The do’s and don’ts of direct
observation of skills in ME




After this presentation, you will be
able to:

Learning objectives

1.Define the focus of observation-based assessment

2. Differentiate six domains of competence to be
observed

3. Criticize steps in desighing and implementing an
observation-based assessment

4. Describe your plan for using guidelines for direct
observation of clinical/ procedural skills




What should be observed?
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assessment




What should be observed?

Competence:

“the habitual and judicious use of communication,
knowledge, technical skills, clinical reasoning, emotions,
values, and reflection in daily practice for the benefit of
the individuals and communities being served.”

Competence (what the student or healthcare provider is able to
do)
Performance (what he or she does habitually when not

observed) s |




Six interrelated domains of competence

« Medical knowledge

 Patient care

«E

* Professionalism

«

« Communication & interpersonal skills

* Practice-based learning

« Systems-based practice

CEQ:



Characteristics of competence

—

mctice setting, the local prevalence of disease, the nature of the
patient’s presenting symptoms, the patient’s educational level, and
other demographic characteristics of the patient and of the physician

\\ L
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Contextual

Developmental

Gained through deliberate practice and reflection on experience



Current problems about direct
observation of HCPs’ competence

e Tl

“Despite its importance, direct observation of
clinical skills is infrequent and the quality of
observation may be poor”.




The focus of observation
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Definition of direct observation

“In direct observation, (medical
students, graduate or postgraduate
trainees) are
in meaningful,
or

’)




Commonly used methods of assessment

Method
Written exercises

Multiple-choice questions in
either single-best-answer or
extended matching format

Key-feature and script-concor-
dance questions

Short-answer questions

Structured essays

Domain

Knowledge, ability to solve
problems

Clinical reasoning, problem-
solving ability, ability to
apply knowledge

Ability to interpret diagnostic
tests, problem-solving
ability, clinical reasoning
skills

Synthesis of information, in-
terpretation of medical
literature

Assessments bv sunervisine clinicians

Global ratings with comments
at end of rotation

Structured direct observation
with checklists for ratings
(e.g., mini—clinical-evaluatio
exercise or video review)

Oral examinations

Clinical skills, communication,
teamwork, presentation
skills, organization, work
habits

Communication skills, clinical
skills

Type of Use Limitations Strengths

Summative assessments within
courses or clerkships; nation-
al in-service, licensing, and
certification examinations

Difficult to write, especially in cer-
tain content areas; can result in
cueing; can seem artificial and
removed from real situations

Can assess many content areas in rela-
tively little time, have high reliability,
can be graded by computer

National licensing and certifica-
tion examinations

Not yet proven to transfer to real-
life situations that require clini-
cal reasoning

Assess clinical problem-solving ability,
avoid cueing, can be graded by com-
puter

Summative and formative as-
sessments in courses and
clerkships

Reliability dependent on training of
graders

Avoid cueing, assess interpretation and
problem-solving ability

Preclinical courses, limited use
in clerkships

Time-consuming to grade, must work
to establish interrater reliability,
long testing time required to en-
compass a variety of domains

Avoid cueing, use higher-order cogni-
tive processes

Often based on second-hand re-
ports and case presentations
rather than on direct observa-

ion, subjective

Global summative and some-
times formative assess-
ments in clinical rotations

Use of multiple independent raters can
overcome some variability due to
subjectivity

elective rather than habitua
- haviors observed, relatively
time-consuming

Limited use in clerkships an
residencies, a few bo
certification examinati

Feedback provided by credible experts

Knowledge, clinical
reasoning

Limited use in clerkships and com-

prehensive medical school
assessments, some board-
certification examinations

Subjective, sex and race bias has
been reported, time-consuming,
require training of examiners,
summative assessments need
two or more examiners

Feedback provided by credible experts
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Commonly used methods of assessment

