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Chapter  One  

INTRODUCTION  TO  THE  STUDY  

  

1.1  Introduction    
	  
The	  World	   Health	   Organization	   (WHO)	   continues	   to	   express	   concern	   that	   the	  

incidence	   of	   adverse	   event1	  related	   morbidity	   and	   mortality	   for	   patients	  

admitted	   into	   hospital	   and	   health	   care	   settings	   remains	   at	   around	   10%	   in	  

developed	   countries	   worldwide	   (Walton,	   2012;	   WHO,	   2002;	   WHO,	   2009).	  

Concurrently,	   with	   respect	   to	   the	   incidence	   of	   adverse	   events	   in	   developing	  

countries,	   the	   patient	   safety	   related	   adverse	   event	   indicator	   of	   ‘infection’	   is	  

estimated	  to	  affect	  between	  40%	  and	  70%	  of	  patients	  (WHO,	  2008).	  	  

	  

Kohn,	  Corrigan	  and	  Donaldson	  (2000)	  in	  To	  Err	  is	  Human2,	  suggest	  that	  adverse	  

events	   affecting	   patient	   safety	   in	   the	   United	   States,	   and	   potentially	   in	   other	  

developed	  countries,	   are	  greater	  annually	   than	   that	  of	   the	   traffic	   accident	   road	  

toll,	  AIDS	  and	  certain	  cancers	  combined;	  and	  the	  annual	  death	  rate	  attributed	  to	  

medication	  errors	  is	  7,000	  compared	  with	  a	  general	  workplace	  based	  mortality	  

of	  6,000	  deaths	   (Kohn	  et	  al,	  2000,	  p.2).	   	  The	  1995	  Quality	   in	  Australian	  Health	  

Care	   Study	   found	   an	   Australian	   acute	   hospital	   related	   adverse	   event	   rate	   of	  

16.6%	  (Wilson,	  Runciman,	  Gibberd,	  Harrison,	  Newby	  &	  Hamilton:	  1995).	  

	  

These	   examples	   from	   substantive	   studies	   into	   the	   safety	   of	   patients	   within	  

healthcare	  settings	  are	  relatively	  recent	  and	  are	  supported	  by	  the	  findings	  from	  	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1	  	  An	  injury	  due	  to	  medical	  care	  (WHO.	  2008,	  p.1)	  
2	  To	  Err	  is	  Human	  is	  the	  shorter	  title	  of	  this	  work	  	  
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earlier	   studies	   such	   as	   The	  Harvard	  Medical	  Practice	  Study	   (Brennan,	   Leape	   &	  

Laird	   et	   al	   1991),	  and	   the	   United	   Kingdom	   of	   Great	   Britain	   and	   Ireland	   Study	  

(NHS,	  An	  Organization	  with	  a	  Memory,	  2000).	  	  

	  

Internationally,	   these	   studies	   have	   contributed	   to	   the	   exponential	   growth	   and	  

recognition	  of	  patient	  safety	  as	  a	  discreet	  discipline	  or	  science	  within	  the	  past	  10	  

to	   15	   years	   and	   the	   acknowledgement	   that	   ‘despite	   all	   the	   known	   power	   of	  

modern	  medicine	  to	  cure	  and	  ameliorate	   illness,	  hospitals	  were	  not	  safe	  places	  

for	  healing’	  (Emanuel,	  Berwick,	  Conway,	  Combes,	  Leape,	  Reason,	  Schyve,	  Vincent	  

&	  Walton,	  2008,	  p.1).	  Furthermore,	   it	   is	  now	  acknowledged	  that	  healthcare	  is	  a	  

high-‐risk,	  system-‐based	  industry	  that	  shares	  much	  in	  common	  with	  the	  high-‐risk	  

airline	  and	  nuclear	  power	  industries	  	  (Reason,	  1990,	  2002;	  Vincent,	  2010,	  2012).	  

	  

However,	  although	  these	  two	  examples	  have	  had	  poor	  records	  in	  people’s	  minds,	  

both	  industries	  now	  have	  well-‐established	  safety	  systems	  with	  accountability	  for	  

safe	  practice	  documented	  and	  monitored	  for	  all	  levels	  of	  the	  organizations.	  	  The	  

healthcare	   industry	  on	   the	  other	  hand,	   is	   yet	   to	   implement	   substantive	  patient	  

safety	   focused	   practice	   models	   that	   are	   directly	   linked	   to	   healthcare	  

professionals	   educational	   preparation	   and	   their	   subsequent	   roles	   within	   the	  

health	   care	   system	   (Vincent,	   2010).	   	   Jenicek	   (2011)	   highlights	   this	   analogy	   by	  

citing	  Lockwood	  (1907	  –	  1950):	  	  ‘The	  pilot	  is	  by	  circumstances	  allowed	  only	  one	  

serious	  mistake,	  while	  the	  surgeon	  may	  commit	  many	  and	  not	  even	  recognize	  his	  

own	  errors	  as	  such’	  (Jenicek,	  2011,	  p.3).	  

	  

It	   is	   now	   acknowledged	   that	   medical	   injury	   is	   ‘occurring	   far	   more	   often	   than	  

heretofore	  realized’	  with	  many	  of	  the	  injuries	  ‘deemed	  preventable’,	  in	  that	  	  
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doctors	   tended	   not	   to	   reveal	   their	   mistakes	   either	   to	   their	   patients	   or	  

supervisors	  and	  were	  protected	  by	  their	  medical	  defence	  organizations	  and	  legal	  

counsel	  (Emanuel,	  Berwick	  &	  Conway	  et	  al,	  2008,	  p.2).	  

	  

Runciman	   and	   Lumby	   (2009)	   point	   out	   that	   doctors	   have	   ‘a	   long	   tradition	   of	  

being	   self-‐regulated’	   and	   suggest	   that	   how	   equipment	   is	   to	   be	   used,	   and	   how	  

medicine	  is	  to	  be	  conducted,	  has	  been	  largely	  laissez-‐faire’.	  	  Further,	  compliance	  

with	   evidence-‐based	   care	   is	   often	   resisted	   on	   the	   basis	   of	   a	   desire	   for	   ‘clinical	  

freedom’	  (Runciman	  &	  Lumby,	  In	  Healy	  &	  Dugdale,	  2009,	  p.192).	  	  

	  

This	   tradition	   of	   self-‐regulation	   has	   tended	   to	   influence	   the	   safety	   of	   junior	  

doctors’	  practice	  in	  that	  they	  are	  expected	  ‘to	  perform	  tasks	  for	  which	  they	  have	  

had	  little	  or	  no	  training’	  	  (Runciman	  &	  Lumby,	  In	  Healy	  &	  Dugdale,	  2009.	  p.192).	  	  	  

As	  with	  all	  doctors,	  junior	  doctors	  may	  make	  errors	  or	  violate	  protocols.	  	  

The	   potential	   for	   such	   errors	   and	   violations	   is	   seen	   as	   part	   of	   a	  wider	   system	  

failure	  in	  Australian	  hospitals	  where	  the	  performance	  of	  junior	  doctors	  (JD)	  with	  

respect	   to	  patient	  safety,	  may	  be	   impacted	  by	  poor	  supervision	  and	   teamwork.	  	  

Contributing	   factors	   to	   this	   ‘sub-‐optimal’	   patient	   care	   may	   be	   related	   to	   poor	  

rostering,	  inadequate	  or	  unstructured	  handovers,	  lack	  of	  appropriate	  equipment,	  

or	   poor	   departmental	   organization	   and	   the	   unavailability	   of	   protocols	   and	  

guidelines	  (Runciman	  &	  Lumby,	  	  In	  Healy	  &	  Dugdale,	  2009,	  p.198).	  	  	  	  

	  

Following	   the	   work	   of	   Reason,	   who	   proposed	   the	   Swiss	   Cheese	   Model	   of	  

Accident	   Causation	   (Reason,	   1990),	   health	   care	   is	   moving	   towards	   a	   systems	  

approach	   to	   the	   regulation	   and	   monitoring	   of	   adverse	   events	   and	   errors	  

(Institute	   of	   Medicine,	   2004:	   Aspen	   et	   al;	   Emanuel,	   Berwick	   &	   Conway	   et	   al,	  
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2008;	   Runciman	   &	   Lumby,	   2009;	   Vincent	   2010).	   	   The	   Institute	   of	   Medicine	  

(IOM)3	  	   (Aspen,	   et	   al,	   2004)	   however,	   considers	   that	   healthcare	   represents	   a	  

‘low-‐reliability	   system,	   where	   frequently	   all	   that	   stands	   between	   an	   adverse	  

event	  and	  quality	  health	  care	  is	  the	  health	  care	  provider’	  (IOM,	  Aspen	  et	  al,	  2004,	  

p.228).	  

	  

With	   respect	   to	   junior	  doctors’	   safe	   practice	  within	  Australian	   health	   care,	   the	  

inherent	   failure	   of	   the	   system	   to	   provide	   adequate	   supervision	   and	   system	  

safeguards	   is	   illustrated	   by	   Coombes	   et	   al	   (2008)	   in	   an	   adaptation	   of	   the	  

Reason’s	   Swiss	   Cheese	  Model	   (Figure	   1.1:	  Why	  Junior	  Doctors	  make	  Prescribing	  

Errors).	  	  	  

	  
Figure	  1.1:	  Why	  Junior	  Doctors	  Make	  Prescribing	  Errors:	  An	  Adaption	  of	  the	  Reason	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Swiss	  Cheese	  Model	  

This	   Coombes	   et	   al	   model	   seeks	   to	   illustrate	   the	   relationship	   between	   junior	  

doctors’	  level	  of	  supervision,	  knowledge	  deficit,	  and	  the	  potential	  for	  medication	  

error.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
3	  Institute	  of	  Medicine	  of	  the	  United	  States	  National	  Academies:	  National	  Academy	  of	  Sciences,	  
	  	  	  	  National	  Academy	  of	  Engineering	  and	  Institute	  of	  Medicine	  	  
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Internationally,	   the	  potential	   for	   error	   related	  patient	  adverse	   events	   in	  health	  

care	   suggesting	   the	   need	   for	   patient	   safety	   focussed	   standards,	   curricula,	  

education,	   and	   assessment	   for	   all	   doctors	   (and	   specifically	   junior	   doctors,	   SP	  

IMGs	  4	  and	  medical	  students),	  is	  highlighted	  by	  leading	  patient	  safety	  experts	  and	  

organizations	   including	   the	   Institute	   of	   Medicine	   (Aspen	   et	   al	   United	   States,	  

2004);	   the	   National	   Patient	   Safety	   Education	   Framework	   (NPSEF)	   (ACSQHC,	  

Australia,	  20055),	  Walton	  and	  Elliot	  (Australia	  2006),	  Walton	  (Australia,	  2012);	  

and	  the	  World	  Health	  Organization	  (WHO,	  2009).	  	  

	  

1.2:  Background  to  the  Study:  

The  emergence  of  patient  safety  as  a  science  and  a  discipline  and  the  development  

of   patient   safety   educational   initiatives:      Responses   to   patient   risk   and   adverse  

event  potential  

	  

Increasingly,	   ‘patient	   safety’,	   as	   both	   a	   science	   and	   a	   discreet	   educational	  

discipline,	   is	   considered	   of	   national	   and	   international	   significance.	   This	   stems	  

from	   its	   capacity	   to	   address	   the	   potential	   risk	   of	   adverse	   events	   for	   patients	  

receiving	   care	   from	   doctors,	   nurses	   and	   other	   healthcare	   professionals	   within	  

healthcare	  settings.	  	  	  

	  

	  The	  significance	  of	  this	  risk	  has	  led	  to	  the	  establishment	  of	  national	  authorities	  

in	   developed	   countries	   to	   oversee	   patient	   safety	   standards	   within	   their	  

healthcare	  systems	  and	  institutions.	  	  Australia	  was	  an	  early	  leader	  in	  this	  regard	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
4	  SP	  IMGs:	  Standard	  Pathway	  International	  Medical	  Graduates	  
5	  Australian	  Council	  for	  Quality	  and	  Safety	  in	  Health	  Care	  (ACQSHC)	  
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with	  the	  establishment	  of	  the	  Australian	  Council	  for	  Safety	  and	  Quality	  in	  Health	  

Care	  (ACSQHC)	  in	  January	  2000.	  	  	  

1.2.1:	  Australian	  National	  Patient	  Safety	  Initiatives	  
	  
The	  ACSQHC	  was	  set	  up	  under	  the	  leadership	  of	  the	  then	  Health	  Minister	  of	  the	  

Australian	  Commonwealth	  Government	  with	  the	  support	  of	  the	  Health	  Ministers	  

of	  the	  Australian	  States	  and	  Territories.	  	  The	  lasting	  legacy	  of	  the	  ACSQHC	  from	  

an	  international	  perspective	  was	  the	  publication	  of	  the	  evidence	  based	  National	  

Patient	   Safety	   Education	   Framework	   (NPSEF)	   (ACSQHC,	   Commonwealth	   of	  

Australia,	   2005),	   that	   sets	   out	   a	   structured,	   multi-‐professional	   educational	  

patient	   safety	   curriculum	   framework.	   	   The	   NPSEF	   is	   supported	   by	   evidence-‐

based	   and	   measureable	   discipline	   specific	   health	   worker	   knowledge	   and	  

performance	   elements.	   	   Notably,	   the	   NPSEF	  was	   subsequently	   adopted	   by	   the	  

World	  Health	  Organization	  (WHO,	  2009;	  2011).	  

In	  2006,	  the	  Australian	  Commission	  on	  Safety	  and	  Quality	  in	  Healthcare	  (ACSQH)	  

was	  established	  and	  subsumed	  the	  work	  of	  the	  ACSQHC.	  	  The	  ACSQH	  published	  

its	   own	   safety	   and	   quality	   framework,	   the	   Australian	   Safety	   and	   Quality	  

Framework	   for	   Health	   Care	   in	   2010.	   	   The	   Australian	   Safety	   and	   Quality	  

Framework	   for	   Health	   Care	   (ACSQH,	   2010)	   sets	   out	   three	   standards	   for	   safe	  

health:	   those	  of	  health	   care	  being	   ‘Consumer	  Centred,	  Driven	  by	  Information	  and	  

Organized	  for	  Safety’	  (ACSQH,	  December,	  2010).	  	  	  	  

The	   2010	   framework,	   however,	   fails	   to	   directly	   acknowledge	   or	   reflect	   the	  

education	   focus	   of	   the	  NPSEF	   or	   incorporate	   its	   evidence-‐based	   patient	   safety	  

curriculum	  and	  performance	  element	  focus.	  	  This	  omission	  reflects	  an	  emerging	  

trend	  in	  Australia	  to	  focus	  more	  on	  patient	  or	  consumer	  satisfaction	  with	  care	  as	  

a	   key	   indicator	   of	   quality	   and	   safety	   in	   health	   care,	   and	   less	   on	   health	   care	  
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workers’	  patient	  safety	  education,	  knowledge	  and	  performance.	  	  Other	  examples	  

of	   the	   ‘consumer	   satisfaction’	   trend	   include	   the	   proposed	   Victorian	   Quality	  

Improvement	  Framework	  for	  Healthcare	  2013	  –	  2022:	  Concept	  Draft,	  Department	  

of	  Health	  Victoria	  (DHS,	  2013).	  	  	  	  

In	  contrast,	   the	  World	  Health	  Organization	  has	  adopted	  the	  Australian	  National	  

Patient	   Safety	   Education	   Framework	   (2005)	   in	   its	   entirety	   as	   the	   basis	   for	   its	  

medical	  and	  health	  professional	  patient	  safety	  education	  curricula	  (WHO,	  2009,	  

2011;	   Walton,	   2012)	   with	   the	   recommendation	   for	   both	   to	   be	   adopted	   by	  

medical	   and	   health	   professional	   education	   programs	   worldwide.	   The	   WHO	  

adoption	  of	  the	  NPSEF	  is	  discussed	  further	  in	  section	  1.2.3	  of	  this	  chapter.	  	  

	  

Additionally,	  Australian	  national	  health	  care	  outcomes,	  including	  adverse	  events	  

and	   their	   related	   health	   care	   expenditure,	   are	   monitored	   by	   the	   Australian	  

Institute	  of	  Health	  and	  Welfare	  (AIHW,	  2012).	  	  

1.2.2:	  International	  Patient	  Safety	  Agencies	  and	  Initiatives	  
	  
Important	   national	   patient	   safety	   monitoring	   agencies	   and	   institutes	   from	   an	  

international	   perspective	   include	   the	   National	   Patient	   Safety	   Agency	   of	   the	  

National	  Health	  Service	  of	  the	  United	  Kingdom	  (NHS,	  2005),	  the	  Canadian	  Patient	  

Safety	   Institute	   (CPSI,	   2007),	   and	   the	   Institute	   of	   Medicine	   of	   the	   National	  

Academies	  in	  the	  United	  States	  (IOM,	  Kohn	  et	  al	  2000;	  Aspen	  et	  al	  2004).	  	  	  	  
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1.2.3:	  World	  Health	  Organization	  [WHO]	  Patient	  Safety	  Educational	  and	  

Curricula	  Initiatives	  	  

Internationally,	   the	  World	  Health	  Organization’s	  World	  Alliance	  for	  Safer	  Health	  

Care6,	  established	  by	  the	  World	  Health	  Organization	  (WHO,	  2004)	  in	  response	  to	  

the	   increasing	   recognition	   of	   the	   impact	   of	   health	   care	   related	   adverse	   events,	  

commissioned	  a	  series	  of	  reviews	  of	  earlier	  national	  patient	  safety	  and	  adverse	  

event	  studies	  from	  the	  United	  States,	  Australia,	  and	  the	  United	  Kingdom.	  	  These	  	  	  

research	   and	   discussion	   papers,	   including	   the	   Quality	   of	   Patient	   Safety	  WHO	  

Secretariat	   Report	   (2002),	   formally	   recognized	   patient	   safety	   as	   a	   core	  

component	   of	   health	   care	   and	   health	   care	   workers’	   education	   globally	   (WHO,	  

2002).	   	   The	   subsequent	   resolutions	   and	   recommendations	   from	   the	   World	  

Health	   Organization’s	   Fifty	   Fifth	   Health	   Assembly	   (2002)	   raised	   the	   profile	   of	  

patient	  safety	   internationally.	  The	  World	  Health	  Organization	  committed	  to	  the	  

establishment	   of	   evidence-‐based	   policies	   and	   global	   norms	   for	   patient	   safety	  

through	  its	  192-‐nation	  WHO	  World	  Health	  Alliance	  for	  Patient	  Safety	  (WHO	  2002,	  

2008).	  	  	  

	  

The	   WHO	  World	  Health	  Alliance	   for	  Patient	   Safety	   recognized	   the	   work	   of	   the	  

Australian	  Council	  for	  Safety	  and	  Quality	  in	  Health	  Care	  for	  its	  role	  in	  publishing	  

the	   National	   Patient	   Safety	   Education	   Framework	   (NPSEF)	   (Commonwealth	   of	  

Australia,	  2005).	  	  The	  NPSEF	  established	  Australia	  as	  the	  first	  country	  to	  respond	  

to	   the	   challenges	   to	   patients’	   safety	   posed	   by	   the	   risk	   of	   health	   care	   related	  

adverse	   events	   through	   the	   development	   of	   a	   comprehensive	   evidence	   based	  

patient	  safety	  curriculum	  for	  health	  care	  workers.	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
6	  The	  WHO	  World	  Alliance	  for	  Patient	  Safety	  is	  responsible	  for	  international	  patient	  safety	  
research,	  policy	  and	  education	  initiatives	  
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Subsequently,	   the	   WHO	   World	   Alliance	   for	   Patient	   Safety	   adopted,	   with	   only	  

minor	   modification,	   the	   Australian	   NPSEF	   as	   the	   basis	   for	   publication	   of	   two	  

patient	   safety	   curricula	   guides	   to	   be	   implemented	   by	   health	   professional	  

education	   programs	   internationally	   (WHO,	   2009,	   2011).	   	   	   The	   first	   of	   these	  

guides,	   The	   WHO	   Patient	   Safety	   Curriculum	   Guide	   for	   Medical	   Schools,	   was	  

released	   in	   2009,	   followed	   by	   a	   multi-‐professional	   edition	   The	   Patient	   Safety	  

Curriculum	  Guide:	  Multi-‐Professional	  Edition	  in	  2011.	  	  	  

The	   intent	   of	   the	  WHO	  World	   Alliance	   for	   Patient	   Safety	   is	   for	   these	   curricula	  

guides	   to	   be	   adopted	   by	   medical,	   nursing	   and	   health	   professional	   education	  

programs,	   in	   all	   developed	   countries	   initially,	   in	   order	   to	   equip	   students	   and	  

graduates	  to	  recognize	  the	  potential	  for	  health	  care	  related	  adverse	  events,	  and	  

to	  be	  patient-‐safety	   focussed	   in	   their	   clinical	  practice.	   	   	   	   Importantly,	   the	  WHO	  

curricula	  guides	  set	  out	  global	  and	  regional	  patient	  safety	  standards	  and	  criteria	  

for	   both	   the	   teaching	   and	   assessment	   of	   the	   patient	   safety	   curricula	   elements	  

with	  respect	  to	  medical	  and	  health	  professionals’	  education	  and	  practice	  	  (WHO,	  

2009;	  WHO,	  2011).	  	  

	  

Internationally,	  there	  is	  interest	  in	  some	  developed	  countries	  in	  determining	  the	  

potential	   for	   implementation	   of	   the	  WHO	   Patient	   Safety	   Curriculum	   Guide	   for	  

Medical	   Schools.	   	   For	   example,	   in	   a	   2010	   study,	   Leung	   and	   Patil	   explored	   the	  

perceptions	  of	  Year	  Three	  Hong	  Kong	  University	  medical	  students	  to	  the	  planned	  

introduction	  of	  the	  WHO	  Patient	  Safety	  Curriculum	  Guides	  for	  Medical	  Students	  

into	  Year	  Four	  of	  the	  medical	  program	  (Leung	  &	  Patil,	  2010).	  	  
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With	   respect	   to	   Australia,	   however,	   there	   is	   scant	   evidential	   literature	  

supporting	   the	   formal	   implementation	  of	   the	  WHO	  curriculum-‐based	  approach	  

to	   patient	   safety	   education	   and	   assessment	  within	   Australian	  medical,	   nursing	  

and	  health	  professional	  education	   faculties	   (Spigelman,	  Debono,	  Oates,	  Dunn	  &	  

Braithwaite,	  2012).	  	  The	  findings	  of	  the	  Spigelman,	  Debono	  and	  Oates	  et	  al	  2012)	  

study	   are	   reported	   in	   greater	   detail	   in	   Chapter	   Two.	   	   Nevertheless,	   institution	  

specific	   patient	   safety	   curricula	   elements	   are	   emerging	   in	   some	   Australian	  

medical	  schools	  (Walton,	  2012).	  

	  

Specialty	   specific	   medical	   education	   programs	   such	   as	   Anaesthetics,	   and	   the	  

work	   of	   the	   Australian	   Patient	   Safety	   Foundation,	   however,	   actively	   promote	  

patient	   safety	   education	   and	   patient	   safety	   assessments	   of	   competence	  within	  

their	  postgraduate	  curricula	  and	  clinical	  practice	  in	  Australia	  (Runciman,	  2002).	  	  

The	   Association	   of	   American	   Medical	   Colleges	   report	   similar	   patient	   safety	  

curriculum	  initiatives	  in	  anaesthesia	  (Barach,	  2000).	  

	  

1.3:  The  Significance  of  the  Research  
In	   relation	   to	   the	   National	   Patient	   Safety	   Education	   Framework	   and	   the	  WHO	  

Patient	   Safety	  Curriculum	  Guide	   for	  Medical	   Schools	   (2009),	   Australian	   medical	  

educational	   programs	   appear	   to	   be	   reluctant	   to	   engage	   with	   either	   the	  

implementation	   of	   these	   two	   evidence	   based	   and	   established	   patient	   safety	  

curriculum,	   or	   to	   embrace	   structured	   on-‐going	   patient-‐safety	   oriented	  

assessments	  of	  clinical	  competence.	  	  	  
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Further,	   neither	   the	   NPSEF	   nor	   the	  WHO	   Patient	   Safety	   Curriculum	   Guide	   for	  

Medical	   Schools	   provides	   a	   generic,	   structured	   evidence-‐based	   assessment	  

template.	   	   Rather	   a	   range	   of	   assessment	   modalities	   such	   OSCE,	   Simulation	  

scenarios	   and	   Workplace	   Based	   Assessment	   (WBA)	   formats	   are	   suggested	   as	  

appropriate.	   	  Educators	  and	  assessors	  are	  therefore	  expected	  to	  devise	  content	  

and	  encounter-‐	   specific	   assessment	   tools	   if	  patient	   safety	   is	   to	  be	   considered	  a	  

credible	  element	  of	  the	  curriculum	  (WHO,	  2009,	  p.47).	  	  	  	  

	  

	  Consequentially,	  at	  the	  time	  of	  this	  study,	  there	  is	  a	  failure	  on	  the	  part	  of	  most	  

Australian	   undergraduate	   and	   postgraduate	   medical	   education	   and	   training	  

programs	  to	  recognize	  the	  importance	  and	  relevance	  of	  patient	  safety	  curricula	  

as	  set	  out	  in	  the	  NPSEF;	  and	  a	  concomitant	  reluctance	  to	  engage	  in	  patient	  safety	  

focussed	   competency	   assessments	   in	   clinical	   practice	   based	   on	   established	  

criteria	  (Spigelman,	  Debono	  &	  Oates,	  et	  al,	  2012).	  	  

	  

This	   thesis	  proposes	  a	   response	  and	  presents	  a	  generic	  competency	  based	  and	  

patient	  safety	  focussed	  formative	  assessment	  tool	  reflecting	  and	  operationalizing	  

the	  essential	  competency	  areas	  and	  their	  expected	  performance	  criteria	  (patient	  

safety	   competency	   standards)	   of	   the	   National	   Patient	   Safety	   Education	  

Framework	  (2005,	  ACSQHC,	  Commonwealth	  of	  Australia).	  
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1.4:  Research  Objectives  and  Research  Questions  
	  
The	  thesis	  proposes	  four	  objectives	  and	  poses	  four	  related	  research	  questions.	  
	  
The  objectives  of  the  thesis  are  to:	  

1. To	   operationalize	   the	   evidence-‐based	   Patient	   Safety	   Curricula	   (The	  

National	   Patient	   Safety	   Education	   Framework	   and	   the	   related	   WHO	  

Patient	   Safety	   Curriculum	   Guide	   for	   Medical	   Schools)	   by	   identifying	   a	  

criterion-‐based	  generic	  and	  ‘fit	  for	  purpose’	  assessment	  tool	  that	  reflects	  

contemporary	  medical	  education	  competency	  assessment	  frameworks;	  

	  

2. To	  test	  the	  utility	  of	  the	  criterion-‐based	  assessment	  tool	  with	  Australian	  

doctors	  in	  a	  range	  of	  clinical	  environments	  and	  clinical	  encounters;	  

	  

3. To	  shed	  light	  on	  the	  potential	  responses	  of	  SP	  IMGs,	   junior	  doctors’,	  and	  

their	   assessors	   to	   the	   routine	   adoption	   of	   patient	   safety	   focussed	  

competency	   assessments	   as	   a	   component	   of,	   for	   example,	   Workplace	  

Based	  Assessments;	  and,	  

	  

4. Based	   on	   this	   information,	   to	   propose	   a	   patient	   safety	   education	   and	  

healthcare	   systems	   theoretical	   model	   where	   medical	   and	   health	  

professional	   education	   programs,	   incorporating	   evidence	   based	   patient	  

safety	   curricula	   and	   evidence	   based	   assessment	   processes	   (Boud,	   2007;	  

2010),	  are	   integrated	   to	   form	  critical	   components	  of	  healthcare	  systems	  

safety	  and	  quality	  models.	  
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Research  questions:  
	  
The	  thesis	  explores	  the	  following	  questions:	  

1. What	   essential	   curricula	   components	   and	   performance	   outcomes	   of	   the	  

National	   Patient	   Safety	   Education	   Framework	   and	   the	   related	   WHO	  

Patient	   Safety	   Curriculum	   for	   Medical	   Schools	   should	   be	   included	   in	   a	  

competency	  based	  patient	  safety	  assessment	  tool?	  

	  

2. Does	   the	   patient	   safety	   assessment	   tool	   align	   with	   clinical	   assessors’	  

competency	  assessment	  frameworks?	  	  	  	  	  

	  

3. How	  will	  SP	  IMGs,	  junior	  doctors	  and	  their	  supervisors	  respond	  to	  patient	  

safety	   focussed	   competency	   assessments	   in	   routine	   clinical	  

environments?	  

	  

4. What	  are	  the	  potential	  relationships	  between	  healthcare	  systems’	  quality	  

and	   safety	  models,	   patient	   safety	   focussed	  medical	   education	   curricula,	  

and	   implementation	   of	   patient	   safety	   focussed	   assessments	   in	   clinical	  

environments?	  

	  

1.5:  Structure  of  the  Thesis  
	  
There	  are	  three	  sections	  and	  eleven	  chapters.	  A	  brief	  outline	  of	  the	  sections	  and	  

chapters,	  is	  set	  out	  below	  

Section	  One:	   	  Incorporates	  Chapter	  One	  and	  provides	  an	  introduction	  to	  

the	  study	  and	   focussed	   literature	  reviews	  of	   the	  emergent	  disciplines	  of	  
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patient	   safety	   and	  medical	   education	   competency	   assessment	   theory.	   It	  

includes	   the	   research	   strategy	   and	   concludes	   with	   the	   thesis	   methods	  

chapter.	  	  

Section	   Two	   presents	   the	   results	   from	   the	   seven	   stages	   of	   the	  

development	  and	  testing	  of	  the	  Patient	  Safety	  mini-‐CEX	  tool.	  	  Each	  of	  the	  

four	   results	   chapters	   incorporates	   a	   discussion	   of	   the	   chapter	   specific	  

findings.	  

Section	  Three	  draws	  together	  the	  major	  findings	  of	  the	  thesis	  in	  the	  light	  

of	   the	   patient	   safety	   and	   medical	   education	   assessment	   focus	   of	   the	  

reviewed	  literature	  and	  proposes	  a	  theoretical	  model.	  	  

	  

Chapter	  One	  provides	  an	  introduction	  to	  the	  study	  and	  presents	  an	  overview	  of	  

the	   patient	   safety	   imperatives	   and	   background	   to	   the	   study	   from	   the	  

international	  literature.	  	  It	  has	  also	  identifies	  the	  significance	  of	  the	  study	  within	  

the	  Australian	  context	  and	  sets	  out	  the	  study	  research	  questions	  and	  aims.	  

	  

Chapter	  Two	  reviews	  the	  significant	  historical	  and	  contemporary	  patient	  safety	  

literature	   relevant	   to	   the	   thesis.	   The	   literature	   review	   has	   six	   sub-‐sections.	   	   It	  

presents	   the	  historical	  perspectives	  of	   the	  evolution	  of	   the	  discipline	  of	  patient	  

safety	   and	   identifies	   important	   international	   studies	   that	   provide	   evidential	  

support	  for	  the	  emergent	  discipline.	   	   It	  also	  outlines	  the	  contemporary	  work	  of	  

the	  World	  Health	  Organization’s	  World	  Alliance	  for	  Patient	  Safety	  and	  exemplary	  

national	  patient	  safety	  initiatives	  from	  developed	  countries.	  Finally,	   it	   identifies	  

contemporary	   studies	   that	   provide	   the	   impetus	   for	   the	   patient	   safety	  

competency	  assessment	  focus	  of	  this	  thesis.	  
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Chapter	  Three	  presents	  the	  thesis	  methodology	  and	  establishes	  the	  theoretical	  

frameworks	   and	   models	   underpinning	   the	   study	   from	   the	   perspectives	   of	  

contemporary	  medical	  education	  assessment	  theory	  and	  the	  related	  concepts	  of	  

competence	   and	   performance;	   and,	   the	   discipline	   of	   patient	   safety	   and	   patient	  

safety	  curricula.	  

	  

Literature	  Review	  Search	  Strategies:	  	  Chapter	  Two	  and	  Chapter	  Three	  
	  
An	   extensive	   review	   of	   the	   literature	   underpinning	   the	   emergent	   discipline	   of	  

patient	   safety	   and	   contemporary	   competency	   based	   assessment	   theory	   in	  

medicine	  was	  undertaken	  through	  the	  Monash	  University	  linked	  Search	  Engines	  

and	  Databases	   including	  Google	  Scholar,	  ProQuest,	  Ovid	  Medline,	  Medline	  Plus,	  

PubMed,	   Cochrane	   Library,	   Cochrane	   Databases	   and	   Systematic	   Reviews,	   EBM	  

Reviews,	   Scopus,	   Science	   Direct	   and	   Wiley-‐Blackwell	   on-‐line,	   Best	   Practice,	  

Access	  Medicine,	  DARE	  (Database	  of	  Abstracts	  of	  Reviews	  of	  Effects).	  

http://www.monash.edu/library	  

	  

Patient	  Safety	  	  (1960	  –	  2012)	  	  

Key	  words	  and	  search	  terms	  included:	  	  
National	  AND	   International	   Patient	   Safety	   Studies;	   Patient	   Safety	  AND	   Adverse	   Events	  

AND	  Risk;	   Patient	  Centred	  Care;	  Human	  Error	   AND	  Harm	  in	  Healthcare;	  Medical	  Error	  

AND	   Legal	  Cases;	  Patient	  Safety	  Frameworks	  AND	  Models;	  Patient	  Safety	  Agencies	  AND	  

National	  OR	  International;	  Patient	  Safety	  Curricula;	  Systems	  Based	  Analyses	  of	  Error.	  	  

	  

Contemporary	  Competency	  Based	  Assessment	  in	  Medicine:	  2000	  –	  2014:	  

Key	  words	  and	  search	  terms	  included:	  

Clinical	  Assessment	  of	  Competence	  AND	  Performance	   in	  Medicine;	  Clinical	  Assessment	  of	  

Competence	   in	   Medicine;	   Competency-‐Based	   Assessment	   Tools	   n	   Medicine;	   Workplace	  

Based	  Assessment	  AND	  Competence	  AND	  Performance	  in	  Medicine;	  IMGs	  in	  Australia	  AND	  

Clinical	   Competence;	   Healthcare	   Systems	  AND	   Patient	   Safety;	   Healthcare	   Systems	  AND	  

Risk	  AND	   Near	  Miss	   AND	   Error	   Reporting;	   Management	   of	   Adverse	   Events	   in	   Hospitals	  

http://www.monash.edu/library


	   17	  

AND	  Health	  Facilities;	  World	  Health	  Organization	   (WHO)	   AND	   Patient	   Safety;	   Adverse	  
events	  AND	  Human	  Error	  AND	  	  Doctors;	  Formative	  Feedback	  AND	  Medical	  Education	  OR	  

Clinical	  Assessment.	  

	  

Search	   limits:	   Developed	   countries	   including	   Australia,	   United	   Kingdom,	   USA,	  

Canada,	  and	  Europe.	  

	  

Chapter	   Four	   describes	   the	   methods	   employed	   across	   the	   development	   and	  

testing	   phases	   of	   the	   Patient	   Safety	   mini-‐CEX,	   and	   includes	   participant	  

recruitment	  and	  the	  Ethics	  Approval	  processes.	  

	  

Chapter	  Five	  presents	  the	  results	  from	  the	  developmental	  phases,	  incorporating	  

the	   focussed	   comparative	   review	  of	   evidence-‐based	  patient	   safety	   and	  medical	  

curricula	   literature	   and	   a	   curriculum	   mapping	   exercise;	   identification	   of	   an	  

evidence-‐based	   clinical	   assessment	   framework	   (the	   min-‐CEX)	   for	   adoption	   by	  

the	  thesis;	  and,	  development	  of	  the	  tool	  structure	  and	  an	  initial	  item	  pool.	  	  

	  

Chapter	  Six	  will	  present	   the	  results	   from	  the	  Phase	  Two	  testing	  of	   the	  Patient	  

Safety	  mini-‐CEX	  (PSM)	  Item	  Pool	  within	  the	  Item	  Pool	  Survey	  Validation	  Survey	  

format	   and	   the	   results	   from	   the	   Item	   Pool	   Validation	   Survey	   and	   the	   Expert	  

Clinical	  Reviews	  of	  the	  Item	  Pool.	  	  	  	  It	  will	  conclude	  with	  the	  development	  of	  the	  

Patient	   Safety	   mini-‐CEX	   (Version	   1)	   for	   testing	   in	   OSCE,	   Simulation	   and	  WBA	  

environment	  testing;	  and	  summary	  discussion	  of	  Phase	  2	  results.	  	  

	  

Chapter	   Seven	  will	   present	   the	   results	   from	   Phase	   3,	   Phase	   4,	   and	   Phase	   5	  

testing	   of	   the	   Patient	   Safety	   mini-‐CEX	   within	   Observed	   Structured	   Clinical	  

Examination	   (OSCE),	   Simulation	   and	   Workplace	   Based	   Assessment	   (WBA)	  
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environments.	   	   It	   will	   include	   the	   presentation	   of	   qualitative	   data	   from	   the	  

Simulation	  and	  Workplace	  Based	  Assessment	  testing	  phases	  and	  conclude	  with	  a	  

discussion	   of	   the	   findings,	   including	   a	   brief	   consideration	   of	   formative	  

assessment	  feedback.	  	  

	  

Chapter	  Eight	  will	  present	  the	  Patient	  Safety	  mini-‐CEX	  reliability	  testing	  results.	  

It	   will	   consider	   the	   Competency	   Item	   and	   Competency	   Indicator	   alignment	  

across	  the	  three	  iterations	  Patient	  Safety	  mini-‐CEX	  	  (Versions	  1,	  2	  &	  3)	  and	  match	  

of	  the	  tool’s	  Competency	  Items	  to	  assessment	  types.	  Chapter	  Eight	  will	  conclude	  

with	  an	  account	  of	  the	  development	  of	  the	  PSMC	  as	  a	  Web-‐base	  application	  and	  a	  

summary	  discussion	  of	  the	  chapter.	  

	  

Chapter	  Nine	  will	  draw	  together	  and	  discuss	  the	  major	  findings	  of	  the	  thesis	  in	  

the	   light	   of	   the	   medical	   education	   competency	   assessment	   frameworks	   and	  

models	   presented	   in	   Chapter	   Three,	   and	   the	   patient	   safety	   adverse	   event	   and	  

curricula	  focus	  of	  the	  Chapter	  Two	  literature	  review.	  

	  

Chapter	   Ten	   presents	   the	   case	   for	   development	   of	   a	   theoretical	   model,	   the	  

Patient	  Safety	  Healthcare	  Systems	  Safety	  Model	  (HSSM)	  The	  model	  will	  seek	  to	  

establish	  the	  relationships	  between	  patient	  safety	  curricula,	  health	  care	  systems’	  

patient	   safety	   and	   quality	   frameworks,	   clinical	   practice	   and	   patient	   safety	  

focused	  competency	  assessment.	  	  

	  

Chapter	   Eleven	   presents	   a	   concluding	   discussion	   of	   the	   thesis	   findings.	   It	  

considers	   the	   thesis’	   strengths	   and	   limitations	   and	   proposes	   a	   set	   of	  

recommendations	   for	   further	   work	   on	   patient	   safety	   focussed	   assessment.	  
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Chapter  Two  

REVIEW  OF  THE  LITERATURE  
	  

2.1:  Introduction:  Focus  of  the  Literature  Review  
	  
The	  focus	  of	  the	  literature	  review	  is	  the	  evolution	  of	  patient	  safety	  as	  it	  emerged	  

from	   medicine’s	   traditional	   biomedical	   focus	   to	   the	   patient	   centred	   medicine	  

movements	   of	   the	   1960’s	   and	   1970’s,	   and	   again	   the	   1990’s.	   	   These	   patient	  

focused	   medical	   models	   facilitated	   medicine’s	   recognition	   that	   patients	   may	  

suffer	  harm	  or	  an	  ‘adverse	  event’	  as	  a	  result	  of	  medical	  error,	  or	  indeed	  medical	  

care.	  	  	  

The	  evolutionary	  nature	  of	  patient	  safety	  cognition	  within	  medical	  curricula	  and	  

clinical	  practice	  informs,	  and	  is	  key	  to,	  the	  rationale	  underpinning	  the	  thesis.	  

	  

This	   gradual	   recognition	   of	   the	   impact	   of	   ‘medical	   error’	   led	   to	   significant	  

national	  and	  international	  studies	  that:	  

1. Attempted	  to	  standardize	  patient	  safety	  concepts,	  such	  as	  ‘adverse	  event’,	  	  

‘near	   misses’,	   ‘violations’,	   ‘system	   failure’	   and	   the	   term	   ‘medical	   error’	  

itself	   (Runciman	   et	   al.,	   2009;	   WHO,	   2002,	   2003,	   2004);	   JCAHO	   (Joint	  

Commission	  on	  Accreditation	  in	  Healthcare,	  1998,	  2001);	  and,	  	  

2. Served	  to	  quantify	  the	  extent	  of	  medical	  error,	  patient	  harm	  and	  adverse	  

event	  rates.	  	  

Importantly,	   these	   and	   related	   studies	   led	   to	   the	  development	   and	   subsequent	  

implementation	   of	   patient	   safety	   standards	   in	   medicine	   and	  more	   latterly	   the	  

formulation	   of	   patient	   safety	   medical	   curricula.	   	   Nevertheless,	   historical	   and	  

conceptual	   impediments	  persist	  with	   respect	   to	   contemporary	   implementation	  
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of	   patient	   safety	   curricula	   and	   patient	   safety	   focussed	   assessments	   within	  

medicine.	  	  	  

	  

The	  thesis	   is	  set	  within	  the	  context	  of	  assessment	  of	  patient	  safety	  competence	  

within	  a	  medical	  curricula	  framework.	  Therefore,	  the	  literature	  review	  seeks	  to	  

identify,	   from	   an	   historical	   perspective,	   the	   evolutionary	   and	   contributory	  

factors	  that	  both	  inform	  and	  impede	  the	  intent	  of	  this	  study:	  that	  is,	  the	  adoption	  

of	   patient	   safety	   focussed	   curricula	   and	   clinical	   assessment	   processes	   within	  

medicine.	  

	  	  

Chapter	  Two	   introduces	   the	   concept	   of	   patient	   safety	   from	   the	  perspectives	   of	  

both	   the	  medical	   education	   and	   the	   patient	   safety	   literature	   and	   discusses	   the	  

emergence	  of	  patient	  safety	  as	  a	  discreet	  discipline.	   	   It	  presents	   the	  theoretical	  

frameworks	   and	   importantly,	   the	   concepts,	   underpinning	   the	   discipline	   of	  

patient	   safety	   and	   the	   patient	   safety	   curricula	   applicable	   to	  medical	   education	  

and	  doctors’	  clinical	  practice.	  

	  

	  Consideration	   is	   also	   given	   to	   the	   emergence	   of	   evidence-‐based	   schematic	  

adverse	  event	  analysis	  models	  and	  the	  application	  of	  internationally	  recognized	  

systems’	   frameworks	  and	  approaches	  applicable	   to	  doctors’	  practice	  within	  the	  

complex	   organizational	   structures	   of	   health	   care	   environments.	   	   The	   systems	  

approach	   to	   safe	   medical	   practice	   within	   health	   care	   environments	   addresses	  

Objective	  4	  and	  Research	  Question	  4	  of	  the	  thesis,	  set	  out	  earlier	  in	  Chapter	  One.	  
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Chapter	  Two	  incorporates	  a	  review	  of	  the	  significant	  patient	  safety	  and	  adverse	  

event	   studies	   from	   within	   the	   medical	   education	   and	   patient	   safety	   literature	  

that	  have	   influenced	   the	  recognition	  of	  patient	  safety	  as	  a	  discipline,	  and	  more	  

recently,	   patient	   safety	   as	   an	   important	   component	   of	   contemporary	   medical	  

education	  curricula	  and	  clinical	  assessment	  processes.	  

	  

It	  also	  introduces	  the	  emergence	  of	  patient	  safety	  curricula	  in	  Australia	  through	  

the	   National	   Patient	   Safety	   Education	   Framework	   (NPSEF)	   (2005)	   and	  

internationally	   through	   the	  WHO	   Patient	   Safety	   Curriculum	   Guide	   for	  Medical	  

Schools	  (2009).	  

	  

Finally,	   in	   order	   to	   establish	   the	   rationale	   for	   the	  work	   of	   this	   thesis,	   Chapter	  

Two	   presents	   contemporary	   informed	   comment	   from	   the	   medical	   education	  

literature	   in	   support	   of	   the	   imperative	   for	   Australian	   medical	   education	  

institutions	   and	   specialist	   training	  bodies	   to	   formally	   implement	  patient	   safety	  

curricula,	   and	   to	   incorporate	   patient	   safety	   focused	   assessments	   as	   a	   routine	  

component	  of	  Workplace	  Based	  Assessments	  of	  clinical	  competence.	  	  

	  

2.2:  Structure  of  Chapter  Two  
	  
Chapter	   Two	  will	   provide	   an	   introduction	   to	   the	   concept	   and	   the	   discipline	   of	  

patient	  safety,	  and	  present	  a	  review	  of	  the	  literature	  supporting	  the	  relevance	  of	  

the	  work	  of	  the	  thesis:	  that	  is,	  the	  development	  and	  testing	  of	  a	  criterion-‐based	  

generic	  patient	  safety	  focused	  assessment	  tool	  reflecting	  contemporary	  medical	  

education	  frameworks	  for	  assessment	  of	  clinical	  competence	  and	  performance.	  
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The	   chapter	   also	   provides	   an	   overview	   of	   the	   emergence	   of	   patient	   centred	  

medicine	   and	   patient	   centred	   care	   from	   the	   traditional	   scientific	   focus	   of	   the	  

biomedical	   model.	   	   The	   patient	   centred	   care	   model	   provided	   an	   environment	  

within	  which	   a	  discussion	  of	   patient	   safety	   as	   the	   focus	  of	   care	  was	  able	   to	  be	  

entertained.	  

	  

The	  review	  of	  the	  literature	  is	  structured	  into	  eight	  parts:	  	  

Part	  One	  introduces	  the	  concept	  of	  competence,	  traces	  the	  recognition	  of	  patient	  

safety	  as	  a	  defined	  body	  of	  knowledge,	  and	  offers	  definitions	  of	  patient	  safety;	  

Part	  Two	  will	  outline	  selected	  key	  influences,	  including	  the	  emergence	  of	  patient	  

centred	   care	   that	   may	   be	   seen	   to	   have	   preceded	   the	   formal	   recognition	   and	  

regulation	  of	  patient	  safety	  within	  healthcare;	  

Part	  Three	  examines	   the	   emerging	   focus	   on	   patient	   safety	   through	   a	   review	  of	  

key	   national	   and	   international	   studies	   of	   adverse	   events	   in	   acute	   health	   care	  

settings	  in	  the	  United	  States,	  Australia	  and	  the	  United	  Kingdom;	  

Part	  Four	  outlines	  the	  pivotal	  role	  of	  the	  World	  Health	  Organization	  in	  focusing	  

international	   attention	   and	   global	   engagement	   with	   respect	   to	   patient	   safety	  

from	  2002	  onwards;	  

Part	   Five	   identifies	   and	   reviews	   the	   theoretical	   frameworks	   and	   conceptual	  

models	   informing	   and	   supporting	   patient	   safety	   taxonomies,	   educational	  

frameworks,	  monitoring	  and	  analysis;	  

Part	  Six	  outlines	  the	  emergence	  of	  quality	  and	  safety	  initiatives	  and	  the	  roles	  and	  

frameworks	  of	  national	  patient	  safety	  bodies	  in	  developed	  countries,	  with	  a	  focus	  

on	   Australian	   patient	   safety	   and	   health	   practitioner	   regulation	   and	   complaints	  

mechanisms;	  	  
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Part	   Seven	   traces	   the	   development	   of	   national	   and	   international	   medical	   and	  

health	  care	  patient	  safety	  curricula	  and	  patient	  safety	  curricula	  elements,	  with	  a	  

focus	  on	  Australian	  medical	  curricula;	  and,	  

Part	  Eight	  discusses	   current	   literature	   with	   respect	   to	   patient	   safety	   focussed	  

assessment	   in	   clinical	   practice,	   and	   especially	   the	   assessment	   of	   medical	  

students	   and	   junior	   doctors:	   including	   Australian	   and	   International	   Medical	  

Graduates	   (IMGs)	   practising	   at	   the	   Postgraduate	   Year	   One	   (PGY	   1)	   and	  

Postgraduate	  Year	  2	  (PGY	  2)	  levels	  in	  Australian	  clinical	  settings.	  

	  

2.3:   Part   One:   Introduction   to   the   Concept   and   Discipline   of   Patient  

Safety  

The	   concept	   of	   ‘Patient	   Safety’	   is	   complex.	   It	   is	   multi-‐dimensional	   and	  

encompasses	  much	  more	   than	   the	  assessment	  of	   specific	  patient	   safety	   related	  

indicators	  in	  healthcare	  and	  clinical	  practice:	  such	  as	  safe	  patient	  environments,	  

governance,	  monitoring	  and	  audits	  relating	  to	  medical	  equipment;	  investigating,	  

classifying,	   reporting	   and	  monitoring	   of	   specific	   incident	   types;	  mandating	   fire	  

and	  safety	  training;	  and,	  comprehensive	  assessments	  of	  the	  cumulative	  impact	  of	  

all	   adverse	   incidents	   and	   safety	   related	   issues	   from	   a	   governance	   perspective	  

(WHO,	  	  2011).	  

	  

Patient	  Safety	  is	  defined	  by	  the	  World	  Health	  Organization	  as	  ‘the	  prevention	  of	  

errors	   and	   adverse	   events	   associated	   with	   health	   care’	   (WHO,	   2014).	  

(http://www.euro.who.int/en/health-‐topics/Health-‐systems/patient-‐safety	  

accessed	  August	  16th,	  2014).	  

http://www.euro.who.int/en/health-topics/Health-systems/patient-safety
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An	   expanded	   definition	   of	   patient	   safety,	   proposed	   by	   Emanuel,	   Berwick,	  

Conway,	  Combes,	  Hatlie	  and	  Leape	  et	  al	  (2008)	  and	  adopted	  by	  this	  thesis	  is	  as	  

follows:	  

Patient	  safety	  is	  a	  discipline	  in	  the	  health	  care	  sector	  that	  applies	  safety	  science	  
methods	   toward	   the	   goal	   of	   achieving	   a	   trustworthy	   system	   of	   health	   care	  
delivery.	  	  Patient	  safety	  is	  also	  an	  attribute	  of	  health	  care	  systems;	  it	  minimizes	  
the	   incidence	   and	   the	   impact	   of,	   and	   maximizes	   the	   recovery	   from,	   adverse	  
events.	  
	   	   	  	  	  	  	  	  	  	  	  	  	  (Emanuel,	  Berwick,	  Conway,	  Hatlie	  &	  Leape	  et	  al,	  2008,	  p	  6)	  

	  

The	   focus	   of	   the	   thesis	   is	   the	   development	   of	   a	   patient	   safety	   focussed	  

assessment	  and	  formative	  feedback	  tool,	  intended	  to	  raise	  awareness	  of	  patient	  

safety	  within	   routine	   clinical	   encounters	   for	   individual	   clinicians	   (doctors)	  and	  

the	  health	  care	   teams	   in	  which	   they	  work	   in	  clinical	  practice.	   	  The	  recognition,	  

however,	  of	  the	  topic	  of	  Patient	  Safety	  as	  a	  clearly	  defined	  body	  of	  knowledge	  is	  

relatively	  recent.	  	  

	  

Patient	   Safety	   focussed	   curricula	   have	   been	   explicitly	   set	   out,	   in	   Australia	   for	  

example,	   since	   2005	   in	   the	   National	   Patient	   Safety	   Education	   Framework	  

(Commonwealth	   of	   Australia	   2005),	   and	   internationally,	   through	   the	   World	  

Health	  Organization’s	  (WHO)	  World	  Alliance	  For	  Patient	  Safety	  (WHO	  2005),	  and	  

more	   recently,	   by	   the	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools	  

(First	   Edition	  Draft	   –	   October	   2009)	   and	   the	  WHO	  World	   Alliance	   For	   Patient	  

Safety’s	  Patient	  Safety	  Curriculum	  Guide	  Multi-‐professional	  Edition	  (2011).	  	  

	  

Additionally,	   Patient	   Safety	   has	   also	   been	   addressed	   through	   various	   national	  

quality	   and	   safety	   programs	   and	   publications	   such	   as	   The	   Victorian	   Quality	  

Council	   Safety	   and	   Quality	   in	   Health	   (2004)	   and	   the	   Australian	   Council	   on	  
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Healthcare	   Standards	   EQuiPNational	   Program	   (2013).	   	   Internationally,	   the	  

United	   States	   Joint	   Commission	   on	   Accreditation	   of	   Healthcare	   Organizations	  

(JCAHO)	  sets	  out	  patient	  safety	  standards	  (2014).	  	  

	  

The	  role	  of	  health	  care	  regulatory	  and	  medico-‐legal	  systems	  and	  the	  professional	  

and	  ethical	  codes	  of	  practice	  operative	   in	  countries	  with	  developed	  health	  care	  

systems	  are	  fundamental	  to	  a	  consideration	  of	  patient	  safety,	  

	  

2.4:   Part   Two:      Key   Influences   Preceding   Formal   Recognition   and  

Regulation   of   Patient   Safety   within   Healthcare   Organizations,  

Healthcare  Practitioner  Education  and  Clinical  Practice  

	  
Part	  Two	  of	   the	   literature	  review	  will	   take	  an	  historical	  perspective,	  examining	  

the	   key	   influences	   leading	   to	   the	   formal	   recognition	   of	   patient	   safety	   as	   an	  

important	   element	   of	   health	   care	   delivery,	   regulation,	   and	   health	   practitioner	  

education.	  	  	  Specifically	  it	  will	  trace	  the	  emergence	  of	  ‘Patient	  Centred	  Medicine’	  

and	   the	   ‘Patient	   Centred	   Care’	   culture	   (Walton,	   1964;	   Balint,	   1969)	   within	  

medicine.	   	   The	   acceptance	   of	   the	   patient	   as	   the	   focus	   of	   Patient	   Centred	   Care	  

established	   an	   environment	   where	   the	   notion	   of	   patient	   safety	   could	   be	  

entertained.	  	  

2.4.1:	  Patient-‐Centred	  Medical	  Care:	  A	  Precursor	  to	  Patient	  Safety	  Focussed	  

Care	  

A	   consideration	   of	   patient-‐centred	   medicine	   and	   the	   patient	   centred	   care	  

movements	   trace	   the	  gradual	   recognition	  of	   the	   importance	  of	   the	  patient,	  and	  

communication	   with	   the	   patient,	   as	   the	   focus	   of	   health	   care	   from	   the	   1960’s	  

onwards.	   	  By	   the	   late	  1990’s,	  when	   the	  magnitude	  of	  human	  error	  and	  patient	  
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harm	   became	   apparent,	   there	   was	   an	   international	   call	   for	   patient	   safety	   to	  

become	  the	  focus	  of	  health	  care	  (IOM,	  Aspen	  et	  al	  2004,	  p.30).	  	  	  

	  

The	  following	  brief	  review	  of	  patient	  centred	  medicine	  and	  patient	  centred	  care	  

within	   the	   culture	   of	   medicine	   seeks	   to	   set	   out	   the	   clinical	   and	   professional	  

milieu	   from	   which	   both	   the	   concept	   and	   the	   discipline	   of	   patient	   safety	   have	  

emerged.	  

2.4.2:	  	  Patient-‐Centred	  Medicine	  

Patient-‐Centred	   Medicine	   gradually	   emerged	   as	   a	   tentative	   alternative	   to	   the	  

long-‐established	  and	  dominant	  ‘Biomedical	  Model’	  (Engel,	  1977).	  The	  origins	  of	  

the	  traditional	  or	   ‘biomedical	  model’	  of	  medicine	   in	  Western	  societies	   is	   traced	  

back	  to	  the	  scientific	  principles	  of	  Newton,	  Descartes	  and	  Galileo	  whose	  thinking	  

was	  influenced	  by	  the	  dualistic	  position	  of	  the	  Christian	  Church	  in	  Europe	  which	  

permitted	  the	  human	  body,	  but	  not	  the	  mind,	  to	  be	  subject	  to	  scientific	  enquiry	  

and	  analysis	  (Engel,	  1977).	  	  	  

The	   biomedical	   model	   may	   be	   defined	   as	   ‘a	   conceptual	   model	   of	   illness	   that	  

excludes	  the	  psychological	  and	  social	  factors	  and	  includes	  only	  biologic	  factors	  in	  

an	   attempt	   to	   understand	   a	   person’s	   illness	   or	   disorder.’	   (Stedman’s	   Medical	  

Dictionary,	  2006:	  	  Lippincott,	  Williams	  &	  Wilkins).	  

http://www.medilexicon.com/medicaldictionary.php?t=55643(Accessed	   August	  

27th	  2014)	  

The	  notion	   that	   the	  patient	  should	  be	  considered	   in	  any	  other	   light	   than	  as	   the	  

subject	  of	  scientific	  medical	   inquiry	  within	  the	  traditional	  biomedical	  or	   ‘illness	  

centred’	  model	  was	  first	  raised	  by	  Michael	  Balint	  during	  the	  1960’s	  (Balint,	  Ball	  

&	  Hare,	   1969	  p.249).	   	   	   Balint,	   from	   the	  Department	   of	   Psychological	  Medicine,	  

http://www.medilexicon.com/medicaldictionary.php?t=55643
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London	  University	  College	  Hospital,	  encouraged	  his	  medical	  students	  to	  consider	  

the	  patient	  in	  a	  	  ‘whole-‐person	  medicine’	  framework	  (Balint	  et	  al	  1969	  p.	  249).	  	  

	  

Later,	   this	   approach	   became	   known	   as	   ‘Patient	   Centred	  Medicine’	   (Balint	   et	   al	  

1969	  p.	  249).	   	   	  The	  origin	  of	   the	   term	   ‘Patient	  Centred’	  however,	   is	   credited	   to	  

Walton	  (Walton,	  Drewery	  &	  Phillip,	  1964	  p.	  745).	  	  In	  a	  study	  seeking	  to	  identify	  

differences	  between	  graduating	  students	  from	  the	  University	  of	  Edinburgh,	  those	  

students	  whose	  focus	  was	  on	  patients’	  psychological	  and	  emotional	  needs	  were	  

classified	  as	  ‘Patient-‐Centred	  Graduates’	  (Walton	  et	  al,	  1964	  p.747).	  	  	  

	  

Enid	  Balint	   (1969)	   traces	   the	  origins	  of	   the	  Balint	  et	  al	   (1969)	   ‘patient-‐centred	  

medicine’	  back	  to	  a	  1950	  attempt	  to	  introduce	  psychological	  medicine	  principles	  

into	  General	  Practice	  through	  a	  series	  of	  General	  Practice	  seminars.	   	  She	  points	  

out	   however,	   that	   the	   doctor	   should	   be	   treating	   the	  whole	   person	   in	   order	   to	  

establish	  an	   ‘overall	  diagnosis’	   for	   the	  patient,	  who	  should	  be	   ‘understood	  as	  a	  

unique	  human	  being’	  (Balint	  E,	  1969,	  p.269).	  	  	  Balint’s	  paper	  raised	  the	  concern	  

that	  doctors	  may	  have	   to	  choose	  between	  focussing	  either	  on	   illness	  or	  patient	  

emotional	  and	  psychological	  needs	  and	  in	  doing	  so	  become	  a	  ‘split	  doctor’	  (Balint	  

E,	  1969,	  p.270).	  	  	  	  

	  	  	  	  	  	  

Earlier,	  physician	  George	  Engel	  had	  drawn	  attention	   to	  the	   inadequacies	  of	   the	  

biomedical	  model	  with	  respect	  to	  the	  doctor-‐patient	  interaction:	  

What	  advocates	  of	  the	  universality	  of	  the	  biomedical	  paradigm	  fail	  to	  appreciate	  
is	   that,	   like	   its	   seventeenth-‐century	   counterpart	   in	   classical	   physics,	   the	  
biomedical	  model	   represents	   a	   limiting	   case,	   the	   utility	   of	  which	   is	   in	   no	  way	  
diminished	   as	   long	   as	   its	   use	   is	   restricted	   to	   the	  phenomena	   for	  which	   is	  was	  
designed.	  	  (Engel:	  1977,	  p.	  132)	  
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2.4.3:	  The	  Concept	  of	  Patient	  Centred-‐ness	  and	  Patient	  Centred	  Care	  

The	   concept	   of	   patient	   centred-‐ness	   in	   medicine	   and	   clinical	   practice,	   the	  

forerunner	   of	   the	   patient	   safety	   focus,	   became	   further	   established	   during	   the	  

1990’s	  and	  early	  part	  of	  the	  twenty-‐first	  Century	  with	  the	  emergence	  of	  patient	  

centred	   care	  models	   and	   conceptual	   frameworks.	   	   	  The	  Patient	  Centred	  Clinical	  

Method	  (Stewart,	  1995;	  Stewart	  et	  al.	   	  2000	  [2003)	  comprises	  a	  six-‐component	  

process	   for	   Patient	   Centred	   Care:	   	   Exploring	   both	   the	   disease	   and	   the	   illness	  

experience;	   Understanding	   the	   whole	   person;	   Finding	   common	   ground	   (with	  

respect	  to	  the	  goals	  of	  treatment	  and	  the	  doctor	  and	  patient	  roles);	  Incorporating	  

prevention	  and	  health	  promotion;	  Enhancing	  the	  patient-‐doctor	  relationship	  (with	  

reference	   to	   elements	   of	   compassion	   and	   awareness);	   and	  Being	  realistic	  (with	  

respect	  to	  timing	  and	  allocation	  of	  resources)	  (Stewart	  et	  al	  2000	  [2003]	  p.5).	  	  

	  

Mead	  and	  Bower	  (2000),	  building	  on	  the	  Stewart	  (1995)	  six	  component	  model,	  

reviewed	  the	  empirical	  literature	  around	  the	  concept	  of	  ‘patient	  centred-‐ness’	  in	  

order	  to	  establish	  a	  consensus	  definition	  of	  the	  patient	  centred	  approach	  which	  

supported	  measurement	  of	  both	  its	  outcomes	  and	  process.	  	  

They	   proposed	   a	   framework	   of	   ‘five	   conceptual	   dimensions’	   (Mead	   &	   Bower,	  

2000	  p.1087)	  for	  examining	  the	  differences	  between	  the	  biomedical	  model	  and	  

the	   patient	   centred	  model	   of	   care	   in	  medicine,	   specifically	  with	   respect	   to	   the	  

doctor/patient	   relationship	   and	   ‘measuring	   patient-‐centredness’	   (Mead	   &	  

Bower,	  2000	  	  	  p.1091).	  	  

The	  five	  dimensions	  of	  Mead	  and	  Bower’s	  conceptual	  framework	  are:	  	  

‘The	  Bio-‐	  psychosocial	  Perspective;	  The	   ‘Patient	  –as	   -‐	  Person;	   Sharing	  Power	  and	  

Responsibility;	   The	   Therapeutic	   Alliance;	   and	   The	   Doctor-‐	   as	   –Person’	   (Mead	   &	  
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Bower,	  2000	  pp.1088-‐1091).	  	  These	  dimensions	  of	  the	  doctor-‐patient	  interaction	  

are	  reflected	  within	  the	  patient	  safety	  approach.	  

	  

Epstein,	  (2000)	  sees	  the	  patient-‐centred	  care	  model	  and	  the	  findings	  of	  the	  study	  

by	  Stewart,	  Brown	  and	  Donner	  and	  others	  (2000)	  as	  an	  expansion	  of	  the	  disease	  

focussed	  biomedical	  model	  to	  incorporate	  a	  patient	  focus,	  especially	  in	  the	  areas	  

of	   patients	   contributing	   to	   decision	  making	   and	   consideration	   of	   the	   patients’	  

psychosocial	  issues.	  	  	  

However,	   Stewart	   (2001)	   in	   discussing	   the	   meaning	   of	   patient	   centred	   care	  

argues	   that	   while	   the	   concept	   is	   widely	   adopted,	   it	   is	   not	   well	   defined	   or	  

understood:	   ‘It	   is	   most	   commonly	   understood	   for	   what	   it	   is	   not	   –	   technology	  

centred,	   doctor	   centred,	   hospital	   centred,	   disease	   centred’-‐	   whereas	   patient	  

centred	   is	   protecting	   well-‐being	   and	   preventing	   the	   patient	   from	   developing	  

further	  problems	  (Stewart,	  2001,	  p.322).	  	  Stewart,	  in	  focussing	  on	  protecting	  the	  

patient,	  may	  be	  seen	  to	  be	  leaning	  towards	  a	  patient	  safety	  approach	  in	  medicine.	  

	  

Weston	  (2001)	  however,	   suggests	   that	  patient	  centred	  care	   is	  characterised	  by	  

the	   doctor	   and	   patient	   establishing	   common	   ground	   and	   is	   explicitly	  

demonstrated	  by	  ‘informed	  and	  shared	  decision	  making’	  (Weston,	  2001,	  p.438).	  	  

Bauman,	  Fardy	  and	  Harris	  (2003)	  on	  the	  other	  hand,	  considered	  patient-‐centred	  

care	  as	  potentially	  most	  relevant	  to	  long-‐term	  chronic	  disease	  management	  and	  

community	  health	  programs	  where	   there	  was	  an	  emphasis	  on	  partnership	  and	  

health	  promotion.	  

Little,	  Everett	  and	  Williamson	  (2001),	   in	  an	  attempt	  to	  dampen	  the	  enthusiasm	  

for	  patient	  centred	  care,	  explored	  the	  implementation	  of	  patient-‐centred	  care	  in	  
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General	   Practice	   consultations	   in	   the	   United	   Kingdom.	   He	   concluded,	   from	   a	  

survey	  of	  824	  patients,	  that	  patients	  may	  not	  want	  patient	  -‐centred	  care	  or	  all	  of	  

the	  elements	  of	  it,	  such	  as	  being	  involved	  in	  decision-‐making	  (Little	  et	  al,	  2001,	  

p.3).	  	  	  

Further,	  he	  proposed	  that	  the	  ‘realistic	  use	  of	  time’	  component	  of	  patient-‐centred	  

care	   models	   limited	   the	   extent	   to	   which	   all	   of	   the	   proposed	   elements	   of	   the	  

approach	  could	  be	  implemented	  and	  that	   ‘implementation	  in	  practice	  is	   limited	  

and	  related	  to	  characteristics	  of	  both	  doctors	  and	  patients’	  (Little	  et	  al,	  2001,	  p1).	  	  

	  

However,	  the	  Little	  et	  al	  (2001)	  study	  findings	  suggested	  that	  there	  were	  three	  

areas	  or	   ‘domains	  of	  patient	  preference’	   in	  relation	  to	  patient-‐centred	  care	  that	  

around	   80%	   or	   more	   of	   survey	   respondents	   appreciated:	   ‘Communication’,	  

‘Health	  Promotion’	  and	  ‘Partnership’	  	  (Little	  et	  al,	  2001,	  p.1).	  

	  

These	  three	  aspects	  of	  patient	  centred	  care	  were	  reflected	  in	  a	  Canadian	  study	  of	  

334	  patients	   in	  Family	  Medicine	   settings	   in	  Ontario,	  Canada.	   	  This	   study	   found	  

that	  patients’	  perception	  of	   the	  patient-‐centredness	  of	  communication	  during	  a	  

physician	  visit	  was	  a	  predictor	  of	   improved	  outcomes	  (Stewart,	  Brown,	  Donner	  

et	  al	  (2000	  [2003]).	  	  

The	   perception	   of	   ‘finding	   common	   ground’	   led	   to	   improvement	   in	   patients’	  

health	   status	   (measured	   using	   Short	   Form	   [SF]	   36	   Health	   Survey	   Scores),	   a	  

decrease	   in	   physicians’	   referrals	   and	   prescribing	   of	   diagnostic	   tests,	   and	  

therefore	  cost	  and	  time	  related	  efficiencies	  (Stewart,	  Brown,	  Donner	  et	  al	  (2000	  

[2003]).	  	  	  
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The	   authors	   suggest	   that	   patient-‐centred	   care	   is	   a	   ‘process	   through	   which	  

patient-‐physician	  communication	  influences	  patients’	  health,	  by	  first	  influencing	  

the	  patients’	  perceptions	  of	  being	  a	  full	  participant	  in	  the	  discussions	  during	  the	  

encounter’	  (Stewart.	  Brown,	  Donner	  et	  al,	  (2000	  [2003],	  p.4).	  	  

	  

This	  emphasis	  on	  patient-‐doctor	  communication	  is	  fundamental	  to	  the	  concepts	  

and	   principals	   of	   the	   discipline	   of	   patient	   safety	   and	   patient	   safety	   focussed	  

assessment	   of	   doctors’	   clinical	   competence.	   	   For	   example,	   the	   Calgary	   –

Cambridge	  Model	   (Kurtz,	   Silverman,	  Benson	  &	  Draper,	  2003),	   that	   informs	   the	  

Communicating	   Safely	   Competencies	   for	   the	   patient	   safety	   assessment	   tool	  

development	   phase	   of	   this	   thesis,	   emphasize	   the	   pivotal	   role	   of	   doctor-‐patient	  

communication	  in	  competent	  and	  safe	  clinical	  practice.	  

	  

By	  2001	  there	  was	  a	  call	  from	  within	  the	  patient	  centred	  care	  movement	  for	  an	  

international	   or	   ‘global	   definition	   of	   patient	   centred	   care’	  with	   Stewart	   (2001)	  

arguing	  that	  the	  framework	  for	  such	  a	  definition	  already	  existed.	  	  

Stewart	   (2001)	   pointed	   to	   the	   commonality	   of	   the	   findings	   from	   surveys	   of	  

patients	  and	  doctors	  in	  Britain,	  Canada	  and	  South	  Africa.	  All	  three	  study	  findings	  

showed	  strong	  agreement	  between	  the	  benefits	   important	  to	  both	  patients	  and	  

their	  doctors	  and	  concluded	  that	  patients	  wanted	  patient	  centred	  care	  and	  were	  

in	  a	  position	  to	  assess	  the	  patient	  centred-‐ness	  of	  care	  (Stewart,	  2001,	  p.444).	  

	  

The	   patient	   centred	   care	   model	   co-‐exists	   and	   may	   indeed	   compete	   with	  

contemporary	   patient	   safety	   standards	   and	   models	   of	   care.	   	   For	   example,	   the	  

emphasis	  of	  the	  current	  Australian	  Commission	  on	  Safety	  and	  Quality	   in	  Health	  
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Care,	  discussed	  earlier	  in	  Chapter	  One,	  is	  oriented	  towards	  patient	  and	  consumer	  

centred	   care	  and	   patient	   satisfaction	   measures,	   with	   the	   apparent	   implication	  

that	  satisfaction	  equates	  to	  quality	  and	  quality	  equates	  to	  safety.	  

http://www.safetyandquality.gov.au/our-‐work/patient-‐and-‐consumer-‐centred-‐

care/	  (accessed	  August	  27th,	  2014).	  

	  

2.5:  Part  Three:     The  Emerging  Focus  on  Patient  Safety   in  Health  Care  

through  national  and  international  adverse  event  studies:  1978  –  2003  

	  
Part	   Three	   of	   the	   literature	   review	   also	   takes	   an	   historical	   perspective	   to	   the	  

emergence	   of	   patient	   safety	   as	   a	   legitimate	   discipline	  within	   healthcare,	   along	  

with	   the	   gradual	   recognition	   that	   patient	   safety	   should	   be	   the	   key	   focus	   with	  

respect	   to	   health	   care	   delivery,	   health	   care	   regulation,	   and	   health	   practitioner	  

education.	  	  	  

Secondly,	  Part	  Three	  reviews	  the	  methodology	  and	  salient	  findings	  from	  the	  key	  

large	   scale	   United	   States	   and	   Australian	   adverse	   event	   studies	   that	   have	  

advanced	   the	   recognition	   of	   patient	   safety	   as	   a	   major	   focus	   of	   health	   care	  

internationally.	  

Thirdly,	  Part	  Three	  will	  highlight	  the	  relationship	  between	  medical	  error	  and	  the	  

legal	  system.	  

2.5.1:	  The	  Patient	  as	  the	  Recipient	  of	  Harm	  

As	  early	  as	  1960,	  there	  emerged	  an	  alternate	  focus	  to	  that	  of	  patient-‐centred	  care	  

discussed	   in	   Part	   Two	   of	   the	   Literature	   Review,	   that	   of	   the	   patient	   as	   the	  

potential	  recipient	  of	  harm	  within	  health	  care	  environments	  (Schimmel,	  1964).	  	  	  

http://www.safetyandquality.gov.au/our-work/patient-and-consumer-centred-care/
http://www.safetyandquality.gov.au/our-work/patient-and-consumer-centred-care/
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While	   the	   sphere	   of	   academic	   inquiry	   and	   the	   promotion	   of	   the	   early	   ‘patient	  

centred’	   care	   movement	   was	   predominantly	   in	   General	   Practice	   and	   other	  

community	   medicine	   settings,	   Schimmel	   (1964),	   in	   seeking	   to	   highlight	   the	  

hazards	  associated	  with	  care	   in	  acute	  hospital	  settings,	  began	  to	  shift	   the	   focus	  

from	  doctors	  partnering	  with	   the	  patient	  to	   doctors	  protecting	   the	  patient	   from	  

harm	  in	  acute	  care	  settings	  (Schimmel,	  1964).	  	  	  

	  

The	   prevailing	   views	   of	   the	   1960s,	   were	   that	   the	   advances	   of	   health	   care	  

available	   in	   acute	   hospitals	   and	   the	   occurrence	   of	   patient	   adverse	   reactions	   to	  

these	   advances	   are	   ‘the	   price	  we	  must	   pay	   for	  modern	   diagnosis	   and	   therapy’	  

and	  therefore	  could	  be	  considered	  as	   ‘Diseases	  of	  Medical	  Progress’	  (Schimmel,	  

1964,	  p.100).	  	  

	  

Nevertheless,	   Schimmel	   (1964)	   conducted	   a	   prospective	   study,	  monitoring	   the	  

care	   of	   1,000	   patients	   admitted	   to	   a	   Yale	   University	   Medical	   Service	   over	   an	  

eight-‐month	   period	   from	   1960	   –	   1961.	   	   	   Treating	   doctors	   were	   required	   to	  

monitor	   and	   record	   patient	   adverse	   events	   or	   reactions	   to	   treatment	   and	   the	  

likely	  causes,	   including	  unintentional	  errors	  by	  medical	  practitioners;	   resultant	  

complications;	   diagnostic	   tests;	   and	   signs	   and	   symptoms	   related	   to	   an	   adverse	  

event	  (Schimmel,	  1964).	  	  

The	   Yale	   study	   found	   that	   20%	  of	   the	   patients	  were	   adversely	   affected	   by	   the	  

care	   they	  received	  with	  around	  one-‐fifth	  of	   these	  adverse	  events	  being	   fatal	  or	  

potentially	  fatal	  to	  the	  patient	  (Schimmel,	  1964).	  	  
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The	   early	  motivation	   for	   examining	   ‘adverse	   events’	   in	   acute	   hospital	   settings,	  

especially	   in	   the	   United	   States,	   was	   strongly	   linked	   to	   the	   potential	   costs	   of	  

litigation	  for	  both	  the	  doctor	  and	  their	  medical	  indemnity	  insurers.	  	  	  

	  

Adverse	  Events	  (AE)	  are	  defined	  by	  the	  Quality	  in	  Australian	  Health	  Care	  Study	  

(1995)	  (Wilson	  et	  al)	  as	  any	  event	  in	  a	  health	  care	  setting	  that	  is:	  

	  …	  an	   unintended	   injury	   or	   complication,	   which	   results	   in	   disability,	   death	   or	  
prolongation	  of	  hospital	  stay,	  and	   is	  caused	  by	  health	  care	  management	  rather	  
than	  the	  patient’s	  disease.	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Wilson,	  Runciman,	  Gibberd,	  Harrison,	  Newby	  &	  Hamilton,	  1995,	  p.461).	  
	  

International	  recognition	  within	  developed	  countries	  of	  the	  health	  care	  financial	  

and	  patient	  related	  burden	  of	   ‘medical	  errors’	  and	  other	  ‘adverse	  events’	  began	  

to	   emerge	  between	  1970	  and	   2000,	  with	   a	   series	   of	   studies	   of	   patient	   records	  

from	  acute	  care	  hospitals	  in	  the	  United	  States,	  Australia,	  the	  United	  Kingdom	  and	  

Denmark	  (WHO,	  A55/13	  2002	  &	  Table	  2.1).	  	  

The	   extent	   of	   adverse	   event	   related	   actual	   or	   potential	   patient	   harm	   found	   by	  

these	  studies	  is	  provided	  below	  in	  a	  review	  of	  the	  California	  Medical	  Association	  

and	   California	  Hospital	   Association	   Study	   (United	   States)	   (1978),	   The	  Harvard	  

Medical	   Practice	   Study	   (United	   States)	   (Brennan	   et	   al	   1991),	   The	   Utah	   and	  

Colorado	   Study	   (United	   States)	   (1991,	   Studdert	   et	   al	   2003),	   The	   Quality	   in	  

Australian	   Health	   Care	   Study	   (Australia)	   (Wilson	   et	   al	   1995),	   and	   the	   United	  

States	  Institute	  of	  Medicine	  of	  the	  National	  Academies	  of	  Science	  Study	  To	  Err	  is	  

Human	  (Kohn	  et	  al	  2000).	  

The	  international	  relevance	  of	  the	  patient	  safety	  research	  conducted	  within	  the	  

United	  States	  and	  Australia	  is	  of	  note.	  	   	  In	  particular,	  The	  United	  States	  Harvard	  

Medical	  Practice	  Study	  (HMPS)	   (1991)	   and	  To	  Err	   is	  Human	   (IOM)	   (2000),	   and	  
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the	   Australian	   Quality	   in	   Australian	   Health	   Care	   Study	   (QAHCS)	   (1995),	   have	  

influenced	  World	   Health	   Organization	   policy	   and	   research	   and	   contributed	   to	  

international	  recognition	  of	  patient	  safety	  as	  a	  legitimate	  discipline.	  	  Of	  note,	  the	  

QAHCS	  is	  the	  Medical	  Journal	  of	  Australia’s	  most	  cited	  paper.	  	  

2.5.2:	  	  Review	  of	  national	  studies	  of	  patient	  safety	  related	  adverse	  

events	  and	  their	  prevalence	  in	  the	  United	  States	  and	  Australia	  	  

While	  the	  initial	  impetus	  for	  a	  consideration	  of	  patients’	  safety,	  especially	  for	  the	  

United	   States	   studies,	   related	   directly	   to	   the	   fiscal	   burden	   that	   adverse	   events	  

placed	  on	  health	  care	  providers,	  third	  party	  payers/	  insurers	  and	  governments,	  

the	   importance	  of	  minimizing	  harm	  to	  the	  patient	  and	  ensuring	   the	   safety	  of	  the	  

patient	  gradually	  came	  into	  focus.	  

This	  section	  of	  Part	  Three	  of	  the	  literature	  review	  will	  review	  chronologically	  the	  

findings	   of	   the	   four	  United	   States	   state-‐based	   studies;	   the	  Australian	  Quality	  in	  

Australian	  Health	  Care	  Study	  (Wilson	  et	  al,	  1995);	  and	  the	  United	  States	  Institute	  

of	  Medicine	  of	  the	  National	  Academies	  of	  Science	  national	  study,	  To	  Err	  is	  Human	  

(Kohn	  et	  al	  2000).	  

2.5.2.1:   California   Medical   Association   and   California   Hospital   Association   Study  

(1978)  

In	  the	  mid-‐1970’s	  the	  California	  Medical	  Association	  and	  the	  California	  Hospital	  

Association	  were	   faced	  with	   rising	   health	   insurance	   costs	   attributed	   in	   part	   to	  

the	   litigation	   costs	   associated	   with	   patient	   disabilities	   resulting	   from	   medical	  

error	   (Mills,	   1978).	   A	   study	   of	   20,864	   randomly	   selected	   records	   from	   23	  

California	  acute	  care	  hospital	  inpatient	  admissions	  during	  1974,	  found	  that	  less	  

than	  5%	  (n	  =	  970)	  of	  patient	  adverse	  events	  during	  admission	  could	  be	  classified	  

as	  Potentially	  Compensational	  Events	  (PCE)	  (Mills,	  1978).	  	  	  
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Although	   the	   motivation	   for	   the	   study	   was	   the	   financial	   imperative	   to	   limit	  

insurance	   liability	   for	  PCE’s,	   the	  Seven-‐Grade	  Severity	  Scale	  (Mills,	  1978,	  p.362),	  

the	   identification	   and	   classification	   of	   Causal	   Factors	   Leading	   to	   PCE’s	   and	  

Location	  of	  Causal	  Events	  in	  Sample	  Hospitals	  (Mills,	  1978,	  p.364)	  adopted	  during	  

the	  study	  provided	  classification	  frameworks	  for	  subsequent	  studies	  on	  adverse	  

events	  and	  patient	  safety	  standards.	  

The	   California	   study	   concluded	   that	   hospital	   and	  medical	   staff	   should	  monitor	  

potential	   adverse	   event	   situations.	   	   However,	   the	   prompt	   to	   monitor	   such	  

situations	  was	  tempered	  with	  the	  advice	  that	  health-‐care	   ‘benefits	  and	  adverse	  

risks	  are	  inseparable’	  (Mills,	  1978,	  p.365).	  

2.5.2.2:  The  Harvard  Medical  Practice  Study  (HMPS)  (1991)  

The	  Harvard	  Medical	  Practice	  Study	  (HMPS)	  (Brennan,	  et	  al,	  1991)	  reviewed	  the	  

medical	  records	  of	  a	  random	  sample	  of	  30,151	  patients	  discharged	  in	  1984	  from	  

51	  New	  York	  acute	  care	  hospitals.	  The	  adverse	  events	  incidence	  rate	  in	  the	  study	  

population	  was	  3.7%	  (n	  =	  1133)	  with	  an	  additional	  280	  adverse	  events	  (27.6	  %	  

of	  all	  adverse	  events)	  attributed	  directly	  to	  negligence	  (Brennan	  et	  al	  1991).	  	  	  

These	   results,	   extrapolated	   to	   the	   2,671,863	   acute	   patient	   discharges	   from	   all	  

New	   York	   hospitals	   in	   1984	   represented	   27,179	   negligence	   related	   adverse	  

events	  and	  98,609	  non-‐negligent	  related	  adverse	  events	  (Brennan	  et	  al	  1991).	  

	  

	  Adverse	   events	   identified	   from	   the	   1984	   data	   were	   further	   classified	   by	  

Diagnostic	   Related	   Group	   (DRG),	   doctor	   specialty,	   surgical	   versus	   non-‐surgical	  

patient	  encounters,	  standard	  of	  care,	  patient	  age,	  relationship	  to	  infection,	  effects	  

of	  drug	  administration,	  and	  physical	  location	  at	  the	  time	  of	  the	  adverse	  event	  (for	  

example,	   patient	   room	   versus	   operating	   room)	   (Brennan,	   et	   al,	   1991).	   	   In	  
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particular	   the	   item	   ‘standard	   of	   care’	   proved	   difficult	   to	   measure.	   	   This	   was	  

attributed	  to	  the	  ‘complexity	  of	  clinical	  decision	  making’	  (Brennan	  et	  al,	  1991,	  p.	  

149).	  	  

	  Further,	  as	  patients	  over	  64	  were	  over-‐represented	  in	  adverse	  events	  relating	  to	  

negligence,	  it	  was	  suggested	  that	  with	  respect	  to	  clinical	  decision	  making,	  these	  

patients	  were	  not	  receiving	  ‘the	  standard	  of	  care	  expected	  of	  reasonable	  medical	  

practitioners’	   (Brennan	  et	   al	  1991,	  p.	  149).	   	  However,	   the	  potential	   complexity	  

and	   therefore	   increased	  exposure	   to	  adverse	  events	   for	   these	  patients	  was	  not	  

considered	  by	  the	  study.	  

The	  methodology	  and	  rigor	  of	  the	  HMPS	  landmark	  study	  became	  the	  benchmark	  

for	   several	   international	   follow-‐up	   studies,	   including	   the	   Quality	   in	  Australian	  

Health	  Care	  Study	   (1995)	  and	   the	  United	  Kingdom	  of	  Great	  Britain	  and	  Northern	  

Ireland	  Study	  (NHS	  	  Organization	  with	  a	  Memory1999	  –	  2000).	  	  	  

2.5.2.3:    The  Utah  and  Colorado  Study  

The	  findings	  the	  1992	  Utah	  and	  Colorado	  Study,	  based	  on	  the	  methodology	  of	  the	  

Harvard	   Medical	   Practice	   Study	   (HMPS),	   were	   extrapolated	   from	   a	  

representative	   sample	   of	   15,000	   acute	   care	   discharges	   (Thomas,	   Studdert,	  

Burstin,	  Orav	  &	  Zeena	  et	  al,	  2000).	   	   	  As	  with	  the	  HMPS	  and	  the	  1995	  Quality	   in	  

Australian	  Health	  Care	  Study,	  expert	  nurse-‐reviewers	  used	  an	  18	  -‐item	  proforma	  

to	  screen	  patient	  records	  for	  evidence	  of	  an	  adverse	  event.	  	  

While	  the	  overall	  adverse	  event	  rate	  for	  the	  two-‐	  state	  sample	  was	  2.9%,	  patient	  

death	   and	   disability	   rates	   as	   a	   result	   of	   hospitalization	   related	   adverse	   events	  

were	   lower	   in	   Utah	   (6.6%)	   compared	   with	   Colorado	   (8.8%)	   (Thomas,	   et	   al,	  

2000).	   With	   respect	   to	   the	   two-‐state	   sample,	   44.9%	   of	   adverse	   events	   were	  
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surgery	   related	  with	  16.9	  %	   classified	   as	  directly	   attributable	   to	  negligence	  by	  

surgeons	  or	  interns.	  	  

The	   Utah	   and	   Colorado	   Study	   also	   investigated	   links	   between	   adverse	   events	  

attributed	   to	   negligence	   and	   malpractice	   claims	   related	   to	   medical	   practice	  

(Studdert,	  Thomas,	  Burstin,	  Zbar,	  Orav	  &	  Brennan,	  2000).	  	  	  

The	   findings	   suggested	   that	   there	   was	   insufficient	   evidence	   to	   directly	   link	  

negligence	   with	   malpractice	   claims	   but	   also	   added	   that	   the	   patients	   who	  

experience	   negligent	   care	   may	   be	   from	   lower	   socioeconomic	   backgrounds	  

without	  the	  capacity	  to	  pursue	  a	  claim	  (Studdert,	  et	  al,	  2000).	  

2.5.2.4:  The  Quality  in  Australian  Health  Care  Study  (QAHCS)  (1995)  

The	   Commonwealth	   Department	   of	   Human	   Services	   and	   Health	   (Australia)	  

initiated	  the	  Quality	  in	  Australian	  Health	  Care	  Study	  (QAHCS)	  in	  1994	  in	  order	  to	  

establish	   the	   rate	   of	   adverse	   events	   related	   to	   acute	   hospital	   admissions	   in	  

Australia.	   The	   Quality	   in	   Australian	   Health	   Care	   Study	   followed	   closely	   the	  

methodology	   of	   HMPS	   (Wilson,	   Runciman,	   Gibberd,	   Harrison,	   Newby	   &	  

Hamilton,	  1995)7	  	  	  

The	  purpose	  of	  the	  QAHCS	  was	  to	  establish	  quality	  improvement	  indicators	  and	  

promote	   ‘preventability’	   of	   adverse	   events	   over	   ‘determination	   of	   negligence’	  

(Wilson	  et	  al,	  1995,	  p.	  458).	  

	  

Prior	  to	  the	  commencement	  of	  the	  QAHCS,	  the	  Australian	  Institute	  of	  Health	  and	  

Welfare	  (AIHW)	  conducted	  a	  limited	  trial,	  replicating	  the	  HMPS	  methodology	  in	  

three	  Australian	  hospitals,	   to	  determine	   its	  utility	  and	  portability	   (Wilson	  et	   al	  

1995).	  	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
7	  	  Most	  cited	  paper	  within	  the	  Medical	  Journal	  of	  Australia	  (MJA)	  
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Using	   stratified	   sampling	   criteria	   to	   obtain	   a	   sample	   representative	  of	   patients	  

admitted	  to	  all	  Australian	  acute	  care	  hospitals,	   the	  QAHCS	  selected	  a	  sample	  of	  

23	  hospitals	   from	  New	  South	  Wales	  and	  eight	   from	  South	  Australia	  which	  was	  

calculated	   to	   represent	   half	   of	   the	   total	   population	   of	   Australia	   (Wilson	   et	   al,	  

1995).	  

Review	  of	  the	  medical	  records	  of	  the	  14,179	  patients	  admitted	  was	  undertaken	  

using	   an	   initial	   18	   item	   rating	   form	   for	   identification	   of	   an	   adverse	   event	   or	  

potential	  adverse	  events.	  	  Importantly,	  this	  study	  found	  an	  adverse	  event	  rate	  or	  

16.6%.	  	  Further,	  the	  findings	  suggested	  that	  over	  half	  of	  the	  adverse	  events	  could	  

have	  been	  prevented.	  	  	  

	  

	  A	   subsequent	   WHO	   comparison	   of	   the	   adverse	   event	   rate,	   from	   the	   six	  

international	   studies,	   presented	   below	   in	   Table	   2.1,	   found	   that	   these	   rates	  

ranged	  from	  3.2%	  in	  the	  UTAH	  Colorado	  Study	  of	  1992,	  9.0%	  in	  a	  study	  Denmark	  

in	  1998,	  11.7%	  for	  the	  1999-‐2000	  United	  Kingdom	  of	  Great	  Britain	  and	  Ireland	  

Study	   through	   to	   the	   highest	   adverse	   event	   rate	   of	   16.6%	   from	   the	   Australian	  

QAHCS	  (WHO,	  A55/13,	  2002).	  	  

	  

Not	  surprisingly,	   the	  adverse	  event	  rate	  reported	  by	   the	  QAHCS	  drew	  criticism	  

from	  the	  Australia	  Doctors	  Fund	  (ADF)	  in	  a	  review	  of	  the	  study	  published	  in	  the	  

Medical	   Journal	   of	   Australia	   (Hall,	   2002).	   	   The	   role	   of	   the	   ADF	   is	   to	   protect	  

doctors	  and	  ‘discuss	  issues	  that	  are	  impacting	  on	  the	  medical	  professions	  ability	  

to	   deliver	   quality	   medical	   treatment	   to	   all	   Australians	   (Australian	   Doctors	  

Federation	   Website	   (http://www.adf.com.au/index.php	   accessed	   22nd	  

September,	  2012).	  

http://www.adf.com.au/index.php
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The	   ADF	   challenged	   the	   study’s	   reporting	   of	   the	   findings	   with	   respect	   to	   the	  

representativeness	   of	   the	   sample	   and	   the	   sampling	   criteria,	   the	   statistical	  

methods	  employed,	  and	  the	  subjectivity	  of	  the	  conclusions	  (Hall,	  2002).	  	  Further,	  

Hall	  (2002)	  raised	  concerns	  about	  the	  statistical	  analysis	  and	  sampling	  methods	  

of	  the	  1984	  HMPS,	  on	  which	  the	  QAHCS	  was	  based.	  	  

Table	  2.	  1:	  Data	  on	  adverse	  events	  in	  health	  care	  from	  the	  United	  States,	  Australia,	  
the	  United	  Kingdom	  and	  Denmark	  	  	  

	  
Source:	   WHO	   World	   Alliance	   on	   Patient	   Safety	   Curriculum	   Guide	   for	   Medical	   Schools	   Topic	   1:	  What	   is	  
patient	  safety?	  	  WHO:	  2009,	  p.82)	  
	  
	  
The	  Australian	  Doctors	  Fund	  comments	  (Hall	  &	  Taylor,	  2003)	  may	  be	  considered	  

as	   reflecting	  medical	   indemnity	  and	  medical	   defence	  organization	  perspectives	  

in	   relation	   to	  adverse	  events	  and	  as	   such	  offer	  a	   challenge	   to	   the	   legitimacy	  of	  

some	  aspects	  of	  patient	  safety.	  

	  

The	  authors	  of	  the	  QAHCS,	  however,	  distinguish	  the	  relevance	  of	  their	  findings	  in	  

relation	   to	   those	   of	   the	   HMPS.	   	   In	   particular,	   they	   address	   the	   QAHCS	   high	  

incidence	  of	   adverse	   events	   (16.6%)	   in	   comparison	   to	   the	  3.7%	  adverse	   event	  
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rate	  of	  the	  Harvard	  study.	  	  Importantly,	  they	  point	  out	  that	  the	  focus	  of	  the	  HMPS	  

was	   that	   of	   ‘medical	   negligence	   and	   malpractice’	   (Wilson	   et	   al,	   1995,	   p.	   470)	  

while	  the	  QAHCS	  was	  concerned	  with	  identifying	  those	  adverse	  events	  that	  were	  

preventable.	  

More	  recent	  data	  from	  the	  Australian	  government	  Australian	  Institute	  of	  Health	  

and	  Welfare	   (AIHW)	   suggest	   the	   adverse	   event	   rates	   within	   Australian	   public	  

hospitals	  are	  still	  relatively	  high.	  	  Overall	  adverse	  event	  rates	  based	  on	  338,579	  

patient	  separations	  form	  Australian	  public	  hospitals	  for	  the	  period	  2011	  –	  2012	  

were	   6.1%.	   	   However,	   individual	   category	   data	   adverse	   event	   rates	   remain	  

relatively	  high	  at	  10.7%	  for	  overnight	  separations,	  11.2%	  for	  sub	  and	  non-‐acute	  

separations	  and	  8.9%	  for	  emergency	  admission	  separations.	  

(www.aihw.gov.au/haag11-‐12/adverse-‐events/:	  	  Accessed	  2	  September	  2014)	  

	  

The	  conclusions	  drawn	  by	  the	  Quality	  of	  Australian	  Health	  Care	  Study	  are	  that,	  

like	  aviation,	  health	  care	  systems	  are	  complex	  and	  may	  range	  from	  the	  failure	  of	  

a	   single	   individual	   or	   component	   to,	   more	   commonly,	   	   ‘complex	   interactions	  

between	   management,	   organisational,	   technical	   and	   equipment	   problems’	  

(Wilson,	  et	  al	  1995	  p.	  470).	  	  

	  

It	  is	  this	  complexity	  of	  the	  health	  care	  systems	  interactions	  with	  both	  the	  system	  

and	   the	   health	   care	   workers	   operating	   within	   the	   system	   that	   presents	   a	  

challenge	  to	  establishing	  a	  patient	  safety	  culture	  and	  implementation	  of	  patient	  

safety	  strategies	  at	  the	  individual	  health	  care	  worker	  level.	  

	  	  

http://www.aihw.gov.au/haag11-12/adverse-events/
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While	   acknowledging	   that	   between	   70%	   and	   80%	   of	   adverse	   events	   may	   be	  

linked	   to	   individual	   human	   error,	   the	   authors	   of	   the	   QAHCS	   argue	   that	   this	  

represents	  only	  ‘one	  link	  in	  a	  chain	  of	  interacting	  problems’	  (Wilson,	  et	  al,	  1995,	  

p.471).	  	  Wilson	  et	  al	  (1995)	  conclude	  that	  not	  all	  adverse	  events	  are	  preventable	  

and	  this	  has	  implications	  with	  respect	  to	  patients’	  expectations	  of	  the	  outcomes	  

of	   care	   and	   for	   the	  medico-‐legal	   system	  when	   attributing	   blame	   (Wilson	   et	   al,	  

1995).	  

	  

Importantly,	  from	  a	  patient	  safety	  perspective,	  these	  studies	  collectively	  suggest	  

the	   imperative	   for	   development	   and	   introduction	   of	   standards	   of	   care	   and	  

patient	   safety	   programs,	   protocols	   and	   doctor	   and	   health	   professional	  

assessment	  processes,	  which	  will	  in	  turn,	  inform	  quality	  assurance	  programs	  in	  

hospitals	  and	  health	  care	  facilities,	  and	  patient	  and	  health	  professional	  education	  

(Leape	  et	  al,	  1991,	  Wilson	  et	  al,	  1995).	  

2.5.2.5:  To  Err  Is  Human:  Building  a  Safer  Health  Care  System      

In	  2000	  the	  United	  States	  (U.S.)	  National	  Academy	  of	  Sciences	  published	  a	  report	  

on	  patient	  safety	  in	  American	  Hospitals	  undertaken	  by	  its	  Institute	  of	  Medicine’s	  

Committee	  on	  Quality	  of	  Health	  Care	   (Kohn,	  Corrigan	  &	  Donaldson	  Eds.	  2000).	  	  

The	   study,	   jointly	   funded	   by	   United	   States	   government	   and	   charitable	  

foundations,	   focused	   on	   the	   cause	   and	   impact	   of	   medical	   errors	   that	   were	  

estimated	   to	   be	   responsible	   for	   more	   deaths	   annually	   in	   the	   U.S.	   than	   road	  

trauma	  in	  1997.	  	  	  

In	   acknowledging	   error	   is	   a	   human	   trait	   and	   that	   potentially	   all	   health	   care	  

workers	  will	  make	  mistakes	  at	   some	   time,	   including	   skilled	  doctors	  and	  health	  

professionals,	   the	   study	   report	   was	   titled	   To	  Err	   is	  Human	   (Kohn,	   Corrigan	   &	  
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Donaldson	  Eds.	  2000).	  	  Based	  on	  the	  findings	  of	  the	  Colorado	  and	  Utah	  Study	  and	  

the	  New	  York	  HMPS,	  the	  estimated	  annual	  death	  rate	  from	  medical	  malpractice	  

in	  United	  States	  hospitals	  was	  estimated	  to	  be	  between	  44,000	  and	  98,000.	  	  	  

This	  is	  compared	  with	  the	  lower	  annual	  death	  rates	  attributed	  to	  road	  accidents	  

and	  some	  cancers	  and	  AIDS	  (Kohn	  et	  al,	  2000).	  	  In	  addition,	  the	  contrast	  is	  made	  

between	  the	  7,000	  deaths	  annually	  directly	  attributed	  to	  medication	  errors	  and	  

the	  workplace	  based	  mortality	  rate	  of	  6,000	  annually	  (Kohn	  et	  al,	  2000).	  

	  

To	   Err	   is	   Human	   seeks	   to	   highlight	   and	   also	   to	   compare	   and	   contrast	   the	  

expectations	   of	   aviation	   passengers	   and	   hospital	   patients.	   It	   is	   recognized	   that	  

aircraft	   passengers	   and	   the	   aviation	   industry	   are	   well	   aware	   of	   the	   risks	  

associated	   with	   flying:	   these	   include	   pilot	   error,	   aircraft	   or	   other	   mechanical	  

failure,	  and	  quality	  systems	  failure.	  

However,	   very	   few	   patients	   are	   aware	   of,	   or	   give	   consideration	   of	   the	   risks	  

associated	  with	  treatment	  in	  a	  hospital	  or	  health	  care	  facility,	  either	  with	  respect	  

to	  the	  possibility	  of	  error	  by	  an	  individual	  doctor	  or	  health	  care	  practitioner,	  or	  

failure	   of	   equipment,	   patient	   management	   and	   administration	   systems,	   and	  

quality	  and	  safety	  systems	  (Kohn	  et	  al,	  2000).	  	  

	  A	  number	  of	  other	  patient	   safety	   studies	   compare	  patient	   safety	  with	  aviation	  

safety	  (Reason,	  1990;	  Vincent,	  2010).	  	  	  	  This	  comparison	  will	  be	  explored	  further	  

throughout	  the	  thesis.	  	  

	  	  

The	  IOM	  report	  by	  Kohn	  et	  al	  (2000)	  also	  suggested	  that	  hospital	  accreditation	  

processes,	   which	  were	  well	   established	   and	   respected	   in	   the	   United	   States	   by	  	  

2000,	  	  provided	  patients	  with	  a	  false	  sense	  of	  security.	  	  The	  public	  saw	  licensure	  
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of	   health	   care	   practitioners	   and	   accreditation	   of	   hospitals	   as	   the	   ‘Good	  

Housekeeping	  Seal	  of	  Approval’	  (Kohn	  et	  al,	  2000	  p.	  3).	  	  

The	  authors	  also	  suggest	  that	  health	  care	  institutions	  resist	  efforts	  by	  accrediting	  

bodies	  to	  examine	  errors	  and	  incidents	  and	  have	  a	  non-‐disclosure	  approach	  with	  

respect	  to	  errors,	  adverse	  events	  and	  safety	  system	  breaches	  (Kohn	  et	  al,	  2000).	  	  

	  

Further,	  a	  significant	  proportion	  of	  blame	  for	  the	  apparent	  lack	  of	  transparency	  

with	  respect	  to	  medical	  errors	  and	  safety	  issues	  in	  hospitals	  is	  attributed	  to	  the	  

threat	  of	   litigation.	   	  Additionally,	  health	   insurance	   funds	  or	   ‘third	  party	  payers’	  

may	  financially	  penalize	  failure	  to	  provide	  care	  for	  a	  particular	  patient	  problem	  

in	  the	  prescribed	  time	  and	  manner	  (Kohn	  et	  al,	  2000).	  	  

This	   trend	   was	   accelerated	   within	   the	   ‘managed	   care’	   and	   ‘clinical	   pathway’	  

frameworks	  that	  emerged	  during	  the	  1990’s	  with	  the	  aim	  to	  limit	  patient	  lengths	  

of	   stay	   (and	   therefore	   cost)	   by	   setting	   targets	   for	   specific	   patient	   diagnoses	  

(Health	  Insurance	  Association	  of	  America,	  1995).	  	  	  	  

These	   two	   frameworks	   are	   reflected	   in	   the	   Diagnostic	   Related	   Group	   (DRG)	  

Length	   of	   Stays	   (LOS)	   funding	   that	   continues	   to	   be	   a	   contemporary	   focus	   of	  

health	  fund	  and	  government	  health	  funding	  bodies.	  

(http://www.health.vic.gov.au/	  Accessed	  September	  11th	  2014).	  	  

	  

DRG	  related	  ‘lengths	  of	  stay’	  funding	  criteria	  have	  the	  potential	  to	  raise	  concerns	  

over	   individual	  patient’s	   safety	  within	   contemporary	  health	   care	  environments	  

in	   developed	   countries,	   including	   and	   especially	   in	   Australia	   and	   the	   United	  

States.	  

	  

http://www.health.vic.gov.au/
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In	   addition,	   patients	   may	   be	   treated	   for	   the	   same	   presenting	   problem	   by	   a	  

number	   of	   different	   doctors	   and	   health	   care	   professionals	   in	   different	   settings	  

without	   there	   being	   any	   communication	   between	   providers	   or	   care	   settings.	  	  

This	   ‘fragmented’	   delivery	   of	   health	   care	   contributes	   to	   patient	   safety	   lapses	  

(Kohn	  et	  al,	  2000	  p.3).	  	  	  

	  

With	   respect	   to	   individual	  doctors	  and	  health	   care	  practitioners,	  hospitals,	   and	  

health	   care	   facilities,	   the	   report	   by	  Kohn	  et	   al	   (2000)	   explicitly	   states	  both	   the	  

goal	   and	   the	   national	   importance	   of	   To	  Err	   Is	  Human:	  Building	   a	   Safer	  Health	  

System	  by	  concluding	  that:	  

	   The	  goal	  of	  this	  report	  is	  to	  break	  the	  cycle	  of	  inaction.	   	  The	  status	  quo	  
cannot	  be	  accepted	  any	  longer.	  	  Despite	  the	  cost	  pressures,	  liability	  constraints,	  
resistance	  to	  change	  and	  other	  seemingly	   insurmountable	  barriers,	   it	   is	  simply	  
not	  acceptable	  for	  patients	  to	  be	  harmed	  by	  the	  same	  health	  care	  system	  that	  is	  
supposed	  to	  offer	  healing	  and	  comfort.	  

	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Kohn,	  Corrigan	  &	  Donaldson	  [Eds]	  2000,	  p.3)	  

	  

To	  Err	  is	  Human	  identifies	  a	  number	  of	  areas	   for	   focus	   in	  relation	  to	  addressing	  

patient	  safety	  within	  health	  care	  settings.	  	  These	  include:	  the	  mandate	  for	  health	  

care	  providers	  to	  become	  motivated	  to	  ensure	  the	  safety	  of	  patients	  in	  their	  care:	  

including	   adherence	   to	   professional	   standards	   and	   ethics,	   establishment	   of	  

internal	   hospital	   systems	   and	   environments	   that	   support	   safe	   practice,	  

addressing	   errors	   openly,	   mandatory	   reporting	   of	   errors,	   and	   learning	   from	  

errors	  (Kohn	  et	  al,	  2000).	  	  

These	   recommendations	   were	   in	   recognition	   of	   the	   imperative	   for	   systematic	  

and	   thorough	   patient	   safety	   related	   research	   that	   is	   actively	   translated	   into	  

health	   care	   system	   and	   organizational	   protocols,	   thus	   facilitating	   the	  
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development	   of	   health	   care	   systems	   whose	   leaders	   are	   able	   to	   ensure	   that	  

patients	  receive	  safe	  care	  at	  the	  point	  of	  the	  care	  delivery	  (Kohn,	  et	  al,	  2000).	  

	  

The	  call	  for	  the	  recognition	  of	  patient	  safety	  as	  a	  core	  component	  for	  health	  care	  

reform	  has	  gained	  momentum	  following	  a	  series	  of	  medico-‐legal	  challenges	  and	  

financial	   imperatives.	   	   The	   recommendations	   for	   adoption	   of	   patient	   safety	  

focussed	  health	  systems	  and	  environments,	  health	  care	  professional	  regulation,	  

mandatory	   error	   reporting,	   and	   health	   care	   organization	   leaders	   who	   actively	  

promote	   safe	   patient	   care,	   represent	   the	   core	   components	   of	   patient	   safety	   in	  

practice,	  and	  patient	  safety	  as	  a	  discipline.	  	  	  

	  

The	  patient	  safety	  ‘territory’	  however,	  is	  enormous	  and	  raising	  awareness	  of	  safe	  

patient	  care,	  and	  the	  monitoring	  and	  assessing	  of	   individual	  doctors	  and	  health	  

care	   workers’	   patient	   safety	   practice,	   presents	   logistical	   and	   implentation	  

challenges	   which	   this	   thesis	   seeks	   to	   address	   at	   the	   doctor-‐patient	   clinical	  

practice	  level.	  

	  

2.5.3:	  	  Medical	  Error	  and	  the	  Legal	  System	  	  
	  
The	  role	  of	  the	  legal	  system	  in	  addressing	  medical	  error	  is	  complex	  and	  relates	  

both	  to	  the	  legal	  principles	  of	  ‘negligence’	  and	  ‘breach	  of	  duty	  of	  care’,	  and	  to	  the	  

regulation	   of	   the	   health	   systems	   in	   which	   doctors	   and	   other	   health	   workers	  

practice.	  

In	   order	   to	   highlight	   the	   relationship	   between	   the	   legal	   system	   and	   the	  

emergence	   of	   patient	   safety	   as	   a	   recognized	   discipline,	   two	   much	   publicized	  

trials	   relating	   to	  Medical	  Negligence	  and	  Breach	  of	  Duty	  of	  Care	   (High	  Court	  of	  
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Australia,	   1992	   –	   Moon	   et	   al)	   and	   Professional	   Misconduct	   (The	   Bristol	   Case	  

Treasure,	   1998,	   cited	   in	   Dyer,	   1999)	   may	   be	   seen	   to	   have	   alerted	   both	   the	  

medical	   and	   wider	   health	   care	   community	   as	   well	   as	   the	   general	   public	   to	  

unacceptable	  medical	  practice.	  	  

2.5.3.1:  Rogers  v.  Whittaker  

The	  first	  of	  these	  two	  cases,	  Rogers	  v	  Whittaker	  (Mason	  et	  al,	  1992)	   involved	  a	  

patient,	   Mrs	   Whittaker,	   and	   Sydney	   ophthalmic	   surgeon,	   Dr	   Rogers.	   	   Mrs	  

Whittaker	   had	   decreased	   vision	   in	   her	   right	   eye	   that	   failed	   to	   improve	   as	   the	  

result	  of	  the	  surgery.	  	  She	  subsequently	  became	  blind	  in	  her	  left	  eye	  as	  a	  result	  of	  

sympathetic	  ophthalmia	  (Mason	  et	  al,	  1992;	  Forrester	  and	  Griffiths,	  2001).	  	  

The	  finding	  of	  Medical	  Negligence	  and	  Breach	  of	  Duty	  of	  Care	  by	  Dr	  Rogers	  was	  

based	   on	   his	   failure	   to	   disclose	   to	   Mrs	   Whittaker	   the	   risks	   of	   infection	   and	  

potential	  blindness	  should	  she	  consent	  to	  the	  surgery	  (Mason	  et	  al,	  1992).	  	  	  

	  

The	  outcome	  of	  this	  case	  was	  that	  it	  was	  deemed	  to	  be	  the	  doctor’s	  ‘Duty	  of	  Care’	  

to	   inform	   the	   patient	   about	   the	   benefits	   and	   material	   risks	   with	   respect	   to	  

surgery	   or	   other	  medical	   treatments	   (McPhee,	   2002)	   to	   the	   extent	   to	  which	   ‘a	  

reasonable	   person	   in	   the	   patient’s	   position	   or	   that	   particular	   patient	   would	  

attach	  some	  significance’	  (McPhee,	  p.115).	  	  

2.5.3.2:  The  Bristol  Case  

The	  Bristol	  Case	  highlighted	  professional	  misconduct,	  the	  importance	  of	  accurate	  

reporting	  of	  hospital	  mortality	  and	  morbidity	  statistics,	  and	  the	  accountability	  of	  

hospital	   governance	  at	  both	  a	   local	   and	  national	   level	   to	   regularly	   review	  such	  

data.	   	   	   The	   case	   involved	   two	   paediatric	   cardiac	   surgeons	   at	   the	   Bristol	   Royal	  
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Infirmary	  in	  the	  United	  Kingdom	  who	  carried	  out	  cardiac	  surgery	  on	  53	  children	  

from	  1986	  until	  1995.	  	  	  

	  As	  a	  consequence	  of	  the	  surgery	  29	  of	  the	  children	  died	  and	  four	  others	  suffered	  

brain	  damage	  (Bolsin,	  1998,	  Dyer,	  1999,	  Treasure,	  1998).	   	  One	  of	   the	  surgeons	  

claimed	   to	   have	   been	   on	   a	   ‘learning	   curve’	   with	   respect	   to	   the	   surgery	   (Dyer,	  

1998,	   p.1456).	   	   The	   cardiac	   surgeons	   were	   found	   to	   have	   failed	   to	   make	   the	  

children’s	   parents	   aware	   of	   the	   substantial	   risks	   of	   the	   proposed	   surgery	  	  

(Treasure,	  1998).	  	  

	  

The	   General	   Medical	   Council	   of	   the	   United	   Kingdom	   found	   that	   the	   child	  

mortality	  and	  morbidity	  at	   the	  Bristol	  Royal	   Infirmary	  with	   respect	   to	   the	   two	  

paediatric	   cardiac	   surgeons	   and	   those	   charged	   with	   oversight	   of	   the	   hospital	  

could	  be	  directly	  attributed	  to	  ‘..	  a	  series	  of	  minor	  faults,	  errors,	  omissions,	  poor	  

procedures,	  failure	  to	  follow	  protocol	  and	  unheeded	  warnings’	  (Treasure,	  1998,	  

p.1865).	  	  

	  

The	  Bristol	  Case	  led	  to	  the	  implementation	  of	  national	  reporting	  systems	  in	  the	  

United	   Kingdom	   and	   the	   requirements	   in	   some	   jurisdictions	   for	   surgeons	   to	  

report	  morbidity	  and	  mortality	  statistics	  in	  relation	  to	  their	  individual	  practices	  

(Treasure,	  1998).	  	  	  

	  

The	   outcomes	   of	   the	  Bristol	   Case	   have	   been	   significant	   in	   terms	   of	  mandatory	  

reporting	   of	   health	   care	   system	   morbidity	   and	   mortality	   rates	   in	   developed	  

countries,	  and	  in	  raising	  the	  awareness	  of	  governments	  and	  the	  public	  of	  patient	  

safety.	  	  
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Australian	  Institute	  of	  Health	  and	  Welfare	  national	  statistics	  for	  July	  2011	  to	  June	  

2012	   show	   a	   total	   of	   5,084	  medical	   indemnity	   cases	   relating	   to	   error	   open	   in	  

Australia	  at	  any	  one	  time,	  with	  1328	  new	  claims	  for	  that	  year.	  	  

	  (www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129543595:	  

Accessed	  September	  2nd,	  2014).	  

	  

Emmanuel,	   Berwick	   &	   Conway	   et	   al	   (2008)	   point	   out	   that	   the	   traditional	   and	  

prevailing	  culture	  has	  been	  for	  doctors	   ‘to	  keep	  patients	  and	  supervisors	  in	  the	  

dark’	   with	   respect	   to	   medical	   error.	   	   Contemporary	   patient	   safety	   initiatives	  

within	   health	   care	   systems	   are	   seeking	   to	   change	   this	   practice	   and	   its	   culture,	  

thus	  leading	  to	  an	  increase	  in	  public	  awareness	  of	  medical	  error.	  

	  

With	   respect	   to	   patient	   safety	   and	   the	   law,	   the	   implications	   of	   Rogers	   v	  

Whittaker	  and	   the	  Bristol	  Case	  have	   influenced	   the	   implementation	  of	  national	  

and	  international	  standards	  of	  care,	  with	  an	  emphasis	  on	  a	  systems	  approach	  to	  

ensuring	  the	  safety	  of	  patients.	  	  	  

The	   financial	   implications	   for	   health	   care	   systems	   and	   individual	   health	   care	  

practitioners	  failing	  to	  provide	  safe	  patient	  care	  and	  failure	  to	  implement	  patient	  

safety	   systems	   and	   protocols	   have	   been	   heeded	   by	   governments	   and	   Medical	  

indemnity	  bodies.	  	  

	  

Legal	   proceedings	   involving	   medical	   negligence	   and	   medical	   practitioners’	  

professional	   practice	  have	   increased	   in	   the	  United	   States,	  United	  Kingdom	  and	  

Australia:	   the	   increase	   being	   attributed	   to	   public	   awareness	   of	   patient	   safety	  

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129543595


	   50	  

issues	   as	   a	   consequence	   of	   high	   profile	   cases	   such	   as	   the	   Australian	   Rogers	   v.	  

Whittaker	  and	  the	  Bristol	  Case	  (Vincent,	  2010).	  

	  

2.6:   Part   Four:   The   Role   of   the  World   Health   Organisation   (WHO)   in  

Recognising  the  Importance  of  Patient  Safety  

The	  World	  Health	  Organization	  has	  emerged	  as	  a	  key	  influence	  in	  changing	  the	  

patient	  safety	  culture	  and	  regulation	  of	  health	  care	  internationally	  with	  respect	  

to	   the	   development	   and	   implementation	   of	   health	   policy,	   research,	   regulation,	  

and	  patient	  safety	  curricula	  for	  medical	  schools	  and	  health	  professionals,	  in	  both	  

developed	  and	  developing	  countries.	  

	  

2.6.1:	  Key	  WHO	  Policy	  and	  Research	  Initiatives	  Influencing	  Formal	  

Recognition	  and	  Regulation	  of	  Patient	  Safety	  Internationally	  

In	   2002	   the	   World	   Health	   Organization	   (WHO),	   influenced	   by	   the	   body	   of	  

evidence	   from	  widely	   published	   international	   reports	   such	   as	  To	  Err	  is	  Human	  

(United	  States,	  2000),	  The	  Harvard	  Medical	  Practice	  Study	   (United	  States,	  1984)	  

and	   The	   Quality	   in	   Australian	   Health	   Care	   Study	   (Australia,	   1995);	   and	   the	  

implications	  of	  the	  high	  profile	  legal	  judgements	  relating	  to	  ‘medical	  negligence	  

and	  ‘professional	  misconduct’,	  resolved	  to	  address	  the	  impact	  of	  the	  increasingly	  

important	  area	  of	  patient	  safety.	  	  	  	  

Subsequently,	   the	   World	   Health	   Organization	   (WHO)	   in	   its	   2002	   Secretariat	  

Report	  Quality	  of	  Care	  Patient	  Safety,	  formally	  recognised	  patient	  safety	  as	  a	  core	  

component	   of	   health	   care	   worldwide	   that	   demanded	   WHO’s	   international	  

leadership	  (WHO	  A55/13,	  March	  23,	  2002).	  	  	  
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WHO	   noted	   that	   although	   ‘health	   care	   interventions	   are	   intended	   to	   benefit	  

patients	   ‘…	  they	  can	  also	  cause	  harm’	  (WHO,	  A55/13,	  p.1).	   	   	  The	  Quality	  of	  Care	  

Patient	  Safety	   report	  set	  out	  a	  series	  of	  20	  resolutions	  requiring	  WHO	  action	   in	  

order	   to	   address	   patient	   safety	   and	   the	   incidence	   of	   adverse	   events	  

internationally.	  	  	  

Of	  note,	  Resolution	  20	   stated	   that	   the	  World	  Health	  Organization	  should	  adopt	  

the	  Fifty	  Fifth	  Health	  Assembly’s	  recommendation	  (Agenda	  Item	  3.4:	  18	  January	  

2002,	  EB109,	  R16)	  for	  a	  WHO	  commitment	  to	  promote	  patient	  safety	  word-‐wide	  

through	   promotion	   of	   quality	   improvement;	   establishment	   of	   evidence-‐based	  

policies	   and	   global	   norms	   for	   patient	   safety;	   development	   of	   guidelines	   for	  

clinical	   practice,	   medicines	   and	   therapeutic	   devices;	   and	   promotion	   of	   an	  

organizational	  patient	  safety	  culture	  in	  health.	  	  

Further,	   WHO	   raised	   the	   notion	   of	   accreditation	   of	   patient	   safety	   initiatives	  

within	  health	  care	  (WHO,	  EB109.R16.	  18th	  January,	  2002	  &	  WHA55.18,	  18th	  May	  

2002).	  	  

	  

	  Importantly,	  the	  Quality	  of	  Care:	  Patient	  Safety	  (Report	  by	  the	  WHO	  Secretariat	  –	  

March	  2002)	  acknowledged	  the	  potentially	  burdensome	  costs	  associated	  with	  of	  

implementation	  of	  patient	  safety	  policies	  and	  standards	  for	  both	  developed	  and	  

developing	   countries,	   as	   well	   as	   those	   costs	   associated	   with	   developing	  

leadership	  and	  research	  scholarship	  with	  respect	  to	  patient	  safety.	  	  

	  

There	  was	   also	   the	   recognition	   that	   health	   care	   organizations	   and	   health	   care	  

workers	  would	  require	  training	  and	  motivation	  to	  appreciate	  and	  implement	  the	  
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quality	   of	   care	   that	   will	   ensure	   patient	   safety	   (Recommendation	   15:	   A55/13,	  

March	  2002).	  	  

	  	  

Following	  the	  formal	  recognition	  of	  patient	  safety	  as	  a	  global	  issue	  in	  2002,	  the	  

World	   Health	   Organization	   Executive	   Board	   requested	   the	   WHO	   Director	  

General	   to	   facilitate	   the	   development	   of	   patient	   safety	   practices,	   policies	   and	  

norms	   with	   the	   cooperation	   of	   the	   then	   192	   member	   states	   (World	   Health	  

Alliance	  for	  Patient	  Safety,	  2005).	  	  	  

	  

From	   2003	   onwards,	   there	   followed	   a	   series	   of	   important	  WHO	   patient	   safety	  

publications	   and	   research	   initiatives	   seeking	   to	   establish	   globally	   accepted	  

definitions	   of	   patient	   safety	   terminology	   (June	   2003,	   October	   2003),	   and	   a	  

Family	  of	  International	  Classifications	  	  (June	  2004).	  	  

	  

Concurrently,	   the	   Forward	   Programme	   2005	   was	   developed	   by	   the	   newly	  

established	   WHO	   World	   Alliance	   for	   Patient	   Safety	   (2005),	   followed	   by	  

publication	   of	   a	   series	   WHO	   initiated	   patient	   safety	   research	   and	   evidence	  

papers	  (2008).	  	  	  

	  

By	   2011,	   the	   World	   Health	   Organization	   had	   developed	   curricula	   for	   Medical	  

Schools	   (2009)	   and	   Health	   Professionals	   (2011)	   for	   both	   developed	   and	  

developing	   countries	   (WHO,	   2009,	   2011).	   	   The	   2009	   WHO	   curricula	   will	   be	  

described	   in	  Section	  Seven	  of	   this	   chapter	  as	  a	   component	  of	   the	  discussion	  of	  

patient	  safety	  curricula	  for	  medical	  schools.	  
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2.6.2:	  WHO	  2003:	  Establishing	  Definitions	  of	  Patient	  Safety	  
	  
Official	  recognition	  by	  the	  World	  Health	  Organization	  of	  patient	  safety	  as	  a	  global	  

issue,	   (with	  the	  topic	  of	   ‘patient	  safety’,	   itself	  suggestive	  of	  a	  discreet	  discipline	  

within	  healthcare	  whose	  vocabulary	  included	  terms	  such	  as	  ‘adverse	  events’	  and	  

‘near	   misses’	   to	   describe	   patient	   safety	   incidents	   and	   lapses)	   led	   to	   the	  

commissioning	   by	  WHO	   of	   research	   to	   identify	   potential	   classification	   system	  

elements	  for	  a	  draft	  framework	  for	  classification	  of	  adverse	  events.	  	  

	  

The	   project	   report	   ‘Towards	  an	  International	  Patient	  Safety	  Taxonomy’	  (Loeb	   &	  

Change,	   WHO,	   June,	   2003)	   suggested	   a	   classification	   framework	   built	   on	   an	  

extensive	  review	  of	  adverse	  event	  classification	  literature.	   	  The	  aim	  of	  the	  draft	  

Patient	   Safety	   Taxonomy	   was	   to	   standardize	   the	   disparate	   country-‐specific	  

systems	   for	   recording	   and	   classifying	   the	   caU.S.es,	   severity,	   and	   outcomes	   of	  

patient	  safety	  lapses	  and	  medical	  incident	  reporting.	  	  

	  

Importantly,	   it	   was	   recognized	   that	   terminology	   such	   as	   ‘adverse	   events’	   and	  

‘near	   misses’,	   together	   with	   their	   contributing	   factors,	   require	   internationally	  

applicable	  definitions	   to	   allow	   for	   the	   compilation	  of	   comparable	   international	  

patient	  safety	  statistics	  that	  would	  in	  turn	  generate	  meaningful	  country	  specific	  

patient	  safety	  practices	  (WHO,	  October	  2003).	  

	  

An	   Australian	   led	   patient	   safety	   research	   team	   note	   the	   impediments	   of	  

disparate	   terminology	   within	   patient	   safety	   internationally	   and	   suggest	   that	  

‘understanding	   the	   patient	   safety	   literature	   has	   been	   compromised	   by	   the	  

inconsistent	  use	  of	  language’	  	  (Runciman,	  Hibbert	  &	  Thompson	  et	  al,	  2009).	  
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At	   the	   outset	   of	   the	   standardization	   process	   WHO,	   acknowledged	   the	   United	  

States	  IOM	  definition	  of	  Patient	  Safety	  as	  ‘freedom	  from	  accidental	  injury’	  within	  

healthcare	  environments	  (IOM,	  2000,	  cited	   in	  WHO	  Taxonomy	  2003	  p.	  23)	  and	  

the	   IOM	   definition	   of	   Adverse	  Events	   as	   ‘injuries	   due	   to	   medical	   care’	   (World	  

Alliance	  for	  Patient	  Safety,	  2008,	  p.1).	  	  	  	  

	  

In	  seeking	  to	  set	  international	  standards	  for	  monitoring	  of	  patient	  safety	  through	  

the	   establishment	   of	   a	   taxonomy,	   the	   World	   Health	   Organization	   formally	  

recognized	  the	  universal	  rights	  of	  patients	  to	  safe	  medical	  and	  health	  care:	  

	   Patient	  safety	  is	  a	  fundamental	  right	  of	  people	  who	  seek	  medical	  care	  and.	  	  as	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  such,	  there	  needs	  to	  be	  incentives,	  created	  by	  the	  taxonomy,	  to	  provide	  equitable	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  access	  to	  critical	  patient	  safety	  information	  across	  the	  globe.	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (WHO,	   October	   2003,	   p.10)	  
	  
	  
Additionally,	  WHO	  recognized	   that	   the	  patient	   safety	   taxonomy	  should	   identify	  

‘concepts	  that	  would	  define	  what	  is	  minimally	  needed	  to	  be	  ‘safe’’	  (WHO,	  October	  

2003,	   p.10)	   and	   should	   be	   structured	   to	   generate	   strategies	   for	   improving	   the	  

safety	  of	  patients	  (WHO,	  October	  2003).	  

	  

The	   taxonomy	   project	   team	   brief	   was	   to	   conduct	   a	   comprehensive	   literature	  

review	  of	   international	   approaches	   to	   ‘define	   and	  classify	  adverse	  events,	  near	  

misses	  and	  other	  patient	  safety	  concepts’	  	  (WHO,	  June,	  2003,	  p.3)	  and	  to	  provide	  

an	  evaluation	  of	  the	  available	  classification	  systems	  in	  terms	  of	  their	  weaknesses	  

and	   strengths	   for	   informing	   the	   ratification	   and	   adoption	   of	   an	   international	  

system	  for	  classification	  of	  patient	  safety	  issues	  (WHO,	  June,	  2003,	  p.3).	  

	  

A	  Medline	   and	   Embase	   search	   of	   the	   international	  medical	   error	   classification	  

literature	  from	  1993	  to	  2003	  yielded	  527	  citations.	  However,	  application	  of	  the	  
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criteria	   that	   imposition	   of	   an	   international	   patient	   safety	   classification	   system	  

would	  be	  flawed	  unless	  the	  taxonomy	  and	  its	  terminologies	  were	  structured	  on	  

conceptual	  approaches	   that	   reflected	  well-‐developed	   theories	  of	   ‘the	   science	  of	  

human	   factors	   and	   error	   and	   systems	   failure’	   such	   as	   the	   Reason	   theory	   of	  

Human	   Error	   (WHO,	   June	   2003,	   p.33);	   had	   methodological	   rigour;	   and	  

demonstrated	   robust	   validity	   and	   reliability	   testing,	   reduced	   the	   number	   of	  

classification	  systems	  for	  review	  to	  23	  (WHO,	  June,	  2003,	  p.	  7	  –	  8).	  	  

	  

Those	  error	  classification	  systems	  reviewed	  included	  three	  Australian	  Taxonomy	  

Systems:	   International	   Taxonomy	   for	   Errors	   in	   General	   Practice	   (Makeham,	  

2002),	   Generic	   Occurrence	   Classification	   for	   Incidents	   and	   Accidents	   in	   the	  

Health	  Care	  System	  (Runciman,	  1998)	  and	  the	  Generic	  Classification	  System	  for	  

Adverse	  Drug	  Events	  (Runciman,	  1999).	  	  	  	  

	  

Australian	  is	  recognized	  internationally	  for	  pioneering	  incident	  monitoring	  with	  

the	   Australian	   Incident	  Monitoring	   Study	   in	   Anaesthesia	   (AIMS	   –	   Anaesthesia,	  

1988).	   	   Publication	   of	   the	   Anaesthesia	   study	   led	   to	   the	   establishment	   of	   the	  

Australian	   Patient	   Safety	   Foundation	   and	   engagement	   in	   the	   internationally	  

significant	  1995	  Quality	  in	  Australian	  Health	  Care	  Study	  (QACHS).	  

(http://www.apsf.net.au/history.php	  Accessed	  September	  7th,	  2014)	  

Although	   the	   medical	   specialty	   of	   anaesthetics	   and	   other	   high-‐risk	   medical	  

specialties	   have	   embraced	   a	   proactive	   patient	   safety	   approach	   to	   clinical	  

practice,	   this	   level	   of	   engagement	   with	   patient	   safety	   vigilance	   appears	   to	   be	  

slow	  to	  be	  adopted	  across	  other	  medical	  disciplines	  and	  within	  clinical	  settings	  

and	  health	  care	  organizational	  structures.	  	  

http://www.apsf.net.au/history.php
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The	  WHO	  reliance	  on	  the	  three	  taxonomies	  set	  within	  the	  Australian	  health	  care	  

context,	   along	   with	   other	   Australian	   patient	   safety	   research	   reports	   and	  

classifications	   of	   adverse	   events	   categories:	   in	   particular,	   the	   Quality	   in	  

Australian	  Health	  Care	  Study	  (1995)	   used	   as	   a	   comparative	   framework	   by	   the	  

World	  Health	  Organization	  (WHO,	  2009),	   is	  significant	  to	  the	  context	  and	  focus	  

of	  this	  thesis.	  

	  

Other	   systems	   reviewed	   in	   the	   WHO	   2003	   Report	   Toward	   an	   International	  

Patient	   Safety	   Taxonomy	   included	   the	   Edinburgh	   Classification	   System,	  

developed	   for	   use	   in	   Intensive	   Care	   settings;	   TERCAP	   (Taxonomy	   for	   Error	  

Report);	   Root	   Cause	   Analysis	   and	   Analysis	   of	   Practice	   Responsibility	   (Benner,	  

2002);	   the	   NCC	   MERP	   Taxonomy	   of	   Medication	   Error	   (National	   Coordinating	  

Council	  for	  Medication	  Error	  Reporting	  and	  Prevention,	  Maryland,	  1998);	  JCAHO	  

Patient	   Safety	   Taxonomy	   	   (Chang	   &	   Loeb,	   JCAHO,	   2001);	   and	   Classification	   in	  

Medical-‐Event	   Reporting	   System	   for	   Transfusion	   Medicine	   (Kaplan	   &	   Battles,	  

1998).	  	  	  

	  

	  It	  should	  be	  noted	  that	  each	  of	   these	  classification	  systems	  are	  clinical	  context	  

specific	  (for	  example,	  Intensive	  Care	  or	  Transfusion	  Medicine),	  while	  the	  focus	  of	  

this	   thesis,	   that	   of	   developing	   a	   criterion-‐based	   generic	   patient	   safety	  

competency	   assessment	   tool,	   is	   an	   attempt	   to	   influence	   patient	   safety	   practice	  

across	  a	  wide	  range	  of	  clinical	  contexts.	  

	  

The	  emerging	  importance	  of	  Root	  Cause	  Analysis	  of	  adverse	  events	  in	  health	  care	  

and	  the	  relevance	  of	  the	  ‘systems	  approach’	  for	  reporting	  and	  analysis	  of	  adverse	  



	   57	  

events	   from	   high	   profile	   and	   ‘high-‐risk	   industries’	   such	   as	   aviation	   and	   the	  

chemical	  industry	  for	  health	  care,	  is	  also	  noted	  by	  WHO	  (WHO	  June	  2003,	  p.	  10).	  

Root	  Cause	  Analysis	  will	  be	  discussed	  in	  more	  detail	  in	  Part	  Five	  of	  this	  Chapter.	  	  

