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INTRODUCTION

Assessment of clinical skills has a central
role in medical education and the selection of
suitable methods has been a matter of perma-
nent concern for clinical teachers, course di-
rectors and medical educators.1-3 The OSCE
(Objective Structured Clinical Examination)4,5

is now established as one of the most valid, re-
liable and effective tests for the assessment of
clinical skills.1,3 In a typical OSCE, examinees
rotate through a number of stations staffed by
either real or standardized patients,6 where they
are required to perform different clinical tasks.
The examinees are observed and their perform-
ance is assessed using structured checklists.5

Although a considerable body of knowl-
edge concerning technical and organizational
aspects of OSCE administration is now avail-
able, little has been published on the responses
of both student and faculty members of tradi-
tional medical schools to attempts at introduc-
ing OSCEs. In 1995, we introduced an OSCE
with standardized patients for the summative
assessment of junior medical students finish-
ing an introductory course on basic clinical skills
in a traditional Brazilian medical school. This
was an isolated initiative by a small number of
faculty members and, to the best of our knowl-
edge, comprised the first successful application
of an OSCE for the assessment of undergradu-
ate medical students in the country.7 This
OSCE was administered for three consecutive
years, during which student and faculty mem-
ber perceptions of the technique were recorded
and used as feedback to improve the assessment.
However, we found a number of limitations
that precluded the permanent utilization of the

OSCE. In this paper we report on the student
and faculty member responses to this attempt,
which highlighted some of the difficulties that
may be found in the management of educa-
tional change.
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METHODS

Settings
The Faculty of Medicine of Ribeirão Preto

is located on an inland campus of the Univer-
sity of São Paulo in southeastern Brazil and is
nationally regarded as one of the top medical
schools in the country. This is largely due to
the fact that faculty members are highly quali-
fied and nearly all of them work full-time for
the institution, including those from clinical
departments. Although faculty members are
highly committed to academic duties, the
amount of individual time devoted to clini-
cal, research and administrative work is in gen-
eral higher than what is dedicated to teach-
ing. Moreover, there are no regular programs
for faculty development or specific training
for educational activities. Although the un-
dergraduate curriculum has been changed
considerably since the early nineties,8 teach-
ing is predominantly didactic and the assess-
ment methods are focused mainly on cogni-
tive aspects rather than in skills or competen-
cies. The medical school receives annually 100
students aged 17-19 years, who enter shortly
after finishing high school. The current local
curriculum comprises two years of integrated
basic sciences, one semester (third year) of
preclinical disciplines and three semesters
(third and fourth years) of clinical disciplines.
The two final years (fifth and sixth years) are
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CONTEXT: Assessment of clinical skills has a central
role in medical education and the selection of suit-
able methods is highly relevant. The OSCE (Ob-
jective Structured Clinical Examination) is now es-
tablished as one of the most valid, reliable and
effective tests for the assessment of clinical skills.

OBJECTIVE: To describe student and faculty percep-
tions of an OSCE introduced in a traditional Bra-
zilian medical school.

TYPE OF STUDY: Descriptive, semi-quantitative study.

SETTING: Faculdade de Medicina de Ribeirão Preto,
Universidade de São Paulo.

PARTICIPANTS: 258 junior medical students finishing
an introductory course on basic clinical skills and
six faculty members deeply involved with the OSCE
administration.

PROCEDURES: Over a period of three consecutive
years, student perceptions on the examination were
evaluated using a structured questionnaire contain-
ing several five-point scales; faculty members’ opin-
ions were collected using a structured question-
naire plus a personal interview.

MAIN MEASUREMENTS: Student satisfaction or dis-
satisfaction with aspects of OSCE administration
and positive or negative opinions from faculty
members.

RESULTS: Students were comfortable with cases and
tasks, but nearly half (48%) of them criticized or-
ganizational aspects of the OSCE. Substantial pro-
portions of students reported difficulties with both
time management (70%) and stress control (70%).
Improvement of several aspects of exams reduced
criticism of organization to a minority (5%) of stu-
dents, but the proportions of students reporting dif-
ficulties with time management (40%) and stress
control (75%) during the exam remained virtually
unchanged. Faculty members acknowledged the
accuracy of the OSCE, but criticized its limitations
for assessing the integrated approach to patients
and complained that the examination was remark-
ably time and effort-consuming. The educational
impact of the OSCE was felt to be limited, since
other faculty members did not respond to the com-
munication of exam results.

