as raters, their feedback was purely formative.
In the vaginal laceration scenario, the standardized patient
presented after having just delivered a baby in an ambulance.
She had delayed presenting to care because she was an undocumented immigrant, and called 9-1-1 when she was in active
labor. The residents were informed by an instruction sheet on
the door to discuss the situation with the patient and attend to
the necessary repair of a second degree vaginal laceration on a
model (Episiotomy Trainer 60,225; Limbs and Things, Savannah, GA). The model was selected after review by 2 attending
obstetrician-gynecologists.
A stationary video camera was set up to face the model (Figure 1: still image of laceration repair), and the procedure repair
was recorded for later evaluation by 2 attending obstetrics and
gynecology faculty members invested in the assessment and
trained as raters. Resident performance was rated using a modified version of the Global Rating Scale of Operative Performance, a 5-item behaviorally anchored scale for procedural assessment validated in a variety of surgical training milieu, in and
out of the operating room.7,9,14 (Figure 2: modified assessment
scale) Residents were rated on a scale from 0 to 2, with 0 representing “not done,” 1 representing “partly done,” and 2 representing “well done;” this is consistent with the checklist scoring for the communication and professionalism domains of the
OSCE.23,24 Two attending obstetrician-gynecologists independently rated the skills, and the results were averaged, and analyzed using SPSS ver. 19, SPSS Inc., Chicago, IL. The residents
completed questionnaires about the overall examination and
specific stations. The results of the technical portion of the

We created a 5-station hybrid OSCE with standardized patient
scenarios and partial task manikins for the first-year residents in
obstetrics and gynecology in the 11th month of their first year
of residency. All the residents had participated in 6 months of
obstetrics rotations by the time of the OSCE. The 5 stations
included scenarios of a patient who had just delivered a baby
and required a vaginal laceration repair—the subject of this
study—and 4 others that included management of menorrhagia with a dilation and curettage, a family meeting of a patient
with terminal ovarian cancer, a new diagnosis of a pregnancy
loss, and a review of the medical literature to determine appropriate antibiotic therapy for pelvic inflammatory disease. Each
of the stations of the OSCE involved actors trained as standardized patients as well as raters of the residents, as described in
Journal of Surgical Education • Volume 70/Number 1 • January/February 2013

FIGURE 1. Still image of laceration repair.
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Obstetrics & Gynecology IPSA 2011
Procedure evaluaon form

Resident ID: ____________________________________
Aending Name: ___________________________________
Staon: ___________________________________________
1

2

3

Respect for ssue

Used unnecessary force
on ssue or caused
damage by inappropriate
use of instruments.

Careful handling of ssue,
but occasionally caused
inadvertent damage.

Consistently handled
ssues appropriately
with minimal damage.

Time and moon

Many unnecessary moves.

Eﬃcient me/moon, but
some unnecessary moves.

Economy of
movement and
maximum eﬃciency.

Instrument handling

Repeatedly makes
tentave or awkward
moves with instruments.

Competent use of
instruments although
occasionally appeared sﬀ
or awkward.

Fluid moves with
instruments and no
awkwardness.

Knowledge of
instruments

Frequently used an
inappropriate instrument.

Usually used appropriate
instruments for the task.

Obviously familiar with
the instruments
required.

Knowledge of speciﬁc
procedure and paent

Deﬁcient knowledge.
Needed speciﬁc
instrucon at most
operave steps.

Knew all important
aspects of the operaon,
had some gaps in
knowledge of case history
or workup.

Demonstrated
familiarity with all
aspects of the
operaon and paent
history.

Comments: _________________________________________________________________________
___________________________________________________________________________________
Overall Assessment:
Needs improvement
Competent to perform with supervision
Competent to perform independently
FIGURE 2. Modified Assessment Scale.

examination were compiled and shared with residents during
their semiannual performance evaluations.
All residents in the study participated in the Research on
Medical Education Outcomes (ROMEO) Registry, maintained at NYU and supported by the Institutional Review
Board (IRB). The residents’ identifying information is removed
for the purpose of analysis. This study was submitted to the IRB
and classified as exempt from IRB review because it was part of
the educational program.

RESULTS

Program Evaluation

Resident Evaluation
Seven first-year residents in obstetrics and gynecology completed the assessment. Mean performance of the task elements
12

as “well-done” was 55% (range 20%-90%). There were 3 residents who performed below the mean, and their performance
was further reviewed. Of these residents, 2 had scores of “partly
done” on all the other elements, while only 1 resident had “not
done” several required elements of the task (Table 1). Reliability
analysis of the data was done, which yielded a Cronnbach’s
alpha rating of 0.817 for the station. While 1 resident scored
poorly across several elements of the hybrid examination, for
the most part resident performance varied between technical
performance, communication, and professionalism (Table 2).