	  

2.6.3:	  WHO	  International	  Patient	  Safety	  Taxonomy	  Project	  and	  

International	  Standardization	  

The	   classification	   systems	   reviewed	   by	   the	   WHO	   International	   Patient	   Safety	  

Taxonomy	   Project	   Team	   (WHO,	   June,	   2003)	   focussed	   on	   error	   classification	  

systems	  where	  error	  fell	  broadly	  into	  categories	  of	  error	  as	  a	  contributory	  factor	  

to	  adverse	  events.	  

Error	  as	  a	  contributory	  factor	  is	  defined	  as	  ‘the	  failure	  of	  a	  planned	  action	  to	  be	  

completed	  as	  intended	  or	  the	  use	  of	  a	  wrong	  plan	  to	  achieve	  it’	  	  (from	  U.S.	  IOM	  –	  

cited	  by	  WHO	  Taxonomy	  June,	  2003,	  p23).	  	  	  

	  

Errors	  were	   further	   classified	   as	   either	   ‘process	   errors’	   and	   aligned	   to	   clinical	  

skills	   competence;	   or	   ‘knowledge	   and	   skills	   errors’	   and	   attributable	   to	  

‘misdiagnosis’,	  	  ‘wrong	  treatment	  decision’,	  or	  error	  in	  the	  ‘execution	  of	  a	  clinical	  

task’	   	   (WHO,	   June,	   2003,	   p23).	   	   These	   error	   classifications	   are	   reflected	   in	   the	  

intent	   and	   the	   context	  of	   the	  Competency	   Items	   and	  Competency	   Indicators	   of	  

the	   four	   Practice	   Performance	   Areas	   of	   the	   patient	   safety	   competency	  

assessment	  tool,	  which	  represents	  the	  focus	  of	  the	  work	  of	  this	  thesis.	  

	  

Importantly	   the	  World	  Health	  Organization	  places	  emphasis	  on	  the	  recognition	  

of	  ‘organizational	  errors’	  (WHO,	  June,	  2003,	  p.28),	  so	  extending	  the	  contributory	  

factors	   to	   the	   context,	   that	   is,	   the	   systems	   and	   environments,	   in	   which	   health	  
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care	   is	   delivered.	   	   The	   accountability	   of	   health	   care	   systems	   with	   respect	   to	  

adverse	  events	  was	  recognized	  in	  the	  title	  of	  the	  October	  2003	  WHO	  report	  that	  

linked	  medical	  errors	  to	  system	  failures,	  with	  particular	  reference	  to	  the	  ‘Swiss-‐

Cheese’	  Model	  (Reason,	  1990;	  WHO,	  2003,	  p25).	  	  

	  

The	  ‘Swiss-‐Cheese’	  Model	  is	  also	  discussed	  in	  greater	  detail	  in	  section	  2.7	  of	  this	  

chapter	  and	  again	  in	  Chapter	  Ten,	  and	  draws	  attention	  to	  the	  organizational	  and	  

other	  environmental	  contingencies	  that	  contribute	  to	  the	  impact	  of	  error.	  	  

These	   error	   contributory	   factors	   are	  pertinent	   to	   the	  design	   and	   testing	  of	   the	  

proposed	   patient	   safety	   assessment	   tool	   and	   the	   post	   assessment	   formative	  

feedback	  discussions.	  

	  

In	   October	   2003	   the	   WHO	   International	   Taxonomy	   Working	   Group	   also	  

highlighted	   the	   importance	   of	   standardization	   of	   nomenclature	   in	   order	   to	   be	  

able	  move	  the	  WHO	  global	  patient	  safety	  agenda	  forward:	  	  

The	   lack	   of	   standardized	   nomenclature	   and	   taxonomy	   for	   patient	   safety	  
events	   have	   confounded	   the	   development	   of	   appropriate	   and	   sustainable	  
solutions	   to	   the	   many	   patient	   safety	   related	   problems,	   since	   the	   choice	   of	  
terms	  or	  data	  to	  capture	  and	  analyse	  had	  implications	  for	  how	  these	  problems	  
were	  addressed.	  	  In	  order	  to	  facilitate	  the	  global	  exchange	  and	  dissemination	  
of	   information	   among	  users	  of	   incident	   reporting	   systems,	   it	   is	   necessary	   to	  
adopt	   a	   common	   patient	   safety	   terminology	   and	   to	   collect	   standardized	  
patient	  safety	  data	  that	  are	  conducive	  to	  processing	  and	  classification.	  	  	  
	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (World	  Health	  Organization,	  Department	  of	  Health	  Service	  Provision,	  8–	  11	  October	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  2003,	  p.3.)	  
	  
	  
In	  making	  this	  recommendation,	  the	  WHO	  Working	  Group	  report	  acknowledged	  

that	   attempts	   to	   impose	   a	   standardized	   international	   patient	   safety	   event	  

nomenclature	   and	   taxonomy	  would	   encounter	   a	   great	   deal	   of	   resistance,	   with	  

reluctance	   to	   change	   being	   the	   greatest	   impediment	   to	   its	   adoption.	   (WHO,	  

October	  2003;	  	  WHO,	  2004).	  	  	  
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Further,	   it	  was	  recognized	  that	  an	  international	  classification	  system	  needed	  to	  

be	  flexible	  enough	  to	  be	  relevant	  to,	  and	  have	  the	  capacity	  to	  capture,	  a	  country’s	  

specific	  issues	  (WHO,	  October	  2003,	  p.11).	  	  

The	   recommendation	   was	   made	   therefore,	   for	   the	   development	   of	   broad	  

classifications	  based	  on	  epidemiological	  and	  public	  health	  concepts	  with	  possible	  

additional	  hierarchies	  of	  taxonomies	  for	  more	  complex	  analyses	  (WHO,	  October	  

2003	  p.4)	  WHO,	  2004).	  

	  

Standardization	   of	   nomenclature	   of	   taxonomy	   was	   further	   reinforced	   by	   the	  

recognition	  of	  the	  need	  to	  ensure	  ‘exchangeability	  of	  data’	  (WHO,	  October	  2003,	  

p.	  10)	  by	  adoption,	   for	  example,	  of	  HL-‐7	  compliance	  standards	   (WHO,	  October,	  

2003).	   	   HL-‐7	   Compliance	   remains	   the	   accepted	   standard	   for	   Australian	   health	  

care	  reporting	  systems.	  

	  

2.6.4:	   WHO	   2004:	   The	   World	   Alliance	   for	   Patient	   Safety	   Forward	  

Programme	  2005	  	  	  	  	  

The	   establishment	   of	   the	   World	   Health	   Alliance	   for	   Patient	   Safety	   followed	   a	  

review	  of	  the	  progress	  of	  the	  Quality	  of	  care:	  patient	  safety	  resolution	  WHA55.18	  

by	  the	  fifty-‐seventh	  World	  Health	  Assembly.	  	  

In	  May	  2006,	   the	  Fifty-‐ninth	  World	  Health	  Assembly	  published	  a	  Patient	  Safety	  

Secretariat	  Report	  (A59/22	  –	  May	  4,	  2006)	   further	  outlining	  the	   importance	  of	  

the	   regional	   focus	   for	   the	   work	   of	   the	   World	   Alliance	   for	   Patient	   Safety	   and	  

projected	  that	  at	  any	  one	  time	  there	  are	  an	  estimated	  1.4	  million	  people	  world-‐

wide	  with	  a	  healthcare	  facility	  related	  infection	  (A59/22,	  4	  May	  2006,	  p.1).	  
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Establishment	   of	   the	  World	  Alliance	  was	   in	   recognition	   that	   no	   one	   country	   or	  

WHO	  member	   state	   alone	   had	   the	   capacity	   or	   expertise	   necessary	   to	   plan	   and	  

implement	  global	  patient	  safety	  strategies	  (WHO,	  2004,	  p.6).	  	  

	  

Guided	  by	  findings	  from	  important	  studies	  such	  as	  the	  Harvard	  Medical	  Practice	  

Study,	  The	  Quality	  of	  Australian	  Healthcare	  Study	  and	  the	  Institute	  of	  Medicine	  

To	  Err	   is	  Human,	   the	   World	   Alliance	   for	   Patient	   Safety	   launched	   the	   Forward	  

Programme	  with	  six	  action	  areas.	   	   	  The	  action	  areas	  were	  based	  on	  the	  findings	  

and	  conclusions	  of	  these	  and	  other	  key	  international	  studies	  reviewed	  by	  WHO	  

and	  reflected	  the	  assumptions	  that:	   	  although	  the	  major	  studies	  report	  adverse	  

events	   predominantly	   in	   hospital	   settings,	   adverse	   events	   occur	   in	   all	   patient	  

care	  settings;	  adverse	  events	  may	  include	  practice,	  products	  or	  procedures;	  and,	  

infection	  is	  a	  major	  contributor	  in	  each	  of	  the	  domains.	  	  

	  

Further,	   WHO	   recommended	   that	   there	   should	   be	   a	   systems	  or	   organizational	  

focus	   with	   respect	   to	   the	   culture	   in	   which	   adverse	   events	   occur,	   in	   that,	   an	  

organization’s	  quality	  and	  safety	  focus	  and	  its	  approaches	  to	  risk	  prevention	  and	  

learning	   from	   error,	   is	   seen	   to	   be	   more	   effective	   than	   targeting	   an	   individual	  

health	  care	  worker	  (WHO,	  2004,	  p.4).	  	  	  

It	   was	   also	   recognized	   that	   harm	   to	   the	   patient	   is	   usually	   unintentional,	   and	  

related	  to	  errors	  in	  clinical	  procedures	  or	  decision-‐making.	   	  The	  difficulties	  and	  

limitations	   for	   reporting	   and	   addressing	   patient	   safety	   internationally	   are	  

acknowledged.	  	  	  

These	   difficulties	   include	   the	   lack	   of	   standardization	   of	   classification	   and	  

reporting	   terminology,	   and	  organizations	  and	   individuals’	   fear	   of	   litigation	  and	  
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professional	   punitive	   action.	   	   Such	   difficulties	   persist	   within	   health	   care	  

environments	  and	  within	  all	  areas	  of	  clinical	  practice	  and	  present	  a	  challenge	  to	  

the	  genuine	  adoption	  of	  patient	  safety	  focused	  assessments.	  

	  

The	  World	  Alliance	  for	  Patient	  Safety	   (2005)	   clearly	   sets	   out	   that	   Patient	   Safety	  

must	  be	  the	  underlying	  premise	  for	  healthcare	  internationally	  in	  that:	  	  

Safety	  of	  the	  patient	  is	  

‘…a	   fundamental	   principle	   of	   patient	   care	   and	   a	   critical	   component	   of	   quality	  
management.	   	   Its	   improvement	   demands	   a	   complex	   system-‐wide	   effort,	  
involving	  a	  broad	  range	  of	  actions	  in	  performance	  improvement,	  environmental	  
safety	  and	  risk	  management,	   including	   infection	  control,	   safe	  use	  of	  medicines,	  
equipment	   safety,	   safe	   clinical	   practice	   and	   safe	   environment	   of	   care.	   	   It	  
embraces	   nearly	   all	   health-‐care	   disciplines	   and	   actors	   and	   requires	   a	  
multifaceted	  approach	  to	  identifying	  and	  managing	  actual	  and	  potential	  risks	  to	  
patient	   safety	   in	   individual	   services	   and	   broad	   long-‐term	   solutions	   for	   the	  
systems	  as	  a	  whole.’	  

	   	   	  	  	  	  	  	  	  	  	  	  	  (World	  Alliance	  for	  Patient	  Safety:	  Forward	  Programme	  2005,	  p.4)	  
	  
	  
The	  WHO	  World	  Alliance	   for	  Patient	  Safety:	  Patient	  Safety	  Forward	  Programme	  

set	   out	   to	   establish	   best	   practice	   in	   areas	   of	   health	   care	   practice,	   policy,	   and	  

regulation	  that	  would	  improve	  patient	  safety.	  	  To	  this	  end	  six	  action	  areas	  were	  

mandated.	  	  The	  mandated	  action	  areas	  set	  out	  below	  proposed:	  	  

	  	  

1. A	   Global	   Patient	   Safety	   Challenge	   2005	   -‐	   2006,	   with	   a	   major	   focus	   on	  

infection	  control;	  	  

2. Patient	  Safety	  and	  Consumer	  Involvement,	  with	  a	  patient	  safety	  consumer	  

advocacy	  group	  taking	  a	  lead	  role;	  	  

3. Developing	   a	  WHO	   Patient	   Safety	   Taxonomy	   by	   building	   on	   the	   earlier	  

WHO	  work	  in	  this	  area	  (WHO,	  June	  2003;	  WHO,	  October	  2003);	  

4. Research	   in	   the	  Field	   of	   Patient	   Safety:	   incorporating	   studies	   of	   adverse	  

events;	  
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5. Posing	  solutions	  to	  Reduce	  the	  Risks	  of	  Healthcare	  and	  Improve	  Its	  Safety:	  

with	  a	  focus	  on	  prevention	  through	  widely	  published	  medical	  and	  patient	  

safety	  alerts	  and	  posters;	  and,	  

6. Reporting	   and	   Learning	   to	   Improve	   Patient	   Safety:	   with	   a	   focus	   on	   the	  

capture	  and	  analysis	  of	  adverse	  event	  reports,	  which	   in	   turn	  will	   inform	  

policy.	  	  	  

	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (WHO	  Forward	  Programme,	  2004;	  WHO	  A59/22	  4	  May	  2006)	  

	  

These	   six	  mandated	   areas	   align	  with	   the	   thesis’	   intent	   to	   propose	   a	   criterion-‐

based	  generic	  patient	  safety	   focussed	  assessment	   tool	   (the	  Patient	  Safety	  mini-‐

CEX)	  for	  assessments	  of	  patient	  safety	  competence	  in	  clinical	  settings.	  

	  

2.6.5:	  WHO	  2006	  –	  2008:	  Action	  on	  Patient	  Safety	  –	  High	  5s	   	  

The	  ‘High	  5’s’	  refer	  to	  five	  areas	  of	  patient	  safety	  highlighted	  by	  the	  World	  Health	  

Organization	  as	  amenable	  to	  improve	  patient	  safety	  internationally	  through	  the	  

application	  of	  Standard	  Operating	  Protocols	  	  (SOP).	  	  	  

The	   five	   areas	   identified	   for	   SOP	   development	   were:	   	   Managing	   concentrated	  

injectable	   medications,	   Assuring	   medication	   accuracy	   at	   transitions	   of	   care;	  

Communication	   during	   patient	   care	   handovers;	   Improved	   hand	   hygiene	   to	  

prevent	  health	  care	  acquired	  infections;	  and,	  Performance	  of	  correct	  procedure	  

at	  correct	  body	  site	  	  (WHO	  Action	  on	  Patient	  Safety	  –	  High	  5s	  (2006).	  	  

The	  High	  5’s	  initiative,	  represented	  by	  a	  ‘hand’	  logo,	  was	  a	  three-‐phase	  initiative	  

with	   the	   development	   of	   Standard	   Operating	   Protocols	   to	   be	   formulated	   from	  

2006	   –	   2008;	   country	   specific	   implementation	   (2008	   –	   2010)	   to	   be	   led	   by	   a	  

technical	  agency	  appointed	  by	  WHO;	  and	  the	  transfer	  of	  knowledge	  of	  the	  High	  
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5’s	  SOPs	  from	  developed	  countries	  to	  developing	  countries	  where	  its	  concept	  is	  

more	  widely	  adoptable	  (WHO,	  Action	  on	  Patient	  Safety	  –	  High	  5s	  2006).	  	  	  

	  

2.6.6:	   WHO	   2008:	   World	   Alliance	   for	   Patient	   Safety	   Research	  

Initiatives	  and	  Findings	  

In	   2008	   the	   World	   Alliance	   for	   Patient	   Safety	   published	   two	   reports	   with	   a	  

patient	   safety	   research	   focus:	  Research	   for	  Patient	  Safety:	  Better	  Knowledge	   for	  

Safer	   Care	   (WHO,	   20081),	   and	   Summary	   of	   the	   Evidence	   on	   Patient	   Safety:	  

Implications	   for	   Research	   (WHO,	   20082).	   	   This	   latter	   report	   presented	   the	  

findings	  of	   the	  Research	  Priority	  Setting	  Working	  Group	  of	  the	  World	  Alliance	  for	  

Patient	  Safety.	  

	  

These	   two	   reports	   acknowledged	   that	  patient	   safety	   research	  had	  been	  under-‐

developed	   and	   that	   research	  which	   had	   been	   undertaken	  was	   largely	   hospital	  

focused	   and	   from	  developed	   countries,	  whereas,	   healthcare	   is	   provided	   across	  

the	  world	  in	  a	  wide	  range	  of	  settings	  (WHO,	  2008	  1,	  p.6).	  	  	  

The	   reports	   also	   acknowledged	   the	   difficulties	   in	   establishing	   rigorous	   patient	  

safety	   research.	   	   These	   difficulties	   were	   attributed	   to	   a	   long-‐standing	   lack	   of	  

awareness	   of	   the	   importance	   of	   patient	   safety	   research	   internationally,	  with	   a	  

resultant	   paucity	   of	   political	   and	   economic	   support	   worldwide	   (WHO,	   20081,	  

p.6).	  	  	  

The	   World	   Alliance	   for	   Patient	   Safety	   research	   reports	   suggest	   that	   even	   in	  

developed	  countries	  where	  there	  is	  established	  patient	  safety	  research	  funding,	  

the	  funding	  allocated	  does	  not	  match	  the	  ‘magnitude	  of	  the	  problem’	  or	  may	  be	  

allocated	  for	  short	  term	  projects	  (WHO,	  20081,	  p.2).	  	  
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In	  addition,	  few	  research	  professionals	  have	  been	  willing	  to	  work	  in	  the	  area	  of	  

patient	  safety	  and	  research	   tools	  had	  been	  either	  under-‐developed	  or	  required	  

both	  development	  and	  testing	  (WHO,	  2008	  1,	  p.6).	   	  These	  trends	  are	  also	  noted	  

within	  Australian	  patient	  safety	  research.	  

The	   imperative	   for	   patient	   safety	   research	   is	   seen	   to	   be	   that	   it	   must	   be	  

recognized	  as	  primarily	  ‘research	  for	  action’	  (WHO,	  20081,	  p.	  10),	  rather	  than	  an	  

academic	  exercise	  without	  practical	  application.	  	  

	  

In	   addition,	  WHO	   noted	   that	   patient	   safety	   research	   findings	   should	   be	   made	  

available	   in	   meaningful	   terms	   to	   healthcare	   workers	   at	   all	   levels	   and	   in	   all	  

settings	  globally	  (WHO,	  20081	  p.	  10).	  

The	  practical	  application	  of	   these	  principles	   is	   seen	  as	  a	  principal	   focus	   for	   the	  

implementation	  of	  the	  work	  of	  this	  thesis	  in	  proposing	  a	  formative	  patient	  safety	  

clinical	  assessment	  tool.	  

	  

In	  order	  to	  facilitate	  patient	  safety	  research,	  the	  World	  Alliance	  for	  Patient	  Safety	  

designed	   a	   four-‐stage	  Patient	  Safety	  Research	  Cycle	   to	  under-‐pin	   the	   research:	  

Measuring	   Harm,	   Understanding	   Causes,	   Identifying	   Solutions	   and	   Evaluating	  

Impact	   (WHO,	   20081	   p.4).	   	   The	   research	   cycle	   focus	   was	   ‘health	   care	   related	  

infections,	   adverse	   drug	   events,	   surgery	   and	   anaesthesia,	   unsafe	   injection	  

processes,	   unsafe	   blood	   products	   and	   adverse	   medical	   device	   events	   (WHO,	  

20081,	  p.	  3).	  

	  

The	   key	   findings	   of	   the	   World	   Alliance	   for	   Patient	   Safety	   research	   into	   the	  

classification	   and	   contributing	   factors	   into	   adverse	   events	   in	   health	   care	  were	  
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presented	   using	   the	   categories	   from	   Donabedian’s	   quality	   of	   care	   framework:	  

outcome,	  structure	  and	  process	  (WHO,	  20082,	  p.1).	  	  

	  

The	  category	  definitions	  were	  adopted	  from	  the	  Agency	  for	  Healthcare	  Research	  

and	  Quality	  in	  the	  United	  States	  of	  America	  (WHO,	  20082	  p.1)	  with:	  

 Outcome	   defined	   as	   ‘results	   or	   consequences	   of	   clinical	   activities	   by	  

physicians	  and	  other	  providers’;	  	  

 Structure	   defined	   as	   ‘the	   resources	   and	   organizational	   arrangements	   in	  

place	  to	  deliver	  care	  or	  influence	  care	  delivery’;	  and,	  

 	  Process	  defined	  as	  the	  ’the	  activities	  of	  the	  physician	  and	  other	  providers	  

for	  delivering	  care’	   	   (Agency	   for	  Healthcare	  Research	  and	  Quality,	  2004	  

cited	  in	  WHO,	  20082,	  p.1).	  	  

The	   research	   methods	   included	   comparing	   patient	   safety	   outcomes	   across	  

internationally	   recognized	   studies,	   including	   the	   Quality	   in	   Australian	   Health	  

Care	  Study	  (1995)	  discussed	  earlier	  in	  this	  chapter.	  

	  

2.7:  Part  Five:  A  Review  of  the  Theoretical  Frameworks  and  Conceptual  

Models   Informing   and   Supporting   Patient   Safety   Taxonomies,  

Educational  Frameworks,  Monitoring  and  Analysis      

	  
The	  World	   Health	   Organization	   (WHO	   20031,	   20032,	   2008)	   in	   recognizing	   the	  

attempts	  to	  design	  and	  implement	  patient	  safety	  taxonomies	  and	  standards	  by	  a	  

number	   of	   developed	   countries	   across	   the	   WHO	   regions,	   found	   the	   existing	  

taxonomies	  and	  standards	  to	  be	  practice	  area	  specific,	  that	  is,	  with	  a	  focus	  on	  a	  to	  

particular	   area	   of	   clinical	   practice,	   such	   as	   general	   practice,	   primary	   care,	  

intensive	  care,	  anaesthesia,	  or	  nursing.	  	  
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In	  addition,	  the	  focus	  of	  the	  existing	  taxonomies	  and	  standards	  tended	  to	  be	  that	  

of	  a	  particular	  aspect	  of	  patients	  safety	  such	  as	  ‘medication	  errors’	  	  (WHO	  20031,	  

20081).	  	  	  Further,	  many	  of	  these	  tools	  lacked	  substantive	  structural	  integrity	  and	  

validity	  and	  reliability	  testing.	  	  	  It	  is	  this	  specificity	  of	  existing	  patient	  safety	  tools	  

and	   terminologies	   that	   influenced	   the	   development	   of	   the	   Patient	   Safety	  mini-‐

CEX,	   proposed	   by	   this	   thesis,	   as	   a	   generic	   patient	   safety	   focussed	   clinical	  

assessment	  tool.	  

	  

In	   seeking	   to	   inform	   the	   key	   elements	   of	   a	   standardized	   patient	   safety	  

framework	   and	   theoretical	   model,	   the	   World	   Health	   Organization	   turned	   to	  

established	   theoretical	   models	   from	   high-‐risk	   industries	   such	   as	   aviation	   and	  

nuclear	   power	   to	   identify	   and	   inform	   the	   key	   elements	   of	   an	   applied	   safety	  

framework	   with	   sound	   theoretical	   constructs	   that	   would	   be	   transferable	   to	  

healthcare	   (WHO,	   20031,	   2008).	   	   By	   2000	   there	   was	   wider	   international	  

acknowledgement	  that	  health	  care	  was	  indeed	  a	  ‘high-‐risk’	  industry	  and,	  as	  such,	  

could	   reasonably	   be	   compared	  with	   the	   aviation,	   chemical	   and	   nuclear	   power	  

industries.	  	  

However,	  aviation	  and	  other	  such	  high-‐risk	  industries	  were	  also	  seen	  to	  be	  ‘low-‐

incident’	   industries	   while	   health	   care	   remained	   both	   ‘high-‐risk’	   and	   ‘high	  

incident’	  –	  albeit	  the	  cumulative	  nature	  of	  the	  incidents	  related	  to	  patient	  safety	  

were	  not	  generally	  recognized	  in	  the	  public	  arena,	  as	  were	  for	  example,	  incidents	  

within	  the	  aviation	  or	  nuclear	  power	  industries	  (Reason,	  1990,	  1995,	  2000).	  	  

	  

Part	   Five	   of	   the	   literature	   review	   will	   therefore	   review	   those	   models	   and	  

theoretical	  frameworks	  considered	  as	  important	  internationally	  for	  the	  purposes	  
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of	   understanding	   and	   influencing	   safety	   in	   a	   variety	   of	   high	   risk	   industries,	  

including	  health	  care.	  	  These	  industry	  specific	  comparisons	  are	  identified	  by	  the	  

World	  Health	  Organization	  (WHO	  2003,	  2008)	  as	  adaptable	  to	  patient	  safety	  and	  

the	  health	  care	  industry.	  	  

	  

Facilitated	  by	  the	  international	  influence	  of	  World	  Health	  Organization	  research	  

and	   policy,	   industry	  models	   and	   theoretical	   frameworks	   have	   begun	   to	   inform	  

international	  patient	  safety	   conceptual	   frameworks	  by	   slowly	   transforming	   the	  

way	  in	  which	  patient	  safety	  is	  viewed	  at	  an	  international,	  national,	  organizational	  

and	  health	  service	  unit	  level.	  	  

	  

The	   selection	   of	   Taxonomy	   Models	   of	   Error	   Reporting	   identified	   by	   the	   WHO	  

Review	  (20031)	  and	  relevant	  to	  the	  work	  of	  this	  thesis	  include:	  

 A	   Human	   Error	   and	   Systems	   Approach	   to	   Organizational	   Error	   and	  

Models	  of	  Error	  Causation:	  	  the	  ’Swiss	  Cheese’	  Model:	  	  James	  Reason;	  and,	  

 Root	  Cause	  Analysis.	  

A	  review	  of	  the	  literature	  relating	  to	  these	  two	  models	  of	  error	  causation	  follows.	  

	  

2.7.1	  Human	  Error	  and	  a	  Systems	  Approach	  to	  Organizational	  Error	  

Reason	  (1990,	  1995)	  proposed	  a	  model	  of	  accident	  causation,	  which	  argues	  that	  

people	   (employees)	   at	   the	   ‘sharp	   end’	   of	   an	   organization	   or	   service,	   such	   as	  

airline	   pilots	   (Reason,	   1995,	   p.1708),	   while	   contributing	   to	   an	   error,	   are	  

generally	   not	   totally	   accountable.	   	   Rather,	   these	   employees	   are	   usually	  

‘inheritors	   rather	   than	   the	   instigators	   of	   an	   accident	   sequence’	   (Reason,	   1995,	  

p.1710).	  	  	  
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	  Reason	  argues	  that	  error	  results	  from	  a	  series	  of	  factors	  within	  an	  organization	  

that	   include	   ‘a	   latent	   failure	   pathway’	   (Reason,	   1990,	   1995,	   p.	   1710)	   and	   an	  

‘active	  failure	  pathway’	  (Reason,	  1995,	  p.	  	  1710).	  	  	  

	  

The	  latent	  failure	  pathway	  (Reason,	  1990,	  1995)	  is	  created	  within	  the	  hierarchy	  

of	   an	   organization	   where	   policies,	   planning,	   workplace	   design,	   workforce	   and	  

supply	   cutbacks	   related	   to	   financial	   constraints,	   equipment	   acquisition,	   and	  

maintenance	  arrangements	  are	  made.	  	  

	  

The	  impact	  of	  the	  ‘latent	  failure	  pathway’	  may	  not	  be	  apparent	  for	  a	  number	  of	  

years.	  	  Therefore,	  there	  may	  be	  a	  considerable	  lapse	  of	  time	  between	  the	  creation	  

of	  a	  ‘latent	  failure	  pathway’	  to	  the	  emergence	  of	  	  ‘unsafe	  acts’	  or	  an	  ‘active	  failure	  

pathway’	   leading	   to	   an	   adverse	   event,	   error	   or	   violation.	   	   Further,	   the	  

organizational	  root	  cause	  of	  an	  active	  failure	  pathway	  may	  not	  rest	  entirely	  with	  

an	   organization	   but	   with	   the	   increasingly	   complex	   network	   of	   manufacturers,	  

suppliers	   and	   contractors	  with	  whom	   organizations	   interact	   (Reason,	   1995,	   p.	  

1711).	  	  

	  

Reason	  (1995)	  points	  out	  that	  an	  organization	  may	  function	  for	  some	  time	  with	  a	  

number	  of	  weaknesses	  in	  the	  latent	  failure	  pathway,	  and	  with	  procedural	  abuses.	  	  	  

He	  suggests	   that	  even	  systems	  with	  a	  high	   level	  of	   control	  of	  potential	  adverse	  

events	  may	  have	  their	  system	  defences	  breached	  given	  the	  ‘unlikely	  combination	  

of	   several	   contributing	   factors,	   each	  necessary	  but	  none	   sufficient	   to	   cause	   the	  

accident	  by	  itself’	  (Reason,	  (1995,	  p.1709).	  	  	  	  
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The	  active	  failure	  pathway,	  on	  the	  other	  hand,	  results	  from	  employee	  errors	  and	  

violations	  that	  occur	  as	  a	  result	  of,	  for	  example,	  employee	  fatigue	  and	  pressure	  of	  

workload,	  defective	  equipment,	   lack	  of	   familiarity	  with	  equipment,	   low	  morale,	  

or	  even	  unworkable	  work	  policies	  or	  routines	  which	  workers	  feel	  compelled	  to	  

circumnavigate	   perhaps	   due	   to	   time	   pressure	   (Reason,	   1990,	   1995).	   	   Specific	  

implications	   of	   the	   active	   failure	   pathway	   for	   prevocational	   doctors	   (PGY	   1	   &	  

PGY2)	  in	  the	  Australian	  context	  are	  highlighted	  later	  in	  this	  section	  in	  the	  work	  

of	  Runciman	  and	  Lumby	  (2009).	  	  	  

	  

	  Active	  pathway	  failure	  may	  be	  the	  triggered	  by	  an	  error	  or	  repeated	  violations	  

of	   a	  procedure,	  which	   lead	   to	  an	  adverse	  event.	   	   	  A	   violation	   is	  defined	  as	   ‘the	  

deliberate	   deviation	   of	   actions	   from	   safe-‐operating	   procedures	   (Reason,	   1995,	  

p.1715).	   	   While	   the	   violation	   of	   a	   protocol	   may	   become	   routine	   practice	   for	  

reasons	  that	  the	  workers	  are	  able	  to	  justify	  (and	  therefore	  constitute	  an	  intended	  

action),	  the	  eventual	  outcome	  may	  be	  an	  adverse	  event,	  which	  was	  not	  intended.	  	  	  

Health	  care	  environments	  may	  be	  seen	  to	  be	  prone	  to	  such	  protocol	  violation	  at	  

all	  levels	  of	  clinical	  practice	  and	  even	  with	  respect	  to	  equipment	  maintenance.	  	  	  

	  

For	   example,	   Runciman	   and	   Lumby	   (2009),	   writing	   within	   the	   context	   of	  

Australian	  medical	  and	  healthcare	  practice,	  refer	  to	  the	  practice	  of	  doctors	  using	  

‘mindlines’	  rather	  than	  clinical	  or	  procedural	  guidelines.	  	  	  ‘Mindlines’	  are	  defined	  

as	   ‘a	   phenomenon	   by	   which	   well-‐motivated	   people	   collectively	   devise	   and	  

sanction	  patterns	  of	  behaviour	  or	  treatment	  that	  are	  at	  variance	  with	  evidence’	  	  

(Gabby	  &	  le	  May,	  2004	  In	  Healy	  &	  Dugdale,	  2009).	  	  	  
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Further,	  ‘mindlines’	  are	  prone	  to	  becoming	  inappropriately	  institutionalized	  and	  

thereby	  ‘constitute	  rule	  based	  error’	  -‐	  a	  practice	  not	  uncommon	  within	  medicine	  

Runciman	  &	  Lumby,	  2009,	  p.201).	  	  Such	  practices,	  once	  institutionalized,	  become	  

acceptable	  practice	   –	   thus	  highlighting	   the	  need	   for	   a	  patient	   safety	  diagnostic	  

approach	   through,	   for	   example,	   the	   Patient	   Safety	   mini-‐CEX	   assessment	  

processes	  proposed	  by	  this	   thesis,	   to	  raise	  doctors’	  awareness	  of	  patient	  safety	  

issues	  at	  the	  clinical	  encounter	  level.	  

	  

Recognition	  of	   the	   impact	  of	  workers’	   violations	  and	  migrations	   from	  accepted	  

practice	  has	  led	  to	  the	  development	  of	  organizational	  models	  within	  healthcare	  

which	  serve	  as	  both	  diagnostic	  and	  educational	  frameworks.	  	  

	  

	  

2.7.2:	   Organizational	   Frameworks	   and	   Models	   for	   an	   Analysis	   of	  

Violations	   and	   Migration	   from	   Accepted	   Work	   Practices	   in	  

Healthcare	  

Organizational	  models,	   such	   as	   those	  of	  Reason	   (2000)	   and	  Amalberti,	   Vincent	  

and	  Auroy	  et	  al	  (2006)	  recognize	  the	  potential	  for	  healthcare	  professionals	  at	  the	  

coalface	  to	  adapt	   their	  work	  practices	  or	  violate	  accepted	  protocols	   in	  order	  to	  

cope	   with	   workload	   demands	   within	   complex	   work	   environments	   (Vincent,	  

2010,	   p.314).	   	   	   The	   imperative	   for	   individual	   clinicians	   and	   clinical	   teams	   to	  

become	  aware	  of	  the	  risks	  associated	  with	  patient	  safety	  violations	  and	  protocol	  

migration	   is	   an	   essential	   element	   of	   the	   patient	   safety	   educational	   and	   clinical	  

assessment	  focus	  of	  this	  thesis.	  
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Reason’s	   theoretical	   framework	   is	   based	   on	   the	   belief	   that	   the	   aetiology	   of	  

organizational	   adverse	   events	   can	   be	   informed	   by	   retrospective	   analyses	   of	  

major	   accidents	   such	   as	   the	   nuclear	   power	   plant	   disasters,	   for	   example,	   the	  

Chernobyl	  and	  Three	  Mile	  Island	  incidents;	  airline	  disasters	  such	  as	  the	  Dryden	  

accident	  in	  Canada;	  the	  oil	  industry,	  for	  example	  the	  Exxon	  Valdez;	  and,	  the	  space	  

industry	  exemplified	  by	  the	  Challenger	  space	  shuttle	  disaster.	  	  	  	  

	  

Reason	   identifies	   two	   important	   issues	   with	   respect	   the	   systems	   approach	   to	  

organizational	   error:	   that	   of	   the	   assessing	   an	   organization’s	   ‘safety	   culture’	  

Reason,	  1995,	  p.1716)	  and	  the	  imperative	  for	  an	  organization	  to	  learn	  the	  ‘right	  

lessons	  from	  past	  events’	  (Reason,	  1995,	  p.17160.	  	  

In	  order	  to	   learn	  the	  right	   lessons	   from	  the	  adverse	  events,	  Reason	  proposed	  a	  

six-‐stage	  model	  with	   the	   sixth	   stage	   addressing	   the	   organizational	   ‘root	   cause’	  

(Reason,	  1995,	  p.	  1716).	   	  Root	  Cause	  Analysis	  will	  be	  discussed	  briefly	   later	   in	  

section	  2.7.6	  of	  this	  chapter.	  	  	  

2.7.3:    Reason:    Organizational  Models  of  Human  Error  in  Health  Care  

In	   his	   paper	   Human	   Error:	   models	   and	   management	   (Reason,	   2000),	   Reason	  

proposed	   two	   approaches	   with	   respect	   to	   accountability	   for	   human	   error	   in	  

health	   care:	   the	   ‘person	   approach’	   and	   the	   ‘system	   approach’	   (Reason,	   2000,	  

p.786).	  	  	  	  

	  

Reason’s	  original	  model,	  the	  ‘Swiss-‐Cheese’	  Model,	  although	  applicable	  to	  health	  

care,	  is	  considered	  as	  a	  general	  model	  of	  accident	  causation,	  adaptable	  to	  a	  range	  

of	   high-‐risk	   industries	   where	   there	   is	   a	   practice	   of	   attributing	   blame	   for	   an	  

accident	  or	  error	   to	  a	   ‘person	  without	  considering	   the	   ‘system’	  or	  organization	  
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within	   which	   the	   person	   operates.	   	   This	   attribution	   of	   blame	   to	   an	   individual	  

worker	   however,	   fails	   to	   provide	   an	   adequate	   analysis	   of	   accidents	   and	   errors	  

(Luxhoj	  &	  Maurino,	  2001).	  	  

	  

The	   Reason	   model,	   as	   previously	   indicated,	   has	   been	   widely	   adopted	   by	   the	  

aviation	   industry	   with	   bodies	   such	   as	   the	   FAA	   (the	   Federal	   Aviation	  

Administration	  of	  the	  United	  States)	  and	  CASA	  (Civil	  Aviation	  Safety	  Authority	  of	  

Australia)	  and	  in	  the	  Aviation	  Safety	  and	  Investigation	  Reports	  of	  the	  Australian	  

Transport	   Safety	   Bureau	   (Luxhoj	   &	   Maurine,	   2001;	   CASA,	   2012;	   Australian	  

Transport	  Safety	  Bureau	  –AO212	  -‐123,	  2012).	  

	  	  	  

For	  example,	  a	  contemporary	  Australian	  aviation	  incident	  documented	  in	  CASA	  

report	  AO	  2012	  –	  132	  employed	  the	  Reason	  model	  to	  describe	  the	  investigation	  

of	   a	   flight	   path	   error	   for	   a	   Boeing	   737	   and	   a	   second	   aircraft	   over	   NSW	   on	  

September	   28th,	   2012.	   	   The	   incident	   analysis	   concluded	   that	   operational	   and	  

organizational	   influences,	   systems	   (air-‐traffic	   control	   systems	   across	   several	  

locations),	  and	  human	  factors	  contributed	  to	  a	  potentially	  catastrophic	  error.	  

(http://www.atsb.gov.au/publications/investigation_reports/2012/aair/ao-‐2012-‐

132.aspx	  -‐	  accessed	  November	  15th,	  2012).	  

	  

Health	  care,	  however,	  has	  been	  slow	  to	  adopt	  such	   in-‐depth	  analysis	  of	   	   ‘error’	  

and	  ‘near-‐miss’	  events.	  

	  

Further,	  with	  respect	  to	  health	  care,	  the	   ‘person	  approach’	  views	  the	  individual	  

doctor	   or	   health	   care	   professional	   as	   responsible	   for	   an	   adverse	   event.	   	   This	  

approach,	   which	   has	   been	   the	   long	   established	   perspective	   toward	   errors	   in	  

http://www.atsb.gov.au/publications/investigation_reports/2012/aair/ao-2012-132.aspx
http://www.atsb.gov.au/publications/investigation_reports/2012/aair/ao-2012-132.aspx
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medicine,	  assumes	  that	  a	  patient’s	  adverse	  event	  is	  a	  consequence	  of	  the	  health	  

professional’s	  acts	  or	  errors	   	  (Reason,	  2000).	   	   	  These	  errors	  are	  deemed	  due	  to	  	  

‘forgetfulness,	   inattention,	   poor	   motivation,	   carelessness,	   negligence	   and	  

recklessness’	  (Reason,	  2000,	  p.	  768).	  	  

	  

Individuals	  may	   be	   ‘named’,	   ‘blamed’,	   and	   ‘shamed’	   and	   even	   threatened	  with	  

litigation	  (Reason,	  2000,	  p.768).	   	  Further,	  the	  ‘person	  approach’	  is	  based	  on	  the	  

assumption	  that	  ‘errors	  are	  moral	  issues’	  and	  ‘bad	  things	  happen	  to	  bad	  people’	  	  

(Reason,	  2000,	  p.768).	  	  Reason	  points	  out	  however,	  that	  in	  practice,	  some	  of	  the	  

most	   serious	   medical	   errors	   have	   been	   made	   by	   some	   of	   the	   ‘best	   people’	  

(Reason,	  2000,	  p.	  769).	  

On	   the	   other	   hand,	   the	   organizational	   or	   system	   response	   to	   the	   individual’s	  

error	  in	  health	  care	  may	  be	  to	  create	  more	  protocols,	  initiate	  awareness-‐raising	  

campaigns,	  or	  even	  put	  up	  more	  signs	  and	  posters	  in	  an	  attempt	  to	  warn	  other	  

health	  care	  professionals	  against	  making	  such	  errors.	  	  

	  

The	   ‘system	   approach’	   to	   error,	   arising	   from	   high	   profile	   ‘high-‐risk’	   industries	  

such	   as	   aviation	   and	   nuclear	   power	   and	   discussed	   earlier	   in	   this	   section,	  

recognizes	   that	   errors	   can	   and	   do	   happen	   because	   ‘humans	   are	   fallible’	   and	  

workplaces	   can	   abound	   with	   organizationally	   endemic	   ‘processes’	   that	   may	  

harbour	  ‘recurrent	  error	  traps’	  	  (Reason,	  2000,	  p.769).	  	  

Hospitals,	   however,	   have	   tended	   to	   resist	   this	   approach	   to	   the	   reporting	   and	  

analysis	  of	  errors	  within	  their	  systems.	  
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The	   healthcare	   industry,	   and	   specifically	   professions	   such	   as	   medicine	   and	  

nursing	  who	  dominate	  the	   industry,	  appears	  to	  underestimate	  the	  potential	   for	  

error	   in	   the	  workplace,	   especially	   error	   related	   to	   the	   system.	   	   Reason	   (2000)	  

considers	   that	   establishing	   processes	   and	   safeguards	   within	   the	   system	  

approach	   has	   the	   capacity	   to	   mitigate	   the	   effects	   of	   human	   error	   while	  

acknowledging	   that	   human	   error	   cannot	   be	   completely	   eradicated	   (Reason,	  

2000,	  p.769).	  	  

	  

The	   system	   approach	   recognizes	   that	   the	   inevitability	   of	   seeking	   to	   change	  

human	  proneness	  to	  error	  may	  be	  counteracted	  by	  a	  series	  of	  specific	  defences	  

built	  into	  the	  ‘System’	  	  (Reason,	  2000).	  

	  

2.7.4:	   The	   Reason	   ‘Swiss-‐Cheese’	   Model	   of	   Human	   Error	   and	   Its	  

Application	  Within	  Health	  Care	  

Reason’s	   (2000)	   research	   suggests	   that	   there	   are	   inherent	   difficulties	   with	  

effectively	   implementing	   the	   system	   approach	   to	   risk	   identification	   in	   health-‐

care.	   	   These	   difficulties	   require	   the	   genuine	   adoption	   of	   a	   ‘blame-‐free’	   error	  

reporting	  mechanism	   that	   in	   turn	   allows	   for	   error	   traps	   to	   be	   uncovered	   and	  

effective	  risk	  management	  strategies	  put	  in	  place.	  

	  

Errors	   can	   and	   do	   occur	   in	   the	   systems	  model	   if	   there	   is	   a	   breakdown	   of	   the	  

various	  protective	  defence	  levels	  or	  ‘layers’	  (Reason,	  2000,	  p.770).	  	  These	  layers	  

or	   safeguards	   may	   include	   protocols,	   specific	   administrative	   reporting	  

procedures	   relating	   to	   individual	   employee	   responsibilities	   (such	   as	   doctors,	  

pilots,	   engineers,	   air	   traffic	   controllers),	   or	   automatic	   alarms	   and	   system	  



	   75	  

shutdown	   processes,	   such	   as	   are	   those	   used	   in	   the	   medical	   specialty	   of	  

anaesthesia	   (Runciman	  &	  Lumby,	   2009).	   	   	   A	   failure	   to	   respond	  at	   any	  of	   these	  

levels	  may	   lead	  to	  an	  adverse	  event	  –	  but	  only	   if	   the	   lapses	   in	  a	  series	  of	   these	  

safeguards	  occurs,	  even	  briefly,	  ‘…to	  permit	  a	  trajectory	  of	  accident	  opportunity	  

–	  bringing	  hazards	  into	  damaging	  contact	  with	  victims’	  (Reason,	  2000,	  p.770).	  

	  

The	  Reason	  model	  of	  adverse	  events	  within	  a	  system	  likens	  the	  failure	  of	  a	  series	  

of	   system	   safeguards	   to	   the	   lining	   up	   of	   holes	   in	   successive	   slices	   of	   ‘Swiss-‐	  

Cheese’	   (Reason,	   1990,	   1997,	   2000)	   (Figure	   5.3).	   	   	   Reason	   argues	   that	   it	   is	   a	  

series	  of	  both	  ‘active	  failures’	  and	  ‘passive	  failures’	  that	  may	  lead	  to	  the	  holes	  in	  

the	   ‘Swiss-‐Cheese’	   lining	   up,	   thus	   leading	   to	   a	   system	   failure	   (Reason,	   2000,	  

p.770).	  	  

Active	  failures	  are	  attributed	  to	  workers	  at	  the	  coalface,	  such	  as	  doctors,	  nurses	  

and	   pharmacists	   who	   make	   mistakes	   or	   ignore	   protocols,	   sometimes	   with	  

serious	  or	  even	  disastrous	  outcomes.	  	  

On	   the	   other	   hand,	   latent	   failures	   may	   relate	   to	   a	   health	   service’s	   senior	  

management	   planning,	   organizational	   cutbacks,	   or	   building	   and	   system	   design	  

errors,	  which	  may	   in	   time	   generate	   an	   error	   prone	   environment,	   for	   example,	  

inadequate	   staff	   to	   patient	   ratios,	   staff	   member	   fatigue,	   or	   poor	   workspace	  

design	  (Reason,	  2000,	  p.	  770).	  

	  

Vincent	  (2006,	  2010	  p.	  145)	  annotated	  Reason’s	  original	  Swiss	  cheese	  model	  to	  

demonstrate	  the	  pathway	  from	   ‘hazard’	   to	   ‘loss’	   (death	  of	  patient)	   in	  a	  medical	  

context.	   Management	   of	   errors	   then,	   depends	   the	   on	   the	   whether	   error	  
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occurrence	   is	   viewed	   from	   a	   person	   error	   perspective	   or	   a	   system	   error	  

perspective.	  	  

	  

The	   Vincent	   adaption	   of	   the	   Swiss-‐Cheese	   Model	   (Figure	   5.2)	   illustrates	   the	  

trajectory	   leading	   to	   the	   death	   of	   a	   patient	   within	   a	   hospital	   setting	   with	   the	  

following	  annotated	  commentary:	  	  

The	  patient	  arrived	  late	  for	  a	  procedure	  leading	  to	  modification	  of	  a	  protocol;	  the	  

hospital	  pharmacy	  supplied	  two	  syringes	  of	  similar	  appearance	  in	  a	  single	  plastic	  

bag;	  the	  doctor	  was	  required	  to	  administer	  drugs	  to	  the	  patient	  from	  both	  of	  the	  

syringes	   supplied	   but	   was	   unfamiliar	   with	   the	   route	   or	   protocols	   for	  

administration;	   in	  the	  checking	  procedure	  the	  doctor	  did	  not	  read	  out	  the	  drug	  

route	   to	   his	   colleagues	   assisting	   with	   the	   procedure;	   the	   doctor	   proceeded	   to	  

administer	  the	  drug	  via	  the	  incorrect	  route	  leading	  to	  the	  death	  of	  the	  patient.	  	  

Vincent’s	  adaptation	  of	  the	  Reason	  ‘Swiss	  Cheese’	  Model	  of	  Accident	  Causation	  is	  

presented	  below	  in	  Figure	  2.1	  

	  

	  
Figure	   2.1:	   Vincent	   Adaptation	   of	   the	   Reason	   ‘Swiss-‐Cheese’	   Model	   of	   Accident	  
Causation	   in	   Health	   Care:	   ‘Swiss-‐	   Cheese’	   Model:	   Vulnerabilities	   in	   the	   System	  
Source:	  Vincent	  (2012)	  The	  Essentials	  of	  Patient	  Safety,	  p.22	  
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	  2.7.5:	  Reason	  System	  Model	  of	  Accident	  Causation	  (Reason,	  1995)	  
	  
In	  a	  further	  paper	  (Reason,	  1997)	  extrapolated	  the	  various	  layers	  of	  the	  Swiss	  -‐

Cheese	   model	   into	   a	   conventional	   model	   to	   demonstrate	   the	   relationship	  

between	  latent	  pathways,	  organizational	  factors,	  local	  workplace	  factors,	  unsafe	  

acts	  and	  the	  defence	  system	  breaches	  that	  lead	  to	  an	  adverse	  event.	  This	  model	  is	  

presented	  in	  Chapter	  Ten,	  Figure	  10.1.	  

	  
The	   person	   error	   perspective	   tends	   to	   avert	   error	   by	   educating	   managing	  

individual	  workers	  or	  cohorts	  of	  workers	  to	  avert	  error,	  while	  the	  system	  view	  of	  

error	   seeks	   to	   create	   environments	   where	   human	   error	   will	   have	   minimal	  

impact.	   	   	   Importantly,	   Reason	   compares	   the	   ‘health	   sciences’	   (including	  

medicine)	   approach	   and	   the	   ‘safety	   sciences’	   approach	   to	   error	   management	  

where	   health	   sciences	   ‘	   know	   more	   about	   disease	   than	   health’,	   while	   safety	  

sciences	   ‘know	  more	   about	  what	   causes	   adverse	   events	   than	   how	   they	   can	   be	  

best	  avoided’	  	  (Reason,	  2000,	  p.	  770).	  	  

	  

Within	   the	   health	   ‘system’	   however,	   avoiding	   litigation	   and	   tarnishing	   the	  

reputation	   of	   a	   hospital	   or	   healthcare	   institution	   has	   too	   often	   been	   the	  

organizational	  imperative,	  with	  the	  ‘person	  approach’	  persisting	  as	  the	  dominant	  

framework	  for	  viewing	  error	  (Reason,	  2000).	  

	  

The	  relevance	  of	  the	  Reason	  (2000)	  Swiss-‐Cheese	  Model	  to	  assessment	  of	  patient	  

safety	  within	  medicine	  will	  be	  explored	  further	  in	  the	  discussion	  of	  Chapter	  Ten	  

of	  the	  thesis.	  	  
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2.7.6:	  Root	  Cause	  Analysis	  
	  
Root	  Cause	  Analysis	  (RCA)	  is	  a	  process	  commonly	  employed	  within	  health	  care	  

to	  identify	  the	  one	  or	  several	  root	  causes	  of	  an	  adverse	  event	  or	  incident	  (Vincent	  

2010).	  	  	  

Large	  health	  care	  authorities	  such	  as	  the	  United	  States	  Department	  of	  Veterans	  

Affairs	  National	  Centre	  for	  Patient	  Safety	  employ	  Root	  Cause	  Analysis	  (RCA)	  or	  a	  

modification	  of	  RCA,	   that	  of	  Common	  Cause	  Analysis	   (CCA),	   to	  meet	  regulatory	  

requirements	   for	   analysing	   and	   addressing	   adverse	   events	   (Browne,	   Mullen,	  

Teets	   et	   al,	   In	   Hennriksen,	   Battles	   &	   Keyes	   et	   al	   2008).	   	   	   The	   British	   National	  

Patient	   Safety	   Agency	   has	   also	   adopted	   a	   modified	   RCA	   based	   system	   for	  

investigation	  of	  adverse	  events	  (Vincent,	  2010).	  	  

However,	   Vincent	   (2010)	   considers	   that	   the	   Root	   Cause	   Analysis	   approach	   is	  

likely	  to	  misrepresent	  the	  possible	  causes	  of	  an	  error	  or	  adverse	  events	  in	  health	  

care	  settings	  by	  limiting	  the	  cause	  to	  an	  isolated	  event	  or	  events.	  	  By	  isolating	  the	  

‘root	   cause’,	   the	  RCA	   approach	   is	   seen	   to	   fail	   to	   take	   into	   account	   the	   chain	   of	  

events	   preceding	   an	   adverse	   event,	   and	   the	   health	   care	   system’s	   flaws	   and	  

safeguard	  gaps	  (Vincent,	  2010).	  	  	  

	  

On	  the	  other	  hand,	  advocates	  of	  Common	  Cause	  Analysis	  (CCA)	  (a	  derivative	  of	  

RCA)	  argue	  that	  CCA	  represents	  a	  systems	  approach,	  that,	  although	  its	  processes	  

are	   essentially	   ‘bottom-‐up’,	   is	   seen	   to	   be	   applicable	   to	   health	   care	   systems	  

(Brown,	  Mullen,	  Teets	  et	  al,	  In	  Hennriksen,	  Battles	  &	  Keyes	  et	  al	  2008).	  

	  

Vincent	   (2010),	   considers	   that	   the	   investigation	   of	   an	   incident,	   for	   example,	  

using	   the	   ‘Swiss-‐Cheese’	  Model,	   is	  an	  opportunity	   to	   look	   into	  a	  system	  and	  an	  
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opportunity	   to	   ‘look	   into	   the	   future,	   whereas	   the	   RCA	   process	   represents	   a	  

retrospective	  search	  for	  a	  single	  root	  cause’	  (Vincent,	  2010,	  p.	  145)	  

  

2.7.7:	  	  Near-‐	  Miss	  Reporting	  
	  
The	   United	   States	   Institute	   of	  Medicine	   of	   the	  National	   Academies	   suggest	   the	  

that	   ‘health	  care	   is	  an	  example	  of	  a	   low-‐reliability	  system,	  where	   frequently	  all	  

that	  stands	  between	  an	  adverse	  event	  and	  quality	  health	  care	  is	  the	  health	  care	  

provider’	   (IOM,	   2004,	   p.228).	   	   Within	   this	   low	   reliability	   system,	   health	   care	  

professionals	   are	   seen	   to	   be	   ‘continually	   detecting,	   arresting	   and	   deflecting	  

adverse	  events	  –	  sometimes	  even	  unconsciously’	  (IOM,	  2004,	  p.224).	  	  	  

	  

Recognition	   of	   the	   concept	   of	   the	   ‘near-‐miss’	   threat	   to	   patient	   safety,	   and	  

implementation	  of	  the	  concept	  on	  ‘near-‐miss’	  reporting	  however,	  has	  been	  slow	  

to	  be	  adopted	  within	  Australia	  health	  care	  settings.	  

A	   near-‐miss	   is	   defined	   as	   ‘an	   act	   of	   commission	   or	   omission	   that	   could	   have	  

harmed	  a	  patient	  but	  did	  not	  do	  so	  as	  a	  result	  of	  chance’	  (IOM,	  Aspen	  &	  Corrigan	  

et	  al	  2004,	  p.30).	  

	  

Braithwaite	   (2009),	   in	   discussing	   ‘near-‐miss’	   reporting	   within	   the	   Australian	  

perspective	  comments	  that:	  	  

We	  will	  never	  uncover	  bad	  systems	  if	  professionals	  conceal	  the	  mistakes	  that	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  reveal	  those	  bad	  systems:	  Rather,	  we	  must	  cultivate	  professional	  cultures	  that	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  reward	  disclosure	  of	  near	  misses	  and	  other	  mistakes.	  
	   	   	   	   	   	  	  	  	  (Braithwate,	  In	  Healy	  &	  Dugdale,	  2009,	  p.34)	  
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The	  practice	  of	  victimization	  of	   ‘whistle-‐blowers’	   is	  seen	  as	  an	   inhibiting	   factor	  

with	  respect	  to	  establishing	  a	  culture	  of	  open	  reporting	  of	  ‘near	  misses’.	  

These	  cultural	  constraints	  of	  patient	  safety	  focussed	  assessments	  within	  clinical	  

settings	  are	  acknowledged	  as	  a	  barrier	  to	  open	  acceptance	  of	  such	  assessments.	  

	  

Van	  der	   Schaaf	   (1992),	   in	   order	   to	   raise	   awareness	   of	   the	   importance	  of	   near-‐

miss	  recognition	  and	  reporting,	  proposed	  an	  Incident	  Causation	  Model	  featuring	  

three	   related	   goals	   or	   strategies.	   	   These	   strategies	   Modelling,	   Trending	   and	  

Mindfulness,	   are	   considered	   by	   the	   IOM	   (2004)	   to	   be	   applicable	   to	   analysis	   of	  

patient	   related	  near-‐miss	   incidents	   in	  healthcare	   (IOM,	  Aspen	  &	  Corrigan	  et	   al,	  

2004).	  	  The	  Van	  der	  Schaaff	  (1992)	  model	  is	  presented	  in	  Chapter	  Ten.	  

  

2.8:  Part  Six:  National  and   International  Quality  and  Safety   Initiatives  

in  Developed  Countries:  Government  Policies  and  Fiscal  Resources  

In	  response	   to	  studies	   such	  as	   the	  Harvard	  Medical	  Practice	  Study	  (1984),	  The	  

Quality	  in	  Australian	  Health	  Care	  Study	  (1995)	  and	  To	  Err	  Is	  Human	  (Kohn	  et	  al	  

2000)	   demonstrating	   the	   economic,	   and	   patient	   morbidity	   and	   mortality	  

burdens	  of	  patient	  adverse	  events,	  governments	  and	  health	  care	  administrative	  

bodies	   in	   developed	   countries,	   including	   Australia,	   began	   to	   develop	   and	  

legislate	  specific	  frameworks,	  policies	  and	  resources	  to	  guide	  quality	  and	  safety	  

in	  health	  care.	  	  

Part	  Six	  of	  the	  literature	  review	  will	  serve	  to	  briefly	  outline	  the	  establishment	  of	  

national	   and	   international	   patient	   safety	   legislative	   policies,	   frameworks,	   and	  

tools	   that	   have	   informed	   the	   study	   and	   provided	   the	   rationale	   for	   the	  
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development	  of	   the	  thesis’	  Patient	  Safety	  mini-‐CEX	  tool	   to	  assess	  patient	  safety	  

within	  an	  individual	  doctor-‐	  patient	  encounter.	  	  

These	  policies,	  frameworks	  and	  tools	  include	  the	  establishment	  of	  the	  Australian	  

Council	   on	   Quality	   and	   Safety	   in	   Healthcare	   (ACSQHC)	   (2000);	   the	   Australian	  

National	   Patient	   Safety	   Education	   Framework	   (NPSEF),	   2005;	   The	   Australian	  

Safety	   and	   Quality	   Framework	   for	   Healthcare	   (ACSQH,	   2010);	   The	   Manchester	  

Patient	   Safety	   Framework	   (MaPSaF)	   (2005);	   Hospitals	   at	   Night:	   Patient	   Safety	  

Risk	  Assessment	  (NPSA,	  UK	  2005);	  The	  National	  Patient	  Safety	  Agency	  Reporting	  

System	   (2005,	   National	   Health	  Service,	   United	   Kingdom),	   (Seven	   Steps);	   Safer	  

Health	   Care	   Now	   (2006)	   (Canadian	   Patient	   Safety	   Institute);	   and	   The	   Safety	  

Competencies:	   Enhancing	   Patient	   Safety	   Across	   the	   Health	   Professions	   (2008,	  

Canadian	  Patient	  Safety	  Institute).	  

The	  emergence	  and	  relevance	  of	  patient	  safety	  culture	  and	  attitude	  surveys	  will	  

also	  be	  considered.	  

	  

	  

2.8.1:	  	  Australian	  Safety	  and	  Quality	  Initiatives	  and	  the	  Development	  

of	  a	  National	  Patient	  Safety	  Education	  Framework	  (NPSEF)	  	  

	  The	   Australian	   Commonwealth	   Government’s	   response	   to	   the	   findings	   of	   the	  

Quality	  in	  Australian	  Health	  Care	  Study	  (QAHCS)	  (1995)	  was	  the	  establishment	  of	  

the	  Australian	  Council	  on	  Safety	  and	  Quality	  in	  Healthcare	  (ACSQHC)	  (2000),	  and	  

later	   the	   Australian	   Commission	   on	   Safety	   and	   Quality	   in	   Healthcare	   (Walton,	  

2006):	   	   both	   charged	  with	   guiding	   patient	   safety	   and	   quality	   in	   health	   care	   in	  

Australia	  (Commonwealth	  of	  Australia,	  2005).	  	  The	  work	  of	  both	  the	  commission	  
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and	   the	   council	   was	   introduced	   earlier	   in	   Chapter	   One	   of	   the	   thesis	   and	   is	  

discussed	  again	  later	  in	  Section	  Two.	  

	  

The	   Australian	   Council	   of	   Quality	   and	   Safety	   in	   Healthcare	   recognized	   the	  

imperative	   to	   guide	   patient	   safety	   within	   Australia	   healthcare	   through	   the	  

development	   of	   a	   structured	   and	   evidence-‐based	   patient	   safety	   education	  

curriculum	  framework.	  	  	  	  This	  led	  to	  the	  publication	  of	  the	  National	  Safety	  Patient	  

Education	  Framework	  (NPSEF)	  in	  2005.	  	  The	  intent	  of	  the	  NPSEF	  was	  to	  ‘provide	  

a	  simple,	  flexible	  and	  accessible	  Framework	  that	  identifies	  the	  knowledge,	  skills,	  

behaviours,	   attitudes	   and	   performance	   required	   by	   all	   health	   care	   worker	   in	  

relation	  to	  patient	  safety’	  (ACQSHS,	  July,	  2005)	  p.iii).	  	  

	  

The	  National	   Patient	   Safety	  Education	  Framework	   (NPSEF)	   (Commonwealth	   of	  

Australia,	  2005),	  structured	  around	  7	  Learning	  Topics	  and	  22	  Knowledge	  Items,	  

was	   developed	   using	   a	   consultative	   process	   involving	   a	   team	   of	   40	   nationally	  

recognized	  clinicians	  and	  patient	  safety	  experts.	  	  The	  NPSEF	  was	  further	  subject	  

to	   a	   rigorous	   validation	   process	   by	   30	   academic,	   clinical	   and	   government	  

experts.	  	  

	  

The	  NPSEF	  has	  informed	  patient	  safety	  knowledge	  and	  curriculum	  development	  

internationally,	   including	   those	  of	   the	  World	  Health	  Organization	   (WHO,	  2009;	  

2011)	  and	  the	  National	  Health	  Service	  of	  the	  United	  Kingdom	  (NHS,	  2005).	  	  	  For	  

example,	   the	  WHO	  World	  Alliance	   for	  Patient	  Safety	  adopted	   the	  NPSEF	  as	   the	  

template	  for	  its	  two	  international	  patient	  safety	  curricula	  publications:	  The	  WHO	  

Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools	  (2009)	  and	  the	  WHO	  Patient	  
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Safety	  Curriculum	  Guide:	  Multi	  Professional	  Edition	  (2011)	  (WHO,	  2008;	  WHO,	  

2011;	  Walton,	  2012).	  

	  

Importantly,	   the	   NPSEF	   (2005)	   informs	   the	   foundational	   evidence-‐based	  

Competency	   Statements	   and	   Competency	   Indicators	   of	   the	   thesis’	   proposed	  

Patient-‐Safety	  mini-‐CEX	  and	   is	   therefore	   considered	   as	   a	   critical	   component	   of	  

the	   work	   of	   this	   thesis.	   	   A	   more	   in-‐depth	   analysis	   of	   the	   NPSEF	   structure	   is	  

presented	  in	  Chapter	  Five.	  

	  

2.8.2:	  The	  Manchester	  Patient	  Safety	  Framework	  (MaPSaF)	  (2005)	  
	  
The	   Manchester	   Patient	   Safety	   Framework	   (MaPSaF)	   was	   developed	   by	   the	  

University	  of	  Manchester	  to	  raise	  awareness	  of	  safety	  culture	  within	  health	  care	  

organizations.	   	   	  Originally	  developed	   for	  primary	   care	   settings	   such	   as	   general	  

practice,	  it	  has	  since	  been	  extended	  to	  include	  acute	  care,	  ambulance	  and	  mental	  

health	  services	  (NPSA,	  2005).	  	  

	  

The	  specific	  purpose	  of	  the	  MaPSaF	  is	  to	  assist	  health	  care	  teams	  to	  recognise	  the	  

complex	   dimensions	   of	   patient	   safety	   and	   engage	   in	   discussion	   and	   reflection	  

about	   their	   organizations’	   strengths	   and	   weaknesses	   with	   respect	   to	   a	   safety	  

culture	  (NPSA,	  2005).	  	  	  

Of	  note	  and	  relevance	  to	  the	  work	  of	  this	  thesis	  are	  the	  MaPSaF	  five	  attitudes	  or	  

levels	  of	  patient	  safety	  culture:	  	  

 Pathological:	  patient	  safety	  is	  viewed	  as	  ‘time-‐wasting’;	  	  

 Reactive:	  taking	  action	  only	  when	  there	  is	  a	  patient	  safety	  event;	  	  
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 Bureaucratic:	   relying	   on	   the	   organization	   or	   system	   to	   manage	   patient	  

safety;	  	  

 Proactive:	  maintaining	  an	  active	  awareness	  of	  patient	  safety	   in	  practice;	  

and;	  

 	  Generative:	   actively	   generating	   patient	   safety	   practices	   and	   policies	  

within	  every	  aspect	  of	  the	  health	  care	  organization	  (NPSA,	  2005).	  

	  

The	   MaPSaF	   may	   therefore	   be	   seen	   both	   as	   a	   framework	   for	   creating	   and	  

analysing	   patient	   safety	   culture	   and	   a	   structure	   for	   integrating	   safety	   culture	  

within	  a	  broader	  patient	  safety	  framework.	  	  	  	  

	  

2.8.3:	  	  Hospital	  at	  Night:	  Patient	  Safety	  Risk	  Assessment	  (NPSA,	  2005)	  
	  
The	   Hospital	   at	   Night	   Patient	   Safety	   Risk	   Assessment	   represents	   a	   structured	  

approach	  for	  assessing	  the	  potential	  for	  patient	  harm,	  with	  ‘harm’	  defined	  as	  an	  	  

‘injury,	  suffering,	  disability	  or	  death’	  (NPSA,	  2005,	  p.2).	  	  

	  

2.8.4:	  Seven	  Steps	  to	  Patient	  Safety:	  NPSA	  (United	  Kingdom)	  
	  
The	   National	   Patient	   Safety	   Authority	   (NPSA)	   	   (2004)	   implemented	   its	   Seven	  

Steps	  to	  Patient	  Safety	  in	  2004,	  with	  risk	  assessment	  as	  Step	  3.	  

	  The	   Seven	   Steps	   to	   Patient	   Safety	   is	   incorporated	   into	   the	   Hospital	   at	   Night	  

Assessment	   process,	   initially	   at	   a	   team	   level	   at	   the	   implementation	   of	   the	  

Hospital	  at	  Night	  program,	  and	  then	  periodically	  or	  retrospectively	  to	  analyse	  an	  

adverse	  event.	  	  
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The	   assessment	   process	   takes	   the	   form	   of	   an	   extensive	   pre-‐planned	   team	  

meeting	   led	   by	   the	   team’s	   designated	   Hospital	   at	   Night	   co-‐ordinator.	   	   The	  

questions	  posed	  by	  the	  Hospital	  at	  Night	  protocol	  initially	  focus	  on	  ‘what	  can	  go	  

wrong?’	   (NPSA,	   2005,	   p.2),	   followed	   by	   considering	   the	   actual	   or	   potential	  

severity	   and	   frequency	   of	   an	   adverse	   event,	   and	   planning	   for	   action	   (NPSA,	  

2005).	  	  	  The	  Hospital	  at	  Night	  documentation	  includes	  risk	  assessment	  tools,	  risk	  

assessment	   action	   sheets,	   and	   examples	   of	   flow	   charts	   and	   diagrams	   to	   assist	  

with	  the	  risk	  assessment	  process	  (NPSA,	  2005).	  

	  

While	   Australia	   hospitals	   implement	   patient	   safety	   and	   quality	   programs,	   the	  

extent	  of	  night	  staff	  involvement	  in	  such	  activities	  is	  questionable.	  	  The	  potential	  

impediments	  of	  staff	  costs,	  availability	  of	  doctors	  to	  participate	  in	  the	  program,	  

and	  workload	  constraints	  are	  seen	  as	  significant	  inhibiting	  factors.	  

	  

2.8.5:	   Safer	   Health	   Care	   Now:	   (Canadian	   Patient	   Safety	   Institute	  

(CPSI),	  2007)	  

Safer	   Health	   Care	  Now,	  modelled	   on	   the	   Institute	   of	   Healthcare	   Improvement	  

(IHI)	  (United	  States)	  100K	  Lives	  Campaign,	  was	  established	  in	  2005	  by	  the	  

	  Canadian	  Patient	  Safety	  Institute	  (CPSI).	  

	  

Safer	   Health	   Care	   Now	   represents	   a	   patient	   safety	   awareness	   program	   ‘to	  

improve	   the	   safety	   of	   patient	   care	   in	   Canada	   through	   learning,	   sharing	   and	  

implementing	  interventions	  that	  are	  known	  to	  reduce	  avoidable	  adverse	  events’	  

(CPSI,	  2007,	  p.i).	  	  	  The	  six	  intervention	  items	  of	  the	  IHI	  program	  were	  adopted	  to	  

measure	   the	   outcomes	   of	   the	   Safer	   Health	   Care	   Now	   program.	   These	   items	  
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included	   the	   establishment	   of	   Rapid	   Response	   Teams,	   Prevention	   of	   Adverse	  

Drug	  Events,	  and	  Prevention	  of	  Surgical	  Site	  Infection	  (CPSE,	  2007,	  p.ii).	  	  

	  

The	   objectives	   of	   the	   Safer	   Health	   Care	   now	   program	   include	   reduction	   in	  

morbidity	  and	  mortality	  through	  adoption	  of	  the	  program	  interventions,	  and	  an	  

increase	   in	   the	   awareness	   of	   quality	   and	   safety	   issues	   in	   health	   care	   at	   an	  

individual	  practitioner	  and	  organizational	  level,	  accompanied	  by	  a	  demonstrated	  

readiness	  to	  change	  (CPSI,	  2005,	  2007).	  

	  

2.8.6:	  The	  Safety	  Competencies:	  Enhancing	  Patient	  Safety	  Across	  the	  

Health	  Professions	  (Canadian	  Patient	  Safety	  Institute,	  2008)	  

In	   a	   further	   initiative,	   the	   Canadian	   Patient	   Safety	   Institute	   developed	   a	   set	   of	  

safety	   competencies	   in	   collaboration	  with	   the	   Royal	   College	   of	   Physicians	   and	  

Surgeons	  in	  Canada	  (CPSI,	  2008).	  	  

	  

The	   intent	   and	   design	   of	   The	   Safety	   Competencies	   framework	   and	   content	  

corresponds	  with	   the	  Australian	  National	   Patient	   Safety	   Education	  Framework	  

(2005).	   	   However,	   the	   target	   group	   is	   limited	   to	   health	   professionals:	   doctors	  

(including	   dentists),	   pharmacists,	   nurses,	   physiotherapists	   and	   occupational	  

therapists,	  whereas	  the	  NPSEF	  is	  inclusive	  of	  all	  employees	  within	  a	  health	  care	  

environment	  and	  identifies	  the	  organization	  as	  a	  discreet	  entity	  (NPSEF,	  2005).	  	  	  

	  

	  The	   intent	   of	   this	   Canadian	   framework	   is	   to	   provide	   an	   education	   curriculum	  

guide	  or	  ‘road	  map	  for	  health	  professional	  educators	  to	  create	  contextual	  patient	  

safety	  curricula	  for	  their	  jurisdictions’	  (CSPI,	  2007,	  p.	  1).	  	  	  It	  was	  developed	  with	  
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reference	   to	   the	   Royal	   College	   of	   Physicians	   CanMEDS	   curriculum	   and	   is	  

structured	   around	   six	   competency	   domains:	   Contribute	   to	   a	   Culture	   of	   Patient	  

Safety,	   Work	   in	   Teams	   for	   Patient	   Safety,	   Communicate	   Effectively	   for	   Patient	  

Safety,	  Manage	  Patient	  Safety	  Risks,	  Optimize	  Human	  and	  Environmental	  Factors,	  

and,	  Recognize,	  Respond	  to	  and	  Disclose	  Adverse	  Events	  (CPSI,	  2007).	  

However,	   there	   appears	   to	   be	   no	   provision	   within	   the	   Canadian	   competency	  

document	   for	   integrated	   assessment	   of	   a	   health	   professional	   during	   a	   patient	  

interaction	  	  (CPSI,	  2007).	  

	  

2.8.7:	  Australian	  Health	  Care:	  Regulation	  of	  Quality,	  Safety	  and	  Health	  

Care	  Practitioner	  Competence	  	  

	  
The	  regulation	  of	  quality	  and	  safety	  within	  the	  Australian	  health	  care	  system	  is	  

complex	  –	  with	  no	  single	  authority	  responsible	  for	  legislation	  or	  funding	  at	  either	  

a	  national	  or	  state	  level.	  	  	  The	  Australian	  Commission	  on	  Safety	  and	  Health	  Care	  

(2010)	   published	   the	   Australian	   Safety	   and	   Quality	   Framework	   that	   outlines	  

quality	  and	  safety	  activities	  for	  the	  healthcare	  team.	  	  This	  framework,	  referred	  to	  

earlier	   in	   Chapter	   One,	   is	   based	   on	   the	   principles	   of	   health	   being	   ‘consumer	  

centred’,	  information	  driven,	  and	  	  ‘organized	  for	  safety’	  (ACSQH,	  2010,	  p.1).	  	  

	  It	   is	   not	   as	   comprehensive	   a	   curriculum	   framework	   as	   the	   NPSEF,	   but	   rather	  

recommends	  a	  series	  of	  action	  areas	  and	  activities	  for	  each	  of	  the	  four	  principles	  

(ACSQH,	  2010,	  p.1).	  	  	  

	  

The	  ACSQH	  also	  funded	  a	  National	  Indicators	  Project	  published	  by	  the	  Australian	  

Government	   Institute	   of	   Health	   and	   Welfare	   (AIHW)	   (AIHW,	   2009).	   	   The	   55	  

indicators	   are	   patient	   safety	   and	   quality	   related,	   evidence-‐based,	   non	   –
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prescriptive,	   and	   cover	   the	   specific	   hospital	   and	   health	   facility	   types.	   For	  

example,	   facility	   types	   include	   acute	   hospitals,	   primary	   care	   and	   community	  

services,	  and	  aged	  care.	  	  

The	  indicators	  are	  disease,	  procedure	  or	  adverse	  event	  related	  and	  intended	  for	  

national	  reporting	  for	  the	  purpose	  of	  improving	  quality	  and	  safety	  (AIHW,	  2009).	  

	  

It	   should	   be	   noted,	   however,	   that	   as	   early	   as	   1987,	   a	   group	   of	   60	   eminent	  

Australian	   doctors	   established	   the	   not-‐for-‐profit	   Australian	   Patient	   Safety	  

Foundation	   (APSF)	   (Runciman,	   2002).	   	   Their	   sentinel	   work	   was	   the	  

establishment	  of	  a	  Patient	  Safety	  Surveillance	  System	  with	  an	  initial	  focus	  on	  the	  

voluntary,	  an	  anonymous	  reporting	  of	  adverse	  events	  in	  anaesthesia	  (Runciman,	  

2002)	  

	  

In	   addition,	   the	   Australian	   states	   and	   territories	   each	   have	   their	   own	   health	  

departments	   where	   jurisdiction	   specific	   legislation,	   policies,	   and	   program	  

specific	   local	   bodies	   set	   the	   standards	   for	   quality	   and	   safety.	   	   	   In	   the	   state	   of	  

Victoria,	   The	  Victorian	  Quality	   Council:	   Safety	   and	  Quality	   in	  Health	   (Victorian	  

Government,	   2005)	   is	   an	   example	   of	   such	   a	   program.	   	   	   The	   Victorian	   Quality	  

Council	   developed	   its	   own	   organizational	   quality	   framework	   Better	   Quality,	  

Better	  Health	  Care	  (2006)	  with	  reference	  to	  the	  Australian	  Council	  on	  Healthcare	  

Standards	  definition	  of	  clinical	  governance.	  	  	  

	  

This	   framework	  has	   four	  organizational	   elements:	  Governance	  and	  Leadership,	  

Consumer	   Involvement,	   Competence	   and	   Education,	   and	   Information	  

Management	   (Victorian	   Government,	   2005,	   p.	   2).	   	   However,	   adoption	   of	   the	  
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framework	   and	   implementation	   of	   strategies	   were	   at	   each	   organization’s	  

discretion	  (Victorian	  Government,	  2005).	  

	  

Other	   local	   quality	   initiatives	   include	   involving	   consumers	   and	   community	  

members	   to	  participate	   in	  Community	  Advisory	  Committees	   (Peninsula	  Health,	  

2004).	  

	  

Accreditation	   and	   compliance	   with	   quality	   and	   safety	   standards	   are	  

administered	   according	   to	   organization,	   profession,	   and	   service.	   	   For	   example,	  

the	   national	   Australian	   Council	   for	   Healthcare	   Standards	   (ACHCS)	   accredits	  

hospitals	  through	  the	  EQuIPNational	  (2013)	  accreditation	  requirements.	  	  	  

A	  healthcare	  organization	   and	   its	   associated	  wards,	   departments,	   facilities	   and	  

services	   is	   required	   to	   demonstrate	   to	   the	  EQuiP	   surveyors	   that	  patient	   safety	  

audits,	   staff	   education	   and	   safety	   training,	   and	   incident	   and	   incident	  

investigation	   reports	   have	   been	   maintained	   over	   the	   period	   being	   surveyed	  

(ACHCS,	  2013).	  	  	  	  	  	  	  	  	  	  	  

Regulation	  of	  all	  health	  professionals	  was	  transferred	  from	  a	  state-‐based	  system	  

to	   a	   national	   system	   through	   the	   Australian	   Health	   Practitioner	   Regulation	  

Agency	   (AHPRA)	   in	   2010.	   	   Drugs	   and	  medical	   devices	   are	   also	   regulated	   at	   a	  

national	   level.	   	  Medical	   practitioners	   are	  provided	  with	   education	   and	   training	  

through	  their	  respective	  colleges.	  

	  

However,	   scheduled	   hands-‐on	   monitoring	   of	   doctors’	   practice	   in	   Australia	   is	  

limited	  or	  non-‐existent	  –	  unlike	  the	  ‘Good	  Doctor’	  program	  being	  introduced	  into	  
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the	   United	   Kingdom	   where	   five	   yearly	   re-‐accreditation	   of	   a	   doctor’s	   medical	  

registration	  is	  to	  be	  implemented	  (Southgate,	  2012).	  	  

	  

Some	  medical	   practice	   areas	   are	   offered	   accreditation	   (demonstrating	   that	   are	  

adhering	   to	   quality	   and	   safety	   standards)	   through	   their	   professional	   colleges,	  

which	   is	   the	   case	   for	   the	   medical	   specialty	   of	   General	   Practice.	   	   This	   practice	  

could	   be	   considered	   as	   ‘self-‐regulation’	   (Healy	  &	  Braithwaite,	   2006	   in	  Healy	  &	  

Dugdale,	  2009).	  	  	  

	  

The	  professional	  or	  specialty	  medical	  colleges	  also	  challenge	  federal	  government	  

legislation	  where	  this	  may	  impact	  their	  particular	  medical	  specialty	  or	  limit	  the	  

independence	  of	  their	  medical	  practitioners	  (Healy	  	  &	  Dugdale,	  2009).	  	  This	  may	  

be	  seen	  as	  resisting	  the	  federal	  government’s	  ‘command	  and	  control’	  approach	  to	  

regulation	  (Healy	  &	  Dugdale,	  2009	  p.7).	  	  

	  

Healy	  and	  Dugdale	  (2009)	   further	  suggest	  six	  possible	  models	  for	  regulation	  of	  

health	   care:	   Voluntarism,	   Self-‐Regulation,	   Economic	   Instruments,	   Co-‐regulation,	  

Meta-‐regulation	  and	  Control	  and	  Command	  (Healy	  &	  Braithwaite,	  2006	   in	  Healy	  

&	  Dugdale,	  2009	  p.7).	  	  	  	  

	  

The	  development	  of	  hospital,	  discipline	  and	  procedure	  specific	  clinical	  protocols,	  

guidelines	  and	  clinical	  pathways	  has	  gained	  significant	  momentum	  over	  the	  past	  

fifteen	   years	   in	   Australia	   and	   other	   developed	   countries.	   	   In	   part,	   these	   are	  

quality	  and	  safety	  related.	  However,	  funding	  bodies	  and	  third	  party	  payers	  (such	  
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as	  health	   insurance	   funds)	  set	  reimbursement	   limits	   to	  patient	   ‘lengths	  of	  stay’	  

according	  to	  Diagnostic	  Related	  Group	  (DRG).	  	  

	  

	  Australian	  state	  government	  co-‐funders	  of	  public	  hospitals	  have	  also	  adopted	  a	  

DRG	   approach	   to	   hospital	   funding,	   putting	   pressure	   on	   hospitals	   to	   discharge	  

patients	   within	   the	   set	   time-‐frame	   (http://www.health.vic.gov.au/	   Accessed	  

September	  11th	  2014).	  Thus	  financial	  pressure	  on	  health	  care	  organizations	  has	  

the	  potential	  to	  negatively	  influence	  patient	  safety	  and	  quality	  of	  care	  through	  a	  

decrease	  in	  staffing	  levels	  that	  in	  turn	  leads	  to	  time	  and	  workload	  pressure.	  

	  

Healy	   and	  Dugdale	   conclude	   that	   the	  Australian	   healthcare	   system	   is	   complex,	  

with	   regulation	   and	   monitoring	   of	   the	   quality	   and	   safety	   of	   individual	  

organizations	   and	   their	   health	   professional	   workforce	   ‘fragmented’	   and	   even	  

‘ungovernable’	  (Healy	  &	  Dugdale,	  2009,	  p.9).	  	  	  

	  

2.8.8:	  Patient	  Safety	  Culture	  

Along	  with	  the	  recognition	  of	  patient	  safety	  as	  a	  legitimate	  discipline,	  the	  notion	  

of	  safety	  culture	  within	  healthcare,	  informed	  by	  the	  work	  of	  Sexton,	  Thomas,	  	  

Helmreich	  et	  al	  (2006),	  has	  gained	  international	  traction.	  

	  

The	   subsequent	   development	   of	   Safety	   Climate	   and	   Safety	   Attitudes	  

questionnaires	  (Sexton,	  Thomas,	  Helmreich	  et	  al:	  2006)	  represent	  an	  attempt	  to	  

quantify	   the	   attitudes	   of	   healthcare	   providers	   and	   their	   healthcare	  workers	   to	  

patient	   safety.	   	   	   For	   example,	   the	   Teamwork	   and	   Safety	   Climate	   Survey	   (The	  

University	  of	  Texas	  at	  Austin,	  2003)	  asked	  respondents	  to	  rate	  their	  experiences	  

http://www.health.vic.gov.au/
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within	   their	   current	   clinical	   unit	   to	   the	   statement	   ‘In	   this	   clinical	   area,	   it	   is	  

difficult	  to	  speak	  up	  if	  I	  perceive	  a	  problem	  with	  patient	  care’;	  and,	  with	  respect	  to	  

the	  safety	  climate	  within	   the	  unit:	   ‘The	  levels	  of	  staffing	  in	  this	  unit	  are	  sufficient	  

to	  handle	  the	  number	  of	  patients’.	  	  

Responses	   were	   recorded	   on	   a	   5-‐point	   Likert	   scale	   from	   Disagree	  Strongly	   to	  

Agree	  Strongly	  and	  the	  survey	  items	  were	  found	  to	  have	  a	  reliability	  of	  0.9	  over	  

extensive	  international	  testing	  (Sexton,	  Thomas	  &	  Helmreich	  et	  al,	  2006).	  

	  

However,	   favourable	  Safety	  Climate	  and	  Safety	  Attitude	  Survey	  results	  may	  not	  

equate	   to	  safe	  clinical	  environments	   for	  patients.	   	  Moreover,	   favourable	  results	  

may	   give	   a	   health	   care	   provider	   or	   clinical	   unit	   a	   false	   sense	   of	   security;	   or	  

respondents	   may	   feel	   pressured	   to	   rate	   the	   items	   highly	   in	   order	   to	   meet	  

management	  expectations.	  	  Assurance	  of	  anonymity	  may	  also	  inhibit	  health	  care	  

workers	  realistic	  responses.	  

Moreover,	   ‘stand	   alone’	   safety	   climate	   and	   attitude	  questionnaires	   that	   are	  not	  

incorporated	   into	   a	   health	   care	   services	   ethos,	   values,	   and	   policies	   have	   the	  

potential	  to	  negate	  respondents’	  own	  perceptions	  of	  safety	  and	  quality.	  

	  	  	  

While	   the	   frameworks	   and	   legislation	   support	   the	   implementation	   of	   patient	  

safety	   and	   quality	   initiatives	   at	   the	   local	   level,	   there	   is	   a	   lack	   of	   focus	   on	  

assessment	   of	   patient	   safety	   during	   a	   clinician-‐patient	   encounter.	   	   This	   thesis	  

seeks	   to	   establish	   the	   relevance	   of	   assessment	   of	   patient	   safety	   at	   the	   doctor-‐

patient	  clinical	  encounter	  level.	  	  
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2.9:    Part  Seven:    Development  of  National  and  International  Medical  

and  Health  Professional  Curricula  with  Reference  to  Patient  Safety.  

Since	  2005	  there	  has	  been	  an	  increased	  awareness	  of	  the	  importance	  of	  patient	  

safety	   as	   a	   core	   curricula	   component	   for	   medical	   students,	   junior	   doctors	  

(graduates	   in	   their	   first	   two	   years	   of	   clinical	   practice	   or	   PGY	   1	   and	   PGY	   2	  

doctors),	  and	   in	   the	  postgraduate	  curricula	  of	   specialty	   training	  bodies	  such	  as	  

the	  Colleges	  of	  Physicians,	  Surgeons	  and	  Anaesthetists.	  	  	  	  

	  

The	   evidence-‐based	  World	  Health	   Organization’s	  Patient	  Safety	  Curricula	  Guide	  

for	  Medical	  Schools	   (2009)	   and	   the	   subsequent	   publication	   of	   the	  WHO	  Patient	  

Safety	   Curriculum	  Guide:	  Multi-‐Professional	   (2011)	   represent	   attempts	   to	   raise	  

the	   profile	   of	   patient	   safety	   within	   university	  medical	   and	   health	   professional	  

education	  programs.	  

Part	   Seven	   will	   provide	   a	   brief	   review	   of	   two	   Australian	   medical	   curricula	  

applicable	  to	  junior	  doctors	  (Postgraduate	  Year	  One	  and	  Postgraduate	  Year	  Two	  

doctors),	   that	  demonstrate	   the	   integration	  of	  patient	   safety	   into	   their	   curricula	  

structure:	  The	  Australian	  Curriculum	  Framework	  for	  Junior	  Doctors	   (ACFJD),	  and	  

The	   Royal	   Australian	   College	   of	   General	   Practitioners	   (RACGP)	   Curricula	  

Training	  Manual.	  	  	  	  

2.9.1:	   The	   Australian	   Curriculum	   Framework	   for	   Junior	   Doctors	  

(ACFJD)	  CPMEC	  (2009)	  

The	   Confederation	   of	   Post	   Graduate	   Medical	   Educations	   Councils	   (CPMEC)	  

developed	   the	   Australian	   Curriculum	  Framework	   for	   Junior	  Doctors	   (ACFJD)	   in	  

collaboration	   with	   the	   Postgraduate	   Medical	   Education	   Councils	   of	   Australia	  

(2006,	  2009).	  
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Its	  development	  was	   intended	  to	  provide	  a	  guide	  to	   the	  education	  and	  training	  

required	   for	   prevocational	   doctors	   undertaking	   their	   early	   postgraduate	   years	  

(PGY1	  and	  PGY2)	   in	  Australian	  hospitals	  with	   respect	   to	   the	   ‘knowledge,	   skills	  

and	   behaviours’	   appropriate	   to	   their	   year	   of	   prevocational	   practice	   (ACFJD,	  

November,	  2006,	  V2.1).	  

	  

The	  ACFJD	  is	  structured	  around	  three	  core	   learning	  areas:	  Clinical	  Management,	  

Communication,	  and	  Professionalism	  (ACFJD,	   2009,	   V2.2)	  with	   discreet	   learning	  

categories	  and	  learning	  topics	  specific	  to	  the	  learning	  area	  (ACFJD,	  2009,	  V2.2)	  

	  

Patient	   Safety	   or	   ‘Safe	   Patient	   Care’	   is	   addressed	   as	   the	   first	   topic	   under	   the	  

Clinical	   Management	   Category	   and	   sets	   out	   six	   learning	   topics:	   Systems	  

(including	   the	   complex	   healthcare	   system,	   error	   reporting,	   checklists	   to	  

minimize	   error);	   Risk	   and	   Prevention,	   Adverse	   Events	   and	   Near	   Misses;	   Public	  

Health;	   Infection	  Control;	   Radiation	   Safety;	  and	  Medication	   Safety	   (ACFJD,	   2009	  

V2.2	  pp.5	  –	  7).	  	  	  	  

	  

However,	  there	  are	  no	  specific	  assessment	  criteria	  or	  requirements	  with	  respect	  

to	  patient	  safety	  or	  indeed	  specific	  assessment	  of	  any	  ACFJD	  category	  of	  practice.	  

Rather,	  the	  ACFJD	  suggests	  that	  the	  document	  ‘provides	  a	  structure	  for	  the	  mid	  

and	   end	   of	   term	   feedback	   and	   assessment’	   (ACFJD,	   2009,	   V2.2,	   p.3).	   	   The	  

assessment	   form	   is	   completed	   either	   by	   the	   clinical	   head	   of	   a	   department	   (for	  

example,	   a	  medical	   unit)	   or	   one	  of	   the	   senior	   vocational	   trainees	   at	   the	   senior	  

registrar	  level.	  	  
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Given	   that	   junior	   doctors	   or	   prevocational	   trainees	   receive	   three	   to	   four	  mid-‐

term	  and	  end	  of	  term	  assessments	  per	  year,	  two	  for	  each	  clinical	  area,	  and	  that	  

doctors	  work	  on	  a	  roster	  system,	   the	  clinician	  completing	  the	  assessment	   form	  

may	  not	  be	  familiar	  with	  the	  junior	  doctor	  and	  will	  ask	  other	  colleagues	  if	  they	  

think	  he	  or	  she	  is	  satisfactory	  (PMCV,	  &	  personal	  communication).	  	  

	  

	  Further,	  there	  is	  a	  reluctance	  to	  give	  a	  preregistration	  or	  prevocational	  trainee	  

an	  unsatisfactory	  final	  rating	  as	  this	  would	  involve	  substantial	  follow-‐up,	  and	  be	  

subject	   to	   appeal	   processes,	   especially	   as	   the	   full	   registration	   as	   a	   doctor	   is	  

dependent	   on	   successful	   completion	   of	   the	   first	   prevocational	   year	   (PMCV	   &	  

personal	  communication).	  

	  

2.9.2:	   Royal	   Australian	   College	   of	   Physicians	   (RACGP)	   Curriculum	  

Guide	  

The	  Royal	  Australian	  College	  of	  General	  Practitioners	  (RACGP)	  has	  developed	  a	  

comprehensive	  generic	  curriculum	  guide	  supported	  by	  sub-‐specialty	  curriculum	  

guides,	   for	   example,	   for	   paediatric	  medicine.	   	   	   The	   RACGP	   competencies	   have	  

relevance	  to	  the	  International	  Medical	  Graduate	  (IMG)	  cohorts	  recruited	  by	  the	  

study	   in	   that	   a	   number	   of	   IMGs	   seek	   employment	   within	   General	   Practice	  

settings.	  

The	  RACGP	  curriculum	  has	  five	  professional	  domains:	  	  

Domain	   1:	   Communication	   Skills	   and	   Patient	   Doctor	   Relationship;	   Domain	   2:	  

Applied	  Professional	  Knowledge	  and	  Skills;	  Domain	  3:	  Population	  Health	  and	  the	  

Context	  of	  General	  Practice;	  Domain	  4:	  Professional	  and	  Ethical	  Roles:	  Domain	  5:	  

Organizational	  and	  Legal	  Dimensions.	  	  
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Each	  domain	  has	  implications	  for	  patient	  safety	  and	  the	  quality	  of	  care,	  however,	  

patient	  safety	  as	  such	  is	  not	  specifically	  addressed	  as	  an	  assessment	  item.	  	  While	  

Mini	  Clinical	  Examination	  (min-‐CEX)	  encounters	  are	  utilized	   in	  assessment,	   the	  

focus	  is	  not	  specific	  to	  patient	  safety,	  but	  rather	  on	  the	  particular	  encounter	  type	  

(RACGP,	  2008).	  

	  

2.9.3:	   CanMEDS:	   The	   Royal	   College	   of	   Physicians	   and	   Surgeons	   of	  

Canada	  (2005)	  

CanMEDS	  (2005)	  is	  an	  internationally	  recognized	  medical	  education	  framework.	  

In	  2001,	   the	  Royal	  College	  of	  Physicians	  and	  Surgeons	  of	  Canada	  published	  the	  

essential	  elements	  of	  role	  of	  the	  doctor.	  	  

	  

The	   core	   role	   is	   that	   of	   ‘Medical	   Expert’	   whose	   other	   roles	   are	   those	   of	  

Communicator,	  Collaborator,	  Manager,	  Health	  Advocate,	  Scholar,	  and	  Professional	  

(CanMEDS,	  2001,	  2005).	  	  	  As	  	  ‘Medical	  Expert’	  the	  physician	  is	  able	  to	  ‘integrate	  

all	   of	   the	   CanMEDS	   roles,	   applying	   medical	   knowledge,	   clinical	   skills,	   and	  

professional	  attitudes	  in	  their	  provision	  of	  patient-‐centred	  care’	  CanMEDS,	  2005,	  

p.1).	   	   	   The	   CanMEDS	   framework	   sets	   out	   the	   Key	   Competences	   and	   Enabling	  

Competencies	  for	  each	  role	  (CanMEDS,	  2005).	  

Specialty	   specific	   CanMEDS	   curriculum	  documents	  have	  been	  developed	  based	  

on	  the	  original	  CanMEDS	  framework,	  for	  example,	  Can-‐MEDS	  Family	  Medicine:	  A	  

Framework	  of	  Competencies	  in	  Family	  Medicine	   (Royal	  College	  of	  Physicians	  and	  

Surgeons	  of	  Canada,	  2009).	  	  
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The	   CanMEDS	   framework	   is	   supported	   by	   the	   CanMEDS	   Assessment	   Tools	  

Handbook:	   An	   Introductory	   Guide	   to	   Assessment	   Methods	   for	   the	   CanMEDS	  

Competencies	   (Bandiera,	   Sherbina,	   &	   Frank	   2006)	   with	   accompanying	  

assessment	  tool	  templates.	  

	  

The	   methodological	   soundness	   of	   the	   CanMEDS	   framework	   and	   the	   evidence-‐

based	   assessment	   tools,	   together	   with	   its	   patient-‐centred	   care	   focus,	   have	  

particular	  relevance	  for	  the	  research	  described	  in	  this	  thesis.	  

	  

2.9.4:	   WHO	   Patient	   Safety	   Curriculum	   Guide	   for	   Medical	   Schools:	  

World	  Alliance	  for	  Patient	  Safety:	  (2009)	  

The	  WHO	   Patient	   Safety	   Curriculum	   Guide	   for	   Medical	   Schools,	   developed	   and	  

piloted	   by	   the	   World	   Alliance	   for	   Patient	   Safety,	   is	   based	   on	   the	   Australian	  

Patient	  Safety	  Education	  Framework,	  known	  in	  Australia	  as	  the	  National	  Patient	  

Safety	   Education	   Framework	   (NPSEF),	   Commonwealth	   of	   Australia,	   2005)	   and	  

outlined	  earlier	  in	  the	  literature	  review.	  	  	  

	  

The	  WHO	  Patient	  Safety	  Curriculum	  Guide	   for	  Medical	  Schools	   has	   adopted	   and	  

adapted	   the	   evidence	   based	   framework	   of	   learning	   categories,	   learning	   topics,	  

and	  domains	  of	  knowledge,	  skills	  and	  behaviours	  of	  the	  NPSEF	  (WHO,	  2009).	  

The	  WHO	  curriculum	  guide	  provides	  guidance	  for	  medical	  schools	  with	  respect	  

to	  reviewing	  their	  curriculum	  and	  faculty	  capacity	  for	  the	  teaching	  and	  learning	  

of	   patient	   safety	   (WHO,	   2008).	   	   	   Part	   B	   of	   the	   curriculum	   guide	   discusses	   the	  

selection	  of	  specific	  learning	  topics,	  for	  example,	  infection	  control,	  and	  suggests	  

approaches	  for	  specific	  learning	  and	  teaching	  activities	  (WHO,	  2009).	  	  	  	  
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The	  two	  WHO	  curriculum	  documents	  also	  offer	  suggestions	  on	  evaluation	  of	  the	  

impact	   of	   implementation	   of	   the	   curricula.	   	   The	   strategies	   include	   surveys	   of	  

students,	   self	   reflection,	   seeking	   the	   opinions	   students	   or	   other	   teaching	   staff,	  

and	  soliciting	  feedback	  from	  employing	  hospitals	  and	  health	  care	  facilities	  (WHO,	  

2009,	   2011).	   Concrete	   processes	   involve	   the	   use	   of	   focus	   groups	   and	  

observation.	  	  

In	  addition,	  the	  WHO	  multi-‐professional	  curriculum,	  published	  in	  2011,	  includes	  

a	   comprehensive	   description	   of	   assessment	   theory	   and	   possible	   assessment	  

modalities	  for	  patient	  safety.	  	  A	  list	  of	  discreet	  patient	  safety	  items,	  which	  could	  

potentially	   be	   tested	   for	   by	   various	   assessment	  modalities,	   is	   provided	   (WHO,	  

2011	  p.67).	  	  

While	   some	   of	   the	   assessment	   modalities	   refer	   to	   written	   activities	   such	   as	  

logbook	   entries	   or	   essay	   writing	   and	   assessment	   through	   the	   use	   of	   Multiple	  

Choice	   Questions	   or	   Extended	   Matching	   Questions,	   the	   potential	   is	   raised	   for	  

using	  OSCE	  (Observed	  Structured	  Clinical	  Examination).	  	  Additionally,	  the	  mini-‐

CEX	   is	   listed	   as	   a	  potential	   assessment	   tool	   in	   the	   context	   of	   ‘workplace	  based	  

assessment’	  for	  medical	  students	  in	  their	  final	  years.	  	  	  

However,	   the	   intent	   of	   these	   assessments	   would	   be	   to	   focus	   on	   a	   particular	  

aspect	   of	   patient	   safety,	   such	   as,	   ‘know	   how	   to	   prescribe	   and	   administer	  

medication	   safely’	   and	   ‘awareness	   and	   sensitivity	   to	   different	   cultures	   and	  

background’	  (WHO,	  2011).	  	  Moreover,	  there	  is	  a	  lack	  of	  explicit	  guidance	  on	  how	  

to	   construct	   and	   implement	   such	   workplace-‐based	   assessment	   processes.	  	  

Rather,	   the	   objective	   of	   the	   assessment	   is	   to	   focus	   on	   only	   one	   patient	   safety	  

criterion	  (WHO,	  2011).	  	  
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2.10:   Part   Eight:   Adoption,   Implementation   and   Assessment   of   a  

Patient  Safety  Curriculum   for  Medical   Students  and   Junior  Doctors   in  

Australia:  A  Review  of  Contemporary  Literature  

	  
A	   review	   of	   contemporary	   literature	   yields	   sparse	   evidence	   of	   the	   adoption,	  

implementation,	  or	  assessment	  of	  either	  the	  National	  Patient	  Safety	  Educational	  

Framework	  or	  the	  WHO	  World	  Alliance	  for	  Patient	  Safety	  Curriculum	  Guide	  for	  

Medical	   Schools	   within	   Australian	   medical	   schools.	   	   	   Further,	   there	   is	   little	  

evidence	   of	   patient	   safety	   focussed	   competency	   assessments	   within	  

prevocational	  training	  posts.	  	  

	  

However,	   two	   recent	   medical	   school	   focussed	   studies	   highlight	   the	   increasing	  

interest	   among	   medical	   educators	   with	   respect	   to	   assessing	   the	   potential	   for	  

teaching	  and	  assessment	  of	  patient	  safety	  within	  university	  medical	  schools.	  

	  

In	   a	   2010	   University	   of	   Hong	   Kong	   study,	   Year	   4	   students	   were	   surveyed	   to	  

assess	  their	  knowledge	  of	  patient	  safety.	  	  The	  survey	  was	  conducted	  prior	  to	  the	  

planned	   introduction	   of	   the	  WHO	   Patient	   Safety	   Curriculum	   Guide	   for	   Medical	  

Schools	  into	  the	  Year	  3	  Hong	  Kong	  Medical	  Program	  (Leung	  &	  Patil,	  2010).	  	  	  	  

The	   voluntary	   survey	   was	   completed	   by	   96	   of	   the	   130	   potential	   Year	   4	  

respondents,	  yielding	  a	  response	  rate	  of	  74%.	  	  	  

	  

The	   survey,	   adapted	   from	   a	   2006	   study	   by	   Madigosky	   et	   al,	   addressed	   three	  

important	   aspects	   of	   patient	   safety	   with	   respect	   to	   its	   teaching	   in	   medical	  

schools:	   	   Attitude	   (11	   items);	   Knowledge	   (6	   items),	   and	   Teaching	   of	   Patient	  

Safety	  (8	  items)	  (Leung	  &	  Patil,	  2010).	  	  	  
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	  The	   findings	   demonstrated	   mixed	   attitudes	   with	   over	   25%	   of	   respondents	  

expressing	   the	   belief	   that	   ‘competent	   doctors	   do	   not	   makes	   mistakes’;	   almost	  

70%	  agreeing	  with	  the	  statement	  that	   ‘making	  errors	  in	  medicine	  is	  inevitable’;	  

and	  80%	  of	  the	  student	  respondents	  agreed	  that	  the	  best	  way	  to	  address	  error	  

was	  to	  ‘work	  hard	  and	  be	  more	  careful’	  (Leung	  &	  Patil,	  2010,	  p.100.	  	  

	  

	  The	  majority	  of	   students’	   self-‐reported	  knowledge	  of	   the	   ‘incidence	  of	  adverse	  

events	  within	   the	  Hong	  Kong	  Hospital	  Administration’,	   the	   ‘characteristics	   of	   a	  

successful	   error	   reporting	   system’,	   the	   ‘definition	   of	   latent	   factors’	   relating	   to	  

adverse	   events,	   and	   the	   statement	   that	   they	   considered	   themselves	   to	  be	   ‘well	  

informed	  on	  patient	  safety’	  was	  poor	  to	  very	  poor	  (Leung	  &	  Patil,	  2010,	  p.103).	  	  	  

	  

Student	  support	  for	  the	  introduction	  of	  a	  formal	  curriculum	  or	  specific	  items	  of	  

patient	  safety	  into	  the	  Hong	  Kong	  Year	  3	  medical	  curriculum	  was	  over	  90%.	  	  	  

	  

The	  study	  findings	  were	  seen	  to	  inform	  the	  design	  of	  a	  patient	  safety	  curriculum,	  

although	  the	  authors	  conclude	  that	  the	  there	  is	  uncertainty	  around	  the	  logistics	  

of	   integration	   of	   patient	   safety	   teaching	   into	   the	   Hong	   Kong	   medical	   school	  

curricula,	  and	  importantly,	  establishing	  how	  student	  knowledge	  of	  patient	  safety	  

is	   transferred	   into	   clinical	   practice	  would	   need	   to	   be	   assessed	   (Leung	   &	   Patil,	  

2010).	  

	  

A	  recent	  Australian	  study	  considered	  the	  challenges	  faced	  by	  Australian	  medical	  

schools	   with	   the	   proposed	   introduction	   of	   the	  WHO	  Patient	   Safety	  Curriculum	  

Guide	  for	  Medical	  Schools	  (WHO,	  2008)	  (Spigelman,	  Debono,	  Oates,	  et	  al,	  2012).	  	  
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In	   2010	   the	   authors	   surveyed	   the	   medical	   deans,	   teaching	   staff,	   and	   students	  

from	  20	  of	  Australia’s	  21	  medical	  schools	   in	  order	  to	   ‘measure	  the	  perceptions’	  

of	   the	   three	   groups	   with	   respect	   to	   the	   ‘teaching	   of	   patient	   safety’	   in	   their	  

medical	   schools.	   	   	   Additionally,	   the	   25-‐item	   survey	   sought	   to	   determine	   the	  

respondents’	   knowledge	   of	   the	   Learning	   Areas	   and	   Learning	   Topics	   of	   the	  

Australian	   National	   Patient	   Safety	   Education	   Framework	   (NPSEF)	   (2005)	   on	  

which	  the	  WHO	  Patient	  Safety	  Curriculum	  for	  Medical	  Schools	  (2009)	  is	  modelled	  

(Spigelman	  et.	  al,	  2012,	  p.47).	  	  	  	  

	  

The	   total	   respondent	   cohort	  was	   2413:	   comprising	   2301	  medical	   students,	   98	  

medical	  educators,	  and	  14	  medical	  deans	  (Spigelman,	  et	  al,	  2012).	  	  	  

	  

With	   respect	   to	   current	   teaching	   of	   the	   NPSEF	   Learning	   Areas,	   there	  was	   less	  

agreement	  about	   the	   inclusion	  of	  Managing	  Errors,	  Adverse	  Events,	  and	  Risk	  and	  

Complaints	   in	   the	   curriculum.	   However,	   the	   Learning	   Area	   of	   Communicating	  

Safely	  was	  considered	  to	  be	  taught	  well	  overall	  (Spigelman,	  et.	  al,	  2012).	  	  

The	  availability	  of	  a	  local	  ‘patient	  safety’	  champion	  was	  considered	  by	  all	  groups	  

to	  be	  a	  factor	  influencing	  the	  adoption	  of	  patient	  safety	  curricula	  (Spigelman,	  et.	  

al,	  2012).	  	  	  	  

	  

A	   significant	   finding	   was	   the	   differences	   in	   the	   perceptions	   of	   medical	   deans,	  

medical	  educators	  and	  medical	  students	  as	  to	  how	  well	  the	  22	  Learning	  Topics	  of	  

the	  NPSEF	  were	  taught	  within	  their	  medical	  schools.	  	  
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The	  medical	  deans	  were	  more	  positive	  than	  the	  medical	  educators	  in	  their	  belief	  

that	   the	   Learning	   Topics	   were	   being	   taught	   in	   their	   medical	   school,	   while	  

students	  disagreed	  that	  this	  was	  the	  case.	  

	  

Of	  concern,	   is	   the	   finding	   that	  over	  90%	  of	   the	  combined	  respondent	  cohort	  of	  

2431	   (comprising	  medical	   deans,	  medical	   educators	   and	  medical	   students	  was	  

unaware	   of	   the	   existence	   of	   the	   Australian	   National	   Patient	   Safety	   Education	  

Framework	  (NPSEF)	  (Spigelman	  et	  al,	  2012,	  p.47).	  	  

	  

These	  findings	  would	  indicate	  that	  formal	  recognition	  of	  patient	  safety	  curricula,	  

and	   therefore	   patient	   safety	   focused	   clinical	   assessments,	   in	   the	   majority	   of	  

Australian	  medical	  schools,	  presents	  a	  challenge	  to	  many	  universities.	  	  	  

	  

The	   University	   of	   Sydney	  Medical	   School	   program,	   however,	   goes	   against	   this	  

trend	   with	   its	   introduction	   of	   a	   patient	   safety	   curriculum	   championed	   by	  

Professor	  Merrilyn	  Walton,	  a	  co-‐author	  and	  leader	  of	  the	  NPSEF	  project.	  	  

A	   feature	   of	   the	   University	   of	   Sydney	  medical	   school	   program	   is	   the	   notion	   of	  	  

‘just	  in	  time’	  learning	  with	  respect	  to	  patient	  safety.	  	  	  ‘Just	  in	  time’	  learning	  is	  also	  

considered	  by	  the	  World	  Health	  Organization	  as	  an	  appropriate	  learning	  strategy	  

and	  principle	   for	   the	   teaching	  of	  patient	  safety	   (WHO:	   	  2008,	  2011).	   	  However,	  

there	  appears	  to	  be	  no	  integrated	  strategy	  to	  assess	  the	  cumulative	  effect	  of	  the	  

‘just	  in	  time	  learning’	  principle.	  
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Walton	   (2011),	   acknowledges	   that	   although	   ‘Australia	   is	   a	   world	   leader	   in	  

developing	  patient	  safety	  curriculum,	  we	  are	  not	  leading	  the	  globe	  when	  it	  comes	  

to	  implementing	  it’	  	  (Walton,	  2012,	  p.24).	  	  

Further,	   Walton	   sees	   that	   the	   challenge	   for	   medical	   and	   other	   health	   care	  

students	  with	  respect	  to	  patient	  safety	  is	  the	  discrepancy	  between	  what	  they	  are	  

taught	   in	   their	   educational	   institution	   and	   the	   safety	   culture	   and	   practices	  

modelled	  within	  the	  hospital	  system	  (Walton,	  2012,	  p.24).	  

	  

Much	  of	   the	   focus	  of	   the	  recent	  patient	  safety	  curricula	  discussion	  has	  been	  on	  

the	   development	   of	   strategies	   and	   processes	   for	   integrating	   patient	   safety	  

curricula	   into	   the	   existing	   medical	   curricula,	   supported	   by	   course	   evaluation	  

exercises	  to	  establish	  changes	  in	  patient	  safety	  culture	  and	  knowledge.	  

	  

	  However,	  there	  is	  little	  practical	  guidance	  about	  how	  assessment	  and	  awareness	  

of	  patient	  safety	  can	  be	  raised	  at	  the	  individual	  practitioner	  level.	  	  In	  considering	  

healthcare	   practitioners’	   knowledge	   and	   competence	   with	   respect	   to	   patient	  

safety	  and	  quality,	  Buchan	  and	  Dunbar	  (2012)	  suggest	  that:	  

	   ‘	  ..	  .	  we	  know	  little	  about	  how	  competence	  in	  risk	  communication	  –	  

	   or	  in	  other	  areas	  related	  to	  safety	  and	  quality	  –	  is	  assessed,	  either	  at	  

	   undergraduate	  level	  or	  throughout	  the	  continuum	  of	  postgraduate	  	  

and	  specialty	  education	  and	  training.’	  	  (MJA	  196	  (1):	  18	  June	  2012	  p.668).	  
	  

While	  the	  literature	  articulates	  the	  essential	  curricula	  elements	  for	  patient	  safety	  

education	  and	  provides	  detailed	  practice	  guidelines,	  there	  appears	  to	  be	  no	  one	  

tool	   that	   will	   allow	   for	   global	   patient	   safety	   ratings	   within	   routine	   patient	   –	  

clinician	  encounters.	  	  
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It	   is	   this	   gap	   in	   the	   literature	   that	   the	   thesis	   seeks	   to	   address	   through	   the	  

development,	   testing	   and	   implementation	   of	   Patient	   Safety	   Mini-‐CEX	   patient	  

safety	  focussed	  assessments	  of	  clinical	  competence.	   	  

	  

The	  thesis	  argues	  that	  it	  is	  both	  possible	  and	  relevant	  to	  assess,	  through	  Patient	  

Safety	  Mini-‐CEX	  Workplace	  Based	  Assessment	  processes,	  the	  extent	  to	  which	  the	  

principles	  of	  the	  NPSEF	  have	  been	  internalized.	  	  

	  

2.11:  Conclusion  
	  
Chapter	  Two	  has	  presented	  an	  historical	  review	  of	  the	  literature	  influencing	  the	  

emergence	  of	  patient	  safety	  as	  discreet	  discipline	  within	  the	  context	  of	  medical	  

practice	  and	  education.	  	  

It	   has	   adopted	   the	   2008	   extended	   definition	   of	   patient	   safety	   proposed	   by	  

Emmanuel,	  Berwick,	  Conway,	  Coombes,	  Hatlie	  and	  Leape	  et	  al:	  

Patient	  safety	  is	  a	  discipline	  in	  the	  health	  care	  sector	  that	  applies	  safety	  science	  
methods	   toward	   the	   goal	   of	   achieving	   a	   trustworthy	   system	   of	   health	   care	  
delivery.	  	  Patient	  safety	  is	  also	  an	  attribute	  of	  health	  care	  systems;	  it	  minimizes	  
the	   incidence	   and	   the	   impact	   of,	   and	   maximizes	   the	   recovery	   from,	   adverse	  
events.	  
	   	   	  	  	  	  	  	  	  	  	  	  	  (Emanuel,	  Berwick,	  Conway,	  Hatlie	  &	  Leape	  et	  al,	  2008,	  p	  6)	  

	  

The	   influence	  of	  medicine	  with	  respect	   to	   the	  recognition	  of	  patient	  safety	  as	  a	  

discreet	   discipline	   is	   examined	   through	   a	   review	   of	   the	   literature	   tracing	  

medicine’s	  transition	  from	  a	  biomedical	  model	  to	  a	  patient	  centred	  care	  model,	  

and	   the	   acknowledgement	   that	   the	   patient	  may	   be	   a	   recipient	   of	   harm	   as	   the	  

result	  of	  an	  ‘adverse	  event’	  within	  health	  care	  environments	  (Schimmel,	  1964).	  	  	  
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The	  establishment	  of	  standard	  definitions	  of	  ‘harm’,	  	  ‘adverse	  event’,	  and	  ‘error’;	  

and	  quantification	  of	  patient	  harm	  due	  to	  medical	  care,	  were	  examined	  through	  a	  

review	  of	  key	  national	   and	   international	   studies	   including	   the	  Harvard	  Medical	  

Practice	   Study	   (HMPS)	   (1984)	   and	   the	   Quality	   in	   Australian	  Health	  Care	   Study	  

(QAHCS)	   (1995).	   	   The	   influence	   of	   the	   legal	   system	   in	   the	   regulation	   of	   health	  

care	   and	   doctors’	   safe	   practice	   was	   examined	   through	   a	   review	   of	   cases	   of	  

Medical	  Negligence	  and	  Breach	  of	  Duty	  of	  Care	  (Rogers	  v.	  Whittaker,	  1992)	  and	  

Professional	  Misconduct	  (The	  Bristol	  Case,	  1998).	  	  

	  

The	  World	  Health	  Organization’s	   role	   in	   raising	   international	   awareness	  of	   the	  

magnitude	  of	  health	  systems’	  adverse	  event	  related	  morbidity	  and	  mortality;	  and	  

the	   WHO	   leadership	   in	   areas	   of	   patient	   safety	   research,	   standards,	   protocols,	  

terminology	   and	   curricula	  was	   explored	   through	   a	   review	  of	   the	  WHO,	  patient	  

safety,	  and	  medical	  education	  literature.	  	  

	  

The	   literature	   review	   also	   explored	   the	   role	   of	   patient	   safety	   frameworks	   and	  

models,	   such	   as	   the	  Reason	   ‘Swiss-‐Cheese’	  model,	   in	   guiding	   ‘system	   focussed’	  

analyses	  of	  errors,	  adverse	  events	  and	  near	  misses	  in	  health	  care.	  

	  

	  Literature	   relating	   to	   patient	   safety	   legislation,	   standards,	   and	   monitoring	  

within	  Australia	  were	  presented	  from	  a	  review	  of	  the	  Australian	  government	  and	  

health	   service	   literature.	   	   Selected	   evidence-‐based	   national	   and	   international	  

medical	   curricula	   with	   a	   recognized	   patient	   safety	   focus	   were	   reviewed	   to	  

establish	  their	  relevance	  with	  respect	  to	  this	  research.	  
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Finally,	   Chapter	   Two	   reviews	   the	   literature	   relating	   to	   contemporary	   medical	  

education	   studies	   and	   commentaries	   that	   demonstrate	   the	   imperatives	   for	  

implementation	  of	  a	  patient	  safety	  curriculum;	  and	  specifically,	   for	  coordinated	  

curriculum	   based,	   patient	   safety	   assessments	   of	   clinical	   competence	   within	  

Australian	  medical	  education	  and	  clinical	  doctor/patient	  encounters.	  	  

	  

It	   is	   the	   emergence	   of	   national	   and	   international	   patient	   safety	   curricula	   in	  

medicine	  (and	  in	  other	  health	  professional	  education)	  and	  the	  need	  to	  address	  

patient	  adverse	  events	  and	  error	  that	  has	  been	  the	  impetus	  for	  the	  work	  of	  this	  

thesis:	   that	   is,	   the	  development	  and	  testing	  of	   the	  Patient	  Safety	  mini-‐CEX	  as	  a	  

tool	   to	   assess	   the	   clinical	   competence	   and	   performance	   of	   Australian	  

prevocational	   level	   doctors,	   including	   International	  Medical	   Graduates,	   from	   a	  

patient	  safety	  perspective.	  	  

	  

Chapter	  Three	  will	  present	  an	  overview	  of	  the	  theoretical	  perspectives	  from	  the	  

medical	  education	  competency	  assessment	  literature	  that	  underpin	  the	  work	  of	  

the	  thesis.	  
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Chapter  Three  

METHODOLOGY  

Theoretical  Approaches  to  Criterion-‐Based  Assessment  of  
Patient  Safety  Competence  in  Clinical  Settings  

	  

3.1:  Introduction  to  Chapter  Three  
	  
In	  order	  to	  establish	  the	  context	  of	  the	  research,	  Chapter	  Three	  draws	  together	  

the	   theoretical	   perspectives	   of	   two	   contemporary	   disciplines:	   those	   of	  Medical	  

Education	  and	  the	  emergent	  discipline	  of	  Patent	  Safety	  

	  
Chapter	   Three	   presents	   an	   overview	   of	   the	   medical	   education	   frameworks,	  

models	   and	   philosophical	   underpinnings,	   and	   the	   patient	   safety	   education	   and	  

system	   frameworks.	   	   Specifically,	   it	   will	   present	   those	   theoretical	   models	   and	  

frameworks	   that	   guide	  Workplace	   Based	   Assessment	   (WBA)	   of	   competence	   in	  

clinical	   settings	   within	   the	   context	   specific	   Mini-‐Clinical	   Evaluation	   Exercise	  

(mini-‐CEX)	   format	   (American	   College	   of	   Physicians,	   1995;	   Norcini	   et.	   al.	   2005,	  

2009)	  from	  a	  patient	  safety	  perspective.	  

	  

The	   chapter	   also	   provides	   an	   overview	   of	   the	   theoretical	  models,	   frameworks	  

and	   curricula	   from	   the	   emergent	   discipline	   of	   patient	   safety,	   and	   the	  

contemporary	   philosophical	   perspectives	   guiding	   the	   formative	   feedback	  

component	  of	  Workplace	  Based	  Assessment.	  	  

	  

The	  focus	  of	  the	  thesis	  is	  that	  of	  assessment	  of	  competence	  in	  clinical	  settings	  in	  

the	  workplace,	  and	  specifically,	  patient	  safety	  focused	  assessment	  of	  the	  clinical	  
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competence	   of	   International	  Medical	   Graduates	   (IMGs),	   Junior	   Doctors	   (JD)	   or	  

Postgraduate	  Year	  One	   (PGY1)	   and	  Postgraduate	  Year	  Two	   (PGY2)	  doctors	   for	  

the	  purpose	  of	  providing	  performance	   feedback.	  The	  chapter	  will	  also	  consider	  

the	   concepts	   of	   clinical	   ‘competence’	   versus	   ‘performance’	   from	   a	   medical	  

education	  perspective.	  

	  	  

The	  theoretical	  frameworks	  and	  philosophical	  perspectives	  presented	  in	  Chapter	  

Three,	  therefore,	  are	  limited	  to	  those	  influencing	  the	  methodology	  employed	  by	  

the	   thesis:	   that	   is,	   criterion-‐based	   assessment	   of	   clinical	   competence	   and	  

performance	  in	  the	  health	  care	  workplace	  through	  the	  lens	  of	  patient	  safety.	  	  

	  

Chapter	  Three	  will	  include	  a	  consideration	  of	  validity	  and	  reliability	  with	  respect	  

to	   Workplace	   Based	   Assessment	   competency	   assessment	   tools	   and	   conclude	  

with	  a	  consideration	  of	  the	  relationships	  between	  patient	  safety	  and	  healthcare	  

systems	   models	   and	   frameworks,	   and	   assessment	   of	   clinical	   competence	   and	  

performance.	  	  

	  

3.1.1:	  Introduction	  to	  Assessment	  within	  Medical	  Education	  

Medical	   Education,	   as	   a	   discreet	   discipline	   within	   medicine,	   articulates	   the	  

theoretical	   frameworks	   that	   guide	   the	   educational	   domains	   of	   curriculum	  

development.	  	  This	  comprises	  teaching	  (with	  respect	  to	  delivery	  of	  academic	  and	  

clinical	  content),	  and	  assessment	  across	  all	  aspects,	  and	  at	  all	  stages,	  of	  medical	  

school	  and	  postgraduate	  medical	  education	  (IIME,	  2002).	  	  

Assessment	   in	  medical	  education	   is	  considered	  as	  being	  principally	  across	   four	  

areas.	   	   These	  may	   be	   broadly	   categorized	   as	   ‘written	   tests,	   performance	   tests,	  
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clinical	   observational	   methods’	   and	   a	   range	   of	   other	   types	   of	   assessments	  

classified	  as	   ‘miscellaneous’	  (Downing	  &	  Yudkowsky;	  2009,	  p.5).	   	  Each	  of	   these	  

assessment	  categories	  is	  aligned	  with	  sets	  of	  specific	  theoretical	  frameworks	  and	  

perspectives.	  	  

	  

The	   thesis	   is	   set	  within	   the	   ‘clinical	  observational	  methods’	   category	   (Downing	  

and	   Yudkowsky,	   2009)	   in	   the	   ‘formative	   assessment	   domain’	   and	   therefore	  

focuses	  specifically	  on	  those	  assessment	  frameworks	  and	  models	  that	  underpin	  

formative	   assessments	   of	   the	   clinical,	   professional	   and	   interpersonal	   skills	   of	  

doctors	  in	  real	  (in	  vivo)	  clinical	  settings.	  	  The	  related	  theoretical	  approaches	  are	  

presented	   within	   the	   emerging	   and	   complex	   Workplace	   Based	   Assessment	  

(WBA)	  framework,	  with	  a	  discreet	  focus	  on	  the	  mini-‐	  Clinical	  evaluation	  exercise	  

(mini-‐CEX)	  assessment	  tool	  (American	  College	  of	  Physicians,	  1995;	  Norcini	  et.	  al.	  

2005,	   2009;	   Norcini	   &	   Burch,	   2007;	   Norcini	   &	   McKinley,	   2007;	   Australian	  

Medical	  Council	  (AMC)	  2009).	  

	  

Examination	  of	   the	  Workplace	  Based	  Assessment	   framework	  will	   establish	   the	  

rationale	   for	   adaption	   of	   the	   mini-‐Clinical	   Evaluation	   Exercise	   or	   ‘mini-‐CEX’	  

framework	  (American	  College	  of	  Physicians	  1995;	  Norcini,	  2005,	  2009;	  Norcini	  &	  

Burch,	   2007)	   for	   the	   Patient	   Safety	  mini-‐CEX	   (PSMC)	   formative	   patient	   safety	  

competency	  assessment	  tool	  presented	  in	  Objective	  One	  of	  the	  thesis.	  

	  

3.1.2:	  Assessment	  Feedback	  within	  Medical	  Education	  
	  
This	  chapter	  will	  also	  consider	   the	  contemporary	   theoretical	  and	  philosophical	  

perspectives	  and	   frameworks	  underpinning	  assessment	   feedback,	   in	  particular,	  
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formative	   feedback	   from	   the	  philosophical	  perspective	  of	  Boud’s	   	   (2000,	  2006,	  

2009,	  2010)	  ‘assessment	  futures’	  and	  the	  informed	  educational	  theory	  feedback	  

approaches	  of	  Boud	  and	  Molloy	  (2013).	  	  

	  

3.2:   The   Purpose,   Concepts   and   Processes,   Theoretical   Models,  

Contexts,  Methods,  Structure  and  Measurement  Principles  Guiding  the  

Performance  Assessment  of  Doctors  in  Clinical  Settings    

	  
The	  purpose,	  contexts,	  processes	  and	  methods	  of	  assessments	  in	  clinical	  settings	  

are	  closely	  aligned	  with	  the	  theoretical	  frameworks	  underpinning	  assessment	  in	  

medicine.	   	   These	   theoretical	   frameworks	   guide	   the	   intent,	   focus,	   structure	   and	  

process	  of	  clinical	  assessment	  in	  line	  with	  the	  purpose	  of	  an	  assessment:	  	  that	  is,	  

what	  is	  being	  assessed	  and	  why	  it	  is	  being	  assessed	  in	  a	  clinical	  context.	  

	  

3.2.1:	  The	  Purpose	  of	  Assessment	  within	  Clinical	  Contexts	  
	  
The	   Institute	   for	   International	   Medical	   Education	   (IIME)	   points	   out	   the	  

significance	   of	   performance	   assessment,	   but	   notes	   that	   there	   are	   associated	  

measurement	   difficulties	   (IIME,	   2002,	   2006).	   Assessment	   of	   competence	   or	  

performance	  assessment	  in	  clinical	  contexts	  in	  medicine	  is	  defined	  by	  IIME	  as:	  

Denot[ing]	  what	  a	  student	  or	  doctor	  actually	  does	  in	  an	  encounter	  with	  a	  patient	  
when	  applying	  learned	  knowledge	  and	  skills,	  mediated	  by	  clinical	  judgment	  and	  
the	  use	  of	  interpersonal	  communication	  skills.	  	  

	   	   	   	   (Wojtczak	  	  2002:http://iime.org/glossary.htm#P)	  

	  

Measurement	   of	   competence	   and	   the	   difficulties	   associated	   with	   such	  

measurement	  are	  discussed	  later	  in	  this	  chapter.	  
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3.2.2.	  The	  Concepts	  and	  Processes	  Underpinning	  Assessment	  within	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

Workplace	  Based	  or	  Clinical	  Settings	  

3.2.2.1:  Competence  and  Competencies  

Assessment	   of	   competence	   within	   the	   workplace	   has	   developed	   around	   a	  

specific	   suite	   of	   assessment	   tools	   (Norcini	   &	   Burch,	   2007).	   There	   is	   broad	  

acknowledgement	  that	  the	  purpose	  and	  focus	  of	  Workplace	  Based	  Assessment	  is	  

assessment	   of	   competence	   as	   it	   is	   manifested	   in	   actual	   clinical	   practice.	  	  

Competency	   based	   medical	   curricula	   and	   competency	   based	   assessment	   are,	  

however,	  relatively	  recent	  developments	  and	  have	  been	  likened	  to	  the	  ‘Flexarian	  

revolution	  of	  the	  21st	  Century’2	  (Carracio	  et	  al	  cited	  in	  Hodges	  &	  Lingard,	  2012,	  

p.1).	  	  

	  

The	  concept	  of	  competence	  and	  measuring	  competence	  is	  complex	  and	  continues	  

to	  be	  widely	  debated	  within	  the	  international	  medical	  education	  literature	  (Jolly,	  

2012;	  Rethans,	  Norcini,	  Baron-‐Maldonado,	  Blackmore	  &	  Jolly	  et	  al,	  2002;	  Van	  der	  

Vleuten	   &	   Schuwirth,	   2005;	   Wass,	   Van	   Der	   Vleuten,	   Shatzer	   &	   Jones,	   2000).	  	  

Australia	   has,	   however,	   been	   a	   slow	   adopter	   of	   competency-‐based	   medical	  

education	  following	  its	  introduction	  in	  the	  1990’s	  (Jolly,	  2012).	  

	  

The	  benefits	  of	  competency-‐based	  assessment	  within	  medical	  education	  are	  seen	  

to	  be	  its	  ability	  to:	  	  

 Focus	  on	  observable	  outcome	  based	  assessments;	  	  

 Influence	  curriculum	  design	  in	  the	  direction	  of	  workplace	  readiness;	  	  

 Streamline	  readiness	  for	  practice	  assessments;	  and,	  
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 Facilitate	  assessment	  of	  clinical	  competence	  through	  the	  judgement	  of	  

performance	  standards	  by	  expert	  assessors.	  	  	   (Jolly,	  2012,	  p.347)	  

  

3.2.2.2:   Competence   as   a   Concept   and   Competence   and   Competencies  

Defined  

Defining	   competence	   and	   identifying	  what	   is	   being	   assessed	   is	   fundamental	   to	  

the	  process	  and	  outcome	  of	  assessment	  within	  Workplace	  Based	  Assessment.	  	  It	  

is	   generally	   accepted	   that	   any	   assessment	   of	   ‘competence’	   incorporates	   the	  

assessment	  of	  discreet	  ‘competencies’.  

	  
Competence	   within	   medical	   education	   is	   defined	   as	   ‘an	   overarching	   concept	  

involving	  the	  integration	  of	  multiple	  capacities	  and	  abilities’	  and	  ‘Competencies	  ‘	  

as	  the	  tools	  to	  be	  selected	  for	  specific	  tasks‘	  	  (Jolly,	  2012,	  p.347).	  	  	  

	  

Van	   der	   Vleuten	   and	   Schuwirth	   (2005)	   suggest	   that	   the	   competency-‐based	  

assessment	  focus	  reflects	  a	  ‘whole	  task’	  approach	  to	  clinical	  assessment	  whereas	  

the	   ‘competence’	   approach	   implies	   that	   a	   trainee	   has	   ‘the	   ability	   to	   handle	   a	  

complex	   professional	   task	   by	   integrating	   the	   relevant	   cognitive,	   psychomotor	  

and	  affective	  skills’	   (Van	  der	  Vleuten	  &	  Schuwirth,	  2005:	  p.313).	   	   	  According	  to	  

Jolly	   (2002)	   	   ‘clinical	   decision	   making	   and	   safe	   patient	   management	   are	   vital	  

elements	  of	  professional	  [competent]	  practice’	  (Jolly,	  2002,	  p.	  	  798)	  

	  

Measurement	  of	  the	  concept	  of	  professional	  competence	  is,	  however,	  recognized	  

as	  difficult	  in	  that	  it	  ‘implies	  professional	  maturity	  and	  ease	  in	  making	  difficult	  
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decisions.	  	  	  Although	  these	  elements	  are	  inherent	  in	  good	  practice,	  it	  is	  not	  easy	  	  

to	  demonstrate	  them.’	  (Wojtczak	  &	  Schwartz,	  IIME,	  2002):	  	   	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   http://iime.org/glossary.htm	  	  	  	  (accessed	  July	  15th	  2014).	  
	  

The	   components	   of	   competence	   assessment	   are	   widely	   agreed	   to	   be	   broader	  

than	   those	   of	   knowledge	   and	   skills	   (Jolly,	   2012)	   and	   involve	   global	   or	   holistic	  

ratings	  based	  on	  assessors’	  qualitatively	  oriented	  professional	  judgements	  (Van	  

der	   Vlutuen	   &	   Schuwirth,	   2005).	   	   	   Further,	   Van	   der	   Vlueten	   and	   Schuwirth	  

(2005)	   point	   to	   the	   trend	   towards	   a	   focus	   on	   assessment	   of	   ‘general’	  

competencies	   as	   opposed	   to	   ‘specific’	   competencies.	   	   This	   trend	   is	   seen	   to	  

‘require	  a	  different	  assessment	  orientation	  with	   implications	   for	  other	  areas	  of	  

assessment’,	   with	   the	   potential	   for	   greater	   emphasis	   to	   be	   placed	   on	   the	  

professional	  judgement	  of	  assessors	  with	  respect	  to	  assessments	  of	  competence	  

(Van	  der	  Vleuten	  &	  Schuwirth,	  2005,	  p.313).	  	  	  

