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GETTING TOKNOWYOU

Please share:
ØYourrole in theprogram?
ØCoreprogramvs. fellowship?
ØWhatdoyouhopetogain fromthisworkshop?



OBJECTIVES

ØDescribebenefitsandchallengesofmulti-sourcefeedback
ØSharesuccessesand challenges in implementingmulti-
source feedback

ØDisseminate tools forMSF



BENEFITS OFMULTI-SOURCE ASSESSMENT

ØCapturesbehaviors thataredifficulttoassess
ØTrainee canappreciatewide impactofheractions
ØData canbecompared longitudinally
ØPhysiciansaremore likely tocontemplatechangewhen
receivingfeedback frommultiplesources*

*SergeantJ, Mann K,Ferrier S.  Exploring familyphysiciansreactions toMSF: Perceptions of
credibilityand usefulness.  MedEduc. 2005; 39(5): 497-504.



THE SELF EVALUATION

MackenzieFrost,MD
UTSouthwesternMedicalCenter



Problem-BasedLearning3/4 (PBLI 3/4) 

Systematicallyanalyzepractice using
quality improvementmethods,and
implement changeswith the goalof
practice improvement



MERIT



MERIT

MayoEvaluationofReflectionon ImprovementTool
ØResidentsmustbeable tocritically reflectonevents in
practice in ordertodevelopmeaningfulQI interventions

ØResidentskept improvementlogs
ØFocusedonclinicalevents
ØEvaluatedwithMERIT

Wittich, CM,et.al, Validation of a method tomeasure resident doctors’ reflection on
quality improvement. MedEd2010. 44:248-55.



MERIT

Wittich, CM,et.al, Validation of a method tomeasure resident doctors’
reflectionon quality improvement. MedEd2010. 44:248-55

Problem of Merit

Reflection on
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MERIT

Problem	of	Merit
• Event	was	patient	centered
• Potential	for	event	to	effect	other	patients
• Event	could	cause	negative	clinical	 impact
• Overall	problem	of	merit
• Event	was	evidence	based	in	its	description
• Overall	 improvement	opportunity

Wittich, CM,et.al, Validation of a method tomeasure resident doctors’ reflection on
quality improvement. MedEd2010. 44:248-55



MERIT

Reflection	on	Personal	Characteristics	of	QI
• Resident	questioned	personal	practice
• Quality	of	reflection
• Contributing	personal	factors	identified
• Sufficient	details	to	delineate	contributing	factors
•Multiple	options	for	personal	change	considered
• Relevant	new	behaviors	proposed
• Next	steps	towards	personal	change	considered

Wittich, CM,et.al, Validation of a method tomeasure resident doctors’ reflection on
quality improvement. MedEd2010. 44:248-55



MERIT

Reflection	on	System	Characteristics	of	QI
• Quality	of	reflection	on	institution/health	 care	
system

• Current	institutional	practice/system	questioned
• Contributing	system	factors	identified
• Multiple	options	for	system	change	considered
• Relevant	changes	to	system	proposed
• Next	steps	towards	system	change	identified

Wittich, CM,et.al, Validation of a method tomeasure resident doctors’ reflection on
quality improvement. MedEd2010. 44:248-55





MERIT AT UTSW

ØAddedas evaluationduring2014-2015 academicyear
ØPediatric Residency
ØNeonatalFellowship

ØTookadvantageofexistingsystems
ØResidency–MedHub
ØFellowship–Biannual IDP







SMALL GROUP ACTIVITY

UseMERIT assessment tool
to evaluate providedQI

reflection



ASSIGN YOUR TRAINEE TOAMILESTONE LEVEL



THENURSING EVALUATION
Meaningful Assessment
from our Trusted Allies

SaraMulterer,MD
UniversityofLouisville



THENURSING EVALUATION

ØPreviousevaluation–more items,madeup
ØPoor responserate
ØOnly filledoutwhentherewasaproblem

ØWeattemptedtocreateaMilestone-basedNursing
eval…EPICFAIL
ØToo long
ØLanguage didn’t resonate
ØSeveral itemsthatweren’t applicable



WHAT DONURSESWANT TO EVALUATE?

