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October 11, 2012

Council of Pediatric Subspecialties

Council of Pediatric Subspecialties (CoPS)
Profit & Loss Budget vs. Actual
Cash Basis July 1, 2011 through July 30, 2012

Jul 1, 2011 - Jun 30, 2012
Income

Actual Budget
410 Dues 63,500.00 56,000.00
430 Annual Meeting 5,400.00 6,750.00
450 PEEAC Mtg. Profit Share 309.15 0.00
480 Interest 153.44 0.00
Total Income 69,362.59 62,750.00
Expense
500 Administrative Expense 35,238.54 37,000.00
510 Operating Expenses 2304.29 1,750.00
515 Web page 3,938.95 6,000.00
525 PAS Meeting 3088.50 2,000.00
530 Annual Meeting 7,448.43 12,000.00
535 Exec.Cmte.Meetings 4,827.76 0.00
540 Liaison to Other Orgs. 0.00 2,000.00
Total Expense 59,022.49 60,750.00
Net Income 10,340.10 2,000.00
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Council of Pediatric Subspecialties (CoPS)
Profit & Loss
Actual 2011-12 and Budget 2012-13
2011-12 2012-13
Income Actual Budget
410 Dues 63,500.00 59,000.00
430 Annual Meeting 5,400.00 4,500.00
450 PEEAC Mtg. Profit Share 309.15 0.00
480 Interest 153.44 150.00
Total Income 69,362.59 63,650.00
Expense
500 Administrative Expense 35,238.54 36,600.00
510 Operating Expenses 2304.29 2,550.00
515 Web page 3,938.95 6,000.00
525 PAS Meeting 3088.50 3,000.00
530 Annual Meeting 7,448.43 8,000.00
535 Exec.Cmte.Meetings 4,827.76 5,000.00
540 Liaison to Other Orgs. 0.00 2,000.00
Total Expense 59,022.49 63,250.00
Net Income 10,340.10 400.00
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Overall financial status (unaudited):

June 30, 2012 balance: $19,007.34
Independent CPA is currently reviewing our
finances

Will present overall financial review at Spring
meeting
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Issues/Questions?
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Subspecialt es




Fellowship Readiness Task Force

CoPS

Councilof Pedliatric
Subspecialties

Task Force Charge

Background:

« Fellowship Program Directors have some
concerns about the readiness of resident
trainees entering pediatric subspecialty
training programs.

» Changes to the ACGME requirements
allow the resident curriculum to be tailored
to the career plans of the trainee.
€D

Task Force Charge

» This Action Team will:

1) determine the specific qualifications or
characteristics that make a resident better prepared
to enter a pediatric subspecialty training program.

2) suggest a career-focused curriculum that could be
utilized by categorical program directors to better
prepare residents planning a subspecialty career. At
a minimum, input from fellows-in-training, recent
graduates and fellowship PDs, as well as

other relevant stake holders, should be obtained in
the accomplishment of these goals. 61,\3

Fellowship Readiness Task Force

Mel Heyman — Chair  (UCSF)

Christine Barron (Brown Medical School)
Debra Boyer (Boston Children’s Hosp)
Michael Brook (UCSF)

Suzanne Lavoie (VCU Medical Center)
Adam Rosenberg (Univ of Colorado)

CoPS with APPD

€

Fellowship Readiness Task Force

* Have fellows received adequate preparation
to enter fellowship training?

¢ What do former fellows and program directors
perceive as (1) areas that fellows are well
prepared, and (2) areas that residents
entering fellowship are lacking?

€3

Fellowship Readiness Task Force

* How do residents choose fellowships?
— Field of study, then specific program selection?
— Do they visit each program before selecting?

— Do they go by word of mouth/suggestions from
pediatric and/or subspecialty program directors?

— Do they prefer using the Match?

€




Fellowship Readiness Task Force

Do fellows feel prepared for fellowship when they
start?

* How can they be better prepared?

¢ Do fellowship PDs think that their fellows are
prepared for training?

¢ What can be done to better prepare residents as

they transition into fellowship?
€

Fellowship Readiness Task Force
Work in Progress...
Initial steps:

¢ Review current information

¢ Webinar with Gary Freed

¢ Examine current training system by surveying:
— Residents
— Fellows
— Program directors

€9

Fellowship Readiness Task Force
Work in Progress...
Initial steps:
* Review current information

¢ Webinar with Gary Freed

e Examine current training system by surveying:
— Residents
— Fellows
— Program directors

€

Your input....
Name

Subspecialty

¢ 3 attributes residents should have as
they enter your training program

* 3 attributes residencies are doing well in
preparing your incoming trainees

¢ 3 attributes they are lacking

€3

Discussion/Suggestions

CoPS
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Communication Update

Website

Updated home page

—recent news

— history

— organizational structure
* bylaws
* “rules”

— member organizations
* membership description

¢ members with representatives/links

Removed links section

CoPS Website Activity

August 2011-July 2012
e total page views: 103,881
* average number of views per day: 283
* main page views: 28,861
* peak activity: November
— 10,562 page views (10.2%)

Subspecialty Descriptions Activity

* page views: 33,777

¢ average of views per day: 93

¢ peak activity: November
— 5,049 page views (17.2%)

¢ average time each page viewed
—1:43to 3:24
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Individual Subspecialties

* Increased views in all subspecialties
— greatest % in Academic Generalist
— overall 58%
— introductory page increased 38%
¢ Top three subspecialties viewed
— academic generalist
— hematology-oncology
— neonatology

CoPS Website

¢ Needs update

— subspecialty representatives

— CoPS meeting section

— update action teams/work groups
— issues and topics

Subspecialty Descriptions

* At least 2 years old-time to update
¢ Review each subspecialty page
— content
— verify links
— update additional information
* add pictures/video

— instructions to follow

» Descriptions are a benefit of membership

— remove subspecialties that are no longer members?

CoPS LISTSERV

intended as an internal method for
communication

has had limited use
type:

“COPS_REPRESENTATIVES@LISTSERV.PEDSUBS.ORG”
in “To” box

etiquette rules posted on website under
organizational structure

Network of LISTSERVs

¢ connect multiple society ListServs

allow better communication with
subspecialists

¢ collecting information
* will take time




CoPS

Council of Pediatric
Subspecialties

Response to Proposed Changes
to ACGME Common Program
Requirements

Key Issue: Resident Appointments
Initially Proposed November 2011

IIl.A. Eligibility Criteria
I1lLA.2. Prerequisite clinical education for entry into
ACGME-accredited residency programs must be
accomplished in ACGME-accredited residency programs
or Royal College of Physicians and Surgeons of Canada
(RCPSC)-accredited residency programs located in
Canada.

Effective Date July 1, 2014

IIl.LA.3. Prerequisite clinical education for entry into ACGME-
accredited fellowship programs must meet the following
qualifications:

11.A.3.a) for fellowship programs that require completion
of a residency program, the completion of an ACGME-
accredited residency program or an RCPSC-accredited
residency program located in Canada.

11.A.3.b) for fellowship programs that require completion
of some clinical education, clinical education that is
accomplished in ACGME-accredited residency programs or
RCPSC-accredited residency programs located in Canada.

Effective Date July 1, 2015

CoPS Action

¢ survey to fellowship program directors
— November 2011
— 952 individuals (nearly all PDs)
— short time frame
e 256 PDs responded (27%)
— 17 different pediatric subspecialties

Results

¢ 61% opposed the modification

* 54% indicated that the modification would
reduce the number of trainees in their
subspecialty

¢ 53% thought that this would adversely affect
the future workforce in their subspecialty

Comments

Change would

1. substantially lengthen the training of
international medical graduates

2. inhibit programs from training individuals
who would return to their native countries to
be leaders in their subspecialties

3. would discourage highly-qualified individuals
who had completed pediatric training in
England, Australia, and other countries from
considering advanced training in the US




CoPS Response

* written response with survey results
submitted to ACGME November 23, 2011

ACGME Open Forum on Proposed
Eligibility Requirements

* Sponsored by ACGME Committee on
Requirements

* Notified August 13, 2012

e Held on September 28, 2012

* Three to five minute oral presentation

ACGME Open Forum on Proposed
Eligibility Requirements

* “Any organization or person that previously
submitted written comment on the proposed
eligibility requirements that wishes also to present
orally at the open forum may do so. However, as
the Committee on Requirements will have reviewed
all previously submitted written comments, the
Committee strongly urges that any such
presentation be different in substance from the
previously submitted written comment.”

¢ Discussed at CoPS EC meeting in August




Pediatric Training Along the
Continuum — FOPO initiative

Patrick Leavey, MD

FEDERATION OF PEDIATRIC ORGANIZATION!

AAP ABF AMSFDC APA AFPD aFs

y,

Federation of Pediatric Organizations
(FOPO)

¢ Envision the future of pediatrics and align

activity in the profession to that vision
— Child Health Research

— Gender and Generations

— Diversity and Inclusion

— Pediatric Training along the Continuum

FOPO - Pediatric Workforce of the Future
Project Timeline

Leadership Calls

o Update Gl (progress, Algrmnt, Converganc] )

Sub-Team
Update
Calls

Leadership
summit

Sub-Teams: 1) Diversity and Inclusion; 2) Gender and Generations; 3) Pediatric Training Along the Continuum; 4) Child Health Research and Tr

(] Team O reammer [ subTeams [ lanning Team (] AllTeams, Al Members

Pediatric Training along the Continuum

* Examine training issues along the continuum
of medical education from medical school
through graduate medical education and to
continuous professional development post
graduation.

Priority issues include ....

Priorities

Pediatric Workforce:

— balance between supply and demand of pediatricians

— impact of part time pediatricians

— re-entry issues

— retention

¢ Apportionment of care between generalist and
subspecialty physicians (pediatricians)
— scope of practice issues

* Financing issues

— Establish appropriate funding

— Reimbursement — effects on supply, distribution of physicians

Priorities (contd..)

* Define best practices
— most important training issues
* Targeted training
— tracking of pediatric trainees based on career needs

¢ |dentify unmet health needs and design training
programs and post training CME to meet these
needs
— transition from adolescent to adult

¢ Population focus
— advocacy




FOPO - Pediatric Workforce of the Future
Project Timeline

Leadership Calls

Sub-Team
Update
calls

EIlEE

Sub-Teams: 1) Diversity and Inclusion; 2) Gender and Generations; 3) Peditric Training Along the Continuur; 4) Child Health Research and Traning

Leadership
Summit m
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AAP

LEGISLATIVE AFFAIRS

WOULD YOU LIKE YOUR ESSENTIAL HEALTH
REIMBURSEMENT TO INCREASE? BENEFITS

ESSENTIAL HEALTH
BENEFITS




The fellowship match in 2012

Time for a new look?

CoPS efforts in the past

e CoPS challenged by FOPO and ABP

to respond to residents’ concerns that
some fellowship applications are too
early in their resident training.

