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Objectives

* Explore key differences between formative and summative
assessment

* Describe the process needed to establish sufficient validity to use
simulation for summative assessment

* Discuss examples to consider simulation as a means to implement
just-in-time assessment

...................................................................................................................................................................
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Competency based training vs apprenticeship

* Old model- Apprenticeship

- Six week clerkships, clinical rotations for nursing students, years of
residency

* New model- Competency-based
- ACGME- “Next Accreditation System”/ “Milestones”
- AACN- “The Essentials”/ Domains and Concepts
- APPs- 6 core competencies

* New model assumes robust assessment methodologies

» Simulation is structured, reproducible, realistic- an ideal venue to assess
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Formative Assessment:
assessment for learm'ng

* Deliberate Practice- Identify areas for improvement, create opportunities to
practice, retlect, try again

* Key Principles
- Longitudinal during training program
- Discover knowledge gaps
- Improve performance and identify further learning and development
- Develop the professional role
- Occurs often
- Lower stakes

» Peedback personalized to individual learner

...................................................................................................................................................................
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Simulation debrief: formative assessment

...................................................................................................................................................................
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Shift frames for future use

Discover their frame of thinking

Curiosity about why the learner performed the way they performed

Are there knowledge gaps that created those frames?
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Summative Assessment:
assessment of learning

* Key Principles
- Associated with a grade or official rating
- Assessment of competence
- Occurs less frequently
- High stakes
» Move to the next level or certity
- Requires valid and reliable evaluation tools

- Ewaluators must be trained on the tools

...................................................................................................................................................................
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Designing a summative assessment

Detfine the objectives, knowledge, and skills to be assessed

Design appropriate simulations (task trainer, scenario) or educational experience

Select or develop assessment tools
- Ensure validity

- Determine reliability

Evaluators
- Training on the tool 1s a must
- Avoid knowing the student if possible

- Independent rating occurrences

...................................................................................................................................................................
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Validity

* Validity 1s relative- there is no such thing as “validated”- a tool has validity
evidence associated with it’s use in a specific context

* Ata bare minimum, for summative assessment you must prove your tool:
- Measures skills, knowledge and attitudes that they were intended to measure

- Can accurate interpretations about competence be made?

...................................................................................................................................................................
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Reliability

* Reliability —refers to the consistency, stability and dependability

* Ata bare minimum, for summative assessment you must prove your tool:
- Reproduces the same results by different evaluators

- Reproduces the same results at a different time by the same evaluator

- Trainingis a must for evaluators

...................................................................................................................................................................
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A Case Study- What to assess using sim?

Targeting Simulation-Based Assessment for ® ot

the Pediatric Milestones: A Survey of Simulation
Experts and Program Directors

Leah A. Mallory, MD; Sharon Calaman, MD; Marjorie Lee White, MD, MPPM, MA;
Cara Doughty, MD, MEd; Karen Mangold, MD, MEd; Joseph Lopreiato, MD, MPH;
Marc Auerbach, MD, MSci; Todd P. Chang, MD, MAcM
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ABSTRACT

¢Hard to Assess  OSuitable for Simulation Assessment

sBP3 O

OBJUECTIVE: To determine which of the 21 general pediatrics
milestone subcompetencies are most difficult to assess using
traditional methodologies and which are best suited to
simulation-based assessment.

METHODS: We surveyed 2 samples: pediatric simulation
exnerte and nediatric nrooram  directors Resnondents were

“demonstrate «
strengths and d
to assessment |
work,” “clinica
tion.” Program
agreement for

Response % from Simulation Experts

0%
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L 4 Ics1 4

PC4
& © 'S g ICS2

O
0% 50%

Response % from Program Directors

100%

Figure. Survey responses by expert group.
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3 Milestones- Examples of CBA

* 1P Teamwork- Works in an Interprofessional Team to enbance patient safety and ingprove
patient care guality.

*  Empathy- Demonstrate the insight and understanding into emotion and human response to
en1otion.

* Ambiguity- Recognize that ambiguity is part of clinical medicine and utilize appropriate
resources in dealing with uncertainty.

...................................................................................................................................................................

