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SUMMARY AND KEY POINTS FROM THE 17TH OTTAWA CONFERENCE

Background

This summary details the key points and emergent themes from the conference from a UK perspective. Detailed personal reflections are included in the workshop notes and the notes from each day’s proceedings.


Key areas and emergent themes


1. Programmatic Assessment

Whilst the value of high stakes summative assessments was recognized, an emergent theme was the value of qualitative information of performance in the workplace. The benefits of the programmatic approach to assessment encapsulated in work by Cees van der Vleuten (2012) was a theme than ran through many key notes and related workshops.

The conference highlighted the need to move way from the traditional medical models of assessment to team based training and assessment using methods and tools that can appropriately assess professional competencies such as compassion, patient centredness, multi-professional teamwork and communication.

The concerns about “atomization” of the competency based approach leading to trivialization of assessment prompt the move to Programmatic Assessment, gathering information from the rich narrative of patient and students experiences.
Prof. Janke Cohen-Schotanus clearly showed how assessment drives the learning but demonstrated the importance of selecting the right assessment methodology. Focusing purely on the assessment without constructive alignment encourages trainees to develop learning strategies to “pass the test” whereas recursive longitudinal assessment encourages more effective learning strategies and deeper learning.

2. National Licensing Exams

There was a great deal of debate about the benefits and risks of a national licensing examination with international perspectives.

Many of the principles outlined in this conference could be applied to the UK model being developed by the GMC. In particular it may be helpful to have a compromise proposal that draws from experience of other licensing examinations where the “core” is tested by conventional end point high stakes assessments, which set the minimum standard combined with a method of assessing “back up” knowledge using work place assessment over a longer period of time within the first 18 months post licensing.

3. [bookmark: _GoBack]Assessing Professionalism and Entrustable Professional Activities

There was considerable interest in assessing professionalism and what defines professional competencies. Jane Macnaughton set out very clearly the role of medical humanities in the undergraduate curriculum and why student should learn about professional competencies such as compassion at an early stage; a theme echoed by other speakers. However, this important competency is difficult to assess by conventional methods but should be assessed in ways that test it appropriately.

It is this argument that has been a trigger for the paradigm shift from competency-based programmes to Entrustable Professional Activities (EPAs) that take the competency framework and define milestones for attainment. The Royal College of Physicians and Surgeons (Canada) define EPAs and milestones as: 

A Royal College Entrustable Professional Activity (RCEPA) is a responsibility or task in the clinical setting that may be delegated to a resident by their supervisor once sufficient competence has been demonstrated.

EPAs are used for overall assessment

A milestone is an observable marker of an individual's ability along a developmental continuum.

Milestones are used for planning and teaching


It was interesting to hear from The Royal College of Physicians (UK) that the RCP are reviewing the curriculum design and may be an early adopter of the milestones and EPA system. This will be a mammoth task but has the potential for more focused and meaningful assessment that drives and results in deeper learning strategies.

This may have important implications for postgraduate medical and dental training organizations (HEE) aligning multi-professional workforce training to a changing and more fluid definition of fitness for purpose.

The presentation on the use of whole team simulations showed how this could be a powerful lever for whole system and culture change and may be of importance for large stakeholder organizations in UK Trusts and CCGs where quality, patient safety and service improvement are significant drivers for change and improvement.


WORK PLACE BASED ASSESSMENT:  BENCH-MARKING THE 'GOOD ENOUGH' EPORTFOLIO 
 
Author(s): Edwards J1, Mamelok J2, Jenkins L3. 

1 GP Dean, Health Education Thames Valley, 2 Deputy Dean Primary Care and Public Health, Health Education North West, 3 Division of Family Medicine and Primary Care; Stellenbosch University 

Presenter(s): 
Dr Jill Edwards, Dr Jane Mamelok, Professor Louis Jenkins.
 
Background: 
The licensing examination for specialty training in general practice in the UK comprises of three components, one of which is Workplace-Based Assessment (WPBA). A similar assessment package operates in South Africa for Family Medicine (FM) training. WPBA needs to be, for the licensing examination, defensible. This is because it tests highly significant areas of performance that cannot be adequately tested elsewhere. It depends upon educational supervisors making consistent judgements. There is concern about the reliability of subjective judgements by assessors in non- standardized settings. Assessor bench-marking is an essential part of both formative and summative assessment when a programme is striving to achieve sound assessment practice. 

This workshop, led by UK and South African national experts in WPBA and quality management examines the concepts of ‘bench marking’ and the ‘good enough’ ePortfolio.  

Intended outcomes: 
Participants will gain an appreciation of the strengths and weaknesses of the WPBA tools used in GP specialty / FM education. By examining real ePortfolios they will begin to calibrate their own benchmarks.

Background: 
· The WPBA tools in action: theoretical principles of WPBA  
· Small group work: Bench-marking exercise 
· Naturally occurring evidence – what else should an ePortfolio contain. 
· Small group work  - review of a live portfolio, UK and South Africa.
· Plenary 

Who should attend? 
All trainees and educators involved in, or wanting to learn more about WPBA 

Level of workshop (intermediate): 
Prior experience of using an ePortfolio and assessment in the workplace would be an advantage.  





Workshop plan and reflection (90 minute workshop session)

2K: Ottawa Workshop: WPBA – ePortfolio
22/3/16 10.15 – 11.45


10.15 – 10.35 
PowerPoint presentation Jane Mamelok and Louis Jenkins

10.35 – 10.40 (All)
Explanation of benchmarking exercise using Mini CEX marking framework from South Africa, all participants to grade and put scores on board against each domain.

10.40 – 10.50 (Louis)
Video of live consultation from South Africa (8 minutes) – participants to observe and complete assessment framework.

10.50 – 11.05 (All)
Marking, discussion of marks, justify the grade, refer to word pictures – encourage participants to define what they mean by the scores allocated.

11.05 – 11.10 (All)
Short plenary of key messages from benchmarking exercise.

11.10 – 11.40 (All)
· Use of real live portfolios.
· UK access to live e-portfolio LA (with trainee permission) using non-editable RCGP access codes.
· Quick demonstration from JPM as to how to navigate the portfolio.
· Participants with iPads/tablets can access the portfolio live.
· Paper copies of real life portfolio from South Africa for participants to use and assess.
· Some key questions (PowerPoint slide left up) for them to consider.

