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Abstract
Objectives: We aimed to determine if shared decision-mak-
ing (SDM) self-assessment of a standardized patient (SP) sce-
nario was reliable, specifically whether students’ communi-
cation resulted in each SP-student pair reporting internally 
consistent final treatment choices. We hypothesized student 
self-assessment would differ from SP and faculty assessment 
indicating a need for multisource feedback.  
Methods: In this observational case study from 2016-2017, 
all third-year post-clerkship medical students received evi-
dence-based treatment options for sinusitis and SDM lec-
tures followed by a SP encounter on sinusitis. Students, fac-
ulty, and SPs then completed a 9-question assessment 
covering SDM skills, perceived empathy, and final treatment 
choice. Mean self-assessment was compared to faculty and 
SP scores using paired t-test. Effectiveness of SDM commu-
nication was assessed as rate of treatment agreement, defined 
as percent of student-SP pairs reporting consistent final 
treatment choices. 

Results: Compared to SPs (M = 23.4, SD = 3.6), 120 students 
(M = 22.6, SD = 3.1) reported lower mean SDM skills, t(119) = 
2.25, p = .027. Conversely, SPs (M = 8.0, SD = 1.5) compared 
to students (M = 8.5, SD = 1.1) reported lower mean empa-
thy, t(119) = 3.43, p < .001.  Faculty ratings of students’ SDM 
(M = 22.7, SD = 3.5) and empathy (M = 8.3, SD = 1.7) was 
not statistically different than students’ ratings, t(119) = 0.46, p 
= .645 and t(119) = 1.40, p = .164 respectively. Seventeen (14%) 
student-SP pairs reported different final treatment choices. 
Conclusions: We demonstrated the limitations of self-per-
ception of SDM and empathy skills, highlighting the im-
portance of multisource feedback for assessing trainee com-
munication skills. Disagreement between student-SP pairs 
on perceived final treatment choice underscores the need for 
ongoing SDM practice.  
Keywords: Shared-decision making, communication,  
empathy, standardized patient encounter, skill assessment

Introduction 
Multiple studies have examined how effective physician 
communication can improve patient adherence, emotional 
health, and functional status.1-4 Shared decision-making 
(SDM) is a patient-centered communication technique based 
on theories of self-determination and relational autonomy 
that involves collaboratively developing a treatment plan 
based on patient values and preferences.5-7 SDM skills are in-
creasingly cited as a critical part of a physician’s skillset and 
implemented in undergraduate medical education (UME) 
curricula to improve medical student competency in SDM.8  
The Association of American Medical Colleges (AAMC), 

Accreditation Council for Graduate Medical Education (AC-
GME), and the British National Institute for Health and Care 
Excellence (NICE) all have position statements emphasizing 
the importance of shared decision-making.9-11   

Not only are SDM skills central to providing patient-cen-
tered care, SDM communication strategies are especially 
helpful in collaboratively making treatment choices when 
there are two equally appropriate treatment options. In these 
instances, physicians can use patient-centered communica-
tion skills to summarize the evidence and guide joint deci-
sion-making with the patient rather than relying solely on 
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clinician judgement, habitual practice patterns or personal 
preferences.12 It is critical that medical trainees can effectively 
convey the potential risks and benefits associated with treat-
ment options in an empathetic and patient-centered way to 
collaboratively make a treatment choice based on patient 
preference. Effective communication strategies have been as-
sociated with improved patient knowledge and satisfaction 
with treatment decisions in diabetes care.13 In cardiac litera-
ture, SDM has also been associated with decreased decisional 
conflict and personal uncertainty about which course of ac-
tion to take when competing options are available and in-
volve potential risks.14, 15   

Efforts to incorporate SDM into health professions edu-
cation have traditionally cited key barriers which include re-
search evidence of its effectiveness, lack of faculty training 
and clinical champions, availability of decision aids, and lim-
ited opportunity for practice.16-18 Existing communication 
and SDM curricula utilize primarily lecture, small groups, 
role-play or simulation with a standardized patient (SP).8,19  

Additionally, although some studies have demonstrated im-
provement in SDM skills compared to baseline or compared 
to a control group these studies have relied on one source for 
feedback such as either the student, a faculty member or a SP. 
We are not aware of existing curricula that evaluate the effec-
tiveness of trainee SDM communication strategies utilizing 
multisource feedback and how often the result of their SDM 
discussions led to a common understanding with the patient 
of the agreed treatment plan. Assessing the effectiveness of 
SDM is important as the final goal of the communication 
strategy is to have an agreed upon treatment choice.  

