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from Ottawa Conference
Co-founder

| am delighted to welcome participants
from around the world to the 17th Ottawa
Conference on the Assessment of
Competence in Medicine and the Healthcare
Professions here in Perth, Western Australia. When lan Hart
and | organised the first Ottawa Conference back in 1985 in
the city of Ottawa, we hadn’t thought that there would even
be a second conference, but it soon became obvious that
there was a real need for an international forum to facilitate
the sharing of ideas and experiences in the assessment of
clinical competence. Held biennially since 1985, we have
been impressed by the growing number of participants, the
countries represented, the number of abstracts submitted for
each conference, and the standard of contributions.

Sadly lan passed away in 2012 but he would have been proud

and pleased at the continuing success of the Ottawa Conferences.

In his memory, the Hart Family and AMEE are pleased to
launch the lan Hart Award for Innovation in Medical Education,
and | will be talking more about this during the Conference.

We are pleased this year to have as our conference partners the
Australian and New Zealand Association for Health Professional
Educators (ANZAHPE) and believe the Conference has been
strengthened as a result, bringing greater interprofessional
content and broadening the Conference beyond the clear
assessment focus of Ottawa conferences. Participants may
choose to follow the Ottawa assessment streams, or attend the
broader ANZAHPE sessions, or mix and match as they wish.

The Program Committees have worked hard to put together a
range of topical sessions in many formats, to encourage exchange
of ideas and discussion. We hope you will find the sessions
stimulating and thought-provoking and that you will go home
with new ideas to implement and to share with colleagues.

We have had great support from our other conference
partner, EECW, who have managed the conference logistics
and we have been impressed by their efficiency and
friendliness. They have also put together a range of social
events to make the most of this beautiful region of Australia.

We would like to thank all our sponsors and exhibitors, and
particularly our Platinum Sponsor, NHS Education for Scotland
for their support. We also gratefully acknowledge input from
University of Western Australia and University of Notre Dame.

We wish everyone an enjoyable Conference.
Ronald Harden

Ottawa Conference Co-Founder
General Secretary, AMEE

from ANZAHPE President

On behalf of the Committee of
Management of the Australian and New
Zealand Association for Health Professional
Education (ANZAHPE) | would like to
extend the warmest of welcomes to
ANZAHPE members, AMEE members, old friends and new
friends from across the globe who have travelled to the
amazing city of Perth for this ground breaking meeting.

This is a time for doing the things we are passionate about,
a time for connecting, exploring, challenging, learning and
teaching, in a spirit of generosity and encouragement.

The Scientific Committees have assembled an impressive
program of keynote addresses, oral sessions, workshops,
posters and PeArLS. Over the next few days you will hear
from presenters representing many different professions,
discussing many different approaches to health professional
education and the philosophical and theoretical drivers that
underpin their work. Be prepared to be impressed with the
quality and diversity of presentations.

ANZAHPE is delighted to have been able to work closely
with AMEE to bring this meeting to fruition and we hope that
this collaboration will strengthen existing ties and drive new
collaborations into the future. Like AMEE, ANZAHPE, is an
association of individual health professional educators with
wide professional representation. Our membership is spread
across Australasia and the Asia-Pacific region.

Over the next few days you will find that we are a friendly,
informal and collegial group, who love learning from
colleagues from different professions and different settings.
If you would like to learn more about our association, please
drop by the ANZAHPE booth in the conference exhibition.

| hope you have a wonderful time in Perth and | look forward
to meeting you in person sometime during the event.

Warmest regards,

Monica Moran
President of ANZAHPE

Note: For reference purposes please cite these
abstracts as follows:

Name(s) of authors (2016). Ottawa 2016/ANZAHPE
2016 Conference Abstracts.
www.ottawaconference.orq Accessed (date)
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Session 2A

USE OF THE OSCE ANDFURTHER DEVELERWMAS A TOOL TO ESS COMPETENCY IR TH
HEALTHCARE PROFES&O

Presenters:

Ronald Harden, AMEE, UK

Richard Fuller, University of Leeds, UK

Sydney Smee, Medical Council of Canada

Elizabeth KaahiMedical Education Development, USA
Neel Sharma, National University Hospital, Singapore

This symposium will address a range of issues including using the OSiGEdeeddifiontpetencies,
lessons learnt from running large scale OSCEsjtheexardt s per spective, and a |
development of sequential testing.
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Session 2B

TIMELY ASSESSMENT OF JUNIOR DOCTORS' PRESAREBINESFAILING?

