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Purpose: Objective structured clinical exam-

inations (OSCEs) use standardized patients

(SPs) to teach and evaluate medical students’

skills. Few studies describe using OSCEs for

cultural competence education, now a Liaison

Committee on Medical Education accredita-

tion standard for medical schools. We de-

signed an OSCE station emphasizing cross-

cultural communication skills (ccOSCE) and

interviewed students to better understand and

improve upon this tool.

Method: Two investigators conducted semi-

structured interviews with 22 second-year

Harvard medical students who completed the

ccOSCE. Three investigators coded and ana-

lyzed the interview transcripts by using qual-

itative methods to explore students’ perspec-

tives on the station and its focus on cultural

competence.

Results: Themes that emerged pertinent to

design and implementation of the station were

grouped into four categories: learning goals,

logistical issues, faculty feedback, and SPs.

Students were positive about the overall

experience. They appreciated the practical

focus on nonadherence. Some found the

learning goals complex, and others felt the

format promoted stereotypes. Logistical issues

included concerns about marginalizing cross-

cultural care by creating a separate station.

Faculty feedback was helpful when specific

about sociocultural issues students did or did

not explore well. Students found SPs realistic

but inconsistent in how easily they revealed

information.

Conclusion: Designing a ccOSCE experience

is challenging but feasible. Students’ perspec-

tives highlight a tension between presenting

cultural competence in a dedicated station

(potentially marginalizing the topic and pro-

moting stereotypes) and spreading it across

stations (limiting opportunity for focused

teaching). Learning goals should be clear,

concise, and effectively communicated to

faculty and SPs so their feedback can be

standardized and specific. (Ethn Dis.

2007;17:344–350)

BACKGROUND

Teaching medical students to pro-

vide high-quality care to every patient

in a country as socially and culturally

diverse as the United States is challeng-
ing and essential. The Liaison Com-

mittee on Medical Education recently

added cultural competence as a standard

for accrediting medical schools.1 Edu-

cators have responded by developing

new cross-cultural experiences for stu-
dents mostly designed to shape atti-

tudes and develop knowledge. Fewer

have focused on teaching and evaluat-

ing cross-cultural communication

skills.

Objective structured clinical exami-

nation (OSCE) is considered the refer-

ence standard for evaluating skills in

areas such as history-taking, general

communication, substance abuse, and
palliative care.2–3 It has become a widely

used tool in medical education both for

teaching and evaluation and is now part

of the national board examination.4–5

Despite much literature on the teaching
of cultural competence in general,6–10

information about using OSCEs for

cultural competence evaluation and

training is mostly anecdotal with few

published studies.11,12 We are aware of
no research that describes the perspec-
tives of medical students on such an
experience.

We designed a cultural competence
OSCE station (ccOSCE) for second-
year students at Harvard Medical
School (HMS) as part of Patient-Doctor
II, a required course on medical inter-
viewing, communication, and clinical
examination. We conducted in-depth
interviews with students who had re-
cently completed the ccOSCE to collect
detailed feedback and reflections about
the experience. We felt that standard
survey methods would have missed the
rich, nuanced responses (both positive
and negative) that we anticipated this
experience would generate. Our goal
was to explore experience of students
who participated in the ccOSCE, obtain
feedback on the content and implemen-
tation of the station, and assess the
strengths and challenges of using OSCE
to teach cross-cultural care.
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The Cultural Competence
OSCE at Harvard
Medical School

Toward the end of the year-long

Patient-Doctor II course, all second-

year students engage in an intensive

OSCE experience composed of seven

20-minute stations focusing on history-

taking and physical exam skills. In 2003

we (DH, JB, AG, and Margaret Hin-

richs) developed a new OSCE station

that emphasized cross-cultural commu-

nication based on a real case of a 56-

year-old Dominican woman with poor-

ly controlled hypertension. We chose

this case because it represented a com-

mon clinical scenario involving many

challenging sociocultural issues but with

lessons relevant to patient care in

general. Appendix 1 describes the case

and the logistics of the station.

