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Objective. To develop a rubric using an expert consensus building process for multiple evaluators to assess student
performance of patient communication.
Methods. Faculty and staff from six colleges/schools of pharmacy collaborated on a multi-step expert consensus building
process to create a final version of a communication rubric. First, faculty and patient content experts evaluated each item
in the rubric for its relevance, criticality, and global comprehensiveness using a 5-point Likert scale (0=not at all, 4=to a
high extent). Data was analyzed through descriptive statistics. Faculty members evaluated the results and came to
consensus on the second version of the rubric. A corresponding codebook was developed and refined through a two-phase
process.
Results. The initial communication rubric was evaluated by 13 expert reviewers. Mean global comprehensiveness on the
rubric was 3.83 for faculty experts and 3.5 for patient experts. After evaluating results from the expert consensus building,
14 items on the rubric did not change, five items were revised, three items were removed, and two items were added. The
second version of the instrument included 20 items in six topic areas. A codebook was finalized to increase scoring
consistency of the 20-communication items.
Conclusion. Overall, content experts reported high global comprehensiveness of the rubric. Faculty collaborations from
multiple schools of pharmacy resulted in a 20-item communication rubric and codebook that can be used to increase
student scoring consistency.
Keywords: communication rubric, medication education, patient education, assessment tool, consensus building

INTRODUCTION
Effective patient care communication by pharmacists has shown to improve medication adherence and reduce
medication errors.1,2 As such, a variety of teaching strategies are used by colleges of pharmacy in teaching patient care
communication skills.3,4 It is imperative that these communication skills are critically assessed and feedback is provided to
improve and refine student performance.
Literature review reveals communication rubrics have been created within pharmacy and are being used to evaluate
skills in a multitude of scenarios, including actual and simulated patient care experiences.5-8 Within the pharmacy profession,
there currently is not a universally accepted communication rubric to assess professional communication skills for student
pharmacists across a variety of evaluators. A standardized communication rubric that can be used in multiple settings
(experiential, laboratory, simulation, etc.) by multiple evaluator types (preceptors, faculty, residents, patients, and students)
that has been demonstrated to be reliable, valid, and void of interrater variability is needed. A professional communication
rubric could be used by pharmacy educators in establishing benchmarks to ensure all students graduating from colleges of
pharmacy are proficient in their communication skills and that pharmacy students within a given college/school and year
are being held to similar evaluation standards.
The Big Ten Academic Alliance – Performance Based Assessment Committee (BTAA-PBAC) group is a
collaborative of faculty and instructors from nine schools, including eight Big Ten schools/colleges of pharmacy and the
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METHODS
A multifaceted approach, as illustrated in Figure 1, was applied to development of the Professional
Communication in a Patient Encounter Rubric (communication rubric) and corresponding codebook. To begin the
process, each BTAA-PBAC school submitted rubrics used in the evaluation of students during performance-based
assessments. Communication-focused components of each rubric were extracted and compiled into one rubric. Members
of the BTAA-PBAC who teach Doctor of Pharmacy students communication skills vetted the rubric. Each item on the
rubric was analyzed, discussed, and refined until group consensus was reached. The resulting communication rubric draft
was piloted by several schools resulting in additional minor changes.
Subsequently, a multi-step expert consensus building process was undertaken to develop the finalized rubric.
External content experts completed a survey to assess content validity. Content experts were defined as either
faculty/instructors teaching in a required pharmacy communications course at a Big Ten school of pharmacy who were
not involved in the development of the rubric (faculty experts) or as individuals employed as standardized patients (patient
experts). Experts were given two scenarios where they played the role of the patient to provide context to the survey. They
evaluated every item on the rubric for relevance (how well does this item relate to the purpose of the evaluation) and
criticality (how crucial is it that the item be evaluated), using a 0-4 Likert scale (0 = not at all, 4 = to a high extent).
Additional questions were asked regarding global comprehensiveness of the rubric (assessed on the same Likert scale) and
identification of important items that should be evaluated by a rater to assess student communication skills. Lastly,
reviewers answered three short-answer questions to provide opinions regarding omitted items that should be considered
for inclusion, organization of the rubric, and additional comments.
Quantitative data from the consensus building process were analyzed through the use of descriptive statistics.
Themes were identified and reported for the three qualitative questions. Members of the BTAA-PBAC applied results of
the expert consensus building process to make final edits to the rubric, which is shown in Figure 2.
Next, three pharmacy faculty from the University of Wisconsin – Madison (UW) School of Pharmacy developed
a codebook to standardize the scoring of individual communication items. The codebook describes the content and
structure of the rubric, and provides guidance on the scoring of each item. A draft of the codebook was vetted by the nineschools represented within the larger BTAA-PBAC group, with additional edits based on group consensus.
The communication rubric and codebook were piloted in two phases to evaluate student communication during a
patient education session. In phase one, seven laboratory faculty and one 4th-year student pharmacist from three
schools/colleges of pharmacy (UW, University of Iowa (IA), and UIC) evaluated students during live skill performance at
their home institutions and brought suggested edits to an in-person meeting of the BTAA-PBAC. Codebook revisions
were discussed and implemented after group consensus was achieved. Phase two pilot testing was designed to increase
consistency of item scoring through clear interpretation of the codebook. Two simulated patient education sessions were
video-recorded and made available to faculty at six BTAA-PBAC schools (UW, IA, UIC, University of Minnesota (MN),
Rutgers University (RU), and The Ohio State University (OSU)). Phase two faculty evaluators used the rubric and
codebook to score student communication in each of the videos. Rubric item scoring was compared between faculty
evaluators and discrepancies were identified. Faculty and instructors from the BTAA-PBAC schools then reconvened to
evaluate results of the phase two pilot and came to consensus on a final version of the codebook (Appendix 1).
This project was approved by the institutional review board (IRB) at each of the six schools who participated in
piloting the communication rubric and codebook. Students participating in video recording agreed to participation and
signed informed consent documents as required by IRB.
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University of Illinois at Chicago (UIC) who teach skills-based laboratory courses. The mission of the BTAA-PBAC is to
work towards evolving and shaping performance-based assessment practices for excellence in evidence-based pharmacy
education. At an annual meeting of the BTAA-PBAC, discussion focused on student assessment of critical communication
skills, and it became apparent that each school used home-grown rubrics to assess student communication. Some schools
reported evaluating student communications skills separately from the delivery of drug-related content, while other schools
evaluated communication skills together with clinical content within prescription counseling rubrics. Identification of these
differences began the discussion of the importance of having an expert-generated, validated communication rubric. The aim
of the current project was to develop a rubric using an expert consensus building process that could be used across multiple
users to assess student performance of patient communication.