11.40 – 11.45 (All)
Questions and discussion of key take home messages.

[image: qwertyuiop[]:Users:davidhobbs:Desktop:Ottawa 22 3 16.pdf]

See Appendix 1, for full slides and notes.




Preparation for the session.

Jill Edwards and I attended the 16th Ottawa Conference in 2014 and had secured a symposium slot with an expectation that we would have up to 100 participants in the audience. Although the session went well, the attendance was disappointing (around 30) and we reflected on why the session was not attractive.

· The topic was too UK focused
· The content was accurate and innovative but too technical and would be “over the head” of most participants unless they had shared content expert knowledge.
· The target audience and the actual audience were mismatched.

We therefore reflected on what we would need to do in a session for this conference to align the session to the target audience.




Therefore it included:

· International perspective (UK and South Africa)
· The presentation was brief and used for information with the narrative giving key points only.
· There was active participation in a defined task (benchmarking)
· It had face validity – related to real life assessment of live portfolios of actual students.

Having submitted the abstract in the required format and targeted as above we were successful in securing a workshop session.

A SKYPE conference between the stakeholders was planned for early February and at that teleconference we spent an hour in a highly focused way, planning the session, agreeing the timings and the contribution (and preparation required) for each of the speakers.

· We were each tasked with a total presentation of no more than 20 minutes so ideally 5 slides each.
· Key messages only to be used as visual prompts for the discussion and benchmarking exercise.

The finished presentation was emailed around shortly before the conference in mid March 2016 for further editing and honing down.

We obtained consent from a trainee to have access to her e-portfolio for the purpose of the conference and had access via RCGP EA codes (could not be edited).

The IT requirement was emailed to the conference organizer in advance.

On arrival in Australia we agreed to have a planning session the day before the workshop. The PowerPoint was further edited to hone it down and the “script” rehearsed for timings. We attended the conference centre the night before to load the presentations, the video and ensure Internet access for the e-portfolio.
This was checked by all of us the evening before the presentation, so that it ran smoothly on the day.

The most important bit of the preparation was an agreement between the three of us was what were our key messages and outcomes from the workshop; which were.

· To seed the idea of a programmatic approach
· That WPBA is dependent on qualitative data but that narrative can be a rich source of information.
· The reliability of the overall assessment process comes from multiple sampling, by multiple assessors, using a wide variety of tools.
· The most valuable asset in terms of “sharpening the tool” is the training of assessors, a point we wanted to demonstrate by the benchmarking exercise.

The couple of hours spent in honing the preparation and focusing the take home and key points was extremely helpful as the workshop ran to time and the benchmarking exercise generated a lot of useful debate.

Participants seemed to value a live benchmarking exercise and the opportunity to navigate and select evidence from a live portfolio.

Our impression as the speakers is that the workshop session stuck to the brief, and some of the participants’ fed back directly on how helpful it was.
In contrast to 2014, the session was full to capacity and included a wider international audience.


Reflections for me:

· The workshop went well because it was well planned and executed and stuck to the brief.
· The work that went into the abstract and preparation before the event reflecting on less successful conference workshops has helped me to identify a strategy for submitting abstracts for future conferences of this type.
· I would hope to apply those lessons within my organization so that we could showcase some of the initiatives and innovations by HEE PGMD at future similar conferences.






SUMMARY NOTES AND COMMENTARY OF PRESENTATIONS, WORKSHOPS AND ORAL SESSIONS ATTENDED.

Day 1 Plenary and sessions 21/3/16

21/3/16 First session – Ronald Harden overview

· Good summary of issues done as jig saw quadrants – this was quite a powerful opening slide.
· Good, new, controversial and uncomfortable jigsaw quadrants
· The Pumpkin Plan  “sew seeds of assessment development”

Professor Janke Cohen-Schotanus
Emeritus Professor in Medical Education, Groningen University, The Netherlands.

Assessment drives learning: How can assessment programmes be used to stimulate learning?

· Assessment drives learning
· Students don't learn what we expect, but what we inspect.
· Teachers do not like “assessment drives learning” as they want self-directed learning but students want to learn what they need to know to pass the tests.
· Current students do not prepare for tests properly – and concentrate on “question spotting” and surface learning to pass the test.
· Student characteristics self-regulation, motivation and anxiety.
· Learning strategy should be deep rather than surface but they concentrate on will and skill.

Key questions from students that shape assessment strategy for teachers.
1. What should I learn - quality of learning
2. When is the test? Avoid procrastination e.g. most prepare 3-4 weeks before the test, which can be a way to avoid cumulative assessment.
3. What happens if I fail - student must own the problem and know what the process is after failure?


What should I learn?
Advantage of the cumulative system was repetition of content, no competition and could compensate and the reset was unattractive which motivates students better.

Cohen differentiates the curriculum content into:

1. Core knowledge which may be tested by closed book methods
2. Backup knowledge - tested with open book - this helps to give awareness of what they don't know and will look it up.

What happens if you fail?
The more re-sits stimulates procrastination Cohen advocates making re-sits unattractive i.e. it tests across the whole range of the curriculum across all the modules previous assessed cumulatively and in her context it is done in the summer holiday.

The key is well-planned assessment programmes that consider the three questions and make this explicit to students.

1. When is the test?
2. How do I prepare?
3. What if I fail?

· Well planned assessment programme
· Students are regularly tested – after each module as part of a cumulative assessment programme.
· Clear expectations of what needs to be learned and the test content – made explicit to students.
· Fair consequences.

Key messages to take away:

· The concept of core versus backup knowledge; and appropriate use of closed and open book testing methods.
· Assessment drives the learning - well put argument BUT unless you consider the unintended consequence of students tendency to learn to pass the test that may “trivialize assessment”
· The concept of making re-sits unattractive to encourage success early rather than allowing students to rely on multiple re-sits is at odd with UK strategy for licensing exams such as CSA but it’s an interesting concept to explore to avoid the CSA multiple attempts dilemma we face in the UK.



Professor Jane Mcnaughton
Dean of Undergraduate Medicine of the School of Medicine, Pharmacy and Health, Durham University, UK.

Compassion and the biomedical gaze: the role of medical humanities

· Compassion reflects the fact health and practice are about human relationships not competencies
· Not everything that matters can be measured.
· The influence of market forces on health care and culture
· Perceived crisis in compassion delivery in health care in the UK - Mid Staffs fall out

What is compassion?