The goal of the station is for

students to determine the reason for

the patient’s poor blood pressure con-

trol (medication nonadherence) and to

explore various sociocultural factors

underlying this nonadherence (different

understanding of hypertension, reliance

on herbal remedies, etc).13 Students

receive several sessions that focus on

these issues in the preclinical years; these

sessions highlight a patient-based ap-

proach to cross-cultural care.7 This

approach deemphasizes culture-specific

information, which can lead to stereo-

typic thinking. Instead it focuses on the

types of social and cultural issues that

commonly arise in cross-cultural inter-

actions7,9,13 (eg, language barriers, dif-

ferent health beliefs and communication

styles, mistrust, and financial barriers).

The station serves as both a teaching

experience and an assessment of stu-

dents cross-cultural history-taking and

communication skills. While the OSCE

does not directly affect their grade,

students perceive it as a ‘‘high stakes’’

examination. The evaluation involves

checklists completed by both faculty

observers and standardized patients

(SPs). The faculty checklist assesses

whether or not students asked specified

questions and elicited essential informa-
tion from a medical and cross-cultural
perspective. The SP checklist assesses
various aspects of communication and
rapport-building (1 to 5 rating).

At the beginning of the station
students receive written instructions for
the station (Appendix 1). They are not
told that this particular station empha-
sizes cultural competence; however, they
do know that cultural competence could
be assessed as part of the overall OSCE.
We expected students to explore the
patient’s persistent hypertension, symp-
toms, and medications and ask ques-
tions based on the patient-based ap-
proach to culturally competent care. By
integrating the medical and cross-cul-
tural issues and not labeling this as
a ‘‘cultural competence station,’’ we
hoped to avoid marginalizing the topic.

We recruited 12 Latina, bilingual
SPs to play the role of Mrs. Bonilla. We
trained SPs to provide information
about sociocultural issues and medica-
tion nonadherence when students asked
appropriate, open-ended questions. Im-
mediately prior to the OSCE we met
with SPs and faculty to review the case
and answer questions. We also held an
instructional session for the 22 desig-
nated faculty preceptors.

METHODS

Recruitment and Sample
We recruited a convenience sample

of 22 second-year medical students via
email invitations sent to the entire class
(166 students) offering a $10 gift
certificate for participation. All students
had participated in the cultural compe-
tence OSCE station within the previous
four weeks as part of a half-day OSCE
experience held in March 2004.

Interview Process
Two of the authors (AG, EM)

conducted one-on-one, semistructured,
20- to 30-minute interviews in private
rooms at the medical school. The

interview guide (Appendix 2) elicited

students’ perspectives on learning goals,

take-home points, challenges, logistics

of the station, faculty and SP feedback,

case content, and suggestions for im-

provement. The interviewers explained

the procedures and goals of the study,

including confidentiality of responses,

and obtained verbal consent. The pro-

tocol was approved by the Harvard

Medical School Human Subjects Re-

search Committee.

Data Analysis
All interviews were audiotaped and

transcribed verbatim. Content and the-

matic analysis was used to identify and

code frequently expressed ideas and

responses.14,15 Two principal investiga-

tors (AG, EM) and a research assistant

(RW) used a random subset of five

transcripts to develop a provisional list

of types of comments that emerged

from the interviews. They reviewed and

coded each transcript individually ac-

cording to this list. The three coders

met to review coding and emerging

patterns, and any differences in coding

were discussed until discrepancies were

resolved. Additional codes were added

as they emerged, and the range of

responses was confirmed through an

iterative process of multiple reviews of

the transcripts. After review of half of

the transcripts, few new codes emerged,

which suggested content saturation was

achieved.

For this particular analysis, we

reviewed codes that referred specifically

to the design and implementation of the

ccOSCE. We generated themes on the

basis of frequency and patterns of

comments. Themes reflecting students’

perspectives were grouped into cate-

gories pertinent to ccOSCE design and

implementation, specifically organizing

student comments into four areas –

learning goals, logistics, faculty feed-

back, and SP feedback. Additional

comments that did not refer to design

and implementation (eg, general cri-

tiques of cross-cultural education) were
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not included in the analysis for this

paper.

RESULTS

Table 1 shows demographic charac-

teristics of the 22 second-year medical

students interviewed. We analyzed all

interview transcripts, focusing on in-

formation that shed light on the process

of designing and implementing a cultur-

al competence OSCE station. We

organized students’ comments into four

categories of themes: 1) the learning

goals and content of the station; 2) the

logistics of the station; 3) the role of the

faculty observer; and 4) the role of the

standardized patient (SP). Most stu-

dents thought that the cultural compe-

tence OSCE was a positive experience.