CONCLUSIONS: In addition to shortage of resources
and organizational difficulties, local cultural as-
pects and the absence of a more favorable educa-
tional climate may hinder lasting improvements in
assessment methods in traditional medical schools.

KEY WORDS: Assessment. Clinical skills. University
hospitals. Medical students. Undergraduate medi-
cal education.
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such as Internal Medicine, General Surgery,
Pediatrics and Gynecology & Obstetrics.

Course structure
In the mornings of the preclinical fifth

semester (third year), introductory courses for
general and specialized areas of medicine are
taught. In the Department of Medicine, an
essentially practical course on basic clinical
skills (communication and interaction with
patients, history-taking and physical exami-
nation) is given. Sixteen groups of 6-7 stu-
dents are assigned to clinical tutors, who typi-
cally demonstrate on real inpatients how a ba-
sic clinical skill should be performed, after
which students work on the wards under the
tutor’s supervision, putting into practice the
skills taught. Student assessment was based on
both subjective tutor evaluation of student
effort and summative exams, consisting mainly
of long cases, which were not invariably ob-
served by clinical tutors.

OSCE design
The proposed OSCE comprised six sta-

tions, including two with simulated patients
for the assessment of communication and in-
teraction with patients, as well as for history-
taking skills. The other four stations had real
patients, with true signs, for the assessment of
physical examination skills. This OSCE de-
sign was kept for three years and was not af-
fected by a number of improvements that were
added year by year in response to student and
faculty member criticisms. Initially, the exami-
nation at each station lasted for five minutes
and the degree of complexity of the required
tasks was calibrated accordingly. For example,
students were asked to briefly explore the pa-
tient’s main habits and lifestyle characteristics
at one of the simulated patient stations and
perform focused chest percussion at one of
the physical examination stations.7

Experienced faculty members observed
and evaluated student performance with de-
tailed checklists. At the four physical exami-
nation stations, small sets of “true/false” post-
encounter questions were used to assess the
detection and the gross interpretation of rel-
evant findings presented by the patient.

Exam preparation and administration
From the first week of the semester until

the examination day, during each of the three
years of OSCE application, 6-10 faculty mem-
bers were actively involved in exam prepara-
tion. From this group, six faculty members
participated actively in all three OSCE runs.

The examination was carried out in accord-
ance with published recommendations5,9,10

and included the selection of contents and
tasks, the recruitment and training of suitable
people to act as simulated patients11 and the
careful selection of stable patients, with clearly
defined signs at the physical examination.
Particular attention was paid to the elabora-
tion of detailed checklists and to the defini-
tion of “pass/fail” criteria. Before the first ad-
ministration, in 1995, a detailed blueprint was
written and approved by the local Ethics Com-
mittee. Preparations also included arrange-
ments related to space in an inpatient ward
and assignment of nursing staff and adminis-
trative personnel.

In each of the three years of OSCE ad-
ministration, the exams were held on two con-
secutive mornings, with 50 students being
examined each morning. Every run demanded
the work of eight faculty members for the
entire morning period.

Pass/Fail criteria
The checklists for the various stations con-

tained eight to ten items corresponding to key
skills. At any given station, a “pass” decision
was taken for the student fulfilling at least 50%
of the checklist items, a level that was set in
order to conform to local regulations. Students
failing in more than three stations were regarded
as having failed the overall examination.

