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WBA CANDIDATE INFORMATION

» Total of 42 candidates to date undertaking WBA pathway (ranging from Resident
Medical Officer to Senior Registrar level). All candidates employed by DHHS at one of
3 sites. Candidates have an average of 2 years Australian Experience prior to
undertaking the WBA program.

- 21 candidates have successfully completed program
In total, 7 assessments were failed

 Candidates across 3 sites (Launceston General Hospital, Mersey Community Hospital
and the North West Regional Hospital.

 Countries of origin — Samoa, Papua New Guinea, Myanmar, Zambia , Sri Lanka, Iran,
Nepal , Pakistan, Russia and India.
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ASSESSORS

e Currently utilise all 77 of our trained assessors on a regular basis (1- 2
assessments per month).

e 32% of our assessors are external to DHHS.
 Assessors undertake an education and calibration session.
 Annual refresher sessions are scheduled.

» All assessors trained using AMC calibration DVD. Assessors are given
AMC Resource Guide and “Effective Feedback” DVD.
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ASSESSMENTS

* The following modifications have been made to the Assessment Plan.

- 12 mini CEX - A decrease in the mini-CEX pass rate to nine out of twelve.
(originally 10 out of 12)

- 8 Case Based Discussions — An increase in summative CBDs from six to eight.
- Modification of the CBD pass rate to six out of eight (original 6 out of 6).

- 4 In Training Assessments (all must be passed)

- The addition of two 360-degree evaluations

e Assessment timeline:
- Registrars - 6 months
- Resident Medical Officers — 12 months

\:-\

4 Tasmania
- ’N
2013 Explove the possivilities





SUSTAINABILITY

« Current process at Launceston General Hospital — cost neutral
- Candidates pay $5,500 to undertake WBA at the Launceston General Hospital

 Launceston General Hospital WBA Team:
Dr Beth Mulligan — Director of Clinical Training - LGH (WBA Manager) —.5 FTE
Dr Julie Sladden — Director of Emergency Medicine Training LGH - .5 FTE
Dr Jackie O’Keefe — Medical Educator LGH .5FTE
Dr Corine Ginnifer — Director of Clinical Training - NWRH- 1 FTE
Mrs Debbie West — Resident Staff Co-ordinator (WBA Co-ordinator) — 1 FTE
Mrs Sue Hudson — Administrative Support — 1 FTE

« AMC supportive
» Stakeholders supportive
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RESOURCES

« WBA Team is made up as follows:
- 2.5 Clinical positions (positions funded by DHHS)

- 2 Clerical positions (1 position funded by DHHS - 1 position funded by
WBA candidate fee)

 WABA program is required to remain self funding. Candidate fee provides
the funding to support the IT program, clerical assistance and assessor
costs.

 The LGH Executive and staff fully supports the continuation of the WBA

program.
« AMC
« HWA
G
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SUCCESSES, CHALLENGES AND ISSUES
SUCCESSES

Increase in clinical skills of candidates
e Increased candidate confidence
* Recruitment tool — higher calibre of application and appointment.

* Increased assessor engagement and up-skilling in performing assessments
and providing feedback

CHALLENGES

Assessor fatigue — WBA Co-ordinator ensures that assessors are not over
utilised.

e Monitoring assessor consistency/training issues.
e Continuous improvement cycle
» Time constraints/dual roles of WBA Team
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SUCCESSES, CHALLENGES AND ISSUES

ISSUES:

 WBA portal
* QOccasional IT problems with Hprime

 Employment bottleneck — workplace issues with improving local graduate
retention.
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Introduction to Clinical Supervision

Monash Health
Workplace Based =%
Assessment
Program

Commenced July 2012

MonashHealth

Candidate Data continued...

» Majority of candidates in program are at a
Registrar level (3 ED, 2 ICU, 2 Psychiatry,
1Surgery, 1Paediatrics, 1Geriatric Medicine)

» Methods of Recruitment
« Referrals from Medical Workforce
* Word of Mouth — e.g. reason for seeking appt. at MH

» Optimal size of cohort
« 10 — with current resources

MonashHealth

© Monash Doctors Education
Professional Development Module 2013

Candidate Data

Cohort 1 (n =4)
3 have successfully completed the program
«1 withdrew 3 months into the program due to family reasons

Cohort 2 (n = 4)
2 currently in Formative stage
«1 currently in Summative stage
«1 yet to commence due to family and work related issues.