Author(s):Kennedy MHaq 1, Williams S Okorie M

1 Divisiof Medic&ducation, Brighton & Sussex Medical School, 2 School of Pharmacy & Biomolecular
Sciences,

University of Brighton
Presenter.Kennedy MB
Introduction:

Junior doctors, responsible for the majority of prescribing in NHS hospitals,averih&higgthésth
prescribing error rates. Assessing prescribing competence affords a degree of public reassurance, and can
highlight where additional support may be required.

Aim:

To determine the approach to the assessment of prescribing in Etensdatidhl8dospitals in the South
Thames Foundation School.

Methods:

An online questionnaire, available for completion from April to June 2013, was sent to the Leads for Presc
and all F1 and F2 doctors in the region. Descriptive statistipketeete com

Results:

67% of NHS Trusts responded (n=10), 9 of which ran some form of prescribing assessment. 90% asse
prescribing in F1 doctors, compared to just 30% assessing F2 doctors. 50% of Trusts assess prescribing wi
week of the junior dactiaduction, and only 40% provide feedback of the assessment within this same time
frame. Just 3 Trust impose prescribing restrictions on those failing the assessment.

124 junior doctors responded. 82% of F1s sat a prescribing assessment (istBV)dnustrap®o of F2s

(n=14). Almost 40% of the junior doctors did not sit the prescribing assessment within the first week of
induction. Just 7% received immediate feedback, 31% got feedback the same week as the assessment, witl
having toait up to a month for feedback. 10% said they never received any feedback.

Conclusion/ Takeome message:

Prescribing should be assessed early in Foundation training, with an increased emphasis placed on F2 asses
due to them demonstrating the higbgstibing error rates.

Feedback provisions need to be timelier to allow doctors to identify where educational interventions ma
required. This is imperative in Trusts, which do not impose restrictions on those who fail the assessment.
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QUALITY CAROL AND IMPORTANCE OF EUROPEAN POSTGRADUATE MEDICAL SPECIALTY
ASSESSMENTS

Author(sMathysen D, Papalois V, Goldik Z

1 Antwerp University Hospital, Department of Ophttralmpé&@l, College, 3 Lady Davis Carmel Medical
Centre, Department of Anasistland Intensive Care

PresenterDanny Mathysen
Introduction

A careful literature review on postgraduate medical assessment methods has revealed that little seems t
published. Nevertheless, European postgraduate medical assessments aregpopuldyitai

Methods:

The Council for European Medical Specialty AssessmeGEIMBEMSas created by the European Union

of Medical Specialists (UEMS) in 2007 as a discussion platform between the various European Boards
Sections organising sHdnopean postgraduate medical assessments. Currefflg SWVEBM®BuUnts 50
affiliations, of which the majority of assessments allow recognised specialists -aRu&ini ngsiufendsh

European and international countries.

These European postgredoeedical assessments are considered as excellence labels demonstrating that the
candidate meets the European dis@fdied standards. Given their high quality, many assessments are
adopted by various European countries as being (partiatiyX@guipale of national final assessments in
several specialties (still ongoing process). Harmonisation of assessment standards, which implies creati
guality and control mechanisms, has become

Results:

The results of the currently ongoing suhagynonisation of European postgraduate medical assessments will
be presented.

Conclusions:

As a measure of quality assurance -CIEBMA is publishing guidelines, which will allow an opportunity for
harmonisation, but will also presuppose a guasanteénmim quality level for candidates across different
medical specialties participating in these assessments. Fir@EEM/ERES effectively implemented an
appraisal procedure for assessments.

Takehome message:

The results of the currently ongiivgy on harmonisation of European postgraduate medical assessments will
be instrumental not only for the entire European medical community but also for all international medical doc
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TRIANGULATING INFORMATION TO IDENTIFY AND SUPPORT SERUBAINEES
EXAMPLES FROM A SCOTLAND DEANERY GENERAL PRACTICE TRAINING SCHEME

Author(sMeiLing Denney (1,2), Heather Péayokkthea Lints (1)
1NHS Education for ScotkRdyal College of General Practitioners
PresenterDr MeiLing Denney

Introduction

In the UK differential pass rates exist for candgtaigsudcross a range of postgraduate medical exams

The judicial review involving the Royal College of General Practitioners highlighted the need to identify and
reduce these differencegaviee possible. Deaneries need to identify those at risk and support them, as failure
to pass the MRCGP licensing exam has significant implications for the candidate, the deanery, and the patie
population.

Methods

Data from the MRCGP exam shows widiclasasubgroups are at greatest risk of exam failure. Using these
data and information from a variety of sources at local level enables trainees at risk to be offered additional
support. Using examples from a Scottish deanery region we illuisteattEhyhstsugglers, and describe a

variety of measures used to support them.