RESULTS
The initial communication rubric was evaluated by 13 content experts, including six faculty and one graduate
student (faculty experts) from seven schools/colleges of pharmacy and six standardized patients from UW (patient
experts). All available data were included in the analysis; however, not all experts completed every survey question.
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Faculty and patient expert numerical relevance and criticality ratings for each of the rubric items are included in Table 1.
Mean global comprehensiveness of the communication rubric was 3.83 (n=6) and 3.5 (n=6) for faculty and patient
experts, respectively. Common themes to short answer question responses included missing items of patient follow-up,
summary of the interaction, and the use of open-ended questions. Both groups of experts also encouraged the evaluation
of only one item per line and the development of detailed descriptions for each of the items to assist in consistent use of
the rubric. One theme that emerged prominently from the patient expert feedback was that the communication rubric was
comprehensive and well organized.
After the BTAA-PBAC evaluated the results from the consensus building process and discussed among group
members, 14 rubric items did not change. Five items were revised (#11: “spoke clearly” to “spoke clearly and
confidently”, #12: “used words that patient could understand” to “used patient friendly language”, #18: “respected
patient’s time” to “utilized time efficiently”, #19: “achieved mutual understanding and if applicable agreement with plan”
to “achieved mutual agreement with plan”, #21: “concluded encounter smoothly” to “provides closure to encounter”).
Three items were removed (#2: “addressed patient by name,” #15: “listened to patient responses,” #16: “appeared
confident in abilities”). Two items were added which included “listened to and engaged with patient” and “used teachback.” The second version of the instrument included 20 items in six topic areas (Figure 2).
Based on content expert feedback, a comprehensive codebook was developed and piloted to provide scoring
guidance on the 20 communication items evaluated to enable rater consistency. Throughout the three phases of internal
codebook consensus building (Figure 1), scoring guidance for all items was refined and finalized, including the addition
of descriptive examples for items and how each should be scored.
DISCUSSION
The ability to communicate with patients is a vital component of health care emphasized within the Accreditation
Council for Pharmacy Education (ACPE) Standards and the Pharmacists’ Patient Care Process (PPCP). 9,10 Numerous
learning activities designed to improve health care provider communication skills are described in the pharmacy education
literature.4 Simulated and standardized patient encounters are common activities used to evaluate progression in student
communication skills. Despite recognition of the importance communication plays in patient care, there is a high degree
of subjectivity in determining effective communication and measuring appropriate progression of communication skills.
There is a deficit of standardized rubrics that can be reliably used to evaluate those skills, specifically in pharmacy
students. Consequently, individual pharmacy educators often develop and use home-grown assessment tools. The BTAAPBAC reported experiences of using rubrics that were revised over the years without historical context, only used
internally, or have not been validated. It is important to utilize a communication assessment tool that limits ambiguity,
bias, subjectivity, and scoring inconsistency across assessors, activities, students, and institutions.
Validated tools for assessing communication skills exist, but few have been developed or studied for pharmacy
education. The Patient-Centered Communication Tool (PaCT) is one validated tool for assessing student pharmacist
communication with patients; however, limitations of this rubric are validation within a single institution and similar
cohort of students.8
Faculty collaborations from multiple institutions to develop a communication assessment instrument through an
expert consensus building process should help to minimize institutional bias resulting in a more consistent instrument. The
Professional Communication in a Patient Encounter Rubric is the product of such a collaboration, resulting in a shared
vision of effective communication among stakeholders. The accompanying codebook provides a mechanism for improved
consistency in scoring across multiple assessor types (students, faculty, simulated patients, and preceptors) as noted by the
mean global comprehensiveness of the communication tool by faculty and patient experts.
The Professional Communication in a Patient Encounter Rubric was designed to assess student communication
throughout a curriculum for all types of simulated and real patient encounters. Use of this rubric may allow faculty to
easily identify challenges in student mastery of communication and to consistently assess student communication over
time; however, the assessment of clinical content will require a separate evaluation.
The process described in this manuscript required numerous meetings, communications, and revisions involving
faculty across the country. Challenges encountered throughout this process were developing shared terminology with
consistent interpretation and BTAA-PBAC membership turnover. A strong desire for the project from all members and
collegiate support were required for the success of this project. Further research by the BTAA-PBAC will establish
interrater reliability and validation of the rubric and codebook across multiple rater groups.
CONCLUSION
Patient communication skills must be taught and assessed throughout the Doctor of Pharmacy curriculum. The
BTAA-PBAC applied a multifaceted approach, including an expert consensus building process, to develop and evaluate
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the Professional Communication in a Patient Encounter Rubric and corresponding codebook. While the rubric does not
include assessment of clinical knowledge, this project demonstrates the importance and ability of multiple colleges and
schools of pharmacy to collaborate on the development of a universally accepted communication rubric. External faculty
and patient content experts provided valuable input to finalize the rubric and the corresponding codebook.
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Table 1. Expert Review of the Communication Rubric.