We designed an SDM curriculum for post-clerkship 
medical students including an SP simulation case depicting 
chronic sinusitis. The educational goals were to 1) lead a 
shared decision-making discussion with the patient regard-
ing the two options for treatment (antibiotics vs. supportive 
measures); and 2) jointly decide which treatment plan the pa-
tient will follow. Students were provided multisource feed-
back from SP and faculty in addition to their self-assessment. 
We specifically selected a clinical scenario with no “right an-
swer” to promote students’ engagement in shared decision-
making.  Given that simulation is a high resource interven-
tion, we sought to determine whether the multisource feed-
back provided additional insight for learners or if students’ 
self-assessment was sufficient, negating the need for faculty 
and/or SP feedback.   

The aim of this case study is two-fold: first, to compare 
feedback from faculty, SPs and students regarding SDM 
communication skills using a standard rubric; second, to as-
sess the effectiveness of the SDM discussion regarding 
whether the final shared-decision at the end of the visit was 
understood by both SP and student alike. We hypothesized 
that students would have different self-assessment scores 
compared to SP and faculty, indicating a need for multi-
source feedback and that some student-SP pairs would have 

differing conclusions about which treatment decision was 
supposedly decided. 

Methods 

Study Design 
An observational case study design was chosen to examine 
the outcomes of a novel SDM curriculum designed for post-
clerkship third-year medical students. The SP case was devel-
oped in response to a curricular need for SDM communica-
tions training and evaluation. All students received the same 
lectures and participated in the SDM case as part of their re-
quired curriculum thus there was no control group.  

Setting 
Vanderbilt University School of Medicine is a four-year 
graduate medical school in Nashville, Tennessee, USA. Med-
ical students who matriculate complete basic science courses 
their first year followed by six core clinical clerkships the sec-
ond year. During the second-year clerkships, students learn 
the basics of clinical medicine including history-taking and 
physical exam skills. At the start of third year, all medical stu-
dents must complete an Advanced Communication course 
training. The primary goal of the week-long Advanced Com-
munications course is to help students develop and refine 
their patient-centered communication and interviewing 
skills and overcome common communication barriers. This 
course is part of a larger four-year longitudinal Foundations 
of Healthcare Delivery (FHD) course, which is required for 
all medical students as part of their MD degree program. 
Prior to the Advanced Communication course, medical stu-
dents have completed lectures, small groups and assignments 
about patient-centered care, health care teams, interprofes-
sional roles and responsibilities, patient education, health 
coaching and behavioral health change.   

We completed the SDM SP case at the Vanderbilt Center 
Experiential Learning and Assessment (CELA), a simulation 
center with clinic rooms equipped with cameras for remote 
observation. Each of the 12 clinic rooms are identical and in-
clude an exam table, a bedside sink, a chair, and a table with 
a desktop computer.  

Educational Intervention 
The SDM SP case is designed to assess SDM communication 
skills among post-clerkship medical students. The SDM case 
involves an SP who is a middle-aged person who presents to 
a primary care clinic for evaluation of nasal drainage and fa-
cial pain lasting for eight days, causing significant discom-
fort, and resulting in three missed days of work. The SP is 
instructed to express frustration with the ongoing illness and 
therefore presents for assessment and discussion of treat-
ment options. The two options for treatment are antibiotics 
or supportive (symptomatic) measures. Depending on the 
discussion, the student and SP may opt for either treatment 
option with the goal of a shared understanding of the selected 
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treatment at the end of the encounter. SPs are instructed to 
provide the following cues during the simulation: 1) display 
of anxiety and concern about losing job (empathy cue); 2) in-
quire about whether medications contain pork products (due 
to religious or dietary restrictions); and 3) request for expla-
nation/definition in lay terms of one medical term.  

In preparation for this SP encounter, students read 
“Shared Decision Making: A Model for Clinical Practice” by 
Elwyn and colleagues which includes a rationale for SDM in 
addition to a three-step model for clinical practice, described 
as “choice talk, option talk, and decision talk.” 6  The “choice 
talk” step involves letting patients know that there are rea-
sonable options while the “option talk” step provides more 
details on the options available. The final step, “decision 
talk”, involves both support while considering the options 
and deciding which option is best. Additionally, students at-
tended a large group didactic about the goals and proper 
techniques for SDM.  