	  

The	  focus	  on	  competence	  within	  medicine	  has	  led	  to	  the	  concept	  of	  ‘competency	  

based	   medical	   education’	   (Jolly,	   2012;	   CanMEDS,	   2005)	   with	   a	   concomitant	  

orientation	   towards	   assessment	   of	   ‘general	  medical	   competencies,	   include[ing]	  

the	   ability	   to	  work	   in	  a	   team,	  metacognitive	   skills,	   professional	   behaviour,	   and	  

the	   ability	   to	   carry	   out	   self-‐appraisal’	   (Van	   der	   Vleuten	   &	   Schuwirth	   m	   2005,	  

p.313).	  

	  

3.2.2.3:  Clinical  Competence  

The	   Institute	   for	   International	   Medical	   Education	   (IIME)	   sets	   out	   the	  

complexities	   of	   assessments	   of	   ‘clinical	   competence’	   and	   ‘performance’	   in	   an	  

expanded	  definition.	  	  Clinical	  Competence	  is	  defined	  as:	  

http://iime.org/glossary.htm
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The	  mastery	   of	   relevant	   knowledge	   and	   the	   acquisition	   of	   a	   range	   of	   relevant	  
skills	   at	   a	   satisfactory	   level	   including	   interpersonal,	   clinical	   and	   technical	  
components	  at	  a	  certain	  point	  of	  education’:	  	  emphasizing	  that,	  patient	  problems	  
in	  real	  life	  clinical	  settings	  are	  complex	  ‘for	  which	  there	  are	  no	  clear	  answers	  and	  
no	  single	  solution	  …	  requiring	  the	  experienced	  doctor	  to	  search	  his	  or	  her	  mind	  
and	  sift	  through	  a	  wide	  range	  of	  options	  and	  in	  some	  cases	  the	  solution	  will	  be	  
something	  he	  or	  she	  has	  never	  arrived	  at	  before’.	  	  Further,	  ‘competence’	  may	  not	  
‘translate	  into	  acceptable	  clinical	  performance’.	  

(Wojtczak	  	  2002:	  http://iime.org/glossary.htm#C	  	  Accessed,	  July	  15th,	  2014)	  

	  

The	   IIME	   definition	   highlights	   the	   complexities	   of	   structuring	   credible	  

assessments	  of	  clinical	  competence	  and	  performance	  that	  must	  take	  into	  account	  

the	   alignment	   of	   both	   competency	   measurement	   frameworks	   and	   judges’	  

cognitive	  frameworks.	  	  

	  

Credible	  assessments	  of	  clinical	  competence	  and	  performance	  within	  Workplace	  

Based	   Assessment	   methods	   therefore	   require	   that	   measurement	   tools	   and	  

processes	   be	   structured	   around	   recognized	   philosophical	   principles	   and	  

empirical	   medical	   education	   or	   psychological	   theory	   (Downing	   &	   Yudkowsky,	  

2010;	  Wass,	   Van	   der	   Vleuten	   &	   Shatzer	   &	   Jones,	   2001).	   	   This	   requires	   a	   brief	  

consideration	   of	   those	   theoretical	   models	   and	   frameworks	   underpinning	   the	  

assessment	  of	  clinical	  competence	  in	  medicine.	  

	  

3.3:   Theoretical   Models   and   Conceptual   Frameworks   Guiding            

Assessment  of  Competence  in  Medicine  

Four	  dominant	  theoretical	  frameworks	  may	  be	  regarded	  as	  guiding	  performance	  

assessment	  and	  feedback	  structure	  within	  medical	  education.	  These	  are:	  

1. Millers	  Pyramid	  

2. Kirkpatrick’s	  Hierarchy	  

http://iime.org/glossary.htm%23C
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3. Bloom’s	  Taxonomy,	  and,	  

4. RIME	  Framework	  

A	  brief	  description	  of	  each	  of	  these	  frameworks	  follows.	  

3.3.1:	  	  Miller’s	  Pyramid	  

In	   a	   paper	   titled	   The	   Assessment	   of	   Clinical	   Skills/	   Competence/Performance,	  

Miller	   (1990)	   argued	   that	   assessment	   of	   a	  medical	   student,	   resident	   doctor	   or	  

physician’s	   knowledge	   did	   not	   equate	   to	   their	   competence	   with	   respect	  

performance	  of	  clinical	  skills	  in	  clinical	  settings.	  	  He	  noted	  that:	  

No	  single	  assessment	  method	  can	  provide	  all	  the	  data	  required	  for	  judgement	  of	  
anything	   so	   complex	   as	   the	   delivery	   of	   professional	   services	   by	   a	   successful	  
physician.	  	  	  	  	  (Miller,	  1990:	  p.567)	  
	  

Miller’s	   paper	   was	   written	   in	   response	   to	   his	   dissatisfaction	   with	   the	   then	  

current	  knowledge	  focused	  assessment	  of	  doctors	  in	  the	  United	  States,	  in	  that:	  	  	  

It	   is	  unquestionably	  measurement	  of	  knowledge,	   largely	   through	  objective	  test	  
methods	  that	  constitutes	  current	  institutional	  and	  specialty	  Board	  examination	  
systems.	  	  Tests	  of	  knowledge	  are	  surely	  important,	  but	  they	  are	  also	  incomplete	  
tools	   in	   (this)	   appraisal	   if	   we	   really	   believe	   there	   is	   more	   to	   the	   practice	   of	  
medicine	  than	  knowing’	  	  (Miller,	  1990,	  p.563).	  
	  
	  

He	  concluded	  that	  having	  no	  assessment	  of	  clinical	  skills	  and	  basing	  competence	  

only	  on	  national	  examinations	  comprised	  of	  a	  knowledge	  test	  was	  not	  good	  for	  	  

patients	  or	  the	  graduating	  students.	  

Miller	  considered	  assessment	  of	  medical	  graduates	  and	  doctors	  should	  be	  at	  the	  

‘does’	  or	  ‘competence’	  level	  where:	  

They	   must	   develop	   [and	   demonstrate],	   among	   other	   things,	   the	   skills	   of	  
acquiring	   information	   from	   a	   variety	   of	   human	   and	   laboratory	   sources,	   to	  
analyse	   and	   interpret	   these	   data,	   and	   finally	   to	   translate	   such	   findings	   into	   a	  
rational	  diagnostic	  or	  management	  plan.	  	  (Miller,	  1990,	  p.563)	  
	  

Miller	   suggested	   a	   four-‐level	   triangular	   ‘Framework	   for	   Clinical	   Assessment’	  

(Miller’s	   Pyramid)	   (Miller,	   1990,	   p.567;	   Norcini,	   2003,	   2008;	   Downing	   &	  
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Yudkowski,	   2009)	   where	   the	   lowest	   level	   of	   assessment	   is	   ‘knowledge’	   of	   a	  

clinical	  skill	  or	  skills;	  the	  second	  and	  third	  levels	  equate	  to	   ‘	  knowing	  how’	  and	  

‘showing	  how’	  to	  perform	  clinical	  skills,	  and	  the	  fourth	  level	   ‘does’	  assesses	  the	  

ability	  of	  a	  doctor	  to	  integrate	  knowledge	  and	  skills	  into	  clinical	  practice	  	  (Miller,	  

1990;	  Norcini,	  2003;	  2009;	  Wass,	  Van	  der	  Vleuten,	  Shatzer	  &	  Jones,	  2001).	  The	  

schematic	  representation	  of	  Miller’s	  Pyramid	  is	  presented	  in	  Figure	  3.1	  below.	  

	  

	  

Figure	  3.1:	  Schematic	  Representation	  of	  Miller’s	  Pyramid	  
http://www.faculty.londondeanery.ac.uk/e-‐learning/workplace-‐based-‐
assessment/what-‐is-‐workplace-‐based-‐assessment	  	  	  	  	  (Accessed	  July,	  4h	  2013)	  
	  
	  
	  
Although	  Miller’s	  Pyramid	   is	  not	   strictly	  a	   theory	   in	   the	   social	   science	   sense,	   it	  

represents	   an	   operational	   model	   that	   provides	   assessing	   bodies	   such	   as	   the	  

Australian	  Medical	  Council	  (AMC)	  with	  an	  assessment	  framework	  hierarchy.	  

For	   example,	   the	   ‘DOES’	   level	   of	   this	   hierarchy	   equates	   to	   ‘Performance	  

assessment	   in	   real	   life	   such	   Observation	   and	   In-‐Training	   Assessments’	   while	  

SHOWS	   HOW	   is	   linked	   to	   assessments	   of	   ‘Clinical	   competency	   in	   simulated	  

situations	   such	   as	   OSCES	   and	   Simulations’.	   http://wbaonline.amc.org.au/wp-‐

content/uploads/2014/01/millers-‐pyramid.pdf	  (Accessed	  July	  15th,	  2014)	  

http://www.faculty.londondeanery.ac.uk/e-learning/workplace-based-assessment/what-is-workplace-based-assessment
http://www.faculty.londondeanery.ac.uk/e-learning/workplace-based-assessment/what-is-workplace-based-assessment
http://wbaonline.amc.org.au/wp-content/uploads/2014/01/millers-pyramid.pdf
http://wbaonline.amc.org.au/wp-content/uploads/2014/01/millers-pyramid.pdf
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The	  ‘does’	  focus	  of	  Miller’s	  pyramid	  has,	  however,	  drawn	  criticism	  from	  cognitive	  

psychologists	   such	   as	   Norman	   (2005).	   	   Norman	   (2005)	   suggested	   that	   ‘cracks	  

started	  to	  appear	  in	  the	  pyramid’	  with	  the	  recognition	  that	   ‘knowledge	  was	  not	  

so	  low	  down	  and	  skills	  were	  not	  so	  high	  up	  as	  one	  might	  have	  thought’	  (Norman	  

2005,	  cited	  in	  Hodges	  &	  Lingard,	  2012,	  pp.26	  &	  27).	  	  Further,	  Schuwirth	  and	  Van	  

der	  Vleuten	  (2006)	  suggest	  problem	  solving	  within	  clinical	  encounters	  requires	  

content	  specific	  knowledge	  (Schuwirth	  &	  Van	  der	  Vleuten	  (2006),	   In	  Hodges	  &	  

Lingard,	  2012).	  

	  

3.3.2:	  Kirkpatrick’s	  Hierarchy	  

Kirkpatrick	   (1993,	   1998)	   proposed	   a	   hierarchy	   of	   four	   criteria	   for	   program	  

related	   evaluation	   of	   learning	   outcomes:	   	   Level	   1:	   Reaction;	   Level	   2:	   Learning;	  

Level	  3:	  Behaviour;	  and	  Level	  4:	  Results	  (Kirkpatrick,	  1998,	  2009).	  

	  

Although	  Kirkpatrick’s	  model	  was	  developed	  to	  guide	  evaluation	  across	  a	  variety	  

of	  business	  training	  programs,	   it	  has	  been	  adopted	  by	  medical	  education	  for	   its	  

relevance	   to	   instructional	   program	   evaluation	   and	   its	   impact	   on	   assessment	  

outcome	  (Nestel,	  Regan,	  Vijayakumar	  et	  al,	  2011).	   	   	  Yardley	  and	  Dornan	  (2012)	  

argue	   that	   the	   literature	   suggests	   only	   Levels	   1,	   2,	   and	   3	   of	   Kirkpatrick’s	  

Hierarchy	  are	  applicable	  within	  the	  medical	  education	  context.	  	  The	  relevance	  of	  

Level	   4,	   that	   of	   measuring	   organizational	   and	   patient	   (health	   consumer)	  

outcomes	  and	  benefits,	  has	  yet	  to	  be	  demonstrated.	  	  	  

However,	   critical	   analyses	   of	   the	   relevance	   of	   Levels	   1	   and	   4	   of	   Kirkpatrick’s	  

Hierarchy	  suggest	  that	  Level	  1	  lacks	  measurement	  precision	  and	  Level	  4	  relates	  

to	   complex	  organizational	  based	  outcomes	  not	  measurable	  within	   the	   scope	  of	  
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Workplace	   Based	   Assessments	   of	   individual	   junior	   or	   prevocational	   level	  

doctors.	  

	  

3.3.3:	  Bloom’s	  Taxonomy	  of	  Learning	  Domains	  

	  Bloom’s	   Taxonomy	   of	   Educational	   Objectives	   or	   Learning	   Domains	   (Bloom,	  

1956;	   Krathwohl,	   2002;	   Airasian	   &	   Miranda,	   2002)	   is	   a	   cognitive	   framework	  

structured	   around	   the	   learning	   domains	   of	   Knowledge,	   Comprehension,	  

Application,	  Analysis,	  Synthesis	  and	  Evaluation	  (Figure	  3.2).	  	  Originally	  developed	  

as	  a	  standardized	   framework	   for	   the	  exchange	  of	   test	   items	  across	  universities	  

and	  faculty	  members	  in	  the	  United	  States	  (Kruhwohl,	  2002),	  Bloom’s	  Taxonomy	  

has	   broader	   implications	   for	   curriculum	   development	   and	   assessment.	   	   It	   has	  

been	   incorporated	   as	   a	   credible	   assessment	   framework	   within	   medical	  

education,	   (Figure	   3.2)	   especially	   with	   respect	   to	   structuring	   written	  

assessments	  (Downing	  &	  Yudkowski,	  2009).	   	  There	  are	  some	  parallels	  between	  

the	  learning	  domains	  of	  Bloom’s	  Taxonomy	  (1956)	  the	  levels	  of	  Miller’s	  Pyramid	  

(Miller,	  1990)	  and	  Kirkpatrick’s	  Hierarchy	  criteria	  (Kirkpatrick	  1998).	  

  

Figure	  3.2:	  Bloom’s	  Taxonomy.	  
                                   (Chapman, L.  Curriculum mapping: The Aligned Curriculum: 2008, p.3) 



	   119	  

3.3.4:	  RIME	  Assessment	  Framework	  

The	   RIME	   clinical	   evaluation	   (assessment)	   framework	   proposed	   by	   Pangaro	  

(1999)	  was	  developed	  for	  the	  Uniformed	  Services	  University	  of	  Health	  Sciences	  

(USUHS)	  Department	  of	  Medicine.	   	   Its	  purpose	  was	  to	  provide	  a	   ‘synthetic’	  and	  

developmental	   four-‐step	  approach	  to	   ‘in	   training	  assessment’	   (ITA).	   	   ‘Each	  step	  

represents	   a	   synthesis	   of	   skills,	   knowledge	   and	   attitudes	   that	   have	   been	  

practiced	   from	   the	   preclinical	   years	   of	   medical	   school	   through	   residency’	   and	  

progress	  towards	   independent	  practice	  or	  competence	  (Pangaro,	  1999,	  p.1204;	  

Downing	  &	  Yudkowsky,	  2010;	  Lin,	  2010).	  

	  

The	  four	  stages	  of	  RIME	  represent	  a	  medical	  trainees’	  progression	  from	  novice	  to	  

expert	  through	  the	  RIME	  stages	  of	  Reporter,	  Interpreter,	  Manager	  and	  Educator	  

(Pangaro,	  1999;	  Downing	  &	  Yudkowsky,	  2010;	  Lin,	  2010).	  	  

Reporter	   represents	   the	   behaviours	   and	   skills	   mastery	   expected	   of	   novice	  

medical	   students.	   Such	   skills	   include	   embracing	   professional	   values	   and	  

behaviours,	   mastery	   of	   appropriate	   medical	   terminology,	   and	   independent	  

history	   taking	   and	   physical	   examination.	   	   Senior	   year	   medical	   students	   and	  

junior	   doctors	   (PGY1)	   are	   expected	   to	   demonstrate	   the	   organizing	   and	  

synthesizing	  skills	  of	  Interpreter	  through	  engaging	  in	  problem	  identification	  and	  

generation	  of	  differential	  diagnoses.	  

The	   junior	  doctor	  practicing	  at	   the	   level	  of	  PGY	  2	   is	  expected	  to	  perform	  at	   the	  

RIME	   Manager	   level.	   	   Performance	   at	   this	   level	   is	   characterized	   by	   greater	  

mastery	   and	   integration	   of	   knowledge,	   clinical	   skills	   and	   procedures;	   and	  

informed	   judgement	  and	  the	  ability	   to	  adapt	  care	  to	   the	  individual	  patient.	  The	  

doctor	   as	   Manager	   is	   also	   expected	   to	   be	   able	   to	   engage	   in	   patient	   education	  
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about	  disease	  processes.	  	  By	  postgraduate	  Year	  3	  (PGY3)	  the	  doctor	  is	  expected	  

to	  extend	  the	  patient	  education	  component	  of	  Manager	  to	  teach	  other	  doctors	  as	  

well	  as	  patients:	  that	  is,	  to	  demonstrate	  skills	  and	  competencies	  of	  Educator.	  

	  

The	  applicability	  of	  the	  RIME	  framework	  to	  assessment	  of	  clinical	  competence	  is	  

however,	  limited	  to	  ongoing,	  structured	  assessment	  of	  unique	  cohorts	  of	  medical	  

students	   and	   junior	   doctors	   in	   defined	   clinical	   settings.	   	   	   Further,	   progress	  

through	   the	   stages	   of	   Manager	   and	   Educator	   is	   considered	   to	   demonstrate	  

established	   and	   integrated	   performance	   rather	   then	   competence	   or	   individual	  

skills	  competence	  (Pangaro,	  1999;	  Downing	  &	  Yudkowsky,	  2010;	  Lin,	  2010).	  	  	  

	  

Routine	   implementation	   of	   the	   RIME	   framework	   in	   clinical	   assessments	   of	  

medical	  trainees	  in	  clinical	  settings,	  is	  however,	  seen	  as	  excessively	  burdensome	  

and	   therefore	   impractical	   for	   faculties	   and	   assessors	   (Downing	   &	   Yudkowsy,	  

2010).	  

The	  intent	  of	  Medical	  Education	  in	  embracing	  these	  four	  theoretical	  frameworks	  

and	  operational	  models	  (Miller,	  Kirkpatrick,	  Bloom	  and	  RIME)	  for	  the	  purpose	  of	  

assessment	  of	  clinical	  competence	  at	  the	  junior	  doctor	  level	  (PGY1	  and	  PGY2)	  is	  

to:	  

 Establish	   a	   standardized	   nomenclature	   and	   common	   universal	  

understanding	  on	  which	   to	  build	   the	   complex	   and	   evolving	   competency	  

assessment	  frameworks	  and	  standards	  that:	  

i. Guide	  the	  assessors’	  judgement	  with	  respect	  to	  the	  assessees’	  level	  

of	  competence,	  trustworthiness	  and	  safe	  practice;	  and,	  
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ii. Establish	   the	   degree	   of	   supervision	   required	   to	   ensure	   the	  

assessee	  practices	  safely.	  

	  

	  3.3.5:	  Competence	  Based	  versus	  Performance	  Based	  Assessment	  

A	  consideration	  of	  the	  applicability	  of	  competency-‐based	  assessment	  with	  respect	  

to	   the	   independent	  practice	  of	  established	  doctors	   in	  professional	  settings,	  has	  

led	   to	   the	   emergence	   of	   the	   ‘performance	   discourse’	   symbolized	   by	   Miller’s	  

Pyramid	   (Hodges	  &	  Lingard,	  2012,	  pp.22-‐23),	   and	   the	   concept	  of	  Performance	  

Based	  Assessment.	  

	  
Rethans,	   Norcini	   Baron-‐Maldonado,	   Blackmore	   and	   Jolly	   et	   al	   (2002)	   suggest	  

that	  there	  are	  two	  elements	  to	  assessment	  of	  competence;	  that	  of	   ‘competency’	  

based	  assessments,	  which	  they	  imply	  should	  occur	  in	  ‘controlled’	  testing	  settings	  

and	   are	   therefore	   ‘controlled	   representations	   of	   professional	   practice’;	   and	  

‘performance	  based	  assessment’,	   that	   is,	  measuring	   ‘...	  what	  doctors	  do	   in	   their	  

professional	  practice’	  (Rethans,	  Norcini,	  Baron-‐Maldonado,	  Blackmore	  &	  Jolly	  et	  

al,	  2002,	  p.902).	  	  	  

	  

The	   authors	  propose	   a	   three–phase	  model,	   The	  Cambridge	  Model	   (Figure	  3.3),	  

based	  on	  an	  inversion	  of	  Miller’s	  Pyramid,	  with	  the	  focus	  on	  the	  levels	  of	  ‘shows	  

how’	  (equating	  to	  ‘competence’)	  and	  ‘does’	  (equating	  to	  ‘performance’)	  (Rethans,	  

Norcini,	  Baron-‐Maldonado,	  Blackmore	  &	  Jolly	  et	  al,	  2002,	  p.909)	  (Figure	  33).	  
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Figure	  3.	  3:	  	  The	  Cambridge	  Model	  
Source:	  	  	  (Rethans,	  Norcini,	  Baron-‐Maldonado,	  Blackmore	  &	  Jolly	  et	  al,	  2002,	  p.909)	  	  
	  
	  

Credible	  assessments	  of	  competence	  and	  performance	  require	  standardization	  of	  

both	   the	   assessment	   method	   and	   the	   measurement	   criteria,	   informed	   by	  

established	  performance	  measurement	  theory.	  	  The	  next	  part	  of	  this	  chapter	  will	  

outline	   the	  assessment	  methods	  employed	  within	  clinical	   contexts	  and	  provide	  

an	  introduction	  to	  the	  theoretical	  perspectives	  and	  criteria	  applied	  to	  Workplace	  

Based	  Assessment	  Tool	  Design	  and	  the	  measurement	  of	  clinical	  competence	  and	  

performance.  

	  

3.4:  Methods  of  Assessments  of  Competence  within  Clinical  Contexts    
	  
Assessment	  methods	   and	  measurements	  within	  medical	   education	   are	   context	  

specific.	   	  One	   such	   context-‐specific	   assessment	  method	   is	   that	   of	   performance-‐

based	  assessment	  of	  the	  integration	  of	  clinical	  skills,	  knowledge	  and	  professional	  

competence,	  that	  may	  be	  used	  for	  all	  levels	  of	  medical	  education.	  

	  Ideally,	   such	  assessments	  are	   instituted	  with	  early	  postgraduate	  year	   (PGY1	  &	  

PGY2)	  doctors	   during	   clinical	   encounters	   in	   acute	  hospital	   contexts	   (Norcini	  &	  

McKinley,	   2007;	   Van	   der	   Vleuten	   &	   Schuwirth,	   2005).	   	   These	   assessments	   of	  
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doctors	   in	   the	   course	   of	   their	   employment	   within	   acute	   hospital	   contexts	   fall	  

within	  the	  category	  of	  Workplace	  Based	  Assessments	  (WBA).	  	  

	  

3.4.1:	  Workplace	  Based	  Assessment	  (WBA)	  	  	  	  	  	  	  	  	  	  

Workplace	   Based	   Assessment	   is	   widely	   used	   in	   the	   United	   States,	   the	   United	  

Kingdom,	  Canada,	  and	  more	  recently,	  Australia	  (Norcini	  &	  Burch,	  2007;	  Crossley	  

&	  Jolly,	  2012;	  Nair,	  Alexander,	  McGrath,	  Parvathy,	  Kilsby	  et	  al,	  2008;	  Australian	  

Medical	  Council	  (AMC),	  2009;	  Jolly,	  2007).	  	  

The	  Australian	  Medical	  Council	  defines	  Workplace	  Based	  Assessment	  as:	  

A	   form	   of	   authentic	   assessment:	   it	   tests	   performance	   in	   the	   real	   environment	  
facing	  doctors	  in	  their	  everyday	  clinical	  practice…	  that	  enables	  (junior	  doctors)	  
to	   demonstrate	   their	   progress	   in	   integrating	   clinical	   knowledge	   and	   skill	   as	   a	  
basis	  for	  effective	  clinical	   judgements	  and	  decisions.	  [and]	  	   ‘it	  should	  also	  track	  
their	  development	   towards	  becoming	  an	   	   independent,	   self-‐monitoring	  clinical	  
practitioner.	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (AMC,	  2009:	  p.7)	  
	  

Workplace	   Based	   Assessments	   therefore	   allows	   doctors	   to	   demonstrate	   their	  

level	  of	  competence	  at	  the	  ‘does’	  or	  integrative	  level	  of	  Miller’s	  pyramid.	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

WBA	  may	   be	   viewed	   as	   a	   variation	   of	   the	   earlier	   apprenticeship	  model	  where	  

trainees	   were	   faced	   with	   complex	   problems	   and	   acutely	   ill	   patients.	   The	  

opportunities	  and	  challenges	  presented	  through	  Workplace	  Based	  Assessments	  

should,	   therefore,	   ‘more	   easily	   generalize	   to	   future	   performance’	   in	   that	   they	  

require	  an	  ‘integration	  of	  skills’	  (Norcini	  &	  McKinley,	  2007,	  p.	  245).	  	  

	  

3.4.2:	  Assessment	  Categories	  Within	  the	  Context	  of	  Workplace	  Based	  

Assessment	  

The	  structure	  of	  a	  Workplace	  Based	  Assessment	  is	  purpose	  dependent.	  	  	  	  
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WBA	   provides	   a	   suite	   of	   five	   widely	   recognized	   assessment	   components	   that	  

contribute	  to	  an	  overall	  assessment	  of	  a	  junior	  doctors	  competence.	  	  These	  are:	  	  

1. The	  Mini	  Clinical	  Evaluation	  Exercise	  (mini-‐CEX)	  

2. Direct	  Observation	  Clinical	  Skills	  (DOPS)	  

3. Case	  Based	  Discussions	  (CBD)	  

4. In	  Training	  Assessment	  (ITA)	  Reports	  

5. Multi-‐Source	   Feedback	   (MSF)	   incorporating	   the	   Mini-‐PAT	   Peer	  

Assessment	  Tool	  

(Norcini	  &	  McKinley,	  2007;	  Norcini	  &	  Burch,	  2007;	  Norcini,	  2008:	  AMC,	  

2009,	  p.22)	  

	  

The	   purpose	   of	   an	   assessment	   guides	   the	   selection	   of	   the	   assessment	  method	  

and	  assessment	  tool	  (Norcini	  &	  McKinley,	  2007)	  and	  involves	  a	  series	  of	  ‘context	  

–dependent	  compromises’	  (Van	  der	  Vleuten,	  	  &	  Schuwirth,	  2005,	  p.309).	  	  

Therefore,	  the	  theoretical	  perspectives	  of	  formative	  assessment	  within	  the	  mini-‐

CEX	   or	   Mini-‐Clinical	   Evaluation	   Exercise	   framework	   of	   Workplace	   Based	  

Assessment	  require	  a	  consideration	  of	  the	  tools	  structure	  and	  format.	  

3.4.3:  The  Mini-‐Clinical  Evaluation  Exercise:  mini-‐CEX  
	  
The	   mini-‐Clinical	   Evaluation	   Exercise	   or	   mini-‐CEX	   is	   defined	   as	   ‘a	   process	   of	  

directly	  observing	  a	  doctor	  in	  a	  focused	  (real)	  patient	  encounter	  for	  the	  purposes	  

of	  assessment’	  	  (AMC,	  2009).	  	  It	  was	  adopted	  by	  the	  American	  Board	  of	  Internal	  

Medicine	  as	  an	  alternative	  to	  its	  burdensome	  two-‐hour	  long	  Clinical	  Evaluation	  

Exercise	   (CEX)	   for	   assessing	   trainee	   physicians	   (Residents)	   (Norcini	   Blank,	  

Duffy,	   &	   Fortna,	   2003).	   	   	   	   The	   CEX	   was	   considered	   both	   time	   consuming	   and	  

unreliable	   for	  predicting	  trainee	  physician	  competence	   in	   that	   it	  was	   limited	  to	  
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one	  patient	  encounter	  and	  one	  examiner	  and	  therefore	  not	  generalizable	  beyond	  

that	  one	  encounter	  type	  	  (Norcini,	  Blank,	  Duffy	  &	  Fortna:	  2003).	  	  	  	  

	  

The	  mini-‐CEX,	  proposed	  as	  a	  variation	  to	  the	  CEX,	  required	  a	  trainee	  physician	  or	  

Resident	  (trainee)	  to	  complete	  six	  to	  eight	  15	  –	  20	  minute	  mini-‐CEX	  encounters	  

over	  a	   rotation	   term	  or	  year,	  with	  a	  different	  patient	  and	  patient	   type	   for	  each	  

encounter,	   across	   a	   range	   of	   clinical	   settings,	   and	   assessed	   by	   a	   different	  

examiner	   (Norcini,	   Blank,	   Arnold	   &	   Kimball,	   1995;	   Norcini,	   2005;	   Norcini	   &	  

McKinley,	  2007).	  	  

	  

Structure	  of	  the	  mini-‐	  CEX	  

The	  mini-‐Clinical	  Evaluation	  Exercise	  rating	  form	  used	  for	  assessments	  of	  clinical	  

competence	   in	   clinical	   settings	   with	   Residents	   and	   Interns	   and,	   in	   Australia,	  

some	   cohorts	   of	   International	   Medical	   Graduates,	   most	   commonly	   includes	  

between	  five	  and	  seven	  performance	  areas	  on	  a	  9,	  6	  or	  5	  point	  Likert	  or	  interval	  

scale:	  	  For	  example:	  

1. Medical	  Interviewing	  Skills	  

2. Physical	  Examination	  Skills	  

3. Professionalism/	  Humanistic	  Skills	  

4. Counselling	  Skills	  

5. Clinical	  Judgement	  

6. Organization/	  Efficiency	  

7. Overall	  Clinical	  Competence	  (or	  Global	  Performance	  Rating)	  

(Norcini	  &	  Burch,	  2007)	  
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Rating	  of	  each	  of	  these	  areas	  for	  the	  traditional	  version	  of	  the	  mini-‐CEX	  utilizes	  a	  

nine-‐point	  Likert	  or	  interval	  scale	  with	  the	  provision	  for	  indicating	  that	  an	  item	  

was	   not	   observed	   during	   an	   encounter.	   	   The	  original	   nine-‐point	   scale	   for	   each	  

performance	   area	   or	   item	  may	   be	   further	   categorized	   into	   one	   of	   three	   global	  

assessment	   categories:	   ‘Unsatisfactory’	   (for	   performance	   ratings	   of	   1-‐3);	  

‘Satisfactory’	  (for	  performance	  ratings	  of	  3	  –	  6);	  and	  ‘Superior’	  (for	  performance	  

ratings	  of	  7	  –	  9).	  	  

	  

Figure	   3.4	   provides	   an	   example	   of	   a	   United	   Kingdom	   General	  Medical	   Council	  

mini-‐CEX	   format	   that	  utilizes	  a	  6-‐point	   rating	  scale.	   	  The	  rating	  scale	   is	   further	  

categorized	   to	   reflect	   three	   levels	   of	   clinical	   practice	   relative	   to	   the	   doctor’s	  

expected	  standard	  of	  practice:	  below	  expectations,	  meets	  expectations,	  and	  above	  

expectations.	  
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The	  mini-‐Clinical	  Evaluation	  Exercise	  (mini-‐CEX)	  Form	  

	  
Figure	  3.4:	  Mini-‐Clinical	  Evaluation	  Exercise	  (min-‐CEX)	  	  9	  Anchors	  
	  	  	  	  	  	  	   	   	   	   	   	  	  (Norcini,	  Blank	  ,	  Duffy	  &	  Fortna,	  	  2003,	  p.481)	  
	  

The	  mini-‐	  Clinical	  Evaluation	  Exercise	  tool	  routinely	  includes	  areas	  for	  additional	  

information	  critical	  to	  the	  integrity	  of	  a	  mini-‐CEX	  assessment.	   	  These	  additional	  

areas	   include:	   demographic	   information	   about	   the	   patient	   and	   the	   clinical	  

setting;	  the	  patient	  problem,	  including	  complexity	  of	  the	  problem	  and	  the	  clinical	  

speciality	  reflected	  by	  the	  patient	  presenting	  problem;	  the	  focus	  of	  the	  encounter	  

being	  assessed,	   for	  example,	  history	   taking,	  physical	  examination,	  management	  

of	  the	  patient	  presenting	  problem;	  the	  degree	  to	  which	  the	  assessment	  was	  likely	  
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to	  reflect	  the	  assessee’s	  overall	  competence;	  and	  assessor	  comments	  	  (Norcini	  &	  

Burch,	  2007;	  AMC,	  2009).	  

	  

A	   set	   of	   	   ‘competency	   indicators’	   or	   ‘descriptors’	   of	   the	   competencies	   to	   be	  

assessed	   within	   each	   assessment	   category	   is	   usually	   provided	   alongside	   the	  

mini-‐CEX	   tool	   to	   guide	   assessor	   ratings	   of	   clinical	   competence.	   	   These	  

‘competency	   indicators’	   or	   ‘descriptors’	   may	   be	   discipline	   specific	   or	   clinical	  

context	  specific.	  	  	  	  

However,	   whether	   competency	   indicators	   are	   discipline	   specific	   or	   context	  

specific	   there	   is	   the	   imperative	   for	   assessments	   of	   clinical	   competence	   in	  

medicine	   to	   be	   so	   designed	   as	   ‘to	   allow	   decisions	   to	   be	   made	   about	   medical	  

qualifications	   and	   fitness	   to	   practice’	   (Wass,	  Van	   der	  Vleuten,	   Shatzer	  &	   Jones,	  

2001,	  p.	  945).	  	  	  	  

	  

Wass,	  Van	  der	  Vleuten	   and	   Jones	   (2001)	   argue	   that	   the	   goal	   for	   assessment	   in	  

medical	   education	   is	   the	   ‘development	   of	   reliable	   measurements	   of	  

…performance’	   (Wass	   et	   al,	   2001,	   p.945).	   This	   mandate	   is	   reflected	   in	   the	  

evolving	  empirical	  and	  theoretical	  models,	  principles,	  and	  criteria	  underpinning	  

measurements	   of	   clinical	   competence	   in	   medicine.	   	   A	   discussion	   of	   the	  

theoretical	   perspectives	   of	   measurement	   of	   clinical	   competence	   and	  

performance	  with	  respect	  to	  Workplace	  Based	  Assessment	  follows.	  
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3.5:   Measurement   of   Clinical   Competence   and   Performance:      The  

Theoretical  Perspectives  and  Criteria  for  Workplace  Based  Assessment  

Tool  Design  and  Performance  Measurement  

	  
There	   is	   general	   agreement	   within	   medical	   education	   that,	   in	   order	   for	  

assessments	   of	   clinical	   competence	   and	   performance	   to	   be	   appropriate	   to	   the	  

purpose	  and	  context	  of	   the	  assessment	   (for	  example,	  a	  mini-‐Clinical	  Encounter	  

Exercise	   for	   a	   routine	   medical	   examination	   or	   a	   surgical	   procedure	   in	   the	  

Operating	  Room),	   the	   context	   specific	   issues	  of	   validity	   (construct	   validity	   and	  

consequential	   validity);	   reliability;	   blueprinting;	   standard	   setting	   and	  

assessment	   scales	   appropriate	   to	   the	   focus	   of	   a	  Workplace	   Based	   Assessment,	  

must	   be	   taken	   into	   account	   (Wass,	   Van	   der	   Vleuten,	   Shatzer	   &	   Jones,	   2001;	  

Norcini	  &	  McKinley,	  2007;	  Van	  der	  Vleuten	  &	  Schuwirth,	  2005;	  Crossley	  &	  Jolly,	  

2012;	  Crossley,	  Johnson,	  Booth	  &	  Wade,	  2011).	  	  	  	  

	  

The	  relative	  importance	  of	  the	  individual	  context	  specific	  measurement	  elements	  

implicated	  in	  the	  assessment	  of	  clinical	  competence	  has	  given	  rise	  to	  a	  significant	  

body	  of	  knowledge	  within	  the	  medical	  education	  assessment	  literature	  devoted	  

specifically	  to	  measurement	  of	  clinical	  competence.	  	  	  

	  

In	  particular,	  there	  is	  significant	  ongoing	  research	  and	  discourse	  with	  respect	  to	  

Workplace	   Based	   Assessments	   linked	   to	   mini-‐CEX	   assessment	   formats.	  	  

Therefore,	  it	  is	  important	  to	  the	  work	  of	  this	  thesis	  to	  provide	  a	  brief	  account	  of	  

the	  measurement	  elements	   to	  be	  considered	   in	   the	  development	  and	   testing	  of	  

the	  Patient	  Safety	  Mini-‐CEX.	  	  These	  include	  Validity	  (including	  Construct	  Validity,	  

Consequential	  Validity	  and	  Measures	  of	  Internal	  Validity	  including	  Generalizability	  
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Theory),	  Fidelity,	  Reliability,	  Blueprinting	  and	  Standard	  Setting	  and	  are	  presented	  

below.	  	  	  

3.5.1:Validity	  	  	  	  	  

Validity	  as	  defined	  by	  the	  American	  Standards	  for	  Educational	  and	  Psychological	  

Testing	  (1999)	   ‘refers	   to	   the	   degree	   to	  which	   evidence	   and	   theory	   support	   the	  

interpretations	  of	  test	  scores	  entailed	  by	  proposed	  uses	  of	  tests’	  (AERA,	  APA,	  &	  

NCME,	  1999,	  p.9;	  cited	  in	  Downing	  &	  Yudkowsky,	  2010,	  p.27).	  

	  

Validity,	   with	   respect	   to	  Workplace	   Based	   Assessment	   of	   clinical	   competence,	  

and	  the	  Patient	  Safety	  mini-‐CEX	  refers	  to	  the	  extent	  to	  which	  the	  assessment	  is,	  

in	  fact,	  able	  to	  measure	  the	  relevant	  competencies	  according	  to	  the	  appropriate	  

levels	  of	  Miller’s	  Pyramid	  (Wass,	  Van	  der	  Vletuen,	  Shatzer	  &	  Jones,	  2001,	  p357).	  	  

	  

	  Downing	   and	   Yudkowsky	   (2010)	   argue	   for	   the	   adoption	   of	   the	   ‘intangible’	  

concept	  of	   ‘construct	  validity’	   for	  assessment	  of	  competence	   in	  clinical	   settings	  

(Downing	  &	  Yudkowsky,	  2010,	  pp.	  24,	  25;	  Kane,	  2006);	  while	  Van	  der	  Vlueten	  

and	   Schuwirth	   (2005)	   suggest	   ‘consequential	   validity’	   is	   an	   equally	   important	  

validity	  impact	  factor	  (Van	  der	  Vlueten	  &	  Schuwirth,	  2005,	  p.	  314).	  

	  

Construct	   Validity,	   as	   an	   abstract	   concept,	   poses	   both	   definitional	   and	  

measurement	  difficulties	  for	  the	  Patient	  Safety	  mini-‐CEX	  both	  with	  respect	  to	  a	  

precise	  definition	  of	  the	  ‘constructs’	  and	  their	  component	  parts.	  

Constructs,	  from	  the	  philosophy	  of	  science	  perspective,	  represent	  	  

‘…intangible	  collections	  of	  abstract	  concepts	  and	  principles,	  which	  are	   inferred	  
from	   behaviour	   and	   explained	   by	   educational	   or	   psychological	   theory’	   that	  
‘requires	   an	   evidentiary	   chain	   which	   clearly	   links	   the	   interpretation	   of	   the	  
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assessment	   scores	   or	   data	   to	   an	   inter-‐related	   complex	   network	   of	   theory,	  
hypotheses	  and	  logic’.	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Downing	  &	  Yudkowsky,	  2010,	  pp.24	  –	  25)	  	  	  
	  
	  

Under-‐representation	   or	   irrelevance	   of	   constructs	   pose	   threats	   to	   construct	  

validity.	  Under	  representation	  may	  occur	  where	  there	  are	  too	  few	  observations	  

of	  the	  target	  behaviour	  items	  or	  too	  few	  cases	  for	  generalizability.	  	  

	  

	  WBA	  mini-‐CEX	  design	  errors	  such	  as	  inappropriate	  case	  difficulty,	  biased	  items,	  

the	  bias	  or	  poor	   training	  of	   raters,	  may	   result	   in	  undue	   leniency	  or	   severity	  of	  

ratings	   that	  pose	   a	   threat	   to	   validity	   (Downing	  &	  Yudkowsky,	   2010,	   p.41;	   47	   -‐	  

49).	   	   Measurement	   errors	   related	   to	   construct	   validity	   therefore	   have	   the	  

potential	  to	  compromise	  the	  validity	  of	  Patient	  Safety	  mini-‐CEX	  assessment.	  

	  

Consequential	   validity,	   that	   is,	   how	   assessment	   impacts	   learning,	   may	   be	  

considered	   as	   a	   specific	   concept	  within	   the	  wider	   definition	   of	   validity,	   and	   is	  

seen	   as	   an	   essential	   element	   of	   assessments	   of	   competence	   in	   that	   it	   can	   be	  

strongly	   linked	   to	   the	   premise	   that	   	   ‘assessment	   drives	   learning’	   (Van	   der	  

Vleuten	   	   &	   Schuwirth	   2005,	   p314).	   	   This	   premise	   provides	   the	   rationale	   for	  

undertaking	  formative	  Patient	  Safety	  mini-‐CEX	  assessments.	  

	  

3.5.1.1:  Measurement  of  the  Internal  Validity  of  Performance  Examinations:  

G  Theory  

Generalizability	   Theory	   (G	   Theory)	   may	   be	   employed	   in	   establishing	   the	  

reliability	   or	   internal	   validity	   of	   performance	   tests	   with	   respect	   to	   how	   well	  

specific	   behaviours	   ‘generalize	   to	   the	   population	   or	   universe	   of	   behaviours’	   in	  

order	   to	   identify	   sources	   of	   error	   (Downing	   &	   Yudkowsky,	   2010,	   p.36).	  	  
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Generalizability	  Theory	  was	  considered	  as	  a	  measure	  of	  reliability	  for	  the	  Patient	  

Safety	   mini-‐CEX	   study,	   however	   participant	   numbers	   were	   insufficient	   for	  

generation	  of	  meaningful	  statistical	  measures.	  

	  

3.5.2:	  Fidelity	  (Fidelity	  to	  the	  Criterion)	  

The	   concept	   of	   ‘fidelity	   to	   the	   criterion’,	   also	   know	   as	   fidelity,	   describes	   the	  

extent	   to	  which	   ratings	   from	   performance	   tests	   such	   as	   OSCEs	   and	   simulation	  

encounters	   represent	   real-‐life	   patient	   encounters	   in	   clinical	   settings.	   	   Though	  

lacking	   authenticity,	   the	   term	   ‘implies	   some	  validity-‐type	   relationship	  between	  

scores	   or	   rating	   on	   the	   assessment	   and	   the	   ultimate	   ‘criterion’	   in	   real	   life	  

encounters,	   as	   for	   example,	   patient	   safety	   focussed	   performance	   in	   clinical	  

settings	  (Downing	  &	  Yudkowsky,	  2010,	  p.13).	  

	  

‘Face	  Validity’,	  on	  the	  other	  hand,	   ‘is	  refuted	  as	  a	   legitimate	  theoretical	  concept	  

within	   medical	   and	   health	   professional	   education	   scientific	   measurement	  

literature	   (Downing	   &	   Yudkowsky,	   2010).	   	   The	   terminology,	   though	   posseting	  

that	   a	   particular	   test	   item	   ‘looks	   like’	   and	   is	   capable	   of	   measuring	   an	   item,	   is	  

considered	   as	   a	   threat	   to	   validity	   (Downing	  &	  Yudkowsky,	   2010,	   pp.	   49	   –	  50).	  

The	   ‘looks	   like’	   phenomenon	  of	   a	   test	   item	   is	   an	   important	   consideration	  with	  

respect	  to	  test	  item	  selection	  in	  medicine	  theoretical	  and	  clinical	  education	  and	  

to	  the	  proposed	  Patient	  Safety	  mini-‐CEX.	  

	  

3.5.3:	  Reliability	  

Reliability	  may	  be	  defined	  as	  ‘a	  measure	  of	  the	  reproducibility	  or	  consistency	  of	  a	  	  
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test’	   (Wass,	   Van	   der	   Vleuten,	   Shatzer	   &	   Jones,	   2001,	   p.946;	   Downing	   &	  

Yudkowsky,	   2010);	   and	   the	   reproducibility	   of	   assessment	   scores	   (Van	   der	  

Vleuten	   &	   Schuwirth,	   2005).	   	   	   The	   reliability	   or	   reproducibility	   of	   assessment	  

scores	  is	  therefore	  considered	  to	  be	  critical	  elements	  of	  the	  study’s	  Patient	  Safety	  

mini-‐CEX	  design	  and	  testing	  processes	  with	  implications	  for	  its	  ongoing	  utility	  as	  

a	   patient	   safety	   focussed	   competency	   assessment	   tool.	   	   	   Statistical	   measures	  

employed	  in	  establishing	  competency	  assessment	  reliability	  are	  presented	  below	  

followed	   by	   discussion	   of	   the	   two	   essential	   assessment	   components	   of	  

Blueprinting	  and	  Standard	  Setting	  in	  medical	  education.	  

	  

3.5.3.1:  Statistical  Measures  of  Reliability  

Statistical	  tests	  commonly	  employed	  to	  establish	  the	  consistency	  estimates	  of	  	  

Reliability	   of	   test	   scores	   include	  Cronbach’s	   alpha,	   Pearson’s	   r	   and	   Spearman’s	  

rho	  (Downing	  &	  Yudkowsky,	  20120,	  p.66).	  	  

	  

Cronbach’s	  alpha	  is	  considered	  appropriate	  for	  assessing	  the	  average	  correlation	  

across	  raters	  (Downing	  &	  Yudkowsky,	  2010,	  p.	  70)	  where	  the	  reproducibility	  of	  

assessment	   scores	   is	   statistically	   represented	  as	  a	   coefficient	  within	  a	   range	  of	  

zero	  to	  one.	   	  Zero	   (0)	  equates	  to	   ‘no	  reliability’	  and	  one	  (1)	  represents	   ‘perfect	  

reliability’	   (Van	  der	  Vleuten	  &	  Schuwirth,	  2005,	  p.310;	  Downing	  &	  Yudkowsky,	  

2010).	  	  	  

Therefore,	   the	   closer	   the	   statistic	   is	   to	   ‘1’	   the	   higher	   the	   reliability	   of	   the	  

assessment	  scores.	  	  Van	  der	  Vleuten	  and	  Schuwirth	  (2005,	  p.310)	  suggest	  that	  a	  

common	  minimum	  acceptable	  value	  for	  a	  mini-‐CEX	  for	  example,	  is	  0.80.	  
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Cronbach’s	   alpha	  has	   implications	   for	   establishing	   the	   reliability	   of	   the	  Patient	  

Safety	  mini-‐CEX	  in	  this	  study.	  

	  

Other	   important	   considerations	   for	   establishing	   reliability	   with	   respect	   to	   the	  

Patient	   Safety	   min-‐CEX	   are	   those	   of	   Inter-‐Rater	   Reliability	   and	   Inter-‐Case	  

Reliability.	  	  	  	  

Inter-‐Rater	  Reliability	  is	   affected	   by	   the	   consistency	   of	   the	   raters’	   or	   assessors’	  

ratings.	  	  (Wass,	  Van	  der	  Vletuen,	  Shatzer	  &	  Jones,	  2001,	  p.946).	  	  	  The	  influence	  of	  

the	   raters’	   cognitive	   frameworks	   is	   further	   discussed	   under	   ‘Qualitative	   and	  

Quantitative	  Considerations’	  later	  in	  Chapter	  Three.	  

Inter-‐case	  reliability,	   reflecting	   candidates’	   performances	   over	   multiple	   clinical	  

testings,	   is	   subject	   to	   variation	   as	   a	   consequence	   of	   their	   previous	   clinical	  

experience,	   or	   lack	   of	   clinical	   experience	   (Wass,	   Van	   der	   Vletuen,	   Shatzer	   &	  

Jones,	  2001,	  p.946).	  

	  

3.5.4:	  Blueprinting	  and	  Standard	  Setting	  

Performance	   assessments,	   such	   as	   OSCEs,	   simulation	   testing	   and	   Workplace	  

Based	   Assessment	   at	   the	   medical	   graduate	   or	   specialty	   training	   level,	   require	  

that	  assessments	  be	  blueprinted	  against	  expected	  competencies	  for	  the	  doctors’	  

levels	   of	   practice	   according	   to	   specific	   curriculum	   frameworks	   (Wass,	   Van	   der	  

Vleuten,	  Shatzer	  &	  Jones,	  2001;	  Downing	  &	  Yudkowsky,	  2010).	  	  	  

	  

3.5.4.1:  Blueprinting  

Blueprinting	  requires	  that	  all	  of	  the	  elements	  of	  an	  assessment	  be	  matched	  with	  	  
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the	  curriculum	  content	  and	  learning	  objectives	  being	  assessed.	  	  This	  principle	  is	  

seen	  to	  be	  in	  line	  with	  the	  expectation	  that	  students’	  focus	  is	  on	  ‘learning’	  what	  is	  

expected	  to	  be	  assessed	  (Wass,	  Van	  der	  Vleuten,	  Shatzer	  &	  Jones,	  2001).	  	  	  	  

	  

Examples	   of	   such	   curriculum	   frameworks	   include	   the	   Australian	   Curriculum	  

Framework	   for	   Junior	   Doctors	   (ACFJD,	   2009);	   the	   CanMEDS	   (Royal	   College	   of	  

Physicians	   and	   Surgeons,	   Canada.	   2005);	   and	   the	   National	   Patient	   Safety	  

Education	  Framework	  (Australia).	  	  Each	  of	  these	  frameworks	  set	  out	  the	  specific	  

competencies	  required	  of	  postgraduate	  trainees	  within	  sets	  of	  competency	  areas.	  

	  

	  The	  CanMEDS	  Framework	   (2005,	  2009),	   structured	  around	  seven	  competency	  

areas	   or	   performance	   roles:	   Medical	   Expert,	   Communicator,	   Collaborator,	  

Manager,	  Health	  Advocate,	  Scholar,	  and	  Professional,	  describes	   the	   performance	  

standards	   expected	   of	   practising	   physicians.	   The	   central	   professional	  

competency	   is	   that	   of	   Medical	   Expert:	   a	   doctor	   who	   is	   able	   to	   ‘apply	   all	   the	  

competencies	   to	   collect	   and	   interpret	   information,	   make	   appropriate	   clinical	  

decisions,	   and	   carry	  out	  diagnostic	   and	   therapeutic	   interventions	  …	  within	   the	  

boundaries	  of	  their	  [medical]	  discipline’	  	  (RCPSC,	  2005,	  p.1)	  

	  

The	  Australian	  Curriculum	  Framework	  for	  Junior	  Doctors	  (ACFJD)	  (Figure	  3.5)	  is	  

structured	   around	   three	   learning	   (competency)	   areas:	   Clinical	   Management,	  

Communication	   and	   Professionalism.	   	   The	   three	   ACFJD	   learning	   areas	   are	  

comprised	   of	   eleven	   learning	   categories	   or	   competency	   items	   and	   populated	  

with	   63	   learning	   topics	   or	   competency	   items	   (Confederation	   of	   Postgraduate	  

Medical	   Councils,	   2006,	   2009).	   	   The	   ACFJD,	   is	   therefore,	   the	   appropriate	  
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framework	   for	   establishing	   the	   competency	   levels	   expected	   of	   junior	   doctors	  

with	  respect	   to	  Patient	  Safety	  min-‐CEX	  assessments	  and	   is	  presented	   in	  Figure	  

3.5.	  	  	  

The	  National	  Patient	  Safety	  Education	  Framework	   (NPSEF),	  which	  will	  provide	  

the	  curriculum	  content	  for	  the	  proposed	  Patient	  Safety	  mini-‐CEX,	  is	  discussed	  in	  

greater	  detail	  in	  the	  final	  section	  of	  this	  chapter.	  
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Figure	   3.5:	   Australian	   Junior	   Doctors	   Curriculum	   Framework:	   Version	   2.2	   (http://www.cpmec.org.au/files/Brochure%20final.pdf	   accessed	  August	  14,	  
2014)	  

http://www.cpmec.org.au/files/Brochure%20final.pdf
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3.5.4.2:  Standard  Setting    

Standard	  setting	  is	  pivotal	  to	  defensible	  Workplace	  Based	  Assessment	  processes.	  

A	   standard	   represents	   ‘a	   special	   score	   that	   serves	   as	   the	   boundary	   between	  

those	  who	  perform	  well	   enough	   and	   those	  who	  do	  not’	   (Norcini,	   2003,	   p.464).	  

Standards	  are	  ‘judgment’	  based	  measures	  and	  therefore	  represent	  an	  expression	  

of	  values’	  (Norcini,	  2003,	  p.464).	  	  	  In	  this	  context	  standard	  setting	  may	  be	  defined	  

as	   ‘a	   systematic	   way	   of	   gathering	   value	   judgments,	   reaching	   a	   consensus,	   and	  

expressing	  that	  consensus	  as	  a	  single	  score	  on	  a	  test’	  (Norcini,	  2001,	  p.464).	  

Downing	   and	   Yudkowsky	   (2010),	   on	   the	   other	   hand,	   contend	   that	   standard	  

setting	  is	  an	  arbitrary	  process,	  and	  as	  such,	  must	  be	  defensible.	  

	  

Standards	   may	   be	   ‘relative’	   or	   ‘absolute’.	   	   Relative	   standards	   or	   ‘norm’	  

referenced	  standards	  are	  used	  to	  define	  group	  passing	  or	  cut	  scores,	  and	  may	  be	  

raised	  or	  lowered	  according	  to	  the	  purpose	  of	  an	  assessment.	  	  	  Norm	  referenced	  

standards	  are	  most	  commonly	  applied	  to	  written	  tests	  (Downing	  &	  Yudkowsky,	  

2010)	  

	  

Competency	  assessment	  standards,	  on	  the	  other	  hand,	  are	  ‘absolute’.	  	   ‘Absolute’	  

or	   ‘criterion	   referenced’	   standards	   define	   a	   set	   or	   acceptable	   level	   of	   skill	  

mastery,	   performance	   or	   competence.	   Criterion	   referenced	   standard	   setting	  

prior	  to	  performance	  assessments	  such	  as	  Workplace	  Based	  Assessment	  allows	  

inferences	  to	  be	  drawn	  about	  acceptable	  levels	  of	  competence	  and	  the	  potential	  

to	  practice	  safely	  (Downing	  (Yudkowsky,	  2010)	  and	  are	  therefore	  applicable	  to	  

the	  work	  of	  this	  thesis.	  	  
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Defensible	   standard	   setting	   is	   subject	   to	  a	   set	  of	  defined	  processes	   that	   ensure	  

examinees’	   shared	   understanding	   of	   the	   expected	   performance	   standards.	   	   A	  

brief	  account	  of	  the	  accepted	  standard	  setting	  processes	  within	  the	  discipline	  of	  

medical	  education	  follows.	  

	  

3.5.4.3:  The  Standard  Setting  Process  in  Medicine  

The	  accepted	  standard	  setting	  process	  for	  medicine	  and	  the	  health	  professions’	  

assessments	  proceeds	  over	   a	   series	   of	   universally	   agreed	   stages	  or	   steps,	  with	  

standards	   being	   set	   according	   to	   one	   of	   six	   standards	   setting	   methods.	   	   	   It	   is	  

acknowledged	  however,	  that	  standard	  setting	  within	  medicine,	  particularly	  with	  

respect	   to	   performance	   based	   assessment	   and	   judges	   cognitive	   frameworks,	   is	  

highly	  problematic	  and	  requires	  wide	  sampling.	  	  

	  

The	   standard	   setting	   process	   commonly	   progresses	   through	   eight	   stages	   or	  

steps:	  Deciding	  on	  the	  type	  of	  standard:	  norm	  referenced	  (relative),	  or	  criterion	  

referenced	   (absolute);	   Selection	   of	   a	   standard	   setting	   method;	   Selection	   of	  

judges;	   preparing	   descriptions	   of	   performance	   categories;	   training	   judges;	  

collecting	  ratings	  (judgements);	  providing	  feedback	  to	  generate	  discussion;	  and,	  

providing	  results	  and	  evidence	  of	  validity	  to	  decision	  makers.	  

(Norcini,	  2003,	  pp.	  464	  –	  468;	  	  Downing	  &	  Yudkowsky,	  2010,	  pp.	  121	  -‐	  128).	  

	  

Standard	  Setting	  Methods	  

The	   process	   of	   standard	   setting	   defines	   the	  parameters	   of	   an	   assessment	  with	  

respect	   to	   the	   minimum	   acceptable	   levels	   of,	   for	   example,	   competence,	   for	   a	  

clinical	  assessment	  (Wass,	  Van	  der	  Vleuten,	  Shatzer	  &	  Jones,	  2001).	  
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Standard	  setting	  methods	  common	  to	  health	  sciences	  testing	  include	  the	  Angoff,	  

and	  Ebel	  test-‐based	  scores,	  used	  to	  calculate	  borderline	  examinee	  performance;	  

the	  compromise	  Hoftsee	  method;	  and	  Borderline,	  Contrasting	  Groups,	  and	  Body-‐

of–Work	   methods	   based	   on	   judges	   categorization	   of	   examinees	   performance.	  

(Downing	  &	  Yudkowsky,	  2010,	  p.122;	  	  Norcini,	  2003,	  pp.	  464	  -‐	  468).	  

	  

These	   six	   conventional	   standard	   setting	   methods	   are	   however,	   specifically	  

oriented	   to	   standard	   setting	   for	   Multiple	   Choice	   Questions	   (MCQ’s).	   	   Their	  

application	  to	  clinical	  assessment	  processes	  is	  limited	  to	  modified	  versions	  of	  the	  

Angoff	  and	  Contrasting	  Groups	  methods,	  with	  the	  assessee	  scores	  being	  based	  on	  

an	   overall	   performance	   rating	   rather	   than	   individual	   item	   ratings	   (Norcini,	  

2003).	  

	  

Selection	  of	  Judges	  or	  Assessors	  

Judge	  or	  assessor	  selection	  is	  critical	  to	  the	  integrity	  of	  an	  assessment	  from	  both	  

the	  standard	  setting	  and	  assessment	  perspectives.	  	  The	  selection	  criteria	  include	  

that	   the	   judges	   are	   content	   experts	   in	   the	   areas	   to	   be	   assessed,	   have	   an	  

understanding	   of	   the	   target	   or	   assessee	   population,	   represent	   a	   range	   of	  

appropriate	   professional	   roles,	   and	   be	   selected	   to	   modify	   possible	   gender,	  

ethnicity	  or	  age	  bias	  (Downing	  &	  Yudkowsky,	  2010;	  Norcini,	  2003).	  	  

	  

The	  appropriateness	  of	  assessors	  and	  the	  assessor	  selection	  process	  with	  respect	  

to	   Workplace	   Based	   Assessments	   is	   therefore	   critical	   to	   the	   integrity	   of	   an	  

assessment.	   	   This	   requirement	   is	   considered	   an	   essential	   element	   of	   patient	  
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safety	   focussed	   Workplace	   Based	   Assessments	   and	   Patient	   Safety	   mini-‐CEX	  

implementation.	  

	  

Preparing	  Descriptions	  of	  Performance	  Categories	  

This	  step	  requires	  the	  setting	  of	  proficiency	  standards	  for	  each	  criterion.	  	  That	  is,	  

identifying	  proficient,	  borderline	  and	  fail	  performance	  standards	  for	  each	  item.	  

Proficiency	  category	  testing	  is	  required	  to	  ensure	  reliability	  (Norcini,	  2003)	  with	  

performance	  standards	  established	  through	  criterion	  referencing	  (Wass,	  Van	  der	  

Vleuten	   &	   Jones,	   2001).	   	   	   Further,	   performance	   testing	   in	   clinical	   assessment	  

requires	  judgement	  of	  safety	  and	  competence	  to	  practice.	  	  	  

	  

Training	  Judges	  

Training	   of	   judges	   for	   performance	   tests	   requires	   that	   judges	   have	   a	   shared	  

understanding	   of	   the	   criteria	   that	   constitute	   a	   ‘passing’	   and	   ‘failing’	   assessee	  

performance.	   	   These	   judgements	   are	   based	   on	   the	   notion	   of	   the	   ‘borderline’	  

student	   defined	   by	   ‘Angoff’s	   work	   on	   ‘absolute’	   passing	   scores’	   (Downing	   and	  

Yudkowsky,	  2010,	  p.124).	  	  	  Wass,	  Van	  der	  Vleuten,	  Shatzer	  and	  Jones	  (2001,	  also	  

point	  out	  that	  ‘a	  clear	  standard	  needs	  to	  be	  defined,	  below	  which	  a	  doctor	  would	  

not	   be	   judged	   fit	   to	   practice’	   (Wass,	   Van	   der	   Vleuten,	   Shatzer	   &	   Jones,	   2001,	  

p.946)	  

	  

Collecting	   Ratings,	   Providing	   Feedback,	   and	   Providing	   Results	   and	   Evidence	   of	  

Validity	  to	  Decision	  Makers	  

The	  final	  three	  stages	  of	  the	  standard	  setting	  process,	  collecting	  ratings,	  	  
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providing	   feedback,	   and	   providing	   results	   and	   evidence	   of	   validity	   to	   decision	  

makers,	   proceed	   sequentially.	   	   Downing	   and	   Yudkowsy	   (2010)	   note	   that	   the	  

feedback	   step	   may	   involve	   an	   iterative	   process	   to	   reach	   consensus	   around	  

judgements	  of	  performance	  standards.	  

	  

3.5.4.4:  Standard  Setting  for  Performance  Tests  or  Clinical  Examinations  

Standard	  setting	  for	  clinical	  examinations	  such	  as	  Workplace	  Based	  Assessment	  

(WBA)	   equates	   to	   the	   ‘does’	   level	   of	  Miller’s	   Pyramid	   (Wass,	   Van	   der	   Vleuten,	  

Shatzer	  &	  Jones,	  2001).	  	  The	  goal	  of	  standard	  setting	  for	  WBA	  is	  to	  establish	  the	  

minimally	   acceptable	   performance	   standards	   across	   competency	   areas	   and	  

competency	   items.	   	   Both	   the	   standard	   setting	   and	   assessment	   processes	  

therefore	  require	  that	   judges	  are	  clinically	  competent	  in	  the	  performance	  areas	  

to	  be	  tested	  and	  have	  realistic	  expectations	  of	  assessees’	  performance	  levels.	  	  

	  

Van	  der	  Vleuten	  and	  Schuwirth	  (2005)	  argue	  that	  judges’	  subjective	  assessments	  

within	   these	   less	   standardized	   situations	   may	   be	   as	   equally	   reliable	   as	   those	  

from	   the	   more	   highly	   structured	   OSCE	   and	   simulation	   encounters.	   	   This	  

reliability	   is	   seen	   to	   be	   sample	   size	   dependent	  with	   respect	   to	   the	   number	   of	  

assessments	  required	  (Van	  der	  Vleuten	  &	  Schuwirth,	  2005,	  p.	  311)	  and	  supports	  

the	  earlier	  comment	  relating	  to	  the	  problematic	  nature	  of	  standard	  setting	  with	  

Workplace	  Based	  Assessments.	  

	  

Moreover,	   standard	   setting	   in	   the	   less	   structured	   assessment	   environments	   of	  

Workplace	  Based	  Assessment	  is	  compounded	  by	  the	  complexity	  of	  real	  patients’	  

problems	   and	   health	   care	   systems’	   environments	   requiring	   doctors	   to	  
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demonstrate	   the	  ability	   to	   integrate	   their	   clinical	  knowledge,	   clinical	   reasoning	  

and	  clinical	  skills	  (Norcini	  &	  McKinley,	  2007).	  

	  

Further	   it	   is	   argued	   that	   the	   complexities	   of	   performance	   assessment	   within	  

clinical	   contexts	   equate	   to	   an	   instructional	   design	  problem,	  where	   competency	  

measurement	   dimensions	   must	   include	   educational	   effect,	   feasibility,	  

acceptability,	   resource	   investment	   demands,	   utility	   and	   the	   qualitative	  

consideration	  of	  assessors	  or	  raters’	  cognitive	   frameworks	   	   (Van	  der	  Vleuten	  &	  

Schuwirth,	  2005;	  Norcini	  &	  McKinley,	  2007;	  Crossley	  &	  Jolly,	  2012).	  	  

	  

3.5.4.5:  Educational  Effect,  Feasibility,  Acceptability  

The	  intangible	  and	  less	  quantifiable	  elements	  of	  educational	  effect,	  feasibility	  and	  

acceptability	  may	  influence	  the	  selection	  of	  assessment	  methods	  within	  medical	  

education.	   	   That	   is,	   assessment	   methods	   may	   be	   purpose	   specific	   (Van	   der	  

Vleuten	  &	  Schuwirth,	  2005;	  Norcini,	  &	  McKinley,	  2007,	  p.240).	  	  

A	  short	  account	  of	  each	  of	  these	  intangible	  elements	  follows.	  

	  

Educational	  Effect	  

Educational	  effect	  describes	  the	  effect	  of	  an	  assessment	  process	  on	  an	  assessee’s	  

motivation	   to	   learn.	   	   Norcini	   and	   McKinley	   (2007)	   suggest	   that	   formative	  

assessment	   of	   clinical	   skills	   with	   real	   patients	   in	   clinical	   settings	   is	   a	   strong	  

motivation	   for	   assessees	   (junior	   doctors/	   PGY	   1	   and	   2	   level	   doctors,	   IMGs,	   or	  

medical	  students)	  to	  improve	  their	  clinical	  skills	  performance.	  	  	  
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Feasibility	  	  

The	   feasibility	   of	   an	   assessment	   method	   takes	   into	   account	   the	   efficiency,	  

affordability,	   logistics	  and	  resource	  constraints	  of	  an	  assessment	  method.	   	  Cost	  

and	  ease	  of	  implementation	  may	  therefore	  be	  strong	  determinates	  of	  assessment	  

method	  selection	  (Norcini	  &	  McKinley,	  2007).	  

	  

Acceptability	  

For	  an	  assessment	  to	  be	  acceptable,	  all	  stakeholders	  must	  be	  satisfied	  with	  both	  

the	  assessment	  process	  and	  the	  assessment	  results	  generated	  from	  the	  process.	  	  

Stakeholder	   groups	   influencing	   acceptability	   include	   faculty	   members,	   clinical	  

assessors,	  medical	  students	  and	  junior	  doctors	  (the	  assessees),	  patients,	  and	  the	  

patients’	  attendant	  physicians	  (Norcini	  	  &	  McKinley,	  2007,	  p.240).	  	  

	  

3.5.4.6:  ‘Utility’  and  ‘  Assessment  as  an  Educational  Design  Problem’  

Van	   der	   Vleuten	   and	   Schuwirth	   (2005)	   suggest	   that	   ‘assessment	   is	   an	  

educational	  design	  problem’	  and	  propose	  a	   conceptual	  model,	   the	  utility	  model	  

for	  determining	  the	  selection	  of	  assessment	  methods	  which	  are	  purpose	  specific.	  	  	  	  

The	  components	  or	  criteria	  of	  the	  utility	  model	  (validity,	  reliability,	  educational	  

effect	   and	   acceptability)	   ‘could	   be	   weighted	   according	   to	   the	   importance	  

attached	   to	   each	   of	   them	   by	   a	   specific	   user	   in	   a	   specific	   situation’	   (Van	   der	  

Vleuten	  &	  Schuwirth,	  2005,	  p.309).	  	  

	  

The	   ‘utility	   model’	   presents	   a	   qualitative	   perspective	   to	   the	   selection	   of	  

assessment	  methods	  within	  medical	  education	  and	   is	  based	  upon	  the	  notion	  of	  

compromise,	  (Van	  der	  Vleuten	  &	  Shuwirth,	  2005,	  p.	  310).	  
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Van	   der	   Vleuten	   and	   Schuwirth	   (2005)	   call	   for	   implementation	   of	   additional	  

qualitative	   focussed	   assessment	   methods	   ‘that	   rely	   on	   qualitative	   information	  

and	  thus	  require	  professional	  judgement”	  (Van	  der	  Vleuten	  &	  Shuwirth,	  2005,	  p.	  

310).	  

	  

3.6:      Measurement   of   Clinical   Competence   and   Performance   within              

Workplace   Based   Assessment   (WBA):   A   Consideration   of   Rating   and  

Response  Scale  Design  

	  
Assessment	  or	  measurement	  of	  competence	   in	  medical	  education	   is	  most	  often	  

considered	  to	  focus	  on	  quantifying	  the	  mastery	  of	  a	  specific	  clinical	  skill	  or	  sets	  

of	  related	  skills	  through	  psychometric	  testing	  based	  on	  the	  use	  of	  interval	  rating	  

scales	   (Downing	   &	   Yudkowsky,	   2010;	   Van	   der	   Vleuten	   &	   Schuwirth,	   2005;	  

Norcini,	  2005).	  	  	  

	  

Such	   rating	   scales	   may	   be	   defined	   as	   ‘collections	   of	   items	   combined	   into	   a	  

composite	  score	  and	  intended	  to	  reveal	  levels	  of	  theoretical	  variables	  not	  readily	  

observable	  by	  direct	  means’	  (De	  Vellis,	  2003,	  pp.	  8	  -‐9).	  They	  are,	  therefore,	  more	  

than	  check	  lists	  of	  whether	  a	  clinical	  action	  was	  ‘done’	  and	  ‘not	  done’	  (Downing	  

&	  Yudkowsy,	  2010,	  p224).	  

	  

3.6.1:  Workplace  Based  Assessment  and  Response  Scale  Design  

Workplace	   Based	   Assessments,	   however,	   require	   more	   sophisticated	   rating	  

scales	  ‘that	  provide	  the	  opportunity	  for	  observers	  to	  exercise	  expert	  judgement	  

and	  rate	  the	  quality	  of	  an	  action’	  and,	  therefore,	  assessments	  should	  be	  ‘aligned	  
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with	  the	  reality	  map	  of	  the	  judges’	  (Crossley	  &	  Jolly.	  2012,	  p.28).	  	  	  	  Inclusion	  of	  a	  

global	   rating	   scale	   option	   allows	   for	   an	   integrated	   rating	   of	   the	   quality	   of	   the	  

overall	  clinical	  performance	  (Downing	  &	  Yudkowsy,	  2010,	  p224).	  	  

	  The	   trend	   within	   Workplace	   Based	   Assessment	   however,	   has	   been	   to	   use	  

’analytic’	   scale	   items	   capable	   of	   multiple	   levels	   of	   performance	   (Downing	   &	  

Yudkowsy,	  2010,	  p224).	  

	  

Workplace	   Based	   Assessment	   formats,	   such	   as	   the	  mini-‐CEX,	   typically	   require	  

that	   assessors	   rate	   a	  medical	   trainee’s	   performance	   across	   five	   or	   six	   areas	   or	  

domains	  of	  clinical	  practice	   including:	  history	  taking;	  physical	  examination	  skills,	  

communication	  skills,	  clinical	  judgement,	  professionalism,	  organization/efficiency,	  

and	  an	  overall	  case	  rating	  (Norcini	  &	  Burch,	  2007,	  p.	  859).	  	  

	  

	  Judgements	  are	  made	  with	  reference	  to	  domain	  specific	  criterion	  or	  items.	  	  Mini-‐

CEX	  rating	  scale	   lengths	  generally	  range	   from	  a	  5	  to	  9	   item	  scale	  and	   include	  a	  

‘not	  observed	  option’	  (Norcini	  &	  Burch,	  2007).	  	  	  Length	  of	  scale	  has	  the	  potential	  

to	   influence	   reliability	   and	   longer	   scales	   are	   considered	   to	  provide	   raters	  with	  

more	   options	   for	   assigning	   meaning	   (DeVellis,	   2003,	   p.	   97).	   	   In	   line	   with	   this	  

recommendation,	   the	   thesis	   employs	   a	   nine-‐point	   rating	   scale	   in	   the	  

development	  and	  testing	  of	  the	  Patient	  Safety	  mini-‐CEX.	  

	  

Workplace	   Based	   Assessment	   response	   scale	   anchors	   may	   be	   constructed	   to	  

‘reflect	  linear	  graduations	  of	  performance’	  from	  ‘unsatisfactory’	  to	  ‘superior’,	  or	  

aligned	   with	   expected	   level	   of	   performance	   and	   stage	   of	   training	   (Crossley,	  

Johnson,	  Booth	  &	  Wade,	  2011,	  p.561).	  	  	  	  
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For	   example,	   the	   mini-‐CEX	   F2	   version	   used	   by	   the	   United	   Kingdom	   National	  

Health	   Service,	   assessed	   trainees	   on	   a	   6-‐point	   analytic	   scale	   with	   four	   ‘range’	  

anchors:	   Below	   expectations	   for	   F2	   completion	   (1	   &	   2);	   Borderline	   for	   F2	  

completion	  (3);	  Meets	  expectations	  for	  F2	  completion	  (4);	  Above	  expectations	  for	  

F2	  completion	   (5	   &	   6)	   (Norcini,	   2005,	   p.29;	   Figure	   3.4.)	   	   (Note:	   F2	   equates	   to	  

Foundation	  Level	  2	  doctors	  or	  PGY2	  doctors	  in	  the	  Australian	  context).	  

	  

3.6.2:	   A	   Consideration	   of	   Workplace	   Based	   Assessment	   Response	  

Scales	  and	  Contemporary	  Medical	  Education	  Theory	  Development	  

With	   respect	   to	   contemporary	  WBA	   response	   scales,	   Crossley	   and	   Jolly	   (2012)	  

contend	   that	   performance	   based	   assessment,	   focussing	   on	   the	   ‘does’	   level	   of	  

Miller’s	  Pyramid,	  essentially	  occurs	  through	  observation	  of	  clinical	  encounters	  in	  

the	   actual	   workplace	   rather	   than	   in	   	   ‘deconstructed’	   or	   testing	   environments.	  

Within	  these	  clinical	  contexts	  the	  medical	  trainee	  is	  required	  to	  demonstrate	  ‘all	  

of	   the	  component	  parts	  of	  a	  competence	  marshalled	  together	  and	   integrated	  to	  

deal	   with	   real	   workplace	   problems‘	   (Crossley	   &	   Jolly,	   2012,	   p.29;	   Crossley,	  

Johnson,	  Booth	  &	  Wade,	  2011).	  	  	  

	  

Crossley	   and	   Jolly	   (2012)	   propose	   a	   three-‐theme	   focus	   for	   the	   design	   of	  

contemporary	  Workplace	  Based	  Assessments	  for	  assessment	  of	  competence:	  

1. Testing	   for	   understanding	   in	   line	  with	   the	   Biggs	   and	   Collis,	   1982	   SOLO	  

(Structured	  Observed	  Learning	  Outcome*)	  framework;	  

2. Facilitating	  recognition	  of	  skills	  and	  attitudes	  as	  sharing	  equal	  importance	  

with	  knowledge	  in	  line	  with	  Blooms	  Taxonomy;	  and,	  	  



	   148	  

3. Incorporating	   assessor	   subjectivity	   and	   performance	   case-‐specificity	   in	  

the	  psychometric	  evaluation	  of	  assessment	  tools.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Crossley	  &	  Jolly,	  2012,	  p.	  29)	  

	  

	  Assessments	   rated	   on	   tools	   structured	   around	   traditional	   scales	  with	  minimal	  

normative	  descriptor	  anchors	  such	  as	  ‘unsatisfactory’,	  ‘satisfactory,	  ‘superior’,	  or	  

developmental	   scales	   such	   as	  Meets	   expectations	   for	   F2	   completion,	  have	   been	  

found	   to	   be	   unreliable	   and	   subject	   to	   variability	   with	   respect	   to	   raters’	  

interpretations	  (Crossley	  &	  Jolly,	  2012;	  Crossley,	  Johnson,	  Booth	  &	  Wade,	  2011).	  

	  

However,	  raters	  have	  been	  found	  to	  be	  generally	  in	  agreement	  about	  the	  overall	  

standard	  of	  a	  clinical	  performance,	  but	  ‘disagree	  over	  their	  interpretation	  of	  the	  

essential	   focus	  of	   the	  assessment	  (the	  assessment	  construct)	  or	  meaning	  of	   the	  

points	  on	  the	  scoring	  scales	  (the	  response	  format)	  (Crossley,	  Johnson,	  Booth	  	  &	  

Wade,	  2011,	  p.561).	   	  This	  finding	  has	  suggested	  that	  meaningful	  WBA	  response	  

scales	  should	  be	  oriented	  to	  the	  professional	   judgements	  of	  expert	  clinicians	  in	  

contrast	  to	  the	  ‘reductionist	  method	  of	  assessment	  reflected	  in	  the	  conventional	  

normative	  Workplace	  Based	  Assessment	  (WBA)	  item	  scales	  (Van	  der	  Vleuten	  &	  

Schurwirth,	  2005,	  p.313).	  

	  

Crossley,	   Johnson,	   Booth	   and	  Wade	   (2011)	   suggest	   that	   a	   normative	  mini-‐CEX	  

anchor	   such	   as	  Meets	  expectations	   for	  F2	   completion	   could	   be	   replaced	   with	   a	  

construct-‐aligned	  clinical	  anchor	  such	  as	   ‘Demonstrates	  sound	  consultation	  skills,	  

resulting	   in	   adequate	   history	   and/	   or	   examination	   findings	   [and]	   Shows	   basic	  
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clinical	  judgement	  following	  encounter’	  	  (Crossley,	  Johnson,	  Booth	  &	  Wade,	  2011,	  

p.	  564).	  

	  

In	   a	   study	   of	   2000	   medical	   students	   and	   4000	   assessors	   across	   24,322	  

assessments,	  Crossley,	  Johnson,	  Booth	  and	  Wade	  (2011)	  tested	  their	  hypothesis	  

that	   ‘assessment	   scales	   aligned	   to	   medical	   trainees’	   developing	   sophistication	  

and	   independence	   provide	   a	   more	   valid	   response	   construct	   for	   clinician	   –

assessors	   than	   conventional	   scales’	   	   (Crossley,	   Johnson,	   Booth	   &	  Wade,	   2011,	  

p.566).	  	  

Expert	  clinician	  professional	  judgements	  (as	  opposed	  to	  objective	  observations),	  

based	  on	  construct	  -‐	  aligned	  scales,	  were	  seen	  to	  demonstrate	  that	  these	  scales	  

facilitate	   greater	   assessor	   discrimination	   with	   respect	   to	   medical	   to	   trainees’	  

levels	  of	  performance	  in	  WBA	  (Crossley,	  Johnson,	  Booth	  &	  Wade,	  2011;	  Crossley	  

&	  Jolly,	  2012).	  

	  

	  Psychometric	   testing	   of	   data	   from	   the	   established	  mini-‐CEX	  WBA	   assessment	  

formats	   indicates	   that	   the	   lack	   of	   rater	   consensus	   may	   be	   attributed	   to	   the	  

instrument	  design.	   	   Studies	  by	   Crossley,	   Johnson,	  Booth	   and	  Wade	   (2011)	   and	  

Crossley	  and	  Jolly	  (2012)	  argue	  for	  the	  adoption	  of	  construct-‐aligned	  scales	  for	  

WBA	  to	  reflect	  the	  cognitive	  framework	  of	  the	  judges.	  	  

They	   contend	   that	   the	   pivotal	   construct	   underpinning	  WBA	   instrument	   design	  

should	   be	   that	   of	   ‘entrustability’,	   with	   the	   scales	   ‘specifically	   aligned	   to	   the	  

construct	   of	   developing	   clinical	   sophistication	   and	   independence’	   	   (Crossley	   &	  

Jolly,	  2012,	  p.30).	  	  	  
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The	  enhanced	  construct	  of	   ‘entrustability’	   is	  demonstrated	   in	  a	   recent	   study	  of	  

anaesthesia	  trainees	  and	  their	  assessors	  titled	  ‘Can	  I	  Leave	  the	  Theatre?’	  	  Weller,	  

Misur,	   Nicolson,	   Morris,	   Ure,	   Crossley	   and	   Jolly	   (2014)	   tested	   a	   criterion	  

referenced	  scoring	  system	  whereby	  anaesthesia	  assessors	  rated	  trainees	  on	  the	  

level	   of	   the	   supervision	   required	   for	   them	   to	   practice	   safely:	   constant	   direct	  

supervision,	   indirect	   supervision,	  or	   independent	  practice	  where	   the	  assessor/	  

supervisor	  could	  ‘leave	  the	  building’.	  

	  

3.6.3:	   The	   Case	   for	   Considering	   the	   Qualitative	   Dimensions	   of	  

Workplace	  Based	  Assessment	  

Van	  der	  Vleuten	  and	  Schuwirth	  (2005)	  consider	  that	   the	  move	  toward	  reliance	  

on	   the	   professional	   judgement	   of	   expert	   clinicians	   for	   rating	   of	   general	  

competence	  suggests	  that	  more	  qualitative	  assessment	  methods	  are	  called	  for.	  	  

They	  contend	  that:	  

‘As	  we	  move	   toward	   the	  assessment	  of	   complex	  competencies	  we	  will	  have	   to	  
rely	  more	  on	  other,	  and	  probably	  more	  qualitative	  sources	  of	  information	  than	  
we	  have	  been	  accustomed	  to	  and	  we	  will	  rely	  more	  on	  professional	   judgement	  
as	   a	   basis	   for	   decision	   making	   about	   the	   quality	   and	   the	   implications	   of	   that	  
information’.	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Van	  der	  Vleuten	  &	  Schuwirth,	  2005,	  p.313)	  

	  

Nevertheless,	  the	  complexities	  of	  competency	  assessment	  require	  the	  integration	  

of	  both	  quantitative	  and	  qualitative	  information	  from	  different	  sources	  (Van	  der	  

Vleuten	   &	   Schuwirth,	   2005)	   and	   the	   appointment	   of	   assessors	   best	   placed	   to	  

assess	  within	  a	  specific	  clinical	  contest	  (Crossley	  &	  Jolly,	  2012).	  
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3.7:   Feedback   in   Workplace   Based   Assessment:   Purposes   and  

Categories   of   Assessment   Feedback   in   Clinical   Settings   and   the  

Relationship  Between  Assessment  and  Learning              

	  
Contemporary	   assessments	   within	   in	   clinical	   settings	   are	   undertaken	   for	   the	  

purpose	  of	  providing	  performance	  feedback.	  	  Assessment	  performance	  feedback	  

may	  be	  categorized	  as	  either	  ‘formative’	  or	  ‘summative’.	  

Summative	  assessment	  may	  be	  defined	  as	  that	  which	  ‘sums	  up	  achievement	  in	  a	  

course	   of	   study’	   and	   represents	   ‘the	   final	   measurement	   of	   achievement	   and	  

usually	   counts	   heavily	   in	   the	   grading	   scheme’	   (Downing	   &	   Yudkowsky,	   2009,	  

p.15).	   	   In	   the	  clinical	  assessment	  context	  summative	  assessment	  serves	  to	  pass	  

judgement	  …	  on	  clinical	  performance’	  (AMC,	  2009,	  p.13).	  

	  

Formative	  assessment,	  on	   the	  other	  hand	   ‘is	  designed	   to	  be	  an	  ongoing	  part	  of	  

the	   instructional	  process	  and	   to	  support	  and	  enhance	   learning’	   (Shepard	  2000,	  

cited	  in	  Norcini	  &	  Birch,	  2008,	  p.	  856).	  	  	  

	  	  	  

Formative	  assessments	  within	  the	  context	  of	  Workplace	  Based	  Assessments	  are	  

widely	  used	  for	  the	  purpose	  of	   ‘assessing	  progress	  toward	  achieving	  the	  expected	  

standard	   of	   performance	   ……….in	   order	   for	   candidates	   to	   improve	   future	  

performances’	  (Van	  der	  Vleuten	  &	  Schuwirth,	  2005)	  and	  for	  making	  judgements	  

relating	  to	  ‘readiness	  to	  practice’	  (Wass,	  Van	  der	  Vleuten,	  Shatzer	  &	  Jones,	  2001).	  

	  

The	   Australian	   Medical	   Council	   (AMC)	   Workplace	   Based	   Assessment	   pilot	  

program	  for	  International	  Medical	  Graduates	  (2009)	  utilizes	  both	  formative	  and	  

summative	   assessments.	   Workplace	   Based	   Assessments	   within	   the	   AMC	   pilot	  
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program,	  however,	  are	  heavily	  summative	  assessment	  oriented	  (Nair,	  Alexander	  

&	  McGrath	  et	  al,	  2008;	  AMC,	  2009).	  	  

 

3.7.1:	  The	  relationship	  between	  Assessment	  and	  Learning	  

Wass,	   Van	   der	   Vleuten,	   Shatzer	   and	   Jones	   (2001)	   consider	   that	   the	   formative	  

aspect	  of	  assessment	  is	  an	  important	  factor	  for	  the	  promotion	  of	  learning	  within	  

complex	  clinical	  contexts.	   	  Further,	  they	  argue	  that	  as	   ‘assessment’	  does,	   in	  fact	  

‘drive	  learning’,	  ‘assessment	  should	  be	  both	  educational	  and	  formative’	  in	  ‘order	  

to	   ‘promote	   learning’	   (Wass	   et	   al	   2001,	   p.	   945;	   Van	   der	   Vleuten	   &	   Schuwirth,	  

2005;	  Norcini	  &	  Burch,	  2007).	  	  

The	   educational	   value	   of	   formative	   assessment	   has	   become	   widely	   accepted	  

within	  medical	   education	  assessment	   theory,	  particularly	  within	   the	   context	  of	  

Workplace	   Based	   Assessment	   (Wass,	   Van	   der	   Vleuten,	   Shatzer	   &	   Jones	   2001;	  

Southgate,	  Norcini,	  Mulholland	  et	  al,	  2001;	  Norcini	  &	  Burch,	  2007).	  	  	  

	  

Importantly,	  the	  potential	  for	  formative	  feedback	  to	  highlight	  a	  trainees	  progress	  

within	   the	   context	   of	   Workplace	   Based	   Assessment	   may	   act	   as	   a	   trigger	   for	  

engaging	   in	   further	   learning	  activities	  and	   thereby	  has	   the	  potential	   to	   ‘change	  

the	  behaviour	  of	  trainees’	  (Norcini	  &	  Burch,	  2007,	  p.855).	  	  

	  Van	   der	   Vleuten	   and	   Schuwirth	   (2005)	   further	   suggest	   that	   feedback	  

mechanisms	   are	   important	   components	   of	   good	  medical	   assessment	   programs	  

and	   ‘ensure	   that	   any	   final	   decision	   does	   not	   come	   as	   a	   total	   surprise	   to	   the	  

trainee’	  (Van	  der	  Vleuten	  &	  Schuwirth,	  2005,	  p.	  315).	  	  Further,	  unexpected	  final	  

assessment	   outcomes	   demonstrate	   a	   feedback	   mechanism	   failure	   (Van	   der	  

Vleuten	  &	  Schuwirth,	  2005,	  p.315).	  



	   153	  

Patient	  safety	  focussed	  formative	  feedback	  is	  seen	  to	  be	  essential	  to	  meaningful	  

Patient	  Safety	  mini-‐CEX	  assessments	  with	  respect	  to	  the	  work	  of	  this	  thesis.	  	  It	  is	  

appropriate,	   therefore,	   to	   consider	   briefly	   the	   dominant	   contemporary	  

theoretical	   and	  philosophical	  models	   and	  perspectives	  underpinning	   formative	  

assessments	  within	  the	  Workplace	  Based	  Assessment	  framework.	  

	  

3.7.2:	   The	   Theoretical	   and	   Philosophical	   Models	   Underpinning	  

Formative	   Assessment	   Feedback	   within	   a	   Workplace	   Based	  

Assessment	  Framework	  

The	   nature	   and	   structure	   of	   feedback	   in	   Workplace	   Based	   Assessment	   is	  

considered	   an	   essential	   outcome	   of	   assessments	   of	   competence;	   and	   feedback	  

itself,	   an	   important	   component	   of	   the	   clinical	   assessment	   process	   (Silverman,	  

Kurtz	  &	  Draper,	  1998,	  2002,	  2004.	  &	  2005).	  	  	  

	  

Feedback	   discussion	   between	   a	   trainee	   and	   assessor	   may	   be	   formal,	   for	   the	  

purpose	  of	  accrediting	  the	  doctor	  in	  specific	  areas;	  or	  informal.	  	  Both	  formal	  and	  

informal	  feedback	  may	  incorporate	  written	  components,	  or	  may	  be	  limited	  to	  a	  

discussion	  between	  the	  assessor	  and	  the	  assessee.	  

	  

Examples	  of	  clinically	  oriented	  feedback	  models	  and	  philosophical	  approaches	  to	  

feedback	  employed	  within	  medical	   education	   assessment	  are	  presented	  below.	  	  

These	   include	   the	   Pendleton	  Model	   (2004)	   and	   the	   Calgary-‐Cambridge	   (2003)	  

model	  of	  feedback	  and	  the	  informed	  educational	  theory	  approaches	  of	  Boud	  and	  

Molloy	  (2000,	  2006,	  2013).	  	  
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3.7.2.1:  Structured  Feedback  Models  

	  Structured	   feedback	   models	   that	   have	   been	   long	   established	   and	   adopted	   by	  

medical	   education	   include	   the	   Pendleton	   Model	   of	   Feedback	   (2004)	   and	   the	  

feedback	  process	  set	  out	  by	  Silverman,	  Kurtz	  and	  Draper	  (2005).	  

Pendleton’s	  Model	  of	  Feedback	  

The	  Pendleton	  Model	  sets	  out	  a	  step-‐by-‐step	  method	  whereby	  the	  assessee	  (the	  

student)	  and	  assessor	  (the	  teacher)	  both	  identify	  the	  positive	  aspects	  of	  a	  clinical	  

performance	   followed	   by	   discussion	   of	   agreed	   areas	   for	   improvement	   (or	  

negative	  aspects	  for	  improvement)	  of	  clinical	  performance	  (Pendleton,	  Schofield,	  

Tate	  &	  Havelock,	  2004).	  	  

The	  Pendleton	  model	  was	  developed	  in	  response	  to	  criticism	  about	  the	  ‘feedback	  

sandwich’	  approach	  where	  the	  student	  and	  teacher	  exchanged	  comments	  about	  

the	  positive	  and	  negative	  aspects	  of	  the	  student’s	  performance.	  	  Critics	  however,	  

have	  considered	  the	  structure	  of	  the	  Pendleton	  feedback	  process	  to	  be	  similarly	  

artificial	  in	  that	  it:	  

‘may	  prevent	  the	  teacher	  and	  learner	  ‘getting	  to	  the	  heart	  of	  the	  matter’	  (that	  is)	  
…the	  essential	   feedback	  conversation	  is	  what	  the	   learner	  feels	  he	  or	  she	  didn’t	  
do	  well	  and	  wants	  to	  work	  on;	  the	  deficits	   in	  performance	  that	  the	   learner	  did	  
not	  detect;	   and	  how	   the	   learner	  plans	   to	  deal	  with	   the	   identified	  performance	  
deficits.’	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Cantillon	  &	  Sargeant,	  2008),	  p.1294).	  
	  
	  
	  

The	  Calgary-‐Cambridge	  Model:	  Silverman,	  Kurtz,	  Draper	  Model	  (2003)	  

The	   Silverman,	   Kurtz	   and	   Draper	   (1996)	   Calgary-‐Cambridge	   Model	   was	  

developed	   in	   response	   to	   their	   dissatisfaction	   with	   the	   Pendleton	   Model	   of	  

Feedback	  which	  they	  saw	  as	  too	  teacher	  focussed.	  	  Silverman,	  Kurtz	  and	  Draper	  

(1998,	   2005)	   considered	   that	   feedback	   should	   be	   ‘learner’	   centred	   and	   reflect	  
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the	   learner’s	   agenda	   –	   especially	   within	   the	   postgraduate	   training	   years	   in	  

medicine.	  

The	  Calgary-‐Cambridge	  Model	  presents	  a	  conceptual	  communication	  framework	  

‘that	  “marries”	  the	  content	  and	  process	  in	  clinical	  method	  teaching	  with	  the	  tasks	  

and	   objectives	   of	   the	   medical	   interview’	   (Katz,	   Silverman,	   Benson	   &	   Draper,	  

2003,	   p.802).	   The	   model	   seeks	   to	   build	   the	   doctor-‐patient	   relationship	   and	  

facilitate	  effective	  objective	  focussed	  feedback	  (Silverman,	  Katz	  &	  Draper,	  2005).	  

	  

Katz,	   Silverman,	   Benson	   and	   Draper	   (2003)	   highlight	   the	   pivotal	   role	   of	  

communication	   within	   the	   clinical	   encounter	   and	   the	   imperative	   to	   focus	   on	  

communication	   within	   the	   context	   of	   assessments	   of	   competence	   in	   clinical	  

encounters	  with	  patients.	   	  Their	  Calgary	  Cambridge	  Model	  seeks	  to	  address	  the	  

key	   role	   of	   communication	   and	   the	   difficulties	   of	   communication	   competency	  

assessment	  from	  the	  perspective	  of	  the	  doctor/patient	  encounter.	  	  They	  identify	  

the	   four	  key	  areas	  of	  difficulty	  with	  respect	   to	   the	   implementation	  (integration	  

and	  teaching)	  and	  assessment	  of	  effective	  doctor/patient	  communication:	  

1. Integrating	  communication	  with	  other	  clinical	  skills;	  

2. Ensuring	   that	   clinical	   faculty	   support	   and	   teach	   communication	   beyond	  

the	  formal	  communication	  course	  (that	  is:	  at	  the	  bedside);	  

3. Extending	   communication	   training	   coherently	   into	   clerkship	   and	  

residency;	  

4. Applying	  communication	  skills	  in	  real-‐life	  practice	  at	  a	  professional	  level	  

of	  competence.	  (Katz,	  Silverman,	  Benson	  &	  Draper,	  2003,	  pp.	  802	  –	  803).	  
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3.7.3:	   Contemporary	   Informed	   Educational	   Theory	   Approaches	   to	  

Feedback	  and	  the	  Nature	  of	  Formative	  Feedback	  

The	  educational	  theory	  perspectives	  of	  Boud	  (2000,	  2006,	  2009,	  2010)	  and	  Boud	  

and	  Molloy	  (2013)	  have	  informed	  the	  nature	  of	  patient	  safety	  focussed	  formative	  

feedback	  practices	  within	  Workplace	  Based	  Assessment.	  

	  

Boud	   (2000,	   2006,	   2009,	   2010)	   views	   assessment	   as	   an	   essential	   element	   of	   a	  

life-‐long	   or	   long-‐term	   learning	   process,	   articulated	   through	   the	   conceptual	  

framework	  of	  Assessment	  Futures:	  a	  philosophical	  position	  that	  supports	  patient	  

safety	   focussed	   assessment	   for	  medical	   trainees.	   	   Boud	   and	  Molloy	   propose	   a	  

model	  where	  students	  play	  an	  active	  role	  in	  soliciting	  and	  using	  feedback	  (Boud	  

&	  Molloy,	  2013).	  

3.7.3.1:  Boud:  Assessment  Futures  

The	  proposition	  underpinning	  the	  Assessment	  Futures	  Conceptual	  Framework	  is	  

that	  of	  shifting	  the	  focus	  of	  assessment	  in	  higher	  education	  from	  a	  burdensome	  

requirement	   for	  successful	   transition	  through	   levels	  of	  an	  educational	  program	  

to	  one	  where	  assessment	   facilitates	   life-‐long	   learning	  (Boud,	  2000,	  2006,	  2009,	  

2010).	  

	  

The	   key	   concepts	   underpinning	   Assessment	   Futures	   are	   those	   of	   sustainable	  

assessments	   that	   allow	   students	   to	   develop	   informed	   judgements	   as	   construct	  

reflexive	  learners	  in	  order	  to	  prepare	  them	  for	  future	  practice	  (Boud,	  2006;	  Boud	  

&	  Falchikov,	  2006).	  
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The	  Assessment	  Futures	  conceptual	  framework	  for	  higher	  education	  is	  based	  on	  

the	   assumptions	   that	   assessment	   must	   ‘focus	   on	   learning	   rather	   than	  

performance‘	  and	  therefore	  should:	  

1. Contribute	  positively	  to	  students’	  learning;	  

2. Take	  a	  view	  of	  what	  is	  to	  be	  learned	  and	  how	  it	  is	  to	  be	  aligned	  to	  learning	  

beyond	  the	  assessment	  time-‐scale;	  

3. Develop	   students’	   ability	   to	   make	   judgements	   about	   what	   constitutes	  

good	  work;	  

4. Position	  students	  as	  active	  learners;	  and,	  

5. Engage	  students	  in	  the	  processes	  of	  seeing	  themselves	  as	  people	  who	  will	  

contribute	  to	  practice,	  whatever	  that	  practice	  might	  be.	  

(Boud,	  2006:	  www.uts.edu/au/research-‐and-‐teach-‐and	  leaning/	  

assessment	  futures/conceptual	  framework:	  Accessed	  July2013)	  

(Boud	  &	  Falchikov,	  2006,	  p.408).	  

	  

The	  timeliness	  of	  feedback	  is	  also	  seen	  an	  essential	  component	  of	  assessment	  in	  

that	  it	  enables	  students	  and	  trainees	  to	  become	  responsible	  partners	  in	  learning	  

and	   assessment,	   and	   to	   build	   on	   these	   experiences	   to	   be	   able	   to	   facilitate	  

feedback	  to	  others	  (Boud,	  2009).	  

	  

Boud	   and	   Falchikov	   (2006)	   consider	   that	   feedback	   comments	   should	   be	  

separated	   from	   assessment	   grades	   in	   order	   to	   avoid	   student	   distraction	   and	  

likely	  lack	  of	  engagement	  with	  feedback.	  	  Further,	  feedback	  comments	  should	  be	  

presented	   in	   a	   manner	   that	   positively	   influences	   future	   learning	   (Boud	   &	  

Falchikov,	  2006,	  p.408).	  

http://www.uts.edu/au/research-and-teach-and%20leaning/%20assessment%20futures/
http://www.uts.edu/au/research-and-teach-and%20leaning/%20assessment%20futures/
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3.7.3.2:   The   Active   Role   of   Students   in   Soliciting   and   Using   Feedback:   Mark   2  

Feedback  

Molloy	   and	   Boud	   (2013)	   present	   an	   evolving	   model	   of	   feedback:	   Mark	   2	  

Feedback	  that	  acknowledges	  that	  students	  need	  to	  have	  ‘a	  greater	  role	  in	  making	  

judgements	  about	  their	  learning’	  (Molloy	  &	  Boud,	  2013,	  p.23),	  while	  recognizing	  

that	  students	  within	  clinical	  environments	  ‘have	  poor	  capacity…	  	  in	  isolation	  for	  

accurate	   self	   assessment’	   (Eva	   &	   Regehr,	   2005,	   cited	   in	   Boud	  &	  Molloy,	   2012,	  

p.22).	  

	  

Mark	  2	  Feedback	   recognizes	   the	   active	   role	   of	   students	   in	   soliciting	   and	   using	  

feedback,	  in	  that:	  

 Students	  orientation	  should	  be	  to	   the	  standards	  of	  work	  and	  purpose	  of	  

feedback;	  

 Students	  should	  judge	  their	  own	  work	  and	  ask	  for	  specific	  feedback;	  

 Others	  should	  judge	  students	  work,	  followed	  by	  comparative	  judgements;	  

and,	  

 A	  plan	  for	  improved	  work	  should	  be	  agreed	  upon.	  

(Molloy	  &	  Boud	  2013,	  p.23)	  

	  

3.  8:  The  Relationship  Between  Assessment  of  Clinical  Competence  and  

Performance,   Patient   Safety   Performance   Measures,   and   Healthcare  

Systems  Frameworks  and  Models    

For	  Patient	  Safety	  to	  be	  recognized	  as	  a	  credible	  focus	  for	  assessments	  of	  clinical	  

competence	   and	   performance,	   patient	   safety	   curricula	   must	   be	   clearly	  

articulated	   and	   embedded	   within	   both	   the	   wider	   medical	   education	   curricula	  
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arena	  and	  in	  clinical	  practice	  and	  assessment	  frameworks.	  	  Further,	  such	  patient	  

safety	  curricula	  must	  have	  relevance	  to	  the	  health	  care	  settings	  and	  systems	   in	  

which	  medical	   practitioners	  work,	   including	   the	   regulatory	   and	   safety	   systems	  

and	  models.	  	  

	  

This	   section	   of	   Chapter	   Three	   seeks	   to	   establish	   the	   links	   between	   the	  

educational	   and	   clinical	   practice	   arenas	   where	   medical	   education	   and	   patient	  

safety	  curricula	  merge,	  and	  the	  educational	  and	  health	  care	  system	  frameworks	  

in	  which	  medical	  education	  and	  clinical	  practice	  takes	  place.	  	  	  

It	   will	   consider	   briefly	   the	   Australian	   National	   Patient	   Safety	   Education	  

Framework	  (NPSEF)	  and	  a	  systems	  model	  that	  proposes	  a	  relationship	  between	  

performance	  measures,	  clinical	  context	  and	  health	  care	  systems.	  

	  

3.8.1:	  The	  National	  Patient	  Safety	  Education	  Framework	  (NPSEF)	  

The	   National	   Patient	   Safety	   Education	   Framework	   (NPSEF)	   (ACSQHS,	   2005;	  

Walton	  &	  Elliot,	  2006;	  Walton,	  2006)	  sets	  out	  an	  evidence-‐based	  patient	  safety	  

curriculum	   structured	   around	   7	   Learning	   Categories	   and	   22	   Learning	   Topics	  

(Figure	  3.	  5)	  

	  
Figure	   3.6:	   Structure	   of	   the	   NPSEF:	  WHO	   Patient	   Safety	   Curriculum	   Framework	  
Learning	  Categories	  &	  Learning	  Domains	  	  
Source:	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools,	  2008,	  p.3)	  
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3.8.2:	  The	  Relationship	  Between	  Patient	  Safety	  Frameworks,	  Patient	  

Safety	  Performance	  Measures	  and	  Health	  Care	  Systems.	  

	  

Health	  care	  systems	  and	  their	  related	  clinical	  environments	  in	  which	  doctors	  and	  

patients	   interact	  have	  the	  potential	   to	   influence	  both	  the	  safety	  of	  patients	  and	  

the	   clinical	   performance	   of	   doctors.	   	   Analysis	   of	   healthcare	   systems	   from	   a	  

patient	   safety	  perspective	   suggests	   that	  healthcare	   systems	  may	  be	   considered	  

as	   belonging	   to	   one	   of	   three	   broad	   categories:	   the	   systems	   approach	   to	  

organizational	   error;	   the	   clinical	   practice	   and	   regulatory	   approaches	   based	   on	  

performance	   standards;	   and	   the	   educational	   approach	   through	   patient	   safety	  

curricula	  and	  frameworks.	  	  	  These	  category	  specific	  models	  will	  be	  examined	  in	  

greater	  detail	  in	  Chapter	  Ten.	  	  

The	   discussion	   in	   Chapter	   Three	  will,	   therefore,	   be	   confined	   to	   the	   Southgate,	  

Hays,	  Norcini,	  Mulholland	  and	  Ayers	  et	  al	  (2001)	  clinical	  practice	  and	  regulatory	  

approach:	   Conceptual	   framework	   for	   the	   relationship	   between	   performance	  

measure	  and	  context:	  a	  dynamic	  cycle	  of	  influence.	  	  

	  

This	   framework	   identifies	   the	   multiple	   regulatory,	   medical	   and	   health	   care	  

worker,	   and	   patient	   outcome	   components	   of	   complex	   health	   systems.	  

Specifically,	   the	   Southgate	   et	   al	   (2001)	   model	   seeks	   to	   identify	   the	   critical	  

components	   of	   health	   systems’	   quality	   and	   safety	   measures	   in	   relation	   to	  

determining	  standards	  of	  care	  and	  clinical	  performance.	  	  The	  work	  of	  the	  thesis,	  

in	  proposing	  patient	  safety	  focussed	  assessments	  of	  clinical	  competence,	  is	  seen	  

to	  sit	  within	  this	  complex	  framework	  where	  performance	  may	  be	  impeded	  by	  the	  

multiple	   factors	   that	   influence	   the	   continuum	   of	   performance	   at	   the	   clinical	  

practice	  level.	  	  
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The	  Southgate	  et	  al	  framework	  is	  presented	  below	  in	  Figure	  3.7.	  

	  

	  
Figure	   3.7:	   Conceptual	   framework	   for	   the	   relationship	   between	   performance	  
measure	  and	  context:	  a	  dynamic	  cycle	  of	  influence.	  	  
Source:	  Southgate	  et	  al	  (2001)	  p.477	  
	  
	  

  

3.9:  Conclusion:  Summary  of  Chapter  Three  

The	   focus	  of	  Chapter	  Three	  has	  been	  on	  the	   theoretical	  models	  and	  conceptual	  

frameworks	   guiding	   assessment	   of	   clinical	   competence	   in	   medicine,	   and	  

specifically	   competence	   as	   it	   relates	   to	   assessment	   of	   clinical	   competence	   and	  

performance	   from	   the	   perspective	   of	   patient	   safety.	   	   Dominant	   theoretical	  

frameworks	   including	   Miller’s	   Pyramid	   and	   the	   Cambridge	   Model	   were	  

examined.	  	  

	  

The	   purpose	   and	   contexts	   of	   clinical	   assessment	   were	   presented	   and	   aligned	  

with	   the	   theoretical	   perspectives	   and	   criteria	   for	   Mini-‐Clinical	   Examination	  

(mini-‐CEX)	  tool	  design	  and	  establishing	  reliable	  measures	  of	  competence.	  	  	  
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Chapter	   Three	   has	   discussed	   those	   theoretical	   and	   curricula	   frameworks	   and	  

models	   and	   the	   related	   concepts	   and	   processes	   drawn	   from	   the	   discipline	   of	  

medical	   education,	   that	   support	   the	   development	   and	   testing	   of	   a	   formative	  

Workplace	   Based	   Assessment	   (WBA)	   approach	   to	   patient	   safety	   focussed	  

assessments	   of	   clinical	   competence	   for	   medical	   trainees	   in	   the	   early	  

postgraduate	  years.	  	  The	  issues	  of	  validity,	  reliability,	  standard	  setting	  and	  utility	  

of	   assessments	   of	   clinical	   competence	   were	   explored	   within	   contemporary	  

medical	  education	  competency	  assessment	  frameworks.	  

	  

The	  theoretical	  perspectives	  and	  criteria	  for	  assessment	  tool	  design	  with	  respect	  

to	   the	   measurement	   of	   the	   defined	   concepts	   of	   competence	   and	   performance	  

were	   presented	   within	   the	   Workplace	   Based	   Assessment	   (WBA)	   Mini	   Clinical	  

Evaluation	   Exercise	   (mini-‐CEX)	   context.	   	   Evidence-‐based	   and	   established	  

medical	   education	   literature,	   including	   the	   work	   of	   Van	   der	   Vleuten	   (2001,	  

2005);	  Norcini	  (2000,	  2003,	  2005,	  2007),	  Crossley	  and	  Jolly	  (2012)	  support	  the	  

concepts	  and	  principles	  set	  out	  in	  Chapter	  Three.	  	  

	  

The	  chapter	  informs	  the	  work	  of	  this	  thesis	  with	  respect	  to	  the	  development	  and	  

testing	   of	   a	   Patient	   Safety	   mini-‐CEX	   Workplace	   Based	   Assessment	   Tool	   and	  

provides	  a	  short	  analysis	  of	  healthcare	  systems	  approaches	  to	  error	  with	  respect	  

to	   the	   patient	   safety	   related	   concepts	   of	   ‘risk	   and	   ‘adverse	   event’.	   	   The	  

relationship	  between	  ‘risk’,	   ‘adverse	  event’	  and	  healthcare	  systems	  is	  presented	  

briefly	  in	  line	  with	  Research	  Objective	  4	  and	  Research	  Question	  4:	  to	  propose	  a	  

patient	  safety	  education	  and	  healthcare	  systems	  theoretical	  model.	  	  
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Feedback	   as	   an	   essential	   outcome	   of	  Workplace	   Based	   Assessments	   of	   clinical	  

competence	   was	   presented	   from	   the	   medical	   education	   assessment	   literature	  

including	  that	  of	  Van	  der	  Vlueten;	  the	  established	  feedback	  models	  of	  Pendleton	  

(2004)	  and	  the	  Calgary-‐Cambridge	  Model	  (Silverman,	  Katz	  &	  Draper	  (2005);	  and	  

the	   informed	   educational	   theory	   perspectives	   of	   Boud’s	   (2000)	   Assessment	  

Futures,	  and,	  Molloy	  and	  Boud’s	  (2013)	  Mark	  11	  Feedback:	  Active	  role	  of	  students	  

in	  soliciting	  and	  using	  feedback.	  

	  

The	   Chapter	   concludes	   by	   aligning	   assessment	   of	   clinical	   competence	   from	   a	  

patient	  safety	  perspective	  with	  the	  adoption	  of	  a	  patient	  safety	  focussed	  medical	  

curricula	   that	   is	   embedded	   in	   the	   healthcare	   environments	   in	   which	   doctors’	  

train	  (Norcini	  &	  Burch,	  2007).	  	  	  

	  

Finally,	   it	   presents	   the	   Conceptual	   framework	   for	   the	   relationship	   between	  

performance	   measure	   and	   context:	   a	   dynamic	   cycle	   of	   influence	   proposed	   by	  

Southgate	  et	  al	  (2001)	  in	  support	  of	  the	  patient	  safety	  education	  and	  healthcare	  

systems	  theoretical	  model	  proposed	  by	  Objective	  4	  of	  the	  thesis.	  	  
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  Chapter  Four  

METHODS  
Discussion  of  Methodological  Considerations  

	  
	  

4.1:  Introduction  to  Chapter  Four  

Chapter	   Four	   presents	   the	   seven-‐phase	   research	   design	   supporting	   the	  

processes	  of	  clinical	  assessment	  framework	  selection,	  development,	  testing	  and	  

validation	  of	   a	   criterion-‐based	   generic	  patient	   safety	   focussed	   assessment	   tool,	  

the	  Patient	  Safety	  mini-‐CEX	  (PSMC).	  	  The	  theoretical	  underpinnings	  of	  the	  mini-‐

CEX	   tool	   are	   presented	   in	   Chapter	   Three	   and	   the	   rationale	   for	   selection	   and	  

adoption	   of	   the	   mini-‐CEX	   framework	   is	   established	   in	   results	   Chapter	   Five.	  	  

Assessment	  tool	  selection	  formed	  a	  critical	  component	  of	  the	  study	  methodology.	  	  	  

Presentation	   of	   the	   Chapter	   Four	   research	   structure	   and	   the	   methodological	  

sequences	  are	  supported	  by	  a	  series	  of	  tables.	  	  

	  

The	   chapter	   also	   describes	   the	   research	   strategies	   underpinning	   the	  

establishment	   of	   an	   Evidence-‐based	   Patient	   Safety	   Education	   Model	   to	  

operationalize	  the	  National	  Patient	  Safety	  Education	  Framework	  (NPSEF)	  (2005)	  

and	  the	  related	  WHO	  Patient	  Safety	  Curriculum	  Framework	  for	  Medical	  Schools	  

(2009)	  through	  a	  comprehensive	  review	  and	  mapping	  of	  targeted	  international	  

medical	  and	  patient	  safety	  curricula	   literature;	  stakeholder	  engagement;	  expert	  

comment;	  and	  clinical	  scenario	  testing	  processes.	  

Consideration	   is	  given	   to	  the	  protocols	  and	  procedures	  guiding	  the	  selection	  of	  

participant	   groups	   and	   participant	   specific	   recruitment	   processes	   across	   the	  

seven	  developmental	  and	  testing	  phases.	  
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Finally,	   the	  methodological	   issues	   of	   validity,	   reliability	   and	   feasibility	   through	  

triangulation	   of	  method	   and	   data	   analysis	  will	   be	   considered.	   	   Ethics	   approval	  

processes	  will	  be	  addressed.	  

	  

The	   thesis	  methodology,	   incorporating	   an	   extensive	   account	   of	   the	   theoretical	  

frameworks	   and	   models	   underpinning	   the	   assessment	   of	   clinical	   competence	  

within	  a	  patient	  safety	  curriculum	  framework,	  is	  presented	  in	  the	  Chapter	  Three.	  	  

The	   focus	   of	   Chapter	   Four,	   therefore,	   is	   confined	   to	   describing	   the	   research	  

methods,	  along	  with	  a	  brief	  methodological	  defence.	  	  

	  	  

Chapter	   Four	   will	   be	   presented	   according	   to	   the	   following	   structure:	  

Introduction,	   the	   Thesis	   Seven-‐Phase	   Research	   Design;	   Participant	   Groups;	  

Participant	   Recruitment,	   Sample	   Sizes	   and	   Inclusion	   and	   Exclusion	   Criteria;	  

Research	   Tools:	   Development	   of	   a	   criterion-‐based	   generic	   patient	   safety	  

focussed	   assessment	   tool	   (the	   Patient	   Safety	   mini-‐CEX);	   Measurement	  

Considerations;	  Research	  Protocols	  and	  Procedures	  relating	  to	  Standard	  Setting,	  

Measures	   of	   Validity	   and	   Reliability,	   Participant	   Feedback,	   Data	   Analysis,	   and	  

Ethical	  Considerations.	  	  	  Chapter	  Four	  will	  conclude	  with	  a	  Summary	  Conclusion.	  

	  

4.2:  Introduction  to  the  Research  Methods  

Chapter	   Four	   describes	   the	   research	  methods	   for	   the	   development,	   validation	  

and	   testing	   of	   a	   criterion-‐based	   generic	   patient	   safety	   assessment	   tool,	   the	  

Patient	   Safety	   mini-‐CEX	   (PSMC)	   for	   the	   purpose	   of	   assessing	   patient	   safety	  

focussed	   clinical	   and	   professional	   competence	   in	   order	   to	   provide	   formative	  

performance	   feedback	   to	  doctors	  employed	   in	  Postgraduate	  Year	  One	  and	  Two	  
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(PGY1	   &	   PGY2)	   positions.	   The	   case	   for	   identifying	   and	   adopting	   the	  mini-‐CEX	  

tool	   framework	   for	   the	   patient	   safety	   competency	   assessment	   tool	   is	   outlined	  

under	  4.6.1	   of	   this	   chapter	   and	  described	   in	  greater	  detail	   in	   the	  next	   chapter,	  

Chapter	   Five.	   	   The	  mini-‐CEX	   is	   introduced	   earlier	   in	  Chapter	  Two	  and	  Chapter	  

Three	  in	  the	  context	  of	  Workplace	  Based	  Assessment	  tool	  design	  review.	  	  	  	  

The	   study	   design	   incorporates	   curriculum	   analysis	   and	   mapping,	   expert	  

informed	  comment,	  survey,	  and	  clinical	  observation	  methods.	  

	  

Methodological	   considerations	   will	   reflect	   the	   thesis	   intent:	   that	   of	  

operationalizing	   two	   evidence-‐based	   patient	   safety	   curricula	   (The	   National	  

Patient	   Safety	   Education	   Framework	   and	   the	   related	   WHO	   Patient	   Safety	  

Curriculum	  Guide	  for	  Medical	  Schools)	  within	  an	  established	  medical	  education	  

formative	  assessment	   framework	   for	   the	  assessment	  of	  patient	   safety	   focussed	  

clinical	  competence	  and	  performance.	  The	  medical	  education	  clinical	  assessment	  

frameworks	  and	  patient	  safety	  curricula	  frameworks	  underpinning	  the	  research	  

are	  discussed	  at	  length	  in	  Chapter	  Three	  and	  examined	  again	  in	  Chapter	  Five.	  

	  

The	   progression	   of	   the	   development	   and	   testing	   of	   the	   criterion-‐based	   patient	  

safety	   assessment	   tool	   (Patient	   Safety	   mini-‐CEX),	   incorporating	   the	   research	  

protocols	  and	  procedures	  will	  be	  presented	  according	  to	  the	  study’s	  seven-‐phase	  

research	  design.	   	   Participant	   groups	   and	  participant	  recruitment,	   sample	   sizes,	  

inclusion	   and	   exclusion	   criteria	   and	   research	  protocols	  will	   also	  be	   considered	  

within	   the	   context	   of	   the	   seven-‐phase	   research	   design	   structure.	   Ethical	  

considerations	  will	  be	  addressed.	  	  A	  description	  of	  the	  seven	  phases	  follows.	  
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4.3:  The  Thesis  Research  Design:  A  Seven  Phase  Operational  Model  
	  

4.3.1:	  The	  Patient	  Safety	  mini-‐CEX	  Assessment	  Tool	  Research	  Study	  

Design	  

The	   development	   and	   testing	   of	   the	   criterion-‐based	   generic	   patient	   safety	  

competency	  assessment	   tool	  was	  designed	  as	  a	   seven-‐phase	  process	  with	  each	  

successive	  phase	  building	  upon	  the	  work	  and	  findings	  from	  the	  previous	  phases.	  	  

	  

Phase	   1,	   the	   medical	   curricula	   focussed	   literature	   review	   represented	   the	  

foundational	   work,	   including	   selection	   of	   an	   evidence	   based	   assessment	   tool	  

framework	  and	  mapping	  of	  national	  and	  international	  medical	  and	  patient	  safety	  

curricula.	  	  	  The	  seven	  phases,	  with	  brief	  outlines	  of	  each	  tool	  development	  stage,	  

are	  presented	  in	  Table	  4.1	  below.	  

	  

Table	  4.1:	  Patient	  Safety	  mini-‐CEX	  (PSM)	  Development	  Stages	  

Development	  Phase	   Tool	   Development	   Research:	   Item	   Pool	   Selection,	   Tool	  
Identification	  and	  Validation	  Processes	  
	  

PHASE	  1	  

Patient	  Safety	  Curricula	  and	  
Medical	  Education	  Curricula	  
Focussed	  Literature	  Review	  	  
	  
Mapping	  of	  Curricula	  Elements	  
against	  the	  NPSEF	  
Concurrent	  review	  of	  medical	  
clinical	  assessment	  frameworks	  
	  

Identification	  of	  the	  Mini	  
Clinical	  Evaluation	  Exercise	  
(mini-‐CEX	  tool)	  as	  the	  clinical	  
framework	  for	  a	  criterion-‐based	  
generic	  patient	  safety	  
assessment	  tool	  

Literature	   Review:	   Review	   of	   evidence-‐based	   national	   and	  
international	   patient	   safety	   and	   medical	   curricula	   literature	  
and	  curricula	  documents	  and	  clinical	  assessment	  frameworks.	  
Selection	   of	   curricula	   documents	   for	   mapping	   process	   and	  
standardized	  clinical	  assessment	  tool	  
	  
Mapping	   Exercise:	   	   Mapping	   of	   selected	   national	   and	  
international	  patient	  safety	  and	  medical	  curricula	  competency	  
areas,	   competency	   items	   and	   competency	   indicators	   against	  
the	   National	   Patient	   Safety	   Education	   Framework	   	   (NPSEF)	  
(2005)	  
	  
Establishment	  of	  a	  Patient	  Safety	  Item	  Pool	  (Draft	  1)	  
Items	   were	   selected	   within	   the	   categories	   of	   Competency	  
Areas,	   Competency	   Items	   and	   Competency	   Indicators	   for	  
matching	   against	   the	   National	   Patient	   Safety	   Education	  
Framework’s	   (NPSEF)	   (2005)	   Learning	   Categories,	   Learning	  
Topics,	   and,	   Skills,	   Knowledge	   and	   Behaviour	   Statements	  
within	  an	  expanded	  mini-‐CEX	  Framework.	  	  
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PHASE	  2	  

Patient	   Safety	   Item	   Pool	   (Draft	  
1)	   and	   Item	   Validation	   through	  
survey	   process	   and	   expert	  
comment	  	  
	  
	  
Development	   of	   the	   Patient	  
Safety	   mini-‐CEX	   (Draft	   Version	  
1)	   Competency	   Item	   and	  
Competency	  Indicator	  Item	  Pool	  	  

Mail	   Distribution	   of	   Patient	   Safety	   Item	   Pool	   Survey	   to	  
International	   Medical	   Graduate	   (IMG)	   Cohorts	   for	   rating	   of	  
the	   Importance	   and	   Relevance	   of	   Items	   for	   doctors’	   safe	  
clinical	  practice	  
	  
Analysis	  of	  results	  from	  IMG	  Item	  Pool	  Survey	  rating	  survey	  
	  
Validation	  of	  items	  and	  refinement	  of	  Patient	  Safety	  Item	  Pool	  
by	  expert	  clinician	  judges	  
	  
Development	   of	   Patient	   Safety	   mini-‐CEX	   (Draft	   version	   1)	  
Tool	   Structure	   and	   Competency	   Item	   and	   Competency	  
Indicator	  Item	  Pool	  for	  Testing	  in	  Observed	  Structure	  Clinical	  
Examination	  (OSCE)	  settings	  
	  

PHASE	  3	  
	  
OSCE	   testing	   of	   Patient	   Safety	  
mini-‐CEX	  (Draft	  Version	  1)	  with	  
IMG	   participants	   and	   expert	  
clinician	  assessors	  
	  
	  
	  
	  
	  
Development	   of	   Patient	   Safety	  
mini-‐CEX	  (Version	  2)	  

Selection	   of	   Standardized	   Australian	   Medical	   Council	   (AMC)	  
clinical	  examination	  level	  OSCE	  Scenarios	  from	  AMC	  scenario	  
test	  bank	  
	  
Recruitment	  of	  IMG	  Participants	  (N=20)	  and	  Expert	  Clinician	  
Assessors	  N=12)	  and	  training	  of	  assessors	  
	  
OSCE	   Testing	   Sessions	   (Two	   Eight	   Station	   Testing	   Sessions	  
over	  One	  Day	  of	  Testing)	  
Analysis	   of	   results	   and	   review	   of	   the	   Performance	   and	  
Relevance	   of	   the	   Patient	   Safety	   mini-‐CEX	   (Draft	   Version	   1)	  
Item	  Pool	  (Competency	  Items	  and	  Competency	  Indicators)	  by	  
a	  panel	  of	  clinician	  experts	  
	  
Refinement	  of	  Patient	  Safety	  mini-‐CEX	  (Draft	  Version	  1)	  Item	  
Pool	   content	   and	   development	   of	   Patient	   Safety	   mini-‐CEX	  
(Version	   2)	   for	   testing	   In	   High	   and	   Low	   Fidelity	   Simulation	  
Encounters	  
	  

PHASE	  4	  

Fully	   immersive	   high	   and	   low	  
fidelity	   simulation	   testing	   of	  
Patient	  Safety	  min-‐CEX	  (Version	  
2)	  

Recruitment	   of	   International	   Medical	   Graduates	   (IMG)	  
participants	  (N=100)	  and	  expert	  clinician	  assessors	  (N	  =8)	  for	  
four	   half-‐day	   fully	   immersive	   high	   and	   low	   fidelity	   Patient	  
Safety	  mini-‐CEX	  (Version	  2)	  testing	  sessions	  
	  
Selection	  of	  Standardized	  High	  and	  Low	  Simulation	  Scenarios	  
from	   Simulation	   Centre	   Standardized	   Test	   Bank	   through	   a	  
process	  of	  Expert	  Consultation;	  and	  Assessor	  Standard	  Setting	  
Sessions	  
	  
Analysis	   of	   Results	   and	   Review	   of	   Patient	   Safety	   mini-‐CEX	  
(Version	   2)	   Item	   Pool	   (Competency	   Items	   and	   Competency	  
Indicators	   for	   development	   of	   Patient	   Safety	   mini-‐CEX	  
(Version	  3)	  for	  Workplace	  Based	  Assessment	  Testing	  

PHASE	  5	  
Workplace	   Based	   Assessment	  
(WBA)	   testing	   of	   Patient	   Safety	  
mini-‐CEX	  (Version	  3)	  

Recruitment	  of	  clinical	  Sites	  and	  expert	  clinician	  assessors	  for	  
WBA	  Testing	  of	  Patient	  Safety	  mini-‐CEX	  (Version	  3)	  
	  
Recruitment	   and	   Briefing	   of	   SP	   IMG*	   Postgraduate	   Year	   2	  
(PGY2)	  participants	  at	  clinical	  sites	  
	  
Analysis	  of	  results	  
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PHASE	  6	  
Expert	   Assessor	   and	   Clinician	  
Review	   of	   Patient	   Safety	   mini-‐
CEX	  Versions	  2	  &	  3	  Items	  
	  

Classification	   of	   the	   applicability	   of	   Patient	   Safety	   mini-‐CEX	  
Version	   2	   and	   Version	   3	   Competency	   Items	   and	   Competency	  
Indicators	   for	   their	   relevance	   to	   specific	   categories	   of	  
Workplace	  Based	  Assessment	  

PHASE	  7	  

Development	   of	   Patient	   Safety	  

mini-‐CEX	  (Version	  2)	  as	  a	  Web-‐

Based	  Application	  

Development	   and	   Testing	   of	   Web-‐Based	   Version	   of	   Patient	  
Safety	  mini-‐CEX	  (Version	  2)	  	  

*	  Standard	  Pathway	  International	  Medical	  Graduates	  

	  

	  

4.4  Research  Participants    

A	  total	  of	  193	  participants	  were	  recruited	  via	  mail	  and	  email	   invitation,	  and	  by	  

‘word	   of	   mouth’	   within	   the	   participant	   groups.	   There	   were	   two	   participant	  

categories	  recruited	  between	  December	  2008	  and	  April	  2012:	  Standard	  Pathway	  

International	   Medical	   Graduates	   (SP	   IMGs)	   (N=153)	   and	   Medical	   Education	  

Clinical	   Assessment	   Experts	   (Assessment	   Advisors,	   Postgraduate	   Level	   Clinical	  

Examination	   Facilitators,	   Expert	   Clinician	   Assessors	   and	   Medical	   Clinical	  

Educators)	  	  (N=40).	  	  	  

The	  participant	  cohort	  specific	  numbers	  and	  category	  specific	  role	  descriptions	  

are	  presented	  in	  Table	  4.2.	  
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	  Table	  4.2:	  Participant	  Groups:	  Category	  Specific	  Cohorts	  and	  Sample	  Sizes	  

1.	  Item	  Pool	  Validation	  Survey	  and	  Patient	  Safety	  Mini-‐CEX	  Testing	  Participants	  

153	   IMGs	  were	   recruited	   by	  mail	   or	   email	   invitation	   to	   participate	   in	   one	   of	   four	   of	  

Patient	  Safety	  mini-‐CEX	  testing	  phases:	  Validation	  Survey,	  OSCE,	  High/Low	  Simulation	  

encounters	   and	  Workplace	   Based	   Assessment.	   	   Letters	   of	   invitation	   were	   distributed	  

through	  Victorian	  based	  IMG	  education	  or	  AMC	  Bridging	  Course	  administrative	  offices	  

and	   Victorian	   public	   hospital	   based	  Medical	   Clinical	   Educators	   (MCE’s).	   	   Explanatory	  

Statements	  and	  Consent	  Forms	  were	  included	  with	  the	  letters	  of	  invitation.	  

2.	  Expert	  Clinician	  Assessors	  and	  Medical	  Education	  Clinical	  Assessment	  Advisors:	  	  

10	  experienced	   clinician	  assessors	   and	  Postgraduate	  Year	  One	   and	  Two	   level	  medical	  

education	   assessment	   experts	   were	   recruited	   from	   university	   and	   teaching	   hospital	  

clinical	  faculties	  were	  recruited	  to	  advise	  across	  the	  developmental	  and	  testing	  phases	  

	  

3.	  Clinical	  Facilitators	  	  

25	   clinical	   facilitators	   with	   expertise	   in	   high	   fidelity	   simulation	   and/or	   Australian	  

Medical	   Council	   (AMC)	   OSCE	   (Observed	   Structured	   Clinical	   Examinations)	   clinical	  

assessment	   were	   recruited	   from	   AMC	   Bridging	   Programs,	   the	   Australian	   Centre	   for	  

Health	   Innovation	   (ACHI)	   (The	   Alfred	   Simulation	   Centre)	   and	   an	   Australian	   Medical	  

Council	   (AMC)	   clinical	   examiner	   pool	   to	   guide	   scenario	   selection,	   assessment	  

standardization,	  and	  assessor	  training,	  and	  participate	  in	  facilitation	  and	  assessment	  of	  

clinical	  scenarios	  

	  

4.	  Medical	  Clinical	  Educators	  

Five	   Medical	   Clinical	   Educators	   (MCEs)	   from	   Victorian	   Public	   Hospitals	   and	   Health	  

Services	   with	   IMG	   training	   posts	   were	   recruited	   to	   facilitate	   Workplace	   Based	  

Assessments	  with	  IMG	  participants	  recruited	  from	  their	  hospital	  or	  health	  service	  

	  

	  

4.4.1:	  Medical	  Education	  Clinical	  Assessment	  Experts	  

The	  medical	  education	  clinical	  assessment	  experts	  (doctors)	  (cohorts	  2,	  3,	  and	  4)	  

(N=40)	  were	  recruited	  through	  a	  process	  of	  purposeful	  sampling	  with	  respect	  to	  

their	   medical	   education	   curriculum	   development	   and	   clinical	   assessment	  

expertise	   at	   the	   postgraduate	   years	   one	   and	   two	   (PGY1	   and	   PGY2)	   level,	  

engagement	   with	   Standard	   Pathway	   International	   Medical	   Graduate	   (SP	   IMG)	  
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cohorts	   in	   Victorian	   public	   hospitals,	   and	   knowledge	   of	   national	   and	  

international	  patient	  safety	  research.	  	  	  

Letters	  of	   invitation,	   together	  with	  a	  description	  of	   the	  study	  and	  a	  copy	  of	   the	  

explanatory	   statement	  were	  mailed	   or	   emailed	   to	   prospective	  medical	   clinical	  

assessment	  experts.	  	  Of	  the	  40	  medical	  clinical	  experts	  recruited,	  24	  (59%)	  were	  

male	  and	  16	  (41%)	  female.	  	  The	  demographic	  characteristic	  of	  age	  group	  was	  not	  

elicited	  from	  this	  cohort.	  

	  

The	   medical	   education	   clinical	   assessment	   expert	   advisory	   roles	   included	  

providing	  medical	  education	  and	  clinical	  assessment	  related	  informed	  comment	  

across	  the	  item	  validation	  and	  developmental	  and	  testing	  stages	  of	  the	  criterion-‐

based	   generic	   patient	   safety	   assessment	   tool;	   engaging	   in	   scenario	   selection,	  

standard	  setting	  and	  assessor	  training;	  and	  facilitation	  and	  assessment	  of	  clinical	  

competence	  within	  OSCE,	   simulation	   and	  Workplace	  Based	  Assessment	   testing	  

environments.	  

4.4.2:	  Participant	  Cohort:	  Patient	  Safety	  mini-‐CEX	  Clinical	  Testing	  

Cohorts:	  Participant	  Selection	  and	  Recruitment	  Strategies	  for	  Patient	  

Safety	  mini-‐CEX	  Tool	  Development	  and	  Testing	  Phases	  

One	   hundred	   and	   fifty	   three	   medical	   graduates,	   classified	   by	   the	   Australian	  

Medical	  Council	  as	  SP	  IMGs	  and	  currently	  working	  or	  seeking	  work	  in	  a	  Victorian	  

public	  hospital	  at	   the	   level	  of	  Postgraduate	  Year	  2	   (PGY	  2)	  or	  Hospital	  Medical	  

Officer	  2	  (HMO	  2,	  were	  recruited	  to	  participate	  in	  the	  Item	  Validation,	  Observed	  

Structured	   Clinical	   Examination	   (OSCE),	   Simulation,	   and	   Workplace	   Based	  

Assessment	   (WBA)	   phases	   of	   the	   Patient	   Safety	   mini-‐CEX	   development	   and	  
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testing.	   The	   recruitment	   processes	   were	   tool	   development	   and	   testing	   phase	  

specific.	  	  

