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Objective: This paper addresses how communication skills can best be assessed. Since assessment and
learning are strongly connected, the way communication skills are best learned is also described.
Results: Communication skills are best learned in a longitudinal fashion with ample practice in an
authentic setting. Confrontation of behavior initiates the learning process and should be supported by
meaningful feedback through direct observation. When done appropriately a set of (learned)
communication skills become integrated skilled communication, being versatilely used in purposeful
goal-oriented clinical communication. The assessment of communication skills should follow a modern
approach to assessment where the learning function of assessment is considered a priority. Individual
assessments are feedback-oriented to promote further learning and development. The resulting rich
information may be used to make progression decisions, usually in a group or committee decision.
Conclusion: This modern programmatic approach to assessment ﬁts the learning of skilled communication well.
Practice implications: Implementation of a programmatic assessment approach to communication will
entail a major innovation to education.
© 2019 Published by Elsevier B.V.
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1. Background
Communication skills are a ﬁrm part of training programs of
most health professionals. Communication skills has been included as a main competency in all major competency frameworks
used in medical education, like Can-Meds [1], ACGM outcomes
project [2] and Good Medical Practice [3]. When training programs
teach communication skills, then there is often a need to assess
these skills as well. Have certain communication outcomes and
skills been reached? Has the training program been effective? Is
there a feedback process on learning communication skills? The
question is how we should assess communication skills in the most
appropriate way. The mantra of “assessment driving learning” is
true [4], so the way the assessment is carried out will also
determine how communication is learned. However, since
assessment and learning are so tightly connected, we need to
know how communication skills are being learned before we can
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say anything meaningful on how to assess them. Therefore, we will
start with discussing the learning of communication skills from an
educational perspective. Thereafter we will discuss modern
insights into assessment and how those apply to the assessment
of communication skills.
2. Learning communication skills from an educational
perspective
Modern training programs are outcome-based. Outcomes are
usually deﬁned in a set of competencies. A competency is the
integration of knowledge, skills and attitudes to be able to perform
a complex professional challenge [5]. Competency frameworks
have been developed in all parts of the world with a purpose to
better prepare graduates for the health care of the future [3,6,7].
Training programs are structured to cater these competencies in
both undergraduate and postgraduate programs. In all competency
frameworks communication is an essential one. From an educational perspective, communication skills are complex behavioral
skills. Complex skills are best learned through experiential
learning [8]. By practicing in an authentic setting and through
feedback this skill is being developed. Experiential learning means
learning in the most authentic setting. For earlier stages of training,
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simulation strategies may be used such as role play [9] and
simulated patient encounters [10], but ultimately skilled communication is needed and therefore best learned and taught in the
authentic setting of the workplace and in a longitudinal way
[11,12], preferably across the whole training continuum [13].
We tend to think communication skills are stable entities.
While learning them, one gradually increases the generic skill until
mastery is achieved. Recent research has shown clearly that
communication skills are not stable or generic, but highly
contextually speciﬁc, all depending on the patient context and
the goals to be achieved [14,15]. As with all expertise [16],
continuous and deliberate practice in many different contexts will
help learning communication skills. Salmon and Young make a
distinction between communication skills and skilled communication [17]. Communication is more than a set of communication
skills. It should not be learned (and assessed) in an atomistic way.
Skilled communication is goal driven, personalized and ﬂexible.
How this is learned is described by two researchers who
independently came to a rather similar developmental model
based on their research [18,19]. Van den Eertwegh et al. studied
two postgraduate training settings [20]. In the family medicine
training setting a lot of attention was paid to learning communication skills. The typical approach was video recording of patient
encounters. These encounters were intermittently discussed and
assessed by a clinical supervisor. This confronted the residents
with their behavior. As a result of this, they became aware of what
speciﬁc behavior needed improvement. Most clinical supervisors
in family medicine were perceived as good role models in
communication. More speciﬁcally, in this communication rich
environment residents were confronted with their communication
behavior which made them conscious about these behaviors. This
resulted in searching and practicing other behaviors. With
increasing practice, the communication behaviors internalized
and became their own. Once internalized these communication
behaviors became part of the residents’ clinical repertoire. When
part of the clinical repertoire, strategic communication behaviors
were used to achieve desired patient outcomes. Essentially this
process described the trajectory from communication skills to
skilled communication. The residents also mentioned that
checklists used in formal assessments did not promote learning
since they do not take the complexity of clinical practice into
consideration, may lead to artiﬁcial behavior and do not provide
residents with rich, meaningful nor constructive feedback. These
checklists were often used as a goal instead of as a means to
achieve the goal of skilled communicator
In the second postgraduate training setting van den Eertwegh
described, surgery, no structural attention was paid to learning
communication skills. The surgical residents were however
strongly motivated to learn more communication skills, particularly because they saw poor role models and lacked structural,
longitudinal teaching, attention and support to know how to
improve their own communication skills. Giroldi et al. identiﬁed a
similar model of residents’ communication learning process and
studied the role of the clinical supervisor in this process. As a
mentor, coach and role model, the supervisor is able to support
their residents in becoming skilled communicators by creating
impactful experiences, confronting residents with their communication behaviors, stimulating them to reﬂect on these behaviors
and underlying frames of reference, and helping them in
identifying alternative behaviors. Particularly in challenging
situations, it is known that residents are in need of alternative,
authentic communication strategies that ﬁt the speciﬁc context at
hand, preferably in the form of concrete wording or example
sentences [21]. Supervisors can provide such examples, and can
stimulate their residents to repeatedly practice, evaluate and reﬁne
them in such a manner that they are eventually incorporated into

the resident’s personal communication repertoire. Lastly, the
supervisor is key in creating a safe learning environment so that
the resident feels conﬁdent to experiment with these alternatives.