AN Maine Medml Center School of 12




Interprofessional Teammember

ORIGINAL RESEARCH

Development of a Simulation-Based
Interprofessional Teamwork Assessment Tool

Zia Bismilla, MD, MEd
Tehnaz Boyle, MD, PhD

Marjorie Lee White, MD, MPPM, MA
Pavan Zaveri, MD, MEd
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Karen Mangold, MD, MEd Leah Mal
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ABSTRACT

Background The Accreditation Council for Graduate Medical Education (AC!
identify essential skills and develop means of assessment with supporting va
trainees on a milestone subcompetency related to working in interprofessid
any role on an interprofessional team in a variety of scenarios would be v|
assessment.

Objective We developed a tool for simulation settings that assesses inter|

Methods In 2015, existing tools that assess teamwork or interprofessional
reviewed for appropriateness, generalizability, adaptability, ease of use, an
incuded in a Delphi method with multidisciplinary pediatrics experts using
2017 to develop an assessment tool.

Results Thirty-one unique tools were identified. A 2-stage review narrowe
Twenty-two pediatrics experts participated in 4 rounds of Delphi surveys,

Sixteen items reached consensus for inclusion in the final tool. A global 44
developed.

Conclusions A novel tool to assess interprofessional teamwork for individ
using a systematic review and Delphi methodology. This is the first step to o
tool for competency-based assessment.

Introduction assess eitH
d fi

In the Accreditation Council for Graduate Medical anThzc;Z

Education (ACGME) Milestones projects, residents ._, |

B

Simulation-Based mrprafesimm Teamwork Assesment Tool {continued)

Mot Chbess
Cuestion HNovice B eginner Competent Proficient Mot Ab
Evalu

10 Participates in a Does nat establish Ocaxionaly establishes Frequently establshes Consistently estabiishes Mat abser,
miaborative relationshig calisboratve relationships colsaratve relationships miaborative relationships colabomtive relatonships nat able
with ather feam members. with athes, with athes. with athers with athes. evaluate

11. Practices active Bstening Does notuse chased-loop Ocaxionaly uses chseddoop | Frequently uses dosed-bap | Consistently uses dossd-oap Mat abser,
through chesed-loop O katian. COmaman iatian meman icatan oMU atian. nat able
I afan evaluate

12 ‘Warikes with ather team Daoes not establish Ocasionaly establishes Fraquently establshes Consitiently o stabiishes Mat abser,
membes ta shift rales to calisboratve relationships caolsaratve relationships miaborative relationships colabomtive relatonships nat able
address urgent/emengent with athes. with athes. with athers. with athes. evaluate
oven's when appropriate

13 Listers respectfully to the Does not Bsten b needs of Ocaxionaly Estens to Frequently Istens to team Consistently Estens to team Mat absern,
eogres sed nesds of all team members, inchuding expressed nesds of wam maembes I an actee masmbers in an adtive and nat able
team members, inchuding patient and family. membiers, including patient and mspediul mannes. respectful manner and evaluate
matient and family, in and family ENRUNES 3 DTN
delwedng cane. understanding of care

decisions.

14 Provides care in a way that | Does not intemct with patent! | Several examples whene Communiates treatment Mt communication i Mat abser,
s mind$ul of the patient Family. camemauniation ar case da fan o patentamily, appmprate and méndful of nat able
and their Gamilly. nat respand o patenty but &l ta respond patient/ Famiky. evaluate

family neads. appropriately to their
e k.

15 ks apen o apinions fam Does not acknowledge Acimowledges some team Respands respectfuly, bt Zalcits and respands Mat abser,

ather team members apinions of ather team member apinions, but does nat solidt others respectiully to othes’ nat able
e mbers. ignares afers agnnns apEnians. ervaluats

14 Contébates to wam Does nat share information Ehams nformatian Ehares information Ehams informaton comsstently | Mot absen,

de briefing with fe team. Inconsistently with the frequently with the team. with the team. nat able
‘When asked, does not give feam. ‘When asked, gives input ‘When ashed, gives inpa. evaluate

npa.
Does not volunteer ideas
despite prmmpting.

‘When asked, gives inpant
acasionally

Vaoluntes s ideas aacasionally
with pramgting anly.

Voluntees ideas with
pramgting.