Results

International medical graduates and black and minority ethnic candidates are at greatest risk. Additional dat
from scores from selection tests, analysis of engéhetmemtameepertfolio, local knowledge fed into
regular traineasdifficulty meetings were used to create a educational prescription for each struggling trainee

Conclusion

Al though the met hods used c aanerghasagdutato advance e an i |
equality of opportunity between those who share a protected characteristic and those who do not. Early
identification and ongoing appropriately targeted support give these trainees their best opportunity of succes

Take Home @dsage:

Triangulation of information helps to identify e
process and sharing information with trainees is part of increasing engagement with the support offered.
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HOW TO PREVENT SUCCESSHULLENGE AGAINST A FBGAKES POSTGRADUATE
EXAMINATION: LESSONS FROM THE EXPERIENCE OF DEFENDING ALLEGATIONS OF UNLAWFUL
DISCRIMINATION

Author(sWakeford R, Denney M
1University of Cambriddrnyal College of General Practitioners
PresenterRichartVakeford

Introduction:

I n 2014 the Royal Coll ege of Gener al Practitione
Reviewd) in the High Court of England. The Col | e
was allegeakunfairly discriminatimrynternational Medical Graduates anauititeddK graduates, and

that the College Haded in a legal duty to work to minimise differential performaruetactedally

candidate stgroups.

Methods:

Wereviewthi i nt i mi dati ng and expensive experience reg

taken, and what relevant research evidence could be provided on its fairness to candidates, including exam
cases, rolplayers, and candidate information

Results:

Results showed the importance of devoting resources to research into the assessments, especially regardin
examiner fairness and differentiglsubup per f or mance, as well as the

Conclusions:

Data from Collegelications showed that these groups performed differdmti&iyllgge tarely

escaped censure, receiving judicial advice about future behaviour. Relevant ongoing research and quality
management played a maj or dingtexaminempanelhepreséntaliveénesg,e 6 s
examiner training, taking legal advice as to what forms of challenge of assessments might be successful, ar
checking the constitution to ensure compliance with all its aspects, would have been aglditional preventi
measures.

Takehome message:

Despite the law and legal requirements of examination bodies varying between countries and jurisdictions,
general lessons can be drawn, especially for examinations in countries-digbrantiegtiantiegislation.
Examiners should understand the relevant national legal expectations, and assessments should calculate al
act on their quality statistics appropriately.
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Session 2C

10 YEARS OF EXPERIENCE IN COLLABORATIVE ASSESSMENT: THE UMBRELLA CONSORTIUM FOF
ASSESSENT NETWORKS (UCAN)

Author(s)Brass K, Juenger J

1UCAN Umbrella Consortium for Assessment NétOANs,Umbrella Consortium for Assessment
Networks

PresenterKonstantin Brass
Introduction:

To face the future challenges in medical assesstngohsmseed to work together more intensively. 10 work
years ago, UCAN was initiated as such a cooperation project. Today, 60 schools and boards from 7 countrie
closely together, share their knowledge, combine and optimize their resourcesciath @mgizge in

assessment research.

Methods:

In 2005, UCAN developed the ItemManagementSystefneaed platiorm for the authoring, sharing and
reviewing of items and exams. Since 2007, exams can be delivered on computemsaniattescanner

shed¢s. Exams can be evaluated with test statistics and graded with customizable algorithms. In 2010, a
Simulated Patients Database was added to administer the SP programs (role management, billing). Since 2
OSCEs and since 2014 MCQ exams can be deliadlets. Currently, a comprehensive feedback tool is in
development.

Results:

More than 250.000 items were authored by 6,500 colleagues. Best practice examples for reliable exe
assessment content and workflows are collected and used angigytimiseNew items and exam formats
are continuously developed. So fab,oMéen students were assessed successlip@xams.

Conclusions:

10 years of cooperation in a collaborative network has proven to be an efficient wiagileném==imew
medical assessment. Especially with the future requirements in the assessment of compgismris, close tie
highly recommendable.

Takehome message:

Assessment institutions should work together in order to tackle common asafierfgrcE3sful
cooperation at UCAN proves this approach tinbevaithe and efficient.
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WORKPLACE BASED ASSESSMERDWING A QUALITY FRAMEWORK TOGRTRERORT
FROM THE AUSTRALIAN COLLABORATION FOR CLINICAL ASSESSMENT IN MEDICINE (ACCLAIM

Author(s)K a r e n 1DareokwarBunmi MalaAdul, PetaAnn Teag8eWendy Hu

1School of Medicine, Deakin University, Ad&dica] Education Unit, School of Medicine, University of
Western Sydney, Australia3@oftbol of Medicine 8aohtistry, James Cook University, Australia

Presenterf(sKkar en D6 Souza and James Kwan
Introduction:

Clinical assessment, particularly workplace based assessment (WBA), has not beenittstitictoms of multi
assessment collaborations. Despiteradadespves towards greater uptake of WBA to make clinically
authentic assessment decisions in undergraduate medical programs, significant challenges remain in
implementation and execution. Aim: to construct a quality framework for developimpai@ Ariplement
undergraduate medical programs grown from collaborative identification of challenges to best practice in clir
assessment.