Cohort 3 (n = 6)
<3 in Formative stage
3 in Summative stage

MonashHealth

Overview of Assessment Plan

Timeframe for Completion:

=6 months
Formative attempts: 32 completed
Summative attempts: 68 completed

Passing Standards:

* 9 out of 12 mini-CEX assessments

* 6 out of 8 Case-based discussion assessments

« 3 Satisfactory In-Term assessments

« Multisource Feedback by 9 colleagues

« 6 Direct Observational Procedural Skills — Satisfactory

MonashHealth






Introduction to Clinical Supervision

* WBA Team comprises
* Program Leader
* Program Manager & Administrative assistant (0.3EFT)

* Number of trained assessors: currently 28
* All assessors are Monash Health employees

« Discipline supervisors ¢ Assessors attend an initial training workshop (2
. . hours duration) conducted by experienced
« Procedural Skills resource guide medical educators
« On-line MSF using Survey Monkey » AMC Workplace Based Assessment resource

guide is used as a training guide
» Refresher courses are planned for every 2 years

MonashHealth MonashHealth

Challenges

* Leadership changes

* Scaling up of program
 Timing of cohorts
 Assessors — retention
» Candidates in difficulty
* AMC database

MonashHeaith

© Monash Doctors Education
Professional Development Module 2013
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Abstract

Objective:

Methods:

Resulis:

Conclusion:

Key words:

To determine the frequency and nature of intern underperformance as documented on
in-training assessment forms. -

A retrospective review of intern assessment forms from a 2 year period (2009-2010) was
conducted at a tertiary referral hospital in Brisbane, Queensland. The frequency of inter_ns
assessed as ‘requiring substantial assistance’ and/or ‘requires further development’ on mid-
or end-of-term assessment forms was determined. Forms were analysed by the clinical
rotation, time of year and domain(s) of clinical practice in which underperformance was
documented.

During 2009 and 2010 the overall documented incidence of intern underperforma_nce was
2.4% (95% CI 1.5-3.9%). Clinical rotation in emergency medicine detected sigmﬁcantly
more underperformance compared with other rotations (P < 0.01). Interns predominantly
had difficulty with ‘clinical judgment and decision-making skills’, ‘time management skills’
and ‘teamwork and colleagues’ (62.5%, 55% and 32.5% of underperforming assessments,
respectively). Time of the year did not affect frequency of underperformance. A proportion
of 134% (95% CI 9.2-19.0%) of interns working at the institution over the study period
received at least one assessment in which underperformance was documented. Seventy-six
per cent of those interns who had underperformance identified by mid-term assessment
successiully completed the term following remediation.

The prevalence of underperformance among interns is low, although hlighe.r than previ-
ously suggested. Emergency medicine detects relatively more interns in difficulty than
other rotations.

assessment, emergency medicine, intern, medical education.
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Intern underperformance in the emergency department

Requires Requires Consistent Performance Perf NiA
CRITERIA substantial further with level of | better than cronnanGce Not
assistance | development | appointment expected exceptional observed

CLINICAL
Knowledge base. Demonstrates adequate
knowledge of basic and clinical sciences.

3

Clinical skills. Elicits and records accurate,
complete history and clinical examination
findings.

Clinical judgement/decision making skills.
Applies knowledge base and clinical findings in
organising, synthetising and acting an
information.

Emergency skills. Acts effectively, and when
appropriate acknowledges own limitations and
seckshelp.

Procedural skills. Performs procedures
competently.

RBWH defines

COMMUNICATION
Patient and Family. Interacts effectively and
sensitively with patients and families/care givers,

underperformance |
as any tick in the

Medical Records/Clinical Documentation.
Provides clear, comprehensive and accurate
records.

grey area

PERSONAL AND PROFESSIONAL
Professional Responsibility. Demonstrates,
appropriate attitudes and behaviours, including
punctuality, reliability, honesty and self-care.

Teaching. Demonstrates commitment to
learning, reflective thinking, and teaching
others.

Time management skills.
Organises and prioritises tasks to be undertaken.

Teamwork and colleagues.
Works and communicates effectively within a
team.

Figure 1. Adapted from Postgraduate Medical Council of Queensland."! RBWH, Royal Brisbane and Women’s Hospital.

Introduction

The identification and remediation of poorly performing
interns is important to assist in their progress towards
general registration, and to assure public confidence in
the efficiency and safety of the care they provide.