Volunteers ideas withaut
prampting. Wil give
feadback i wanranted.
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Empathy

Validation of a Modified Jefferson Scale of Empathy .,::"
for Observers to Assess Trainees .

Leah Mallory, MD; Rebecca Floyed, MD; Cara Doughty, MD;
Tonya Thompson, MD, MA; Joseph Lopreiato, MD, MPH; Todd P. Chang, MD, MAcM
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Baylor College of Medicine/Texas Children’'s Hospital, Houston, Tex; University of Arkansas for Medical Sciences (T Thompson), Little Rock,
Ark; Uniformed Services University of the Health Sciences (J Lopreiato), The Val G. Hemming Simulation Center, Silver Spring, Md; and
Keck School of Medicine of USC (TP Chang), Children's Hospital Los Angeles, Los Angeles, Calif
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Received for publication July 10, 2019; accepted June 7, 2020. Physician Empathy O —

ABSTRACT

Instructions: We would like to know the extent of your agreement or disagreement with each of the following
OBUECTIVE: “Demonstrate insight and understanding into REesuLTd statements about the physician named below. Please use the following 7-point scale and write your rating
number from 1 to 7 on the underlined space before each statement (1 means you Strongly Disagree, and 7 means

emotion” is a competency amenable to simulation-based 0.755). W you Strongly Agree with the statement, a higher number indicates more agreement).

assessment. The Jefferson Scale of Patient Perceptions of Phy- an outlier
sician Empathy (JSPPPE) has validity evidence for patients to raters wag ) b S T S . [/ J— 7
assess provider empathy. A version adapted for a third-party correlated Strongly Disagree Strongly Agree

observers does not exist. Our aim was to modify the JSPPPE (tho=0.6
and use recorded standardized encounters to obtain validity ConcLug

evidence. modified Dr. (Namie of the physician in here)

METHODS: This cross-sectional study used video and data col- recorded

lected from 2 pediatric residencies. In 2018, 4 raters reviewed educators

24 videos of 12 interns communicating with standardized of this t 1. Canview things from the patient’s perspective (see things as the patient would).

patients (SP) in 2 encounters and completed a modified JSPPE appealing

for observers (JSEO). Reliability between raters was estab- 2. Asks about what is happening in the patient’s daily life.

lished using Intraclass Correlations (ICC). JSEO mean scores Keywori

were comrelated to Essential Elements of Communication ric Milest| 3. Seems concemed about the patient and their family.

(EEC), JSPPPE, and faculty composite interpersonal commu-

nication (IC) scores using Spearman Rank. AcADEMI 4. Understands the patient’s emotions, feelings and concerns.
5. _ Is anunderstanding doctor.

Figure 1. Jefferson Scale for Physician Empathy for Observers.
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Intemnship Class

A b " " t Late Interns ~ Early Interns ~ Estimate (95% CI)
mbiguity il T
Instructor Assessment (14}
Q1 - Assessed their readiness to hear
(44 2 bﬁd m"?

STATUS (2 - Asked for their perspective and
values when discussing treatments or LI0£0.74 122067 -0.12(-0.81, 0.56)
muking muuu:nnmndal.iilmﬁ'? o
(Scalable Tolerating G iy 190032 1282067 0.62(013, 118

. . . (4 = Only used simple non-medical

AmblgUItY/ Uncertainty Tool language to suit the patient or family's  135£047 1224044  0.13(-032,057)
. 1 .. S . 1 . understanding? . .

Utlizing Simulation) gi;sul'f:;“:ﬁ discussion ofthe 040,00 1112033 0.1, (033,0.11)
Q6 - Encouraged questions? 1204042 133050  -0.13 (-0.58,0.31)
° Q7 - Asked them to repeat back

Instructor Assessement explanations to ensure their 604052 2004000  -040(-0.76,-
comprehension? 2
. (8 - Balanced the conversation

- 171 skills ceality and hopeloptimism?  100£047 1002000 0(:033,033)

* _ Off 1
S: . mm;’:';‘};“ﬂ‘i’;nl;”m togethe 5 504000 2,00+ 0.00 —

- 3 Pf Likert Q10— Offered resources or sought the o L 640 1612049 0.09(:0.38,0.56)
help of experts o answer questions?