Task Force

e Surveyed key constituencies.
e Found out that the application process
way chaotic-
m 8 different dates at different times
m Big variations in the process

e Results revealed need to compromise
with Spring match and Fall match.

Current matches

e Spring match- (5)
Gl,Cards,Endocrine,
ID, Pulm

e Fall match-(5) B&D,
Critical care, PEM,
Nephrology, Rheum

e Heme/onc-Nov/may
e Neonatal- May/Oct
e Adolescent- Jul/Nov
e Allergy- Aug/Dec 5
e Peds/rehab-Aug/Jan

and Child psych-
Aug/Jan

Matches by year of training

e 2nd year ® 3rd Year

d g = Fall match-(5) B&D,
2 gﬁ)%ngdmaécf& (5) Critical care, PEM,
.Lards,Endocrine, Nephrology, Rheum-
ID, Pulm Jan/May Aug/Nov
m Heme/onc-Nov/may = Adolescent- Jul/Nov
= Neonatal- May/Oct = Allergy- Aug/Dec 5
m Peds/rehab-Aug/Jan
and Child psych-
Aug/Jan

Key questions

e Should we try to
close this gap and
work toward all
matches in the 3rd
year?

e Should all fellowship
matches be on the
same day?

e Do we need a
repeat survey to
program directors
and fellows to inform
the process?




My proposal
o Move the remaining e Either 1 match day
programs into the or
3rd year... Have 1 date- Nov
1 date- Dec

How?

Restart task force
Revisit the possibilities

Consider a repeat
survey

Outline a plan




Accreditation Council for Graduate Medical Education

The Next Accreditation System
Council of Pediatric Subspecialties
October 11, 2012

Mary W. Lieh-Lai, MD, FAAP, FCCP
Senior Vice President for Medical Accreditation

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Disclosure

#® Professor of Pediatrics (Voluntary), Wayne State
University School of Medicine

# Pediatric Intensivist: Children’s Hospital of Michigan
# A recovering PD (14 years) and DIO (5 years)

# Former Pediatric RRC member

# ACGME-I site visitor to Singapore

# Full-time salaried by ACGME

# No conflicts of interest to report

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Organizational Structure of the ACGME

Institutional Review
Committee

Transitional Year

Council of Review :I‘ ::

—|=—>  Committee Chairs

Review Committee
Policies and
Procedures

Specialty
Review Committees

DAS

(Ad Hoc) Appeals
Committees

Data Services |

Accreditation
Council
(BOD)

Executive
Committee

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

The “New” Senior Vice Presidents at the ACGME

Department of Accreditation Services

# Dr. Louis Ling: SVP for Hospital Based
Accreditation: Radiology, Emergency Medicine,
Anesthesiology, Medical Genetics, Pathology

# Dr. John Potts: SVP for Surgery Accreditation
# Dr. Kevin Weiss: SVP for Safety and Quality

Improvement — CLER and IRC
# Dr. Mary Lieh-Lai: SVP for Medical

Accreditation: Pediatrics, Internal Medicine,

Family Medicine, PM&R, Allergy and

Immunology, Dermatology, Neurology,

Psychiatry

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




© 2012 Accreditation Council for Graduate Medical Education (ACGME)

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




© 2012 Accreditation Council for Graduate Medical Education (ACGME)

The 2005 ACGME Strategic Plan?:
Emergence of “The New (Next) Accreditation Model”

“November 2005 retreat, ACGME Board of Directors
Executive Committee endorsed 4 strategic priorities
designed to enable emergence of the new accreditation
model:

# Foster innovation and improvement in the learning environment
# Increase the accreditation emphasis on educational outcomes
# Increase efficiency and reduce burden in accreditation

# Improve communication and collaboration with key internal and
external stakeholders

1ACGME 2005 Strategic Plan. (Emphasis Added, TIN)

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




The Next Accreditation System

“By changing nothing, nothing changes

Tony Robbins

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

What is good about the current system?

# 1981: 2 major stresses
# Variability in the quality of resident education
# Emerging formalization of subspecialty education

# Solution:
# Emphasis on program structure
# 1 quantity/quality of formal teaching
# Fostered balance between service & education
# Promoted resident evaluation & feedback
# Required support for trainees

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




What is good about the current system?

# Certifying exam results improved

# Residents are prepared to deal with
increasing volume and complexity of
information

# Contribution to clinical advances and
innovation

# Role of PD established as an educational
career path

# Improved formal teaching & assessment

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

What is not so good with the current system?

# Program requirements prescriptive, with
loss of innovation

# 1 administrative burden: PDs manage
programs rather than mentor residents
(burn-out)

# Educational standards lag behind delivery
system changes

# The program information form (PIF)

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




What is not so good with the current system?

# Episodic biopsy
# 4- or 5-year cycle
# “PIFmanship”

Human Nature: Year 1 of a 5-year cycle
“Why do today what you can put off until tomorrow?”

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

What is not so good with the current system?

# 6 months before a scheduled site visit

PANIC!

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




The Next Accreditation System

“All great changes are preceded by chaos”

Deepak Chopra

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Aims of NAS

# Enhance the ability of the peer-
review system to prepare
physicians for practice in the 215t
century

# Accelerate movement of ACGME
toward accreditation on the basis
of educational outcomes

# Reduce burden associated with
the current structure and
process-based approach

# Note: this may not be evident right
away

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




NAS

# Instead of biopsies, annual data collection
# Trends in key performance measurements
# Milestones; residents, fellows and faculty survey
# Scholarly activity template
# Operative & case log data
% Board pass rates

# Scheduled accreditation visits every 10 years with
focused site visits if annual data trends suggest
problems

# PIF replaced by self-study

# High-quality programs will be freed to innovate — detailed
process standards

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

The Conceptual Change
From...

The Current Accreditation System

Rules Rules
Correspond%g Questions Correspond%g Questions
“Correct or Incorrect” “Correct or Incorrect”
Answer Answer
Citations and Citation and

Accreditation Decision Accreditation Decision

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




The Conceptual Change
To...

The “Next Accreditation System”
“Continuous”
Observations

7

Assure that the Program
Fixes the Problem

%

Number of Potential
Problems

&

Promote
Innovation

Diagnose
the Problem

(If there is one)

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Conceptual Model of Standards Implementation
Across the Continuum of Programs in a Specialty

Initial
Accreditation

New
Programs

Accreditation
with Warning

New Programs,
Accredited Programs
with Major Concerns

Probationary
Accreditation

Maintenance of
Accreditation

Accredited Programs without
Major Concerns

Maintenance of
Accreditation with
Commendation

STANDARDS 2-4% 10-15% 75%-80%
gg::i%m Core and Detailed:| | Core and Detailed: Core:
Structure Structure Structure Structure

Resources Resources Resources Resources
Process Process Process Process
Outcomes Outcomes Outcomes

\A4

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Withhold Accreditation  [5¥-S
Withdrawal of Accreditation




NAS

Building the case for milestones.........

[

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Competencies/Milestones
Mid-late this past decade

# Competency evaluation stalls at individual programmatic
definitions

# MedPac, IOM, and others question
# the process of accreditation

# preparation of graduates for the “future” health care delivery
system

# House of Representatives codifies “New Physician
Competencies”

# MedPac recommends modulation of IME payments
based on competency outcomes

# Macy issues 2 reports (2011)
# |OM 2012-2013

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Why Milestones and Clinical Competency Committees?

M completed residency training at a prestigious children’s hospital. His
recommendation letters were decent. During his interview, one of the fellows
remarked that M seemed arrogant. In the first 6 months of his fellowship, he has
been found to “make up lab data” on rounds. He has also reported imaging tests
as “normal” that were later found to have significant abnormalities. He often
forgets to perform tasks or follow up on patient care plans detailed during rounds.
His peers complain that his “sign-outs” are worthless. The nurses complain that he
talks down to them and ignores their concerns. Divisional faculty remark that he is
technically “clumsy” and not very careful with sterile precautions. Faculty from
other services complain that he is dismissive. His lectures and presentations to
the division are superficial and contain outdated information. The faculty mentor
assigned to help him with a research project reports that he has cancelled three
meetings with her.

The program director plans to discuss M’'s poor performance with him at his twice-
yearly evaluation meeting.

© 2012 Accreditation Council for Graduate Medical Education (ACGME)
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M

# Review of other evaluation forms show “scores” in the
good to excellent section; one evaluation is missing

# Comments are few:
# Needs to read more
# Needs to be more organized

# A junior faculty member in the division wants to give M a
poor evaluation but was over-ruled by the other more
senior members of the division

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Evaluations from nurses and families had not
been collected

Had there been a CCC in place looking at
milestones, would things have been
different...........

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Milestones

# Observable developmental steps moving from Novice to
Expert/Master

# “Intuitively” known by experienced medical educators in
each specialty

# Organized under the rubric of the six domains of clinical
competency
& Trajectory of progress: neophyte — independent practice
# Articulate shared understanding of expectations
# Set aspirational goals of excellence
& Framework & language for discussions across the continuum

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

The Continuum of Clinical Professional Development
Authority and Decision Making versus Supervision

Physical Diagnosis

High “Graded or Progressive

Responsibility”

Sub-Internship

Internship

—_—Q

Residency

Supervision

Low

Low Authority and Decision Making——— High

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




The Goal of the Continuum of
Clinical Professional Development

Master

Expert

Proficient

Competen

Advanced
Beginner

Novice ) -
Undergraduate Graduate Medical Clinical

Medical Education Education Practice

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

The “Envelope of Expectations”
Professionalism:
Accepts responsibility and follows through on tasks

Medical PGY1 PGY2 PG AResFi\d;n'e;‘fecti;e’lil‘l;\;nage-s.A3

Sch  multiple competing tasks, and

Expert - effortlessly manages complex
Residentalway circumstances. Is clearly identified

works on mult by peers and subordinates as
and routine cas goyree of guidance and support in

Proficient directly prgvi difficult or unfamiliar circumstances.
overseeing it. lin unncui Licuristanives

. appropriately seeks guidance. Is
Resident fre regularly sought out by peers and

compet!ng de subordinates to provide them guidance.
Vast MAJOrity . vuciiicr teopuriomimucs s

Competent a timely manner. Self identifies
circumstances and actively seeks
Resid  9uidance in unfamiliar circumstances.
assigned tasks in a timely manner in
Advanced g Y

: accordance with local practice and/or
Beginner policy, but still requires guidance in
unfamiliar circumstances.

Resident complet
tasks on time but needs extensive
guidance on local practice and/or

policy for patient care.

© 2012 Accreditation Council for
Graduate Medical Education (ACGME)




Resident frequently fails to
recognize or actively avoids
opportunities for compassion

or empathy. On occasion
demonstrates lack of
respect, or overt disrespect
for patients, family members,
or other members of the
health care team

a

G O e

o

e

=

Honesty, integrity, and ethical behavior

Humanistic behaviors of respect,
compassion, and empathy

Respaonsibility and follow through on tasks
Receiving and giving feedback
Responsiveness to each patient's unique

characteristics and needs

Overall evaluation of Professionalism

rofessional

Novice

D rOfeSS | on al |: Resident seeks out opportunities

to demonstrate compassion and
empathy in the care of all patients;
and demonstrates respect and is
sensitive to the needs and
concerns of all patients, family
members, and members of the
health care team.