Standard	   Pathway	   IMGs	   (SP	   IMGs)	   are	   doctors	   whose	   medical	   qualifications	  

were	  gained	  in	  countries	  other	  than	  those	  recognized	  by	  the	  Australian	  Medical	  

Council	  as	  ‘Competent’.	  	  	  Competency	  Pathway	  (CP)	  countries	  include	  the	  United	  

Kingdom,	  the	  United	  States	  of	  America,	  Canada,	  and	  Ireland.	  

	  

The	   extent	   of	   the	   SP	   IMG	   component	   of	   the	   Australian	   and	   Victorian	   medical	  

workforce	   is	   well	   documented.	   	   The	   Department	   of	   Human	   Services	   (DHS)	  

Victoria	  reported	  that	  in	  some	  Victorian	  public	  hospitals,	  including	  a	  number	  of	  

metropolitan	  hospitals,	  SP	  IMGs	  account	  for	  up	  to	  70	  per	  cent	  of	  the	  HMO	  2	  (PGY	  

2)	  workforce	  (DHS,	  2009).	  	  

	  

Selection	   of	   International	   Medical	   Graduates	   as	   the	   study	   cohort	   for	   the	  

development	   and	   testing	   phases	   of	   the	   criterion-‐based	   generic	   patient	   safety	  

assessment	   tool	   was	   based	   on	   their	   perceived	   willingness	   and	   availability	   to	  

participate	   in	   training	   and	   assessment	   opportunities	   outside	   of	   their	   rostered	  

working	   hours;	   and	   their	   representativeness	   as	   a	   significant	   proportion	   of	   the	  

Victorian	  public	  hospital	  workforce	  (DHS,	  2009).	  

	  

Further,	   there	  were	   recommendations	   for	   the	   provision	   of	   routine	   assessment	  

and	   facilitation	   of	   the	   safe	   practice	   of	   SP	   IMGs	   recently	   employed	   at	   the	  

prevocational	   (PGY2)	   or	   Hospital	   Medical	   Officer	   Year	   2	   (HMO	   2)	   within	  

Victorian	  public	  hospital	  clinical	  settings	  (Department	  of	  Health,	  Victoria,	  2009;	  

Confederation	  of	  Postgraduate	  Medical	  Education	  Councils	  (CPMEC),	  2008;	  Nair,	  
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Alexander	  &	  McGrath	  et	  al,	  2008;	  Spike,	  2006;	  Saxena,	  Dennis	  &	  Vagholkar	  et	  al,	  

2006).	  	  	  	  

Concurrently,	   the	   Confederation	   of	   Postgraduate	   Medical	   Councils	   (CPMEC)	  

National	   Steering	   Group	   and	  Working	   Parties	   responsible	   for	   reviewing	   of	   the	  

Australian	   Curriculum	   Framework	   for	   Junior	   Doctors	   (ACFJD)	   (2009),	  

recommended	  that	  clinical	  encounter	  assessment	  should	  form	  a	  core	  activity	  of	  

the	  supervised	  practice	  requirements	  of	  the	  prevocational	  years	  (PGY1	  and	  PGY	  

2)	  for	  all	  Australian	  medical	  graduates	  (CPMEC,	  2008).	  	  

	  

While	  SP	  IMGs	  initial	  employment	  status	  is	  most	  usually	  that	  of	  a	   junior	  doctor	  

working	   at	   the	   level	   of	   PGY	   2,	   they	   are	   less	   likely	   to	   be	   subject	   to	   the	   same	  

clinical	  assessment	  requirements	  or	  opportunities	  as	  Australian	  PGY	  1	  and	  PGY	  2	  

Graduates	   in	   that	   they	   fall	   outside	   of	   the	   CPMEC	   requirements.	   	   Thus,	  

participation	  in	  the	  study’s	  testing	  and	  development	  phases	  presented	  a	  range	  of	  

non-‐threatening	  clinical	  assessment	  and	  formative	  feedback	  opportunities.	  

	  

Participant	   selection	   and	   expanded	   demographic	   profiles	   are	   presented	   in	  

greater	  detail	  in	  the	  results	  chapters,	  Chapters	  Five,	  Six	  and	  Seven.	  

	  

4.4.3:	   Participant	   Recruitment	   and	   Demographic	   Profile:	   Item	  

Validation	   Survey,	   OSCE,	   Simulation	   and	   Workplace	   Based	  

Assessment	  Testing	  Phases	  

Recruitment	   of	   participants	   for	   the	   Item	   Pool	   Validation	   Survey,	   Observed	  

Structured	   Clinical	   Examination	   (OSCE),	   Simulation	   Testing	   Sessions	   One	   and	  

Two,	  and	  Workplace	  Based	  Assessment	  phases	  of	   the	  criterion-‐based	  generic	  
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patient	  safety	  assessment	  tool	  (the	  Patient	  Safety	  mini-‐CEX	  Tool)	  development	  

is	  presented	  below	  according	  to	  item	  validation	  survey	  and	  testing	  phase.	  

	  

4.4.3.1:	  Item	  Validation	  Survey	  Participant	  Recruitment	  	  

Item	   Validation	   Survey	   participants	   were	   recruited	   from	   cohorts	   of	   Standard	  

Pathway	  International	  Medical	  Graduates	  (SP	  IMGs)	  who	  had	  completed	  or	  were	  

in	  the	  process	  of	  completing,	  one	  of	  the	  two	  Victorian	  Australian	  Medical	  Council	  

(AMC)	  approved	  SP	  IMG	  Clinical	  Bridging	  Programs.	   	  These	  cohorts	  of	  SP	  IMGs	  

were	  selected	  on	  the	  basis	  that	  they	  had	  experience	  of	  the	  Victorian	  healthcare	  

sector	  through	  participation	  in	  an	  IMG	  Bridging	  Program.	  	  

	  

Bridging	   program	   administrators	   agreed	   to	   post	   letters	   of	   invitation	   together	  

with	  a	  copy	  of	  the	  Item	  Validation	  Survey,	  the	  Explanatory	  Statement	  and	  a	  reply	  

paid	  envelope	  to	  SP	  IMGs	  who	  had	  completed	  a	  bridging	  program	  within	  the	  past	  

twelve	  months,	   and	  who	  may	   or	  may	   not	   be	   currently	   working	   in	   a	   Victorian	  

hospital	  setting.	  	  

	  

The	  Item	  Validation	  Survey	  package	  was	  sent	   to	  the	  last	  known	  address	  of	  185	  

SP	  IMGs	  who	  met	  the	  participant	  criteria.	  	  Thirty-‐five	  packages	  were	  ‘returned	  to	  

sender’	  as	   the	  doctor	  was	  no	   longer	  residing	  at	   that	  address.	   	  Of	   the	  remaining	  

150	   surveys	   distributed,	   46	   completed	   surveys	   were	   returned,	   yielding	   a	  

response	   rate	   of	   30.6%.	   	   	   Twenty-‐one	   of	   the	   respondents	   were	   male	   and	   22	  

female,	  with	  3	  non-‐respondents.	   	  Of	   the	  8	  participants	  who	  competed	   the	   ‘age-‐

group’	  question,	  five	  were	  in	  the	  25	  –	  34	  age-‐group	  category	  and	  three	  in	  the	  35	  

–	  44	  age-‐group	  category.	  	  	  Just	  over	  two-‐thirds	  (68.3%)	  of	  the	  respondents	  were	  
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currently	  working	  in	  Australia,	  with	  23	  working	  in	  a	  Victorian	  public	  hospital	  at	  

the	  level	  of	  HMO	  2	  (PGY	  2).	  

	  

4.4.3.2:  Observed  Structured  Clinical  Examination  (OSCE)  Participant  Recruitment    

Twenty	  Standard	  Pathway	  International	  Medical	  Graduates	  (SP	  IMGs)	  who	  had	  	  

completed,	   or	   were	   currently	   completing,	   a	   university	   medical	   faculty	   IMG	  

Clinical	   Bridging	   Program	   in	   Victoria	   within	   the	   past	   twelve	   months,	   were	  

recruited	   by	   email	   invitation	   to	   participate	   in	   one	   of	   two	   four-‐hour	   Observed	  

Structured	  Clinical	  Examination	  (OSCE)	  sessions	  in	  2009.	  	  	  

The	   invitation	   process	   was	   undertaken	   by	   the	   Clinical	   Bridging	   Program	  

administrative	   staff	   and	  was	   therefore	   researcher	   independent	  with	   respect	   to	  

the	  patient	  safety	  criterion-‐based	  generic	  assessment	  tool	  research	  process.	  	  All	  

SP	   IMGs	   with	   a	   current	   email	   address	   received	   an	   invitation	   to	   participate,	  

together	  with	  a	  copy	  of	  the	  Explanatory	  Statement	  and	  Consent	  Form.	  	  	  

	  

Both	  OSCE	  sessions	  were	  over-‐subscribed	  with	  additional	  participants	  placed	  on	  

waiting	  lists.	   	  Ten	  participants	  presented	  for	  the	  morning	  session	  and	  seven	  for	  

the	  afternoon	  session.	  	  Three	  afternoon	  OSCE	  participants	  were	  unable	  to	  attend	  

at	   the	   last	   minute	   due	   to	   work	   commitments,	   thus	   reducing	   the	   second	   OSCE	  

session	  participation	  cohort	  to	  seven.	  

Participants	   were	   aged	   between	   25	   and	   44	   years	   and	   eight	   participants	   were	  

male	   and	   nine	   female.	   	   A	   more	   extensive	   demographic	   profile	   of	   the	   OSCE	  

participants	   was	   not	   collected	   at	   the	   time	   of	   the	   OSCE	   session	   registration.	  	  

Retrospective	  access	  to	  this	  data	  proved	  unsuccessful.	  	  
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4.4.3.3:  Simulation  Sessions  One  and  Two  Participant  Recruitment  

Eighty-‐two	   Standard	   Pathway	   International	  Medical	   Graduates	   (SP	   IMGs),	  who	  

had	   received	   Australian	   Medical	   Council	   (AMC)	   approval	   to	   seek	   work	   in	  

Victorian	   public	   hospitals,	   or	   who	   had	   recently	   commenced	   working	   in	   a	  

Victorian	   public	   hospital,	   were	   invited	   to	   participate	   in	   one	   of	   four	   fully	  

immersive	  High	  Fidelity	  and	  Low	  Fidelity	  Simulation	  Sessions	  at	   the	  Australian	  

Centre	  for	  Health	  Innovation	  (ACHI),	  also	  known	  as	  The	  Alfred	  Simulation	  Centre.	  	  

	  

It	  was	  planned	  to	  recruit	  100	  IMGs	  to	  participate	  in	  the	  two	  Patient	  Safety	  mini-‐

CEX	  (Version	  2)	  simulation	  testing	  days:	  	  Day	  One	  in	  2010	  and	  Day	  Two	  in	  2011.	  

However,	  the	  decision	  to	  reduce	  the	  scenarios	  and	  station	  rotations	  from	  five	  to	  

four	   for	   the	   second	   testing	   day	   restricted	   the	   number	   of	   participants	   able	   to	  

rotate	  through	  the	  Simulation	  Day	  Two	  scenarios	  to	  32.	  	  

	  

Invitations	   for	   IMGs	   to	   participate	   in	   the	   Patient	   Safety	   mini-‐CEX	   (Version	   2)	  

simulation	  testing	  sessions	  were	  distributed	  through	  Medical	  Clinical	  Educators	  

(MCEs)	   at	   Victorian	   public	   hospitals,	   SP	   IMG	   continuing	   education	   program	  

organizers,	  and	  other	  SP	  IMG	  networks.	  	  

	  

SP	  IMGs	  are	  commonly	  employed	  at	  varying	  stages	  during	  a	  calendar	  year	  to	  fill	  

unexpected	  Hospital	  Medical	  Officer	   (HMO	  2)	   (Postgraduate	  Year	  2)	  vacancies,	  

therefore,	   potential	   participants’	   clinical	   experience	   within	   Victorian	   public	  

hospitals	  would	  be	  varied.	  	  	  

The	   simulation	   recruitment	   invitation,	   together	  with	   an	   explanatory	   statement	  

and	  consent	  form	  was	  distributed	  via	  the	  respective	  group	  email	  lists.	  
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The	  four	  half-‐day	  simulation	  sessions	  (two	  sessions	  per	  day	  over	  two	  days)	  were	  

over-‐subscribed	  with	  potential	  additional	  participants	  placed	  on	  waiting	  lists.	  

A	   demographic	   survey	   was	   provided	   to	   participants	   on	   registration	   at	   the	  

simulation	  testing	  sessions.	  	  The	  demographic	  survey	  is	  presented	  in	  Appendix	  2.	  

	  

Of	  the	  82	  participants	  across	  the	  four	  simulation	  testing	  sessions	  54.4%	  (n	  =	  42)	  

were	  male.	  	  	  Participant	  ages	  ranged	  from	  <	  24	  to	  the	  age-‐	  range	  of	  45	  –	  54	  years.	  	  	  

Sixty	  five	  per	  cent	  (n	  =	  50)	  were	  aged	  between	  25	  and	  34	  years	  with	  a	  mean	  age	  

of	  31	  years.	  	  There	  were	  five	  non-‐respondents	  to	  the	  age-‐group	  question.	  	  

A	  detailed	  analysis	  of	  the	  demographic	  profiles	  of	  simulation	  testing	  session	  

participants	  is	  presented	  in	  Chapter	  Seven.	  

	  

4.4.3.4:  Workplace  Based  Assessment  Participant  Recruitment  

The	   research	   design	   for	   Workplace	   Based	   Assessment	   (WBA)	   testing	   of	   the	  

Patient	   Safety	  mini-‐CEX	   (Version	  3)	  was	   scoped	   around	   testing	   the	   tool	   across	  

clinical	   sites	   recruited	   from	   Victorian	   metropolitan	   and	   regional	   hospital	   and	  

health	   care	   facilities	   identified	   as	   having	   SP	   IMG	   workforce	   cohorts	   and	   the	  

availability	  of	  a	  Medical	  Clinical	  Educator	  (MCE)	  to	  undertake	  PSMC	  (Version	  3)	  

assessments.	  

MCE’s	  are	  employed	  in	  Victorian	  public	  hospitals	  with	  a	  high	  SP	  IMG	  workforce	  

component	   to	   support	   and	   guide	   the	   IMGs	   in	   their	   clinical	   practice	   and	   are	  

therefore	   well	   placed	   with	   respect	   to	   undertaking	   PSMC	   assessments	   and	  

providing	   appropriate	   feedback.	   	   MCE’s	   are	   generally	   perceived	   as	   non-‐

threatening	  by	  SP	  IMGs	  with	  respect	  to	  feedback	  and	  assessment.	  
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Five	   sites	   meeting	   the	   criteria	   were	   successfully	   recruited	   in	   2011.	   These	  

included	  a	  major	  metropolitan	  emergency	  department,	  two	  major	  metropolitan	  

hospitals,	   a	   large	   regional	   health	   service	   and	   a	   rural	   General	   Practice	   training	  

program.	  

The	  MCEs	  and	  SP	  IMGs	  were	  asked	  to	  undertake	  four	  separate	  assessments	  per	  

participant	  over	  the	  following	  six	  months.	  

	  

The	   recruitment	   process	   included	   providing	   each	   health	   care	   facility	   with	  

individual	   participant	   packages	   containing	   a	   letter	   of	   introduction,	   the	  

Explanatory	  Statement,	  Consent	  Form	  and	  the	  Demographic	  Survey.	   	  A	  prepaid	  

envelope	   was	   provided	   for	   the	   SP	   IMGs	   individual	   return	   of	   demographic	  

surveys	  and	  consent	  forms.	  	  

	  

Medical	   Clinical	   Educators	   were	   also	   provided	   with	   copies	   of	   the	   participant	  

materials	  and	  multiple	  copies	  of	  the	  Patient	  Safety	  mini-‐CEX	  (PSMC)	  (Version	  3)	  

Assessment	  Form	  and	  Competency	  Indicators.	  	  Prepaid	  envelopes	  were	  supplied	  

for	  return	  of	  completed	  Patient	  Safety	  mini-‐CEX	  (Version	  3)	  assessments.	  

	  

A	   series	   of	   site	   visits	  was	   undertaken	   to	   present	   the	   study	   to	  Medical	   Clinical	  

Educators	   and	   interested	   SP	   IMG	  participants.	   	   The	  MCEs	   facilitated	   successful	  

passage	   of	   the	  Monash	  University	   Ethics	   approval	   documents	   through	   the	   five	  

health	  service	  ethics	  committees	  and	  medical	  directors’	  offices.	  

	  

Following	   successful	   site	   recruitment	   and	   establishment	   of	   the	   WBA	   testing	  

phase,	   only	   one	   major	   metropolitan	   hospital	   was	   able	   to	   complete	   PSMC	  
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(Version	  3)	  assessments,	  with	  two	  assessments	  across	  nine	  SP	  IMG	  doctors	  and	  

sixteen	  patients,	  yielding	  a	  total	  of	  sixteen	  assessments.	  	  	  

Four	  of	  the	  WBA	  participants	  SP	  IMGs	  were	  male	  and	  four	  female,	  with	  one	  non-‐

respondent.	  	  Five	  participants	  were	  aged	  between	  25	  and	  34	  years,	  four	  between	  

35	  and	  44	  years,	  and	  one	  participant	  between	  45	  –	  54	  years.	  	  

	  

Completion	   of	   four	   assessments	   for	   each	   IMG	   participant	   proved	   logistically	  

challenging	  for	  both	  the	  SP	  IMGs	  who	  were	  often	  rostered	  to	  work	  at	  night,	  and	  

the	  MCE	  assessors’	  with	  other	  clinical	  and	  teaching	  commitments.	  

	  

The	  remaining	   four	  clinical	  sites	  were	   followed	  up	  over	  a	   twelve-‐month	  period	  

and	  reported	   that	   they	  were	  unable	   to	  commence	  assessments	  due	   to	  assessor	  

workloads.	   	   One	   site,	   however,	   provided	   the	   opportunity	   for	   SP	   IMGs	   to	   ‘self-‐

assess’	  their	  clinical	  practice	  using	  the	  PSM	  (Version	  3).	   	  The	  self	  –assessments,	  

however,	  were	   not	   sufficiently	   robust	   for	   the	   data	   to	   be	   included	   in	   the	   study	  

results.	  

	  

4.5:  Participant  Inclusion  and  Exclusion  Criteria    

4.5.1:	  Inclusion	  Criteria	  

All	   IMGs	   responding	   to	   recruitment	   invitations	   to	   participate	   in	   the	   validation	  

survey	   and	   testing	  phases	  of	   criterion-‐based	   generic	  patient	   safety	  assessment	  

tool	   (the	   PSM)	  were	   eligible,	   subject	   to	   availability	   of	   participant	  places	   in	   the	  

OSCE	  and	  Simulation	  phases.	  	  	  	  

While	   SP	   IMGs	  would	   have	   been	   the	  most	   likely	   recipients	   of	   recruitment	   and	  

advertising	  material,	   Competent	   Pathway	   (CP)	   IMGs	   expressing	   interest	   in	   the	  
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participating	   were	   included	   in	   the	   study	   phases.	   	   Non-‐IMGs	   were	   eligible,	  

although	  none	  applied.	  

	  

4.5.2:	  Exclusion	  Criteria	  

There	   were	   no	   exclusion	   criteria	   applied	   to	   any	   of	   the	   nominated	   study	  

participant	  groups.	  

	  

4.6:      Research   Tools:   Development   of   A   Criterion-‐Based   Generic  

Competency  Assessment  Tool:  The  Patient  Safety  mini-‐CEX  

The	  principal	  focus	  for	  the	  development	  of	  a	  criterion-‐based	  generic	  assessment	  

tool	  (the	  Patient	  Safety	  min-‐CEX)	  was	  assessment	  of	  clinical	  competence	   in	   the	  

workplace	   through	   the	   lens	   of	   patient	   safety.	   	   Medical	   education’s	   increasing	  

focus	   on	   assessment	   of	   competence	   and	   the	   related	   concept	   of	   performance	  

assessment	  within	  clinical	  settings	  is	  reflected	  in	  the	  thesis	  methods.	  

	  

An	   extensive	   review	   of	   the	   medical	   education	   frameworks;	   the	   models	   and	  

philosophical	   foundations	   of	   both	   medical	   education	   competency	   assessment	  

theory	  and	  patient	  safety	  education;	  and	  health	  system	  organizational	  safety	  and	  

error	   frameworks	   that	   underpin	   the	   thesis	   is	   provided	   in	   the	   Chapter	   Three:	  

Methodology:	   Theoretical	   Approaches	   to	   Criterion-‐Based	   Assessment	   of	   Patient	  

Safety	  Competency	  in	  Clinical	  Settings.	  

	  

Therefore,	  this	  section	  of	  Chapter	  Four	  will	  be	  limited	  to	  an	  overview	  of	  the	  	  

criterion-‐based	   generic	   competency	   assessment	   tool	   selection	   process	   and	  

adoption	   of	   the	   evidence-‐based	   and	   standardized	   Mini	   Clinical	   Evaluation	  
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Exercise	  (mini-‐CEX)	  framework	  (Norcini,	  Blank,	  Arnold	  &	  Kimball	  1995;	  Norcini,	  

2005;	   AMC,	   2009)	   identified	   as	   best	   fit	   for	   purpose	   during	   the	   Phase	   1	   Tool	  

Development	  Research	  component.	  	  It	  will	  briefly	  allude	  to	  the	  notions	  of	  clinical	  

competence	   and	   performance	   and	   their	   relationship	   to	   established	   medical	  

education	  models	  such	  as	  Miller’s	  Pyramid.	  	  

	  

Chapter	  Four	  will	  also	  outline	  the	  process	  for	  creation	  of	  a	  competency	  item	  and	  

competency	   indicator	   item	   pool	   through	   mapping	   of	   the	   evidence-‐based	  

competency	  items	  and	  competency	  indicators	  of	  the	  National	  Patient	  Education	  

Framework	  (NPSEF)	  and	  the	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  

Schools	   (2009)	   against	   seven	   national	   and	   international	   postgraduate	  medical	  

curricula	  and	  patient	  safety	  frameworks.	  

	  

4.6.1:   The   Mapping   Exercise,   Tool   Selection   and   Item   Pool   Selection  

Processes  

A	   comprehensive	   review	   of	   the	   national	   and	   internationally	   recognized	  

evidence-‐based	   medical	   education	   and	   patient	   safety	   curricula	   literature,	  

mapped	   against	   the	   knowledge,	   skills,	   attitudes,	   behaviours	   and	   performance	  

elements	   of	   the	  National	   Patient	   Safety	   Education	   Framework	   (NPSEF)	   (2005)	  

and	   the	   WHO	   Curriculum	   Guide	   for	   Medical	   Schools	   (2009),	   identified	   seven	  

curricula	   frameworks	   with	   sufficient	   concept	   alignment	   for	   inclusion	   in	   the	  

curriculum	  mapping	  exercise.	  	  

	  

Simultaneously,	   the	   literature	   review	   considered	   national	   and	   international	  

evidence-‐based	   and	   standardized	   clinical	   assessment	   tools	   and	   formats	   that	  
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would	  provide	  an	  acceptable	  framework	  for	  the	  criterion-‐based	  generic	  patient	  

safety	  assessment	  tool.	  	  	  

The	  Mini-‐Clinical	  Evaluation	  Exercise	  (mini-‐CEX)	  (Norcini,	  Blank,	  Duffy	  &	  Fortna,	  

2003;	  Norcini,	  Blank,	  Arnold	  &	  Kimball,	  1995;	  Norcini,	  2005)	  a	  component	  of	  the	  

over-‐arching	  Workplace	  Based	  Assessment	  framework,	  was	  considered	  to	  be	  an	  

appropriate	   tool:	   both	   with	   respect	   to	   its	   increasing	   acceptance	   in	   clinical	  

assessment	   within	   Australian	   postgraduate	   medical	   education,	   and	   the	  

international	   evidence	   supporting	   its	   validity	   and	   reliability	   within	   clinical	  

environments	   and	   high	   stakes	   medical	   examination	   settings	   (Norcini,	   2003;	  

Norcini	  &	  Burch,	  2007;	  Norcini	  &	  McKinley,	  2007;	  	  Van	  der	  Vleuten	  &	  Schuwirth,	  

2005;	  AMC,	  2009).	  	  	  	  

	  

The	  Australian	  Medical	  Council	  in	  adopting	  and	  establishing	  the	  legitimacy	  of	  the	  

Workplace	  Based	  Assessment	   (WBA),	  with	   the	  mini-‐CEX	   as	   a	   core	   component,	  

defines	   it	   as	   ‘a	   form	   of	   authentic	   assessment:	   it	   tests	   performance	   in	   the	   real	  

environment	  facing	  doctors	  in	  their	  everyday	  clinical	  practice.’	  (AMC,	  2009,	  p.	  7).	  

	  

Item	   pool	   generation	   for	   the	   Patient	   Safety	   mini-‐CEX	   (Draft	   Version	   1)	   was	  

informed	  by	  the	  work	  of	  DeVellis	  (2003),	  Downing	  and	  Yudkowsky	  (2009)	  and	  

Norcini	  (1995).	  

Items	   from	   the	   National	   Patient	   Safety	   Education	   Framework’s	   Learning	  

Categories,	   Knowledge,	   Skills,	   Behaviours,	   Attitudes	   and	   Performance	   were	  

mapped	  against	  the	  standardized	  competency	  areas	  and	  competency	  descriptors	  

of	   the	   Norcini	   (1995;	   2005)	   American	   College	   of	   Physicians	   (1995)	   and	   the	  

Australian	  Medical	  Council	  (2009)	  mini-‐CEX	  formats.	  	  
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Redundancy	   of	   items	   in	   the	   initial	   item	   pool	   was	   tolerated	   in	   line	   with	   the	  

DeVellis	   recommendation	   that	   ‘the	   content	   that	   is	   common	   to	   the	   items	   will	  

summate	   across	   items	   while	   their	   irrelevant	   idiosyncrasies	   will	   cancel	   out’	  

(DeVellis,	  2003,	  p.68).	  	  

	  

The	  process	  of	  item	  pool	  refinement	  continued	  over	  the	  four	  developmental	  and	  

testing	  phases	  of	  the	  Patient	  Safety	  mini-‐CEX.	   	   Initial	  and	  subsequent	  iterations	  

of	   the	   Item	   Pool	   were	   subject	   to	   expert	   review	   and	   comment	   by	   a	   panel	   of	  

medical	   educators	  with	  experience	   in	  assessment	  of	   clinical	   competence	  at	   the	  

postgraduate	   level.	   	   Expert	   review	   of	   competency	   items	   and	   their	   related	  

competency	  indicators	  serves	  to	  ‘confirm	  or	  invalidate…how	  relevant	  each	  item	  

is	  ‘	  to	  the	  competency	  to	  be	  measured	  (DeVellis,	  2003,	  p.	  86).	  

	  

4.7:    Measurement  Considerations:  Item  Pool  and  Patient  Safety  mini-‐

CEX  Measurement  Scales  

Measurement	   considerations	  with	   respect	   to	   scale	   development,	   tool	   integrity,	  

standard	  setting	   for	  performance	   tests	  are	   integral	   to	   the	  authenticity	  of	  a	   tool	  

and	  the	  measures	  or	  assessments	  derived	  from	  use	  of	  the	  tool.	  	  These	  aspects	  of	  

the	  Patient	  Safety	  mini-‐CEX	  tool	  development	  and	  testing	  are	  presented	  briefly	  

in	  this	  chapter	  and	  in	  greater	  detail	  in	  Chapter	  Three	  and	  again	  in	  Chapter	  Five.	  

	  

4.7.1:  Item  Pool:    Measurements  of  Item  Importance  and  Relevance  

While	  DeVellis	  (2003)	  recommends	  development	  of	  the	  measurement	  scale	  prior	  

to	  construction	  of	  the	  item	  pool,	  the	  establishment	  of	  the	  Patient	  Safety	  min-‐CEX	  

study	  item	  pool	  scale	  co-‐existed	  with	  scale	  development.	  
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The	  intent	  of	  the	  Item	  Validation	  survey	  process	  was	  to	  inform	  the	  initial	  draft	  	  

and	   subsequent	   versions	   of	   the	   Patient	   Safety	   mini-‐CEX	   tool	   with	   respect	   to	  

rating	  the	   Importance	  and	  Relevance	  of	   the	   items	  within	  the	  Item	  Pool.	   	  To	  this	  

end	  five-‐point	  Likert	  scales	  were	  selected	  as	  appropriate	  in	  that	  they	  allowed	  an	  

equal	  distance	  between	  the	  Not	  Important	  to	  Very	  Important	  and	  No	  Relevance	  to	  

Extremely	  Relevant	  anchors.	  	  

	  

In	   light	  of	   the	   length	  of	   the	   initial	   Item	  Pool,	  125	  competency	   indicators	  across	  

18	  competency	  items	  within	  in	  four	  competency	  areas,	  restricting	  the	  response	  

scale	  to	  five	  options	  was	  deemed	  appropriate	  in	  order	  to	  elicit	  responses	  to	  each	  

item	  (DeVellis,	  2003).	  	  	  

Additionally,	  the	  ‘fatigue’	  element	  related	  to	  an	  item	  pool	  length	  combined	  with	  a	  

wider	   range	   of	   response	   options	   has	   the	   potential	   to	   negatively	   influence	   the	  

legitimacy	  of	  responses	  and	  response	  rates	  (DeVellis,	  2003).	  

	  

The	   Likert	   scale,	   commonly	   used	   for	   eliciting	   measures	   of	   attitudes	   or	  

behaviours	  and	  subject	  to	  the	  recognized	  tendency	  of	  respondents	  to	  select	  the	  

middle	   option,	   was	   nevertheless	   considered	   to	   be	   appropriate	   for	   the	   Item	  

Validation	   process	   (DeVellis,	   2003).	   It	   was	   anticipated	   that	   respondents,	   as	  

potential	   stakeholders,	   would	   consider	   each	   option	   in	   the	   light	   of	   its	   relative	  

importance	  and	  relevance.	  

4.7.2:	   Patient	   Safety	   mini-‐CEX:	   OSCE,	   Simulation	   and	   WBA	   Testing	  

Rating	  Scales	  

The	  Patient	  Safety	  mini-‐CEX	  (Versions	  2	  and	  3)	  for	  OSCE,	  Simulation	  and	  WBA	  
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testing	  employed	  a	  nine-‐point	  rating	  scale	  for	  assessment	  of	  competence	  against	  

the	   tools	   Competency	   Items	   and	   their	   respective	   Competency	   Indicators.	   	   The	  

nine-‐point	   scale	   was	   further	   categorized	   into	   the	   overarching	   categories	   of	  

Unsatisfactory,	   Satisfactory	  and	  Superior.	   	  Using	   these	   parameters,	   ratings	   of	   3	  

and	  4	  could	  be	  considered	  as	  ‘borderline	  satisfactory’	  in	  line	  with	  a	  similar	  rating	  

scale	   employed	   by	   the	   Australian	   Medical	   Council’s	   Workplace	   Based	  

Assessment	  Mini-‐CEX	  Assessment	  Form	  (AMC,	  2009).	  

	  

4.8:   Research   Protocols   and   Procedures   relating   to   Standard   Setting,  

Measures   of   Validity   and   Reliability,   Participant   Feedback,   Data  

Analysis,  and  Ethical  Considerations  

This	  section	  of	  Chapter	  Four	  will	  consider	  briefly	  the	  issues	  of	  standard	  setting	  

for	  assessment	  of	   competence	  and	  performance	  of	   the	  Patient	  Safety	  mini-‐CEX	  

and	  the	  related	  issues	  of	  validity	  and	  reliability.	  	  It	  will	  also	  outline	  the	  protocols	  

for	   participant	   feedback,	   data	   analysis	   processes	   and	   ethical	   issues	   and	  

permissions.	  	  

	  

4.8.1:	  Standard	  Setting	  Considerations	  for	  Patient	  Safety	  mini-‐CEX	  

Assessment	  of	  Competence	  and	  Performance	  

The	   intent	   of	   the	   Patient	   Safety	   mini-‐CEX	   testing	   was	   patient	   safety	   focussed	  

assessment	  of	  competency	  and	  the	  more	  overarching	  concept	  of	  performance.	  

Competence	  was	   assessed	   according	   to	  Miller’s	   Pyramid	   (Miller	   1990)	   against	  

the	  level	  of	  ‘Does’	  as	  opposed	  to	  ‘Knows	  How’	  and	  ‘Shows	  How’.	  

The	   relevance	   of	   Miller’s	   Pyramid	   to	   the	   thesis	   methods,	   along	   with	   other	  

conceptual	  models	  guiding	  assessment	  of	  clinical	  competence,	  is	  explored	  more	  
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fully	   for	   within	   the	   theoretical	   chapter	   (Chapter	   Three).	   	   These	   conceptual	  

models	  and	   frameworks	   include	  Kirkpatrick’s	  Hierarchy	  (Level	  3)	   (Kirkpatrick,	  

1998,	  2009),	  Blooms	  Taxonomy	  of	  Learning	  Domains	  (Bloom	  1956;	  Krathwohl,	  

2002),	  and	  the	  RIME	  framework	  (Pangaro,	  1999).	  

Standard	  setting	  exercises	  preceded	  the	  OSCE,	  Simulation	  and	  Workplace	  Based	  

testing	  phases	  of	  the	  criterion-‐based	  generic	  assessment	  tool,	  the	  Patient	  Safety	  

mini-‐CEX	   (PSM).	   	   	   Norcini	   and	   Guille	   (2002)	   view	   a	   standard	   as	   essential	   to	  

determining	   ‘whether	   a	   given	   score	   or	   performance	   is	   good	   enough	   for	   a	  

particular	   purpose	   (Norcini	   &	   Guille,	   2002,	   in	   Downing	   &	   Yudkowslky,	   2009,	  

p.119).	  

Clinical	   educators	   and	   medical	   education	   experts	   able	   to	   make	   informed	  

judgements	  with	  respect	   to	  standard	  setting	  and	  blue-‐printing	   for	  AMC	  clinical	  

examinations	   and	  with	   experience	   in	  performance	   assessment	   of	   Postgraduate	  

Year	   One	   and	   Two	   doctors,	   together	   with	   simulation	   centre	   faculty	   members,	  

participated	  in	  the	  standard	  setting	  processes.	  	  	  

Criterion-‐based	   assessments	   of	   competence	   in	   medicine	   represent	   absolute	  

standards	   of	   performance,	   considered	   to	   represent	   competence	   relative	   to	   the	  

specific	  level	  of	  a	  doctor’s	  education	  and	  expected	  clinical	  expertise.	  	  Therefore,	  

‘calibration’	   of	   judges	   who	   are	   experts	   in	   a	   clinical	   field	   with	   respect	   to	  

assessment	   of	   a	   competent	   performance,	   is	   considered	   essential	   for	   reliable	  

assessments	   of	   Patient	   Safety	   mini-‐CEX	   encounters	   (Downing	   &	   Yudkowsky,	  

2009,	  p.121).	  

Assessors	  or	  ’judges’	  were	  doctors	  recruited	  for	  their	  expertise	  in	  Prevocational	  

Year	   2	   	   (PGY	   2)	   assessments	   of	   the	   clinical	   performance	   of	   Standard	   Pathway	  
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International	  Medical	  Graduates.	  	  These	  assessors	  were	  included	  in	  the	  standard	  

setting	   processes	   as	   well	   as	   engaging	   in	   further	   training	   and	   standard	   setting	  

exercises	  with	  respect	  to	  their	  assigned	  scenarios.	  Expert	  clinical	  examiners	  and	  

simulation	   centre	   clinicians	   also	   participated	   in	   the	   scenario	   specific	   standard	  

setting	  training	  sessions.	  

A	  more	  detailed	  discussion	  of	  performance	  test	  standard	  setting	  as	  it	  applies	  to	  

this	  thesis	  is	  presented	  in	  Chapter	  Three,	  along	  with	  the	  related	  concepts	  of	  the	  

educational	   effect,	   feasibility,	   acceptability	   and	   utility	   of	   performance	   tests	  

within	  medicine.	  

	  

4.8.2:	  Validity	  and	  Reliability	  

The	  Mini	   Clinical	   Evaluation	   Exercise	   (mini-‐CEX)	   is	   considered	   a	   performance	  

test	   and	   is	   therefore	   subject	   to	   specific	   measurement	   criteria	   (Downing	   &	  

Yudkowsky,	   2009).	   Validity	   and	   Reliability	   and	   factors	   affecting	   validity	   and	  

reliability	  are	  considered	  in	  greater	  depth	  in	  Chapter	  Three.	  	  

	  

	  Validity	  within	  Workplace	  Based	  Assessment	  is	  seen	  to	  align	  with	  the	  American	  

Standards	  for	  Educational	  and	  Psychological	  Testing	  position	   ‘that	   evidence	   and	  

theory	  support	  the	  interpretations	  of	  test	  scores	  entailed	  by	  proposed	  uses	  of	  the	  

tests	  (AERA,	  APA	  &	  NCME,	  1999,	  p.9,	  cited	  in	  Downing	  &	  Ydkowsky,	  2009).	  	  

	  

With	   respect	   to	   Patient	   Safety	   mini-‐CEX	   assessments	   of	   clinical	   competence	  

within	   the	   OSCE,	   Simulation	   and	  Workplace	   Based	   Assessment	   environments,	  

this	  thesis	  adopted	  the	  position	  that	  validity	  may	  be	  considered	  as	  the	  extent	  to	  
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which	  the	  assessment	  is	  able	  to	  measure	  the	  relevant	  competencies	  according	  to	  

the	   levels	   of	   Miller’s	   Pyramid	   	   (Wass,	   Vander	   Vleuten,	   Shatzer	   &	   Jones,	   2001.	  

p.357).	  

The	  various	  aspects	  of	   validity	   that	   require	  consideration	   in	  relation	  to	  clinical	  

assessment	   tools	   such	   as	   the	   mini-‐CEX,	   are	   those	   of	   Construct	   Validity,	  

Consequential	  Validity,	  Internal	  Validity	  and	  Face	  Validity,	  and	  are	  presented	  in	  

more	  depth	  in	  Chapter	  Three.	  

	  

Reliability,	   as	   ‘a	   measure	   of	   the	   reproducibility	   or	   consistency’	   and	   ‘usually	  

expressed	  as	  a	  coefficient	  ranging	  from	  0	  (no	  reliability)	  to	  1	  (perfect	  reliability)’	  

was	  calculated	  using	  Cronbach’s	  Alpha	  (Wass,	  Vander	  Vleuten,	  Shatzer	  &	  Jones,	  

2001;	  Van	  der	  Vleuten	  &	  Schuwirth,	  2005,	  p.309).	  	  

	  

Cronbach’s	   Alpha,	   commonly	   employed	   in	   establishing	   reliability	   of	   mini-‐CEX	  

assessments	   (Norcini	   2005)	   was	   therefore	   considered	   appropriate	   in	   that	   it	  

allowed	   benchmarking	   with	   national	   and	   international	   studies	   employed	   the	  

mini-‐CEX	  in	  performance	  assessment.	  	  	  

	  

It	   is	   widely	   recognized	  within	   the	   field	   of	   medical	   education	   that	   the	   validity,	  

reliability	  and	  acceptability	  of	  an	  assessment	  tool	  are	  closely	   linked	  to	  both	  the	  

measurement	   scales	   and	   to	   the	   reality	   map	   of	   the	   judges;	   the	   utility	   of	   an	  

assessment,	   and	   the	   potential	   for	   ‘reliability	   to	   be	   achieved	   with	   less	  

standardized	   assessment	   situations	   and	  more	   subjective	   evaluations,	   provided	  

the	  sampling	  is	  appropriate’	  (Van	  der	  Vleuten	  &	  Schuwirth,	  2005,	  p.311).	  	  
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The	   limitations	   of	   Cronbach’s	   Alpha	   with	   respect	   to	   Workplace	   Based	  

Assessments	  will	  be	  addressed	  in	  Chapter	  Nine.	  

	  

4.9:  Participant  Feedback  

Participant	   feedback	   is	   considered	   an	   essential	   component	   of	   mini-‐CEX	  

formative	  assessments.	  	  	  Formative	  feedback	  was	  incorporated	  into	  each	  Patient	  

Safety	   min-‐CEX	   testing	   sessions:	   OSCE,	   Simulation,	   and	   Workplace	   Based	  

Assessments.	  

There	   were	   two	   formative	   feedback	   processes	   within	   OSCE	   and	   Simulation	  

testing.	  	  Firstly,	  generalized	  group	  formative	  feedback	  was	  presented	  by	  scenario	  

for	  each	  testing	  cohort.	  	  The	  feedback	  was	  presented	  by	  the	  scenario	  facilitators	  

and	  conformed	  to	  the	  structure	  and	  standards	  of	  both	  the	  Pendleton	  and	  Calgary	  

–Cambridge	  Models	   (Pendleton	   et	   al,	   2004;	   Silverman,	   Kurtz	   &	   Draper,	   2003)	  

and	  the	  philosophical	  positions	  of	  Boud	  (2009)	  and	  Boud	  and	  Molloy	  (2013).	  

Individual	   feedback	   from	   scenario	   facilitators	   was	   offered	   to	   OSCE	   and	  

Simulation	  participants	  at	  the	  conclusion	  of	  the	  group	  feedback	  sessions.	  

	  

The	   performance	   feedback	   component	   of	   the	   Patient	   Safety	   mini-‐CEX	   testing	  

sessions	  was	  closely	  aligned	  with	  the	  established	  performance	  standards	  agreed	  

upon	  by	  the	  expert	  panel.	  	  

	  

4.10:  Data  Analysis  

Quantitative	  Data	  Analysis	  

Quantitative	   data	  were	   coded	   and	   analysed	   using	   IBM	   SPSS	   Statistics	   Versions	  

18,	   19	   and	   20.	   	   Descriptive	   statistics	  were	   generated	   for	   all	   datasets	   and	   sub-‐
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components	   of	   data	   sets	   for	   calculation	   of	   Frequency,	   Percentage,	   Mean	   and	  

Standard	  Deviation.	  

Measures	  of	  Validity	  and	  Reliability	  were	  calculated	  using	  Cronbach’s	  Alpha.	  

Qualitative	  Data	  Analysis  

Limited	   qualitative	   data	   was	   collected	   during	   the	   study.	   	   Qualitative	   data	   was	  

obtained	  from	  the	  simulation	  centre	  evaluation	  surveys	  completed	  following	  the	  

simulation	   testing	   sessions,	   and	   assessor	   comments	   from	   completed	   OSCE,	  

Simulation	  and	  Workplace	  Based	  Assessment	  mini-‐CEX	  forms.	   	  Qualitative	  data	  

was	  subject	  to	  thematic	  analysis.	  

	  

4.11:  Ethical  Considerations  

Monash	   University	   Human	   Ethics	   Research	   Committee	   (MUHREC)	   provided	  

Ethics	  Approval	   for	  all	  aspects	  of	   the	  study	  (CF09/07652	  –	  2009000335).	   	  The	  

initial	   approval	   was	   provided	   in	   2009	   with	   minor	   amendments	   approved	   in	  

2010	   and	   2011	   to	   provide	   for	   cohort	   specific	   explanatory	   statements	   and	   the	  

potential	  addition	  of	  medical	  students	  as	  Study	  participants.	  

	  

4.12:  Chapter  Four  Summary  Conclusion  

Chapter	   Four	   has	   described	   the	   progress	   of	   the	   tool	   selection,	   development,	  

testing	   and	   validation	   of	   the	   criterion-‐based	   generic	   patient	   safety	   focussed	  

assessment	  tool,	   the	  Patient	  Safety	  mini-‐CEX	  (PSM)	  through	  the	  study’s	  seven	  -‐

phase	   methodological	   sequence.	   	   Defence	   of	   the	   methodology	   is	   addressed	  

progressively	   within	   the	   context	   of	   the	   presentation	   of	   the	   study	   phases	   and	  

research	  protocols	  and	  procedures.	  	  
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Consideration	   is	   given	   to	   the	   establishment	   of	   the	   of	   the	   mini-‐CEX	   as	   the	  

assessment	  framework;	  development	  of	  the	  initial	  Patient	  Safety	  mini-‐CEX	  item	  

pool	   through	   a	   comprehensive	   literature	   review,	   curriculum	  mapping	   exercise,	  

and	  expert	  comment;	  and	  the	  subsequent	  validation	  of	  the	  item	  pool	  through	  a	  

validation	   survey	   process.	   	   The	   subsequent	   Patient	   Safety	   mini-‐CEX	   testing	  

phases	  with	   cohorts	   of	   Standard	   Pathway	   International	  Medical	   Graduates	   (SP	  

IMGs)	  within	  Observed	  Structured	  Clinical	  Examination	  (OSCE),	  Simulation,	  and	  

Workplace	  Based	  Assessment	  (WBA)	  environments	  were	  outlined.	  

	  

Protocols	   for	   recruitment	   of	   the	   193	   participants	   comprised	   of	   40	   medical	  

clinical	   education	   assessment	   experts	   and	   153	   SP	   IMGs	   to	   participate	   in	   the	  

validation	   survey	   and	   Patient	   Safety	   mini-‐CEX	   testing	   phases	   are	   described,	  

supported	  with	  comment	  relating	  to	  the	  inclusion	  and	  exclusion	  criteria.	  

	  

The	   issues	   of	   the	   development	   and	   adoption	   or	   rating	   scales,	   the	   process	   of	  

standard	   setting	   in	   relation	   to	   Miller’s	   Pyramid,	   and	   a	   consideration	   of	   the	  

expected	   levels	   of	   performance	   and	   the	   provision	   of	   formative	   feedback	   in	  

relation	  to	  clinical	  competence	  are	  presented.	  	  

	  

Protocols	   and	   procedures	   relating	   to	   measure	   of	   validity	   and	   reliability,	   data	  

analysis	  and	  ethical	  considerations	  are	  also	  addressed.	  
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                      Introduction  to  Section  Two:  Results    

Section	  Two	  presents	  the	  results	  and	  related	  discussion	  from	  the	  seven	  phases	  of	  

the	  development	  and	  testing	  of	  a	  patient	  safety	  focussed	  competency	  assessment	  

tool,	  the	  Patient	  Safety	  mini-‐CEX.	  	  

	  
The	   focus	   of	   the	   research	   questions	   and	   objectives	   were	   those	   of	  

operationalizing	   the	   evidence-‐based	   curricula	   of	   the	   National	   Patient	   Safety	  

Education	   Framework	   (NPSEF)	   within	   a	   contemporary	   medical	   education	  

competency	  assessment	   framework	  and	  tool	  structure;	  and	  testing	  the	  validity,	  

reliability,	  utility,	  and	  wider	  implications	  for	  the	  adoption	  of	  such	  a	  tool.	  	  	  

	  

In	   order	   to	   establish	   the	   rationale	   for	   adoption	   of	   the	   NPSEF	   patient	   safety	  

content	  and	  competency	  items	  (Learning	  Categories	  or	  Areas,	  and	  Knowledge	  and	  

Performance	   Elements)	   within	   a	   medical	   education	   competency	   assessment	  

framework,	   Chapter	   Five	  will	   present	   an	   analysis	   of	   its	   evidence-‐base,	   and	   the	  

related	   NPSEF	   developmental	   and	   validation	   processes.	   Chapter	   Five	   will	   also	  

present	  the	  rationale	  for	  adoption	  by	  this	  thesis	  of	  the	  NPSEF	  Knowledge	  Items	  

and	  Performance	  (Skills	  and	  Behaviour)	  Indicators	  in	  establishing	  the	  initial	  item	  

pool	  for	  the	  criterion-‐based	  patient	  safety	  competency	  assessment	  tool.	  

	  

Development	  of	  the	  tool	  was,	  therefore,	  essentially	  an	  iterative	  process	  with	  each	  

phase	   of	   the	   tool	   selection	   and	   adaptation,	   curriculum	   mapping,	   item	   pool	  

development,	   and	  patient	   safety	  assessment	   tool	   testing,	   informing	   subsequent	  

phases	   of	   the	   research.	   	   The	   adoption	   of	   the	   NPSEF	   by	   the	   World	   Health	  

Organization	  as	  the	  foundation	  for	  the	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  
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Medical	   Schools	   (WHO,	  2009)	   further	   served	   to	   reinforce	   the	   legitimacy	  of	   the	  

NPSEF	  evidence	  base.	  

	  

Results	   are	   presented	   according	   to	   tool	   development	   and	   testing	   phase.	   An	  

outline	  of	  the	  structure	  of	  the	  results	  section	  is	  provided	  below:	  

	  

Chapter	  Five:	  Phase	  1	  Results:	  	  

Identification	   of	   a	   criterion-‐based	   generic	   competency	   assessment	   framework,	  

and	   examination	   and	   establishment	   of	   the	   evidence	   base	   of	   the	   of	   National	  

Patient	  Safety	  Education	  Framework	  including:	  

 Analysis	   of	   the	   evidence	   base	   of	   the	   National	   Patient	   Safety	   Education	  

Framework	   and	   the	   Framework’s	   Learning	   Categories,	   Learning	   Topics,	  

and	  knowledge	  and	  performance	  indicators;	  

 Selection,	  based	  on	  equivalence,	  of	  a	  range	  of	  evidence-‐based	  competency	  

items	  and	   indicators	   from	  the	  NPSEF	  (2005),	   through	  a	   focussed	  review	  

of	  medical	  and	  patient	  safety	  curricula	  competency	  assessment	  literature,	  

including	  comparative	  analysis	  of	  the	  NPSEF	  related	  WHO	  Patient	  Safety	  

Curriculum	  Guide	  for	  Medical	  Schools	  (2009);	  	  

 Identification	   and	   adaption	   of	   a	   clinical	   competency	   assessment	   tool	  

framework,	  compatible	  with	  the	  content	  and	  framework	  of	  the	  NPSEF,	  for	  

the	  criterion-‐based	  generic	  patient	  safety	  assessment	  tool	  (the	  mini-‐CEX);	  	  

 A	  curriculum	  mapping	  exercise	  and	  generation	  of	  an	   initial	   item	  pool	  of	  

Competency	  Items	  and	  Competency	  Indicators	  drawn	  from	  the	  NPSEF;	  

 Discussion	  and	  justification	  of	  item	  pool	  content	  and	  tool	  structure.	  
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Chapter	  Six:	  Phase	  2	  Results	  include:	  	  

Presentation	   of	   the	   Patient	   Safety	   Tool	   Item	  Pool,	   Item	  Pool	   Validation	   Survey	  

and	  Expert	  Clinician	  Review	  results,	  development	  of	  the	  Patient	  Safety	  mini-‐CEX	  

(Version	  1),	  and	  discussion	  of	  the	  Patient	  Safety	  Item	  Pool	  Validation	  Survey	  and	  

Expert	  Review	  findings,	  and	  patient	  safety	  mini-‐CEX	  tool	  development.	  

	  

Chapter	  Seven:	  Phase	  4,	  Phase	  5,	  and	  Phase	  6	  Results	  include:	  

Observed	   Structured	   Clinical	   Examination	   (OSCE),	   Simulation,	   and	   Workplace	  

Based	   Assessment	   (WBA)	   testing	   results;	   and	   discussion	   of	   Chapter	   Seven	  

results.	  

	  

	  Chapter	  Eight:	  Phase	  7	  Results	  include:	  	  

Findings	   from	   the	   expert	   assessor	   and	   clinician	   classification	   of	   competency	  

items	   by	   Workplace	   Based	   Assessment	   type,	   development	   of	   the	   Web-‐based	  

mini-‐CEX	   (Phases	   6	   and	   7),	   reliability	   validity	   and	   utility	   considerations,	   and	  

discussion	   of	   Chapter	   Eight	   results,	   including	   the	   wider	   implications	   for	   the	  

adoption	   of	   patient	   safety	   focussed	   assessments	   of	   clinical	   competency	  within	  

medicine.	  
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Chapter  Five:  Results  
EVIDENCE-‐BASED  CURRICULA  REVIEW,  CURRIUCLUM  

MAPPING,  COMPETENCY  ASSESSMENT  FRAMEWORK  

SELECTION,  AND  ITEM  POOL  DEVELOPMENT                                                                          

5.1:  Introduction  to  Chapter  Five  
	  
Chapter	  Five	  presents	   the	   rationale	  and	  evidential	   support	   for	   the	  adoption	  by	  

the	   thesis	  of	   the	  National	  Patient	  Safety	  Education	  Framework	  (NPSEF)	   (2005)	  

as	   the	   foundation	   for	   the	   development	   of	   a	   criterion-‐based	   generic	   clinical	  

assessment	   tool	   within	   a	   contemporary	   medical	   education	   competency	  

assessment	  framework.	  	  This	  reflects	  the	  intent	  of	  the	  study’s	  research	  objectives	  

and	   questions:	   	   that	   of	   operationalizing	   the	  NPSEF	   to	   facilitate	   criterion-‐based	  

and	  patient	  safety	  focussed	  assessments	  of	  clinical	  competence	  within	  medicine.	  	  

	  

The	   increasing	   recognition	   of	   the	   importance	   of	   a	   patient	   safety	   focus	   within	  

clinical	  practice	  and	   the	   rationale	   for	  proposing	  a	  patient	   safety	   focus	  within	  a	  

contemporary	   clinical	   competency	   assessment	   framework	   is	   presented	   earlier,	  

in	   the	   Chapter	   Two	   literature	   review	   and	   within	   the	   theoretical	   discussion	   of	  

Chapter	  Three.	  	  In	  this	  respect,	  the	  influence	  of	  the	  World	  Health	  Organization’s	  

patient	  safety	  focus	  and	  its	  recognition	  of	  the	  increasing	   ‘complexity	  of	  medical	  

practice’	  leading	  to	  the	  development	  of	  	  ‘a	  science	  of	  patient	  safety’	  are	  pivotal,	  in	  

that:	  

	   ‘Harm	  to	  patients	  is	  not	  inevitable	  and	  can	  be	  avoided	  [and]	  clinicians	  and	  
	   institutions	  must	  learn	  from	  past	  errors,	  and	  how	  to	  prevent	  future	  errors.	  
	   Reducing	  harm	  caused	  by	  health	  care	  is	  a	  global	  priority,	  incorporating	  
	   knowledge	  of	  how	  to	  do	  this	  through	  implementation	  of	  a	  patient	  safety	  
	   curriculum	  [in	  medicine]	  is	  an	  urgent	  necessity.’	  
	  
	   	  	  	  	  	  	  (Sir	  Liam	  Donaldson,	  Chair,	  WHO	  Patient	  Safety:	  WHO,	  2009,	  Forward)	  
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The	   international	   recognition	   and	   adoption	   of	   the	  NPSEF	   by	   the	  World	  Health	  

Organization	   for	   the	  WHO	  Patient	   Safety	   Curriculum	  Guide	   for	  Medical	   Schools	  

(2009),	  supports	  the	  adoption	  of	  the	  NPSEF	  by	  this	  thesis.	  	  The	  NPSEF,	  however,	  

while	   providing	   the	   curriculum	   framework	   and	   patient	   safety	   Learning	  

Categories,	  and	  Knowledge	  and	  Performance	  Elements	   for	   four	   levels	  of	  health	  

care	   workers,	   stopped	   short	   of	   translating	   the	   framework’s	   evidence-‐based	  

learning	   categories,	   knowledge	   items,	   and	   performance	   elements	   into	  

meaningful,	  health	  discipline	  specific,	  and	  standardized	  assessment	  frameworks	  

and	  tools.	  	  	  

The	  thesis,	   therefore,	  sets	  out	  to	  incorporate	  the	  critical	  elements	  of	  the	  NPSEF	  

into	   a	   criterion-‐based	   patient	   safety	   assessment	   framework	   appropriate	   to	  

doctors,	  including	  SP	  IMGs,	  practising	  at	  the	  junior	  doctor	  or	  prevocational	  year	  

one	  and	  two	  (PGY	  1	  &	  PGY	  2)	  levels	  in	  Australian	  clinical	  settings;	  and	  to	  test	  its	  

utility	  in	  a	  range	  of	  clinical	  environments.	  	  	  

	  

Analysis	   of	   the	   evidence	   base	   of	   the	   National	   Patient	   Safety	   Education	  

Framework	  and	  the	  Framework’s	  Learning	  Categories	  (Areas),	  Learning	  Topics,	  

Knowledge	   Items	   and	   Performance	   Indicators	   is	   presented	   in	   this	   chapter	   in	  

order	  to	  establish	  the	  rationale,	  and	  offer	  a	  defence,	  for	  their	  adoption	  within	  the	  

pool	  of	   competency	   items	  and	  competency	   indicators	  underpinning	   the	  patient	  

safety	  competency	  assessment	  tool	  proposed	  by	  this	  thesis.	  

	  

Chapter	   Five	   also	   presents	   the	   results	   from	   the	   focussed	   review	   of	   evidence-‐

based	  national	  and	   international	  patient	  safety	  and	  medical	  curricula	   literature	  

for	   the	   purpose	   of	   identifying	   commonalities	   across	   the	   two	   disciplines	   with	  
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respect	   to	   identifying	   curricula	   items	   for	   clinical	   competency	   assessment	  

equivalence,	  thus	  informing	  the	  patient	  safety	  assessment	  tool	  development.	  

	  

A	  parallel	  purpose	  of	  this	  focussed	  literature	  review	  was	  to	  identify	  an	  evidence-‐

based	   clinical	   performance	   assessment	   framework	  with	   established	   reliability,	  

acceptability	   and	   educational	   effect:	   adaptable	   to	   the	   assessment	   of	   clinical	  

competence	  and	  provision	  of	  performance	  feedback	  within	  a	  medical	  education	  

model.	   	   The	  Mini	   Clinical	   Examination	  Exercise	   (min-‐CEX)	   (Norcini,	  2005)	  was	  

considered	   an	   appropriate	   ‘fit	   for	   purpose’	   tool	   in	   that	   it	   represented	   a	  

contemporary	  medical	   education	  assessment	   tool	   ‘for	  simultaneously	  assessing	  

the	   clinical	   skills	   of	   medical	   trainees	   (early	   postgraduate	   year	   doctors)	   and	  

offering	  them	  feedback	  on	  their	  performance’	  (Norcini,	  2005,	  p.25).	  

	  

The	   Chapter	   Five	   discreet	   and	   focussed	   literature	   review	   was,	   therefore,	  

foundational	  to	  the	  structure	  and	  future	  direction	  of	  the	  research	  with	  respect	  to	  

selection	   of	   the	   patient	   safety	   tool’s	   curricula	   content	   and	   identification	   of	   an	  

appropriate	  assessment	  framework:	  that	  of	  the	  mini-‐CEX	  (Norcini,	  2005).	  	  

The	   curriculum	   mapping	   exercise,	   based	   on	   the	   findings	   of	   the	   this	   discreet	  

literature	  review,	  was	  undertaken	  with	  reference	  to	  the	  evidence-‐based	  National	  

Patient	  Safety	  Education	  Framework,	  to	  inform,	  populate	  and	  establish	  the	  draft	  

item	   pool	   competency	   areas,	   competency	   items,	   and	   competency	   indicators	   of	  

the	  criterion-‐based	  generic	  patient	  safety	  assessment.	  	  

	  

Presentation	  of	  Chapter	  Five	  results	  will	  follow	  the	  Phase	  1	  and	  2	  developmental	  

sequences	  of	  the	  criterion-‐based	  generic	  patient	  safety	  assessment	  tool.	  	  
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Analysis	   of	   the	   Evidence	   Base	   of	   the	   National	   Patient	   Safety	   Education	  

Framework,	  Medical	  and	  Patient	  Safety	  Curricula	  Literature	  Review;	  	  Curriculum	  

Mapping	   Exercise;	   Tool	   Selection	   and	   Structure;	   and,	   Draft	   Item	   Pool	  

Development.	   	   The	   seven	   developmental	   phases	   of	   the	   study	   are	   set	   out	   in	  

Chapter	  Four	  in	  Table	  4.1.	  

	  

5.2:  Analysis  of  the  Evidence  Base  of  the  National  Patient  Safety  

Education  Framework  (NPSEF)  (ACSQHC,  2005)  

The	   relevance	   and	   international	   importance	   of	   the	   National	   Patient	   Safety	  

Education	   Framework	   (NPSEF)	   (Australian	   Council	   for	   Safety	   and	   Quality	   in	  

Health	   Care	   (ACSQHC),	   Commonwealth	   of	   Australia,	   2005)	   to	   the	   discipline	   of	  

patient	   safety	   and	   to	   the	   thesis	   was	   raised	   in	   both	   the	   Literature	   Review	  

(Chapter	   Two)	   and	   Methodology	   (Chapter	   Three).	   However,	   a	   more	   in	   depth	  

consideration	   of	   its	   evidence	   base	   and	   the	   NPSEF	   topic	   and	   item	   validation	  

processes	   is	   pivotal	   to	   establishing	   the	   rationale	   for	   its	   adoption	   and	  

incorporation	  into	  the	  core	  work	  of	  this	  thesis:	  that	  of	  developing	  and	  testing	  a	  

criterion-‐based	  generic	  patient	  safety	  assessment	  tool.	  	  	  

The	   NPSEF	   evidence-‐based	   and	   consultative	   developmental	   processes,	  

incorporating	   content	  and	   item	  validation	  by	   twenty-‐nine	   international	  patient	  

safety	   and	   medical	   curricula	   experts,	   provides	   the	   underlying	   rationale	   for	  

adoption	  of	  the	  content	  areas	  and	  competency	  items	  for	  the	  Patient	  Safety	  mini-‐

CEX	  proposed	  by	  this	  thesis.	  	  

	  

The	   stated	   intent	   of	   the	  NPSEF	  development	  was	   to	   ‘provide	   a	   simple,	   flexible	  

and	  accessible	  template	  describing	  the	  knowledge,	  skills	  and	  behaviours	  that	  all	  
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health	  workers	  need	  to	  ensure	  safe	  patient	  care’…	  and	  	  ‘to	  provide	  a	  framework’	  

that	   can	   be	   used	   in	   the	   development	   of	   patient	   safety	   focussed	   curricula	   and	  

assessments	  (Walton,	  Shaw,	  Barnet,	  Ross,	  2006,	  p.437;	  NPSEF,	  2005,	  p.ii).	  	  

5.2.1:	   Overview	   of	   the	   Development	   and	   Structure	   of	   the	   National	  

Patient	  Safety	  Education	  Framework	  

The	  NPSEF	  development	  employed	  a	   consultative	  process	  by	  a	  project	   team	  of	  

40	   internationally	   recognized	   clinicians	   and	   patient	   safety	   experts,	   including	  

Australian	   patient	   safety	   expert	   Professor	   Bill	   Runciman8	  Co-‐Chair	   of	   the	  

Research	  Methods	  and	  Measures	  Group	  of	   the	  WHO	  World	  Alliance	   for	  Patient	  

Safety,	   cited	   earlier	   within	   the	   study’s	   literature	   review	   and	   methodology	  

chapter.	  	  	  

	  

Validation	   of	   the	   NPSEF	   content,	   and	   knowledge	   and	   performance	   items	   was	  

undertaken	   by	   a	   further	   29	   independent	   national	   and	   international	   academics	  

with	  expertise	  in	  the	  theoretical,	  clinical,	  assessment,	  and	  jurisdictional	  domains	  

of	  patient	  safety.	  	  International	  validators	  included	  Charles	  Vincent,	  Professor	  of	  

Clinical	  Safety	  Research,	  Imperial	  College	  London,	  and	  Emeritus	  Professor	  James	  

Reason	  whose	   work	   on	   error	   causation	   and	   organizational	   error	   included	   the	  

Reason	  Model	  of	  Accident	  Causation	  (cited	  earlier	  in	  Chapters	  Two	  and	  Three).	  	  A	  

further	   nine	   Australian	   hospitals	   and	   health	   care	   facilities	   across	   five	   states	  

participated	   in	  targeted	  consultations	  at	  both	  the	  organizational	  and	   individual	  

clinician	  levels.	  	  

	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
8	  Foundation	  Professor	  of	  Anaesthesia	  and	  Intensive	  Care,	  University	  of	  Adelaide,	  President	  of	  
the	  Australian	  Patient	  Safety	  Foundation	  
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The	  initial	  extensive	  NPSEF	  literature	  review,	  published	  separately	  as	  a	  229	  page	  

Bibliography	   of	   annotated	   reviews	   (National	   Patient	   Safety	   Education	  

Framework	  Bibliography,	  2005),	  provides	  introduction,	  content,	  discussion,	  and	  

conclusion	   to	   185	   peer-‐reviewed	   patient	   safety	   related	   journal	   articles	  

supporting	  the	  NPSEF	  development.	  

	  

The	  NPSEF	  Development	  Processes	  

Development	  of	  the	  National	  Patient	  Safety	  Education	  Framework	  was	  an	  eight-‐	  

stage	   process.	   	   The	   schematic	   representation	   of	   the	   NPSEF	   developmental	  

process	  is	  presented	  within	  Figure	  5.1.	  

	  

	  

	  

Figure	  5.1:	  Schematic	  Representation	  of	  the	  NPSEF	  Framework	  Development	  
Walton,	  M.	  M,	  et	  al.	  Qual	  Saf	  Health	  Care	  2006;	  15:439	  Downloaded	  from	  BMJ,	  2nd	  February	  2015	  
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The	   NPSEF	   development	   process	   may	   be	   further	   categorized	   into	   four	   core	  

stages	   or	   processes:	   review	   of	   the	   literature;	   development	   of	   patient	   safety	  

curriculum	  learning	  areas	  and	  learning	  topics;	  further	  classification	  into	  learning	  

domains;	   and	   lastly,	   conversion	   of	   the	   framework’s	   learning	   areas,	   topics	   and	  

domains	  into	  a	  performance-‐based	  format	  (WHO,	  2009,	  p.7).	  

	  

Structure	  of	  the	  NPSEF	  

The	   NPSEF	   is	   structured	   within	   an	   evidence-‐based	   Patient	   Safety	   Curriculum	  

Matrix	  based	  on	  established	  educational	  principles,	  with	  vertical	  and	  horizontal	  

integration	   of	   learning	   set	   out	   in	   measurable	   template	   items	   or	   performance	  

statements.	   	   The	   template	   items	   are	   further	   categorised	   within	   the	   learning	  

domains	  of	  knowledge,	  skills,	  behaviours	  and	  attitudes	  (NPSEF,	  2005,	  p.vi).	  	  	  

	  

Adoption	  of	  the	  NPSEF	  by	  the	  World	  Health	  Organization	  

In	  2009,	   the	  World	  Health	  Organization	  adopted	   the	  NPSEF	   (referenced	  as	   the	  

APSEF	  or	  Australian	  Patient	  Safety	  Education	  Framework)	  (WHO,	  2009,	  pp.	  7	  –	  

15)	  as	  the	  basis	  of	  the	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools	  

(2009).	   	   In	  adopting	   the	  NPSEF	  as	   the	   international	   standard	   for	  patient	  safety	  

education	   within	   medicine	   and	   medical	   schools,	   WHO	   sought	   to	   address	   the	  

increasing	   international	  concern	  related	   to	  adverse	  events	  arising	   from	  patient	  

safety	   lapses.	   	   Additionally,	   the	   WHO	   initiative	   addressed	   the	   Association	   of	  

Medical	  Education	   in	  Europe	  (AMEE)	  call	   for	  such	  education	  (WHO,	  2009,	  p.5).	  	  

WHO’s	   adaption	   of	   the	   NPSEF	   demonstrated	   international	   recognition	   of	   its	  

evidence	   base	   and	   validation	   processes.	   	   Figure	   5.	   2	   presents	   a	   comparison	  

between	   the	   WHO	   and	   NPSEF	   (APSEF)	   learning	   categories	   and	   curriculum	  
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content.	   	  Column	  2	   indicates	  NPSEF	  areas	  not	   included	   in	  the	  WHO	  curriculum	  

and	   column	   3	   indicates	   where	   items	   of	   the	   NPSEF	   curriculum	   content	   are	  

incorporated	  into	  the	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools.	  	  

Items	   in	   Column	   1	   are	   drawn	   directly	   from	   the	   NPSEF	   (APSEF*)	   without	  

modification.	  

	  

  
Figure	  5.2:	  Comparison	  of	  NPSEF	  and	  WHO	  Patient	  Safety	  Curriculum	  Topics	  
Source:	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools:	  2009,	  p.	  8	  
	  

*	  APSEF:	  Title	  of	  NPSEF	  amended	  by	  WHO,	  2009	  
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As	  noted	  earlier,	  neither	  the	  NPSEF	  (referenced	  by	  WHO	  as	  APSEF)	  nor	  the	  WHO	  

Patient	   Safety	   Curriculum	   Guide	   for	   Medical	   Schools,	   provided	   templates	   for	  

incorporating	  the	  NPSEF	  competency	  items	  into	  a	  tangible	  generic	  patient	  safety	  

competency	  assessment	  framework.	  	  The	  work	  of	  this	  thesis,	  therefore,	  suggests	  

such	  an	  assessment	  framework.	  	  

The	   seven	   core	   Learning	   Categories	   of	   the	   NPSEF	   and	   their	   respective	  

knowledge,	  skills	  and	  behaviour	  items	  are	  further	  set	  out	  later	  in	  this	  chapter	  in	  

Tables	  5.2	  and	  5.3.	  

	  

5.3.  Review  of  Medical  and  Patient  Safety  Curricula  and  Competency  

Assessment  Frameworks  

The	  focussed	  review	  of	  evidence	  –based	  national	  and	  international	  postgraduate	  

medical	   trainee	   and	   junior	   doctor	   (or	   prevocational)	   level	  medical	   and	   patient	  

safety	  curricula	  and	  competency	  assessment	  frameworks	  identified	  six	  curricula	  

frameworks,	   including	   the	   WHO	   Patient	   Safety	   Curriculum	   Guide	   for	   Medical	  

Schools:	   two	  discreet	  patient	  competency	  assessment	   frameworks	   (CPSI,	  2007;	  

and	  MaPSaF,	  2006),	  and	  two	  clinical	  competency	  assessment	  frameworks	  (DOPS,	  

2010;	   mini-‐CEX,	   2005)	   that	   met	   the	   search	   criteria.	   	   The	   discreet	   literature	  

search	   also	   took	   into	   account	   National	   Patient	   Safety	   Education	   Curriculum	  

Framework	   (NPSEF,	   2005)	   compatibility.	   	   The	   eight	   curricula	   frameworks	   and	  

two	   competency	   assessment	   frameworks	   are	   set	   out	   in	   Table	   5.1	   according	   to	  

country	  and	  organization,	  curricula	  elements	  and	  curricula	  focus.	  
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Table	  5.1:	  Focussed	  Literature	  Review:	  Evidence-‐Based	  Medical	  and	  Patient	  Safety	  

Curricula	  and	  Competency	  Assessment	  Frameworks	  Curricula	  Elements	  and	  Focus	  

Curriculum	  Framework	   Country	   Curricula	  
Elements/Focus	  
	  

Australian	  Curriculum	  Framework	  for	  Junior	  
Doctors	  (ACFJD)	  (CPMEC,	  2005,	  2009)	  
	  

Australia	   Knowledge,	  Skills	  and	  
Behaviours	  required	  of	  
PGY1	  and	  PGY2	  doctors.	  

Australian	  Medical	  Council	  (AMC)	  Draft	  Standards	  
for	  Assessment,	  Progression	  and	  Sign-‐Off	  for	  
Internship	  (AMC,	  2010,	  2012)	  

Australia	   Clinical	  Management;	  
Communication;	  
Professionalism	  

Royal	  Australian	  College	  of	  General	  Practitioners	  
(RACGP)	  Curriculum	  (2007,	  2011)	  

Australia	   Communication	  Skills	  
and	  the	  Patient-‐Doctor	  
Relationship;	  Applied	  
Professional	  Knowledge	  
and	  Skills;	  
Population	  Health;	  
Professional	  and	  Ethical	  
Role;	  Organizational	  
and	  Legal	  Dimensions	  

Royal	  Australian	  College	  of	  Physicians	  (RACP)	  
(2010,	  2012)	  

Australia	   Clinical	  Process;	  
Medical	  Expertise	  

WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  	  
Schools	  (2009)	  	  

World	  Health	  
Organization	  –	  
International	  
Focus	  

Communicating	  Safely;	  
Identifying,	  Preventing	  
and	  Managing	  Adverse	  
Events;	  Using	  Evidence	  
and	  Information;	  
Working	  Safely;	  Being	  
Ethical;	  Specific	  Issues	  
(e.g.	  Infection	  Control	  
(2007,	  2014)	  

CanMEDS	  (Royal	  College	  of	  Physicians	  &	  Surgeons	  
of	  Canada)	  (CanMEDS,	  2005)	  

Canada	   Medical	  Expert	  	  	  
Roles:	  Communicator,	  
Collaborator,	  Manger,	  
Health	  Advocate,	  
Scholar,	  Professional	  

Canadian	  Patient	  Safety	  Institute	  Patient	  Safety	  
Now	  	  (CPSI,	  2007)	  

Canada	   Resources	  for	  ‘frontline	  
providers	  to	  improve	  
patient	  safety	  

Manchester	  Patient	  Safety	  Framework	  (MaPSaF)	  
(2006)	  National	  Health	  Service	  (NHS)	  

United	  Kingdom	   Five	  Stages	  of	  
Increasing	  Maturity	  of	  
Organizational	  Patient	  
Safety	  Culture	  –	  
Pathological	  to	  
Generative	  

Royal	  Australian	  College	  of	  Surgeons	  (RACS)	  
Direct	  Observation	  of	  Clinical	  Skills	  (DOPS)	  
(2010)	  
	  
	  

Australia	   Clinical	  Procedure	  
Assessment	  Tool:	  
Explains;	  Prepares;	  
Demonstrates;	  Performs	  
–	  Adapts;	  Completes;	  
Analyses	  

Mini-‐Clinical	  Examination	  (Mini-‐CEX)	  (Norcini,	  	  
Blank,	  Arnold,	  Kimball,	  1995;	  Norcini,	  2005)	  

United	  States	  of	  
America	  

History	  Taking;	  Physical	  
Examination;	  
Communication	  Skills;	  
Professionalism;	  
Organizational	  
Efficiency	  
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5.4:  Curriculum  Mapping  Exercise  
	  
The	   National	   Patient	   Safety	   Education	   Framework	   (NPSEF),	   published	   by	   the	  

Australian	   Council	   for	   Safety	   and	   Quality	   in	   Health	   Care	   (ACSQHC)	   in	   2005	  

(ACSQC,	  2005;	  Walton	  &	  Shaw,	  2006;	  Walton,	  Shaw,	  Barnett	  &	  Ross,	  2006),	  and	  

later	   adopted	   by	   the	   World	   Health	   Organization	   as	   the	   evidence-‐based	  

curriculum	   for	   the	   WHO	   Patient	   Safety	   Curriculum	   Guide	   for	   Medical	   Schools	  

(2009)	  and	  presented	  earlier	  in	  this	  chapter,	  was	  adapted	  for	  the	  criterion-‐based	  

generic	   patient	   safety	   focussed	   assessment	   tool	   content	   with	   respect	   to	  

establishing	  uniformity	  of	  competency	  item	  measurement	  criteria.,	  	  

	  	  

The	  empirical	  evidence	   from	  the	   literature	  review,	  supporting	   incorporation	  of	  

the	  integral	  elements	  of	  the	  NPSEF’s	  seven	  learning	  categories,	  22	  learning	  topics	  

and	   related	   sets	   of	   performance	   indicators	   into	   the	   criterion-‐based	   generic	  

patient	   safety	   assessment	   tool,	   was	   the	   extensive	   consultative	   developmental	  

process	  of	  the	  NPSEF,	  also	  discussed	  earlier	  in	  this	  chapter	  (NPSEF,	  2005,	  p.	  xi).	  	  	  

	  

Additionally,	   its	   adoption,	   with	   minimal	   modification,	   by	   the	   World	   Health	  

Organization	  as	   the	   template	   for	   the	  WHO	  Patient	  Safety	  Curriculum	  Guide	   for	  

Medical	   Schools	   (2009)	   further	   reinforced	   the	   thesis	   imperative	   to	  employ	   the	  

NPSEF	   best	   evidence	   and	   validated	   competency	   statements	   and	   competency	  

indicators	  within	  the	  criterion-‐based	  generic	  patient	  safety	  focussed	  assessment	  

tool	  item	  pool.	  	  

The	   relationship	  between	   the	  NPSEF	  Learning	  Categories,	  Learning	  Topics	  and	  

Knowledge	  and	  Performance	  requirements	  is	  demonstrated	  in	  its	  patient	  safety	  

curriculum	  matrix	  presented	  earlier	  in	  Figure	  3.6	  of	  Chapter	  3.	  



	   207	  

The	  Patient	  Safety	  Curriculum	  Matrix	  of	  the	  NPSEF	  was	  established	  in	  line	  with	  

sound	  educational	  principles	  and	  employs	  vertical	  and	  horizontal	  integration	  of	  

learning,	  set	  out	  in	  a	  series	  of	  measurable	  template	  items	  in	  the	  learning	  domains	  

of	  knowledge,	   skills,	  behaviours	  and	  attitudes	   (NPSEF,	  2005,	  p.xi).	   	  Knowledge,	  

skills,	  behaviours	  and	  attitudes	  levels	  were	  further	  mapped	  within	  the	  NPSEF	  by	  

health	   care	   worker	   category,	   with	   doctors	   (specifically	   interns	   and	   hospital	  

medical	   officers	   or	   HMO’s,	   inclusive	   of	   prevocational	   trainee	   category)	   being	  

designated	  as	  Category	  2	  health	  care	  workers.	  	  

	  

Category	   2	   health	   workers	   were	   considered	   representative	   of	   the	   study’s	  

prevocational	   doctor	   level	   (PGY1	  and	  PGY2)	   target	  population	   and	   are	  defined	  

by	  the	  National	  Patient	  Safety	  Education	  Framework	  (NPSEF)	  as:	  

‘…those	   health	   care	   workers	   who	   provide	   direct	   clinical	   care	   to	   patients	   and	  
work	  under	  supervision	  (for	  example	  ambulance	  officers,	  nurses,	  interns	  (PGY	  1	  
doctors),	   resident	   medical	   officers	   (PGY	   2	   or	   Hospital	   Medical	   Officer	   (HMO	  
doctors)	  and	  allied	  health	  workers’.	  	  (NPSEF,	  2005,	  p.vi),	  
	  

In	   line	  with	  this	  categorization,	   the	  evidence-‐based	  knowledge	   items	  and	  skills,	  

and	  behavioural	  and	  attitude	  competency	  statements	  and	  competency	  indicators	  

aligned	   with	   NPSEF	   designated	   Category	   2	   Health	  Workers,	   were	   mapped	   for	  

equivalence	  against	  the	  medical	  and	  patient	  safety	  curricula	  and	  two	  competency	  

assessment	  frameworks	  presented	  in	  Table	  5.1.	  	  	  

	  

5.4.1:	  Curriculum	  Mapping	  Exercise	  Structure	  	  

The	  competency	  areas,	  competency	  items,	  competency	  indicator	  statements,	  and	  

doctors’	   roles	   from	  the	  six	  medical	  and	  patient	  safety	  curricula	  documents	  and	  

two	   clinical	   assessment	   frameworks	   identified	   by	   the	   literature	   review	   were	  

mapped	  against	  the	  seven	  learning	  categories	  of	  the	  NPSEF.	  	  
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The	  Canadian	  Patient	  Safety	  Institute	  (CPSI)	  competencies	  and	  those	  of	  the	  Royal	  

Australia	   College	   of	   Physicians	   (RACP)	   were	   omitted	   from	   the	   final	   mapping	  

exercise.	   	   	   CanMEDS	  was	   considered	   representative	   of	   the	   CPSI	   competencies,	  

and	  the	  structure	  of	  the	  RACP	  competencies	  was	  complex	  and	  considered	  to	  be	  

incorporated	  within	  the	  other	  frameworks.	  

Those	  NPSEF	  competency	   statements	  and	  competency	   indicators	   reflecting	   the	  

intent	   of	   the	   eight	   remaining	   competency	   frameworks	   are	   incorporated,	   with	  

permission,	   into	   the	   Competency	   or	   Practice	   Performance	   Areas,	   Competency	  

Items	   and	   Competency	   Indicators	   of	   the	   criterion-‐based	   generic	   patient	   safety	  

focussed	  assessment	  tool,	  the	  Patient	  Safety	  mini-‐CEX.	  	  

The	  results	  from	  the	  curriculum	  mapping	  exercise	  are	  set	  out	  in	  Table	  5.2	  
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Table	  5.2:	  Mapping	  of	  Common	  Curricula	  Domains	  and	  Competencies	  of	  National	  and	  International	  Medical	  and	  Patient	  Safety	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Curricula	  against	  the	  National	  Patient	  Safety	  Education	  Framework	  (NPSEF)	  

NPSEF	   ACFJD	   RACGP	   CanMEDS	   MaPSaF	   WHO	  
Curriculum	  Guide	  

AMC	  Draft	  08	   Mini	  -‐CEX	   RACS/DOPS	  
	  

Communicating	  
Effectively	  

Communication	  
Patient	  	  
Interaction	  
Managing	  	  
Information	  
Working	  in	  	  
Teams	  

Domain	  1	  
Communication	  
Skills	  &	  Patient/	  Doctor	  
Relationship	  

Communicator	   Communication	  
About	  Safety	  
Issues	  

Communicating	  
Effectively	  
With	  patients,	  
carers,	  partners	  
Communicating	  
Risk	  
With	  cultural	  
respect	  and	  
knowledge	  

Communication	   Medical	  
Interviewing	   Skills	  
&	  	  
Professional	  
Qualities	  
Communication	  

	  

Identifying,	  
preventing	  &	  
Managing	  
Adverse	  Events	  	  
&	  Near	  Misses	  

Clinical	  
Management	  
Emergencies	  &	  	  
Patient	  
Assessment	  

Domain	  2	  
Applied	   Professional	  
Knowledge	  &	  Skills	  

Competency	  
Based	  Training	  

System	  Errors	  
&	  Individual	  
Responsibility	  
Recording	  incidents	  
&	  Best	  Practice	  

Identifying,	  
preventing	  &	  
Managing	  Adverse	  
Events	  	  
&	  Near	  Misses	  
	  

Safe	  Practice	   Clinical	  Judgement	   Management.	  

Using	   Evidence	   &	  
Information	  

Clinical	  
Management	  
Patient	  
Assessment/	  	  
Management	  
Skills	  &	  Procedures	  

Domain	  3	  
Applied	   Professional	  
Knowledge	  &	  Skills	  

Competency	   Based	  
Training	  
Medical	  Expert	  
Scholar	  

Best	  Practice	  
Staff	   Education	   &	  
Training	  

	   Clinical	  	  
Management	  
Clinical	  Judgement	  

Physical	  	  
Examination	  
Skills	  
Clinical	  Judgement	  

History	  Taking	  
Clinical.	  
Decision	  Making	  

Working	  Safely	   Clinical	  
Management	  
Patient	  
Management	  

Domain	  4	  
Professional	   &	   Ethical	  
Role	  

Collaborator	  
Manager	  

Priority	   given	   to	  
Safety	  

Working	  Safety	  
In	  teams	  
Understanding	  
human	  factors	  &	  
Organizations	  
Managing	  fatigues	  &	  
stress	  

Clinical	  Judgement	   Clinical	  Judgement	   Examination	  
Skills	  

Being Ethical Professionalism 
Doctor & Society 
Professional 
Behaviour 

Domain 5 
Professional & Ethical 
Roles 
Organizational 
& Legal 
Dimensions 

Health Advocate 
Professional 

 Being	  Ethical	  
Fitness	  to	  practice	  
Ethical	  behaviour	  &	  
practice	  

Professionalism Professional 
Qualities/ 
Communication 

Ethics 

Continued 
Learning 

Professionalism 
Teaching & 
Learning 
Population 
Health 

 Scholar Learning & 
Effecting Change 

  Organization/ 
Efficacy 

 

Specific Issues 
(Wrong Site 
Wrong 
Procedure 
Medicating 
Safely) 

Clinical 
Management 
Safe Patient 
Care 

 Competency 
Based Training 

System Errors & 
Individual 
Responsibility 
Personnel 
Management & 
Safety Issues 

Specific	  Issues	  
Preventing	  wrong	  
site,	  procedure	  &	  
patient	  
Medicating	  safely	  
Infection	  Control	  
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5.5:  Generic  Competency  Assessment  Tool  Selection	  

The	  Mini-‐Clinical	  Evaluation	  Exercise	  (mini-‐CEX)	  tool	  (Norcini,	  Blank,	  Arnold	  &	  

Kimball,	   1995;	   Norcini,	   2005,	   AMC,	   2009)	   was	   identified	   from	   the	   medical	  

clinical	   assessment	   literature	   as	   the	   ‘best	   fit	   for	   purpose’	   with	   respect	   to	  

criterion-‐based	   generic	   assessment	   tool	   structure.	   	   The	   identified	   strengths	   of	  

the	   mini-‐CEX	   framework	   and	   format	   were	   its	   relevance	   to	   the	   medical	   and	  

patient	   safety	   curricula	   identified	   through	   the	   literature	   review;	   its	   formal	  

adoption	   as	   a	   component	   of	   assessment	   of	   clinical	   competence	   by	   six	   of	   the	  

reviewed	   curricula;	   its	   adoption	   by	   the	   Australian	   Medical	   Council	   (AMC)	   for	  

Workplace	  Based	  Assessment	  of	  International	  Medical	  Graduate	  cohorts;	  and,	  its	  

established	  validity,	  reliability,	  and	  educational	  effect	  (Norcini,	  2005).	  	  The	  AMC	  

Mini-‐CEX	   Assessment	   Form	   (AMC,	   2009)	   is	   presented	   in	   Figure	   5.3	   and	   the	  

Norcini	  et	  al	  (2003),	  was	  presented	  earlier	  in	  Figure	  3.4.    

In	   line	  with	  selection	  of	   the	  mini-‐CEX	  as	   the	   framework	  for	   the	  criterion-‐based	  

generic	   patient	   safety	   assessment	   tool,	   the	   tool	   was	   designated	   as	   a	   Patient	  

Safety	  mini-‐CEX	  (PSMC).	  
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Figure	  5.3:	  	  Mini-‐CEX	  Format:	  Australian	  Medical	  Council	  (2009)  
Source:	  AMC	  Workplace	  Based	  Assessment	  Resource	  Guide,	  2009,	  p.62	  	  
	  
The	  AMC	  (2009)	  Mini-‐CEX	  Assessment	  Format	  is	  based	  upon	  the	  Norcini	  (2005)	  

seven-‐category	   tool	   with	   only	   minor	   modification:	   substitution	   of	   Medical	  

Interviewing	  and	  Counselling	  Skills	  for	  History	  Taking	  and	  Communication.	  



	   212	  

	  

5.6.   Criterion-‐Based   Generic   Patient   Safety   Assessment   Tool  

Development:  The  Patient  Safety  mini-‐CEX  

5.6.1	  Establishing	  Assessment	  Tool	  Structure	  	  

The	   mini-‐CEX	   assessment	   framework	   of	   skills	   or	   competency	   areas	   and	   the	  

findings	   from	   the	  mapping	  exercise,	   informed	   the	   tool	   structure	  and	   item	  pool	  

development	  processes.	  	  

In	   line	   with	   identification	   of	   the	   mini-‐CEX	   (Norcini,	   Blank,	   Arnold	   &	   Kimball,	  

1995:	  Norcini,	  2005;	  AMC,	  2009),	  four	  common	  skills	  or	  competency	  areas	  were	  

identified	   from	   the	  mapping	  exercise.	  These	   four	  areas	  were	  matched	  with	   the	  

seven	   learning	   categories	   of	   the	  National	   Patient	   Safety	   Education	   Framework	  

(2005)	   to	   establish	   alignment	   and	   incorporation	   of	   the	   essential	   elements	   and	  

intent	   of	   both	   frameworks.	   	   The	   resultant	   four	   categories	   were	   designated	   as	  

Practice	  Performance	  Areas	  (PPAs)	  of	  the	  Patient	  Safety	  mini-‐CEX	  .	  

Practice	   Performance	   Areas	   were	   further	   aligned	   with	   established	   mini-‐CEX	  

skills	   or	   competency	   categories   (AMC,	   2009;	   Norcini,	   2005)	   and	   those	   of	   the	  

WHO	   Patient	   Safety	   Curriculum	   Framework	   for	   Medical	   Schools	   in	   order	   to	  

establish	   the	  most	  acceptable	   competency	  assessment	   framework	  with	   respect	  

to	  patient	  safety	  focussed	  clinical	  assessment	  within	  medical	  education.	    

Table	   5.3	   sets	   out	   the	   results	   of	   the	   Patient	   Safety	   mini-‐CEX	   Practice	  

Performance	   Area	   and	   Competency	   Item	   alignment	   with	   reference	   to	   the	  

National	   Patient	   Safety	   Education	   Framework	   (2005),	   the	  WHO	   Patient	   Safety	  

Curriculum	  Guide	  for	  Medical	  Schools	  (2009)	  and	  AMC	  Mini-‐CEX	  (2009).	  
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Table	  5.3:	  Alignment	  of	  Patient	  Safety	  mini-‐CEX,	  NPSEF,	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools	  and	  AMC	  Mini-‐CEX	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Practice	  Performance	  Areas	  (Competency	  Categories)	  and	  Performance	  (Competency	  Indicators)	  
	  
Patient	  Safety	  mini-‐CEX	  	  (2009)	  
(Version	  1)	  
	  

NPSEF	  (2005)	   WHO	  Patient	  Safety	  Curriculum	  
Guide	  (2009)	  

AMC	  Mini-‐CEX	  (2009)	  

Communicating	  safely	  
Items	  incorporated	  into:	  
Patient	  interaction	  
Appropriate	  documentation	  
Working	  in	  teams	  
	  
	  
	  
	  

Communicating	  effectively	  
Involving	  patients	  and	  carers	  as	  
partners	  in	  health	  care	  
Communicating	  Risk	  
Communicating	  honestly	  with	  patients	  
after	  an	  adverse	  event	  
Obtaining	  consent	  
Being	  culturally	  respectful	  and	  
knowledgeable	  

Communicating	  effectively	  
Involving	  patients	  and	  carers	  as	  
partners	  in	  health	  care	  
Communicating	  Risk	  
Communicating	  honestly	  with	  patients	  
after	  an	  adverse	  event	  
	  
Being	  culturally	  respectful	  and	  
knowledgeable	  

Medical	  Interviewing	  Skills	  
Facilitates	  patient’s	  telling	  of	  story,	  
effectively	  listens	  and	  uses	  questions/	  
directions	  to	  obtain	  adequate	  
information	  needed,	  response	  
adequately	  to	  affect	  non-‐verbal	  cues	  
	  
Counselling	  Skills	  
Explains	  rationale	  for	  test/treatment,	  
obtains	  patient’s	  consent,	  
educates/counsels	  regarding	  
management	  

Included	  in	  practising	  safely	  items:	  
risk	  and	  prevention,	  medication	  safety,	  
patient	  identification	  (wrong	  site,	  
wrong	  procedure,	  wrong	  patient)	  and	  
Infection	  control	  	  
	  

Identifying,	  preventing	  and	  
managing	  adverse	  events	  and	  near	  
misses	  
Recognizing,	  preventing	  and	  
managing	  adverse	  events	  and	  near	  
misses	  
Managing	  risk	  
Understanding	  health	  care	  adverse	  
events	  and	  near	  misses	  
Managing	  complaints	  
	  

Identifying,	  preventing	  and	  
managing	  adverse	  events	  and	  near	  
misses	  
Recognizing,	  preventing	  and	  
managing	  adverse	  events	  and	  near	  
misses	  
Managing	  risk	  
Understanding	  health	  care	  adverse	  
events	  and	  near	  misses	  
Managing	  complaints	  

	  

	   	  
	  
	  
	  

	  
	  

Physical	  Examination	  
Follows	  efficient,	  logical	  sequence;	  
balances	  screening/diagnostic	  steps	  
for	  problem;	  informs	  patient’	  
sensitive	  to	  patient’s	  comfort,	  
modesty	  
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Clinical	  management	  and	  using	  
evidence	  
History	  taking	  
Physical	  examination	  skills	  and	  
procedures	  
Clinical	  judgement	  and	  decision-‐	  
making	  skills	  
Investigation	  
	  

Using	  evidence	  and	  information	  
Employing	  best	  evidence	  and	  
information	  
Using	  information	  technology	  to	  
enhance	  safety	  

Using	  evidence	  and	  information	   Clinical	  judgement	  
Selectively	  orders/	  performs	  
appropriate	  diagnostic	  studies,	  
considers	  risks	  and	  benefits,	  arrives	  at	  
an	  accurate	  diagnosis	  or	  differential	  
diagnosis	  and	  identifies	  effective	  
management	  strategies	  

Practising	  Safely	  
Working	  in	  teams	  included	  in	  
Communicating	  Safely	  
	  
Managing	  fatigue	  and	  stress	  
incorporated	  into	  Professional	  
Practice	  

Working	  safely	  
Being	  a	  team	  player	  and	  showing	  
leadership,	  	  
Understanding	  human	  factors	  
Understanding	  complex	  organizations	  
Providing	  continuity	  of	  care	  
Managing	  fatigue	  and	  stress	  

Working	  safely	  
Being	  a	  team	  player	  and	  showing	  
leadership,	  	  
Understanding	  human	  factors	  
Understanding	  complex	  organizations	  
Providing	  continuity	  of	  care	  
Managing	  fatigue	  and	  stress	  
	  

Included	  in	  organization/efficiency	  

Professional	  practice	  (includes	  
working	  within	  the	  law	  and	  being	  
ethical)	  

Being	  ethical	  
Maintaining	  fitness	  to	  practice	  
Professional	  and	  ethical	  behaviour	  
	  
	  
	  
	  
	  

Being	  ethical	  
Maintaining	  fitness	  to	  work	  or	  
practise	  
Ethical	  behaviour	  or	  practice	  
Continued	  learning	  
Being	  a	  workplace	  learner	  
Being	  a	  workplace	  teacher	  

Professionalism	  and	  humanistic	  
skills	  
Shows	  respect,	  compassion,	  empathy,	  
establishes	  trust,	  attends	  to	  patient’s	  
needs	  of	  comfort,	  modesty,	  
confidentiality	  

Included	  in	  professional	  practice	   Continuing	  learning	  
Being	  a	  workplace	  learner	  
Being	  a	  workplace	  teacher	  

Included	  in	  ‘being	  ethical’	   Included	  in	  
professionalism/humanistic	  skills	  

Included	  in	  practising	  safely	  (with	  the	  
addition	  of	  infection	  control)	  
	  

Specific	  issues	  
Preventing	  wrong	  site,	  wrong	  
procedure,	  wrong	  patient	  	  
Medicating	  safely	  
	  

Specific	  issues	  
Preventing	  wrong	  site,	  wrong	  
procedure,	  wrong	  patient	  and	  
medicating	  safely	  
Addition	  of	  infection	  control	  
	  

Not	  specifically	  addressed	  

	   	  
	  

	   Organization/Efficiency	  
Prioritizes:	  is	  timely	  and	  succinct	  
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5.6.2:	  Draft	  Item	  Pool	  Development	  

The	   Patient	   Safety	  mini-‐CEX	   initial	   or	   draft	   item	   pool,	   structured	   around	   four	  

Practice	   Performance	  Areas	   (PPA’s)	   and	   populated	  with	   18	   Competency	   Items	  

and	  126	  Competency	  Indicators,	  was	  generated	  purposefully	  from	  the	  ‘universe	  

of	   items’	  (Learning	  Objectives,	  Knowledge	  Items	  and	  Performance	  Elements)	  of	  

the	   National	   Patient	   Safety	   Education	   Framework	   (NPSEF	   2005)	   Category	   2	  

health	  worker	  items.	  	  The	  wording	  of	  the	  original	  item	  was	  retained	  in	  order	  to	  

reflect	   the	   evidence-‐based	   intent	   of	   each	  NPSEF	   item	   and	   therefore	   precluded	  

rewording	   or	   randomizing	   items	   according	   to	   the	   DeVellis	   (2003)	  

recommendation.	  	  

	  

Additionally,	   the	   commonality	   of	   both	   item	   construct	   and	   item	   category	   was	  

maintained,	  and	  in	  line	  with	  the	  DeVellis	  (2003)	  recommendation	  that	  the	  initial	  

item	  pool	  be	  intentionally	  greater	  than	  the	  final	  item	  pool,	  all	  potentially	  relevant	  

items	   were	   included	   in	   the	   Patient	   Safety	   mini-‐CEX	   draft	   Item	   Pool	   (DeVellis,	  

2003,	  pp.	  65	  –	  66).	  	  	  

The	  sets	  of	  competency	  items	  and	  competency	  indicators,	  drawn	  from	  the	  NPSEF	  

(2005)	  Category	  2	  performance	  elements	  of	  Knowledge,	   Skills,	  Behaviours	  and	  

Attitudes,	  were	  assembled	   to	   support	   item	  specific	   assessment	   categories	  with	  

reference	  to	  the	  Norcini	  (2005)	  and	  AMC	  (2009)	  Mini-‐CEX	  categories	  and	  items.	  

The	  item	  pool,	  was	  therefore,	  populated	  with	  evidence-‐based	  and	  internationally	  

validated	   items	   and	   performance	   statements	   drawn	   from	  within	   their	   parallel	  

NPSEF	   competency	   or	   performance	   categories.	   	   	   The	   Competency	   Indicators	  

(N=126)	   within	   the	   initial	   item	   pool	   represented	   the	   universe	   of	   knowledge,	  
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skills,	   performance	   and	   attitude	   performance	   descriptors	   aligned	   with	   their	  

respective	  Competency	  Item.	  

	  

5.6.3:	  Draft	  Item	  Pool	  Validation	  Processes	  

The	  Patient	  Safety	  mini-‐CEX	  draft	  Item	  Pool	  was	  subject	  to	  survey	  validation	  or	  

verification	   of	   their	   relevance	   and	   importance	   by	   a	   convenience	   sample	   of	  

International	  Medical	  Graduate	  (IMG)	  doctors	  employed	  or	  seeking	  employment	  

in	  Victorian	  hospitals	  at	   the	  prevocational	   level.	   	  This	  process	  was	   followed	  by	  

several	   rounds	  of	   academic	  and	  clinical	   review	  by	   the	  panel	  of	   expert	   clinician	  

assessors	   and	   medical	   education	   assessment	   advisors	   recruited	   by	   the	   study.	  	  

The	  purpose	  of	  the	  validation	  survey	  and	  the	  expert	  panel	  review	  process	  was	  to	  

establish	   consensus	  around	   the	   items	   that	   conceptually	  and	  concisely	   reflected	  

and	   encapsulated	   the	   clinical	   and	   patient	   safety	   competencies	   items	   and	  

indicators	   relating	   to	   the	   categories	   Communicating	   Safely,	   Practising	   Safely,	  

Clinical	   Management	   and	   Using	   Evidence,	   and	   Professional	   Practice.	   A	   more	  

detailed	  account	  of	  the	  validation	  and	  expert	  panel	  reviews	  and	  the	  rationale	  for	  

these	  processes	  is	  presented	  in	  Chapter	  Six.	  

	  

Participant	  recruitment	  and	  cohort	  specific	  demographic	  and	  academic	  profiles	  

are	  presented	  in	  the	  subsequent	  results	  chapters,	  Chapter	  Six	  and	  Chapter	  Seven.	  

The	  Patient	  Safety	  mini-‐CEX	  draft	  Item	  Pool,	  along	  with	  the	  results	  from	  the	  Item	  

Validation	  Survey	  and	  the	  development	  of	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  

1)	  are	  presented	  in	  Chapter	  Six.	  
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5.7:  Discussion  

Chapter	  Five	  results	  are	  foundational	  to	  the	  work	  of	  the	  thesis.	  	  They	  reflect	  the	  

intent	   of	   Research	   Objective	   One	   and	   Research	   Question	   One:	   those	   of	  

operationalizing	   the	   internationally	   recognized	   patient	   safety	   curricula	   (the	  

NPSEF	   and	   the	   corresponding	   WHO	   Curriculum	   Guide	   for	   Medical	   Schools)	  

within	   a	   criterion	   based	   generic	   medical	   education	   competency	   assessment	  

framework;	   and	   identifying	   and	   incorporating	   their	   essential	   curricula	  

components	  and	  performance	  outcomes.	  	  	  Such	  a	  framework	  was	  required	  to	  be	  

applicable	   to	  both	  prevocational	  doctors	  practising	  at	   the	   level	  of	  Postgraduate	  

Year	  1	  (PGY	  1)	  Postgraduate	  Year	  2	  (PGY	  2)	  and	  their	  clinical	  assessors.	  

	  
The	   notion	   of	   patient	   safety	   as	   a	   discreet	   focus	   of	   assessments	   of	   clinical	  

competency	   required	   that	   the	  mandates	   of	   criterion-‐based	   clinical	   assessment	  

frameworks	   be	   incorporated	   into	   the	   development	   of	   the	   patient	   safety	  

assessment	   tool:	   those	   of	   established	   performance	   criteria	   and	   absolute	  

standards	  of	  competence	  which	  reflect	  the	  level	  of	  mastery	  of	  an	  expected	  level	  

of	  performance	  (Downing	  &	  Yudkowsky,	  2009).	  

	  

Competence	  within	  medical	  education	  clinical	  assessment	  frameworks	  is	  defined	  

as	   ‘an	  overarching	   concept	   involving	   the	   integration	  of	  multiple	   capacities	   and	  

abilities’	   (Jolly,	  2012,	  p.347)	  where	   ‘the	   trainee	   (prevocational	  doctor)	   ‘has	   the	  

ability	   to	   handle	   a	   complex	   professional	   task	   by	   integrating	   the	   relevant	  

cognitive,	  psychomotor	  and	  affective	  skills’	  (Van	  der	  Vlueten	  &	  Schuwirth,	  2005,	  

p.	   313).	   	   Further,	   in	   a	   2010	   discussion	   paper	   on	   competence-‐based	   medical	  

education	  and	  assessment,	   the	  AMC	  conceded	   that	   ‘competence	   is	  not	  a	  steady	  

state,	   having	   different	   meanings	   at	   different	   levels	   of	   medical	   education’	   and	  
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practice	  (AMC,	  2010,	  p.17).	  	  Performance,	  on	  the	  other	  hand,	  may	  be	  considered	  

as	  what	  doctors	  do	  in	  actual	  practice	  (Hodges	  &	  Lingard,	  2012,	  pp.	  22	  –	  23).	  

	  

Whether	   the	   focus	   of	   a	   clinical	   assessment	   is	   that	   of	   competence,	   a	   discreet	  

competency	   (task),	   or	   performance,	   the	   establishment	   of	   evidence-‐based	  

assessment	   criteria	   and	   parallel	   clinically	   focussed	   and	   knowledge-‐based	  

statements	   set	   within	   a	   standardized	   assessment	   framework,	   are	   essential.	  	  

These	  three	  elements	  represented	  the	  foundational	  work	  of	  Phase	  1	  of	  the	  study	  

and	   are	   reflected	   in	   the	   focussed	   review	   of	   evidence-‐based	  medical	   education	  

and	  patient	  safety	  curricula,	  the	  curriculum	  mapping	  exercise,	  the	  selection	  of	  a	  

patient	   safety	   assessment	   tool	   framework,	   and	   the	   development	   of	   an	   initial	  

competency	  item	  and	  competency	  indicator	  item	  pool.	  

	  

The	   review	   of	   national	   and	   international	   evidence-‐based	   medical	   and	   patient	  

safety	  curricula	  identified	  ten	  curricula	   frameworks	  with	  potential	   for	  mapping	  

against	   the	   National	   Patient	   Safety	   Education	   Framework	   (NPSEF,	   2005).	   The	  

curriculum	   mapping	   exercise,	   presented	   in	   Table	   5.2,	   sought	   to	   establish	  

equivalence	   across	   mandated	   curricula	   content	   within	   discreet	   performance	  

categories	  such	  as	  knowledge,	  clinical	  management	  and	  decision-‐making,	  clinical	  

examination	   and	   procedural	   skills,	   communication,	   professionalism,	   infection	  

control,	  and	  patient	  safety.	  

The	   commonality	   of	   the	   mapping	   exercise	   findings	   and	   their	   related	   content	  

categories	   influenced	   the	   evidence-‐based	   review	   of	   potential	   competency	  

assessment	   frameworks.	   	   The	   intent	   of	   this	   study	  was	   to	   develop	   a	   criterion-‐

based	  generic	  patient	  safety	  assessment	  tool	  within	  an	  existing	  evidence-‐based	  
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clinical	  competency	  assessment	  framework.	  	  It	  was	  considered	  that	  in	  order	  for	  

a	   patient	   safety	   focussed	   assessment	   tool	   to	   be	   adopted	   within	   clinical	  

assessments	   testing	   and	   clinical	   environments,	   the	   selected	   tool	   should	   be	  

incorporated	   into	   an	   existing	   evidence-‐based,	   standardized,	   and	   evolving	  

competency	  assessment	  framework	  that	  was:	  

 The	   subject	   of	   ongoing	   competency	   assessment	   research	   and	  

development;	  

 Aligned	  with	  potential	  judges	  cognitive	  frameworks;	  

 Adaptable	   to	   the	   Learning	   Categories,	   Learning	   Topics	   and	   Domains	   of	  

Knowledge,	   Skills	   and	   Behaviours	   of	   the	   National	   Patient	   Safety	  

Education	  Framework;	  and,	  	  

 Representative	   of	   the	   intent	   of	   the	   consensus	   of	   medical	   curricula	  

competency	  assessment	  frameworks	  review	  of	  this	  study.	  

	  

The	   mini-‐CEX	   or	   Mini-‐Clinical	   Evaluation	   Exercise	   (Norcini,	   Blank,	   Arnold	   &	  

Kimball,	   1995;	   Norcini,	   2005;	   AMC,	   2009)	   fulfilled	   these	   criteria.	   	   	   Its	   use	   in	  

Australia	  was	   limited	  to	  pilot	  studies	  within	  specialist	  medical	  colleges	  and	  the	  

Australian	  Medical	  Council	  	  (2009)	  at	  the	  time	  of	  its	  adoption	  by	  this	  study.	  	  The	  

evolving	  development	  of	  mini-‐CEX	  measurement	  criteria,	  and	  wide-‐ranging	  and	  

ongoing	   discussion	   and	   research	   in	   the	   domain	   of	   clinical	   assessment	   within	  

medicine	   (Van	   der	   Vleuten	   &	   Schuwirth,	   2005;	   Nair.	   Alexander,	   McGrath,	  

Pavarthy	  &	  Kilsby	  et	  al,	  2008;	  Crossley,	  Johnson,	  Booth	  &	  Wade,	  2011;	  Crossley	  &	  

Jolly,	  2012)	  have	  informed	  the	  work	  of	  this	  thesis.	  
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Alignment	  of	  the	  evidence-‐based	  competency	  frameworks	  identified	  through	  the	  	  

focussed	   literature	  review	  with	  both	  the	  mini-‐CEX	  framework	  and	  the	  National	  

Patient	   Safety	   Education	   Framework	   learning	   categories	   and	   their	   related	  

knowledge,	  skills	  and	  behaviours	  for	  Category	  2	  Health	  Workers,	  established	  the	  

four-‐competency	   area	   (Practice	   Performance	   Area)	   framework	   for	   the	   draft	  

Patient	   Safety	  mini-‐CEX.	   	   	   The	   seven	   competency	   or	   performance	   areas	   of	   the	  

AMC	   (2009)	   min-‐CEX	   framework	   were	   examined	   and	   considered	   to	   be	  

accommodated	  within	   the	  proposed	   four-‐category	  Patient	  Safety	  mini-‐CEX	  and	  

also	  demonstrate	  equivalence	  with	  the	  NPSEF	  categories.	  	  

	  

Population	  with	  of	   these	   four	  performance	  areas	  with	  a	  purposeful	  selection	  of	  

relevant	   NPSEF	   Category	   competency	   items	   and	   competency	   indicators	  

represented	   a	   draft	   mini-‐CEX	   comprised	   of	   related	   evidence-‐based	   elements,	  

inclusive	   of	   all	   potentially	   relevant	   items	   (DeVellis,	   2003).	   	   	   The	   relevance,	  

importance	   and	   redundancy	  of	   items	   included	  within	   the	  draft	   item	  pool	  were	  

subject	  to	  rounds	  of	  survey	  review	  and	  expert	  medical	  education	  comment.	  	  	  

The	   draft	   item	   pool,	   mini-‐CEX	   format	   and	   the	   findings	   from	   the	   survey	   and	  

review	  process	  are	  presented	  and	  discussed	  in	  the	  next	  chapter,	  Chapter	  Six.	  	  

	  

5.8:  Summary  of  Chapter  Five  

Chapter	  Five	  has	  presented	  the	  results	  of	  a	  comparative	  review	  of	  the	  Australian	  

National	   Patient	   Safety	   Education	   Framework	   (NPSEF)	   and	   the	   WHO	   Patient	  

Safety	  Curriculum	  Guide	  for	  Medical	  Schools	  with	  the	  intent	  of	  operationalizing	  

the	   NPSEF	   within	   a	   contemporary	   medical	   education	   competency	   assessment	  

framework	  and	  tool	  structure.	  
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A	   focussed	   review	   of	   evidence-‐based	   national	   and	   international	   medical	   and	  

patient	  safety	  curricula,	  and	  medical	  competency	  assessment	  literature,	  yielded	  

eight	   medical	   and	   patient	   safety	   curricula	   and	   two	   competency	   assessment	  

frameworks	   that	  met	   the	   search	   criteria.	   	   Analysis	   of	   the	  medical	   and	   patient	  

safety	   curricula	   against	   the	   National	   Patient	   Safety	   Education	   Framework	  

(NPSEF)	   and	   the	   two	   competency	   assessment	   frameworks	   through	   a	  mapping	  

exercise	   identified	  the	  Mini-‐Clinical	  Evaluation	  Exercise	  (mini-‐CEX)	  as	   the	   ‘best	  

fit	   for	   purpose’	   framework	   for	   the	   thesis:	   that	   of	   proposing	   a	   criterion-‐based	  

generic	   patient	   safety	   assessment	   tool	   structure.	   	   The	   mini-‐CEX	   therefore	  

informed	  the	  structure	  of	  the	  criterion-‐based	  generic	  patient	  safety	  assessment	  

tool	  and	  influenced	  the	  naming	  of	  the	  tool	  as	  the	  Patient	  Safety	  mini-‐CEX	  (PSMC).	  

	  

In	  line	  with	  Objective	  One	  and	  Research	  Question	  One,	  the	  common	  elements	  of	  

six	   of	   the	   curriculum	   frameworks	   and	   the	   two	   clinical	   assessment	   frameworks	  

identified	   in	   the	   focussed	   literature	   review	   were	   mapped	   against	   the	   seven	  

learning	  categories	  of	  the	  National	  Patient	  Safety	  Education	  Framework	  (NPSEF).	  	  	  

This	  process	  served	   to	   inform	  the	  structure	  of	   the	  Patient	  Safety	  mini-‐CEX	  and	  

the	   development	   of	   an	   initial	   or	   draft	   competency	   item	   and	   competency	  

indicator	  item	  pool.	  

	  

A	  second	  mapping	  exercise	  aligned	  the	  competency	  areas	  and	  competency	  items	  

of	  the	  National	  Patient	  Safety	  Education	  Framework,	  the	  WHO	  Curriculum	  Guide	  

for	  Medical	  Schools	  and	  the	  Australian	  Medical	  Council	  Mini-‐CEX	  with	  the	  Patient	  

Safety	  mini-‐CEX	  (Version	  1).	   	  The	  rationale	   for	   the	  selection	  of	   the	  mini-‐CEX	  as	  

the	  generic	  competency	  assessment	  framework	  of	  choice	  was	  discussed.	  	  
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The	  next	  chapter	  will	  present	  the	  Item	  Pool,	  Item	  Pool	  Validation	  Survey	  results,	  

Item	  Pool	  Expert	  Review,	  	  and	  the	  subsequent	  development	  of	  the	  Patient	  Safety	  

mini-‐CEX	  tool	  (Version	  1).	  
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Chapter  Six  

ITEM  POOL  VALIDATION  SURVEY  RESULTS  and  

DEVELOPMENT  OF  THE  PATIENT  SAFETY  mini-‐CEX  (VERSION  1)  
	  
	  

6.1:    Introduction  to  Chapter  Six  

Chapter	  Six	  presents	   the	   Item	  Pool	   format	  and	   the	  results	  of	   the	  Patient	  Safety	  

Item	  Pool	  Validation	  Survey	  that	  informed	  the	  development	  of	  the	  Patient	  Safety	  

mini-‐CEX	  (Version	  1).	  	  	  Creation	  and	  population	  of	  the	  Item	  Pool	  are	  presented	  in	  

Chapter	  Five.	  

The	   Item	   Pool	   Validation	   survey,	   set	   out	   in	   Table	   6.1,	   consisting	   of	   four	  

categories	   of	   patient	   safety	   competence	   designated	   as	   Practice	   Performance	  

Areas	   (PPAs),	   was	   supported	   by	   18	   Competency	   Items	   and	   their	   126	   related	  

Competency	   Indicators.	   	   The	   four	   Practice	   Performance	  Areas	   (Communicating	  

Safely,	   Practising	   Safely,	   Clinical	   Management	   and	   Using	   Evidence,	   and	  

Professional	  Practice)	  represent	  the	  clinical	  dimensions	  of	  mini-‐CEX	  assessments	  

of	   a	   clinical	   encounter	   (Norcini,	   2005;	   AMC,	   2009)	   within	   a	   patient	   safety	  

framework	  that	   takes	   into	  account	  risk	  and	  prevention.	   	   	  Alignment	  of	   the	   four	  

Patient	  Safety	  mini-‐CEX	  clinical	  dimensions	  or	  categories	  (Practice	  Performance	  

Areas)	   with	   the	   NPSEF	   (2005),	   the	   WHO	   Patient	   Safety	   Curriculum	   Guide	   for	  

Medical	  Schools	  (2009),	  and	  the	  AMC	  mini-‐CEX	  (2009)	  is	  set	  out	  within	  Table	  5.3	  

in	  Chapter	  Five.	  

	  The	   Item	   Pool	   Competency	   Item	   and	   Competency	   Indicator	   statements	   were	  

drawn	   directly	   from	   the	   evidence-‐based	   National	   Patient	   Safety	   Education	  

Framework	  (NPSEF)	  (ACSQHC.	  2005)	  for	  Category	  2	  health	  workers	  (defined	  in	  

Chapter	   Five).	   	   The	   original	   wording	   of	   items	   was	   maintained,	   apart	   from	  
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changes	   of	   tense	   where	   this	   was	   appropriate.	   	   The	   evidential	   support	   for	   the	  

adoption	   of	   validated	   NPSEF	   Learning	   Categories,	   Learning	   Topics,	   and	  

Knowledge	  Items	  and	  Performance	  Indicators	  is	  also	  set	  out	  in	  Chapter	  Five.	  	  

	  

The	   rationale	   for	   selection	  of	  126	   items	   (or	  Competency	   Indicators)	  was	  made	  

with	   reference	   to	   the	   DeVellis	   (2003)	   recommendation	   that	   the	   original	   item	  

pool	  should	  be	  greater	  than	  the	  final	  item	  pool	  and	  also	  that	  it	  be	  representative	  

of	  the	  universe	  of	  potentially	  relevant	  items.	  	  

Additionally,	   Competency	   Item	   and	   Competency	   Indicator	   validation	   by	   the	  

Expert	   Clinician	   Review	   and	   Advisory	   Panel9	  was	   expected	   to	   identify	   those	  

Competency	   Indicators	   that	  would	   succinctly	   reflect	   the	   intent	   of	   their	   related	  

Competency	  Item	  to	  allow	  for	  assessment	  of	  competence	  within	  the	  ‘does’	  level	  

of	   Miller’s	   Pyramid;	   facilitate	   the	   construct	   alignment	   of	   assessors	   or	   judges	  

notion	   of	   competence;	   and,	   be	   applicable	   to	   assessments	   of	   patient	   safety	  

competence	  and	  performance	  within	  a	  range	  of	  clinical	  encounter	  types.	  

	  

The	   evidence-‐based	  development	  of	   the	  NPSEF	   content	   and	   item	  validation	  by	  

29	   national	   and	   international	   patient	   safety,	   medical,	   and	   health	   professional	  

experts,	  and	  the	  subsequent	  adoption	  and	  adaption	  of	   the	  NPSEF	  by	  the	  World	  

Health	  Organization	  and	  published	  as	  the	  WHO	  Patient	  Safety	  Curriculum	  Guide	  

for	  Medical	  Schools	  (WHO,	  2009),	  are	  discussed	  earlier	  in	  Chapter	  Five.	  	  	  It	  is	  this	  

evidence-‐base,	   international	   recognition,	   and	   the	   associated	   NPSEF	   validation	  

processes	  that	  are	  accepted	  by	  the	  thesis	  as	   the	  underlying	  rationale	   for	  use	  of	  

the	  NPSEF	  	  (2005)	  items	  to	  secure	  the	  Patient	  Safety	  Item	  Pool.	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
9	  	  Medical	  clinical	  education	  experts	  and	  advisors	  involved	  with	  curriculum	  development,	  clinical	  
assessment	   of	   Postgraduate	   Year	   One	   and	   Two	   doctors	   and	   SP	   IMGs,	   and	   with	   knowledge	   of	  
national	  and	  international	  patient	  safety	  and	  medical	  curricula	  research.	  
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The	   Item	   pool	   developmental	   process,	   involving	   a	   series	   of	   patient	   safety	   and	  

medical	   curricula	   and	   competency	   assessment	   framework	   mapping	   exercises,	  

was	  also	  described	  in	  Chapter	  Five	  and	  presented	  in	  Tables	  5.1,	  5.2	  and	  5.3.	  	  The	  

purpose	   of	   the	   mapping	   exercises	   was	   to	   establish	   NPSEF	   and	   medical	   and	  

patient	  safety	  curricula	  equivalence.	  	  

	  

6.2:  The  Item  Pool  Validation  Process,  Clarification  of  Terminology,  and  

Purpose  of  the  Validation  Process  

Validation,	  within	  the	  context	  of	  the	  Patient	  Safety	  Item	  Pool	  Validation	  process	  

was	  defined	  within	  the	  concept	  of	  ‘investigator	  triangulation’	  where	  two	  cohorts	  	  

of	  investigators	  or	  ‘validators’	  (International	  Medical	  Graduates	  or	  IMGs	  and	  the	  

Expert	  Clinician	  Assessor/Medical	  Education	  Advisor	  cohorts,	  also	  referred	  to	  as	  

the	   Expert	   Review	   and	   Advisory	   Panel)	   were	   recruited	   to	   provide	   ‘informed	  

comment’	  and	  ‘critical	  judgement’	  relating	  to	  competency	  item	  and	  competency	  

indicator	  inclusion	  and	  exclusion	  (Patton,	  2001).	  	  The	  purpose	  of	  the	  two-‐cohort	  

validation	   process	   was	   to	   allow	   for	   a	   comparison	   of	   the	   perspectives	   of	   IMG	  

doctors	   employed	   or	   seeking	   employment	   at	   the	   prevocational	   or	   Hospital	  

Medical	   Officer	   level	   (assessee	   cohorts)	   with	   those	   of	   expert	   clinical	  

advisors/assessors	  (clinical	  assessor	  cohorts).	  	  	  

	  

Recruitment	  of	  IMG	  participants	  for	  the	  Patient	  Safety	  mini-‐CEX	  Item	  Validation	  

and	   subsequent	   OSCE,	   Simulation,	   and	   Workplace	   Based	   Assessment	   WBA)	  

testing	  phases	  was	  aligned	  with	  the	  Australian	  Medical	  Council’s	  adoption	  of	  the	  

mini-‐CEX	   as	   a	   component	   of	   its	   WBA	   alternative	   to	   the	   traditional	   clinical	  

examination	  for	  assessment	  of	  IMGs	  applying	  to	  practice	  within	  Australia	  (AMC,	  
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2009).	   	   Validation	   cohort	   specific	   descriptions	   are	   presented	   in	   the	   methods	  

chapter	  (Chapter	  4).	  	  	  

	  

	  The	   IMG	   cohort	  was	   asked	   to	   rate	   the	   126	   Competency	   Items	   for	   each	   item’s	  

degree	  of	  Importance	  and	  Relevance	  for	  safe	  clinical	  practice,	  with	  respect	  to	  the	  

clinical	  skill	  or	  clinical	  behaviour	  described	  by	  individual	  Competency	  Indicators	  

attributed	   to	   the	   18	   related	   Competency	   Items	   within	   the	   four	   Practice	  

Performance	  Areas.	  

	  

The	   expert	   advisor/clinician	   cohort,	   described	   in	  Chapter	   Four,	   participated	   in	  

five	  rounds	  of	   item	  pool	   refinement	   for	   the	  purpose	  of	  populating	  Version	  1	  of	  

the	   Patient	   Safety	   mini-‐CEX	   for	   testing	   in	   in-‐vivo	   settings.	   	   The	   item	   pool	  

refinement	   process	   is	   presented	   later	   in	   section	   6.4	   of	   this	   chapter.	   	   	   The	  

evidence-‐base	   and	   international	   expert	   content	   validation	   of	   the	   NPSEF,	  

described	  in	  Chapter	  Five,	  served	  as	  the	  rationale	  for	  adoption	  of	  the	  items	  used	  

to	  secure	  the	  item	  pool	  (Competency	  Items	  and	  Competency	  Indicators).	  

	  

6.3:  Patient  Safety  Item  Pool  Validation  Survey  Results  

Forty	   six	   Standard	   Pathway	   International	   Medical	   Graduates	   (SP	   IMGs),	  

representing	   a	   response	   rate	   of	   30.6%,	   were	   recruited	   via	   mail	   or	   email	  

invitation	   to	   complete	   a	   validation	   survey	   for	   the	   purpose	   of	   rating	   the	  

Importance	  and	  Relevance	  of	   the	  126	  Competency	   Indicators	   supporting	   the	  18	  

Competency	   Items	   of	   the	   four	   Competency	   or	   Practice	   Performance	   and	   18	  

Competency	  Items	  of	  the	  Patient	  Safety	  Item	  Pool.	  
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Patient	   Safety	   Item	   Pool	   Validation	   Survey	   respondents	   were	   asked	   to	  

rank	  each	  of	   the	  126	   items	  (that	   is	   the	  Competency	  Indicators	   supporting	  

the	  18	  Competency	  Items)	  according	  to	  the	  item’s	  degree	  of	  Importance	  and	  

Relevance	  with	  respect	  to	  safe	  clinical	  practice.	  The	  five-‐point	  Likert	  scales	  

ranking	  for	  of	  Importance	  and	  Relevance	  are	  set	  out	  in	  Table	  6.1.	  

	  
Table	  6.1:	  Patient	  Safety	  mini-‐CEX	  (Draft	  1)	  Item	  Pool	  Validation	  Survey:	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  5-‐Point	  Likert	  Scales	  for	  Ranking	  of	  ‘Importance’	  and	  ‘Relevance’	  
	  

	  Importance	  

Not	  
Important	  

Somewhat	  
Important	  

Moderately	  
Important	  

Very	  
Important	  

Extremely	  
Important	  

1	   2	   3	   4	   5	  

	  

Relevance	  

None	  
	  

Low	   Moderate	  
	  

High	   Essential	  

1	   2	   3	   4	   5	  

	  

The	   Patient	   Safety	   Item	   Pool,	   incorporating	   the	   Item	   Pool	   Validation	   Survey	  

results,	   is	   set	   out	   in	  Table	  6.2.	   	   Results	   are	  presented	   according	   to	   respondent	  

ratings	   of	   the	   Importance	   and	   Relevance	   of	   the	   126	   Competency	   Indicators	  

supporting	   the	   18	   Competency	   Items	   within	   the	   Four	   Competency	   (Practice	  

Performance)	   Areas.	   	   Importance	   is	   reported	   for	   the	   cumulative	   responses	   of	  

Very	   Important	   and	   Extremely	   Important,	   and	   Relevance	   represents	   the	  

cumulative	  responses	  for	  High	  Relevance	  and	  Essential.	  	  The	  Mean	  and	  Standard	  	  

Deviation	  is	  reported	  for	  each	  of	  the	  response	  categories.	  

	  

Respondent	   ratings	   of	   Importance	   and	   Relevance	   trended	   towards	   Very	  

Important/Extremely	   Important	   and	   High/Essential	   Relevance	   for	   all	   126	  
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Competency	   Indicators.	   	   Therefore,	   in	   order	   to	   discriminate	   between	   ratings,	  

grey	  highlighting	   indicates	  Competency	   Indicators	  attracting	  a	   rating	  of	  80	  per	  

cent	  or	  less	  with	  respect	  to	  their	  degrees	  of	  Importance	  and/or	  Relevance.	  	  These	  

items	   fall	   within	   the	   Practice	   Performance	   Areas	   of	   Patient	   Interaction,	  with	  

respect	  to	  cultural	  and	  communication	  indicators;	  Practising	  Safely,	  with	  respect	  

to	  risk	  management	  and	  engagement	   in	   infection	  control;	  Clinical	  Judgment	  and	  

Decision	  Making	  Skills	  with	   respect	   to	   synthesis	   and	   interpretation	   of	   data	   for	  

specific	   patients;	   and	   within	   the	   Professional	   Practice	   area,	   professional	  

development	  and	  medical	  and	  wider	  community	  engagement	  were	  not	  rated	  as	  

highly	  as	  other	  indicators	  within	  the	  category.	  	  

The	   implications	   of	   these	   findings	   will	   be	   briefly	   addressed	   in	   the	   discussion	  

section	  of	  this	  chapter	  and	  later	  within	  the	  context	  of	  the	  Patient	  Safety	  mini-‐CEX	  

testing	  results	  reported	  in	  Chapter	  Seven.	  
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Table  6.2:  Practice  Performance  Areas  1  –  4  Competency  Item  Pool  Ratings  for  Importance  and  Relevance  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  cumulative	  response	  ratings	  of	  less	  80	  per	  cent	  for	  Importance	  and/or	  Relevance	  
	  
	  
PRACTICE	  PERFORMANCE	  AREA	  1:	  	  COMMUNICATING	  SAFELY	  
	  
1.1	  Patient	  Interaction	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/	  SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/	  SD	  
	  

	   	   	   	  
1. Uses	  a	  range	  of	  different	  strategies	  and	  skills	  to	  communicate	  with	  

patients	  and	  carers	  
	  

93.3%	   4.36/.609	   86.1%	   4.35/.783	  

2. Begins	  and	  ends	  the	  patient	  encounter	  appropriately	  
	  

79.1%	   4.09/.781	   70.0%	   4.00/.987	  

3. Actively	  encourages	  patients	  to	  provide	  complete	  information	  
without	  embarrassment	  of	  hesitation.	  