Students rotated through the simulation in groups of 12 
based on the capacity of the simulation center. Simulation 
center staff oriented each group of students to the 25-minute-
long encounter and asked students to review door notes. Stu-
dents were instructed to complete the following three tasks: 
1) using effective patient-centered communication tech-
niques, lead a shared-decision making discussion with the 
patient regarding the two options for treatment (antibiotics 
vs. supportive measures); 2) jointly decide which treatment 
plan the patient will follow; and 3) once the treatment plan is 
selected, provide instructions to the patient on how to cor-
rectly take their medication(s) and confirm understanding. 
Students were to focus on discussing treatment options ra-
ther than history taking or exam: either antibiotics (amoxi-
cillin/clavulanic acid) or supportive care (flunisolide nasal 
spray). It also summarized the clinical details for the case, 
noting that the patient is otherwise healthy, has had 8 days of 
facial pain with green drainage like prior episodes of sinusitis 
and has not tried any other medications for symptomatic re-
lief. Further, the door notes included a summary of evidence-
based practice guidelines for sinusitis with associated refer-
ence hyperlinks to the Infectious Disease Society of America 
(IDSA) Guidelines and the American College of Physicians 
(ACP) Choosing Wisely Campaign.20,21 Both references guide 
clinicians that acute sinusitis with this presentation can rea-
sonably be treated with either treatment option.  This infor-
mation provided students with the requisite medical 
knowledge to complete the encounter and focus on commu-
nication strategies rather than diagnosis or treatment selec-
tion.    

The encounter between student and SP lasted 25 minutes 
with a “2-minute remaining” verbal cue. Students could use 
any electronic resource during the encounter. Immediately 
following completion of simulation, students and SPs com-
pleted the same assessment rubric (see Table 1 in the Appen-
dix). Each group of 12 students immediately met with simu-
lation facilitators to debrief. The debrief session was to let 

students review individual written SP feedback and compare 
it with their self-assessment. At that time, the group reflected 
on their individual performance and any discrepancies be-
tween SP and self-assessment. The facilitator asked students 
general reflection questions such as “What did you find easy 
and challenging about this patient encounter?” and “Did you 
and the SP agree on the ultimate treatment decision? If not, 
what skills could you have utilized?” The facilitator’s role was 
to facilitate the debrief but they did not provide individual 
student feedback.  

After the simulation was completed for all students, a  
faculty member with expertise in effective communication 
strategies asynchronously reviewed all recorded videos of 
student performance, provided students with written  
individualized formative feedback, and completed the same 
rubric. 

Participants 

Medical Students 

All post-clerkship medical students entering their third year 
of medical school at Vanderbilt University School of Medi-
cine (VUSM) during 2016-2017 and 2017-2018 academic 
years (n=120) participated in this mandatory course and 
were thus included in the study. VUSM students are re-
cruited primarily from the continental United States and rep-
resent diverse backgrounds. Specific demographic identifiers 
were not collected as part of this study given that the primary 
data source was from course assignments and feedback col-
lected as part of the required course. This study utilized his-
torical data for students that have graduated in the interven-
ing time period. Because this study was initiated after course 
grades were finalized and students’ degrees granted, the Van-
derbilt University Medical Center Institutional Review Board 
(IRB) granted ethical exemption for this project.  Further-
more, the dataset was de-identified and analyzed in aggre-
gate. Therefore, the IRB, deemed the research exempted, or 
in other words, “not likely to adversely impact students' op-
portunity to learn required educational content” in accord-
ance with existing ethics board policies. Given this exempt 
status, no participant consent was required.  

Standardized Patients  

Experienced simulation experts at the Vanderbilt Center for 
Experiential Learning and Assessment (CELA) maintain a 
pool of trained SPs with previous experience in acting and 
theatre. SPs for this case were recruited from this pool and 
received training on the case materials by specialized SP 
trainers to ensure quality control. SPs were trained on the 
evaluation rubric before the encounter.  