ØProfessionalism
ØRespondstocalls/pagers inatimelymanner
ØGoodattitude
ØAcceptingofother teammembers’ input

ØCommunication
ØRelationshipswith families
ØRelationshipswithnurses
ØClear plansofcare



AN ADDITIONAL AREA

ØTransitionsofCare
ØNeonatalNursePractitioners

ØProvideallnight coverage inour“small” NICU
ØRotate intocall schedulewith seniors inour“big”NICU
ØSeenas apeer inmanyways



USE IN THE CCC

ØNursingEvals
ØMonthlyon inpatientwards–every resident
ØMoresporadiconotherrotations
ØFortheCCC

ØAveragenumericscores
ØCommentscollatedintoonedocument

ØNNPTransitionof Care– document independentandpart
ofportfolio



THE PEER EVALUATION

GeoffreyFleming,MD
VanderbiltUniversity



PEER EVALUATION

ØPeer groupoffersavaluableand insightful contributionsto
360 Evaluations

ØWhat is theappropriate focusandscopeofassessment?
ØMedicalKnowledge?
ØPatientCare?
ØInterpersonalCommunicationSkills?

ØBasicelementsof professionalism the ability of the
individual to contributeandfostertheteamdynamic



EMOTIONAL INTELLIGENCE: 
AN APPROACH TOPEER ASSESSMENT
ØEmotional Intelligence: SaloveyandMayer 1990

ØMonitoronesownemotionsand theemotionsofothers. 
ØUsethis information toguidethinkingandactionsand
approach to relationships.

ØEmotional Intelligence: Goleman 1995
ØSelfMotivate,Persist in the faceof frustration
ØControl Impulses,Regulateself
ØUnderstandotherstoeffectively communicate/connect



Goleman, D. Leadershipthat getsresults.  HBR. 2000;March-April:78-90



EI IN PEER EVALUATION

ØHow is the individual perceived as a teammember?
ØAre they alwaysnegative nelli and possiblybring the group down?
ØAre they the last to volunteer for a taskon behalf of the group

ØDo they routinely embrace change and lookat it as an opportunity to grow
and learn?

ØDo they sense the emotions of others and hence displaya great deal of
empathy for their co-workers?

ØAre they trustworthy?
ØDo they take the initiative or requiresevere prodding?
ØDo theymake others aroundthem better?



EI IN SELF EVALUATION

ØPhysiciansarenot terriblyaccurateat selfassessment.
ØThis is likely true for leadershipqualitiesorEI qualities.
ØBut recognizingthegapbetweenself-assessedabilities
andpeerassessed abilities is important forself
awareness.



EI INMEDICAL EDUCATION



EI INMEDICAL EDUCATION



ARE THERE VALIDATED MEASURES OF EI?

But theseareexpensiveandcomplextouse.  So….



FLEMINGVERSIONOF THE EI PEER EVAL
Ø12 item list.  
ØAttempted toaddressareas included inEI thatwere
observablebyothers/peers.

ØMilestonetype languageused tocreateanchors
ØNoplace for comments intentionally.  Toomuchroomfor
error inpersonal commentary

ØNOTVALIDATED











FLEMINGVERSIONOF THE EI PEER EVAL
ØEach fellow fillsoutoneachpeeronceperyear.
ØThen,the individual isasked toevaluate themselveson the
same scaleduringthequarterlyevaluation.

ØWe thencomparetheperceptionofpeervsselfperception.
ØInmyexperienceover thepast fewyears,mostunder-
rate themselvesascompared to theirpeers.

ØI pointout that this likely representsselfmanagementat
somelevel (theydon’t feel like taking initiative,but their
peersseemthemdoingthis)



IMPORTANT POINTS

ØNotValidated,sonotappropriate forhigh stakes
summativeassessment.

ØAnonymity iskeyandavoidcommentsastheseare likely to
bepersonal.

ØPrep thefellowswithabitonEmotional Intelligence
(reading,etc.)

ØUsethis is amethodof talkingaboutperceptionsofone’s
behavior.

ØTHETOOL ISUPLOADEDTO SHAREWAREHOUSE



READINGLIST

ØCherry,M. G., Fletcher, I., O'Sullivan,H., & Dornan,T. (2014). Emotional
intelligence in medical education: a critical review. Medical Education,
48(5), 468–478. http://doi.org/10.1111/medu.12406

ØMintz, L. J., & Stoller, J. K. (2014). ASystematic Reviewof Physician
Leadership and Emotional Intelligence. Journal of Graduate Medical
Education, 6(1), 21–31. http://doi.org/10.4300/JGME-D-13-00012.1

ØGoleman, D. (2006). Whatmakes a leader?Harvard Business Review,
82(1), 82–91.

