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Programmatic assessment and
clinical competency committee:

Integrating your program into
competency-based training
* Relationship between programmatic assessment and CBME
* The role of CCC
* The shift of mindset of teacher and trainee on assessment

* Integrating your program into competency-based training



like assessment?

https://pixabay.com/photos/abdominal-pain-pain-appendicitis-282194:



Start with System Needs

Traditional model Educational
objectives

|
[ Curriculum ]7 :

v
— Assessment

Competency-based education model

Health needs Competencies L curriculum
Health systems Outcomes
} 7

Interdependent
e

Assessment
‘7 ACGME

Frenk J, et al. Health professionals for a new century: transforming education to strengthen health systems in an interdependent world. Lancet. 2010
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CBMERIYERY

/ Curriculum
Improved Competencies
*Better Clinician (A bilities)

Outcomes Experience

*Improved
Patient
Experience

Educational Qutcomes
(Milestones/EPAs)

Assessment

Quadruple Aim \ High Functioning CLE /

J\ | #AcGME2018

© 2018 ACGME
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Starting with the end in mind

STARTING
POINT:
“Quadruple Aim”

Improved

*Better Clinician
Outcomes Experience

LS

# *Improved
Patient
Experience

Curriculum/Assessment
“System Integration”

Curriculum Assessment

« Objectives ? H - Appropriate tools?
 Teaching methods ? « Data organization?
* Learning experiences?  Data reports?

v . CCC?

Ready for
Unsupervised
=) Practice
&
Safe/Effective Care
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CBME Requires an Integrated Approach

PROGRAMMATIC ASSESSMENT

OUTCOME
COMPETENCIES

PROGRESSIVE
SEQUENCING

TAILORED LEARNING COMPETENCY-FOCUSED
EXPERIENCES INSTRUCTION

Local CBME Program Contex

ACGME
2017 CBME Workshop| ICBME COLLABORATORS



CBME 3 Dimensions

modified from 5 core components of CBME (Van Melle et al., 2019)

R RE R AVEE N ERIRE

An outcomes-based competency framework with progressive sequencing of

competencies

(Chou et. al., 2018)
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Seqguenced progression
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CBME 3 Dimensions

modified from 5 core components of CBME (Van Melle et al., 2019)

mBERENEBITENHBEEBHER

Learning experience and teaching tailored to competencies

(Chou et. al., 2018)
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The Principle of Constructive
Alignment (CA)

CA applied to EPAs
or/and Milestones

Constructive

Alignment

Adapted from Biggs,
(1999 and 2022)



CBME 3 Dimensions

modified from 5 core components of CBME (Van Melle et al., 2019)

SHEM - RAMATB R A NERTE

Programmatic assessment and group decision process for competencies

progression

(Chou et. al., 2018)
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INVITED PAPER

®

Check for
updates

A history of assessment in medical education

Lambert W. T. Schuwirth'2{ . Cees P. M. van der Vleuten'

Assessment as

Measurement == Judgement == A system
\ =t -
Al = A RER

(Schuwirth, & van der Vleuten, 2020)20
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Programmatic Assessment

https://www.ceesvandervleuten.com/publications/Programmatic-assessment



Principles of Assessment

1) Any given assessment data point is flawed
2) Can improve validity of standardized assessments

3) Validity is primarily a function of the assessor not the
Instrument

4) Higher stakes vs. more assessment points
5) Assessment drives learning
6) Competence is complicated and requires expert raters

van der Vleuten et al, Med Teach 2012



Analogies with healthcare to
understand programmatic assessment

u‘ @ CrossMark

Perspect Med Educ (2017) 6:211-215
DOI 10.1007/s40037-017-0345-1

COMMENTARY

What programmatic assessment in medical education can learn
from healthcare

L. Schuwirth'? - C. van der Vleuten? - S. J. Durning!~

Published online: 10 April 2017
© The Author(s) 2017. This article is an open access publication.