Methods:

Donabediandéds framework for quality improvement i
WHBA best practice. 17 Australian and New Zealand medical schools participating in a clinical assessment
collaboration (ACCLAIM) are being surveyed to capture WBA current practices including tools used;
blueprinting; practicalities; assessment outcardiwy(psyichometric analysis); WBA benefits and

challenges . Survey results are thematically analysed and confirmed with respondent validation. Expert pan
employing nominal group techniques will finalise and test the quality framework

Results:

Resultsuggest WBA is used summatively in Australian and New Zealand medical schools. Challenges in
design and local execution of undergraduate WBA programs will be presented, with the WBA quality framev

Conclusions:

Collaborative problem solving throwdbpdesnt of an agreed quality framework suggestbasddsign
approach to common challenges will ensure change towards best practice in WBA occurs. Allowing and
supporting engagement of assessment practitioners will ensure that recommendatsraratacgiljdel
relevant and feasible.

Takehome message:

Engaging stakeholders in the pr s of developi
al

problem shared is a problem h
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SHARED ASSESSMENT DRIVES INSTITUTEARANING: THE SUCCESSFUL
INTERNATIONALISATION OF A UK MEDICAL UNDERGRADUATE CURRICULUM IN MALAYSIA

Author(s)Steve Jones, Brian Lunn, David Kennedy, Kenny McKeegan, Roger Barton
Newcastle University, School of Medical Education, Newcastle Uciive ity Wiedl Malaysia
PresenterKenny McKeegan

Introduction:

There is an increasing interest in the internationalisation of medical curricula. However assessment results
di fferent cohorts of studentsoahternyodioftem Wwiowler
Newcastle University recruited its first students for a branch campus in Malaysia, which is led by experience
academic staff from the UK. The UK and Malaysian programmes both deliver the same outcomes and stud
sit idental summative assessments.

Methods:

A review of the outcome of successive cohorts in summative high stakes written assessments over time.
Students sat two single best answer papers of 120 questions at the end of their first year. Staff developmen
teating and assessments was led by experienced academic staff recruited from the UK. Assessment quest
were set initially in the UK and in recent years also by faculty based in Malaysia. Results between cohorts ir
UK and in Malaysia were compardihmzer

Results:

Scores in the first cohorts at NUMed were significantly (10%) lower than those of UK cohorts. Over 6 years
scores have converged and in 2015 the mean score of students based in Malaysia overtook that of the cohc
the UK.

Conclusions:

Many factors have led to the convergence of the results of assessments following internationalisation of a U
medical undergraduate programme including; staff recruitment and development, shared question writing,
standard setting, strong academic lgadellevolving assessment roles to the branch campus.

Takehome message:

Assessment drives the learning of institutions when curricula are internationalised but it takes several acade
cycles for the results of cohorts of students to converge.

10
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d WARTS ANOW WHEREALLY FEEL ABOUT COLLABORATING ON CLINICAL ASSESSMENT: A
REPORT FROM THE AUSTRALIAN COLLABORATION FOR CLINICAL ASSESSMENT IN MEDICINE
(ACCLAIM)

Author(s)K a r e n 1BangoMalzAdul, Claire HeaDavid Garfel Nicky Hisord, Richard Turfer
PetaAnn Teag#éen behalf of the Australian Collaboration for Clinical Assessment in Medicine (ACCLAIM)

1School of Medicine, Deakin University, AiGfkge of Medicine and Dentistry, James Cook University,
Australi#gGradate School of Medicine, University of Wollongong,*8cistralliaf Medicine and Public
Health, University of Newcastle, AuS8eliagl of Medicine, University of Tasmania, Australia

PresenterK ar en D6 Souza
Introduction:

The ACCLAIMonsortiunestablished in 2010, collaboratively benchmarks clinical performance and quality
assures Objective Structured Clinical Examinations (OSCEs) in early and late clinical years in 17 medical sc
in Australia and New Zealand. Participation in anyiaolh@tsoaasociated benefits and costs, particularly in
consuming staff time. This study was conducted to examine the advantages and disadvantages of participat
ACCLAIM.

Methods

An online survey was administered to lead representatives friogn gtrtioipato collect data on

ACCLAIM activities (benchmarking results, quality assurance, shared station development, online examiner
training, networking); the reasons for collaborating/benefits gained/change to OSCE practice resulting from
collabmtion; main issues with quality assurance and benchmarking; and areas for improvement. Survey
responses were thematically analysed.