Student perceptions
During the three years of OSCE admin-

istration, student perceptions of the exam
were evaluated according to a grading sys-
tem. From two to seven days after the exam
students were asked to attribute a mark rang-
ing from one (“very poor”) to five (“excel-
lent”) to the following aspects of the OSCE:
a) general organization of the exam; b) clini-
cal vignettes and instructions for work at the
stations; c) adequacy of the tasks required;
d) quality of the post-encounter questions;
and e) adequacy of the degree of complexity
of the contents involved. Students were also
asked to rank from one (“very low”) to five
(“very high”): f ) the difficulty in managing
the time available at each station; and g) the
degree of emotional stress elicited by the
exam. Student dissatisfaction with any par-
ticular aspect of OSCE administration was
characterized by attribution of lower grades
(1 or 2) to the first five aspects, or higher
grades (4 or 5) to the last two aspects evalu-
ated. The questionnaire also contained a fi-
nal item inviting students to comment openly
about any aspect of the examination.

Faculty opinions
After the last time the OSCE was admin-

istered, the six faculty members that had
worked actively on the preparation and ap-
plication of all three consecutive OSCE ap-
plications were asked to answer a structured
questionnaire containing open questions re-
lated to the following aspects: a) general im-
pression of the OSCE method; b) main per-
ceived advantages and disadvantages of the
examination; and c) influence of the OSCE
results on teaching. The questionnaire also
contained a final item inviting open remarks
on any other aspect of the examination. After
application of the questionnaire, all answers
were further discussed and clarified in a per-
sonal interview. All opinions were categorized
qualitatively as positive or negative according
to their contents, without any concern about
relevance ranking.

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

RESULTS

Student performance
In the first OSCE administration, 8% of

students failed the examination. This percent-
age was slightly higher than the 3-5% fail rate
historically recorded for the course. On the
other hand, nearly 60% of students passed in
at least five of the six OSCE stations. During
the following two years, the fail rate fell to less
than 5%, and the rate of students passing in at
least five stations remained higher than 60%.

Student perceptions and consequent
modifications of the examination

The response rates to the questionnaires
throughout the three years were greater than
90%, thus representing a total of 258 students.

Student opinions expressed throughout
the three years of OSCE administration are
summarized in Table 1. Student dissatisfac-
tion was generally low regarding clinical vi-
gnettes, tasks required, post-encounter ques-
tions and contents involved. On the other
hand, during the first year, 48% of students
were dissatisfied with exam organization (Ta-
ble 1), and 70% of respondents were discon-
tent with the time available at each station and
attributed higher grades to the degree of emo-
tional stress elicited by the examination.

In the open part of the questionnaire,
many students added remarks that were rel-
evant to the above mentioned aspects. There
were also comments about the premises be-
ing too small and that there were too many
post-encounter questions, which contributed
to a perception that the time for the work was
too short. A large number of students com-
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the OSCE had probably been very useful in
showing students what skills are important.
The OSCE results were also seen as helpful
for this group of clinical tutors in relation to
teaching more uniformly. Moreover, the
OSCE was perceived as highly effective in re-
vealing a detailed picture of both student per-
formance and course efficacy.

Since the faculty members involved in
the OSCE were also clinical tutors, it was
not surprising that all of them reported a per-
ception of positive influence on their personal
way of teaching. However, it was also pointed
out that it had not been feasible to exchange
experiences with the remaining tutors that
were not directly involved in the examina-
tion, due to the lack of time and interest on
the part of the others.

Faculty members reported that the OSCE
possibly had a positive effect on students’ drive
to actually study and practice. This effect was
felt to be greater than what could be associ-
ated with the previous examination method.
On the other hand, all but one faculty mem-
ber criticized the limitation of the OSCE for
assessing the integrated approach to patients.
It was emphasized that this aspect might rep-
resent a dissociation between the examination
and the objectives of the main course. One
responder even expressed the concern that the
exam, which was designed as a system-oriented
series of stations, might actually transmit to
junior students a distorted view of “the sick
person as merely an array of organs with dis-
orders”. Faculty members also questioned the
validity of examining highly stressed students
and regretted the lack of facilities for both
getting students more used to the exam tech-
nique and providing immediate feedback.

Finally, the OSCE was regarded as being
remarkably demanding in terms of faculty
time and effort, particularly by those more
directly involved in the selection and prepa-
ration of real patients, and the recruitment and
training of people to act as simulated patients.