Requires positivity in the environment and institution
May need to be worked at and open the mind.
Critical of GP competency based selection process

Competency based assessments tend to be atomistic and could reduce to the level of its component competencies and encourage multiple competency attainment, without meaning leading to the “tick box approach” and it is difficult to assess the things that matter e.g. compassion by this method.

· This was the key message for me about developing assessment systems that are not atomistic that test professionalism in its widest sense in particular the humanities.




Symposium session - national board exams (NBE) Perspective from several nations, the US, the UK and Australia.

Can NBE really test fitness for practice?
Would NBE undermine medical schools and just prepare them for the exit exams

North America experience
 
NBE drives slow adopters of best practices to bring them up to standard.
Assessment drives the curriculum and if have high stakes exit exam it will shape the curriculum
National exam reflects the mainstream
US med schools took exam before end of training to access benchmarking data.
NBE encourage broad engagement in innovation
NBE encourage competency based curricula and assessments

GMC (Terence Stephenson, GMC UK)

4 questions

1. Is it necessary? If yes bear in mind in design that form follows function.

Why is it necessary?
· 34 different universities
· 31 EU countries with freedom of movement
· PLAB
· If there is no assessment bar very difficult to raise it.
· Current variability and readiness across UK medical schools?
· 25% differential between med schools
· Aim is to have a singlet demonstrable objective for licence to practise

2. Burden of assessment?

3. Will it produce a sausage machine medical schools teaching to the test?
Probably not

4. Imagine the opposite - Good strategy in design to think of polar opposite argument and what they might offer to the process TS discussed to possibility of an internal OSCE in each HEI.
What if marked by the teacher with no independent assessment?
Opposite option could be much worse than the NBE

GMC package
· Test of applied knowledge
· Test of clinical skill
· Confirmation of (fitness to practice – ftp) - after 18 months.




Paul Worley (Australia) 
 

Quotes Trudie Roberts , "this is an issue of public safety"  but NNT equivalent for NBE would not pass muster if it were a drug.
NBE should be directed at assessments that drive agenda for community need
Aim for programmatic assessment for leaning 
Not national assessment of learning.


Ronald Harden – Is a national exam the best way to recognize competence to practice medicine?


Is NBE best way to recognize professional competence?
Presented pros and cons - look up Trudie Roberts’s paper (Swanson & Roberts)

David Swanson and Trudie Roberts 
Trends in national licensing examinations in medicine. 
Medical Education 2016: 50: 101–114

1 Screens out unsuitable applicants
2 Helps to protect patients
3 Protects standards 
4 Ensures the quality of migrant doctors

· But some skills that caused problems e.g. professionalism cannot be assessed by NBE. 
· NBE may not be the best method of reassuring the public
· Brian Jolly article claims NBE inhibits change and innovation – look up electively.
· Principle of NBE is out of tune with current thinking in assessment.
· There is a need for diversity in medical schools.

Key messages to take away:
· Too much to absorb in the one session and clearly an important area for the GMC that is committed to the development of a national licensing examination in the UK.
· JPM challenged TS and got reassurance that the way forward might be a model of assessing core and backup knowledge differently perhaps having core as the minimum standard and backup as standard of excellence tested appropriately through WPBA.
· TS invited JPM to put herself forward for GMC working group – JPM to follow up on return to UK.








Session 4 Symposium: Improving selection into medicine and the health care professions.

What is excellence in assessment?
Clarity about role of the doctor in MDT
Define competence for stages of training
Define and evaluate outcomes

First phase of the work UKMED database of cohort med students doing SJTs

Check Fiona Patterson's paper on selection methods - Medical Education.
Traditional interviews personal statements, referee reports, low reliability and validity in psychometric terms
Personality and emotional intelligence assessments have been used and may be helpful as part of a raft of assessments 
SJTs increasingly popular in medicine, 40 years data from other professionals about positive predictive value
SJTs focus on none medical aspects
SJTs reference in medical teacher

Interview and series of MMIs multiple mini interviews

John Dowell UKMED

Look up UKMED
Check UKCAT

Key message:

· Fiona Patterson presented a very powerful slide demonstrating the cumulative predictive validity of each stage of GP recruitment, which was powerful driver for NOT getting rid of Stage 3. 


















Plenary and key-note speakers - 22 March 2016

Dr. Victoria Brazil Bond University, Australia
Goal directed stimulation - connecting clinical education with health services outcomes

What does an elephant look like to blind people look like - slide with 6 blind people each describing their bit of the elephant.
The point is that people see what things look like from their perspective
The complexity can lead to disconnect in the patient journey
Potential for working in silos

· It's not enough to assume that good training translates into good clinicians and teams
· VB gave narrative account of how they have used simulation to target patient outcomes
· Simulation has roles in training, diagnostics, intervention but conceptualizing simulation as a service.

Goal directed simulation in trauma used as illustrative example

E.g. How fast to get to CT for trauma patients and onto Operating Theatre (OT)?
Real life timed simulation of real cases practicing thinks like handover (got it down to 18 seconds prior to theatre)
Brings reflective practice from the team following simulation into the heart of the service to improve patient care and service delivery.

VB talked through and example of where a whole team is put through a simulation exercise to improve efficiency of service delivery so the simulation maps across the whole patient journey e.g. for stroke patients it includes paramedic handover, assessment in A+E, time to CT scan, to admin of "clot buster" handover to stroke wad and rehab. The exercise includes whole team brief so can look at other aspect is of the process not just practice procedures so it does look at communication, handover and teamwork skills.
Wide range of simulations that can be done across whole MDTs
Close the loop - produces report after large-scale simulations with performance metrics, this is sent to the service leads, feeds into quality agenda.

Can use process to test and develop new equipment, procedures and pathways and to quality assure individual components (and people) in the process.

· Use it to assess human factors and performance (use Google type interactive glasses) e.g. Given is a simulated laryngoscopes connects to a camera so clinician can either use direct observation or the screen to check the position the Google type glasses can give the sim assessor real time feedback on what the clinician actually does.

· Use real patents with a camera on them to get pt perspective and feedback to team on what it feels like to be a patient in that case.

Does it work?
· Has improved the time for critical procedures
· Hardest to measure is culture change and building trust within an organization.

