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Purpose: This study explored the reliability and credibility of a standardized patient (SP)-based performance exam in physician assistant
(PA) education with passing standards set using the Angoff method. Methods: PA faculty were asked to serve as judges, using the Angoff
method to set a passing cut-off score for a four-case SP exam. Fifty-eight clinical-year PA students were evaluated using the exam. Passing
cut-off levels and passing rates were reported for the Angoff method, for a fixed percentage cut-off score of 70%, and for a norm-refer-
enced standard. Reliability of test items was assessed using Cronbach’s alpha. Judge agreement was evaluated using kappa statistics.
Credibility of judge’s ratings was assessed using Pearson correlation, comparing student performance on test items with item difficulty as
defined by the Angoff method. Results: The passing score was 62% (100% pass rate) for the Angoff method, 70% (88% pass rate) for the
fixed percentage, and 72% (81% pass rate) for the relative standard. Cronbach’s alpha for the test items was 0.75. Judge agreement was
substantial (kappa coefficient = 0.71). Pearson correlation between actual item difficulty and difficulty as predicted by the Angoff method
showed significant positive correlations (+0.44, p < 0.05). Conclusions: The Angoff method proved to be a reliable and credible method for

setting a passing cut-off score for the exam. This study demonstrates that different standard-setting methods yield different results and

care should be taken to engage in a defensible process when making grading decisions for SP examinations.
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INTRODUCTION

The literature suggests that the
majority of physician assistant (PA)
training programs use standardized
patient (SP)-based performance
exams to train students and inform
grading decisions regarding clinical
competence."” SPs are people who do
not actually have the specific medical
problem in question, but are trained
to consistently portray a scripted case
focused on that medical problem.?
Typically, students engage the SP by
performing clinical skills germane to
the case presentation, such as taking a
focused history and physical, and are
then evaluated on their competency
by the SP, faculty, or both.* While
there is a growing body of literature
documenting the frequent use of SP
methodology to assess PA student
competency, virtually no literature
exists in the PA community docu-
menting the methods used to create

defensible passing standards for SP-

based examinations.’ Considering
that student performance on these
exams influences grading decisions,
the lack of clearly defined standards
for SP exams in PA education should
be somewhat alarming to educators.
Guidelines to follow when devel-
oping reliable SP cases and assess-
ment tools are documented in the
medical literature.®’ The accuracy of
SP case portrayal, rater training, and
the number of items on a case check-
list are but a few of the many items
that can affect exam reliability.®?
However, these methods only help to
develop reliable measurement
processes; they do not set a passing
level for the SP case or exam. In fact,
determining credible cut-off scores
for SP-based examinations can be
quite challenging as there is no one
gold standard to use. 01 Simply put,
different standard-setting procedures
will produce different passing cut-off
scores. Ultimately, the method cho-
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sen to determine a passing cut-off
score for an SP case is as essential to
the credibility of an examination as
the case development process itself.'"'

Passing cut-off scores can be
determined by either relative or
absolute standards.!? Relative stan-
dards (normative) are widely used
and define a cut-off score by identi-
fying passing and failing groups rela-
tive to another group or the group as
a whole. Using this method, cut-off
scores could be set at one or more
standard deviations below the mean,
for example. The fact that test diffi-
culty is automatically corrected for is
a significant advantage; however,
there are inherent problems in using
a relative standard to make pass-fail
decisions that determine competency.'*
Perhaps the most significant issue is
that students demonstrating compe-
tent behavior could fail the exam or
that students who demonstrate poor
competence could pass the exam.
Thus, using a relative standard may
not serve to accurately assess student
skill during SP exams.

In contrast, absolute standards
define a cut-off score that is based on
explicit criteria that defines a compe-
tent student. For example, if a cut-
off score of 70% were used, falling
below 70% would be defined as fail-
ing regardless of the class mean or
standard deviation. Using an absolute
standard allows for the possibility
that all students could pass and be
defined as competent or that all stu-
dents could fail if competence is not
demonstrated. Especially when docu-
menting clinical competence, which
all students should demonstrate
before graduating, an absolute stan-

dard is usually most appropriate.10’12'15

The Angoff Method

A variety of methods for setting
defensible absolute cut-off scores for
student performance assessment have

been reported in the literature.'!>!°

16

Specifically, the Angoff method has a
well-established history of determin-
ing credible passing standards for
multiple-choice examinations and is
easily adapted for use SP examina-
tion.'”'2 The method involves three
basic elements: conceptualizing the
borderline examinee, identification
of specific test items, and using
expert judges to estimate whether a
borderline examinee will appropri-
ately perform each of the test items.
Borderline examinees are students
who demonstrate behaviors that are
sometimes correct, but often not.
They have a 50:50 probability of
passing or failing the exam, which
places them just at the cut-off score
for a given competency exam.

