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ABSTRACT
Purpose. To review the literature on the methods used
in writing case-specific checklists for studies of internal
medicine physicians’ performances that were assessed by
standardized patients.
Method. The authors searched Medline, Embase, Psychlit, and ERIC for articles in English published between
1966 and February 1998. The following search string was
used: ‘‘[(standardi* or simulat* or programm*) near (patient* or client* or consultati*)] and internal medicine.’’
The authors then searched the reference lists of papers
retrieved from the database searches, as well as those from
seven proceedings of the International Ottawa Conference on Medical Education and Assessment.
Results. The procedure yielded 29 relevant articles: database searches yielded 14 published reports dealing with
case-specific checklists, 11 articles were culled from the
reference lists of these papers, and the Ottawa Conference
proceedings yielded four articles. Only 12 articles reported
specifically on the development of checklists. In general,
there were three sources used for developing checklists:
panels of experts, the investigators themselves, and
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responses from expert physicians to written protocols. No
article indicated that researchers had relied exclusively on
data from the literature to compose their checklists. Only
three articles indicated that literature sources had informed their checklist development. All articles except
one relied on explicit criteria for the inclusion of items
on the checklists. In 21 of the 29 articles, the checklists
had been scored by SPs, but the scoring of specific items
on the checklists varied according to the purpose of the
SP–physician encounter. Only four of the articles made
the checklists available or indicated that the checklists
could be obtained from the authors.
Conclusion. The development of case-specific checklists for SP examinations of physicians’ performance has
received little attention. To judge the validity of studies
of physicians’ performances that use SPs, the development processes for the checklists need to be more fully
described to enable readers to evaluate the validity and
reliability of the studies.
Acad. Med. 2000;75:1130–1137.

New technologies, aging populations,
and the growing demand and increasing
costs for health care have all stimulated
interest in the assessment of the care
being provided to patients. Efforts to as-
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sess patients’ care have yielded direct
and indirect approaches to measuring
physicians’ performances.1 The indirect
assessment of physicians’ performances
involves the evaluation of physicians’
referral or prescribing behaviors, the review of morbidity or complication rates,
the review of medical records, and the
assessment of patients’ satisfaction rates.
Methods for direct assessment of physicians’ performance are the observation
of practice, using video or audio equip-
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ment, and the use of standardized patients (SPs), introduced to medical education by Barrows.2,3
In this literature review, we focus on
the direct assessment of physicians
through the use of standardized patients. In particular, we sought literature
describing the development of case-specific checklists for evaluating physicians’ performances in an SP assessment
encounter.
BACKGROUND
Standardized patients portray patients
in a standardized and consistent fashion
either in a formal examination setting
or when sent unannounced into clinical
practice to assess physicians’ performances.4,5 They can be asymptomatic,
they can have stable, abnormal findings
on physical examination, or they may
be able to simulate physical findings.6
The SP method has proven to be a
valid and reliable method to assess performance.6,7
After a physician encounter, SPs usually report the physician’s performance
on a checklist, which can be either generic or case-specific. Generic lists are
used to assess general skills (for example
the Arizona rating scale8), whereas casespecific checklists provide detailed information about the physician’s skills
with medical history taking, physical
examination, case management, and/or
communication. Case-specific checklists are developed specially for each
case and are tailored to the content of
the consultation. Generic lists can be
used for many different cases.
The information gathered from SP
checklists can be used for educational
purposes, as a needs-assessment tool
for developing appropriate continuing
medical education programs, or as a tool
for summative assessment. In either
case, the development of the checklist
should be appropriate to the intended
use of the data. For example, if checklists are to be used as an assessment tool
where decisions about accreditation

may be made, the scoring system needs
to be appropriately developed for each
checklist. The information on the
checklists must be reliable and valid
and carefully trained SPs must complete
checklists in a consistent way. There is
good evidence that the reliability of
checklists is sufficient.9,10 Validity, in
general, means that an instrument measures what it is supposed to measure,
and for case-specific checklists validity
means that the checklist reflects a physician’s performance. Checklist construction is, therefore, crucial to the validity and reliability of an SP’s assessment
of a physician’s performance. In order
for readers to effectively evaluate the
validity of a checklist used in an SP encounter, it is important that they be
told who developed the checklist, what
procedures were followed, and the order
and content of the checklist’s items.
This paper presents a review of the
literature on the methods used in writing case-specific checklists for studies of
internal medicine physicians’ performances that were assessed using SPs.
We focused primarily on validity aspects, such as who developed the
checklist; which development procedure was used; whether or not the development process was based on data
from the literature or on data resulting
from consensus procedures; what scoring system was used; and, finally,
whether or not the checklist was published. Many studies of SPs have taken
place in undergraduate settings. Given
the focus of our recent project to investigate the performances of rheumatologists in real practice using unannounced SP visits, we reviewed only
studies with SPs in internal medicine
postgraduate settings.
METHOD
We searched Medline, Embase, Psychlit, and ERIC for articles in English
published between 1966 and February
1998 by using the following string of
search terms: ‘‘[(standardi* or simulat*

or programm*) near (patient* or client* or consultati*)] and internal medicine.’’ We then searched the reference
lists of the retrieved papers and all
seven proceedings from the International Ottawa Conference on Medical
Education and Assessment. For this review we selected only articles that assessed physicians’ performances through
the use of case-specific checklists.
We structured the review using the
following questions:
䡲