It has been suggested that interns lack clinical and
decision-making skills,! and report they are inad-
equately prepared for their first year of practice*
Despite this, documentation of underperformance
among interns appears to be rare. A New South Wales
review of more than 3000 resident assessments, includ-
ing 1727 interns, showed more than 98% were success-
ful in their overall in-training assessment,” prompting
suggestions that this assessment process was ‘point-
less’® Assessment and feedback to underperforming
doctors can be a daunting and difficult process for

© 2012 The Authors

supervisors.” Interns often feel they receive inadequate
feedback,” and therefore might have limited insight into
their observed performance.*® Supervisors are reluctant
to give negative feedback or to assess interns as lacking
competence.®

At the Royal Brisbane and Women’s Hospital
(RBWH; Brisbane, Australia), interns are assessed
during supervised clinical practice. A clinical supervi-
sor(s) observes the intern performance over a 5-12 week
clinical rotation or ‘term’. Assessment outcomes are
documented using the RMO Assessment Form and
Assessment Guidelines provided by the Postgraduate
Medical Council of Queensland (PMCQ) (Fig. 1)."2

This instrument is structured to assess performance
in the three broad domains of the Australian Curriculum
Framework for Junior Doctors (ACFJD)* — clinical man-
agement, communication and professionalism.
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Structured mid- and end-term in-training assessment
forms are completed by the clinical supervisor(s). Those
with identified learning needs at mid-term assessment,
defined as ‘requires substantial assistance’ or ‘Tequires
further development’, are required to develop an
Improving Performance Action Plan (IPAP) in conjunc-
tion with their supervisor(s).

There is no formal training or credentialing process
required by the Medical Board of Australia (MBA) or
the PMCQ for senior doctors to function as clinical
supervisors for interns. In practice, these supervisors
are generally specialists or specialists-in-training (reg-
istrars) with variable interest or expertise in junior
doctor teaching and assessment. As a result, there
might be significant variability in the quality of teach-
ing and assessment practice between states, institu-
tions and clinical rotations. There is variable
educational support for clinical supervisors, with some
institutions having dedicated Medical Education Offic-
ers (MEOs) to assist in assessment and remediation
processes. There is no national database of intern
assessment results from which benchmarking data
might be drawn. The Confederation of Postgraduate
Medical Councils (CPMEC) has made efforts in recent
years to formalise training for assessors, including
national assessment tools.™*

Satisfactory completion of compulsory terms in medi-
cine, surgery and emergency medicine (EM) is required
by Australian interns. With increasing numbers of
medical graduates, the requirements for internship,
including the need for an EM term, are under review by
the MBA."” The requirement for 10 weeks in EM has
become a ‘training bottleneck’,'81” as most states have
limited capacity to safely absorb large numbers of addi-
tional interns into busy EDs. Some states have offered
innovative solutions to this capacity challenge.!®
However, there is considerable pressure to replace
the EM rotation with & weeks in ‘emergency medical
care’, which might include selected general practice
environments.”

There is a paucity of published information from
Australian teaching hospitals as to those clinical rota-
tions or domains of practice in which underperformance
is most likely to be identified.

In this study we aimed to identify:

» The overall frequency of intern underperformance at

a tertiary referral hospital
¢ The clinical rotations that are more likely to identify

underperforming interns
 The assessment domain(s) in which interns appear to

be having the most difficulty

70

o Whether remediation techniques instituted at mid-
term result in successful performance by end-term
assessment

Methods

Design, setting and data collection

The study was conducted at the RBWH, a 720-bed ter-
tiary referral hospital in Queensland, which currently
trains 95 interns each vear.

Data were collected from the Medical Education
and Training Service and the Medical Staff Support
Unit on the total number of interns and rotations
undertaken at the RBWH over a 2 year period
(2009-2010).

A retrospective review of mid- and end-term intern
assessment forms over the study period was performed.
Intern assessments were manually reviewed and
those with documented underperformance were further
examined.

The clinical supervisors who completed the assess-
ment forms were specialists or registrars who directly
supervised the interns’ work and learning in that clini-
cal rotation. Hence, for most rotations the interns’
in-training assessment was based on the judgment of
one or two senior clinicians. In the EM rotation, forms
were completed based on the synthesis of input from
20-30 supervising registrars and specialists who met
twice per term to discuss the performance of each intern.
This difference in process was based on the work prac-
tice in EM, where shift work results in interns being
observed by multiple senior medical staff over the
term. For all rotations, clinical supervisors were sup-
ported by a MEO employed to assist with the education,
assessment and remediation of junior doctors at this
institution.

For the purposes of this study, underperformance
was defined as any assessment domain being marked as
‘requires substantial assistance’ or ‘Tequires further
development’.

