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Hello, and welcome to today’s ELIVE webinar, and thank you for joining us. This is Malcolm Brown, Director of the EDUCAUSE Learning Initiative, and I’ll be your host for today. And for today’s webinar, the ELI is partnering with the American Medical Association, and we very much welcome our AMA colleagues who are joining us today. It’s great to have you with us.
And ELI is pleased to welcome today’s speakers. Richard Hawkins, Bill Cutrer, Kim Lomis, and Nicole Deiorio. We will be introducing our speakers in just a moment, but first let me give you a brief orientation on our sessions’ learning environment.

Our virtual room or learning space is subdivided into several windows. Our presenters’ slides are now showing in the Presentation window, which is the largest of the six. The tall window on the left is the Chat window serving as the Chat common for all of us. You can use Chat space to make comments, share resources, or to pose questions to our presenters.

We will be holding Q&A until the end of the presentation. We encourage you to type your questions into the Chat throughout the webinar. 

And if you’re tweeting, please use the hashtag #ELIWEB. That’s E – L – I – W – E – B. 

If you have any audio issues, click on the link in the lower left-hand corner. At any time you can direct your private message to Technical Help for support.

Elive webinars are supported by Panopto. Panopto is the leader in higher education video-type forums. Since 2007, the company has been a pioneer in campus video management, lecture capture, and flipped classroom software. Today more than five million students and instructors rely on Panopto to improve student outcomes and personalize the learning experience.
So now let’s turn to today’s presentation. What has brought ELI and the AMA together today is a shared interest in improving post-secondary education. Whether we are working to improve undergraduate or medical education, we have a common enterprise in working to find ways to adapt and evolve postsecondary teaching and learning in a way that keeps with developments and opportunities that seem to present themselves unabated. Hence, we have a lot we can learn from each other.
And as we all know, almost everything about the circumstances of healthcare delivery is changing at an unprecedented pace due to advances in technology, the aging population, and the increasing burden of chronic diseases and healthcare costs.

Medical education, which underwent its last major transformation over a hundred years ago, needs to change so that the next generation of physicians is prepared to take care of today’s (inaudible) in a constantly-changing environment.
To hasten and expedite this needed transformation, the American Medical Association established a major grant initiative called Accelerating Change in Medical Education. The consortium of medical schools has been developing educational innovations to prepare students for the practice of tomorrow.

Four our ELIVE community members, you will be hearing about things that are very familiar, such as competency-based assessment, (inaudible) and individualized learning plans, e(inaudible), and the optimization of learning environments.

So I’m very pleased to be able to welcome Dr. Richard Hawkins, who is the Vice President for Medical Education Programs at the American Medical Association. In that (audio break) responsible for providing senior staff leadership and support to the AMA’s Council on Medical Education and Academic Physician section. He also (audio break) to the AMA’s Accelerating Change in Education Project, a broad initiative designed to prepare medical school graduates to practice and learn in an evolving healthcare environment. Dr. Hawkins will be hosting today’s webinar, and he will be introducing our speakers for today.

So Richard, welcome. Please begin.

Thank you, Malcolm, and thank you for joining our webinar highlighting innovations in the AMA’s Accelerating Change in Medical Education Initiative.
This is the second in our Innovation in Medical Education webinar series, and the first in conjunction with EDUCAUSE. 
In this webinar we focus on three innovative projects from two medical schools in our consortium, Vanderbilt and Oregon Health Sciences University. 
We’ll begin by outlining some of the changes in healthcare delivery that drive the need for new competencies that our graduates need to succeed in our evolving healthcare systems.

Our three presenters will then describe the implementation of competency-based medical education and how (inaudible) can facilitate it, like the centralization of the Master Adapter Learner as the physician learner of the future and the development of faculty coaching skills to support student development of lifelong learning skills.
The AMA Accelerating Change in Education project was responsive to 15 years of expressions of concern, white papers, manuscripts, and feedback from our healthcare system and (inaudible) leaders, our graduates are not prepared to work in our healthcare systems. They aren’t ready to work in interprofessional teams to deliver coordinated patient-centered care. They don’t know how to effect system change to improve healthcare quality, ensure safety, and enhance the cost effectiveness of healthcare delivery. (inaudible) using information technology to care for individuals or populations of patients. And furthermore, our faculty, in many cases, are not prepared to help our students because as products of the same system, they may lack these skills as well.

Part of the reason for the gap we observed between the outcome of our education process and the needs of our learners relates to the fact that the delivery of healthcare has evolved significantly but the fundamental reason which we educate our students has not. Our educational programs are (inaudible) developed to train students how to care for individual patients (inaudible) presenting with a new symptom or acute illness and cared for in traditional settings such as a hospital, emergency department, or clinic. However the practice of medicine has evolved into a primarily team-based approach where one of the major challenges is to reduce the burden of chronic disease and to improve the quality and reduce the cost of the healthcare to populations of patients. Including care at the population level requiring (inaudible) to engage communities and community services to improve access to care and address social and behavioral factors that impact the health of populations.
Our students are graduating into environments where the current cost of healthcare is unsustainable. In which there are wide variations in the quality and cost of healthcare, attributed in part to significant inequity in health across our country. Our student graduates will be expected to work to improve the value of healthcare as well as access to healthcare. They will be expected not to just support delivery system and payment reform, but to lead it a change agents. 