What we can learn from these studies is that learning
communication is about longitudinal experiential learning in
the most authentic setting, where learners are constructively
confronted with their behaviors and receive feedback to shape
their behavior gradually to skilled communication.
Feedback is essential for learning any complex skill [22]. The
literature on feedback in recent years is rich [23] and we learned
many lessons. The credibility of the source of feedback relates to
the use of feedback and a lot of feedback is poorly given therefore
not credible [24]. Feedback should not be a unidirectional stream
of information to the learner, but rather a reﬂective dialogue in
which relationships and culture are very important mediators
[25,26]. An important lesson we learned is that qualitative
information is more effective than quantitative information in
learning a complex skill [27,28]. So, words are more important than
scores when learning a complex skill.
In all, communication is a competency that should be
longitudinally learned across the whole training continuum in
an authentic setting with a lot of practice in many different
contexts with regular meaningful feedback. Instead of learning a
set of skills, such a learning process will promote skilled
communication that is clinically usable in a versatile goal-oriented
way. With this in mind, we can now explore assessment strategies.
3. Assessing communication
The term “constructive alignment” refers to the alignment of
the assessment approach to the educational approach [29]. In case
of a misalignment, the assessment approach will prevail and
learning might actually be hampered. The insights on how we learn
a complex skill such as communication is sketched above, the
assessment would be constructively aligned when the assessment
would be:
-

longitudinally oriented
as authentic as possible
provide meaningful feedback
be able to make valid (pass/fail or promotion) decisions.

These requirements are strongly aligned with a more recent
model of assessment called programmatic assessment [30,31]. In
this model of assessment, the data gathering on the learner is
disconnected from the decision-making. Essential ingredients are:
1) every assessment is but one data-point
2) each data-point is geared towards giving feedback, not towards
decision-making (so no pass/fail decisions are given in a single
assessment)
3) assessment data is aggregated in a learning dossier such as (an
electronic) portfolio
4) to promote self-directed learning and self-assessment, learners
have to reﬂect on assessment data and are coached in doing this
by a trusted person who has access to the learning dossier
5) high stake decisions (pass/fail, promotion, graduation) can only
be made when sufﬁcient data points are being gathered and
triangulated
6) high stake decisions are made in an independent competencecommittee of experts
In programmatic assessment a multitude of different methods
are used. The choice of the method is based on the educational
justiﬁcation for using that method in that moment in time and in
relation to the rest of the assessment program. Programmatic
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assessment is very suited for assessing complex skills. If we apply it
to communication, we can come to a number of concrete
recommendations.
Given that communication skills are mostly behavioral, the
preferred method of assessment requires direct observation. The
most authentic assessment is direct observation in real clinical
practice. Direct observation can have multiple formats [32]. The
assessor may sit in the clinical event and observe the event
directly (for a set of guidelines on how to observe see Kogan
et al. [33]). A clinical event may be video recorded and reviewed
later on by the learner and others [34]. Communication skills
can be assessed over longer periods of time such as in the
multisource feedback [35], in which multiple assessors (the
learner self, peers, coworkers, supervisors, patients) complete a
(n online) questionnaire. Feedback consists of aggregated
assessor data. When a simulated setting is used for learning
communication skills, the assessment may use simulated
settings. The most well-known simulated assessment approach
is the OSCE. We caution, however, that the OSCE is a simulated
reality, probably most appropriate at more junior levels of
training. At a more senior level observation in the real setting is
imperative. We also caution for elaborate checklists. Checklists
tend to become rote learning objectives and may lead to trivial
“unauthentic” communication behavior.
