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POSTER AUTHOR(S): Gloria Fioravanti; Daniel Longyhore

PosTer TITLE: Institutional Collaboration to Enhance Internal Medicine Resident
and Pharm.D. Education: A “Win-Win” Project

Background

A college of pharmacy was seeking an ambulatory training site for its sixth year
pharmacy students. In collaboration with our Internal Medicine residency, a program
was developed to train pharmacy students in the ambulatory continuity Internal
Medicine clinic and to enhance resident education in clinical pharmacology.

Structure

A dedicated pharmacy faculty member and rotating doctor of pharmacy students
provide three major learning experiences for the resident staff and patients. First,
they are available in the clinic to assist the residents with pharmacotherapeutic
guestions in the daily care of their patients. Second, they perform pharmacy consults,
meeting with patients to address specific issues. These include providing patient
education, reviewing medication regimens and discussing adherence issues. Third, the
pharmacy faculty and students give monthly didactic conferences focusing on the
mechanism of action and application of drug therapy, therapeutic classes, and various
inter-class subtleties through lectures and active learning exercises.

Resident Feedback

The resident staff was surveyed. The feedback showed that this collaborative learning
environment improved the residents’ educational experience. (See attached
summative survey results)

Summary

The integration of pharmacy faculty and students in the ambulatory Internal Medicine
clinic has provided a valuable venue for the pharmacy students’ education and has
enriched resident education in the competencies of medical knowledge, patient care
and system-based practice. Next steps may include collaboration on quality
improvement projects in the clinic and expanding the discussion of educational topics
based on resident feedback.
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Summary of Internal Medicine Resident Survey of Clinical Pharmacy Services (Total N = 24)
Postgraduate Year [ ] ONE [ ]TWO [] THREE

Please reply to the statements in Q1 through Q3 using the scale provided. The scale ranges from Strongly Agree to
Strongly Disagree. Please answer Q4 and Q5 using the space provided.

Your feedback is very important to assessing pharmacy services in the clinic, so please answer as honestly and
thoughtfully as possible.

Strongly Strongly
Agree Agree Undecided | Disagree | Disagree
1.The involvement of a clinical pharmacist
in my residency education has:
a.) Enhanced my knowledge within different drug 10 12 2 ] ]
classes for common clinical diseases (diabetes,
hypertension, etc.)
b.) Increased my awareness of important factors for
patient adherence (cost, dosing complexity, etc.) 13 10 ] ] ]
c.) Improved my knowledge of significant drug-drug
interactions and potential adverse events 10 5 9 ] ]

d.) Improved my knowledge of available pharmacologic
options for treatment (formulary alternatives, 19 5 ] ] ]
increased therapeutic efficacy, etc.)

2.0verall, the clinical pharmacy lectures have improved
the quality of my resident education. 12 10 2 ] ]

3.O0verall, the presence of a clinical pharmacist has
improved the quality of my resident education. 15 8 1 ] ]

4.In what other ways could a clinical pharmacist improve resident education and patient care? Please provide as
much detail as possible.

Small group pharmacy lectures similar to case based discussions at the start of the clinic session; chart audits to
check if accurate or optimal doses are being given; more lectures on classes of drugs with cost and alternative issues
being addressed; talks on formulary changes and update

5.What specific topics would you like the clinical pharmacist to address as part of you resident education? Please
provide as much detail as possible.

Updates on new medications and new indications for old medications; differences between different drugs in same
class; antibiotics; diabetes delivery systems, prescribing insulins; common drug interaction with polypharmacy,
research and trials on drugs; alternative dosing methods for patients with limited financial resources; alternative
medications; herbal supplements; opiates and dependence, addiction and prescribing mistakes.
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POSTER AUTHOR(S): Tracy Frieswyk, BA; Linda Youmans; Alan Davis; Tom Summerfelt

PosTER TITLE: Reinventing a Community Based Approach to Research and
Scholarly Activity During Residency

Description of issue
Our purpose was to enhance the ability of residents and faculty to conduct research
and scholarly activity in our 15 community-based residency and fellowship programs.

Rationale or pertinence to medical education

Participation in research and scholarly activity is a valuable component of graduate
medical education and an ACGME/RRC requirement. A literature search revealed
common barriers to conducting research and the characteristics of successful
programs. After comparing these factors to current services/resources provided by
our institution, gaps and improvement strategies were identified. An enhanced
research infrastructure, educational resources, processes and tools were created and
implemented to increase the activity and support of community-based residency
programs in research and scholarly activity.

Description of educational innovation

The following resources and tools were created and/or disseminated:

"Survival Guide to GRMERC Research for Mentors and Learners" curriculum

e Interactive website containing the curriculum and downloadable information

e Pocket sized evidence-based medicine (EBM) flash cards

e Evaluation tool for assessing research competency

e Orientation sessions on research and scholarly activity for all incoming
residents

e Multiple research education sessions for current residents and faculty

e Interdisciplinary Research Advisory Committee

e An expanded annual Community Health Research Day (400+ attendees)

Conclusion

Easily accessible, comprehensive research resources and education provide significant
support to community-based graduate medical education, appear to increase research
activity, and promote the core competency of practice-based learning and
improvement.
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PoSTER AUTHOR(S): Joseph Koch; H. Brent Bamberger, D.O.