Results

The benefits of ACCLAIM participation include development of OSCE best practice; reassurance of a consis
clincal standard of students; networking opportunities; and informally sharing OSCE stations and assessmel
practices outside of the collaboration. Challenges include the process of shared station development, ensul

station fideliotrya,t iaamgd t(ipme psapd mtg, 6 exlelcauk i ng, c o
Conclusions
Nati onal clinical assessment coll aborations hav

ACCLAIM consortium has demonstrated that this is not the case. (Hznemeditnfirming, sharing,
networking) of the collaboration far outweigh the challenges.

Takehome message

Assessment collaborations are hard work! Strong collaborations should retain the flexibility to listen to the
feedback of their participatmmgbers, and the freedom to create additional learning and sharing opportunities
to turn the 6écostd into an d6éinvestment 6.

11
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FREQUENCY OF ERRORS IN AN INTERNATIONAL SAMPLE OF COLLECTED OSCE STATIONS
INCLUDING TYPE AND POSSIBLE EFFECT.

Author(s): K Brotié, L. SweétS BulloékG Somets

1Griffith University, Gold Coast Campus, Southport, Queensland, AéBlratiarglRRversity, Adelaide,
South Australia, 50Mpnash University, Northways Road, Churchill, Victoria, Australia, 3142

Presenter:Dr Kathy Brotchie
Introduction:

The presence of statewel errors in tBdjective Structured Clinical Examination undermines the validity of
highstakes clinical skills assessment. An expensive undertaking in any health professiogaradiication p

is essential that OSCE stations perform as expected providing a valid and reliable assessment. Removal of
errors prior to the assessment should form part of a quality improvement cycle and may benefit from a struc
approach. A tool foriidiging errors has been created using an iteratibaskediggsearch approach

involving testing against a database of OSCETtatioagority of stations donated to the collection had

been used in actual OSCE examinations and included bathate@ergjraocational level stations sourced

from Australia, Europe and North America.

Methods:

A tool for identifying errors has been created and compared against a small database of OSCE stations for
evaluation and revisi @®mw. eweag sPOWIATY sOSCHE owtrl i twear:
frequency of errors in a random collection of stations. The identification of errors was further analysed for ty
and effect.

Results:

Multiple errors were identified within the stations in the datatresmajoety of stations contained flaws in
the wording. Analysis indicated errors affecting validity, reliability, feasibility and educational impact.

Conclusions:

The use of the tool in the recognition of station level flaws identifiedemuéiptesieacOSCE stations.
The validity of clinical skills examinations may benefit from a structured approach to error identification.

Takehome message:

A structured approach may enable OSCHestltimmor identification.

12
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Session 2D

SETTING STANDARDS: A HISTORICAL ANALYSIS OF ASSESSMENT STANDARDS IN MEDICAL
EDUCATION

Author(s)Whitehead @3¢ Rangel & Cartmill € Martimianakis-3¢ Kuper A3°

1University of Torodtd/omen's College Hospgitdi|son Centre feesearch in Educatiddepartment of
Family and Community Medid®epartment of Medichi@epartment of Paediatrics

PresenterDr Cynthia Whitehead
Introduction:

By understanding its history, the medical education community gains imesigre oftaslassessment

practices. We conducted a Foucauldian critical discourse analysis (CDAY etlibal jduatian its
50hanniversary. We drew upon critical social science perspectives to examine unstated assumptions that
underpin arghape assessment tools and practices.

Methods:

We used Foucauldian CDA to examine thdjedicslEducatiover its 59ear history. CDA emphasizes

the importance of language, and the ways that words shape and are shaped by assessment practices and
priorities. We used an iterative methodology to organize the data set, and focused particular analytic attentic
the editorial pieces in the journal.

Results:

One particularly dominant discursive tension across the timespan of the jourparsiatetitatrofeafor
standardization of assessment tools and simultaneously a continued questioning of the desirability of
standardization. This tension was particularly apparent in terms of a quest for universality in assessment vel
the recognitiontbé importance of local contexts.

Conclusions:

Standardized assessment approaches are positioned as a way to achieve social accountability in medical
education by providing clear metrics and measures of learner achievement. At the sangeitigne, there is on
recognition that not every important aspects of medical education can be standardized; rather, there are
contextual, subjective and social elements that must somehow be captured.

Takehome message

Medical educators must learn to balance théétnsiem an attempt to standardize appropriate assessment
tools and the recognition of limits to standardization.