Clinical simulations

Standardized patients and ob-
jective structured clinical
examinations

Incognito standardized patients

High-technology simulations

Peer assessments

Patient assessments

Self-assessments

Portfolios

Some clinical skills, inter-
personal behavior,
communication skills

Actual practice habits

Procedural skills, teamwork,
simulated clinical dilem-
mas

Multisource (“360-degree”) assessments

Professional demeanor,
work habits, interpersonal
behavior, teamwork

Ability to gain patients’ trust;
patient satisfaction, com-
munication skills

Knowledge, skills, attitudes,
beliefs, behaviors

All aspects of competence,
especially appropriate for
practice-based learning
and improvement and
systems-based practice

Formative and summative as-
sessments in courses, clerk-
ships, medical schools, na-
tional licensure examinations,
board certification in Canada

Primarily used in research;
some courses, clerkships,
and residencies use for for-
mative feedback

Formative and some summative
assessment

Formative feedback in courses
and comprehensive medical
school assessments, forma-
tive assessment for board
recertification

Formative and summative, board
recertification, use by insur-
ers to determine bonuses

Formative

Formative and summative uses
across curriculum and with-
in clerkships and residency
programs, used by some
U.K. medical schools and
specialty boards

Timing and setting may seem artifi-
cial, require suspension of dis-
belief, checklists may penalize
examinees who use shortcuts,
expensive

Requires prior consent, logistically
challenging, expensive

Timing and setting may seem artifi-
cial, require suspension of dis-
belief, checklists may penalize
examinees who use shortcuts,
expensive

Confidentiality, anonymity, and
trainee buy-in essential

Provide global impressions rather
than analysis of specific behav-
iors, ratings generally high with
little variability

Do not accurately describe actual
behavior unless training and
feedback provided

Learner selects best case material,
time-consuming to prepare and
review

Tailored to educational goals; reliable,
consistent case presentation and
ratings; can be observed by faculty
or standardized patients; realistic

Very realistic, most accurate way of
assessing clinician’s behavior

Tailored to educational goals, can be
observed by faculty, often realistic
and credible

Ratings encompass habitual behaviors,
credible source, correlates with future
academic and clinical performance

Credible source of assessment

Foster reflection and development of
learning plans

Display projects for review, foster reflec-
tion and development of learning
plans
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Steps In designing and implementing
an observation-based assessment

Preparation of blueprints

Determining the skills to be assessed

[Determining the skills to be observed

Designing assessment forms

Deciding on the number and characteristics of evaluators

[Justification and training of evaluators

Implementation & Requesting opinions from learners and
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“Long clinical case" exam scoring

form
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Soring form in Objective Structured
Long Examination Record(OSLER)
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Grading plan in OSLER
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Feedback form from assessors
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The importance of paying attention to the
number of cases and stations for observation
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Tools for observing and evaluating only a
part of a comprehensive encounter

Mini-Clinical Evaluation Exercise (Mini-CEX)

20
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Evaluation criteria in DOPS

Understanding the indications, anatomy and method of
performing the procedure

Obtaining informed consent

Making preparations before the procedure

Use of safe sedatives and anesthetics

\.

Technical ability

23




Evaluation criteria in DOPS

—

Disinfection technique

—

Ask for help if needed

Management after the procedure

[Communication skills }

N

Attention to the patient/professionalism

24
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An example of using self-regulated
earning in the context of direct observation

A The supervisor asks the medical

2 The student decides how to go
about meeting the Nnext goals (e g.
reading a textbook ta deepen

understanding of the
pathophysiclogy related to the
physical examinaton or asking a
senior resident for additional
teaching or further aobservation to
improwve technical skills)

d After the observed encounters,

imadiscussion to reflect on her

performance and the feedback
received, evaluating which of her
abdominal and cardiac exam goals
hawe and have not been met

the supervisor engages the student

student about her goall(s) for the
direct abservation encounter.

b The student, whao previously
reviewed her physical exam skills
performance on an in-training
evaluation and 5P exam and
identified performance below that
of peers or that does not meet her
program’s benchmark, identifies a
learning goal to Improwve cardiac
and abdominal physical diagnosis
skills.