84.1%	   4.23/.774	   83.3%	   4.29/.805	  

4. Acknowledges	  and	  is	  sensitive	  to	  the	  patient’s	  perspective	  when	  
discussing	  health	  care	  

88.6%	   4.23/.642	   83.3%	   4.17/.762	  

5. Is	  sensitive	  to	  cultural	  and	  personal	  factors	  that	  might	  influence	  
interactions	  with	  the	  patient	  

81.8%	   4.20/.734	   71.4%	   4.17/.908	  

6. Explains	  to	  patients	  and	  carers’	  information	  and	  their	  role	  in	  care,	  
decision	  making	  and	  preventing	  adverse	  events	  

90.9%	   4.43/.661	   97.6%	   4.55/.550	  

7. Is	  sensitive	  to	  the	  uncertainty	  and	  anxiety	  that	  patients	  and	  carers	  
may	  experience	  

	  

81.8%	   4.16/.834	   83.4%	   4.24/.790	  

8. Manages	  difficult	  situations	  
	  

86.4%	   4.30/.701	   80.9%	   4.24/.821	  

9. Employ	  critical	  thinking	  tools	  and	  structured	  approaches	  to	  
communications	  (e.g.	  ISBAR	  and	  read	  back	  of	  orders	  on	  the	  
telephone	  (CPSI	  –	  p.15)	  

70.5%	   3.95/.806	   66.7%	   3.86/.977	  
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1.2	  Managing	  Information	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Respect	  patient	  confidentiality	  

	  
100%	   4.74/.441	   100%	   4.66/.480	  

2. Demonstrate	  familiarity	  with	  IT	  formats.	  	  	  Apply	  all	  relevant	  
procedures	  (policies)	  and	  technical	  means	  (security)	  to	  
ensure	  that	  confidential	  information	  is	  protected	  

84.1%	   4.20/.701	   78.5%	   4.10/.790	  

3. Remembering	  to	  close	  patient	  data	  screens	  so	  that	  screens	  
displaying	  patient	  data	  are	  not	  left	  open	  and	  unattended	  

79.1%	   4.16/.754	   85.7%	   4.19/.671	  

4. Use	  IT	  to	  ensure	  the	  integrity	  and	  protection	  of	  electronic	  
files	  

61.3%	   3.86/.930	   71.4%	   3.93/.838	  

5. Communicate	  using	  the	  appropriate	  IT	  tools	  (e.g.	  discharge	  
summaries,	  e-‐prescribing,	  order-‐entry	  for	  pathology	  and	  
radiology	  requests,	  accessing	  laboratory	  test	  and	  radiology	  
results)	  	  

75.0%	   3.95/.806	   78.6%	   3.95/.854	  

6. Provide	  appropriately	  detailed	  and	  clear	  written	  or	  electronic	  
entries	  to	  the	  patient	  health	  record	  

84.1%	   4.30/.795	   85.7%	   4.26/.912	  

7. Provide	  sufficient	  documentation	  to	  facilitate	  team	  members’	  
comprehension	  of	  the	  patient’s	  history,	  physical	  findings,	  
diagnosis	  and	  rationale	  for	  the	  diagnosis,	  treatment	  and	  care	  
plan	  at	  any	  time	  

95.5%	   4.39/.579	   95.2%	   4.40/.587	  

8. Provide	  patient	  care	  orders	  and	  prescriptions	  to	  convey	  the	  
appropriate	  degree	  of	  urgency	  

88.6%	   4.45/.697	   95.3%	   4.48/.594	  

9. Write	  patient	  care	  orders	  and	  prescriptions	  using	  safe	  
practices	  to	  avoid	  misinterpretation	  

88.6%	   4.23/.642	   90.2%	   4.24/.624	  

10. Use	  appropriate,	  safe	  written	  communication	  approaches	  in	  
consultation	  requests	  and	  responses,	  investigative,	  operative	  
and	  other	  reports	  and	  correspondence	  

79.6%	   4.09/.830	   85.7%	   4.19/.671	  

11. Recognize	  the	  safety	  implications	  of	  using	  abbreviations	   69.7%	   4.00/1.000	   75.0%	   4.03/1.000	  
12. Document	  the	  rationale	  for	  significant	  deviations	  from	  

established	  processes	  of	  guidelines	  
71.9%	   3.94/.982	   65.7%	   3.94/.878	  
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1.3	  Working	  in	  Teams	  	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Demonstrate	  a	  positive	  attitude	  towards	  teamwork	  
	  

91.1%	   4.31/.707	   86.1%	   4.28/.766	  

2. Describe	  the	  roles	  of	  team	  members	  and	  how	  psychosocial	  
factors	  affect	  teams	  

	  

71.8%	   3.98/.745	   75.0%	   4.07/.759	  

3. Trust	  and	  respect	  the	  skills	  and	  contributions	  of	  other	  team	  
members	  

	  

89.1%	   4.20/.687	   93.2%	   4.25/.651	  

4. Participate	  fully	  in	  your	  team	  
	  

93.5%	   4.30/.591	   97.7%	   4.41/.542	  

5. Participate	  in	  regular	  informal	  and	  formal	  communication	  
with	  other	  team	  members	  

82.6%	   4.11/.674	   79.5%	   4.07/.818	  

6. Demonstrate	  insight	  into	  own	  communication	  styles	  with	  
patients	  and	  team	  members	  in	  ordinary,	  crisis	  and	  stressful	  
situations	  

89.1%	   4.15/.595	   81.8%	   4.14/.702	  

7. Adjust	  communication	  styles	  to	  provide	  safe	  care	  
	  

69.6%	   3.96/.942	   77.2%	   4.09/.936	  

8. Be	  able	  to	  identify	  your	  own	  values	  and	  assumptions	  and	  
know	  how	  these	  affect	  interactions	  with	  other	  members	  of	  the	  
health	  care	  team	  

	  	  	  	  	  	  	  74.0%	   3.98/.856	   79.5%	   4.00/.915	  

9. Recognise	  the	  impact	  of	  change	  on	  other	  team	  members	  
	  

69.6%	   3.85/.894	   68.2%	   3.84/.987	  

10. Ensure	  that	  patients	  are	  appropriately	  cared	  for	  by	  the	  team	  
members	  even	  when	  members	  are	  in	  entirely	  different	  
physical	  locations	  

84.8%	   4.22/.964	   79.5%	   4.11/.993	  

11. Ensure	  accurate	  and	  timely	  information	  reaches	  those	  who	  
need	  it	  at	  the	  appropriate	  time	  

88.1%	   4.26/.665	   87.8%	   4.34/.693	  

12. Include	  the	  patient	  as	  a	  member	  of	  your	  team	   85.3%	   4.20/.679	   82.5%	   4.22/.800	  
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1.4	  Patient	  Handover	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Manage	  effective	  handovers	  to	  and	  from	  night	  teams	  and	  all	  shift	  

changeovers,	  between	  departments	  and	  health	  care	  settings	  
90.9%	   4.41/.871	   88.1%	   4.45/.705	  

2. Consultations:	  ISBAR	  
	  

	  	  	  	  87.8%	   4.07/.755	   92.3%	   4.10/.718	  
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PRACTICE	  PERFORMANCE	  AREA	  2:	  	  PRACTISING	  SAFELY	  

2.1	  Risk	  &	  Prevention	  
	  

Competency	  Indicators	  
IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Be	  aware	  of	  risk	  
	  

93.3%	   4.47/.625	   93.0%	   4.49/.631	  

2. Report	  known	  hazards	  and	  risks	  in	  the	  workplace	  
	  

95.7%	   4.41/.580	   90.9%	   4.36/.718	  

3. Participate	  in	  meetings	  that	  discuss	  risk	  management	  and	  patient	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
safety	  

	  

78.2%	   4.09/.725	   77.3%	   4.14/.765	  

4. Keep	  accurate	  and	  complete	  records	  
	  

95.6%	   4.35/.566	   100%	   4.41/.497	  

5. Undertake	  self-‐assessment	  to	  reduce	  the	  risk	  of	  error	  caused	  by	  
inadequate	  knowledge	  and	  skills	  

87.0%	   4.33/.701	   81.8%	   4.34/.776	  

6. Assess	  the	  risk	  to	  individual	  patients	  prior	  to	  treatment	  
	  

87.0%	   4.24/.673	   81.8%	   4.30/.765	  

7. Review	  any	  risk	  strategies	  that	  have	  been	  implemented	  	  
	  

82.7%	   4.20/.719	   84.1%	   4.27/.727	  
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2.2	  Managing	  Complaints	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1.	  	  	  Provide	  a	  written	  report	  in	  response	  to	  a	  complaint	  when	  

requested	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

76.1%	   3.98/.931	   84.0%	   4.11/.722	  

2.	  	  	  Be	  open	  and	  honest	  with	  patients,	  carers,	  co-‐workers	  and	  
supervisors	  
	  

89.1%	   4.43/.688	   90.9%	   4.48/.664	  

3.	  	  	  Maintain	  confidentiality	  at	  all	  times	  except	  where	  required	  by	  
law	  to	  do	  otherwise	  
	  

95.7%	   4.57/.583	   95.4%	   4.61/.579	  

	  
	  
	  
2.3	  Adverse	  Events	  and	  Near-‐Misses	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Identify,	  report	  and	  learn	  from	  errors	  and	  system	  failure,	  

including	  those	  making	  errors	  
91.3%	   4.33/.701	   93.2%	   4.43/.625	  

2. Respond	  appropriately	  to	  patients	  and	  carers	  after	  adverse	  
events	  

	  

95.6%	   4.42/.583	   95.4%	   4.47/.592	  

3. Undertake	  the	  health	  care	  facilities	  OH&S	  activity	  requirements	  
	  

82.2%	   4.20/.726	   86.0%	   4.33/.715	  
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2.4	  Medication	  Safety	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Ensure	  clear	  documentation	  of	  patient	  allergies	  
	  

90.9%	   4.55/.820	   95.2%	   4.67/.657	  

2. Document	  all	  prescribing,	  dispensing,	  and	  administration	  of	  
medications	  to	  patients	  

91.1%	   4.58/.657	   95.2%	   4.57/.590	  

3. Write	  clearly	  and	  legibly	  
	  

93.0%	   4.40/.623	   92.7%	   4.41/.706	  

4. Confirm,	  double	  check	  (with	  a	  second	  person	  if	  required	  by	  
policy/	  or	  if	  necessary	  e.g.	  paediatric	  drug	  administration)	  dose	  
calculation	  and	  drug	  administration	  to	  patients	  

91.1%	   4.33/.640	   90.4%	   4.36/.656	  

5. Report	  all	  medication	  errors	  (prescribing,	  dispensing,	  
administration	  and	  near-‐misses)	  

84.4%	   4.27/.720	   88.1%	   4.38/.697	  

6. Regularly	  update	  knowledge	  and	  skills	  
	  

88.8%	   4.33/.674	   90.4%	   4.36/.656	  

	  
	  
2.5	  Patient	  Identification	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Communicate	  face	  to	  face	  in	  language	  the	  patient	  understands	  
	  

	  	  	  	  	  	  	  91.3%	   4.28/.621	   84.1%	   4.27/.727	  

2. Follow	  the	  organisation	  or	  department	  guidelines	  for	  avoiding	  
patient	  misidentification	  

	  	  	  	  	  	  	  86.6%	   4.31/.701	   81.4%	   4.28/.766	  

3. Routinely	  use	  checklists	  and	  communicate	  with	  the	  treating	  team	  
about	  the	  identity	  of	  the	  patient	  and	  the	  recommended	  treatment	  
or	  procedures	  

84.5%	   4.22/.704	   79.1%	   4.21/.833	  
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2.6	  Infection	  Control	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Be	  an	  active	  participant	  in	  the	  health	  care	  facilities	  infection	  

control	  programs	  and	  initiatives	  
77.3%	   3.95/.861	   72.1%	   4.00/.873	  

2. Regular	  hand	  washing	  and	  disinfection	  between	  patients	  
	  

88.6%	   4.43/.695	   90.7%	   4.49/.668	  

3. Practice	  aseptic	  techniques	  
	  

90.9%	   4.50/.665	   90.7%	   4.56/.666	  

4. Be	  aware	  of	  and	  adhere	  to	  the	  health	  care	  facilities	  routine	  
infection	  control	  measures	  

88.8%	   4.33/.674	   90.7%	   4.40/.660	  

5. Be	  aware	  of	  and	  adhere	  to	  special	  precautions	  as	  they	  arise	  
	  

88.8%	   4.33/.674	   86.1%	   4.37/.725	  

6. Practice	  universal	  precautions	  
	  

86.3%	   4.23/.743	   88.1%	   4.26/.798	  

7. Consult	  the	  health-‐care	  facilities	  infection	  Control	  Manual	  
	  

79.5%	   4.09/.709	   80.9%	   4.14/.783	  

8. Report	  suspected	  infection	  control	  issues	  through	  the	  
appropriate	  health	  care	  facility	  channels	  

91.1%	   4.36/.645	   88.4%	   4.37/.757	  
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PRACTICE	  PERFORMANCE	  AREA	  3:	  	  CLINICAL	  MANAGEMENT	  &	  USING	  EVIDENCE	  

3.1	  History	  Taking	  
	  

Competency	  Indicators	  
IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Encourage	  patients	  to	  provide	  complete	  information	  without	  

embarrassment	  or	  hesitation	  
91.3%	   4.35/.640	   90.7%	   4.33/.644	  

2. Begin	  and	  end	  the	  consultation	  appropriately	  
	  

80.5%	   4.07/.742	   81.4%	   4.12/.762	  

3. Effectively	  use	  questions	  and	  directions	  to	  obtain	  accurate	  and	  
adequate	  information	  

97.8%	   4.37/.532	   97.7%	   4.40/.541	  

4. Be	  aware	  of	  patients	  and	  carers	  non-‐verbal	  cues	   91.3%	   4.24/.603	   93.1%	   4.26/.581	  
5. Be	  sensitive	  to	  the	  uncertainty	  and	  anxiety	  that	  patients	  and	  

carers	  may	  demonstrate	  
91.3%	   4.26/.612	   90.7%	   4.30/.638	  

	  

3.2	  Physical	  Examination	  Skills	  and	  Procedures	  
	  

Competency	  Indicators	  
IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Demonstrate	  competence	  in	  a	  range	  of	  common	  physical	  

examination	  skills	  
93.5%	   4.37/.610	   95.5%	   4.41/.583	  

2. Follow	  an	  efficient,	  logical	  sequence	  
	  

84.8%	   4.24/.705	   86.3%	   4.18/.843	  

3. Be	  aware	  of	  areas	  of	  over-‐confidence	  and	  under-‐confidence	  in	  
relation	  to	  examination	  and	  procedural	  skills	  

87.0%	   4.24/.673	   79.5%	   4.18/.815	  

4. Explains	  physical	  examination	  processes	  to	  the	  patient	  and	  gains	  
informed	  patient	  consent	  

87.0%	   4.39/.714	   95.4%	   4.52/.590	  
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Table  6.2:  Practice  Performance  Areas  1  –  4  Competency  Item  Pool  Ratings  for  Importance  and  Relevance  
	  *Shaded	  items	  represent	  cumulative	  response	  ratings	  of	  less	  80	  per	  cent	  for	  Importance	  and/or	  Relevance	  

	  
3.3	  Clinical	  Judgement	  &	  Decision-‐Making	  Skills	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Demonstrates	  a	  logical	  approach	  to	  establishing	  diagnoses	  based	  

on	  knowledge	  of	  common	  conditions	  set	  out	  in	  the	  ACFJD	  
88.9%	   4.20/.625	   83.7%	   4.19/.699	  

2. Consults	  patient	  history	  documentation,	  including	  risk	  
assessment	  documents	  and	  summaries	  of	  previous	  admissions	  
where	  relevant	  

91.3%	   4.28/.621	   90.9%	   4.34/.645	  

3. Regularly	  evaluate	  the	  patient	  problem	  list	  as	  part	  of	  the	  clinical	  
reasoning	  process	  

86.4%	   4.20/.668	   83.3%	   4.19/.707	  

4. Synthesis	  data	  and	  interprets	  results	  
	  

78.2%	   3.93/.879	   77.3%	   4.05/.834	  

5. Determines	  how	  applicable	  the	  evidence	  is	  to	  an	  individual	  
patient	  

	  

76.1%	   4.02/.882	   72.8%	   4.05/.914	  

6. Individualises	  treatment	  decisions	  
	  

95.6%	   4.37/.572	   90.9%	   4.32/.708	  

7. Calculates	  the	  risk-‐benefit	  ratio	  in	  an	  individual	  patient	  
regarding	  treatment	  options	  

86.9%	   4.22/.786	   86.4%	   4.34/.834	  

8. Incorporates	  patient	  values	  and	  preferences	  into	  treatment	  
decisions	  

	  

80.4%	   4.20/.749	   81.8%	   4.18/.843	  
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Table  6.2:  Practice  Performance  Areas  1  –  4  Competency  Item  Pool  Ratings  for  Importance  and  Relevance  
	  *Shaded	  items	  represent	  cumulative	  response	  ratings	  of	  less	  80	  per	  cent	  for	  Importance	  and/or	  Relevance	  
	  

3.4	  Investigations	  
	  

Competency	  Indicators	  
IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Selects	  investigations	  thoughtfully	  in	  the	  context	  of	  particular	  

patient	  presentation	  
	  

91.3%	   4.28/.621	   90.9%	   4.32/.639	  

2. Uses	  investigation	  results	  appropriately	  to	  guide	  patient	  
management	  
	  

95.7%	   4.41/.580	   93.2%	   4.41/.622	  

3. Avoids	  under-‐use,	  misuse	  and	  overuse	  of	  investigations	  and	  care	  
	  

95.7%	   4.30/.553	   93.1%	   4.32/.601	  

4. Actively	  seeks	  and	  reports	  information	  
	  

89.2%	   4.26/.648	   81.8%	   4.20/.734	  

5. Makes	  evidence	  available	  to	  co-‐workers	  
	  

87.0%	   4.22/.664	   84.1%	   4.16/.745	  
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Table  6.2:  Practice  Performance  Areas  1  –  4  Competency  Item  Pool  Ratings  for  Importance  and  Relevance  
	  *Shaded	  items	  represent	  cumulative	  response	  ratings	  of	  less	  80	  per	  cent	  for	  Importance	  and/or	  Relevance	  
	  

	  
PRACTICE	  PERFORMANCE	  AREA	  4:	  	  PROFESSIONAL	  PRACTICE	  
	  
4.1	  Maintaining	  Professional	  Standards	  and	  Fitness	  to	  Practice	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Maintain	  professional	  standards	  at	  work	  
	  

88.9%	   4.31/.668	   86.1%	   4.37/.725	  

2. Conform	  to	  professional	  practice	  within	  all	  of	  the	  Maintaining	  Professional	  
Standards	  knowledge	  areas	  

80.5%	   4.24/.766	   79.6%	   4.25/.781	  

3. Provide	  a	  good	  standard	  of	  practice	  and	  care	   95.6%	   4.48/.658	   95.5%	   4.57/.587	  
4. Appropriately	  address	  the	  poor	  conduct	  or	  performance	  of	  a	  co-‐worker	  
	  

78.3%	   4.15/.759	   70.5%	   4.14/.852	  

5. Recognise	  and	  work	  within	  the	  limits	  of	  your	  professional	  competence	  
	  

95.7%	   4.46/.585	   93.2%	   4.43/.625	  

6. Respond	  appropriately	  to	  feedback	  on	  your	  performance	  
	  

91.4%	   4.37/.645	   88.6%	   4.36/.685	  

7. Keep	  up	  to	  date	  with	  laws	  and	  statutory	  codes	  of	  practice	  that	  affect	  your	  
work	  

91.4%	   4.37/.645	   88.6%	   4.27/.660	  

8. Accept	  delegation	  appropriate	  to	  professional	  competence	  
	  

89.1%	   4.24/.639	   86.3%	   4.18/.657	  

9. Be	  willing	  to	  consult	  co-‐workers	  
	  

87.0%	   4.37/.711	   88.7%	   4.34/.680	  

10. Participate	  in	  education	  programs	  that	  maintain	  and	  develop	  competence	  
	  

88.8%	   4.33/.674	   86.4%	   4.32/.708	  

11. Respond	  appropriately	  to	  the	  results	  of	  clinical	  audits	  
	  

82.7%	   4.17/.769	   81.8%	   4.18/.843	  

12. Demonstrate	  the	  skill	  and	  knowledge	  required	  for	  safe	  practice	  
	  

91.3%	   4.33/.634	   84.1%	   4.30/.795	  

13. Develop	  a	  personal	  plan	  for	  your	  continuing	  professional	  development	  
	  

80.0%	   4.02/.812	   72.8%	   3.89/.993	  
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Table  6.2:  Practice  Performance  Areas  1  –  4  Competency  Item  Pool  Ratings  for  Importance  and  Relevance  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  cumulative	  response	  ratings	  of	  less	  80	  per	  cent	  for	  Importance	  and/or	  Relevance	  
	  
4.2	  Working	  Ethically	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Recognise	  the	  ethical	  components	  of	  practice	  guidelines	  and	  health	  policy	  
	  

84.8%	   4.28/.720	   84.1%	   4.30/.734	  

2. Take	  into	  account	  the	  full	  ethical	  complexity	  of	  your	  actions	  
	  

84.8%	   4.20/.687	   81.8%	   4.20/.734	  

3. Demonstrate	  ethical	  practice	  at	  all	  times	  
	  

93.5%	   4.37/.610	   90.9%	   4.43/.661	  

4. Be	  able	  to	  communicate	  appropriately	  and	  effectively	  with	  patients,	  carers	  
and	  co-‐workers	  

95.7%	   4.30/.553	   93.2%	   4.39/.618	  

5. Recognise,	  avoid	  or	  address	  conflicts	  of	  interest	  
	  

84.8%	   4.20/.687	   77.3%	   4.14/.878	  

6. Consult	  co-‐workers	  about	  ethical	  dilemmas	  
	  

74.0%	   4.11/.795	   72.1%	   4.00/.873	  

7. Be	  accountable	  for	  any	  ethical	  breaches	  
	  

82.6%	   4.22/.728	   84.1%	   4.20/.823	  

8. Organise	  a	  second	  opinion	  for	  a	  patient	  or	  carer	  
	  

84.8%	   4.24/.705	   84.1%	   4.23/.774	  

9. Provide	  honest	  and	  complete	  information	  to	  patients	  at	  all	  times,	  including	  
when	  things	  go	  wrong	  

91.3%	   4.46/.657	   88.6%	   4.43/.695	  

10. Apply	  ethical	  principles	  to	  the	  collection,	  maintenance	  and	  dissemination	  
of	  data	  and	  information	  

84.4%	   4.24/.712	   86.4%	   4.30/.701	  

11. Do	  not	  talk	  down	  to	  co-‐workers	  over	  a	  patient	  or	  carer	  
	  

84.4%	   4.24/.712	   79.5%	   4.25/.839	  

12. Do	  not	  use	  your	  professional	  position	  for	  personal	  gain	  
	  

97.8%	   4.56/.546	   93.1%	   4.57/.625	  

13. Show	  support	  for	  patients	  and	  carers	  of	  the	  service	  (advocacy)	   86.7%	   4.24/.679	   86.0%	   4.26/.693	  
14. Participate	  in	  community	  service,	  professional	  activities	  and	  institutional	  

committees	  
78.3%	   4.04/.698	   69.7%	   3.91/.971	  
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Table  6.2:  Practice  Performance  Areas  1  –  4  Competency  Item  Pool  Ratings  for  Importance  and  Relevance  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  cumulative	  response	  ratings	  of	  less	  80	  per	  cent	  for	  Importance	  and/or	  Relevance	  
	  
	  
4.3	  Working	  within	  the	  Law	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Demonstrate	  the	  appropriate	  elements	  of	  informed	  consent	  
	  

95.7%	   4.54/.585	   93.1%	   4.57/.625	  

2. Always	  obtains	  patient	  consent	  
	  

100%	   4.61/.493	   90.9%	   4.55/.663	  

3. Employs	  language	  that	  reduces	  misunderstanding	  by	  using	  standardized	  
‘vocabulary’	  to	  describe	  the	  probability	  of	  risk	  

95.6%	   4.52/.586	   90.9%	   4.50/.665	  

4. Avoids	  using	  only	  descriptive	  terms	  such	  as	  ‘low	  risk’	  to	  describe	  the	  
probability	  of	  a	  risk	  

76.1%	   4.07/.742	   75.0%	   4.05/.806	  

5. Practices	  safely	  within	  the	  Australian	  legal	  framework	  
	  

95.6%	   4.56/.586	   95.4%	   4.58/.587	  
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Table  6.2:  Practice  Performance  Areas  1  –  4  Competency  Item  Pool  Ratings  for  Importance  and  Relevance  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  cumulative	  response	  ratings	  of	  less	  80	  per	  cent	  for	  Importance	  and/or	  Relevance	  
	  
	  
4.4	  Personal	  Health	  Management	  and	  Human	  Error	  

	  
Competency	  Indicators	  

IMPORTANCE	  
Very	  /	  Extremely	  

important	  

MEAN/SD	   RELEVANCE	  
High	  	  /	  Essential	  

MEAN/SD	  
	  

	   	   	   	  
1. Reduce	  the	  factors	  that	  affect	  performance	  such	  as	  fatigue	  and	  inadequate	  

handovers	  
89.2%	   4.35/.674	   88.4%	   4.40/.695	  

2. Be	  able	  to	  distinguish	  between	  human	  errors	  and	  system	  errors	  
	  

76.1%	   4.15/.788	   70.5%	   4.11/.895	  

3. Reduce	  distractions	  when	  performing	  tasks	  (avoid	  multi-‐tasking)	  
	  

87.0%	   4.22/.664	   79.6%	   4.23/.831	  

4. Be	  aware	  of	  own	  stress	  and	  fatigue	  levels	  
	  

91.3%	   4.35/.640	   88.4%	   4.37/.757	  

5. Manage	  your	  workload	  so	  that	  you	  are	  working	  safely	  
	  

91.3%	   4.39/.649	   86.4%	   4.30/.765	  

6. Anticipate	  the	  unexpected	  
	  

82.6%	   4.22/.728	   81.8%	   4.23/.803	  
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The	   Item	   Pool	   Validation	   Survey	   also	   included	   a	   short	   demographic	   survey.	  

Demographic	  categories	  included	  Gender,	  Age	  Group,	  Country	  of	  Birth,	  Main	  Language	  

Spoken,	   Years	   of	   Experience	   Working	   in	   Healthcare	   Organizations,	   and	   Current	  

Position	  in	  Australia.	  

The	  demographic	  profile	  survey	  results	  are	  presented	  below	  in	  the	  Table	  6.3	  and	  Table	  

6.4.	  

  

6.4:  Demographic  Profile  of  Item  Pool  Validation  Survey  Respondents  

Results	  within	  the	  categories	  of	  Age	  Group,	  Country	  of	  Origin	  and	  Main	  Language	  Spoken	  

represent	  the	  response	  from	  a	  limited	  response	  pool,	  due	  in	  part	  to	  some	  respondents	  

receiving	  an	  earlier	  draft	  of	   the	  demographic	  survey	  with	   incomplete	  data	   fields,	  and	  

the	  number	  of	  non-‐respondents	  to	  the	  demographic	  questions.	  

	  

Just	  over	  fifty	  percent	  (n=22)	  of	  the	  43	  respondents	  who	  answered	  the	  gender	  question	  

were	   female.	   	  There	  were	  only	  eight	  Age	  Group	  responses,	  with	   five	  participants	  aged	  

between	  25	  and	  34	  years,	  and	  three	  between	  35	  and	  44	  years.	  

Respondent	   countries	   of	   origin	   included	   Myanmar,	   Philippines,	   India,	   Sri	   Lanka	   and	  

China.	   	   The	   main	   languages	   spoken	   were	   Burmese,	   Spanish,	   Filipino,	   Tamil	   and	  

Mandarin.	  

Forty-‐one	   (87%)	   of	   the	   item	   pool	   validation	   respondents	   provided	   responses	   to	   the	  

demographic	   items	   Current	   position	   in	   Australia	   and	   Years	   of	   Experience	   working	   in	  

Healthcare	  Organizations.	  	  These	  results	  are	  presented	  in	  Tables	  6.3	  and	  6.4	  according	  

to	  frequency,	  percent	  and	  cumulative	  percent.	  	  	  
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Tables	   6.3	   and	   6.4	   indicate	   that	   the	   majority	   of	   Item	   Pool	   Validation	   Survey	  

respondents	  were	  employed	  in	  a	  Victorian	  public	  hospital	  within	  the	  Hospital	  Medical	  

Officer	  (HMO)	  designation,	  with	  between	  one	  to	  two	  years	  of	  clinical	  experience	  in	  that	  

role.	  

	  

Table	  6.3:	  IMG	  Respondents	  Current	  Position	  in	  Australia	  

	  
Frequency Valid Percent 

Cumulative  

Percent 

 HMO (=/>PGY 2)  23 56.1 56.1 

Registrar 3 7.3 63.4 

GP 2 4.9 68.3 

Not yet working 11 26.8 95.1 

Other 2 4.9 100.0 

Total 41 100.0 	  

 Missing Value 5 	   	  

Total 46 	   	  

	  

	  

Table	  6.4:	  IMG	  Respondents	  Years	  of	  Experience	  in	  Healthcare	  Organizations	  in	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Australia	  and	  Country	  of	  Origin	  Combined	  

	   Frequency Valid Percent Cumulative Percent 

 Less than 6 months 8 20.0 20.0 

6 - 11 months 4 10.0 30.0 

1 - 2 years 14 35.0 65.0 

3 - 7 years 5 12.5 77.5 

8 - 12 years 3 7.5 85.0 

13 - 20 years 4 10.0 95.0 

21 or more years 2 5.0 100.0 

Total 40 100.0 	  

 Invalid Response 1 	   	  

Missing Values 5 	   	  

Total 46 	   	  

  	   	  

	  
Table	  6.4	  suggests	  that	  respondents	  years	  of	  experience	  in	  healthcare	  organizations	  in	  

their	   countries	   of	   origin	   and	   in	  Australia	   combined	  varied	   from	   less	   than	  12	  months	  

(30%)	  to	  between	  13	  and	  20	  or	  more	  years	  (15%).	  	  However,	  doctors	  who	  had	  worked	  
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in	   hospitals	   for	   between	   1	   and	   2	   years	   accounted	   for	   over	   one-‐third	   of	   respondents	  

(35%).	  	  These	  responses	  also	  suggest	  that	  over	  65	  per	  cent	  of	  the	  IMG	  respondents	  had	  

two	  years	  or	  less	  of	  hospital-‐based	  clinical	  experience.	  	  

  
6.5:  Expert  Panel  Review  of  Item  Pool  and  Item  Pool  Survey  Results  

The	   results	   from	   the	   Item	   Pool	   Validation	   Survey	   were	   analysed	   and	   subject	   to	  

successive	   rounds	   of	   review	   and	   expert	   comment	   from	   medical	   education	   clinical	  

assessment	   advisors	   in	   order	   to	   establish	   items	   for	   inclusion	   and	   exclusion	   in	   the	  

development	  of	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  1).	  	  

The	  refinement	  process	  involved	  identification	  of	  duplication	  of	  Competency	  Indicator	  

intent,	   and	   item	   (Indicator)	   redundancy;	   and,	   where	   appropriate,	   substitution	   of	   an	  

indicator	  with	  a	  more	  inclusive	  indicator	  statement	  from	  the	  related	  NPSEF	  category’s	  

knowledge	  and	  behavioural	  Performance	  Elements.	  

	  

This	  process	  reduced	  the	  Competency	  Indicator	  pool	   from	  126	   items	  to	  56	  Indicators	  

for	   drafting	   of	   the	   Patient	   Safety	   mini-‐CEX	   (Version	   1)	   for	   OSCE	   testing.	   	   It	   was	  

postulated	   that	   OSCE	   and	   subsequent	   Simulation	   and	   Workplace	   Based	   Assessment	  

testing	   would	   further	   reduce	   the	   pool	   of	   Competency	   Indicators	   and	   potentially	   the	  

pool	  of	  Competency	  Items	  (N=18).	  

	  

The	  evidence-‐base	  and	  international	  expert	  content	  validation	  of	  the	  NPSEF,	  described	  

in	   Chapter	   Five,	   served	   as	   the	   rationale	   for	   adoption	   of	   the	   items	   used	   to	   secure	   the	  

item	  pool	  (Competency	  Items	  and	  Competency	  Indicators).	  
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The	  resultant	  18	  Competency	  Items	  and	  54	  Competency	  Indicators	  populating	  the	  four	  

Practice	   Performance	   Areas	   (PPAs)	   of	   the	   Patient	   Safety	   mini-‐CEX	   (Version	   1)	   are	  

presented	  below	  in	  the	  refined	  Patient	  Safety	  Item	  Pool	  Survey	  format	  (Table	  6.5)	  and	  

are	  summarized	  in	  Table	  6.6.	  	  	  The	  mini-‐CEX	  format	  is	  presented	  later	  in	  this	  Chapter	  in	  

Figure	  6.1.	  

	  

6.5.1:	  Factor	  Analysis	  Considerations	  

The	   issue	   of	   factor	   analysis	   with	   respect	   to	   the	   Competency	   Items	   and	   Competency	  

Indicators	  requires	  consideration	  prior	  to	  presentation	  of	  the	  refined	  item	  pool	  (Table	  

6.5).	   	   In	   light	   of	   the	   Competency	   Indicators	   being	   drawn	   from	   a	   their	   respective	  

common	   underlying	   variables	   (Objectives	   and	   Knowledge	   Items)	   (De	   Vellis,	   2003)	  

within	   the	   substantiated	   evidence-‐based	   and	   extensive	   internationally	   validated	  

content	  of	  the	  NPSEF	  knowledge	  item	  and	  indicator	  statements,	  factor	  analysis	  was	  not	  

conducted	  at	  this	  stage	  of	  the	  tool	  development.	  

This	  position	  was	  supported	  and	  in	  line	  with	  the	  selective	  adoption	  of	  the	  NPSEF	  items	  

and	   their	   related	   indicators	   modelled	   by	   the	   World	   Health	   Organization	   within	   the	  

WHO	  Curriculum	  Guide	   for	  Medical	  Schools	  (2009);	  and,	  successive	  rounds	  of	  review	  

and	  medical	   education	   expert	   advisory	   comment	   as	   a	   component	   of	   the	  work	  of	   this	  

thesis.	   The	   Competency	   Indicators	   (N=56),	   with	   respect	   to	   thesis,	   represented	  

Competency	  Item	  assessment	  prompts	   for	   judges	  seeking	  clarification	  of	   the	   intent	  of	  

specific	  Competency	  Items	  (NPSEF	  Objectives	  and	  Knowledge	  Items).	  

It	  was	  further	  considered	  that	  successive	  rounds	  of	  clinical	  testing	  in	  OSCE,	  Simulation	  

and	   Workplace	   Based	   Assessment	   within	   standardized	   testing	   environments	   would	  

identify	  Competency	  Items	  and	  their	  related	  Competency	  Indicators	  not	  related	  or	  not	  
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measurable	   within	   routine	   clinical	   encounters.	   Such	   items	   were	   potentially	   clinical	  

testing	  environment	  specific,	  or	  redundant.	  
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Table  6.5:  Practice  Performance  Areas  1  –  4:  Competency  Indicator  Item  Pool  Refinement  
*Shaded	  items	  represent	  NPSEF	  Knowledge	  &	  Competency	  Item	  Competency	  Indicator	  Substitution	  	  

	  
	  
PRACTICE	  PERFORMANCE	  AREA	  1:	  	  COMMUNICATING	  SAFELY	  
	  
1.1	  Patient	  Interaction	   Notes	  &	  Substituted	  Indicators	  

	  
Competency	  Indicators	  

	  
	  

2. Begin	  and	  end	  the	  patient	  encounter	  appropriately	  
p.5	  #2	  skills	  

	  

6.	  	  	  	  Explain	  to	  patients	  and	  carers’	  information	  and	  their	  role	  in	  	  
	  	  	  	  	  	  	  care,	  decision	  making	  and	  preventing	  adverse	  events	  

	  

9. Employ	  critical	  thinking	  tools	  and	  structured	  approaches	  to	  
communications	  (e.g.	  ISBAR	  and	  read	  back	  of	  orders	  on	  the	  
telephone	  (CPSI	  –	  p.15)	  

	  

  
	  
	  
	  
1.2	  Managing	  Information	   Notes	  &	  Substituted	  Indicators	  

	  
Competency	  Indicators	  

	  

1. Respect	  patient	  confidentiality	  p.5	  last	  point	   	  

9.	  	  	  Write	  patient	  care	  orders	  and	  prescriptions	  using	  safe	  practices	  to	  
	  	  	  	  	  	  convey	  the	  appropriate	  degree	  of	  urgency	  and	  to	  avoid	  	  
	  	  	  	  	  	  misinterpretation	  

	  

12.	  Document	  the	  rationale	  for	  significant	  deviations	  from	  established	  	  
	  	  	  	  	  	  processes	  of	  guidelines	  
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Table  6.5:  Practice  Performance  Areas  1  –  4:    Competency  Indicator  Item  Pool  Refinement  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  NPSEF	  Knowledge	  &	  Performance	  Item	  Competency	  Indicator	  Substitution	  
	  
1.3	  Working	  in	  Teams	   Notes	  &	  Substituted	  Indicators	  

	  
Competency	  Indicators	  

	  

4.	  Participate	  fully	  in	  your	  team	  
	  

	  

6.	  Demonstrate	  insight	  into	  own	  communication	  styles	  with	  	  
	  	  	  	  patients	  and	  team	  members	  in	  ordinary,	  crisis	  and	  stressful	  	  
	  	  	  	  situations	  
	  

	  

12.Include	  the	  patient	  as	  a	  member	  of	  your	  team	  
	  

	  

  
	  
	  
1.4	  Patient	  Handover	   Notes	  &	  Substituted	  Indicators	  

	  
Competency	  Indicators	  

	  

1.	  Manage	  effective	  handovers	  to	  and	  from	  night	  teams	  and	  all	  shift	  	  
	  	  	  	  	  changeovers,	  between	  departments	  and	  health	  care	  settings	  
	  

	  

	  	  	  2.	  Demonstrate	  the	  appropriate	  communication	  approaches	  to	  provide	  
	  	  	  	  	  	  	  	  safe	  transfers,	  transitions	  of	  care	  and	  consultation	  
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Table  6.5:  Practice  Performance  Areas  1  –  4:  Competency  Indicator  Item  Pool  Refinement  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  NPSEF	  Knowledge	  &	  Performance	  Item	  Competency	  Indicator	  Substitution	  

	  
	  	  *	  Shaded	  items	  represent	  NPSEF	  Item	  Competency	  Indicator	  Substitution	  

	  
PRACTICE	  PERFORMANCE	  AREA	  2:	  	  PRACTISING	  SAFELY	  

2.1	  Risk	  &	  Prevention	   Notes	  &	  Substituted	  Indicators	  

	  
Competency	  Indicators	  

	  

1.	  Be	  aware	  of	  risk	  
	  

	  

	  	  	  	  	  	  	  5.	  Undertake	  self-‐assessment	  to	  reduce	  the	  risk	  of	  error	  caused	  by	  inadequate	  	  
	  	  	  	  	  	  	  	  	  	  	  knowledge	  and	  skills	  

	  

	  	  	  	  	  	  	  6.	  Assess	  the	  risk	  to	  individual	  patients	  prior	  to	  treatment	  
	  

	  

	  
	  
2.2	  Managing	  Complaints	   Notes	  &	  Substituted	  Indicators	  
	  

Competency	  Indicators	  
	  

1.	  	  Provide	  a	  written	  report	  in	  response	  to	  a	  complaint	  when	  requested	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

	  

2.	  	  	  Be	  open	  and	  honest	  with	  patients,	  carers,	  co-‐workers	  and	  supervisors	  
	  

	  

3.	  	  	  Know	  the	  rights	  and	  responsibilities	  of	  patients	  and	  carers	  
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Table  6.5:  Practice  Performance  Areas  1  –  4:  Competency  Indicator  Item  Pool  Refinement  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  NPSEF	  Knowledge	  &	  Performance	  Item	  Competency	  Indicator	  Substitution	  

	  
	  
2.3	  Adverse	  Events	  and	  Near-‐Misses	   Notes	  &	  Substituted	  Indicators	  
	  

Competency	  Indicators	  
	  

1.	  	  Know	  how	  to	  recognize,	  report	  and	  manage	  adverse	  events	  and	  	  
	  	  	  	  	  	  near	  misses	  p.21	  K4	  

1.	  Identify,	  report	  and	  learn	  from	  errors	  and	  system	  	  
	  	  	  	  	  failure,	  including	  those	  making	  errors	  

2.	  	  Respond	  appropriately	  to	  patients	  and	  carers	  after	  adverse	  	  
	  	  	  	  	  events	  p.57	  B2	  

	  

3.	  Understand	  the	  difference	  between	  system	  failure,	  violations	  and	  	  
	  	  	  	  	  errors	  p.48	  K3	  

Undertake	  the	  health	  care	  facilities	  OH&S	  activity	  
requirements	  

	  
	  
	  
	  
2.4	  Medication	  Safety	   Notes	  &	  Substituted	  Indicators	  
	  

Competency	  Indicators	  
	  

	  	  	  	  	  	  1.	  	  	  Ensure	  clear	  documentation	  of	  patient	  allergies	  
	  

	  

2.	  	  	  Document	  all	  prescribing,	  dispensing,	  and	  administration	  of	  	  
	  	  	  	  	  	  	  medications	  to	  patients	  

	  

3.	  	  	  Write	  clearly	  and	  legibly	  
	  

	  

4.	  	  	  Confirm,	  double	  check	  (with	  a	  second	  person	  if	  required	  by	  	  
	  	  	  	  	  	  policy	  or	  if	  necessary	  e.g.	  paediatric	  drug	  administration)	  dose	  	  
	  	  	  	  	  	  calculation	  and	  drug	  administration	  to	  patients	  

	  
	  	  	  

5.	  	  	  Report	  all	  medication	  errors	  (prescribing,	  dispensing,	  	  	  	  
	  	  	  	  	  	  administration	  and	  near-‐misses)	  
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Table  6.5:  Practice  Performance  Areas  1  –  4:    Competency  Indicator  Item  Pool  Refinement  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  NPSEF	  Knowledge	  &	  Performance	  Item	  Competency	  Indicator	  Substitution	  
	  
	  
2.5	  Patient	  Identification	   Notes	  &	  Substituted	  Indicators	  

	  
Competency	  Indicators	  

	  
	  
	  

1.	  	  	  Communicate	  face	  to	  face	  in	  language	  the	  patient	  understands	  
	  

	  

	  	  2.	  	  	  Follow	  the	  organisation	  or	  department	  guidelines	  for	  avoiding	  	  
	  	  	  	  	  	  	  	  patient	  	  misidentification	  

	  

  
	  
	  
	  
2.6	  Infection	  Control	   Notes	  &	  Substituted	  Indicators	  
	  

Competency	  Indicators	  
	  

2.	  	  	  Regular	  hand	  washing	  and	  disinfection	  between	  patients	  
	  

	  

3.	  	  	  Practice	  aseptic	  techniques	  
	  

	  

6.	  	  	  Practice	  universal	  precautions	  
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Table  6.5:  Practice  Performance  Areas  1  –  4:  Competency  Indicator  Item  Pool  Refinement  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  NPSEF	  Knowledge	  &	  Performance	  Item	  Competency	  Indicator	  Substitution	  

	  
PRACTICE	  PERFORMANCE	  AREA	  3:	  	  CLINICAL	  MANAGEMENT	  &	  USING	  EVIDENCE	  

3.1	  History	  Taking	   Notes	  &	  Substituted	  Indicators	  
	  

Competency	  Indicators	  
	  

	  

1.	  	  Encourage	  patients	  to	  provide	  complete	  information	  without	  	  
	  	  	  	  	  	  embarrassment	  or	  hesitation	  

	  

2.	  	  	  Begin	  and	  end	  the	  consultation	  appropriately	  
	  

	  

3.	  	  	  Effectively	  use	  questions	  and	  directions	  to	  obtain	  accurate	  and	  	  
	  	  	  	  	  	  adequate	  information	  

	  

4.	  	  	  Be	  aware	  of	  patients	  and	  carers	  non-‐verbal	  cues	  
	  

	  

5.	  	  	  Know	  how	  to	  elicit	  symptoms	  and	  signs	  relevant	  to	  the	  	  
	  	  	  	  	  	  	  presenting	  problem	  or	  condition	  

	  

6. Understand	  the	  importance	  of	  a	  comprehensive	  patient	  history	  
	  

	  

	  

3.2	  Physical	  Examination	  Skills	  and	  Procedures	   Notes	  &	  Substituted	  Indicators	  
	  

Competency	  Indicators	  
	  

	  

	  1*	  	  Be	  sensitive	  to	  the	  uncertainty	  and	  anxiety	  that	  patients	  and	  	  	  
	  	  	  	  	  	  	  carers	  may	  experience	  

*Item	  moved	  from	  Item	  Pool	  3.1.5	  

1.	  	  	  Demonstrate	  competence	  in	  a	  range	  of	  common	  physical	  
	  	  	  	  	  	  	  examination	  skills	  

	  

2.	  	  	  Follow	  an	  efficient,	  logical	  sequence	  
	  

	  

4.	  	  	  Explain	  physical	  examination	  processes	  to	  the	  patient	  and	  gain	  	  
	  	  	  	  	  	  	  informed	  patient	  consent	  
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Table  6.5:  Practice  Performance  Areas  1  –  4:    Competency  Item  Pool  Refinement  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  NPSEF	  Knowledge	  &	  Performance	  Item	  Competency	  Indicator	  Substitution	  
	  

	  	  
3.3	  Clinical	  Judgement	  &	  Decision-‐Making	  Skills	   Notes	  &	  Substituted	  Indicators	  

	  
Competency	  Indicators	  

	  

	  

1.	  	  	  Demonstrate	  a	  logical	  approach	  to	  establishing	  diagnoses	  based	  on	  	  
	  	  	  	  	  	  	  knowledge	  of	  common	  conditions	  set	  out	  in	  the	  ACFJD	  

	  

2. Consult	  patient	  history	  documentation,	  including	  risk	  assessment	  
documents	  and	  summaries	  of	  previous	  admissions	  where	  relevant	  

	  	  	  	  p82	  3,skills	  

	  

4.	  	  	  Synthesize	  data	  and	  interprets	  results	  
	  

	  

	  	  	  7.	  	  	  Calculates	  the	  risk-‐benefit	  ratio	  in	  an	  individual	  patient	  regarding	  	  
	  	  	  	  	  	  	  	  	  	  treatment	  options	  p82	  3,skills	  

	  

	  8.	  	  	  Incorporates	  patient	  values	  and	  preferences	  into	  treatment	  	  
	  	  	  	  	  	  	  decisions	  	  p82	  3,skills	  

	  

	  	  	  	  6*.	  	  Knows	  how	  to	  help	  patients	  and	  carers	  identify	  reliable	  and	  	  
	  	  	  	  	  	  	  	  	  	  	  accurate	  	  health	  care	  information	  	  	  p82	  3,skills	  

*Item	  6	  in	  Patient	  Safety	  mini-‐CEX	  (Versions	  1)	  
Competency	  Indicators	  

	  

	  
3.4	  Investigations	   Notes	  &	  Substituted	  Indicators	  
	  

Competency	  Indicators	  
	  

	  

1.	  	  	  Select	  investigations	  thoughtfully	  in	  the	  context	  of	  particular	  	  
	  	  	  	  	  	  	  patient	  presentation	  

	  

2.	  	  	  Use	  investigation	  results	  appropriately	  to	  guide	  patient	  	  
	  	  	  	  	  	  	  management	  

	  

	  

3.	  	  	  Avoid	  under-‐use,	  misuse	  and	  overuse	  of	  investigations	  and	  care	  
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Table  6.5:  Practice  Performance  Areas  1  –  4:  Competency  Item  Pool  Refinement  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  NPSEF	  Knowledge	  &	  Performance	  Item	  Competency	  Indicator	  Substitution	  

	  
	  
PRACTICE	  PERFORMANCE	  AREA	  4:	  	  PROFESSIONAL	  PRACTICE	  
	  
4.1	  Maintaining	  Professional	  Standards	  and	  Fitness	  to	  Practice	   Notes	  &	  Substituted	  Indicators	  
	  

Competency	  Indicators	  
	  

	  

1. Maintain	  professional	  standards	  at	  work	  
	  

	  

5.	  	  	  	  Recognise	  and	  work	  within	  the	  limits	  of	  own	  professional	  competence	  
	  

	  

8.	  	  	  	  Accept	  delegation	  appropriate	  to	  professional	  competence	  
	  

	  

12.	  	  Demonstrate	  the	  skill	  and	  knowledge	  required	  for	  safe	  practice	  
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Table  6.5:  Practice  Performance  Areas  1  –  4:  Competency  Indicator  Item  Pool  Refinement  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shaded	  items	  represent	  NPSEF	  Knowledge	  &	  Performance	  Item	  Competency	  Indicator	  Substitution	  
	  	  
	  
4.2	  Working	  within	  the	  Law	   Notes	  &	  Substituted	  Indicators	  
	  

Competency	  Indicators	  
	  

	  

1.	  	  	  Demonstrate	  the	  appropriate	  elements	  of	  informed	  consent	  
	  

	  

4.	  	  	  Employ	  language	  that	  reduces	  misunderstanding	  by	  using	  standardized	  	  
	  	  	  	  	  	  	  vocabulary	  to	  describe	  the	  probability	  of	  risk	  

	  

	  
	  
	  
	  
4.3	  Working	  within	  the	  Law	   Notes	  &	  Substituted	  Indicators	  

	  
Competency	  Indicators	  

	  

	  

4.	  	  	  	  Be	  aware	  of	  own	  stress	  and	  fatigue	  levels	  
	  

	  

3. Reduce	  distractions	  when	  performing	  tasks	  (avoid	  multi-‐tasking)	  
	  

	  

	  
	  
**Competency	  Item	  4.2	  Working	  Ethically	  was	  omitted	  in	  the	  Item	  Pool	  refinement	  process.	  	  	  The	  intent	  of	  the	  item	  and	  the	  14	  indicators	  	  
	  	  	  	  within	  the	  category	  were	  considered	  to	  be	  implied	  within	  other	  clinical	  and	  professional	  practice	  categories	  and	  indicators.
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A	  summary	  of	  the	  refined	  Patient	  Safety	  Item	  (Indicator)	  Pool	  is	  set	  out	  in	  Table	  

6.6.	   	  This	  structure	  served	  to	   inform	  population	  of	   the	  Patient	  Safety	  mini-‐CEX,	  

presented	  discussed	  in	  section	  6.5	  of	  this	  chapter.	  

	  
Table	  6.6:	  Patient	  Safety	  mini-‐CEX	  (Version	  1)	  Structure	  

Practice	  Performance	  Areas	  
(PPA)	  (4)	  
	  
	  

Competency	  Items	  (18)	   Competency	  
Indicators	  

56	  

PPA	  1:	  Communicating	  Safely	   1.1 Patient	  Interaction	  
1.2 Managing	  Information	  
1.3 Working	  in	  Teams	  
1.4 Patient	  Handover	  

	  

	  
	  
10	  	  

PPA	  2:	  Practising	  Safely	   2.1	  Risk	  &	  Prevention	  
2.2	  Managing	  Complaints	  
2.3	  Adverse	  Events	  &	  Near	  Misses	  
2.4	  Medication	  Safety	  
2.5	  Patient	  Identification	  
2.6	  Infection	  Control	  	  
	  

	  
	  
	  
19	  

PPA	  3:	  Clinical	  Management	  and	  
Using	  Evidence	  

3.1	  History	  Taking	  
3.2	  Physical	  Examination	  &	  Procedures	  
3.3	  Clinical	  Judgement	  &	  Decision	  Making	  
3.4	  Investigations	  
	  

	  
	  
19	  

PPA	  4:	  Professional	  Practice	  
	  

4.1	  Maintaining	  Professional	  Standards	  &	  
	  	  	  	  	  	  	  Fitness	  to	  Practice	  
4.2	  Working	  Ethically	  
4.3	  Working	  Within	  the	  Law	  
4.4	  Personal	  Health	  Management	  &	  	  
	  	  	  	  	  	  	  Human	  Error	  
	  

	  
	  
8	  

	  
	  	  

6.6:  Development  of  the  Patient  Safety  mini-‐CEX  (Version  1)  
	  
The	   intent	   of	   the	   Patient	   Safety	   Item	   Pool	   development,	   Item	   Pool	   Validation	  

Survey	   process,	   and	   the	   Competency	   Item	   and	   Competency	   Indicator	   pool	  

refinement	  through	  successive	  rounds	  of	  expert	  clinician	  review	  and	  comment,	  

was	   to	   inform	   the	   development	   of	   a	   patient	   safety	   focussed	   competency	  

assessment	  tool:	  the	  Patient	  Safety	  mini-‐CEX	  (Norcini,	  2005;	  AMC,	  2009).	  	  	  
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The	  rationale	   for	  adoption	  of	   the	  mini-‐CEX	  or	  Mini	  Clinical	  Evaluation	  Exercise	  

format	   (Norcini,	  Blank,	  Arnold	  &	  Kimball,	   1995;	  Norcini,	  2005;	  AMC,	  2009)	   for	  

the	   work	   of	   the	   thesis:	   that	   of	   operationalizing	   the	   evidence-‐based	   National	  

Patient	   Safety	   Education	   Framework	   (2005)	   within	   a	   criterion-‐based	   generic	  

assessment	  tool	  framework,	  was	  discussed	  in	  Chapter	  Five.	  

The	  focus	  of	  Chapter	  Six	  therefore,	  has	  been	  that	  of	  identifying	  and	  establishing	  

mini-‐CEX	   compatible	   and	   evidence-‐based	   assessment	   categories	   or	   Practice	  

Performance	  Areas;	  identifying	  NPSEF	  and	  mini-‐CEX	  comparable	  knowledge	  and	  

performance	  item	  alignment	  within	  each	  assessment	  area	  or	  Competency	  Item;	  

and,	  identifying	  validated	  performance	  criteria	  or	  Competency	  Indicator	  items	  to	  

guide	  assessor	  judgements.	  	  

	  
The	   four	   Practice	   Performance	   Areas	   (PPA)	   of	   the	   Patient	   Safety	   mini-‐CEX	  

(Version	   1)	   framework	   (Norcini,	   2005;	   AMC,	   2009)	   were	   populated	   with	   the	  

Competency	   Items	   (N	   =	   18)	   and	   the	   Competency	   Indicators	   (N=56)	   from	   the	  

Competency	  Indicator	  Item	  Pool	  Refinement	  process	  (Table	  6.5).	  

The	  Patient	  Safety	  min-‐CEX	   (Version	  1)	  assessment	   tool	   is	  presented	   in	  Figure	  

6.1	  and	  the	  supporting	  Patient	  Safety	  mini-‐CEX	  Competency	  Indicator	  document	  

is	  presented	  in	  Figure	  6.2.	  
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Figure 6.1: Patient Safety mini	  CEX	  (Version	  1)	  

 
PRACTICE PERFORMANCE AREA 1:  COMMUNICATING SAFELY    (N/O = NOT OBSERVED) 
 
1.1 PATIENT INTERACTION 
   

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
1.2 MANAGING INFORMATION 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
1.3 WORKING IN TEAMS 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
1.4 PATIENT HANDOVER 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
PRACTICE PERFORMANCE AREA 2: PRACTISING SAFELY 
 
2.1 RISK & PREVENTION 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
2.2 MANAGING COMPLAINTS 
 

1 2 3 | 4 5 6 | 7 8 9         
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
2.3 ADVERSE EVENTS & NEAR MISSES 
 

1 2 3 | 4 5 6 | 7 8 9         
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
2.4 MEDICATION SAFETY 
 

1 2 3 | 4 5 6 | 7 8 9         
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
2.5 PATIENT IDENTIFICATION: Preventing wrong site, wrong procedure and wrong patient treatment 
 

1 2 3 | 4 5 6 | 7 8 9         
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
2.6 INFECTION CONTROL 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
 

 
ASSESSOR     DATE   ___   ASSESSEE __________   
PATIENT PROBLEM _______     AGE    GENDER      
 
ENCOUNTER TYPE_____________________________       SETTING 
____________________________________ 
 
PROBLEM COMPLEXITY:          LOW       MODERATE   HIGH 
 
COMMENT________________________________________________________________________________ 
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PRACTICE PERFORMANCE AREA 3: CLINICAL MANAGEMENT & USING EVIDENCE 
 
3.1 HISTORY TAKING 
 

1 2 3 | 4 5 6 | 7 8 9          
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
 
3.2   PHYSICAL EXAMINATION SKILLS & PROCEDURES    (      Not Observed) 
 

1 2 3 | 4 5 6 | 7 8 9          
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
 
3.3 CLINICAL JUDGEMENT & DECISION MAKING SKILLS 
 

1 2 3 | 4 5 6 | 7 8 9          
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
3.4 INVESTIGATIONS 
 

1 2 3 | 4 5 6 | 7 8 9          
N/O       Unsatisfactory                 Satisfactory             Superior 
 
 
PRACTICE PERFORMANCE AREA 4: PROFESSIONAL PRACTICE 
 
4.1 MAINTAINGING PROFESSIONAL STANDARDS & FITNESS TO PRACTICE 
 

1 2 3 | 4 5 6 | 7 8 9          
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
4.2 WOKKING ETHICALLY 
 

1 2 3 | 4 5 6 | 7 8 9          
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
4.3 WORKING WITHIN THE LAW 
 

1 2 3 | 4 5 6 | 7 8 9           
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
4.4 PERSONAL HEALTH MANAGEMENT & HUMAN ERROR 
 

1 2 3 | 4 5 6 | 7 8 9 
        Unsatisfactory                 Satisfactory             Superior 
 
 
PATIENT SAFETY PERFORMANCE OVERALL RATING 
 
 1 2 3 | 4 5 6 | 7 8 9 

        Unsatisfactory            Satisfactory             Superior 
 
 
	  

Observing Minutes        Provision of Feedback _________ Minutes 
 
 
ADEQUACY OF PATIENT ENCOUNTER FOR TESTING CLINICIAN’S PATIENT SAFETY KNOWLEDGE & 
PRACTICE: 
 
 1 2 3 | 4 5 6 | 7 8 9 
  Inadequately tested    Adequately tested         Superior test 
 
COMMENTS ON CLINICI AN’S PERFORMANCE: 
 
 
 
 
RECOMMENDATIONS 
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Performance Area 1 
Communicating Safely Competencies 

Practice Performance Area 2 
Practising Safely Competencies (Continued) 

 
1.1 Patient Interaction 

1. Begins and ends the patient encounter 
appropriately 

2. Explains to patients and carers information and 
their role in care, decision making and preventing 
adverse events 

3. Employs critical thinking tools and structured 
approaches to communications (e.g. ISBAR and 
reads back telephone orders) 
 

1.2 Managing Information 
1. Respects patient confidentiality. 
2. Writes patient care orders and prescriptions to 

convey the appropriate degree of urgency and to 
avoid misinterpretation 

3. Documents the rationale for significant deviation 
from established practices or guidelines 
 

1.3 Working in Teams 
1. Participates fully in the team 
2. Demonstrate insight into own communication 

styles with patients and team members in 
ordinary, crisis and stressful situations 

3. Includes the patient as a member of the team 
1.4 Patient Handover 
         1.      Demonstrates the appropriate communication  
                 approaches to provide safe transfers, transitions 
                 of  care and consultation     
   
_______________________________________________ 

Practice Performance Area 2 
Practising Safely Competencies 

________________________________________________ 
2.1 Risk & Prevention 

1. Is aware of risk 
2. Assesses the risk to individual patients prior to 

treatment 
3. Undertakes self-assessment to reduce the risk of 

error caused by inadequate knowledge and skills 
 

2.2  Managing Complaints 
1. Provides a written report in response to a 

complaint when requested 
2. Is open and honest with patients, carers, co-

workers and supervisors 
3. Knows the rights and responsibilities of patients 

and carers 
 

2.3 Adverse Events and Near Misses 
1. Knows how to recognise, report and manage 

adverse events and near-misses 
2. Knows the difference between system failures, 

violations and errors 
3. Response appropriately to patients and carers 

after adverse events 
 
 
 
 
 
 
 
 
 

2.4 Medication Safety 
1. Ensures clear documentation of patient allergies 
2. Documents all prescribing, dispensing and 

administration of medications to patients 
3. Writes clearly and legibly 
4. Confirms, double checks (with a second person if 

required by policy/or if necessary(e.g. paediatric 
drug administration) dose calculation and drug 
administration to patients 

5. Reports all medication errors (prescribing, 
dispensing and near misses) 

 
2.5 Patient Identification: Preventing wrong site, wrong 

procedures and wrong patient treatment 
1. Communicates face to face in language the patient 

understands 
2. Follows the organisation or department guidelines 

for avoiding patient misidentification 
 

2.6 Infection Control 
1. Regular hand washing and disinfection between 

patients 
2. Practices universal precautions 
3. Practices aseptic technique 
 

__________________________________________________ 
Practice Performance Area 3 

Clinical Management & Using Evidence 
__________________________________________________ 

   
3.1     History Taking 

1. Encourages patients to provide complete 
information without embarrassment or hesitation 

2. Begins and ends the consultation appropriately 
3. Effectively uses questions and directions to obtain 

accurate and adequate information 
4. Is aware of patients and carers non-verbal cues 
5. Knows how to elicit symptoms and signs relevant to 

the resenting problem or condition 
6. Understands the importance of a comprehensive 

patient history 
 
3.2   Physical Examination Skills and Procedures 

1. Is sensitive to the uncertainty and anxiety that 
patients and carers may demonstrate 

2. Demonstrates competency is a range of common 
physical examination skills 

3. Follows an efficient, logical sequence 
4. Explains physical examination processes to the 

patient and gain informed consent 
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Practice Performance Area 3 
Clinical Management & Using Evidence (continued) 

________________________________________________ 
 

3.3   Clinical judgement & Decision-Making Skills 
1. Demonstrates a logical approach to establishing 

diagnoses based on knowledge of commons 
conditions set out the ACFJD 

2. Consults patient history documentation, including 
risk assessment documents and summaries of 
previous admissions, where relevant 

3. Synthesises data and interprets results 
4. Calculates the risk-benefit ratio in an individual 

patient regarding treatment options 
5. Incorporates patient values and preferences into 

treatment decisions 
6. Knows how to help patients and carers identify 

reliable and accurate health care information 
 
3.4    Investigations 

1. Selects investigations thoughtfully in the context 
of a particular patient presentation 

2. Uses investigation results appropriately to guide 
patient management 

3. Avoids under-use, misuse and overuse of 
investigations and care 

 
 

Practice Performance Area 4 
Professional Practice Competencies 

__________________________________________________ 
4.1   Maintaining Professional Standards and Fitness to 
Practice 
 

1. Maintains professional standards at work 
2. Recognises and works within the limits of own 

professional competence 
3. Accepts delegation appropriate to professional 

competence 
4. Demonstrates the skill and knowledge required for 

safe practice 
 

3.1 Working Within the Law 
1. Demonstrates the appropriate elements of informed   

Consent 
2. Employs language that reduces misunderstanding 

by using standardised vocabulary to describe the 
probability of risk 

 
 

3.2 Personal Health Management and Human Error 
 

1. Is aware of own stress and fatigue levels 
2. Reduces distractions when performing tasks 

(avoids multi-tasking) 
 
 

Figure	  6.2:	  Patient	  Safety	  min-‐CEX	  (Draft	  Version	  1)	  Competency	  Indicators*      
  
*Items	  adopted	  from	  the	  National	  Patient	  Safety	  Education	  Framework:	  The	  Australian	  Council	  
for	  Safety	  and	  Quality	  in	  Health	  Care	  (2005)	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
 
 
 

6.7:  Discussion  

The	   work	   of	   Chapter	   Six	   represents	   a	   key	   developmental	   stage	   in	   the	   thesis’	  

Research	   Objective	   One	   intent	   of	   operationalizing	   the	   National	   Patient	   Safety	  

Education	   Framework	   (2005)	   and	   the	   WHO	   Patient	   Safety	   Curriculum	  

Framework	  for	  Medical	  Schools	  within	  a	  criterion-‐base	  generic	  assessment	  tool	  

and	   within	   a	   contemporary	   medical	   education	   assessment	   framework.	  	  

Concurrently,	   the	   Item	   Pool	   development	   and	   Item	   Pool	   Validation	   Survey	  

informed	   Research	   Question	   1	   in	   terms	   of	   identifying	   the	   essential	   curricula	  

components	  of	  a	  patient	  safety	  assessment	  tool.	  

	  
The	  initial	  Item	  Pool	  of	  126	  competency	  indicators	  was	  recognized	  as	  extensive,	  

however,	   the	   validation	   survey	   and	   subsequent	   rounds	   of	   expert	   medical	  
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education	  advisor	  informed	  comment	  allowed	  for	  the	  selection	  of	  a	  manageable	  

pool	   of	   Competency	   Items	   and	   Competency	   Indicators	   to	   populate	   the	  

competency	   areas	   or	   Practice	   Performance	   Areas	   (PPA’s)	   within	   an	   evidence-‐

based	  mini-‐CEX	  structure	  (Norcini,	  2005;	  AMC,	  2009).	  	  While	  the	  Norcini	  (2005),	  

Norcini	  and	  Birch	  (2007)	  and	  the	  AMC	  (2009)	  versions	  of	  the	  mini-‐CEX	  allowed	  

for	   six	   areas	   of	   clinical	   performance	   assessment	   with	   the	   addition	   of	   a	   global	  

rating	   scale,	   the	   Patient	   Safety	   mini-‐CEX	   was	   structured	   around	   four	   clinical	  

performance	  areas	  which	  were	  considered	  to	  incorporate	  the	  intent	  of	  both	  the	  

mini-‐CEX	  and	  NPSEF	  content	  and	  performance	  areas.	   	  The	  Patient	  Safety	  mini-‐

CEX	  (Version	  1)	  also	  incorporates	  a	  global	  rating	  of	  overall	  performance.	  

The	  Patient	  Safety	  mini-‐CEX	  (Version	  1)	  was	  developed	  as	  a	  two-‐document	  tool:	  

the	  Patient	  Safety	  mini-‐CEX	  tool	  and	  a	  supporting	  list	  of	  Competency	  Indicators.	  	  

The	   Competency	   Indicators	   reflect	   the	   intent	   of	   the	   18	   Competency	   Items	   and	  

are	  provided	  as	  a	  prompt	   to	  assessors.	   	  The	  wording	  of	   the	  Competency	   Items	  

and	  Competency	  Indicators	  is	  drawn,	  with	  permission,	  directly	  from	  the	  National	  

Patient	  Safety	  Education	  Framework	  (NPSEF,	  2005).	  

	  
A	  9-‐point	  Likert	  Scale	  was	  adopted	  for	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  1).	  	  	  	  

This	  scale	  length	  was	  considered	  to	  provide	  a	  wider	  range	  of	  assessment	  options	  

for	   judges	  with	   respect	   to	   borderline	   performance	   on	   both	   the	  Unsatisfactory/	  

Satisfactory	   and	   Satisfactory/	   Superior	   intersections	   of	   the	   scale	   (De	   Vellis,	  

2003).	   	  Additionally,	  the	  AMC	  mini-‐CEX	  (2009)	  format	  modelled	  the	  use	  of	  a	  9-‐

point	  rating	  scale.	  	  	  

The	   influence	   of	   rating	   scale	   length	   and	   anchors	   on	   judges’	   or	   assessors’	  

cognitive	   framework	   alignment,	   along	   with	   consideration	   of	   assessor	   training	  

and	  standard	  setting,	  will	  be	  addressed	  in	  Chapter	  Seven	  and	  Chapter	  Nine.	  
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Of	  note	  within	  the	  Item	  Pool	  Validation	  Survey	  demographic	  results	  presented	  in	  

this	  chapter	  are	   the	   respondents’	   relative	   inexperience	  within	  hospital	   settings	  

and	   the	   minor	   discriminations	   within	   the	   categories	   of	   Communicating	  Safely,	  

Practising	   Safely,	   Clinical	   Management	   and	   Using	   Evidence	   and	   Professional	  

Practice.	   	   	   These	   findings	   will	   be	   explored	   in	   the	   next	   three	   phases	   of	   the	  

research:	  those	  of	  OSCE,	  Simulation	  and	  Workplace	  Based	  Assessment	  testing	  of	  

the	  Patient	  Safety	  mini-‐CEX.	  	  

  

6.8:  Summary  of  Chapter  Six  

Chapter	  Six	  has	  presented	  the	  Patient	  Safety	  Item	  Pool	  Validation	  Survey	  results	  

according	  to	  the	  cumulative	  category	  ratings	  of	  the	  Importance	  and	  Relevance	  of	  

the	   126	   Competency	   Items	   drawn	   from	   the	   National	   Patient	   Safety	   Education	  

Framework	  (NPSEF)	  (2005).	  	  Item	  Pool	  Validation	  results	  also	  included	  a	  limited	  

demographic	   profile	   of	   the	   46	   International	   Medical	   Graduate	   (Standard	  

Pathway	  IMG)	  respondents.	  

	  

The	   item	   pool	   validation	   survey	   findings,	   complemented	   to	   a	   large	   extent	   by	  

successive	   rounds	   of	   expert	   panel	   review,	   refined	   the	   Patient	   Safety	   Item	  Pool	  

from	  126	   to	   56	   Competency	   Indicators	   (Table	   6.5)	   for	   the	   development	   of	   the	  

Patient	   Safety	   mini-‐CEX	   (Version	   1).	   	   The	   six-‐stage	   Patient	   Safety	   mini-‐CEX	  

(Version	   1)	   developmental	   process	   incorporated	   comparative	   reviews	   of	   the	  

National	   Patient	   Safety	   Education	   Framework	   (NPSEF)	   (2005);	   national	   and	  

international	  postgraduate	  patient	  medical	  and	  patient	  safety	  curricula;	  clinical	  

assessment	   frameworks	   within	   medicine;	   and	   standardized	   mini-‐CEX	   formats.	  	  

The	  refined	  Patient	  Safety	  Item	  Pool	  of	  18	  Competency	  Items	  and	  56	  Competency	  
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Indicators	   was	   incorporated	   within	   a	   mini-‐CEX	   (Norcini,	   2005;	   AMC,	   2009)	  

format	  to	  establish	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  1).	  

The	   Patient	   Safety	   mini-‐CEX	   (Version	   1)	   assessment	   tool,	   consisting	   of	   18	  

Competency	   Items	   structured	   within	   four	   Practice	   Performance	   Areas	  

(Competency	  Areas),	  was	  presented	   in	  Figure	  6.1	  and	   the	  56-‐item	  Competency	  

Indicator	  document	  was	  presented	  in	  Figure	  6.2.	  	  	  	  

	  

Finally,	   a	   discussion	   of	   the	   Item	   Pool	   Validation	   Survey,	   Item	   Pool	   refinement,	  

and	   Item	   Pool	   Validation	   Demographic	   Survey	   results	   was	   presented.	   	   The	  

implication	   of	   these	   findings	   for	   the	   development	   and	   further	   testing	   of	   the	  

Patient	  Safety	  mini-‐CEX	  (Version	  1)	  concludes	  the	  chapter.	  	  The	  next	  chapter	  will	  

present	  the	  results	  from	  the	  OSCE,	  Simulation	  and	  Workplace	  Based	  Assessment	  

testing	  and	  refinement	  phases	  of	  the	  Patient	  Safety	  mini-‐CEX.	  
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Chapter  Seven  

RESULTS:  OSCE,  SIMULATION  AND  WORKPLACE  BASED  
ASSESSMENT  TESTING  PHASES    

	  
	  

7.1:  Introduction  to  Chapter  Seven  

Chapter	   Seven	   presents	   the	   results	   from	   the	   Observed	   Structured	   Clinical	  

Examination	   (OSCE),	   fully	   immersive	   High	   and	   Low	   Fidelity	   Simulation,	   and	  

Workplace	  Based	  Assessment	  (WBA)	  assessment	  tool	  testing	  phases	  and	  Patient	  

Safety	  mini-‐CEX	  tool	  refinement.	  

These	   three	   clinically	   focussed	   testing	   phases	   are	   aligned	   with	   Research	  

Objectives	   2	   and	   3	   and	   Research	   Questions	   2	   and	   3:	   those	   of	   testing	   the	  

assessment	   tool’s	   utility,	   validity,	   reliability	   and	   acceptability	   in	   a	   range	   of	  

clinical	   environments	   and	   clinical	   encounter	   types	   including:	   patient	  

presentations	   in	   an	   acute	   care	   setting	   (WBA);	   identifying	   prevocational	   or	  

Postgraduate	  Year	  One	  and	  Two	  (PGY	  1	  &	  2)	   level	  doctors	  and	  their	  assessors’	  

potential	   responses	   to	   the	   routine	   adoption	   of	   patient	   safety	   focussed	  

competency	   assessments;	   and,	   examining	   the	   alignment	   of	   the	   Patient	   Safety	  

mini-‐CEX	  with	  clinical	  assessors’	  competency	  assessment	  frameworks.	  

	  

Sequential	   analysis	   of	   the	   results	   from	   the	   performance	   of	   the	   Patient	   Safety	  

mini-‐CEX	  Competency	   Items	  across	   the	   three	   clinically	   focussed	   testing	  phases	  

(Phase	  3:	  OSCE	  (N	  =	  18);	  Phase	  4:	  Simulation	  (N=13);	  and	  Phase	  5:	  Workplace	  

Based	   Assessment	   (N=13)	   informed	   successive	   iterations	   of	   tool	   development	  

and	   refinement	   and	   subsequent	   versions	   of	   the	   Patient	   Safety	   mini-‐CEX.	  	  	  

Competency	   Items	   and	   their	   respective	  Competency	   Indicators	  were	   examined	  

for	  their	  relevance	  to	  the	  clinical	  encounter	  type,	  redundancy	  and	  duplication	  of	  
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intent,	  and	  ability	  to	  discriminate	  between	  Satisfactory	  and	  Unsatisfactory	  levels	  

of	   patient	   safety	   oriented	   clinical	   performance	   for	   doctors	   practising	   at	   the	  

prevocational	  level.	  	  The	  additional	  category	  of	  Superior	  performance	  allowed	  for	  

identification	   of	   performance	   above	   that	   expected	   for	   a	   participant’s	   current	  

level	  of	  clinical	  practice,	  training	  and	  experience.	  	  	  

	  

7.1.1:  Specificity  of  the  Three  Patient  Safety  mini-‐CEX  Testing  Phases  

The	   three	   clinical	   testing	   phases	   were	   purpose	   specific.	   	   The	   purpose	   of	   the	  

Observed	   Structured	   Clinical	   Examination	   (OSCE)	   phase	   was	   to	   establish	   the	  

relevance	  of	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  1)	  Practice	  Performance	  Areas	  

(Competency	  Areas),	  Competency	  Items	  and	  Competency	  Indicators	  with	  respect	  

to	   assessment	   of	   patient	   safety	   within	   a	   range	   of	   routine	   encounters	   in	  

ambulatory	  clinical	  practice.	  	   	  Version	  1	  of	  the	  Patient	  Safety	  mini-‐CEX	  tool	  was	  

presented	  in	  Chapter	  Six.	  

	  

The	  fully	  immersive	  simulation	  testing	  phase	  was	  structured	  to	  assess	  the	  ability,	  

utility,	   educational	   impact,	   and	   reliability	   of	   the	   Patient	   Safety	   mini-‐CEX	  

Competency	   Items	   and	   Competency	   Indicators	   for	   the	   assessment	   of	   doctors	  

practising	   at	   the	   prevocational	   level	   (PGY1	   and	   PGY	   2)	   with	   respect	   to	   their	  

patient	  safety	  related	  competence	   in	  routine	  complex	  medical	  encounters	   (Van	  

der	  Vleuten	  &	  Schuwirth,	  2005).	  	  A	  secondary	  purpose	  of	  the	  simulation	  testing	  

phase	  was	  to	  gain	  insight	  into	  the	  tool’s	  potential	  to	  demonstrate	  patient	  safety	  

related	  medical	  and	  health	  team	  dynamics	  in	  complex	  clinical	  settings,	  and	  thus,	  

its	   potential	   to	   influence	   patient	   care	   outcomes	  within	   team-‐based	   practice	   in	  

acute	   and	   emergency	   care	   environments.	   	   Team	   dynamics	   may	   be	   seen	   to	   be	  

reflected	  in	  the	  global	  scores	  allocated	  by	  assessors	  and	  facilitators	  in	  Table	  7.3.	  	  
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The	  third	  clinical	   testing	  phase	  (Phase	  5),	   that	  of	  Workplace	  Based	  Assessment	  

(WBA),	   	   set	   out	   to	   examine	   the	   ability	   of	   the	   Patient	   Safety	   mini-‐CEX	   tool	   to	  

assess	   clinical	   competence	   from	   a	   patient	   safety	   perspective	   within	   Victorian	  

hospital	  clinical	  (in-‐vitro)	  settings;	  and,	   its	  utility	  and	  acceptability	  as	  a	  patient	  

safety	   focussed	   competency	   assessment	   tool	   from	   the	   perspectives	   of	   both	  

prevocational	   (PGY	   1	   &	   PGY	   2)	   level	   doctors,	   including	   Standard	   Pathway	  

International	  Medical	  Graduates	  and	  their	  clinical	  supervisors.	  

	  

The	   OSCE	   and	   Simulation	   testing	   phases	   included	   the	   processes	   of	   scenario	  

selection,	   assessor	   recruitment	   and	   training,	   and	   standard	   setting	   exercises.	  

Workplace	   Based	   Assessments	   were	   carried	   at	   the	   mutual	   convenience	   of	  

participant	   IMG	   doctors	   and	   their	   clinical	   assessors.	   	   Patient	   presenting	  

problems	   for	   the	   WBA	   testing	   phase	   were,	   therefore,	   randomly	   selected	   and	  

represented	   the	   patient/doctor	   encounter	   being	   undertaken	   at	   the	   time	   of	   the	  

assessment	  by	  the	  clinical	  assessor.	  	  	  	  

Patient	   Safety	   mini-‐CEX	   testing	   phase	   specific	   results	   will	   be	   presented	   by	  

Patient	   Safety	   mini-‐CEX	   tool	   testing	   environment	   and	   according	   to	   tool	  

refinement	  (for	  Simulation	  and	  WBA	  testing);	  scenario	  selection,	  recruitment	  of	  

assessors,	   and	   standard	   setting	  within	   the	  OSCE	  and	  Simulation	  environments;	  

patient	   presenting	   problem	   within	   the	   Workplace	   Based	   Assessment	   clinical	  

environment;	   performance	   results	   by	   Practice	   Performance	   Area	   and	  

Competency	   Item	   for	   assessable	   items;	   and,	   participant	   recruitment	   and	  

demographic	   profiles	   of	   participants.	   	   	   	   Reliability	  measures	  will	   be	   presented	  

and	  discussed	  in	  the	  next	  chapter,	  Chapter	  Eight.	  
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Extended	   demographic	   profiles	   of	   the	   Simulation	   and	   Workplace	   Based	  

Assessment	  testing	  phase	  participants	  are	  included	  in	  the	  Chapter	  Seven	  results	  

in	   order	   to	   explicate	   the	   notion	   of	   competence	   within	   the	   context	   of	  

heterogeneous	   medical	   school	   education	   and	   the	   contribution	   of	   diversity	   of	  

clinical	   experience	   to	   patient	   safety	   and	   postgraduate	   competence.	   	   Norcini	  

(2000)	  points	  out	   the	   importance	  and	   the	   influence	  of	  participant	  or	  examinee	  

heterogeneity	  with	  respect	  to	  the	  calculation	  of	  reliability	  co-‐efficients	  in	  clinical	  

examinations	  such	  as	  the	  mini-‐CEX.	  

	  

Finally,	   assessor	   and	   participant	   feedback	   comments,	   sourced	   from	   the	  

Simulation	   and	   Workplace	   Based	   Assessment	   participant	   formative	   feedback	  

processes	   and	  post	   testing	   session	  discussions	   are	  presented.	   	   The	   importance	  

and	  power	  of	  feedback	  is	  discussed	  in	  the	  light	  of	  the	  work	  of	  Boud	  (2000,	  2006,	  

2009,	  2010),	  Boud	  and	  Molloy	  (2013),	  and	  Norcini	  (2010).	  	  

	  

Chapter	   Seven	   will	   conclude	   with	   a	   discussion	   of	   the	   results	   from	   the	   three	  

Patient	   Safety	   mini-‐CEX	   testing	   phases	   as	   they	   inform	   the	   potential	   for	   wider	  

testing	   and	   implementation	   of	   patient	   safety	   focussed	   Workplace	   Based	  

Assessments.	  	  
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7.2:  Results:  Observed  Structured  Clinical  Examination  (OSCE)  Testing  of  

Patient  Safety  mini-‐CEX  (Version  1)  

Observed	   Structured	   Clinical	   Examination	   (OSCE)	   testing	   of	   the	   Patient	   Safety	  

mini-‐CEX	   	  (Version	  1)	  was	  undertaken	   in	  order	  to	  establish	  the	  relevance	  of	   the	  

tool’s	   Competency	   Areas	   (N=4)	   Competency	   Items	   (N=18,	   and	   Competency	  

Indicators	   (N=56)	   to	   patient	   safety	   focussed	   assessments	   of	   the	   clinical	  

competence	   of	   doctors	   in	   their	   early	   postgraduate	   years.	   Two	   cohorts	   of	  

International	   Medical	   Graduates	   (IMGs)	   eligible	   to	   practice	   in	   Australia	   at	   the	  

prevocational	  Postgraduate	  Year	  2	   (PGY2)	   level	  were	   recruited	   to	  participate	   in	  

two	   half-‐day	   eight-‐scenario	   OSCE	   testing	   sessions	   (N=17).	   	   Participant	  

recruitment	   is	   addressed	   in	   greater	   detail	   in	   Chapter	   Four	   and	   a	   brief	   OSCE	  

participant	  demographic	  profile	  is	  presented	  in	  Table	  7.2.	  	  

	  

7.2.1:	  OSCE	  Scenario	  Selection	  and	  Standard	  Setting	  Procedures	  
	  

7.2.1.1:  Scenario  Selection  

A	   panel	   of	   eight	   experienced	   SP	   IMG	   Bridging	   Program	   facilitators,	   including	  

Australian	   Medical	   Council	   (AMC)	   assessors	   and	   Royal	   Australian	   College	   of	  

General	   Practitioners	   (RACGP)	   assessors	   participated	   in	   the	   selection	   of	   eight	  

standardized	  OSCE	  scenarios	  drawn	  from	  the	  OSCE	  scenario	  bank	  of	  an	  AMC	  pre-‐

registration	  clinical	  examination	  preparation	  program.	  The	  selected	  scenarios	  had	  

been	   blueprinted	   against	   the	   AMC	   OSCE	   examination	   curricula	   and	   its	   related	  

performance	   standards,	   and	   the	   Australian	   Curriculum	   Framework	   for	   Junior	  

Doctors	  (ACFJD)	  (CFMEC,	  V2.2,	  2009).	  
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The	  eight	  scenarios	  selected	  for	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  1)	  Observed	  

Structured	   Clinical	   Examination	   (OSCE)	   testing,	   together	   with	   brief	   scenario	  

outlines	   of	   the	   clinical	   encounter	   focus	   are	   presented	   in	   Table	   7.1.	  	  

	  

Table	  7.1:	  Observed	  Structured	  Clinical	  Examination	  (OSCE)	  Station	  Scenarios	  

OSCE	  Station	  Scenario/	  
Presenting	  Problem	  

OSCE	  Scenario	  Outline/	  Clinical	  Notes/	  
Assessment	  Focus	  

OSCE	  Station	  1:	  Pneumothorax	   History	  Taking,	  Physical	  Examination,	  X-‐Ray	  Interpretation	  	  

OSCE	  Station	  2:	  Delirium	   Elderly	  Patient	  Presentation	  to	  Emergency	  Department	  
Differential	  Diagnosis	  and	  Management	  

OSCE	  Station	  3:	  Osteoporosis	   Female	  Patient	  Presenting	  with	  Back	  Pain	  
Differential	  Diagnosis	  and	  Management	  

OSCE	  Station	  4:	  Epilepsy	   Male	  Patient	  Presenting	  with	  New	  Diagnosis	  of	  Epilepsy	  for	  
Advice	  and	  Ongoing	  Management	  

OSCE	  Station	  5:	  Sleep	  Disturbance	   Male	   (Age	   –	   28	   Years)	   Presenting	  with	   Sleep	  Disturbance	  
Requesting	  Valium	  

OSCE	  Station	  6:	  Cholelithiasis	   Middle-‐aged	   Female	   Presenting	   with	   Symptoms	   of	  
Cholelithiasis.	  	  Diagnosis	  and	  Management	  

OSCE	  Station	  7:	  Undiagnosed	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Diabetes	  

Male	   (Age	   –	   19	   Years)	   Presenting	   to	   General	   Practitioner	  
with	  Symptoms	  of	  Undiagnosed	  Diabetes	  and	  Blood	  Sugar	  
Level	  >30mmol/L	  for	  Immediate	  Management	  

OSCE	  Station	  8:	  Osteoarthritis	  of	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Shoulder	  

History	   Taking,	   X-‐ray	   Interpretation,	   Diagnosis,	   Advice	   to	  
Patient	  
	  

  

7.2.1.2:  Standard  Setting  

In	   line	  with	   the	  medical	   education	   principle	   for	   competency	   assessments	   to	   be	  

aligned	   with	   ‘criterion	   referenced’	   standards,	   the	   panel	   of	   eight	   experienced	  

assessors	  engaged	  in	  a	  half-‐day	  briefing	  and	  standard	  setting	  meeting	  prior	  to	  the	  

OSCE	  testing	  sessions.	  

	  

Assessment	  criteria	  and	  performance	  standards	  for	  the	  four	  Practice	  Performance	  

Areas	  (PPA)	  Competency	  Items	  (N=18),	  and	  an	  overall	  competency	  rating	  for	  each	  

OSCE	   scenario	   were	   agreed	   upon	   according	   to	   the	   Patient	   Safety	   mini-‐CEX	  

(Version	   1)	   9-‐point	   Likert	   rating	   scale	   (Norcini	   &	   Burch,	   2007;	   AMC,	   2009).	  

Ratings	  of	  1-‐3	  represented	  Unsatisfactory	  performance;	  ratings	  of	  4	  to	  6	  equated	  
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to	   Satisfactory	   performance;	   and	   ratings	   of	   7	   to	   9	   represented	   Superior	  

performance.	   	   In	   addition,	   the	   performance	   standard	   for	   an	   overall	   or	   global	  

assessment	  of	  competence,	   independent	  of	   the	  sum	  of	   the	  Practice	  Performance	  

Area	   ratings,	   was	   established.	   	   A	   ‘Not	   Observed’	   (N/O)	   option	   was	   provided	  

within	  each	  Competency	  Item	  rating	  scale	  

	  

The	   briefing	   and	   standard	   setting	   sessions	   (N=2)	   incorporated	   OSCE	   station	  

(scenario)	   assessor	   assignment	   based	   on	   previous	   experience	   with	   similar	  

stations	   and	   self-‐reported	   clinical	   expertise.	   	   OSCE	   station	   times	   were	   set	   at	  

fifteen	  minutes	  for	  each	  rotation	  followed	  by	  a	  five-‐minute	  station	  changeover.	  

	  

7.2.2:	  Demographic	  Profile	  of	  Participants	  

The	  limited	  demographic	  profile	  obtained	  from	  the	  seventeen	  Standard	  Pathway	  

International	   Medical	   Graduates	   (SP	   IMGs)	   participating	   in	   the	   OSCE	   testing	  

process	  is	  presented	  in	  Table	  7.2.	  	  Seventeen	  of	  the	  recruited	  twenty	  participants	  

presented	  for	  the	  sessions.	  	  Participant	  ages	  ranged	  between	  25	  and	  44	  years	  and	  

53	  percent	  were	  male.	  	  

	  

Table	  7.2:	  Demographic	  Profile	  of	  OSCE	  Participants	  

Gender	   	   Male	   Female	   Total	  

	   Morning	  	  
Session	  
	  

5	   5	   10	  

	   Afternoon	  
Session	  
	  

4	   3	   7	  

Age	  Group	   25	  	  -‐	  34	  Years	  	  
	  

	   	   9	  

	   35	  –	  44	  Years	   	   	   8	  
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7.2.3:	   OSCE	   Station	   (Scenario)	   Testing	   Results	   by	   Practice	  

Performance	  Area	  

It	   was	   recognized	   that	   not	   all	   of	   the	   Patient	   Safety	   mini-‐CEX	   (Version	   1)	  

Competency	   Items	   would	   be	   assessable	   within	   the	   constraints	   of	   the	   eight	  

scenarios.	   	   Therefore,	   only	   those	   items	   able	   to	   discriminate	   between	  

Unsatisfactory	  and	  Satisfactory	  levels	  of	  clinical	  competence	  and	  safe	  patient	  care	  

are	   included	   in	   the	   results.	   	   Seven	   of	   the	   eighteen	  Competency	  Items	  performed	  

well	  with	  respect	  to	  these	  criteria.	  	  These	  items	  are	  set	  out	  in	  Table	  7.3.	  

	  

Table	  7.3:	  Competency	  Items	  Assessable	  within	  the	  Eight	  OSCE	  Scenarios	  

Practice	  Performance	  Area	   Assessable	  Competency	  Items	  	  

Practice	  Performance	  Area	  1:	  Communicating	  Safely	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
	  

Patient	  Interaction	  	  
Managing	  Information	  	  

Practice	  Performance	  Area	  2:	  Practicing	  Safety	  
	  

Medication	  Safety	  
Patient	  Identification	  

Practice	   Performance	   Area	   3:	   Clinical	  Management	  &	  
Using	  Evidence	  
	  

History	  Taking	  
Clinical	   Judgement	   &	   Decision	   Making	  
Skills	  
Investigations	  
	  

Practice	  Performance	  Area	  4:	  Professional	  Practice	  
	  

No	  assessable	  Competency	  Items	  

	  

	  

Cumulative	   results	   for	   the	   seven	   Competency	   Items	   that	   performed	  well	   across	  

the	   eight	   OSCE	   stations	   are	   presented	   in	   tables	   7.4	   to	   7.10.	   	   These	   results	  

represent	   summary	   tables	   of	   those	   Competency	   Items	   assessable	   within	   all,	   or	  

almost	   all	   of	   the	   scenarios.	   	   Morning	   and	   afternoon	   OSCE	   session	   data	   were	  

combined	  (N=17)	  for	  analysis.	  	  

	  

Tables	   7.4	   –	   7.10	   results	   are	   presented	   by	   Practice	   Performance	   Area	   and	  

Competency	   Item	   and	   represent	   the	   combined	   data	   from	   the	   eight	   OSCE	  
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Scenarios:	   Pneumothorax,	   Delirium,	   Osteoporosis,	   Epilepsy,	   Sleep	   Disturbance,	  

Cholelithiasis,	  Undiagnosed	  Diabetes,	  &	  Osteoarthritis	  of	  Shoulder.	  	  

	  

Practice	  Performance	  Area	  1:	  Communicating	  Safely	  	  

(Combined	  OSCE	  Ratings)	  
	  

Table	  7.4:	  Patient	  Interaction	  (Combined	  OSCE	  Scenario	  Item	  Rating)	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Category	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   11	   8.5	   8.5	  

Satisfactory	   59	   45.4	   53.8	  

Superior	   60	   46.2	   100.0	  

Total	   130	   100.0	   	  

Mean:	  2.38	  	  	  	  	  S.D:	  	  .638	  
	  
	  
	  
	  
	  
Table	  7.5:	  Managing	  Information	  (Combined	  OSCE	  Scenario	  Item	  Rating)	  
	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Category	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Frequency	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Valid	  Percent	  	  	  	  	  	  	  	  Cumulative	  Percent	  

Valid	  

	  

	  

Mean:	  2.16	  

Unsatisfactory	   25	   22.5	   22.5	  

Satisfactory	   43	   38.7	   61.3	  

Superior	   43	   38.7	   100.0	  

Total	   111	   100.0	   	  

SD:	  .796	   	   	   	  

  	   	  

 
 

 

	   	  

	  
Practice	  Performance	  Area	  2:	  Practising	  Safely	  	  (Combined	  OSCE	  Ratings)	  
	  
	  
Table	  7.6:	  	  Medication	  Safety	  (Combined	  OSCE	  Scenario	  Item	  Rating)	  
                      Category Frequency	   	  	  	  	  	  Valid	  Percent	   	  	  	  	  Cumulative	  Percent	  

Valid 

Unsatisfactory 2 5.4 5.4 

Satisfactory 21 56.8 62.2 

Superior 14 37.8 100.0 

Total 37 100.0 	  

Mean: 2.32 

Missing Value 6 	   	  

SD: .580 
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Table	  7.7:	  	  Patient	  Identification	  (Combined	  OSCE	  Scenario	  Item	  Rating)	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Category	   Frequency	   Valid	  Percent	   	  	  Cumulative	  Percent	  

Valid	  

	  

	  

Mean:	  2.43	  

Unsatisfactory	   6	   10.3	   10.3	  

Satisfactory	   21	   36.2	   46.6	  

Superior	   31	   53.4	   100.0	  

Total	   58	   100.0	   	  

SD:	  	  .678	   	   	   	  

	  
	  

	  

	   	  

	  
	  
Practice	  Performance	  Area	  3:	  Clinical	  Management	  &	  Using	  Evidence	  
	   	   	   	   	  	  	  	  	  	  	  (Combined	  OSCE	  Ratings)	  
	  
	  
Table	  7.8:	  	  History	  Taking	  (Combined	  OSCE	  Scenario	  Item	  Rating)	  
                      	  Category	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   14	   15.1	   15.1	  

Satisfactory	   41	   44.1	   59.1	  

Superior	   38	   40.9	   100.0	  

Total	   93	   100.0	   	  

Mean:	  2.26	   SD:	  	  .706	   	   	   	  

  	   	  

	  
	  
	  
	  
Table	  7.9:	  Clinical	  Judgment	  &	  Decision	  Making	  Skills	  	  	  (Combined	  OSCE	  Scenario	  Item	  
Rating)	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Category	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   10	   10.4	   10.4	  

Satisfactory	   55	   57.3	   67.7	  

Superior	   31	   32.3	   100.0	  

Total	   96	   100.0	   	  

Mean:	  2.22	   SD:	  .619	   	   	   	  

	   	   	   	  

	  
	  
	  
	  
Table	  7.10:	  Investigations	  (Combined	  OSCE	  Scenario	  Item	  Rating)	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Category	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

	  

Valid	  

	  

	  

Mean:	  2.40	  

	  

Unsatisfactory	   3	   4.8	   4.8	  

Satisfactory	   32	   50.8	   55.6	  

Superior	   28	   44.4	   100.0	  

Total	   63	   100.0	   	  

SD:	  .583	  
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The	  Practice	  Performance	  Area	  1	  Competency	   Items:	  Managing	  Information	   and	  

Patient	  Interaction	  were	  observed	  across	  130	   scenario	   iterations.	  The	   combined	  

cohort	   performance	   rating	   for	   Patient	   Interaction	   was	   at	   the	   Satisfactory	   or	  

Superior	   of	   over	   90	   per	   cent	   of	   participants.	   	   However,	   just	   over	   22%	   of	  

participants	  were	  rated	  as	  Unsatisfactory	  with	  respect	  to	  Managing	  Information.	  

	  
Practice	   Performance	   Area	   2:	  Practising	  Safely	  Competency	   Items	   of	  Medication	  

Safety	  and	   Patient	   Identification	  were	   not	   well	   represented	   within	   the	   scenario	  

iterations	  (N=58).	   	  However,	  between	  90	  percent	  and	  95	  percent	  of	  participants	  

across	  those	   iterations	  performed	  at	  a	  Satisfactory	  or	  Superior	  level	  across	  these	  

two	  Items.	  

	  

Practice	  Performance	  Area	  3,	  Clinical	  Management	  and	  Using	  Evidence	  suggested	  

that	  around	  15	  percent	  of	  participants	  performed	  at	  an	  Unsatisfactory	   level	  with	  

respect	  to	  History	  Taking,	  and	  the	  performance	  of	  10	  percent	  of	  participants	  was	  

Unsatisfactory	  with	  respect	  to	  Clinical	  Judgement	  and	  Decision	  Making.	   	  While	  the	  

Competency	   Item	   Investigations	   was	   not	   well	   sampled	   across	   the	   scenario	  

iterations,	  the	  results	  suggest	  that	  the	  performance	  of	  almost	  five	  percent	  of	  OSCE	  

participants	  was	  Unsatisfactory	  with	  respect	  to	  this	  item.	  

	  

7.2.3.1:  Overall  Assessment  of  Clinical  Competence  by  Practice  Performance  Area  
	  
The	   cumulative	   ratings	   for	   overall	   or	   global	   clinical	   performance	   by	   Practice	  

Performance	  Area	   for	   the	  OSCE	  assessable	  Practice	  Performance	  Areas	  (PPA	  1	  –	  

3)	   are	   presented	   below	   in	   Tables	   7.11	   to	   7.13.	   	   This	   data	   suggests	   that	   overall,	  
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between	   10	   and	   12.5	   percent	   of	   participants’	   performance	   within	   these	   three	  

Practice	  Performance	  Areas	  categories	  was	  rated	  as	  Unsatisfactory.	  	  

	  
Table	  7.11:	  Practice	  Performance	  Area	  1:	  Communicating	  Safely:	  Overall	  OSCE	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Performance	  Category	  Rating	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Category	   	  	  Frequency	   	  	  	  	  Valid	  Percent	   	  	  	  	  	  	  Cumulative	  Percent	  

	  

Valid	  

	  

	  

Mean:	  2.43	  

Unsatisfactory	   12	   10.3	   10.3	  

Satisfactory	   42	   36.2	   46.6	  

Superior	   62	   53.4	   100.0	  

Total	  

SD:	  .675	  
116	   100.0	  

	  

	  
	  
	  
Table	  7.12	  (a):	  Practice	  Performance	  Area	  2:	  Practicing	  Safely:	  Overall	  OSCE	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Performance	  Category	  Rating	  

	  	  	  	  	  	  	  	  	  	  	  	  Category	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

	  

	  

Mean:	  2.11	  

Unsatisfactory	   8	   12.5	   12.5	  
Satisfactory	   41	   64.1	   76.6	  
Superior	   15	   23.4	   100.0	  
Total	  
SD:	  	  .594	   64	   100.0	   	  

	  
	  
	  
	  
Table	  7.12	  (b):	  Practice	  Performance	  Area	  3:	  Clinical	  Management	  &	  Using	  
Evidence:	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Overall	  OSCE	  Performance	  Category	  Rating	  

Category	   Frequency	   	  	  	  	  	  Valid	  Percent	   	  	  	  	  	  	  	  	  Cumulative	  Percent	  

Valid	  

Unsatisfactory	   27	   10.3	   10.3	  

Satisfactory	   137	   52.3	   62.6	  

Superior	   98	   37.4	   100.0	  

Total	   262	   	   	  

Mean:	  2.27	  	  	  	  SD:	  .637	  
	  
	  
	  
	  
The	  Observed	  Structured	  Clinical	  Examination	  (OSCE)	  testing	  phase	  of	  the	  Patient	  

Safety	   mii-‐CEX	   (Version	   1)	   was	   followed	   by	   a	   review	   of	   the	   performance	   of	  

individual	   Competency	   Items	   and	   the	   related	   Competency	   Indicator	   Item	   Pool.	  	  

This	   review	   process	   and	   subsequent	   refinement	   of	   the	   assessment	   tool	   for	  

simulation	  testing	  was	  described	  in	  section	  7.2	  of	  this	  chapter.	  
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7.3:  Results:  Fully  Immersive  High  and  Low  Fidelity  Simulation  Testing  of  

Patient  Safety  mini-‐CEX  (Version  2)  

Presentation	  of	  the	  results	  from	  fully	  immersive	  high	  and	  low	  fidelity	  simulation	  

testing	   of	   the	   Patient	   Safety	   mini-‐CEX	   will	   be	   prefaced	   with	   an	   account	   of	   the	  

refinement	   of	   the	   Patient	   Safety	  mini-‐CEX	   (PSMC)	   for	   simulation	   testing	   of	   the	  

patient	  safety	  assessment	  tool.	  	  Additionally,	  the	  phase	  specific	  objectives	  for	  fully	  

immersive	   simulation	   testing;	   the	   scenario	   selection	   and	   standard	   setting	  

processes;	   and	   the	   logistical	   considerations	   for	   the	   two	   simulation	   testing	  days,	  

will	   also	   be	   addressed	   prior	   to	   presentation	   of	   the	   simulation	   testing	   phase	  

results.	  	  The	  extensive	  demographic	  profile	  of	  the	  Simulation	  participants	  will	  be	  

presented	  following	  the	  PSMC	  testing	  results.	  

	  

7.3.1:   Patient   Safety   mini-‐CEX   Tool   Refinement:   Development   of   Patient  

Safety  mini-‐CEX  (Version  2)  for  Simulation  Testing  

A	   pre-‐simulation	   testing	   phase	   review	   of	   the	   performance	   of	   the	   Patient	   Safety	  

mini-‐CEX	  (Version	  1)	  Competency	  Items	  and	  Competency	  Indicators	  in	  Observed	  

Structured	   Clinical	   Examination	   (OSCE)	   testing	  was	   complemented	   by	   a	   further	  

round	   of	   expert	   comment.	   	   As	   a	   result	   of	   these	   two	   review	   processes	   the	   18	  

Competency	   Items	  were	   reduced	   to	   13	   and	   the	   Competency	   Indicators	   reduced	  

from	  54	  to	  41	  for	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  2)	  for	  Phase	  4	  testing,	  that	  

of	  fully	  Immersive	  High	  and	  Low	  Fidelity	  Simulation	  testing.	  	  Table	  7.14	  compares	  

the	  Patient	  Safety	  mini-‐CEX	  (Version	  1)	  Competency	  Items	  with	  those	  of	  Patient	  

Safety	   mini-‐CEX	   (Version	   2).	   	   Reduction	   of	   Competency	   Items	   eliminated	  

perceived	   item	   redundancy	   or	   duplication	   of	   intent	   and	   reduced	   examiner	  

distraction	  due	  to	  assessment	  overload	  with	  respect	  to	  items.	   	  Competency	  Item	  
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intent	   remained	   intact	   and	   was	   supported	   by	   the	   refined	   pool	   of	   Competency	  

Indicators	  (N=41).	  

	  

Table	  7.13:	  Patient	  Safety	  mini-‐CEX	  Versions	  1	  &	  2:	  Competency	  Item	  Comparison	  

Practice	  Performance	  Area	   Patient	  Safety	  mini-‐CEX	  
(Version	  1)	  OSCE	  	  
Competency	  Items	  (N	  =	  18)	  

Patient	  Safety	  mini-‐CEX	  
(Version	  2)	  Simulation	  	  
Competency	  Items	  (N	  =	  13)	  

Practice	  Performance	  Area	  1	   	   	  
	  	  	  	  	  Communicating	  Safely	   1.	  Patient	  Interaction	  

	  
2.	  Managing	  Information	  
3.	  Working	  in	  Teams	  
4.	  Patient	  Handover	  

1.	  Patient	  Interaction	  
2.	  Appropriate	  Documentation	  	  
	  	  	  	  	  &	  Managing	  Information	  
3.	  Working	  in	  Teams	  

	   	   	  
Practice	  Performance	  Area	  2	   	   	  
	  	  	  	  	  	  	  Practising	  Safely	   1.	  Risk	  &	  Prevention	  

2.	  Managing	  Complaints	  
3.	  Adverse	  Events	  &	  Near	  	  	  	  	  
	  	  	  	  Misses	  
4.	  Medication	  Safety	  
5.	  	  Patient	  Identification	  	  	  	  	  	  
	  	  	  (Preventing	  wrong	  site,	  	  
	  	  	  	  wrong	  procedure	  &	  wrong	  	  
	  	  	  	  patient	  treatment)	  
6.	  Infection	  control	  

1.	  Risk	  &	  Prevention	  
	  
	  
	  
2.	  Medication	  Safety	  
3.	  Patient	  Identification	  
	  	  	  	  (Preventing	  wrong	  site,	  
	  	  	  	  	  	  wrong	  procedure	  &	  wrong	  	  
	  	  	  	  	  	  patient	  treatment)	  
4.	  Infection	  Control	  

	   	   	  
Practice	  Performance	  Area	  3	   	   	  
	  	  	  	  	  	  	  	  Clinical	  Management	  &	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Using	  Evidence	  

1.	  History	  Taking	  
2.	  Physical	  Examination	  Skills	  	  
	  	  	  	  	  &	  Procedures	  
3.	  Clinical	  Judgement	  &	  	  
	  	  	  	  	  Decision	  Makings	  Skills	  
4.	  Investigations	  

1.	  History	  Taking	  
2.	  Physical	  Examination	  Skills	  	  
	  	  	  	  	  &	  Procedures	  
3.	  Clinical	  Judgement	  &	  	  
	  	  	  	  	  	  	  Decision-‐Making	  Skills	  
4.	  Investigations	  

	   	   	  
Practice	  Performance	  Area	  4	   	   	  
	  	  	  	  	  	  	  	  Professional	  Practice	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

1.	  Maintaining	  Professional	  	  
	  	  	  	  Standards	  &	  Fitness	  to	  	  
	  	  	  	  Practice	  
2.	  Working	  Ethically	  
3.	  Working	  Within	  the	  Law	  
4.	  Personal	  Health	  	  
	  	  	  	  	  Management	  &	  Human	  	  
	  	  	  	  	  	  Error	  

	  
	  
	  
	  
1.	  Working	  Within	  the	  Law	  
2.	  Personal	  Health	  	  
	  	  	  	  Management	  &	  Human	  	  
	  	  	  	  	  Error	  
	  
	  
	  

Version	   2	   of	   the	   Patient	   Safety	   mini-‐CEX	   also	   incorporates	   the	   realignment	   of	  

several	   Competency	   Items	   between	   Performance	   Areas	   Indicators	   between	  
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Competency	   Items.	   	   Competency	   Indicator	   realignment	   was	   based	   on	   OSCE	  

examiner	  post-‐testing	  comment,	   the	  expert	   review	  process,	  and	   further	  analysis	  

of	   the	   intent	   of	   the	   indicators	   with	   reference	   to	   the	   original	   National	   Patient	  

Education	  Framework	  (2005).	  

	  

The	  Patient	  Safety	  mini-‐CEX	  (Version	  2)	  accommodates	  both	  individual	  and	  group	  

scores	  to	  allow	  for	  assessment	  of	  clinical	  team	  performance	  as	  well	  as	  individual	  

(lead	   clinician)	   performance.	   	   Version	   2	   also	   provides	   for	   overall	   group	   and	  

individual	   patient	   safety	   performance	   ratings.	   The	   Patient	   Safety	   mini-‐CEX	  

(Version	   2)	   and	   the	   accompanying	   Competency	   Indicators	   (Version	   2)	   are	  

presented	  in	  Figure	  7.1.	  	  
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Figure	  7.1	  
Patient Safety Mini CEX Assessment Form (Version 2) 

SIMULATION TESTING 
 
 

 
 
 

PRACTICE PERFORMANCE AREA 1:  COMMUNICATING SAFELY    (N/O = NOT OBSERVED) 
 

GROUP SCORE INDIVIDUAL PARTICIPANT SCORE 
Unsatisfactory           Satisfactory           Superior 

 PARTICIPANT 
1 

PARTICIPANT 
2 

PARTICIPANT 
3 

PARTICIPANT 
4 

PARTICIPANT 
5 

PARTICIPANT 
6 

1.1 PATIENT INTERACTION 
   
1 2 3 | 4 5 6 | 7 8 9 N/O
   
       Unsatisfactory                 Satisfactory             Superior 
 

      

1.2 APPROPRIATE DOCUMENTATION & MANAGING INFORMATION 
 
1 2 3 | 4 5 6 | 7 8 9  N/O        
  
      Unsatisfactory                 Satisfactory             Superior 

      

1.3 WORKING IN TEAMS 
 

1 2 3 | 4 5 6 | 7 8 9 N/O  
 
      Unsatisfactory                        Satisfactory             Superior 
 

      

 
 
 
 
 
 
 

 
ASSESSOR     DATE   ___   SCENARIO _______     ENCOUNTER TYPE_____________________________        
 
 
SETTING ____________________________________ PROBLEM COMPLEXITY:          LOW       MODERATE   HIGH 
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PRACTICE PERFORMANCE AREA 2: PRACTISING SAFELY (N/O = NOT OBSERVED 
 

GROUP SCORE INDIVIDUAL PARTICIPANT SCORE 
Unsatisfactory           Satisfactory           Superior 

 PARTICIPANT 
1 

PARTICIPANT 
2 

PARTICIPANT 
3 

PARTICIPANT 
4 

PARTICIPANT 
5 

PARTICIPANT 
6 

2.1 RISK & PREVENTION 
   
1 2 3 | 4 5 6 | 7 8 9 N/O
  
       Unsatisfactory                 Satisfactory             Superior 
 

      

 
2.2 MEDICATION SAFETY 
 
1 2 3 | 4 5 6 | 7 8 9  N/O  
      
 Unsatisfactory                 Satisfactory             Superior 
 

      

2.3 PATIENT IDENTIFICATION: Preventing wrong site, wrong procedure and wrong patient treatment 
1 2 3 | 4 5 6 | 7 8 9  N/O  
 
    Unsatisfactory                         Satisfactory             Superior 

      

2.4 INFECTION CONTROL 
1 2 3 | 4 5 6 | 7 8 9  N/O 
      Unsatisfactory                         Satisfactory             Superior 
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PRACTICE PERFORMANCE AREA 3: CLINICAL MANAGEMENT & USING EVIDENCE (N/O = NOT OBSERVED) 
 

GROUP SCORE INDIVIDUAL PARTICIPANT SCORE 
Unsatisfactory           Satisfactory           Superior 

 PARTICIPANT 
1 

PARTICIPANT 
2 

PARTICIPANT 
3 

PARTICIPANT 
4 

PARTICIPANT 
5 

PARTICIPANT 
6 

3.1 HISTORY TAKING 
 
1 2 3 | 4 5 6 | 7 8 9 N/O
   
     Unsatisfactory                 Satisfactory             Superior 
 

      

3.2   PHYSICAL EXAMINATION SKILLS & PROCEDURES     
 
1 2 3 | 4 5 6 | 7 8 9 N/O  
       
     Unsatisfactory                 Satisfactory             Superior 
 

      

3.3 CLINICAL JUDGEMENT & DECISION MAKING SKILLS 
 

1 2 3 | 4 5 6 | 7 8 9 N/O 
  
     Unsatisfactory                          Satisfactory             Superior 

      

 
3.4 INVESTIGATIONS 

 
1 2 3 | 4 5 6 | 7 8 9  N/O 
       
     Unsatisfactory                 Satisfactory             Superior 
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PRACTICE PERFORMANCE AREA 4: PROFESSIONAL PRACTICE (N/O = NOT OBSERVED) 
 

GROUP SCORE INDIVIDUAL PARTICIPANT SCORE 
Unsatisfactory           Satisfactory           Superior 

 PARTICIPANT 
1 

PARTICIPANT 
2 

PARTICIPANT 
3 

PARTICIPANT 
4 

PARTICIPANT 
5 

PARTICIPANT 
6 

4.1 WORKING WITHIN THE LAW  
 
1 2 3 | 4 5 6 | 7 8 9 N/O 
 
     Unsatisfactory                          Satisfactory             Superior 
 

      

4.2 PERSONAL HEALTH MANAGEMENT & HUMAN ERROR 
 

1 2 3 | 4 5 6 | 7 8 9 N/O   
      
      Unsatisfactory                  Satisfactory             Superior 
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OVERALL GROUP PATIENT SAFETY PERFORMANCE RATING 

 
 

OVERALL INDIVIDUAL PATIENT SAFETY PERFORMANCE RATING 
Unsatisfactory           Satisfactory             Superior 

 
1 2 3 | 4 5 6 | 7 8 9 
  
     Unsatisfactory              Satisfactory             Superior 
 
 

      

 
 
 
 
Observing Minutes         
 
 
ADEQUACY OF PATIENT ENCOUNTER FOR TESTING CLINICIAN’S PATIENT SAFETY KNOWLEDGE & PRACTICE: 
 
 1 2 3 | 4 5 6 | 7 8 9 
   Inadequately tested    Adequately tested         Superior test 
 
 
 
 
 
 
COMMENTS ON GROUP OR INDIVIDUAL’S PERFORMANCE: 
 
 
 
 
 
 
 
 
 
 
 
RECOMMENDATIONS 
 
 
 
 
 
 
Figure	  7.1:	  Patient	  Safety	  mini-‐CEX	  Assessment	  Form	  (Version	  2)	  Simulation	  Testing	  
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Patient	  Safety	  Mini-‐CEX	  Competency	  Indicators	  *	  	  
Version 2 
________________________________________________ 

Performance Area 1 
Communicating Safely Competencies 

________________________________________________ 
1.5 Patient Interaction 

4. Begins and ends the patient encounter 
appropriately 

5. Explains to patients and carers information and 
their role in care, decision making and preventing 
adverse events 

6. Employs critical thinking tools and structured 
approaches to communications (e.g. ISBAR and 
reads back telephone orders) 

 
1.6 Appropriate Documentation/ Managing Information 

4. Writes patient care orders and prescriptions to 
convey the appropriate degree of urgency and to 
avoid misinterpretation 
 

1.7 Working in Teams 
4. Demonstrates insight into own communication 

styles with patients and team members in 
ordinary, crisis and stressful situations 

5. Includes the patient as a member of the team 
 

________________________________________________ 
Practice Performance Area 2 

Practising Safely Competencies 
________________________________________________ 
2.7 Risk & Prevention  

1.    Undertakes self-assessment to reduce the risk of     
       error caused by inadequate knowledge and skills 
2.    Assesses the risk to individual patients prior to 

         treatment 
 

2.8 Medication Safety 
1. Ensures clear documentation of patient allergies 
2. Documents all prescribing, dispensing and  
       administration of medications to patients 
3.    Writes clearly and legibly 
4.    Confirms, double checks (with a second person if  
       required by policy/ or if necessary e.g. paediatric  
       drug administrations) dose calculation and drug 
       administration to patients 
 

2.9 Patient Identification: Preventing wrong site, wrong 
procedures and wrong patient treatment 

6. Communicates face to face in language the patient 
         understands 
7. Follows the organization or department guidelines 

for avoiding patient misidentification 
 
2.10 Infection Control 

4. Practises universal precautions 
5. Practises aseptic technique 

 
 

________________________________________________ 
Practice Performance Area 3 

Clinical Management & Using Evidence 
________________________________________________ 
3.1 History Taking 

7. Encourages patients to provide complete  
       information without embarrassment or hesitation 
8. Begins and ends the consultation appropriately 
9. Effectively uses questions and directions to obtain  
       accurate and adequate information 
10. Is aware of patients and carers non-verbal cues 
11. Knows how to elicit symptoms and signs relevant  

                to the presenting problem or condition 
 
3.2    Physical Examination Skills & Procedures 

5. Is sensitive to the uncertainty and anxiety that  
       patients and carers may demonstrate 
6. Demonstrates competency in range of common  
       physical examination skills 
7. Follows an efficient and logical sequence 
8. Explains physical examination processes to the  
       patient and gains informed consent 
 

3.3   Clinical Judgement & Decision-Making Skills 
1.     Demonstrates a logical approach to establishing   
        diagnoses based on knowledge of common  
        conditions set out the ACFJD 
2.     Consults patient history documentation, including 
        risk assessment documents and summaries of  
        previous admissions, where relevant 
3.     Synthesises data and interprets results 
4.     Individualises treatment decisions 
5.     Calculates the risk-benefit ratio in an individual  
        patient regarding treatment options 
6.     Incorporates patient values and preferences into  
        treatment decisions 
7.     Knows how to help patients and carers identify  
        reliable and accurate health care information 

 
3.4 Investigations 

4. Selects investigations thoughtfully in the context of 
a particular patient presentation 

5. Uses investigation results appropriately to guide 
patient management 

6. Avoids under-use, misuse and overuse of 
investigations and care 

_______________________________________________ 
Practice Performance Area 4 

Professional Practice Competencies 
_______________________________________________ 

4.1 Working Within the Law 
3. Demonstrates the appropriate elements of Informed   

Consent 
4. Employs language that reduces misunderstanding 

by using standardised vocabulary to describe the 
probability of risk 

5. Avoids using only descriptive terms such as ‘low 
risk’ to describe the probability of a risk 

6. Respects patient confidentiality 
 

4.2 Personal Health Management and Human Error 
3. Follows established protocols and guidelines 
4. Reduces distractions when performing tasks 

(avoids multi-tasking) 
 *Items taken from the National Patient Safety Education Framework (2005) ACQSHC 
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7.3.2:	   Objectives	   for	   High	   and	   Low	   Fidelity	   (Fully	   Immersive)	  

Simulation	  Testing	  of	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  2)	  

The	  findings	  from	  the	  simulation	  testing	  phase	  findings	  were	  expected	  to	  inform	  

the	   two	  key	  objectives	  of	   the	  high	  and	   low	   fidelity,	   fully	   immersive,	   simulation	  

testing	  of	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  2):	  

1. To	  test	   the	  ability	  and	  relevance	  of	   the	  Patient	  Safety	  mini-‐CEX	  (Version	  

2)	   Competency	   Items	   (N=13)	   and	   Competency	   Indicators	   (N=41)	   with	  

respect	  to	  rating	  the	  patient	  safety	  performance	  of	  doctors	  working	  at	  the	  

level	   of	   Postgraduate	   Year	   Two	   (PGY2)	   during	   routine	   complex	   clinical	  

encounters;	  and,	  

2. To	  gain	  insight	  into	  how	  the	  Patient	  Safety	  mini-‐CEX	  may	  be	  employed	  to	  

demonstrate	   patient	   safety	   related	   medical	   team	   dynamics	   in	   complex	  

clinical	   situations,	   thus	   potentially	   influencing	   patient	   outcomes	   from	   a	  

patient	  safety	  perspective.	  	  	  	  

	  

7.3.3:	   Simulation	   Testing	   of	   Patient	   Safety	   mini-‐CEX	   (Version	   2)	  

Scenario	   Selection,	   Recruitment	   of	   Facilitators	   and	   Assessors,	  

Logistical	  Considerations	  and	  Standard	  Setting	  	  

7.3.3.1:  Scenario  Selection  and  Recruitment  of  Facilitators  and  Assessors  
Scenario	  selection	  involved	  a	  consultative	  process	  between	  the	  Australian	  Centre	  

for	  Health	  Innovation	  (ACHI)	  faculty	  clinical	  facilitators	  and	  the	  expert	  clinician	  

assessors,	  medical	  education	  advisors,	  and	  clinical	  facilitator	  participant	  groups.	  

Scenarios	   from	   the	  ACHI	   standardized	  high	   fidelity	   test	  bank	  were	   selected	   for	  

their	  potential	  to	  test	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  2)	  Competency	  Items	  

within	  a	  range	  of	  common	  Victorian	  public	  hospital	  presentations,	  ranging	  from	  

life-‐threatening	  emergencies	  to	  routine	  complex	  clinical	  presentations.	  
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Four	   standardized	   scenarios,	   considered	   to	   meet	   the	   selection	   criteria,	   were	  

employed	   across	   the	   four	   simulation	   testing	   sessions.	   	   The	   scenario	   focus	   or	  

patient	  presenting	  problem	  for	  the	  four	  scenarios	  are	  listed	  below:	  

Scenario	  One/	  Rotation	  1:	  Pneumothorax	  

	  	  	  	  	  	  	  Scenario	  Two/	  Rotation	  2:	  Anaphylaxis	  

	  	  	  	  	  	  	  Scenario	  Three/	  Rotation	  3:	  Unconscious	  Patient	  

	  	  	  	  	  	  	  Scenario	  Four/	  Rotation	  4:	  VF	  Arrest	  

The	  participant	   tasks	   for	  each	   scenario	   included	  diagnosis	   and	  management	  of	  

the	   patient	  within	   a	   high	   fidelity	   fully	   immersive	   simulation	   environment.	   	   Six	  

ACHI	  faculty,	  recruited	  for	  their	  scenario	  specific	  expertise,	  assumed	  the	  roles	  of	  

scenario	   facilitators	   within	   the	   high	   fidelity	   simulation	   environments.	   	   Eight	  

expert	   clinical	   assessors	  previously	  engaged	  with	   the	  OSCE	   testing	  phase	  were	  

recruited	  for	  one	  or	  both	  simulation	  days.	  The	  assessors	  self-‐selected	  as	  clinical	  

assessors	   for	   one	   of	   the	   four	   simulation	   scenarios	   across	   the	   four	   half-‐day	  

simulation	   testing	   sessions.	   The	   combined	   ACHI	   facilitator/	   assessor	   cohort	  

included	   eight	   male	   and	   six	   females.	   	   A	   half-‐day	   combined	   facilitator	   and	  

assessor	   standard	   setting	   session	  was	   conducted	   prior	   to	   Simulation	   Day	   One	  

and	  a	  further	  two-‐hour	  briefing	  and	  standard	  setting	  session	  conducted	  prior	  to	  

Simulation	   Day	   Two.	   	   Standard	   setting	   exercises	   considered	   the	   level	   of	  

performance	  required	  within	  each	  scenario	  by	  a	  prevocational	  doctor	  practising	  

at	  the	  PGY	  2	  level.	  

7.3.3.2:  Logistical  Considerations  and  Standard  Setting  

Participants	  rotated	  through	  each	  of	  the	  four	  simulation	  stations	  in	  teams	  of	  four.	  

Participants	  were	  systematically	  pre-‐assigned	  to	  a	  participant	  group	  or	  team	  and	  

to	  a	  participant	  position	  within	  the	  team	  by	  ACHI	  administrative	  staff	  prior	  to	  the	  
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simulation	  testing	  days.	  	  The	  participant	  position	  within	  a	  team	  (Participant	  A,	  B,	  

C,	   or	   D)	   designated	   the	   ‘lead’	   participant	   (doctor)	   within	   each	   of	   the	   four	  

scenarios	  as	  the	  teams	  rotated	  through	  the	  simulation	  stations.	  This	  allowed	  for	  

each	  simulation	  participant	  to	  take	  the	  ‘lead’	  clinician	  role	  in	  one	  scenario.	  	  The	  

rotation	   sequence	   and	   the	   ‘lead’	   designation	   are	   presented	   in	   Figures	   7.2.1	   &	  

7.2.1a.	  

	  

Patient	  Safety	  mini-‐CEX	  	  (Version	  2)	  Simulation	  Testing	  Sessions	  	  
Day	  One:	  Sessions	  One	  &	  Two	  	  	  	  Day	  Two:	  Sessions	  Three	  &	  Four 

Scenario	  Rotation	  Sequence:	  	  Rotation	  1:	  Pneumothorax;	  Rotation	  2:	  Anaphylaxis	  	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Rotation	  3:	  Unconscious	  Patient;	  Rotation	  4:	  VF	  Arrest	  

Group	  1	  &	  Group	  3:	  AM	  	  

0830	  -‐	  0900	  

Registration	  and	  Completion	  of	  Demographic	  Profile	  Survey	  
Briefing	  and	  Introduction	  to	  Session	  	  

	  
0900-‐	  0930	   Rotation	  1	   A	   A	   B	   C	   	  
0930-‐	  1000	   Rotation	  2	   D	   A	   B	   C	   	  
1000-‐	  1030	   Rotation	  3	   C	   D	   A	   B	   	  
1030-‐	  1100	   	   	   	   Morning	  Tea	  
1100-‐	  1130	   Rotation	  4	   B	   C	   D	   A	   	  
1130-‐	  1215	   Debrief/	  Discussion/Skills	  Revision	  	  

1215	  –	  1300	  	   	   Combined	  Lunch	  Group1	  and	  Group	  2	  	  

Groups	  2	  &	  Group:	  4	  PM	  

1300	  -‐	  1330	  	  

Registration	  and	  Completion	  of	  Demographic	  Profile	  Survey	  
	  Briefing	  and	  Introduction	  to	  Session	  

	  
1330	  -‐	  1400	   Rotation	  1	   A	   B	   C	   D	   	  
1400	  -‐	  1430	   Rotation	  2	   D	   A	   B	   C	   	  
1430	  -‐	  1500	   Rotation	  3	   C	   D	   A	   B	   	  
1500	  –	  1530	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Afternoon	  Tea	  
1530	  -‐	  1600	   Rotation	  4	   B	   C	   D	   A	   	  
1630-‐	  1715	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Debrief/	  Discussion/Skills	  Revision	  
Figure	  7.2.1:	  Simulation	  Days	  One	  and	  Two:	  Lead	  and	  Team	  Rotation	  	  	  	  	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Program	  Designed	  by	  the	  Australian	  Centre	  for	  Health	  Innovation	  (2010	  &	  2011)	  
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Rotation	  1	   Pneumothorax	   4	  Rotations/Iterations	  

Rotation	  2	   Anaphylaxis	   4	  Rotations/	  Iterations	  

Rotation	  3	   Unconscious	  Patient	   4	  Rotations/Iterations	  

Rotation	  4	   VF	  Arrest	   4	  Rotations/Iterations	  

Figure	  7.2.2:	  Rotation/Scenario	  Key	  

  

7.3.3.3:  Simulation  Testing  Phase  Participant  Recruitment  
	  
Eighty-‐two	   Standard	   Pathway	   International	   Medical	   Graduates	   (SP	   IMGs)	  

already	   working	   in	   a	   Victorian	   public	   hospital	   or	   who	   had	   gained	   Australian	  

Medical	   Council	   approval	   to	   seek	   work	   in	   a	   Victorian	   public	   hospital	   were	  

recruited	   to	   participate	   in	   one	   of	   four	   fully	   immersive	   high	   and	   low	   fidelity	  

simulation	  sessions	  at	  the	  Australian	  Centre	  for	  Health	  Innovation	  (ACHI).	   	  The	  

four	   sessions	  were	   held	   over	   two	   days	   six	  months	   apart,	  with	   Simulation	  Day	  

One	  (October,	  2010)	  consisting	  of	  Simulation	  Testing	  Sessions	  One	  and	  Two,	  and	  

Simulation	   Day	   Two	   (April,	   2011)	   consisting	   of	   Simulation	   Testing	   Sessions	  

Three	  and	  Four.	   	  Fifty	  participants	  were	  recruited	  for	  Simulation	  Day	  One	  (Five	  

Scenarios	  involving	  25	  participants	  for	  the	  morning	  session	  and	  25	  participants	  

for	  the	  afternoon	  session)	  and	  32	  participants	  were	  recruited	  for	  Simulation	  Day	  

Two	   (Four	  Scenarios	   involving	  16	  participants	   for	   the	  morning	   session	  and	  16	  

participants	  for	  the	  afternoon	  session.	  	  The	  decision	  to	  omit	  a	  poorly	  performing	  

low-‐fidelity	   scenario	   (Septic	   Child	   -‐	   Post	   Ictal)	   from	   Day	   Two	   reduced	   the	  

number	  of	  participants	  able	  to	  be	  rotated	  through	  the	  four	  Simulation	  Days.	  

Recruitment	  of	  participants	  by	  Simulation	  Day	  is	  presented	  in	  Table	  7.14.	  
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Table	  7.14:	  SP	  IMGs	  Recruited	  by	  Simulation	  Session	  
	  
Session	  

	  
Scenarios	  	  

	  
IMG	  Participants	  Recruited	  

	  
Session	  One	  (Day	  One	  a.m.)	  
	  

	  
5	  

	  
25	  

	  
Session	  Two	  (Day	  One	  p.m.)	  
	  

	  
5	  

	  
24	  

	  
Session	  Three	  (Day	  Two	  a.m.)	  
	  

	  
4	  

	  
16	  

	  
Session	  Four	  (Day	  Two	  p.m.)	  
	  

	  
4	  

	  
16	  

	  

Participants	  were	  invited	  to	  complete	  an	  optional	  demographic,	  educational	  and	  

clinical	   experience	   profile	   prior	   to	   each	   of	   the	   four	   half-‐day	   simulation	   testing	  

sessions.	  	  The	  demographic	  survey	  results	  follow	  presentation	  of	  the	  simulation	  

testing	  results.	  

	  

7.3.4:	  Patient	  Safety	  mini-‐CEX	  (Version	  2)	  Simulation	  Testing	  Results	  

by	  Practice	  Performance	  Area	  and	  Competency	  Item	  

Simulation	  Day	  One	  (Sessions	  One	  and	  Two)	  and	  Simulation	  Day	  Two	  (Sessions	  

Three	  and	  Four)	  cumulative	  results	  are	  presented	  by	  Practice	  Performance	  Area	  

(PPA)	   and	   Competency	   Item	   in	   Tables	   7.15.1	   to	   7.18.2.	   	   	   Data	   represents	   the	  

combined	   Lead	   Category	   Scores	   across	   the	   four	   fully	   immersive	   scenarios:	  

Pneumothorax,	   Anaphylaxis,	   Unconscious	   Patient	   and	   VF	   Arrest	   over	   the	   four	  

simulation	  testing	  session:	  Session	  One	  and	  Session	  Two	  from	  Day	  One	  testing,	  

and	  Session	  Three	  and	  Session	  Four	  from	  Day	  Two	  testing	  of	  the	  Patient	  Safety	  

mini-‐CEX.	  

	  

Scenario	   specific	   Competency	   Item	   data	   yielded	   low	   response	   categories	   per	  

item	  per	  scenario;	  therefore	  cumulative	  data	  was	  considered	  to	  provide	  a	  more	  
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global	   perspective	   of	   the	   performance	   of	   the	   Patient	   Safety	   mini-‐CEX	  

Competency	  Items	  within	  the	  simulation	  testing	  environment.	  	  

	  

	  

Practice	  Performance	  Area	  1:	  Communicating	  Safely:	  Pneumothorax,	  Anaphylaxis,	  

Unconscious	   Patient	   &	   VF	   Arrest	   Combined	   for	   Simulation	   Days	   One	   &	   Two.	  

(Tables	  7.15.1	  –	  7.15.3)	  

	  	  	  	  	  	  	  	  	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

Simulation	  PPA	  1:	  	  Table	  7.15.1:	  Communicating	  Safely:	  Patient	  Interaction	  

	  (Pneumothorax,	  Anaphylaxis,	  Unconscious	  Patient	  &	  VF	  Arrest	  Combined	  Days	  1	  &	  2)	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   15	   23.4	   23.4	  

Satisfactory	   34	   53.1	   76.6	  

Superior	   15	   23.4	   100.0	  

Total	   64	   100.0	   	  

Missing	   Not	  Observed	   4	   	   	  

Total	   68	   	   	  

Mean:	  2.00	  	  	  SD:	  	  .690	  
	  
	  
	  
	  
	  
Simulation	  PPA	  1:	  	  Table	  7.15.2:	  Communicating	  Safely:	  Appropriate	  Documentation	  &	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Managing	  Information	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   9	   31.0	   31.0	  

Satisfactory	   11	   37.9	   69.0	  

Superior	   9	   31.0	   100.0	  

Total	   29	   100.0	   	  

Missing	  

Not	  Observed	   35	   	   	  

Missing	  value	   4	   	   	  

Total	   39	   	   	  

Total	   68	   	   	  

Mean:	  2.00	  	  	  	  	  SD:	  	  .802	  
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Simulation	  PPA	  1:	  	  Table	  7.15.3:	  Communicating	  Safely:	  Working	  in	  Teams	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   14	   21.2	   21.2	  

Satisfactory	   39	   59.1	   80.3	  

Superior	   13	   19.7	   100.0	  

Total	   66	   100.0	   	  

Missing	  

Not	  Observed	   1	   	   	  

Missing	  value	   1	   	   	  

Total	   2	   	   	  

Total	   68	   	   	  

Mean:	  1.98	  	  	  	  SD:	  	  .644	  
	  
	  
	  
	  
Practice	  Performance	  Area	  2:	  Communicating	  Safely:	  Pneumothorax,	  Anaphylaxis,	  

Unconscious	  Patient	  &	  VF	  Arrest	  Combined	  for	  Simulation	  Days	  One	  &	  Two.	  

(Tables	  7.16.1	  –	  7.16.4)	  

	  
Simulation	  PPA	  2:	  	  Table	  7.16.1:	  Practising	  Safely:	  Risk	  and	  Prevention	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   21	   31.3	   31.3	  

Satisfactory	   32	   47.8	   79.1	  

Superior	   14	   20.9	   100.0	  

Total	   67	   100.0	   	  

Missing	   Not	  Observed	   1	   	   	  

Total	   68	   	   	  

Mean:	  1.90	  	  	  SD:	  .721	  
	  
	  
	  
	  
Simulation	  PPA	  2:	  	  Table	  7.16.2:	  Practising	  Safely:	  Medication	  Safety	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   16	   34.8	   34.8	  

Satisfactory	   26	   56.5	   91.3	  

Superior	   4	   8.7	   100.0	  

Total	   46	   100.0	   	  

Missing	  

Not	  Observed	   18	   	   	  

Missing	  value	   4	   	   	  

Total	   22	   	   	  

Total	   68	   	   	  

Mean:	  1.74	  	  	  	  	  SD:	  .612	  
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Simulation	  PPA	  2:	  	  Table	  7.16.3:	  Practising	  Safely:	  Patient	  Identification:	  	  	  	  
Preventing	  Wrong	  Site.	  Wrong	  Procedure	  &	  Wrong	  Patient	  Treatment	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   9	   34.6	   34.6	  

Satisfactory	   7	   26.9	   61.5	  

Superior	   10	   38.5	   100.0	  

Total	   26	   100.0	   	  

Missing	   Not	  Observed	   42	   	   	  

Total	   68	   	   	  

Mean:	  2.04	  	  	  SD:	  .871	  
	  
	  
	  
	  
Simulation	  PPA	  2:	  	  Table	  7.16.4:	  Practising	  Safely:	  Infection	  Control	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   23	   44.2	   44.2	  

Satisfactory	   22	   42.3	   86.5	  

Superior	   7	   13.5	   100.0	  

Total	   52	   100.0	   	  

Missing	   Not	  Observed	   16	   	   	  

Total	   68	   	   	  

Mean:	  1.69	  	  	  	  SD:	  	  .701	  

	  

	  
Practice	   Performance	   Area	   3:	   Clinical	   Management	   &	   Using	   Evidence:	  

Pneumothorax,	   Anaphylaxis,	   Unconscious	   Patient	   &	   VF	   Arrest	   Combined	   for	  

Simulation	  Days	  One	  &	  Two.	  (Table	  7.17.1	  –	  7.17.4)	  

	  
Simulation	  PPA	  3:	  	  Table	  7.17.1	  Clinical	  Management	  &	  Using	  Evidence:	  History	  Taking	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   20	   29.4	   29.4	  

Satisfactory	   31	   45.6	   75.0	  

Superior	   17	   25.0	   100.0	  

Total	   68	   100.0	   	  

Mean:	  	  1.96	  	  	  	  SD:	  	  .742	  

	  
Simulation	  PPA	  3:	  	  Table	  7.	  17.2:	  Clinical	  Management	  &	  Using	  Evidence:	  Physical	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Examination	  Skills	  	  &	  Procedures	  	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   20	   29.4	   29.4	  

Satisfactory	   31	   45.6	   75.0	  

Superior	   17	   25.0	   100.0	  

Total	   68	   100.0	   	  

Mean:	  1.92	  	  	  	  	  SD:	  	  .708	  
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Simulation	  PPA	  3:	  	  Table	  7.17.3:	  	  Clinical	  Management	  &	  Using	  Evidence:	  Clinical	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Judgement	  &	  Decision	  Making	  Skills	  
	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   21	   30.9	   30.9	  

Satisfactory	   27	   39.7	   70.6	  

Superior	   20	   29.4	   100.0	  

Total	   68	   100.0	   	  

Mean:	  1.99	  	  	  	  SD:	  .782	  
	  
	  
	  
Simulation	  PPA	  3:	  	  Table	  7.17.4:	  Clinical	  Management	  &	  Using	  Evidence:	  Investigations	  	  
	  

	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   22	   42.3	   42.3	  

Satisfactory	   17	   32.7	   75.0	  

Superior	   13	   25.0	   100.0	  

Total	   52	   100.0	   	  

Missing	   Not	  Observed	   16	   	   	  

Total	   68	   	   	  

Mean:	  1.83	  	  	  	  SD:	  .810	  
	  
	  
	  
	  
Practice	  Performance	  Area	  4:	  Professional	  Practice:	  Pneumothorax,	  Anaphylaxis,	  

Unconscious	  Patient	  &	  VF	  Arrest	  Combined	  for	  Simulation	  Days	  One	  &	  Two.	  