‘‘I thought that was an incredible

experience, because I’ve never had to

say those kind of things before, and

just to hear the words coming out of

your mouth…just going through the

motions of saying something, then

feeling how the sentence is formed

when you’re talking with someone.

It’s a great exercise.’’

Learning Goals and Content of
the Station

Most students identified at least one

of the major learning goals of the

station. Table 2 lists the learning goals

as we had intended, compared to how

these were perceived by the students.

While these are similar in the aggregate,

some students were confused. Uncer-

tainty about the learning goals of the

station emerged as a key theme. Some-

times the faculty preceptors contributed

to the confusion.

‘‘So before going in, I think that the

point of the case would have been to

figure out everything that might be

potentially leading to medication

non-compliance, and therefore, out

of control hypertension. But after

going through the station and inter-

acting with a preceptor…it was a little

unclear what the point was.’’

A few students thought the com-

plexity of the case was confusing. Two

others thought that as second-year

students, they were not yet ready to

integrate cultural competency with

a standard medical workup. However,

Table 1. Characteristics of study participants vs the overall class

Student Sample Description
Total participants

n522 (%)
Total in class
N5166 (%)

Sex

Female 14 (64) 90 (54)
Male 8 (36) 76 (46)

Race/Ethnicity

White/Caucasian 10 (45) 71 (43)
Black and Hispanic 5 (23)* 42 (25)
Asian American 7 (32) 3 48 (29)
Other 0 (0) 5 (3)

Students’ Self-Rating

Students who reported ‘doing well’ on the station 6 (27) —
Students who reported feeling challenged by the station 13 (59) —
Students who reported doing poorly or ‘‘failing’’ the

station
3 (14) —

* 2 African American, 2 Latino, 1 Haitian.
3 4 East Asian, 3 South Asian.

Table 2. Cultural competence OSCE learning goals

Intended Learning Goals Student Perceived Learning Goals

Elicit a complete and concise history in a patient presenting for a
blood pressure check

Make sure patients understand their diagnosis and medications

Identify nonadherence as a central problem which can affect clinical
outcomes

Take a step back and realize there is more than just a diagnosis when caring
for a patient

Demonstrate a framework for approaching non-adherence with a
particular focus on key cross-cultural and social issues:

Understand why patients may not take their medications

-illness beliefs
-misunderstanding of their disease

-complementary/alternative medicine use
-side effects

-low literacy
-low literacy

-financial barriers
-financial barriers
-language barriers

Understand patients’ use of complementary/alternative medicines
Communicate effectively with patients of different cultural

backgrounds
Establish rapport with someone not from your culture

Present cross-cultural issues orally Keep an open mind
Sensitivity to cultural issues
OK to explore sensitive topics with patients
Find out whether a patient trusts doctors and the medical community
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some students found the station
straightforward.

‘‘I thought it was really good. You
didn’t so much need a complicated
case…It was pretty straightforward,
which I think I like.’’

The realism of the station was
another key theme. Several students
commented that the content of the case
itself – a patient with a ‘‘silent’’ chronic
condition (hypertension) who was non-
adherent to medical therapy – was
a realistic and common scenario.

‘‘I think it was realistic. There’s a lot of
patients who don’t comply with their
meds and for a lot of reasons.’’

Some students related the case
content to situations that they had
experienced with patients or with their
own family. Another theme was concern
about stereotyping. Some students were
concerned that the content of the case
could lead to stereotypic thinking about
Latino patients.

‘‘I questioned what the message of the
station was. …If you see a Latino
patient, are they not supposed to take
their medicines, you see what I mean?
Like, is that an assumption we’re being
trained to make?’’

Logistics of the Station
Students were candid about the

logistical aspects of the station they
found problematic. Several comments
centered around a key theme of unclear
expectations. Some students were un-
sure whether or not to counsel the
patient once they found out the reasons
for her nonadherence.

‘‘I guess I didn’t feel like I could pretend
to be her doctor and give her advice,
because in a real life situation, as
a medical student, I wouldn’t be the
one telling her what to do with her
medications.’’