Faculty Evaluator 

The faculty evaluator was a faculty member from the Van-
derbilt Center for Professionalism and Patient Advocacy 
(CPPA) with extensive experience in communications and 
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professionalism training and was the course director for the 
Advanced Communications course.  

Simulation Facilitator 

For each group of 12 students, a simulation facilitator (fac-
ulty or resident trainee) synchronously observed aspects of 
each students’ interaction, requiring them to simultaneously 
monitor multiple encounters. Facilitators were selected fac-
ulty or staff from the Vanderbilt CPPA trained in providing 
feedback on communication methods. In some instances, 
resident trainees and other School of Medicine faculty mem-
bers volunteered as facilitators when CPPA faculty were un-
available. These volunteer facilitators were oriented to the 
session's purpose and provided written session materials in-
cluding suggested debrief discussion questions. 

Data Collection 

Assessment Rubric Development  

The assessment rubric was developed by a faculty member 
from Vanderbilt CPPA faculty with expertise in patient-cen-
tered communication strategies and was based on core prin-
ciples of SDM transformed into observable behaviors.6 The 
assessment included 9 items (see Table 1 in the Appendix). 
Items 1 through 6 (maximum 30 points) assessed SDM skills; 
items 7 and 8 (maximum 10 points) assessed empathy, each 
using a 5-point Likert scale with behavioral anchors. The 
SDM skills included items such as describing treatment op-
tions without medical jargon, asking the patient his view 
about the proposed treatment, teach-back, and responding 
clearly to patient questions. Empathy items include demon-
strating empathy and respect.  The last item was a multiple-
choice question identifying which treatment option was col-
laboratively chosen at the close of the encounter. The assess-
ment rubric was intentionally designed to be short and easily 
completed in real-time since SPs and students completed the 
assessment rubric immediately following the encounter and 
both were provided to students while the encounter was fresh 
in their minds. 

Data Collection and Storage 

The student and SP completed the assessment rubric imme-
diately following the simulation as described above. After the 
simulation, the faculty evaluator reviewed all recorded videos 
of student performance and completed the rubric. The fac-
ulty completed these asynchronously for all students. All as-
sessment rubrics were collected and managed using REDCap 
electronic data capture tools hosted at Vanderbilt University 
Medical Center.22,23  REDCap (Research Electronic Data Cap-
ture) is a secure, web-based software platform designed to 
support data capture for research studies, providing 1) an in-
tuitive interface for validated data capture; 2) audit trails for 
tracking data manipulation and export procedures; 3) auto-
mated export procedures for seamless data downloads to 

common statistical packages; and 4) procedures for data in-
tegration and interoperability with external sources. 

Data Analysis 
For purposes of this study, we used matched assessment ru-
brics from student, SP, and faculty to (1) determine concord-
ance between students’ self-assessment, SP assessment, and 
faculty assessment of skills in SDM and empathy; and (2) to 
determine efficacy of communication as defined by rate of 
student-SP agreement on final treatment choice. We addi-
tionally sought to determine if higher SDM and empathy 
scores predicted treatment agreement between student and 
SP.  Assessment data was input into Microsoft Excel by au-
thors V.I. and C.T. and stored securely with access limited to 
course directors and research personnel. We conducted this 
study after all participating students had graduated to mini-
mize risk. We de-identified all files, assigning each student a 
number. Mean student scores on SDM and empathy scales 
were compared with SP and faculty assessments on identical 
scales using paired t-tests. Rate of student-SP agreement is 
expressed as percent of pairs reporting internally consistent 
treatment choices on matched rubrics. We used univariate 
logistic regression to assess whether performance on the 
SDM or empathy scales predicted agreement between stu-
dent and SP on treatment plan. All statistical testing was two-
sided at a significance level of 0.05. All analyses were con-
ducted in a de-identified and aggregate fashion using STATA 
12.1 statistical software (StataCorp, College Station, TX). 
There was no missing data.  