Key message:

· This was a really powerful presentation about how a whole team simulation can be used to develop whole system change across the workforce and is not confined to individual procedures.



Miriam Friedman  Ben David Lecture

Peering through the looking glass: how advances in technology, psychometric a and philosophy are altering the assessment landscape in medical education - Andre de Champlain

Key theme in the book was inverse reflection on alternative world on the other side of the mirror I've distortion of sense and perspective

Education and assessment are willing partners
Vehicles for learning have changed
Teaching methods have changed

Educational assessment must  - look up principles- Bennett 2002
This leads to rethinking of nuts and bolts of assessment, reconceptualising them

Assessment paradigm shift to serve stakeholder needs e.g. Programmatic assessment (PA) and cognitively based assessment (assessment for and of learning)
· There has been some disconnect between learning and assessment.
· Lack of over arching framework - needs overview rather than atomized approach
· Use of technology to improve capturing learning and assessment opportunities on the richness of the narrative.
· Programmatic assessment 2012

PA refocuses the debate on reductionism to emergentism where system is not sum of parts but complex interdependencies between them.

Assessment continuum in Canada uses PA for the licensing process
has a national assessment programme

Automated item generation (AIG)
Computer generates items relating to problem or context in a few seconds
Use cognitive maps and pathways for clinical reasoning, which is powerful for feedback.

Streamlining the scoring of narratives of lower stakes assessments and open-ended measures (AES) automated essay scoring techniques.


Key messages:

· This was delivered through SKYPE as the speaker flights were delayed. It demonstrated how IT can be used effectively and were able to view the slides and hear the speaker deliver the lecture in real time with SKYPE connection for questions.

· Reinforces the value of programmatic assessment – an emerging trend for assessment going forwards.
 
TR summarized as chair and it worked really well, I clocked this as a useful way to feedback as chair of sessions. 

3 things to get out of every session
1. Learn something
2. Be taken out of your comfort zone
3. Have fun




Oral session Portfolios 2

Prof Isobel Braidman (University of Manchester)
An approach to assessing profession development (PD) in undergraduate medical students based on a PD portfolio.

· Uses the GMC domains for tomorrow's doctors
· Concentrate in focus development as critical thinkers and independent learners with insight.
· Need to maintain record of professional development
· Portfolios gather evidence to address ILOs as professionals
· Importance of group learning and support.
· Clear evidence for meeting ILOs
· PPD portfolios assessed annually and have to have satisfactory portfolios for graduation.
· Will develop cumulative grading approach
· Advantage enables students to remediate over a period of time.

Maria Regan (UoM)
Supporting medical students in PPD: tutor roles

· Doctor as professional is a key theme in medical undergraduate curriculum
· Challenge is to engage students PPD and reflective practice.
· TPPD role is similar to ES role
· Really good  training of TPPDs and benchmarking
· Assessed on mock up portfolios

Christine Leyden  - portfolio assessment competency for clinical specialization. ANCC USA.

Talks about use of portfolios for verification of sub specialization for nurses
Looks at demonstrating ongoing competency

Siri Rokhmah Projosamito
First year medical students readiness to use portfolio as learning skills assessment

Portfolio assessment is new to students in Jakarta

Alison Poot – PebblePad, Managing external assessor a to support and assess health care students on placements

· Portfolio set up University of York 2011
· Wanted to encourage reflective learning
· PebblePad is a portfolio platform for all nurses and academic staff are using PebblePad for CPD and revalidation of nurses in York 
· PebblePad is freestanding system that sits alongside their University system, it gets archived as an alumni account after graduation and be used for life long learning.

Afternoon Symposium session
Programmatic assessment for learning as a way to support competency- based education: it's opportunities, controversies and challenges.

Theoretic outline of PA with some worked examples

Lambert Schuwirth Finders University Australia – formerly Maastricht

· How do you assess aggregated information?
· Starting point is similar to clinician "suppose this competence were a disease" how would you approach it.
· Assessment does require a valued judgement.
· An objective test is a collection of judgment encapsulated in a measured score

What makes judgement good?
1. Information richness comes from combination
· Qualitative
· Quantitative
· Sampling - multiple sampling increases reliability

2. Quality Assurance
· Validity - uses Cees model
· Reliability 
· Generalizability
· If you want to see whole picture need multiple sampling to get data saturation and this is behind generalizability

· Expertise
· Staff development is part of raising

3. Ownership of meaningfulness
· Shared (between the stakeholders) and personal meaningfulness (what is a carrot to one is a stick to the other) rabbit vs beaver.
· Meaningfulness requires follow up if the learning has taken place
· Combination of formative and summative. 
· The stakes of the decision are made on the richness of the information

4. Due process
· Prolonged engagement
· Multiple view points
· Transparency 
· Support/ underpinning/strong narratives
· Recognized experience 
· Checks and balances



Philip Jones - worked example 1
PA: the UNSW Medicine Experience

· Outcomes based programme
· Curriculum aligned and mapped to capabilities
· Programme of assessments - aligned to Cees van der Vleuten PA principles but when challenged by Ronald Hardman not sure this did meet the basic requirements for PA.
· 3 phased programme with a review at each gateway to determine progression to next stage.
· Final stage includes portfolio and all the evidence review plus Face-to-Face (F2F) interview.

Changes needed?
1. Curriculum design and governance
2. Standardized assessments within the programme
3. Institutional approval
4. Technology support

Unresolved issues
· Holistic judgement of all assessment information
· Holistic performance standards for ILOs
· Dealing with non compensatory standards
· Cannot provide individual mentors
· Engagement of large dispersed teaching workforce
· Adherence to academic transcript


Debbie Jaarsma – Gronigen University Netherlands

Competency based veterinary education

Described vet programme over 6 years 3 year preclinical and 3 year clinical
Focus for example is on the Master clinical phase
Did SWOT analysis of change before applying PA
Biggest weakness was meaningful feedback on observed performance and closing the feedback loop.

Outline of change - integration of learning and assessment in vet clinical workplace

Look up 12 tips to PA Cees 2012 – see 2012 paper cited in my MMEd thesis.
Illustrated each tip with examples from Vet programme
Translating theory into practice
Papers in Medical  Education  by Harold Bok

PA is major cultural change at all levels




LS questions and response

· Aggregated data should not be clustered performance in similar assessments but multiple data points from assessments that are meaningful.