PosTER TITLE: Triple Play: Achieving Competency Training, Assessment &
Improved Scholarly Activity

Introduction: Description of the Problem and Rationale

Integrating the AOA Competencies and scholarly activity into a residency curriculum can seem
challenging, but we felt these requirements could readily be addressed by simply modifying
existing activities. Using the AOAO Poster Session as a training vehicle, we demonstrate how we
integrated teaching and assessment of each AOA competency in a scholarly activity exercise which
yielded poster participation by every resident in an orthopedic surgery training program.

Methods
< All twelve (12) orthopedic program residents were invited to participate in an AOAO
Conference poster session. In prior years, typically one resident per year participated.
The project began with resident selection of clinical topic.
Residents were provided with:
= aclinical faculty mentor;
= information on basic poster design/elements;
= editing and layout assistance.
% AOA General Competencies were explained and discussed, to demonstrate how they could
be integrated into a poster, and the reasons for doing so.
«+ Each poster was reviewed by the entire group for clinical content and presentation
aspects, using the AOA General Competencies as a benchmark.

3

8

3

8

Results and Implications
» Unprecedented participation!
= For the first time in program history, every resident completed a scholarly
project for AOAO presentation.
= Production increased from 1 to 14 posters!

» Demonstrated Integration of the AOA General Competencies:
= We developed parameters from the AOA General Competencies and applied
them successfully to assess resident performance.
= The poster and written assessment tool now assist the program in
documenting resident competence.

» Improved presentation process:
= Residents no longer intimidated by the process.
= Clinical mentoring, editing, and design assistance made things more user-
friendly.
* Provides encouragement for future projects.

» Application to other activities:
= This process can easily be adapted to encourage residents with writing
scholarly papers.
We can now use this competency model in other activities, including journal club and resident
lectures.
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POSTER AUTHOR(S): Judith Kunkle, Ph.D.; Vanessa Meyer; Mark Juzych, M.D.; Julie
Sullivan

PosTeR TITLE: Good to Go: Changing residency programs from one sponsoring
institution to another - the Detroit Medical Center/Wayne State
University Experience

In November 2006 the Detroit Medical Center and Wayne State University School of
Medicine concluded initial contract negotiations regarding Teaching, Physician
Services and Graduate Medical Education including the number of programs that
would remain within the joint sponsorship umbrella. As such, several programs,
including all pediatric, some surgical subspecialties, and some of the primary care
programs, were given the green light to either 1) change sponsoring institution upon
approval of the ACGME or 2) start a new program under a different sponsor that
included either the Detroit Medical Center or Wayne State University but not remain
jointly sponsored.

As such, many administrative, operational, accreditational and material decisions
were made in order to 1) maintain the residencies that were jointly sponsored, 2)
establish new residencies with differing sponsorships, and/or 3) to transfer
sponsorship to sole sponsorship within or under the Detroit Medical Center or Wayne
State University. Underlying this entire experience was the focus on the resident - the
impact upon the culture, the effect upon the future for residency training, and the
regional impact related to the costs of quality health care in an economically
underserved environment/region.

The purpose of this poster is to provide an overview of the experience, outline the
steps to consider for transferring sponsorship (either to a new sponsor or for sole
sponsorship) and to make recommendations for the future as other institutions might
go through a similar situation - particularly with requirements for continuation of
ACGME accreditation and CMS reimbursement.
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PoSTER AUTHOR(S): Richard LaBaere Il, DO, MPH; Maria Fimiani; Heather Kirkpatrick;
Mark Vogel

PosTER TITLE: Be the Change You Want to See in the World

Description of the problem or issue addressed

It is not surprising that interns and residents experience high levels of stress and
burnout (Levey 2001; Thomas 2004). Burnout, anger, and fatigue traditionally
increase throughout the internship year, peaking during the first year of residency
(Tzischinsky et al., 2001, Bellini 2002). Our program seeks to document levels of
burnout as well as improve wellbeing of resident physicians.

Rationale or pertinence to medical education

Burnout is difficult for the individual, but potential for patient harm is increased
when individuals do not optimally perform. Individuals who experience burnout are
unlikely to meet competency in the seven core competencies required by the AOA.
Training programs should seek to prevent the development of burnout, increase the
wellbeing and promote the mind, body and spirit of trainees. Communication of what
works in decreasing burnout and improving wellbeing is important to academic
medicine.

Description of the educational innovation or method used

Our program is a longitudinal curriculum of four retreats to encourage wellness and
decrease levels of burnout during internship. The curriculum presents a model akin to
a compass in which balance among all four points is deemed important for overall
health and wellness: Nutrition, Exercise, Social Support, and a Wellness Plan.
Retreats emphasize acquiring knowledge and practice skills in each of the four areas.
Interns leave retreats with an individualized wellness plan to implement that is then
modified in future retreats and reviewed with the internship director during
evaluation meetings.