Results 
Overall ratings of SDM and empathy skills among students 
(n = 120), SPs, and faculty are reflected in Table2 in the  
Appendix.  On the SDM sub-scale, there was a significant dif-
ference between students self-rated SDM skills (M = 22.6, SD 
= 3.1) and SPs assessment of student SDM (M = 23.4, SD = 
3.6), with students rating their SDM skills lower than SPs, 
t(119) = 2.25, p = .027. There was no significant difference be-
tween students self-rated SDM and faculty ratings of SDM 
(M = 22.7, SD = 3.5), t(119) = 0.46, p = .645.  On the empathy 
sub-scale, there was a significant difference between students 
self-rated empathy (M = 8.5, SD = 1.1) and SPs assessment of 
student empathy (M = 8.0, SD = 1.5), with students rating 
their empathy higher than SPs, t(119) = 3.43, p < .001. There 
was no significant difference between students self-rated em-
pathy and faculty ratings of student empathy, (M = 8.3, SD = 
1.7), t(119) = 1.40, p = .164. 

A majority (86%, 103 of 120) of student/SP pairs agreed 
on the selected treatment plan. Of the 14% who did not agree, 
the faculty observer agreed more often with the student’s se-
lection (10/17) than the SP and there was no discernible pat-
tern of discordant selections. Finally, in univariate logistic re-
gression models, neither performance on the SDM nor 
empathy subscale was predictive of treatment disagreement 
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(see Table 3 in the Appendix). Treatment disagreement was 
slightly more frequent among students who were assessed by 
the faculty as having lower empathy (OR = 1.23, 0.93 – 1.62, 
p = .152) but did not reach statistical significance.  

Although no specific qualitative data was collected from 
the debrief sessions, simulation facilitators reported that stu-
dents generally expressed gratitude for the opportunity to 
practice a new set of communication skills which they found 
the simulation helpful and realistic. Unique features about 
this case allowed students to reflect on their approach to pa-
tient inquiries and the degree of their empathetic responses. 
Some students were surprised that the SP rated their commu-
nication skills lower than their perceived skills, which 
prompted insightful discussion about the importance of pa-
tient perspective and clear communication. Students were 
appropriately challenged by this case and simultaneously in-
spired to continue to improve their SDM communication 
skills.  

Discussion  
The Shared Decision-Making (SDM) SP case represents a 
novel, interactive didactic designed to provide medical stu-
dents with a low-stakes simulated environment to practice 
SDM communication skills. We found that multisource as-
sessment provides additional differing feedback when prac-
ticing SDM and that in a subset of student-SP pairs there was 
disagreement regarding the perceived final treatment choice 
that was supposedly collaboratively agreed upon, emphasiz-
ing the need for ongoing SDM practice and training.  

The case is intentionally designed to simulate a common 
clinical complaint (sinusitis) and represents a situation 
where two treatment options are equally reasonable. We 
found that this was an important aspect of the case design 
because it allowed early medical learners to focus on the core 
SDM communication skills rather than taking histories or 
worry about explaining the clinical aspects of the case to the 
SP.  Although SDM is a critical skill for all medical profes-
sionals, introducing this skill to early medical learners allows 
students time to seek opportunities for deliberate practice 
and feedback prior to graduation and independent practice.  
Furthermore, early clinical learners are still developing their 
clinical reasoning. Introducing patient-centered communi-
cation strategies such as SDM into their developing clinical 
reasoning, promotes incorporation of patient preference into 
the final decisions. Understanding how to elicit patient pref-
erence, effectively explain treatment options, and collectively 
decide on a treatment plan is imperative to effective clinical 
reasoning.24 Expressions of empathy are an essential compo-
nent to effectively demonstrating patient-centered commu-
nication techniques.4, 6 This SP encounter therefore inten-
tionally included and assessed triggers for empathy.  

Comparing the feedback from student, SP and faculty 
helped us understand that there are distinct differences in 
perception of SDM skills and empathetic expression across 
the groups. Variability in student self-scoring compared to 

SP assessment underscores that additional communication 
training may be necessary to ensure that students can effec-
tively use SDM and identify good SDM practices. Faculty 
feedback for all students was done by a single individual with 
expertise in patient-centered communication which was a 
significant strength of the study. While SP and medical stu-
dent assessments differed significantly, it was interesting that 
SP and faculty assessments also differed in a similar pattern. 
SPs trended toward higher SDM scores and lower empathy 
scores compared to both students and faculty. One interpre-
tation would be that the faculty may be especially stringent 
on assessing student SDM performance given their familiar-
ity and expertise with SDM. SPs may have expected a more 
genuine or prolonged display of empathy from students than 
faculty did. Prior research has demonstrated mixed results on 
inter-rater reliability between SP and instructors, with some 
authors, such as Teker and Odabaşı, finding that SPs rate 
communication skills more favorably than faculty.25 Mean-
while, Talwalkar and colleagues reported improved reliabil-
ity for advanced communication skills.26 This variability may 
be related to differing expectations among groups of asses-
sors and is surely confounded by bias. Although SP feedback 
may not be an accurate substitute for faculty feedback, our 
case study highlights the value of multisource feedback to 
support trainee skill performance.    