· Longitudinal data collection and multiple assessments - alone is not PA it is the meaningfulness that is important.

· Learning point for UK is what adjustments to PA programme design we would need to make if we have national licensing exam imposed by GMC?



Key messages:

· Lambert Shuwirth is a very powerful speaker and advocate for programmatic assessment.
· He was challenged as it draws on information from non-standardized assessments and how can you ensure the validity.

· LS put well rehearsed arguments about the importance of meaningful feedback  that changes behavior and learning strategy and concentrated on gathering information as aggregated data points on the progression trajectory curve.

· Really useful analogy from clinical practice. You do not tell a patient they are 43% fit but use a range of information to make a global judgement e.g. you are generally fit but there are a number of areas you need to work on to improve your overall fitness and reduce areas of risk.



Final Day – 23/3/16 Oral presentation - Feedback
Singapore General Hospital
Gaining a new perspective: using point of view glasses to provide feedback to paramedic students undertaking clinical simulation.

POV glasses in paramedic training

· Using point of view glasses enables real time observation of performance and get feedback (self and other ratings)
· The evaluation suggests that POV glasses help trainees to assess strengths and weakness and highlight area had not considered.
· POV glasses can be plugged into a computer and download.
· Works best with some guided reflection
· Has the potential for use in exams and can be viewed by second examiner.
This session links very well with Victoria Brazil’s session of whole team simulation.

RW - feedback after high stakes post grad exams

· Pressure to give feedback from high stakes exams in UK
· Examples:
· PACES for RCP detailed feedback so can identify strengths and weaknesses
· MRCS part B OSCE 2 single test scores with pass fail result
· Sub scores are often misinterpreted by stakeholders.
· Good illustrative example as to why and better to relate to peer view performance so can benchmark.
· John Norcini cautions against detailed feedback.
· Look up GMC guidance on feedback
I found this session really helpful to explain why detailed feedback at sub-score level can be counter productive as it atomizes the feedback and “blinkers the learning strategy”.

Point of learning feedback in biomedical science (UNSW) – using annotation tools to ensure consistent feedback and support teaching

· Supported by online platform for feedback
· Innovative f2f sessions
· Adds validity to feedback
· “SLICE” ( an online learning platform a bit like Moodle) looks at feedback with anything that has a visual prompt for learning e.g. histopath slides 
· E.g. S can slide students tag or highlight certain bits of path and get feedback on performance.
· Problem is ensuring consistency of tutor knowledge
· Interactive formative feedback








John Anderson & Jim Price
Brighton and Sussex Medical School
Students’ experiences of Masters dissertation supervision and formative assessment.

· Research supervision is a common cause of complaint from students
· Described Masters programmes
· "Never meeting supervisor f2f" was not uncommon
· Supervisors need to understand students’ situations
· They need expertise in context for the students in particular the methodology
· Having structure early on v important
· Availability and access
· Responsiveness to feedback
· Support and advice role
· Cultural differences can be important if there is dissonance (cultural) between supervisor and student.

Australian Medical Council
7 years experience of with summative WPBA: methods, results and the importance of continuous feedback.

· How do we create a more flexible assessment pathway for IMGs
· This was an alternative route for IMG as an alternative to standard pathway
· Described WPBA package for IMGs
· 98% pass rates and get Aus registration
· Feed forward assessment programme
· Candidates perceive Mini CEX as learning and assessment tool so ask does drive the learning.
· Recursive longitudinal assessment.




Closing session
Reminder for JPM - Email Louis screenshot portfolio 


Changing faces of feedback - challenges to practices David Boud
University of Technology, Australia.

· Problem of feedback
· Fruitful conceptions of feedback
· Implications for research and practice
· What are the implications for research and practice?

· Most powerful moderator that enhances achievement is feedback
· Feedback has particular function
· Opportunity to respond to learners need
· Cannot be enacted without engagement of the learner

3 problems pragmatic, empirical and conceptual
· Look up papers by John Hattie and Shute
· Learners need to know what good looks like in order to produce it.
· Feedback is learner centred process whereby they get information on their leaning to change and improve.

Behavioural closed feedback - Mark 1
· Taken from engineering control systems
· Take feedback from work and use it to modify future work
· Feedback not occurred unless the loop is closed 

Need to consider sustainable feedback
Focus on learner insight rather than exchange of information

Mark 2
· Open adaptive systems
· Two-way interactions ask learner what they find useful?
· Multiple sources
· Use information to enable learners to calibrate their own judgements.
· Loops need to be closed and don't waste time by delivering too late in the programme.

From the learners perspective feedback needs to be/have:
· Receptive
· Quality of the relationship
· Nature of the information
· Timeliness

Feedback enabled curriculum - avoid being a bolt on.




Where’s Wally? Finding the place of cultural competency in a medical curriculum.
Suzanne Pitama, University of Otago, New Zealand.

· Look up Where’s Whally?
· Uses her own curriculum as case study. 
· Useful analogy to pick out culture complexities in a case similar to Iona Health’s holistic lens model.
· Being a certain culture/ ethnicity is not a risk factor per se but makes him more likely to be exposed to a number of risk factors.
· Complexities of culture
· This model helped students to identify and navigate bias
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1. Entrustable professional activities as an organizational framework for assessment across the continuum http://www.royalcollege.ca/portal/page/portal/rc/common/documents/events/icre/2014proceedings/slides/Competency_Based_Education/Entrustable_Professional_Activities_as_an_Organizing_Framework_for_Assessment_across_the_Contimuum.pdf Accessed 26/3/16
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Images and analogies for presentations


1. Ronald Harden - jig saw pieces diagram
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2. Victoria Brazil - Stakeholder slide
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Prof Louis Jenkins

Family Medicine and Primary Care,

Stellenbosch University

Context of Fam Meds training - South Africa





Burden of disease:

HIV/AIDS and TB

Interpersonal violence and trauma

Maternal and child health

Non-communicable diseases

6 million HIV+ve, 2 mil on ART

TB incid. >950/100 000

DM no 1 killer in WCape 

Burden of disease study, W Cape, MRC, 2000

Mayosi B, Benatar S. Health and Health Care in South Africa. 