T The supervisor observes the
student examining a patient on

each clinical shift and engages the
student in real-tme feedback
about cardiac and abdaminal
examination techniques._
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Using self-regulated learning in the
context of direct observation: a

€ The student decides how to go
about meeting the next goals (e.g.
reading a textbook to deepen
understanding of the
pathophysiology related to the
physical examination or asking a
senior resident for additional
teaching or further observation to
improve technical skills)

A The supervisor asks the medical
student about her goal(s) for the

direct observation encounter.

b Thestu dent, who previously
reviewed her physical exam skills
performance on an in-training
evaluation and 5P exam and
identified performance below that
of peers or that does not meet her
program’s benchmark, identifiesa
learning goal to improve cardiac
and abdominal physical diagnosis
skills.




Using self-regulated learning in the
context of direct observation: b

a The supervisor asks the medical
student about her goal(s) for the

direct observation encounter.

€ The student decides how to go
about meeting the next goals (e.g-
reading a textbook to deepen
understanding of the
pathophysiology related to the
physical examination or asking a
senior resident for additional
teaching or further observation to
improwve technical skills)

d After the observed encounters,
the supervisor engagesthe student

H PR P ey - P

b The stu dent, who previously
reviewed her physical exam skills
performance on an in-training
evaluation and 5P exam and
identified performance below that
of peers or that does not meet her
program’s benchmark, identifiesa
learning goal to improve cardiac
and abdominal physical diagnosis
skills.

C The supervisor observes the
student examining a patient on

28




Using self-regulated learning in the
context of direct observation: ¢

b The stu dent, who previously
reviewed her physical exam skills
performance on an in-training
evaluation and 5P exam and
identified performance below that
of peers or that does not meet her
program’s benchmark, identifiesa
learning goal to improve cardiac
and abdominal physical diagnosis
skills.

€ The student decides how to go
about meeting the next goals (e.g.
reading a textbook to deepen
understanding of the
pathophysiology related to the
physical examination or asking a
senior resident for additional
teaching or further observation to
improve technical skills)

d After the observed encounters,
the supervisor engagesthe student
in a discussion to reflecton her

C The supervisor observes the
student examining a patient on
each clinical shift and engages the

student in real-timefeedbac

performance and the feedback
received, evaluating which of her 5 8

abdominal and cardiac exam goals about cardiac and abdominal
have and have not been met

examination technigques.
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Using self-regulated learning in the
context of direct observation: d

b The student, who previously
reviewedher physical exam skills
performance on an in-training
evaluation and SP exam and
identified performance below that
of peers or that does not meet her
program’s benchmark, identifiesa
learning goal to improwve cardiac
and abdominal physical diagnosis
skills.

€ The student decides how to go
about meeting the next goals (e.g.
reading a textbook to deepen
understanding of the
pathophysiology related to the
physical examination or asking a
senior resident for additional
teaching or further observation to
improve technical skills)

d After the observed encounters,
the supervisor engagesthe student
in a discussion to reflecton her

C The supervisor observes the
student examining a patient on
each clinical shift and engages the
student in real-timefeedback

performanceand the feedback

recewgd, evalua‘ang which other about cardiac and abdominal

abdominal and cardiac exam goals
have and have not been met

examination techniques.




Using self-regulated learning in the
context of direct observation: e

b The student, who previously
reviewed her physical exam skills
performance on an in-training
evaluation and 5P exam and
identified performance below that
of peers or that does not meet her
program’s benchmark, identifies a
learning goal to improwve cardiac
and abdominal physical diagnosis
skills.