Summary of conclusions or implications

Data collection has involved evaluation of the program during each retreat as well as
collection of the Maslach Burnout Inventory, Daily Stress Inventory, and the
Multidimensional Scale of Perceived Social Support. Longitudinal data on burnout and
wellness among our interns as well as conceptual and practical issues involved in
designing and implementing an intern wellness program will be presented.
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POSTER AUTHOR(S): Sanghee Rose Lee, DO; Humayun Chaudhry, DO, MS; Chellappa
Kumar, PhD; Duane Moise, DO

POSTER TITLE: Multimedia On-Line Orientation of Internal Medicine Clerkship

DESCRIPTION OF THE PROBLEM/ISSUE ADDRESSED

Most hospitals provide orientations for the students starting their internal medicine clerkships. General
information about the goals and objectives of the clerkship, evaluation processes, hospital schedules
and other information are distributed. There are also many textbooks and handbooks students read to
prepare for the internal medicine clerkship. While these resources are helpful in the preparation of
the clerkship, many 3™ year medical students starting their first internal medicine clerkship find
themselves lost, confused and anxious as to what is expected of them. Recognizing the need for more
visual, thorough and practical orientation, our institution has developed an on-line multimedia 3" year
internal medicine clerkship orientation that is accessible to the students from both on and off campus.
A student who has completed viewing the on-line orientation will have a clearer expectation of the
rotation and will know how to deal with many of the daily tasks confronting him/her, starting from how
to interact with patients and other members of the hospital staff, to addressing electrolyte
disturbances, reading CXRs, performing venipunctures, and signing out at the end of the day. At the
end of the on-line orientation, students are required to take a self-assessment quiz.

RATIONALE/PERTINENCE TO MEDICAL EDUCATION
By having a clearer understanding of what to expect, and what is expected of them, students will be
better prepared and derive optimal educational benefit from the medicine clerkship.

DESCRIPTION OF THE EDUCATIONAL INNOVATION OR METHOD USED

In order to effectively deliver the vast amount of knowledge/ materials necessary for students to do
well on their internal medicine clerkship, we have organized an on-line orientation to mirror the
typical medical student’s day on the medical ward. Through the reenactment by actual medical
students and a professional actor acting as a patient, students actually see what a typical day of a 3"
year medical student is like on the wards. Starting with the initial patient encounter, the students will
be shown how to perform patient interviews, how to do H&P, how to write proper progress notes and
how to present during resident and attending rounds.

In order to make the orientation more practical and interesting, a case involving multiple organ
systems is presented on-line: community acquired pneumonia with electrolyte abnormalities, acid/base
disorder, EKG changes and CXR abnormalities. The student viewing the orientation has an option of
clicking on a short refresher lecture for each topic with which he/she is not completely familiar. The
refresher lectures help to reinforce what students already and should know for their clinical years.

The students can also view, as part of the on-line orientation, videos on how to perform certain basic
procedures, such as venipuncture, placing intravenous catheters, LP, etc.

Other helpful and practical information included in the multimedia on-line orientation is review of how
to do a literature search, access to Bates’ Visual Guide to Physical Examination, acceptable
abbreviations, acronyms and symbols and how to use a PDA for patient logging. At the end of the
orientation, students take a self evaluation quiz to assess their understanding of the materials
presented.

SUMMARY OF CONCLUSIONS/IMPLICATIONS

Whether or not you eventually become an internist, the internal medicine that medical student learns
will form the foundation for any future clinical practice. We believe a thorough and practical
multimedia on-line orientation is an effective tool to help these students start out on the right foot so
they can maximize their educational experience.
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POSTER AUTHOR(S): Kimberly Mahoney; Susan Abbott-Moynihan

PosTER TITLE: Not Your Style? It’s Versatile!

Description of Issue

At last year’s AHME meeting, we reported on the integration of our hospital’s service
excellence initiative with the General Competencies for residents [Not Enough Time?
(Learn to Combine!)]. Custom Learning Systems modified their standard program
targeted to other hospital employees to meet the needs of the resident physicians.
However, in the initial train-the-trainer sessions, it was clear that the proposed
leadership guide was not met with enthusiasm. Our challenge was to redesign the
curriculum to meet the demands of the individual disciplines. It was evident that
forming a focus group of faculty physicians representing each residency was needed to
gain department specific input for adapting the modified curriculum to our needs.

Method

In December 2006, David Dworski Ph.D., from Custom Learning Systems Group,
facilitated an all-day session with the identified faculty trainers from each discipline.
Spirited debate, yielding valuable insight for improvement, led us to modify the 12
one-hour monthly sessions in the proposed curriculum. The challenge was to sculpt a
more concise, flexible curriculum that would allow physician trainers to make each
module relevant to their specialty while retaining the customer service focus.