While we hoped students would
integrate patient-based cross-cultural
interviewing into their standard medical

history, we did not expect them to
advise patients or negotiate, which are
more advanced skills. Others under-
stood that they were not supposed to
give advice but felt that this put them in
an awkward position.

‘‘…then don’t add the part about ‘don’t
counsel’ because part of finding out why
people do things is also partially
counseling them.’’

Another important key theme was
the separateness of this station from the
other stations, noted by almost all
students. Most said they knew it was
the cultural competency station. Rea-
sons they gave included the more
detailed instruction sheet, Spanish
name, and the fact that the actor was
Latina with an accent. We tried to avoid
this by framing it as an exercise to
explore the reasons for the patient’s
poorly controlled hypertension. We did
not label the station as a cultural
competence station, but we did advise
students that cultural competence
would be assessed in the overall OSCE
program. Students voiced different per-
spectives on the separateness of the
station and its focus on cultural com-
petence. Several were adamantly against
it.

‘‘I think kind of in some ways it
marginalizes the topic because you
know that there’s going to be one
cultural competence station…’’

However, some appreciated the
change from the other stations.

‘‘And so you have to kind of take a step
back and you’re forced to think out of
the high pressure OSCE. You take a step
back and figure there’s more than just
the diagnosis when you’re dealing with
a patient. That was really interesting.’’

Some were not sure what to make of
this.

‘‘I definitely knew. I don’t know
whether it’s actually good or bad.’’

Two students were concerned that
the station was perceived by some as

a ‘‘trick case.’’ Several would have
preferred it to be less obvious and more
similar to the other stations that
addressed more conventional biomedi-
cal topics, especially since the ‘‘separate-
ness’’ of this station could contribute to
stereotyping.

‘‘So maybe if it was just more integrated
that this might be any patient you see
on any day, you know, and like it’s just
a situation that you walk into.’’

Others recommended that cultural
competence issues be integrated into the
other stations rather than consolidated
into one case.

Students made several other com-
ments about the logistics. Some said the
oral presentation part seemed awkward
and they were unprepared to present
cases this way. Two commented that
a practice session beforehand would
have been helpful for dealing with
cultural competency issues. One called
for interactive debriefing sessions after-
wards, beyond the large group session
that now takes place. Some students
would have preferred conducting the
interview in Spanish. A few felt that the
time constraints were particularly chal-
lenging for this case.

Role of the Faculty Observer
Students’ comments about the 5-

minute faculty feedback part of the
OSCE ranged widely. Many felt the
feedback was very helpful.

‘‘It was great…I feel like this station is
where you got the most feedback and he
touched on the issues you were supposed
to think about, like literacy, finances,
insurance, and other issues. He went
over that, and if you didn’t get that,
how you could get to it. He was really
helpful in saying when you encounter
a patient like this, this is the framework
you should think about.’’

A key theme emerged around use-
fulness of specific feedback (rather than
general), especially when addressing
things that students did well or could
have done better.
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‘‘He really taught me some things. He
asked me what I was thinking and how
did you come to this conclusion? Where
were you heading with this? So I
thought that was really good.’’

Some students commented that feed-
back was particularly helpful when
faculty prompted them to go over their
thought process.

‘‘It was kind of positive, but I don’t
remember taking anything away from
it that was more like constructive
criticism.’’

Some students were less enthusiastic,
especially when feedback was perceived
as non-specific.

Other students had negative percep-
tions of the faculty feedback. A theme
here was that faculty members tended to
focus on medical rather than sociocul-
tural issues. It seemed that in some of
these interactions neither the faculty nor
the students were clear about how much
relative emphasis to give to these issues.

Role of the Standardized Patient
Almost all students highlighted

a theme that the SPs were very realistic
as patients.

‘‘The patient I thought was very
convincing, and did a wonderful job.
I’m not even sure until this day. Was
that patient an actor? That answers
your question.’’

However, students had mixed opinions
about the challenge of obtaining in-
formation from SPs, and this sometimes
felt artificial. Some students felt that the
SPs tended to give up information too
easily.

‘‘Yeah. It was sort of pre-fed, so it was
simpler than it probably would have
been in a real world situation.’’

Others had the exact opposite impres-
sion.