The efficacy of communication was assessed by a per-
centage of student-SP pairs that reported consistent, suppos-
edly collectively agreed upon treatment choice at the end of 
the visit. The fact that in 14% of cases, a student and SP could 
complete the encounter with opposite conclusions about 
what treatment strategy they had decided on proves that le-
gitimate communication gaps remained between student in-
tention and patient understanding. This gap highlights the 
need for ongoing SDM practice to improve efficacy of com-
munication. 

Although feasibility and resource utilization were not the 
primary aims of this study, we found that the simulation was 
simple, realistic, adaptable, and promoted student self-reflec-
tion. For example, the case materials are simple and did not 
require lengthy SP training sessions or preparation. In fact, it 
could reasonably be adapted as a role play scenario or virtual 
encounter in settings with fewer simulation resources. Given 
the nature of the interaction, this case could also be repeated 
longitudinally to assess skill acquisition over time. This type 
of simulation supports student reflective practice by provid-
ing multisource feedback, most critically from the SP.   

Our study is not without limitations. Students were not 
provided substantial training on SDM beforehand, which 
may have limited their ability to successfully demonstrate 
SDM communication techniques. Alternatively, antecedent 
communication training on patient education and behav-
ioral health modifications in previous courses may have 
primed learners for relative success with SDM without exten-
sive training ahead of the simulation. Given that students 
have few authentic training experiences and opportunities to 
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apply SDM in clinical encounters, this SDM case was de-
signed for formative learning rather than high-stakes assess-
ment. Likewise, SPs were not trained in SDM communica-
tion techniques, and no formal validation of the rubric was 
performed beforehand. Differences between individual SPs 
could have accounted for some variability, however we did 
not collect SP-level data required to calculate inter-rater reli-
ability scores. Finally, this case was implemented at a single 
academic institution which limits generalizability. Despite 
these limitations, this SDM case has continued to be used in 
our curriculum since 2016 and has been a consistent high-
light of the communication curriculum on student course 
evaluations. Students particularly value being able to practice 
implementing these skills in an authentic manner and receive 
multi-source feedback on their performance, which allows 
them to set personalized learning goals.  

Future research could focus on expanding validity evi-
dence for this rubric, an important component of which 
would be to correlate our findings with other measures of pa-
tient-centered communication or at a variety of time points 
during medical school training. Educational interventions 
have been shown to improve ratings of patient-centered 
communication.27 Variability and lack of validity data among 
communication assessment tools continues to limit compar-
ison across instruments.3,28 Still, certain behaviors are con-
sistently correlated with higher overall ratings of communi-
cation including empathy, reassurance, summarizing, and 
clarification and additional research could include estab-
lished measures of excellence in communication including 
the efficacy of decision making as measured in this study.2  

Conclusion 
In summary, this SDM case is a novel simulation designed as 
a formative experiential learning exercise for medical train-
ees to practice patient-centered interviewing techniques, spe-
cifically SDM. This case depicts a realistic and common clin-
ical scenario with two equally valid treatment choices. Use of 
a universal assessment rubric allows for multi-source feed-
back which students found helpful in promoting insight and 
reflection on their communication skills to guide and moti-
vate their skill development prior to graduation and inde-
pendent practice. Assessment of final treatment decision 
with discovery of significant treatment disagreement further 
highlighted the importance of improving SDM skills. 
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Appendix 

Table 1. Assessment Rubric  

Item 
Likert Scale 

Sub scores 
1 2 3 4 5 

1. Confirms/ ex-
plains the main 
problems being ad-
dressed 

Does not review 
problems before 
reviewing treat-
ment.  