Within SP exams, the test items
are usually defined on a case-specific
checklist. Case-specific checklists are
typically composed of behavioral
items that students are expected to
demonstrate during a given case.'®
For example, if the SP case involves
chest pain, the checklist items may
document whether the student asked
historical items about the nature of
the chest pain (onset, duration, loca-
tion, etc.) or included heart ausculta-
tion as part of her interaction with
the SP. Typically, most case checklists
should include enough items to
appropriately measure competence,
but not so many elements that relia-
bility is decreased due to poor rater
recall.®® The number of items accu-
rately performed vs. the number of
items on the checklist produces a
score for the case.

When the Angoff method is used
to set a standard for SP examina-
tions, expert judges (usually core or
clinical faculty) define the character-
istics of a borderline student and
then try to estimate if a borderline
candidate is likely to correctly per-
form each of the items on the case-
specific checklist. In the modified
method most often applied to SP

examinations, and used within this
study, a panel of expert judges make
predictions for each case checklist
item, guided by pilot data.'”'*'® The
average of the judges’ ratings on the
case checklist sets the passing stan-
dard for the case. The average of the
passing levels of all case checklists sets
the passing standard for an examina-
tion with multiple stations.
Advantages of the Angoff method
are that it is fairly easy to employ
because it does not require faculty to
directly observe every student’s per-
formance, a process that is very time-
consuming during multi-station SP
exams.'? In fact, it does not require
that a judge actually watch any stu-
dent-SP encounters at all. While
there is a robust body of research to
support its use, a disadvantage of the
method is that judges occasionally
report feeling that there is no firm
basis for the standard that is set,
since they are predicting performance
as opposed to directly observing
examinee performance.'? Regardless,
due to its potential to provide an
efficient and feasible method of set-
ting defensible cut scores during SP
examinations in PA education, adap-
tation of the method using PA faculty
as expert judges should be explored.

Purpose and Research Questions
The purpose of this study was to
engage a national group of PA faculty
to serve as expert judges in using the
Angoff method to set passing cut-off
levels for four SP cases used in a
multi-station SP exam in PA educa-
tion. Specifically, this study addresses

the following questions:

1. What cut-off scores should be set
for the individual SP cases and the
combined four-case multi-station
SP exam, using the Angoff
method?

2. What is the degree of reliability
and credibility of the passing stan-
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dards set by a group of PA faculty

serving as expert judges?

3. When used for a multi-station SP
examination with an actual student

cohort:

* What passing rates are observed
using the cut-off levels set by the

Angoff method, an arbitrary
absolute passing standard of
70%, and a relative standard of
one standard deviation below

the mean?

* What is the reliability of the
measurement tools when assess-

ing student clinical ability?

METHODS
Twenty-five PA faculty participated in

a standard-setting workshop during
the 2007 PAEA Annual Education
Forum. Participants were given an
overview of the Angoff method and
its application when applied to stan-
dardized patient evaluation and asked
to serve as expert judges when using
the method to set a performance
standard for one of four standardized
patient cases. The cases and the stan-
dards set were used to assess PA stu-
dent performance during a manda-
tory clinical year SP-based clinical
skills examination. The Rosalind
Franklin University of Medicine and
Science (RFUMS) IRB granted
approval for this study.

Standardized Patient Case and
Checklist Development

The four SP cases and their corre-
sponding assessment checklists were
selected from a case bank at our insti-
tution’s SP program. The cases and
checklists were developed by consen-
sus of RFUMS MD and PA faculty
and had been successfully piloted
with clinical-year PA students. The
case topics selected for this study are

noted below.
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e Case #1: Pre-Operative H+P —
50 y/o male, outpatient presenta—

tion.

e Case #2: Episodic Shortness of
Breath (not acute) — 30 y/o male
or female, outpatient presenta-

tion.

e (Case #3: Acute Abdominal Pain —
40-something y/o female, ER

presentation.

e (Case #4: Low Back Pain/
Radicular Symptoms (subacute) —

40-50 y/o0 male or female, outpa-

tient presentation.