Advantea

Beginner

e

Competent  Profij Expert

Resident demonstrates

compassion and empathy in care

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

of some patients, but lacks the

skills to apply them in more

complex clinical situations or
settings. Occasionally requires
guidance in how to show respect
for patients, family members, or
other members of the health care
team.

Competence

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

# 6 domains:
Medical knowledge
Patient care

Communication and interpersonal skills
Practice-based learning and improvement

]
]
# Professionalism
L
]
E

Systems-based practice

Epstein RM: Assessment in Medical Education. N Engl J Med, 2007; 356:387-96. Departments of
Family Medicine, Psychiatry, and Oncology and the Rochester Center to Improve Communication in
Health Care, University of Rochester School of Medicine and Dentistry

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Competence: RM Epstein

# Not an achievement, but a habit of lifelong
learning

# Assessment of competence should provide
insight into actual performance and capacity to
adapt to change, find and generate new
knowledge and improve overall performance

# Contextual: relationship between a person’s
abilities, a specific setting and a particular
situation

# Developmental

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Competence: olle ten Cate and Fedde Scheele

# Competency is a personal quality, not an action

# Oxford Dictionary: the ability to do something
successfully

# Competencies and activities
# Separate but relevant
% Not one or the other but both

# “we can only fully trust someone to carry out a critical
activity once they have attained all the competencies
that are needed to adequately complete this activity”

Viewpoint: Competency-Based Postgraduate Training: Can we Bridge the Gap
between Theory and Clinical Practice. Academic Medicine, 2007; 82:542-547

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Miller's Pyramid of Clinical Competence:

IMiller, GE. Assessment of Clinical Skills/Competence/Performance.
Academic Medicine (Supplement) 1990. 65. (S63-S67)

Clinical Observations, Mini CEX,
Multi-Source Feedback, Teamwork Evaluation,
Operative (Procedural) Skill Evaluation

Much more difficult

Clinical Observation, Simulation,
Standardized Patients, Mini CEX

Shows How
(Shows Can Do)

MCQ, Oral Examinations, Standardized
Knows How Patients

MCQ, Oral Examinations

van der Vleuten, CPM, Schuwirth, LWT. Assessing professional competence:
from Methods to Programmes. Medical Education 2005; 39: 309-317

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Clinical Competency Committee

“A year from now you will wish you had
started today”

Karen Lamb

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Clinical Competency Committee

# May already be in place under a different name

# A clinical version of the Scholarship Oversight
Committee

# Start thinking about this and decide on composition,
procedure, data elements
# What should be reviewed:

# Continue to look at current methods of evaluations: OSCE,
simulation, 360-degree evaluations

# Milestones, EPAs, narratives
# |ssues:

# Time constraints

# Large residency programs

# Small fellowship programs
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Clinical Competency Committees

# Establish and learn the milestones
# Decide how to measure milestones
# Narratives
# EPAS
& Other methods
# Teach the faculty the definitions
# Teach the faculty the tools

# A big cultural shift, therefore FACULTY
DEVELOPMENT IS KEY

# ACGME convening groups to help programs
with CCCs
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The difference between a beginning
teacher and an experienced one is
that the beginning teacher asks, "How
am | doing?" and the experienced
teacher asks, How are the children
(residents/fellows) doing?”

— Esm
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The Clinical Competency Committee

# Avoids common problematic issues:
# “l don't like to give negative evaluations”
% “| spent little time working with this resident”
# “Herd” mentality: positive or negative
# Grade inflation
# Vague statements:
#“| just didn’t like this resident, but | can’t put my
finger on it”
#Hearsay: I've heard she is lazy
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Move from Numbers to Narratives?

# Numerical systems produce range restriction
(ABIM, others)
# Narratives:
# easily discerned by faculty

# shown to produce data without range restriction
(Hodges and others)

% 1Most recent reference:
% Regehr, Glen, Ginsburg, S., Herold, J., Hatala, R., Eva, K., Oulanova, O.
Using “Standardized Narratives” to Explore New Ways to Represent
Faculty Opinions of Resident Performance.

Academic Medicine. 2012. 87(4); 419-427.
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Regehr G et al

# 19 faculty members interviewed

# 57 actual resident descriptions — 16 narrative
profiles created: represented range of resident
competence

# 14 clinicians grouped profiles to reflect various
levels of performance

# Strong consistency in rankings

# More consistency in decisions regarding
excellent, competent and problematic compared
to a numeric scale
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Narratives

Profile Descriptions of Categories
Identifier

H Outstanding, excellent, exemplary
A

R Solid, safe

F Needs fine tuning

J

K

N

C Borderline, bare minimum, acceptable
D Safe underachiever

P Cruise by, fly through, remediable
M

Q

E Unacceptable, unsatisfactory, fail
L Multiple deficits, critical flaw

B Unsafe

G

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Comments Offered

Outstanding, dream resident
Minimal guidance required

Needs guidance, minor intervention

Lone wolf, problems in group setting
Motivational deficits, professional deficits
Does not go beyond minimum

No fatal flaw, could improve

Just tries to fly through month

Unsafe, critical flaw, makes your heart sink
Can't trust, unprofessional, dangerous
Unsafe, requires high degree of remediation
Competence lacking

Entrustable Professional Activities

# “Professional activities that together
constitute the mass of critical elements

that operationally define a
profession”....... ten Cate

# Observe concrete critical clinical
activities and infer the presence of
multiple competencies from these

observed activities
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Conditions of EPAs

# Part of essential professional work in a given context
# Must require adequate knowledge, skill and attitude

# Must lead to recognized output of professional labor
# Should be confined to qualified personnel

# Should be independently executable

# Should be executable within a time frame

# Should be observable and measurable in its process and
outcome (well done or not well done)

# Should reflect on one or more competencies
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Example of a Subspecialty EPA

# ldentify the EPA: provide patient resuscitation, stabilization and
triage that aligns care with severity of illness

# Define the activity:

# Apply knowledge of anatomy procedures such as intubation, chest
compressions, IV access, medications used, specific knowledge of cause of the
arrest — e.g. calcium channel blocker overdose

# Communicate with team members: assigning tasks, clarity of actions desired
# Communicate with family members
# Communicate with receiving personnel, i.e. the ICU
% Link with competencies critical to making entrustment decisions:
# Patient care
# Medical knowledge
# Interpersonal and Communication Skills
# Describe the milestones in the context of providing the activity: from
Novice to Proficient
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Trust “Levels” of EPAs

1. Has knowledge

2. May act under full
supervision

3. May act under moderate
supervision

4. May act independently

5. May act as a supervisor and
instructor
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EPAs

# 18 pediatric EPAs

# ABP and ACGME will work together to develop
pediatric subspecialty EPAs: likely < 25

# Internal Medicine has 16 EPAs

# Group has been identified to develop Internal
Medicine subspecialty EPAs — first meeting 1/2013
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Narratives and Milestones

# Pilot studies:
# Time: 20 — 60 minutes per resident
# Ratings were very close
# Residents preferred feedback using milestones
# Better idea of their level of competency

# Concrete descriptions provided them with the
knowledge of where they needed to improve — made
expectations clear
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Data Collection in the Next
Accreditation System




Annual Data Collected and Reviewed
(Focus on Existing Information)

1. Annual ADS Update - Streamlined
1. Program Attrition
2. Program Characteristics — Structure and Resources
3. Scholarly Activity

Board Pass Rate — Rolling multi-year rates
Clinical Experience

Resident Survey

Faculty Survey — Core Faculty

Semi-Annual Resident Evaluation and Feedback
1. Milestones
2. Clinical Competency Committees

7. Sponsor Site Visit (CLER)

o O e
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Preparing for Annual Update

# ldentify Core Faculty and refine your list
# Devote >15 hours/week

# For subspecialties: all faculty?

# Track scholarly activity

# Involved in resident evaluation

# Members of clinical competency committee
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ADS Update Turnover

# Examples of turnover — one or more of the
following leave the program:
# Residents
# Core faculty
# Program director
& Chair
& CEO N

{w

*Caveat: Turnover can sometimes be a good thing
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Example of Scholarly Activity Summary for Faculty

Mouse-over definitions:

Faculty Member
John Smith

Number of other presentations Had an active leadership role - Between 7/1/2011 and 6/30/2012, held responsibilty for
Number of grants for  (such as serving on seminar, conference series, or course coordination (such as

Number of abstracts, posters,  91ven (@rand rounds, invied which faculfy member ~committees or governing  armangement of presentations and speakers, organization of
: " professorships), materials  Number of chapters or i ok,
Mouse-over Pub Med s (assigned by PubMed) for and presentaions givenat B S0P T | MUIber of AT hag a eadership ole  boards) in natonal medical  materas, assessment o patcipans' peformance) fo any
les published between 7/1/2011  intemational, national, or z 2 (PL,Co-Pl,orsite  organizations or served as  didacic raining within the sponsoring insiitution or progrs
LCe L, & 9 ponsoring insttuton o prograrm.
definitions: based modules), or between 7/1/2011 and
and 6130/2012. Listupto 4. regional meetings between  barco OO O beteer 7 director) between  reviewer or editoril board  This includes training modules for medical students,
701t and o0t | Publcationsin non-peerrevie 72011 and oot for a peeteviewsd. reskint, ol and oher heaitpolossioils T doss
g 613012012 journal between 7/1/2011 and notinclude single presentations such as individual lectures
and 6/3012012
61302012 or conferences.
FUY  puD1 PMID2 PMIDS PMID4  ConferencePreseniaons  OtherPreseniaons  Chapters/ Texthooks  GrantLeadership 10061Shp r Peer Review Teaching Fomal Couses
JohnSmith 111234 32411 3 1 1 3 v N
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Pub Med Ids (assigned by
PubMed) for articles published
between 7/1/2011 and
6/30/2012. List up to 4.

PMID 1 PMID 2 PMID 3 PMID 4
111234 32411

Had an active leadership role

Between 7/1/2011 and 6/30/2012, held responsibilty for
‘seminar, conference series, or course coordination (such as
arrangement of presentations and speakers, organization of
materials, assessment of participants’ performance) for any

within th instiution or program.