In a review by Boon and Stewart 44 different communication
instruments were identiﬁed, most of which were unvalidated
[36]. We are not going to recommend a speciﬁc assessment
instrument. We caution, however, for an atomistic and
reductionist approach. We iterate the need for holistic judgments that are relevant to shape skilled communication. We
strongly recommend using narrative information as a resultant
of reﬂective dialogues between assessor and learner based on
direct observations. Given the context-speciﬁc and goal-directed nature of medical communication, such reﬂective dialogues
should include residents’ reﬂections on the goals they aimed to
achieve during the encounter, which contextual factors
inﬂuenced the doctor-patient interaction and whether their
communication behaviors were appropriate or effective given
these goals and context factors. We also advise to train assessors
or clinical supervisors on how to give meaningful feedback.
Giving feedback is a skill that needs to pay attention to certain
do’s and don’ts. See Lefroy et al. for a good overview [37]. There
is remarkable overlap between the skills that are used for
doctor-patient communication and the skills needed for giving
good feedback (for example, asking open-ended questions,
reﬂection of feelings, summarizing, checking if the information
is understood). The utility of an instrument in unstandardized
assessment – such as in direct observation in an authentic
setting - lies more in the users of the instrument and the quality
of the interaction, than in the “validity” of the instrument itself
[38]. Therefore, we should invest more in (the training of) the
users, rather than trying to ﬁnd the best instrument. Whatever
instrument is being used, it should be in-line with the objectives
of the training program in order to achieve constructive
alignment.
By relying on more holistic professional judgment there will be
more subjectivity in the assessment. We need to realize, however,
that many subjective judgments can give very reliable judgment in
the end [38]. The risk of trying to objectify the assessment is
trivialization of the learning process and many authors have
cautioned for that [38–40]. We tend to think that assessors can be
calibrated, but this is an illusion. Assessors construct their own
opinions from their own past experience [39]. Rather than trying to
calibrate them, it is better to make their opinions and inferences as
explicit as possible. From a psychometric perspective two
assessors having different opinions is considered to be “noise”
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in the measurement. But from a learning perspective, different
opinions may be very beneﬁcial for the learner. In programmatic
assessment the individual data point is not “harnessed” from a
psychometric perspective, but rather optimized for learning by
giving meaningful feedback. By gathering many data points and
through triangulation of the information a rich picture emerges
from a learner over time. Once such a picture is achieved, high
stake decisions can be taken. These decisions are then taken by an
independent committee. These committee decisions based on rich
data can be quite robust [41–44].
Because self-assessment is strongly biased [45] and selfdirected learning needs scaffolding [46], programmatic assessment promotes a form of directed self-assessment [47] through
coaching or mentoring. Mentoring has shown to have many
positive effects in education [48]. In programmatic assessment
learners are periodically required to self-analyze, based on the
available data and discuss their progress and plans with a
mentor. This might also be done for assessing communication.
By having regular conversations about learner progress on
communication with a trusted person, metacognitive insights
will be promoted that again help to further develop one’s
communication
behavior.
In
this
regard,
learning
communication skills should become part of learners’ lifelong
personal development. Continuous coaching in the form of
these programmatic assessment conversations offers a viable
opportunity to support this personal learning process. The
teaching and learning of communication then can be regarded a
continuous process of transformative learning [49–51].
4. Discussion and conclusion
The assessment literature has long been dominated with a
psychometric approach [40]. Due to the move towards competency-based education, complex skills needed to be learned and
assessed. Communication is one of them. Assessment has moved
from this exclusive psychometric orientation to a more learningoriented assessment. Instead of assessment driving learning, now
learning is driving assessment. As is clear from the above, we
recommend an assessment approach to communication where
assessment and learning strongly overlap, that is growth oriented
in a longitudinal fashion, focused on personal development, and
where at the same time robust decisions can be taken on learner
progress. Such an approach will lead to a skilled communication
outcome and a versatile and strong clinical tool. In this way
communication will make its own contribution to the
improvement of health care.
Although the programmatic approach to assessment is
conceptually clear, it is not easy to implement. Assessment is
strongly associated with a classic summative paradigm. The classic
paradigm consists of a modular approach to education, in which
each module is completed with an assessment and educational
credits are given when each assessment is passed. This summative
model can produce quite negative learning styles of rote learning
and extrinsic motivation to learn [52]. For many it is quite difﬁcult
to think outside this classic paradigm [53]. To move towards
programmatic assessment, many stakeholders need to be convinced. Staff development and change management strategies may
help, but ultimately it requires a big change in the mindset of the
stakeholders.
We are convinced that if we wish to strive for skilled
communication, a learner-oriented assessment strategy such as
programmatic assessment is needed. The concept has proved itself
in many implementations around the world. The research on why
and how programmatic research works is ongoing [54]. We hope to
see more research on this approach to assessment on how this may
facilitate the learning of communication.
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