䡲

䡲

䡲

䡲

䡲

Is the process of developing the
checklist described?
If yes,
a. Which procedure was used?
b. How many and what kind of
people (experts, lay people, etc.)
were involved in this process?
Was the development of the checklist
based on literature, consensus, or
both?
Was the checklist based on explicit
criteria?
How were results reported and, if applicable, how was the scoring system
developed?
Did standardized patients score the
checklist?
Is the full checklist published or otherwise available?
RESULTS

The literature search yielded 14 papers
dealing with case-specific checklists in
studies with standardized patients assessing physicians’ performances. In addition, we found 11 articles in the reference lists of these papers. The seven
proceedings of the Ottawa Conference
on Medical Education and Assessment
provided four additional studies. The
results for all 29 papers are summarized
alphabetically by author in Table 1. The
results that follow are organized by research question.
Descriptions of checklist development. Of the 29 articles, only 12 reported the procedure of the checklist’s
development. Checklists were devel-
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Table 1
Characteristics of Developing Checklists for 29 Articles Retrieved from a Review of the Literature on Standardized Patients’ Assessments of Internal Medicine
Physicians’ Performances

Reference

Checklist
Development
Described?
Yes/No

Developers/Development

Use of Literature
and/or Consensus

Use of
Explicit
Criteria
Yes/No

Results and
Scoring System

Scored
by
SPs?
Yes/No

Checklist
Published or
Available?
Yes/No
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Boudreau, 199411

Yes

Expert panel of four senior
respiratory specialists

Consensus

Yes

Items assessed on relative importance, 100
points were assigned for each case (SPs
scored for satisfaction, expectations, confidence)

Yes

Yes, with
article

Bowman, 199222

No

Not reported

Literature

Yes

% of items obtained

Yes

No

Blackwell, 198537

No

One faculty member developed checklist

Faculty members

Yes

Different scoring methods:
Interviewing skills: poor, satisfactory, excellent (0, 1, 3 points)
Data collection: % of information obtained
divided by total information available
Physical: not done, done incorrectly, done
correctly (0, 1, 3); if all important items
are identified: 100%
Maximum points for single correct diagnosis

Yes

Yes, with
article

Calhoun, 198712

Yes

Panel of three internal
medicine staff developed
checklist for pertinent
medical data

Not reported

Yes

Panel identified items critical for diagnosis
and critical psychosocial items; score is
total number of items

Yes

No

Carney, 199323

No

Not reported

Literature and content from
a previous continuing
medical education program

Yes

% of items obtained

Yes

No

Carney, 199524

No

Not reported

Literature and content from
a previous continuing
medical education program

Yes

% of items obtained

Yes

No

Curtis, 199427

No

Not reported

Not reported

Yes

% of items obtained

Yes

No

Curtis, 199528

No

Not reported

Not reported

Yes

% of items obtained

Yes

No
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No

No

No

No

Yes

Yes

Lloyd, 198725

Mangione, 199435

McLeod, 199734

Norman, 19827

Norman, 198521

Yes

Gordon, 198913

Klass, 198733

No

Gonzalez-Willis, 199030

Yes

Yes

Day, 199319

Gordon, 199214

No

Curtis, 199529

Specialist developed protocol and showed protocol
to internists

Four specialists and two
family physicians completed a structured medical record and indicated
findings as essential,
helpful, or irrelevant

Not reported

Not reported

Not reported

Not reported

Expert panel of two family
physicians, two internists, and two housestaff
developed criteria for
each case

Expert panel of two family
physicians, two internists, and two housestaff
developed criteria for
each case

Not reported

One project physician generated the checklist,
which was validated by
two outside physicians

Not reported

Criterion group as reference
for standard

Not reported

Not reported

Not reported

Not reported

Not reported

Literature formed basis, with
final consensus by the
panel

Literature formed basis, with
final consensus by the
panel

Not reported

Not reported

Not reported

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

Data gathered; history and physical; significant and critical significant items obtained
Diagnosis and management: aggregate
scores

History and physical examination items:
count of items performed; count of essential, helpful or irrelevant items performed
Aggregate score; efficiency, proficiency, and
thoroughness score