Further data collected from assessment forms that
met underperformance criteria included the clinical
rotation, time of year (terms 1-5), mid-term or end-
term, and domain(s) in which underperformance was
documented.

Free-text comments in the feedback section of the
form were also recorded, together with the remediation
plan documented in the associated IPAP.

© 2012 The Authors
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Statistical analysis

The frequency of underperformance among interns was
computed using conventional descriptive statistics.
Confidence intervals for the number of interns who had
a documented episode of underperformance were com-
puted using confidence interval analysis (Version 2
University of Southampton). To calculate confidence
intervals for the overall episodes of underperformance,
we conducted an intercept only logistic regression,
which allowed for correlation within individuals. Logis-
tic regression analyses were conducted using SPSS
(Version 19, SPSS Inc., Chicago, IL, USA).

Logistic regression analysis was also conducted to
identify whether a specific rotation was a predictor of
underperformance. The correlation within individuals
and the year was accounted for in such analyses.
Because of the small numbers of underperforming
interns in each rotation, we only incorporated those
rotations where there were five or more episodes of
underperformance identified. Thus, the rotation vari-
able was categorised as EM, general medicine or other,

Ethics

Ethics approval was obtained from the RBWH Human
Research Ethics Committee for Low and Negligible Risk
Research, The project conforms to the provisions of the
Declaration of Helsinki in 1995.

Results

There were 189 interns who were employed at the
RBWH over the study period. Assessment information
from two interns was excluded because of incomplete
data. From the remaining 187 interns, 1611 assessment
forms were available. This represented 96.1% of poten-
tial forms completed.

Twenty-five (13.4%, 95% CI 9.2-19.0%) interns had a
documented episede of underperformance. The majority
of these interns (17) only had one episode of underper-
formance. There were two interns who had greater than
four episodes (Fig. 2). The overall frequency of under-
performance recorded on assessment forms was 41 of
1611 forms (2.4%, 95% CI 1.5-3.9% forms).

Nearly half (20/41) of the episodes of underperform-
ance were identified in the EM rotation. There were
eight episodes in general medicine, and the remaining
episodes of underperformance were in a variety of other
clinical rotations (Table 1). Logistic regression analyses
indicated that detection of underperformance was 3.8

© 2012 The Authors
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Figure 2, Number of underperformance episodes by intern.

(95% CI 1.92-7.45, P<0.01) times more likely in the
emergency rofation compared with other rotations,
Documentation of underperformance did not signifi-
cantly differ in general medicine compared with other
rotations (OR =154, 95% CI 0.61-4.12, P=0.35).

The domains of practice in which underperformance
was most frequently documented included ‘clinical
judgment and decision-making skills’, ‘time manage-
ment skills’ and ‘teamwork and colleagues’ (62.5%, 55%
and 32.5% of underperforming assessments, respec-
tively) (Fig. 3). In EM, where relatively more underper-
forming interns were detected, the same pattern was
observed, but with the addition of ‘professional respon-
sibility’ (32.5%).

Of those interns who were documented as under-
performing at mid-term (formative) assessment, 76%
(19/25) had improved by end-term (summative) assess-
ment. Of those who continued to have unsatisfactory
performance at end-term, 83.3% (5/6) were in EM.

The time of the year did not appear to affect identi-
fication of intern underperformance (Fig. 4).

Written comments in the feedback section of the
assessment forms described a range of issues. Common
themes that emerged included the perceived lack of
clinical knowledge and an ability to synthesise find-
ings, reflected in the following comments made by
supervising clinicians:

difficully in rvecognising the sicker patient

struggling fo put together a coherent impression and
plan

Assessors also perceived reluctance from some
interns to ask for assistance. Comments suggest this
might reflect the individual intern’s confidence levels,
with both under- and overconfidence impacting on their
willingness to seek support. Within this group there
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Table 1. Underperformance episodes by clinical rotation

Rotation
Emerg. " Medicine Mental health Ortho. Surg. 0&G Othert Total
85 298 1570
No underperformance 342 352 106 98 289 . D
Underper?ormance 20 (5.5%) 8 (2.2%) 0 2 (2.0%) 2 (0.7%) 1(1.1%) 8 (2.6%) 41 (2.5%)
Total 362 360 106 100 291 86 306 1611

T'Other’ incliedes nearly 30 additional non-core rotations undertaken by some interns, for example, radiology, palliative medicine,
anaesthetics.
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Figure 3. Frequency of underperformance by assessment domain.