OSCE replacement
By the end of the third year of OSCE

administration, clinical tutors and the course
director had agreed that keeping this model
of clinical skills assessment would be worth-
while only if the negative aspects expressed in
both faculty member and student responses
could be overcome. However, acknowledging
the present-day difficulties in further improv-
ing the exam, it was then decided to replace
this summative OSCE with assessment events
that were more formative, iterative and smaller,
even though less standardized.

plained that the presence of an observer at all
the stations was intimidating, which contrib-
uted to a feeling that the examination was
exceedingly stressful.

In order to solve the perceived problems,
a number of measures were taken for the sec-
ond year of OSCE administration, which
were also kept for the following year. These
measures included an effort at marketing the
examination, with periodic communication
of general information on the examination
characteristics and structure to students dur-
ing the semester. Also, a more extensive and
careful briefing was carried out in the days
preceding the exams. Arrangements were
made to assure that the exam was held in
larger and more comfortable wards, with
improved conditions in relation to auxiliary
personnel and organization. The length of
time spent at each station was increased to
six minutes and both the required tasks and
questions were simplified. Also, two “rest”
stations were inserted among the six stations,
filled only with cartoon strips for student
relaxation. Moreover, the simulated patients
were intensively trained to both portray the

exam cases and to assess student perform-
ance, so that an observer was no longer
needed in the 2 stations concerning
communication and history-taking skills.

During the following two years, the pro-
portions of students who were critical of exam
organization fell to 15% and then to 5% (Ta-
ble 1). However, difficulties with time con-
trol were still reported by at least 40% of the
examinees (Table 1) and there was no change
in the percentages of students regarding the
exam as highly stressful, since in the second
and third years of OSCE administration, 69%
and 75% of students, respectively, attributed
scores of higher than three to the degree of
emotional stress (Table 1).

Faculty member perceptions
The opinions expressed by faculty mem-

bers deeply involved with OSCE administra-
tion are summarized in Table 2. All faculty
members agreed that the OSCE was more rel-
evant and accurate than previous examinations
and particularly acknowledged the aspects re-
lating to objectivity and standardization. It was
also mentioned by all faculty members that

Table 1. Student perception of an “OSCE” examination for the assessment of basic
clinical skills. Percentages of students dissatisfied with the various aspects of the

examination, according to the answers to a structured questionnaire applied over three
consecutive years following OSCE introduction in Brazilian medical school

Year of OSCE administration
Aspects evaluated 1st  (n = 82) 2nd  (n = 86) 3rd  (n = 90)

General exam organization 48 15 5
Clinical vignettes and instructions 15 10 5
Adequacy of the tasks required 10 5 15
Quality of post-encounter questions 8 7 8
Complexity of the content involved 15 12 10
Difficulty with time management 70 55 40
Emotional stress 70 69 75

OSCE = Objective Structured Clinical Examination; n = number of students answering the questionnaire.

Table 2. Main faculty members opinions about an “OSCE” examination for the
assessment of basic clinical skills of medical students in a Brazilian school. Opinions

were collected using a structured questionnaire and a subsequent interview,
and categorized as positive or negative accordingly to their content

POSITIVE
• The technique is highly relevant and more accurate than previous examination methods.
• The examination may be useful for transmitting to students what skills are important to learn.
• The method is effective for assessing what is taught by different tutors and how this is learned.
• The examination may help to achieve more uniform teaching
NEGATIVE
• This method is unable to provide assessment of the integrated approach to patients.
• This kind of assessment may actually distort the student’s view of the patient.
• The results may be inconsistent, since the examinees are excessively stressed.
• Organizing the exam is a very complex task.
• Selecting and preparing patients for the exam is highly time-consuming

OSCE = Objective Structured Clinical Examination

Sao Paulo Med J 2004; 122(1):12-7.
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DISCUSSION

The experience of introducing an OSCE
at a rather conservative medical school with-
out a tradition of objective examinations of
students’ clinical skills provided an opportu-
nity to learn about student and faculty mem-
ber responses. Reflection on this experience
has also raised a number of issues related to
general aspects of medical education and as-
sessment, as well as the management of edu-
cational change.