ØGoleman, D., Boyatzis, R. E., & McKee, A. (2004). Primal Leadership. 
HarvardBusiness Press.

ØGoleman, D. (2000). Leadership that Gets Results. Harvard Business
Review, 78(2), 78–90.



STUDENTS AS DIRECT
OBSERVERS OF RESIDENTS

MARKVINING,MD
UNIVERSITYOFMASSACHUSETTS





STUDENTSASDIRECTOBSERVERSOF RESIDENTS
• 46 studentevaluations
weresubmitted. 
• 20 residentshadmilestone
assessments fromat least
onefacultyandstudent
evaluator in thesamesub-
competencywhichcould
bepaired for analysis
(N=62). 



FACULTYVS. STUDENTRANKOF RESIDENTS

Prof 5Prof 1ICS 1Faculty Faculty FacultyStudent Student Student



THE ROLEOFPATIENT FEEDBACK IN
PEDIATRIC RESIDENTASSESSMENT

CARRIERASSBACH,MD
STANFORDSCHOOLOFMEDICINE



BACKGROUND



COMMUNICATION ASSESSMENTTOOL (CAT)

ØValidated
ØEnglish& Spanish
Ø4th grade reading level
ØIn-personorbyphone
ØIdeal inofficesetting
Ø2 minutes
Ø12-30 CATs/physician
ØMean vs. %excellent

Adapted from the Communication Assessment Tool by Gregory Makoul, PhD, Copyright © 2004 
Updated 5/13/14 

Communication Assessment Tool: 

 
Communication with patients is an important part of good medical care. We would like to know how you feel about the way the resident doctor 
communicated with you and/or your child. Your answers are completely confidential and will not affect your/your child’s medical care in any 
way, so please be as open and honest as you can.  For paper surveys, please place the completed survey in the envelope provided, seal, and 
return to the nurse or medical assistant. 
 
 

The resident doctor… Poor Fair Good Very 
Good 

Excellent 

1. Greeted me in a way that made me feel comfortable 1 2 3 4 5 

2. Treated me with respect 1 2 3 4 5 

3. Showed interest in my ideas about my (child’s) health 1 2 3 4 5 

4. Understood my (child’s) main health concerns 1 2 3 4 5 

5. Paid attention to me (looked at me, listened carefully) 1 2 3 4 5 

6. Let me talk without interruptions 1 2 3 4 5 

7. Gave me as much information as I wanted 1 2 3 4 5 

8. Talked in terms I could understand 1 2 3 4 5 

9. Checked to be sure I understood everything 1 2 3 4 5 

10. Encouraged me to ask questions 1 2 3 4 5 

11. Involved me in decisions as much as I wanted 1 2 3 4 5 

12. Discussed next steps, including any follow-up plans 1 2 3 4 5 

13. Showed care and concern 1 2 3 4 5 

14. Spent the right amount of time with me 1 2 3 4 5 

 

 
 
15. What did the resident doctor do well to communicate with you/your child? Please give specific examples. 
 
 
 
 
 
 
 
 
16. How can the resident doctor improve his/her communication with you/your child? Please give specific examples. 
 
 
 
 
 
 

 
Resident’s Name:  _____________________________________________ 
 
Current date: _____________     
 



OPPORTUNITIES & CHALLENGES

ØOpportunities:
ØPerhaps nobetterassessmentofhowphysicians
communicate thanbypatients/families

ØChallenges:
ØWhoobtains?
ØTime
ØLanguage & literacy
ØIntegratingpatient feedbackwithmilestoneassessment



STANFORD CHILDREN’S EXPERIENCE

ØPilot	study	2014-15
Ø75/82	(91%)	residents	completed	pre- and	post-self-
assessments

Ø27	of	these	residents	also	received	CATs
Ø14	discussed	their	patient	feedback	with	a	faculty	coach	
(intervention	group)

Ø13	received	their	patient	feedback	electronically	(control	group)
ØIntervention	group	residents	showed	improved	self-assessment	
scores	on	post-intervention;	control	group	did	not



p < 0.0001

Treating	
patients	with	

respect

Spending	 the	
right	amount	
of	time	with	
patients





CURRENT STUDY
ØFunded by APPD Special Projects Grant
ØRandomized controlled trial at: Stanford,University of Chicago, Phoenix
Children’s

ØPre- and post-intervention:
ØResident self-assessments
ØPatient CATs

ØCoaching intervention vs. control
ØFeasibility
ØResident attitudes
ØQualitative data