Not reported; cost of visit per case were calculated

% of skills correctly performed

Graded for a number of observations on a 4point scale
Overall performance on a 3-point scale
In all scorings weights were assigned to
items or cases or parts

Not reported

Essential items as minimal performance level
% of items obtained

Essential items as minimum performance
level
% of items obtained

% of items obtained

% of items obtained

% of items obtained

No

No

No

Yes, available
on request

No

No

No

No

No

No

No

Continued on next page

No

No

Yes

Yes

No

Yes

No

No

Yes

Yes

Yes
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Table 1 (Continued)
Checklist
Development
Described?
Yes/No

Reference

Developers/Development

Use of Literature
and/or Consensus

Use of
Explicit
Criteria
Yes/No

Results and
Scoring System

Scored
by
SPs?
Yes/No

Checklist
Published or
Available?
Yes/No
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Petrusa, 199036

No

Not reported

Not reported

Yes

One author (faculty) provided scoring protocol. Complete and partially correct answers; scoring maximum = 100% per examination (case). Total score = average of
17 examination scores

Yes

No

Russel, 199131

No

Not reported

Not reported

Yes

% of physicians performing a certain task

Yes

No

Russel, 199232

No

Not reported

Not reported

Yes

% of physicians performing a certain task

Yes

No

Stimmel, 199638

No

Not reported

Not reported

Yes

Not reported

Yes

No

15

Stillman, 1986

Yes

Study committee members
defined protocol, described key findings and
maneuvers, etc.

Consensus among study
committee members

Yes

History and physical examination: % of items
obtained
Weighted item score
Critical item score
Diagnostic aggregate score, thoroughness
score

Yes

No

Stillman, 199116

Yes

Study committee members
defined protocol, described key findings and
maneuvers, etc.

Consensus among study
committee members

Yes

History and physical examination: % of items
obtained
Weighted item score
Critical item score
Diagnostic aggregate score, thoroughness
score

Yes

Yes

Tamblyn, 199717

Yes

Consensus panel of eight
academically affiliated
physicians

Consensus by panel (based
on recommendations just
published in literature)

Yes

The panel enumerated and classified drug
management decisions into categories: optimal, acceptable, suboptimal, and unsafe;
they identified contraindications to NSAID
therapy that should be assessed
% of actions performed

Yes

No

Wenrich, 199520

Yes

Investigators developed
protocol and checklist,
reviewed by larger group
of investigators

Not reported

Yes

% of items obtained

Yes

No

No

Not reported

Not reported

Yes

% of items obtained

Yes

No

Yes

Expert panel of three faculty internists used a
modified Delphi method

Not reported

Yes

Expert panel identified critical items; reported
% of items obtained, % of critical items
obtained

Yes

No

Wolf, 199526
18

Woolliscroft, 1989

oped in three ways: by panels of experts,
by the study investigators, and by the
review of findings after the SP encounter protocol had been sent to a group of
expert physicians.
In seven studies11–18 a panel developed the case-specific checklists and indicated important items. For example,
Boudreau et al.,11 in their assessment of
consultative skills in respiratory medicine, arranged four SP encounters for 22
physicians. For all cases, an expert panel
consisting of four senior university respiratory specialists had identified specific criteria with respect to the quality
of the consultation. The expert panel,
working by consensus, also assessed
each item on the checklist for its relative importance. Using a similar approach, Gordon14 published a study in
which the performances of interns were
assessed with the use of three unannounced SPs. An expert panel of two
family physicians, two internists, and
two housestaff was used to obtain criteria for these cases. First, the panel had
to modify a checklist that was developed by the investigators. Then the
members met to review the responses,
made individual modifications, and met
again to reach consensus on each case.
The second procedure that we encountered entailed investigators’ developing the checklists themselves. The
investigators then presented the checklists to other physicians or investigators
for validation.19–21
The third procedure was reported by
Norman.7 A written protocol for each
case was sent to a group of expert physicians, who were asked to make a differential diagnosis, propose investigations and management options, and list
all essential findings. The checklist was
then developed based on the expert
physicians’ responses to the protocol.
Use of literature or consensus in
checklist development. None of the
studies reported that researchers had relied exclusively on data from the literature to compose their checklists. A total of 16 articles did not describe the