They’ll need to practice in an environment characterized by increasing patient (inaudible) advocacy, at the same time themselves serve as advocates for patients and populations of patients.

This is the context in which we issued our Request for Proposals for the project in January 2013. We were seeking to identify schools that were putting place competency-based education and assessment programs, in particular schools that were focusing their programming on student acquisition of the system competencies of teamwork, quality, safety, leadership, and population management.

We were looking for schools whose graduates understood how healthcare systems were structured and financed. And better yet, schools who were working with their healthcare systems to better integrate medical education and healthcare systems.

Lastly, we were looking for schools who were optimizing the learning environment. For example, better preparing their faculty in the system competency domains, were using technology to support learning and assessment.

Today we’re going to focus the webinar on the foundational work that some of our schools are doing in implementing competency-based education, conceptualizing the physician learner of the future, and (inaudible) the development of coaches to prepare lifelong adaptive learners.

In subsequent webinars we’ll address some of the work the schools are doing implementing health system science, and more specifically helping students to achieve competency in quality, safety, interprofessional collaborative practice, and evidence-based practice and leadership.

In response to the RFP I just mentioned, there were 119 proposals from which we selected 11 schools to fund in 2013. In 2016 we expanded the number of schools we were supporting to 32 schools by including 21 new schools out of 108 applicants. The AMA has invested over $13 million of funding schools that are transforming their programs to create twenty-first century physicians. Our schools now compromise about 19% - comprise about 20% of the students in the United States.
As a condition for funding, we asked the schools to join a consortium as a community of learning to jumpstart collaboration, to share best practices, and engage in scholarly work and medical education innovation.

These are the schools in our education consortium, again serving as a community of learning providing a venue for dissemination and evaluation of innovations in medical education. The consortium represents (inaudible) the university medical schools, with public and private schools, traditional and new schools, university and community-based schools. We have several schools that are focusing on a diverse workforce, and three schools that are leaders in osteopathic medical education.

It has been a privilege to work with these schools for the last few years, and we are pleased to introduce the work of these schools in today’s and future webinars.

Our presenters today are Kim Lomis, who is Associate Dean for Undergraduate Medical Education, Professor of Surgery, and Professor of Medical Education and Administration at Vanderbilt. Bill Cutrer, Assistant Dean for Undergraduate Medical Education, Director of Learning Communities. Also Associate Professor of Pediatrics Critical Care Medicine at Vanderbilt. And Nicole Deiorio, Professor and co-Chief of the Education Section of the Department of Emergency Medicine and Assistant Dean for Student Affairs and Colleges under Medical Education at Oregon Health Sciences University.

Before I turn things over to Kim I’d like to know a little bit more about you. Could you indicate on the survey where your primary work focus is. In UME, GME, CME, in allied health professions, in a not-for-profit organization or society, in a for-profit organization or company, or other.

So I think we have a pretty good idea. Largely undergraduate medical education but is spread across multiple other areas as well. So thank you for completing the survey.
Now let me turn the presentation over to Kim Lomis.
Kim, this is Malcolm. Might you be on mute?

Okay, obviously we’re having a little bit of difficulty with our audio connection. We’ll try to get it back up and going in just a second.
Malcolm, I wonder in that Kim and Bill are presenting from the same location, if Nicole is on, can we transfer and have Nicole present and then come back to Kim and Bill.

We would just need to advance the slides to get to Nicole’s slides, but yes, we can do that.

Nicole, are you on?

Yeah, I can go ahead and advance the slides.

All right, let’s do that.

Okay. Bear with us a moment.

Everyone cover your eyes so you don’t see what’s coming.

Yes, we can’t have any spoiler reveals here.

Okay. Great. 
So my name is Nicole Deiorio. Thank you for the introduction. I’m going to be talking about coaching today, which as you will hear in a few minutes, we believe to be an integral part of creating master adaptive learners by setting goals, so we’ll talk more about that.

In my work with the AMA consortium, as the co-Chair of the Faculty Development and Truth group, I get to work with a lot of other coaching program leaders around the country. Our programs differ in some ways, but first I want to discuss what the common tenets of coaching seem to be.

So we believe the core focus of coaching should be helping learners to improve their own self-assessment while at the same time understanding and learning how to continuously incorporate assessments from others, which will be a necessity even as they are in practice and receiving DASH scores and such on their clinical performance.

We use coaching sessions to do this work and then generate goals and action plans. And Bill will be talking about how in coaching there are often sub (inaudible) score about curiosity, motivation, mindset, and resilience, which can affect how goals are set and achieved as well, and we’ll just talk about it a little bit more later on.