Analogies with healthcare to understand
programmatic assessment

« A1: Like the concept ‘health’, the concept of competence may be difficult to
define but it can be evaluated, promoted and improved

« A2: Merely using structured and standardized testing in assessment is like
diagnosing a patient on lab-values alone

« A3: Testing alone is not enough to effectively lead to higher competence
levels of learners like merely making a diagnosis is not enough to cure a
patient

« A4: Like diagnosing a disease is not merely a tick box exercise ‘diagnosing’
dyscompetence using a tick box exercise does not work either

« A5: Healthcare and assessment systems both rely on expert practitioners that
must be developed and nurtured
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Framework for
Programmatic Assessment

2012; 34: 205-214 AR
TEACHER

A model for programmatic assessment
fit for purpose

C. P. M. VAN DER VLEUTEN', L. W. T. SCHUWIRTH?, E. W. DRIESSEN’, J. DIUKSTRA',
D. TIGELAARS, L. K. J. BAARTMAN? & J. VAN TARTWIJK®

"Maastricht University, The Netherlands, 2Flinders Medical School, Australia, 3Leiden University Graduate School of Teaching,
The Netherlands, “Utrecht University of Applied Sciences, The Netherlands, °Utrecht University, The Netherlands



Model For Programmatic Assessment
(CPM van der Vleuten)

Uelline O O, @ T Q @ Vv |3 O @ @ c
ACt|V|t|eS ' “j ) ‘“\;‘ ) Lﬁ e ) aaNe L|>J O M O
N\ / N\ \/ -'q_), g \/ \/ N\ N N\ -'G_’) / / N / §
Assessment i © =
Activities AAAAAA 8 AAAAAN B AAAAAN |3
: : =
Supp orting o 7 | \ flc_{ O o a O % O : C uE_
Activities| O ©°© ©°© © Of | O ©°© © ©° O~ | 0O © ©° ° O
t Committee t ?
Time 4
= learning task A = single certification data point for mastery tasks
O = learning artifact o = learner reflection and planning
/\ = single assessment data-point © = social interaction around reflection (supervision)