Summary

The proposed curriculum was shortened from 12 one-hour monthly lectures to a set of
5 one-hour lectures flexible enough to meet the needs of each residency program.
Attendance is taken by each chief resident which is sent to Medical Education.
Residents who cannot attend their residency’s session can either attend another
program’s session or view the presentation on video. This model was implemented in
January 2007, and completion is targeted for the end of June.
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PosTER AUTHOR(S): Timothy Meneely, DO; Bharat Gopal, Nancy Barrett, Brian Earley

PosTeR TITLE: Evaluating the Competencies: A Comprehensive, Longitudinal
Approach

Description of the problem

Our Family Medicine Residency Program was dissatisfied with its existing evaluation
process. The former evaluation system was limited as it addressed resident
performance primarily during rotations.

Rationale to medical education
Moving to a competency-based evaluation system allows us to assess individual
competency achievement and identify group needs for future planning.

Description of Method used

Program faculty identified programmatic elements in resident education and assigned
them to the appropriate AOA competency category. Major categories included
monthly rotations, resident clinic, resident presentations, manipulation clinics and
participation in community clinics. The faculty also weighted each activity in
individual competency areas. A new resident evaluation system was developed to
reflect the relative weights assigned to each category. Because the new evaluation is
competency based rather than activity driven, the program is better able to assess
elements that were previously not evaluated, such as Journal Club, and include them
in the overall resident assessment.

Summary of Conclusions

The program has developed a comprehensive, longitudinal, behaviorally-based
approach to evaluating AOA competencies. Preliminary results are encouraging.
Because the new system includes data from multiple sources, quarterly reports now
more accurately reflect overall performance. By more clearly identifying resident
strengths and weaknesses, we are also able to give feedback that is constructive and
focused. The program plans to further refine the survey instruments based on
additional faculty feedback. Other plans include the addition of a competency-based
resident portfolio to provide another data source for evaluation.
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POSTER AUTHOR(S): Sameh Mikhail; Paul Bernstein

PosTeR TITLE: Selection Criteria for Fellowship: Are We All on the Same Page?

Introduction

The number of internal medicine residents who plan to apply for fellowship continues
to grow according to a recent survey conducted during the National In-Training
Examination, an exam taken by 17,258 residents in 2005. Of these residents, 59.7%
expressed interest in pursuing subspecialty training.

Methods

In an attempt to characterize the selection criteria used by fellowship program
directors (FPDs), we emailed them a survey to help identify their selection criteria
when evaluating potential fellows. We also surveyed internal medicine program
directors (IMPDs) and medical residents to determine what they believe is important
to FPDs, thereby recognizing any mismatched expectations in the application process.
FPDs’opinion serves as the gold standard for comparison.

Results

The response rate of FPDs was 52% (562/1088). The eight most important selection
criteria were, in order of importance, the fellowship interview, letters of
recommendation from specialists known to the FPD, the IMPD letter of
recommendation, residency in a University-based program, expressed interest in
research, applicants who do not need an H1B visa, performance during an elective at
the fellowship site and USMLE scores.

When the IMPDs’ and FPDs’ responses were compared, IMPDs overestimated the
gravity FPDs gave to several several selection criteria including the importance of
publications prior to fellowship (Table). Among the top eight selection criteria for
FPDs, IMPDs grossly elevated the importance of four variables.

For the top eight selection criteria by FPDs, internal medicine residents were better
able to predict FPD responses than IMPDs for five out of eight selection criteria.

Conclusion

IMPDs recognize the importance of several of the selection criteria used by FPDs, but
many others are either over- or underinflated. Our study should aid IMPDs, fellowship
applicants and medical students in identifying the variables that FPDs seek and help
them prepare accordingly.
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Table: Rank of selection criteria by FPD and IMPD

FPD

1. Fellowship Interview

2. LOR from known specialists

3. IMPD LOR

4*_ University-based Residency (9)**
5. Interest in research

6. No H1B visa (12)

7. Elective at the fellowship site (10)*
8. USMLE scores (13)**

9. Publications (2)*

10. American medical school

11. U.S citizen

12. Research experience (5)*

13. Chief residency (6)*

14. Phone call from IMPD

15. Well written personal statement

16. LOR from attendings not in fellowship field

17. Applying during residency

18. Extracurricular activities
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. LOR from known specialists
. Publications

. Fellowship Interview

. IMPD LOR

. Research experience

. Chief residency

. Interest in research

. American medical school

. University-based residency

. Elective at fellowship site
. U.S citizen
. No H1B visa

. USMLE scores
. Phone call from IMPD
. Applying during residency

. Well written personal statement

. LOR from attendings not in fellowship field
18.

Extracurricular activities

* Criteria in bold text represent the greatest mismatches between FPDs’ ranking and IMPDs’ best
guess.
** The number in parentheses represents the IMPDs’ selection
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POSTER AUTHOR(S): Dan Miulli, DO, MS

PosTeR TITLE: Institutional Research

Pertinence

Research is a means to build funding for all institutional programs, build recognition
and recruitment opportunities, and build a knowledge base for training students,
clinicians and academia. However, as training programs become more remote from
universities and associated with purely clinical settings, the private practice model
and its characteristics of time-efficiency, minimizing loss, and limited staffing
become more of an interest.