Number of other presentations
e G e Number of grants for  (such as serving on
Number of abstract,posters, %ict? ERCISHER BUEE o chapters or Which faculty member  comitiees or governing
Mouse-over b Med Ids (assigned by PubMed) for and presentations givenat  ho oo (S“ MS Comater- lex\hnnks Pfere " had a leadership ole  boards) in national medical
il aricls published between 7/1/2011 intenational, national,or L e€0hC (CUCh oo 112011 ang (Pl Co-P1, orsite
and 6/30/2012. Listuptod.  regional meetings between director) between  reviewer or editorial board
piblcaions i hon peet review 63012012
71112011 and 6/30/2012 B e 711/2011 and member for a peer-reviewed
publcatons be aR02017 jourmal between 7112011 and
6/30/2012
Aoy PMID1 PMID2 PMID3 PMID4  Conference Presentations Other Presentations  Chapters/ Textbooks ~ Grant Leadership  -*29€rS" P or Peer-Review
Johnsmith 111234 32411 3 1 1 3 Y
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‘This includes training modules for medical students,
residents, fellows and other health professionals. This does
notinclude single presentations such as individual lectures
o conferences.

Teaching Formal Courses

Number of abstracts, posters,
and presentations given at
international, national, or
regional meetings between
7/1/2011 and 6/30/2012

Conference Presentations
3
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Had an active leadership role  Between 7/1/2011 and 6/30/2012, held responsibilty for

e sserarory Number of grantsfor _(such s sondng on emioar,sonerance sonas,of o Commdton (ueh a5

Numoer o s, posrs, VST GEITONS Ve enber Conmnees ofgoverning 2
o Pl ety o o g TESULIN, WSS e e e e ot st of paicbantspoformapes) o ry
Mo G vetween 712011 i oo developed ach tosbooks publehen  (of S0 057G "™ o sonoains ofseved a3 i ainng Wi he ponsonna eihion o rogram

0. Listupto 4 ey meemgs between  DaSed TO0Ulee) o reviow Bioaats director) between  reviewer or editorial board  This includes training modules for medical students,

o1y ana Glozogs | Pulcatonsinnon peer even 011 and ot for oot oiewedretiients,olows and oier healh pofossionae T does
S Saoeois ool betwee TH1Z011 an netinclude il preseniaions Such s il ecures

FIUY i PMD2 PMDS MDA ConferenceProseniaions | OtherPreseratons  Crapters/ Textbooks  GratLeadership L6348 o Peer Reiew Teaching Formal Cowses

Jomsmin 111234 s2a11 s 1 : B v N




Number of other presentations give
(grand rounds, invited
professorships), materials
eveloped (such as computer-based
modules), or publications in non-
peer review publications between
7/1/2011 and 6/30/2012

Other Presentations
1

Had an active leadership role
ving on

Between 7/1/2011 and 6/3012012, held responsibiy for
(such as serving s

Number of other presentations. .

which faculty member

Number of abstracts, posters, I
had a leadership role

Pub Med Ids (assigned by PubMed) for and presentations given at hismber{of Chapters S
ticles published b terational, national, o

Mouse-over developed (such as computer-  textbooks published
fveen 2001 : Phcon o e
[ i ‘and 6/30/2012. Listup o 4. regional meetings between  D2sed modules), or between 7/1/2011 and ;rocto) between
recona mestngs betveen  LLELC IO LS et i S0zoL2 et e
Pblcaionsboeen 12011 T
Srdaamots
FIY  buipi pMIDZ PMIDS PMIDA  Corerence rosemaions  Othr Proseatons  Ghapiers Totoooks  GratLeadership
somsmin s st s : : B
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journal between 7/1/2011 and

Leadership or Peer-Review
Role

v

eminar, conference series, or course coordination (such as
d

materials, assessment of participants' performance) for any
didactic training within the sponsoring institution or prograrm.
This includes training modules for medical students,
residents, fellows and other health professionals. This does.
notinclude single presentations such as individual lectures
or conferences.

Teaching Formal Courses.

Number of chapters or
textbooks published
between 7/1/2011 and
6/30/2012
Chapters / Textbooks
1

Between 7/1/2011 and 6/30/2012, held responsibilty for

eminar, conference series, or course coordination (such as
arrangement of presentations and speakers, organization of
materials, assessment of participants' performance) for any

Had an active leadership role
Number of grants for  (such as serving on
which committees or govering
boards) in national medical

Number of other presentations

Numberof absracts, posters, 9Yen (¢rand rounds,nved

Number of chap
Pub Med Ids (assigned by PubMed) for and at had a leadership role
Mouseovel articles published between 7/1/2011  international, national, or develaped (such as computer. . (EEERISEERNEE (P1, Co-PI, or site organizations or served as. didactic training within the sponsoring institution or program.
deniions based mociies).or betueen 7112011 and
and 6/30/2012. List up to 4. regional meetings between reviewer or Thi lud modules for medical students,
ubicatons nnon-per eview 6302012
712011 and 5302012 7172011 an member for apeer-revewed resident, ellows and oner heah profssionls. This does
pubicatonsbetween 71172011
aa0z012 foumalbetween 7112011 an o incluce singe presentatons such as mdidal ectures
nd 63012012
sa02012 orconferences.
oY pMIDI PMDZ PMID3 PMID4  ConferencePresenions  OherPreseniaions  Chapters/Textbooks  GrantLeacersnp L2067 o Peer Revew Teaching Foml Courses
Johnsmih 111234 32a11 B 1 1 s v N
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Mouse-over
definitions:

Faculty
Member

John Smith

3

Number of grants for which faculty,
member had a leadership role (PI,
Co-PlI, or site director) between
7/1/2011 and 6/30/2012

Grant Leadership

Number of other presentations.

Number of grants for
5 s, Given (arand rounds, invited
imber of abstracts, POSters, ' srecc rehips), materials  Number of chapters or “ich faculty member
Pub Med Ids (assigned by PubMed) for anﬂ presentaions givenat G E IR TECC, o fovboaks publiched hada leadership role.
dlbstvesni/ 12040 - based modules), or between 7/1/2011 and (s i
SRS Lupad  Iegora metngs neen | Sescdmotlesior  etveen irecio) bevesn
TAROILANGSS0Z2  Llpicatonebetween 712011 7t and
S aazots
M1 PMDZ PMIDS PID4 oer Chapirs Texbooks  Grant Leadrsp
- s . . B
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Had an active \caﬂcvsmw role.
(such as serving

journal between 7/1/2011 and
6/3012012

Leadership or Peer-Review
Role

Between 7/1/2011 and 6/3012012, held responsibily for
minar, conference series, or course coordination (such as
arrangement of presentations and speakers, organization of
materials, assessment of participants' performance) for any
didactic raining within the sponsoring nsitution or program.
This includes training modules for medical students,
residents, fellows and other health professionals. This does.
notinclude single presentations such as individual lectures
 conferences.

Teaching Formal Courses.

Mouse-over
definitions:

Faculty
Member

John Smith

Y

Had an active leadership role (such as serving on
committees or governing boards) in national medical
organizations or served as reviewer or editorial board

member for a peer-reviewed journal between
7/1/2011 and 6/30/2012

Leadership or Peer-Review Role

Number of other presentations.

er of abstracts, posters, 91Ven (rand rounds, nvited

Nur
b, maionals  Number of chapiers or ™
P e 6 assigne by Pubied)for andprsentaons svenat. S IO o e
= based modules), or between 7/1/2011 and
and G001z, Lstup 04, Teponalmesngs hetvsen D25 betusen 7
reona mesings botveen SN Y eview Sozon
Dicalonsbeween 712011
feotrvin
M1 PMDZ PMIDS PWID4 oner Chapters Tenbooks
s st s 1 1
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bt rane g

h faculty member

had a leadership role
(P, Co-P, or site
director) between
71112011 and
6/30/2012

Grant Leadership

Had an active \eaﬂevshlv role.
(such as serving

commitess o1 goverming
boards) in national medical
organizations or served as.
eviewer or editorial board
member for a peer-reviewed
journal between 7/1/2011 and
6/30/2012

Leadership or Peer-Review
Role

20 e 207 ek el
minar, conference series, or course coordination (such as
anangement of resentations and speakers organisation o

a

R e iy e ey e o o

This includes training modules for medical st

Tesdonts folows and ator et profossiondl. This does

notinclude single presentations such as individual lectures
 conferences.

Teaching Formal Courses.




Between 7/1/2011 and 6/30/2012, held responsibility for seminar,
conference series, or course coordination (such as arrangement of
presentations and speakers, organization of materials, assessment of
participants' performance) for any didactic training within the sponsoring
institution or program. This includes training modules for medical students,
residents, fellows and other health professionals. This does not include
single presentations such as individual lectures or conferences.

Teaching Formal Courses
N

Between 7/1/2011 and 6/30/2012, held responsibilty for

o e Number ofgrans for (such 25 sening on Sominar,confrence sre, o couse cooranaton (such as
Number of sheracs posters, ST SN IVICd i acuy member Gommiees of Goveming  Arangementofpreceiatons and speers arganizaton o
ouseover P Mt 15 (asigned by PubMed) o and preseatons guenat  Toloora DS TS N of chapters of L4 oerei e hoar) n natonl el mterl, assesamentof pripans prformance) or any
Mouseover e punished beveen 72011 memationa natonal,or  961E0pod (UEh a5 computer- (exbonks PBISNed (G C, o ste  oxganzaion ofsered a3 GaclE ainng wihi he sponoring nsiuion o progra
andB0Z0L2. Lisup 04, tegons mecings bebaeen  UESEImOtles) or L etwsen7 nécon beween rewewsr orecoarboara T cldes g moctes for meical ents,
7201 ana B0z0ts | PUBicatonsinnon-peer even 72011 an e o a peer-eviewscfesidets,elows and ohr heai professionl, T coes
o) /3012012 journal between 7/1/2011 and notinclude single presentations such as individual lectures
P 6/30/2012 or conferences.
UV  oMDI PMID2 PMD3 PMDA  Conerence Preseraions  Otherresentaions  Chapters/ Textbooks  GrantLeadership  Loo0€1S o PeerReview TeachingFormal Courses
domsmin 11234 22611 ) 1 1 3 v N
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Scholarly Activity for Fellows

# Higher stakes than for
residents

# Data likely similar to faculty
scholarly activity
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2. Board certification

# Nationally agreed upon outcome of training
# RRCs working with ABMS boards

# Subs will self-report

# Pass rate only, not individual scores

# Multi-year rolling rates for small programs
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3. Clinical Experience

# Case Logs
# Review the number and mix of cases

# How do you know what your residents are doing?
# Correct incomplete data entry

# Need all (not just minimum) numbers

# Multi-site programs

# Tracking incomplete reporting

# For those who do not use case logs, resident
survey questions may be added
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4. Resident survey

# Emphasis on themes
# De-emphasize individual questions

# Minimize single resident impact

# Only significant deviation from compliance are
indicators

# Trend data

# Domains: Duty hours, Faculty, Educational

Content, Evaluations, Resources, Patient
safety, Teamwork
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5. Faculty Survey

% Core faculty (presumed to be more
knowledgeable about program)
# Similar domains as resident survey

# Educational Content, Resources, Patient safety,
Fatigue mitigation, Teamwork, plus

# Faculty development, Faculty teaching and
supervision

& Similar timing as resident survey

# Planned start in winter 2013 for Phase 1
specialties (2012-2013 data)
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6. Milestones: Specialty Driven

# Drafts completed by 2012

# Phase 1 to start using milestones by July 2013
# First milestones (Core) report December 2013

# Phase 2 to start using milestones by July 2014
# First milestones report December 2014

# Clinical Competency Committees
# Formed for Phase 1 by January 2013
# Formed for Phase 2 by January 2014
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Challenges/Opportunities

# Culture Change and Faculty Development
# Program Directors, Designated Institutional Officials
# Faculty
# Review Committee Members

# “Retooling” of ACGME Infrastructure and Personnel
& Improving quality of faculty observations/documentation

# The “Community of Educators” in each specialty has
come together and agree on:
# core elements of the competencies (Milestones)
# levels of performance
# core methods of assessment
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Phase | and Phase Il Programs

# Phase |, aka Early Adaptors, Early 7:
# Internal Medicine
# Pediatrics
# Urology
# Orthopedic Surgery
# Emergency Medicine
# Diagnostic Radiology
# Neurologic Surgery
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“If you talk about it, it's a dream.