NEXT STEPS

ØValidityofCAT inpediatrics
ØTranslation tomilestones/CCCs
ØValue forresidents
ØCurricular interventions



PUTTING IT ALL TOGETHER
ANDGETTING IT DONE
CharleneLarsonRotandi,AB
StanfordSchoolofMedicine



EVOLVINGROLEFORCOORDINATORS IN EVALUATIONS

Ø Deliver evaluations
Ø Develop evaluation forms for

PDs to approve
Ø Schedule semi annual

evaluations
Ø Ensure summative evaluations

completed and filed

Ø Constructing new milestone
evaluations to pilot/deliver

Ø Reviewing evaluation completion
data foraccuracy

Ø Aggregating data for the CCC from
multiple sources and forms

Ø Milestone data to ACGME

Administrator
Scheduler
Supreme

Education & Evaluation
Coordinator/Manager

Extraordinaire

Walker K,Dohn A,Piro N. 2014 ACGMEAnnual Educational Conference. Coordinators andClinical Competency Committees: How
to Streamlineand Support theWork of yourProgram’s CCC. 



Multi-sourceEvaluations…putting it all together!

Self	
Evaluations

Nursing	
Evaluations

Peer	
Evaluations

Patient	
Evaluations

Student	
Evaluations



WHAT SYSTEMARE YOUUSING?



MILESTONES REPORTING
Subcompetencies for Reporting of Milestones to ACGME: Pediatric Subspecialties* 

 

COMPETENCY 
DOMAIN 

SUBCOMPETENCY 
NUMBER 

PAGE IN 
PEDIATRIC 

MILESTONES 
PROJECT 
BOOKLET SUBCOMPETENCY 

Patient Care 
(PC) 3 11 Provide transfer of care that insures seamless 

transitions 
6 18 Make informed diagnostic and therapeutic decisions 

that result in optimal clinical judgment 
7 21 Develop and carry out management plans 
12 32 Provide appropriate role modeling 

Medical 
Knowledge 
(MK) 

2 40 & 53 
Locate, appraise and assimilate evidence from 
scientific studies related to their patients’ health 
problems 

Systems-Based 
Practice (SBP) 1 85 Work effectively in various health care delivery settings 

and systems relevant to their clinical specialty 
2 87 Coordinate patient care within the health care system 

relevant to their clinical specialty 

3 90 
Incorporate considerations of cost awareness and risk-
benefit analysis in patient and/or population-based care 
as appropriate 

5 94 Work in inter-professional teams to enhance patient 
safety and improve patient care quality 

6 96 Participate in identifying system errors and 
implementing potential systems solutions 

Practice- Based 
Learning and 
Improvement 
(PBLI) 

1 40 Identify strengths, deficiencies, and limits in one’s 
knowledge and expertise 

4 49 
Systematically analyze practice using quality 
improvement methods, and implement changes with 
the goal of practice improvement 

7 56 Use information technology to optimize learning and 
care delivery 

9 61 Participate in the education of patients, families, 
students, residents, and other health professionals 

Professionalism 
(PROF) 2 80 

Professional Conduct: High standards of ethical 
behavior which includes maintaining appropriate 
professional boundaries 

5 (PPD**) 111 Trustworthiness that makes colleagues feel secure 
when one is responsible for the care of patients 

6 (PPD) 116 
Provide leadership skills that enhance team function, 
the learning environment, and/or the health care 
delivery system/ environment with the ultimate intent of 
improving care of patients 

8 (PPD) 119 
The capacity to accept that ambiguity is part of clinical 
medicine and to recognize the need for and to utilize 
appropriate resources in dealing with uncertainty 

Interpersonal 
and 
Communication 
Skills (ICS) 

3 69 Communicate effectively with physicians, other health 
professionals, and health related agencies 

4 71 Work effectively as a member or leader of a health 
care team or other professional group 

5 74 Act in a consultative role to other physicians and health 
professionals 

*GRAY shaded competencies indicate milestones also to be reported by General Pediatrics Residency Programs 
**Personal and Professional Development 



STRATEGIES -MAPPINGMILESTONES

Milestones)Assessment)2014015 C.)Rotandi

Milestone Description Inpatient/A Inpatient/B
Outpatient/
Consult Biannual/A Biannual/B