13
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THE VALUE OF DATA EXPERTISE: RECIPE FOR ENHANCING MEDICAL EDUCATION

Author(s)Manjunathan S, Subramaniam R, Bandipalayam P
East Kent Hosds University Foundation Trust

PresenterSriaswini Manjunathan
Introduction:

Providinguality teachinfas always been a quintessential requirement for doctors in training, as stipulated by
General Medical Council. EKHUFT (the Trust) undeewaf aueent provision, with a view to improving
previous yearsod6 poorer results (40%). A Senior
Assessment & Feedback Praject

Methods:

1 Reviewexisting data collected on teaching andKeitHdifying data gaps/deficits.

1 Developedew datasetto inform assessment process on quality of teaching and feedback involving
educational faculty, education commissioners and trainee doctors

1 Implementethe new dataset as part of Informationa@ogemvolvid@Otrainees for a period of

5 months.

1 Data was gathered andlysedwith reference to agreed quality metrics and curriculum.

1 A detailedrilldownmechanism of the Visual analytic data (consisting of key vital specific components)
informed comprehensive aadjeted assessment and feedback

1 Results were shared ubif@agramanddashboardingechniques

1 The medical educators desigrtezhAlansas a resultant of thigdépth analysis.

1 The present programme was reassessed Ustajsinereyresults.

Results:

Teaching: 95% improvement

1 67% said sessions were curriculum mapped

1 48% saw speaker improvement

1 Increase in attendance due to protected teaching time

Feedback:

1 New Feedback Workshops were developed, delivered to trainees
1 67% werbkappier with feedback from trainers

1 50% more trainers improved their feedback mechanism

Overall Satisfaction: 36% overall satisfaction score improvement
Conclusion

To continuously improve medical education, detailed data analysis prepardgsbysexgeahtalao
improving quality of teaching and feedback.

14
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APPLYING VALUE ADDED METHODOLOGY TO MEDICAL EDUCATION

Author(s)Gregory Satterson Flrish B

1Health Education Englabihiversity of Cambridge
PresenterProf Fiona Patterson

Intraduction:

Internationally there is increasing emphasis of improving the quality and effectiveness of healthcare educatit
Value added methodology (VAM) has been used in mainstream education to assess differential attainment.
authors believe that thithodology can be applied to healthcare education and that so doing will enable
evaluation of largeale educational interventions and also enhance accountability and transparency.

Methods:

Anonymised selection (entry) and licensure examinatiarf¢exit d&P specialty trainees was tested

using regression analyses. Scores at entry level were obtained from a clinical knowledge test, situational
judgement test and a selection centre including clinical consultations and scores at egppliedel from the A
Knowledge Test of the Membership of the Royal College of General Practitioners (MRCGP) licensure
examination. This work is now also being applied to other medical specialties.

Results:

We demonstrate differential changes in trainee attainnmeBhbésiveegions, which are independent of
entry ability. For three provider regions these differences achiever significance (p<0.05) and for others
attainment was lower than predicted.

Conclusions:

Valueadded methodology may be a significant dev@lognha@mcing transparency in healthcare education
and of evaluating interventions. Its introduction in mainstream education was controversial. This presentati
offered as proof on concept and to stimulate debate.

Takehome message:

Valueadded metitlology as applied in mainstream education can be applied to healthcare education.

15
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EXAMINER SEVERITY: AWARENESS ADHEL RBRATION

Author(s)Sturman N, Wong A, Zhang J, David M
University of Queensland

Presenter: Dr Nancy Sturman

Introduction:

Differences in examiner severity are a problem for clinical assessment. Examiner training has not been shov
improve inteater reliability. However it is plausible that if outlier examiners were more cognisant of their relat
leniency or stringerfitys(e ver i t yo) in comparison to other exam
ratings.

Methods:

The intervention in this study was the provision to examiners of marking data which compared their ratings
medical students undertaking Geraatadd>clinical case examinations. Examiners estimated their own

severity on a visual analogue scale pre and post intervention. These estimates were compared with actual
severity (based on the marking data) using a Pesc

A generalisabikityidy was performed to measure the variance due to examiners, and a bootstrapping analysi
was performed to detect any difference betwenrtpeer vent i on 606 hawksddéd and 6«
in their ratings, pre and post interventimrs gréap was conducted to explore examiner attitudes to the
intervention.

Results:

There was no evidence that the intervention improved either examiner reliability, or examiner awareness of
severity, in subsequent examinations. Participantusdheup were enthusiastic about receiving and
discussing the marking data, but suggested a simpler presentation in future. Responses suggested that
examiner judgmentsahrbravomphéxi sahdkanlofghet 6r be di
intervention.

Conclusion & Take Home Messages:

Examiners appreciate receiving and discussing ma
severity.