If you envision it, it's possible,

but if you schedule it — it is real.
Anthony Robbins
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Key Dates for Phase | specialties under NAS

ACGME News and Reviews, J Grad Med Educ, 2012; 4(3): 399

Month & Year

Spring 2012

7/1/12-6/30/13

July & Aug 2012
September 2012
December 2012

ACGME Activities Program and Institutional
Activities

CPR & PR for Phase |

specialties categorized into

core, detail & outcomes

SV for Phase | programs with
cycle length 3,4,5y moved to
NAS

Phase | programs provide data
including the annual ADS
update, resident survey, faculty
survey, case log data, and data
on scholarly activities

Alpha testing of CLER process
Beta testing of CLER visits

Milestones are published for all
core specialties
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Key Dates for Phase | specialties under NAS

ACGME News and Reviews, J Grad Med Educ, 2012; 4(3): 399

Month & Year

March 2013

June 2013

July 2013
7/1/13-6/30/14

Fall 2013

December 2013

ACGME Activities Program and Institutional
Activities

Final SVs in current accreditation

system are completed for Phase |

programs newly accredited or with a

short cycle length

Phase | programs form CCC
and faculty members prepare to
assess milestones

Phase | Specialties and subspecialties begin operating under NAS

Phase | subspecialty milestone Phase | milestones
development begins assessments begin for core
programs

RRC in Phase | specialties review
annual data from Academic year
2012-2013 (without milestone data)

Core Programs submit the first
set of Phase | milestones
assessments to ACGME
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Key Dates for Phase | specialties under NAS

ACGME News and Reviews, J Grad Med Educ, 2012; 4(3): 399

Month & Year ACGME Activities

June 2014

Fall 2014 RRCs in Phase | specialties
review annual data from AY
2013-2014

First self-study SVs for Phase |
programs with a 2014 self-study

date
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Program and Institutional
Activities

Programs submit the second set
of Phase | milestones
assessment to ACGME

Subspecialties under NAS

Month & Year ACGME Activities

July 2013 — June Help convene milestones
2014 working groups

July 2015?22?27

Program and Institutional
Activities

Subspecialty programs develop
milestones

Milestones assessments begin
for subspecialty programs?

Note: Subspecialties might not need a full year to develop
Milestones — will focus on medical knowledge and patient care
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ACGME Webinars —
Coming to a computer near you

% CLER: 12/14/12
# NAS Update: 1/2013
# Self-Study — 2/2013

# Milestones/CCC/Evaluations —
4/2013 (might split these up)

# Will be recorded and made
accessible

# Dedicated email address for
guestions
# Blogs?

s, «

7

=@
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Accreditation Council for Graduate Medical Education

Thank Youl!
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Accreditation Council for Graduate Medical Education

The Clinical Learning Environment Review
(CLER)
Program

Mary W. Lieh-Lai, MD, FAAP, FCCP
Senior Vice President for Medical Accreditation
mliehlai@acgme.org

Adapted from slides by Kevin Weiss, MD
Senior Vice President for Safety, Quality and Institutional Review

2009-2010 ACGME “Duty Hours Task Force”
“Task Force for Quality Care and Professionalism”

# Links adherence to duty hours policies and integrity in
reporting to professional responsibilities for patient safety and
healthcare quality

# Educating residents/fellows on institutional Patient Safety and
Quality Improvement programs

# Assigns the institution the onus of responsibility for engaging
and monitoring residents/fellows across targeted areas

# Recommends assessment in the form of a “Sponsor Visit

”
Program
Nasca, T.J., Day, S.H., Amis, E.S., for the ACGME Duty Hour Task Force.
Sounding Board: The New Recommendations on Duty Hours from the ACGME Task Force.
New England Journal of Medicine. 362 (25): e3(1-6). 2010. June 23, 2010.
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National Advisory Committee Recommendations

# Link to accreditation, but do not conduct an “accreditation
site visit”

# Include full-time staff and volunteer peers as site visitors

# Establish a process for reports:

# drafted by the Site Visit Team

# reviewed and finalized by an “Evaluation Committee”

# provided to the institution as a quality improvement tool, and to the
Institutional Review Committee (IRC) as a “continuous data”
element

# Use first round of visits and reports solely for the
collection of baseline data, and to promote learning (for
all) — do not use for accreditation
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CLER Program: 6 Focus Areas

# Integration of residents/fellows (along with
demonstration of impact) into:

# 1. Patient Safety Programs

# 2. Quality Improvement Programs
# Reduction of Disparities in Health Care Delivery
# 3. Supervision
# 4. Transitions in Care
# 5. Duty hours policy, fatigue management and
mitigation
# 6. Professionalism (including Honest and Accurate Reporting of
Information, Scientific Integrity and Issues of Mistreatment)
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CLER Program

#* Site Visit Program
# Evaluation Committee

# Support of Faculty Development

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

CLER Program

# CLER Site Visit Program
L

*
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CLER Program

# First cycle of visits
# Started August 2012

# Used solely for feedback, learning, and establishment
of baseline information for sponsoring institutions,
Evaluation Committee, and IRC

# Exception(s): identification of potential egregious violations
involving threats to patient safety or resident safety/well
being

# Planned to result in the Evaluation Committee’s
dissemination of salutary practices

# Alpha testing completed (5 sites): Sis volunteered

# Beta phase started

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

CLER Program
5 key questions for each site visit

# Who/what form the institutional infrastructure designed to

address the six focus areas?

# How integrated is the GME leadership and faculty in
institutional efforts across the six focus areas?

# How engaged are the residents and fellows?

# How does the institution determine the success of its efforts to
integrate GME into the six focus areas?

# What are the areas the institution has identified for

improvement?

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Example of Draft Expectations Template for CLER Patient Safety
(Applies to All Residents/Fellows/Faculty)

# Basic (as defined by Institutional or Common Program Requirements)
# opportunity to report errors, unsafe conditions, and near misses
# opportunity to participate in inter-professional QI or RCA teams
¥ Advanced
# Institutionally approved patient safety goals defined and communicated
# Residents and core faculty on institutional safety/quality committees
# Comprehensive involvement across multiple programs
#® Occasional sporadic involvement of faculty and residents in patient safety
activities
¥ Role Model:
# All the above, plus faculty and resident leadership in Patient Safety
activities
# All residents/fellows have experiences in safety related activities
# Direct Engagement of CEO/Exec Leadership Team with residents over
Patient Safety Issues
#® Participate in broad dissemination of output in PS from Core Faculty
and Residents

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

CLER Site Visit

#® Very little advance preparation required,
assuming.........

# Might ask DIO to provide copies of
existing documents one week prior to visit:
# Organizational charts, committee rosters

# Site’s organizational strategies for patient
safety and healthcare quality

# Sl/participating site’s policies on supervision,
transitions in care, duty hours

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




CLER Site Visit

# Pre-scheduled group interviews:

# Senior leadership of participating site
(CEO, COO, CMO, CNO, DIO and Chair
of GMEC)— beginning and end

# Leader(s) in patient safety and
healthcare quality

# Peer-selected residents from each
program area

# Core Faculty
# Program Directors

# Random interviews of staff (e.g.
nurses, pharmacist): “walk arounds”
of patient floors, OR and clinics

© 2012 Accreditation Council for Graduate Medical Education (ACGME)
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CLER Evaluation Process

Possible egregious

0 - @ > violation

Sponsoring Institution I E—

Oral —
. Ik Re")‘;n Site Visit Report
Site Visit
(Cycle 1 n=385)
( -
CLER Program Staff Preparation ]@

opy of report sent back to institution, allow for for Committee Review
(Completeness and attachment of any
institutional response)

\

@

Committee Report (final)

© 2012 Accreditation Council for
Graduate Medical Education (ACGME) Clear Process Map Ver 2.0, 3.27.2012

CLER Evaluation

# Evaluation based on expectations, not
requirements

# Likely to develop a series of expectations
that are classified in order of increasing
GME/Institutional integration

# Expectations to be set by CLER Evaluation
Committee

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Clinical Learning Environment Review
(CLER) Program

L
L

# Support of Faculty Development related to
CLER

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Lessons Learned — Sponsoring Institution
(Alpha Testing)

# Very different from an accreditation visit

# Short notice a challenge but do-able and
important

#Very positive feedback:
#% On SV protocol
# Exit meeting (CEO presence critical)

# No “gotcha’s”, a number of “aha’s”
# Informal unsolicited feedback

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Lessons Learned — CLER/ACGME

# Very workable protocol (but long
days)
# Rapid learning at each visit

# Importance of balance of meetings
and walk-arounds

# Value of audience response system
# Developing good insight
# Gaining baseline information

# Experienced physician leading site
visits is essential

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

Challenges

# Sampling multiple
participating sites per
sponsoring institution

# Single Program
Sponsoring institutions

# Visits to special/unique
participating sites

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




Beta Testing

#* Started September 2012
# 380 + sponsoring institutions

# Final shaping of protocol
# Refine questions, walk-arounds
# Patient interactions

# Scaling
# Evaluations/quality control

© 2012 Accreditation Council for Graduate Medical Education (ACGME)

CLER Program

For questions, please contact:

Kevin Weiss, MD
Senior Vice President, Institutional Review
kweiss@acgme.orqg

Robin Wagner, RN, MHSA
Executive Program Director, CLER
rwagner@acgme.org

© 2012 Accreditation Council for Graduate Medical Education (ACGME)




COUNCIL OF PEDIATRIC
SUBSPECIALTIES

Annual Council Meeting
October 11-12, 2012

ABP Task Force on Subspecialty Clinical Training

Chicago

and Certification (The Initiative)

1
DATES MEETINGS ACTION ITEMS
October 3-5, 2012 APPD Provide update
October 11-12, 2012 CoPS In Progress!

October 14-17, 2012

RC for Pediatrics

Provide update

October 19, 2012

AAP Board of Directors

Provide update

November 8-9, 2012

Task Force meeting

Review feedback from
organizations and
societies & formulate
recommendations

January — March 2013

ABP Subboards

(adolescent med, endocrinology,
gastroenterology, hem-onc, neonatal-
perinatal, nephrology, pulmonology)

Provide updates

PLAN-OF-ATTACK

Befanh ir

LI L r————y

What is the Initiative?
What have we done?