(Tables	  7.18.1	  –	  7.18.2)	  

	  
Simulation	  PPA	  4:	  	  Table	  7.18.1:	  Professional	  Practice:	  Working	  Within	  the	  Law	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   3	   8.8	   8.8	  

Satisfactory	   24	   70.6	   79.4	  

Superior	   7	   20.6	   100.0	  

Total	   34	   100.0	   	  

Missing	   Not	  Observed	   34	   	   	  

Total	   68	   	   	  

	  	  Mean:	  2.12	  	  	  	  SD:	  	  	  .537	  
	  
	  
Simulation	  PPA	  4:	  	  Table	  7.18.2:	  Professional	  Practice:	  Personal	  Health	  &	  Human	  Error	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   5	   10.2	   10.2	  

Satisfactory	   31	   63.3	   73.5	  

Superior	   13	   26.5	   100.0	  

Total	   49	   100.0	   	  

Missing	   Not	  Observed	   19	   	   	  

Total	   68	   	   	  

Mean:	  	  2.16	  	  	  SD:	  .590	  
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7.3.5:	  Patient	  Safety	  mini-‐CEX	  (Version	  2)	  Simulation	  Testing	  Results:	  

Analysis	   of	   Practice	   Performance	   Area	   Categories	   by	   Performance	  

Rating	  	  	  

Areas	  where	  between	  twenty	  and	  forty	  four	  percent	  of	  participants	  performed	  at	  

an	  Unsatisfactory	  level	  across	  the	   four	  scenarios	   included	  Practice	  Performance	  

Area	  1	  (Communicating	  Safely),	  Practice	  Performance	  Area	  2	  (Practising	  Safely),	  

and	   Practice	   Performance	   Area	   3	   (Clinical	   Management	   &	   Using	   Evidence).	  

Around	  ninety	  percent	  of	  all	  participants	  were	  rated	  as	  Satisfactory	  or	  Superior	  

with	  respect	  to	  Practice	  Performance	  Area	  4	  (Professional	  Practice).	  

	  

Practice	  Performance	  Area	  1:	  Communicating	  Safely	  
	  
The	  Competency	   Items	  of	  Patient	  Interaction	   and	  Working	  in	  Teams	   of	   Practice	  

were	  rated	   for	  almost	  all	  simulation	  participants	  (n	  =	  64	  &	  66).	   	  Of	   these,	  over	  

twenty	  percent	  were	  Unsatisfactory	  with	  respect	  to	  both	  of	  the	  items.	  The	  item	  

Managing	   Information	  was	   not	   well	   sampled.	   	   However,	   over	   one-‐third	   of	   the	  

twenty-‐nine	  participants	  observed	  for	  this	  item	  were	  rated	  as	  Unsatisfactory.	  

	  

Practice	  Performance	  Area	  2:	  Practising	  Safely	  

Over	  one-‐third	  of	  participants	   rated	  were	  Unsatisfactory	  with	   respect	   to	  Risk	  &	  

Prevention	  and	  Medication	  Safety,	  and	  over	  forty	  four	  percent	  of	  those	  observed	  

for	  the	  Competency	  Indicator	  of	  Infection	  Control	  (n	  =	  23)	  rated	  as	  Unsatisfactory.	  

	  

Practice	  Performance	  Area	  3:	  Clinical	  Management	  &	  Using	  Evidence	  
	  
Around	   thirty	   percent	   of	   all	   participants	   were	   rated	   as	   Unsatisfactory	   with	  

respect	   to	   the	   Competency	   Indicators	   of	   History	   Taking,	   Clinical	   Judgement	   &	  

Decision	  Making	  Skills,	  and	  over	   forty	  percent	  of	  the	  52	  participant	  observations	  
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for	  Investigations	  were	  rated	  as	  Unsatisfactory	  with	  respect	  to	  this	  item.	  

	  
Between	   four	   and	   twenty	   participants	   were	   rated	   as	   Superior	   across	   all	   four	  

Practice	   Performance	   Areas.	   	   Of	   concern	   for	   patient	   safety	   in	   acute	   clinical	  

settings	  are	  the	  twenty	  to	  forty	  percent	  of	  under-‐performing	  participants	  within	  

the	  Patient	  Safety	  mini-‐CEX	  simulation	  testing	  encounters.	  	  

These	   findings,	   however,	   suggest	   the	   positive	   implications	   for	   patient	   safety	  

focussed	   high-‐fidelity	   simulation	   competency	   assessment	   of	   both	   International	  

and	  Australian	  medical	  graduates.	  
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7.3.6:	   Overall	   Combined	   Lead	   and	   Group	   Patient	   Safety	   Category	  

Combined	   Scores	   Across	   All	   Scenario	   Encounters:	   	   Pneumothorax,	  

Anaphylaxis,	   Unconscious	   Patient	   &	   VF	   Arrest:	   Sessions	   3	   &4	   Combined	   for	  

Simulation	  Day	  Two.	  	  (Tables	  7.19.1	  –	  7.19.2)	  

	  
Assessor	  and	  facilitator	  rated	  participant	  overall	  performance	  was	  recorded	  for	  

Simulation	  Day	  Two	  (Simulation	  Sessions	  3	  and	  4).	  	  The	  overall	  scores	  represent	  

global	   ratings	  of	  performance	  across	   the	   four	  scenarios	  and	   four	  Patient	  Safety	  

mini-‐CEX	  (Version	  2)	  categories	  and	  are	  presented	  in	  Tables	  7.19.1.1	  and	  7.19.2.	  	  

These	  ratings	  were	  not	  incorporated	  into	  Simulation	  Sessions	  1	  and	  2	  (Day	  One)	  

assessment	  processes.	  

	  
Table	  7.19.1:	  Simulation	  Practice	  Performance	  Areas	  1-‐	  4:	  Overall	  Patient	  Safety	  Clinical	  
Performance	  Rating:	  ASSESSOR	  Scores	  (Sessions	  3	  &	  4):	  	  Pneumothorax,	  Anaphylaxis,	  
Unconscious	  Patient	  &	  VF	  Arrest	  Combined	  Ratings	  	  
	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   4	   12.5	   12.5	  

Satisfactory	   18	   56.3	   68.8	  

Superior	   10	   31.3	   100.0	  

Total	   32	   100.0	   	  

Missing	   System	   36	   	   	  

Total	   68	   	   	  

Mean:	  2.00	  	  	  	  	  SD:	  	  .712	  
	  
	  
	  
Table	  7.19.2:	  Simulation	  Practice	  Performance	  Areas	  1-‐	  4:	  Overall	  Patient	  Safety	  Clinical	  
Performance	  Rating:	  FACILITATOR	  Scores	  (Sessions	  3	  &	  4):	  	  Pneumothorax,	  Anaphylaxis,	  
Unconscious	  Patient	  &	  VF	  Arrest	  Combined	  Ratings	  
	  
	   Frequency	   Valid	  Percent	   Cumulative	  Percent	  

Valid	  

Unsatisfactory	   10	   31.3	   31.3	  

Satisfactory	   14	   43.8	   75.0	  

Superior	   8	   25.0	   100.0	  

Total	   32	   100.0	   	  

Missing	   System	   36	   	   	  

Total	   68	   	   	  

Mean:	  	  1.94	  	  	  	  	  	  SD:	  	  .644	  
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Assessor	   and	   Facilitator	   ratings	   of	   participants’	   overall	   patient	   safety	   clinical	  

performance	   for	   Simulation	   Session	   Three	   and	   Four	   demonstrate	   divergent	  

perspectives	   on	   what	   level	   of	   performance	   constitutes	   clinical	   competence.	  	  

Facilitators	   were	   two	   and	   a	   half	   times	   more	   likely	   to	   consider	   overall	  

performance	  Unsatisfactory	  compared	  with	   Assessors.	   	   	   The	   issue	   of	   assessor/	  

facilitator	   (or	   judges)	   construct	   alignment	  with	   competency	   assessment	   scales	  

was	  discussed	  in	  Chapter	  Three	  and	  will	  be	  discussed	  in	  greater	  detail	  in	  Chapter	  

Nine.	  

	  

7.3.7:	  Demographic	  Profile	  of	  Simulation	  Participants	  

Participants	  were	  offered	  the	  option	  of	  completing	  a	  Demographic	  Survey	  during	  

each	  pre-‐simulation	  session	  registration	  period.	   	  The	  intent	  of	  the	  demographic	  

survey	   was	   to	   allow	   for	   the	   consideration	   of	   participants’	   prior	   clinical	  

experience	   across	   the	   four	   simulation	   scenarios	   with	   respect	   to	   their	   patient	  

safety	  related	  performance	  and	  interpretation	  of	  results,	  and	  for	  establishing	  the	  

patient	  safety	  relation	  clinical	  education	  needs	  of	  the	  simulation	  testing	  cohorts.	  

Further,	  Norcini	   (2000,	  p.	  501)	  considers	   that	   the	   ‘heterogeneity	  of	  examinees’	  

will	  positively	  influence	  reliability.	  

The	  Demographic	  Survey	  is	  presented	  in	  Appendix	  2).	  

	  

The	   extensive	   demographic	   profile	   of	   the	   Phase	   4	   Simulation	   Testing	   of	   the	  

Patient	   Safety	  mini-‐CEX	   (Version	   2)	   participants	   is	   presented	   according	   to	   the	  

following	  categories:	  	  
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1. Age	   Group;	   Gender;	   Country	   of	   Birth	   (by	   geographical	   region);	   Main	  

Language	  Spoken	  (by	  language	  group)	  (Tables	  7.20:	  a	  -‐	  h);	  

2. Country	  where	  Initial	  Medical	  Qualification	  was	  Gained;	  Countries	  where	  

IMGs	  Employed	  for	  Most	  of	  the	  Time	  prior	  to	  Coming	  to	  Australia;	  Types	  

of	   Health	   Care	   Facilities	   IMGs	   were	   Employed	   Most	   of	   the	   Time	   in	  

Countries	  Other	  than	  Australia;	  Length	  of	  Time	  IMGs	  worked	  in	  Countries	  

Other	  than	  Australia	  (Tables	  7.21:	  a	  -‐	  h);	  	  

3. 	  Length	   of	   Time	   IMGs	   have	   Worked	   as	   a	   Doctor	   in	   Australia;	   Current	  

Australian	  Medical	  Registration	  Status;	  Australian	  Medical	  Council	  (AMC)	  

IMG	  Entry	  Pathway;	  Category	  of	  Current	  Australian	  Medical	  Registration;	  

(Tables	  7.22:	  a	  -‐j);	  	  

4. Current	   Position	   Classification	   in	   a	   Victorian	   Hospital	   or	   Health	   Care	  

Setting;	  Type	  of	  Health	  Care	  Facility	  where	  IMGs	  are	  Currently	  Employed	  

Clinical	  Areas	  where	  IMGs	  Currently	  Work	  (Tables	  7.23:	  a	  -‐	  h);	  

5. Specialty	  Medical	   College	   Registration;	   and	   Intention	   to	   Register	  with	   a	  

Specialist	  Medical	  College	  (Tables	  7.24:	  a	  -‐	  j).	  
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7.3.7.1:	   Participants’	   Age	   Group,	   Gender,	   Country	   of	   Birth	   and	   Main	  

Language	  Spoken:	  Tables	  7.20	  (a	  -‐h)	  

Between	  63.3	  and	  70.4	  percent	  of	  participants	  across	  all	  four	  simulation	  testing	  

sessions	  were	  aged	  between	  25	  and	  34	  years.	  	  However,	  over	  25%	  (n=14)	  of	  the	  

Simulation	   Session	   One	   and	   Two	   participants	   were	   older	   (35	   –	   44	   years)	  

compared	  with	  only	  five	  (18.5%)	  of	  Session	  Three	  and	  Four	  respondents.      There	  

were	  more	  non-‐respondents	  (n	  4	   	  -‐	  5)	  across	  all	  demographic	  survey  questions	  

for	  Session	  Three	  and	  Four	  respondents	  (Tables	  7.20	  (a).	            

  Table  7.20  (a):    Age  Group:  Simulation  Sessions  One  &  Two  Participants  

	   Frequency Valid Percent Cumulative Percent 

Valid < 24 2 4.1 4.1 

25 - 34 31 63.3 67.3 

35 - 44 14 28.6 95.9 

45 - 54 2 4.1 100.0 

Total 49 100.0 	  
Note:	  	  Participants	  Recruited	  N	  =	  50.	  	  Participants	  Attending:	  N	  =49	  
	  
	  
	  
	  
Table	  7.20	  (b):	  	  Age	  Group:	  Simulation	  Sessions	  Three	  &	  Four	  Participants	  

	   Frequency Valid Percent Cumulative Percent 

Valid 18 - 24 1 3.7 3.7 

25 - 34 19 70.4 74.1 

35 - 44 5 18.5 92.6 

45 - 54 2 7.4 100.0 

Total 27 100.0 	  

 Missing Value  5 	   	  

Total 32 	  
	  
	  
	  
	  

	  

Just	  over	  half	  of	  the	  participants	  (54%)	  across	  all	  four	  of	  the	  simulation	  sessions	  

were	  male	   (Table	   20	   (c)	   and	   Table	   20	   (d)),	   and	   84	   percent	   of	   all	   participants	  

were	  born	  in	  either	  Asia/South	  East	  Asia	  (44%)	  or	  the	  Middle	  East	  (40%)	  (Table	  

7.20	  (c)	  to	  Table	  7.20	  (f)).	  	  	  
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Table	  7.20	  (c):	  	  Gender	  Distribution:	  Simulation	  Sessions	  One	  &	  Two	  Participants	  
	   Frequency Valid Percent Cumulative Percent 

Valid Male 26 53.1 53.1 

Female 23 46.9 100.0 

Total 49 100.0 	  
	  
Note:	  Participants	  Recruited	  N	  =	  50.	  	  Participants	  Attending:	  N	  =49	  
	  
	  
	  
	  
Table	  7.20	  (d):	  Gender	  Distribution:	  Simulation	  Sessions	  Three	  &	  Four	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Participants	  

	   Frequency Valid Percent Cumulative Percent 

Valid Male 16 57.1 57.1 

Female 12 42.9 100.0 

Total 28 100.0 	  

 Missing Value 

Total                                           

4 

32 
	   	  

  	   	  
	  
	  
	  
Table	  7.20	  (e):	  Country	  of	  Birth	  (by	  Geographical	  Region):	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Simulation	  Sessions	  One	  	  &	  Two	  

	   Frequency Valid Percent Cumulative Percent 

Valid Asia/ South East Asia 22 45.8 45.8 

Middle East 17 35.4 81.3 

Europe/ Eastern Europe 7 14.6 95.8 

South America 1 2.1 97.9 

New Zealand/ Australia 1 2.1 100.0 

Total 48 100.0 	  

 Missing Value (No Response) 1 	   	  

Total 49 	   	  

	  
	  
	  
	  
Table	  7.	  20	  (f):	  Country	  of	  Birth	  (by	  Geographical	  Region)	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Simulation	  Sessions	  Three	  	  &	  Four	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   Frequency Valid Percent Cumulative Percent 

Valid Asia/ South East Asia 11 40.7 40.7 

Middle East 13 48.1 88.9 

Europe/ Eastern Europe 3 11.1 100.0 

Total 27 100.0 	  

 Missing Value (No Response) 5 	   	  

Total 32 	   	  
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Participants	  were	  asked	  to	  nominate	  their	   ‘main	  language	  spoken’.	   	   	  Responses,	  

coded	   by	   ‘language	   group’	   using	   respondents’	   own	   description	   of	   their	   ‘main	  

language	   spoken’	   are	  presented	   in	  Table	  7.20(f).	   	   Chinese	   languages,	   Farsi	   and	  

other	   Arabic	   languages,	   Russian,	   and	   English	   accounted	   for	   almost	   half	   of	   the	  

reported	   languages	   spoken	   by	   Simulation	   Sessions	   One	   and	   Two	   respondents.	  

Farsi	   and	   other	   Arabic	   languages,	   and	   Burmese	   accounted	   for	   47	   percent	   of	  

Simulation	  Sessions	  Three	  and	  Four	  respondents’	  	  ‘main	  language	  spoken’.	  	  The	  

combined	   responses	   from	  Sessions	  One	  and	  Two	  and	  Sessions	  Three	  and	  Four	  

are	   presented	   in	   Table	   7.20(g).	   Four	   respondents	   citing	   English	   as	   their	   ‘main	  

language	  spoken’	  equates	  with	  the	  number	  of	  respondents	  giving	  Australia	  as	  the	  

country	  where	  their	  initial	  medical	  qualification	  was	  gained	  (Table	  21	  (a)).	  
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Table	  7.20	  (g):	  Main	  Language	  Spoken	  (Responses	  Coded	  by	  Language	  Group):	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Sessions	  One	  &	  Two	  and	  Sessions	  Three	  &	  Four	  (Combined)	  
	  

Main Language Spoken Frequency Valid Percent Cumulative Percent 

Valid Sessions 

Arabic 

1 & 2/ 3 & 4 

2        3 

1 & 2/ 3 & 4 

4.2    10.7 

1 & 2/ 3 & 4 

4.2     10.7 

Bengali / Bangla 2        1 4.2      3.6 8.3     14.3 

Myanmar/Burmese 2        3 4.2     10.7 12.5    25.0 

Chinese (unspecified) 6        1 12.5     3.6 25.0    28.6 

Farsi / Persian/Dari) 7        7** 14.6    25.0 39.6    53.6 

Filipino & Tagalog* 1        1 2.1        3.6 41.7    57.1 

Persian 3       (7)** 6.3        0 47.9      0 

Russian 6        1 12.5     3.6 60.4    60.7 

Sinhala/Singhalese 2        1 4.2       3.6 64.6    64.3 

Spanish 2        0 4.2         0 68.8 

Tamil 2        1 4.2        3.6 72.9    67.9 

Kannada 1        0 2.1          0 75.0     

Urdu 2        0 4.2          0 79.2 

English 5        0 10.4        0 89.6 

Mandarin and Russian 1        0 2.1        3.6 91.7      

Arabic and French 1        0 2.1           0 93.8 

Latvian and Greek 1        0 2.1           0 95.8 

Iranian 1        0 2.1        3.6 97.9     

Mandarin* and Cantonese 

Telugu 

Malayalam 

Hindi 

Sinhala/Singhalese 

Pashto 

Ethiopian 

Turkish 

Romanian 

Nepalese/Nepali 

 

1        0 

 0         1 

 0         1 

 0         1 

 0         1   

 0         1   

 0         1  

 0         1       

 0         1                                                             

2.1        3.6 

 0          3.6 

 0          3.6 

 0          3.6 

 0          3.6 

 0          3.6 

 0          3.6 

 0          3.6  

 0          3.6    

100.0   

100.0    

           71.4 

           75.0 

           78.6   

           82.1 

           85.7 

           89.3 

           92.9 

           96.4 

           100.0 

      

Total 48        28   	  

 Invalid Response 1            4 	  	  	  	  	  	  	  	  	   	  

Total 49        32 	   	  

	  
	  
*	  Mandarin	  (Sessions	  One	  &	  Two	  only)	  	  	  *Tagalog	  (Sessions	  Three	  &	  Four	  only)	  	  
**	  Aligns	  with	  Farsi,	  Persian	  &	  Dari	  
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7.3.7.2:	  IMG	  Participants’	  Medical	  Education	  and	  Employment	  Status	  Before	  

Coming	  to	  Australia:	  Tables	  7.21	  (a	  -‐g)	  

Tables	   7.21	   (a	   –	   h)	   results	   describe	   the	   simulation	   participants’	   self-‐reported	  

initial	   medical	   education	   and	   training	   and	   their	   post	   graduation	   clinical	  

experience	  according	  to	  the	  categories:	  

	  Country	  Where	   Initial	  Medical	   Qualification	   was	   Gained;	   Countries	  Where	   IMGs	  

Were	  Employed	  Most	  of	  the	  Time	  Before	  Coming	  to	  Australia;	  Type	  of	  Health	  Care	  

Facility	  Where	   IMGs	  were	  Employed	  Prior	   to	  Coming	  to	  Australia;	  and,	  Length	  of	  

Time	  IMGs	  Were	  Employed	  as	  a	  Doctor	  in	  Hospitals	  Other	  Than	  in	  Australia.	  

	  

Country	  Where	  Initial	  Medical	  Qualification	  was	  Gained:	  	  

The	   combined	   responses	   for	   Simulation	  Sessions	  One	   and	  Two	  and	  Simulation	  

Sessions	   Three	   and	   Four	   for	   Country	   Where	   Initial	   Medical	   Qualification	   was	  

Gained	  is	  presented	  in	  Table	  21	  (a).	   	  The	  responses	  suggest	  that	  doctors	  whose	  

initial	  medical	  qualification	  was	  gained	  in	  Iran	  (n	  =	  16)	  or	  Iraq	  (n=2)	  accounted	  

for	   almost	   one	   quarter	   of	   all	   simulation	   testing	   session	   participants	   (24.3%).	  	  

Sixteen	   percent	   of	   all	   simulation	   testing	   participants	   obtained	   their	   initial	  

medical	  in	  Pakistan,	  Sri	  Lanka	  or	  Bangladesh	  (n	  =	  12),	  and	  just	  over	  ten	  percent	  

of	  participants	  obtained	  their	  initial	  medical	  qualification	  in	  China	  (n=8).	  
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Table	  7.21	  (a):	  Country	  Where	  Initial	  Medical	  Qualification	  was	  Gained:	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Sessions	  One	  &	  Two	  Combined	  and	  Three	  &	  Four	  Combined	  

	   Frequency Valid Percent Cumulative Percent 

Valid        Sessions           

Bangladesh 

1 & 2/ 3 & 4 

2       1 

1 & 2/ 3 & 4 

4.3     3.7 

1 & 2/ 3 & 4 

 4.3      3.7 

China 7       1 14.9   3.7 19.1     7.4 

Egypt 2       0 4.3     0 23.4    14.8 

United Kingdom 1       0 2.1     0 25.5    18.5 

Iraq 1       1 2.1     3.7 27.7    29.6 

Myanmar 1       3 2.1   11.1 29.8    33.3 

Pakistan 4       1 8.5     3.7 38.3    37.0 

Philippines 1       1 2.1     3.7 40.4    40.7 

Russia/USSR 4       1 8.5     3.7 48.9    51.9 

Sri Lanka 2       2 4.3     7.4 53.2    55.6 

Ukraine 1       1 2.1     3.7 55.3     

Australia 4       0 8.5     0 63.8 

Iran 9       7  19.1  25.9 83.0     81.5 

Colombia 2       0 4.3      0 87.2 

Persia (Iran) 1       0 2.1      0 89.4 

Latvia 2       0 4.3      0 93.6 

Belarus 1       0 2.1      0 95.7 

Lithuania 1       0 2.1      0 97.9 

Ukraine 

Jordan 

Nepal   

Romania 

Libya                                

1       0 

0       1 

0       2 

0       1 

0       1      

2.1      0 

  0        3.7 

 0        7.4 

 0        37 

 0        3.7     

100.0  

              85.2 

              92.6 

              96.3 

             100.0 

Total 

Missing 

47     27 

  2       5 

49     32 

 

100.0  100.0 

 

	  
	  
	  
	  
	  

	  

	  
Countries	   Where	   IMGs	   Were	   Employed	   Most	   of	   the	   Time	   Before	   Coming	   to	  

Australia:	  	  

	  
Tables	   7.21	   (b)	   and	   7.21	   (c)	   suggest	   that	   more	   participants	   across	   both	  

simulation	   sessions	   worked	   in	   Iran	   prior	   to	   coming	   to	   Australia.	   	   Medical	  

Graduates	   from	   Iran	   represented	   20.5	   percent	   of	   Sessions	   One	   and	   Two	  	  
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participants	   and	   36.8	   percent	   of	   	   Sessions	   Three	   and	   Four	   participants.	   The	  

second	  largest	  cohort	  of	  Session	  One	  medical	  graduates	  was	  from	  China	  (17.8%).	  	  	  

There	   were	   two	   participants	   from	   Sri	   Lanka	   and	   two	   from	   Myanmar	   in	  

Simulation	  Sessions	  Three	  and	  Four,	  and	  one	  participant	  from	  each	  of	  nine	  other	  

countries.	  	  There	  were	  thirteen	  non-‐respondents	  to	  this	  question.	  

	  

Table	  7.21	  (b):	  Countries	  Where	  IMGs	  were	  Employed	  Most	  of	  the	  Time	  Before	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Coming	  to	  Australia	  	  (Sessions	  One	  &	  Two)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Bangladesh 2 5.1 5.1 

China 7 17.9 23.1 

Egypt 3 7.7 30.8 

United Kingdom 1 2.6 33.3 

Myanmar 2 5.1 38.5 

Pakistan 2 5.1 43.6 

Russia/USSR 1 2.6 46.2 

Sri Lanka 4 10.3 56.4 

Ukraine 2 5.1 61.5 

Australia 1 2.6 64.1 

Iran 8 20.5 84.6 

Colombia 1 2.6 87.2 

Persia 1 2.6 89.7 

Latvia 2 5.1 94.9 

Iraq and Jordan 1 2.6 97.4 

Afghanistan and 

Pakistan 

1 2.6 100.0 

Total 39 100.0 	  

 Missing Value 

(Invalid or No 

Response) 

10 
	   	  

Total 49 	   	  
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Table	  7.21	  (c):	  Countries	  Where	  IMGs	  were	  Employed	  Most	  of	  the	  Time	  Before	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Coming	  to	  Australia	  	  (Sessions	  Three	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 
Valid Bangladesh 1 5.3 5.3 

China 1 5.3 10.5 

India 1 5.3 15.8 

Myanmar 2 10.5 26.3 

Sri Lanka 2 10.5 36.8 

Ukraine 1 5.3 42.1 

Iran 7 36.8 78.9 

Jordan 1 5.3 84.2 

Libya and Morocco 1 5.3 89.5 

Iraq and Jordan 1 5.3 94.7 

Australia and 

Philippines 

1 5.3 100.0 

Total 19 100.0 	  

 Missing Value 

(Invalid or No 

Response) 

13 
	   	  

Total 32 	   	  

	  
	  
	  
	  
Types	  of	  Health	  Care	  Facilities	  IMGs	  were	  Employed	  Most	  of	  the	  Time	  in	  Countries	  

Other	  than	  Australia	  

Over	  one-‐third	  of	  Session	  One	  and	  Two	  participants	   (n=14)	  worked	   in	  a	  major	  

metropolitan	  hospital	  before	   coming	   to	  Australia.	   	   Seven	  participants	   reported	  

working	   in	   a	   regional	   hospital	   and	   a	   further	   seven	   in	   an	   ‘other’	   (undisclosed)	  

setting.	  	  There	  were	  twelve	  non-‐respondents	  to	  this	  question.	  

Simulation	   Session	   Three	   and	   Four	   participants	   also	   reported	   working	   across	  

either	   major	   metropolitan,	   outer	   metropolitan	   or	   regional	   hospitals,	   and	  

fourteen	   participants	   (53.3%)	   indicated	   that	   they	   had	  worked	   across	   regional	  

hospitals	   and	   General	   Practice.	   	   Only	   two	   Session	   One	   and	   Two	   participants	  

reported	  working	  in	  the	  clinical	  area	  of	  General	  Practice.	  
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There	   were	   twelve	   non-‐respondents	   to	   this	   question	   among	   the	   Simulation	  

Session	   One	   and	   Two	   participants	   and	   six	   non-‐respondents	   among	   the	  

Simulation	  Session	  Three	  and	  Four	  participants.	  

	  
	  
Table	  7.21	  (d):	  Health	  Care	  Facilities	  Where	  IMGs	  Worked	  Most	  of	  the	  Time	  in	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Countries	  Other	  Than	  Australia	  (Sessions	  One	  &	  Two)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Major Metropolitan Hospital 14 37.8 37.8 

Other Metropolitan/City Hospital 3 8.1 45.9 

Regional Hospital 7 18.9 64.9 

Rural Hospital 1 2.7 67.6 

General Practice 3 8.1 75.7 

Other 7 18.9 94.6 

Regional Hospital and General 

Practice 

2 5.4 100.0 

Total 37 100.0 	  

 Missing Value (Invalid or  

No Response) 

12 	   	  

Total 49 	   	  

	  
	  
	  
	  
	  
Table	  7.21	  (e):	  Health	  Care	  Facilities	  Where	  IMGs	  Worked	  Most	  of	  the	  Time	  in	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Countries	  Other	  Than	  Australia	  (Sessions	  Three	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Major Metropolitan Hospital 5 19.2 19.2 

Other Metropolitan Hospital 3 11.5 30.8 

Regional Hospital 3 11.5 42.3 

General Practice 1 3.8 46.2 

Regional Hospitals & General 

Practice 

Missing (No Response) 

 

Total	  

14 

 

6 

 

32 

53.3 

 

(18.8) 

 

100.0 

100.0 

 

 

 

100 
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Length	   of	   Time	   IMGs	   Simulation	   Participants	   worked	   in	   Countries	   Other	   than	  
Australia	  (Tables	  7.21g	  –	  7.21h)	  
	  
	  
Table	  7.21	  (f):	  Length	  of	  Time	  IMGs	  Worked	  in	  Countries	  Other	  Than	  Australia	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Sessions	  One	  &	  Two)	  

	   Frequency     Valid Percent      Cumulative Percent 

Valid Did not work 3 6.7 6.7 

1 year 6 13.3 20.0 

2 years 10 22.2 42.2 

3 years 9 20.0 62.2 

4 years 3 6.7 68.9 

5 to 10 years 10 22.2 91.1 

11 to 20 years 4 8.9 100.0 

Total 45 100.0 	  

 Missing Value 

(Invalid or No 

Response) 

4 
	   	  

Total 49 	   	  

	  
	  
Just	  over	  half	  (55.5%)	  of	  Session	  One	  and	  Two	  participants	  had	  worked	  for	  three	  

years	  or	  less	  in	  countries	  other	  than	  Australia	  before	  seeking	  work	  in	  Australia,	  

Of	  these,	  three	  participants	  had	  not	  worked	  as	  a	  doctor	  in	  their	  country	  of	  origin	  

and	   over	   a	   third	   had	  worked	   for	   less	   than	   2	   years.	   	   On	   the	   other	   hand	   almost	  

38%	  had	  between	  four	  and	  20	  years	  clinical	  experience	  in	  countries	  other	  than	  

Australia.	  	  This	  was	  mostly	  between	  four	  and	  ten	  years	  experience.	  

	  

Table	   7.21	   (h)	   suggest	   that	   overall,	   Session	   Three	   and	   Four	   participants	   had	  

more	  work	  experience	  as	  a	  doctor	  prior	  to	  coming	  to	  Australia	  than	  Session	  One	  

and	   Two	   participants.	   	   Almost	   forty	   percent	   of	   Session	   Three	   and	   Four	  

participants	  had	  worked	  from	  between	  five	  and	  twenty	  years	  in	  countries	  other	  

than	  Australia	  and	  just	  over	  forty	  six	  percent	  had	  worked	  from	  two	  to	  four	  years.	  	  

Fourteen	  per	  cent	  of	  Session	  Three	  and	  Four	  participants	  reported	  working	   for	  

one	  year	  or	  had	  not	  worked	  at	  all	  as	  a	  doctor.	  
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Table	  7.21	  (g)	  Length	  of	  Time	  IMGs	  Worked	  in	  hospitals	  other	  than	  Australia	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Sessions	  Three	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Did not work 1 3.6 3.6 

1 year 3 10.7 14.3 

2 years 5 17.9 32.1 

3 years 5 17.9 50.0 

4 years 3 10.7 60.7 

5 to 10 years 7 25.0 85.7 

11 to 20 years 4 14.3 100.0 

Total 28 100.0 	  

Missing Missing Value (Invalid 

or No Response) 

4 	   	  

Total 32 	   	  

	  

	  

7.3.7.3:  IMG  Participants’  Employment  Profile  Since  Coming  to  Australia:    

Tables  7.22  (a-‐f)          

Length	  of	  Time	  IMGs	  have	  Worked	  as	  a	  Doctor	  in	  Australia:	  

Twenty-‐Six	   (58.7%)	   of	   Sessions	   One	   and	   Two	   participants	   reported	   that	   they	  

were	  not	  yet	  working	  and	  half	  as	  many	  again	  (13	  or	  28.3%)	  had	  been	  working	  

for	   from	   one	   to	   two	   years.	   Fifteen	   (65.2%)	   of	   Sessions	   Three	   and	   Four	  

participants	   reported	   that	   they	   were	   not	   yet	   working	   in	   Australia,	   and	   four	  

participants	   had	   been	   working	   as	   a	   doctor	   for	   for	   less	   than	   one	   year.	   	   Three	  

participants	   form	   Sessions	   One	   and	   Two,	   and	   nine	   participants	   from	   Sessions	  

Three	  and	  Four	  did	  not	  respond	  to	  this	  question	  	  (Table	  7.22	  (a)	  and	  7.22	  (b))	  
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Table	  7.22	  (a):	  Length	  of	  Time	  IMGs	  Have	  Been	  Working	  in	  Australia	  as	  a	  Doctor	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Sessions	  One	  &	  Two)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Not yet working 27 58.7 58.7 

Less than 1 year 4 8.7 67.4 

1 to 2 years 13 28.3 95.7 

Greater than 2 years 2 4.3 100.0 

Total 46 100.0 	  

 Missing Value (Invalid 

or No Response) 

3 	   	  

Total 49 	   	  
	  
	  
	  
Table	  7.22	  (b):	  Length	  of	  Time	  IMGs	  Have	  Been	  Working	  in	  Australia	  as	  a	  Doctor	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Sessions	  Three	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Not yet working 15 65.2 65.2 

Less than 1 year 4 17.4 82.6 

1 year 3 13.0 95.7 

2 to 4 years 1 4.3 100.0 

Total 23 100.0 	  

 Missing Value (Invalid 

or Missing Response) 

9 	   	  

Total 32 	   	  
 
 
	  
	  
Australian	  Medical	  Council	  Entry	  Pathway	  and	  Australian	  Medical	  Registration	  

Status:	  	  

As	  International	  Medical	  Graduates,	   IMG	  doctors,	  would	  have	  entered	  Australia	  

under	   one	   of	   several	   alternate	   Australian	   Medical	   Council	   (AMC)	   Pathways.	  	  

These	  pathways	  are	  described	  in	  Chapter	  Four	  of	  the	  thesis.	  

Most	  of	  the	  four	  simulation	  testing	  session	  participants	  (between	  89%	  and	  96%)	  

were	   Standard	   Pathway	   (SP)	   IMGs.	   Only	   six	   doctors	   entered	   through	   the	   AMC	  

Competent	   Pathway	   (CP)	   provision.	   	   The	   SP	   and	   CP	   status	   of	   the	   Simulation	  

testing	  session	  participants	  is	  presented	  in	  Tables	  7.22	  (c)	  and	  7.22	  (b).	  
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Table	  7.22	  (c):	  	  AMC	  IMG	  Entry	  Pathway:	  Standard	  Pathway	  or	  Competent	  	  	  	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Pathway	  (Sessions	  One	  &	  Two)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Standard Pathway 42	   89.4 89.4 

Competent Pathway 5 10.6 100.0 

Total 47 100.0 	  

 Missing Value (Invalid or No 

Response) 

2 	   	  

Total 49 	   	  

	  
	  
	  
	  
Table	  7.22	  (d):	  	  AMC	  IMG	  Entry	  Pathway:	  Standard	  Pathway	  or	  Competent	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Pathway	  	  	  (Sessions	  Three	  &	  Four)	  

	     
Cumulative 

Percent 

Valid 	   Frequency Valid Percent 96.6 

Competent Pathway 1 3.3 100.0 

Total 30 100.0 	  

 Missing Value (Invalid or No 

Response) 

2 	   	  

Total 32 	   	  

	  
	  
	  
Registration	   with	   the	   former	   Medical	   Practitioners’	   Board	   of	   Victoria	   (MPBV)	  

whose	   role	   has	   now	   been	   assumed	   by	   AHPRA	   (Australian	   Health	   Providers	  

Registration	  Authority)	  was	  dependent	  on	  IMG	  doctors	  passing	  both	  the	  written	  

and	   clinical	   components	   of	   the	   AMC	   examination	   for	   SP	   IMGs.	   	   CP	   IMGs	  were	  

exempted	  from	  the	  AMC	  examination	  process.	  	  Tables	  7.22	  (e)	  and	  (f)	  show	  the	  

medical	  registration	  status	  of	  the	  four	  simulation	  participant	  cohorts	  at	  the	  time	  

of	  Patient	  Safety	  mini-‐CEX	  Simulation	  testing.	  

	  
Almost	   half	   (46.6%)	   of	   Simulation	   Sessions	   One	   and	   Two	   participants	   (n=20)	  

were	   registered	  with	   the	  MPBV	   compared	  with	   twenty	   percent	   (n	   =	   6)	   of	   the	  

Simulation	  Sessions	  Three	  and	  Four	  participants.	  	  
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Table	  7.22	  (e):	  	  IMG	  Registration	  Status	  with	  MPBV/	  AHPRA	  (Sessions	  One	  &	  Two)	  
	   Frequency Valid Percent Cumulative Percent 

Valid Yes 20 48.8 48.8 

No 21 51.2 100.0 

Total 41 100.0 	  

 Missing Value 

(Invalid or No 

Response) 

8 
	   	  

Total 49 	   	  
	  
	  
	  
	  
	  
Table	  7.22	  (f):	  IMG	  Registration	  Status	  with	  MPBV	  /AHPRA	  (Sessions	  Three	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Yes 6 20.0 20.0 

No 24 80.0 100.0 

Total 30 100.0 	  

 Missing Value 

(Invalid or 

Missing 

Response) 

2 

	   	  

Total 32 	   	  
	  
	  
Only	   four	   of	   the	   Simulation	   Sessions	   One	   and	   Two	   participants	   had	   General	  

Registration	  at	  the	  time	  and	  five	  had	  Specialist	  Registration	  (Table	  22	  (g)).	  	  One	  

of	  the	  Simulation	  Sessions	  Three	  and	  Four	  had	  Specialist	  Registration	  and	  none	  

had	   General	   Registration	   (Table	   22	   (h)).	   All	   other	   participants	   from	   both	  

simulation	   testing	   days	   had	   either	   Provisional	   Registration,	   or	   ‘supervised	  

training’	   status	   within	   an	   acute	   medical	   setting	   such	   as	   a	   Victorian	   public	  

hospital.	  	  One	  participant	  from	  Sessions	  Three	  and	  Four	  was	  permitted	  to	  work	  

under	  the	  ‘Area	  of	  Need’	  provision.	  	  The	  Australian	  Medical	  Council	  Pathways	  to	  

medical	   practitioner	   registration	   are	   defined	   in	   the	   Acronym	   and	   	   definitions	  

section	  of	  the	  thesis.	  

	  



	   316	  

Table	  7.22	  (g):	  	  Category	  of	  Registration	  Granted	  by	  MPBV/AHPRA:	  	  	  	  	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Simulation	  Sessions	  One	  &	  Two)	  

	   Frequency Valid Percent Cumulative Percent 

Valid General Registration 4 16.7 16.7 

Provisional Registration 10 41.7 58.3 

Specialist 

Registration (Supervised)  

Training Post within a Victorian 

Hospital/ 

5 20.8 79.2 

Supervised Training 2 8.3 87.5 

Area of Need 2 8.3 95.8 

Other 1 4.2 100.0 

Total 24 100.0 	  

 Invalid Response 1 	   	  

Missing Value (No Response) 24 	   	  

Total 25 	   	  

Total 49 	   	  

	  

	  

Table	  7.22	  (h):	  	  Category	  of	  Registration	  Granted	  by	  MPBV/AHPRA:	  	  	  	  	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Simulation	  Sessions	  Three	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Provisional Registration 2 22.2 22.2 

Specialist Registration 

Supervised Training Post within 

a Victorian Hospital 

1 11.1 33.3 

(Supervised Training) 1 11.1 44.4 

Area of Need 1 11.1 55.6 

Other 4 44.4 100.0 

Total 9 100.0 	  

Missing Missing Value 23 	   	  

Total 32 	   	  

	  

  

7.3.7.4:    IMGs  Current  Position  Classification,  Health  Care  Facility  Type  and  

Clinical  Work  Areas  in  Victorian  Public  Hospitals  (Tables  23  a  –  h).  

Participants	  who	  were	   currently	   employed	   in	   a	   Victorian	   public	   hospital	  were	  

asked	  to	  nominate	  their	  employment	  classification.	  	  	  Over	  forty	  seven	  percent	  of	  

Sessions	   One	   and	   Two	   participants	   were	   working	   at	   Hospital	   Medical	   Officer	  
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(HMO2	  or	  HMO3)	  (PGY	  2	  or	  3)	  level,	  with	  one	  participant	  working	  a	  the	  level	  of	  

Registrar.	  Over	  fifty	  percent	  did	  not	  provide	  a	  specific	  response	  to	  this	  question	  

and	   there	  were	  eleven	  non-‐respondents.	   	  Only	  eight	  of	   the	  Simulation	  Sessions	  

Three	   and	   Four	   participants	   indicated	   that	   they	  were	   currently	   employed	   in	   a	  

Victorian	   public	   hospital	   with	   most	   (n	   =	   6)	   employed	   at	   the	   level	   of	   HMO2	  

(Tables	  7.22	  (c)	  and	  7.22	  (d).	  

	  
Table	  7.23	  (a):	  Current	  Employment	  Position	  Classification	  in	  Victorian	  Hospitals/	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Health	  Care	  Settings	  (Sessions	  One	  &	  Two)	  

	   Frequency Valid Percent Cumulative Percent 

Valid HMO2 10 26.3 26.3 

HMO3 7 18.4 44.7 

Registrar 1 2.6 47.4 

Other 20 52.6 100.0 

Total 38 100.0 	  

Missing Missing Value 11 	   	  

Total 49 	   	  

	  
	  
	  
Table	  7.23	  (b):	  Current	  Employment	  Position	  Classification	  in	  Victorian	  Hospitals/	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Health	  Care	  Settings	  (Sessions	  Three	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 

Valid HMO2 6 25.0 25.0 

HMO3 1 4.2 29.2 

Registrar 1 4.2 33.3 

Other 16 66.7 100.0 

Total 24 100.0 	  

Missing Missing Value 

(Invalid or No 

Response) 

8 
	   	  

Total 32 	   	  

	  
Type	  of	  Health	  Care	  Facility	  Where	  IMGs	  were	  Currently	  Employed:	  

	  
Participants	   who	   responded	   to	   the	   employment	   classification	   question	   also	  

responded	  to	  the	  question	  relating	  to	  the	  type	  of	  health	  care	  facility	  where	  they	  

were	   currently	   employed.	   Over	   one-‐third	   (n	   =	   14)	   of	   Simulation	   Sessions	   One	  
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and	  Two	  participants	  employed	  in	  a	  Victorian	  health	  care	  facility	  were	  employed	  

in	  a	  major	  metropolitan	  hospital	  and	  almost	  twenty	  percent	  were	  employed	  in	  a	  

regional	  hospital.	  	  Fewer	  Sessions	  Three	  and	  Four	  participants	  were	  employed	  in	  

major	   metropolitan	   hospitals	   (n	   =	   3)	   and	   seven	   Sessions	   Three	   and	   Four	  

participants	  indicated	  that	  they	  were	  employed	  in	  General	  Practice	  (Tables	  7.22	  

(e	  &	  f)).	  

	  

Table	  7.23	  (c):	  Type	  of	  Health	  Care	  Facility	  Where	  IMGs	  Currently	  Employed	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Sessions	  One	  &	  Two)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Major Metropolitan Hospital 14 37.8 37.8 

Other Metropolitan/City Hospital 3 8.1 45.9 

Regional Hospital 7 18.9 64.9 

Rural Hospital 1 2.7 67.6 

General Practice 3 8.1 75.7 

Other 7 18.9 94.6 

Regional Hospital and General 

Practice 

2 5.4 100.0 

Total 37 100.0 	  

Missing Missing Value 12 	   	  

Total 49 	   	  

	  
	  
	  
Table	  7.23	  (d):	  Type	  of	  Health	  Care	  Facility	  Where	  IMGs	  Currently	  Employed	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Sessions	  Three	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Major Metropolitan Hospital 3 13.0 13.0 

Other Metropolitan/City Hospital 2 8.7 21.7 

Regional Hospital 4 17.4 39.1 

General Practice 6 26.1 65.2 

Other 6 26.1 91.3 

Metropolitan Tertiary Hospital 

and Regional Hospital 

1 4.3 95.7 

General Practice and Other 1 4.3 100.0 

Total 23 100.0 	  

Missing Missing Value (Invalid or No 

Response) 

9 	   	  

Total 32 	   	  
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Clinical	   Areas	   Where	   Employed	   IMG	   Simulation	   Participants	   are	   Currently	  

Working:	  
Clinical	   areas	   where	   all	   respondent	   IMGs	   were	   most	   likely	   to	   work	   included	  

Medicine,	   Emergency/	   Intensive	   Care/Anaesthetics,	   and	   General	   Practice.	   	   Just	  

over	  twenty	  -‐	  one	  percent	  of	  Sessions	  One	  and	  Two	  participants	  and	  twenty	  eight	  

percent	  of	   Sessions	  Three	  and	  Four	  participants	   response	   to	   this	  question	  was	  

‘Other’.	   	  This	  may	   reflect	   the	   tendency	   for	  newly	  employed	   IMGs	   to	  be	   rotated	  

through	  clinical	  areas	  depending	  on	  staff	  requirements,	  or	  demonstrate	  that	  the	  

health	   care	   facility	  was	   attempting	   to	  provide	   a	   broad	   clinical	   experience	  base	  

for	  the	  International	  Medical	  Graduate.	  

The	  wide	  spread	  of	  responses	  to	  this	  question	  is	  reflected	  in	  Tables	  7.22	  (e)	  and	  
7.22	  (f).	  
	  

	  
Table	  7.23	  (e):	  Clinical	  Areas	  Where	  IMGs	  Currently	  Work	  (Sessions	  One	  &	  Two)	  
	  

	   Frequency Valid Percent Cumulative Percent 

Valid Medicine 13	   35.1	   35.1	  

Surgery 1	   2.7	   37.8	  

Mental Health 1	   2.7	   40.5	  

Obstetrics & Gynaecology 1	   2.7	   43.2	  

Emergency/ICS/Anaesthetics 5	   13.5	   56.8	  

General Practice 2	   5.4	   62.2	  

Psychiatry 1	   2.7	   64.9	  

Other 8	   21.6	   86.5	  

Obstetrics & Gynaecology and 

Emergency/ICS/Anaesthetics 

1	   2.7	   89.2	  

Medicine and 

Emergency/ICS/Anaesthetics 

2	   5.4	   94.6	  

Medicine and Surgery 1	   2.7	   97.3	  

Medicine, Mental Health and 

Emergency/ICS/Anaesthetics 

1	   2.7	   100.0	  

Total 37	   100.0	   	  

Missing Missing Value 12	   	   	  

Total 49 	   	  
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Table	  7.23	  (f):	  Clinical	  Areas	  Where	  IMGs	  Currently	  Work:(Sessions	  Three	  &	  Four)	  
	   Frequency Valid Percent Cumulative Percent 

Valid Medicine 6 24.0 24.0 

Surgery 1 4.0 28.0 

Obstetrics & Gynaecolgy 1 4.0 32.0 

Paediatrics 1 4.0 36.0 

Emergency/ICS/Anaesthetics 3 12.0 48.0 

General Practice 3 12.0 60.0 

Psychiatry 1 4.0 64.0 

Other 7 28.0 92.0 

Mental Health, Paediatrics and 

Other 

1 4.0 96.0 

General Practice and Other 1 4.0 100.0 

Total 25 100.0 	  

 Missing Value (Invalid or No 

Response) 

7 	   	  

Total 32 	   	  
	  
	  
	  
	  
	  

7.3.7.5:  Participants’  Speciality  Medical  College  Registration  and  Intention  to  

Register  with  a  Specialist  Medical  College  in  Australia  (Tables  7.24  (a  –  f)  

Simulation	  session	  participants	  were	  asked	  about	  their	  current	  registration	  with	  

an	   Australian	   specialist	   medical	   college	   or	   their	   intention	   to	   register	   with	   a	  

specialist	  medical	  college.	   	  Less	  than	  ten	  percent	  (n	  =	  4)	  of	  Simulation	  Sessions	  

One	   and	   Two	   participants	   had	   current	   Australian	   specialist	   medical	   college	  

registration	  –	  three	  with	  the	  Royal	  Australian	  College	  of	  Physicians	  (RACP)	  and	  

one	   with	   the	   Royal	   Australian	   and	   New	   Zealand	   College	   of	   Psychiatrists	  

(RANZCP)	   (Tables	  7.24	   (a)	  &	   (b)).	   	   	  Only	  one	  of	   the	  Simulation	  Sessions	  Three	  

and	  Four	  participants	  had	  current	  specialist	  medical	  college	  registration	  and	  this	  

was	  with	  the	  Royal	  Australian	  College	  of	  General	  Practitioners	  (RACGP)	  (Tables	  

7.24	  (c)	  &	  (d).	  
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Table	  7.24	  (a):	  Registration	  With	  a	  Specialist	  Medical	  College:	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Simulation	  Sessions	  One	  &	  Two)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Yes 4 9.5 9.5 

No 38 90.5 100.0 

Total 42 100.0 	  

Missing Missing value 

(Invalid Response 

or No Response) 

7 
	   	  

Total 49 	   	  

	  
	  
Table	  7.24	  (b):	  Registration	  With	  a	  Specialist	  Medical	  College	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Simulation	  Sessions	  Three	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 

Valid Yes 1 3.4 3.4 

No 28 96.6 100.0 

Total 29 100.0 	  

Missing Missing value 3 	   	  

Total 32 	   	  

	  

	  
	  
Table	  7.24	  (c):	  Specialty	  College	  Registration	  of	  IMGs	  in	  Specialty	  Programs:	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Simulation	  Sessions	  One	  &	  Two	  

	   Frequency Valid Percent Cumulative Percent 

Valid RACP 3 75.0 75.0 

RANZCP 1 25.0 100.0 

Total 4 100.0 	  

Missing Missing Value 

 

45 	   	  

Total 49 	   	  

	  
	  
	  
	  
Table	  7.24	  (d):	  Specialty	  College	  Registration	  of	  IMGs	  in	  Specialty	  Programs	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Simulation	  Sessions	  Three	  &	  Four)	  

	   Frequency Valid Percent Cumulative Percent 

Valid RACGP 1 100.0 100.0 

Missing Missing Value 

(Invalid or No 

Response) 

31 
	   	  

Total 

 

32 	   	  
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Simulation	   session	   participants	   were	   asked	   about	   their	   intention	   to	   apply	   for	  

registration	  with	  an	  Australian	   specialist	  medical	   college	   in	   the	   future.	   	   Fifteen	  

Sessions	   One	   and	   Two	   participants	   and	   twelve	   Sessions	   Three	   and	   Four	  

participants	   indicated	   that	   they	   would	   seek	   specialist	   medical	   college	  

registration	  in	  the	  future.	  	  There	  was	  a	  high	  ‘response	  rate’	  to	  this	  question	  from	  

both	  simulation	  testing	  cohorts	  	  (Tables	  7.24	  (e)	  and	  7.24	  (f)).	  

	  
Table	  7.24	  (e):	  	  Intention	  to	  Register	  With	  a	  Specialist	  Medical	  College	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Simulation	  Sessions	  One	  &	  Two)	  

	  
Frequency 

Valid 

Percent 

Cumulative 

Percent 

Valid Yes 15 71,4 71.4 

No 6 36.8 100.0 

Total 21 100.0 	  

Missing Missing Value 28 	   	  

Total 49 	   	  

	  
	  
	  
Table	  7.24	  (f):	  	  Intention	  to	  Register	  With	  a	  Specialist	  Medical	  College	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Simulation	  Sessions	  Three	  &	  Four)	  

	  
Frequency 

Valid 

Percent 

Cumulative 

Percent 

Valid Yes 12 63.2 63.2 

No 7 36.8 100.0 

Total 19 100.0 	  

Missing Missing Value 13 	   	  

Total 32 	   	  

	  
	  
The	  demographic	   and	   clinical	   experience	  of	   the	   simulation	   testing	  participants	  

suggested	   that	   Standard	   Pathway	   IMGs	   may	   vary	   markedly	   in	   their	   ability	   to	  

practice	   safely,	   and	   that	   further	   exposure	   to	   patient	   safety	   focussed	   formative	  

assessments	  with	  the	  Patient	  Safety	  mini-‐CEX	  may	  increase	  their	  levels	  of	  clinical	  

competence	  within	  Australian	  acute	  care	  settings.	  
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7.4:  Results:  Workplace  Based  Assessment  Testing  of  the  Patient  Safety  

mini-‐CEX  (Version  3)    

A	  cohort	  of	  Standard	  Pathway	  International	  Medical	  Graduates	  (SP	  IMGs)	  (N	  =	  9)	  

employed	   within	   the	   last	   12	   months	   in	   a	   large	   Victorian	   metropolitan	   public	  

hospital	   were	   recruited	   to	   participate	   in	  Workplace	   Based	   Assessment	   (WBA)	  

testing	  of	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  3).	  	   	  The	  WBA	  testing	  phase	  was	  

contingent	   upon	   the	   availability	   of	   one	   or	   more	   Medical	   Clinical	   Educators	  

(MCE’s)	  to	  undertake	  the	  Workplace	  Based	  Assessments	  during	  a	  routine	  clinical	  

encounter.	  	  Two	  Medical	  Clinical	  Educator	  Assessors	  were	  recruited.	  

7.4.1:	   Modification	   of	   the	   Patient	   Safety	   mini-‐CEX	   (Version	   2)	   for	  

Workplace	  Based	  Assessment	  Testing	  

Prior	   to	   the	   commencement	   of	   Workplace	   Based	   Assessment	   testing	   of	   the	  

Patient	   Safety	   mini-‐CEX	   the	   tool	   was	   reviewed	   in	   the	   light	   of	   the	   Simulation	  

testing	  phase	  and	   further	  modified	   for	  WBA.	   	  The	  Competency	   Indicators	  were	  

reduced	   from	   43	   to	   41	   indicators.	   	   The	   resultant	   Patient	   Safety	   mini-‐CEX	  

(Version	   3)	   is	   presented	   in	   Figure	   7.2	   and	   the	   Competency	   Indicators	   in	   the	  

Competency	  Indicator	  Comparative	  Table	  (8.1)	  and	  comparative	  table	  Figure	  8.1	  

in	  Chapter	  8.	  

	  

The	  results	  for	  Workplace	  Based	  Assessment	  testing	  of	  the	  Patient	  Safety	  mini-‐

CEX	  (Version	  3)	  will	  be	  reported	  according	  to:	  

 Demographic	  Profile	  of	  the	  SP	  IMG	  participants	  	  

 Patient	  Encounter	  Type	  and	  Patient	  Presenting	  Problem;	  

 Cumulative	  WBA	  Results	  by	  Competency	  Area	  and	  Competency	  Item;	  and	  

 Observation	  and	  Feedback	  Time	  for	  Assessed	  Clinical	  Encounter	  
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Figure 7.3:                 Patient Safety Mini-CEX (Version 3) 

 
 
PRACTICE PERFORMANCE AREA 1:  COMMUNICATING SAFELY    (N/O = NOT OBSERVED) 
 
1.1 PATIENT INTERACTION 
   

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
1.2 APPROPRIATE DOCUMENTATION 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
1.3 WORKING IN TEAMS 

 
1 2 3 | 4 5 6 | 7 8 9        

N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
 
PRACTICE PERFORMANCE AREA 2: PRACTISING SAFELY 
 
2.1 RISK & PREVENTION  
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
2.2 MEDICATION SAFETY 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
2.3 PATIENT IDENTIFICATION: Preventing wrong site, wrong procedure and wrong patient treatment 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
2.4 INFECTION CONTROL 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O       Unsatisfactory                 Satisfactory             Superior 

 
 
PRACTICE PERFORMANCE AREA 3: CLINICAL MANAGEMENT & USING EVIDENCE 
 
3.1 HISTORY TAKING 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
 
3.2 PHYSICAL EXAMINATION SKILLS & PROCEDURES     
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 

 
ASSESSOR     DATE   ___   CLINICIAN ___  ________________________ 
 
PATIENT PROBLEM _______     AGE    GENDER      
 
ENCOUNTER TYPE_____________________________       SETTING ____________________________________ 
 
PROBLEM COMPLEXITY:   _______ LOW       MODERATE   HIGH 
 
COMMENT____________________________________________________________________________________ 
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3.3 CLINICAL JUDGEMENT & DECISION MAKING SKILLS 

 
1 2 3 | 4 5 6 | 7 8 9        

N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
 
3.4 INVESTIGATIONS 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
PRACTICE PERFORMANCE AREA 4: PROFESSIONAL PRACTICE 
 
4.1 WORKING WITHIN THE LAW 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
4. 2 PERSONAL HEALTH MANAGEMENT & HUMAN ERROR 
 

1 2 3 | 4 5 6 | 7 8 9        
N/O 
        Unsatisfactory                 Satisfactory             Superior 
 
 
 
_____________________________________________________________________________________________ 
 
 
PATIENT SAFETY PERFORMANCE OVERALL RATING 
 
 1 2 3 | 4 5 6 | 7 8 9 
        Unsatisfactory            Satisfactory             Superior 
 
Unsatisfactor

y 
 

Unsatisfactor
y 
 

Unsatisfactor
y 
 

Satisfactor
y 

Satisfactor
y 

Satisfactor
y 

Superior Superior Superior 

1 2 3 4 5 6 7 8 9 
 
Unsafe 
practice with 
unjustified 
confidence 
Needs 
continuous 
supervision 

 
Approach not 
satisfactory 
important 
areas or on 
frequent 
occasions. 

 
Can perform 

some aspects 
of care safely 
but required 

frequent 
supervision.   

 
Can perform 

some 
aspects of 

care 
competently 
and safely 
but needs 

supervision 
in specific 

areas.   

 
Can perform 
safely in an 
ethical and 

effective 
manner, 

with access 
to 

supervision 
if needed.   

 
Effective 
skills in 

performing 
common 
practical 

procedures 
in patient 

care 
ensuring 
patient 
safety. 

 
Can 

perform 
most 

aspects of 
care 

competentl
y and 
safely. 

 
Occasional 
supervision 

may be 
needed.   

 
Can 

competentl
y and safely 

manage 
almost all 
aspects of 

patient 
care. 

 
Supervision 
required for 
complex or 

acute 
severe 

conditions.  

 
Can 

competently 
and safely 
manage all 
aspects of 

patient care 
without 

supervision. 
. 

Can respond 
to 

complication
s 

competently 
and safely.  

   
 
 
Observing Minutes        Provision of Feedback _________ Minutes 
 
 
COMMENTS ON CLINIICAN’S PERFORMANCE: 
 
 
 
 
 
 
 
 
RECOMMENDATIONS 
 
 
 
 
 
SIGNATURE ASSESSOR                                                                (Optional) SIGNATURE CANDIDATE  
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7.4.2:	   Demographic	   Profile	   of	   Workplace	   Based	   Assessment	  

Participants	  

Presentation	   of	   the	   demographic	   profile	   of	   Workplace	   Based	   Assessment	  

participants	   is	   considered	   relevant	   to	   interpretation	   of	   the	   WBA	   ratings	   and	  

therefore	  will	  be	  presented	  prior	  to	  the	  WBA	  testing	  results.	  

As	  with	   the	   reporting	   of	   the	  demographic	  profile	   for	   Simulation	  Testing	  Phase	  

participants,	  Workplace	   Based	   Assessment	   demographic	   profile	   results	  will	   be	  

presented	  according	  to	  the	  following	  categories:	  

1. Age	   Group;	   Gender;	   Country	   of	   Birth	   (COB)	   and	   COB	   by	   geographical	  

region;	  Main	  Language	  Spoken	  (by	  language	  group)	  	  (Tables	  7.25:	  a	  -‐	  e);	  

2. Country	  where	  Initial	  Medical	  Qualification	  was	  Gained;	  Countries	  where	  

IMGs	  Employed	  for	  Most	  of	  the	  Time	  prior	  to	  Coming	  to	  Australia;	  Types	  

of	   Health	   Care	   Facilities	   IMGs	   were	   Employed	   Most	   of	   the	   Time	   in	  

Countries	  Other	  than	  Australia;	  Length	  of	  Time	  IMGs	  worked	  in	  Countries	  

Other	  than	  Australia	  (Tables	  7.26:	  a	  -‐	  d);	  	  

3. 	  IMGs	  current	  Australian	  Medical	  Registration	  Status;	  Australian	  Medical	  

Council	   (AMC)	   IMG	   Entry	   Pathway;	   Category	   of	   Current	   Australian	  

Medical	  Registration;	  (Tables	  7.27:	  a	  -‐c);	  	  

4. Current	   Position	   Classification	   in	   a	   Victorian	   Hospital	   or	   Health	   Care	  

Setting;	   Clinical	   Areas	   where	   IMGs	   Currently	   Work;	   Other	   Clinical	   and	  

Medical	   Related	   Areas	   where	   IMGs	   Currently	   Work;	   Specialty	   Medical	  

College	  Registration;	   and	   Intention	   to	  Register	  with	   a	   Specialist	  Medical	  

College	  (Tables	  7.28:	  a	  -‐	  e).	  

The	  Demographic	  Survey	  is	  presented	  in	  Appendix	  2	  
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7.4.2.1:  WBA  Participants’  Age  Group,  Gender,  Country  of  Birth  and      Main  

Language  Spoken:  Tables  7.25  (a  –  e)      

Participant	  ages	  were	  relatively	  evenly	  distributed	  within	  the	  25	  to	  34	  and	  35	  –	  

44	   age	   groups	   and	   represented	   nine	   ‘countries	   of	   birth’,	   five	   geographical	  

regions,	   and	   nine	  main	   languages	   spoken	   other	   than	  English.	   	   Four	  were	  male	  

and	  four	  female	  with	  one	  non-‐respondent	  (Tables	  7.25	  a	  –	  e).	  

	  

Table	  7.25	  (a)	  Workplace	  Based	  Assessment	  Participants:	  Age	  Group	  
 Frequency Valid Percent Cumulative Percent 

 

25 - 34 5 55.6 55.6 

35 - 44 3 33.3 88.9 

45 - 54 1 11.1 100.0 

Total 9 100.0 	  

	  

	  
Table	  7.25	  (b):	  Workplace	  Based	  Assessment	  Participants:	  Gender	  
 Frequency Valid Percent Cumulative Percent 

 
Male 4 50.0 50.0 

Female 4 50.0 100.0 

Total 8 100.0 	  

 Missing Value 1 	   	  

                      Total 9 	   	  

	  

	  

Table	  7.25	  (c):	  Workplace	  Based	  Assessment	  Participants:	  Country	  of	  Birth	  
 Frequency Valid Percent Cumulative Percent 

 

Bangladesh 1 11.1 11.1 

Egypt 1 11.1 22.2 

Germany 1 11.1 33.3 

Iraq 1 11.1 44.4 

Japan 1 11.1 55.6 

Sri Lanka 1 11.1 66.7 

Colombia 1 11.1 77.8 

UAE 1 11.1 88.9 

Chile 1 11.1 100.0 

Total 9 100.0 	  
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Table	  7.25	  (d)	  WBA	  Participants’	  Country	  of	  Birth	  by	  Geographical	  Region	  
 Frequency Valid Percent Cumulative Percent 

Valid 

India/ Pakistan/ Sri Lanka/ 

Bangladesh 
2 22.2 22.2 

Asia/ South East Asia 1 11.1 33.3 

Middle East 3 33.3 66.7 

Europe/ Eastern Europe 1 11.1 77.8 

South America 2 22.2 100.0 

Total 9 100.0 	  

	  
	  
	  
Table	  7.25	  (e)	  WBA:	  Main	  Language	  Spoken	  Other	  Than	  English	  
 Frequency Valid Percent Cumulative Percent 

 

Arabic 2 22.2 22.2 

Bengali  1 11.1 33.3 

German 1 11.1 44.4 

Japanese 1 11.1 55.6 

Spanish 2 22.2 77.8 

Tamil 1 11.1 88.9 

Urdu 1 11.1 100.0 

Total 9 100.0 	  

	  
	  
	  

7.4.2.2   WBA   IMGs’   Medical   Education   and   Employment   Status   Before  

Coming  to  Australia:  Tables  7.26  (a  -‐d)  

All	  Workplace	   Based	   Assessment	   participants	   had	   gained	   their	   initial	   medical	  

qualification	   in	   their	  country	  of	  birth	  and	   two	   thirds	  had	   from	  two	   to	  20	  years	  

experience	  working	   in	  major	  metropolitan	   hospitals	   in	   their	   country	   of	   origin	  

before	  coming	  to	  Australia.	  	  
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Table	  7.26	  (a)	  WBA	  Participants:	  	  Country	  of	  Initial	  Medical	  Qualification	  
 Frequency Valid Percent Cumulative Percent 

 

Bangladesh 1 11.1 11.1 

Egypt 1 11.1 22.2 

Germany 1 11.1 33.3 

Iraq 1 11.1 44.4 

Japan 1 11.1 55.6 

Pakistan 1 11.1 66.7 

Sri Lanka 1 11.1 77.8 

Colombia 1 11.1 88.9 

Chile 1 11.1 100.0 

Total 9 100.0 	  

	  
	  
	  
	  
	  
	  
	  
Table	  7.26	  (b):	  WBA	  Participants	  Length	  of	  Time	  Working	  in	  Hospitals	  Before	  
Coming	  to	  Australia	  
 Frequency Valid Percent Cumulative Percent 

 

< 1 Year 3 33.3 33.3 

2 years 5 55.6 88.9 

> 20 Years 1 11.1 100.0 

Total 9 100.0 	  

	  
	  
	  
	  
	  
	  
Table	  7.26	  (c):	  WBA	  Countries	  Where	  Doctors	  Employed	  Most	  of	  the	  Time	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Bangladesh 1 11.1 11.1 

Egypt 1 11.1 22.2 

Germany 1 11.1 33.3 

Japan 1 11.1 44.4 

Pakistan 1 11.1 55.6 

Sri Lanka 1 11.1 66.7 

Colombia 1 11.1 77.8 

Chile 1 11.1 88.9 

Iraq and UAE 1 11.1 100.0 

Total 9 100.0 	  

	  
	  
	  
	  
	  
	  



	   330	  

Table	  7.26	  (d)	  WBA	  Participants:	  Type	  of	  Health	  Care	  Facility	  Where	  IMGs	  Worked	  
Before	  Coming	  to	  Australia	  
 

 

Frequency Valid Percent Cumulative Percent 

Valid 

Metropolitan Tertiary Hospital 6 75.0 75.0 

Metropolitan Tertiary Hospital, 

Other Metropolitan Hospital, Rural 

Hospital and General Practice 

(Combined Response) 

1 12.5 87.5 

Rural Hospital, General Practice 

and Community Health Centre 
1 12.5 100.0 

Total 8 100.0 	  

Missing Missing Data 1 	   	  

Total 9 	   	  

	  
	  
	  
	  

7.4.2.3   WBA   Participants’   Australian   Medical   Council   Entry   Pathway,  

Medical  Registration   and  Employment   Status:   Tables   7.27   (a   –   c)  &   Tables  

7.28  (a  –  e)  All	  of	  the	  Workplace	  Based	  Assessment	  participants	  were	  Standard	  

Pathway	   IMGs	   of	   which	   eight	   were	   registered	   with	   the	   Medical	   Practitioners	  

Board	   of	   Victoria.	   One	   of	   these	   had	   Provisional	   registration	   and	   seven	   were	  

registered	  for	  undertaking	  Supervised	  Training.	  	  	  

Four	  of	  the	  WBA	  participants	  were	  either	  not	  yet	  working	  for	  remuneration,	  or	  

did	   not	   have	   permanent	   employment	   at	   the	   time	   of	   the	   Workplace	   Based	  

Assessments.	  The	  other	  five	  participants	  had	  worked	  in	  an	  employed	  position	  in	  

a	  Victorian	  public	  hospital	  for	  from	  less	  than	  one	  year	  to	  two	  years.	  

Six	   of	   the	   nine	   recruited	   Workplace	   Based	   Assessment	   participants	   had	   been	  

with	  their	  Victorian	  metropolitan	  hospital	  for	  from	  one	  month	  to	  eleven	  months	  

and	  worked	  across	  a	  range	  of	  clinical	  specialities	  and	  non-‐specified	  clinical	  areas.	  	  

None	   were	   currently	   registered	   with	   a	   specialist	   medical	   college	   but	   three	  

participants	  indicated	  that	  they	  would	  do	  so	  in	  the	  future.	  
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Table	  7.27	  (a)	  WBA:	  	  AMC	  Pathway:	  Standard	  or	  Competent	  Pathway	  
 

 

Frequency Valid Percent Cumulative Percent 

Valid Standard Pathway 9 100.0 100.0 

	  
	  
	  
Table	  7.27	  (b):	  WBA:	  	  Registration	  With	  Medical	  Practitioners	  Board	  of	  Victoria	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Yes 8 88.9 88.9 

Missing Value 1 11.1 100.0 

Total 9 100.0 	  

	  
	  
	  
Table	  7.27	  (c)	  WBA:	  Category	  of	  Registration	  with	  Medical	  Practitioner	  Board	  
Victoria	  
 Frequency Valid Percent Cumulative 

Percent 

Valid 

Provisional 

Registration 
1 12.5 12.5 

Supervised Training 7 87.5 100.0 

Total 8 100.0 	  

Missing Missing Value 1 	   	  

Total 9 	   	  

  
	  
	  
WBA	  Participants	  Current	  Employment	  Status:	  Tables	  7.28	  (a	  –e)	  
	  
	  
Table	  7.	  28	  (a)	  WBA	  Participants:	  Length	  of	  Time	  in	  Employed	  Position	  in	  
Victorian	  Public	  Hospital	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Not yet working (i.e. not 
employed on permanent 
basis) 

4 44.4 44.4 

Less than 1 year 2 22.2 66.7 

1 to 2 years 3 33.3 100.0 

Total 9 100.0 	  
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Table	  7.28	  (b)	  WBA	  Participants:	  Length	  of	  Time	  Working	  at	  Current	  Health	  Care	  
Facility	  
 Frequency Valid Percent Cumulative Percent 

Valid 

1 Month 1 16.7 16.7 

2 Months 1 16.7 33.3 

6 Months 1 16.7 50.0 

8 Months 1 16.7 66.7 

9 Months 1 16.7 83.3 

11 Months 1 16.7 100.0 

Total 6 100.0 	  

Missing Missing Value 3 	   	  

Total 9 	   	  

Mean:	  3.50	  	  	  	  SD:	  	  1.871	  
	  
	  
	  
	  
Table	  7.28	  (c):	  WBA	  Participants:	  	  Clinical	  Areas	  Where	  IMGs	  Currently	  Working*	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Surgery 1 14.3 14.3 

Emergency/Intensive Care & 

Anaesthetics 
1 14.3 28.6 

Other 3 42.9 71.4 

Obstetrics & Gynaeclogy, 

Emergency/Intensive Care & 

Anaesthetics 

1 14.3 85.7 

Medicine, Surgery &Obstetrics & 

Gynaecology 
1 14.3 100.0 

Total 7 100.0 	  

Missing Missing Value 2 	   	  

Total 9 	   	  

	  

*Table	   7.28	   (c)	   Note:	   	   Three	   participants	   defined	   their	   roles	   as	   providing	   Night	  

Medical/	  Surgical	  Cover	  and	  Relieving	  Positions,	  that	  is,	  filling	  in	  where	  medical	  staff	  

cover	   is	   required,	   for	   example,	   during	   weekends,	   evenings,	   and	   while	   regular	  

medical	  staff	  are	  attending	  meetings	  or	  conferences.	  

	  

	  

Table	  7.28	  (d):	  WBA:	  Registration	  with	  Specialist	  Medical	  College	  
 Frequency Valid Percent Cumulative Percent 

Valid 

No 7 77.8 77.8 

Missing value 2 22.2 100.0 

Total 9 100.0 	  
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Table	  7.28	  (e):	  WBA:	  Intention	  to	  Register	  with	  Specialist	  Medical	  College*	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Yes 3 75.0 75.0 

No 1 25.0 100.0 

Total 4 100.0 	  

Missing Missing Value 5 	   	  

Total 9 	   	  

*Table	  7.28	  (e)	  Note:	  	  Intended	  Specialist	  Medical	  College	  was	  not	  nominated	  

	  

7.4.3:	  Workplace	  Based	  Assessment	  Results	  by	  Practice	  Performance	  

Area:	   Workplace	   Based	   Assessment	   Testing	   of	   Patient	   Safety	   mini-‐

CEX	  (Version	  3)	  

In	   summary,	   there	   was	   a	   total	   of	   16	   Patient	   Safety	   mini-‐CEX	   (Version	   3)	  

Workplace	   Based	   Assessments	   (WBA)	   from	   9	   SP	   IMGs	   at	   one	   Victorian	  

metropolitan	   hospital.	   Two	   Medical	   Clinical	   Educators	   (MCE’s)	   (doctors	  

employed	  by	  the	  hospital	  with	  clinical	  and	  educational	  roles	  specifically	  related	  

to	  IMG	  doctors)	  completed	  the	  Workplace	  Based	  Assessments.	  

As	   was	   indicated	   in	   the	   earlier	   in	   the	   Chapter	   Seven	   introduction,	   patient	  

presenting	   problems	   for	   the	   WBA	   testing	   phase	   were	   randomly	   selected	   and	  

represented	   the	   patient/doctor	   encounter	   being	   undertaken	   by	   the	   IMG	  

participant	   at	   the	   time	   of	   clinical	   assessor	   availability	   for	   undertaking	   an	  

assessment.	   	   In	   order	   to	   present	   the	   WBA	   data	   in	   context	   is	   it	   necessary	   to	  

include	   the	   patient	   profiles	   and	   presenting	   problems	   and	   other	   clinical	  

encounter	  related	  data.	  

Cumulative	   results	   for	   the	   Patient	   Safety	   mini-‐CEX	   (Version	   3)	   therefore,	   are	  

reported	  according	  to	  Patient	  Profile,	  Clinical	  Setting	  of	  WBA,	  Patient	  Presenting	  

Problem	  and	  Encounter	  Type,	  Observation	  Time	  and	  Feedback	  Time,	  and	  Patient	  

Safety	  mini-‐CEX	  (Version	  3)	  Practice	  Performance	  Area	  Assessment	  and	  	  

Competency	  Item	  Data	  and	  Assessor	  Comments.	  
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7.4.3.1:  WBA:  Patient  Profiles  and  Clinical  Encounter  Settings,  Tables  7.29  (a)  

to  7.29  (c)  

Section	   7.3.3	   of	   Chapter	   Seven	   presents	   the	   patient	   specific	   demographic	   and	  

clinical	  profiles	  of	   the	  sixteen	  Workplace	  Based	  Assessment	  clinical	  encounters	  

according	  to	  Gender,	  Age	  Group	  and	  Clinical	  Setting,	  Patient	  Presenting	  Problem	  

and	  Encounter	  Type,	  Complexity	  of	  Patient	  Presenting	  Problem	  (designated	  by	  

Clinical	  Assessor),	  and	  Assessor	  and	  Participant	  Observation	  and	  Feedback	  Time	  

per	  assessed	  clinical	  encounter.	  	  

There	  was	  a	  wide	  range	  of	  participant	  ages	  (<	  10	  years	  to	  >	  80	  years)	  and	  nine	  of	  

the	  16	  patients	  were	  female.	  	  Fifty	  percent	  of	  the	  patient	  encounters	  occurred	  in	  

medical	  or	  surgical	  inpatient	  settings.	  

	  

Table	  7.29	  (a)	  WBA:	  Patient	  Gender	  

 Frequency Valid Percent Cumulative Percent 

Valid 

Male 7 43.8 43.8 

Female 9 56.3 100.0 

Total 16 100.0 	  

	  
	  
	  
	  
Table	  7.	  29	  (b)	  WBA:	  Patient	  Demographic	  Data	  by	  Age	  Group	  
 Frequency Valid Percent Cumulative Percent 

Valid 

< 10 Years 1 6.7 6.7 

10 - 19 Years 2 13.3 20.0 

20 - 29 Years 2 13.3 33.3 

30 - 39 Years 1 6.7 40.0 

40 - 49 Years 3 20.0 60.0 

60 - 69 Years 3 20.0 80.0 

70 - 79 Years 2 13.3 93.3 

80 - 89 Years 1 6.7 100.0 

Total 15 100.0 	  

Missing Missing Value 1 	   	  

Total 16 	   	  
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Table	  7.29	  (c)	  WBA	  Patient	  Encounter	  Setting	  (Clinical	  Department	  or	  Unit)	  
 Frequency Valid Percent Cumulative 

Percent 

Valid 

Medical or Surgical Inpatient 8 50.0 50.0 

Plastic Surgery Inpatient 1 6.3 56.3 

Obstetric Inpatient 1 6.3 62.5 

Paediatric Inpatient 1 6.3 68.8 

Emergency Department 2 12.5 81.3 

Emergency Department (Short Stay 

Unit) 
1 6.3 87.5 

Day Procedure Unit 1 6.3 93.8 

Outpatient Department 1 6.3 100.0 

Total 16 100.0 	  

	  

	  

	  

7.4.3.2:	   Patient	   Presenting	   Problem,	   Encounter	   Type	   and	   Problem	  

Complexity	  (Tables	  7.30	  (a)	  –	  7.30	  (c)	  

	  
	  
Table	  7.30	  (a)	  WBA:	  Patient	  Presenting	  Problem	  and	  Encounter	  Type	  (Coded)	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Clinical Procedure 1 6.3 6.3 

Complex Medical Presentation 4 25.0 31.3 

Orthopoedics -Fractures 3 18.8 50.0 

Orthopedics - Chronic Infection 1 6.3 56.3 

Obstetrics & Gynaecology 2 12.5 68.8 

Chronic Venous Ulcers 1 6.3 75.0 

Mental Health (Complex) 4 25.0 100.0 

Total 16 100.0 	  

   	   	  

 
 
 

 

	   	  

Table	  7.30	  	  (b)	  WBA:	  Patient	  Presenting	  Problem:	  Problem	  Complexity	  
 Frequency Valid Percent Cumulative Percent 

 

Low 8 50.0 50.0 

Moderate 5 31.3 81.3 

High 3 18.8 100.0 

Total 16 100.0 	  

Mean:	  1.69	  	  	  	  SD:	  	  .793	  
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Fifty	  percent	  of	  patient	  encounters	  were	  either	   complex	  medical	  presentations	  

or	  complex	  mental	  health	  encounters,	  with	  fifty	  percent	  of	  all	  patient	  encounters	  

rated	   by	   the	   assessors	   as	   ‘low	   complexity’	   encounters	   and	   three	   as	   ‘high	  

complexity’	  encounters.	  

	  

Over	   one-‐third	   of	   assessed	   patient	   encounters	   involved	   history	   taking	   and	  

interviewing	   skills.	   The	   mental	   health	   presentations	   involved	   participants	  

conducting	  a	  patient	  interview	  and	  administering	  a	  mini-‐mental	  assessment.	  

	  

Table	  7.30	  (c)	  WBA:	  Patient	  Encounter	  IMG	  Participant	  Clinical	  Skills	  (Coded)	  
 Frequency Valid Percent Cumulative Percent 

Valid	  

Procedure 2 12.5 12.5 

History +/- Physical Examination 6 37.5 50.0 

Discharge Planning 1 6.3 56.3 

Consent for Operation 1 6.3 62.5 

Mental Health - Patient Interview =/- 

MMSE 
4 25.0 87.5 

Investigations 1 6.3 93.8 

Post Operative Review 1 6.3 100.0 

Total 16 100.0 	  
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7.4.3.3:   Assessor-‐   Participant   Observation   and   Feedback   Time   for   Assessed  

Clinical  Encounters:  Tables  7.31  (a  –  b)  

WBA	  Patient	  Safety	  mini-‐CEX	  assessments	  lasted	  from	  a	  minimum	  of	  10	  minutes	  (n	  

=	   1)	   to	   a	   maximum	   observation	   time	   of	   25	   minutes	   (n=3).	   	   Over	   93	   percent	   of	  

assessor	   observation	   time	   extended	   from	   fifteen	   to	   twenty	   five	   minutes.	  	  

Assessment	  and	  Feedback	  time	  in	  minutes	  is	  presented	  in	  Tables	  7.31(a)	  and	  7.31	  

(b).	  

	  
Table	  7.31	  (a)	  WBA:	  Minutes	  of	  Assessor	  Observation	  of	  IMG	  Patient	  Encounter	  
 Frequency Valid Percent Cumulative Percent 

Valid 

10 Minutes 1 6.3 6.3 

15 Minutes 6 37.5 43.8 

16 - 20 Minutes 6 37.5 81.3 

21 - 25 Minutes 3 18.8 100.0 

Total 16 100.0 	  

	  
	  
	  
Table	  7.31	  (b)	  WBA:	  Minutes	  of	  Assessor	  Feedback	  to	  IMG	  Following	  Patient	  
Encounter	  
 Frequency Valid Percent Cumulative Percent 

Valid 

< 5 Minutes 1 6.3 6.3 

5 Minutes 5 31.3 37.5 

6 - 10 Minutes 8 50.0 87.5 

11-15 Minutes 2 12.5 100.0 

Total 16 100.0 	  

	  
	  
	  
The	  mean	   observation	   time	   per	   IMG	   patient	   encounter	  was	   18	  minutes	   and	   the	  

mean	   post	   encounter	   feedback	   time	   was	   7	   minutes.	   	   Total	   assessment	   and	  

feedback	   time	   per	   Patient	   Safety	   mini-‐CEX	   Workplace	   Based	   Assessment	   was	  

around	  25	  minutes	  per	  encounter.	  

	  

	  
	  
	  
	  
	  
	  



	   338	  

7.4.4:	  Results:	  Workplace	  Based	  Assessment	  Testing	  of	  Patient	  Safety	  

mini-‐CEX	  (Version	  3)	  by	  Practice	  Performance	  Area	  and	  Competency	  

Item	  	  

Workplace	  Based	  Testing	  of	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  3)	  results	  are	  

presented	   by	   participant	   category	   scores	  across	   the	   four	   Practice	   Performance	  

Areas	   for	   the	   Competency	   Items	   assessed	   within	   the	   sixteen	   assessed	   clinical	  

encounters.	   	   Not	   all	   thirteen	   Patient	   Safety	  mini-‐CEX	   Competency	   Items	   were	  

assessable	  within	  all	  WBA	  encounters.	  

	  

WBA	  assessors	  were	  asked	  to	  note	  additional	  and	  relevant	  comments	  on	  SP	  IMGs	  

performance	   for	   each	   of	   the	   Patient	   Safety	   mini-‐CEX	   (Version	   3)	   Practice	  

Performance	   Areas	   where	   these	   comments	   would	   add	   to	   the	   assessment	  

information.	   	   	   Assessor	   written	   comments	   will	   follow	   the	   assessment	   score	  

rating	   for	  each	  of	   the	  Practice	  Performance	  Areas.	   	  These	  comments	  reflect	   the	  

written	   feedback	   comments	   provided	   to	   the	   IMG	   participants	   following	   each	  

Patient	  Safety	  mini-‐CEX	  (Version	  3)	  assessment.	  

	  

	  

7.4.4.1:   WBA   Practice   Performance   Area   1:   Communicating   Safely:   Tables  

7.32  (a)  –  7.  32  (d)  

	  

Table	  7.32	  (a)	  WBA:	  	  PPA	  1:	  Communicating	  Safely:	  Patient	  Interaction	  	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Satisfactory 4 25.0 25.0 

Superior 11 68.8 93.8 

Not Observed 1 6.3 100.0 

Total 16 100.0 	  

   	   	  

  	   	  

Mean:	  3.19	  	  	  	  SD:	  	  1.870	  
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Table	  7.32	  (b)	  WBA:	  	  PPA	  1:	  Communicating	  Safely:	  Appropriate	  Documentation	  	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Version	  2	  =	  Managing	  Information)	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Satisfactory 2 14.3 14.3 

Superior 10 71.4 85.7 

Not Observed 2 14.3 100.0 

Total 14 100.0 	  

Missing Missing value 2 	   	  

Total 16 	   	  

Mean:	  	  3.86	  	  	  	  SD:	  2.627	  
	  
	  
	  
Table	  7.32	  (c):	  WBA	  PPA	  1:	  Communicating	  Safely:	  Working	  in	  Teams	  
 

 

Frequency Valid Percent Cumulative Percent 

Valid 

Superior 6 37.5 37.5 

Not Observed 10 62.5 100.0 

Total 16 100.0 	  

Mean:	  7,28	  	  	  	  SD:	  	  3.500	  
	  
	  
	  

Practice  Performance  Area  1:  Communicating  Safely:  Assessor  Comments  

Table	  7.32	  (d)	  WBA:	  Assessor	  Written	  Comments	  by	  Competency	  Item	  for	  PPA	  1	  

Competency	  Item	   Assessors’	  Comments	  

1.	  Patient	  Interaction	  

	  

 Apologized	  for	  accidentally	  interrupting	  when	  

patient	  was	  speaking	  

 Friendly	  patient/	  friendly	  with	  patient	  

2.	  Appropriate	  Documentation/	  
	  	  	  	  Managing	  Information	  

 Double	  checked	  (information)	  meticulously	  

	  

3.	  Working	  in	  Teams	  
 Worked	  well	  with	  nursing	  staff	  

 Very	  polite	  and	  friendly	  with	  other	  staff	  

 Able	  to	  answer	  questions	  about	  team	  roles	  

	  
Around	  seventy	  percent	  of	  all	  WBA	  participants	  performed	  at	  a	  superior	  level	  on	  
the	  observed	  PPA	  1:	  Communicating	  Safety	  Competency	  Items.	  
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7.4.4.2:  WBA  Practice  Performance  Area  2:  Practising  Safely:  Tables  7.  33  (a)  
–  7.  33  (d)  

	  
Table	  7.33	  (a)	  WBA	  	  	  PPA	  2:	  	  Practising	  Safely:	  Medication	  Safety	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Satisfactory 1 6.3 6.3 

Superior 8 50.0 56.3 

Not Observed 7 43.8 100.0 

Total 16 100.0 	  

Mean:	  6.00	  	  	  SD:	  	  3.891	  
	  
	  
	  
Table	  7.33	  (b)	  WBA	  	  	  PPA	  2:	  	  Practising	  Safely:	  Patient	  Identification	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Satisfactory 1 6.3 6.3 

Superior 13 81.3 87.5 

Not Observed 2 12.5 100.0 

Total 16 100.0 	  

Mean:	  3.81	  	  	  SD:	  2.428	  
	  
	  
	  
Table	  7.33	  (c)	  WBA	  	  	  PPA	  2:	  	  Practising	  Safely:	  Infection	  Control	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Satisfactory 4 26.7 26.7 

Superior 4 26.7 53.3 

Not Observed 7 46.7 100.0 

Total 15 100.0 	  

Missing Missing value 1 	   	  

Total 16 	   	  

Mean:	  6.00	  	  	  SD:	  3.891	  

	  
	  
Almost	   all	   participant	   IMGs	   performed	   at	   a	   Superior	   level	   with	   respect	   to	  

‘Medication	  Safety’	  and	  ‘Patient	  Identification.	  	  	  There	  was	  a	  wider	  disparity	  with	  

respect	  to	  ‘Infection	  Control’	  where	  four	  participants	  were	  rated	  as	  Superior	  and	  

four	  as	  Satisfactory.	  

‘Risk	  and	  Prevention’	  was	  not	  assessable	  within	  the	  sixteen	  WBA	  encounters.	  
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Practice  Performance  Area  2:  Practising  Safely:  Assessor  Comments  

Table	  7.33	  (d):	  WBA:	  	  Assessor	  Written	  Comments	  by	  Competency	  Item	  for	  PPA	  2	  

Competency	  Item	   Assessors’	  Comments	  

1.	  Medication	  Safety	  

	  

 Explained	  prescription	  clearly	  with	  repetition	  of	  key	  

points	  

 Refused	  patient	  request	  for	  increased	  analgesia	  despite	  

angry	  outburst	  (from	  patient)	  

2.	  Patient	  Identification	  
	  

 Checked	  patient	  identification	  with	  other	  staff	  –	  also	  

checked	  correct	  pronunciation	  

 Obsessive	  double	  checking	  –	  OK	  –	  but	  obsessive	  is	  too	  

harsh	  
 Safe	  precautions	  taken	  when	  interviewing	  violent	  patient	  

	  

3.	  Infection	  Control	  
 Washed	  hands	  prior	  to	  touching	  patient	  

	  

	  
	  

7.4.4.3:  WBA  Practice  Performance  Area  3:  Clinical  Management  and  Using  

Evidence:  Tables  7.  34  (a)  -‐    7.34  (e)  

	  
Table	  7.34	  (a)	  WBA	  PPA	  3:	  Clinical	  Management	  &	  Using	  Evidence:	  	  History	  Taking	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Satisfactory 5 31.3 31.3 

Superior 7 43.8 75.0 

Not Observed 4 25.0 100.0 

Total 16 100.0 	  

Mean:	  4.44	  	  	  SD:	  3.346	  
	  
	  
Table	  7.34	  (b)	  WBA	  	  	  PPA	  3:	  Clinical	  Management	  &	  Using	  Evidence:	  	  Physical	  
Examination	  Skills	  &	  Procedures	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Satisfactory 2 12.5 12.5 

Superior 6 37.5 50.0 

Not Observed 8 50.0 100.0 

Total 16 100.0 	  

Mean:	  6.38	  	  	  SD:	  3.737	  
	  
	  



	   342	  

Table	  7.34	  (c)	  WBA	  	  	  PPA	  3:	  Clinical	  Management	  &	  Using	  Evidence:	  	  Clinical	  
Judgement	  &	  Decision-‐Making	  Skills	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Satisfactory 3 18.8 18.8 

Superior 12 75.0 93.8 

Not Observed 1 6.3 100.0 

Total 16 100.0 	  

Mean:	  3.25	  	  	  SD:	  	  1.844	  

	  

	  
Table	  7.34	  (d)	  WBA	  PPA	  3:	  Clinical	  Management	  &	  Using	  Evidence:	  Investigations	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Satisfactory 1 6.3 6.3 

Superior 7 43.8 50.0 

Not Observed 8 50.0 100.0 

Total 16 100.0 	  

Mean:	  	  6.44	  	  	  SD:	  3.69	  

	  
All	  participants	  performed	  at	  a	  Satisfactory	  or	  Superior	  level	  with	  respect	  to	  the	  

assessed	   Practice	  Performance	  Area	   3	   Competency	   Items	  with	   between	   thirty-‐

seven	  and	  seventy	   five	  percent	  of	  observed	  participants	   rated	  as	  Superior	  with	  

respect	  to	  these	  items.	  

	  
	  
Practice  Performance  Area  3:  Clinical  Management  &  Using  Evidence:	  
Assessor  Comments  

Table	  7.34	  (e):	  WBA:	  Assessor	  Written	  Comments	  by	  Competency	  Item	  for	  PPA	  3	  

Competency	  Item	   Assessors’	  Comments	  

1.	  History	  Taking	  

	  

 Thorough	  and	  friendly	  

 Needed	  some	  prompting	  

2.	  Clinical	  Judgement	  &	  	  
	  	  	  	  Decision	  Making	  Skills	  
	  

 Good	  decision	  –	  simple	  problem	  

3.	  Investigations	  
 Sensible	  
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7.4.4.4:  WBA  Practice  Performance  Area  4:  Professional  Practice  Tables  7.  35  
(a)    -‐  7.35  (c)      
	  
Table	  7.35	  (a)	  WBA	  	  	  PPA	  4:	  	  Professional	  Practice:	  Working	  within	  the	  Law	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Unsatisfactory 1 6.3 6.3 

Satisfactory 1 6.3 12.5 

Superior 4 25.0 37.5 

Not Observed 10 62.5 100.0 

Total 16 100.0 	  

	  Mean:	  	  7.19	  	  	  SD:	  3.781	  

  
	  
Table	  7.35	  (b)	  WBA	  PPA	  4:	  	  Professional	  Practice:	  Personal	  Health	  &	  Human	  Error	  
 Frequency Valid Percent Cumulative Percent 

Valid 

Superior 9 56.3 56.3 

Not Observed 7 43.8 100.0 

Total 16 100.0 	  

Mean:	  	  7.19	  	  	  SD:	  	  1.033	  
	  
	  

The	   Practice	   Performance	   Area	   4	   item	   of	  Working	  with	   the	  Law	  was	   not	   well	  

sampled	   with	   the	   WBA	   encounters.	   	   Of	   the	   six	   participants	   rated,	   one	   was	  

Unsatisfactory	  and	  one	  Satisfactory.	  	  The	  Unsatisfactory	  rating	  did	  not	  attract	  an	  

assessor	  comment	  (Table	  7.35	  (c)),	  

Practice  Performance  Area  4:  Professional  Practice:    Assessor  Comments  

Table	  7.35	  (c):	  WBA:	  Assessor	  Written	  Comments	  by	  Competency	  Item	  for	  PPA	  4	  

Competency	  Item	   Assessors’	  Comments	  

1.	  Working	  within	  the	  Law	  

	  

 Doctor	  checked	  medications	  not	  known	  to	  them	  

 Voluntary	  Inpatient:	  Doctor	  followed	  all	  appropriate	  

protocols;	  difficult	  as	  this	  was	  

 Complied	  with	  all	  required	  regulation	  re	  patient	  

interview	  	  
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7.4.4.5:  Workplace  Based  Assessment:  Patient  Safety  mini-‐CEX  (Version  3)  Overall  

Performance  Score:  Table  7.37      

	  
Overall,	  two	  thirds	  of	  the	  WBA	  participants	  overall	  performance	  was	  rated	  as	  

Superior	  (Table	  7.36).	  

	  
Table	  7.36:	  	  Patient	  Safety	  mini-‐CEX	  (Version	  3)	  Overall	  Performance	  Score	  
 Frequency Valid Percent Cumulative Percent 

Valid 
Satisfactory 5 33.3 33.3 

Superior 10 66.7 100.0 

Total 15 100.0 	  

Missing System 1 	   	  

Total 16 	   	  

Mean:	  2.67	  	  	  	  SD:	  	  .488	  
	  
	  
	  

7.4.4.6:  Assessor-‐Participant  Observation  and  Feedback  Time  for  Assessed  Clinical  

Encounters:  Tables  37  (a)  –  7.37  (b)  

	  
Table	  7.37	  	  (a)	  WBA:	  Minutes	  of	  Assessor	  Observation	  of	  IMG	  Patient	  Encounter	  
 Frequency Valid Percent Cumulative Percent 

Valid 

10 Minutes 1 6.3 6.3 

15 Minutes 6 37.5 43.8 

16 - 20 Minutes 6 37.5 81.3 

21 - 25 Minutes 3 18.8 100.0 

Total 16 100.0 	  

	  
	  
	  
Table	  7.37	  (b)	  WBA:	  Minutes	  of	  Assessor	  Feedback	  to	  IMG	  Following	  Patient	  
Encounter	  
 Frequency Valid Percent Cumulative Percent 

Valid 

< 5 Minutes 1 6.3 6.3 

5 Minutes 5 31.3 37.5 

6 - 10 Minutes 8 50.0 87.5 

11-15 Minutes 2 12.5 100.0 

Total 16 100.0 	  

	  
The	  mean	  observation	  time	  per	  IMG	  patient	  encounter	  was	  18	  minutes	  and	  the	  

mean	  post	  encounter	  feedback	  time	  was	  7	  minutes.	  	  Total	  assessment	  time	  per	  
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Patient	   Safety	   mini-‐CEX	   Workplace	   Based	   Assessment	   was	   25	   minutes	   per	  

encounter.	  

	  

7.4.5:	   Assessor	   and	   Participant	   Feedback	   and	   Qualitative	   Data:	  	  

Patient	  Safety	  mini-‐CEX	  Simulation	  and	  Workplace	  Based	  Assessment	  

Testing	  Phases	  

Formative	   performance	   feedback	   constituted	   an	   integral	   component	   of	   the	  

Patient	   Safety	   mini-‐CEX	   testing	   phases.	   Forty-‐five	   minute	   to	   one	   hour	   group	  

feedback	   and	   participant/assessor	   debriefing	   sessions	  were	   conducted	   at	   the	  

conclusion	   of	   the	   two	   OCSE	   testing	   sessions	   and	   the	   four	   discreet	   half-‐day	  

simulation	   sessions.	   	   Both	   written	   and	   individual	   participant	   formative	  

feedback	   discussions	   also	   formed	   an	   integral	   component	   of	   the	   Workplace	  

Based	   Assessment	   testing	   encounters.	   	   Individual	   participant	   feedback	   was	  

offered	  to	  participants	  who	  requested	  this	  of	  assessors	  following	  the	  Simulation	  

group	   feedback	   sessions.	   	   Workplace	   Based	   Assessment	   participants	   were	  

provided	  with	  individual	  written	  comments	  by	  their	  assessors.	  

	  

The	   importance	   of	   formative	   performance	   feedback	   with	   respect	   to	   clinical	  

encounters	   for	   assessing	   professional	   competence	  within	  medical	   education	   is	  

well	  document	  (Van	  der	  Vleuten	  &	  Schuwirth	  (2005);	  Boud	  (2000,	  2006,	  2009,	  

2010),	   Boud	   and	   Molloy	   (2013),	   Van	   de	   Vleuten	   (2005)	   and	   Norcini	   (2010).	  	  	  

Constructive,	  objective	  focussed	  feedback	  on	  observed	  clinical	  encounters	   is	  an	  

essential	  component	  of	  a	  mini-‐Clinical	  Examination	  encounters	  is	  considered	  to	  

‘have	  a	  very	  powerful	  effect	  on	  learning’	  (Norcini,	  2010,	  p.	  16).	  	  	  
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On	  the	  other	  hand,	  feedback	  that	  amounts	  to	  nebulous	  praise	  has	  of	   little	  or	  no	  

effect	  on	   to	  participants	   learning	  or	  performance	   improvement	   (Norcini,	  2010,	  

p.17).	  	  

Assessor/	  participant	   feedback	  discussions	   from	  the	   two	  OSCE	   testing	  sessions	  

and	   four	   individual	   Simulation	   testing	   sessions	   were	   not	   recorded.	   	   This	  

omission	   is	   recognized	   as	   a	   weakness	   of	   the	   study.	   	   WBA	   assessors	   provided	  

participants	  with	  written	  feedback,	  which	  is	  presented	  in	  Table	  7.38	  below.	  

	  

While	   the	   focus	   of	   the	   Patient	   Safety	   mini-‐CEX	   testing	   was	   essentially	  

quantitative,	  that	  of	  the	  performance	  of	  the	  tool	  and	  its	  component	  Competency	  

Items,	   participants	   from	   the	   Simulation	   testing	   sessions	   were	   offered	   the	  

opportunity	  of	  providing	  written	  post	  simulation	  session	  feedback.	  	  Participants	  

provided	   comment	   on	   their	   experience	   of	   the	   Patient	   Safety	   mini-‐CEX	   testing	  

processes	   and	   the	   functionality	   of	   the	   Patient	   Safety	   mini-‐CEX	   within	   the	  

Simulation	  testing	  environments.	  	  The	  focus	  of	  the	  post	  simulation	  feedback	  and	  

the	  two	  limited	  sets	  of	  qualitative	  data	  are	  set	  out	  below	  in	  Boxes	  7.1	  to	  7.3.	  

	  

7.4.5.1:  Simulation  Phase  Qualitative  Feedback  
	  
Three	  consistent	  themes	  emerged	  from	  the	  Simulation	  testing	  phase	  

participants’	  written	  feedback,	  those	  of:	  

 Appreciation	   for	   the	   opportunity	   to	   engage	   with	   ‘real-‐life’	   common	  

emergency	  department	  presentations	  in	  a	  non-‐threatening	  and	  learning-‐

teaching	  environment;	  

 	  A	   request	   for	   the	   opportunity	   to	   engage	   in	   further	   high	   fidelity	  

emergency	   scenario	   session	   opportunities	   and	   the	   inclusion	   of	   more	  
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scenarios	  per	  session;	  and,	  

 The	   recommendation	   for	   all	   SP	   IMGs	   to	   be	   provided	   with	   similar	  

opportunities	  to	  experience	  common	  Australian	  emergency	  department	  

presentations	  in	  this	  type	  of	  supportive	  simulation	  environment	  before	  

practising	  in	  a	  real	  emergency	  department.	  

Simulation	  participant’s	  verbatim	  comments	  are	  set	  out	  below	  by	  theme	  in	  
Boxes	  7.1	  –	  7.3	  
	  
Box	  7.1:	  Simulation	  testing	  experience	  provided	  ‘real’	  clinical	  challenges	  
Felt	  like	  a	  real	  patient	  in	  the	  real	  Emergency	  Department.	  	  Gave	  a	  realistic	  feeling	  on	  
how	  to	  manage	  and	  emergency	  patient.	  	  Thank	  you.	  
	  
Practical	  session.	  	  Had	  a	  change	  to	  think,	  decide	  (about	  the	  patient	  management)	  and	  
act.	  
Good	  direction	  by	  the	  facilitators	  
Constructive	  feedback.	  
	  
Well	  organized.	  	  Helped	  me	  to	  feel	  more	  	  (competent)	  in	  emergency	  life-‐saving	  cases	  and	  
to	  know	  how	  to	  act.	  	  All	  of	  the	  staff	  (facilitators	  and	  assessors)	  were	  so	  helpful	  and	  kind.	  
Thank	  you	  so	  much	  and	  would	  be	  happy	  to	  participate	  again	  in	  a	  similar	  workshop.	  
	  
The	  simulation	  environment	  was	  great	  to	  feel	  and	  help	  in	  getting	  ready	  for	  real	  life	  
scenarios.	  
All	  the	  stations	  were	  excellent	  and	  giving	  the	  handouts	  (guidelines)	  at	  the	  end	  is	  very	  
good.	  	  Thank	  you	  very	  much	  for	  this	  course.	  
	  
Everything	  went	  well.	  Friendly	  and	  non-‐judgemental.	  	  	  
Situation	  was	  very	  helpful	  and	  gave	  us	  confidence.	  
	  
Demonstration,	  and	  simulation	  on	  manikin.	  	  Constructive	  and	  supportive	  team	  
approach.	  	  Well-‐equipped	  centre.	  	  Well-‐organized	  and	  experienced	  trainers	  and	  
facilitators.	  
	  
Systematic	  approach	  to	  different	  case-‐scenarios	  	  	  
Management	  (of	  sessions)	  and	  discussion	  afterward	  was	  great.	  
	  
The	  whole	  setup	  worked	  really	  well	  for	  me	  because	  I	  have	  learned	  few	  tricks	  and	  tips.	  	  
Refresh(ed)	  my	  memory	  and	  skills.	  
	  
Well	  organized,	  helpful	  staff,	  good	  education	  methods-‐	  talking	  about	  good	  things	  
It	  was	  really	  terrific	  being	  more	  familiarized	  with	  up-‐to-‐date	  medical	  information	  and	  
skills.	  I	  became	  more	  experience	  doing	  CPR	  in	  a	  patient	  with	  VF.	  

	  
In	  my	  opinion,	  all	  of	  the	  scenarios	  were	  good.	  	  There	  were	  some	  relevant	  cases	  that	  we	  
can	  see	  in	  ED.	  	  Moreover,	  the	  review	  of	  the	  scenarios	  after	  finishing	  the	  tasks	  would	  be	  
so	  much	  helpful.	  
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In	  my	  opinion,	  placing	  candidates	  in	  an	  almost	  real	  medical	  environment	  situation	  was	  
the	  best	  point	  of	  this	  session.	  
	  
Well	  organized.	  	  Cases	  and	  scenarios	  well	  selected.	  	  	  
Good	  teaching	  and	  excellent	  feedback	  over	  the	  performance	  
	  
Box	   7.2:	   Recommendations	   for	   more	   high	   fidelity	   simulation	   experience	   with	  
common	  Australian	   Emergency	  Department	   presentations	   be	  made	   available	   to	  
all	  IMGs	  
Conduct	  more	  scenario	  sessions	  would	  be	  better	  

	  

More	  sessions	  and	  more	  case	  scenarios	  

	  

Would	  be	  nice	  to	  introduce	  more	  cases	  –	  this	  is	  my	  second	  session	  

	  

Nothing	  needed	  to	  improve	  but	  if	  we	  had	  more	  cases	  and	  another	  workshop	  for	  learning	  

more	  about	  equipments	  and	  applying	  them	  on	  patients	  –	  like	  intubation	  

	  

Add	  more	  cases,	  like	  acute	  asthma	  attack	  and	  ‘animal	  bites’	  would	  be	  helpful	  

Please	  have	  more	  training	  sessions	  for	  IMGs	  

	  

I	  personally	  propose	  more	  opportunities	  for	  almost	  all	  IMGs	  in	  specific.	  	  	  

It	  needs	  to	  consider	  more	  scenarios	  and	  different	  practice	  settings	  

	  

Inclusion	  of	  a	  small	  Q	  &	  A	  sessions	  to	  clarify	  the	  gaps	  in	  (IMG)	  participants’	  knowledge	  

	  

If	  it	  is	  possible	  give	  participants	  a	  copy	  of	  the	  scenarios	  

	  

More	  teaching	  if	  possible	  –	  making	  a	  course	  out	  of	  this	  experience	  

	  

More	  scenario	  rooms	  please	  BUT	  with	  this	  high	  quality	  and	  being	  sensitive	  to	  the	  
emergency	  cases	  which	  are	  common	  in	  the	  Australian	  context	  

	  
It	  would	  be	  better	  if	  we	  had	  more	  scenarios	  

It	  was	  great.	  	  I	  only	  want	  to	  say,	  please	  continue	  holding	  these	  sessions	  

	  
(Note:	  Underlining	  and	  highlighting	  reflect	  verbatim	  commentary)	  
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Box	  7.3:	  Participants’	  enthusiasm	  and	  gratitude	  for	  the	  opportunity	  to	  participate	  
in	  the	  high	  fidelity	  simulation	  sessions	  

I	  am	  much	  excited	  about	  this	  workshop.	  	  I’ve	  attended	  many,	  many	  workshops	  

nationally	  and	  internationally	  but	  I’ve	  not	  experienced	  such	  a	  well-‐organized	  and	  

well-‐equipped	  training	  facility.	  	  I	  strongly	  recommend	  more	  support	  and	  

development	  for	  this	  facility.	  	  Well	  done.	  

	  

Could	  be	  made	  more	  intense	  by	  the	  inclusion	  of	  some	  questions	  and	  if	  the	  (scenario)	  

topics	  are	  given	  in	  advance	  so	  that	  the	  IMGs	  can	  prepare	  –	  and	  then	  it	  can	  be	  

compared	  how	  approaches	  (in	  Australia)	  are	  different	  and	  this	  might	  be	  more	  

relevant	  to	  [help	  IMGs]	  determine	  ‘best	  practice’	  

	  
(Note:	  Underlining	  and	  highlighting	  reflect	  verbatim	  commentary)	  

	  

7.4.5.2:  Simulation  Participants  Overall  Rating  of  the  Simulation  Testing  

Sessions  

Participants	  were	  asked	  to	  rate	   the	  extent	   to	  which	  the	  high	   fidelity	  simulation	  

sessions	  met	  their	  needs	  and	  interest	  as	  a	  participants	  on	  a	  scale	  of	  0	  =	  Irrelevant	  

to	  3	  =	  Very	  Helpful.	  	  

All	   respondent	   IMGs	   rated	   the	   Patient	   Safety	  mini-‐CEX	  high	   fidelity	   simulation	  

testing	  sessions	  as	  Very	  Helpful	  (Rating	  3).	  

	  

7.4.5.3:   Workplace   Based   Assessment   Assessor   Comments   on   Participants’  

Performance  by  Patient  Safety  mini-‐CEX  (Version  3)  Practice  Performance  Area  

A	  summary	  of	  the	  WBA	  Patient	  Safety	  mini-‐CEX	  (Version	  3)	  Assessors	  qualitative	  

comments	  on	  IMG	  participants	  WBA	  performance	  by	  Practice	  Performance	  Area	  

and	  Competency	  Item	  are	  set	  out	  below	  in	  Table	  7.38.	  
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Table	  7.38:	  WBA:	  Assessors’	  Comments	  on	  IMGs	  Overall	  Performance	  
	  
Practice	  Performance	  Area	  1:	  

Communicating	  Safely	  

	  
1.1.	  Patient	  Interaction	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
1.2.	  Appropriate	  	  	  	  	  
	  	  	  	  	  	  	  	  Documentation	  
	  
	  
1.3.	  Working	  in	  Teams	  

	  
Appropriate	  open	  start,	  left	  space	  for	  patient	  to	  talk.	  Did	  not	  
engage	  in	  or	  encourage	  discussion	  of	  patient’s	  paranoid	  
delusions,	  instead	  steered	  the	  conversation	  into	  more	  fruitful	  
topics (Two	  ticks).   
 
Good	  rapport	  -‐	  patient	  expressed	  satisfaction	  and	  regret	  that	  
some	  other	  doctors	  were	  not	  as	  competent	  
 
Came	  across	  as	  a	  bit	  nervous.	  	  	  Word	  choice	  was	  surprisingly	  
good!	  	  Appropriately	  warm,	  human	  responses	  
 
Delightful	  manner	  and	  polite	  courteous	  but	  decisive	  phone	  
manner.	  	  A	  very	  competent	  performance	  
	  
Candidate	  (IMG)	  was	  quite	  nervous	  
	  
Explained	  the	  outline	  of	  the	  procedure	  but	  not	  the	  experience	  
the	  patient	  will	  undergo.	  Patient's	  feedback	  -‐	  if	  you	  don't	  look	  
confident,	  the	  patient	  loses	  confidence.	  	  
Too	  monotonal	  =	  you	  look	  disinterested,	  like	  you	  don't	  care	  
about	  the	  patient.	  
	  
Good	  body	  language.	  A	  bit	  'check-‐listy'	  
Used	  open	  question	  to	  start	  (tick)	  good	  listening	  skills	  (tick).	  	  
Difficult	  situation	  in	  that	  the	  patient	  was	  preferentially	  
focused	  on	  talking	  to	  me	  (the	  Assessor)	  even	  though	  the	  IMG	  
participant	  was	  doing	  the	  questioning	  
	  
Started	  by	  general	  chatting,	  put	  patient	  at	  ease.	  Explained	  
purpose	  of	  test.	  Spoke	  in	  a	  loud	  clear	  voice	  (but	  say	  'write	  a	  
complete	  sentence'	  rather	  than	  'write	  a	  full	  sentence).	  Getting	  
her	  to	  spell	  the	  word	  'world'	  backwards	  was	  problematic,	  
patient	  spelled	  'word'	  and	  'backward'	  
	  
Explained	  the	  reason	  for	  the	  procedure	  for	  you	  (the	  doctor)	  
(to	  identify	  the	  bacteria)	  but	  remember	  what	  the	  reason	  is	  for	  
the	  patient.	  
	  
	  
	  
	  
	  
	  
Logical	  and	  neat	  handwriting,	  spelling	  needs	  improvement	  
(not	  trivial	  as	  this	  can	  impair	  understanding	  of	  medical	  notes).	  
 
Tricky	  case.	  Reassured	  patient	  well	  and	  worked	  smoothly	  with	  
nurse	  
	  
Able	  to	  broach	  the	  topic	  of	  patient's	  marijuana	  use	  firmly	  but	  
not	  accusatorily.	  Clearly	  understood	  subtle	  communication	  
cues	  when	  discussing	  case	  with	  co-‐worker  
 
Came	  to	  a	  consensus	  management	  plan	  –	  and	  made	  sure	  it	  was	  
clearly	  stated	  
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Practice	  Performance	  Area	  2:	  

Practising	  Safely	  

	  
2.2.	  Medication	  Safety	  
	  
	  
	  

	  
	  
	  
Major	  challenges:	  patient	  had	  a	  thick	  accent,	  previous	  stroke.	  
Lengthy	  complex	  history.	  Candidate	  used	  medication	  list	  from	  
patient	  to	  clarify	  the	  history	  -‐	  good	  technique	  

Practice	  Performance	  Area	  3:	  

Clinical	  Management	  &	  Using	  

Evidence	  

	  
3.1.	  History	  Taking	  
	  
	  
3.2.	  Physical	  Examination	  Skills	  
&	  Procedures	  
	  
	  
3.4.	  	  Investigations	  
	  
	  
	  

	  
	  
	  
	  
Good	  open-‐ended	  questions	  to	  start.	  Professional,	  business-‐
like	  but	  friendly	  and	  polite.	  Improved	  compared	  to	  last	  
assessment.	  
	  
	  
Superior	  interpersonal	  skills.	  Realistic	  examination	  of	  major	  
systems.	  
	  
	  
Difficult	  to	  assess	  appropriateness	  of	  investigation	  choice	  as	  
this	  had	  been	  made	  by	  the	  Registrar	  

Practice	  Performance	  Area	  4:	  

Professional	  Practice	  

	  
4.1	  Working	  Within	  the	  Law	  

	  
	  
	  
Doctor	  needs	  to	  be	  careful	  of	  maintaining	  confidentiality	  of	  
other	  patients	  when	  discussing	  options.	  
	  
Discussed	  consent	  re	  giving	  an	  intravenous	  blood	  product.	  
Needs	  more	  practice.	  	  Patient	  made	  the	  same	  comment	  
(jokingly).	  	  Doctor	  knows	  the	  correct	  procedure	  and	  reasons	  
	  

	  
	  
	  
The	  Workplace	   Based	   Assessment	   assessor	   constructive	   feedback	   occurred	   in	  

the	  clinical	  setting	  and	  focussed	  on	  constructive	  observed	  performance.	   	  This	  is	  

in	   line	   with	   the	   Norcini	   (2010)	   premise	   that	   the	   essential	   foci	   of	   influential	  

feedback	  are	  those	  of	   	   ‘	  a	  particular	  task,	  the	  process	  used	  in	  accomplishing	  the	  

task,	  ‘self-‐regulation’,	  or	  about	  the	  person	  him	  or	  herself’	  (Norcini,	  2010,	  p.17).	  
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7.4.6:	  Conclusion	  and	  Discussion	  

Chapter	  Seven	  has	  presented	   the	  results	   from	  the	  Observed	  Structured	  Clinical	  

Examination	   (OSCE),	   High	   and	   Low	   Fidelity	   Fully	   Immersive	   Simulation,	   and	  

Workplace	   Based	   Assessment	   (WBA)	   testing	   and	   developmental	   phases	   of	   the	  

Patient	  Safety	  mini-‐CEX	  (Draft	  Version1,	  Version	  2	  and	  Version	  3).	  	  	  

	  
Analysis	  of	  the	  results	  from	  the	  three	  clinically	  focussed	  testing	  phases	  (Phase	  3:	  

OSCE;	   Phase	   4:	   Simulation;	   and	   Phase	   5:	   Workplace	   Based	   Assessment),	  

supported	   by	   successive	   rounds	   of	   expert	   comment,	   informed	   sequential	   tool	  

refinement	  and	  subsequent	  versions	  of	  the	  Patient	  Safety	  mini-‐CEX.	  	  The	  Patient	  

Safety	  mini-‐CEX	  (Version	  3)	  was	  comprised	  of	  4	  Practice	  Performance	  Areas	  and	  

13	  Competency	   Items	  supported	  by	  41	  Competency	   Indicators.	   	  A	  comparative	  

table	  of	  Patient	  Safety	  mini-‐CEX	  Competency	  Indicators	  over	  the	  three	  iterations	  

of	  the	  tool	  is	  presented	  in	  Chapter	  Eight.	  

	  

Chapter	  Seven	  concluded	  with	  a	  qualitative	  data	  component	  and	  presentation	  of	  

Simulation	   phase	   participant	   comments	   and	   Workplace	   Based	   Assessment	  

assessor	   comments.	   Assessor	   discrimination	   of	   participant	   performance	   level	  

and	  clinical	   competence	  was	  a	  key	   indicator	  of	   the	  ability	  of	   the	  Patient	  Safety	  

mini-‐CEX	   for	   assessment	   of	   patient	   safety	   focussed	   clinical	   assessments.	  	  

Simulation	   testing	   results	   demonstrated	   greater	   assessor	   discrimination	   with	  

respect	   to	   participants’	   patient	   safety	   competence.	   	   Simulation	   Facilitator	  

cohorts	   appeared	   more	   likely	   than	   Simulation	   Assessor	   cohorts	   to	   rate	  

participants	  performance,	  especially	  global	  performance,	  as	  Unsatisfactory.	  
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The	   rating	   of	   only	   one	   item	   as	   Unsatisfactory	   within	   the	   Workplace	   Based	  

Assessment	   cohort	   results	   may	   reflect	   the	   WBA	   participants’	   familiarity	   with	  

their	   hospital’s	   procedures	   and	   protocols	   as	   well	   as	   adaptation	   to	   the	   clinical	  

environment	  where	  the	  assessment	  took	  place.	  	  	  

	  

The	  Patient	  Safety	  mini-‐CEX	  appeared	  to	  be	  used	  by	  assessors	  as	  a	  teaching	  tool	  

for	   providing	   positive	   formative	   performance	   feedback	   and	   encouragement	   to	  

the	   International	   Medical	   Graduate	   participants.	   	   Acceptance	   of	   the	   mini-‐CEX	  

format	  for	  the	  patient	  safety	  focussed	  assessment	  tool	  by	  assessors,	  facilitators,	  

and	   participants	   appeared	   to	   support	   the	   tool’s	   framework	   and	   focus.	   	   These	  

impressions	  also	  appear	  to	  be	  supported	  within	  the	  written	  feedback	  comments	  

from	   participants,	   assessors	   and	   facilitators,	   presented	   as	   components	   of	   the	  

Chapter	  Seven	  results.	  	  

	  

The	  performance	  of	  the	  Patient	  Safety	  mini-‐CEX	  tool	  in	  relation	  to	  assessments	  of	  

patient	  safety	  focussed	  competence;	  the	  themes	  of	  the	  assessors’	  judgements	  and	  

their	  competency	  assessment	  frameworks	  and	  patient	  safety	  focussed	  formative	  

feedback;	   and	   the	   potential	   for,	   and	   implications	   of,	   the	   routine	   adoption	   of	  

patient	  safety	  focussed	  assessments	  of	  newly	  employed	  SP	  IMGs	  and	  PGY	  1	  and	  

PGY	  2	  Australian	  graduates	  will	  be	  explored	  further	  in	  Chapter	  Nine.	  

The	  next	  chapter,	  Chapter	  Eight,	  will	  examine	  the	  alignment	  of	  the	  Competency	  

Items	  across	  the	  three	  iterations	  of	  Patient	  Safety	  mini-‐CEX	  (Versions	  1,	  2	  &	  3)	  

testing	  and	  present	  Competency	  Item	  reliability	  measures.	   	   It	  will	  also	  consider	  

WBA	   assessment	   Competency	   Item	   classification	   type	   and	   present	   the	  

development	  of	  a	  Web-‐Based	  PSMC.	  
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Chapter  Eight  

RESULTS:  PATIENT  SAFETY  MINI-‐CEX  (VERSIONS  2  &  3)  
RELIABILITY  MEASEURES,  WBA  ITEM  CLASSIFICATIONS  AND  

WEB-‐BASED  TOOL  DEVELOPMENT  
	  
	  

8.1:  Introduction  to  Chapter  Eight  
	  
Chapter	  Eight	  will	  present	  the	  reliability	  testing	  results	  for	  the	  13	  Patient	  Safety	  

mini	  CEX	  Competency	   Items	  common	   to	   the	  Patient	  Safety	  mini-‐CEX	  Version	  2	  

and	   Version	   3	   based	   on	   the	   simulation	   testing	   results.	   	   Competency	   Item	   and	  

Competency	  Indicator	  alignment	  across	  the	  three	  iterations	  of	  the	  Patient	  Safety	  

mini-‐CEX	   	   (Versions	   1,	   2	  &	   3)	  will	   be	   presented	   prior	   to	   the	   reliability	   testing	  

results.	  	  

	  

Chapter	   Eight	   will	   include	   the	   results	   of	   a	   Competency	   Item	   classification	  

matching	   exercise,	   aligning	   Competency	   Items	   to	   clinical	   assessment	   type:	  

Simulation	   settings	   and	   the	   Workplace	   Based	   Assessment	   categories	   of	   mini-‐

CEX,	  Case	  Review,	  and	  360°	  Feedback.	  	  	  The	  chapter	  will	  also	  include	  a	  discussion	  

of	   the	   Patient	   Safety	   mini-‐CEX	   Competency	   Item	   reliability	   and	   the	   implied	  

relationships	  between	  competence	  and	  risk.	  

	  

Chapter	  Eight	  will	   conclude	  with	  an	  account	  of	   the	  development	  of	   the	  Patient	  

Safety	  mini	  –CEX	  (Version	  3)	  as	  a	  Web-‐based	  Assessment	  too;	  a	  consideration	  of	  

rating	  scale	  ranges	  and	  anchors,	  and	  presentation	  of	  the	  Wed-‐Based	  Application	  

Patient	  Safety	  mini-‐CEX	  Screens.	  
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8.1.1   Competency   Item   and   Competency   Indicator   Alignment   Across  

Patient  Safety  mini-‐CEX  Versions  1,  2  &  3  

The	  three	  iterations	  of	  the	  Patient	  Safety	  mini-‐CEX	  (Versions	  1,	  2	  &	  3)	  are	  set	  out	  

below	   in	   Table	   8.1	   (1	   -‐	   4)	   and	   precede	   presentation	   of	   the	   tools’	   reliability	  

modelling	  results	   in	   the	  next	  section	  of	   this	  chapter.	   	   	  Table	  8.1	  establishes	  the	  

relationship	   between	   the	   Competency	   Items	   and	   their	   respective	   Competency	  

Indicators	  across	  successive	  versions	  of	  the	  Patient	  Safety	  min-‐CEX	  and	  provides	  

a	   reference	   point	   for	   consideration	   of	   the	   Competency	   Items	   included	   in	   the	  

reliability	   modelling	   in	   Section	   8.2.	   	   Tool	   refinement	   and	   item	   exclusion	   and	  

inclusion	  processes	  were	  discussed	  earlier	  in	  Chapters	  Five,	  Six	  and	  Seven.	  
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Table	  8.1.1:	  Patient	  Safety	  Mini-‐CEX:	  Versions	  1,	  2	  &	  3:	  Competency	  Item	  &	  Competency	  Indicator*	  Alignment	  	  
	  

	  

Version	  1	  Competency	  Indicators	  	  (N	  =	  56)	  
	  

Version	  2	  Competency	  Indicators	  (N	  =	  43)	   Version	  3	  Competency	  Indicators	  (N=41)	  

Practice Performance Area 1: Communicating Safely 
 

1.1:  Patient Interaction 
1.  Begins and ends the patient encounter appropriately 
2   Explains to patients and carers information and their  
     role in care, decision making and preventing adverse  
      events 
3   Employs critical thinking tools and structured  
     approaches to communications (e.g. ISBAR and reads  
     back telephone orders) 

 
1.2:   Managing Information 

1.  Respects patient confidentiality. 
2.  Writes patient care orders and prescriptions to convey  
     the appropriate degree of urgency and to avoid  
     misinterpretation 
3. Documents the rationale for significant deviation from  
    established practices or guidelines 

 
1.3:  Working in Teams 

1.    Participates fully in the team 
2.    Demonstrates insight into own communication styles  
       with patients and team members in ordinary, crisis  
        and stressful situations 
3.    Includes the patient as a member of the team 
 

1.4: Patient Handover 
         1.     Demonstrates the appropriate communication  
                 approaches to provide safe transfers, transitions 
                 of  care and consultation     
  	  
	  
	  
	  

Practice Performance Area 1: Communicating Safely 
 

1.1   Patient Interaction 
1.     Begins and ends the patient encounter appropriately 
2      Explains to patients and carers information and their  
        role in care, decision making and preventing adverse 
        events 
3      Employs critical thinking tools and structured  
         approaches to communications (e.g. ISBAR and  
         reads back  telephone orders) 

 
1.2    Appropriate Documentation & Managing Information 

1.    Writes patient care orders and prescriptions to convey  
         the  appropriate degree of urgency and to avoid  
         misinterpretation 
 

1.3   Working in Teams 
1.     Demonstrates insight into own communication styles 
        with patients and team members in ordinary, crisis  
        and stressful situations 
2.     Includes the patient as a member of the team 

         3.     Demonstrates the appropriate communication  
                 approaches to provide safe transfers, transitions 
                 of  care and consultation     
	  

 
	  
 	  

Practice Performance Area 1: Communicating Safely 
	  
1.1   Patient Interaction 

1.     Begins and ends the patient encounter appropriately 
2      Explains to patients and carers information and their  
        role  in care, decision making and preventing  
        adverse events 
3      Employs critical thinking tools and structured  
        approaches to communications (e.g. ISBAR and  
        reads back telephone orders) 

 
1.2    Appropriate Documentation 

1.      Writes patient care orders and prescriptions to  
          convey the  appropriate degree of urgency and to 
          avoid  misinterpretation 

 
1.3   Working in Teams 

1.     Demonstrates insight into own communication styles  
        with patients and team members in ordinary, crisis 
        and stressful situations 
 2.    Includes the patient as a member of the team 
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Table	  8.1.2:	  	  Patient	  Safety	  Mini-‐CEX:	  Versions	  1,	  2	  &	  3:	  Competency	  Item	  &	  Competency	  Indicator*	  Alignment	  	  
	  
Version	  1	  Competency	  Indicators	  	  (N	  =	  56)	  
 

Version	  2	  Competency	  Indicators	  	  (N	  =	  43)	  
 

Version	  1	  Competency	  Indicators	  	  (N	  =	  41)	  
 

Practice Performance Area 2: Practising Safely Practice 
(cont.) 
 
 
2.1.  Patient Identification: Preventing wrong site, wrong  
         procedures and wrong patient treatment 

3. Communicates face to face in language the patient 
understands 

 2.     Follows the organisation or department guidelines 
for  

                  avoiding patient misidentification 
 
 
2.6.  Infection Control 

6. Regular hand washing and disinfection between 
patients 

7. Practices universal precaution 
8. Practices ascetic technique 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

	  

Practice Performance Area 2: Practising Safely Practice 
(cont.) 
 
 
2.1.  Patient Identification: Preventing wrong site, wrong  
        procedures and wrong patient treatment 
        1. Communicates face to face in language the patient  
            understands 

 2. Follows the organisation or department guidelines for                   
              avoiding patient misidentification 
 
 
2.6.  Infection Control 

1. Regular hand washing and disinfection between 
patients 

2. Practices universal precaution 
 
	  
	  

Practice Performance Area 2: Practising Safely Practice 
(cont.) 
 
 
2.1.  Patient Identification: Preventing wrong site, wrong  
        procedures and wrong patient treatment 
        1. Communicates face to face in language the patient  
            understands 

 2. Follows the organisation or department guidelines for                   
              avoiding patient misidentification 
 
 
2.6.  Infection Control 

1. Regular hand washing and disinfection between 
patients 

2. Practices universal precaution 
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Table	  8.1.3	  (a):	  	  Patient	  Safety	  Mini-‐CEX:	  Versions	  1,	  2	  &	  3:	  Competency	  Item	  &	  Competency	  Indicator*	  Alignment	  	  
Version	  1	  Competency	  Indicators	  	  (N	  =	  56)	  
 

Version	  2	  Competency	  Indicators	  	  (N	  =	  43)	  
 

Version	  3	  Competency	  Indicators	  	  (N	  =	  41)	  
 

Practice Performance Area 3: Clinical Management & Using 
Evidence Competency Indicators 
 
3.1     History Taking 

1. Encourages patients to provide complete information  
    without embarrassment or hesitation 
2.  Begins and ends the consultation appropriately 
3.  Effectively uses questions and directions to obtain  
    accurate and adequate information 
4,  Is aware of patients and carers non-verbal cues 
5.  Knows how to elicit symptoms and signs relevant to  
    the resenting problem or condition 
6.  Understands the importance of a comprehensive  
     patient history 

 
3.2   Physical Examination Skills and Procedures 

1. Is sensitive to the uncertainty and anxiety that patients 
    and carers may demonstrate 
2.  Demonstrates competency is a range of common  
      physical examination skills 
3.  Follows an efficient, logical sequence 
4.  Explains physical examination processes to the  
     patient and gain informed consent 

 
3.3   Clinical judgement & Decision-Making Skills 

1. Demonstrates a logical approach to establishing  
    diagnoses based on knowledge of commons conditions 
     set out the ACFJD 
2.  Consults patient history documentation, including risk  
     assessment documents and summaries of previous  
      admissions, where relevant 
4.  Synthesises data and interprets results 
5. Calculates the risk-benefit ratio in an individual patient  
    regarding treatment options 
6.  Incorporates patient values and preferences into  
     treatment decisions 

         7. ,Knows how to help patients and carers identify reliable  
             and accurate health care information 

	  

Practice Performance Area 3: Clinical Management & Using 
Evidence Competency Indicators 
 
 3.1     History Taking 

1. Encourages patients to provide complete information 
without embarrassment or hesitation 

2. Begins and ends the consultation appropriately 
3. Effectively uses questions and directions to obtain 

accurate and adequate information 
4. Is aware of patients and carers non-verbal cues 
5. Knows how to elicit symptoms and signs relevant to 

the resenting problem or condition 
 

 
	  
3.2   Physical Examination Skills and Procedures 

1. Is sensitive to the uncertainty and anxiety that 
patients and carers may demonstrate 

2. Demonstrates competency is a range of common 
physical examination skills 

3. Follows an efficient, logical sequence 
4. Explains physical examination processes to the 

patient and gain informed consent 
 

3.3   Clinical judgement & Decision-Making Skills 
1. Demonstrates a logical approach to establishing 

diagnoses based on knowledge of commons 
conditions set out the ACFJD 

2. Consults patient history documentation, including 
risk assessment documents and summaries of 
previous admissions, where relevant 

3. Synthesises data and interprets results 
4. Individualizes treatment decisions 
5. Calculates the risk-benefit ratio in an individual 

patient regarding treatment options 
6. Incorporates patient values and preferences into 

treatment decisions 
7. Knows how to help patients and carers identify 

reliable and accurate health care information 
	  

Practice Performance Area 2: Clinical Management & Using 
Evidence Competency Indicators 
 
3.1     History Taking 

1. Encourages patients to provide complete information 
without embarrassment or hesitation 

2. Begins and ends the consultation appropriately 
3. Effectively uses questions and directions to obtain 

accurate and adequate information 
4. Is aware of patients and carers non-verbal cues 
5. Knows how to elicit symptoms and signs relevant to 

the resenting problem or condition 
 

 
 
3.2   Physical Examination Skills and Procedures 

1. Is sensitive to the uncertainty and anxiety that 
patients and carers may demonstrate 

2. Demonstrates competency is a range of common 
physical examination skills 

3. Follows an efficient, logical sequence 
4. Explains physical examination processes to the 

patient and gain informed consent 
 

3.3   Clinical judgement & Decision-Making Skills 
1. Demonstrates a logical approach to establishing 

diagnoses based on knowledge of commons 
conditions set out the ACFJD 

2. Consults patient history documentation, including 
risk assessment documents and summaries of 
previous admissions, where relevant 

3. Synthesises data and interprets results 
4. Individualizes treatment decisions 
5. Calculates the risk-benefit ratio in an individual 

patient regarding treatment options 
6. Incorporates patient values and preferences into 

treatment decisions 
7. Knows how to help patients and carers identify 

reliable and accurate health care information 
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Table	  8.1.3	  (b):	  Patient	  Safety	  Mini-‐CEX:	  Versions	  1,	  2	  &	  3:	  Competency	  Item	  &	  Competency	  Indicator*	  Alignment	  	  
	  

	  
	  
	  
	  
	  
	  
	  
	  
	  

Version	  1	  Competency	  Indicators	  (N=56) 
 

Version	  2	  Competency	  Indicators	  (N=43) Version	  2	  Competency	  Indicators	  (N=41) 

Practice Performance Area 3: Clinical Management & Using 
Evidence Competency Indicators (cont.) 
 