__________
-~ S~

= learning task being an assessment task also

~ s
~~~~~~~~

(van der Vleuten el. al., 2012) .
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One measurement
Or even measurements

* A piece In a Jigsaw puzzle

-Mryabiqgetnis?

* Building blocks of a Lego set




What 1s this?
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Classical approach to aggregation

il .
assess skill A

Method 2 to

—
assess skill B z

Method 3 to ] z
assess skill C NG

Method 4 to | z
assess skill C —

RACP Programmatic assessment forum- Professor Cees van der Vleuten
https://www.youtube.com/watch?v=Ja4RgxSKoaY&ab channel=RACP




More meaningful aggregation

Competency Competency Competency Competency
A B E D

Method 1 h H d
Method 2
Method 3
Method 4
s Znli T v

2 2 2, 2

RACP Programmatic assessment forum- Professor Cees van der Vleuten
https://www.youtube.com/watch?v=Ja4RgxSKoaY&ab channel=RACP



Model For Programmatic Assessment
(With permission from CPM van der Vleuten)
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O = learning artifact o = learner reflection and planning
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ACGME



Assessment Mapping

Mapping your program of assessment across the curriculum is
essential, and will help to:

» |dentify curricular and assessment gaps
» Linked to the competencies and milestones
« Promote efficiencies in assessment

 Help with faculty buy-in (i.e. assess what makes sense for
the objectives and purpose of a curricular experience)

ACGME



Milestone map

Assessment Methods &

Tools
Major Rotation (e-g.)
: J : / Questions, Reflections and
: Teaching Learning - 3
Milestones i = Issues in Assessment for this
Methods Experiences 2 z 2
S = c ° ) Competency
(Goals) = » E 2z | 85 g3
d |53 |39 |33; 12 |8
Z8 B2 s 2 S .
E |38 |2% |ss%|3%8 | |
£ |88 |53 |£3:3|33% | 8

Patient Care

PC

PC

PC

ACGME




KSAE - building curriculum that
prepares learners to perform

Curriculum >
El E2 E3 ( \
Supervised

"| EPA N the
workplace
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CMUH EPA-based curriculum map
este |

Tasks
specification

KASEs

Program

am b IEEPARYKASES 73 JRAZ25! - 2 Kol LUENL - ASTIDIZE S - EoJUIE(EAKL... - AS... - E.. - O]

W

%%Eﬁ%?— EPA KASESZ%/%)

ltems

Core curriculum
G N
TR0 ETFE ZKELAS)

Zm|

Clinical curriculum
(B RERZ AR % E AR ZEmE
oD ¥ FE ZESKAS)

Substantial learning
experience

Assessments plan

Activities and Contents K A S
1.E-learning BEX£&3 K1 - K2
2 VADEIRF L& H%QE(ASI) Al S1

3.VADEE A nE E AR T IFH5(ASL

AS2) Al -~ A2

S1-S2

1.RBEBFHH(AS] ~ AS2 ~ AS3&=E ~ K1 »

K27 &) A3 >3

5ol
[ Fed==ig

1. FREA CEEEARKL - K2)
2. DOPS(AS1 - AS2)

3. Ad hoc EPARNIGE¥E(AS1 ~ AS2 -
AS3% = ~ K1 ~ K275 )



Example (draft under revision)
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Start with System Needs

Traditional model Educational
objectives

|
[ Curriculum ]7 :

v
— Assessment

Competency-based education model

Health needs Competencies L curriculum
Health systems Outcomes
} 7

Interdependent
e

Assessment
‘7 ACGME

Frenk J, et al. Health professionals for a new century: transforming education to strengthen health systems in an interdependent world. Lancet. 2010



Deliberate Practice

* Requires a field that is reasonably well
developed. Clear mental representations of
the tasks of the field are essential.

* Requires a teacher who can provide practice
activities that can help learners improve their
performance.

PEAK

SECRETS FROM
THE NEW SCIENCE
OF EXPERTISE

Anders Ericsson

«d Robert Pool

*|Pack] olers on optmisic ont<determirism $at ovgh b influance how people
edwcote dhideen, maroge empioyees. and spend e Sne The good
raws s Aot 0 ascel ore need only lock wikin ™ < THI ICONOMIST

ACGME



CBME Requires an Integrated Approach

PROGRAMMATIC ASSESSMENT

OUTCOME
COMPETENCIES

PROGRESSIVE
SEQUENCING

TAILORED LEARNING COMPETENCY-FOCUSED
EXPERIENCES INSTRUCTION

Local CBME Program Contex

ACGME
2017 CBME Workshop| ICBME COLLABORATORS



ZE|ACGMEZT

e 1Z B EClinical Competency Committees, iE&#ECCC

The GME Assessment “System”

/" ([ roscems_ )<

s

Assessments within
Program:

* Direct observations

* Audit and performance
data

* Multi-source FB

« Simulation

* ITExam

i)

=1

Qual/Quant
“Data”
Synthesis:
Committee

—-ZmMEO0CC