Method

In order to understand the research concerns of faculty in a community hospital
training setting, a survey was sent to all faculty in the OPTI consortium. 150 surveys
were sent out with 104 being returned completed. 10 were returned with the
comment “Do not do research.” The questions asked were: In the past year, have you
participated in any of the following types of research? If you participated in research
in the past year, what percentage of your work load was dedicated to research? Have
you participated in any of the following activities over the past year? Which of the
following research skills do you possess that you could contribute to a research
project? In the past year, did you wish to carry out research, but were unable to do to
one of the following reasons? Are you currently planning to perform research in the
next year? Which of the following do you feel is the GREATEST obstacle in performing
research? Which of the following may increase your participation in research? and
Which of the following may increase your participation in research presentation?

Summary

The results indicated that the greatest obstacle to perform research was lack of time
followed closely by lack of support staff, then lack of funding, facilities, institutional
support, and department support. Faculty feel they posses the skills to perform
research. They would increase their participation if they had a research coordinator
and centralized resource to develop or follow protocols or clinical trials.
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POSTER AUTHOR(S): Dan Miulli, DO, MS

PosTeR TITLE: Resident Work Hour Minimums

Pertinence

Resident hours are limited to no more than 80-hours per week averaged over a 4-week
period. In most circumstances, especially surgical specialties, residents work closer to
80-hours each week. Residents are allowed to have 20 business-work days off per
academic year. There are times when residents need to take unforeseen personal
time off during the academic year, such as to attend jury duty or doctor’s
appointments. Often the time required to be gone is only 2-8 hours. When these
situations occur and the resident misses 8 or more hours per week but still work more
than 40 hours should vacation time be forfeited, should time be added to the
residency, should work time traded, should additional call be taken or should no
additional measures be required.

Method

To develop an institutional policy, a survey was sent to all faculty at an OPTI
consortium. The survey asked about the amount of hours that constitute a residents
work week, resident requests to not be scheduled to work during certain periods, the
minimum amount of time that a resident could work and be considered full-time, if
there is limited work scheduled could a resident leave the hospital grounds, could a
resident come in at specific times and complete work, could residents work additional
12 hour shift that week on a scheduled day off and still not be docked as long as
compliance is maintained, if a resident is ill and can only work 8 hours a day for 5
days is that half time, would these guidelines apply to surgery the same as radiology
and family practice.

Summary

Once the policy was developed and implemented a questionnaire assessed the
effectiveness of the policy. Each remedy carries its own potential untoward
complication.

Issues related to the policy’s effectiveness and its ability to be applied on a global
scale are discussed.
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POSTER AUTHOR(S): Dan Miulli, DO, MS

PosTeER TITLE: Resident Work Hours

Pertinence

After a 1984 death in New York City there developed resident work-hour laws.
However, because of the tenacity of training physicians for learning and of trainers to
instruct it has been difficult to limit resident physician work hours. The AOA has
mandated that every training program limit daily hours, provide a minimum of hours
off between shifts, limit days on call, and provide a minimum number of days off per
month. Although there are limits, there remain difficulties in compliance.

Innovation

In order to comply there needs to be a shift in training, learning, and work ethic
philosophy, a way to record daily hours, a willingness and means to monitor the
record of hours, and a consequence to non-compliance.

Summary

Although most difficult, changing philosophy can be accomplished through AOA
mandates, repetitive national, local and institutional Program Director and faculty
training sessions, OPTI and institutional mandates, and continuous resident
instruction. Recording daily work hours must be placed into the hands of the resident,
except in limited programs, in small institutions, where residents stay on-site and in
contact with a coordinator. Residents will record hours only when and how they
believe it is beneficial to their training. It must be recorded in a manner which can be
accessed daily by coordinators, faculty, program directors, DME, and OPTI officials. It
cannot be determined that hours will be recorded unless hours are monitored at all
levels. Initially, hours must be monitored daily at the program level, and only when a
custom has been developed and fortified can the review time be increased. Hour
violations must be reported foremost by the resident, by faculty, then by the
coordinator, and importantly by the program director or director of a service. If there
are near-violations or flagrant violations, corrective action plans should be initiated.
Any violations should result in immediate time off and reporting to DME and OMEC. If
there are recurrences then there should be OPTI involvement and an institution
corrective action plan.
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POSTER AUTHOR(S):  Lorenzo Pence, DO, FACOFP; Haylee Heinsberg; Helen Baker,
Ph.D.
PosTER TITLE: Use of Resident-Led Community-Based Interdisciplinary Teams in
Teaching Core Competencies

This poster demonstrates a model for facilitating development of postdoctoral core
competencies through resident-led interdisciplinary teams that address the needs of
rural communities and related implications within a clinical setting. This curriculum
relies on small group, resident- and student-directed learning to assess, research,
plan, develop, implement, and evaluate a community health initiative based on
Healthy People 2010 Focus Areas.

The team consists of a faculty preceptor, a lead primary care resident, one or more
medical students, and at least two other health professions students. The participants
work together during a month-long rotation as an interdisciplinary team. Each
participant also selects personal competency goals. The team develops a Team Work
Plan using community resources and other human service agencies to assist in
achieving the selected objective(s) and further develop the chosen competencies.
Team members develop skills for serving on or leading a team; collaboration with
other health professionals; medical knowledge; health promotion and disease
prevention skills; interpersonal and communication skills; and professionalism.