€ The student decides how to go
about meeting the next goals|(e_g-
reading a textbook to deepen
understanding of the
pathophysiology related to the
physical examination or asking a
senior resident for additional
teaching or further observation to
improve technical skills)

d After the observed encounters,
the supervisor engagesthe student
in a discussion to reflecton her

C The supervisor observes the
student examining a patient on
each clinical shift and engages the
student in real-timefeedback
about cardiac and abdominal
examination techniques.

performanceand the feedback
received, evaluating which of her
abdominal and cardiac exam goals
have and have not been met




Guldelines for direct observation of clinical
skills for individual clinical supervisors

Strength of
recommendation

Do’s

l. Do observe authentic clinical work in actual clinical encounters Strong

2, Do prepare the learner prior to observation by discussing goals and setting expectations including the Strong
consequences and outcomes of the assessment

3. Do cultivate learners” skills in self-regulated learning Moderate

4. Do assess important clinical skills via direct observation rather than using proxy information Strong

5. Do observe without interrupting the encounter Tentative

6. Do recognize that cognitive bias, impression formation and implicit bias can influence inferences drawn Strong
during observation

7. Do provide feedback after observation focusing on observable behaviours Strong
Do observe longitudinally to facilitate learners’ integration of feedback Moderate

Y. Do recognize that many learners resist direct observation and be prepared with strategies to try to over- Strong
come their hesitation

Don’ts

10. Don’t limit feedback to quantitative ratings Moderate

11. Don’t give feedback in front of the patient without seeking permission from and preparing both the Tentative
learner and the patient

Don’t Knows

12. What is the impact of cognitive load during direct observation and what are approaches to mitigate it?

13. What is the optimal duration for direct observation of different clinical skills? 32




Guidelines for direct observation of clinical
skills for educators/educational leaders

Strengih of recommenda-
tion

Do’s
14.
15.

16.

17

15,
14,
Don'ts
20.
21
2.
23

24,

Do select observers based on their relevant clinical skills and expertise

Do use an assessment tool with existing validity evidence, when possible, rather than creating
a new tool for direct observation

Do train observers how to conduct direct observation, adopt a shared mental model and common
standards for assessment, and provide feedback

Do ensure direct observation that aligns with program objectives and competencies (e. g. mile-
stones )

Do establish a culture that invites learners to practice authentically and welcome feedback

Do pay attention to system factors that enable or inhibit direct observation

Don’t assume that selecting the right tool for direct observation obviates the need for rater training
Don’t put the responsibility solely on the learner to ask tor direct observation

Don’t underestimate faculty tension between being both a teacher and assessor

Don’t make all direct observations high-stakes; this will interfere with the learning culture around
direct observation

When using direct observation for high-stakes summative decisions, don’t base decisions on too

few direct observations by too few raters over too short a time and don’t rely on direct observation
data alone

Strong
Strong

Moderate
Tentative

Moderate
Moderate

Moderate
Moderate
Tentative
Moderate

Strong
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Guidelines for direct observation of clinical
skills for educators/educational leaders

Don't Knows

) How do programs motivate learners to ask to be observed without undermining learners” values of
independence and efficiency”

26. How can specialties expand the tocus of direct observation to important aspects of clinical practice
valued by patients?

21 How can programs change a mgh-stakes, infrequent direct observation assessment culture to
a low-stakes, formative, learner-centred culture?

28, What, if any, benefits are there to developing a small number of core faculty as “master educators’
who conduct direct observations™!

29, Are entrustment-based scales the best avalable approach to achieve construct aligned scales, par-
ticularly tor non-procedurally based specialties?

3. What are the best approaches to use technology to enable ‘on the fly" recording of observational
data™

3l What are the best faculty development approaches and implementation strategies to improve obser-

vation quality and learner feedback™”
32 How should direct observation and feedback by patients or other members of the health care team
be incorporated into direct observation approaches™

33, Does direct observation influence learner and patient outcomes’!
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Summary

The focus of observation-based assessment
Different observation scoring forms

Steps In designing and implementing an observation-
based assessment

Evaluation criteria in DOPS

Steps of self-regulated learning in the context of
direct observation

Guidelines for direct observation of clinical/
procedural skills
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