These specific case scenarios were
selected based on the feeling of core
PA program faculty that they repre-
sent common problems in which
clinical-year students should be able
to demonstrate competency prior to
graduation. Specifically, eight
RFUMS PA faculty discussed the cases
and felt the topics were appropriate
for measuring clinical competency
midway through clinical training.
While various clinical elements can
be evaluated using these cases, this
study chose to focus specifically on
the case-specific checklist elements
used to assess clinical data gathering,
eg, student ability to elicit essential
history, and physical exam elements
defined as important to the work-up
of the case topic.

It is worth mentioning that com-
munication elements are frequently
evaluated during SP examinations but
were deliberately not explored within
the context of this study. The
dichotomous ratings (done/not
done) for the case history and physi-
cal exam elements lend themselves
well to the Angoff method since they
allow judges to rate whether a bor-
derline candidate will perform a spe-
cific item as either “yes” or “no.”
Communication skills items are often
global in nature and are scored on a

Likert scale.!” While these items may

also be relevant to demonstrating
clinical competence in these cases,
employing the Angoff method with
the additional communication items
was speculated to be too time con-
suming for the time-limited PAEA
workshop. Instead, the authors chose
to focus only on case history and

physical elements.

Using the Angoff Method to Set
Passing Cut-off Scores for Each
Case

The short 50-minute workshop held
at the 2007 PAEA Annual Education
Forum was designed to introduce PA
faculty to the Angoff method and
have them serve as expert judges to
set a passing cut-off score for an SP
case and checklist. Judges were divid-
ed into groups of six or seven. This is
consistent with recommendations for
engaging 5-10 judges when using the
Angoff method.?° Unfortunately, no
background information was collect-
ed regarding judges’ experience with
the Angoff method or years as a PA
educator. Judges were recruited as a
convenience sample solely on the
basis of their attendance at the PAEA
workshop.

Following introduction of the
method, judges conceptualized the
characteristics of borderline clinical-
level PA trainees (students who have
completed some clinical training, but
who at times demonstrate clinically
incompetent behavior (Figure . A
modified Angoff approach was used
in which the difficulty of checklist
items, determined from prior pilot-
ing each of the four cases, was used to
guide rater judgment.'”'? As is cus-
tomary with the modified Angoff
method, the difficulty of each test
item was reported to judges as the
percentage of examinees receiving
credit for the item during pilot study.
This percentage is known as a “p-
value” (this is different from and not

to be confused with a traditional p

17



Using the Angoff Method to Set Defensible Cutoff Scores for Standardized Patient Performance Evaluations

Figure 1. Sample Characteristics of Borderline Examinees Listed by Expert Judges

During the Standard-Setting Process
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value that defines statistical signifi-
cance). Figure 2 shows a sample
Angoff judge’s rating sheet that
includes the case checklist items, spe-
cific item p-value, and the judges’
options for rating each item. Judges
individually determined whether a
borderline candidate would be likely
to perform each of the checklist items
for a specific case (rated as either
“yes” or “no” on the Angoff judge’s
rating sheet). Judges were instructed
to discuss their decisions for each
item and share their rationale, but
ultimately each judge was free to sub-
mit a final checklist for which his or
her judgment on each item was final;
coming to a consensus opinion for

every item was not required.

Other Standard-Setting
Procedures

As a frame of reference, two other
passing cut-off levels were set using
more commonly recognized methods.
First, an alternative absolute passing
standard was set using the tradition-
ally recognized passing cut-off level
of 70%. This was selected because the

PA program running this study com-
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monly uses 70% as a passing cut-off
for other measures (multiple choice
tests, etc.). Additionally, a relative
(norm-referenced) standard was set
at one standard deviation below the
mean for the student cohort taking
the exam. While the reason for
selecting either of these two cut-off
levels was generally arbitrary, these
methods are commonly used to make

grading decisions.>?°

Exam Administration and
Collection of Student Data
Fifty-eight clinical-year PA students
participated in a multistation stan-
dardized patient exam composed of
the four cases. Students saw all four
cases in succession and were told that
they would be assessed on their ability
to take a focused history and physical
exam for each of the problems pre-
sented during the case scenarios.
Standardized patients were recruited
from the institution’s SP pool. All
had prior experience evaluating clini-
cal-level PA and MD students. Each
SP received at least 4 hours of train-
ing in how to accurately portray one

of the selected cases and use of the

corresponding case checklist.
Checklists were completed by SPs
immediately after each encounter to
document the degree to which stu-
dents correctly performed case histo-
ry and physical exam elements.
Checklist scores were averaged (total
number of items performed correct-
ly/total number of possible items) to
determine a score for each case and
overall score for all four cases com-

bined for each student.