Initiating the Encounter
1. Student introduced
him/herself by name and title
4 (4)
2. Addressed patient by name
4 (4)
3. Elicited concern(s)
3.83 (4)
4. Established purpose of the
encounter
4 (4)
Establishing Trust and Respect
5. Conveyed respect for
patient
3.83 (4)
6. Conveyed non-judgmental
attitude
3.83 (4)
7. Empathetically responded
to patient’s concerns and
feelings
3.83 (4)
Using Verbal Communication Skills
8. Spoke at appropriate pace
and volume
3.83 (4)
9. Avoided filler words (um
uh ah)
3.17 (3.5)
10. Allowed patient to speak
without interruption
3.5 (4)
11. Spoke clearly
3.5 (4)
12. Used words that patient
could understand
4 (4)
Using Non-Verbal Communication Skills
13. Made appropriate eye
contact
3.67(4)
14. Displayed appropriate
body language
3.67 (4)
15. Listened to patient
responses
3.67 (4)
16. Appeared confident in
abilities
3.67 (4)
Managing the Encounter
17. Completed one topic
prior to moving to the next
3.33 (4)
18. Respected patient’s time
3.33 (4)
Concluding the Encounter
19. Achieved mutual
understanding and if
applicable agreement with
the plan
3.67 (4)
20. Provided opportunity for
and responded to questions
3.83 (4)
21. Concluded encounter
smoothly
3.17 (3.5)