All right. So I’m curious if any of our participants are currently using coaching in this way, whether you call it coaching or not.

Great. So it looks like about a half and half. We’ve got a number of converts already and some more people that hopefully I can convince to add coaching to their educational programs. So that’s great that all of you are here participating. Thank you.
A lot of people wonder why do learners in medical education need coaching, and I like this reference that’s shown on the screen as an introduction to this topic. Often I hear that, well, coaching, well that’s for medical executives or executives. But this is a great article in which Atui Gawande, who is still a practicing surgeon, incorporates coaching into his practice with great success. He focuses mainly on technical skills, but we believe that coaching can help medical education learners in many different domains, not just the technical ones.
A common topic for discussion is how is coaching different from advising or mentoring? Most medical education programs have an advising system, so people often wonder why you repurpose or add coaching to their program. Different people in different programs answer this question differently, but I really like to highlight this diagram to help clarify the goals of your program because it’s really important from the outset to define what you mean by coaching to your faculty and to your learners going forward.
So to orient yourself to this diagram, the X axis, if you will, is who is the expert in the relationship, with the far right being the faculty as experts and the far left being the client or the learner as expert. And then the Y axis, who is asking the questions. 
So what I believe to be the unique benefit of coaching is that it puts us solidly in the upper left domain in which we decide the learner is the expert, and the learner is supposed to be asking the questions. It’s a very learner-driven relationship.

Advising often happens during the sessions, and advising does not appear on this particular diagram. But for me, I define an advisor as someone which the student or the learner goes to for questions and the advisor delivers expert answers. But, again, coaching highlights that it’s the learner themselves that is the expert.

Another sort of helpful visual that I like to use to help define coaching comes from my Senior Associate Dean for Education, George Mexicano (sp). We like to use the analogy of a two-by-four to describe the coaching relationship. So you all saw in my introduction I work in Student Affairs, so I, with my Student Affair lens, I view coaching as a two-by-four which creates sort of a scaffold for a long-term educational alliance. So there is recent literature that suggests that feedback is best received in a longitudinal, trusted relationship, and coaching can build that bridge. However, George Mexicano points out that sometimes learners need a full, hard reality check, and the coach can be the two-by-four that knocks some sense into them. So whether you use the VIN diagram, or you just remember this visual of a two-by-four, hopefully that provides a little introduction to what we view to be the key concepts of coaching relationships.
I want to spend the next couple of minutes describing the coaching program that we use at OHSU in our undergraduate medical education program. 
So our coaches are privy to all the academic information on students. We use an electronic portfolio, and in a few moments we’ll better elaborate the (inaudible) of the portfolio. But my point is that oftentimes with advising, students choose to share what information an advisor learns about, but in coaching everything is fair game for discussion.

To comply with LPME regulations and also to create a safe space, none of our coaches evaluate students in any other capacity.

Our coaches are paired with students in their college at matriculation. We have college learning communities, and our coaches are aligned with those.

A student cannot change their coach barring an extreme interpersonal problem, which, knock on wood, has never happened.

Our coaches coach five students from each entering class, so they will have a cohort of 20 students is a complete panel.

And our coaches are paid .1 FTEs, and we, in our program, expect them to do all of their coaching during Wednesday afternoons for four hours.

We spend a lot of time on faculty developments and student development as well with how to be a good coachee, but faculty meets at least every month with us to do a number of things listed on this slide. E-portfolio training. We do a lot of mock coaching sessions where we have faculty observers giving them feedback. We like to put faces to names for our other student support services. We don’t, for example, expect the coaches to be therapists, but we want the coaches to know our therapists at our student health center so they can refer students if appropriate.
We really believe in the coaching community of practice, so we do work towards creating that with putting coaches into their own cohorts, and discussing M&M or difficult coaching situations.

We do some specific training such as how we can use motivational interviewing techniques with students.

We do some research in which our coaches are subjects.

We like to acknowledge those who are doing a great job, so we administer impact awards and we do a fairly robust program evaluation and goal setting for the following year.
I want to talk a little bit about the structure of the individual coaching meetings. So the coach meets one-on-one with the student about every four to six weeks. It’s expected to be a fairly structured meeting for most of it. It’s a 30-minute meeting. We give them a form to structure their meetings and document their goals and progress toward goals. We have heard that coaches and students prefer that 100% of the meeting time is not structured, so we do allow for a few minutes at the end to do a more natural, authentic conversation and check in also.

And our program, the coaches meet also monthly with five to ten students at a time in their cohort, and this is where we cover a lot of professional identity formation being and do some group work around things like resilience, and grit, and posture-syndrome grief, and revisiting motivations for medicine. So we have found that those small groups are the best format to cover these topics.