Statistical Analysis

Judge Reliability. Inter-rater agreement
among the expert judges was deter-
mined using Cohen’s kappa coeffi-
cient. A kappa score was determined
for each case checklist and the com-
bined four-case exam. Using Landis
and Koch’s rating of kappa reliability,
k> 0.60 was considered acceptable

agreement.21

Exam/Test Item Reliability. Internal consis-
tency of the case and combined four-
case exam was measured using
Cronbach’s alpha.? An alpha coeffi-
cient of 0.70-0.90 was considered an
appropriate level of homogeneity.
This is an indicator of whether or
not the checklist items provide a reli-
able measurement of the construct
being assessed (clinical data collec-

tion).

Credibility. Credibility of the standard set
by the judges for each case and exam was
evaluated using the Pearson correlation
coefficient.' Since the Angoff standard-
setting process asks judges to predict
exam and item difficulty, a significant,
positive correlation between the level of
difficulty that judges assigned to check-
list items (the likelihood that a border-
line candidate will perform an item)
and the actual item difficulty (the per-
centage of students who appropriately
performed the checklist item during the
exam itself) lends credibility to the

accuracy of the judges ratings.
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Figure 2. Sample Angoff Standard-Setting Judges’ Worksheet, Case #1 Pre-Op Assessment
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Descriptive Statistics. Statistics for student RESULTS

exam scores were explored in the con-
text of each of three standard-setting
procedures. Specifically, the passing
cut-off level and passing rate were
explored for two absolute standards
(Angoff—generated cut-off score and an
arbitrary assignment of 70% as an
absolute cut-off score) and a relative
standard (one standard deviation below
the mean). Passing cut-off levels and
passing rates were reported for each case

and the combined four-case exam.

Figure 1 highlights examples of bor-
derline characteristics of clinical PA
students articulated by the judges
during the Angoff procedure. These
characteristics were used to guide
judges’ perspectives when setting
passing standards for each case and
checklist item. Table 1 highlights
inter-rater reliability among judges,
as defined by Cohen’s kappa K),
Cronbach’s alpha, and Pearson cor-

relation between item difficulty, as

The Journal of Physician Assistant Education | 2009 Vol 20 No 1

demonstrated by students during the
full exam and judges’ predicted item
difficulty for each case and the com-
bined four-case exam. All four cases
and the combined exam demonstrat-
ed substantial judge inter-rater relia-
bility when determining a passing
level using the Angoff procedure.
The overall exam, as well as the
shortness of breath, back pain, and
abdominal pain case checklist item
difficulties predicted by the expert
judges showed significant (p <0.05)
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-
Table 1. Inter-Judge Agreement for Test Item Difficulty (Reliability) and
Correlation of Item Difficulties Set by Angoff Method and Item Difficulty
Demonstrated by Actual Student Data (Credibility)

Inter-Judge Agreement

Pearson correlation coefficient
between judge prediction of item
difficulty and actual item difficul-
ties during student examination

Case (Kappa Coefficient) (* p<0.05)
Pre-operative H+P 0.79 +0.27
Shortness of breath 0.71 +0.55*
Acute abdomen 0.67 +0.48*
Low back pain 0.65 +0.57*
Full exam 0.71 +0.44*

*Standards of strength of kappa coefficient (Landis and Koch 1977)%

<0 =poor

.01-.20 = slight agreement

.21-.40 = fair agreement

.41-.60 = moderate agreement
.61-.80 = substantial agreement
.81-1.0 = almost perfect agreement

'
Table 2. Cronbach’s a Value for Case Checklist Items and Full Exam

Case

Checklist Item Reliability (Cronbach’s )

Pre-operative H+P
Shortness of breath
Acute abdomen
Low back pain

Full exam

0.48
0.76*
0.35
0.47
0.75*

*acceptable item reliability

positive correlations with the item
difficulties determined by student
performance during the actual exam.
Table 2 highlights Cronbach’s alpha
values for the case checklist and the
exam as a whole. Only the shortness
of breath case checklist demonstrated
an acceptable Cronbach’s alpha value
(0.76) as an individual case; however,
the full four-case combined exam
yielded acceptable internal consisten-
cy (o0 = 0.75). This indicates that as a
whole, the exam items measured a
similar construct: clinical data gath-
ering.