Faculty, PDs <
and others

Unit of Analysis: Program

—

Il 45K 25 B o i

(@ 0T v v I ey v

—

Unit of Analysis: Individual
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What is a Clinical Competency Committee (CCC)?

“A CCCis a required body comprising three or more
members of the active teaching faculty who is advisory to

the program director and reviews the progress of all
residents in the program.”
(ACGME Glossary of Terms 7/1/2013)

(Googleimages.com)



CCC Inputs and “Basic” Process

/ Institutional Culture \

Info Sources: r t N'I' Program
* Faculty Evals | /G_rnup Pmsh Culture
+ Direct Obs g | Known Variables:
* Multisource FB | & 5 | * Group composition
* Patient surveys | & #l * Info presentation
Meams | (7| §§| [|  ° Fvidencevs.
* +/- Simulation | 'IE | . Hi Nl
* Critical events | E | . Info : ,I
* Informal (e.s. | | + Time pressures l—[ Feedback ]
“hallway talks”) T _J \ Additional info j ]
\ “Filter~ Learny

Institutional Culture

Eanir ACGME



Resident, Advisors & CCCs
/ K* production pu \

Faculty 1

Advisors can serve
as knowledge
brokers between two
communities who
may not interact or
communicate directly

Faculty 2
Learner 4@ Advisor CCC

Faculty 3

Faculty N

Knowledge* use ILP = Individualized

learning plan
Program and PD

Adapted from Dr. Jessica Rich; Presented at CBME18 Meeting in Basel, Switzerland



1. Patient Care 1(PC1).

Example

% 4&M K E (Emergency Stabilization)

RRAZBRAR  HEARFETHIREIHE  EAEFESEABRIIBRE > BAPITIS KRBT -

Has not
Achieved Level 1 Level 2 Level 3 Level 4 Level 5
Level 1
1. #RE w AL 2. PEEIE AGHKE (6. RERAPINAE 10. &E—F BB R 12. BEEETHR AR
% EARAEE ~ F LB AR ELE S A s A BEEHEEx R
BRIEay o 15 FCIE - © HE$9 BP BF 2258 - WinAE -
3. PATRAERAN |7. BRAEZRA 11. Rz SHF
#71 &% FF4E (primary B o 4R S EAT R o OAREEAER
assessment) © sE a4 18 I BT P9 S48 B X 3%
B, o BB o
4. BB FBRIEE
A RFE |8 ;ITEEIE - HF
Bt (diagnostic RFFAERR DU °
impression)Fv ;& B
+E - 9. #F4& DNR 2952
T HE A 2E A H
5. ZEAFHEIR A ZRESBEIFHE -
X F A AR
T s B A8 B
(DNR) -
1] 1] 1] ] 1] 1] 1] 1] 1] 1]

7z 3% . Case observation direct evaluation CODE/ case-based milestone direct observation/ simulation




S8P1

PBLI

1CS2

ICS1

SBP2

SBP3

PC13

PC1

PC12

PC2

PC11

PC10

EEEEI

PCo

PCH

ZE

=

w107 T(R1)
w108 (R1)

109 —(R2)
= 109 T (R3)
el 110 -(R3)

=HA
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107 |

T(R1)

PC1 ZERRERER

108 F(R1) 109 (R2) 109 T(R3) 110 F(R3)
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EPA 5 SR AEER

LiZE = tERAEE E I ‘ \* ;

2 (R fi
HEEEERA R4

- . e =7
L EERREEED =S Y BRI EE BFEE 1= i o
2.ETEMAEE 1LEELEE = E ¢
3 RENLEATESESABESREENE Hroras
Enfl 3RE
4 EEARAAEENSHERE A g6 }? .
5. ERENERTHRBEESA 7N .
3 EBAHBIAERNER

LERIEZNETCREERENERL
2ERFLENERERSSERERRE

3.EEUSERREED

AT BN AN *ﬁ -
Patient Care Medical Interpersonal & | Practice- System- ]J °
PCl ESiERES Knowledge Communication | based based

PC2 BB E e Ese) | MKBEA Skills learning and | Practice

e ICS2 BEEE improvement | SBP1

PC3 ZEME PBLI RAZSE

BB RS #HIfFhAE

PCA &R

PC5 E¥ig

PC7 BBE®EE

PC 9EER R E— /= H




EPA 5 ¥ ERImilestones

EPA SEitlOERARE

REZINEEN

PC1ERBEER
1

PC2ERRRSE
MR REELE

Bt

6.EERMAICERANEEZSESIERS -
1=2HERRAAR » BRETHRNYSBERN -
1LERENSIEER  sESERRRIMIBXESR -

IS ES2ERAREZINEIRT  BEERNREPHEZHS -
16. EZ2RIRAREEHNERT BENTERZEPNEZHS -
17 MBARATENASKRE  BESHEREERAMSHNLNEEN -

PC3ZEMEE | 25.AREEERFRNREHRE  EntEReREREERBESHIIREN
RigER KRB RES -

26. LR S AUENZERE -

27. 7 Bi5RIERNBEEERE SRS E (post-test probability)
PCAz2ER .EFRABEN )\ EE UEEREREFEREE  RIFUENE

RIEZE  WREBEEE -

A iE AV IR
-3 NGRS
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5 | 714 iE R P B TH B = A
1. Z&l(knowledge test) : EFHEHNMEREFTEBUNEZER - DUERHT " ZIBa 0BT IERAR

B, ZemAE - EERETELOER - o » AlE - BRRZBEERE - DUEFEH " RIBa/0HEF LK
ABE | A ZUE -

2. 1EEEH (simulation) : #HIEE _EHHMKRETEANEZBIRERER - AIBESE "R Mt
VAN

3. {E 2257 (case-based discussion) : &g " 2RI OKFLEBAESER o 1B 2K E 4 - IR FE -
EE#EE  RESE]  EBNILESBCOD -~ EbD -

4. §iii% B EEER T {4 (short-practice observation) : #H¥1BE &S L E—REE-IDNEBRNITHE

BRRIFETHRENM - BN T BAad-hoc EPA-based assessment  DOPS - shift-based
milestone assessment * mini-CEXZ5 -

5. 5 REFE 2251t (long-practice observation) : $rHEBEERIE F—ERBBNERRINETH A