20 Years after Mandela. NEJM 317, 2014

















roles and competencies expected of family physicians in SA

Challenges:

80% nurses 

Multi-morbidity

Bio-psycho-social approach

Patient-centredness

Urban vs Rural (procedures)

NHI 

52 health districts

9 state universities 

Training occurs in district hospitals 

and PHC facilities

complexed with universities

Short exposures in regional hospitals

Aim: 0.2 FP/10 000 population

1060 for the country

2013: 545 on HPCSA register

Supervision?

Posts?

Mash et al. The contribution of family physicians to district health services: a national position paper for SA. SAFPJ 2015

How does the portfolio show the family physician trainee…

helping the nurses (dealing with Multimorbidity, Bio-Psycho-Social approach?)

Doing a save caesarean section, giving a safe anaesthetic?

Treating an HIV+ve patient with TB…? 









Focus on ASSESSMENT
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Career pathway for the family physician









Medical Student

6 years





Intern

2 years





COSMO

1 year





Medical Officer

National Diploma (2 years)





Registrar

MMed/FCFP

4 years





Family Physician

Public/private sector

















5 National Training outcomes… lead to the expected 6 roles…



FCFP(SA)





3 years fulltime in registrar post  

CPR, ACLS or ATLS certificate 

Portfolio of learning




Final Part A:

Three written papers:

Paper 1 - multiple choice questions
Paper 2 - modified essay questions    
Paper 3 - critical reading of article

Clinical examination: 



OSCE, 3 long cases, Oral 


Final Part B:

Research Component, submitted before or by the end of the 4th year of training









Training for General Practice in the UK

		Medical School				Hospital and General Practice						ST1 & ST2 12 -18 m hospital posts + 6m GP				General Practice 
final year ST3 and years post CCT		

		Basic Medical Education				Foundation 1				Foundation 2		Specialty training year 1 ST1		ST2		Registrar		HPE*
CPD

												Basic Specialist Training 
for General Practice						Higher
Specialist Training





Final ARCP and 3 components of MRCGP met confers eligibility for CCT.





Novice

Competent

Expert
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Introduction & background to specialty training in the UK

Postgraduate Medical and Dental training has been under review and subject to organizational change since 2000, this was outlined early on in Unfinished Business (1) and later with Modernising Medical Careers (MMC)- (2).

In 2007 MMC was implemented with “run through training” for all the specialties including general practice and the framework for implementation was set out in the Gold Guide.



Three components of the MRCGP 
for licensing as a GP in the UK



Applied knowledge test (AKT)

Clinical skills assessment (CSA)

Work place based assessment (WPBA)



Successful completion of all 3, confers eligibility for MRCGP and certificate of completion of training (CCT).
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The current assessments in GP Specialty Training and licensing programmes.

 

In 2007 the route to certification licensing and qualification as a GP changed. The former components of the GP summative assessment were mandatory and required satisfactory completion for certification and licensing as a GP.

The MRCGP examination was regarded as an assessment of excellence where GP summative assessment was basic competence and licensing for independent practice.

 

In 2007 the two processes were combined and revised. For those starting GP training programmes from August 2007, there was a single route to licensing as a GP. That system incorporated a “tripos” of three assessment methods.



The applied knowledge test (AKT), a knowledge-based test using multiple-choice questions.

The clinical skills examination (CSA), an OSCE (objective structured clinical examination) style assessment using simulated patients.

Workplace based assessment  (WPBA) uses a range of assessment instruments and has been defined as:  

The evaluation of a doctor’s progress over time in their performance in those areas of professional practice best tested in the workplace. (RCGP 2007) 

 





Satisfactory progress in WPBA (competent for licensing) and passes in high stakes AKT & CSA allow the final ARCP to make a final summative global judgement.

Successful completion of all 3 confers eligibility for MRCGP, with a recommendation to the GMC  for CCT and licensing for independent practise as a GP.



9







12 Professional Competences
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Workplace Based Assessment

“The evaluation of a doctor’s progress over time, in their performance in those areas of professional practice best tested in the workplace”

Swanwick T, Chana N. Workplace assessment for licensing in general practice. Br J Gen Pract  2005; 55: 461 -467



FORMATIVE PROCESS that contributes to a final

Summative judgement  (in UK, made by panels informed by evidence from WPBA).
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Principles of WPBA 

 

Principles of Workplace based assessment (WPBA) and its application in GP Specialty Training

Workplace based assessment is a formative process that gathers information about a doctors performance from a variety of sources including assessment instruments and qualitative information in the trainees learning portfolio. There is an expectation that trainees will present evidence against the required areas of competence. 

Professional portfolios are a rich resource of information and sources of evidence that might be gathered, each piece of evidence providing information and a data point of reference on the competency progression/trajectory curve.

Whilst each individual tool may be viewed as subjective and less reliable than high stakes assessments, the integrity  and reliability of the portfolio of evidence can be improved by “sharpening the tools”, by gathering a wider range of evidence, multiple  and varied assessments (evidence gathering tools), repeatedly and multiple assessors.



This workshop will explore the range of evidence gathering and assessments used in WPBA and portfolios internationally and in aprticlar explore the naturally occuring evidence that adds the richness of information in e-portfolios.




Evidence gathering tools in WPBA

Case Based Discussion (CBD)

Clinical Evaluation Exercise     (Mini CEX)

Consultation Observation Tool (COT)

Directly Observed Procedural Skills (DOPS)

Multi source feedback (MSF)

Patient satisfaction questionnaire (PSQ)

Naturally occurring evidence (logs and portfolio reflections)
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This is my problem there are 7 tools in the box, each has to be valid, reliable and delivered with consistency. The missing gem is NOE and the learning logs etc.













Knows

Shows how

Knows how

Does



Professional authenticity





Standardised

Assessment

(mostly established)







Non- standardised assessment

(emerging)

Miller GE. The assessment of clinical skills/competence/performance. Academic Medicine (Supplement) 1990; 65: S63-S7.



Miller’s pyramid – Van der Vleuten 2012
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The Programmatic approach


Key principles

Constructive alignment in the programme – the curriculum, the intended learning outcomes, teaching methods and assessments are aligned to each other.

Effective blueprinting of assessments to the curriculum competency framework and objectives.

Assessment driven learning, dependent on meaningful information for the learner through quality feedback.