‘‘The good thing about it was that she
didn’t try to help you that much. She
wasn’t talking a lot. You actually have
to ask her the right questions.’’

Students raised a key theme of
variability among SPs in how they
responded to different students.

‘‘I do know that between the different
people who did it, there was variation.
She responded to my questions more
than she responded to other peoples’
questions.’’

While SPs do vary, this may also
reflect students’ lack of awareness of the
instructions to SPs to reveal more
information when asked open-ended
questions and less when asked closed-
ended questions. Students’ impressions
of the 1-minute feedback from the SPs
also varied. One student felt the SP
helped her to realize the importance of
speaking in clear, basic terms.

‘‘The SP advised that even those
questions that I thought were basic still
need to be really, really basic and very
clear. That was useful and that was
something that I’ll definitely take
away.’’

Another learned that it was appropriate
to ask sensitive questions.

‘‘I learned from her that she didn’t
mind being asked about money or
insurance or immigration status.’’

Two students said the SP gave good
feedback on what questions should have
been asked and how to ask them.
However, several students had neutral
or negative comments about the SP
feedback. This often focused on the idea
that feedback was vaguely complimen-
tary without providing specifics.

‘‘Um, it was fine. It was pretty, just
pretty general, you know, like ‘you
made me feel comfortable’ - that sort of
thing.’’

CONCLUSION

Teaching and evaluating cultural
competency skills are essential and
challenging aspects of medical educa-
tion. This study provides some valuable

lessons about the design and implemen-
tation of a cultural competence OSCE
station. While we were pleased with the
enthusiasm that most students expressed
about the experience overall, we learned
the most from their honest critique of
the process.

We found that OSCE can be
a powerful teaching tool for cultural
competence education if used strategi-
cally. Students appreciated the focus on
a common clinical challenge (non-
adherence) in a cross-cultural context,
the realistic SPs, and the opportunity to
practice thinking broadly about patient
care. However, several students voiced
confusion with the complexity of the
exercise, lack of clarity in the instruc-
tions, and feedback from faculty (eg,
how much to focus on the medical
issues versus sociocultural issues). A key
lesson we learned was to avoid in-
corporating numerous cross-cultural is-
sues into a single station. We recognized
that standardized patients need careful
training on when and how to disclose
information about issues such as non-
adherence, health beliefs, complemen-
tary/alternative practices, and literacy.
We also learned that, unlike many
standard OSCE stations, faculty should
be adequately trained or experienced in
cross-cultural communication to make
this a meaningful learning experience.

To address these concerns from
a logistical standpoint, we have since
simplified the learning goals and clari-

Students appreciated the focus

on a common clinical

challenge (non-adherence) in

a cross-cultural context, the

realistic SPs, and the

opportunity to practice

thinking broadly about

patient care.
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fied the instructions. We created a fac-

ulty development program (including

a two-hour session that focuses on the

ccOSCE) as part of a broader effort to

organize a cadre of 22 core faculty in

culturally competent care. We in-

structed faculty to focus most feedback

on students’ ability to communicate and

explore cross-cultural issues. We also

plan to expand the students’ cultural

competence training prior to the OSCE

to include practice sessions for cross-

cultural interviewing.

Another concern with the ccOSCE

station is its perceived separateness from

the other stations and risk of promoting

stereotypes. Here a tension exists be-

tween focusing on cultural competence

skills in one dedicated station (allowing

students to practice and receive specific

feedback) versus emphasizing these skills

in each station (avoiding the separate-

ness of the station but making focused

feedback more difficult). To address this

tension we plan to integrate some

cultural competence skills assessment

into the other stations, while maintain-

ing it as the primary focus of this

particular station. We also plan to make

this station’s format more similar to the

others and to hold sessions with stu-

dents after the OSCE to avoid group-

specific generalization. Educators

should take special care when develop-

ing a ccOSCE experience to avoid

marginalizing the topic of cultural

competence.16 Good faculty develop-

ment, pre and post-OSCE discussions,

and using cases that break stereotypes

may help mitigate this effect. While the

OSCE format is geared toward assessing

very discreet and tangible history and

physical examination skills, with careful

planning it can be adapted to assess

cultural competence skills.