Team/A/Pre9
Attending/A

Team/A/Pre9
Attending/B

Team/B/Pre9
Attending

/360/
Patient//
Family

360/
Nurses/Staff

Peer/
(Resident)

Peer/
(Fellow)

Peer/
(Fellow/Pre9
Attending) Presentation Fellow/Self Faculty/Self

PC3 transfer)of)care X X X X

PC6
informed)
management/judgment X X X X X X X X X

PC7 management)plans X X X X X

PC8 procedures X X X X X X

PC12 role)modeling X X X X X X

PC13 supervision X X X X X X

MK2 applied)knowledge X X X X X X X

PBLI1
self)identify)strengths)and)
deficiencies X X X X X X

PBLI4 QI,)practice)improvement X X X

PBLI7
information)technology)for)
learning)and)care) X X X X X X X

PBLI9
educate)patients,)families,)
and)other)learners X X X X X X X X

ICS1
communicate)w/)patients)
and)families X X X X X X X X X

ICS3
communicate)w/)health)
professionals X X X X X X

ICS4
member)or)lead)health)care)
team X X X X X X X

ICS5 consultive)role) X X X X X

P1 humanism X X X X X X X X X

P2 professional)conduct X X X X X X X X X

SBP1 health)care)setting X X X X

SBP2 coordinate)care X X X X X

SBP3 cost/risk0benefit)analysis X X X

SBP5 team)patient)safety/QI X X X

SBP6 system)errors/solutions X X X

PPD2 coping)mechanisms X X X X X X

PPD5 trustworthiness X X X X





STRATEGIES –NARRATIVES, OPEN-ENDED
QUESTIONS, ETC.





©2013 Accreditation Council for Graduate Medical Education (ACGME) 

Clinical Competency Committee 

Clinical 
Competency 
Committee 

Assessment of 
Milestones 

Peer 
Evaluations 

Nursing and 
Ancillary 

Personnel 
Evaluations 

OSCE 

Operative 
Performance 

Rating 
Scales 

Mock 
Orals 

ITE 

End of 
Rotation 

Evaluations 

Self 
Evaluations Case 

Logs 

Sim 
Lab 

Student 
Evaluations 

Patient / 
Family 

Evaluations 

Clinic Work 
Place 

Evaluations 



July	– Create	&	
Implement	 New	
Assessments

Ongoing	– Distribute	
Multi-source	
Evaluations

Ongoing	– Tracking	
Completion of	
Evaluations

November	– Aggregate	
&	Distribute	Evaluation	
Data	to	CCC	Members	

for	Pre-Review

December	 – CCC	
Meeting	&	ACGME	
Milestone	Reporting

January	– Semi-Annual	
Review	(SAR)	Meetings	

with	Trainees	

HOWDOYOUGET IT ALL DONE?



WHENACCCMEETING…

Doesn’t gowell

ØData

Ønot complete

Ønot organized

Ønot accurate

ØPD or faculty member dominates meeting

ØProlonged inefficient decision making with
inability to gain consensus

ØUnsubstantiated/unreliable conclusions

Doesgowell
ØData

Ø complete

Øorganized

Ø accurate

ØCooperative, collaborative decision
making

Ø Efficient use of time

Ø Sound valid conclusions aligned with
data

Walker K,Dohn A,Piro N. 2014 ACGMEAnnual Educational Conference. Coordinators andClinical Competency Committees: How
to Streamlineand Support theWork of yourProgram’s CCC. 



ØCollaborateand strategize with your programdirectorand the
Chair of theCCC to create systems that aremost effective

ØStay organized,make timelines
ØBreak down large tasks into smaller tasks to keep itmanageable
ØLearn howtoeffectivelyuse youResidencyManagement Software
and/or external databases

ØThinkoutside thebox, i.e., sometimes youwill need togo low-
tech to getevaluationsback

ØShare best practices across programs and institutions
ØGraduatemedical education iscyclical, reassess toolsand systems
annually andmake adjustments to improve

HOWDOYOUGET IT ALL DONE?



Shareabarrier youhavemet inyourownprogramwithMSF.

DISCUSSION



CHALLENGESOFMULTI-SOURCE ASSESSMENT

ØMinimum# for generalizability
Ø6-11 peers
Ø22-25 patients

ØConfidentialityandanonymity
ØCollatingresponsescanbe labor intensive,time-
consuming

*Lockyer J.  MSF in the assessment of physician competencies. J Contin Educ Health Prof. 2003(1): 4-12.





EVALUATIONS