Table 3 demonstrates the mean
and standard deviation of each case

and the full exam per student per-

20

formance data as well as the passing
cut-off value and passing rate for
each case and the combined four-case
exam. The passing standard set by the
Angoff procedure (62%) yielded a
100% pass rate for the full examina-
tion, while the other standards used
generally yielded higher passing cut-

off levels and lower passing rates.

DISCUSSION

In this study, a convenience sample
of PA faculty who served as expert
judges during a one-hour workshop
demonstrated substantial agreement
on the passing standards set for an SP
exam, using the Angoff method.
Additionally, the expert judges were

able to use the method to accurately
predict test item difficulty for the
exam as a whole and for three of the
four cases. While there is room for
improvement, the fact that such
agreement and predictive value could
be reached in such a short training
workshop suggests that the method is
a potentially feasible and defensible
method for setting standards in SP
exams in PA education. The method
offers reliable standards, is simple to
employ, and is not overly time con-
suming for busy PA faculty.

In addition to documenting cred-
ible standards in terms of judge accu-
racy and agreement, this study also
highlights several key observations
about integrating reliable SP exami-
nations within a PA curriculum.
First, it should be recognized that the
Angoff method itself is only capable
of setting a defensible passing cut-off
score and does not itself guarantee a
reliable evaluation process. As noted
earlier, many factors affect the relia-
bility of SP examinations, including
rater training, checklist length, and
the number of case stations used in a
multi-station exam.®° Care should be
taken to develop appropriate assess-
ment tools and to ensure that raters,
whether SPs or faculty, are appropri-
ately trained in the rating process and
demonstrate appropriate accuracy
and recall when assessing student
performance.

Particularly highlighted in this
study is the need for multiple stations
to achieve a reliable assessment of
student performance. This is consis-
tent with previous studies that have
advocated the need for multiple sta-
tions when assessing students during
high-stakes SP-based exams.®’
Cronbach’s alpha has been used to
demonstrate the reliability of SP eval-
uations by measuring the internal
consistency of checklist items and the
degree to which checklist items meas-

ure a defined construct.'® In this

2009 Vol 20 No 1 | The Journal of Physician Assistant Education
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-
Table 3. Case and Exam Passing Levels and Passing Rates for Two Absolute Standards (including Angoff) and
One Relative Standard

Standard-Setting Method

Overall Student Exam Data Angoff Arbitrary 70% Cut-off Norm Referenced
(N=58 examinees) (absolute) (absolute) (relative)
Standard

Case Mean Deviation Cutoff Passing Rate Cutoff Passing Rate Cutoff Passing Rate

Pre-op H&P  86% 9.0 63% 100% 70% 89% 77% 82%

Shortness 73% 11.8 70% 69% 70% 69% 61% 86%
of breath

Acute 86% 8.8 62% 100% 70% 93% 77% 77%
abdomen

Low back 72% 13.0 52% 91% 70% 58% 59% 79%
pain

Full exam 79% 7.1 62% 100% 70% 88% 72% 81%

exam, the construct measured was
clinical data gathering in terms of
history and physical examination rel-
evant to the case topics. While the
shortness of breath case checklist
demonstrated an acceptable alpha,
the other three cases did not demon-
strate this same degree of internal
consistency unless combined in the
four-case multi-station evaluation.
While the purpose of the Angoff
method is designed to set a passing
cut-off level, the data collected on
student performance during this
study reinforce the need to use mul-
tiple cases in order to reliably meas-
ure student performance in high
stakes SP examinations.

The advantages to the Angoff
method in terms of defensibility of
the assessment process become clear-
er when compared to arbitrarily
assigning an absolute passing stan-
dard of 70% or applying a relative
passing standard of one standard
deviation below the mean. For the
students participating in the exam
generating data for this study, the
Angoff method yielded a 100% pass-
ing rate (percentage of students who

scored above the passing cut-off)

The Journal of Physician Assistant Education | 2009 Vol 20 No 1

compared to lower passing rates for
both other standards set. This may
imply that the cut-off scores pro-
duced by the Angoff method were too
lenient; however, it should be noted
that all students within this exam
cohort went on to graduate a few
months after the exam and were in
good academic standing. Using either
cut-off score other than the Angoff-
generated passing level would have
meant an exam failure for students
with good academic standing. This
reinforces the need for programs
using SP examinations for high stakes
assessment to employ a defensible
absolute standard when making pass/
fail decisions as opposed to arbitrari-

ly assigning passing standards.