also appeared to be a number of interns who were not
receptive to feedback from their colleagues.

e
Ll

=
=

can seem vesistant to input from sem't)?.'s and tak_es. r_edi—
rection poorly when it differs from their own opinion

=]

needs to work on professionalism, being seﬁmotz’z_)ated
rather than rvequiring prompting from supervisors,
using work time in an appropriate manner

Number of Underperforming
Assessments
(=2}

Time management was also identified as an issge,
with many underperforming interns being slow in dis-

cussing cases early with their supervisor(s). Inadequate T

documentation and communication were [requently !

noted Figure 4. Frequency of underperformance by time of year.
72 © 2012 The Authors
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slow when seeing patient

Jails to discuss patients with supervisors early in the
course of their presentation

trouble priovitising and organising the day

Improving Performance Action Plans formulated for
remediation of these issues described a range of strate-
gies. These centred around issues that traversed key
learning domains as follows:

* Clinical knowledge — familiarising self with the clini-
cal rotation and the knowledge content required

+ Communication and clinical judgment — early and
frequent feedback to supervisor(s)

¢ Time management, teaching (reflective learning) —
reflecting on one’s ideas/plans/notes before speaking
with supervisor(s)

» Time management and professionalism — attending
intern education sessions

¢ Time management and clinical judgment — planning
and prioritising tasks with supervisor(s)

* Professionalism, teaching and teamwork — respecting
and constructively discussing feedback from
colleagues

Discussion

Documented underperformance among Australian
interns appears to be low. This study has demonstrated
that it might be more frequent than previously
reported,” with more than one in eight interns having at
least one episode of documented underperformance.
The increased documentation of unsatisfactory per-
formance at the study institution might be due to a
number of factors, including variation in assessment
(and assessor) practice, the extent of educational
support for assessors or the actual performance of the
intern cohort. A higher frequency of underperformance
might be interpreted negatively: a poorer quality of
medical graduates, or greater difficulties encountered
by interns because of their rising numbers and diluted
supervision. An alternative interpretation is that the
assessment process for our study cohort was more rig-
orous than for previously reported cohorts® The study
institution’s involvement of professional educators
(MEOs) and the educational experience of clinical super-
visors working in a large teaching hospital that has
accommodated interns for many years might support
this interpretation.

Our finding that the EM rotation detected signifi-
cantly more underperformance is important in the

© 2012 The Authors
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debate on the role of the EM term during internship.
This finding might suggest that interns are poorly pre-
pared for the clinical practice required in EM. Tt might
be that the educational and/or assessment practice
within the EM rotation, including assessment by multi-
ple supervisors, might be more rigorous. Alternatively,
it might be that the demands of an ED term are different
in nature to other core terms, and interns are observed
performing in ACF]D domains, which are less well
observed in other rotations — for example, the commu-
nication skills required to make multiple referrals, or the
clinical reasoning skills evident when interns might be
the first medical practitioner to assess a patient.

The debate over the inclusion of the EM term in the
MBA requirements for internship has focused on the
clinical experience and patient casemix interng’ eXperi-
ence in the rotation. However, the critical role of the EM
term in detecting interns not ready for independent -
practice is also important. In our study cohort, the EM
term was the ‘acid test’ for many interns,

Regardless of the clinical rotation, we found that
underperforming interns struggled with ‘clinical judg-
ment and decision-making’, ‘time management skills’
and ‘teamwork and colleagues’. Similar themes have
been demonstrated internationally.®® We suggest this
underlines the key transition functions of internship, the
application and translation of knowledge to the clinical
setting and culture, and the graduated increase in inde-
pendent practice.

A very small number of interns had multiple docu-
mented episodes of underperformance. These doctors
represent a disproportionate burden on supervisors
and educators. Seven interns failed to satisfactorily
complete terms, despite remediation strategies insti-
tuted when underperformance was documented at
mid-term. These doctors might require intensive
guidance and support regarding future vocational
decisions.

Limitations

There were limitations with the study. Intern assess-
ments studied were drawn from a single teaching hos-
pital, and findings might not be generalisable to those at
other institutions. As the number of interns increases
dramatically across Australia, intern performance
might be undergoing rapid change not sufficiently cap-
tured within 2 years of data. It was beyond the scope of
this study to review intern education or remediation
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strategies in depth, or to examine long-term follow-up
performance data on those interns with documented
underperformance.