In looking at what a coaching program like ours is doing well, we’ve certainly got student satisfaction level data that is very positive. The students really rave about the coaching program and the coaching relationship and having someone that is there longitudinally for them. And we have seen that these trust relationships are forming.
A fear of mine was that the students or even coaches would not understand boundaries, but we have not heard that it’s a problem with students interfering with the boundaries or contacting coaches inappropriately. 
I feel fortunate that we haven’t had any requests for students to change coaches, and I feel like that’s because the hard work we’ve done at the beginning for – in really defining the coaching relationship, initially students might say, I think I might need a new coach because I’m going into OB-GYN and my coach is a pediatrician. But once we kind of revisit the goals of the program, they stick with the relationship.

Other ways to evaluate our program. We have what I call a COSCE every year where we have an observed coaching interaction with trained standardized students in our simulation lab and education faculty observing and scoring these interactions. We have formed – they are in the process of publishing some validated coaching relationship instruments. And we really appreciate the work that the AMA is doing around figuring out ways to further evaluate students’ master adaptive learning qualities and how coaching can fit in here. It would be wonderful to somehow attribute student improvement to coaching, although, of course, that is subject to a lot of different effects. We use the SMART goal-setting format in our meetings, and so it would be wonderful to see how coaching makes the learners’ goals more SMART. We’ll talk about the SMART format in a future presenter’s slide.
And one thing that (inaudible) is doing that I would love to see us do more of is see how the students self-assessments compare with the coaches’ assessments of the students.

This is a screenshot of the one of the coaching assessment tools that we use. So we focus on defining the relationship appropriate and we can fall back on each of these metrics when we do our students’ and our faculty evaluations.

Kim is going to spend more time on the importance of the e-portfolios in doing this work. And she is going to talk more about the Vanderbilt system. I wanted to show just a couple of screenshots of what we use at OHSU as well. 
We use the REDEI system, which stands for Research and Evaluation Data for Educational Improvement. Ours is also developed in-house, and we have a team of programmers that help support this.
I’m using this shot to highlight that we expect both the coach and students to do some homework beforehand in considering what sort of assessments externally they’ve received lately and their progress on their goals and any new goals they may want to work on.

And we are able to track our students’ assessments, not only by course, such as pulmonary and renal, but also by threads. We have a really robust system with a ton of data, and we think tracking by threads really allows for some more detailed conversations rather than just what did you get on your overall end-of-block exams.

We are also using our REDEI system to track competency progression and EPA progression because while though, again, reiterating that e-portfolios are a nice way to do data visualization in a way that can really engage the learners.

Here is a screenshot of the section where we follow what level of pre-entrustability or entrustability a student is in their competency attainment.
And finally here’s an overall view of how one particular student is doing on each of our OHSU UME competencies, with the student performance shown in color and the class average at that point in time depicted by the black diamonds.

All right. And so in closing my section of the programming, I’m curious how likely are people to incorporate coaching concepts into their program now.

While you all are thinking and noting your poll answers, I also just wanted to take a moment to highlight that a number of us in the AMA group are currently working on a coaching handbook for faculty development that we’re publishing in the fall, so keep an eye out for that. It will go into a lot of these concepts much more deeply.
So, great. It looks like an array of opinions on potential take-home actions from this webinar. So I appreciate your attention. This completes my section, and I’ll turn it back over to Rich again.

Thank you, Nicole. We have some questions, but we’ll save those for the end.

Kim, if you’re back, we’ll ask – 

I am here. Can you hear me?

Great. Yes, we can hear you perfectly fine. Why don’t we go ahead and back the slides up to your beginning and you can start.

Yeah, my apologies to everyone. Despite our best attempt at troubleshooting, but glad we’re all together now. And I will be able to connect with a lot of the things that Nicole has already covered. But we’ll go back a little bit to the beginning here of – whoops, we went too far – thinking about some basic principles of competency-based education.

Terrific.

So I’m working in a space, both through the AMA and the AAMC. There’s certainly a lot of not only national but international attention to thinking more deliberately about assessing our students’ competence.

Okay. All right.

So the question is, why change? And I think, as Malcolm and Rick outlined at the beginning, many of the things that warrant change just in the fact that the healthcare system itself has changed and therefore the needs of our trainees. And Nicole touched on the fact that we’re thinking differently about really coaching each individual student to their optimum performance. And so I think these things all come together and recognizing that we – what we have been doing traditionally may not be the best strategy for what we need moving forward.

And really the competency-based approach has us start first with what are the desired outcomes. And the real appeal for this model for many of us who are engaged in it is that it really anchors our work around students in the care of patients. And ultimately this whole movement is really motivated by a desire to ensure that our graduates are truly prepared to serve those patients safely and well.

And so by starting with those desired outcomes, what are the new skills in the evolving healthcare system. And it’s those identified skill sets that then drive both the type of learning activities we should offer as well as inform the assessment that we should undertake to ensure that each learner has gotten the outcomes that we need.