Data on students’ perceptions about the
examination yielded important information
that was helpful for improving the organiza-
tion of the OSCE. Nevertheless, none of the
proposed modifications was able to reduce the
relatively high levels of emotional stress felt
by our students during the examination. Ex-
ams are a well-known source of stress and
OSCEs in particular are regarded as quite
stressful,12 although it has been suggested else-
where that an OSCE is less stressful to stu-
dents than previous examination experiences.10

It is unlikely that stress in our students was
caused by unfamiliar tasks or content included
in the various stations, because students
seemed to be comfortable with these aspects
of the examination from the time of the first
OSCE administration. On the other hand, it
is conceivable that student stress could be re-
lated to fears concerning possible failure, not-
withstanding the fact that the observed rates
of student failure were similar to those ex-
pected for the course. Student stress could also
originate from local cultural factors, since stu-
dents in this country tend to perceive assess-
ment procedures and tests as something aim-
ing only at “rewarding a few students and
punishing others”.13 Therefore, the introduc-
tion of a new examination may have been seen
as a rather threatening experience.

The difficulties on the part of students
in managing time during the work at the
OSCE stations could not be ascribed to ex-
cessively short lengths of time at stations,
since the time at each station was similar to
what has been recommended for the assess-
ment of very basic clinical skills.9,14 This kind
of difficulty persisted even with longer times
at stations and simpler tasks and a smaller
number of post-encounter questions, and
thus might be related to different factors, in-
cluding student immaturity and lack of spe-
cific training in time management skills. Lack
of practice at being examined in the OSCE
format might also have contributed to both
the dissatisfaction with the time available and
the perceptions of the OSCE as a highly

stressful examination. These negative feel-
ings might have been minimized by prior ad-
ministration of one or two mock (“dry run”)
examinations. However, this was thought to
be unfeasible because of number of factors,
including lack of time in the curriculum grid,
shortage of space in a very busy general hos-
pital and unavailability of faculty members
to prepare the examination.

The small number of faculty members
involved in exam preparation and application
seemed to be convinced that the proposed
OSCE was more accurate than traditional
methods previously utilized. Indeed, OSCEs
are regarded as a highly valid and reliable
method for the assessment of clinical skills.1-3

This is attested not only by the worldwide
spread of this examination model throughout
medical schools10,12 and residency programs,15-

17 but also by its use in high-stake examina-
tions such as those carried out by the Medical
Council of Canada18 and the ECFMG (Edu-
cational Commission for Foreign Medical
Graduates) of the United States.19

Nevertheless, some faculty members ex-
pressed the concern that the OSCE applied
in our department was insufficient for assess-
ing the integrated approach to patients, and
thus might represent a dissociation between
the general objectives of the undergraduate
curriculum and the assessment strategy. This
sort of discrepancy involving OSCE-based
assessment of clinical skills had already been
pointed out previously.20 A more comprehen-
sive approach could have been facilitated by
designing longer times spent at each station,
with the same sequence of tasks normally in-
volved in real clinical encounters (history-tak-
ing followed by physical examination and
clinical reasoning), as in the Clinical Perform-
ance Exercise21 or in the ECFMG Clinical
Skills Assessment.19 However, again, this
would be unfeasible given the shortage of time
and space available. On the other hand, the
tasks and content included in the exam, in-
volving focused history-taking and physical ex-
amination of cases that present with common
clinical conditions,7 were similar to the origi-
nal OSCE description4 and, moreover, con-
sistent with the more specific course objec-
tives, as an introduction. Accordingly, these
aspects of the examination were well accepted
by the examinees.

Our faculty members also acknowledged
the high educational value of the OSCE, as
feedback information that may potentially
lead to improvements in both student learn-
ing22 and clinical teaching.12 However, this was
limited in our case, since giving immediate

feedback to the students was not possible due
to the practical reasons already mentioned,
particularly the limited number of mornings
available for the assessment. It could be ar-
gued that feedback to students could be de-
livered using other means, such as group dis-
cussion on the days following the examina-
tion, or by posting commented individual re-
sults. Again, this was felt to be unattainable
on that occasion, due to lack of time in the
curriculum grid as well as the shortage of both
faculty member time and secretarial assistance.
Nevertheless, further refinements of exam
application in our institution allowed imme-
diate feedback to students to be delivered, and
proved that this resource is associated with
improved student satisfaction about being ex-
amined (author’s personal observations).