Limitations

This study does have several limita-
tions. First, a 50-minute training
workshop at the 2007 PAEA Annual
Education Forum was likely not an
optimal situation in terms of provid-
ing sufficient time to use the Angoff
method, for item discussion, and for
establishing the most acceptable con-
sensus among the judges.'”'* While

the ideal discussion time necessary

for Angoff judges to set a reliable
standard for an SP case is not estab-
lished, the process is generally con-
sidered complete when judges have
had time to thoroughly discuss each
item, share their rationale for each
rating, and make rating adjustments
if necessary."” Since the primary pur-
pose of the conference workshop was
to expose participants to the Angoff
method, rating decisions had to be
made more quickly than they would
have under highly controlled use of
the method, in which experienced
judges had the time they felt neces-
sary to review each checklist item
thoroughly. It is encouraging that the
judge’s ratings demonstrated signifi-
cant agreement and predictive value
for examinee performance despite
these limitations; however, more
substantial agreement between judges
might have been attained with greater
time to employ the method.

It would have been helpful to col-
lect data regarding each judge’s expe-
rience as a PA educator and prior use
of the Angoff method. While this was
not officially determined, the authors
suspect that none of the workshop

participants had used the Angoff
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method to set passing standards in SP
examinations prior to the workshop.
Also, novice faculty might lack the
frame of reference necessary to accu-
rately conceptualize a borderline can-
didate or may have a very different
perspective about what borderline
means in terms of student perform-
ance. Further study using the method
should account for these variables as
it is very possible that greater experi-
ence with the Angoff method and
greater years as a PA educator would
result in the most credible passing
standard. Additionally, determining
whether different cohorts of judges
set a similar passing standard for the
same cases would be helpful in estab-
lishing whether the method is easily
reproducible when used by different
judges.

Another limitation is that the stu-
dent data evaluated in this study are
all from one program. The judges’
ratings derived from a national sam-
ple of PA educators, but it will be
helpful to explore whether PA stu-
dents from different training pro-
grams demonstrate similar compe-
tence when being assessed by the
cases and measurement tools in this
study. Further study of these cases
should be done across multiple PA
training programs at different insti-
tutions to explore the reproducibility
of the process and findings.
Additionally, using the cases and
instruments to assess the perform-
ance of other learners at a similar
level of training (eg, clinical-level
medical students) would help to

establish exam validity.”

Future Directions and
Opportunities

As noted above, the purpose of the
Angoff method is to define a passing
standard for a case or exam. It is not
a process for developing a reliable
case or checklist. Faculty still need to

engage in credible methods of case
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and checklist development, including
proper rater training, determining
an acceptable number of case items,
verifying inter-rater reliability with
actual student exam data, and
attempting to explore the validity of
the measurement tools. However, the
Angoff method does offer an oppor-
tunity to promote a healthy discus-
sion among faculty about expecta-
tions for student performance and
defining clinical competence at a
program and national level. Through
the debate, faculty may come to better
understand and more clearly articu-
late their expectations of students
and understanding of student clinical
behavior. Additionally, the resulting
consensus-based passing standard
will likely reflect a more appropriate
standard of care for a case rather than
the individual practice preferences of
a case author.

If enough PA faculty become
familiar with the process, it is even
possible that this method is simple
enough for expert judges across mul-
tiple institutions to use within an
online discussion setting. This possi-
bility offers the opportunity to effi-
ciently engage large numbers of
expert judges in determining passing
cut-off scores for many SP cases that
could be used to grow a SP case
library for use within PA education.
The creation of such a case library
linked with credible performance
standards would not only provide
training programs a potentially more
reliable means of assessing student
clinical performance, it would also
provide a more standardized set of
assessment tools through which to
research curricular impact and PA
student ability across multiple pro-
grams. Since physician training also
makes heavy use of SP methods, a
bank of cases with credible passing
standards also offers the opportunity
for comparison of clinical skill across

professions.

Given the frequency with which
PA programs report using SP-based
evaluation to influence student grad-
ing decisions, it is important that PA
educators take steps to use this
resource wisely. Also, SP-based
assessment is often costly to imple-
ment in terms of faculty time, stu-
dent time, and money. Without
engaging in a credible standard-set-
ting procedure, PA faculty risk
squandering the resource and making
inaccurate decisions about student
ability. Using the Angoff method
appears to offer PA faculty a simple
and defensible method for making
pass/fail decisions during SP exami-
nations and its impact should be

explored further.
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