16
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DEVELOPMENT OF THE ASSESSOR GOVERNANCE FRAMEWORK AT THE COLCEBE OF PHYSI
AND SURGEONS OF ONTARIO (CANADA)

Author(s)Harris N

The College of Physicians and Surgeons of Ontario
PresenterNanci Harris, B.Sc.N. M.L.I.S.
Introduction:

Since 1980, medical regulation in Ontario has been supported and strengtheraexségsphgsician
Beginning in 2010, CPSO physician assessors were organized into specialty networks and a framework wa:s
developed to ensure consistent, high quality assessor recruitment, training and evaluation.

Methods:

In 2010, CPSO created a new siifbpdo support 550+ physicians who conduct 2600 assessments

annually. This position led to development of an Assessor Governance Framework that describes the value:
criteria by which assessors are recruited, trained and evaluated. Newirgpfedsoesrarning

modules, 1:1 instruction, newsletters, webinars, ongoing feedback, and engagement in evaluation and proce
improvement activities.

To evaluate the new model, ongoing feedback has been collected from staff, assessarsearukcommittee
to identify opportunities for improvement.

Results:

Since 2010, 325 assessors have been trained. An analysis of stakeholder feedback indicated:

1 assessors better understand CPSO processes and feel more confident;
1 improved consistency in asse=3oIts;

1 increased positive feedback from assessed physicians; and

1 more engaged assessors.

Identified opportunities for improvement include increasing assessor engagement and training.
Conclusions

The assessor network and governance framewolebtiae\cimproved assessor performance. Even long
term assessors (recruitee2@i®) evaluated the new training as useful. Future initiatives include expanding
training and engagement opportunities for assessors, including how to bettes-ipnpvine praxctic

feedback to assessed physicians.

Takehome message

Standardized training and engagement of physician assessors has improved assessor performance. Buildin
these findings, the CPSO plans to increase the breadth of trainingnviticéitedows feedback around
practiceémprovement.
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BETTER JUDGEMENT: THE SERENDIPITY OF TRAINING ASSESSORS ABOUT JUDGEMENT BIASES

Author(s)Schmidt L, Schuwirth L, King S

Flinders University, School of Medicine, Health Professional Edatiation, Aust
PresenterDr Lisa Schmidt

Introduction:

Human judgement is the method for ensuring valid assessment in certain areas but it is subject to judgemer
bi ases. Bi ases are not prejudices, i ntodcweradd, t hey
during the assessment exercise. Any bias might i
grades up or down which implies that biases are bad and we should try to train assessors to avoid them; bu
should we and can we? Biasesteaamable a reduction of cognitive load and may therefore be useful in
making judgements, especially in th@relcomplex environment of pizadiee assessment. The

purpose of this study is to better understand the value of our perspesiivassebqament.

Methods:

During assessor training workshops on judgement biases, participants submitted written scripts describing
scenarios in which particular biases may influence their assessment. These scripts were analysed using
discourse analydite training package is available at www.flinders.edjudgématat.

Results:

Participants were able to use the language they had gained from the training to articulate their judgement ar
discuss assessment with their colleagues.

Conclusions:

Our aalysis of the data collected so far indicates that the language that people acquire through the training i
what is empoweringoth in terms of their judgement and in terms of teaching teams being able to discuss
assessment.

Takehome message:

Assesser shoul d be trained adwtud Liuvuadsgeesme ntutbitacs eesnr i
and ability to articulate their decision.

18



OTTAWAZ2016 e A |
ANZAHPE2016

NHS
—

Education

=4 2 b ANZAHPE

for
Scotland

Session 2E

DEVELOPING PROFESSIONALISM AMONGST MEDICAL INTERNS WHO HAVE TAKEN PART IN OPEN
DISCLOSURE AER MEDICATION ERROR: FEEDBACK THAT AVOIDS 'FACEBOOK REFLECTION'

Author(s)Lane A, Roberts C
1University of Sydn&yniversity of Sydney
PresenterDr Andrew Lane

Open disclosure is a policy stating doctors should apologise for errors, distussambahaedvparties.