Al IbER e SRR E ERRENMN " ERWE(Hawthorne effect) , + &R 5’]3?3?:@
" Z IR fh (multi-source feedback) ; BERBEME ~ B - SR ANCIEMUEREEEEST - B
A BEEME - MEBEMESFENERIE -

6. BBEMRACER (product evaluation) : JmEACE: - BEREMNLHE - =M BIWN:EHE - BRIER
FEEMH(BEERN - 08  MBHNAR O AEEKREETNEE  LIABHREBZFENINEIR -
#HERN TEBACLSFER - case log  case-report - SETRZETE S EHRIBIRE -



CCCs Perceptions of their Role

Reviewing Residents’ Competence:
A Qualitative Study of the Role of Clinical
Competency Committees in Performance

Assessment

Karen E. Hauer, MD, Benjamin Chesluk, PhD, William lobst, MD, Eric Holmboe, MD,
Robert B. Baron, MD, Christy K. Boscardin, PhD, Olle ten Cate, PhD,
and Patricia S. O’Sullivan, EdAD

“Problem Identification” vs. “Developmental”

Hauer et al, Acad Med 2015



Key Players in the CCC

(Googleimages.com)



Program Director (PD)

« Appoints CCC members

 No strict rules about PD membership in the CCC
 (except in anesthesiology- cannot be CCC chair)

* |f present at CCC meetings:
 Should ensure others voice their opinions
« Glve members a chance to rate the trainees (on their own)

« Final arbiter of milestones ratings
 Reports ratings to ACGME semi-annually

Andolsek et al, ACGME CCC Guidebook



CCC Chairperson

* Who? (restrictions?)
* EXpertise
* Develop a shared mental model for the group

» Understand best practices (group dynamics)
* Work with program coordinator

 e.g. schedule/document meetings

Andolsek et al, ACGME CCC Guidebook
French et al, J Surg Educ 2014



CCC members

* Understand the assessment process, milestones
framework etc.

« Commit to faculty development
* Voice opinions
 Professional/ethical behavior

French et al, J Surg Educ 2014



Program Coordinators

* Not CCC members, but they play a huge role e.g.
* Data organization

* Schedule CCC meetings

* Provide multi-source feedback

* (professionalism/communication skills)

e Attending the meetings

* Take minutes

* Provide feedback about group dynamics

Andolsek et al, ACGME CCC Guidebook



Chief Residents

« Can be members but...
* Must be board eligible
* Must have completed their residency training

Andolsek et al, ACGME CCC Guidebook



CCC Membership-

o

« PD appoints members

» Other faculty or health
professionals

(“extensive contact & experience with
programs’ residents...”)

e Chief residents — If...
Completed training
Board eligible

per ACGME

X

 Residents

* Program coordinators- BUT,
they play a huge role

o ? Advisors/Mentors

(Avoid conflict of being
an advocate and a judge)

http://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/140_internal_medicine_2016.pdf



Advisors

/ K* production \

Faculty 1

Advisors can serve
as knowledge
brokers between two
communities who
may not interact or
communicate directly

Faculty 2

Faculty 3

Faculty N

Knowledge* use ILP = Individualized

learning plan
Program and PD

Adapted from Dr. Jessica Rich; Presented at CBME18 Meeting in Basel, Switzerland




Trainees

* Not CCC members, but they should be part of the
process

* How?

* Awareness of the CCC

Self-assessment

Learning plans

Provide their opinions about their learning and assessment ..
y\g'gr*\

Role in curriculum/assessment

(Googleimages.com)



“Coproduction”

Community and society

——
o T —

»” Healthcare professions
education system

Coproduced high value learning for
healthcare professionals and patients

O

Providers and patients who
coproduce healthcare

Batalden et al. BMJ Qual Saf 2016



Learner Engagement

Faculty
development

N\

Other data
& sources

COPRODUCTION

FEEDBACK

?

FEEDFORWARD?

Explanation of milestones
ratings

Mutually agreed on action
plans

Themes in comments
Rotations to consider
taking

Accomplishment of goals

Residents

Self assessments

Reflections & Accomplishment of
goals

Progress updates &

Portfolio evidence of
achievement of milestones



CCC Group Composition- Hauer et al,
JGME 2016

“Membership”

v Importance of varied perspectives?
v Expertise?

v Enthusiasm/motivation?

v'Change in membership over time?

v'Physician/other allied professionals

!

DIVERSITY

“Group size”

Big enough for robust
discussion

BUT
Avoid becoming unwieldy
(Minimum- 3, ideally 5-10)



CCC Group Process- Hauer et al, JGME 2016

Clear sense of purpose
Shared mental model
Develop shared knowledge