Patient Experts (n=6)
Relevance
Criticality
Min
Rating
Rating
Evaluate
(n=6*)
(n=6*)
(n=5)
Mean
Mean
Count
(median)
(median)
(%)

3.83 (4)
3.83 (4)
3.83 (4)

7 (100)
6 (86)
4 (57)

3 (3.5)
3 (3)
3.67 (4)

2.8 (3)
2.83 (3)
3.2 (3)

1 (20)
2 (40)
2 (40)

3.67 (4)

7 (100)

3.6 (4)

3.83 (4)

2 (40)

3.33 (3.5)

3.17 (3.5)

3.67 (4)

6 (86)
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Faculty Experts (n=7)
Relevance Criticality
Min
Rating
Rating
Evaluate
(n=6)
(n=6)
(n=7)
Mean
Mean
Count
(median)
(median)
(%)

3 (60)

3.83 (4)

5 (71)

2.83 (3)

2.67 (3)

1 (20)

3.67 (4)

5 (71)

3.4 (3)

3.2 (3)

1 (20)

3.67 (4)

5 (71)

2.83 (3)

2.83 (3)

1 (20)

2.83 (3)

4 (57)

1.67 (1.5)

1.5 (1)

2 (40)

3.33 (3.5)
3.33 (3.5)

4 (57)
4 (57)

3 (3)
3.17 (3)

3 (3)
3 (3)

1 (20)
2 (40)

4 (4)

7 (100)

3.83 (4)

3.67 (4)

3 (60)

3.83 (4)

5 (71)

2.67 (3)

3 (3)

2 (40)

3.67 (4)

3 (43)

1.83 (2)

2 (2)

1 (20)

3.67 (4)

5 (71)

3.5 (4)

4 (4)

3 (60)

3.17 (3)

2 (29)

2.67 (3)

3 (3)

1 (20)

3 (3.5)
2.83 (3)

3 (43)
1 (14)

3.4 (3)
3 (3)

3 (3)
3 (3)

3 (60)
3 (60)

3.67 (4)

4 (57)

3.37 (4)

3.67 (4)

2 (40)

3.83 (4)

7 (100)

3.5 (3.5)

3.67 (4)

3 (60)

3 (3)

2 (29)

2.67 (3)

2.33 (2.5)

1 (20)

*All survey responses were included in the analysis. Two patient experts did not complete the entire evaluation: one did not respond
to statements 2, 4, and 7; the other did not respond to statements 17 and 18.

Figure 1. Rubric and Codebook Expert Validation Process.
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BTAA-PBAC consensus
building for rubric revision

BTAA-PBAC consensus building
for codebook finalization

Key: BTAA-PBAC: Big Ten Academic Alliance – Performance-Based Assessment Committee; UW: University of Wisconsin – Madison; IA:
University of Iowa; UIC: University of Illinois at Chicago; MN: University of Minnesota; RU: Rutgers University; OSU: The Ohio State University

Figure 2. Professional Communication in a Patient Encounter Rubric (Post-validation).
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Initiating the Encounter

No [0]

Inconsistent
[0.5]

Yes [1]

N/A [1]

1. Student introduced him/herself by name and title
2. Elicited concern(s) (from patient perspective)
3. Established purpose of the encounter (student perspective)
No [0]

4. Conveyed respect for patient
5. Conveyed non-judgmental attitude
6. Listened to and engaged with patient
7. Empathetically responded to patient’s concerns and feelings
Using Verbal Communication Skills

No [0]

8. Spoke at appropriate pace, volume, and tone
9. Avoided filler words (um, uh, ah)
10. Allowed patient to speak without interruption
11. Spoke clearly and confidently
12. Used patient friendly language