2. Dissemination of Information
3. Discussion of issues

4. Optimize Communication

5. Optimize Feedback

1. Update:

PLAN-OF-ATTACK

DATES MEETINGS ACTION ITEMS

February 15-17, 2013 ABP Board of Directors | Discuss proposed
recommendations

Discuss proposed
recommendations

February 28-March 4, 2013 | AMSPDC

April 10-13, 2013 APPD Discuss proposed

recommendations

April 15-18, 2013 RC for Pediatrics Discuss proposed

recommendations

May 4-7, 2013 PAS / CoPS Discuss proposed
recommendations
May 2013 Task Force and Formulate final

Subspecialties Comm. recommendations
Joint Meeting

June 2013 ABP Board of Directors | Vote on proposed
recommendations

—n ey g

PLAN-OF-ATTACK

Initiative on Subspeciaity \‘
FEnieal Training s T

2 Clinical Training

ferttication | 3015) .i;‘ »
. PR st 1
ot Ray & Certification

Task Force on Chmical T




» Examine the landscape of fellowship training
across all subspecialties

* 86 phone interviews, Oct — Nov 2011

e PD’s and “Thought Leaders”

« Length of training, flexibility, adequacy

* Served as basis for subsequent mail survey of 4
groups of subspecialists

THE FREED REPORT

The Written Survey
« Initial Review May 23, 2012
« Snapshot of PD responses presented @ APPD
¢ Dr. MacGuinness to review
« Manuscripts subspecialty specific

THE FREED REPORT

The Phone Survey

PD & Thought Leaders

Three Sections

—Perspectives on Clinical Training Time
—Perspectives on Scholarly Activity
—Perspectives on Overall Training Time
 Separated Responders by PD, TL, All

THE FREED REPORT

The Responders
43 Program Directors
43 Thought Leaders
» Adolescent, Cardiology, Hem-Onc, Pulmonary  n=7

 Child Abuse, Critical Care, Dev-Behavioral,
Emergency, Endocrine, 1.D., Neonatology n=6

* G.1., Nephrology, Rheumatology n=5

THE FREED REPORT

10

* Includes 64 Pages and 37 Tables
 Tabular
» Commentary

Highlights

Common Themes

THE FREED REPORT

1

Section One: Clinical Training Time
12 Tables/Questions

Do you believe there is a need to increase or decrease the
required time in clinical training in your subspecialty?

No: 84% PD’s; 81% TL’s
Of “yes”: PD’s ~ 50/50 for 1 vs. |; TL all

THE FREED REPORT

12




Clinical Training

What is “ideal” length of time in clinical training?
PD’s: 9-48 months (ID short-Neph long)
TL’s: 12-36 months (Adol short-Card long)

81% of PD’s responded that what they think is ideal is what
they have. (table 5)

THE FREED REPORT

13

Clinical Training

Why is more, less, or no change needed?
Discussion (table 6)

« Clinical, Teaching, Supervisory functions

« Longitudinal experience, Maturation, “Steep”-ing

« Procedural Needs

* Resident Preparedness for Fellowship

« Competency Concept Complicates

THE FREED REPORT

14

Clinical Training

In your subspecialty, should clinical training be the same for all
trainees?

~ % say Yes

Do you know if others have a different opinion?
26/71 (') said Yes; 45/71 (%) said No

THE FREED REPORT

Clinical Training

Does your program require the same amount of clinical
training whether pursuing a clinical or research career?

95% - Yes
11D and 1 Cardio PD said they are flexible

THE FREED REPORT

Section Two: Perspective on Scholarly Activity
9 Tables/Questions/All PD’s, only 1 TL question

Of the past 5 years of graduates, what proportion started in
a position with >50% of their time in research?
n=5 (12%) single responders in adolescent, critical
care, Gl, ID, pulm

88% responded that their fellows’ positions were predominantly clinical

THE FREED REPORT

17

Scholarly Activity

For fellows pursuing a research career, what is the minimum amount of
research training time necessary before “they are ready”?

12 months — 4 years !!
Not subspecialty-specific
(table 14)

Is this more or less than what your program requires?
60% same
38% (n=16) more

THE FREED REPORT

18




Scholarly Activity

If a fellow is not pursuing a research career, should they be able
to shorten their research training time?
50%/50% !!

If yes, how much time should be eliminated:
“all of it” — 3 months

“We spend a lot of time training researchers but not many are
going into research careers.”

Discussion (tables 18-19)

THE FREED REPORT

19

Scholarly Activity

The one question asked of Thought Leaders:

Do you believe the length of fellowship training should be
shortened for those not intending to pursue a research career?

26% (n=11)  Shorter overall

24% (n=10)  Keeping research as is/more clinical
10% (n=4) Mix of shorter in research/more clinical
40% (n=17) Keepasis

THE FREED REPORT

20

Section Three: Perspectives on Overall Training
Time
16 Tables/Questions

Do you (and/or others) in your subspecialty believe the length of
fellowship training should be less than three, 3, or more than 3 years?

SAME  PD 71% (n=30)
TL 64% (n=27)

SHORTER PD 24% (n=10)
TL 22% (n=9)

LONGER PD 5% (n=2)
TL 14% (n=6)

THE FREED REPORT

Overall Training Time

What is the appropriate length of time? Why?
« Career Path Dependent

» No more one-size-fits-all

e 2years—5years

Discussion (table 24)

THE FREED REPORT

Overall Training Time
If shortened, would there be more applicants/more finishers?
2/3-3/4 Yes
PD’s and TL'’s felt similarly

Why? Discussion (tables 27-28)
* $ matters
« Fewer research careers
« Lifestyle

THE FREED REPORT

Overall Training Time

Impact of altering length of training is fairly clear-cut

(tables 29-36)
If length of training were shorter, more would pursue
fellowships and each subspecialty felt they would have more
applicants (>90%)
And, if l.o.t. were longer, fewer would pursue and fewer would
finish. (>90%)

If another subspecialty had shorter training time, would there be
fewer pursuing fellowships in your subspecialty?
50/50 for both PD’s and TL’s

THE FREED REPORT

24




Overall Training Time

How would you feel if the time in your subspecialty was different
than others?

(Discussion, table 37, single largest verbiage)
Could alter the perception of the field by others
Might help clinical needs; hurt research; hurt leadership
Must be consistent
Likely that subspecialty-specific characteristics should dictate
“Wouldn’t matter to me”

THE FREED REPORT

25




COUNCIL OF PEDIATRIC
SUBSPECIALTIES

Annual Council Meeting
October 11-12, 2012
Chicago
ABP/SCTC Initiative/CoPS
Communication Efforts

With Whom?

¢ PD’s

» Thought Leaders

* Division Chiefs

« Scientific Sections

« Session Focus Groups
* Chairs

* Others?

COMMUNICATION

How?

« Electronic

« Face-to-Face Target Groups

« Face-to-Face Target Individuals
 Other-?

COMMUNICATION

Tools

* Listservs

« Formstack

« Survey Monkey

« E-mail blasts

* Web sites

« Journals, other media

« Social media (Facebook, Twitter)

COMMUNICATION

Implementation Timeline: ASAP
because:
* ABP Task Force Nov. 8-9, 2012
« ABP Board Feb. 2013
* ABP Task Force May 2013
« ABP Board June 2013

COMMUNICATION
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4 Program Director Survey ~’
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Fellowship Task Force
Program Directors Study

October 4, 2012

* PROGRAM DIRECTORS: SAMPLE AND RESPONSE RATE

« Sample
— All Pediatric subspecialty program directors (ABP)
— Range from 14 (Child Abuse) to 95 (Neonatology)
— Total N=719

« Methods
— 22 item mailed survey

— Fielded December 2011-February 2012

* Response rate: 82.2%

™ program Director Survey )4

How long have you been a director of a pediatric
fellowship program? (N=579)

< 5years 50

> 5 years 50

\ Program Director Survey

Do you believe that the clinical training time should be the same for all fellows in your subspecialty,
regardless of career path (i.e., those who pursue primarily a clinical vs. primarily a research career)?

L e e I e e e e e e e e el

Yes 63 |51 |69 |74|69|70|63[37|61|71|76|66|74 |59

Mode | Mode | Mode | Mode | Mode . . . e | Mode | Mode | Mode | Mode | Mode
(Range) | (Range) | (Range) | (Range) | (Range) | (Range) | (Range) | (Range) | (Range) | (Range) | (Range) | (Range) | (Ranse) | (Range)

\deal clinical

weinnotime®™ | 24 | 36 | 24 |24 (24 |24 |24 (24 |24 |18 |24 |24 |24 | 24
be primarily (12-24) | (20-36) | (18-24) | (18-36) | (24-33) | (2-32) [¢ ) [¢ ) [(: (12-24) | (18-30)

clinicians

\deal clinical
training time for
fellowswhowill | 24 | 36 | 24 | 18 (24 |24 |24 (24|18 (18|24 (24|18 | 24

beprimarily | (32,36 | (18-48) | (24-36) | (17-36) | (18-36) | (3-36) | (8-36) |(12:36) (18-36) | (15-36)
clinician

educators

\deal clinical

training time fc
oo | 36 | 48 | 36 |18 (18 [ 36 (36 |12 (12|12 |12 (12|12 |12
be primarily (12-36) | (12-48) | (12-36) | (12-54) | (12-48) | (3-36) | (6-48) | (6-36) |(12-60) | (6-36) |(12-48) |(12-36) | (12-48) | (12-42)

researchers

M Program Director Survey

e
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Do you believe that the clinical training time should be the same for
all fellows in your subspecialty, regardless of career path (i.e., those
who pursue primarily a clinical vs. primarily a research career)?
(N=586)

Yes 65

Mode (Range)

Ideal clinical training time for fellows who will be primarily 24 mnths
clinicians (2-48)

Ideal clinical training time for fellows who will be primarily 24 mnths
clinician educators (3-48)

Ideal clinical training time for fellows who will be primarily 12 mnths

researchers (3-60)

Program Director Survey v

[ e
e £ M Bk B

The RRC currently expects at least 12 months of clinical
experience. Do you believe that there is a need to
change the expected amount of clinical training time in

your subspecialty? (N=583)

Yes, | believe that the expected amount of 8
clinical training time should be increased

Yes, | believe that the expected amount of 1
clinical training time should be decreased

No, | believe that the expected amount of 51
clinical training is appropriate
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e Program Director Survey X

m_—

The RRC currently expects at least 12 months of clinical experience. Do you believe that there is
a need to change the expected amount of clinical training time in your

adol | T child | crt | Dev- | Emer | 7T T T Heme | ] Neow
med | 0| avuse | care | Ben | wea | (B | O one || (B ver
(N=24) (N=13) | (N=53) | (n=26) | (n=se) | (N=51) (N=81)

Nephr | Pulm | Rheum
(N=31) | (N=42) | (N=21)

Yes, | believe
that the
expected
:n":;r;m 29 83|54 |75|62 |52 |46 |58 |43 |11 |46 (32|40 |24
training time
should be
increased
No, | believe
that the
expected
amountof | 63 | 17 | 46 | 25 |38 | 48 | 50 | 42 | 57 | 82 |54 | 68 | 60 | 76
clinical
training is
appropriate

Program Director Survey

Creeraty o Maraigen
T -

M

Why do you believe that the expected amount of clinical training

time in your subspecialty should be increased? Please choose all

that apply. (N=279 of 580)

Increase in types of procedures and/or complexity of 64
patient care

Duty hour restrictions and other changes during residency 50
have reduced fellow’s initial clinical competence

Duty hour restrictions during fellowship have reduced 31
fellow’s clinical competence

Need for further of clinical ind d 64

Additional supervisory experience is needed 27

Additional time is needed for longitudinal case management 29

Other 5

Program Director Survey

e —
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As a program director, | am comfortable assessing the
clinical competence of fellows in my program to practice
without direct supervision at the end of training.