Q11 - Sympathized while

1405052 156068 -0.16 (-0.74, 0.43)

LI0£0.57 156053 -0.46(-0.99, 0.08)

° encouraging them to move forward?
Self Assessment Overall LA Score 1535+ 1.5 1589+145 -0.54(-2.01,0.93)
. Learner Self-Assessment (LEA)
- 171 attitudes i : i
Q1 The uncertainty of patient €are 5 604 117 3442113 -0.84 (-1.96,027)
(2 — I try to avoid situations with
. . 190+ 0.57 233122 -0.43(-1.34,047
- 5 pt Likert Scale uncertain outcomes. ! !
(33 — When [ am unceriain of a 0.92 (-1.72, -
diagnosis, | imagine all sorts of bad 230082 322+0.83 0l I:':I

Q4 -1 usually fecl anxious whenlam 5 oy, 136 3561088  -0.96(-2.02,0.11)

not sure of a diagnosis,
(35 — Mot being sure of what is best for

a patient is one of the most stressful ~~ 3.10£1.10 400+ 0.50 '“'%“ﬁ%i""
parts of being a physician.
#AN. Maine Medical Center Tufts ’ School of 5
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Simulation for “yust 1n time” assessment

Effect of Just-in-time Simulation Training on Tracheal
Intubation Procedure Safety in the Pediatric Intensive

Care Unit

Akira Nishisaki, M.D.," Aaron J. Donoghue, M.D., M.5.C.E.,1 Shawn Colborm, RR.T. T
Christine Watson, R.N.,§ Andrew Meyer, M.D.,| Calvin A. Brown Ill, M.D.,# Mark A. Helfaer, M.D.,"

Ron M. Walls, M.D., 11 Vinay M. Nadkarni, M.D.1£

ABSTRACT

Background: Tracheal inmibation-associated events (TIAE) are
common (20%) and life threatening (4%) in pediatric intensive
care units. Physician trainees are required to leamn tracheal infuba-
tion during intensive care unit rotations. The authors hypothesized
that “just-in-time” simulation-based intubation refresher training
would improve resident participation, success, and decrease TIAEs.
Methods: For 14 months, one of two on-call residents, nurses,
and respiratory therapists received 20-min multdisciplinary

* Antending Physician, Depanment of Anesthesiology and Critical
Care Medicine, Center for Simulation, Advanced Fducation and Inno-
vation, $ Clinical Specialist for Pediatric Intensive Care Unit, Respiratory
Care, Department of Respiratory Care, § Pediarric Intensive Care Unit
Level 4 Nurse, Department of Nursing, | Qlinical Fellow, Division of
Neonatology, Department of Pediatrics, The Children's Hospital of
Philadelphia, Philadelphia, Pennsylvania.  Assistant Professor, Depart-
ment of Anesthesiology and Critical Care Medicine, Center for Simula-
tion, Advanced Education and Innovation, The Children's Hospital of
Philadelphia, and Depanment of Pediatrics, School of Medicine, Uni-
versity of Pennsylvania, Philadelphia, Pennsylvania. # Assistant Profes-
sor, 1 Professor, Department of Emergency Medicine, Brigham and
Women's Hospital, Harvard Medical School, Boston, Massachusetts.
* Profiessor, Department of Anesthesiology and Critical Care Medi
The Children's Hospital of Philadelphis, and Depantment of Pediatices,
School of Medicine, University of Pennsylvania, # Associate Professor,
Department of Anesthesiology and Critical Care Medicine, Center for
Simulation, Advanced Education and Innovation, The Children's Hos-
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simulation-based tracheal intubation training and 10-min resi-
dent skall refresher training ar the beginning of their on-call
period in addition to routine residency education. The rate of
first artempt and overall success between refresher-trained and
concurrent non—refresher-trained residents (controls) during
the intervention phase was compared. The incidence of TIAEs be-
tween preintervention and intervention phase was also compared.