Conclusion

The prevalence of underperformance among interns is
low, but higher than previously suggested. EM detects
relatively more interns in difficulty than other rotations,
and further research is required to determine what
factors contribute to this assessment outcome. This
finding is important in the debate on Medical Board
requirements for internship. Ongoing collation and
reporting of intern performance data should be an
important quality assurance activity for teaching insti-
tutions, providing medical educators with a more com-
prehensive understanding of ways to build educational
support and rigour.
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Triggers for head computed tomography
following paediatric head injury: Comparison

of physicians’ reported practice and clinical
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Abstract

Objective:

Methods:

Resulis:

Conclusion:

Key words:

To compare he_ad computefd tomography (CT) triggers for paediatric head injury as
re'ported.by senior paed;atrlc emergency physicians in Australia and New Zealand with
triggers in published evidence-based clinical decision rules (CDRs).

A survey of CT triggers after head injury was distributed to senior emergency physicians
at PREDICT (Paediatric Research in Emergency Departments International Collaborative)
sites ir_l Australia and New Zealand. Results were compared with recommendations for CT
scans in CATCH, CHALICE and PECARN CDRs. Clinical practice guidelines (CPGs) from
each site were also reviewed.

The response rate was 93% (130/140). No published trigger for head CT was identified by
100% of survey participants and each CDR included several triggers not identified by
many respondents, Abnormal examination findings, including depressed skull fracture and
base of skpll fracture, were most likely to prompt respondents to order a head CT (>90%).
A concerning mechanism of injury, such as a fall greater than 3 feet or five stairs, triggered
a CT response only in approximately 10% of respondents. Eight different head injury
CPGs were used across the 13 PREDICT sites. These were highly variable between sites
and CPGs were not explicitly based on published CDRs.

High-quality, published CDRs exist for head CT use after paediatric head injury. Physician-
;eported CT triggers differ from CDR-recommended triggers. The major published head
injury CDRs should be prospectively validated in the Australasian setting before incorpo-
rating them into local practice and CPGs.

clz'micgl dedsiow :_m.:‘e, clhinical practice guideline, computed lomography, emergency department,
paediatric head injury, research network.
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Candidate Entry Criteria

* IMGs have passed the MCQ and English exam

 Employed in HNELHD

 Have worked as a doctor for six months prior to
commencement

* Work 0.6 FTE and above

* Must have a contract for the full period of
assessment

o Attend an information session for the candidates





Assessment Tools

e 12 x MinI-CEXs - blue printed
e 2 X 360° Assessments by 6

e Month One - formative

e Month Six - summative

» / X Case Based Discussions - blue printed

e 2 X In-Training Assessments





atisfactory Criteria

8/12 Mini-CEXs

4/7 CBDs

First 360° Is formative

Second 360°1s summative

Pass 2 ITAS






andidate Trainin

formation session

DVD calibration on Mini-CEX and CBD
Given booklet with tear out assessment tools
ave access to Project Officers daily

ge queries with dedicated WBA emaill ac





Assessor Training

A two hour assessor calibration workshop
Assessor Information Booklet including copies
of assessment tools

Attend recalibration if required

Participate in Assessment & Appraisal Teaching
on the Run Workshop

Access to WBA Team 24/7





new In 2013!

ew rural sites
e Tamworth
e Armidale
New ASSessors

ew Rural Project Officer

eased number of applicants in r





ber of AssesscC

eater Newcastle

mworth and Armidale

umber of active assessors






asure of Success . .

ber of candidates who completed by December 2012

ent number of candidates enrolled

Total number of candidates to complete by mid 2013 111






= 95 Candidate:

Number of

Assessment type Assessments

Mini-CEX
CBDs

Patient Cases
Paper Cases

ITAS

360° Assessments
Month One / Formative
*  Self
* Medical Colleague
*  Co-worker

Month Six / Summative

*  Self 95
* Medical Colleague 436
* Co-worker 449

Total number of assessments @ 31 December 2012






Assessmen

Mini-CEX

Clinical Area Blueprint Satisfactory Unsatisfactory  Total

Management & Prescribing 190
Physical Examination

Management
Physical Examination

History & Investigation
Management

History
Management & Counselling

Emergency Medicine

History
Paediatrics _ _ ,
Counselling & Patient Education

Investigations & Diagnosis
anagement & Prescribing/Counselling






Summary of Assessment Outcomes

Case Based Discussions

Medicine 66 0 66
Surgery 31 1 32
Emergency Medicine 50 0 50
Patient | Mental Health 20 0 20
Paediatrics 16 0 16
Obstetrics & Gynaecology 6 0 6
189 1 190
Medicine 59 0 59
Surgery 69 11 80
Emergency Medicine 65 5 70
Pa per Mental Health 79 6 85
Paediatrics 80 6 86
Obstetrics & Gynaecology 75 17 92
427 45 472
Total number of Case Based Discussions @ 31 December 2012 662






Overall Results

100% pass






Research

0 be presented this afternoon . . .