3.4    Investigations 

7. Selects investigations thoughtfully in the context of a 
particular patient presentation 

8. Uses investigation results appropriately to guide 
patient management 

9. Avoids under-use, misuse and overuse of 
investigations and care 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

	  

Practice Performance Area 3: Clinical Practice & Using 
Evidence Competency Indicators (cont.) 
 
 3.4    Investigations 

1. Selects investigations thoughtfully in the context of a 
particular patient presentation 

2. Uses investigation results appropriately to guide 
patient management 

3. Avoids under-use, misuse and overuse of 
investigations and care 

 
	  
	  

Practice Performance Area 3: Clinical Practice & Using 
Evidence Competency Indicators (cont.) 
 
3.4    Investigations 

1. Selects investigations thoughtfully in the context of a 
particular patient presentation 

2. Uses investigation results appropriately to guide 
patient management 

3. Avoids under-use, misuse and overuse of 
investigations and care 
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Table	  8.1.4:	  Patient	  Safety	  Mini-‐CEX:	  Versions	  1,	  2	  &	  3:	  Competency	  Item	  &	  Competency	  Indicator*	  Alignment	  	  
	  

	  
	  

Version	  1	  Competency	  Indicators	  	  (N	  =	  56) 
 

Version	  2	  Competency	  Indicators	  	  (N	  =	  43)	  
 

Version	  3	  Competency	  Indicators	  	  (N	  =	  41)	  
 

Practice Performance Area 4: Professional Practice 
Competency Indicators 
 
4.1   Maintaining Professional Standards and Fitness to 
Practice 

5. Maintains professional standards at work 
6. Recognises and works within the limits of own 

professional competence 
7. Accepts delegation appropriate to professional 

competence 
8. Demonstrates the skill and knowledge required for 

safe practice 
 

4.2    Working Within the Law 
7. Demonstrates the appropriate elements of informed   

Consent 
8. Employs language that reduces misunderstanding by 

using standardised vocabulary to describe the 
probability of risk 

 
 
4.3     Personal Health Management and Human Error 
 

5. Is aware of own stress and fatigue levels 
6. Reduces distractions when performing tasks (avoids 

multi-tasking) 
 
 

	  

Practice Performance Area 4: Professional Practice 
Competency Indicators 
 
 
 
 
 
 
 
 
 
 

4.3 Working Within the Law 
1. Demonstrates the appropriate elements of Informed   

Consent 
2. Employs language that reduces misunderstanding by 

using standardised vocabulary to describe the 
probability of risk 

3. Avoids using only descriptive terms such as ‘low risk’ 
to describe the probability of a risk 

4. Respects patient confidentiality 
 

4.4 Personal Health Management and Human Error 
1. Follows established protocols and guidelines 
2. Reduces distractions when performing tasks (avoids 

multi-tasking) 
 

 
  
	  
	  
	  

Practice Performance Area 4: Professional Practice 
Competency Indicators 
 
 
 
 
 
 
 
 
 
 

4.1 Working Within the Law 
1. Demonstrates the appropriate elements of Informed   

Consent 
2. Employs language that reduces misunderstanding by 

using standardised vocabulary to describe the 
probability of risk 

3. Avoids using only descriptive terms such as ‘low risk’ 
to describe the probability of a risk 

4. Respects patient confidentiality 
 

4.2 Personal Health Management and Human Error 
1. Follows established protocols and guidelines 
2. Reduces distractions when performing tasks (avoids 

multi-tasking 
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8.2:  Reliability  Measures  of  the  Patient  Safety  mini-‐CEX  (Versions  2  &  3)  

Competency  Items  

8.2.1:	  Consideration	  of	  Reliability	  Measures	  

The	   ‘reproducibility’	   or	   reliability	  of	   assessment	   scores	   relating	   to	  an	  assessment	  

tool	  or	  assessment	  process	  is	  considered	  critical	  to	  the	  integrity	  of	  an	  assessment	  

(Wass	   et	   al,	   2001,	   p.946;	   Downing	   &	   Yudkowsly,	   2010;	   Van	   der	   Vleuten	   &	  

Schuwirth,	  2006).	  	  

Statistical	  measures	   commonly	   employed	  with	   respect	   establishing	   the	   reliability	  

of	  criterion	  referenced	  scores	  in	  medical	  education	  include	  Generalizability	  Theory,	  

Cronbach’s	  alpha,	  Pearson’s	  r,	  Spearman’s	  rho,	  and	  Standard	  Error	  of	  Measurement	  

(SEM)	  (Downing	  &	  Yudkowsky,	  2010,	  p.66;	  Crossley,	  Russell,	  Jolly	  et	  al,	  2007).	  	  	  

Cronbach’s	   alpha	   was	   chosen	   as	   the	   most	   appropriate	   statistical	   measure	   of	  

reliability	  for	  the	  Patient	  Safety	  mini-‐CEX.	  	  	  Although	  Generalizability	  Theory	  is	  now	  

almost	   universally	   considered	   to	   be	   the	   most	   useful	   technique	   (Downing,	   2004;	  

Crossley,	  Russell,	  Jolly	  et	  al	  2007;	  Downing	  &	  Yudkowsky,	  2010),	  the	  relatively	  low	  

number	  of	  cases	  across	  Patient	  Safety	  mini-‐CEX	  testing	  and	  the	  lack	  of	  a	  sufficiently	  

large	   sample	   for	   each	   factor	   limited	   its	   application	   to	   PSMC	   reliability	   testing	  

(Crossley,	  Russell,	  Jolly	  et	  al,	  2007,	  p.926).	  	  

	  	  

8.2.2:	  Cronbach’s	  alpha:	  Patient	  Safety	  mini-‐CEX	  Version	  2	  Competency	  

Items	  	  	  	  	  	  

Reliability,	   with	   respect	   to	   assessment	   of	   professional	   clinical	   competency	   and	  

performance	  within	  medicine	  is	  defined	  as	  ‘the	  reproducibility	  of	  assessment	  data	  
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scores,	  over	  time	  or	  occasions	  ….	  [and]	  	  is	  a	  characteristic	  of	  the	  result	  or	  outcome	  

of	  the	  assessment’	  (Downing,	  2004,	  p.1006).	  	  	  

Reliability	  is	  ‘expressed	  as	  a	  coefficient	  ranging	  from	  0	  (no	  reliability)	  to	  1	  (perfect	  

reliability)’	   (Van	   der	   Vleuten	   &	   Schuwirth,	   2005,	   p.310).	   	   Van	   der	   Vleuten	   &	  

Schuwirth	   (2005)	   and	   Norcini,	   (1999)	   consider	   0.80	   as	   a	   ‘minimal	   acceptable	  

value’,	  with	  lower	  or	  higher	  values	  acceptable,	  depending	  on	  the	  purpose	  of	  the	  test	  

(Van	  der	  Vleuten	  &	  Schuwirth,	   2005,	   p.	   310).	   	   	   Reliability	  measures	  of	   individual	  

assessment	   instruments	   are	   considered	   time	   dependant,	   for	   example,	   Van	   der	  

Vleuten	  and	  Schuwirth	  (2005)	  concluded	  that	  up	  to	  two	  hours	  of	  mini-‐CEX	  testing	  

is	  required	  to	  establish	  a	  reliability	  of	  0.84.	  	  

	  

Reliability	   measures	   for	   the	   Patient	   Safety	   mini-‐CEX	   (Version	   2	   and	   Version	   3)	  

Competency	   Items	   were	   calculated	   following	   Simulation	   and	   Workplace	   Based	  

Assessment	  testing	  of	  the	  Patient	  Safety	  mini-‐CEX	  (Version	  2	  and	  3).	  	  	  

Reliability	   data	   is	   based	   on	   the	   larger	   and	   more	   controlled	   Simulation	   testing	  

sample	  and	  calculated	   for	  64	   iterations	  of	   the	   four	   twenty	  minute	   scenarios	  over	  

21.3	  hours	  of	  testing	  across	  the	  four	  simulation	  testing	  days.	  	  This	  equated	  to	  1.20	  

hours	  of	  actual	  observed	  testing	  per	  rotation	  and	  iteration.	  

8.2.3:	   Cronbach’s	   alpha	   for	   Patient	   Safety	   mini-‐CEX	   (Versions	   2	   &	   3)	  

Competency	  Items	  Based	  on	  Simulation	  Testing	  Results:	  Tables	  8.1	  –	  8.10	  

	  
Cronbach’s	  Alpha	  was	  calculated	  for:	  

1. Competency	  Items	  (n	  =	  8)	  that	  were	  relevant	  (able	  to	  be	  measured)	  within	  

Simulation	  Encounters	  and	  WBA	  mini-‐CEX	  encounters;	  and	  
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2. All	  Competency	  Items	  from	  the	  Patient	  Safety	  mini-‐CEX	  Versions	  2	  &	  3	  (N	  =	  

13)	  

Reliability	  analysis	  was	  undertaken	  with	  IBM	  SPSS	  Statistics	  20	  	  

	  

Competency	   Items	   (N=8)	   most	   likely	   to	   be	   testable	   through	   Simulation	   and	  

Workplace	  Based	  Assessment	  mini-‐CEX	  encounters	  yielded	  a	  Cronbach’s	   alpha	  of	  	  

.937	  and	  are	  presented	  in	  Table	  8.2.	  	  

Cronbach’s	  alpha	  for	  all	  Competency	  Items	  N	  =	  13)	  of	  the	  Patient	  Safety	  mini-‐CEX	  

(Version	  2	  &	  3),	  that	  is,	  including	  those	  items	  more	  likely	  to	  be	  testable	  through	  the	  

Workplace	   Based	   Assessment	   types	   of	   360°/	  Multi-‐Source	   Feedback	   (MSF),	   Case	  

Base	  Discussion	  and	   In-‐Training	  Assessment	  Reports,	  was	   .653.	  These	  results	  are	  

presented	  in	  Table	  8.3.	  

	  

Table	  8.2:	  Simulation	  &	  WBA	  Compatible	  Competency	  Items	  (N	  =	  8):	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Cronbach’s	  Alpha:	  	  .937	  
Practice	  Performance	  Area	  1:	  

Communicating	  Safely	  

	  

1.1	  Patient	  Interaction	  

1.3	  Working	  in	  Teams	  

Practice	  Performance	  Area	  2:	  

Practising	  Safely	  

	  

	  

2.1.Risk	  and	  Prevention	  

2.4	  Infection	  Control	  

Practice	  Performance	  Area	  3:	  

Clinical	  Management	  &	  Using	  

Evidence	  

	  

	  

	  

3.1	  History	  Taking	  

3.2	  Physical	  Examination	  Skills	  &	  Procedures	  

3.3	  Clinical	  Judgement	  &	  Decision	  Making	  

3.4	  	  	  Investigators	  
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Table	  8.3:	  All	  Competency	  Items	  from	  Patient	  Safety	  mini-‐CEX	  (Versions	  2	  &	  3)	  N=13:	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Cronbach’s	  Alpha:	  	  .653	  
Practice	  Performance	  Area	  1:	  

Communicating	  Safely	  

	  

1.1 Patient	  Interaction	  

1.2 Managing	  Information*	  

1.3	  Working	  in	  Teams	  

Practice	  Performance	  Area	  2:	  

Practising	  Safely	  

	  

	  

	  

	  

2.1.Risk	  and	  Prevention	  

2.2	  Medication	  Safety*	  

2.3	  Patient	  Identification*	  

2.4	  Infection	  Control	  

Practice	  Performance	  Area	  3:	  

Clinical	  Management	  &	  Using	  

Evidence	  

	  

	  

3.1	  History	  Taking	  

3.2	  Physical	  Examination	  Skills	  &	  Procedures	  

3.3	  Clinical	  Judgement	  &	  Decision	  Making	  

3.4	  Investigators	  

Practice	  Performance	  Area	  4:	  

Professional	  Practice	  

	  

	  

	  

4.1	  Working	  within	  the	  Law*	  

4.2	  Personal	  Health	  &	  Human	  Error*	  

*	  Competency	  Items	  or	  their	  related	  Competency	  Indicators	  not	  able	  to	  be	  measured	  or	  	  
	  	  	  measured	  well	  within	  the	  context	  of	  the	  four	  simulation	  scenarios	  or	  WBA	  mini-‐CEX	  encounters	  
	  
	  

8.2.4:  Reliability  Testing  Statistics:  High  Performing  Competency  Items  
	  
The	   IBM	   Statistics	   (SPSS	   Version	   20)	   output	   tables	   for	   five	   or	   the	   eight	   high-‐

performing	  Competency	  Items	  by	  Lead	  Score	  are	  presented	  below	  in	  Tables	  8.4	  –	  

8.8.	  	  	  	  

The	  ‘lead’	  was	  the	  IMG	  participant	  designated	  to	  lead	  a	  specific	  clinical	  encounter.
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Table 8.4:  PPA 1 Communicating Safely: Patient Interaction Lead Score 

 
Frequency Percent Valid Percent 

Cumulative 
Percent 

Valid 1 1 3 4.4 4.7 4.7 

2 2 3 4.4 4.7 9.4 

3 3 8 11.8 12.5 21.9 

4 4 15 22.1 23.4 45.3 

5 5 9 13.2 14.1 59.4 

6 6 10 14.7 15.6 75.0 

7 7 7 10.3 10.9 85.9 

8 8 7 10.3 10.9 96.9 

9 9 2 2.9 3.1 100.0 

Total 64 94.1 100.0  

Missing Not Observed 4 5.9   

Total 68 100.0   

 
 
 
Table 8.5: PPA 1: Communicating Safely: Working In Teams Lead Score 

 
Frequency Percent Valid Percent 

Cumulative 
Percent 

Valid 2 2 3 4.4 4.5 4.5 

3 3 10 14.7 15.2 19.7 

4 4 11 16.2 16.7 36.4 

5 5 14 20.6 21.2 57.6 

6 6 14 20.6 21.2 78.8 

7 7 4 5.9 6.1 84.8 

8 8 7 10.3 10.6 95.5 

9 9 3 4.4 4.5 100.0 

Total 66 97.1 100.0  

Missing  Not Observed 1 1.5   

 Missing Value 1 1.5   

Total 2 2.9   

Total 68 100.0   
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Table 8.6: PPA 2   Practising Safely: Infection Control Lead Score 

 
Frequency Percent Valid Percent 

Cumulative 
Percent 

Valid 1 1 2 2.9 3.8 3.8 

2 2 9 13.2 17.3 21.2 

3 3 12 17.6 23.1 44.2 

4 4 12 17.6 23.1 67.3 

5 5 4 5.9 7.7 75.0 

6 6 6 8.8 11.5 86.5 

7 7 6 8.8 11.5 98.1 

8 8 1 1.5 1.9 100.0 

Total 52 76.5 100.0  

Missing  Not Observed 16 23.5   

Total 68 100.0   
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Table 8.7: PPA 3 Clinical Management   Physical Examination Skills & Procedures Lead Score 

 
Frequency Percent Valid Percent 

Cumulative 
Percent 

Valid 1 1 1 1.5 1.6 1.6 

2 2 4 5.9 6.5 8.1 

3 3 13 19.1 21.0 29.0 

4 4 13 19.1 21.0 50.0 

5 5 8 11.8 12.9 62.9 

6 6 10 14.7 16.1 79.0 

7 7 7 10.3 11.3 90.3 

8 8 5 7.4 8.1 98.4 

9 9 1 1.5 1.6 100.0 

Total 62 91.2 100.0  

Missing Not Observed 5 7.4   

 Invalid Response 1 1.5   

Total 6 8.8   

Total 68 100.0   

 
	  
Table 8.8: PPA3   Clinical Management:  Investigations Lead Score 

 
Frequency Percent Valid Percent 

Cumulative 
Percent 

Valid 1 1 1 1.5 1.9 1.9 

2 2 5 7.4 9.6 11.5 

3 3 16 23.5 30.8 42.3 

4 4 8 11.8 15.4 57.7 

5 5 5 7.4 9.6 67.3 

6 6 4 5.9 7.7 75.0 

7 7 6 8.8 11.5 86.5 

8 8 6 8.8 11.5 98.1 

9 9 1 1.5 1.9 100.0 

Total 52 76.5 100.0  

Missing  Not Observed 16 23.5   

                    Total 68 100.0   

	  
Reliability	  Statistics:	  (N	  =	  8	  Items)	  
	  
Cronbach’s	  alpha:	  .937.	  	  (Cronbach’s	  Alpha	  based	  on	  Standardized	  Items:	  .934)
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8.3:   Classification   of   Competency   Items   for   ‘Best   Fit’   with   Simulation   and  

Workplace  Based  Assessment  (WBA)  Categories  

	  
Analysis	   of	   the	   findings	   from	   the	   Patient	   Safety	   mini-‐CEX	   Simulation	   and	  

Workplace	  Based	  Assessment	  testing	  phases,	  followed	  by	  several	  rounds	  of	  expert	  

review	   by	   medical	   education	   advisors	   and	   Medical	   Clinical	   Educators	   (MCE’s)	  

suggested	   a	   ‘best	   fit’	   alignment	   of	   the	   Patient	   Safety	   mini-‐CEX	   (Version	   2	   and	  

Version	   3)	   Competency	   Indicators	   with	  Workplace	   Based	   Assessment	   categories	  

and/	  or	  Simulation	  testing.	  	  

The	  Workplace	   Based	   Assessment	   categories	   include	   the	  mini-‐CEX,	   Case	   Review,	  

360°	  and	  Multi-‐Source	  Feedback,	  and	  Simulation.	  	  The	  classification	  is	  presented	  in	  

Table	  8.9.	  	  
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Table	  8.9:	  Classification	  of	  Patient	  Safety	  mini-‐CEX	  Competency	  Indicators	  for	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  ‘Best	  –Fit’	  Workplace	  Based	  Assessment	  Categories*	  
	  
Practice	  Performance	  Area	  and	  Competency	  Item	   Workplace	  Based	  Assessment	  

Category	  ‘Best	  Fit’	  
	  
	  

Practice	  Performance	  Area	  1:	  Communicating	  Safely	  
	  
	  

	  

1.1:	  Patient	  Interaction	  
7. Begins and ends the patient encounter appropriately                   
8. Explains to patients and carers information and their role in care, 

decision making and preventing adverse events 
9. Employs critical thinking tools and structured approaches to 

communications (e.g. ISBAR and reads back telephone orders)	  	  

	  
Mini-‐CEX	  
Mini-‐CEX	  
	  
Mini-‐CEX	  
	  

1.2:	  Appropriate	  Documentation	  
5. 	  Writes patient care orders and prescriptions to convey the 

appropriate degree of urgency and to avoid misinterpretation	  

	  

Mini-‐CEX	  &	  Case	  Review	  

1.3:	  Working	  in	  Teams	  
6. Demonstrates insight into own communication styles with patients 

and team members in ordinary, crisis and stressful situations 
7. Includes the patient as a member of the team 
8. Demonstrates the appropriate communication approaches to provide 

safe transfers, transitions of care and consultation  
	  	  	  

	  
Case	  Review	  
	  
Mini-‐CEX	  
360°/	  Multi	  Source	  Feedback	  	  	  
	  
	  

Practice	  Performance	  Area	  2:	  Practising	  Safely	  
	  
	  

	  

2.1:	  Risk	  &	  Prevention	  
1.    Is aware of risk. 
2.    Undertakes self-assessment to reduce the risk of error caused by  
       inadequate knowledge and skills 
3.    Assesses the risk to individual patients prior to treatment       	  

	  

	  
Case	  Review	  
360°/	  Multi	  Source	  Feedback	  	  	  
	  
Mini-‐CEX	  

2.2:	  Medication	  Safety	  
3. Ensures clear documentation of patient allergies 
4. Documents all prescribing, dispensing and administration of 

medications to patients 
       3.    Writes clearly and legibly 

4.    Confirms, double checks (with a second person if required by policy 
       required by policy/ or if necessary e.g. paediatric drug   
       administrations) dose calculation and administration to patients   
	  

	  
Mini-‐CEX	  &	  Case	  Review	  
Mini-‐CEX	  &	  Case	  Review	  
	  
Mini-‐CEX	  &	  Case	  Review	  
Mini-‐CEX	  

2.3:	  Patient	  Identification,	  Preventing	  wrong	  site,	  wrong	  
	  	  	  	  	  	  	  	  	  procedures	  and	  wrong	  patient	  treatment	  

8. Communicates face to face in language the patient 
         understands 
9. Follows the organization or department guidelines for avoiding patient 

misidentification	  

	  
	  
Mini-‐CEX	  	  
	  
Mini-‐CEX	  
	  
	  

2.4:	  	  Infection	  Control	  
9. Practises universal precautions 
10. Practises aseptic technique 
 
 
 
 

	  

	  
Mini-‐CEX	  &	  Simulation	  
Mini-‐CEX	  &	  Simulation	  
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Practice	  Performance	  Area	  3:	  Clinical	  Management	  &	  Using	  	  
Evidence	  
	  

	  

3.1:	  History	  Taking	  
12. Encourages patients to provide complete information without 
       embarrassment or hesitation 
13. Begins and ends the consultation appropriately 
14. Effectively uses questions and directions to obtain accurate and 
       adequate information 
15. Is aware of patients and carers non-verbal cues 
16. Knows how to elicit symptoms and signs relevant to the presenting 

                problem or condition 
	  

	  
Mini-‐CEX	  &	  Simulation	  
	  
Mini-‐CEX	  
Mini-‐CEX	  
	  
Mini-‐CEX	  
Mini-‐CEX	  
	  
	  

3.2:	  Physical	  Examination	  Skills	  &	  Procedures	  
9. Is sensitive to the uncertainty and anxiety that patients and carers 
       may demonstrate 
10. Demonstrates competency in range of common physical examination 
       skills 
11. Follows an efficient and logical sequence 
12. Explains physical examination processes to the patient and gains 
       informed consent 

	  

	  
Mini-‐CEX	  
	  
Mini-‐CEX	  
	  
Mini-‐CEX	  
Mini-‐CEX	  

3.3:	  	  Clinical	  Judgement	  &	  Decision-‐Making	  Skills	  
	  1.    Demonstrates a logical approach to establishing diagnoses based 
        on knowledge of common conditions set out the ACFJD 
2.     Consults patient history documentation, including risk assessment 
        documents and summaries of previous admissions, where relevant 
3.     Synthesises data and interprets results 
4.     Individualises treatment decisions 
5.     Calculates the risk-benefit ratio in an individual patient regarding 
        treatment options 
6.     Incorporates patient values and preferences into treatment decisions 
7.     Knows how to help patients and carers identify reliable and accurate  
        health care information 

	  

	  
Mini-‐CEX	  
	  
Mini-‐CEX	  
	  
Case	  Review	  
Mini-‐CEX	  
Case-‐Review	  
	  
Mini-‐CEX	  &	  Simulation	  
Mini-‐CEX	  

3.4:	  	  Investigations	  
10. Selects investigations thoughtfully in the context of a particular patient 

presentation 
11. Uses investigation results appropriately to guide patient management 
12. Avoids under-use, misuse and overuse of investigations and care	  
	  

	  
Mini-‐CEX	  
	  
Mini-‐CEX	  &	  Case	  Review	  
Mini-‐CEX	  &	  Case	  Review	  

Practice	  Performance	  Area	  4:	  Professional	  Practice	  
Competencies	  
	  

	  

4.1:	  Working	  Within	  the	  Law	  
9. Demonstrates the appropriate elements of Informed Consent 
10. Employs language that reduces misunderstanding by using 

standardised vocabulary to describe the probability of risk 
11. Avoids using only descriptive terms such as ‘low risk’ to describe the 

probability of a risk 
        4.     Respects patient confidentiality	  

	  
Mini-‐CEX	  &	  Simulation	  
Mini-‐CEX	  
	  
Mini-‐CEX	  
	  
Mini-‐CEX,	  Case	  Review,	  Simulation	  
	  

4.2:	  Personal	  Health	  and	  Human	  Error	  
7. Follows established protocols and guidelines 
8. Reduces distractions when performing tasks (avoids multi-tasking) 

	  

	  
Mini-‐CEX	  
Mini-‐CEX	  

*Dr	  Sean	  Fabri	  is	  acknowledged	  for	  his	  contribution	  to	  the	  WBA	  classifications	  
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8.4:   Development   of   the   Patient   Safety   mini-‐CEX   as   a   Web-‐Based  

Application    

	  
The	   Patient	   Safety	   mini-‐CEX	   (Version	   3)	   was	   developed	   as	   a	   Web-‐base	  

application	   for	   formative	   patient	   safety	   focussed	   competency	   assessment	   in	  

clinical	   settings.	   	  The	  portability	  and	   functionality	  of	   the	  Web-‐based	  version	  of	  

the	  Patient	  Safety	  mini-‐CEX	  was	  aligned	  with	  the	  move	  away	  from	  paper-‐based	  

clinical	  assessment	  formats	  within	  medical	  education.	  

	  

8.4.1:	  Web-‐Based	  Patient	  Safety	  mini-‐CEX	  Functionality	  

The	   Web-‐based	   patient	   safety	   assessment	   tool	   allows	   assessors	   to	   toggle	  

between	   Competency	   Item	   and	   Competency	   Indicator	   screens	   and	   to	   add	  

individual	   Competency	   Area	   ratings	   and	   Global	   patient	   safety	   performance	  

ratings.	   	   Additionally,	   there	   is	   capacity	   for	   performance	   related	   free-‐text	  

comments	  to	  be	  added.	  Patient	  Safety	  mini-‐CEX	  Web-‐based	  assessments	  can	  be	  

uploaded	   to	   assessment	   databases	   and	   simultaneously	   made	   available	   to	  

assessees.	  

	  

Assessor	   ratings	   and	   comments	   may	   also	   be	   viewed	   and	   discussed	   by	   the	  

assessor	  and	  the	  assessee	  in	  real	  time	  at	  the	  conclusion	  of	  the	  assessed	  patient	  

encounter.	  	  If	  the	  assessor	  considers	  modification	  of	  an	  assessment	  as	  a	  result	  of	  

the	   post	   -‐clinical	   encounter	   discussion,	   this	   can	   be	   done	   prior	   to	   electronic	  

submission	  of	  the	  assessment.	  	  

	  Data	   from	  Patient	  Safety	  assessments	  may	  be	   stored	  on	  a	   central	  database	   for	  

subsequent	  review.	  
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Additionally,	   the	  Web-‐based	   version	   of	   the	   Patient	   Safety	  mini-‐CEX	   allows	   for	  

variation	   in	   assessor	   cognitive	   frameworks,	   or	   diversity	   of	   clinical	   encounter	  

types,	  through	  the	  selection	  of	  one	  of	  three	  ratings	  systems:	  those	  of	  Web-‐based	  

Version	   3,	   and	   Web-‐based	   Versions	   3	   (a)	   and	   3	   (b).	   	   	   Web-‐based	   Version	   3	  

retains	  the	  original	  9	  rating	  anchors	  and	  descriptors;	  Version	  3	  (a)	  employs	  a	  5	  

anchor	   rating	   scale,	   and	   Version	   3	   (b)	   utilizes	   descriptive	   performance	  

indicators.	   	   The	   additional	   two	   rating	   scales	   were	   adopted	   from	   existing	   and	  

widely	   used	   mini-‐CEX	   assessment	   anchors	   and	   descriptors	   and	   their	   sources	  

acknowledged.	  

	  

Image	  capture	  of	  the	  main	  screens	  of	  the	  Web-‐based	  version	  of	  the	  Patient	  Safety	  

mini-‐CEX	  (Version	  3)	  are	  presented	  in	  Figures	  8.1	  to	  8.6.	  	  	  There	  are	  six	  screens.	  	  

The	   first	   screen	   allows	   for	   the	   creation	   of	   an	   assessment	   and	   insertion	   of	  

assessment	   details.	   	   The	   next	   four	   screens	   are	   Patient	   Safety	   mini-‐CEX	  

Competency	   Area	   rating	   screens	   and	   the	   final	   screen	   captures	   details	   of	   the	  

assessment	  such	  as	  observation	  time,	  global	  rating	  and	  assessor	  comments.	  	  

	  

The	  three	  rating	  scales	  and	  their	  associated	  assessment	  anchors	  are	  presented	  in	  

Web-‐based	  format	  and	  table	   format	   in	  Table	  8.	  10	  and	  Table	  8.11.	  Rating	  Scale	  

source	  is	  acknowledged	  at	  the	  foot	  of	  Table	  8.11	  	  

	  

(Web-‐Based	  access	  to	  the	  Web-‐Based	  Patient	  Safety	  mini-‐CEX	  is	  available	  at:	  

http://minicex.med.monash.edu.au/	  

Password	  for	  occasional	  users:	  User	  Name:	  	  examiner1;	  Password:	  	  examiner1).	  

	  

http://minicex.med.monash.edu.au/
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Figure	  8.1:Web	  Version	  Patient	  Safety	  mini-‐CEX	  (Version	  3)	  Create	  Assessment	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Screen	  Capture	  
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Figure	  8.2:	  Web	  Version	  Patient	  Safety	  mini-‐CEX	  (Version	  3):	  	  PPA	  1	  Screen	  

Capture	  
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Figure	  8.3:	  Web	  Version	  Patient	  Safety	  mini-‐CEX	  (Version	  3):	  PPA	  2	  Screen	  

Capture	  
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Figure	  8.4:	  Web	  Version	  Patient	  Safety	  mini-‐CEX	  (Version	  3)	  PPA	  3	  Screen	  Capture	  
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Figure	  8.5:	  Web	  Version	  Patient	  Safety	  mini-‐CEX	  (Version	  4:	  PPA	  4	  Screen	  Capture	  
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Figure	  8.6:	  Web	  Version	  Patient	  Safety	  mini-‐CEX	  (Version	  3):	  Image	  Capture:	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Overall	  Performance	  Summary	  Assessment	  Page	  
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Box	  8.1:	  Web-‐Based	  Screen	  Capture:	  PPA1	  Competency	  Indicators	  

	  

	  

	  

*	  Indicators:	  Source:	  National	  Patient	  Safety	  Education	  Framework	  (ACQSHC,	  2005)	  
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Box	  8.2:	  Web-‐Based	  Screen	  Capture:	  PPA2	  Competency	  Indicators	  
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Box	  8.3:	  Web-‐Based	  Screen	  Capture:	  PPA3	  Competency	  Indicators*	  

	  

	  

	  

	  

*	  Indicators:	  Source:	  National	  Patient	  Safety	  Education	  Framework	  (ACQSHC,	  2005)	  
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Box	  8.4:	  Web-‐Based	  Screen	  Capture:	  PPA	  4	  Competency	  	  Indicators	  
	  

	  

	  

	  

*	  Indicators:	  Source:	  National	  Patient	  Safety	  Education	  Framework	  (ACQSHC,	  2005)	  
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Box	  8.5:	  Patient	  Safety	  mini-‐CEX	  Web-‐Based	  Screen	  Capture:	  9-‐Point	  Rating	  Scale*	  

	  

	  

	  

*Adopted	  and	  adapted	  from	  RACP:	  Formative	  Mini-‐Clinical	  Evaluation	  (mini-‐CEX	  Rating	  
Form)	  
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Table	  8.10:	  Patient	  Safety	  mini-‐CEX	  Anchors	  Paper	  Based	  Versions	  2	  &	  3:	  

9	  Anchors	  	  &	  3	  Performance	  Categories	  

	  

	  

	  

	  

	  

	  

	  

1. Unsatisfactory:	  	  Unsafe	  practice	  with/	  without	  unjustified	  confidence	  Needs	  
continuous	  supervision	  

	  
2. Unsatisfactory:	  	  Approach	  not	  satisfactory	  in	  important	  areas	  or	  on	  frequent	  

occasions	  	  
	  

3. Unsatisfactory:	  Performs	  some	  aspects	  of	  care	  safely	  but	  requires	  frequent	  
supervision	  	  

	  
	  

4. Satisfactory:	  	  Performs	  some	  aspects	  of	  care	  competently	  and	  safely	  but	  
needs	  supervision	  in	  specific	  areas	  

	  
5. Satisfactory:	  	  Performs	  in	  a	  safe	  and	  ethical	  manner,	  with	  access	  to	  

supervision	  if	  needed	  
	  

6. Satisfactory:	  	  Demonstrates	  effective	  practice	  in	  performing	  common/	  
routine	  clinical	  skills	  and	  procedures	  efficiently,	  ensuring	  patient	  safety	  

	  
	  

7. Superior:	  Performs	  most	  aspects	  of	  care	  competently	  and	  safely	  
Occasional	  supervision	  may	  be	  required	  	  

	  
8. Superior:	  Competently	  and	  safely	  manages	  almost	  all	  aspects	  of	  patient	  care.	  	  

Supervision	  required	  for	  complex	  clinical	  situations	  or	  acute	  emergencies	  	  
	  

9. Superior:	  Competently	  and	  safely	  manages	  all	  aspects	  of	  patient	  care	  without	  
supervision	  
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Box	  8.6:	  Web-‐Based	  Screen	  Capture:	  5-‐Point	  Rating	  Scale	  

	  

	  

	  

Source:	  Adapted	  from	  ANZCA	  DOPS:	  2008	  
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Table	  8.11:	  Patient	  Safety	  mini-‐CEX	  Anchors	  Web-‐based	  Version	  3	  (b):	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  9	  Anchors	  –	  3	  Performance	  Categories)	  

	  

Source:	  Adopted	  and	  adapted	  from	  RACP:	  Formative	  Mini-‐Clinical	  Evaluation	  (mini-‐CEX	  
Rating	  Form)	  
	  

	  

1. Unsatisfactory:	  Gaps	  in	  knowledge	  or	  skills	  that	  you	  would	  not	  expect	  for	  
this	  level	  of	  practice.	  	  Serious	  concerns	  about	  patient	  safety	  	  

	  
2. Unsatisfactory:	  Gaps	  in	  knowledge	  or	  skills	  that	  you	  would	  not	  expect	  for	  

this	  level	  of	  practice.	  	  A	  number	  of	  concerns	  about	  patient	  safety	  	  
	  

3. Unsatisfactory:	  Gaps	  in	  knowledge	  or	  skills	  that	  you	  would	  not	  expect	  for	  
this	  level	  of	  practice.	  	  Some	  concerns	  about	  patient	  safety	  

	  
	  
	  

4. Satisfactory:	  	  Demonstrates	  the	  level	  of	  practice	  you	  would	  expect	  for	  a	  
doctor	  practicing	  at	  this	  level.	  	  In	  relation	  to	  patient	  safety,	  is	  generally	  
clinically	  competent	  with	  satisfactory	  communication	  skills	  and	  
professionalism	  	  

	  
5. Satisfactory:	  	  Demonstrates	  the	  level	  of	  practice	  you	  would	  expect	  for	  a	  

doctor	  practicing	  at	  this	  level.	  	  In	  relation	  to	  patient	  safety,	  is	  generally	  
clinically	  competent	  with	  satisfactory	  communication	  skills	  and	  
professionalism	  	  

	  
	  

6. Satisfactory:	  	  Demonstrates	  the	  level	  of	  practice	  you	  would	  expect	  for	  a	  
doctor	  practicing	  at	  this	  level.	  	  In	  relation	  to	  patient	  safety,	  is	  generally	  
clinically	  competent	  with	  satisfactory	  communication	  skills	  and	  
professionalism	  	  

	  
	  

7. Superior:	  Performing	  well	  above	  their	  level	  they	  are	  at.	  	  There	  are	  no	  patient	  
safety	  concerns	  about	  their	  clinical	  method,	  clinical	  decision	  making,	  
communication	  skills,	  professionalism	  or	  organization	  

	  
8. Superior:	  Performing	  well	  above	  their	  level	  they	  are	  at.	  	  There	  are	  no	  patient	  

safety	  concerns	  about	  their	  clinical	  method,	  clinical	  decision	  making,	  
communication	  skills,	  professionalism	  or	  organization	  

	  
9. Superior:	  Performing	  well	  above	  their	  level	  they	  are	  at.	  	  There	  are	  no	  patient	  

safety	  concerns	  about	  their	  clinical	  method,	  clinical	  decision	  making,	  
communication	  skills,	  professionalism	  or	  organization	  
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8.5:  Discussion  and  Conclusion    

  
Chapter	   Eight	   has	   presented	   results	   from	   the	   Competency	   Item	   reliability	  

analysis	   based	   on	   the	   Patient	   Safety	   mini-‐CEX	   (Versions	   2	   &	   3)	   Competency	  

Items.	   The	   analysis	   demonstrated	   a	   Cronbach’s	   Alpha	   of	   .937	   over	   the	   eight	  

items	  that	  could	  be	  measured	  consistently	  across	  all	  Simulation	  and	  Workplace	  

Based	   Assessment	   participant	   encounters.	   Inclusion	   of	   the	   remaining	  	  

Competency	   Items	   that	   could	   not	   be	   measured	   consistently	   within	   the	  

Simulation	  scenarios	  or	  Workplace	  Based	  Assessment	  clinical	  encounters	  (n=5)	  

reduced	  the	  Cronbach’s	  Alpha	  to	  .653.	  	  

	  

The	  level	  of	  reliability	  required	  for	  a	  credible	  assessment	  of	  clinical	  competence	  

is	  considered	  to	  be	  purpose	  dependent,	  and	  relative	  to	  the	  consequences	  of	  the	  

assessment	   (Downing,	   2004).	   	   Workplace	   Based	   Assessments,	   and	   other	  

assessments	  of	  clinical	  competence	  in	  medicine	  leading	  to	  certification	  or	  license	  

to	   practice	   are	   generally	   considered	   ‘high-‐stakes’.	   	   As	   such,	   they	   are	   based	   on	  

criterion	   referenced	   or	   absolute	   (precision)	   standards	   where	   a	   reliability	  

measure	  of	  0.90	  is	  required	  (Downing,	  2004,	  p.1006).	  	  A	  reliability	  range	  of	  0.70	  

–	   0.79	   is	   considered	   to	   be	   tolerable	   with	   respect	   to	   formative	   assessments	   of	  

clinical	   competence	   within	   medical	   education,	   depending	   on	   the	   setting	   and	  

consequences	  of	  the	  assessment	  (Downing,	  2004,	  p.1010).	  	  The	  PSMC	  represents	  

such	  an	  assessment.	  

	  

The	  Patient	  Safety	  mini-‐CEX	  reliability	  data	  presented	  in	  Chapter	  Eight	  is	  shown	  

by	  Competency	   Item	   for	   the	   for	  high	  performing	   items	  (N=8),	   representing	   the	  
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performance	   domains	   of	   Communicating	   Safely,	   Practising	   Safely,	   Clinical	  

Management	  &	  Using	  Evidence,	  and	   Professional	  Practice.	   	   In	   addition	   a	   ‘global’	  

performance	  or	  competence	  rating	  is	  presented.	  	  This	  in	  in	  line	  with	  the	  ‘overall	  

competence’	   or	   ‘entrustability’	   focus	   emerging	   in	   clinical	   assessments	   of	  

competence	  (Weller,	  Misur,	  Nicolson,	  Morris,	  Ute,	  Crossley	  &	  Jolly	  (2014).	  	  	  

	  

In	  a	  2006	  paper,	  Schuwirth	  and	  Van	  der	  Vleuten	  concur	  with	  the	  trend	  towards	  

‘overall	   ratings’	   of	   competence	   but	   raise	   serious	   questions	   of	   any	   assessment	  

method	  that	  may	  lend	  itself	  to	  applying	  the	  sum	  of	  the	  components	  of	  a	  mini-‐CEX	  

rating	  to	  competence	  divorced	  from	  overall	  ‘entrustabliity’	  (Schuwirth	  &	  Van	  de	  

Vleuten,	   2006).	   	   	   Further,	   they	   raise	   the	   issue	  of	   the	  extent	  of	  the	  risk	   of	   global	  

scores	   from	   a	   legitimate	   mini-‐CEX	   assessment	   being	   applied	   to	   a	   ‘seriously	  

under-‐	  performing’	  medical	  student	  of	  doctor	  in	  supervised	  training.	  	  They	  pose	  

the	  question	   	   ‘how	  big	   is	   the	  risk	  of	   the	  student	  [or	   trainee	  doctor]	  performing	  

seriously	  below	   the	   standard	   in	   a	   future	   case,	   given	  his	   or	  her	  history	   and	   the	  

newly	  collected	  information’	  (Schuwirth	  &	  Van	  der	  Vleuten,	  2006,	  p.209.	  	  	  

	  

The	  concept	  of	  clinical	  risk	  with	  respect	  to	  assessments	  of	  patient	  safety	  related	  

clinical	   competency	   has	   significant	   implications	   for	   patient	   outcomes	   and	  

adverse	   event	   potential.	   	   The	   question	   of	   where	   the	   responsibility	   lies	   for	  

ensuring	   trainees	   and	   doctors’	   safe	   clinical	   practice	   crosses	   a	   number	   of	  

educational,	  organizational	  and	  practice	  boundaries.	  	  	  This	  question	  calls	  for	  the	  

establishment	   of	   models	   and	   theories	   to	   predict	   assessments	   of	   clinical	   and	  

organization	   competence	   for	   the	   delivery	   of	   delivery	   safe	   patient	   care	  

(Schuwirth	  &	  Van	  der	  Vleuten,	  2006)	  and	  is	  one	  which	  this	  research	  will	  seek	  to	  
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address	   as	   an	   extension	   of	   the	   Patient	   Safety	   mini-‐CEX	   tool	   development	   and	  

testing.	  

	  

	  Chapter	   Eight	   provided	   an	   analysis,	   based	   on	   tool	   testing	   performance	   and	  

expert	  comment,	  of	  the	  relevance	  of	  the	  43	  Patient	  Safety	  mini-‐CEX	  (Version	  3)	  

Competency	   Indicators	   to	   Simulation	   and	   the	   Workplace	   Based	   Assessment	  

categories	  of	  Case	  Review	  (Case	  Based	  Discussion)	  and	  360°	  Feedback,	  and	  mini-‐

CEX	  encounters.	  	  This	  analysis	  is	  set	  out	  in	  Table	  8.12.	  	  

	  

The	  chapter	  has	  also	  presented	  the	  development	  of	  the	  Web-‐based	  Patient	  Safety	  

mini-‐CEX	   format	   and	   its	   related	   functionalities,	   and	   suggested	   a	   range	   of	  

assessment	  and	  patient	  safety	  competency	  performance	  anchors.	  

	  

Finally,	   the	   findings	   of	   Chapter	   Eight	   are	   discussed	   in	   the	   light	   of	   the	  medical	  

education	  competence	  and	  performance	  assessment	  literature.	  

	  

The	   next	   Chapter,	   Chapter	   Nine,	   will	   discuss	   the	   concepts	   of	   competence	   and	  

performance	   implications	  with	   respect	   to	   implementation	  of	   the	  Patient	  Safety	  

mini-‐CEX	   within	   clinical	   contexts.	   	   It	   will	   review	   the	   results	   and	   draw	  

conclusions	  from	  the	  seven	  development	  and	  testing	  phases	  of	  the	  Patient	  Safety	  

mini-‐CEX	  with	   respect	   to	   assessments	   of	   clinical	   competence	   and	  performance	  

within	  clinical	  encounters.	  	  
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Chapter  Nine  
	  

DISCUSSION	  
	  

9.1:  Introduction  to  Chapter  Nine      
	  
Chapter	   Nine	   will	   discuss	   the	   work	   and	   findings	   of	   the	   thesis	   within	   the	   two	  

dominant	   theoretical	   perspectives	   guiding	   the	   research:	   those	   frameworks	  

supporting	   Workplace	   Based	   Assessments	   (WBA)	   of	   clinical	   competence	   and	  

performance	   in	   medicine,	   and	   those	   underpinning	   the	   emergent	   discipline	   of	  

patient	  safety.	  	  The	  essential	  elements	  of	  these	  two	  theoretical	  perspectives,	  and	  

their	   relevance	   to	   the	   research,	   were	   introduced	   earlier	   in	   Chapter	   Two	   and	  

Chapter	  Three.	  	  	  

The	  Patient	  Safety	  Mini-‐CEX	  (PSMC)	  development	  process	  and	  the	  rationale	  for	  

establishing	   the	   mini-‐CEX	   as	   the	   framework	   ‘best	   fit	   for	   purpose’	   for	   patient	  

safety	   focussed	   WBA	   of	   clinical	   competence	   reflects	   the	   intent	   of	   Research	  

Objective	  One	   and	  Research	  Question	  One	   and	  was	   described	   in	  Chapters	   Five	  

and	  Six.	  

	  

The	  implications	  of	  the	  results	  from	  the	  OSCE,	  Simulation,	  and	  Workplace	  Based	  

Assessment	  testing	  phases	  of	  the	  PSMC	  will	  be	  considered	  within	  a	  competency-‐

based	   formative	   assessment	   framework.	   	   The	   concepts	   of	   clinical	   competence	  

and	   performance,	   introduced	   earlier	   in	   Chapter	   Three,	   will	   be	   examined	   with	  

respect	   to	   the	   findings	   from	   the	   PSMC	   assessments	   of	   International	   Medical	  

Graduate	   (IMG)	   doctors	   within	   the	   three	   PSMC	   testing	   environments.	   	   The	  

overall	  performance	  of	  the	  study	  cohorts	  and	  the	  representativeness	  of	  the	  study	  
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sample	   in	   relation	   to	   IMGs	   already	   employed	   in	   Australian	   hospitals	   will	   be	  

considered.	  	  

The	  potential	  for	  the	  cognitive	  frameworks	  of	  the	  assessors	  or	  judges,	  and	  their	  

orientation	  to	  the	  patient	  safety	  focus	  of	  the	  PSM,	  to	  influence	  PSMC	  assessment	  

outcomes	   will	   be	   discussed.	   The	   case	   for	   establishing	   a	   Patient	   Safety	  

Competency	  Index	  (PSCI)	  will	  also	  be	  presented.	   	  The	  clinical	  testing	  phases,	   in	  

line	  with	  Research	  Objectives	  Two	  and	  Three	  and	  Research	  Questions	  Two	  and	  

Three,	   served	   to	   establish	   the	   reliability,	   validity,	   utility,	   acceptability	   and	  

feasibility	   of	   the	   PSMC	   tool	   within	   the	   IMG	   participant	   and	   clinical	   assessor	  

cohort.	  

Finally,	   Chapter	   Nine	   will	   explore	   the	   potential	   for	   implementation	   of	   routine	  

formative	  WBA	  PSMC	  assessments	  for	  newly	  employed	  IMGs	  and	  also	  PGY1	  and	  

PGY2	  Australian	  graduates.	  	  The	  chapter	  will	  conclude	  by	  proposing	  the	  adoption	  

of	  PSMC	  assessments	  of	  competence	  as	  a	  core	  component	  of	  a	  composite	  patient	  

safety	   focussed	   Healthcare	   Systems	   Safety	   Model	   (HSSM)	   to	   be	   presented	   in	  

Chapter	  Ten.	  	  

9.2.1:	  PSMC	  Assessments	  within	   the	  Competency	  Based	  Approach	   to	  

Clinical	   Assessment	   in	   Medicine:	   Competencies,	   Competence	   and	  

Performance	  	  

The	   Patient	   Safety	   mini-‐CEX	   (PSMC)	   is	   offered	   as	   a	   criterion-‐based	   generic	  

patient	  safety	  focussed	  assessment	  tool	  that	  reflects	  those	  contemporary	  medical	  

education	   competency	   assessment	   frameworks	   applicable	   to	   the	   discipline	   of	  

patient	  safety.	  	  Competency	  based	  clinical	  assessments	  sit	  within	  a	  psychometric	  

framework	   and	   are,	   by	   definition,	   criterion-‐based;	   and	   thereby	   represent	   as	  

much	   as	   possible	   pre-‐determined	   absolute	   standards	   or	   levels	   of	   competence	  



	   393	  

and	  performance	  (Downing	  &	  Yudkowsky,	  2010).	  	  With	  respect	  to	  this	  thesis,	  the	  

pre-‐determined	  levels	  of	  PSMC	  competence	  and	  performance	  within	  the	  Patient	  

Safety	   mini-‐CEX	   framework	   were	   those	   relative	   to	   the	   standard	   or	   level	   of	  

mastery	   expected	   of	   mid-‐year	   PGY	   2	   doctors.	   	   Of	   necessity,	   these	   judgements	  

were	   required	   to	   be	   ‘credible,	   defensible	   and	   acceptable’	   (Downing	   &	  

Yudkowsky,	  2010).	   	   	  Hence,	   the	  assessors	  recruited	   for	   the	  PSM	  testing	  phases	  

were	  those	  cognisant	  with	  both	  IMG	  and	  PGY	  1	  &	  2	  doctors’	  performance	  within	  

clinical	  practice	  settings.	  	  Their	  judgements	  were,	  therefore,	  considered	  to	  most	  

likely	  to	  reflect	  a	  ‘realistic	  expectation’	  of	  the	  expected	  levels	  of	  competence	  and	  

performance	  of	   the	  assessee	  cohorts	  and	  were	  calibrated	  with	  these	  cohorts	   in	  

mind	  (Downing	  &	  Yudkowsky,	  2010,	  pp.119	  –	  121).	  	  Standard	  setting	  within	  the	  

psychometric	   framework	  of	   the	  PSMC	  was	  discussed	   earlier	   in	  Chapters	  Three	  

and	  Four	  of	  the	  thesis.	  	  

	  

The	   concept	   of	  competence	   itself	   is	   however,	   problematic.	   	  Moreover,	   although	  

problematic	  and	  even	  potentially	  controversial,	  the	  notion	  of	  competence	  as	  the	  

focus	  of	  clinical	  assessment	  in	  medicine	  is	  not	  new.	  	  As	  early	  as	  1978	  McGaghie	  

and	   Miller	   et	   al	   argued	   the	   case	   for	   competency-‐based	   medical	   education	  

(Hodges	   &	   Lingard,	   2012).	   	   From	   its	   re-‐emergence	   in	   the	   early	   1990’s,	   the	  

concept	   of	   competency-‐based	   medical	   education	   was	   met	   with	   fervent	  

antagonism	   both	   internationally	   and	   within	   the	   ranks	   of	   Australian	   medical	  

academia	  (Hodges	  &	  Lingard,	  2012;	  Jolly,	  2012,	  p.346	  -‐	  347).	  	  Opponents	  claimed	  

that	   ‘by	   reducing	   academic	   and	   professional	   expertise	   to	   a	   set	   of	   behavioural	  

specifications,	  medicine	  would	  capitulate	  to	  the	  technico-‐rationality	  appropriate	  

to	  vocational	  [trade-‐based]	  institutions’	  (Jolly,	  2012,	  346).	  	  	  Hodges	  and	  Lingard	  
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(2012)	   also	  warned	   against	   transposing	   a	   ‘checkbox-‐driven’	   assessment	  model	  

to	   the	   ‘complex	   judgement	   based	   profession	   of	   medicine’	   (Hodges	   &	   Lingard,	  

2010,	  p.6).	  

Nevertheless,	  by	  the	  late	  1990’s	  and	  early	  2000’s	  Simpson	  et	  al.	  (2002),	  writing	  

in	  The	  Scottish	  Doctor,	  concluded	  that	  ‘competency	  frameworks	  now	  underpin	  all	  

of	   medical	   training	   in	   the	   Western	   world’,	   thereby	   reflecting	   its	   legitimacy	  

(Hodges	  &	  Lingard,	  2012,	  p.3).	  	  	  CanMEDS	  (Frank	  et	  al,	  2005)	  represents	  such	  a	  

framework	   where	   roles	   including	   Medical	   Expert,	   Communicator	   and	  

Collaborator	  are	   considered	   as	   competencies.	   	   	   In	   this	   respect	   the	  discipline	  of	  

patient	  safety	  has	   also	  been	   advanced	   as	   giving	   rise	   to	   a	   suite	   of	   patient	   safety	  

competencies	   (Walton	   &	   Elliot,	   2006:	   cited	   in	   Hodges	   &	   Lingard,	   2012,	   p.4;	  

Walton,	   Shaw,	   Barnet	   &	   Ross,	   2006),	   thus	   establishing	   a	   significant	   degree	   of	  

legitimacy	   for	   the	   patient	   safety	   focus	   of	   PSMC.	   	   Elsewhere	   competencies	   are	  

defined	   as	   the	   ‘tools	   selected	   for	   specific	   tasks’	   and	   behaviours	   (Jolly,	   2012,	  

p.347),	  for	  example,	  eliciting	  a	  patient	  history	  or	  undertaking	  a	  clinically	  relevant	  

physical	  examination	  (CPMEC,	  2009).	  	  	  

	  

Contemporary	   clinical	   assessment	   theory,	   discussed	   earlier	   in	   Chapter	   Three,	  

postulates	   that	   the	   competency-‐based	   assessment	   focus	   places	   the	   emphasis	   of	  

assessment	   not	   only	   on	   discreet	   clinical	   skills,	   but	   also	   ‘reflects	   a	   ‘whole-‐task’	  

approach	   to	   those	   skills:	   whereas,	   the	   competence	   approach	   implies	   that	   the	  

trainee	  doctor	  has	   ‘the	  ability	   to	  handle	  a	  complex	  professional	   task,	  or	  overall	  

clinical	   encounter,	   by	   integrating	   the	   relevant	   cognitive,	   psychomotor	   and	  

affective	   skills’	   (Van	   der	   Vleuten	   &	   Schuwirth,	   2005,	   p.	   313).	   	   Such	   integrated	  

skill	   sets	   include	   safe	   patient	   management,	   clinical	   judgement	   and	   decision	  
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making,	  history	   taking	  and	  physical	  examination	  as	  opposed	   to	  knowledge	  and	  

skills	  alone	  (Jolly,	  2012,	  p.347).	  	  

Competence,	   therefore,	   has	   emerged	   as	   ‘an	   overarching	   concept	   involving	  

integration	  of	  multiple	  capacities	  and	  abilities’	  (Jolly,	  2012,	  p.367)	  incorporating	  

specific	   tasks	  or	  competencies.	  Thus,	  competence,	  as	  the	   ‘over-‐arching	  concept’	  

within	  a	  patient	  safety	  curriculum	  framework,	  represents	  the	  focus	  of	  the	  Patient	  

Safety	   mini-‐CEX	   assessment.	   This	   concept	   conforms	   to	   the	   Institute	   for	  

International	  Medical	  Education	  (IIME)	  explication	  of	  assessment	  of	  competence	  

in	  that	  it	  ‘denotes	  what	  a	  student	  or	  doctor	  actually	  does	  in	  an	  encounter	  with	  a	  

patient	   when	   applying	   learned	   knowledge	   and	   skills,	   mediated	   by	   clinical	  

judgement	   and	   the	   use	   of	   interpersonal	   communication	   skills’	   (IIME,	   2002;	  

Wojtczak,	  2002).	  	  

	  

From	  this	  perspective,	  the	  focus	  of	  the	  OSCE	  PSMC	  testing	  phase	  may	  be	  viewed	  

predominantly	   as	   assessing	   discreet	   patient	   safety	   competencies,	   and	   the	  

Simulation	  and	  WBA	  phases	  as	  assessments	  of	  competence.	  	  This	  categorization	  

is	  in	  line	  with	  the	  Rethans	  et	  al,	  view	  that	  competency	  based	  assessments	  occur	  

in	   testing	   settings	   that	   allow	   for	   ‘controlled	   representations	   of	   professional	  

practice’	  (Rethans,	  Norcini,	  Baron-‐Maldonado	  &	  Jolly2002,	  p.	  902).	  	  	  They	  argue	  

for	   a	   domain	   specific	   distinction	   between	   assessment	   of	   competence	   and	  

assessment	   of	   performance:	   with	   ‘performance-‐based	   assessment’	   measuring	  

‘what	   doctors	   do	   in	   their	   professional	   practice’	   (Rethans,	   Norcini,	   Baron-‐

Maldonado	  et	  al,	  2002,	  p.902).	  	  The	  thesis,	  however,	  for	  the	  purpose	  of	  the	  PSMC	  

testing,	   will	   consider	   High	   Fidelity	   Complex	   Simulation	   from	   within	   both	   the	  

competence	  and	  performance	  frameworks,	  where	  overall	  competence	  ratings	  will	  
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be	   equated	   with	   performance.	   	  With	   respect	   to	   the	   WBA	   assessments	   of	   the	  

prevocational	   IMG	   cohort	   however,	   it	   is	   considered	   that	   both	   competence	   and	  

performance	  were	  assessed,	  depending	  upon	  whether	  the	  assessment	  focus	  was	  

that	  of	  a	  specific	  clinical	  skill	  set	  or	  a	  comprehensive	  patient	  encounter.	  	  	  

	  

9.2.2:	   Measuring	   Competence	   and	   Performance	   within	   PSMC	  

Assessments	  	  

Contemporary	  medical	   education	   assessment	   theory	   has	   historically	   embraced	  

Miller’s	  Pyramid.	  Miller’s	  Pyramid	  (Miller,	  19909)	  was	  discussed	  in	  greater	  detail	  

in	  Chapter	  Three.	  	  Miller	  used	  a	  four-‐level	  framework	  for	  discriminating	  between	  

a	  medical	  student	  or	  pre-‐vocational	   level	  doctor’s	  knowledge	  (Level	  One);	  their	  

demonstrated	  knowledge	  and	  execution	  of	  clinical	  skills	  (Levels	  Two	  and	  Three);	  

and	  their	  ability	  to	  integrate	  their	  knowledge	  and	  skills	  into	  practice,	  equating	  to	  

the	   fourth	   or	   Does	   level	   of	   the	   Pyramid	   (Miller,	   1990;	   Norcini,	   2003;	   2009).	  	  

Miller’s	   Pyramid	   (Miller,	   199010)	   was	   discussed	   in	   greater	   detail	   in	   Chapter	  

Three.	   	   However,	   the	   distinction	   between	   the	   concept	   of	   competence	   at	   the	  

‘shows	  how’	  and	  ‘does’	  levels	  of	  Miller’s	  Pyramid	  versus	  the	  overarching	  concept	  

of	   performance	   has	   been	   less	   well	   defined	   both	   in	   Miller’s	   original	   paper	   and	  

subsequently.	   	  Moreover,	  Norman	  (2005)	  from	  a	  cognitive	  perspective	  suggests	  

that	   ‘cracks	   are	   beginning	   to	   appear	   within	   the	   pyramid’	   with	   respect	   to	   the	  

relative	   positions	   of	   competence	   versus	   performance	   	   (Norman,	   2005,	   cited	   In	  

Hodges	  &	  Lingard,	  2012,	  pp.26	  –	  27).	  	  

	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
10	  The	  most	  cited	  paper	  within	  medical	  education	  literature	  
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The	   Cambridge	   Model	   (Rethans,	   Norcini,	   Baron-‐Maldonado	   et.al.	   2002),	   also	  

introduced	   earlier	   in	   Chapter	   Three,	   in	   seeking	   to	   establish	   the	   relationship	  

between	   these	   two	   concepts,	   proposed	   an	   inversion	  of	  Miller’s	   Pyramid	  where	  

the	  focus	  is	  on	  levels	  three	  and	  four.	  	  Rethans	  et	  al	  (2002)	  suggested	  that	  Miller’s	  

pyramid	   implies	   that	   performance	   is	   assumed	   to	   follow	   competence,	   whereas	  

performance	  is	   to	  be	  regarded	  rather	  as	   ‘a	  product	  of	  competence’	  mediated	  by	  

health	  systems	  and	  individual	  doctor	  influences	  within	  those	  systems	  (Rethans,	  

et	  al	  2002,	  p.201).	  

	  

	  

	  
Figure	  9.1:	  The	  Cambridge	  Model	  (Rethans,	  Norcini,	  Baron-‐Maldonado	  et	  al,	  2002,	  p.	  907)	  

	  

Therefore,	   the	   Cambridge	   Model	   (Figure	   9.1)	   (Rethans,	   Norcini,	   Baron-‐

Maldonado	   et	   al,	   2002)	   aligns	   well	   with	   this	   thesis’	   proposal	   for	   doctors’	  

individual	  clinical	  competence	  and	  performance	  to	  be	  considered	  within	  a	  health	  

system’s	  model.	   	   It	  also	  reflects	   the	  Runciman	  and	  Lumby	  (2009)	  position	   that	  

there	   is	   a	   need	   for	   regulation	   of	   clinical	   practice	   to	   address	   factors	   that	   may	  

contribute	  to	  sub-‐optimal	  or	  unsafe	  patient	  management	  within	  IMG	  cohorts	  and	  

potentially,	   PGY1	  and	  PGY	  2	   cohorts	   (Runciman	  &	  Lumby	   In	  Healy	  &	  Dugdale,	  
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2009,	   p.198;	   Walton,	   2012).	   	   The	   relationships	   between	   competence,	  

performance,	   and	   health	   systems	  will	   be	   explored	   in	   greater	   detail	   in	   Chapter	  

Ten.	  	  	  

9.3:   PSMC   OSCE,   Simulation   and   WBA   Testing   Results   within   the  

Competence  &  Performance  Discourse  

Consideration	  of	  the	  Patient	  Safety	  mini-‐CEX	  OSCE,	  Simulation	  and	  WBA	  testing	  

results	  within	  the	  framework	  of	  the	  Cambridge	  Model	  and	  the	  broader	  medical	  

education	  competence	  and	  performance	  discourse	  suggests	  that,	  overall,	  between	  

55%	   and	   100%	   of	   the	   IMG	   participants	   (N	   =	   107;	   Ratings	   =	   204)	   were	  

competent:	  	  that	  is,	  rated	  as	  Satisfactory	  or	  Superior	  across	  between	  7	  and	  13	  of	  

the	   14	   PSMC	   Competency	   Items.	   	   Not	   all	   Competency	   Items	   were	   examinable	  

within	  all	  encounters	  across	  the	  three	  testing	  environments.	   	   	  Competence	  was	  

assessed	   via	   a	   9-‐point	   Likert	   scale	   incorporating	   the	   three	   sub-‐scales	   of	  

Unsatisfactory,	  Satisfactory	  and	  Superior,	  where	  Unsatisfactory	  represented	  	  ‘not	  

competent’.	  	  

Table	   9.1	   presents	   the	   combined	   OSCE,	   Simulation,	   and	   Workplace	   Based	  

Assessment	   ratings	   for	   ‘competence’	   within	   the	   rating	   classifications	   of	  

Satisfactory	  and	   Superior	   for	   OSCE,	   Simulation,	   WBA	   (Columns	   1,	   2	   &	   3);	   the	  

combined	   OSCE	   and	   Simulation	   Satisfactory	   ratings	   for	   OSCE	   and	   Simulation	  

(Column	   4);	   and	   the	   combined	   OSCE,	   Simulation	   and	  WBA	   Superior	  ratings	   in	  

Column	  5.	   	   	  This	  comparative	  table	  suggests	  that	  between	  55.8	  %	  and	  78.8%	  of	  

the	   simulation	   cohort	   (N=81	   Lead	   Ratings	   and	   324	   Participant	   Ratings)	   were	  

competent	  across	  eleven	  of	  the	  thirteen	  PSMC	  Competency	  Indicators,	  and	  below	  

90%	  for	  the	  OSCE	  cohort	  (N	  =	  17	  across	  136	  individual	  Participant	  Ratings)	  for	  
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five	  of	  the	  eight	  OSCE	  PSMC	  Competency	  Indicators.	  	  	  Conversely,	  these	  findings	  

also	  suggest	  that	  between	  44.2%	  and	  21.1%	  of	  participants	  were	  not	  competent	  

across	   one	   or	   more	   of	   the	   Competency	   Indicators.	   	   The	   cumulative	   data	  

presented	   in	   Tables	   9.1	   and	   9.2	   serve	   to	   illustrate	   the	   extent	   of	   participants’	  

comparative	  and	  cumulative	  patient	  safety	   lapses	   in	   the	  context	  of	   the	  Chapter	  

Nine	  discussion.	  
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Table	  9.1:	  OSCE	  &	  Combined	  Simulation	  &	  WBA	  Cohorts:	  	  Summary	  of	  Satisfactory	  &	  Superior	  Ratings	  by	  Competency	  Item	  &	  PSMC	  PPA	  
Practice	  Performance	  Areas	  
(PPA)	  1	  –	  4	  
	  

OSCE	  Ratings*	  
Satisfactory	  &	  Superior	  
Ratings	  %	  
(N	  =	  17)	  	  
(Individual	  Ratings:	  136)	  

Simulation	  Ratings*	  
Satisfactory	  &	  Superior	  
Ratings	  	  %	  
(N	  =	  81)	  
(Lead	  Ratings:	  64/68)	  	  
(All	  Ratings:	  256)	  

WBA	  Ratings	  
Satisfactory	  &	  Superior	  
Ratings	  %	  
(N	  =	  9)	  
(Individual	  Ratings:	  16)	  

Combined	  OSCE	  &	  
Simulation	  	  
Satisfactory	  Ratings	  %	  	  	  
(N=	  98)	  
(Ratings:	  204)	  200	  

Combined	  OSCE,	  
Simulation	  &	  WBA	  
Superior	  Ratings	  %	  
(N	  =	  107)	  
(All	  Ratings:	  
220/216)	  

PPA	  1:	  Communicating	  Safely	  

1.1	  Patient	  Interaction	  

1.2	  Managing	  Information/	  	  	  	  
	  	  	  	  	  	  	  Appropriate	  Documentation	  
1.3	  Working	  in	  Teams	  

1.4	  Patient	  Handover	  

Satisfactory	  	  	  	  	  	  	  	  	  	  	  	  	  

45.4	  

38.7	  

N/A	  

N/A	  

Superior	  

46.2	  

38.7	  

N/A	  

N/A	  

Satisfactory	  	  	  	  	  	  

53.1	  

37.9	  

59.1	  

N/A	  

Superior	  

23.4	  

31.0	  

19.7	  

N/A	  

Satisfactory	  

25.0	  

14.3	  

N/A	  

N/A	  

Superior	  

68.8	  

71.4	  

37.5	  

N/A	  

Satisfactory	  

47.9	  

38.6	  

59.1	  

N/A	  

Superior	  

43.2	  

40.2	  

26.4	  

N/A	  

PPA	  2:	  Practising	  Safely	  

2.1	  Risk	  &	  Prevention	  

2.2	  Medication	  Safety	  

2.3	  Patient	  Identification	  	  

2.4	  Infection	  Control	  

	  

N/A	  

56.8	  

36.2	  

N/A	  

	  

N/A	  

37.8	  

53.4	  

N/A	  

	  

47.8	  

56.5	  

26.9	  

42.3	  

	  

20.9	  

8.7	  

38.5	  

13.5	  

	  

N/A	  

6.3	  

6.3	  

26.7	  

	  

N/A	  

50.0	  

81.3	  

26.7	  

	  

47.8*	  (Simulation	  only)	  

56.1	  

34.5	  

*42.3	  *(Simulation	  only)	  

	  

20.9*(Simulation)	  

28.9	  

55.0	  

18.3	  

PPA	  3:	  Clinical	  Management	  &	  Using	  
Evidence	  
	  
3.1	  History	  Taking	  
	  
3.2	  Physical	  Examination	  Skills	  &	  
	  	  	  	  	  	  	  Procedures	  
3.3	  Clinical	  Assessment	  &	  	  
	  	  	  	  	  	  	  Decision	  Making	  Skills	  
3.4	  Investigations	  

	  
	  
	  
44.1	  
	  
N/A	  
	  
57.3	  
	  
50.8	  

	  
	  
	  
40.9	  
	  
N/A	  
	  
32.3	  
	  
44.4	  

	  
	  
	  
45.6	  
	  
45.6	  
	  
39.7	  
	  
32.7	  

	  
	  
	  
25.0	  
	  
25.0	  
	  
29.4	  
	  
25.0	  

	  
	  
	  
31.3	  
	  
12.5	  
	  
18.8	  
	  
6.3	  

	  
	  
	  
43.8	  
	  
37.5	  
	  
75.0	  
	  
43.8	  

	  
	  
	  
44.7	  
	  
45.6	  *(Simulation	  only)	  
	  
50	  
	  
42.6	  

	  
	  
	  
35.8	  
	  
30.2	  
	  
39.7	  
	  
39.0	  

PPA	  4:	  Professional	  Practice	  

4.1	  Working	  Within	  the	  Law	  

4.2	  Personal	  Health	  &	  Human	  Error	  
	  	  	  	  	  	  	  

	  

N/A	  

N/A	  

	  

N/A	  

N/A	  

	  

70.6	  

63.3	  

	  

20.6	  

26.5	  

	  

6.3**	  

N/A	  

	  

25.0	  

56.3	  

	  

70.6	  *(Simulation	  only)	  

63.3	  

	  

27.5	  

37.8	  

N/A	  	  =	  Not	  Assessed	  (Observed)	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (*8	  of	  14	  Indicators)	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (*13	  of	  14	  Indicators)	  	  	  	  	  	  	  	  	  	  	  	  	  	  (10	  of	  14	  Indicators	  **	  Unsatisfactory	  =	  1)	  
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Those	  Competency	  Items	  rating	  in	  the	  middle	  range	  of	  	  ‘Satisfactory’	  versus	  ‘Superior’	  with	  

respect	   to	   competence	   included	   Managing	   Information,	   Risk	   and	   Prevention,	   Patient	  

Identification,	  Infection	  Control,	  History	  Taking,	  Physical	  Examination	  Skills	  and	  Procedures,	  

Clinical	  Assessment	  and	  Decision	  making	  Skills,	  and	   Investigations.	   	  Conversely,	   these	   eight	  

items	  are	  also	   implicated	   in	   the	  PSMC	   items	  rated	  as	  Unsatisfactory,	  and	  relate	   to	   factors	  

associated	  with	   hospital	   error	   rates	   and	   other	   adverse	   events	   that	   contribute	   to	   ‘unsafe	  

care’	  and	  patient	  morbidity	  and	  mortality	   in	  developed	  countries	  worldwide	  (Corrigan	  &	  

Donaldson,	   2000;	   WHO	   2002,	   2008;	   and	   Walton,	  2012).	   Factors	   influencing	   assessor	  

judgements	  of	  Unsatisfactory	  versus	  Satisfactory	  and	  Superior	  and	  the	  relative	  competency	  

ratings	  across	  the	  9-‐point	  Likert	  scale	  will	  be	  considered	  under	  section	  9.4	  of	  this	  chapter.	  	  

It	  was	  not	  possible	   to	  adequately	   sample	  or	  assess	   the	  Professional	  Practice	   indicator	   of	  

Personal	   Health	   &	   Human	   Error	   (PPA	   4)	   within	   the	   limited	   WBA	   encounters	   and	   the	  

constraints	   of	   the	   Simulation	   and	   OSCE	   environments.	   	   Working	   within	   the	   Law	   was	  

assessed	  in	  both	  settings,	  although	  its	  relevance	  to	  the	  clinical	  encounters	  across	  the	  three	  

testing	  environments	  was	  also	   limited.	   	  One	  WBA	  participant	  was	  rated	  as	  Unsatisfactory	  

with	   respect	   to	  Working	  within	  the	  Law.	  	  This	   rating	  was	   related	   to	   the	   Informed	  Consent	  

indicator.	  

	  

Table	   9.2	   provides	   a	   summary	   of	   the	   cumulative	   data	   for	   Satisfactory	   and	   Superior	  

competence	   ratings	   from	   the	   64	   (N=	   81)	   Simulation	   and	   16	   (N=	   9)	   Workplace	   Based	  

Assessment	   iterations	  of	   the	  PSMC	   for	  PPA	  1,	   PPA2,	  PPA	  3	   and	  PPA	  4.	   	   	   The	   cumulative	  

Satisfactory	  and	  Superior	  data	  presented	  in	  Column	  5	  suggests	  that	  participant	  competence	  

across	   the	   13	   assessed	   indicators	  was	   rated	   as	   between	   61.1	  %	   and	   90%,	  with	   a	  mean	  

Competence	   rating	   of	   76.8	  %	   across	   all	   indicators.	   The	  OSCE	   data,	  where	   the	   focus	  was	  

assessment	  of	  competencies	  rather	  than	  overall	  competence	  and	  performance,	  was	  omitted	  



	   402	  

from	  this	  table.	  	   	  PPA	  4	  (Professional	  Practice)	  ratings,	  as	  discussed	  earlier,	  were	  not	  well	  

represented	  nor	  demonstrated	  in	  either	  the	  Simulation	  or	  WBA	  testing	  environments.	  	  This	  

limitation	  suggests	  that	  the	  assigned	  ratings	  may	  be	  ‘default	  ratings’	  in	  the	  absence	  of	  any	  

clear	  relationship	  between	  the	  professional	  practice	  items	  and	  the	  participant	  interactions	  

within	  the	  clinical	  encounters.	  	  
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Table	  9.2:	  Combined	  Simulation	  &	  WBA	  Cohorts:	  	  Summary	  of	  Satisfactory	  &	  Superior	  Ratings	  by	  Competency	  Item	  &	  PSMC	  PPA	  
Practice	  Performance	  Areas	  
(PPA)	  1	  –	  4	  
	  

Simulation	  Ratings*	  
Satisfactory	  &	  Superior	  
Ratings	  	  %	  
(N	  =	  81)	  
(Lead	  Ratings:	  64)	  

WBA	  Ratings	  
Satisfactory	  &	  Superior	  
Ratings	  %	  
(N	  =	  9)	  
(Individual	  Ratings:	  16)	  

Combined	  Simulation	  
&	  WBA	  	  
Satisfactory	  Ratings	  %	  	  	  
(N=	  98)	  
(Ratings:	  204)	  

Combined	  
Simulation	  &	  WBA	  
Superior	  Ratings	  %	  
(N	  =	  98)	  
(All	  Ratings:	  204)	  

Combined	  Simulation	  
&	  WBA	  Satisfactory	  &	  
Superior	  Ratings	  %	  
(N	  =	  98)	  
(All	  Ratings:	  204)	  

PPA	  1:	  Communicating	  Safely	  

1.1	  Patient	  Interaction	  

1.2	  Managing	  Information/	  	  	  	  
	  	  	  	  	  	  	  Appropriate	  Documentation	  
1.3	  Working	  in	  Teams	  

1.4	  Patient	  Handover	  

Satisfactory	  	  	  	  	  	  

53.1	  

37.9	  

59.1	  

N/A	  

Superior	  

23.4	  

31.0	  

19.7	  

N/A	  

Satisfactory	  

25.0	  

14.3	  

N/A	  

N/A	  

Superior	  

68.8	  

71.4	  

37.5	  

N/A	  

Satisfactory	  

47.7	  

31.7	  

59.1	  

N/A	  

Superior	  

32.5	  

46.3	  

26.4	  

N/A	  

Satisfactory/	  Superior	  

	  80.2	  

78.0	  

85.5	  

N/A	  	  

PPA	  2:	  Practising	  Safely	  

2.1	  Risk	  &	  Prevention	  

2.2	  Medication	  Safety	  

2.3	  Patient	  Identification	  	  

2.4	  Infection	  Control	  

	  

47.8	  

56.5	  

26.9	  

42.3	  

	  

20.9	  

8.7	  

38.5	  

13.5	  

	  

N/A	  

6.3	  

6.3	  

26.7	  

	  

N/A	  

50.0	  

81.3	  

26.7	  

	  

47.8	  

49.1	  

20.0	  

43.3	  

	  

20.9*(Simulation)	  

21.8	  

57.5	  

18.3	  

	  

68.8*	  	  

70.9	  

77.5	  	  	  	  

61.6	  

PPA	  3:	  Clinical	  Management	  &	  Using	  
Evidence	  
	  
3.1	  History	  Taking	  
	  
3.2	  Physical	  Examination	  Skills	  &	  
	  	  	  	  	  	  	  Procedures	  
3.3	  Clinical	  Assessment	  &	  	  
	  	  	  	  	  	  	  Decision	  Making	  Skills	  
3.4	  Investigations	  

	  
	  
	  
45.6	  
	  
45.6	  
	  
39.7	  
	  
32.7	  

	  
	  
	  
25.0	  
	  
25.0	  
	  
29.4	  
	  
25.0	  

	  
	  
	  
31.3	  
	  
12.5	  
	  
18.8	  
	  
6.3	  

	  
	  
	  
43.8	  
	  
37.5	  
	  
75.0	  
	  
43.8	  

	  
	  
	  
45.0	  
	  
43.4	  	  
	  
36.1	  
	  
29.8	  

	  
	  
	  
30.0	  
	  
30.2	  
	  
38.5	  	  
	  
33.3	  

	  
	  
	  
75.0	  
	  
73.6	  
	  
74.6	  
	  
	  63.1	  
	  

PPA	  4:	  Professional	  Practice	  

4.1	  Working	  Within	  the	  Law	  

4.2	  Personal	  Health	  &	  Human	  Error	  
	  	  	  	  	  	  	  

	  

70.6	  

63.3	  

	  

20.6	  

26.5	  

	  

6.3**	  

N/A	  

	  

25.0	  

56.3	  

	  

62.5	  

63.3	  

	  

27.5	  

37.9	  

	  

90.0	  

100	  

	   	   	   	   	  	  	  	  	  	  (*13	  of	  14	  Indicators)	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (10	  of	  14	  Indicators)	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  (*Simulation	  Only)	  	  	  	  	  	  	  	  	  	  	  (13	  Indicators)
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Extrapolation	  of	   the	  data	   relating	   to	   the	   individual	   Competency	   Items	   rated	   as	  

Unsatisfactory,	  suggests	  that	  between	  15%	  (14.5%)	  and	  almost	  20%	  (19.8)	  of	  the	  

combined	  IMG	  participant	  cohort	  were	  not	  competent	  across	  the	  three	  assessed	  

Competency	   Indicators	   for	   Communicating	   Safely	   (PPA1);	   just	   over	   one-‐fifth	  

(22.5%)	  to	  almost	  40%	  (38.4%)	  were	  not	  competent	  with	  respect	  to	  Practising	  

Safely	  (PPA2);	  and	  between	  one-‐quarter	  (25%)	  and	  just	  over	  one-‐third	  (36.9)	  of	  

participants	  were	  not	  competent	  with	  respect	  to	  PPA3	  (Clinical	  Management	  and	  

Using	  Evidence).	  

	  

The	   issue	   of	   poorly	   performing	   doctors	   within	   the	   OSCE	   and	   Simulation	  

environments	   is	   of	   concern	   across	   the	   two	   theoretical	   perspectives	   drawn	  

together	   by	   this	   thesis:	   those	   of	   the	   medical	   education	   Workplace	   Based	  

Assessment	  framework	  and	  the	  patient	  safety	  frameworks	  discussed	  in	  Chapter	  

Two.	   	   	   Further,	   the	   Cambridge	   Model	   authors	   also	   suggest	   that	   there	   is	  

‘increasing	  support	  for	  the	  implementation	  of	  systems	  of	  monitoring	  of	  doctors’	  

performance’	   in	   the	   interests	   of	   patient	   safety.	   	   	   Such	   monitoring	   would	  

represent	   a	   screening	   process	   that	   would	   identify	   ‘a	   limited	   number	   of	  

potentially	  “at	  risk”	  doctors’	  who	  should	  be	  followed	  up	  through	  further	  clinical	  

assessments	  (Rethans,	  Norcini	  &	  Maldonado,	  2002,	  p.904).	  	  	  Rethans	  et	  al	  (2002)	  

also	  considered	  that,	  with	  respect	  to	  doctors	  trained	  and	  practising,	  for	  example,	  

in	   the	   United	   Kingdom,	   “at	   risk”	   doctors	   would	   represent	   10%	   or	   less	   of	  

practicing	  doctors.	  

Examination	  of	  the	  PSMC	  Competency	  Items	  from	  this	  thesis,	  however,	  indicates	  

that	   the	  percentage	  of	   ‘at	   risk’	   IMG	  participants	  was	   considerably	   greater	   than	  

10%.	  	  The	  higher	  percentage	  of	  ‘at	  risk’	  IMGs	  within	  the	  study	  cohort	  may	  reflect	  
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the	  situation	  where	  it	  is	  easier	  for	  IMGs	  to	  find	  employment	  in	  Australia	  than	  in	  

the	  United	  Kingdom.	  	  	  The	  data	  presented	  in	  Table	  9.3	  suggests	  that	  over	  40%	  of	  

IMG	   Simulation	   participants	   were	   rated	   as	   Unsatisfactory	   with	   respect	   to	  

Infection	  Control	  (44.2%)	   and	   Investigations	  (42.3%);	   over	   30%	  were	   rated	   as	  

Unsatisfactory	  with	  respect	   to	   five	  of	   the	  thirteen	  Competency	  Items:	  Managing	  

Information/	   Appropriate	   Documentation	   (31.0%),	   Risk	   &	   Prevention	   (31.3%),	  

Medication	  Safety	  (34.8%),	  Patient	  Identification	  (34.6%),	  and	  Clinical	  Assessment	  

&	  Decision	  Making	   Skills	   (30.9%);	   and	   over	   20%	   were	   rated	   as	   Unsatisfactory	  

across	  a	  further	  four	  Competency	  Items:	  Patient	  Interaction	  (23.4%),	  Working	  in	  

Teams	  (21.2),	  History	  Taking	  (29.4%),	  and	  Physical	  Examination	  Skills	  (29.4%)	  	  	  	  
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Table	  9.3:	  OSCE	  &	  Combined	  Simulation	  Cohorts:	  	  Summary	  of	  Unsatisfactory	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Ratings	  by	  Competency	  Item	  &	  PSMC	  Practice	  Performance	  Area	  (PPA)	  
	  
Practice	  Performance	  Areas	  
(PPA)	  1	  –	  4	  
	  

OSCE	  
Unsatisfactory	  
Ratings	  %	  
(n	  =	  17)	  	  
(Ratings:	  136)	  

Simulation	  
Unsatisfactory	  
Ratings	  %	  
(n	  =	  81)	  
(Lead	  Ratings:	  68)	  

Combined	  OSCE	  	  
&	  Simulation	  
Unsatisfactory	  %	  
Ratings	  (N	  =	  98)	  
(N	  =Ratings:	  204)	  

PPA	  1:	  Communicating	  Safely	  

1.1	  Patient	  Interaction	  

1.2	  Managing	  Information/	  	  	  	  
	  	  	  	  	  	  	  Appropriate	  Documentation	  
1.3	  Working	  in	  Teams	  

1.4	  Patient	  Handover	  

	  

8.5	  

22.5	  	  

N/A	  

N/A	  

	  

23.4	  

31.0	  

21.2	  

N/A	  

	  

13.4	  

24.3	  

21.2	  

N/A	  

PPA	  2:	  Practising	  Safely	  

2.1	  Risk	  &	  Prevention	  

2.2	  Medication	  Safety	  

2.3	  Patient	  Identification	  	  

2.4	  Infection	  Control	  

	  

N/A	  

5.4	  

10.3	  

N/A	  

	  

31.3	  

34.8	  

34.6	  

44.2	  

	  

31.3	  

21.7	  

17.9	  

44.2*	  

PPA	   3:	   Clinical	  Management	  &	  
Using	  Evidence	  
	  
3.1	  History	  Taking	  
	  
3.2	  Physical	  Examination	  Skills	  &	  
	  	  	  	  	  	  	  Procedures	  
3.3	  Clinical	  Assessment	  &	  	  
	  	  	  	  	  	  	  Decision	  Making	  Skills	  
3.4	  Investigations	  
	  

	  
	  
	  
15.1	  
	  
N/A	  
	  
10.4	  
	  
4.8	  

	  
	  
	  
29.4	  
	  
29.4	  
	  
30.9	  
	  
42.3	  

	  
	  
	  
21.1	  
	  
29.4	  
	  
18.3	  
	  
21.7	  
	  

PPA	  4:	  Professional	  Practice	  

4.1	  Working	  Within	  the	  Law	  

4.2	  Personal	  Health	  &	  Human	  
	  	  	  	  	  	  	  Error	  

	  

N/A	  

N/A	  

	  

8.8	  

10.2	  

	  

8.8	  

10.2	  

N/A	  =	  Not	  Applicable	  /Not	  Assessable	  within	  Encounters	  	  	  	  	  Bold	  Font:	  Unsatisfactory	  Ratings	  	  >	  20%	  	  

	  

The	   High	   Fidelity	   Simulation	   environment	   represented	   the	   most	   rigorous	  

assessment	  of	  complex	  standardized	  patient-‐doctor	  interactions	  across	  the	  three	  

PSMC	  testing	  environments.	  	  The	  Simulation	  findings,	  therefore,	  raise	  questions	  

about	  the	  competence	  and	  safety	  of	  SP	  IMGs	  employed	  directly	  within	  Victorian	  
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and	   Australian	   hospitals	  without	   a	   prior	   substantive	   pre-‐employment	   or	   early	  

employment	   program.	   	   Such	   a	   program	   should	   comprise	   clinical	   orientation,	  

clinical	  supervision	  and	  formative	  patient	  safety	  focussed	  assessment	  processes.	  	  	  

In	   a	   2009	   report,	   the	  Department	   of	   Human	   Services	   (DHS)	   Victoria	   indicated	  

that	   overall	   SP	   IMGs	   constituted	  over	  28%	  of	  Victorian	  doctors,	  while	   in	   some	  

Victorian	  hospitals	  IMGs	  account	  for	  up	  to	  70%	  of	  the	  hospital	  workforce	  (DHS,	  

2009).	   	   The	   representativeness	   and	   heterogeneity	   of	   the	   study	   sample	  will	   be	  

considered	  later	  within	  this	  chapter.	  	  	  	  

	  

The	   Unsatisfactory	   ratings	   with	   respect	   to	   Infection	   Control	   and	   Medication	  

Safety,	  and	   those	   Unsatisfactory	   rated	   indicators	   within	   the	   PSMC	   category	   of	  

Clinical	   Management	   &	   Using	   Evidence	   are	   in	   line	   with	   international	   data	  

implicating	  these	  factors	  in	  adverse	  events	  that	  contribute	  to	  patient	  morbidity	  

and	  mortality	  rates	  of	  around	  10%	  in	  developed	  countries,	  including	  the	  United	  

States	  and	  Australia	  (Khon,	  Corrigan	  &	  Donaldson,	  2000;	  QAHCS,	  1995,	  Wilson,	  

Runciman	   &	   Gibberd	   et	   al).	   	   	   	   WHO	   (2008;	   2009)	   suggests	   that	   hospital	   and	  

health	   care	   acquired	   infection	   affects	   between	   40%	   and	   70%	   of	   patients	  

worldwide	  annually.	  	  Its	  prominence	  in	  the	  findings	  of	  this	  thesis,	  therefore,	  has	  

significance	   with	   respect	   to	   the	   education	   and	   monitoring	   of	   SP	   IMGs	   and	  

potentially	   all	   prevocational	   level	   Australian	   doctors.	   	   Further,	   Kohn,	   Corrigan	  

and	   Donaldson	   (2000)	   highlight	   the	   impact	   of	  medication	  error	   in	   health	   care	  

settings.	   	   They	   compare	   the	   U.S.	   annual	   patient	   death	   rate	   of	   7.000	   related	   to	  

medication	  error	  with	   the	  annual	  U.S.	  workplace	  mortality	   rate	  of	   6,000.	   	   	   	  The	  

findings	   of	   this	   thesis	   across	   these	   two	   issues	   alone,	   infection	   control	   (>40%)	  

and	   medication	   prescribing	   and	   administration	   (34.8%	   within	   the	   Simulation	  
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cohorts),	   suggest	   that	   doctors	   trained	   in	   countries	   other	   than	   Australia,	   apart	  

from	   those	   whose	   medical	   education	   is	   deemed	   as	   ‘Competent,’11	  should	   be	  

provided	  with	  a	  patient	  safety	  focussed	  clinical	  orientation	  and	  an	  ongoing	  PSMC	  

assessment	   program.	   	   	   	   With	   respect	   to	   medication	   error,	   Vincent	   (2010),	  

employing	   the	   Predictive	  Human	   Error	   Analysis	   framework	   of	   Embrey	   (1992)	  

and	   Holingel,	   (1998),	   suggests	   that	   medication	   errors	   affecting	   the	   safety	   of	  

patients	   fall	   into	   six	   categories:	   planning	   errors,	   operation	   errors,	   checking	  

errors,	   retrieval	   errors,	   communication	   errors,	   and	   selection	   errors	   (Vincent,	  

2010,	  p.	  128).	  	  	  

Specific	  doctor	  related	  errors	  within	  this	  framework	  are	  seen	  to	  align	  with	  those	  

encountered	   in	   the	   PSMC	   Simulation	   testing	   phase:	   and	   include,	   ‘writing	  

prescriptions	   inappropriate	   for	   the	   patient	   (for	   example,	   a	   drug	   that	   is	  

contraindicated	   or	   to	  which	   the	   patient	   has	   an	   allergy);	   pharmaceutical	  issues’	  

(related	   to,	   for	  example,	   intravenous	  drug	  dilution	  or	   concentration);	   failure	  to	  

communicate	  the	  essential	  information’	  to	  pharmacists,	  nursing	  staff	  and	  patients	  

(for	   example,	   incorrect	   drug	   name,	   dose,	   route	   and	   frequency,	   and	   ‘writing	  

illegibility	   and	   ‘using	   abbreviations	   of	   a	   drug	   name’;	   and,	   ‘transcription	   errors’	  

(Dean,	   Schachter,	   Vincent	   &	   Barber,	   2002).	   	   One	   such	   example	   from	   the	  

Simulation	   testing	   phase	   relates	   to	   IMGs’	   uncertainty	   around	   the	   appropriate	  

dilution	   and	   administration	   of	   adrenalin	   when	   confronted	   with	   the	   patient	  

presentation	  of	  Anaphylaxis.	  	  

The	   potential	   for	   SP	   IMGs	   to	   lack	   familiarity	   with	   the	   Australian	   health	   care	  

system,	  discussed	  later	  in	  this	  chapter,	  is	  seen	  to	  represent	  an	  increased	  risk	  to	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
11	  Competent:	  Doctors	  trained	  and	  assessed	  through	  approved	  overseas	  ‘competent	  authorities’	  
and	  include	  medical	  graduates	  from	  the	  United	  Kingdom,	  Canada,	  United	  States,	  New	  Zealand	  
and	  Ireland	  (AMC,	  2010)	  	  
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the	   safety	   of	   patients	   and	   the	   ability	   of	   these	   doctors	   to	   practice	   competently.	  	  

The	  potential	  risk	  is	  supported	  by	  the	  findings	  of	  the	  Nair	  et.	  al.	  Australian	  study	  

of	   28	   IMGs	   across	   209	   	   mini-‐CEX	  Workplace	   Based	   Assessments.	   	   This	   study	  

reported	  a	  failure	  rate	  of	  9%	  across	  12	  of	  the	  IMG	  participants,	  all	  of	  whom	  had	  

passed	  Australian	  Medical	  Council	  examination	  (Nair,	  Alexander,	  McGrath	  et.	  al,	  

2008).	  

Performance,	  on	  the	  other	  hand,	  within	  the	  Cambridge	  Model,	  	  (Rethans,	  Norcini	  

&	   Baron-‐Maldonado,	   2002)	   represents	   a	   doctor’s	   actual	   professional	   practice	  

across	   a	  whole	   clinical	   encounter.	   	  However,	   this	   thesis	   has	   taken	   the	  position	  

that	  the	  overall	  assessor	  ratings	  from	  both	  the	  WBA	  PSMC	  assessments,	  and	  the	  

overall	   assessor	   and	   facilitator	   ratings	   from	   the	   High	   Fidelity	   Simulation	   Day	  

Two	   assessments,	   equate	   to	   measures	   of	   performance.	   	  Within	   this	   modified	  

interpretation	  of	  the	  Cambridge	  Model	  framework,	  almost	  one-‐third	  of	  the	  High	  

Fidelity	  Simulation	  cohort	  were	  poor	  performers	  requiring	  remediation,	  and	  all	  

of	   the	  WBA	   cohort	   were	   ‘safe’	   to	   practice.	   	   The	   data	   relating	   to	   Assessor	   and	  

Facilitator	  Ratings	  of	  Performance	  for	  Simulation	  Day	  2	  and	  WBA	  is	  presented	  in	  

Table	  9.4.	  	  

Table	  9.4:	  Assessor	  and	  Facilitator	  Ratings	  of	  Performance:	  Simulation	  Day	  2	  and	  WBA	  
	  
Rating	   Simulation	  Assessors	  	  

(Assessors:	  N	  =	  6)	  
(Participants:	  N=	  32)	  
*Rating	  for	  Simulation	  Day	  2	  	  
**Not	  Rated	  on	  Simulation	  Day	  1	  

Simulation	  Facilitators	  
(Facilitators:	  N	  =	  4)	  
(Participants:	  N	  =	  32	  
*Rating	  for	  Simulation	  Day	  2	  	  
**Not	  Rated	  on	  Simulation	  Day	  1	  
	  
	  

WBA	  Assessors	  
(Assessor:	  N	  =	  2)	  
(Participants:	  16	  
	  Missing	  Value	  =	  1)	  

Unsatisfactory	  
	  
	  

12.5%	  	  (n	  =	  4	   31.3	  (n	  =	  10)	   	  

Satisfactory	  
	  
	  

56.3%	  (n	  =	  18)	   43.8	  (n	  =	  14)	   33.3	  (n	  =	  5)	  

Superior	  
	  
	  

31.3%	  (n	  =	  10)	   25.0	  (n	  =	  8)	   66.7	  (n	  =	  10)	  

	   	   Simulation	  Participant	  Group	  Ratings:	  N=	  32	  	  Individual	  Ratings:	  N	  =	  15	  
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The	  amount	  of	   supervision	  required	   for	  continued	  satisfactory	  performance	  by	  

the	  WBA	  cohort	  could	  not	  be	  established	  within	  the	  confines	  of	  the	  thesis	  study	  

design.	   	   While	   the	   role	   and	   influence	   of	   the	   PMCV	   and	   MEO’s	   (employed	   in	  

designated	   hospitals)	   with	   respect	   to	   IMG	   orientation	   and	   education	   is	  

acknowledged,	  there	  nevertheless	  appears	  to	  be	  the	  need	  for	  ongoing	  formative	  

PSMC	   WBA	   clinical	   assessments	   in	   line	   with	   the	   Cambridge	   Model	  

recommendations	  for	  United	  Kingdom	  doctors.	  

	  

Assessor	   and	   Facilitator	   ratings	   of	   participants’	   overall	   patient	   safety	   clinical	  

performance	   for	   Simulation	   Day	   Two	   (Sessions	   Three	   and	   Four)	   demonstrate	  

divergent	   perspectives	   on	   assessing	   safe	   and	   acceptable	   levels	   of	   overall	  

performance.	   Facilitators	   were	   two	   and	   a	   half	   times	   more	   likely	   to	   consider	  

overall	   performance	   Unsatisfactory	   compared	   with	   Assessors.	   	   Overall	  

performance	  rating	  was	  not	  recorded	  for	  Simulation	  Day	  One	  (Sessions	  One	  and	  

Two)	  and	  this	  omission	  is	  acknowledged	  as	  a	  limitation	  of	  the	  study.	  	  The	  issue	  of	  

assessor/facilitator	   (or	   judges)	   construct	   alignment	   with	   competency	  

assessment	   scales	   was	   introduced	   earlier	   in	   Chapter	   Three.	   This	   should	   be	  

considered	   as	   a	   factor	   across	   all	   three	   testing	   PSMC	   testing	   environments	   and	  

especially	   within	   the	   dual	   Assessor/	   Facilitator	   assessments	   within	   the	   High	  

Fidelity	  Simulation	  Environment.	  

9.4:  Assessor  Frameworks  and  Performance  Assessment  within  a  WBA  

Framework  

Much	  has	  been	  written	  about	  assessors’	  judgements	  of	  doctors’	  competence	  and	  

performance	   in	   clinical	   environments,	   especially	   with	   respect	   to	   Workplace	  
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Based	  Assessments	  (WBA).	  	  	  Research	  Question	  2	  attempts	  to	  establish	  whether	  

the	  Patient	  Safety	  mini-‐CEX	  aligns	  with,	  or	  is	  readily	  adaptable	  or	  translatable	  to,	  

experienced	   clinical	   assessors’	   existing	   competency	   assessment	   frameworks.	  	  

Such	   frameworks,	   from	   a	   psychometric	   perspective,	   have	   the	   potential	   to	   be	  

subjective	  and	  related	  to	   ‘the	  case-‐specificity	  of	  performance’	   (Crossley	  &	   Jolly,	  

2012,	   p.28).	   	   Four	   principles	   are	   identified	   as	   critical	   to	   the	   design	   and	  

interpretation	  of	  credible	  WBA	  assessor	  judgements:	  	  

 ‘The	   response	   scale	   should	   be	   aligned	   to	   the	   reality	   map	   of	   the	  

judges’;	  

 ‘Judgements	  rather	  than	  objective	  observations	  should	  be	  sought’;	  

 ‘The	  assessment	  should	  focus	  on	  competencies	  that	  are	  central	  to	  

the	  activity	  observed’;	  and,	  

 ‘Assessors	   who	   are	   best-‐placed	   to	   judge	   performance	   should	   be	  

asked	  to	  participate’.	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (Crossley	  &	  Jolly,	  2012,	  p.	  28)	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   	  

The	  PSMC	  scale	  design,	  utilized	  across	  the	  three	  testing	  phases	  should,	  therefore,	  

be	  examined	  within	  these	  four	  parameters.	  	  It	  was	  considered	  that	  the	  recruited	  

assessors	  would	  most	  likely	  be	  familiar	  with	  the	  PSMC	  scale	  structure	  and	  length	  

and	   that	   the	   three	   performance	   level	   anchors	   would	   provide	   a	   cognitive	  

framework	   for	   their	   judgements	   (Van	   der	   Vleuten,	   2005;	   Norcini	   &	   McKinley,	  

2007).	   	   	   The	   employment	   of	   the	   9-‐point	   Likert	   Scale	   with	   the	   conceptually	  

aligned	   sub-‐scales	   or	   performance	   anchors	   of	   Unsatisfactory,	   Satisfactory	   and	  

Superior,	  was	  also	  in	  line	  with	  that	  employed	  by	  the	  AMC	  WBA	  mini-‐CEX	  for	  SP	  

IMGs	  (AMC,	  2009);	  the	  Australian	  component	  of	  an	  international	  IMG	  mini-‐CEX	  

feasibility	   study	   (Nair,	   Alexander	   &	   McGrath	   et	   al	   2008);	   the	   initial	   work	  
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proposed	  by	  the	  American	  Board	  of	  Internal	  Medicine	  (Norcini	  et	  al	  1995);	  and	  

the	  further	  work	  of	  Norcini	  et	  al	  (2003).	  	  	  

With	  respect	  to	  this	  thesis	  therefore,	  PSMC	  assessors	  were	  either	  cognisant	  with,	  

or	   had	   been	   exposed	   to,	   both	   the	   scale	   length	   and	   non-‐prescriptive	   normative	  

anchors	   and	   the	   three	   sub-‐scale	   levels	   of	   ‘satisfactory’	   practice,	   within	   other	  

clinical	  assessment	  contexts.	  	  Consequently,	  there	  existed	  the	  potential	  for	  some	  

level	  of	  moderation	  of	  assessor	  orientation	  to	  both	  the	  scale	  length	  and	  the	  sub-‐

scales.	   	   Nevertheless,	   the	   degree	   of	   the	   assessors’	   orientation	   to	   patient	   safety	  

focussed	  competence,	  without	  prior	  engagement	  with	  the	  comprehensive	  NPSEF	  

and	  the	  related	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools,	  posed	  

the	   potential	   for	   their	   observations	   to	   be	   isolated	   clinical	   task	   or	   skill	   related.	  	  	  

Such	  an	  assessment	  bias	  could	  lead	  to	  global	  assessments	  that	  represent	  the	  sum	  

of	   those	   individual	   Competency	   Item	   observations	   (Schuwirth	   &	   Van	   der	  

Vleuten,	   2006).	   That	   is,	   assessors	   may	   have	   transposed	   objective	   PSMC	  

component	  observations	  into	  judgements	  of	  overall	  competence.	  	  

The	   influence	  of	   the	  9-‐point	  normative	  scale	  within	   the	  PSMC	  testing	  phases	   is	  

seen,	  in	  retrospect,	  as	  a	  potential	  limitation	  of	  the	  thesis.	  	  Contemporary	  medical	  

education	   literature	   suggests	   that	   there	   is	   a	   case	   for	   subjective	   or	   ‘holistic’	  

professional	   qualitative	   judgements	   of	   clinical	   competence	   within	   WBA	  

environments.	   	   Although	   this	   is	   sample	   size	   dependent,	   such	   assessments	   are	  

considered	   to	   be	   at	   least	   as	   reliable	   as	   quantitative	   judgements’	   set	   against	  

‘simple	  pre-‐set	  standards’	   (Van	  der	  Vleuten	  &	  Schuwirth,	  2005,	  311).	   	  Crossley	  

and	   Jolly	   (2012)	   concur	  with	   this	   view	  but	   also	   point	   out	   that	   such	   subjective	  

response	   scales	   should	   reflect	   the	   cognitive	   framework	   of	   specific	   assessor	  

cohorts	   through	   alignment	  with	   those	   assessors	   ‘who	   are	   best	   placed	   to	   judge	  
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performance’	   within	   specific	   clinical	   encounter	   types	   or	   medical	   specialties	  

(Crossley	   &	   Jolly,	   2012,	   pp.	   29	   –	   33).	   	   Crossley	   (2014)	   also	   suggests	   that	  

assessors	  have	  been	  slow	  to	  accept	  that	  professional	  judgements	  are	  both	  valid	  

and	   safe	   with	   respect	   to	   judgements	   about	   complex	   clinical	   performances.	  	  

Further,	   Crossley	   and	   Jolly	   (2012)	   consider	   that	   assessor	   alignment	  with	   both	  

the	   purpose	   and	   the	   priorities	   of	   an	   assessment	   increases	   expert	   assessor	  

agreement	  within	   subjective	  WBA	   assessment	   frameworks.	   	   For	   example,	   in	   a	  

study	   of	   anaesthetic	   trainees,	   Weller,	   Misur	   and	   Nicolson	   et.	   al.	   (2014)	  

demonstrated	   that	   a	   cognitively	   aligned	   scale	   is	   better	   able	   to	   detect	  

underperformers.	  

This	   raises	   several	   issues	  with	   respect	   to	   the	  PSMC	   testing:	   those	   of	   assessors	  

maintaining	  the	  patient	  safety	  focus	  of	  the	  PSMC	  as	  a	  ‘constant’	  within	  the	  three	  

testing	   environments,	   and	   the	   impact	   of	   the	  normative	   9-‐point	   Likert	   Scale	   on	  

the	   ‘reality	  map	  of	   the	   judges’	   (Crossley	  &	   Jolly,	  2012,	  pp.	  28	   -‐	  31).	   	  Therefore,	  

descriptive	  patient	  safety	  curricula	  focused	  anchors	  may	  have	  facilitated	  greater	  

alignment	   with	   expert	   assessors	   cognitive	   frameworks,	   potentially	   leading	   to	  

increased	  reliability	  of	  PSMC	  assessments.	  	  

Although	  PSMC	  orientation	  and	  standard	  setting	  sessions	  were	  designed	  to	  build	  

upon	   the	   clinical	   assessors’	   experience,	   the	   issue	   of	   the	   reliability	   of	   assessor	  

judgements	  and	  the	   influence	  of	   their	  potentially	  diverse	  cognitive	   frameworks	  

in	   less	   standardized	   testing	   environments	   such	   as	   WBA	   requires	   further	  

consideration.	   	  However,	   Van	   der	  Vleuten	   and	   Schuwirth	   (2005)	   consider	   that	  

assessors’	   prior	   experience	   represents	   a	   valid	   mediating	   factor	   within	   the	  

subjective	   clinical	   assessment	   frameworks	   of	   those	   assessors	   ‘best	   placed’	   to	  

judge	   performance:	   	   although	   this	   factor	   is	   seen	   to	   be	   sample	   size	   dependent	  
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(Van	   der	  Vleuten	  &	   Schurwirth,	   2005,	   p.313).	   	   	   The	  modest	   thesis	   sample	   size	  

across	   the	   three	  PSMC	  testing	  environments	  may,	   therefore,	  be	   regarded	  as	  an	  

impediment	   with	   respect	   to	   the	   research.	   The	   issue	   of	   reliability,	   utility	   and	  

acceptability	  of	  the	  PSMC	  assessment	  tool	  will	  be	  discussed	  later	  in	  this	  chapter.	  

	  

Identification	   of	   those	   assessors	   ‘best-‐placed’	   to	   judge	   PSMC	   performance	  

required	   careful	   consideration,	   especially	  within	   the	   complex	   and	   problematic	  

workplace	   based	   assessment	   setting:	   one	   that	   may	   be	   more	   adequately	  

addressed	   in	   retrospect	  with	   respect	   to	   this	   thesis.	   	   Analysis	   of	   the	   assessors’	  

experience	   across	   the	   three	   testing	   environments	   identifies	   two	   groups	   of	  

assessors:	   those	  actively	   involved	   in	  SP	   IMG	  education	  and	  preparation	   for	   the	  

AMC	   Clinical	   Examination,	   and	   those	   who	   were	   AMC	   Clinical	   Examination	  

assessors	   only.	   There	   exists,	   therefore,	   the	   potential	   for	   these	   two	   assessor	  

cohorts’	  understanding	  of	  IMG	  assessment	  needs	  to	  be	  considered	  not	  only	  as	  a	  

strength	  of	  the	  study,	  but	  potentially,	  a	  weakness.	   	  Assessor	  alignment	  with	  the	  

IMG	   cohorts	   may	   have	   contributed	   to	   assessor	   bias	   whereby	   SP	   IMG	  

educationally	   focussed	   assessors	   either	   consciously	   or	   unconsciously	   provided	  

‘encouraging’	  performance	  ratings	  and	  feedback.	  	  The	  lower	  overall	  performance	  

ratings	   of	   a	   third	   group	   of	   assessors	   or	   ‘judges’,	   the	   Simulation	   facilitators,	  

provides	  some	  support	  for	  a	  consideration	  of	  assessor	  bias	  or	  conflicting	  frames	  

of	   reference	   with	   respect	   to	   performance.	   	   The	   Simulation	   testing	   phase	  

facilitators	  could	  be	  considered	   to	  have	  applied	   their	  expertise	  as	  performance	  

judges	   of	   complex	   clinical	   encounters	   involving	   Australian	   graduate	   PGY2	   and	  

early	   vocational	   level	   trainees.	   	   This	   highlights	   the	   possibility	   that	   some	  

assessors	   applied	   normative	   judgements	   and	   others	   criterion-‐referenced	  
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performance	  standards	  to	  their	  PSMC	  assessments.	  	  	  Yeates,	  O’Neill,	  Mann	  &	  Eva	  

(2013)	  point	  out	  that	  norm	  referenced	  decision	  making	  is	   ‘easily	  influenced’	  by	  

recently	  observed	  performances	  and	  so	  reflects	  assessor	  bias.	  Such	  bias	  may	  lead	  

to	   candidates	   (or	   IMG	  participants	  within	   this	   study)	  being	   rated	   as	   ‘relatively	  

competent’	   when	   compared	   with	   prior	   candidates	   performances	   (Yeates	   et.al.	  

2013,	  p.	  910).	   	   	   	   Further,	   such	   judgements	  of	   competence	  may	  have	  even	  been	  

facilitated	  within	  the	  normative	  framework	  of	  the	  PSMC	  9-‐point	  Likert	  Scale:	  an	  

assessment	   framework	   that	   could	   be	   seen	   to	   be	   ‘infantilising	   the	   judges’	  

(Crossley,	  2014).	  

	  

The	  patient	  safety	  focus	  of	  this	  thesis	  suggests	  a	  modification	  of	  the	  Jolly	  (2012)	  

definition	   of	   competence	   whereby	   patient	   safety	   competence	   represents	   ‘the	  

overarching	   concept	   involving	   integration	   of	   multiple	   capacities	   and	   abilities	  

through	  the	  lens	  of	  patient	  safety’	  	  (Jolly,	  2012,	  p.367).	  	  Within	  this	  framework,	  a	  

psychometric	   approach	   to	   aligning	   PSMC	   response	   scales	   with	   assessors’	  

cognitive	   frameworks	   may	   facilitate	   discrimination	   between	   ‘patient-‐safe’	  

performance	  and	  judgements	  about	  ‘unsafe’	  performance.	  

Further,	   judgements	   of	   overall	   performance	   are	   enhanced	  when	   assessors	   are	  

not	   required	   to	   focus	   on	   individual	   items	   at	   the	   expense	   of	   the	   overall	  

assessment	  (Crossley	  &	  Jolly,	  2012,	  p.31).	  

Schuwirth	  and	  Van	  der	  Vleuten	  (2006)	  highlight	  this	  dichotomy	  in	  the	  context	  of	  

competence	   and	   patient	   safety	   when	   they	   ask	   ‘Can	   you	   compensate	   for	   poor	  

knowledge	   about	   myocardial	   infarction	   by	   [demonstrating]	   good	   knowledge	  

about	  pneumonia?’	  (Schuwirth	  &	  Van	  der	  Vleuten,	  2006,	  p.299).	  	  

	  



	   416	  

Crossley	   and	   Jolly	   (2012)	   also	   consider	   that	   the	   cognitive	   processes	   of	   the	  

assessors	  are	  substantially	   influenced	  by	  their	  perception	  of	  the	  purpose	  of	  the	  

assessment	   (Crossley	   &	   Jolly,	   2012),	   p.31).	   	   The	   principle	   of	   alignment	   of	  

assessment	   purpose	  with	   the	   cognitive	   frameworks	   of	   assessors	   suggests	   that	  

assessors’	   PSMC	   orientation	   and	   judgements	   may	   be	   enhanced	   when	   patient	  

safety	  focussed	  anchors	  are	  employed.	  	  For	  example,	  Crossley	  and	  Jolly	  consider	  

that	  the	  reliability	  of	  assessments	  is	  facilitated	  when	  rating	  scales	  are	  	  ‘aligned	  to	  

the	  construct	  of	  developing	  clinical	  sophistication	  and	  independence’	  of	  a	  trainee	  

doctor	   ‘	   by	  employing,	   for	  example,	   an	   ‘entrustability’	   rating	  and	   the	  degree	  of	  

supervision	  required	  for	  safe	  practice	  (Crossley	  &	  Jolly,	  2012,	  p.30;	  Weller,	  Misur	  

&	   Nicolson	   et.	   al.	   2014).	   	   The	   construct	   of	   ‘entrustability’	   aligns	  well	   with	   the	  

purpose	   of	   the	   PSMC	   in	   that	   assessments	   are	   structured	   to	   assess	   a	   doctor’s	  

performance	   level	   from	   the	  perspective	  of	  patient	   safety:	   that	   is,	  whether	   they	  

are	  ‘safe’	  to	  practice	  independently,	  or	  require	  a	  degree	  of	  supervision	  to	  ensure	  

safe	   patient	   care.	   	   	   	   This	   alignment	   suggests	   that	   the	   employment	   of	   a	   PSMC	  

Patient	   Safety	   Entrustability	   Index	   may	   facilitate	   reliable	   PSMC	   ratings	   and	  

provide	   guidance	   for	   the	   education,	   supervision	   and	   remediation	   of	   poorly	  

preforming	   doctors.	   	   The	   proposed	   psychometric	   alternative	   to	   the	   original	  

PSMC	  9-‐point	  normative	  scale	  is	  presented	  in	  Figure	  9.2.	   	  The	  model	  allows	  for	  

assessors	  to	  pose	  the	  questions:	  ‘Is	  this	  trainee	  (or	  IMG	  doctor)	  safe’	  to	  practice	  

in	  clinical	  settings?’,	  	  and	  if	  so,	  ‘what	  level	  of	  supervision	  is	  required	  to	  ensure	  the	  

safety	  of	  patients?’	  
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PSMC	  Patient	  Safety	  Entrustability	  Index*	  

	  
	  
Supervised	  at	  all	  Times	   Indirect	  to	  Minimal	  

Supervision	  
Independent	  Practice	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Level	  1	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Level	  2	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Level	  3	  
Clinical	  practice	  to	  be	  
supervised	  at	  all	  times	  by	  	  
a	  more	  senior	  competent	  
Doctor	  	  
	  	  

Safe	  to	  practice	  at	  with	  
minimal	  supervision	  and	  
readily	  available	  access	  to	  
supervision	  appropriate	  to	  
experience	  

Safe	  to	  practice	  independently	  
	  

	  

*	  Relating	  to	  the	  a	  global	  assessment	  of	  the	  level	  of	  supervision	  require	  
	  

Figure	  9.2	  Patient	  Safety	  Entrustability	  Index	  

	  

Southgate,	  Hays	  &	  Norcini	  et	  al	   (2001)	  also	  emphasize	  the	  role	  of	  performance	  

assessment	  in	  ensuring	  patient	  safety.	  	  They	  identify	  areas	  of	  clinical	  competence	  

that	   are	   in	   line	   with	   those	   of	   the	   PSMC,	   including	   communication	   skills,	  

teamwork,	  decision-‐making	  and	   judgement;	  and	  additionally,	   the	  consideration	  

of	  doctors’	  currency	  of	  practice	  	  (Southgate,	  Hays	  &	  Norcini	  et.	  al.	  2001,	  p.479).	  	  	  

Currency	  and	  the	  extent	  of	  prior	  clinical	  practice	  may,	  in	  retrospect,	  constitute	  a	  

mitigating	   factor	   in	   the	   poor	   performance	   of	   participant	   IMGs.	   	   This	   is	   best	  

demonstrated	   within	   the	   thesis	   larger	   Simulation	   testing	   cohorts.	   	   	   The	   data	  

presented	   in	   Chapter	   Seven	   suggests	   that	   42%	   of	   Simulation	   Day	   One	  

participants	  had	  worked	   for	   less	   than	   two	  years	   in	   their	   country	  of	   origin	   and	  

three	  participants	  had	  not	  worked	  as	  a	  doctor	  at	  all.	  	  	  Similarly,	  around	  one	  third	  

(32.1%)	  of	  Simulation	  Day	  Two	  participants	  had	  worked	  for	  two	  years	  or	  less	  or	  

had	   never	   worked	   as	   a	   doctor	   in	   their	   country	   of	   origin.	   	   The	   demographic	  

survey	   employed	   in	   the	   Simulation	   testing	   phase	   did	   not	   ask	   participants	   to	  

indicate	  the	  length	  of	  time	  since	  they	  had	  last	  practiced	  in	  a	  clinical	  setting.	  	  This	  

information	  may	  have	  contributed	  an	  important	  element	  to	  the	  interpretation	  of	  
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Simulation	   performance	   scores	   as	   well	   as	   providing	   strategies	   to	   enhance	  

subsequent	   SP	   IMG	   education	   and	   clinical	   orientation	   programs	   within	   their	  

employing	   health	   care	   facilities.	   These	   factors	   should	   be	   considered	   within	  

subsequent	   PSMC	   assessments,	   along	   with	   testing	   of	   the	   PSMC	   Patient	   Safety	  

Entrustability	  Index.	  

	  

In	   a	   discussion	   paper	   of	   psychometric	   models	   in	   educational	   assessment,	  

Schuwirth	  and	  Van	  der	  Vleuten	  (2006)	  emphasize	  the	  importance	  of	  establishing	  

the	  reliability	  of	  assessments	  of	  clinical	  competence.	   	  They	  pose	  a	  question	  that	  

resonates	  with	  the	  focus	  of	  this	  thesis	  when	  they	  ask:	  ‘How	  big	  is	  the	  risk	  of	  this	  

(medical)	   student	   (or	   doctor)	   performing	   seriously	   below	   the	   standard	   in	   a	  

future	  case	  given	  his	  or	  her	  history	  and	   the	  newly	  collected	   information’	   (with	  

respect	  to	  the	  current	  assessment)	  (Schuwirth	  &	  Van	  der	  Vleuten,	  2006,	  p.300).	  	  	  

	  

As	  with	   any	  performance	   assessment	   tool	   employed	  within	  medical	   education,	  

the	   reliability	   and	   validity	   of	   the	   PSMC	   should	   be	   considered.	   	   	   Additionally,	  

factors	   influencing	   routine	  adoption	  of	   the	  PSMC	  as	  a	  performance	  assessment	  

tool	   should	   be	   considered.	   	   These	   factors	   include	   the	   perceived	   and	  

demonstrated	   utility	   of	   the	   assessment	   tool	   with	   respect	   to	   acceptability	   and	  

feasibility.	  

	  

9.5:  Reliability  and  Validity  of  the  PSMC  

PSMC	   reliability	   measures	   were	   presented	   in	   Chapter	   Eight,	   along	   with	  

justification	   for	   the	   statistical	   approach	   employed	   (Cronbach’s	   Alpha).	  	  
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Cronbach’s	  Alpha	   for	   the	   eight	   items	   applicable	  within	   all	   PSM	   testing	   settings	  

was	   .938.	   	   This	   corresponds	   quite	   favourably	   with	   the	   reliability	   estimates	   of	  

between	   .75	  and	   	   .84	   recommended	  by	  Van	  der	  Vleuten	  and	  Schuwirth	   (2005)	  

for	  mini-‐CEX	   testing	   times	  of	  between	  one	  and	   two	  hours;	   the	   reliability	  of	   .90	  

across	  10	  mini-‐CEX	  encounters	  in	  the	  2008	  Nair	  et	  al	  study;	  and	  the	  reliability	  of	  

.80	  recommended	  for	  clinical	  encounters	  focussing	  on	  feedback	  (Norcini,	  1999).	  	  	  

PSMC	  Simulation	  testing	  involved	  21.3	  hours	  of	  competence	  assessments	  across	  

the	  two	  Simulation	  testing	  days,	  and	  equated	  to	  1.3	  hours	  of	  observation	  per	  four	  

station	   rotation.	   The	   modest	   cohort	   populations	   participating	   in	   the	   PSMC	  

testing	   phases	   precluded	   the	   employment	   of	   Generalizability	   Theory.	   	   This	  

limitation	  was	  also	  discussed	  in	  Chapter	  Eight.	  	  

Although	  the	  modest	  PSMC	  testing	  cohort	  size	  is	  recognized	  as	  a	  limitation	  of	  the	  

testing	  phases	  of	  the	  study	  reported	  in	  this	  thesis,	  the	  participant	  heterogeneity	  

may	  be	  considered	  as	  a	  strength.	  	  Norcini	  (2000)	  suggests	  that	  the	  heterogeneity	  

of	   assessment	   cohorts	   increases	   reliability	   through	   providing	   an	   increase	   in	  

signal	   or	   ‘true	   score’	   and	   hence	   the	   ‘reproducibility’	   of	   scores	   (Norcini,	   2000,	  

p.501).	   	  The	  diversity	  or	  heterogeneity	  of	   the	   thesis	  participants	   included	   their	  

countries	   of	   origin	   (predominantly	   countries	   from	  within	   Asia	   and	   South	   East	  

Asia,	   the	   Middle	   East,	   Eastern	   Europe,	   South	   America,	   and	   New	   Zealand	   and	  

Australia);	   the	   countries	  where	   their	   initial	  medical	   qualification	  was	  obtained	  

(23	  countries	  from	  within	  the	  ‘countries	  of	  origin’);	  and	  the	  number	  of	  years	  of	  

clinical	  experience	  post	  graduation:	  from	  no	  clinical	  experience	  to	  between	  one	  

year	   and	   20	   years	   (Tables	   7.20	   (e	  &	   f);	   7.21	   (a	  &	   b)	   and	   Tables	   7.21	   (f	   &	   g)).	  	  

Between	  50%	  and	  62%	  of	  participants	  reported	  having	  worked	  for	   three	  years	  

or	   less.	   	   The	   Australian	   literature	   suggests	   that	   the	   PSMC	   study	   sample	   was	  
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representative	   of	   SP	   IMG	   cohorts	   employed	   within	   the	   Victorian	   acute	   care	  

hospital	   system	   (Spike,	   2006;	   DHS,	   Victoria,	   2009;	   Parliament	   of	   the	  

Commonwealth	  of	  Australia,	  2012).	  	  

	  

With	   respect	   to	   the	  PSMC,	  Van	  der	  Vleuten	  and	  Schuwirth	   (2005)	   suggest	   that	  

those	  less	  standardized	  clinical	  assessment	  modalities	  such	  as	  the	  mini-‐CEX,	  may	  

yield	   results	   that	   are	   equally	   reliable	   to	   more	   formal	   structured	   assessment	  

methods	   (Van	   der	  Vletuen	  &	   Schuwirth,	   2005,	   p.312).	   This	   consideration	   adds	  

credence	   to	   the	  mini-‐CEX	   format	   adopted	   for	   the	  PSMC.	   	  Additionally,	  Van	  der	  

Vleuten	  and	  Schuwirth	  (2005)	  predict	  that	  global	  ratings	  from	  integrated	  patient	  

encounters	  would	  yield	  reliable	  measures	  of	  competence,	  although	  they	  suggest	  

that	   between	   7	   and	   11	   of	   such	   ratings	   are	   required.	   	   While	   serial	   PSMC	  

assessments	  of	  participants	  would	  have	  added	  weight	  to	  the	  findings,	  it	  was	  not	  

possible	  within	  the	  scope	  of	  this	  thesis	  to	  engage	  participants	  at	  intervals	  over	  an	  

extended	   time.	   	   	   The	   disparity	   between	  Facilitator	   and	  Assessor	   global	   ratings	  

within	  the	  PSMC	  Simulation	  findings	  suggests	  that	  further	  testing	  and	  facilitated	  

standard	   setting	   discussion	   between	   the	   two	   assessor	   groups	   may	   lead	   to	   a	  

consensus	  score	  equating	  to	  a	  ‘true	  score’.	  	  The	  Patient	  Safety	  Entrustability	  Index	  

(Figure	   9.2)	   proposed	   by	   this	   thesis	   represents	   the	   assessor	   cohort’s	   global	  

judgements	  of	  the	  SP	  IMG	  Sessions	  Three	  and	  Session	  Four	  participants’	  overall	  

patient	   safety	   focussed	   clinical	   competence	   from	   the	   perspective	   of	  

‘performance’.	  

With	  respect	  to	  validity,	  Van	  der	  Vleuten	  and	  Schuwirth	  (2005),	  suggest	  that	  the	  

authenticity	  movement	  and	  the	  assessment	  of	  integrated	  competencies,	  such	  as	  

those	  demonstrated	  within	  the	  PSMC	  Simulation	  testing	  phase,	  contribute	  to,	  and	  
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may	   be	   seen	   to	   have	   ‘a	   marked	   positive	   impact	   on	   the	   validity	   of	   …	  

measurements’	  (Van	  der	  Vleuten	  &	  Schuwirth.	  2005,	  p.312).	   	  The	  impact	  of	  the	  

patient	  safety	  focus	  of	  the	  PSMC	  on	  assessor	  or	  judges	  frameworks	  could	  not	  be	  

adequately	  explored	  within	   the	   scope	  of	   this	   thesis.	   	  This	   suggests	   that	   further	  

assessor	   and	   facilitator	   orientation	   and	   training	   sessions,	   and	   engagement	   in	  

standardized	   comparative	   rating	   exercises	   across	   clinical	   competence	   versus	  

patient	   safety	   focussed	   clinical	   competence,	   may	   inform	   subsequent	   PSMC	  

assessments.	  	  	  	  

	  

While	   it	   is	   often	   assumed	   that	   clinical	   competence	   equates	   to	   patient	   safety	  

focussed	   competence,	   the	   review	   of	   the	   patient	   safety	   literature	  presented	   in	  

Chapter	   Two	  suggests	   that	   this	   may	   be	   a	   rash	   assumption.	   	   The	   potential	   for	  

patient	  safety	  lapses,	  either	  in	  individual	  practice,	  clinical	  team	  environments,	  or	  

through	   system	   faults	   was	   explored	   in	   the	   literature	   review.	   	   For	   example,	  

Saxena,	  Dennis,	  Vagholder	   et.	   al.,	   (2006)	   in	   a	   study	  of	   patient	   safety	  and	   IMGs,	  

suggested	  that	  SP	  IMGs	  demonstrated	  a	  lack	  of	  familiarity	  with	  Australia	  disease	  

patterns,	  	  disease	  prevention,	  	  and	  treatment	  options.	  	  Further,	  they	  are	  seen	  to	  

have	   difficulty	   in	   applying	   their	   medical	   knowledge	   within	   the	   context	   of	   the	  

Australian	  health	   care	   system.	   	  These	   findings	  are	   consistent	  with	   those	  of	   the	  

thesis,	   especially	   within	   the	   PSMC	   Practice	   Performance	   Area	   of	   Clinical	  

Judgement	  and	  Decision-‐Making	  Skills.	  These	  impediments	  with	  the	  potential	  to	  

affect	  SP	  IMGs	  ability	  to	  practice	  safely	  within	  the	  Australian	  healthcare	  context	  

suggest	  the	  case	  for	  a	  co-‐ordinated	  approach	  that	  includes:	  specific	  patient	  safety	  

focussed	   orientation	   processes,	   increased	   clinical	   support,	   formative	   clinical	  

assessments,	  and	  where	  appropriate,	  remediation.	  
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However,	   current	   strategies	   that	   relate	   to	   the	   patient	   safety	   implications	   of	  

clinical	   practice	   of	   individual	   PGY	   1	   and	   PGY	   2	   level	   doctors	   and	   recently	  

employed	  IMGs	  within	  busy	  clinical	  environments	  and	  complex	  hospital	  systems,	  

are	   seen	   to	  be	   inconsistent	  and	   less	  well	   established.	   	   	  Potential	   strategies	  and	  

interventions	   to	   increase	   the	   safety	   of	   patients	   within	   the	   complex	  

doctor/patient	  and	  health	  care	   team	  environments	  will	  be	  explored	   in	  Chapter	  

Ten.	   	   	   The	   case	   for	   adoption	   of	   a	   utility	  model	   and	   factors	   contributing	   to	   the	  

acceptability	   and	   feasibility	   of	   PSMC	   assessments	   within	   acute	   clinical	  

environments	  will	  be	  considered	  in	  more	  detail	  later	  in	  this	  chapter.	  

	  

9.6.1:	  The	  Relationship	  Between	  PSMC	  Testing	  and	  Formative	  

Feedback,	  	  

The	  intent	  of	  the	  thesis	  was	  to	  develop	  and	  test	  the	  utility	  and	  acceptability	  of	  the	  

criterion	  based	  PSMC,	  initially	  applicable	  within	  SP	  IMG	  cohorts,	  but	  transferable	  

to	   all	   Australian	   PGY	   1	   &	   2	   cohorts.	   	   This	   intent	   is	   reflected	   in	   Research	  

Objectives	  2	  and	  3.	  	  The	  contextual	  importance	  of	  the	  patient	  safety	  focus	  of	  the	  

PSMC	  and	   its	   alignment	  with	   the	  National	  Patient	  Safety	  Education	  Framework	  

(2005)	  and	  the	  related	  WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools	  

(2009)	  was	  presented	  and	  discussed	  at	  length	  in	  Chapter	  Two.	  

A	  major	   tenet	   of	   the	   study	  was	   the	   potential	   for	   participants	   and	   assessors	   to	  

engage	   in	   extended	   non-‐judgemental	   and	   collaborative	   formative	   feedback	  

discussions	  immediately	  following	  each	  post	  PSMC	  testing	  session.	  	  Participants’	  

active	  engagement	  within	  these	  post-‐testing	  PSMC	  formative	  feedback	  sessions,	  

along	  with	  their	  verbal	  and	  written	  participant	  comments	  and	  recommendations	  

is	  presented	   in	  Chapter	  Seven.	   	  Themes	  within	  the	   formative	   feedback	  sessions	  
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encompassed	  a	  wide	   range	  of	   clinical	  practice	  areas,	   especially	  with	   respect	   to	  

the	  expected	  management	  of	  both	  simple	  and	  complex	  presentations	  within	  the	  

Australian	  health	  care	  context.	  This	  aligns	  with	  the	  Saxena,	  Dennis,	  Vagholder	  et.	  

al.,	   (2006)	   findings	   and	   suggests	   that	   IMGs	   who	   performed	   poorly	   were	  

demonstrating	  their	  lack	  of	  familiarity	  with	  Australian	  disease	  patterns	  and	  their	  

related	  treatments.	  	  

For	  example,	  the	  Simulation	  participants	  initiated,	  and	  were	  actively	  engaged	  in,	  

discussion	  with	  respect	  to	  clinical	  practice	  in	  Australia.	  They	  were	  keen	  to	  seek	  

information	   about	   a	   range	   of	   issues	   including:	   contemporary	   diagnostic	  

processes	   and	   tests;	   clinical	   skills;	   treatment	   options	   –	   some	   of	   which	   were	  

unfamiliar	   to	   them;	   consultation	   processes	   and	   referral	   options;	   detailed	  

information	   relating	   to	   the	   expected	   management	   of	   unfamiliar	   emergency	  

presentations	  within	  the	  Australian	  health	  care	  context;	  and,	  simple	  and	  complex	  

drug	  and	  dose	  calculation	  information	  for	  those	  drugs	  commonly	  used	  in	  routine	  

and	   emergency	   presentations.	   	   	   This	   interaction	   is	   seen	   to	   demonstrate	   the	  

‘powerful	  effect	  of	  feedback	  on	  learning’	  within	  a	  clinical	  education	  setting	  where	  

‘performance	   has	   been	   observed’	   (Norcini,	   2010,	   p.16).	   	   The	   immediacy	   of	   the	  

patient	  safety	  focussed	  feedback	  within	  the	  non-‐threatening	  and	  active	  learning	  

environment	   of	   the	   formative	   PSMC	   testing	   suggests	   the	   potential	   for	  

implementation	   of	   similar	   clinical	   assessment	   sessions	   with	   other	   cohorts	   of	  

IMGs,	  and	  Australian	  graduates	  (especially	  within	  PGY	  1	  cohorts).	   	  Additionally,	  

formative	   feedback	   is	   seen	   to	   contribute	   to	   medical	   graduates’	   professional	  

growth,	  increased	  confidence	  and	  competence,	  and	  overall	  performance.	  	  