For example, after one team investigated hepatitis C in the local rural community,
developed related health education materials, and made multiple interventions, the
resident leading the team was interviewed by local newspapers and a television talk
show. A second team focused on cervical cancer prevention and developed a public
service announcement which was broadcast 252 times. The team made presentations
in the public schools and to a female church group, and the lead resident presented
the model at a state conference. While other teams focused other Healthy People
2010 areas, all included similar educational requirements.

All six osteopathic graduates of this residency program who led these teams have
accepted positions in rural primary care.
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PosSTER AUTHOR(S): Johnathan Rohrer, PhD; Carolyn Pfeifer, BA; Luke Sandel, BA

PosTer TITLE: Using Handheld Technology to Create Logs for OB/GYN
Procedures

Description of the Problem

Resident logs of procedures to document clinical competence of residents provides a
challenge for residents and program directors in efficiently tracking resident clinical
experiences and evaluating those resident experiences. The osteopathic specialty
college for OB/GYN had tried to makes logs immediately accessible to residents and
program directors through handheld technology and web-based recording of logs. Two
methods, the use of ACGME logs and a logging program developed by a
pharmaceutical company, proved unsatisfactory. After careful research of many
application options, the specialty college tested a logging program that was
developed for handheld technology, piloted at four local hospitals, and adopted for
all AOA approved OB/GYN programs.

Importance for Medical Education

This project began at a very small program level in trying to develop logs that are
easily accessible for residents, easy to use, time saving, and easy to sync to a server
so that faculty can view the logs. This project will discuss the use of handheld
technology in residency programs, and provide a model for change and assessment in
medical education.

Description of the Educational Method

OB/GYN procedure logs were written using Pendragon Forms Enterprise Edition 5.0.
Organization of the logs was divided into obstetrical and gynecological procedures
according to planar or body regions with a separate category for ambulatory
procedures. Four hospitals with 42 residents did the alpha pilot of the project with
multiple sessions for program directors and residents on training and implementation,
establishing the most appropriate nomenclature and categorization for procedures,
and critiquing the ease in using the technology applications such as direct online
recording and synching from a handheld device. Residents were assessed regarding
helpfulness of training, ease of using forms, web applications, generation of reports,
technical help desk support, and suggestions for new fields. As a result of the alpha
pilot, the program now required, is implemented at 30 hospitals for 96 residents.

Summary and Conclusion

As a result of this project, much can be learned about educational innovation in
graduate medical technology. Data will be presented regarding the impact of this
educational intervention, learning will be shared with recommendations for
implementation of handheld technology for individual programs, and next steps in the
use of handheld technology will be discussed.
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POSTER AUTHOR(S): Johnathan Rohrer, PhD; Eric Zemper, PhD

PosTER TITLE: Assessing the Core Competency of Patient Care Using the 360
Degree Evaluation

Description of the Problem

Both ACGME and AOA accredited residency programs are responsible for documenting
the assessment of resident attainment of the core competencies. The ACGME and
AOA Toolboxes provide templates, of which the 360° evaluation is often regarded as
the gold standard for resident competence assessment. The 360° evaluation, while
promising a full range of assessment data on individual residents, has particular
problems that must be addressed to fully realize the potential of this instrument.
Very little has been offered in the medical education literature on actual examples of
application that provide templates and lessons learned on application. Patient care
provides unique challenges in assessment, and the use of the 360° evaluation
instrument in this pilot project assessing the patient care core competency provides
an opportunity to educationally critique and discuss the instrument as well as
competency in patient care.

Pertinence to Medical Education

Competency in patient care is particularly hard to assess, and clinical faculty often
feel they are doing this well and need no assessment. Additionally, administrators and
faculty often find the 360° evaluation time-consuming and cumbersome. This pilot
project uses the 360° evaluation to assess patient care, and will provide templates for
thinking about this competence assessment, as well as lessons learned and
recommendations for use of the 360° evaluation.

Description of the Educational Method

The 360° evaluation instrument was used to assess resident competence in patient
care according to core competency guidelines at two hospitals in a multiple hospital
consortium. Ninety residents and interns across all years of training were assessed,
representing eight specialties. Clinical faculty, colleagues and peers, nurses and
clinical support staff, and patients assessed each resident. Three individual forms for
hospital staff were used to assess the three elements of patient care (information
gathering, diagnosis and treatment, patient counseling), while patients received one
corresponding form in “patient friendly” language that covered all three areas.

Summary and Conclusions

This poster will provide an overview of the forms used to assess residents and the
assessment process and conclusions of the evaluators. Lessons learned and
recommendations for future application will be presented. This is an important
discussion of core competency assessment of patient care using the 360° evaluation.
The initial data collection has provided preliminary evidence of content and construct
validity of the instrument.
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PosTeR TITLE: Development of Portfolio System for Documenting Resident
Growth and Development in the Core Competencies Across
Multiple Residency Programs

Purpose

As increased emphasis is placed on evaluation of residents and programs in the core
competencies, the ability to document performance and growth of residents in the
competencies has become a necessary component of resident evaluation. One method
of documenting growth and development is a portfolio system. A portfolio system was
developed and implemented for use across multiple residency programs at Genesys
Regional Medical Center based on the core competencies defined by the ACGME and
AOA.