Score for this Section
Inconsistent
Yes [1]
[0.5]
Do Not Score
Do Not Score
Do Not Score
Score for this Section
Inconsistent
Yes [1]
[0.5]

N/A [1]

N/A [1]

Do Not Score
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Establishing Trust and Respect

Using Non-Verbal Communication Skills

No [0]

Score for this Section
Inconsistent
Yes [1]
[0.5]

N/A [1]

No [0]

Score for this Section
Inconsistent
Yes [1]
[0.5]

N/A [1]

13. Made appropriate eye contact
14. Displayed appropriate body language
Managing the Encounter

15. Completed one topic prior to moving to the next
16. Utilized time efficiently
17. Provided opportunity for and responded to questions
Concluding the Encounter

No [0]

18. Used teach-back
19. Achieved mutual agreement with the plan
20. Provides closure to encounter

Score for this Section
Inconsistent
Yes [1]
[0.5]
Do Not Score

N/A [1]

Score for this Section
Total Score
Global assessment: Would you return to this pharmacist for future guidance on medications? ___ YES ___ NO
Comments (Please comment on each item marked “No”):

7

2. Elicited concern(s) (from the
patient perspective)

Yes [1]
Identifies themselves (1)
using first name (last name
optional) and (2) appropriate
professional title

Does not ask for patient
concern(s) or agenda

Identifies patient concern(s)
or agenda but uses a closedended approach
(ie, You came to see your
doctor today, right?)

Identifies patient concern(s)
or agenda using open-ended
approach
(ie, What brings you in
today?)

No explanation of purpose

Provides incomplete
explanation of purpose or
lacking sufficient details

No [0]

Inconsistent [0.5]

Provides explanation to the
patient on the purpose of the
visit (ie, I am here to talk to
you about your blood
pressure medications.)
Score for this Section
Yes [1]

Shows disrespect to the
patient
(ie, overly authoritative,
unprofessional, rude, or
inappropriately addresses
patient)

DO NOT SCORE

Shows consideration/respect
throughout encounter

Projects own personal
beliefs, replies with sarcastic
remarks, or dismisses
patient’s
opinion/belief/culture

DO NOT SCORE

Remains unbiased
throughout encounter

Does not retain active (or
appropriate passive)
listening throughout the

Exhibits active (or
appropriate passive
listening) or appears

Demonstrates active
appropriate passive listening
and engages with patient
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Appendix 1. Codebook for Professional Communication in a Patient Encounter Rubric.
Initiating the Encounter
No [0]
Inconsistent [0.5]
No name and title provided
Completes 1 of the 2 items
1. Student introduced
satisfactorily
him/herself by name and title

3. Established purpose of the
encounter (from the
pharmacy student
perspective)

Establishing Trust and
Respect
4. Conveyed respect for patient

5. Conveyed non-judgmental
attitude

6. Listened to and engaged with
patient

8

N/A [1]

N/A [1]

engaged throughout the
encounter (but not both)

throughout the encounter (ie,
making patient aware that
they are listening while
writing/typing and involving
patient in the encounter.)

7. Empathetically responded to
patient’s concerns and
feelings

Dismisses, does not
acknowledge, or reacts
inappropriately to patient
feelings, concerns, or
responses

DO NOT SCORE

Using Verbal Communication
Skills
8. Spoke at appropriate pace,
volume, and tone

No [0]

Inconsistent [0.5]

Acknowledges patient
concerns or responses in
empathetic manner
(ie, That can be pretty
difficult; I’m sorry to hear
that)
Score for this Section
Yes [1]

Speaks with inappropriate
pace, volume, and tone

Speaks with appropriate
pace, volume, or tone (but
not all three)
(ie, speaking too fast or too
soft, uncomfortable pauses,
or monotone)

Speaks with appropriate
pace (speed) and volume to
meet patient’s needs, and
with appropriate tone

9. Avoided filler words (um,
uh, ah)

Uses filler words to degree
that is distracting to patient

Occasionally uses filler
words but not to degree that
is distracting to patient

Does not use filler words

10. Allowed patient to speak
without interruption

Inappropriately interrupts
patient

DO NOT SCORE

Does not interrupt patient or
appropriately uses
interruptions to redirect the
patient