» Qualitative
« Quantitative

e Economic






Challenges

* AMC IT delays and problems

» Avallability of assessors to attend calibration

» Advising IMGs that they cannot participate In
WBA unless they are an employee of HNELHD

* Decreasing potential for IMGs to secure positions

» Decreasing revenue

» Avallability of funding into the future

» Sustainability of FTEs with reducing numbers





Success story . ..

Benefits to the organisation!

etention € Retention €9 Retentio

75% of doctors still work for HNELHD






Setting them up to succeed!
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)jected Figures till Mid

ber of assessments by end of Group 1
n=111

Mini-CEX 1,332
CBDs (77
360° Review 2,184

AS 222

Total number of assessments 4,515







Valuable input from Negative Feedback: The key to life and happiness, Dr Neil Port, March 2011,
Hunter New England Local Health Network.

Messages

Feedback results in remarkable effects compared to no feedback
We don’t do nearly as well as we should especially with negative feedback, and particularly
for those having the greatest difficulty
A supervisor:
e s asenior colleague and a very important role model that imparts technique,
experience and attitudes
e Provide emotional support which may increase with a trainee in difficulty
e Provide protection
e Has obligations beyond their supervisee — to employer, training body , profession
and patients
e Their behaviour can contribute to work satisfaction in important ways
Feedback aim is to produce highly trained doctors who can function in the face of challenges
and uncertainty with a degree of confidence and independence
e Potentially negative impacts:
* Can feel infantilised
e May impact on trainees ability to direct their own improvement
¢ May reduce self esteem
¢ May lead to feeling self-conscious or uncertain
e Can harm the relationship
Supervisors are healers, not managers and are not trained in giving feedback
Supervisors may not observe all trainee behaviours they report on — extrapolate (halo
effect), subjective, fear giving negative evaluations in summative assessment

General advice on giving feedback

¢ Control own emotions

e Betimely

e Private place and face-to-face

e Specific not general

e Use ‘l" not ‘You”

e Focus on actions — be objective

* Do not use hearsay

e Respond to defensive reactions calmly — only effective if listened to
e Reaffirm your faith — appropr. mention positives
e Don’t overwhelm with info

e Give specific ideas to remedy

*  Move on — no resentment/residual feelings

General advice on receiving feedback

e Listen and try and understand
* Handle the emotional reaction
e Thank the giver for help

e Ask for suggestions






@Y Government of Western Australia

Workplace Based Assessment in WA

Summary of 2011-2013

Current sites
Bunbury
Kalgoorlie

Potential sites
Geraldton
Albany
Armadale (Perth)

Delivering a Healthy WA





Why WBA works e -
® S88p

= Professional development oppo’uﬁy’or supervisors an
assessors

= Opportunity to develop best practice principles to continue
Improving practice in the future with longitudinal
Improvement over 12 months

= Assimilation into culture of Australian healthcare

= Promotes hospital culture of supervision, assessment and
providing feedback

= Range of assessment tools applied for learning and of
learning

= |f formative assessment is done well the formal summative
assessment should not be necessary

= Highlights need for robust hospital HR recruitment process
Delivering a Healthy WA





Important lessons 8 e -
YO8V V88V

= QOrientation, expectations & structure

= Candidate selection

= Broad base of trained assessors across clinical disciplines

= Range of assessment tools with the aim to obtain data
from as many sources as possible

= Understand local context of service delivery
= Address concerns early
=  Administrative and IT support

=  Win (patients) — Win (candidates) — Win (supervisors &
workplace)

Delivering a Healthy WA





evaluationofweainwpa@ @ @ @
. YO8 988y
= Evaluation of Phase One

= Draft Evaluation Report — Phase One wovember 2012

= 2012 Survey Monkey Analysis
= Supervisor and Assessor Feedback wovember2012)

= 2013 Candidate Survey Monkey Analysis
= Candidate Tracking and Feedback 2013 wprizois)

= Bi-annual candidate focus groups — face-to-face

= Ongoing feedback from supervisors and
assessors

Delivering a Healthy WA





Assessor feedback . N B
challenges ...' ...'