And so much of that seems very logical, but I think as educators, many of us could confess that it’s really tempting for many people to start first with activities. We could do this, we could do that. And so thinking first about truly those desired outcomes reshapes the type of activities and then pushes us to challenge ourselves with more diverse forms of assessment. We relied in the past in medicine on predominantly medical knowledge assessments, and certainly communication skills, professionalism, etc., are critical as well.

And so a real advantage of the criterion-based approach that competency-based education calls for is that we can not only perform assessment of learning, what has occurred and whether a student has reached the outcomes they need, but we can also use assessment for learning. We all know that assessment is a powerful driver of student behavior. And so taking the information about how someone is performing, feeding that back to them in a very deliberate way, and then enabling individualized pathways to get to those core standardized outcomes is something that this model offers.
And so it is quite analogous to a GPS. This is where you are right now, and if you want to get to this other place, this is the path to follow. And so it’s much more transparent to the learner as well as to the assessors.

In medicine there are several frameworks that are being used right now to talk about those desired outcomes. And so at the graduate medical education level or residency we have competency domains that have been articulated by the ACGME. So broad chunks of ability such as professionalism, communication skills, medical knowledge, patient care, etc.
These are attributes of an individual that can be trained and developed over time. And as one is making that developmental pathway, the milestones articulate certain levels of performance. And so we can see the trajectory of growth in those competencies by charting the milestones.

So this is a framework that is being used in GME, but it is also now being brought into the education of medical students.

Another complementary framework is why we’re here in D.C. right now, we’re working with the (inaudible) on the core entrustful professional activities for entering residency. Now this is a different lens on readiness for work. So EPAs, our tasks, it’s a unit of work. In order to be entrustful for that task requires that the learner can put together and synthetically apply multiple different competencies in order to perform the task at hand.
And so if you look at this chart, it talks about for any given EPA there are several domains of competence that might come into play. And for each of those domains, there are competencies within it that must be performed at a specific level in order to successfully complete the entire task to the satisfaction of one’s supervisor.

The EPA framework relies on, a little more intuitive view on the part of the clinical supervisor, to say are they doing this to the point that you feel confident or “can you entrust them now for this task and for the care of patients.” So this model is felt to be a little more accessible to the routine work in the healthcare delivery system where supervisors are continually granting the privilege of doing certain tasks to various level members of their team based on how they view their performance and what they are ready to carry out.

So an example of how these two things interact, they are not mutually exclusive, but they are inherently very complementary. If you take the example of performing an informed consent or shared decision process with a patient around some major procedure. In order to successfully do that task to the satisfaction of the supervisor as well as the patient and the family, the trainee has to bring to bear medical knowledge, has to have good communication skills, and must present themselves in a professional manner. All of those competencies must be there in order to perform the task.

If they’ve done the task well, you can assume that they performed those competencies adequately. But if someone is not ready to be entrusted with a task, if for some reason the supervisor is not satisfied, it’s helpful to step back over to competency framework to unpack it for the learner to direct their future learning. And so if a student has inadequate knowledge of the procedure, then they are not going to be able to do the interaction regardless of how strong their communication skills are and vice versa.
So these two different frameworks, as I said, are integrally related and both of them are going to be valuable when you move forward with competency-based approaches.

As I mentioned earlier, what is a real appeal of the EPA approach is this notion of assessing in context. And so we certainly have traditional assessments of our students outside of the workplace that are important and remain important. However, how can we capture their ability to truly function in this complex and rapidly-advancing system, and how do we help them if they have identified an area in which they are struggling. And so trying to get meaningful input from the people who are working with students and residents in the frontlines every day is a critical focus of the competency-based approach.

So we have a little bit of a scenario for you here, and we’ll do a poll in a minute. But this is a scenario taken from the published Curricular Developers Guide for the Core EPA Project. And so there are many illustrations in here and vignettes about what this looks like.

And so essentially is sent to get informed consent for a flu shot, and he pops out of the room and says, All good to go, here’s the form and it’s signed.

And then the supervisor recognizes that the section addressing contraindications to this flu shot is not completed. And then when the supervisor asks the student, John, about this, he said, well he wasn’t really sure what that was and so he didn’t get into it.

And so given this scenario, we’re asking you to comment about what kind of feedback you would expect to happen for John and what would be most useful here.

So this is a bit of a guess-what-I’m-thinking question and there is a certain degree of social desirability in answering this. It may have been a different example if I had asked you to say what is the typical feedback that you might expect had happened in a true clinical environment when people are busy. But, yes, the point is here that traditionally students have gotten pretty minimal detail in terms of feedback. And so being able to identify in this scenario that not only was the knowledge issue a concern, but also the lack of proactive seeking of advice around that deficit in knowledge is actually probably even more concerning that the student wouldn’t recognize that he didn’t know something but rather than ask someone about it, he just proceeded with task. And so this really anchors the trustworthiness component of the EPA construct. And so for each of the entrustable activities, there are unique skills and knowledge and attitudes that need to be attained. However, overlying every single one of them are some really fundamental behaviors around truthfulness and conscientiousness and knowing one’s limits. And so that’s truly the biggest deficit in this particular scenario is that the trainee did not seek help when they weren’t clear on exactly what they had been asked to do.
So one of the key aspects of competency-based education is this notion of having multiple data points from multiple sources in a very programmatic and intentional way. And so Vanderbilt U talks about programmatic approaches to assessment. And there was a question before the seminar started of what are the pros and cons of competency-based assessment. One of the potential cons is the criticism is that this is a reductionist approach that you get checked off and you’re done and you move on. We at Vanderbilt have taken a more longitudinal view, really thinking about amassing evidence over time from multiple sources so it’s not one-and-done, check-it-off and stop, but continually reassessing critical activities and skills in increasingly-complex environments.