A longitudinal assessment programme using individual data points aggregated for a high stakes decision.
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I have explained the background and structure for development of WPBA in UK GP



The programmatic approach uses low stakes assessments providing rich narrative qualitative information through feedback to drive the learning. Aggregation of the meaningful data points (the individual assessments) can result in a meaningful high stakes (summative) decision provided by the ARCP process 
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Utility equation (van der Vleuten 1996)

Utility = educational impact x reliability x validity x cost effectiveness x acceptability.
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Aim = to balance the utility equation and go for educational impact adding meaning to assessment



Developing WPBA in general practice in the UK

The approach used for UK WPBA has been to develop the individual tools for greater formative use and in line with this, to revise the assessment schedules. The strategic objective is to move away from making ratings in a “single stroke” of the pen, where there is a risk that assessment loses all meaning and is trivialised, toward encouraging interpretation of performance for formative purposes. This change in ethos whereby the assessment tools become learning tools, should mean that tools are used because they are of educational value.  The range, frequency of use and formative output of tools should improve under a more permissive system. Through this, the quality of the information on performance that they capture should further validate their high-stakes application.

Many of the tools currently used are being adapted for greater educational impact as Supervised Learning Events e.g. Focused cased based discussion (CbD) and concentrating on methods to add meaning through quality feedback; together with support and training for educational supervisors using them. – Feeds into SS presentation SLEs and DOPs.

The tools currently used in workplace based assessment (WPBA) by the RCGP are similar to those used by other Royal Colleges in the UK, in Canada and North America and draw from the experience and evaluation of the WPBA assessment instruments used in the Foundation portfolio. Where it is different for general practice (GP) is that the Royal College of GPs is the only Medical Royal College that links and makes WPBA part of the licensing decision. This has been a key part of developing the programmatic approach to add rigor to the process using repeated low stakes assessments as aggregated data points contributing to a global judgement and high stakes assessment at the point of licensing.



Factors that affect the validity and reliability of assessment.

The utility of individual assessment tools is affected by a number of confounding factors that affect the variables in the utility equation which in turn determines the acceptability for inclusion as a range of assessment tools used in a programme of assessment.

The reliability of single test items can be improved by reducing inter-rater reliability. (Wass 2001) describes this principle in oral examinations  “Where the average judgment of ten examiners each assessing the candidate on one question, produces a more reliable test than that of one examiner asking ten questions.”

The same is true for many of the workplace based assessment tools used in medical specialties in the UK where the reliability of the process overall is dependent on multiple sampling, using a range of tools at different levels in Miller’s pyramid and by a number of different assessors.
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Competency based education 
and portfolios



Pivotal role of learners

Uniqueness of learners

Authentic tasks

Multiple assessment tools

Transparent

Formative feedback

Multiple sources of feedback

Reflection

Model for CPD



Holmboe  E. & Hawkins R.: Practical guide to the evaluation of  clinical competence 2008
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A competency based education system looking at “the does” of performance in the workplace underpinned by the principles of the programmatic approach can be delivered by portfolio assessment and Louis is going to tell you how.
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    Competency 

based education   





                   Portfolio

assessment













Collection – evidence - demonstrate competence

Paired with reflections, plans of actions

Discussed with peers, mentors, supervisors

Aggregation of information(compare patient file)

Active role of the person assessed

Reversal of the burden of evidence

Container term

Portfolios: Evidence

Purpose?

UK: ambulatory care specialist

SA: district hospital specialist













(1) validity or coherence, (2) reproducibility or consistency, (3) equivalence, (4) feasibility, (5) educational effect, (6) catalytic effect, and (7) acceptability. 



Emphasis on the catalytic effect of the assessment, which is whether the assessment provides results and feedback in a fashion that creates, enhances, and supports education. (Norcini 2011)



Validity of the portfolio depends on the people using the tool, and the quality of the feedback. (Govaerts, Van der Vleuten, Schuwirth, & Muijtjens, 2007)

criteria for good assessment 

Trained faculty?









Sharpen the users, not the tool.
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Scoring (translating an observation into one or more scores);

Generalisation (using the score[s] as a reflection of performance in a test setting); 

Extrapolation (using the score[s] as a reflection of real world performance), and 

Implications (applying the score[s] to inform a decision or action). 



“Evidence should be collected to support each of these inferences and should focus on the most questionable assumptions in the chain of inference.”



Cook 2015

The validity argument: 
Kane’s four inferences









Longitudinal, comprehensive judgment of performance

Need measures that sample widely

Across content

Across examiners

When this is done, subjectivity is no real threat

Narrative > counting  



CM Vd Vleuten 2010

Portfolio Assesses “does” (Miller)













 Formative – reflection and feedback (Archer 2010) AND Summative



 Principles (Challis 1999):

 

Criterion-referenced rather than a norm-referenced system `grading’ portfolios - assumes a rigidity of format that is counter-productive to the learner-centred philosophy underpinning the use of portfolios.

The criteria for assessment, that is the benchmarks or standards against which the evidence of learning will be measured should be explicit, and known to (or  negotiated between) the learner and assessor.

Criteria should link to specific learning outcomes or objectives, which should be written in such a way that the evidence of their attainment can be assessed; for example, “demonstrate an understanding of . . .’ is not readily assessable, as `understanding’ is an indefinite term. Objectives which use words such as `explain’ , `evaluate’ , `analyse’ ,`illustrate’ enable both learner and assessor to approach the evidence of learning from a common standpoint.

The evidence of learning should be accompanied by a verbal or written reflective explanation of why each piece of evidence has been included, and the part it has played in the progression of the learner’s thought and practice.

Evidence must be ascertainable as either by or about the learner (authentic), be appropriate to demonstrate the learning claimed (valid) and of sufficient recency for the assessor to infer that the learning is still current.