The impact of the OSCE results on clini-
cal teaching was also perceived to be limited,
since faculty members not directly involved in
preparing and running the exams did not re-
spond at all to written communication of the
results, nor were they able to attend meetings
for discussion of the educational meaning of
the observed results. This was ascribed to lack
of time and interest on the part of faculty mem-
bers deeply involved in clinical work and re-
search activities, which may reflect a shortage
of effective mechanisms for rewarding teach-
ing as much as other clinical and academic ac-
tivities.23,24 The scarcity of such mechanisms for
rewarding faculty member engagement in edu-
cational activities, such as the organization and
administration of more elaborate examinations,
may also have contributed towards building the
perception that planning and running an
OSCE is excessively time and effort-consum-
ing, which played a key role in the decision to
replacing this assessment model with a less com-
plex examination.

A more favorable attitude towards assess-
ment and educational innovations among fac-
ulty members might be expected if our institu-
tion were to have a regular faculty development
program. This would theoretically help faculty
members to acknowledge the benefits of a more
valid and reliable method for student assess-
ment and favor the fostering of an “evaluation
culture”.25 Indeed, the Brazilian system of
higher education is regarded as lacking in such
culture, since many teachers tend to perceive
assessment procedures only as a bureaucratic
means of deciding who, among the student
population, is going to pass or fail.13,25

Absence of favorable external factors may
also have contributed to the lack of a more
positive attitude among faculty members to-
wards assessment of students’ clinical compe-
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tence. Medical schools in this country are ac-
credited and regulated by the Ministry of Edu-
cation, which only very recently set a number
of general recommendations concerning the
objectives of undergraduate medical educa-
tion.26 These recommendations include an ex-
plicit list of core competencies that a medical
graduate should develop, but definitions of
predetermined standards for clinical skills per-
formance are still lacking, and the recommen-
dations concerning assessment are rather
vague.26 Furthermore, there is no explicit set of
requirements for the accreditation of medical
schools, and the performing of formal assess-
ments of students’ clinical competence using
accurate methods does not seem to have a sub-
stantial weight in the awarding of reaccredita-
tion to any given medical school. Therefore,
performing costly and laborious examinations
of clinical skills, although valid and reliable, does
not yet seem to make so much sense for many
teachers and course directors in this country.

The experience herein reported of intro-

ducing an OSCE in a traditional medical
school highlights some aspects of the man-
agement of change in a rather conservative
educational climate. Substantial changes in
assessment have previously been reported else-
where in the context of major curriculum re-
form, in countries where the educational cli-
mate seems to be more favorable.27-30 These
experiences almost invariably involved the
entire medical school and were conducted
under powerful leadership, with access to ad-
equate funding. In contrast, the present ini-
tiative originated from a small number of fac-
ulty members without any specific budget, but
with concerns about the low accuracy of stu-
dent assessment in an isolated course. Also,
the proposed small-scale change in the assess-
ment model did not represent a response to
student or faculty dissatisfaction, nor was it
implemented to comply with recommenda-
tions from authorities or institutions control-
ling undergraduate medical education.31 It is
therefore plausible that the absence of stronger

internal and external forces favoring educa-
tional improvement, together with the lim-
ited aspect of the change, may also have con-
tributed to the loss of the proposed OSCE.

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

CONCLUSIONS

The introduction of an OSCE into a tra-
ditional Brazilian medical school taught us
about the variety of factors that limited the uti-
lization of more objective, standardized meth-
ods for examining clinical skills and gave rise
to difficulties in the management of changes
in assessment methods. These factors not only
included practical aspects, especially in relation
to shortages of both human and material re-
sources and organizational difficulties, but also
local cultural factors and circumstances that
caused low student and faculty acceptance. Par-
ticularly, the absence of a more favorable edu-
cational climate was felt to be an important
limitation that precluded the permanent utili-
zation of the proposed examination.

1. Newble DI. Assessing clinical competence at the undergradu-

ate level. Med Educ 1992;26(6):504-11.