And when we get data from multiple sources and put it into a portfolio over time, we can start – the pixels start to fill in the picture and we can start to see the development of that learner and their general growth.
So this does blur the traditional lines between the relationship of formative and summative assessment. I think we have, in the past, presented formative techniques to the students as a safe base where they could do anything wrong and if that data is ultimately seeding into this sort of dashboard, we need to be a little more transparent with them that these are formative in the moment but it is contributing to our overall view. So we’ve taken – we’ve kind of moved away from using that language so that we don’t mislead students.

So here’s a quick screenshot of one of our dashboards, and so we have – this is looking at interpersonal communication skills and the ability to effectively communicate with patients and families. 
And so this dashboard actually has multiple sub-competencies within it – or competencies within it. and then the data is coming in from various sources. So the shapes and the colors reflect different sources of input as well as different assessors that might be contributing to the process.

And we expect this to be a scattered thought. The students are in multiple different settings. Each case scenario is a very complexity. And so we don’t expect it to be a clean line, but I think what you can see is a general concentration over time to a higher level of performance.

Now coming back to Nicole’s comments, where we find our coaching process particularly valuable is in interpreting this data. And so if you see, towards the right end of the screen, later in time, there are a couple of stray lower marks. We can drill down in our live system and click on that and go to the original form. And we can get the details, who is giving the feedback and in what setting did it come. And so this particular example, it was coming from an ICU setting, and so we would expect that there could be a bit of a setback in performance based on the context.

And so for us, as Nicole said, that it’s important to have a structure around this whole process for the students. It needs to be a process that they engage in on a regular basis with some guidance. And so you routinely have cycles where the students look at their data, with their coaches. They perform a self-assessment first. Compare that to the assessment of the coach. The two of them render a joint decision and then feed that into the personalized learning plan of the student.
And we found that that process helps mitigate against potential error in the data itself.

So we asked here if anyone is using any portfolio like this. I think people were asked already with Nicole.
So it looks like predominantly people have not done this yet, and that’s a pressing conversation nationally about how do you get the informatic support for this.

So a couple of brief comments to wrap up my section and then I need to hand it over to Bill.

But fundamentally, this is calling for a culture change in how we think about assessment. And in medicine, a lot of the students’ pressure is around competitive grades, that feed into the process of getting a job later as a resident. But this really forces us to think back again to the primacy of the patients. And that when we allow someone to just kind of trickle through the system and percolate after a certain amount of time and go forward, we are giving them meaningful responsibilities. And so a competency-based framework appeals to me personally because we’re being more diligent to be sure that each trainee is prepared for the breadth of things that they are going to be called upon to do. And that just having time in the system is not a guaranty that that is going to happen.

And so the culture change for the frontline assessors or the clinical supervisors involves shifting from judging whether someone is an honor student to reporting the behaviors that the supervisor sees. And that report of the behaviors, whether they be good or bad, is percolating through that dashboard system allowing us to identify trends. That doesn’t say we don’t regard that the overall professional judgment of those assessors, that’s equally important. But it allows people to flag things that they may be worried about which in the past they would have been concerned could damage student. Now it’s just one of the data points on the dashboard.

We’re still dealing with some of the student challenges around this. I think it’s always hard for us to put ourselves in the shoes of those young people, and how it would feel to have someone looking over your shoulder and knowing every bit of detail about your performance. And so learning more about these relationships with the coaches and the people who look at that information and helping us to see how we can use this data to truly help every trainee be ready for the responsibilities is critical because right now they feel like it’s all about the grades and the match, and so there is some uncomfortable interactions around this for our students and we have to keep working to build their trust.

And Nicole has already spent a great deal of time on coaching, but I just – even though a lot of sites talk about the fact that it’s very resource intensive, if we think about how much resources are poured into coaching for other things, sports and dance and performance, it makes logical sense that we would do this in medicine as well.

Great. Well this is Bill Cutrer, and I look forward to finishing us out for the day. Thanks so much for participating.
(Inaudible) this idea of competency-based education is really predicated on the notion that the individual student can learn and improve. And it goes back to the comment about the GPS that Kim brought up, that they have to know where they are, and they have to know where they want to go, and so that’s part of what we can help.

