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Policy Forum

A Critical Review of Standardized Patient
Examinations as Part of the USMLE
The primary goals of the current medical licensing exams are to insure
clinical competence, but questions have been raised as to the efficiency of
these exams.
Hillary Johnson, PhD
Evidence that the poor communication skills of some older physicians contribute to medical malpractice lawsuits has
led some groups to advocate for standardized clinical skills testing of all graduating US medical students. A new
national exam for medical licensure plans to assess clinical skills using standardized patient exams. This is not an
evidence-based intervention, however, because it targets the wrong population, and its efficacy has not been
empirically validated.980s, an independent nonprofit corporation, the National Board of Medical Examiners (NBME),
developed a standardized patient exam for certification of international medical graduates (IMGs) who wished to
practice medicine in the United States. This was, in part, to prevent nonnative English speakers with poor
communication skills from practicing in the United States. The exam became a requirement for IMGs in 1998 and cost
$1200.
In recent years, the NBME has driven the call for a national exam assessing the clinical skills of US medical graduates
for the purpose of medical licensure. According to the NBME, "the test will protect patient safety. A large body of
literature has shown that poor communication skills and interpersonal and general clinical skills are related to a higher
incidence of malpractice suits, lower treatment compliance by patients, and decreased patient satisfaction" [1]. The
NBME and its sponsoring organization, the Federation of State Medical Boards (FSMB), jointly own and administer
the standardized examinations that states require for medical licensure, the USMLE. Together, these organizations will
begin requiring US medical school graduates to take the USMLE Step II CS (with a clinical skills component like that
formerly given to IMGs) at 1 of 5 testing centers for a fee of $950. The test's format is similar to the standardized
patient assessments currently being performed at most medical schools. It assesses competent data gathering,
interpersonal skills, and patient notes. Passing the USMLE Step II CS will be a necessary step for all medical students
in the class of 2005 and beyond to receive medical licensure.
The NBME's citation of the association of poor communication and interpersonal skills with a higher incidence of
malpractice suits is accurate in part. Those physicians who are sued most often are frequently sued for perceived lapses
in their communication skills or their perceived attitude rather than their proclivity for medical errors [2-5]. But the
NBME's claims that examining the clinical and communication skills of medical students in their final year will reduce
errors and improve physicians' communication skills and patient safety are based on speculation. There is strong
evidence that most poor outcomes in medicine are the result of systemic errors rather than an individual's errors [6-8].
When clinical incompetence is the root of the error, often the physician is impaired or has been practice for more than
10 years and failed to continue his or her clinical training [9]. Review of the American Medical Association(AMA)
MasterFile physician database indicates that not 1 physician had been sanctioned by a medical board for
communication skills within the first 5 years of clinical practice [10]. Finally, while there is data in the literature
regarding poor medical student and resident communication skills, there is no outcome data showing this exam will
effectively screen these candidates from the physician pool.
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In the process of medical licensing policy reform, medical student involvement is minimal to nonexistent. It is rare for
state medical licensing boards to entertain a medical student presence. Although medical students are the NBME's
largest customer base, they fill only 2 seats on the NBME's 80-member board. The 2 students are appointed by the
American Medical Student Association and the Student National Medical Association. The NBME convenes a
"reference group" once a year that may include broader representation from medical schools and student organizations.
Many past members of this group report, however, that their collective concerns have not been seriously addressed.
The NBME's plan to implement the USMLE Step II CS has undergone massive changes over the past 5 years. For
example, a few years ago, the NBME considered administering the exam in at least 45 medical schools rather than at
independent testing centers, and there were no known plans to require the exam for medical licensure. According to
the medical student liaisons to the NBME, the NBME disclosed in September 2001 that they were cutting back to 5
test sites and charging $1000 per student. In response, the students expressed concerns regarding equitable access to
test sites and the financial burdens related to fees and travel. According to a liaison from the AMA student section, the
NBME denied that the exam would be included in the USMLE Step II at a special meeting with the NBME in 2002
[13]. The student liaisons complained that the NBME's communication about the exam "has been inadequate" [14].
Frustrated, the AMA's Medical Student Section organized a grassroots campaign in 2002 encouraging medical
students to take up these concerns with their state medical licensing boards. This campaign became one of the many
driving forces shaping AMA policy regarding this exam.
Curricular enhancements for assessing clinical skills have received widespread support throughout medical education
[15]. However, some prominent organizations have expressed sincere concern regarding the implementation of the
USMLE Step II CS and its use for the purpose of medical licensure. The American Association for Medical Colleges
(AAMC) in 2002 called for a delay in the implementation of the exam until alternative funding sources could be
identified to alleviate the financial burden for students. Last year, the AMA declared that the assessment of clinical
skills is "best performed using a rigorous and consistent examination administered by the medical school" and "should
not be used in evaluation for licensure of graduates of LCME- and AOA-accredited medical schools" [16].
The AMA's concerns are 2-fold: (1) the USMLE Step II CS may not allow remediation before residency for medical
students who fail the test, and (2) the USMLE Step II CS should not be used for medical licensure because it does not
accomplish its stated goal—adequately protecting the public from harm. The NBME has failed to provide evidence
that their exam will improve clinical skills or patient safety beyond the level of current medical school-based
assessments [17-18]. Studies of the similar exam used for IMGs demonstrate that the test effectively assessed only the
use of spoken English [19]. For the sake of patient safety, the AMA argues that remediation for medical students with
clinical skill deficiencies is best accomplished before those students take on additional patient care responsibility.
Medical students who fail the exam may not have an opportunity for reexamination before starting residency. There is
limited capacity available at the 5 testing centers that will service both US graduates and IMGs. Students who must
repeat the exam may leave residency positions unfilled or take time away traveling to test centers, creating deficiencies
in training and patient care.
While the NBME and FSMB leadership have heard the AMA's concerns, they have not taken meaningful measures to
address them. The inability of the AMA, AAMC, and medical student groups to influence medical licensing reform
has raised fears that professional organizations dealing with medical education have lost their ability to self-regulate as
the pace of health care systemic change quickens. At the same time, the medical education system is under pressure to
adjust rapidly to these challenges as the public demands greater accountability for health care quality. The primary
goal of the formal evaluation of clinical skills throughout medical education is to augment clinical competence.
Implementing a national exam for medical licensure intended to assess clinical skills using standardized patients may
address the surface issues of communication skills and establishing patient rapport. Only reinforcing professional
behaviors and ethical decision-making throughout formal medical education, however, will realistically reduce the
number of physicians cited for licensure infractions.
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