2. Lowry S. Assessment of students. BMJ 1993;306(6869):51-4.

3. Schuwirth LW, van der Vleuten CP. ABC of learning and teaching

in medicine: Written assessment. BMJ 2003;326(7390):643-5.

4. Harden RM, Stevenson M, Downie WW, Wilson GM. Assess-

ment of clinical competence using objective structured exami-

nation. Br Med J 1975;1(5955):447-51.

5. Harden RM, Gleeson FA. Assessment of clinical competence

using an objective structured clinical examination (OSCE). Med

Educ 1979;13(1):41-54.

6. Proceedings of the AAMC’S Consensus Conference in the Use

of Standardized Patients in the Teaching and Evaluation of Clini-

cal Skills. Washington, D. C., December 3-4, 1992. Acad Med

1993;68:437-83.

7. Troncon LEA, Foss NT, Voltarelli JC, et al. Avaliação de

habilidades clínicas por exame objetivo estruturado por estações,

com emprego de pacientes padronizados: uma aplicação no

Brasil. Rev Bras Educ Med 1996;20(2/3):53-60.

8. Troncon LEA. Restruturação curricular do curso médico na

Faculdade de Medicina da Universidade de São Paulo —

Ribeirão Preto. Rev Fac Ciências Médicas UNICAMP

2000;8(Edição Especial):33-7.

9. Newble D, Dawson B, Dauphinee D, et al. Guidelines for assess-

ing clinical competence. Teach Learn Med 1994;6(3):213-20.

10. Smee S. Skill based assessment. BMJ 2003;326(7391):703-6

11. Barrows HC. Simulated (standardized) patients and other hu-

man simulations. Health Sciences Consortium. North Caroline:

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

REFERENCES

Chapel Hill; 1987.

12. Van der Vleuten CPM, Scherpbier AJJA, Dolmans DHJM,

et al. Clerkship assessment assessed. Med Teach 2000;

22(6):592-600.

13. Krasilchik Avaliação do ensino. In: Anais do Encontro Avaliação

e Ensino; 1992. São Paulo; Feusp; 1992. p.6 - 11.

14. Shatzer JH, Darosa D, Colliver JA, et al. Station-length require-

ments for reliable performance-based examination scores. Acad

Med 1993;68(3):224-9.

15. Cohen R., Reznick RK, Taylor BR, et al. Reliability and valid-

ity of the objective structured clinical examination in assessing

surgical residents. Am J Surg 1990;160(3):302-5.

16. Sloan DA, Donnelly MB, Schwartz RW, et al. The use of objec-

tive structured clinical examination (OSCE) for evaluation and

instruction in graduate medical education. J Surg Res

1996;63(1):225-30.

17. Wilson BE. Performance-based assessment of internal medi-

cine interns: evaluation of baseline clinical and communication

skills. Acad Med 2002;77(11):1158.

18. Reznick RK, Blackmore D, Cohen R, et al. An objective struc-

tured clinical examination for the licentiate of the Medical Coun-

cil of Canada: from research to reality. Acad Med 1993;68 (10

Suppl):S4-6.

19. Ziv A, Ben-David MF, Sutnick AI, Gary NE. Lessons learned

from six years of international administration of the ECFMG’s

SP-based clinical skills assessment. Acad Med 1998;73(1):84-91.

20. Mavis BE, Henry RC, Ogle KS, Hoppe RB. The emperor’s new

clothes: the OSCE reassessed. Acad Med 1996;71(5):447-53.

21. Vu NV, Barrows HS, Marcy ML, Verhulst SJ, Colliver JA, Travis

T. Six years of comprehensive, clinical, performance-based as-

sessment using standardized patients at the Southern Illinois

University School of Medicine. Acad Med 1992;67(1):42-50.

22. Duffield KE, Spencer JA. A survey of medical students’ views

about the purposes and fairness of assessment. Med Educ

2002;36(9):879-86.

23. McMannus IC. How will medical education change? Lancet

1991;337(8756):1519-21.

24. Biggs JS, Price DA. Sustaining and rewarding clinical teaching.

Med Educ 1992;26(4):264-8.

25. Vianna HM. Avaliação educacional nos cadernos de pesquisa.

Cad Pesq São Paulo 1992;80:100-5.