Methods

The competency grid was developed from materials initially developed by St. Louis
University Pathology Residency. By developing a detailed description of possible
portfolio elements with examples along with evaluation tools program directors were
able to pick from a “menu” of items as to what would be included in their program
specific portfolio. Additional items mandated by the GME office were also included.
Finally a “personal” component was developed for materials the resident may wish to
include. A timeline for implementation and the faculty development (strategic
planning) were integral components in implementation.

Results

Results from this implementation project were compiled noting program directors and
resident acceptance and use of the portfolio system. Specific difficulties and
problems encountered in the implementation process were also addressed.

Conclusions

Implementation of a portfolio system can be useful in the monitoring of individual
resident growth in the core competencies, as well as monitoring program
performance. Finally, use of a portfolio grid can aid in identifying areas for
curriculum development related to resident and program performance. The
implementation process itself must achieve faculty (program director) and resident
acceptance to be successful. This model of portfolio implementation and the lessons
learned from it can greatly assist other programs with multiple residencies in the
application of a portfolio program.

Ref.: Saint Louis University School of Medicine. Saint Louis University Pathology
Resident Competency Portfolio. Available at:
http://www.acgme.org/outcome/implement/SLU-CompPortfolioEXPECT05. pdf.

Assessed March 31, 2006.
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POSTER TITLE: An Integrated Feedback-Curriculum Process using a Multi-
dimensional Learning Module

Description of the problem or issue addressed

A structured educational program is essential for the acquisition of core
competencies. Competency acquisition requires clinical experiences as well as
didactic and other methods for training. Graduate medical education programs are
struggling to design valuable evaluation tools that can show the acquisition of the
core competencies at each level of training.

Rationale or pertinence to medical education
We sought to design a curriculum process and materials that are tailored to the
existing skills and knowledge possessed by the house officer.

Description of the educational innovation or method used

We designed an evaluation process that provided performance-specific, numeric data
to trainees. Faculty and program directors score the resident. In addition, the
resident self evaluates her- or himself. Scores are tabulated and the resident
receives self-scores in comparison to faculty evaluation. Their scores are also
compared to other performance norms. Based on a three-tiered performance scale, a
curriculum is generated for each of the competencies that is resident specific. This
curriculum identifies multiple aspects within each competency.

Summary of conclusions or implications

Current AOA expectations are that competency acquisition is not only evaluated, but
also taught using a designed curriculum. We have created such a curriculum that is
performance-based. This process has been used in 28 hospitals involving at least ten
different medical disciplines. Program directors report the greatest utility being used
for review at the 6-month resident-program director evaluation sessions. During that
time, the evaluation results and the curriculum are reviewed. ‘“Assignments” are
given based on the results of the process as well as the priorities for development
that are identified (also on the evaluation form) by the resident and faculty.
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PosTER TITLE: Impact of an Office of Medical Education on Achieving the
Education Mission of an Academic Health Science Center

Objective
To describe the impact of an Office of Medical Education (OME) supported by Clinical
Departments on the educational mission of an academic health science center.

Background

In 2003 the Clinical Department Chairs at Scott & White (S&W), the primary clinical
partner of the Texas A&M Health Science Center College of Medicine (COM), elected
to strengthen S&W’s academic role within the COM by funding an OME staffed with
the Dean of Undergraduate Medical Curriculum, the Director of Educational Research
& Development, the Graduate Medical Education Designated Insitutional Official, and
a secretary.

Outcomes of Establishing an OME

The number of faculty who have adopted academic educational leadership as a
major professional activity has tripled. As a result of a matching funds program
for external faculty development in medical education, in the last 3 years 11
senior staff have participated in the program. Subsequent projects have improved
teaching materials and methods.

The OME website offers residents competency-based modules in research, ethics,
professional issues, patient safety, communication and teaching/learning.

A detailed curricular evaluation of all ACGME and non-ACGME programs
contributed to successful review and full accreditation of all residency programs.
Since 2003 educational research has grown from 6 to 55 faculty presentations,
publications and funded grants with a comparable increase in resident scholarly
activity.

Assessment of undergraduate clerkship syllabi streamlined delivery of subject
material and contributed to the LCME’s approval of a 4 year undergraduate COM
campus at S&W.

Significance
With the financial support of Department Chairs, a small but committed OME can
significantly impact the quality of medical education across the continuum.




AODME AHME

POSTER AUTHOR(S): Elizabeth Vogel; Jenny Bradley; Karen Dillon; Katherine Shaver

PosTER TITLE: Development and Implementation of Research Curriculum

Problem

With the launch of its new research initiative in the fall of 2006, Carilion Health System provided
residents and faculty the opportunity to compete for $250,000 of funding pilot and exploratory
research projects with the potential for expansion and competing for external funding after six to
12 months. Because Carilion has primarily been a clinical community teaching hospital, no
educational support options were available at the time. Faculty and residents faced the dilemma
of attempting to develop researchable ideas, select research designs, and identify methodology
without the benefit of courses.