Subjective comments about the scenario from the residents endorsed finding it difficult to juggle bonding with the patient,
reassuring her about the well-being of herself and her infant,
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TABLE 1. Resident Performance of Laceration Repair

Resident
Resident
Resident
Resident
Resident
Resident
Resident

Skill Elements
Well-Done

Deviation from
Mean

30%
70%
90%
80%
20%
60%
40%

⫺25%
⫹15%
⫹35
⫹25%
⫺35%
⫹5%
⫺15%

1
2
3
4
5
6
7

Based on scoring of videotaped performance by 2 faculty members. Mean
performance was 55% “Well-Done” with a standard deviation of 26%.
Residents with performance falling below the mean are highlighted in gray.

and attending to the bleeding laceration that needed repair (3
comments). One resident reported feeling uncomfortable with
the difficult situation of the patient’s uncertain immigration
status. There were technical comments, such as the position of
the bench model relative to the patient (2 comments) and the
foam on the model being damaged by earlier repairs by the time
the final resident rotated through the scenario.

CONCLUSIONS
By combining the OSCE format with bench models for skills
testing, we created a framework in which to assess the building
blocks of competence together. While educators will continue
to argue about whether performance in the simulated environment accurately represents clinical competence,1,13 the pressure
on educators to create benchmarks for learning and objective
tools for assessment is not waning. Rather, it is becoming increasingly important to document competence in trainees. A
framework for hybrid OSCEs that could assess a variety of
technical skills would be useful for educators looking to assess
resident ability across a range of competencies.
In this study, we created a scenario that called upon trainees’
skills in rapport-building, cultural competency, and patient
counseling as well as technical ability to repair a vaginal laceration. The simple design and evaluation tool could be modified
to create a different scenario or assess different technical skills
depending on the needs of the training program, or the level of

the learner. The combined feedback from all the stations of the
examination yields different results for each resident across a
range of competencies, which can help to establish benchmarks
for residents at different levels of training.
Scores reflect what we would expect for first year residents:
that the group performed the task appropriately with some
deficiencies. Interestingly, residents who performed poorly on
technical skills did not necessarily perform poorly on communication or professionalism measures. Residents performing
well below the mean in a certain area were directed to those
areas for focusing their own learning goals. Group performance
was lower on the domain of professionalism, which is a useful
needs assessment for the residency program, and might help
guide curriculum development.
The scores of residents performing below the mean in technical ability were further reviewed, and revealed that 1 resident
had poor performance in the domains of instrument handling
and respect for tissue. This resident could be directed to focus
learning efforts on these skills, as similar deficiencies were not
noted on cognitive or affective elements of the assessment. This
can be interpreted as evidence of the sensitivity of the assessment tool, although this needs to be further evaluated in subsequent installments of the assessment with larger numbers of
learners. The subjective comments are enlightening, and help
with further evolution of the examination. Residents performing below the mean were given the opportunity to review their
performance on video with a faculty member. The comments
from the residents about difficulty managing time between the
technical repair and the patient’s complex social and emotional
situation reinforce the rationale behind this project. As in real
life, the residents were called upon to balance cultural competency, patient education, and counseling regarding procedure
with the technical procedure itself.
This is a small pilot study and, as a result, the numbers are
not statistically significant. We could not compare this technical assessment with other measures of the residents’ in vivo
clinical ability to validate the measure. While attendings are
expected to complete evaluation forms for every procedure
done by residents in our program, this is rarely done. This is a
limitation of our study, but also underscores the need to investigate means of assessment of residents that yields valid, objec-

TABLE 2. Resident Performance Across Competencies

Resident
Resident
Resident
Resident
Resident
Resident
Resident

1
2
3
4
5
6
7

Technical Skills
(Mean 55%)

Communication (Mean 67%)

Professionalism (Mean 25%)

⫺25%
⫹15%
⫹35
⫹25%
⫺35%
⫹5%
⫺15%

⫺22%
⫹21%
⫺11%
⫺3%
⫺3%
⫹2%
⫹15%

⫺25%
⫹55%
⫺25%
⫺25%
⫹15%
⫺5%
⫹15%

Deviation from mean score of group. Communication and Professionalism scores derived from behaviorally anchored checklists completed by standardized
patients trained as raters. Technical skills scores derived from videotaped performance of technical skills rated by two faculty members. Scores greater than
5% above or below the mean are highlighted in gray.
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tive, instructive feedback. It is worth noting that the episiotomy
trainer was selected because of ease of use and storage, as well as
the manufacturer’s promise of multiple uses. However, after
being used by 7 examinees, the foam and plastic elements had
broken down. We find the beef tongue model sometimes used
for laceration repair training to be more realistic and cheaper
although more labor-intensive to assemble.
The goal of this work was to see whether skills testing could
be incorporated into an OSCE framework, to create a testing
environment, which brings more complex dimensions that
come closer to approximating the actual practice of medicine
and surgery. The overall scores help the residency program to
assess its needs, and the individual results help each resident to
individualize learning goals. The feedback from this scenario
was included into a “report card” for the residents, which
helped the program directors discuss each resident’s strengths
and weaknesses during the examination. There is potential for
this model to be adapted to other skills, and refined and validated to help standards for competency.
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