(N=580)
Strongly )
) Disagree Agree Strongly Agree
Disagree
4 5 42 49

Program Director Survey

b whem st s et

Please indicate the extent to which you agree or disagree with each of the
following statements related to scholarly activity requirements during
fellowship training. (N=586)

Strongly

pisagree Disagree Agree Strongly Agree

Training future researchers in my subspecialty is an

important of ip training. 1 2 38 59
Training ALL subspecialists to be able to critically

appraise new literature is an important 0 1 13 86

of ip training.

Training ALL subspecialists to be competent

di [teachers is an important of 0 5 42 53

fellowship training.

Training ALL subspecialists in quality improvement
activities is an important component of 2 10 55 33
fellowship training.

Scholarly activity during fellowship should be
tailored to the career goals and interests of the 1 4 26 69
individual fellows.

Program Director Survey

Please indicate the extent to which you agree or disagree with each of the
following statements related to scholarly activity requirements during
fellowship training. (N=586)
Strongly "
Disagree Disagree Agree Strongly Agree
ALL fellows in my subspecialty should complete a
scholarly activity project as part of fellowship 1 7 29 63
training.
Scholarly activity requirements should be more
Vactity red 3 31 40 26
broadly defined.
Scholarship Oversight Committees gave programs a
greater ability to tailor scholarly activity to each 5 25 50 20
fellow’s individual needs than in the past.
Advanced clinical training, such as cardiac
and
should be offered AS PART OF the current three 21 52 22 5
year training program WITH DIMINISHED
scholarly activity requirements.
The core curriculum as currently required is a
ety red 2 15 63 20
valuable part of fellowship training.

B Program Director Survey )4

Do you believe that the amount of scholarly activity should be the
same for all fellows in your subspecialty, regardless of career path
(i.e., those who pursue primarily a clinical vs. primarily a research
career)? (N=584)

No 58
Mode
(Range)
Ideal amount of scholarly activity for fellows who will | 12 mnths
be primarily clinicians (0-36)
Ideal amount of scholarly activity for fellows who will | 12 mnths
be primarily clinician educators (0-36)
Ideal amount of scholarly activity for fellows who will | 24 mnths
be primarily researchers (6-48)
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The RRC recommends that programs provide fellows with
approximately 12 months for scholarly activity. Do you believe that
there is a need to change the recommended amount of scholarly
activity time in your subspecialty? (N=582)

Yes, | believe that the expected amount of time in scholarly 30
activity should be increased

Yes, | believe that the expected amount of time in scholarly

L - 17

activity should be decreased, but not eliminated

Yes, | believe that the expected scholarly activity 1
requi should be eliminated

No, I believe that the current expected amount of time in 52
scholarly activity is appropriate

™ program Director Survey ¢
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Why do you believe that the expected amount of time devoted to
scholarly activity during fellowship should be decreased or
eliminated? Please choose all that apply. (N=104)

Scholarly activity requirements discourage pediatric 30

residents from pursuing fellowship training

Fellows who plan to pursue primarily clinical careers
do not need the current amount of scholarly activity 88
during training

It would allow us to shorten fellowship training,

making our subspecialty more attractive to potential 42
fellows

It would allow more time to be devoted to additional

. . 65
clinical training

T -

Program Director Survey X

Why do you believe that the expected amount of time
devoted to scholarly activity should be increased?
Please choose all that apply. (N=173)

Fellows are not adequately prepared to begin junior 87
faculty research positions under current model

Duty hour restrictions have adversely limited fellow’s 33
research time

Other 13

s mnem

Program Director Survey

[

Which of the following activities do you believe fall within the scope of what
is, or should be, acceptable to meet scholarly activity requirements during
fellowship? Please choose all that apply. (N=586)

Bench or clinical research 99
Health services research 91
Quality improvement activities or clinical care guideline 75
Education-based activities (e.g., Developing an educational module 62
on CD-ROM)

Master of Public Health or Master of Education 83
MaAstAer of Busil A ation or other k [fi | 38
training

Other 9

u Program Director Survey ¥

Does your fellowship program have a core scholarly activity or research
curriculum for fellows?

Adol onia | it | Dev | Emer - Neo
e N el e e [ el Y R Pt Y o el

Yes 100| 88 |100( 89 |88 |89 (84|74 (80|80 |95 (81|74 |73

Average

hours fellow

spends in

core 139| 67 | 90 | 47 [183|83 | 75 |59 |80 |57 |95 86 |90 | 69

curriculum

over the

course of

training

jex

[ e
M B2l Bt

Program Director Survey

Please indicate if any of the following components are an expected
part of your fellowship program core curriculum. Please choose all
that apply. (N=583)

Biostatistics 95

idemiol 73
Quality improvement modules 75
Journal club 81
Master of Public Health or Master of Education 7

Master of Business Administration or other

business/financial training 1
Grant or proposal writing course/training 66
Training in other aspects of research: Institutional Review 84
Board, developing research protocols, etc.

Adult learning, teaching, and curriculum development 49

Other 11
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Do you believe that there is a need to increase or decrease the
required overall length of fellowship training in your subspecialty?
(N=583)

No, | believe that the required training duration, regardless
of career path, should remain at three years

59

Yes, | believe that the required training duration, regardless
of career path, should be shortened to fewer than three 2
years

Yes, | believe that there should be two different tracks, a
shorter track for clinicians or clinician- s
and a longer duration track for fellows who plan to pursue

academic research

33

Yes, | believe that the required training duration, regardless
of career path, should be extended to more than three years

Creeraty o Maraigen
=

M Program Director Survey

-

Do you believe that there is a need to increase or decrease the required overall length of
fellowship training in your

ssovea| o | 280 [ oo Tamer Ty T Tren T o] e | oum | shum
N=24) | (N=a1) (N=13) | (N=53) | (N=26) | (N=56) (N=56) | (N=43) (N=a9) (N=44) | (N=82) | (N=32) | (N=42) | (N=22)

AT

required training

awionndos | 29| 68 | 54 | 55 | 65| 38 | 52| 72|69 |59 | 61| 63| 69 | 59
creer pth,shou

reminatayens

Required training
duration, egardiess
otcareerpatnshoud| 8 | 0 | 0| 2|09 |2|0|l0o|o|lolo|2]|o0
be shortened to<3
years

There should be two
different tracks, a
shorter track for
lictans orclicar- 63 |24 146 30|31 |52|43|28|14|36|24|37 24|41
educatorsanda

longer track for

™M

e —
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Program Director Survey

Do you believe that all pediatric subspecialty trainees
(across all pediatric subspecialties) should have the
same required overall length of fellowship training
(currently 3 years)? (N=583)

No, | believe that it should be the decision of each
subspecialty to determine the appropriate amount 77
of overall required length of fellowship training

Yes, | believe that all subspecialty fellowship training

should have the same required overall length 23

The required training.
duration, regardless

ofcarcerpathshoud| Q| 7 | 0 (1314 | 2|3 (0 (165 (15(0 (5| 0

be extended to > 3
years




Cauncil of Pediatric
Subspecialties

Strategic Plan Update

History

¢ Developed January 2011
e 4 goals
¢ Objectives categorized as
—N=2011
—NY=2012
—1=2013-2015

1. Network of Subspecialties - Recognize CoPS as an i

and issues development.
A.__Establish a Network Designed to Serve

efficient pediatric ialty network for

Establish relationships and lines of communications that create an integrated network

B. Develop a Portfolio of Consulting Areas in Which CoPS can Provide a Consultant/Service

‘Create a record of past successes and areas for future endeavors.

2011
Benefits of membership for groups delineated in Summer 2011 (ongoing)
ListServ created in Spring 2012
two months
Determine process for vetting issues 2011
Process for vetting and responding to issues developed (completed)
Outline the issues that CoPS and its integrated network can best address 2012
Action teams created: (ongoing)
«  SCTC: Summer 2011
«  PEEAC: Spring 2011; expanded 2012
«_Fellowship Readiness: Spring 2012
Identify CoPS's relationships to other (i.e NEW) subspecialty organizations' goals and activities 2012
Invite to be a member of CoPS (Summer 2012): (ongoing)
«  Hospitalists
.« PMER
« Pediatric Surgery
+ Consider inviting to be a member of CoPS (2013)
« Pediatric Urology
« Pediatric Orthopedics
«  Pediatric ENT
« Pediatric Neurosurgery
«__Pediatric Anesthesia
Develop functional model for effective, efficient amongst the 2 2011
community (ongoing)
Benefits of membership delineated (Summer 2011)
CoPS ListServ (Spring 2012) “COPS_REPRESENTATIVES@LISTSERV.PEDSUBS.ORG”
Consider creating ListServ of ListServs (2013)
Provide a rapid response to facilitate communications within the profession 2011
o __Process for vetting and responding tossues developed
Raise awareness of CoPS among pediatric colleagues Extern:
Promote the value (services) of CoPS 2012
«  Disseminate a portfolio of accomplishments (ongoing)
«  Updates
«  First Five Years Paper
«  Presentations at APPD/PAS
+  Collaborate with other organizations
o
o AP
o FOPO
«  PEEAC
D. Effective C: rategies: External and Internal
Social Media 2012
+_ Evaluate practicality and value (initiated)
Maintain and enhance website 2011
. Committee der restoring bulletin board for responses and (ongoing)
g to
Develop a comprehensive database 2011

PDs: e-mail addresses from ACGME; updated monthly; all CoPS subs
Leaders of organizations (include sub-board chairs, if applicable): office calls to obtain e-mail

(completed except

for fellows)
addresses; update 6-12 months; go to reps as secondary resource. Also obtain url address, if there
is one. Consider resurveying reps.
«  Fellows: consider as task for NY
Subspecialists: tabled. Not an element of the current strategic plan
Improve brand identity of CoPS in the pediatric community 2012