Our study has several limitations. As

a qualitative study with a small sample

size, we cannot generalize our findings

to all students at HMS or to other

medical schools. Similarly, we cannot

make statistical associations between

student characteristics and their re-

sponses. Our conclusions are based on

one cross-cultural case, and it is not

clear how students would react to other

cases with differing characteristics. Since

this was a self-selected sample of

students, with strong opinions about

the ccOSCE (both positive and nega-

tive), they may have more knowledge

about cultural competence and different

perspectives than other students. How-

ever, the sample was well balanced in

terms of ethnicity, sex, and self-per-

ceived performance.

The student reflections in this study

provide important lessons for educators

interested in cultural competence train-

ing using OSCE. The study also raises

important questions and challenges

essential to the broader issue of how

culturally competent care is taught. The

use of OSCEs to teach and evaluate

cross-cultural skills in medical education

has great potential and deserves further

study. Emphasizing these skills in

a formal, evaluative exercise also sends

a message to students and faculty about

the value of cultural competence as an

integral part of high-quality medical

care.
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APPENDIX 1. AN OSCE STATION FO-

CUSING ON CROSS-CULTURAL INTER-

VIEWING SKILLS*

Case summary (this paragraph is not pro-
vided to students)
Mrs. Bonilla is a 56 year-old woman from the
Dominican Republic with poorly controlled
hypertension. She had been on various medica-
tions, but her blood pressure had remained
high. She has not been adherent to her
antihypertensive medication for several rea-
sons—most importantly, she has a different
understanding (explanatory model) of hyper-
tension. She believes hypertension comes on only
with stress and anxiety, when she feels her blood
pressure rising. Accordingly, she takes the
hypertension medication only when she feels
she needs it. She often uses a medicinal herb tea
from the local botanica instead of medication.
She also has difficulty reading medication
bottles and instructions due to a low literacy
level both in English and Spanish.

Student instructions
Setting: You are a second-year student

working in a primary care clinic with your
preceptor.

Patient: A 58-year-old woman who comes
into her primary care clinic for a routine
follow-up.

You learn from a quick review of the
record that the patient’s blood pressure
has been difficult to control despite
multiple medications. She’s had a full med-
ical work-up for secondary causes of hyper-
tension and all tests were completely nega-
tive. Today she presents without major
complaints, and has a blood pressure of
154/96 on right and 150/94 on left with
a heart rate of 84.

You will:

N Take a concise but relevant history of all
the details important to understanding
why the patient’s blood pressure is not
controlled (8 minutes)

N Prepare oral presentation (2 minutes)
N Perform an oral presentation based on

your findings from the history (4 min-
utes). The presentation is as if you were
informing your preceptor of a patient
you just saw in the clinic

N Answer a written question on the case
(1 minute)

N Receive feedback (5 minutes)

* Note: SPs complete communication
skills evaluation sheet and faculty observers
complete a checklist of students’ perfor-
mance. Students receive a report on their
performance but this does not count toward
their grade.

APPENDIX 2. SEMI-STRUCTURED

INTERVIEW GUIDE

Thanks very much for taking the time to
give us some feedback on one of the OSCE
stations. We are specifically interested in the

case of Sra. Bonilla and her difficult-to-
control hypertension.

1) Please tell me what you thought was the
essence of the case or some of the take-
home points for this case.

2) More specifically, what would you say
you personally ‘took away’ from this
case? Perhaps some aspect of the case
that might change the way you prac-
tice? That you found useful? What were
the greatest challenges to do well on
this particular case?
What did you need to understand in
order to do well on this case?

3) What do you think you did well in the
station?

4) What were some of the difficulties you
had with the station?

5) What did you think about the stan-
dardized patients?
How realistic was the standardized
patient?
How useful was the SP feedback?
How did the fact that the patient was
bilingual affect your approach to the
case?

6) What about the faculty feedback?
How useful was the faculty feedback?
Can you recall any specifics of this
feedback? How was it delivered?

7) What did you think about the actual
case?
Did the case assess skills and knowledge
you have learned prior to the OSCE?
If so, specifically, what? Which skills?
What kinds of knowledge?
Do you remember what your impres-
sions were of this patient and what was
going on with her, prior to getting the
feedback from the SP and faculty?

8) Any additional thoughts? Suggestions
for improving the case and/or the
station itself?
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