development process, but three of
these22–24 did indicate that literature
sources had been used to develop the
checklists. Carney23,24 used the content
of a continuing medical education program in addition to information obtained from the literature as a source for
the checklists.
Use of explicit criteria for checklist
development. With one exception,25 all
articles reported using explicit criteria
for the inclusion of items on their
checklists.
Results and scoring systems. All 29
articles reported in detail on the scoring
or registration of the encounter between the SP and the physician, but the
actual scoring or classification of results
varied considerably. Most authors provided only an overview of the physicians’ performances. They did not compare these performances with a standard, nor did they describe a scoring system. Fourteen studies18–20,22–24,26–33 reported the frequencies of items or points
obtained. Klass33 also reported results as
percentages of items obtained from the
maximum, and mentioned but did not
elaborate on the application of a
weighting system.
Most studies that assigned different
weights to different aspects of the SP–
physician encounter did so in one of
three ways. First, some studies identified
critical items, for example items deemed
important to establish a diagnosis, and
weighted them more highly.12–15,18,21
Second, some studies used the classification of items in four categories (essential, important, indicated, and noncontributory) with corresponding numeric weights (3, 2, 1, and 0).7,11,15–17,34
Third, some studies distributed different
scores to partially correct and completely correct answers.25,35–37 Two studies used their own methods to develop
scores. Norman21 used the performances
in a criterion group as a reference standard. Stillman15 performed a study of
336 internal medicine residents. For its
scoring, the percentage of checklist
items completed was calculated and an

overall score was created by averaging
scores from different cases while correcting for differences between cases.15
Use of standardized patients to score
the checklist. In 21 of the 29 articles,
the standardized patients scored the
checklists.12,15–20,22–24,26–38 In the remaining eight articles, either observers
scored the checklists or the authors did
not provide sufficient information to
determine who did the scoring.
Publication of checklists. Checklists
were published or made available by the
authors in only four articles.11,16,35,37
DISCUSSION
In our review of the literature concerning the development of checklists in
studies where SPs were used to assess
physicians, we found 29 articles that
met our selection criteria. Some articles
appeared to report different aspects of
the same study, but because we could
not ascertain whether this was actually
the case, we included all articles as separate studies.
Based on our review of the literature,
we found that only a limited number of
articles, 12 of the 29 (41%), reported
the process of checklist development.
Reports that did describe checklist development differed depending on the
aims of the assessment. Standardized patient encounters can be used as an educational or needs-assessment tool, or as
a summative way to assess the performances of interns, residents, fellows, or
specialists. When SP encounters are
used as a summative instrument with
possible implications regarding accreditation for participating physicians, our
opinion is that stricter rules should be
applied to the development of the
checklist than would be required if the
instrument were to be used for formative assessment or needs assessment.
The validity of case-specific checklists
used for both educational and summative goals has been demonstrated in undergraduate medicine. With the use of
SPs in the formal assessment of physi-
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cian’s performances, it is preferable to
use evidence-based performance standards. However, since only a few evidence-based performance criteria are
currently available, these performance
criteria have to be defined in other
ways, such as with consensus procedures. In the literature we reviewed, one
study used a modified Delphi process to
reach consensus8 and three articles11,13,14
reported a procedure that comes close
to a nominal group procedure.39,40 Some
reports indicated that case-specific
checklists were developed by a team of
experts, but the exact procedure was
not reported. Our study suggests that
too few researchers are describing the
methods they have used to reach consensus, even when a rather pragmatic
approach is used, and as a result readers
are unable to draw conclusions about
the validity of the checklists.
Further, our review of the literature
found that, while some studies had
based the contents of their checklists on
literature data, in most cases it was not
clear what literature source had been
used. When checklists are based on data
from the literature, it is preferable to use
evidence-based data. However, these
data are scarce, which, again, suggests
that procedures are needed to reach
consensus on the cases. These procedures must be explained to enable the
reader to estimate the value of the assessment and its results. Unfortunately,
few authors described this development
process and too many of them did not
mention it at all.
Scoring systems were described in the
literature we reviewed. When the purpose of the assessment is to evaluate
physicians’ performances, reporting the
‘‘percentage found’’ may be a sufficient
scoring system. In SP encounters with
other purposes, however, some aspects
of the encounter between physician and
SP are more important than others, and
the checklist should take into account
these differences in significance. We
found several different scoring methods
that weighted for significance through
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the classification of items, the identification of critical items, and the distribution of points for partially and completely correct answers. In general,
these weights were assigned by means of
the consensus procedure.
Our review indicates that, although
many people have struggled with the
development of these lists, the use and
development of case-specific checklists
for SP encounters have so far received
little attention in the published literature. We found only 29 papers on SPs
in postgraduate internal medicine settings; only 40% of them described the
development of the checklists in any
way, and the details varied widely. To
judge the validity of studies with SPs,
we believe that it is essential that the
development process of these lists be
described in the literature for both postgraduate and undergraduate settings.
The publication of checklists should be
encouraged. We hope that this review
will stimulate careful consideration of
the validity aspects of checklists as well
as encourage researchers to describe the
applied procedures in their papers on
this topic. Such descriptions will help
us further in developing reliable and
valid instruments to measure physicians’
clinical performances.
This project was supported by the Dutch Arthritis
Association.
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