Developing an assessment framework









Challis 1999

Portfolios: highly individual and essentially unique creation. Assessment for the purposes of external validation and academic credit, admission into a profession, licence to practice - keep this in mind. May limit the type of reflection engendered by the process itself. Aspects of great personal worth may be omitted or reduced in order to meet the criteria against which assessment will be carried out, yet it may be in these areas that the learner has the greatest development need or achievement. Danger that the learner will produce a document that meets the perceived requirements of the assessor, but does not meet the needs of the learner. On the other hand, allowing the learner total freedom in deciding what learning to document and pursue leaves open the question of the validity and reliability of the assessment - would two assessors review the portfolio in such a way that similar conclusions as to its merits would be drawn? Assessment is best carried out within a set of principles that enable the assessor to decide whether the evidence presented is valid (shows what it claims to show), and sufficient (detailed enough for an assessor to be able to infer that appropriate learning has indeed taken place) (Simosko, 1991).The negotiation and definition of how these principles are put into practice will take place in the individual’s context of learning, and whether the assessment is to be assessed formatively or summatively. If it can be further established that the learning is current, and that the evidence presented has indeed been generated by the learner, and is thus authentic, then inter-rater reliability is increased (Simosko, 1991).The choice of actual material collected and presented for assessment may then be devolved to the learner, who enters into a `learning agreement’ with the assessor.
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Holmboe et al. 2009

Overeem, Wollersheim et al. 2009

Miller and Archer 2010

Pelgrim, Kramer et al. 2011: 

    Mini-CEX only tool to demonstrate ‘acceptable’ reliability, over 10 encounters.

Saedon, Salleh et al. (2012): 

   15 prospective studies of WPBAs in postgrad med educ. Unable to ascertain a definite link between WPBA and an improvement or change in performance. 

Majority studies used self-reported changes in practice.

Feasibility / Generalisability: 230 registrars (17 specialties), 58 UK hospitals 2003-’04.

 

Mini-CEX (25min): trainee should be observed by at least 

8 different assessors observing at least 2 encounters each

 

DOPS (procedure +1/3): 

3 different assessors observing at least 2 procedures each



MSF (6 min):

12 different assessors. Adequately controls the error caused by Va and Vt*a.



Wilkinson 2008

Reviews & Literature









230 Specialist registrars (17 specialties), 58 UK hosps 2003-’04. Main outcome measures: time taken for each assessment, variance component analysis of mean scores and derivation of 95% confidence intervals for individual doctors scores based on the standard error of measurement.

Low completion rates (52, 33, 69%). Time(xx, incl feedback)  

Mini-CEX (25min): trainee should be observed by at least 8 different assessors observing at least 2 encounters each. Reduces the significant error caused by Va and Vt*a, and reduces Vc.

DOPS (procedure +1/3): trainee should be observed by at least 3 different assessors observing at least 2 procedures each. Adequately controls the more modest and even error that results from the same effects.

MSF (6 min): a trainee should be rated by at least 12 different assessors. Adequately controls the error caused by Va and Vt*a.
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	Composite reliability 



12,779 WPBAs; 953 residents

Reliability coefficient of 0.80 was obtained for 8 mini-CEXs, 9 DOPS, and 9 MSF rounds



Same reliability was found for 7 mini-CEXs, 8 DOPS, and 1 MSF when combined in a portfolio. 



At the end of the first year of residency a portfolio with 5 mini-CEXs, 6 DOPS, and 1 MSF afforded reliable judgement.



Moonen et al. 2013

	Content validity



120 workplace portfolios (3 universit – Belgium/Netherlands)

Undergraduate clinical clerkships

Validity Inventory for Portfolio Assessment (VIPA)



2 raters evaluated each portfolio



Results: Portfolio can assess different CanMEDS roles (except health advocate)





Michels et al. 2016



Reviews & Literature…









UK: MSF: most sensitive. If score <5.5…..concern. Power issues, hierarchy?
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 BEME systematic review of the use of WPBA in identifying and remediating poor performance among postgraduate medical trainees 	

Proposed Review Protocol: 

Q1: Can workplace-based assessment be used to identify and remediate poor performance among postgraduate medical trainees? 

Q2: What features of workplace-based assessment tools and/or factors associated with WBA methods and utlisation primarily contribute to the usefulness of WBA in identifying or remediating poor performance among postgraduate medical trainees? 	



Barrett et al 2015





Trainees in difficulty – identifying poor performers?











Over to you…………
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Bench Marking 

Guideline D: The roles and responsibilities of assessors. 

D1 Training 

D1:1 The effectiveness of WPBA strongly depends on those undertaking the assessments. Assessors require training to help them to make robust, consistent, independent and defensible judgments. They must be clear about the (usually endpoint) standards against which their judgements will be made, the word descriptors and the mechanisms for recording assessment outcomes.

D1:2 All assessors should make written records of feedback given and actions taken, to aid decisions on progress. 

D1:3Consideration should be given to developing a national training and calibration process for assessors. Resources might include benchmarking materials, such as video recordings, that could be used locally for the cascade of training.



http://www.gmc-uk.org/Workplace_Based_Assessment___A_guide_for_implementation_0410.pdf_48905168.pdf
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Laura & Claudia



Rcgp ePortfolio (trainee)

Login: oxfadvisor

Code: oxfadvent8

Trainee: Laura Armitage
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Sufficiency of evidence


Question to ponder and explore in the workshop exercise



How much is enough?

How much to demonstrate competency progresssion?

How much and of what type to make a dependable judgement?



How best to sharpen the tool?

The evidence/assessment tools?

The assessors?
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Sufficiency of evidence- How much is enough?
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Educational concept >> assessment method

Outcome-based education

Framework of defined competences

Professional tasks need to be translated in assessable moments or artefacts

Self-direction is required (and made possible)

Clear purpose

Immediate learning value for trainee

Direct use for directing learning activities

Be aware of too much reflection

‘Lean and mean’

Portfolio recommendations

(Driessen, E., Van Tartwijk, J., Van der Vleuten, C. Wass, V. Portfolios in medical education: why do they meet with mixed success? A systematic review. Medical Education, 2007, 41, 1224-1233.)













Social interaction NB

Build system of progress & review meeting around pfs

Peers potentially involved

Portfolio as an aggregation instrument (pt chart)

Use holistic criteria for assessment; subjectivity can be dealt with

Context specific - complexity level (OPD vs other)

Time – regular, protected, iterative,  (e.g. mini-CEX)

Free Text – to pick up struggling doctors early

Team - all 4 main professional groups NB (e.g. MSF)

Training of supervisors / assessors - how to give feedback, benchmarking

Training of registrars – how to engage (and capture) their own  learning, mindfulness, resilience

Portfolio recommendations…

(Driessen EW, Van der Vleuten CPM, Schuwirth LWT, Van Tartwijk J, Vermunt JD. 2005. The use of qualitative research criteria for portfolio assessment as an alternative to reliability evaluation: a case study. Medical Education 39:214-220.)
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