Results: Four hundred one consecutive primary orotracheal in-
tubations were evaluated: 220 preintervention and 181 interven-
tion. During intervention phase, neither first-attempt success nor
overall success rate differed between refresher-trained residents ser-
s concurrent non—refresher-trained residents: 20 of 40 (50%) ver-
i 15 0f 24 (62.5%), P = 0.44 and 23 of 40 (57.5%) versus 18 of
24(75.0%), P=0.19, respectively. The resident’s first attempt and
overall success rate did not differ berween preintervention and in-
tervention phases. The incidence of TIAE during preintervention
and intervention phases was similar: 22.0% preintervention sevsus
19.9% intervention, P = (.62, whereas resident participation in-
creased from 20.9% preintervention to 35.4% intervention, P =
0.002. Resident participation continued to be associated with TIAE
even after adjusting for the phase and difficule airway condition:
odds ratio 2.22 (95% CI 1.28-3.87, P = 0.003).

Conclusions: Brief just-in-time multidisciplinary simula-
tion-based inwhation refresher training did not improve the
resident’s first attempt or overall tracheal intubation success.

Tufts ’ School of

e | Medicine

Amy K. Scholiz, MSN;

Anne Marie Monachin, MSN;
Akira Nishisaki, MD, MSCE:
Vinay M. Nadkarni, MD;

Evie Lengett, MSN

Central Venous Catheter Dress Rehearsals

Transloting Simulaton Treining to Patient Care and Qutcomes

Introduction: Centralline-ossociated blood stream infection (CLABS) is a praventable
burden fo our current heath care system. Inconsistencies in knowledge and pracice of
central venous catheters (CVC) dressing change procedures are associated with CLABSI.
We hypothesized that partcipation in a “justinfime” and “justinplace” CVC dressing
change program would improve nurses’ knowledge, confidence, and psychomotor per-
formance on mannequins (eg, T1 outcomes). Moreover, this simulation program would
be associated with improved procedural competence on real patients (T2 outcomes) and
hospital CLABSI rate [T3 outcomes).
Methods: We conducted a prospective before and after fimed series study af a large
urban children’s hospital This program provided an opportunity to pracfice a CYC dressin
change using a simulated patient chest/arm, Cognitive and psychomotor skills were evu?-
uarec? using o pre-selfassessment/post-selfassessment, writien knowledge fest ond direct
observation using a siandardized cﬁgscklist. Central line-ossociated blood siream infecfion
raes were monitored monthly by the Office of Quality and Pafient Safety.
Results: Five hundred hwenfy-four inpatient nurses parficipated in this program between
November 2008 and May 2010. Knowledge and selfcc:)nfidence improved signifi-
cantly knowledge, 4.11(0.7]vs.4.6[0.5], P <0.001; selfconfidence, 4.1 [O.EA vs.4.6
I!O.é], P <0.001). OF 2469 realpatient CVC dressing chan%es observed, dress re-
earsal frainess required fewer corrective prompts (9% vs. 21%, P < 0.001), and CLABS|
rates decreased from 5.3/1000 10 2.9/1000 fi)ne days [P<0.001) during the study.
Discussion: This program improved nurse’s knowledge, self<onfidence, and psycho-
motor skill performance on mannequins (eg, T1 outcomes). These improvements were
associcted with improved procedural competence on real patients (T2 outcomes) and
a temporal association with decreased hospital CLABSI rates (T3 outcomes).
[Sim Healhcare 8:341-349, 2013)




Advantages and Challenges:

with “just in time” assessment

* Advantages
- Intuitively makes sense
- Review anatomy/protocol/process before clinical intervention
- Build confidence and preparedness
* Challenges
- Increase confidence does not translate to competence
- Fidelity
- Unrealistic context (IP team or family member present)
- Busy clinical units

- Faculty preparedness

...................................................................................................................................................................
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Conclusions

* Simulation 1s an excellent modality for assessment:
- Structured (can highlight a variety of knowledge, skills, or attitudes)
- Reproducible (can run a group of learners through standardized scenarios)

- Timely (can schedule according to need, evaluate real time or
asynchronously via recorded encounter)

* Key question: formative vs summativer
* More wiggle room with formative assessment
* Summative assessments- must consider validity evidence

* “Justin Time” Simulation Assessment- makes sense but evidence is mixed
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MaineHealth Medicine



Exercise

* As educators, what do you find difficult to assess with current modalities?
- Is your assessment need summative or formativer
- What current method is used to assess this?
- Would simulation present a solution for assessment?
» How would the simulation be structured?
» What would the assessment tool look like?

» How would you ensure validity?
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