Pertinence to Medical Education

Research is being strongly encouraged in residents’ graduate medical education experience,
particularly in light of the Outcomes Project of the Accreditation Council for Graduate Medical
Education. At Carilion, nearly all residency programs require some involvement with a research
project and presentation of the results to enhance communication skills, professionalism, medical
knowledge, patient care and safety, practice-based learning or systems-based practice.

Teaching Materials and Methods

Responding to the need for research curriculum education, the Faculty Development Educator,
Research Development Officer, Statistician, and Health Sciences Libraries Manager came together
as a team of research experts who were already within the system, but who had not worked
together collaboratively before. The team developed, catalyzed and implemented a CME-
approved six-course research curriculum that is receiving rave reviews from faculty and residents
across all programs. A course introducing human subjects’ research and the Institutional Review
Board process is being added to round out the curriculum.

The interactive curriculum is taught hands-on in the classroom using participants’ research ideas
to drive illustrations and applications for the classes and to locate viable external funding sources.
The knowledge based resources class is taught in the teaching lab with “students” at computers
searching for literature germane to their own particular project ideas. Classes are also offered
online with a scheduled conference call to facilitate discussion and proposal development.

Although not mandatory, the courses are arranged in a careful sequence designed to help faculty
and residents refine and strengthen their ideas into fundable projects that are feasible,
interesting, novel, ethical and relevant. Each course is offered four times. The multiple sections
of each class offered at convenient times for faculty and residents have enhanced access for
participants. This accessibility, coupled with actively using participants’ input to customize
learners’ experiences, has produced heightened interest in the courses. The curriculum is being
offered twice a year to correspond to Carilion’s internal research funding cycles. Classes are also
being opened to non-physician personnel who wish to engage in their own research project or who
are interested in attending in order to better support faculty and residents in their research
efforts.

Courses include: Turning ldeas into Research Proposals; Knowledge-based Resources, Identifying
Funding Sources, Research Design and Methodology, Overview of Basic Statistics, Writing a
Research Proposal, and Introduction to the IRB Process.
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PosTER TITLE: The Performance Improvement Portfolio for Residents. Does It
Improve Patient Outcomes?

Description of Problem

Family physicians need to promote quality care to help patients obtain good health
outcomes. A 2003 report in the New England Journal of Medicine showed that only
54.9% of patients received recommended care. Additionally, trends and practice are
moving towards a pay for performance model where outcomes determine
reimbursement.

Pertinence to Medical Education
Family medicine residents need to learn to evaluate their performance with the goal
of improving patient outcomes.

Methods

To achieve our goal we developed a Performance Improvement Portfolio to assess
changes in resident performance over time. By increasing resident awareness of their
patient population, we hope to affect a change in the care of patients and improved
clinical outcome. Residents were asked to audit their diabetic panel of patients using
electronic health record. These reports assessed predefined goals as recommended
by the ADA for optimal diabetic care. Electronic health record reports were run for
three quartiles. Each quartile was a three month period.

Results

Initially all residents participated in the activity but as time went on participation
diminished. For those residents who participated, there was improvement in diabetic
parameters. Greater than 50% of the residents demonstrated improvement in diabetic
parameters for their patients. Residents felt this was a useful activity and it
prompted 47% of them to improve patient outcome. Residents contacted patients who
needed to control their numbers and took ownership of these patients to help them
improve their health. However, there are many barriers to completion of this
project. The electronic medical record did not make measurements as accurately as
we anticipated and consequently residents had to review their patients manually.
Residents felt that there was not adequate time to complete the required
documentation. Some residents felt this was “busy work” and they were not
interested in completing the activity. Additionally, several of the faculty did not buy
into the activity and thus did not encourage it to the residents with whom they
worked. The PIP can result in improved patient outcomes but we must devise
solutions for the problems that prevented 100% participation.
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PosTeR TITLE: MS Excel® Based House Staff Record System

Description of problem

As GME program requirements increase in volume and complexity, it is challenging to
keep track of how individual house staff are doing with each essential aspect.
Although some excellent web-based software products are available which fulfill
many purposes, not every hospital can afford them.

Rationale

We wanted to develop an economical and effective way to for all of our GME office
staff to know at a glance how each trainee is doing with all of their program
requirements, paperwork submission, duty hours, lecture attendance and attainment
of core competencies. Since we already had MS Excel at our disposal, we chose to
develop a tracking system based upon it to fulfill these varied needs.

Innovation

We constructed a color-coded spreadsheet which is used to monitor and report the
status of our trainees on all essential areas. Data is keyed in from submitted forms
and maintained on a shared drive accessible to the DME, ADME and support staff.
Sections pertaining to each trainee are printed and given to program directors and
individual house staff to foster compliance. Since this is based upon MS Excel,
statistical analysis is instantaneous and graphs can be readily generated to depict
trainee and program outcomes.

Conclusion
We have found this MS Excel based records system to be an affordable and highly
effective method for administering GME in this era of increasing requirements.