Speaks in manner lacking
confidence and/or clear
pronunciation that results in
incomplete patient
understanding or confidence
in instructions provided (ie,

Occasionally speaks in
manner lacking confidence
or clear pronunciation but
not to degree that negatively
affects patient understanding

Speaks confidently and
pronunciates in manner
patient can understand
(ie, correct and clear
enunciation )

11. Spoke clearly and
confidently
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encounter and appears
disengaged

9

N/A [1]

12. Used patient friendly
language

Using Non-Verbal
Communication Skills
13. Made appropriate eye
contact

Frequently uses language
that is not patient friendly
without definition or delivers
information in a non-patient
friendly manner

Occasionally uses language
that is not patient friendly
without definition

Uses language and delivers
information in patient
friendly manner
(ie, No medial jargon used
or student defines all
medical terminology if used
and does not unduly frighten
the patient)
Score for this Section
Yes [1]

No [0]

Inconsistent [0.5]

Demonstrates inappropriate
or uncomfortable eye contact
throughout encounter
(ie, staring; no eye contact
throughout)

Demonstrates occasional
lack of eye contact (without
explanation)

Demonstrates appropriate
eye contact when addressing
the patient (lack of eye
contact acceptable with
explanation)
(ie, while writing or typing)

Demonstrates inappropriate
or uncomfortable body
language throughout
encounter
(ie, eye rolling,
inappropriate smirk,
personal space not
maintained, hovers over or
uncomfortably maintaining a
higher eye level than patient,
or overly casual)

Demonstrates occasional
lack of appropriate body
language

Demonstrates appropriate
body language to situation
and adjusts to individual
based on culture and
preferences
(ie, open posture,
maintenance of personal
space, appropriate nonverbal expressions)
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mumbling, hemming and
hawing or speaking
hesitantly)

14. Displayed appropriate body
language

Managing the Encounter
15. Completed one topic prior to
moving to the next

No [0]
Conducts encounter in
manner that patient had

Inconsistent [0.5]
Occasionally conducts
encounter in disjointed
10

Score for this Section
Yes [1]
Adequately covers topics
prior to moving to the next

N/A [1]

N/A [1]

16. Utilized time efficiently

17. Provided opportunity for and
responded to questions

Concluding the Encounter
18. Used teach-back

manner but overall patient
could follow

(allowances should be made
for redirection by the
patient)
(ie, used appropriate
transitions; organized flow
and structure that patient
could easily follow; avoided
use of loaded or compound
questions)
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difficult time following due
to poor organization

19. Achieved mutual agreement
with the plan

Exceeds allotted time for the
encounter

Completes the encounter
within the allotted time BUT
conducts the encounter
inefficiently

Completes the encounter
within the allotted time and
in an efficient manner

Does not answer a patient
question
OR
Does not ask if patient has
any questions

Responds to patient
questions
AND
Asks patient if they have
questions in a closed-ended
format

No [0]
Does not include teach back
in encounter conclusion

Inconsistent [0.5]
DO NOT SCORE

Responds to patient
questions
AND
Asks patient if they have
questions in an open-ended
format
Score for this Section
Yes [1]
Appropriately incorporates
teach-back to ensure patient
understanding

Does not verify patient
agreement with plan

Verifies patient agreement
with plan but does so using
close-ended or leading
question(s)
(ie, So this is going to work
for you, right?)
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Verifies if plan works for the
patient or if plan is amenable
to the patient in open-ended
fashion (ie, How do you feel
about this plan? How will
starting this medication
work for you?)

N/A [1]

Does not provide a closing
or provides an inappropriate
closing statement provided
(ie, walked out of the room,
or an inappropriate closing
statement)

Abruptly or uncomfortably
closes the encounter

Includes appropriate closing
statement
(ie, thank you, good bye)

Score for this Section
Total Score
Global assessment (not included in grading): Would you return to this pharmacist? ___ YES ___ NO
Yes: After the education provided, you would seek out this pharmacist again.
No: You would not seek out this pharmacists again and would prefer to meet with a different pharmacist in the future.
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20. Provided closure to
encounter
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