And so this idea of a master adoptive learner really came out of the AMA’s group. It started as a lifelong learning group. It started reviewing the literature. And really came to think about what does that learner of the future need to look like? What are the skills that they need to have? What are the traits and characteristics of that learner? And how do we build towards that, both in our curriculum and then definitely in the assessment processes?

I just wanted to spend a few minutes thinking about this.

And so you’ll see this head here. This is our idealized learner. We’re trying to get inside the mind of our learner. And we think that there’s a few things that you’ll want. 
So you’ll see in the ring around the outside a constant ideas of critical thinking and reflection. And so it’s interesting, already in the comments today about the coaching process and the whole (inaudible) debate process. In general we’ve already talked about the students reflecting on where they are, where they need to go, and what they have.

We’ll see that there are four gears there, and those are the big four phases of what we think is this master adaptive learner process. And they really combine two models. One that was a staged learning for physicians that came out of literature from Don Moore (sp) and Ken Stotnick (sp) and some others, as well as the self-regulation literature that led to multiple stages of learning.
And so you’ll see in the upper right gear Planning. And so this starts with the learner actually spending time planning what they are going to learn, how they are going to learn, and moving forward. This is often a step that is missed by early learners. They just want to jump right into the learning, which is that lower right gear.
So within that first gear you’ll see a few things. They have to identify a gap between what is and what could be or should be. And that really is that moment of recognizing, I’m not perfect. I’m not exactly where I want to be. So it goes back to that GPS, and I think portfolio data, coaches can be very helpful in identifying that gap for the student if they haven’t been able to do it for themselves.

And to then move on to select one of those gaps. Myself, for example, I know in the course of a day in the ICU taking care of patients, many gaps in my own knowledge come up. And I have to select one of those. I can’t go home and learn all of them each night, but I need to prioritize and help me decide where to spend my time and effort.

And then they have to actually search resources out.

Within that area, we think there are a couple of skills that are very, very important. So the first is questioning. So some of that comes with the desire to always be asking and learning more. Some of it is the technical ability to ask a good question. Is it searchable? Is it something that they can investigate? 
Being able to prioritize a variety of different learning opportunities. Being able to set goals. And ultimately search for those different strategies – different tools to help.

So after they’ve spent some time up front planning, we ask them to then move into the learning phase where they actually engage and the learning begins. Most of the learners want to jump right to this stage.

Within that we think there are two critical stages. One, that of critical appraisal. Being able to actually search for learning resources, decide which are the ones that are most useful and applicable now.

And then learning strategies. So there’s a lot of ineffective strategies that are often used by our students, as well as by ourselves, for anybody that highlights, re-reads, crams for things, those are all very educationally-proven strategies that are very ineffective. So we want to help our students learn about strategies that are effective.

From there it moves over into the assessing phase, which is the one that I think aligns the most with the portfolio process. This is informed self-assessment. So the ability to look at the data about yourself. So it’s not unreflective, uninformed self-assessment that’s the natal gazing, if you will, but it really is taking data about yourself as a learning, looking at it, looking for ways to improve, and comparing that with external feedback.

And then lastly is the change. What is going to be done differently based upon this new learning? How are they going to incorporate that learning into practice?

But you’ll see the skills here really are – most enfold, but specifically the ability to implement this for an individual versus a system. So if I learn about taking care of a certain type of patient and I have to change my practice, that’s very different than I have to change the practice of my entire group. And there is some change management involved there.
And then lastly the idea of routine versus novel application. Am I applying this to a routine problem that I see all of the time? Or is my new learning something that would be applied to a new challenge that I’m experiencing for the first time?

For those of you that do quality improvement work, this should look very familiar. Those four gears are functionally the PDSA cycle of Plan, Do, Study, and Act. We love that idea of our students thinking about these many types of change, many processes to try to look at themselves to test that change and to see what they need to ultimately move on and work with.

So I want to spend just two or three minutes on practical strategies that we have tried to implement at Vanderbilt to help our students become these Master Adaptive Learners. 
We really want them developing and defining those skills. This is actually housed within our Vanderbilt learning communities. And so learning communities are the academic component of our advisory colleges. It is geared at the students’ development as professionals. So Nicole mentioned the idea of professional identity formation. It’s very much where we do this. It is longitudinal in nature. It spans all four years. And we think that it has a trusting environment within the colleges’ programs where they know and trust each other as well as the mentors that do this.

So a typical session for our students would have some pre-assigned readings, usually 20 to 25 pages of readings. We adjusted that a bit over time. 
They post a question in the online forum based on the readings.

They come for a large group 30-minute talk. It gives kind of a 30,000-foot view of the day’s topic. 
And then they break into their college groups of about 22 students and two faculty mentors to discuss the day’s topic.