Many junior doctors take part in open disclosure without any formal training or experience. By referencing
t heoretical frameworks, apology by Slocum et al,
study of edical interns who had been involved in open disclosure was conducted. Ten medical interns wi
purposively sampled, and the data was analysed using Interpretative Phenomenological Analysis, which idel

three superdinate themes. One sopdinatde he me was | abel |l ed O6Rational.
described how the interns rationalised error in
described rationalisation of their observations. The interns denmooska@ddege and clinical reasoning
when conceptualizing their clinical practice. T
thoughts. The interns justified and defended accepted errors using diffusion and distbititgn Tieespo
theme 6Softening the blowd described rationali s:

and discourse markers. Their observations, thoughts, and actions demonstrated unconscious incompete
however with facilitatihey developed conscious incompetence, and with further guidance progressed throug
conscious competence to unconscious competence. Rationalisation led to generalization of error and ap
concepts, whilst critical reflection led to contextu&lizetianentorship by clinical supervisors and medical

educators is required to instil the personal desire to develop reflective competence: reflecting with the right p
at the right ti me, in the riom.manner, and ther
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HOW SAFE ARE YOUR NEWLY EMPLOYED DOCTORS? IS ADOPTION OF ROUTINE FORMATIVE
PATIENT SAFETY ASSESSMENTS OF CLINICAL COMPETENCE NECESSARY?

Author(s)Bird B, Jolly B, Holt B, Griffiths B) Williams A

1Monash Universttyniversity of Weastle3 Fulbright Commissiavipnash Universttiyjonash
University

Presenter:MsBeverley Bird

Introduction:

Adverse event related morbidity and mortality for patients admitted to hospitals in developed countries rema
10% worldwiédé3 Significantly, adverse events are linked to clinical management including infection control,
clinical judgement and deamsaking, treatment errors, communication and documentation lapses

Monitoring of the competence and safety of newly employedukicatiesihospitals throughbasek
assessment (WBA) has been traditionally consider
Such monitoring is ad hoc, irregular and task focussed.

The patient safety MIRX (PSMC) has beemsas readily adaptable to discreet or complex clinical
encounters and appears well aligned to assessor s

Methods:

Three cohorts of International Medical Gradates (N = 107) newly in, or seeking employment in public hospit:
Vicbria, participated across 476 individual or group encounters for testing of the PSMC in OSCE, fully imme
simulation, and wbdsed assessment settings. Experienced clinical assessors and facilitators provided post
encounter individual and grouptifgarfesedback.

Results:

Analysis of the findings from the OSCE and Simulation cohorts (N = 98) suggested that between 15.6% and -
of these cohorts were not competent across eleven of the thirteen PSMC clinical items (Competency lte
common to bdtie OSCE and simulation encounters.

Between 30 and 35 % of the simulation cohort were unsatisfactory with respect to 10 domains of clinical pra

Reliability modelling yielded a Cronbachks Al ph
sessions were critical to supporting participant
Conclusions:

The findings suggest that team performaiapgrasal and demonstration of professional behaviour require
that the safety of patients in acute ¢argsseiould be addressed within a general medical competency
framewofkPSMC assessments of clinical competence appear to support the development of these general
competencies.

Takehome message:

Integration of PSMC assessments into WBA scheelulgsfoployed doctors offers clinical supervisors

and hospitals reliable and transparent measures of the safety and competence of the junior medical workfor
The formative feedback component provides for open discussion and encourages getitieipants to be
learners of what makes safe practice.
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COGNITIVE DISPOSITION TO RESPOND AMONG JUNIOR DOCTORS IN THEIR FIRST POST GRADUA
YEAR

Author(s)tPrakash S Schuwirth L

1Prideaux Centre for Research in Health Professions EducationvétitgiePsideaux Centre for
Research in Health Professions Education, Flinders University

PresenterDr Shivesh Prakash
Introduction:

Up to 74% of human errors in healthcare arise due to cognitive factors, rather than deficits in technical ski
knavledge. These involve faulty thought processes and subconscious biases [cognitive disposition to resy
(CDR)] and have been shown to contribute to patient injury by means of missed/wrong diagnoses and treat
Currently, there is no data arouncerérledivencies of various CDRs amongst junior doctors in their first post
graduate year and how do they change as they accrue experience.

Methods:

We retrospectively reviewed 70 simulation recordings on 25 interns through the year 2014. The CDRs stu
included: Anchoring, Confirmation bias, Premature closure, Search satisficing, Over confidence, Commissiol
and Omission bias. A Likert scale based questionnaire was used to record occurrence of various CDRs.

Results:

The most common CDRs were Sedisficiag (90%), Premature closure (78.6%) and Anchoring (75.7%). The
odds of occurrence of various CDRs did not change with time during internship, despite significant gain in tea
and leadership skills. The occurrence of confirmation biasirgadvérechssociated with a longer time to

reach the diagnosis.

Conclusions:

Cessation of diagnostic thought process errors such as Search satisfying and Premature closure were
commonest CDRs. There was no change in the prevalence of variotie ClMRsalvékperience gained
during internship.

Takehome message:

Faulty CDRs are highly prevalent amongst junior doctors in their first postgraduate year. These can be stt
using simulation. Prospective studies are needed to explomaultlitynofoshelp doctors recognize their
faulty CDRs and help mitigate them.
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