Influence of the leader
Time pressures

Avoid “Groupthink®- "tendency towards harmony”
o Is participation from all members encouraged?
o Be wary of hierarchy!
o Do junior members present their ideas 1t?
o Willingness to voice contrary opinions?
o All ideas explored before making decisions?

Googleimages.com



Biases During CCC: Dickey et al, JGME 2017

Cognitive Demands and Bias: Challenges Facing
Clinical Competency Committees

Chandlee C. Dickey, MD
Christopher Thomas, MD
Usama Feroze, MD

Firas Nakshabandi, MD
Barbara Cannon, MD



Biases During CCC: Dickey et al, JGME 2017-
Examples

“Anchoring”
* Maintaining initial impressions despite change in performance

"Confirmation”

* Only paying attention to data that “confirms” or supports your opinions and disregarding data that
does not

“Visceral”

* Making decisions based on emotion instead of on performance data
“Availability”

* More importance placed on recent/first-hand or memorable data



Lessons Learned: Key Ingredients

v'Data management system
v'Faculty development

* Program directors/CCC chairpersons

* CCCfaculty members

Secret sauce

Core faculty

v'Learner engagement IS
v'Continuous quality improvement “Buy— in”
GOALS:

Trainees ready for unsupervised practice
Safe & effective patient care



Other Potential CCC Roles

 Remediation

 Faculty development

» Feedback to stakeholders
 Trainees

« Program

* Institution (GMEC)

« Quality improvement of the assessment system

ACGME
Andolsek et al. ACGME CCC Guidebook 3rd ed. 2020



Growth mindset vs. fixed mindset

“Failure is an
opportunity to grow”

GROWTH
MINDSET

“I can learn to do anything | want”

“Challenges help me to grow”

“My effort and attitude
determine my abilities”

"Feedback is constructive”

"1 am inspired by the success of others®

“I like to try
new things”

“Failure is the
limit of my abilities”

FIXED
~ MINDSET

I'm either good at it or I'm not”
"My abilities are unchanging”

“I| don't like | can either docnl’:
» orlcan't
to be challenged

“My potential is predetermined”

“When I'm frustrated,
| give up”

*Feedback and criticism
are personal

"I stick to what | know"

Carol Dweck: The power of believing that you can improve
https://www.ted.com/talks/carol_dweck_the_power_of_believing_that_you_can_improve
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httos://www.flickr.com/photos/ccm224/3031968786






Mindset of assessing

 Pass or fail orientated vs. dell

perate practice orientated

 Locus of your professional judgement will follow the frame of
reference of the competency being observed or assessed, and
the effort will be represented as a sophisticated feedback, not

just stock into the result of pass or fail and stop at saying good

or bad.



From assessment of learning to
assessment for learning.
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CCC as a key for entering
the room of
programmatic assessment



UCSF Six Programmatic Principles

1. Centrally coordinated plan for assessment aligns with and
supports a curricular vision

2. Multiple assessment tools used longitudinally generate
multiple data points

3. Learners require ready access to information-rich
feedback to promote reflection and informed self-
assessment



UCSF Six Programmatic Principles

4. Coaching is essential to facilitate effective data use for
reflection and learning planning

5. The program of assessment fosters self-regulated
learning behaviors

6. Expert groups make summative decisions about grades
and readiness for advancement
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Conclusions and Recommendations

" Programmatic assessment essential in medical education

» Use a systems-lens when implementing programs of
assessment

" Patient outcomes linked to systems performance and
professional development

" Group process, when done effectively, can assist in making
better decisions about competence and progression

" Co-produce learning and assessment with learners — this will
likely require a change in local assessment culture

N
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From Competency-Based

Medical Education

To Competency-Based

Medical Practice

SEEESE:

fremen.chou@gmail.com

China University and Hospital,
Taiwan
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