26. Ministério da Educação. Conselho Nacional de Educação.

Diretrizes curriculares nacionais do curso de graduação em

Medicina. Disponível em: http://www.mec.gov.br/sesu/ftp/

pareceres/113301EnfMedNutr.doc. Acessado em 27/10/03.

27. Des Marchais JE. From traditional to problem-based curricu-

lum: how the switch was made at Sherbrooke, Canada. Lancet

1991;338(8761):234-7.

28. Lowry S. Making change happen. BMJ 1993;306(6873):320-2.

29. Krackov SK, Mennin SP. A story of change. Acad Med

1998;73(9 Suppl):S1-3.

30. Mennin SP, Kalishman S. Student assessment. Acad Med

1998;73(9 Suppl):S46-54.

31. van der Vleuten C. Improving medical education. BMJ

1993;306(6873):284-5.

Sao Paulo Med J 2004; 122(1):12-7.



São Paulo Medical Journal — Revista Paulista de Medicina 17

Avaliação de habilidades clínicas: limitações à in-
trodução de um exame clínico objetivo
estruturado (“OSCE”) em uma escola mé-
dica brasileira tradicional

CONTEXTO: A avaliação das habilidades clíni-
cas tem um papel central na educação médi-
ca, sendo importante o uso de métodos apro-
priados para esta finalidade. O exame clínico
objetivo estruturado (“OSCE”) constitui um
dos mais válidos, fidedignos e efetivos meios
de avaliação de habilidades clínicas.

OBJETIVOS: Descrever as percepções de estu-
dantes e professores frente à introdução de
um exame “OSCE” em uma escola médica
tradicional.

TIPO DE ESTUDO: Estudo descritivo,
semiquantitativo.

LOCAL: Faculdade de Medicina de Ribeirão Pre-
to, Universidade de São Paulo.

PARTICIPANTES: Um total de 258 estudantes
de Medicina que terminaram um curso so-
bre habilidades clínicas básicas e seis profes-
sores que se envolveram na administração da
“OSCE”.

PROCEDIMENTOS: Aplicou-se aos estudantes
um questionário estruturado para a medida
da sua percepção sobre vários aspectos do
exame. As opiniões dos professores foram
colhidas com outro questionário, cuja apli-
cação foi seguida por uma entrevista pessoal.

PRINCIPAIS MEDIDAS: Percentuais de estudan-
tes satisfeitos ou insatisfeitos com os vários as-
pectos do exame e opiniões globais positivas

ou negativas dos professores sobre a avaliação.
RESULTADOS: Os estudantes mostraram-se sa-

tisfeitos com os casos e as tarefas clínicas soli-
citadas, mas 48% deles criticaram aspectos
organizacionais do exame. Proporções substan-
ciais dos estudantes relataram dificuldades em
controlar o tempo (70%) e o estresse emocio-
nal (70%) durante o exame. O aperfeiçoamen-
to de vários aspectos do exame associou-se à
redução do percentual de estudantes insatis-
feitos com a sua organização (5%), mas as pro-
porções de estudantes relatando dificuldades
com o controle do tempo (40%) e do estresse
(75%) permaneceram inalteradas. Os profes-
sores reconheceram a acurácia do exame, mas
criticaram a sua limitação em prover avaliação
mais integral da abordagem do paciente. Hou-
ve, também, queixas de que o exame era con-
sideravelmente dispendioso em termos do tem-
po e do esforço necessários para a sua aplica-
ção. O impacto educacional do exame foi per-
cebido como sendo limitado, visto que outros
professores, não diretamente envolvidos com
a sua administração, não mostraram interesse
em discutir os seus resultados.

CONCLUSÕES: Junto com a falta de recursos e
a complexidade organizacional, particulari-
dades de ordem cultural e a ausência de um
ambiente educacional mais favorável podem
dificultar o aperfeiçoamento dos métodos de
avaliação nas escolas médicas tradicionais.

PALAVRAS-CHAVE: Estudantes de Medicina.
Educação médica. Avaliação educacional.
Ensino. Medicina. Faculdades de Medicina.
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