= WBA protected assessment time for
consultants

= Difficulty in determining the level of assessment
required (i.e., PGY1)

= Concern regarding the validity of the MSF

= Potential opportunity to develop a system that
supports less frequent formative/summative
assessments for non-rotating candidates, unless
there are identified concerns

Delivering a Healthy WA





Candidate feedback . N L
What works ...' ...'

= Fair assessment method

= Feedback and support from supervisors and assessors facilitates
ongoing learning

= Ability to learn new approaches and skills

= exposure to a variety of clinical areas

= interaction with multiple consultants

= understanding weaknesses with associated reinforcement through the
feedback process

= support from staff and working with fellow candidates

Challenges and suggestions
= time management

= Assessment level

= Self-directed learning focus

= Fee payment options
Delivering a Healthy WA





WBA WA candidate data

12

0 RMO and Registrar dis;'gribution

B RMOs

M Registrars

2011 2012 2013

Years of experience in Australia
16

14
12

10

14
13
6
5
E. : E

6-10yrs >10yrs

o N B O ®

Ovyears <1yrs 1-2years  3-5years

Note: 0 yrs experience includes 2 candidates on the Kimberley Fast Track Model, and 2
candidates who have practised in the UK and NZ

16

N WBA Cohort Distribution 2011-2013

12 -

10 -

8 - mKH

6 B HPH-JHC
4 = BH

2

0 - T : : :

Candidate Candidate Candidate
cohort for cohort for cohort for
2011 2012 2013

Country of Origin

12

=
15y

10

o N OB O

Note: 5 KH candidates include 2 on the Kimberley Fast Track Model — usu. 3 candidates

Delivering a Healthy WA






Assessor data — WA WBA

40

35

30

25

20

15

10

37

X

Assessor training attendance

\ Y) 19 —&—Total No of Assessors

—
——Total No Attending
13 WBA Training

BH KH HPH-JHC

Notes: the 2 assessors who are identified as undertaking training at HPH-
JHC watched the AMC training videos DVD

Specialties represented at training

= Other, 8% B Exec, 5%

m ED, 19%
B Psychiatry, 16% ?

¥ DPGME, 3%
" Paediatrics, 11% L
B Gen Med, 14%

" 0&G, 8%

- Surg, 5%
WGP, 8% m Gerlatrlcs,%%le ure, 07

DTTIVETITTIg a rreartiary vwA

Assessors by specialty - BH

M Exec
= Unknown 4%

12%

= Psychiatry ® ED

12% 28%
“ Paediatrics |
8%
= 0&G ® Gen Med
12% 12%

= GP ® Geriatrics ® Gen Surg
4% 4% 4%

Assessors by specialty - KH

® Exec 8%

m psychiatry 23% W ED 8%

¥ DPGME 8%

© Paediatrics 15%

B Gen Surg 8%

WGP 15%

® Gen Med 15%






passingrate-weainwa @ @ @ @
Y089 S 8er

Assessment Type No of assessments Pass rate

Mini CEX 6 5

DOPS 6 6

CBD 6 5

MSF or 360° 2 2

Summative Supervisor Report 4 4

External Assessor Report 1 1

Final Supervisor Report 1 1

Total 26 24

Passing standard - WBA in WA

Rating Result Explanation

Score of 1 for any single clinical skill or dimension Fail The entire assessment encounter will be counted as a fail, despite all
other skills receiving a pass mark

Score of 2 for one clinical skill or dimension and Score of 3 for  Fail The entire assessment encounter will be counted as a fail, despite all

another clinical skill or dimension other skills receiving a pass mark

Score of 2 for any 2 clinical skills or dimensions Fail The entire assessment encounter will be counted as a fail, despite all

other skills receiving a pass mark

Score of 2 for any single clinical skill or dimension and Score of Pass
4 or higher for all other clinical skills or dimensions

Score of 3 for any 2 clinical skills or dimensions and Score of 4 Pass
or higher for all other clinical skills or dimensions

Score of 2 or higher for all clinical skills or dimensions Pass
1 2 3 4 S 6 7 8 9
Unsatisfactory Satisfactory Superior

Delivering a Healthy WA





Sustainability/resources 8 8e -
| YO8V vaar
= WBA team in WA

= Educational Consultant 0.2 FTE

= Senior Project Officer 1.0 FTE

= Program Director 0.25 FTE (per site)

= Administrative Officer 0.5 FTE (per site)

= Financial viability
= To be self-sustaining WBA in WA would require
candidate fees to be raised
= Fee should be recognisant of the 12 month value
In career development

Delivering a Healthy WA