CoPS Listserv

(Completed)

2011
First5 years paper (Summer 2012) (ongoing)
«  Newsletters/Updates
«  PEEAC(2011,2013)
o Strategic planning document
Multiple interests where CoPS can serve as a forum and or use its network 2012
«  Collaboration with other organizations (ongoing)
o
o APPD: Fellowship Readiness
0 FOPO: Peds Training
o Fellowship Start Date (Summer 2012)
Serveasa network to help market their education and issues 2012
«  Developa process/guidelines for warehouse (initiated)
0 determining criteria whether the issue has multi-subspecialty appeal
= submission form: include start/end date for duration of posting
0 method of dissemination
= CoPSListServ
* Updates
= Calendar of events on website
* ListServof Listservs
0 fees: members free? Charge for non-members?
0 examples: lead content of cross discipline interest
AR CoPS among pediatric coll “External
Promote the value (services) of CoPS 2012
«  Disseminate a portfolio of accomplishments (ongoing)
«  Updates
«  FirstFive Years Paper
«  Presentations at APPD/PAS
«  Collaborate with other organizations
O APPD/ABP/FOPO
«  PEEAC
1. Source of Expertise — Position CoPS as a resource for sharing and developing expertise among pediatric subspecialties.
A Identify the i ssues (i.e. health reform, medical home, Talist referrals,
fellowship training, etc.).
toidentify how CoPS assist them in achieving their goals L
Select at least one issue annually that positions CoPS as  leader in expertise and collaboration 2011
«  ABP Subspecialty Clinical Training and Certification Initiative (2011) (ongoing)
o Fellowship Readiness (2012)
dentify issues that CoPS can optimally manage as a third party, reflecting its work product expertise 2013
B. Develop functional process and model for expert collaboration.
External i other d ocieties 2011
*  First step-Process for vetting issues developed (Summer 2011) (ongoing)
«  Building with other groups
Internal collaboration mechanisms 2012
o CoPslListserv (ongoing)
C. Promote, sustain, and enhance partnerships and synergize with others in the pediatric community.
1dentify and establish CoPS network of experts L
1dentify and utilize appropriate venues to demonstrate and expand the role and activities of CoPS L




C.Bea pediatric subspecialty professional development resource

Partner with existing leadership training programs and identify gaps in existing resources, 2013
Survey and catalog leadership training trainees, d 2013
and URL link to i on CoPS website 2013
Partner with organi fill gaps in i 2013
Emphasize the importance of professional development L
D. Be the quality-of-life resource for the pediatric subspecialties.
ify with loan balance that influence recruitment and retention L
Partner with other organizations to improve reimbursement / loan repayment for the pediatric subspecialties L
Conduct focus group(s) with medical students and trainees to gain a better understanding of the current work 2014
life balance, the future vision of such balance, and the barriers to subspecialty careers
B. Long-term sustainabil
v to ensure long-term 2012
(ongoing)
Consider establishing financial relationships with other organizations/groups of common interest 2013
Explore feasibility and legality of leasing database 2012
«  Discussed: not feasible (completed)
Consider engaging the pediatric surgical subspecialties 2012
«  Invite Pediatric Surgeons to join CoPS. (initiated)

Il Workforce on issues of curriculum and job satisfaction.
'A._Be the pediatric subspecialties program knowledge center.
Form working groups to explore existing resources and establish new programs 2012
«  Collaboration with FOPO on future education of trainees (initiated)
«  Fellowship readiness Action Team
Process to disseminate information from subspecialties
Develop regional hubs of subspecialty education 2013
«  Possibilities for webinars:
0 Creating EPAs/milestones
o Givingfeedback
B. Serve as a pediatric subspecialty recruitment source.
p by raising f CoPS resources among trainees, subspecialty 2013
organizations and subspecialists
Promote and track utilization of CoPS website 2012
+ APPD poster (ongoing)
+  Websitedata
with L
for medical students and residents to g L
yat L
Use social networking sites to reach medical students and trainees 2012
Create and promote job boards L
+_ Consider for non-subspecialty specific jobs, . chair, DIO, Dean
Solicit disease based (parents) for support of training to meet children’s needs L
IV. Sustainable CoPS Organization - Create and maintain an effective Council with sustainable resources and leadership
A shortterm il
Develop a budget identifying costs of programs and services and necessary income; appoint a treasurer and/or committee. 2011
«  Budget developed (completed)
« Initial treasurer to be appointed
«_Role of treasurer determined
Prepare a dues schedule immediately to fund 2011 operations and identify support from subspecialty societies and sections 2011
Dues structure reviewed (completed except for
«  Initial mailing to PAS societies completed in spring 2011 bylaws)
 Dues letter to the remainder of Societies. For AAP sections, invoice may be sent out through reps pending
further discussion with AAP leadership
Updatedletter for invoices (add ABP initiative)
« Basic dues category for subspecialty societies
Registration included for p to two reps for dues categories above basic. For Basic, pay for registration.
« “Payto play” mandatory July 2012
«  Advise Council of pay to play at annual meeting in October
« Canhave more than one rep but only two votes per subspecialty
“Liaison” changed to “Allied Pediatric Organization”
+  FOPOinvited guests
« Bylaws will need to be updated to reflect changes
‘Advise supporting organizations of the repositioning of CoPS and of the services that CoPS can provide 2011
« CoPs Chair (or designee) to attend meetings of supporting organizations (completed)
«  Distribute copies of strategic plan to organizations
« Consider brief paper detaling strategic plan
‘Approach AAP to discuss areas of common interest and where CoPS unique structure can benefit each organization 2011
Discussions ongoing (ongoing)
Finalize the f Council v 012
+_ Responsbility of member organizations/societies (completed)
Ensure Executive Officers and Council leaders involvement in governance 2011
Involvement of Council in task forces (ongoing)
« Monthly calls of Executive Committee

Bi-Monthly e-mails (brief updates/progress)
Process for responding to issues delineated which addresses this issue




Entry into Fellowship: Program
Director Perspectives

METHODS

@)

O

JIM BALE, MD
RICH MINK, MD, MACM

DATA COURTESY OF ROB MCGREGOR, MD
AND VICKY NORWOOD, MD

€©r5d

 Survey sent to categorical pediatric and
pediatric fellowship program directors
during Rob McGregor’s tenure as APPD
Past-President (~2008)

¢ Five questions in each survey.

¢ Respondents:
oPediatric PDs: 103/182 (57%)
oFellowship PD: 113/491 (23%)

Results: Categorical Pediatric Program
Directors

Categorical PD Management Strategies

O

¢ How many of your program graduates enter
fellowship annually: 7.7/program
o The percentage of the total program: median: 50%

* How many of these graduates have had a conflict in
end/start dates: 6.23/program
o 81% of those entering fellowship

¢ Do you have a management strategy: Yes: 57%

* What percent of the time do you let them leave early
without terminal vacation: median: 10%

¢ Would you support a delayed start date for
fellowship: Yes: 93%

©‘
e Schedule vacation time (1 to 2 weeks) at the end of
pediatric residency
« Schedule flexible rotations (e.g., EM, electives) that
allow residents to leave early

¢ Trade calls/shifts, etc. to enable early departures
from the pediatric program

* Modify the program rotation schedule to minimize
reliance on PL3s during the last block rotation

« End PL3 contracts on June 20,
« None (required to remain until June 30t)

Results: Fellowship Program Directors

O

Fellowship PD Management Strategies

O

¢ What percent of fellows come directly from
residency: median: 75%

* How many of these have had a conflict with
end/start dates: 1.7/year/program

¢ Do you have a management strategy: Yes: 32%
* Have you been flexible with start dates: No: 68%

¢ Would you support a delayed, uniform fellowship
start date recognizing that there could be coverage
issues: Yes: 67%

* Avoid early clinical responsibilities
o Start clinical service July 5, July 16, August 1

« Be flexible, as necessary

* Negotiate with residency PD to let
residents leave early

* Adjust start date, on case by case basis
e Hold orientation after July 1




ACTION PLAN

O

* Based on anecdotal information from Internal
Medicine PDs, this issue is of concern for IM, as well.
DI10Os are important stakeholders.

o CoPS could create a “white paper” that summarizes
the issues and the available data and suggests an
action plan.

¢ The action plan could include a strategy to obtain
current impressions from pediatrics and other
specialties.




social media

CoPS

lJIlII
‘“‘-L bs p cialties

Project Goals

e Ultimate goal of project

Begin to discuss whether CoPS
should have a presence on social
media?

e This could broaden the audience

e Improve speed and breath of
communications

“Action expresses priorities”- M. Gandi

What is Social Media?

e The various activities that integrate
technology, social interaction, and
the construction of words, pictures,
videos and audio + the Community it
involves

FOR MORE INFO...

Competitive Analysis- If we
don’t do this?

e Competitors

— Already many blogs and websites
e Strengths

- Wedo represent a consensus.
e Weaknesses

— Physicians and healthcare already
behind.

Examples of Social Media
applications.

e Communication Blogs

e Social Networking Micro-
blogging/presence

e Collaboration Wikis

e Social Bookmarking Opinion and
Ratings Multimedia

FOR MORE INFO...

Examples- very familiar ones

e Facebook
e Wikipedia
e Linkedin

e YouTube
e Facebook
e twitter

social media




Evolution in healthcare

e The first on the scene was the
empowered patient

e Then, savvy physicians began to
engage their patients
e Now, Physicians are collaborating

with other Physicians only sites lie
Doximity

Main themes

e Interactive vs passive
e Low cost

Technology

e New technology being used

— Requires some expertise but user
friendly

e Standards being adopted FSMB have
outlined standards.
— Benefits clear guidelines

Team/Resources

e $3$% resources allocated to this
project
— People- some part time help
— Equipment account
— Support & outside services
— Sales- if we wish to have adds?

Procedures

e Highlight any procedural differences
from regular projects of this type

e Discuss requirements, benefits, and
issues of using new procedures

FOR MORE INFO...

List location or contact for procedures document (or other
related documents) here
11

social media

Schedule

e How might we develop this

Phase 1- Information
Phase 2- pilot

Phase 3-revise

Jan Feb Mar  Apr May Jun  July Sep Oct Nov Dec

FOR MORE INFO...
One possible plan.




Current Status

e High-level overview of progress
against schedule
—On-track in what areas
—Behind in what areas
— Ahead in what areas

e Unexpected delays or issues

Related Documents

e Marketing plan

— Location or contact name/phone
e Budget

— Location or contact name/phone
e Post mortem

—Location or contact name/phone
e Submit questions

—Location or contact name/phone

Went to the true source-

e Define who will be responsible a subgroup
and provide training.

e Define minimum number of check/post

e Define exactly our needs and intended
uses
— Active bulletin board
— Consultations and advice
— Reactivity

social media

Costs /expertise

e Free accounts
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