Between 
1 and 3 

Describes key 
problems; pro-
vides little oppor-
tunity for patient 
input  

Between 
3 and 5 

Thoroughly reviews problems in 
language easy to understand; con-
firms that patient agrees with prob-
lems outlined; asks about any other 
problems 

SDM ITEMS  
(30 points) 
 

2. Describes treat-
ment options with-
out medical jargon 
and/or explains 
medical terms 

Uses difficult 
medical terms 
with no explana-
tion 

Between 
1 and 3 

Uses some jargon; 
allows patient to 
ask for clarifica-
tion 

Between 
3 and 5 

Uses plain language when describ-
ing each option or uses a medical 
term, then follows with easily un-
derstood description 

3. Describes evidence 
for and against each 
option presented 

Describes options 
with no explana-
tion for why it 
should/should not 
be considered 

Between 
1 and 3 

Offers cursory ev-
idence for or 
against options.  
Uses default 
terms such as 
“best practice” 

Between 
3 and 5 

For each option, describes the po-
tential benefits and risks to consider 

4. Asks patient 
his/her view about 
the treatment that is 
being proposed 

Does not invite 
patient to state 
preference/opin-
ion/expectations 
about the treat-
ment plan 

Between 
1 and 3 

Uses wording 
such as “Is that 
okay?” or “Do 
you understand?” 

Between 
3 and 5 

Asks the patient what he/she thinks 
about the treatment options; re-ex-
amines treatment plan based upon 
patient’s responses 

5. Demonstrates 
teach back by asking 
patient to explain 
something about the 
plan 

Does not ask pa-
tient to explain or 
describe any part 
of treatment plan 
to unsure under-
standing 

Between 
1 and 3 

Simply asks if pa-
tient understands 
the plan without 
using teach back 
technique 

Between 
3 and 5 

Asks the patient to describe in detail 
at least one part of the treatment 
plan; confirms accuracy/clarified 

6. Responds to ques-
tions in a manner 
clearly understood 
by patient 

Uses mostly med-
ical terms without 
explanation 

Between 
1 and 3 

Responds to ques-
tions but has diffi-
culty using lan-
guage easily 
understood by the 
patient 

Between 
3 and 5 

Consistently uses terms that patient 
understands or provides explana-
tion when using a specific medical 
term 

7. Demonstrates em-
pathy in response to 
appropriate cues   

No evidence of 
empathy through-
out the entire en-
counter 

Between 
1 and 3 

Listens to patient, 
maintains eye 
contact, minimal 
verbal response. 

Between 
3 and 5 

Responds appropriately to patient 
cue for empathy; uses empathy at 
other times as appropriate; may use 
probing “tell me more” EMPATHY 

ITEMS (10 
points) 8. Demonstrates re-

spect; not conde-
scending or judg-
mental 

Patient feels 
judged or disre-
spected at least 
one time 

Between 
1 and 3 

Demonstrates re-
spect (not inter-
rupting, address-
ing patient 
appropriately) 

Between 
3 and 5 

Highly respectful throughout inter-
view; patient feels an equal partner 
throughout the encounter 

9. Which treatment 
alternative was se-
lected? (select one) 

Antibiotics -- 
Supportive 
measures 

-- No definite decision 
Treatment 
Choice 
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Table 2. Summary of raw performance on shared decision-making (SDM) and empathy subscales  

(VUSM 2016-2017) n=120 

 Variable 
SDM subscale (max 30) Empathy subscale (max 10) 

mean, SD mean, SD 

Student 22.6 (3.1) 8.5 (1.1) 

SP 23.4 (3.6) 8.0 (1.5) 

Faculty 22.7 (3.5) 8.3 (1.7) 
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Table 3. Performance by students on SDM and empathy subscales and treatment agreement 

VUSM 2016-2017, n=120 

Variable 
Student-SP Pairs in 

agreement 
(n=103) 

Student-SP Pairs in  
disagreement 

(n=17) 

OR crude 
(95% CI) 

p-value* 

Student SDM assessment 22.5 22.8 0.97 (0.82 – 1.16) .803 

SP SDM assessment 23.3 24.0 0.95 (0.82 – 1.10) .481 

Faculty SDM assessment 22.9 22.9 1.00 (0.86 – 1.16) .957 

Student empathy assessment 8.54 8.41 1.12 (0.70 – 1.81) .634 

SP empathy assessment 8.03 7.76 1.13 (0.80 – 1.59) .491 

Faculty empathy assessment 8.41 7.76 1.23 (0.93 – 1.62) .152 

*Univariate logistic regression  
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