And just to give you a quick overview of some of the topics we try to cover that are directly related to this idea of becoming Master Adaptive Learners. We have a session in here, one that focuses on how we learn. Really within that we expose them to the model for the first time. But we really dive in and try to focus on the learning strategies. Because if you think about your first-year students in the classroom, that’s where they are. That’s what they are struggling with. We talk being wrong. We talk about reflection. And give them some tools to do – we have them write a lot of reflections.
And then there is a recurrent theme of medi-cognition that goes throughout the year.

During year two, which at Vanderbilt in our new curriculum, is our clerkship phase, we have a session early in the year about questioning. And how do they ask good questions on the clinical services that really spur further learning. How do they do that in a way that they are always curious. We have a whole session devoted to self-assessment.

And again, years three and four when we pull them back together, we have another session that’s focused on life-long learning.

I do want to note, though, that it’s really important that this idea of the Master Adaptive Learner, that process, the planning, learning, assessing, and adjusting, happens within a larger context. so in the upper left portion of the diagram you’ll see there’s multiple heads. So that’s trying to depict that learning no longer happens in isolation. We’re not in silos, but we learn within the team that we were in. And that there probably is some skill-set related to learning as a group that’s a little bit different than learning individually.

Really importantly is that grayish background color, the work and learning environment. The classroom is one thing where we can control most of the variables, The clinical setting, however, is very different. They see a lot of things, they hear a lot of things that you wouldn’t probably create in this environment, and so we at times have to combat that. Things that we maybe push them towards not revealing where they need to improve.

And then two things to finish up. One, these are the batteries that we think are characteristics or traits of the learners that really drive this process. Curiosity, that desire to know more. To want to improve. Motivation. So being internally motivated versus externally driven. Mindset. This alludes to Carol Dewicks’ (sp) work about the growth mindset and seeing challenges as opportunities for learning rather than roadblocks and a desire to stop and no longer push forward. And then resilience. Angela Duckworth (sp) also talks about grit, but the idea of being able to persevere in the face of challenges for the sake of a long-term goal. And we really feel like this is where the coaching piece fits in. It takes those things that are unique to the student and it helps them apply that to their learning process. So that learning can absolutely happen without a coach, but it becomes more effective, and probably even more efficient, with a coach who can help them identify those gaps, who can help them target where along that process they are struggling, where their difficulties are.
And so that – at this point I was going to hand over to Nicole but she’s already spoken about coaching, so I’ll go ahead and advance the slides towards the end, and in the last few minutes we have I will turn things back over to Rich.

Thank you, Bill, and thank you Nicole for beginning to answer some of the questions in the Chat room.

Let me go back to Kim. I think we have time for one question. Let me go back to Kim with this question, and Kim, the question is, why have sum of assessments when you can use formative over time to get a clear picture?

Thanks for that question. Sorry, I’m going to try to avoid the feedback here. So if we think about that Vanderbilt model that was proposed, it is important to have multiple data points along the way. There certainly still is a role that at certain points in time a certain degree of learning has to have been attained. So you think about any kind of hard stops that people have in their curriculum, or before you enter clerkships you must at least be at this level of performance, or before transitioning to more responsibilities as an acting intern you would have to reach this. And so those are going to be summative points. Now whether they are informed from the data points that have come along the way or whether they are freestanding events like COSCEs, I think would vary among sites.

But I think we will have to continue to grapple with this traditional use of formative and summative and think about what really best prompts the development and ongoing growth of each learner.

Great, Kim, thanks. Maybe one more question, and back to you, Bill. It was a question about how is the Master Adaptive Learner similar to a self-directed learner?

Sorry, Rich. Could you repeat the question for me?

Yeah. The question is, how is the Master Adaptive Learner similar to the self-directed learning or self-directed learner?

Yeah, I think there absolutely are a lot of overlaps between those constructs, if you will. We think that the Master Adaptive Learner piece takes a lot of those, and takes other things that were in the literature, and tries to build a new model. And not just for the sake of newness, but most self-directed models don’t include things like coaching. Most of the self-directed models don’t include some of the things that are really specific and practical, we think, to the medical education environment, the critical appraisal and some of those pieces. And so we’ve tried to pull together multiple different conceptual frameworks, self-directed learning being one of them, self-regulated learning being separate, to pull them together into a model that we feel like is really applicable to the medical education environment.
Thanks, Bill.

Well it looks like we’ve reached the top of the hour and we’ll need to conclude the webinar. We hope you’ll be able to join us and continue the conversation and ask questions of our panelists in our online community. We’ll answer all the questions that haven’t been answered and you’ll be able to ask additional questions. You will get the link to that community in an email that will follow the webinar. You should be receiving it shortly.

I hope you’re able to join us during our future webinar on August 21 when Dr. Mark Treloa (sp) from NYU will be discussing the use of Big Data in teaching population health.

And finally I hope to see you all at our Change Med Ed meeting in September in Chicago.

Thank you for your attention. Sean, do you have any other words? So hearing nothing from – no other comments from EDUCAUSE, again, thank you for your attention, and we look forward to continuing the conversation in our community. Thank you.
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