	  

Within	  both	   the	  medical	  education	   literature	  and	  anecdotally,	   there	  appears	   to	  
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be	   a	   lack	   of	   time	   or	   capacity	   to	   engage	   in	   formative	  mini-‐CEX	   assessments	   or	  

other	   forms	   of	   Workplace	   Based	   Assessment	   of	   PGY	   1	   and	   PGY	   2	   doctors.	  

Participant	   and	   Assessor	   feedback	   and	   engagement	   across	   the	   three	   PSMC	  

clinical	   testing	   phases	   suggests	   that	   the	   concept	   of	   patient	   safety	   focussed	  

assessment	   was	   well	   received.	   	   However,	   Norcini	   (2010)	   suggests	   that	  

formalized	  and	  systematic	  clinical	  observation	  of	  PGY	  1	  and	  PGY	  2	  doctors	  (and	  

newly	  employed	   IMGs)	   is	   rare,	  with	  one	  study	  reporting	   that	  82%	  of	   first	  year	  

graduates	   had	   only	   been	   observed	   during	   a	   clinical	   encounter	   once	   (Norcini,	  

2010,	  p.16).	   	   	  Anecdotally,	  it	  is	  suggested	  that	  health	  care	  resources	  in	  terms	  of	  

expert	   clinician	   assessors’	   time	   is	   scarce	   within	   the	   Australian	   health	   care	  

context.	   	   Further,	   a	   recently	   published	   Review	   of	   Medical	   Intern	   Training	   in	  

Australia	   (Australian	   Health	   Ministers	   Advisory	   Panel,	   2015)	   found	   that	  	  

‘internship	  is	  structured	  time-‐based	  periods	  in	  clinical	  areas…and	  the	  quality	  of	  

supervision	  varies	  widely’	  …	  and	  	  ‘the	  assessment	  process	  is	  largely	  focussed	  on	  

identifying	   the	   very	   few	   instances	   of	   serious	   underperformance	   and	   provides	  

little	  meaningful	  feedback	  to	  the	  majority’	  (Australian	  Health	  Ministers	  Advisory	  

Panel,	  2014,	  p.5).	  

	  

The	   issue	   of	   expert	   assessor	   availability	   is	   one	   that	   impacts	   the	   routine	  

implementation	   of	   PSMC	   assessments	   as	   well	   as	   PGY	   1	   and	   PGY	   2	   clinical	  

assessments	  in	  Australian	  acute	  care	  settings.	   	  Despite	  the	  resource	  constraints	  

relating	   to	   assessor	   availability,	   the	   PSMC	   testing	   phases	   suggested	   that	   such	  

assessments	  were	  acceptable,	  and	  conform	  to	  the	  ‘utility	  model’	  proposed	  by	  Van	  

der	  Vleuten	  and	  Schuwirth	  (2005).	  
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9.6.2:	  The	  Utility,	  Acceptability	  and	  Feasibility	  of	  the	  PSMC	  

PSMC	   quantitative	   and	   qualitative	   data	   from	   the	   three	   testing	   phases	   suggest	  

that,	  with	  respect	  to	  its	  flexibility	  as	  an	  assessment	  tool,	  it	  may	  be	  considered	  to	  

align	  with	  the	  Van	  der	  Vleuten	  and	  Schuwirth	  (2005)	  proposal	  for	  the	  adoption	  a	  

utility	  model	  for	  determining	  purpose	  specific	  assessment	  methods.	   	  The	  utility	  

model	   represents	   a	   conceptual	   framework	   for	   determining	   the	   selection	   of	  

purpose	   specific	   assessment	   methods.	   	   This	   framework	   takes	   into	   account	  

factors	  such	  as	  the	  acceptability,	  feasibility,	  and	  educational	  effect,	  as	  well	  as	  the	  

reliability	   and	   validity,	   of	   an	   assessment	   tool.	   	   The	   component	   factors	   of	   the	  

utility	  model	  may	  be	  weighted	  according	  to	  the	   importance	  attached	  to	  each	  of	  

them	   by	   a	   specific	   user	   in	   a	   specific	   situation	   	   (Van	   der	   Vleuten	   &	   Schuwirth,	  

2005,	  p.309).	  	  The	  active	  engagement	  and	  the	  verbal	  and	  written	  feedback	  from	  

participant,	   clinical	   assessor,	   and	   facilitator	   cohorts	   reported	   in	   the	   thesis	  

findings,	   suggests	   that	   the	   PSMC	   is	   both	   acceptable	   as	   a	   patient	   safety	  

assessment	  tool	  and	  also	  demonstrates	  a	  positive	  educational	  effect.	   	  The	  2008	  

Australian	   by	   Nair,	   Alexander	   &	   McGrath	   et.al.,	   conducted	   across	   three	   major	  

Australian	   hospitals,	   	   also	   reported	   that	   the	  mini-‐CEX	   assessment	   format	   was	  

well	  received	  by	  both	  IMGs	  and	  assessors	  (Nair,	  Alexander	  &	  McGrath	  et	  al,	  2008	  

pp.158	  –	  161).	  	  Feasibility,	  although	  not	  specifically	  established	  within	  the	  PSMC	  

iterations,	  was	  considered	  positively	  within	  the	  Nair	  et	  al	  study,	  with	  examiners	  

indicating	   their	  willingness	   to	   undertake	   ongoing	  mini-‐CEX	   assessments.	   (Nair	  

et.	   al.	   	   2008).	   There	   is	   a	   however,	   a	   recognized	   shortage	   of	   expert	   and	  willing	  

clinician	   assessors.	   	   Additionally,	   the	   willingness	   of	   health	   care	   institutions	   to	  

engage	  in	  assessments	  that	  may	  potentially	  highlight	  patient	  safety	  lapses	  within	  

their	  health	  service	  appears	  uncertain.	  	  	  	  
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Patient	  Safety	  or	  safe	  patient	  care	   is,	  however,	  recognized	  by	  the	  Confederation	  

of	   Postgraduate	   Medical	   Education	   Council	   in	   its	   Australian	   Curriculum	  

Framework	  for	  Junior	  Doctors	  (ACFJD)	  (2009).	  	  Safe	  Patient	  Care	  is	  presented	  as	  a	  

component	  of	  Clinical	  Management	  across	  seven	  areas:	  those	  of	  Health	  Systems;	  

Risk	  and	  Prevention;	  Adverse	  Events	  and	  Near	  Misses;	  Public	  Health;	   Infection	  

Control;	  Radiation	  Safety;	  and	  Medication	  Safety.	   	  The	  related	  21	  statements	  or	  

indicators	   such	   as	   ‘Describes	   examples	   of	   the	   harm	   caused	   by	   error	   and	   system	  

failure’	   (ACFJD,	  p.3)	  are	  drawn	  predominantly	   from	  the	  NPSEF.	   	   In	   this	   respect	  

some	   of	   these	   ACFJD	   competency	   statements	   align	   with	   those	   of	   the	   PSMC.	  	  

However,	   the	   ACFJD	   fails	   to	   provide	   specific	   assessment	   criteria,	   or	   an	  

assessment	   framework	   to	   guide	   patient	   safety	   assessment	   across	   the	   seven	  

patient	  safety	  areas.	  	  Rather,	  the	  items	  or	  statements	  appear	  to	  suggest	  tenets	  to	  

which	  PGY	  1	  and	  PGY	  2	  doctors	  should	  aspire.	  

	  

9.7.1:	   Patient	   Safety	   and	   the	   PSMC	   within	   the	   Broader	   Australian	  

Patient	  Safety	  Context	  within	  Medicine:    

While	   the	  Australian	   health	   care	   system	   is	   recognized	   as	   ‘safe’,	   along	  with	   the	  

health	   care	   systems	   of	   other	   developed	   countries,	   SP	   IMGs	   entering	   the	  

Australian	  medical	  workforce	  are	  potentially	  subject	  to	  unforeseen	  risks	  within	  

the	  health	  care	  system	  itself.	   	  Australian	  PGY	  1	  &	  PGY	  2	  doctors	  also	  share	   the	  

exposure	   to	   such	   risks.	   	   	   As	   discussed	   earlier	   in	   Chapter	   Two	   of	   the	   thesis,	   a	  

significant	   component	  of	   this	   risk	  may	  be	  attributed	   to	   inadequate	   supervision	  

resources.	  	  	  Runciman	  and	  	  Lumby,	  (2009)	  	  suggest	  that	  PGY	  1	  and	  PGY	  2	  doctors	  

along	  with	  newly	  employed	  IMGs,	  are	  expected	  ‘to	  perform	  tasks	  for	  which	  they	  

have	  had	  little	  training’	  (Runciman	  &	  Lumby,	  in	  Healy	  &	  Dugdale,	  2009,	  p.129).	  	  	  	  



	   427	  

While	   this	   risk	   is	  equally	  applicable	   to	   IMGs	  and	  prevocational	   level	  Australian	  

graduates,	   the	   potential	   for	   error	   and	   violations	   are	   compounded	   when	  

inexperienced	  SP	  IMGs	  are	  required	  to	  practice	  without	  adequate	  supervisory	  or	  

consultative	  resources	  in	  an	  environment	  where	  there	  is	  ‘little	  or	  no	  surveillance	  

of	  practice’	  	  	  (Runciman	  &	  Lumby,	  in	  Healy	  &	  Dugdale,	  2009,	  p.198).	  	  	  	  	  	  

To	  a	  large	  extent,	  medicine’s	  long	  tradition	  of	  self-‐regulation’	  which	  sometimes,	  

particularly	   at	   specialty	   level	   implies	   ‘independence	   of	   the	   health	   care	   system’	  

(Runciman	   &	   Lumby,	   2009),	   and	   the	   inherent	   failure	   of	   both	   medicine	   and	  

hospital	  systems	  to	  actively	  provide	  safe	  clinical	  environments	  for	  PGY	  Level	  1	  &	  

2	   cohorts,	   is	   seen	   to	   impinge	  upon	   the	   safety	  of	  patients.	   	   Such	   factors	   include	  

failing	  to	  roster	  IMGs	  and	  PGY	  1	  &	  2	  doctors	  on	  with	  more	  experienced	  doctors,	  

for	   example,	   on	   overnight	   rotations;	   failing	   to	   provide	   structured	   patient	  

handovers;	   poor	   departmental	   organization	   leading	   to	   inappropriate	   tasking;	  

and	   the	   lack	   of	   availability	   of	   clinical	   guidelines	   and	   protocols	   (Runciman	   &	  

Lumby,	   in	  Healy	  &	  Dugdale,	  2009,	  p.198).	   	   	   The	   latter,	   as	  has	  been	  highlighted	  

earlier	   in	   this	   chapter,	   are	   pertinent	   to	   IMG	   cohorts	   who	  may	   lack	   familiarity	  

with	  respect	  to	  clinical	  presentations,	  appropriate	  treatment	  options,	  and	  the	  use	  

of	   standardized	   protocols.	   	   Coombes	   et	   al	   (2008)	   also	   highlight	   the	   potential	  

system	  failures	  within	  Australian	  health	  care	  facilities	  pose	  and	  added	  risk	  factor	  

for	   SP	   IMGs.	   	   	   In	   an	   adaptation	   of	   the	  Reason	   Swiss	   Cheese	  Model	   of	   Accident	  

Causation,	   the	   trajectory	  of	   a	  PGY	  1	  doctor’s	   prescribing	   error	  within	   an	   acute	  

care	  facility	  highlights	  the	  lack	  of	  supervisory	  and	  system	  safeguards	  that	  could	  

potentially	  lead	  to	  patient	  death	  	  	  (Coombes	  et.	  al,	  2008).	  

A	   further	  consideration	   is	   that	  of	  teamwork.	   	  While	   the	  Simulation	  participants	  

embraced	   clinical	   team	   interactions	   within	   the	   PSMC	   study	   environment,	  
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consideration	   should	   be	   given	   to	   their	   preparedness,	   or	   indeed	   inclusiveness,	  

with	   respect	   to	  participating	  within	   established	   teams	   in	   the	  Australian	  health	  

care	  setting.	  

	  

9.7.2:	  The	  Case	  for	  the	  Adoption	  of	  Periodic	  Assessment	  of	  IMGs	  and	  

PGY	  1	  &	  PGY	  2	  Cohorts	  

The	  implementation	  of	  routine	  patient	  safety	  focussed	  assessments	  within	  PGY	  1	  

and	   PGY	   2	   cohorts	   and	   SP	   IMGs	   in	   the	   early	   years	   of	   their	   employment	   in	  

Australian	  clinical	  settings	  has	  the	  potential	  to	  raise	  awareness	  of	  patient	  safety,	  

to	   the	  extent	   that	   it	  becomes	  the	   focus	  of	  all	   clinical	  encounters.	   	  Further,	  such	  

routine	   assessments	   are	   seen	   to	   have	   the	   potential	   to	   generate	   momentum	  

towards	  IMGs	  and	  PGY1	  &	  2	  doctors	  striving	  for	  clinical	  competence	  and	  mastery	  

at	  the	  level	  of	  performance,	  with	  the	  goal	  of	  delivering	  consistently	  safe	  patient	  

care.	   	   Such	  an	   initiative	  would	   require	   the	   identification	  of	   ‘champions’,	   in	   line	  

for	  example,	  with	  the	  Australian	  and	  New	  Zealand	  College	  of	  Anaesthetists	  who	  

have	   systematically	  develop	   such	  a	   culture	  within	  an	   ‘entrusability’	   framework	  	  

(Weller,	  Misur	  &	  Nicolson	  et	  al,	  2014).	  	  	  	  Vincent	  	  (2010)	  considers	  that,	  overall,	  

health	   care	   systems	   have	   been	   slow	   to	   implement	   patient	   safety	   practice	   and	  

assessment	   models.	   	   Such	   assessments,	   linked	   to	   professional	   education,	   are	  

seen	   to	   be	   more	   likely	   to	   succeed	   (Vincent,	   2010).	   	   In	   line	   with	   Research	  

Objective	   4	   and	   Research	   Question	   4,	   Chapter	   Ten	   will	   further	   explore	   the	  

potential	   for	   a	   patient	   safety	   focussed	   systems	   models	   to	   influence	   both	  

individual	   clinical	   practice	   and	   clinical	   team	   interaction	   and	   culture	   within	  

respect	  to	  safe	  patient	  care.	  	  	  
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9.8:  Strengths  and  Limitations  of  the  Thesis  
	  
The	  active	  engagement	  of	  the	  thesis	  participant	  and	  assessor	  cohorts	   is	  seen	  to	  

be	  strength	  of	  the	  study	  across	  the	  three	  testing	  environments.	   	  The	  Simulation	  

testing	   phase	   facilitated	   the	   most	   extensive	   and	   interactive	   discussion	   within	  

both	   participant	   and	   assessor	   cohorts	   and	   between	   participant	   and	   assessor	  

cohorts.	  	  The	  formative	  assessment	  component	  of	  the	  PSMC	  allowed	  participants	  

to	  actively	  pursue	  mastery	  of	  skills	  and	  knowledge	  within	  moderately	  complex	  to	  

highly	   complex	   clinical	   environments.	   	   The	   potential	   for	   skills	   and	   knowledge	  

mastery	   afforded	   by	   the	   PSMC	   Simulation	   testing	   suggests	   that	   this	   avenue	   of	  

non-‐threatening	   introduction	   to	   Australian	   acute	   care	   settings	   should	   be	  

extended	  across	  future	  SP	  IMG	  cohorts,	  either	  prior	  to,	  or	  immediately	  following	  

commencement	  of	  employment.	  The	  high	  cost	  of	  such	  assessments	  is	  recognized	  

as	   potentially	   prohibitive.	   	   However,	   in	   that	  medical	   schools	   within	   the	  major	  

Australian	   universities	   are	   developing	   increasingly	   sophisticated	   high	   fidelity	  

simulation	   laboratories	   suggests	   the	   possibility	   for	   instituting	   high	   fidelity	  

patient	   safety	   focussed	   sessions	   for	   IMGs	   at	   a	   modest	   cost	   within	   evening	   or	  

weekend	   time-‐slots.	   	  Alignment	  of	   SP	   IMGs	  with	  Australian	  medical	   schools,	   at	  

some	  level,	  is	  also	  seen	  to	  have	  the	  potential	  to	  increase	  the	  safety	  of	  patients	  in	  

health	  care	  environments.	  

	  
The	   adaption	   of	   the	   PSMC	   as	   a	   web-‐based	   application,	   presented	   in	   Chapter	  

Eight,	   is	   seen	   to	   enhance	   both	   the	   flexibility	   and	   portability	   of	   the	   tool.	   	   Beta	  

testing,	   using	   both	   tablet	   and	   other	   hand	   held	   devices,	   demonstrated	   its	  

functionality.	   	   This	   may	   encourage	   the	   implementation	   of	   PSMC	   assessments	  

within	  clinical	   rotations.	   	   	  The	   immediacy	   the	  PSMC	  assessment	  results	  on-‐line	  
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allows	  both	   the	  assessed	  doctor	  and	   the	  assessor	   to	  discuss	   the	   ratings	   in	   real	  

time,	   and	   where	   appropriate,	   modify	   them	   prior	   to	   finalizing	   the	   assessment	  

results.	  

	  
With	  respect	  to	  limitations	  of	  the	  study,	  the	  modest	  participant	  cohorts	  and	  the	  

lack	  of	  available	  resources	  within	  acute	  care	  hospitals	  to	  undertake	  further	  PSMC	  

Workplace	  Based	  Assessments	   is	  acknowledged.	   	   	  Further	  work	   is	  needed	  with	  

respect	   to	   engagement	   of	   potential	   WBA	   stakeholders.	   	   This	   includes	  

implementation	   of	   strategies	   to	   raise	   awareness	   of	   the	   potential	   benefits	   or	  

PSMC	  assessments	  within	  health	  care	  environments,	  and	  so	  stimulate	  a	  culture	  

that	   promotes	   patient	   safety	   awareness	   and	   patient	   safety	   focussed	   clinical	  

practice.	  	  

	  

The	   mismatch	   between	   IMG	   competence	   and	   performance	   scores	   within	  

Simulation	  and	  WBA	  settings	  was	  highlighted	  earlier	  in	  Chapter	  Seven.	  	  It	  may	  be	  

attributed	  in	  part	  to	  the	  WBA	  cohort’s	   less	  challenging	  presentations	  compared	  

with	   those	   of	   the	   complex	   Simulation	   cohort,	   and	   their	   increasing	   familiarity	  

with	  their	  hospital’s	  environment.	  	  Additionally,	  the	  support	  of	  a	  Medical	  Clinical	  

Educator	   allowed	   for	   ongoing	   assessments	   to	   be	   teaching	   opportunities.	   	   Both	  

cohorts	  approached	  the	  PSMC	  assessments	  as	   learning	  opportunities	   to	  engage	  

in	  both	  judgements	  of	  their	  clinical	  competence	  and	  learning	  opportunities	  that	  

did	  not	  have	  punitive	  consequences.	  	  

A	  problem	  for	  all	  hospitals	   is	  that	  of	  managing	  the	  orientation	  and	  competency	  

assessment	  schedule	  of	  newly	  employed	  SP	  IMGs.	  	  Further,	  the	  complex	  issue	  of	  
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managing	   underperforming	   IMGs	   may	   present	   some	   ethical	   challenges	   for	  

hospitals	  and	  	  medical	  department	  heads.	  	  

	  

9.9:  Conclusion    
	  
Chapter	  Nine	  has	  considered	  the	  findings	  of	  the	  thesis,	  predominantly	  from	  the	  

theoretical	   perspectives	   supporting	   assessments	   of	   clinical	   competence	   and	  

performance	   within	   the	   Patient	   Safety	   mini-‐CEX	   (PSMC)	   Workplace	   Based	  

Assessment	  mini-‐CEX	  framework.	  	  The	  intersection	  of	  clinical	  assessment	  theory	  

and	  the	  emergent	  discipline	  of	  patient	  safety	  as	  it	  impacts	  on	  SP	  IMGs	  and	  PGY	  1	  

and	  PGY	  2	  doctors’	  clinical	  practice	  was	  considered.	  	  	  

Data	   from	   the	   PSMC	   OSCE,	   High	   Fidelity	   Simulation,	   and	   WBA	   testing	  

environments	   were	   examined	   within	   a	   medical	   education	   criterion-‐based	  

competency	   assessment	   framework.	   The	   Simulation	   setting	   represented	   the	  

most	   complex	   and	   rigorous	   testing	   environment.	   The	   study	   preference	   for	  

adoption	  of	  the	  Cambridge	  Model	  was	  seen	  to	  align	  well	  with	  the	  thesis’	  proposal	  

for	   doctors’	   individual	   clinical	   competence	   and	   performance	   to	   be	   considered	  

within	   a	   health	   system’s	   model.	   	   Performance	   was	   aligned	   with	   PSMC	   global	  

ratings.	  

	  

Comparative	  analysis	  of	  the	  findings	  suggested	  that	  between	  61.1%	  and	  90%	  of	  

PSMC	   study	   participants	   were	   competent	   with	   respect	   to	   from	   8	   to	   13	   of	   the	  

assessed	   indicators	   across	   the	   four	   Practice	   Performance	   Areas	   (PPAs):	  

Communicating	  Safely,	  Practising	  Safely,	  Clinical	  Management	  and	  Using	  Evidence,	  

and	   Professional	   Practice.	   	   Conversely,	   between	   20%	   and	   46%	   of	   OSCE	   and	  
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Simulation	  participants	  were	  rated	  as	  Unsatisfactory	  with	  respect	   to	   the	  critical	  

areas	  of	   Infection	  Control,	  Investigations,	  Medication	  Safety,	  Patient	  Identification,	  

Managing	   Information,	   Risk	   and	   Prevention,	   History	   Taking,	   and	   Physical	  

Examination	  &	  Decision	  Making	   Skills.	   	   These	   findings	   suggested	   that	   SP	   IMGs	  

seeking	  employment	   in	  Australian	  acute	   care	   settings	   should	  be	  provided	  with	  

ongoing	  patient	  safety	  focussed	  clinical	  encounters	  within	  non-‐threatening	  High	  

Fidelity	   Simulation	   environments.	   	   Such	   interaction	   should	   be	   structured	   to	  

facilitate	   interactive	   formative	   feedback	   that	   generates	   discussion	   around	  

unfamiliar	   disease	   patterns	   and	   treatment	   options.	   Individual	   assessments	  

within	  the	  team	  environments	  of	   the	  Simulation	  testing	  phase	  was	  also	  seen	  to	  

facilitate	  inquiry	  and	  learning.	  

	  

The	   reliability,	   validity,	   utility,	   acceptability	   and	   feasibility	   of	   the	   PSMC	   were	  

discussed.	   	   	   	  With	   respect	   to	  validity,	   a	  Cronbach’s	  Alpha	  of	   .938	  across	  8	  high	  

performing	   PSM	   items	   was	   seen	   to	   correspond	   quite	   favourably	   with	   simular	  

studies	  from	  within	  the	  medical	  education	  literature.	  The	  limitations	  imposed	  by	  

the	   relatively	   small	   testing	   cohort	   were	   acknowledged	   with	   respect	   to	  

establishing	   PSMC	   reliability.	   	   However,	   the	  diversity	   and	   heterogeneity	   of	   the	  

testing	  cohorts	  was	  also	  considered	  likely	  to	  increase	  reliability	  (Norcini,	  2000).	  

	  

Assessor	  or	  judges’	  frameworks	  with	  respect	  to	  their	  assessments	  of	  competence	  

and	  performance	  were	  explored.	   	   The	  appointment	  of	   assessors	  best	  placed	   to	  

assess	   specific	   encounter	   types,	   their	   understanding	   of	   the	   purpose	   of	   the	  

assessment,	  and	   their	  ability	   to	  operate	  within	  a	  psychometric	   framework	  was	  

considered.	  
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The	   limitations	   of	   the	   PSMC	   normative	   anchors	   were	   acknowledged.	   An	  

alternative	  three	  level	  psychometric	  approach	  to	  aligning	  PSMC	  response	  scales	  

with	   assessors’	   cognitive	   frameworks	   was	   proposed.	   	   The	   potential	   for	   the	  

proposed	   ‘entrustability’	   framework	   to	   facilitate	   assessors’	   ability	   to	  

discriminate	  between	  ‘patient-‐safe’	  performance	  and	  to	  make	  judgements	  about	  

unsafe	  performance	  was	  considered.	  	  

	  

The	   role	   of	   patient	   safety,	   and	  patient	   safety	   education	   and	   assessment	  within	  

the	   broader	   Australian	   health	   care	   system	   was	   considered.	   	   The	   ‘risk’	   or	  

potential	   for	   error	   with	   implications	   for	   the	   safety	   of	   patients	   is	   seen	   to	   be	  

applicable	   to	   both	   newly	   employed	   IMGs	   and	   PGY	   1	   &	   2	   Graduates.	   	   The	  

literature	   suggests	   that	   a	   contributing	   factor	   to	   error	   is	   a	   consequence	   of	   the	  

newly	  employed	  doctors	  being	  are	  asked	   to	  perform	  tasks	   for	  which	   they	  have	  

had	   little	   or	   no	   training	   and	   little	   or	   no	   consistent	   supervision	   (Runciman	   &	  

Lumby,	  2009).	  

	  

The	   case	   was	  made	   for	   the	   implementation	   of	   routine	   patient	   safety	   focussed	  

clinical	  assessments	  as	  a	  component	  of	  developing	  a	  patient	  safety	  culture	  within	  

clinical	  environments.	  	  	  The	  strengths	  and	  potential	  limitations	  of	  the	  study	  were	  

considered	   and	   the	   case	   for	   proposing	   a	   safety	   focussed	   systems	   model,	   the	  

Healthcare	   Systems	  Safety	  Model	   (HSSM)	   to	  be	  presented	   in	  Chapter	  Ten,	  was	  

briefly	  introduced.	  	  
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Chapter  Ten      

FACILITATING  SAFE  CLINICAL  PRACTICE  WITHIN  COMPLEX  

HEATLH  CARE  SYSTEMS:  DEVELOPMENT  OF  A  MODEL  

The  Healthcare  Systems  Safety  Model  (HSSM)  
	  

10.1:  Introduction  to  Chapter  Ten  
	  
Doctors	   practice	   within	   complex	   healthcare	   system	   environments.	   Multiple	  

regulatory	   and	   organizational	   layers,	   set	   within	   a	   range	   of	   system	   and	   safety	  

models	  and	  frameworks,	  both	  facilitate	  and	  impinge	  upon	  the	  ability	  of	  hospitals	  

and	   their	   clinical	   and	   administrative	   departments	   and	   affiliates	   to	   ensure	   safe,	  

competent,	   and	   timely	   care	   at	   the	   clinical	   team	   and	   individual	   doctor-‐patient	  

level.	  	  

These	   system	   impediments	   to	   safe	   patient	   care	  were	   introduced	   earlier	   in	   the	  

thesis	   in	   Chapters	   One	   and	   Two	   and	   discussed	   further	   in	   Chapter	   Nine.	   	   For	  

example,	   Runciman	   and	   Lumby	   (2009)	   highlight	   clinical	   department	   level	  

impediments,	   such	   as	   ‘inappropriate	   tasking’	   and	   rostering;	   ‘poor	   supervision	  

and	  teamwork’;	  and,	  personnel	  and	  equipment	  ‘resource	  constraints’	  that	  impact	  

upon	  IMG	  and	  PGY	  1	  &	  PGY	  2	  level	  doctors’	  practice	  (Runciman	  &	  Lumby,	  2009,	  

pp.	  198-‐199).	  	  	   	   	  Wellington	  and	  Dugdale	  	  (2009),	  in	  considering	  broader	  health	  

system	   issues	   such	   as	   the	   relationships	   between	   corporate	   governance	   and	  

clinical	   governance,	   identify	   a	   series	   of	   elements	   seen	   to	   be	   essential	   to	  

facilitating	   safe	   and	   effective	   clinical	   practice:	   Strategic	   Leadership;	   Effective	  

Delegation;	   Accountability;	   Effective	   Risk	   Management	   Systems;	   and	   Effective	  

Cultural	  Leadership	  (Wellington	  &	  Dugdale,	  2009,	  pp.	  98	  –	  106).	  	  The	  prevailing	  
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style	  of	  clinicians’	  cultural	  leadership	  has	  supported	  the	  established	  tradition	  of	  

self-‐regulation	  by	  the	  medical	  profession,	  discussed	  earlier	  in	  Chapter	  Nine.	  The	  

impediments	  and	  implications	  of	  medicine’s	  unique	  culture	  of	  medicine,	  and	  its	  

associated	  professionally	  aligned	  sub-‐cultures	  or	  specialties	  operating	  within	  the	  

wider	  health	  system	  culture,	  may	  be	  more	  effectively	  addressed	  from	  a	  patient	  

safety	  systems	  perspective.	  	  

	  

It	   is	  widely	   recognized	  within	   the	  patient	   safety	   literature	   that	  health	   care	   is	   a	  

high	  risk	  systems	  based	   industry	  and	   that	   this	   risk	  extends	   to	   the	  doctors	  who	  

work	  within	  it.	   	   	  Chapter	  Ten	  will	  explore	  a	  range	  of	  systems	  models	  and	  safety	  

frameworks	   that	   provide	   insight	   into,	   and	   align	   with,	   the	   thesis	   findings	   with	  

respect	  to	  the	  safety	  of	  patients	  within	  clinical	  environments.	  	  

	  

Finally,	   Chapter	   Ten	   will	   offer	   a	   patient	   safety	   focussed	   systems	   model:	   the	  

Healthcare	   Systems	   Safety	   Model	   (HSSM)	   that	   integrates	   the	   supervision	   and	  

resource	   needs	   of	   trainee	   doctors	   and	   builds	   upon	   the	   Southgate	   et	   al	   (2001)	  

facilitated	  ‘continuum	  of	  performance’	  framework.	  

	  

10.2:    Patient  Safety  Models  and  Frameworks  

Patient	  safety	  models	  and	  frameworks	  may	  be	  considered	  as	  belonging	  to	  one	  of	  

three	   broad	   categories:	   the	   systems	   approach	   to	   organizational	   error;	   the	  

educational	   approach	   through	   patient	   safety	   curriculum	   frameworks,	   and	   the	  

clinical	  practice	  and	  regulatory	  approaches	  based	  on	  performance	  standards.	  
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10.2.1:	  The	  Systems	  Approach	  to	  Organizational	  Error	  and	  Patient	  

Safety	  	  

The	   systems	   or	   analytical	   approach	   to	   organizational	   error	   evolved	   from	   the	  

work	  of	  Reason	  and	  his	  root	  cause	  analyses	  of	  errors	  and	  accidents	  in	  aviation,	  

nuclear	   power	   and	   other	   high-‐risk	   industries.	   (Reason,	   1990,	   1995,	   2000).	  	  	  

Reason,	  Vincent	  (2010),	  Van	  der	  Shaaf	  (1992),	  Amalberti	  et	  al	  (2006)	  and	  others	  

recognized	   that	   adverse	   events	   in	   healthcare	   were	   analogous	   to	   those	   within	  

other	   high-‐risk	   industries	   where	   organizational	   safety	   models	   were	  

characterised	   by	   effective	   risk-‐management	   strategies;	   established	   levels	   of	  

protection	  against	  error	  by	  individuals	  or	  teams	  at	  the	  operational	  levels	  of	  the	  

organization;	  and,	  mechanisms	  that	  looked	  for	  system,	  as	  opposed	  to	  a	  ‘person’	  

approach	   to	   analysis	   of	   adverse	   incidents	   and	   near	   misses.	   	   The	   traditional	  

‘person	   approach’,	   widespread	   within	   healthcare,	   attributes	   blame	   to	   the	  

individual	   doctor	   or	   health	  worker	   at	   the	   ‘sharp’	   or	   patient	   end	   of	   an	   adverse	  

event.	   	   Within	   the	   ‘person	   approach’	   error	   is	   attributed	   to	   the	   ‘forgetfulness,	  

inattention,	   poor	   motivation,	   carelessness,	   negligence	   and	   recklessness’	   of	   the	  

individual	  (Reason,	  2000).	  	  	  

	  

The	  Reason	  Model	  of	  Accident	  Causation	  	  

Reason,	  (1990,	  1995),	  suggested	  a	  systems	  or	  organizational	  approach	  to	  error	  

based	   on	   analyses	   of	   major	   incidents	   from	   high	   profile,	   high-‐risk	   industries.	  	  	  

Human	  error,	  or	  adverse	  events	  at	  the	  organizational,	  workplace,	  and	  work	  team	  

or	   individual	  worker	   level	  was	   seen	   to	   account	   for	   as	  much	   as	   80%	   of	   errors	  

through	  the	  causal	  chains	  of	  active	  and	  latent	  pathways	  Reason,	  1995,	  p.1705).	  	  
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Active	   failure	  pathways	   are	   described	   as	   those	   originating	   from	   organizational	  

level	   decisions	   relating	   to	   policies	   or	   processes	   that	   affect	   the	   responses	   or	  

actions	  of	   employees	  at	   the	  workplace,	  work	   team	  or	   individual	  worker	   levels.	  	  

Latent	  pathways	  are	  also	  seen	  to	  originate	  at	  the	  remote	  organization	  level	  and	  

may	   be	   related	   to	   fiscal	   and	   workforce	   resource	   restrictions,	   increased	  

workloads,	   or	   poor	   or	   inadequate	   training	   and	   supervision.	   	   The	   individual	  

worker	  or	  work	  team	  responses	  may	  be	  ‘error’	  or	  ‘violation’:	  	  both	  of	  which	  may	  

result	   in	   an	   adverse	   event	   or	   a	   ‘near	  miss’	   situation.	   	   Violations	  are	  defined	   as	  

workers’	  deviations	  from	  accepted	  protocols,	  in	  order,	  for	  example,	  to	  save	  time.	  	  

Both	   errors	   and	   violations	   break	   through	   the	   systems	   safety	   defences.	   (Figure	  

10.1)	  

	  

	  
Figure	  10.1:	  The	  Reason	  Model	  of	  Accident	  Causation	  (Reason	  1997)	  	  
(http://www.raso-‐wa.org/page11.html	  accessed	  October	  6th,	  2013)	  
Figure	  2.2:	  The	  Reason	  System	  Model	  of	  Accident	  Causation	  (Reason,	  1997)	  	  

Figure	  from	  http://www.raso-‐wa.org/page11.html	  accessed	  October	  6th,	  2013	  

	  

http://www.raso-wa.org/page11.html
http://www.raso-wa.org/page11.html
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Reason	  (1995,	  1997,	  2000,	  2005)	  proposed	  that	  healthcare	  organizations	  adopt	  

a	   systems	   model	   where	   adverse	   events	   within	   the	   healthcare	   system	   may	   be	  

seen	   to	   result	   from	   either	   active	   or	   latent	   failures	   within	   the	   system	   (Reason,	  

2000).	  	  

Doctors,	  nurses,	  and	  pharmacists,	  representing	  workers	  at	  the	  coalface,	  are	  seen	  

to	   be	   responsible	   for	   active	   failures	   by	   ignoring	   safety	   protocols	   or	   taking	  

‘shortcuts’.	   	   Senior	   management	   may	   trigger	   latent	   failures	   through	   poor	  

judgements	  with	  respect	  to	  policy,	  planning,	  restructuring	  of	  departments,	  staff	  

cutbacks	   leading	   to	   worker	   fatigue,	   or	   failure	   to	   address	   poor	   workspace	   or	  

building	  design	  	  (Reason,	  2000	  &	  Figure	  10.1).	  	  	  Latent	  failures	  however,	  may	  be	  

mitigated	   at	   the	   middle	   management	   or	   coalface	   levels	   by	   defences	   such	   as	  

worker	  vigilance,	  adhering	  to	  protocols,	  creative	  staff	  rostering,	  a	  safety	  culture	  

and	   a	   positive	   and	   supportive	   work	   environment	   free	   of	   a	   culture	   of	   blame	  

(Reason,	  1995;	  2000).	  

	  

Vincent	   (2012),	   also	   proposed	   an	  Organizational	  Accident	  Model	  for	   healthcare	  

based	   on	   Reason’s	   1997	   model	   of	   organizational	   accidents	   (Figure10.2).	   	   The	  

Vincent	  model	  demonstrates	  the	  organizational,	  cultural,	  work	  environment	  and	  

patient	   care	   delivery	   factors	   that	   may	   be	   implicated	   in	   adverse	   events	   in	  

healthcare.	   	   This	   model	   takes	   into	   account	   health	   team,	   individual	   clinician,	  

clinical	  task,	  and	  patient	  specific	  factors.	  
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Figure	  10.2:	  Vincent:	  Organizational	  accident	  model:	  The	  Essentials	  of	  Patient	  Safety	  2012,	  
p.24)	  
	  

The	  SWISS	  Cheese	  Model:	  James	  Reason	  (1995,	  1995,	  2005)	  

Reason	  (1997)	  further	  proposed	  the	  Swiss	  Cheese	  Model	  of	  Accident	  Causation,	  

based	   upon	   his	   earlier	   industry	   specific	   Latent	   Errors	   and	   Systems	   Disasters	  

Model	   (1990).	   	   The	   Swiss	   Cheese	   model	   has	   been	   adapted	   and	   adopted	   for	  

analysis	  of	  adverse	  events	  in	  healthcare.	  	  Adverse	  events	  (losses)	  occur	  where	  a	  

series	  of	  active	  and	  latent	  healthcare	  system	  failures	  (hazards)	  line	  up,	  much	  as	  

the	  holes	  in	  successive	  slices	  of	  Swiss	  cheese	  may	  line	  up	  (Figure	  10.3).	  

	  
Figure	  10.3:	  	  The	  Swiss	  Cheese	  Model	  of	  Accident	  Causation:	  Reason	  	  (1995)	  Add	  citation	  
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The	  WHO	  Patient	  Safety	  Curriculum	  Guide	   for	  Medical	  Schools	  (2009)	  employs	  

the	   Reason	   Swiss	   Cheese	  Model	   to	   explain	  why	   interns	  may	  make	   prescribing	  

errors	  (WHO	  Patient	  Safety	  Curriculum	  Guide	  for	  Medical	  Schools:	  Topic	  1:	  What	  

is	  Patient	  Safety?	  2008,	  p.	  85).	  

	  

Figure	   10.3	   (b):	   Swiss	   Cheese	   Model:	   Demonstrating	   System	   Vulnerabilities	   (Vincent,	  
2012,	  p.22	  after	  Reason,	  1997)	  
	  
	  
Vincent	   (2010)	   also	   employs	   the	   Swiss	   cheese	   model	   in	   an	   analysis	   of	   a	  

medication	  error	  related	  patient	  death	  set	  out	  below	  in	  Box	  10.1.	  	  A	  trajectory	  of	  

five	  error	  factors	  was	  seen	  to	  have	  contributed	  to	  the	  patient’s	  death.	  

	  
	  
Box	  10.1:	  Swiss	  Cheese	  Model	  Analysis	  of	  Error	  Factors	  Leading	  to	  Patient	  Death	  
(Vincent,	  2010,	  p.152)	  

1. Patient	  arrived	  late	  for	  his	  scheduled	  appointment	  (Patient	  Factor)	  

2. Pharmacy	   supplied	   two	   drugs	   intended	   for	   two	   different	   routes	   of	   administration	   in	  

simular	  syringes	  in	  one	  plastic	  bag	  (Potential	  Work	  Environment/	  Workload	  Issues)	  

3. Administering	   doctor	   was	   new	   to	   the	   unit	   and	   unfamiliar	   with	   the	   respective	   drug	  

administration	  protocols	  (Individual	  Doctor	  Knowledge	  &	  Skills	  &	  Team	  Supervision)	  

4. Doctor	  failed	  to	  read	  out	  his	  intended	  route	  of	  administration	  when	  checking	  drug	  	  

5. Patient	   death	   ensued	   from	  wrong	   route	   of	   administration	   (IT	   instead	   of	   IV)	   (Protocol	  

Failure)	  
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Violations	  and	  Migration	  From	  Accepted	  Work	  Practices	  in	  Healthcare	  

The	  organizational	  models	  also	  recognize	  that	  front	  line	  healthcare	  professionals	  

may	   adapt	   their	  work	   practices	   or	   violate	   accepted	   protocols	   in	   order	   to	   cope	  

with	   workload	   demands	   within	   complex	   work	   environments	   (Vincent,	   2010,	  

p.314).	  	  While	  violations	  may	  not	  result	  in	  patient	  harm,	  they	  have	  the	  potential	  

to	  become	   justifiable	   over	   time	   and	   so	  migrate	   ‘away	   from	  an	   initial	   sphere	  of	  

safe	  operations	  towards	  danger	  and	  then	  finally	  disaster’	  (Vincent,	  2010,	  p.316).	  	  

Such	  deviations	  may	  be	  considered	  as	  ‘rule	  based	  error’.	  	  	  Amalberti,	  Vincent	  and	  

Auroy	  et	  al	  (2006)	  proposed	  an	  integrative	  framework	  to	  illustrate	  the	  potential	  

trajectories	   of	   medical	   staff	   violation	   and	  migration	   from	   accepted	   practice	   in	  

their	  Framework	  for	  Violations	  and	  Migrations	  (Figure10.5).	  	  

	  
	  

	  

Figure	  10.4)	  A	   framework	  for	  violations	  and	  migrations	  (Amalberti,	  Vincent,	  Auroy,	  et	  al	  
BMJ,	  2006)	  	  	  
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Adverse	  Events	  versus	  Near	  -‐Misses	  

The	  United	  States	  Institute	  of	  Medicine	  (IOM)	  of	  the	  National	  Academies	  suggests	  

that	  health	  care	   ‘is	  an	  example	  of	  a	   low-‐reliability	  system,	  where	   frequently	  all	  

that	  stands	  between	  an	  adverse	  event	  and	  quality	  health	  care	  is	  the	  health	  care	  

provider’	   (IOM,	   2004,	   p.228).	   	   Within	   this	   low	   reliability	   system,	   health	   care	  

professionals	   are	   seen	   to	   be	   ‘continually	   detecting,	   arresting	   and	   deflecting	  

adverse	  events	  –	  sometimes	  even	  unconsciously’	  (IOM,	  2004,	  p.224).	  	  	  

	  

The	   Van	   der	   Schaaf	   (1992)	   Incident	   Causation	   Model	   identifies	   this	   close	  

relationship	  between	  the	  ‘adverse	  event’	  and	  	  ‘near	  miss’	  outcomes	  of	  dangerous	  

situations	   in	   patient	   care	   (IOM,	   2004).	   	   The	   Van	   der	   Schaaf	   Incident	  Causation	  

Model	  is	  presented	  below	  in	  Figure	  10.6.	  

	  

	  

Figure	  10.5:	  Incident	  Causation	  Model:	  Van	  der	  Schaaf	  (1992)	  
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Van	   der	   Shaaf	   (1992)	   emphasises	   the	   importance	   of	   ‘near-‐miss’	   reporting	   and	  

suggest	  three	  goals	  for	  the	  analysis	  and	  reporting	  of	  ‘near-‐miss’	  incidents.	  	  These	  

goals	  or	  strategies,	  those	  of	  Modelling,	  Trending	  and	  Mindfulness,	  are	  considered	  

to	  be	  applicable	   to	  analysis	  of	  patient	  related	  near-‐miss	   incidents	   in	  healthcare	  

(IOM,	  2004).	  	  Modelling	  relates	  to	  a	  qualitative	  analysis	  of	  incidents	  and	  potential	  

outcomes;	   Trending	   relates	   to	   the	   qualitative	   considerations	   relating	   to	   ‘near	  

miss’,	   failure	   and	   recovery	   pathways;	   and	   Mindfulness	   suggests	   that	   doctors	  

should	  maintain	  a	  consistent	  level	  of	  alertness	  to	  danger,	  that	  is,	  work	  within	  the	  

framework	  of	  an	  organization’s	  safety	  culture	  (IOM,	  2004).	  	  

The	   alertness	   element	   of	  mindfulness	   is	   referred	   to	   by	  Weick	   (2003)	   as	   being	  

‘mindful	  or	  safety	  wary’	  (Weick,	  2003;	  cited	  in	  et	  al	  Emanuel,	  Berwick,	  Conway	  

Coombes,	   Hatlie,	   Leape	   &	   Reason	   et	   al,	   2008,	   p.13).	   	   Hassed	   (2007)	   defines	  

mindfulness	  as	  	  ‘integrative	  and	  mind	  -‐	  body	  medicine	  in	  medical	  practice,	  and	  	  

reconnecting	  different	  knowledge	  systems’	  (Hassed:	  	  2013)	  

http://www.med.monash.edu.au/general-‐practice/staff/hassed.html,	  accessed	  

October	  7th	  2013).	  

	  
	  
‘Near	  Miss’	  Reporting	  
	  
The	   non-‐threatening	   adoption	   of	   voluntary	   ‘near	   miss’	   reporting	   is	   seen	   to	  

contribute	  to	  system	  and	  safety	  performance	  improvements,	  and	  therefore	  likely	  

to	  positively	  reinforce	  the	  system	  benefits	  of	  near	  miss	  reporting	  to	  the	  reporters	  

themselves.	  	  ‘Near	  miss’	  reporting	  allows	  for	  education	  and	  other	  measures	  to	  be	  

put	  in	  place	  	  (IOM,	  2004).	  

	  

	  

http://www.med.monash.edu.au/general-practice/staff/hassed.html
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10.2.2:	   The	   Educational	   Approach:	   Patient	   Safety	   Curriculum	  

Frameworks	  	  

The	  National	  Patient	  Safety	  Education	  Framework	  (Australian	  Council	  for	  Safety	  

and	  Quality	  in	  Health	  Care,	  2005)	  and	  the	  WHO	  Patient	  Safety	  Curriculum	  Guide	  

for	   Medical	   Schools	   (2009)	   provide	   comprehensive	   patient	   safety	   focused	  

curriculum	  frameworks.	  	  

	  

The	  National	  Patient	  Safety	  Educational	  Framework	  (NPSEF):	  	  	  

The	   Australian	   National	   Patient	   Safety	   Education	   Framework	   (NPSEF),	  

presented	   earlier	   in	  Chapters	  Two	  and	  Three	   and	   employed	   as	   the	   curriculum	  

framework	   and	   content	   for	   the	   PSMC,	   identifies	   the	   knowledge,	   skills,	  

behaviours,	  attitudes	  and	  performance	  expected	  of	  all	  health	  care	  workers.	  	  The	  

Framework	   is	   structured	   around	   7	   Learning	   Categories	   and	   22	   Learning	  

Categories	  within	  the	  learning	  domains	  of	  Knowledge,	  Skills	  &	  Behaviours.	  It	  was	  

presented	  earlier	  in	  Chapter	  Two	  and	  is	  set	  out	  again	  in	  Figure	  10.10	  below	  for	  

reference.	  

	  

	  

Figure	  10:6:	  The	  National	  Patient	  Safety	  Education	  Framework	  (WHO,	  2009)	  



	   445	  

10.2.3:	   Clinical	   Practice	   and	   Regulatory	   Approaches	   Based	   on	  

Performance	   Standards:	   Patient	   Safety	   Frameworks	   and	   Models	  

Influencing	  Clinical	  Practice	  

	  
A	  Patient	  Safety	  Model	  of	  Health	  Care	  

Emanuel,	   Berwick	   &	   Conway	   et.al	   (2008),	   propose	   a	   patient	   safety	   model	   of	  

health	  care	  emerging	  from	  their	  definition	  of	  patient	  safety	  as	  both	  a	  discipline	  

and	  an	  attribute	  of	  health	  care	  (Emanuel	  et	  al,	  2008).	  	  	  The	  authors’	  patient	  safety	  

model	   of	   health	   care	   (Figure	   10.7)	   sees	   health	   care	   systems	   as	   having	   four	  

categories	  or	  domains	  that	  include:	  

1. Those	  who	  work	   in	  health	   care	   (doctors,	   nurses,	  pharmacists	   and	  other	  

health	  care	  workers);	  

2. Those	  who	  receive	  health	  care	  or	  have	  a	  stake	  in	  its	  availability;	  

3. The	   infrastructure	   of	   systems	   for	   therapeutic	   interventions	   (health	   care	  

delivery	  processes);	  and,	  

4. The	  methods	  for	  feedback	  and	  continuous	  improvement	  

(Emanuel	  et	  al,	  2008	  p.14)	  

	  

Figure	  10.7:	  	  A	  patient	  safety	  model	  of	  health	  care	  (Emanuel	  et	  al,	  2008,	  p.	  14)	  
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The	   four	   domains	   (systems,	   workers,	   recipients	   of	   care,	   and	   methods)	   of	   this	  

model	   are	   considered	   to	   interact	   with	   each	   other	   and	   with	   the	   health	   care	  

environment	  through	  semi-‐permeable	  membranes	  (Emanuel	  et	  al,	  2008,	  p.14).	  	  	  

	  

The	  relationship	  between	  the	  domains	  of	  the	  patient	  safety	  model	  of	  health	  care	  

and	  the	  elements	  and	  content	  areas	  of	  established	  patient	  safety	  frameworks	  are	  

articulated	   in	   Table	   10.1:	  How	  domains	  and	  elements	  relate	  in	  the	  patient	  safety	  

model.	  

	  

Table10.1:	   How	   domains	   and	   elements	   relate	   in	   the	   patient	   safety	   model	  
(Emanuel	  et	  al,	  2008,	  p.	  15)	  
________________________________________________________________________________________

Source:	  	  	  Emanuel,	  Berwick,	  Conway,	  Coombes,	  Hatlie,	  Leape	  and	  Reason	  et	  al	  (2008),	  p.	  15).	  
	  

The	   Emanuel	   et	   al	   (2008)	   model	   incorporates	   the	   Donabedian	   (1966,	   2005)	  

health	  quality	  measurement	  categories	  of	  structure,	  process	  and	  outcomes.	  

	  

Donabedian	  Model	  of	  Patient	  Safety	  Management	  

Donabedian	  (1966,	  2005)	  considered	  that	  the	  patient	  care	  process	  occurs	  within	  

the	  structure	  of	  a	  health	  care	  facility	  or	  organization	  where	  failures	  occurring	  in	  

the	  structure	  or	  process	  may	  lead	  to	  adverse	  events	  and	  patient	  harm.	  	  Adverse	  
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events	  are	  in	  turn	  attributed	  to	  Risks	  and	  Hazards	  (Reason,	  1997,	  cited	  in	  Battles	  

&	  Lilford,	  2003,	  p.ii3).	  	  	  	  Battles	  and	  Lilford	  (2003,	  p.ii3)	  present	  the	  Donadedian	  

structure	  within	  a	  Patient	  Safety	  Management	  Model	  (Figure	  10.8).	  	  

	  

Figure 10.8: The	   Donabedian	   Model	   of	   Patient	   Safety:	   Medical	   Teamwork	   and	   Patient	   Safety:	  
The	  Evidence-‐based	  Relation.	   July	  2005.	  Agency	   for	  Healthcare	  Research	  and	  Quality, Rockville,	  
MD.	  http://www.ahrq.gov/research/findings/final-‐reports/medteam/figure2.html	  
 

Within	   the	   Donabedian	   model,	   the	   patient	   is	   seen	   to	   enter	   the	   structure	   and	  

process	   of	   healthcare	   with	   antecedent	   conditions,	   some	   of	   which	   may	   be	  

incompatible	  with	  life.	   	  Adjustments	  within	  the	  structure	  or	  process	  of	  care	  are	  

therefore	   considered	   to	   ‘minimize	   or	   eliminate	   the	   risks	   of	   healthcare	   related	  

injury	   before	   they	   have	   an	   adverse	   event	   impact	   on	   the	   outcomes	   of	   care’	  

(Battles	  &	  Lilford,	  2003,	  p.112).	  

 
The	   elements	   that	  may	   be	   considered	   to	   comprise	   the	  Donabedian’s	  Structure,	  

Process	  and	  Outcomes	  are	  set	  out	  in	  Table	  10.3.	  	  

	  

Table	  10.2:	  Elements	  of	  Donabedian’s	  Structure,	  Process	  and	  Outcome	  
Structure	  

	  
Process	   Outcomes	  

	  
Material	  Resources	  
	  
Human	  Resources	  
	  
Organizational	  Structure	  
	  

	  
Patients	  &	  Families	  
Seeking	  or	  carrying	  out	  care	  
	  
Provider	  
Diagnosis	  and	  Treatment	  

	  
Health	  status	  of	  patients	  and	  
populations	  
	  
Improvements	  in	  patient’s	  
knowledge	  and	  behaviour	  
	  
Patient	  and	  family	  satisfaction	  

Adapted	  from:	  Donabedian,	  1996	  &	  2005	  
	  
	  

http://www.ahrq.gov/research/findings/final-reports/medteam/figure2.html
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Clinically	  Focussed	  Patient	  Safety	  Frameworks	  

Clinically	   focussed	   patient	   safety	   frameworks	   and	   models	   are	   predominantly	  

analytical.	   	   	   Runciman	   (2009)	   sees	   these	   frameworks	   as	   reflecting	   the	   widely	  

raised	  patient	  safety	  concern	  about	  why	   ‘highly	   trained	  health	  professionals	  so	  

often	  make	  [treatment]	  plans	  at	  variance	  with	  evidence-‐based	  practice;	  and	  why	  

so	   many	   plans	   are	   so	   imperfectly	   carried	   out,	   resulting	   in	   so	   much	   harm	   to	  

patients’	   (Runciman,	   2009,	   p.198).	   	   Examples	   of	   other	   clinically	   focussed	  

frameworks	   that	   address	  patient	   safety	  within	   the	   clinical	   context	   are	   those	  of	  

Vincent	  (2010),	  Jenicek	  (2011),	  Runciman	  (2009),	  Donabedian	  (1966,	  2005),	  and	  

Southgate,	  Hayes,	  Norcini,	  Mulholland	  and	  Ayers	  et	  al	  	  (2001).	  

	  

Vincent	  (2010)	  suggests	  a	  ‘framework	  of	  contributory	  factors’	  in	  an	  attempt	  to	  	  

identify	   the	   inter-‐relationship	   between	   the	   patient,	   the	   patient’s	   presenting	  

problem,	  the	  health	  care	  system	  and	  quality	  of	  care.	  	  

	  

	  

Framework	   of	   Contributory	   Factors	   Influencing	   Clinical	   Practice:	   Vincent	  

(2010)	  

The	   Framework	   of	   Contributory	   Factors	   Influencing	   Clinical	   Practice	   (Vincent,	  

2010)	  places	   the	  patient	  at	   the	   first	   level	  of	   the	   framework	   in	   recognition	   that	  

patient	  factors	  (presenting	  problem,	  clinical	  condition	  and	  demographic	  profile)	  

may	  significantly	  influence	  the	  outcome	  and	  the	  quality	  of	  care.	  	  The	  Framework	  

factors	  are	  presented	  in	  Box	  10.2.	  
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Box	   10.2:	   Framework	   of	   Contributory	   Factors	   Influencing	   Clinical	   Practice	  
(Vincent,	  2010,	  p.	  150)	  
Patient	  Factors	  (3	  Contributory	  Influence	  Factors)	  

Task	  and	  Technology	  Factors	  (4	  Contributory	  Influence	  Factors)	  

Individual	  Staff	  Factors	  (3	  Contributory	  Factors	  including	  Knowledge,	  Skills,	  Competence)	  

Team	  Factors	  (4	  Contributory	  Factors	  including	  Verbal/	  Written	  Communication,	  Leadership)	  

Work	  Environmental	  Factors	  (5	  Contributory	  Factors	  including	  Staffing	  Levels	  &	  Workload)	  

Organizational/	  Management	  Factors	  (4	  Contributory	  Factors	  including	  Resources	  &	  Culture	  

Institutional	  Context	  Factors	  (3	  Contributory	  Factors	  including	  Economic	  &	  National	  Affiliations	  

	  

	  

Sources,	  Sites	  and	  Steps	  of	  Error	  in	  Clinical	  Encounters:	  Jenicek	  (2011)	  

Jenicek	  (2011)	  proposed	  an	  eight	  –step	  structure	  for	  tracking	  diagnostic	  errors	  

within	  patient-‐doctor	  clinical	  encounters.	  	  The	  first	  two	  steps	  revolve	  around	  the	  

patient.	  	  These	  steps	  are	  set	  out	  below	  in	  Box	  10.3.	  	  

	  

Box	  10.3:	  Sites	  and	  Steps	  in	  Error	  in	  Clinical	  Encounters	  	  
Steps	  of	  Clinical	  Work	   Possible	  Site	  and	  Type	  of	  Error	  
Patient’s	  entry	  under	  healthcare	   Recruitment,	  Eligibility	  

Problem	  identification	   Patient	  Complaints	  

Impression	   Hypothesis,	  Working	  Idea	  

Clinical	  work-‐up	  plan	   Plan	  of	  investigation	  and	  examinations	  	  

Data	   collection	   (Interview,	   clinical	   and	   pre-‐
clinical	  examination	  

Qualitative	  and	  Quantitative	  Data	  
Measurements,	  categorization	  &	  classification	  
	  

Analysis	   Differential	  Diagnosis	  
Horizontal	  Assessment	  of	  Evidence	  
Soundness,	   structure,	   process	   &	   impact	   of	  
proposed	  methods	  of	  care	  

Working	  (Final)	  Diagnosis	   Diagnostic	  techniques	  –	  pattern	  &	  extent	  

Decision	  Making	   Vertical	  assessment	  of	  evidence	  
Decision	  analysis	  
Patient	  care	  algorithm	  work-‐up	  
Patient	   preferences	   &	   values,	   physician	  
preference,	  values	  &	  opinions	  

Source:	  Jenicek,	  2011,	  p.183	  
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Factors	   that	  Contribute	   to	   Sub-‐optimal	  Treatment	  of	  Patients:	  Runciman	  &	  

Lumby	  	  (2009)	  

Runciman	  and	  Lumby’s	  model,	  set	  out	  below	  in	  Table	  10.2,	  assumes	  that	  health	  

professionals	  are	  motivated	  to	  provide	  the	  best	  care	  for	  their	  patients.	  	  However,	  

health	   care	   environments	   are	   ‘inherently	   risky’	   and	   subject	   to	   factors	   and	  

sequences	   of	   events	   that	   may	   result	   in	   patient	   harm,	   including	   death.	   Their	  

model	   seeks	   to	   highlight	   these	   contributory	   factors	   and	   subsequent	   potential	  

adverse	  event	  sequences	  (Runciman,	  &	  Lumby,	  2011;	  pp198	  –	  199).	  	  

	  

Table	  10.3:	  Factors	  that	  contribute	  to	  sub-‐optimal	  treatment	  of	  patients	  
Factor	  Level	   Problems	  

Individual	  behaviour	   Errors	  
Violations	  
Use	  of	  ‘mindlines’	  not	  guidelines	  

Organizational	  performance	   Poor	  work	  practices:	  
 Inappropriate	  tasking	  
 Poor	  supervision	  and	  teamwork	  
 Bad	  rostering	  
 Unstructured	  patient	  handovers	  
 Poor	   organization	   and	   unavailability	   of	  

protocols	  and	  guidelines	  
 Little	  or	  not	  surveillance	  of	  practice	  
 Equipment	  unavailable	  or	  unsuitable	  
 Perverse	  incentives	  and	  competing	  sources	  of	  

income	  
External	  influences	   Resource	  constraints	  

‘Micro-‐management	  from	  outside	  
Source:	  Runciman	  	  &	  Brumby,	  2009,	  p.	  198	  –	  199	  
	  

 

	  
A	  Clinical	   Practice	   and	  Regulatory	  Approach	   to	  Quality	   of	  Health	   Care	   and	  

Clinical	  Performance	  in	  Medical	  	  

Southgate,	   Hays,	   Norcini,	   Mulholland	   and	   Ayers	   et	   al	   (2001)	   suggest	   a	  

collaborative	   regulatory	   conceptual	   framework	   for	   setting	   performance	  

standards	  for	  medical	  practice.	  	  This	  framework	  seeks	  to	  recognize	  that	  doctors	  
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work	   in	   complex	   health	   care	   environments	   that	   represent	   consumers,	  

government,	   the	   medical	   profession,	   funding	   bodies	   and	   employees	   (Figure	  

10.9).	   	   	  Quality	  of	   care	  measures	  are	   confounded	  by	  multiple	  and	   independent	  

outcome	  data	  collection.	  	  	  

	  
	  

	  
	  
Figure	  10.9:	  	  Conceptual	  framework	  for	  the	  relationship	  between	  performance	  measure	  
and	  context:	  a	  dynamic	  cycle	  of	  influence:	  Southgate	  et	  al,	  2001,	  p.477)	  
	  
	  
	  
Southgate	   et	   al	   (2001)	   also	   contend	   that	   the	   consensus	   collaborative	  

performance	   framework	  would	   allow	   stakeholders	   to	   ‘produce	   a	   performance	  

assessment	   blueprint	   that	   reflects	   quality	   of	   care	   outcomes’	   (Southgate	   et	   al,	  

2001,	  p.	  477).	   	  These	  performance	   indicators	  should	   include	  quality	  and	  safety	  

aspects	  of	  professional	  medical	  practice	   such	  as	   ‘up	   to	  date	  practice;	   results	  of	  

overall	   care;	   humanity	   (demonstrated	   by	   integrity,	   respect,	   compassion	   and	  

professionalism);	   teamwork;	   fairness;	   decision-‐making,	   cost-‐effectiveness,	   and	  

results	  of	  illness	  prevention	  activity’	  	  (Southgate	  et	  al,	  2001,	  p.	  477).	  
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10.3:	  A	  Healthcare	  Systems	  Safety	  Model	  (HSSM)	  
	  
In	   the	   light	  of	   the	   clinical	   focus	  of	   the	   research	  with	   respect	   to	   criterion-‐based	  

assessment	  of	   the	   safety	  of	   SP	   IMGs	   (and	  potentially	  Australian	  doctors	  within	  

the	   early	   postgraduate	   years),	   the	   thesis	   offers	   a	   Healthcare	   Systems	   Safety	  

Model	  (HSSM)	  (Figure	  10.10).	  

	  

The	   model	   represents	   an	   exploratory	   framework	   that	   takes	   into	   account	   the	  

healthcare	  environment	  at	  the	  hospital	  network	  level	  and	  presents	  an	  extension	  

and	   inversion	   of	   the	   Southgate	   et	   al	   (2001)	   Conceptual	   Framework	   for	   the	  

Relationship	  between	  Performance	  Measure	  and	  Context.	   	   	   The	  HSSM	   suggests	   a	  

‘bottom	   up’	   approach	   to	   ‘continuum	   of	   performance’	   within	   a	   patient	   safety	  

framework	   as	   opposed	   to	   a	   regulatory	   framework.	   The	   Southgate	   et	   al	   (2001)	  

conceptual	   framework	   is	  presented	  to	  the	   left	  of	   the	  Healthcare	  Systems	  Safety	  

Model	   to	   illustrate	   the	   potential	   relationship	   between	   the	   ‘top-‐down’	   and	   the	  

‘bottom-‐up’	  approaches	  to	  continuum	  of	  performance.	  	  
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The	   Healthcare	   Systems	   Safety	   Model	   suggests	   that	   patient	   safety	   focussed	  

clinical	   performance	   is	   more	   effectively	   achieved	   through	   a	   ‘bottom-‐up’	  

approach.	   	   This	   approach	   aligns	   with	   the	   Runciman	   and	   Lumby	   (2009)	  

contention	  that	  medical	  departments,	  rather	  than	  hospital	  management	  systems	  

are	   best	   placed	   to	   address	   culture,	   policy	   and	   clinical	   supervisory	   factors	   that	  

contribute	  to	  IMGs	  and	  PGY	  1	  &	  2	  doctors	  and	  their	  patients’	  exposure	  to	  error	  

and	  adverse	  event	  cycles.	  

	  

The	   HSSM	   takes	   into	   account	   engendering	   a	   patient	   safety	   culture	   through	  

strategic	   leadership	   from	   doctors	   with	   clinical	   management	   and	   supervisory	  

roles	  within	  medicine	  and	  individual	  clinical	  departments.	  	  Development	  of	  such	  

a	   culture	   is	   seen	   to	   take	   into	  account	   identifying	  risk;	  prioritising	  identified	  risk;	  

enlisting	   champions	   from	   within	   both	   senior	   and	   junior	   levels	   of	   medical	   staff;	  

creation	   of	  a	   ‘blame	  free’	  culture;	  developing	  policies	  and	  guidelines;	  redesigning	  

rostering	  and	  supervision	  arrangements	   to	  allow	   for	  clinical	   support,	  mentoring,	  

provision	  of	  formative	  patient	  safety	  assessment	  opportunities,	  and	  engendering	  

a	  culture	  where	  teamwork	  is	  valued	  	  (Runciman	  &	  Lumby,	  2009).	  

	  

Within	  such	  a	  culture	  the	  potential	  for	  error	  may	  be	  openly	  discussed	  and	  	  ‘near	  

–miss’	  situations	  analysed	  within	  a	  system’s	  framework	  that	  takes	  into	  account	  

latent	   and	   active	   failure	   pathways.	   	   The	  HSSM	   framework	   presented	   in	   Figure	  

10.10	  suggests	  that	  the	  model	  is	  piloted	  initially	  in	  a	  ‘champion’	  hospital	  within	  a	  

hospital	   network.	   	   Once	   successfully	   tested	   and	   refined	   within	   a	   department,	  

such	   as	   General	   Medicine,	   the	   model	   may	   be	   adopted	   across	   all	   clinical	  
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departments	   at	   the	   champion	  hospital	   and	   further	   extended	   to	   other	  hospitals	  

within	  a	  network.	  	  

	  

The	  HSSM	   is	   presented	   as	   an	   extension	  or	   extrapolation	  of	   the	   Southgate	   et	   al	  

Conceptual	   Framework	   for	   the	  Relationship	  Between	  Performance	  Measures	   and	  

Context	   (Southgate	   et	   al,	   2001)	   and	   represents	   ‘bottom-‐up’	   initiatives	   for	  

influencing	  performance	  and	  patient	  safety	  focussed	  performance	  measures.	  	  	  In	  

keeping	  with	   the	   ‘continuum	  of	  performance’	   of	   the	  Southgate	  et	   al	  model,	   the	  

HSSM	  also	  allows	  for	  a	  convergence	  of	  the	  ‘continuum	  of	  performance’	  within	  the	  

framework	  of	  patient	  safety.	  	  The	  HSSM	  identifies	  the	  roles	  of	  the	  ‘champions’	  in	  

implementing	  a	  patient	  safety	  culture	  and	  practice	  from	  the	  perspectives	  of	  the	  

strategic	   leadership	   group	   (on	   the	   left	   of	   the	   triangle);	   and	   identifies	   the	  

hierarchy	   of	   clinicians	   responsible	   for	   modelling	   and	   engendering	   a	   patient	  

safety	  culture,	  leading	  to	  effective	  supervision	  and	  assessment	  of	  IMG	  and	  PGY	  1	  

&	  2	  cohorts	  (to	  the	  right	  of	  the	  triangle).	  	  	  

	  

However	  the	  literature	  (for	  example,	  Wellington	  &	  Dugdale,	  2009	  and	  Runciman	  

&	  Lumby,	  2009),	   suggests	   that	   implementation	  of	  a	  patient	  safety	  culture	   faces	  

the	   challenge	   of	   addressing	   a	   series	   of	   inhibiting	   strategies,	   behaviours,	   and	  

practices;	   and	   their	   corresponding	   facilitating	   strategies,	   behaviours	   and	  

practice.	   	   These	   factors	   are	   set	   out	   in	   Table	   10.4	   and	   relate	   to	   administrative,	  

cultural,	  policy	  and	  culture	  factors.	  	  	  
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Table	   10.4:	   A	   Healthcare	   Systems	   Safety	   Model:	   Inhibiting	   and	   facilitating	  
strategies,	  behaviours	  and	  practices	  and	  facilitating	  strategies	  
	  
	  
Inhibiting	  Strategies,	  Behaviours	  &	  

Practices	  	  
	  

Facilitating	  Strategies,	  Behaviours	  and	  	  
Practices	  

1.	  Administrative	  Factors	  	  	  	  	  
1. Unbalanced	  rostering	  of	  IMGs	  &	  PGY	  1	  

&	  2	  Doctors	  
2. No	  or	  little	  clinical	  support	  available	  

for	  less	  experienced	  doctors	  
3. Inappropriate	  tasking	  &	  delegation	  

	  

1.	  Administrative	  Factors	  
1. Rostering	  that	  takes	  into	  account	  level	  

experience	  and	  clinical	  expertise	  
2. Ensuring	  IMGs	  &	  PGY	  1	  &	  2	  Doctors	  

have	  adequate	  clinical	  support	  
available	  (across	  24	  hours)	  	  

3. Effective	  task	  delegation	  and	  support	  
2.	  Cultural	  Attributes	  

1. Reluctance	  by	  senior	  staff	  to	  recognize	  
or	  foster	  patient	  safety	  focus	  within	  
teams	  or	  units	  

2. Individual	  practice	  preferences	  over	  
teamwork	  

3. Lack	  of	  time	  or	  will	  to	  assist	  IMGs	  &	  
PGY	  1	  &	  2	  doctors	  within	  unfamiliar	  
procedures	  

2.	  Cultural	  Attributes	  
1. Modelling	  and	  fostering	  of	  a	  patient	  

safety	  culture	  by	  senior	  staff	  	  
2. Embracing	  a	  teamwork	  	  
3. Adopting	  supportive	  measures	  to	  

guide	  and	  oversee	  the	  clinical	  practice	  
of	  new	  IMGs	  &	  PGY	  1	  &	  PGY	  2	  doctors	  

4. Developing	  clinical	  Guidelines	  &	  
Protocols	  	  

3.	  Failure	  to	  Engage	  in	  Open	  Discussion	  
relating	  to:	  

1. Errors	  and	  ‘near	  misses’	  are	  ignored	  
or	  unrecognized	  

2. Lack	  of	  awareness	  of	  potential	  for	  
latent	  failure	  pathways	  to	  contribute	  
to	  active	  failure	  pathway	  error	  

	  
	  
	  

3.	  	  Engaging	  in	  Open	  Disclosure	  and	  
Analysis	  of	  ‘Near	  Miss’	  situations	  &	  Adverse	  
Events	  	  

1. Providing	  opportunities	  for	  open	  non-‐
judgemental	  discussion	  of	  ‘near	  miss’	  
and	  adverse	  events	  	  

2. Analysis	  of	  latent	  and	  active	  pathway	  
contributing	  factors	  

3. Strategizing	  to	  minimize	  such	  factors	  

4:	  Using	  ‘Mindlines’	  Instead	  of	  Guidelines	  
1. Tendency	  to	  deviate	  from	  accepted	  

practice	  
2. Using	  ‘mindlines’	  rather	  than	  

guidelines	  
3. Limited	  knowledge	  of,	  or	  compliance	  

with,	  existing	  policies	  and	  guidelines	  
4. Disinclination	  to	  have	  clinical	  practice	  

bound	  by	  departmental	  clinical	  and	  
administrative	  guidelines	  and	  
protocols	  

4:	  Developing	  Procedural	  Guidelines	  
1. Developing	  and	  encouraging	  

implementation	  of	  Guidelines	  &	  
Protocols	  

2. Acknowledging	  institutionalized	  
‘mindlines’	  and	  developing	  
collaborative	  evidence-‐based	  
protocols	  where	  appropriate	  

	  

5.	  Ignoring	  or	  Lacking	  Awareness	  of	  Safety	  
Systems	  and	  Models	  Relationship	  to	  
Medicine	  

1. Lacking	  awareness	  or	  attitude	  of	  
denial	  of	  a	  potential	  critical	  event	  or	  
critical	  event	  chain	  

2. Considers	  individual	  doctors	  practice	  
is	  independent	  

	  
	  

5.	  	  Engaging	  in	  Risk	  Management	  Analysis	  &	  	  
	  	  	  	  	  	  Policy	  Modification	  

1. Ananalyzing	  critical	  incidents	  &	  near	  –
misses	  within	  a	  patient	  safety	  systems	  
framework	  (e.g.	  Reason	  &	  Vincent	  
framework	  

2. Modification	  of	  practice	  guidelines	  or	  
protocols	  where	  necessary	  

3. Implementation	  of	  system	  safeguards	  

Engendering	  a	  Patient	  Safety	  Culture	  of	  Engagement	  rather	  than	  Defence	  or	  Denial	  
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10.4:	  Conclusion	  to	  Chapter	  Ten	  

Chapter	  Ten	  has	  considered	  a	  range	  of	  dominant	  healthcare	  organizational	  and	  

patient	  safety	  system	  models	  and	  frameworks	  within	  three	  broad	  perspectives:	  

the	  systems	  approach	  to	  organizational	  error	  (Reason	  1990,	  Vincent,	  2012);	  the	  

educational	   approach	   through	   patient	   safety	   curriculum	   frameworks	   (NPSEF,	  

2005,	   WHO,	   2009);	   and	   clinical	   practice	   and	   regulatory	   approaches	   based	   on	  

clinical	  performance	  standards	  (Southgate	  et	  al,	  2001).	  

	  

In	   the	   light	  of	   these	  models	  and	   the	   imperative	   for	  patient	  safety	   to	  be	  viewed	  

from	  both	  a	  ‘bottom-‐up	  ‘	  clinical	  approach	  and	  a	  ‘top-‐down’	  regulatory	  approach,	  

the	  thesis	  offers	  a	  Healthcare	  Safety	  Systems	  Model	  (HSSM)	  as	  an	  extrapolation	  

of	  the	  Southgate	  et	  al	  (2001)	  Conceptual	  Framework	  for	  the	  Relationship	  Between	  

Performance	  Measures	  and	  Context	  (Southgate	  et	  al,	  2001).	  	  	  The	  HSSM	  suggests	  a	  

‘bottom-‐up’	   approach	   to	   building	   patient	   safety	   culture	   and	   behaviours.	   	   The	  

model	   considers	   the	   administrative,	   cultural,	   clinical	   practice	   and	   risk	  

management	   strategies	   foundational	   to	  building	  a	  patient	   safety	   culture	  within	  

medical	  departments	  at	  the	  clinical	  practice	  level.	  

	  

The	   next	   chapter,	   Chapter	   Eleven,	   will	   present	   the	   thesis	   summary	   discussion	  

and	  conclusions.	  	  
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Chapter  Eleven  

SUMMARY  DISCUSSION  &  CONCLUSIONS      
	  

11.1:	  Introduction	  to	  Chapter	  Eleven	  

This	   thesis	   has	   explored	   the	   potential	   for	   the	   adoption	   of	   criterion-‐based	   and	  

patient	  safety	   focussed	  formative	  assessments	  of	  clinical	  competence	   for	  newly	  

employed	  SP	  IMGs	  and	  PGY	  1	  and	  PGY	  2	  doctor	  cohorts	  within	  Australian	  acute	  

care	  settings.	  	  	  The	  study	  participants	  were	  SP	  IMGs.	  

	  

The	  four	  research	  objectives	  of	  the	  thesis,	  presented	  in	  Chapter	  One,	  were:	  

1. To	   operationalize	   two	   evidence-‐based	   Patient	   Safety	   Curricula	   (the	  

National	  Patient	  Safety	  Education	  Framework	  (NPSEF)	  and	  the	  related	  

WHO	   Patient	   Safety	   Curriculum	   Guide	   for	   Medical	   Schools	   by	  

proposing	   a	   criterion-‐based	   generic	   assessment	   tool,	   the	   Patient	  

Safety	   mini-‐CEX*	   (PSMC)	   that	   reflects	   contemporary	   medical	  

education	  competency	  assessment	  frameworks;	  	  

2. To	  test	  the	  utility	  of	  the	  criterion	  based	  PSMC	  with	  IMG	  and	  Australian	  

doctors	  in	  a	  range	  of	  clinical	  environments	  and	  clinical	  encounters;	  

3. To	   shed	   light	   on	   the	  potential	   responses	  of	   junior	  doctors’	   and	   their	  

assessors	   to	   the	   routine	   adoption	   of	   patient	   safety	   focussed	  

competency	  assessments	  as	  a	  component	  of,	   for	  example,	  Workplace	  

Based	  Assessments;	  and,	  

4. Based	  on	  this	   information,	   to	  propose	  a	  patient	  safety	  education	  and	  

healthcare	   systems	   theoretical	   model	   where	   medical	   and	   health	  

professional	   education	   programs,	   incorporating	   evidence	   based	  
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patient	   safety	   curricula	   and	   evidence	   based	   assessment	   processes	  

(Boud,	   2009;	   2013),	   are	   integrated	   to	   form	   critical	   components	   of	  

healthcare	  systems	  safety	  and	  quality	  models.	  

	  	  	  	  (*Selection	  and	  adoption	  of	  the	  mini-‐CEX	  as	  the	  ‘fit	  for	  purpose’	  tool	  structure	  formed	  	  

	  	  	  	  	  	  	  	  a	  critical	  component	  of	  the	  foundational	  work	  of	  the	  thesis)	  

	  

	  

Four	   complementary	   research	   questions	   served	   to	   operationalize	   the	   thesis	  

objectives	   and	   guide	   the	   research.	   	   Chapter	   Eleven	   will	   draw	   together	   the	  

significant	   findings	   of	   the	   thesis	   within	   the	   context	   of	   the	   four	   research	  

questions.	  	  It	  will	  seek	  to	  align	  the	  findings	  with	  the	  contemporary	  patient	  safety	  

and	   medical	   education	   frameworks	   adopted	   by	   the	   thesis;	   and,	   consider	   the	  

implication	   of	   the	   findings	   with	   respect	   to	   the	   patient	   safety	   focussed	   clinical	  

competence	   and	   overall	   performance	   of	   the	   thesis’	   IMG	   cohorts.	   	   It	   will	   also	  

propose	   that	   PSMC	   assessments	   be	   extended	   to	   Australian	   PGY	   1	   &	   PGY	   2	  

doctors.	  

The	   two	   dominant	   theoretical	   perspectives	   guiding	   the	   research,	   presented	   in	  

Chapter	   Two	   and	  Chapter	   Three,	   are	   those	   frameworks	   supporting	  Workplace	  

Based	  Assessment	  (WBA)	  of	  clinical	  competence	  and	  performance	   in	  medicine;	  

and	   those	   models	   and	   frameworks	   underpinning	   the	   emergent	   discipline	   of	  

patient	  safety.	  	  The	  supporting	  evidence	  from	  within	  the	  two	  frameworks	  will	  be	  

reviewed	  briefly	  within	  section	  11.2	  of	  this	  chapter.	  

	  

The	   study	   findings	   suggest	   that	   the	   patient	   safety	   focussed	   formative	  

assessments	   of	   clinical	   competence	   afforded	   by	   the	   Patient	   Safety	   mini-‐CEX	  

(PSM)	  have	  the	  potential	  to	  provide	  a	  reliable,	  feasible	  and	  acceptable	  model	  for	  
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adoption	  within	  the	  Workplace	  Based	  Assessment	  schedules	  for	  both	  IMGs	  and	  

PGY	  1	  &	  2	  cohorts	  

	  

The	  strengths	  and	  limitations	  of	  the	  study	  will	  be	  considered	  as	  they	  relate	  to	  the	  

two	   dominant	   theoretical	   perspectives	   guiding	   the	   research.	   	   The	   relevance	   of	  

the	   findings	   to	  extend	  beyond	   the	   thesis’	   IMG	  cohorts	   to	  Australian	  PGY	  1	  and	  

PGY	  2	  graduates	  will	  also	  be	  considered.	  

	  

Finally,	   Chapter	   Eleven	  will	   suggest	   further	   opportunities	   for	   validating	   PSMC	  

assessments	   within	   a	   range	   of	   clinical	   environments	   and	   clinician/clinical	  

assessor	   cohorts.	   	   It	   will	   conclude	   with	   a	   consideration	   of	   the	   potential	  

relationship	   between	   formative	   patient	   safety	   focussed	   assessments	   of	   clinical	  

competence	   and	   the	   Healthcare	   Systems	   Safety	   Model	   (HSSM)	   proposed	   in	  

Chapter	  Ten.	  	  	  

	  

11.2:  Summary  of  the  Significant  Findings  Within  the  Framework  of  the  

Research  Questions  

11.2.1:	   Evidential	   Support	   for	   the	   Thesis’	   Patient	   Safety	   Focus	   &	  

Contemporary	  Competency	  Based	  Frameworks	  Facilitating	  Assessment	  	  

The	   rationale	   for	   the	   thesis’	   patient	   safety	   focus,	   and	   the	   relevance	   of	   patient	  

safety	  with	  respect	   to	  doctors’	   clinical	  practice,	  was	   introduced	   in	  Chapter	  One	  

and	  demonstrated	  within	  the	  extensive	  review	  of	  the	  international	  patient	  safety	  

literature	   presented	   in	   Chapter	   Two.	   	   For	   example,	   the	   Quality	   in	   Australian	  

Health	  Care	  Study	  (QAHCS)	  (Wilson,	  Runciman	  &	  Gibberd,	  et	  al,	  1995)	  found	  an	  

Australian	   patient	   adverse	   event	   rate	   of	   16.6%;	   and,	   more	   recent	   AIHW	   data	  
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from	   2011	   -‐2012	   suggested	   that	   category	   specific	   adverse	   event	   rates	   for	  

Australian	  hospital	  patients	  remain	  as	  high	  as	  11.2%.	   	  Adverse	  events	  rates	   for	  

emergency	   admission	   patients	  were	   reported	   to	   be	   almost	   9%	   (8.9%)	   (AIHW,	  

2011	   -‐2012)	   (www.aihw.gov.au/haag11-‐12/adverse-‐events/:	   Accessed	   2	  

September	  2014).	  

The	  weight	  of	  evidence	  from	  substantive	  international	  studies	  such	  as	  the	  United	  

States	   Institute	   of	   Medicine	   (IOM)	   study	   To	   Err	   is	   Human	   (Kohn,	   Corrigan	   &	  

Donaldson,	  2000)	  also	  demonstrates	  the	  potential	  for	  such	  risk.	  	  The	  IOM	  study	  

reported	  that	  annual	  patient	  death	  rates	  attributed	  to	  medication	  error	  exceeded	  

road	   trauma	   deaths	   by	   1,000	   annually	   (7,000	  medication	   error	   related	   deaths	  

compared	   with	   6,000	   road	   trauma	   deaths).	   	   Other	   adverse	   event	   indicators,	  

contributing	   to	   significant	   patient	   morbidity	   and	   mortality	   and	   implicating	  

clinical	   management	   by	   doctors	   include:	   infection;	   errors	   relating	   to	   clinical	  

management	  (including	  procedural	  errors);	  and,	  flawed	  clinical	  decision	  making	  

(relating	  to	  knowledge	  and	  skills	  errors)	  (WHO,	  June,	  2003,	  p.23).	  These	  adverse	  

event	  indicators	  correspond	  closely	  with	  the	  findings	  of	  this	  thesis.	  	  

Further,	  the	  literature	  reviewed	  in	  Chapter	  One	  and	  Chapter	  Two	  demonstrates	  

that	   health	   care	   operates	   within	   a	   variety	   of	   complex	   system	   frameworks	   in	  

which	   the	  discipline	  of	   patient	   safety	  not	   only	   ‘applies	   safety	   science	  methods’	  

but	   is	   also	   ‘an	   attribute	   of	   health	   care	   systems	   that	   serves	   to	   ‘minimize	   the	  

incidence	  and	  the	  impact	  of	  adverse	  events’	  (Emmanuel,	  Berwick,	  Conway,	  Hatlie	  

&	  Leape	  et	  al,	  2008,	  p.6).	  	  As	  a	  high-‐risk	  systems	  industry,	  health	  care	  is	  seen	  to	  

share	  much	  in	  common	  with	  the	  high-‐risk	  airline	  and	  nuclear	  power	  industries	  

(IOM,	  2000;	  Reason;	  Vincent,	  WHO,	  Walton	  et	  al	  2006;	  2010).	  	  	   	  However,	  while	  

both	  airline	  passengers	  and	  the	  airline	  industry	  are	  aware	  of	  the	  risks	  of	  flying,	  it	  

http://www.aihw.gov.au/haag11-12/adverse-events/
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is	  recognized	  that	  very	   few	  patients	  consider	  the	  risks	  associated	  with	  hospital	  

admissions,	  including	  the	  possibility	  of	  errors	  by	  an	  individual	  doctor	  or	  teams	  of	  

doctors	   (Jenicek,	   2011).	   	  Moreover,	   in	   an	   extension	   of	   this	   analogy	   supporting	  

the	  case	  for	  patient	  safety	  focussed	  assessments	  of	  clinical	  competence,	   Jenicek	  

concludes	  that	   	   ‘the	  pilot	  is	  by	  circumstances	  allowed	  only	  one	  serious	  mistake,	  

while	  the	  surgeon	  may	  commit	  many	  and	  not	  even	  recognize	  his	  own	  errors	  as	  

such’	  (Jenicek,	  citing	  Lockwood	  (1897	  –	  1950),	  2011,	  p.3).	  	  

	  

It	  is	  this	  implied	  lack	  of	  conscious	  awareness,	  by	  both	  doctors	  and	  their	  patients,	  

of	   the	  potential	   for	   the	   trajectory	  of	  medical	   error	   to	   lead	   to	   an	   adverse	   event	  

culminating	  in	  patient	  morbidity	  or	  death,	  that	  provides	  support	  for	  the	  patient	  

safety	   assessment	   focus	   of	   this	   thesis	   (Runciman	   &	   Lumby,	   2009).	   	   	   There	   is,	  

therefore,	   the	   imperative	   for	   trainee	   level	   doctors	   (including	   newly	   employed	  

IMGs)	  to	  be	  cognisant	  of	  the	  potential	  for	  doctor	  initiated	  error	  and	  patient	  harm	  

by	  virtue	  of	  the	  traditionally	  ‘self	  regulated’	  discipline	  of	  medicine	  to	  which	  they	  

belong;	  and	  the	  complex	  and	  sometimes	  unsupportive	  organizational	  structures	  

within	  which	  they	  practice	  (Runciman	  &	  Lumby,	  2009).	  

	  

Importantly,	   it	   was	   the	   publication	   of	   the	   National	   Patient	   Safety	   Education	  

Framework	  (NPSEF)	  	  (ACSQHC,	  2005)	  and	  its	  subsequent	  adoption	  by	  the	  World	  

Health	   Organization	   for	   the	  WHO	   Patient	   Safety	   Curriculum	   Guide	   for	   Medical	  

Schools	  (WHO,	  2009)	  that	  facilitated	  the	  thesis’	  alignment	  of	  an	  evidence	  based	  

patient	   safety	   curriculum	  with	   a	   contemporary	  medical	   education	   competency	  

assessment	   framework.	   	   The	   Cambridge	   Model	   (Rethans,	   Norcini,	   Baron-‐

Maldonado	  et	  al,	  2002)	  adopted	  by	   this	   thesis,	  and	  discussed	   in	  Chapter	  Three	  
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and	   Chapter	   Nine,	   represents	   such	   an	   assessment	   framework.	   	   	   The	   thesis	  

attempts	   to	   articulate	   and	   distinguish	   between	   assessment	   of	   patient	   safety	  

focussed	   competence	   and	   patient	   safety	   focussed	   performance	   in	   line	   with	   the	  

Cambridge	  Model.	  

	  

11.2.2:   Operationalizing   the   National   Patient   Safety   Education   Framework  

Within  a  Criterion-‐Based  Generic  Competency  Assessment  Framework  

	  
Research   Question   One   posed:	   What	   essential	   curricula	   components	   and	  

performance	   outcomes	   of	   the	  National	   Patient	   Safety	  Education	  Framework	   and	  

the	   related	  WHO	   Patient	   Safety	   Curriculum	  Guide	   for	  Medical	   Schools	   should	   be	  

included	  in	  a	  competency	  based	  patient	  safety	  assessment	  tool?	  

	  
Research	   Question	   One	   was	   pivotal	   to	   the	   integrity	   of	   the	   overall	   study	   and	  

critical	   to	   the	   interpretation	   of	   the	   PSMC	   testing	   phase	   results.	   	   The	   essential	  	  

curricula	  elements	  of	  the	  NPSEF	  (2005)	  and	  the	  WHO	  Patient	  Safety	  Curriculum	  

Guide	  for	  Medical	  Schools	  (2009)	  were	  identified	  through	  the	  extensive	  patient	  

safety	   and	   medical	   education	   curriculum	   mapping	   exercises,	   item	   pool	  

development,	   item	   pool	   survey,	   and	   consultative	   processes	   of	   Phases	   One	   and	  

Two	  of	   the	   study	  design.	   	   These	   findings	  were	  presented	   in	  Chapters	   Five	   and	  

Six.	  

The	  two	  preparatory	  phases	  served	  to:	  

 Establish	  an	  evidence-‐based	  patient	  safety	  education	  model	  incorporating	  

assessments	  of	  competence	  and	  performance;	  	  

 Consider	   the	   potential	   Performance	   Categories,	   Performance	   or	  

Competency	   Items	   and	   Performance	   or	   Competency	   Indicators	   from	  
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within	  the	  NPSEF	  and	  WHO	  curricula	  that	  would	  be	  amenable	  to	  clinical	  

assessment	  across	  all	  aspects	  of	  a	  complex	  doctor-‐patient	  encounter;	  	  

 Identify	   the	  mini-‐CEX	   (Norcini,	   Blank,	   Arnold	   &	   Kimball,	   1995;	   Norcini,	  

2005;	   AMC,	   2009)	   as	   the	   most	   appropriate	   criterion-‐based	   generic	  

assessment	   tool	   framework,	   readily	  adaptable	   to	  patient	  safety	   focussed	  

clinical	   assessment	   skills	   areas	   and	   their	   related	  measurement	   items	   or	  

indicators;	  and,	  	  

 Adopt	   the	   Cambridge	   Model	   (Rethans	   (Rethans,	   Norcini,	   Baron-‐

Maldonado	   et	   al,	   2002)	   in	   order	   to	   take	   into	   account	   assessments	   of	  

clinical	   competence	   and	   overall	   performance	   within	   a	   patient	   safety	  

framework.	  

	  

It	   is	   considered	   that,	   in	   order	   for	   a	   patient	   safety	   focussed	   competency	  

assessment	   tool	   to	   be	   accepted	   by	   expert	   clinical	   assessors	   within	   clinical	  

environments,	   the	   adopted	   tool	   should	   readily	   conform	   to	   existing	   evidence-‐

based	  and	  standardized	  competency	  assessment	  frameworks.	  The	  generic	  mini-‐

CEX	  framework	  is	  seen	  to	  be	  acceptable	  in	  this	  respect.	  Further,	  it	  is	  in	  line	  with	  

the	   contemporary	   and	   evolving	   Workplace	   Based	   Assessment	   (WBA)	   model	  

through:	  

 Reflecting	   the	   focus	   of	   ongoing	   competency	   assessment	   research	   and	  

development;	  

 Aligning	  well	  with	  potential	  judges	  cognitive	  frameworks;	  

 Adapting	   readily	   to	   the	   Learning	   Categories,	   Learning	   Topics	   and	  

Domains	   of	   Knowledge,	   Skills	   and	   Behaviours	   of	   the	   National	   Patient	  

Safety	  Education	  Framework;	  	  	  
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 Conforming	   to	   the	   intent	   of	   the	   consensus	   of	   medical	   curricula	  

competency	  assessment	  frameworks	  reviewed	  by	  this	  thesis;	  and,	  

 Demonstrating	   high	   reliability	   and	   validity	  within	   clinical	   environments	  

and	  high	  stakes	  clinical	  examination	  settings	  in	  medicine	  (Van	  de	  Vleuten	  

&	  Schuwirth,	  2005;	  AMC,	  2009).	  

	  

The	  engagement	  of	   the	  AMC	  and	  specialist	  medical	   colleges,	   such	  as	   the	  Royal	  

Australian	   College	   of	   Surgeons	   (RACS)	   and	   the	   Australian	   and	   New	   Zealand	  

College	   of	   Anaesthetists	   (ANZCA),	   with	   mini-‐CEX	   assessments	   adds	   weight	   to	  

this	   argument.	   	   It	   is	   also	   considered	   that	   clinical	   assessors	   are	  more	   likely	   to	  

engage	  with	  contemporary	  evidence-‐based	  assessment	  formats	  with	  which	  they	  

were	   already	   familiar.	   	   The	   Patient	   Safety	   mini-‐CEX	   therefore,	   mirrors	   to	   a	  

certain	   extent,	   mini-‐CEX	   frameworks	   such	   as	   that	   of	   the	   AMC	   (2009)	   but	  

employs	   less	   categories	   (considered	   as	   Practice	   Performance	   Areas	   or	   PPAs),	  

each	  populated	  with	  a	  series	  of	  measurable	  patient	  safety	  focussed	  Competency	  

Items,	  and	  supported	  by	  a	  series	  of	  item	  specific	  Competency	  Indicators.	  	  

The	   Patient	   Safety	   mini-‐CEX	   	   (Version	   2	   &	   Version	   3)	   presented	   in	   Chapter	  

Seven	   comprises	   four	   Practice	   Performance	   Areas	   (Communicating	   Safely,	  

Practising	   Safely,	   Clinical	   Managements	   and	   Using	   Evidence	   and	   Professional	  

Practice)	   assessable	   across	   13	   corresponding	   Competency	   items,	   with	   an	  

additional	  Patient	  Safety	  Performance	  Overall	  Rating.	  	  The	  PPAs	  and	  Competency	  

Items	   are	   those	   considered	   essential	   to	   an	   assessment	   of	   the	   mastery	   and	  

integration	  of	  knowledge	  and	  skills	  expected	  of	  mid-‐year	  level	  PGY	  2	  doctors	  in	  

order	  to	  ensure	  their	  safe	  practice.	  	  
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Table	   11.1	   presents	   a	   comparative	   analysis	   of	   the	   performance	   category	  

structure	   of	   the	   PSMC	   and	   the	   AMC	  Mini-‐CEX	   Assessment	   Form	   (2009).	   	   The	  

AMC	   Mini-‐CEX	   is	   structured	   around	   six	   specific	   assessment	   categories	   and	   a	  

seventh	  category	  of	  Overall	  Clinical	  Competence	  

	  

Table	   11.1:	   Comparative	   Alignment	   of	   Comparison	   of	   PSM	   with	   AMC	   mini-‐CEX	  
(2009)	  Assessment	  Categories	  	  
Patient	  Safety	  mini-‐CEX	  	  (PSMC)	  
	  
Assessment	  Categories	  (PPAs)	  N	  =	  4)	  
Included	  Competency/	  Performance	  Items*/	  
per	  Category:	  N	  =	  13	  
	  
+	  Overall	  PS	  Clinical	  Competence	  Rating	  
	  

Mini-‐CEX	  Format:	  AMC	  (2009)	  
	  
Assessment	  Categories:	  N	  =	  6	  
Included	  Competency/	  Performance	  Items/	  
per	  Category:	  0	  	  
	  
+	  Overall	  Clinical	  Competence	  Rating	  

PPA	  1.	  Communicating	  Safely	  
	  
	  
(Competency	  Items:	  Patient	  Interaction;	  
Appropriate	  Documentation,	  Working	  in	  Teams)	  	  
	  

1.	  Medical	  Interviewing	  Skills	  
3.	  Professionalism/	  Humanistic	  Skills	  
4	  Counselling	  Skills	  

PPA	  2:	  Practising	  Safely	  
(Items:	  Risk	  &	  Prevention;	  Medication	  Safety;	  
Patient	  Identification;	  Infection	  Control)	  

	  
	  
	  

PPA	  3:	  Clinical	  Management	  &	  Using	  Evidence	  
	  
	  
	  
(Competency	  Items:	  History	  Taking;	  Physical	  
Examination	  Skills	  &	  Procedures,	  Clinical	  
Judgement	  &	  Decision	  Making	  Skills,	  
Investigations)	  
	  

2.	  Physical	  Examination	  
5.	  Clinical	  Judgement	  
6.	  Organization	  &	  Efficiency	  
	  

PPA	  4:	  Professional	  Practice	  
(Competency	  Items:	  Working	  within	  the	  Law;	  
Personal	  Health	  Management	  &	  Human	  Error	  
	  

3.	  Professionalism/	  Humanistic	  Skills	  

*Competency	  Item	  &	  related	  Competency	  Indicator	  Source:	  NPSEF	  (2005)	  
	  

The	   PSMC	   is	   seen	   to	  provide	  more	   guidance	   for	   assessors	   than	   the	  AMC	  Mini-‐

CEX,	   especially	   in	   relation	   to	   providing	   assessment	   prompts	   for	   those	   areas	   of	  

clinical	   practice	   implicated	   in	   patient	   safety	   lapses	   within	   the	   established	  

trajectory	  leading	  to	  patient	  adverse	  events.	  	  

The	  next	  part	  of	  Chapter	  Eleven	  presents	  the	  results	  from	  the	  three	  PSM	  testing	  

phases	  (OSCE,	  Simulation	  and	  WBA)	  in	  the	  context	  of	  Cambridge	  Model.	  
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11.2.3:	   PSMC	   OSCE,	   High	   Fidelity	   Simulation	   &	  WBA	   Testing	   Results	   and	  

Implications	   for	   Patient	   Safety	   Focussed	  Assessments	   of	   Competence	   and	  

Performance	  

The	   PSMC	   testing	   results	   and	   their	   implications	   for	   competence	   based	  

assessments	  of	  the	  safety	  of	  the	  SP	  IMG	  study	  cohort	  address	  Research	  Question	  

Two.	  

	  

Research  Question  Two  posed:	  	  Does	  the	  patient	  safety	  assessment	  tool	  align	  with	  

clinical	  assessors’	  competency	  assessment	  frameworks?	  

	  

The	   PSMC	   tool	   testing	   phases,	   therefore,	   served	   multiple	   purposes:	   those	   of	  

examining	   the	   tool’s	   potential	   to	   distinguish	   between	   acceptable	   and	  

unacceptable	   levels	   of	   clinical	   competence	   ‘through	   the	   lens’	   of	   patient	   safety;	  

establishing	  whether	  the	  clinical	  assessors’	  frameworks	  aligned	  with	  the	  patient	  

safety	  focus	  of	  the	  PSMC;	  and,	  assessing	  the	  tool’s	  reliability,	  validity	  and	  utility	  

in	  terms	  of	  the	  Van	  der	  Vleuten	  &	  Schuwirth	  	  (2005)	  utility	  model.	  	  	  

	  

PSMC	   testing	   demonstrated	   the	   tool’s	   potential	   to	   distinguish	   between	  

acceptable	   and	   unacceptable	   levels	   of	   clinical	   competence	   and	   ‘satisfactory’	  

versus	   ‘unsatisfactory’	   performance.	  The	   rating	  of	   ‘Competent’	   represented	   the	  

combined	   sub-‐scale	   categories	   of	   Satisfactory	   and	   Superior	   on	   the	   9-‐point	  

normative	   scale	   employed	   in	   the	   three	  PSMC	   testing	  phases.	   	  Competence	  was	  

assessed	  within	  the	   framework	  of	   the	  Cambridge	  Model,	  and	  with	  reference	  to	  

the	  Van	  der	  Vleuten	  and	  Schuwirth	  definition	  of	  competence:	  that	  is,	  the	  doctor’s	  

‘ability	   to	  handle	  a	   complex	  professional	   task,	  or	  overall	   clinical	   encounter,	  by	  
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integrating	   the	   relevant	   cognitive,	   psychomotor	   and	   affective	   skills’	   (Van	   der	  

Vleuten	  &	  Schuwirth,	  2005,	  p.313).	  	  

Overall	  findings	  from	  the	  combined	  ratings	  (N=	  107	  participants)	  across	  the	  220	  

OSCE,	   High	   Fidelity	   Fully	   Immersive	   Simulation,	   and	   WBA	   testing	   phases	  

suggested	   that	   between	   55%	   and	   100%	   of	   participants	   were	   Competent	  with	  

respect	  to	  between	  7	  and	  13	  of	  the	  Competency	  Items.	  	  Conversely,	  these	  findings	  

also	   suggest	   that,	   overall,	   between	   44.2%	   and	   21.1%	   of	   participants	  were	   not	  

competent	  (that	  is,	  rated	  as	  Unsatisfactory	  across	  one	  or	  more	  of	  the	  Competency	  

Items)	   and	   therefore	   not	   safe	   to	   practice	   without	   remediation.	   	   These	  

Competency	   Item	   specific	   findings	   reflect	   the	   patient	   safety	   indicators,	   for	  

example	  ‘Infection’	  and	  ‘Medication	  Error’,	  identified	  earlier	  in	  Chapter	  Eleven	  as	  

contributing	   to	   adverse	   events	   and	   medical	   error.	   	   The	   Unsatisfactory	   rated	  

Competency	   Items	   discussed	   in	   Chapter	   Nine	   are	   summarized	   below	   in	   Table	  

11.2.	  

Table	  11.2:	  Simulation	  Cohort:	  	  Competency	  Items	  Rated	  as	  Unsatisfactory	  	  
PSMC	  Competency	  Item	   Unsatisfactory	  %	  

	  	  	  	  N	  =	  64	  
(Overall	  

Participant	  
Ratings	  =	  256)	  	  

Infection	  Control	  
	  

44.2	  

Investigations	  
	  

42.3	  

Medication	  Safety	  
	  

34.8	  

Patient	  Identification	  
	  

34.6	  

Risk	  &	  Prevention	  
	  

31.3	  

Managing	  Information/Appropriate	  Documentation	  
	  

31.0	  

Clinical	  Assessment	  &	  Decision	  –Making	  Skills	   30.9	  
	  

History	  Taking	  
	  

29.4	  

Physical	  Examination	  Skills	  
	  

29.4	  

Patient	  Interaction	  
	  

23.4	  

Working	  in	  Teams	  
	  

21.2	  
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While	   the	  ratings	  presented	   in	  Table	  11.2	  are	  based	  on	  Simulation	   lead	  scores,	  

that	   is,	   the	   score	   for	   the	   participant	   nominated	   to	   be	   ‘lead’	   clinician	   within	   a	  

clinical	  scenario,	  all	  participant	  members	  within	  the	  four	  or	  five	  member	  ‘clinical	  

teams’	   were	   responsible	   for	   providing	   backup	   to	   the	   ‘lead’	   in	   relation	   to	  

diagnosis	   and	   management	   decisions,	   and	   initiating	   treatment	   within	   each	  

clinical	  encounter.	  	  Clinical	  back-‐up	  included,	  for	  example,	  providing	  insight	  into	  

potential	  differential	  diagnoses;	  assisting	  with	  a	  procedure,	  such	  as	  insertion	  of	  

an	   intercostal	   catheter	   (in	   the	   Pneumothorax	   Scenario);	   or,	   calculating	   the	  

appropriate	   dilution	   and	   administration	   of	   Adrenalin	   (in	   the	   Anaphylaxis	  

Scenario).	   	   	   Facilitators	   did	   not	   intervene	   in	   ‘lead’	   and	   ‘team’	   deliberations	   on	  

‘patient’	   management	   unless	   either	   their	   action	   or	   inaction	   would	   lead	   to	   the	  

immediate	   death	   of	   a	   patient.	   	   In	   this	   respect	   the	  Unsatisfactory	  ratings	   across	  

the	  eleven	  adverse	  event	  indicators	  presented	  in	  Table	  11.2	  may	  be	  considered	  

to	  apply	  across	  a	  total	  of	  256	  ratings	  presented	  earlier	   in	  Table	  9.2.	   	  Therefore,	  

all	   participants	   could	   be	   seen	   to	   contribute	   to	   diagnosis	   and	   management	  

decisions.	  

	  

The	   thesis	   findings	  presented	   in	  Table	  11.2	   are	   supported	  by	   a	   2008	   study	  by	  

Nair	  et	  al	  and	  an	  earlier	  study	  by	  Saxena	  et	  al	   (2006).	   	  These	  two	  studies	  shed	  

light	   on	   the	   potential	   clinical	   practice	   related	   difficulties	   demonstrated	   by	   the	  

OSCE	  and	  Simulation	   cohort	   findings.	   	  Nair	   et	   al	   (2008)	   reported	   a	   concerning	  

9%	  fail	  rate	  for	  IMGs	  who	  had	  already	  passed	  the	  AMC	  examination	  (Nair	  et	  al,	  

2008,	   p.160).	   The	   findings	   of	   this	   thesis	   suggest	   a	   similar	   pattern	   with	  

Unsatisfactory	   ratings	   of	   between	   44.2%	   and	   30.9%	   across	   seven	   indicators	  

(Table	  11.2),	  while	  around	  33%	  of	  all	  Simulation	  participants	  reported	  that	  they	  
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had	  passed	  the	  AMC	  examination.	   	   	  Saxena	  et	  al	   (2006)	  shed	   light	  on	  this	   issue	  

when	   they	   suggest	   that	  many	   IMGs	   appear	   to	   experience	   difficulty	   in	   applying	  

their	  medical	  knowledge	  within	  the	  Australian	  health	  care	  system.	  	  	  The	  authors	  

consider	   that	   it	   is	   common	   for	   SP	   IMGs,	  who	   are	   new	   to	   the	  Australian	   health	  

care	   context,	   to	   lack	   familiarity	   with	   Australian	   disease	   patterns,	   disease	  

prevention	   strategies,	   and	   treatment	   options.	   	   The	   level	   of	   engagement	   of	   the	  

thesis’	   Simulation	   participants	   supports	   these	   Saxena	   et	   al	   observations.	   	   The	  

Simulation	   cohort	   demonstrated	   their	   eagerness	   to	   understand	   and	   master	   a	  

wide	   range	   of	   unfamiliar	   aspects	   of	   clinical	   encounters,	   diagnostic	   procedures,	  

treatments,	  medication	  regimes,	  and	  patient	  and	  health	  care	  team	  interaction.	  	  	  

	  

This	   level	   of	   IMG	   participant	   engagement	   with	   the	   formative	   assessment	  

environment	   suggests	   that	   implementation	   of	   similar	   structured	   pre-‐

employment	   and	   early	   employment	   patient	   safety	   focussed	   and	   clinically	  

oriented	   High	   Fidelity	   Simulation	   programs,	   would	   provide	   SP	   IMGs	   with	   the	  

skills	  and	  confidence	  to	  practice	  safely	  within	  the	  Australian	  health	  care	  system.	  	  	  	  

However,	  the	  cost	  of	  such	  immersive	  orientation	  programs	  is,	  for	  the	  most	  part,	  

considered	   prohibitive.	   To	   date,	   there	   appears	   to	   be	   little	   will	   to	   attempt	   to	  

balance	   the	   cost	   of	   patient	   safety	   lapses	   contributing	   to	   medical	   error	   and	  

adverse	  events,	  with	  that	  of	  investment	  in	  clinically	  based	  orientation	  programs	  

with	  the	  potential	  to	  minimize	  doctor	  related	  patient	  safety	  risks.	  

	  

The	   overall	   competence	   of	   the	   WBA	   cohort	   whose	   clinical	   practice	   was	  

supported	   by	   two	   Medical	   Education	   Officers	   (MEOs)	   adds	   weight	   to	   the	  

argument	  for	  increased	  funding	  and	  support	  for	  newly	  employed	  IMGs.	  
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11.2.4:   Alignment   of   the   PSMC   Assessments   with   Clinical   Assessors   and  

Facilitators  Competency  Assessment  Frameworks  

Although	  the	  9-‐point	  scale	  employed	  within	  the	  three	  PSMC	  testing	  phases	  is	  in	  

line	  with	  the	  normative	  scales	  employed	  by	  the	  AMC	  mini-‐CEX	  and	  other	  mini-‐

CEX	  examples	   from	   the	   literature,	   it	   is	   seen	   in	   retrospect	   as	  a	   limitation	  of	   the	  

study.	   	   While	   overall	   assessments	   of	   performance,	   represented	   by	   the	   PSMC	  	  	  

‘global’	  ratings	  were	  generally	  well	  aligned	  within	  the	  assessor	  group,	  ratings	  of	  

individual	  Competency	  Items	  tended	  to	  show	  more	  variability.	  	  In-‐depth	  analysis	  

of	   the	   findings	   suggests	   that	   the	   framework	   for	   assessments	   of	   patient	   safety	  

competence	  should	  be	  more	  conceptually	  aligned	  to	  the	  concepts	  of	  competence	  

and	  performance	  suggested	  by	  the	  Cambridge	  model.	   	  Moreover,	   in	   the	   light	  of	  

contemporary	  assessment	  theory,	  such	  alignment	  would	  require	  appointment	  of	  

expert	   judges	   or	   assessors	   able	   to	   operate	   within	   a	   psychometric	   framework	  

(Crossley	  &	  Jolly,	  2012).	  	  With	  respect	  to	  the	  PSMC	  assessments	  reported	  in	  this	  

thesis,	   assessors	   were	   asked	   to	   align	   the	   relative	   competence	   or	   safety	   of	   the	  

participants	  within	  the	  three	  normative	  categories	  of	  Unsatisfactory,	  Satisfactory	  

and	  Superior.	   	  The	  discrepancy	  between	  assessors	  and	  facilitators	  global	  ratings	  

of	   overall	   performance	   suggests	   a	   psychometric	   model	   structured	   around	   the	  

notion	  of	  the	  ‘entrustability’	  (Crossley	  &	  Jolly,	  2012;	  Weller,	  Misur	  &	  Nicolson	  et	  

al,	   2014)	  would	  provide	  a	  more	   realistic	   assessment	  of	  patient	   safety	   focussed	  

clinical	  competence	  and	  fitness	  to	  practice	  safely.	  	  The	  thesis	  therefore	  proposes	  

a	   three	   level	   PSMC	   Patient	   Safety	   Entrustability	   Index	   (PSEI)	   that	   is	   yet	   to	  

verified.	  	  Further	  PSMC	  testing	  using	  the	  PSMC	  PSEI	  will	  require	  appointment	  of	  

assessors	   or	   judges	   who	   are	   best	   place	   to	  make	   such	   judgements	   (Crossley	   &	  

Jolly,	  2012).	  



	   472	  

Reliability	   modelling,	   based	   on	   the	   more	   complex	   and	   extensive	   Simulation	  

phase,	  yielded	  a	  Cronbach’s	  Alpha	  of	  .939	  across	  the	  eight	  PSMC	  items	  assessable	  

across	  all	  clinical	  encounters.	  This	  compares	  quite	  favourably	  with	  the	  reliability	  

estimates	  of	   .90	  across	  10	  encounters	  per	  candidate	  suggested	  by	  the	  Nair	  et	  al	  

(2008)	   study;	   the	   .80	   recommended	   by	   Norcini	   (1999)	   for	   clinical	   encounters	  

focussing	   on	   feedback,	   and	   the	   Van	   der	   Vletuen	   and	   Schuwirth	   (2005)	  

recommendation	   of	   between	   .75	   and	   .84	   across	   mini-‐CEX	   testing	   times	   of	  

between	  one	   and	   two	  hours.	   	   	   PSMC	  Simulation	   testing	   involved	  21.3	  hours	   of	  

competence	  –based	  assessments	  of	   complex	   clinical	   encounters	  across	   the	   two	  

testing	  days,	  equating	  to	  1.3	  hours	  of	  observation	  per	  four-‐station	  rotation.	  	  	  The	  

modest	   cohort	  populations	  participating	   in	   the	  PSMC	   testing	  phases	  precluded	  

the	  employment	  of	  Generalizability	  Theory.	  	  	  While	  the	  limitation	  imposed	  by	  the	  

relatively	   small	   testing	   cohort	   with	   respect	   to	   establishing	   PSMC	   reliability	   is	  

acknowledged,	  the	  diversity	  and	  heterogeneity	  of	  the	  testing	  cohorts	  are	  seen	  by	  

Norcini	  (2000)	  as	  factors	  likely	  to	  increase	  reliability.	  	  	  

	  

	  With	  respect	  to	  validity,	  the	  high	  fidelity	  simulation	  testing	  phase	  is	  seen	  to	  sit	  

within	   an	   ‘	   authenticity	  movement’	  model	  where	   the	   assessment	   of	   integrated	  

competencies	   is	  seen	  to	  have	   	   ‘a	  marked	  [positive]	   impact	  on	  validiy’	   	   (Van	  der	  

Vleuten	  and	  Schuwirth,	  2005,	  p.312).	  	  

	  

It	   is	   recognized	   that	   more	   PSMC	   testing	   and	   reliability	   modelling	   is	   required,	  

especially	  within	  WBA	  settings.	  	  The	  lack	  of	  engagement	  in	  PSMC	  testing	  by	  four	  

of	   the	   five	   clinical	   sites	   initially	   recruited	   to	  participate	   in	   the	   study,	   limits	   the	  

generalizability	  of	   the	  WBA	   findings	  presented.	   	  This	  also	  highlights	   the	  health	  
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system	  impediments	  that	  contribute	  to	  competing	  demands	  on	  clinical	  assessors’	  

time,	   as	   well	   as	   the	   assessment	   priorities	   of	   medical	   departments.	   	   A	   further	  

limitation	  of	  the	  thesis,	  identified	  in	  Chapter	  Nine,	  was	  the	  inability	  of	  the	  study	  

to	   explore	   the	   potential	   impact	   of	   the	   patient	   safety	   focus	   PSMC	   on	   the	  

assessor/judges’	  assessment	  frameworks.	  

	  

Establishing	   the	   utility	   of	   PSMC	   assessments	   was	   fundamental	   to	   the	   thesis	  

research	   design	   and	   is	   stated	   explicitly	   in	   Research	   Objective	   Two.	   The	  utility	  

model	   (Van	  der	  Vletuen	  &	  Schuwirth,	  2005)	   facilitates	   the	  selection	  of	  purpose	  

specific	  reliable	  assessment	  methods	  according	  to	  their	  acceptability,	   feasibility	  

and	  educational	  effect,	  when	  weighted	  against	  the	  importance	  attached	  to	  them	  

by	  a	  specific	  user	  in	  a	  specific	  situation.	  	  The	  relationship	  between	  these	  criteria	  

and	   the	   engagement	   of	   assessors	   and	   participants	   is	   demonstrated	   across	   the	  

three	   PSMC	   testing	   environments.	   	   However,	   the	   criteria	   of	   feasibility	   with	  

respect	   to	   the	  wider	   adoption	   of	   ongoing	   PSMC	   assessments	  within	   the	   costly	  

high	   fidelity	   simulation	   and	   poorly	   resourced	   Workplace	   Based	   Assessment	  

settings	   will	   require	   the	   commitment	   of	   health	   departments,	   medical	  

departments,	  and	  the	  medical	  education	  community.	  

The	  active	  engagement	  of	  participant,	  assessor,	  and	  facilitator	  cohorts	  suggests	  

that	  the	  PSMC	  is	  acceptable	  as	  a	  patient	  safety	  focussed	  clinical	  assessment	  tool	  

that	  demonstrates	  a	  positive	  educational	  effect.	  This	  will	  be	   in	  discussed	   in	  the	  

next	  section	  of	  Chapter	  Eleven.	  
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11.2.5:	  	  Participants	  and	  Assessors	  Response	  to	  PSMC	  Assessments	  and	  the	  

Potential	  for	  Routine	  Adoption	  of	  Patient	  Safety	  Competency	  Assessments	  

	  
Research	  Question	  Three	  posed:	   	  How	  will	  IMGs	  and	  PGY	  1	  and	  PGY	  2	  doctors	  

and	  their	  supervisors	  respond	  to	  patient	  safety	  focused	  competency	  assessments	  in	  

routine	  clinical	  environments?	  

	  

Constructive	   feedback	   is	   recognized	   as	   potentially	   the	  most	   critical	   element	   of	  

meaningful	   formative	   assessment.	   In	   order	   to	   be	   effective,	   the	   feedback	  

component	  within	  higher	   education	   and	  professional	   practice	   contexts	   such	   as	  

PSMC	   assessments	  within	  medicine,	   requires	   careful	   consideration	   in	   that	   it	   is	  

used	   the	  purpose	  of	   	   ‘assessing	  progress	  toward	  achieving	  the	  expected	  standard	  

of	  performance	  ……….in	  order	  for	  candidates	  to	  improve	  future	  performances’	  and	  

for	  making	  judgements	  relating	  to	  readiness	  to	  practice	  and	  the	  extent	  to	  which	  

such	  practice	  requires	  some	  level	  of	  supervision	  	  (Wass,	  Van	  der	  Vleuten,	  Shatzer	  

&	   Jones,	   2001,	   p.	   944).	   	   Further,	   meaningful	   formative	   feedback	   should	   be	  

carefully	  structured	  (Boud	  &	  Molloy,	  2013)	  in	  that	  it	  is	  considered	  as	  an	  essential	  

component	  of	  the	  clinical	  assessment	  process	  (Silverman,	  Kurtz	  &	  Draper,	  1998,	  

2002,	  2004.	  &	  2005).	  	  	  

With	   respect	   to	   PSMC	   testing,	   all	   three	   testing	   environments	   represented	  

opportunities	   for	   the	   IMG	   participants	   to	   engage	   with	   both	   assessors	   and	  

facilitators	   in	   interactive	   feedback	   sessions,	   ranging	   from	   15	   minutes	   or	   less	  

following	   some	   WBA	   encounters,	   to	   over	   one	   hour	   within	   the	   OSCE	   and	  

Simulation	   testing	   environments.	   	   In	   the	   latter	   two	   environments,	   both	   the	  

clinical	   assessment	   and	   feedback	   components	   were	   considered	   as	   equally	  

important	  and	  assessors	  tended	  to	  use	  feedback	  opportunities	  as	  teaching	  tools.	  	  	  
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The	  patient	  safety	  focus	  was,	  in	  many	  respects,	  new	  to	  the	  participants.	  	  The	  dual	  

focus	   of	   global	   clinical	   competence	   and	   the	   safety	   of	   the	   patient	   stimulated	  

positive	   interactive	  discussion.	   	   This	   allowed	   the	  participants	   to	  play	   an	   active	  

and	   enthusiastic	   role	   in	   soliciting	   and	   using	   feedback	   in	   line	   with	   the	  

philosophical	   position	   taken	   by	   Boud	   and	   Molloy	   (2013).	   	   	   A	   common	   theme	  

emerging	  from	  the	  Simulation	  cohort	  was	  the	  request	  for	  more	  opportunities	  to	  

engage	  in	  high	  fidelity	  simulation	  encounters.	  	  The	  consistent	  rationale	  for	  these	  

requests	   was	   to	   provide	   the	   IMGs	   with	   opportunities	   to	   learn	   about	   clinical	  

presentations,	   clinical	   approaches,	   and	   management	   strategies	   common	   to	  

Australian	   hospitals.	   The	   participants	   demonstrated	   the	   ability	   to	   identify	  

discrepancies	   between	   medical	   practice	   within	   their	   countries	   of	   origin	   and	  

Australia.	   	  This	  finding	  aligns	  with	  the	  Saxena	  et	  al	  (2006)	  comment	  that	  many	  

IMGs	  are	  unfamiliar	  with	  Australian	  disease	  patterns.	  	  

The	   feedback	   component	   of	   PSMC	   assessments	   is	   seen,	   therefore,	   to	   be	   a	  

promising	  feature	  for	  IMG	  orientation	  and	  formative	  assessment	  in	  preparation	  

for	  clinical	  practice	  and	  in	  early	  facilitated	  practice.	  

	  

Importantly,	  it	  should	  be	  noted	  that	  all	  of	  the	  IMG	  participants	  across	  the	  three	  

PSMC	   testing	   phases	   were	   ‘volunteers’	   responding	   to	   general	   invitations	   to	  

engage	   with	   the	   study.	   	   The	   participants	   were,	   therefore,	   IMGs	   seeking	   to	  

improve	  their	  prospects	  of	  employment	  within	  an	  Australian	  health	  care	  facility,	  

or	   those	   seeking	   to	   gain	   further	   clinical	   experience	   to	   support	   their	   current	  

clinical	  position.	  	  
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11.2.6:	   	   Patient	   Safety	  Assessments	   of	   IMGs	   PGY	   1	  &	  PGY	   2	  Doctors	  

within	  a	  Healthcare	  Systems	  Safety	  Model	  (HSSM)	  

	  
Research	   Question	   Four	   posed:	   	  What	  are	   the	  potential	   relationships	  between	  

healthcare	   systems’	   quality	   and	   safety	   models,	   patient	   safety	   focussed	   medical	  

education	  curricula,	  and	  implementation	  of	  patient	  safety	  focussed	  assessments	  in	  

clinical	  environments?	  

The	   Healthcare	   Safety	   Systems	   Model	   (HSSM)	   presented	   in	   Chapter	   Ten	  

considers	  the	  potential	  for	  implementing	  patient	  safety	  focussed	  assessments	  of	  

clinical	   competence	   within	   the	   framework	   of	   the	   Cambridge	   Model	   where	  

patient	  safety	  performance	  may	  be	  considered	  as	  a	  critical	  component	  of	  existing	  

health	  care	  systems	  and	  patient	  safety	  models.	  	  

	  
The	  HSSM	  represents	  an	  extrapolation	  of	  the	  Southgate	  et	  al	  (2001)	  Conceptual	  

Framework	   for	   the	  Relationship	  Between	  Performance	  Measures	  and	  Context.	   	   It	  

proposes	  a	  ‘bottom-‐up’	  approach	  to	  create	  patient	  safety	  mindful	  leadership	  able	  

to:	  	  champion	  development	  of	  a	  patient	  safety	  culture;	  establish	  clinical	  policies	  

and	   protocols;	   engage	   in	   open	   risk-‐management	   discussion;	   create	   supportive	  

rostering	   systems;	   and,	   implement	   PSMC	   formative	   clinical	   assessment	   and	  

feedback	  within	  cohorts	  of	  IMGs	  and	  PGY	  1	  and	  PGY	  doctors.	   	   	  The	  two	  models,	  

the	  Southgate	  et	  al	  conceptual	  framework	  and	  the	  HSSM,	  intersect	  at	  the	  level	  of	  

‘continuum	  of	  performance’.	  	  	  

	  

The	  concluding	  comments,	  along	  with	  the	  strengths	  and	  limitations	  of	  the	  study	  

and	  recommendations	  for	  further	  work	  are	  presented	  in	  the	  next	  part	  of	  Chapter	  

Eleven	  (11.3).	  
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11.3:  Concluding  Comments  
	  
The	   Patient	   Safety	   mini-‐CEX	   appeared	   to	   be	   readily	   embraced	   by	   clinical	  

assessors	   as	   a	   teaching	   tool	   for	   providing	   positive	   formative	   performance	  

feedback	   to	   the	   International	   Medical	   Graduate	   participants	   within	   the	   three	  

thesis	  testing	  environments.	  	  Acceptance	  of	  the	  mini-‐CEX	  as	  a	  format	  for	  patient	  

safety	   focussed	   assessment	   tool	   by	   assessors,	   facilitators,	   and	   participants	  

appears	   to	   support	   the	   PSMC	   framework	   and	   focus.	   	   These	   impressions	   gain	  

support	  within	  the	  written	  feedback	  comments	  from	  participants,	  assessors	  and	  

facilitators	  presented	  in	  Chapter	  Seven.	  	  

	  

The	  performance	  of	  the	  Patient	  Safety	  mini-‐CEX	  tool	  in	  relation	  to	  assessments	  of	  

patient	  safety	  focussed	  competence	  and	  overall	  clinical	  performance;	  the	  themes	  

emerging	   from	   assessors’	   judgements;	   and	   the	   high	   level	   of	   participant	  

engagement	   in	   interactive	  patient	   safety	   focussed	   formative	   feedback	   sessions,	  

suggest	  the	  potential	  for	  adoption	  of	  routine	  patient	  safety	  focussed	  assessments	  

for	   prospective	   and	   newly	   employed	   Standard	   Pathway	   International	   Medical	  

Graduates,	   and	   Postgraduate	   Year	   One	   and	   Two	   doctors.	   	   	   The	   impetus	   for	  

patient	  safety	  assessments	  is	  seen	  to	  be	  that	  conventional	  judgements	  of	  clinical	  

competence	  may	  not	  equate	  to	  patient	  safety	  competence,	  in	  that	  all	  of	  the	  critical	  

factors,	   including	   those	   relating	   to	   evaluation	  of	   the	   potential	   consequences	   of	  

clinical	  decision	  –making,	  may	  not	  have	  been	  taken	  into	  account.	  

	  

While	   establishing	   individual	   IMGs	   fitness	   or	   readiness	   to	   practice	   within	  

Australian	   acute	   care	   settings	   was	   not	   a	   stated	   aim	   of	   the	   thesis,	   the	   PSMC	  

assessment	   tool	   appeared	   to	   be	   capable	   of	   facilitating	   assessor	   discrimination	  
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between	  varying	  levels	  of	  safe	  and	  unsafe	  clinical	  practice	  across	  between	  8	  and	  

11	  of	  the	  13	  Competency	  Indicators.	  

	  

There	   appears	   to	   be	   little	   indication	   within	   the	   literature	   in	   relation	   to	   the	  

percentage	   of	   Australian	   medical	   graduates	   who	   are	   not	   competent	   and	  

therefore	   require	   repeated	   assessments	   in	   line	   with	   the	   Cambridge	   Model	  

recommendations.	   	   Implementation	   of	   routine	   PSMC	   assessments	   in	   order	   to	  

identify	  and	  follow-‐up	  poorly	  performing	  PGY	  1	  &	  PGY	  2	  doctors,	  whose	  practice	  

poses	  a	  risk	  to	  patients’	  safety,	  should	  also	  be	  considered.	  	  

	  

	  
	  

11.4:  Strengths  and  Limitations  of  the  Thesis  and  Recommendations  

for  Future  Work  

The	   strengths	   and	   limitations	   of	   the	   thesis	   have	   been	   examined	   within	   the	  

context	  of	  the	  Chapter	  Nine,	  Chapter	  Ten	  and	  Chapter	  Eleven	  discussions.	  	  	  These	  

key	  strengths	  and	  limitations	  are	  set	  out	  below,	  together	  with	  recommendations	  

for	  future	  work.	  	  

	  

The	  strengths	  and	  limitations	  of	  the	  study	  will	  be	  considered	  as	  they	  relate	  to	  the	  

two	   dominant	   theoretical	   perspectives	   guiding	   the	   research.	   	   The	   relevance	   of	  

the	   findings	   to	  extend	  beyond	   the	   thesis’	   IMG	  cohorts	   to	  Australian	  PGY	  1	  and	  

PGY	  2	  graduates	  will	  also	  be	  considered.	  
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11.4.1:	  Strengths	  of	  the	  Research	  
	  

1:   Integration   and   Application   of   Two   Evidence   Based   Theoretical  

Frameworks  

	  
The	   strengths	   of	   the	   thesis	   are	   seen	   to	   relate	   to	   its	   foundational	   research	  

presented	   within	   the	   Chapter	   Two	   literature	   review,	   and	   the	   theoretical	  

approaches	   to	   criterion	   based	   assessment	   of	   patient	   safety	   competence	  

presented	  in	  Chapter	  Three,	  that	  facilitated:	  

	  

1. Establishing	  the	  clinical	  significance	  and	  patient	  safety	  potential	  afforded	  

by	  an	  integration	  of	  the	  two	  dominant	  theoretical	  perspective	  guiding	  the	  

research:	   those	   frameworks	   supporting	   Workplace	   Based	   Assessments	  

(WBA)	   of	   clinical	   competence	   and	   performance	   in	   medicine,	   and	   those	  

underpinning	  the	  emergent	  discipline	  of	  patient	  safety;	  

	  

2. Operationalizing	   the	   National	   Patient	   Safety	   Education	   Framework	  

(NPSEF)	   (2005)	   and	   the	   corresponding	  WHO	  Patient	   Safety	   Curriculum	  

Guide	   for	   Medical	   Schools	   (2009)	   within	   the	   contemporary	  WBA	   mini-‐

CEX	  assessment	  framework	  to	  create	  a	  Patient	  Safety	  mini-‐CEX	  12(PSMC);	  

	  

3. 	  Adopting	  the	  Cambridge	  Model	  (Rethans,	  Norcini,	  Baron-‐Maldonado	  et	  al,	  

2002)	   as	   the	   framework	   aligning	  most	   closely	  with	   the	   thesis	   intent	   to	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
12	  	  Identification	  of	  the	  Mini-‐CEX	  (Norcini	  et	  al,	  2005)	  formed	  a	  foundation	  component	  of	  the	  
research	  structure.	  



	   480	  

facilitate	  criterion-‐based	  assessment	  of	  the	  patient	  safety	  competence	  and	  

overall	  performance	  of	  IMG	  doctors	  in	  Australia.	  

	  

2:      Performance   of   the   PSMC   within   OSCE,   Simulation   and   WBA   Testing  

Environments  

	  
Testing	  of	  the	  PSMC	  within	  the	  three	  testing	  environments	  of	  OSCE,	  High	  Fidelity	  

Simulation	  and	  WBA	  suggested	  that	  it	  performed	  well	  with	  respect	  to:	  

1. Its	   potential	   to	   discriminate	   or	   distinguish	   between	   acceptable	   and	  

unacceptable	   levels	   of	   clinical	   competence	   ‘through	   the	   lens	   of	   patient	  

safety’,	  in	  that,	  

2. PSMC	   Competency	   Items	   such	   as	   Infection	   Control,	   Investigations,	  

Medication	  Safety,	  and	  Clinical	  Decision	  Making,	  identified	  in	  the	  literature	  

as	   contributing	   to	   patient	   safety	   lapses,	   correlating	  well	   with	   the	   study	  

findings	  from	  the	  OSCE	  and	  Simulation	  testing	  phases;	  	  

3. The	  tool’s	  potential	  to	  raise	  awareness	  of	  the	  patient	  safety	  risks	  inherent	  

within	  all	  clinical	  encounters;	  and,	  

4. Demonstrating	  the	  expected	  superior	  level	  of	  clinical	  performance	  of	  the	  

WBA	  cohort	  in	  relation	  to	  their	  MEO	  supported	  practice	  environment.	  

	  

3:         Participant   and   Assessor   Cohort   Acceptance   of   the   PSMC   WBA   Tool  

Structure   the   Patient   Safety   Focus   of   Assessments   of   Clinical   Competence  

and  Overall  Performance    

	  
1. The	  expert	  assessor	  and	  facilitator	  cohorts	  appeared	  to	  adapt	  and	  relate	  

well	  to	  patient	  safety	  focus	  of	  the	  PSMC	  and	  the	  9-‐point	  Liker	  scale.	  	  This	  
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was	  likely	  to	  reflect	  their	  prior	  experience	  with	  both	  the	  scale	  length	  and	  

three	  categories	  of	  competence:	  Unsatisfactory,	  Satisfactory,	  and	  Superior.	  

The	  case	  for	  an	  alternative	  psychometric	  scale	  will	  be	  raised	  later	  within	  a	  

consideration	  of	   the	   study	   limitations	   and	   recommendations	   for	   further	  

work.	  

2. Participants,	  assessors	  and	   facilitators	  actively	  engaged	   in	   the	   formative	  

feedback	   discussions	   sessions	   following	   each	   of	   the	   three	   PSMC	   test	  

environments.	  	  The	  hour	  long	  interactive	  group	  discussions	  following	  the	  

two	   OSCE	   testing	   sessions	   and	   each	   of	   the	   four	   Simulation	   testing	  

sessions,	   suggested	   that	   interactive	   feedback	   represents	   a	   critical	  

component	   of	   the	   PSMC	   assessments	   that,	   within	   the	   IMG	   cohorts	   and	  

served	   to	   familiarize	   the	   participants	   with:	   Australian	   disease	   patterns,	  

treatment	   options	   and	   preventative	   strategies;	   gaining	   mastery	   of	  

unfamiliar	   aspects	   of	   diagnostic	   procedure,	   treatments	   and	   medication	  

regimes;	   and,	   becoming	   familiar	   with	   clinical	   encounter	   environments,	  	  

including	  health	  care	  team	  interaction.	  

	  

4:   The   Reliability,   Validity   of   the   PSMC   and   its   Utility:   Acceptability,  

Feasibility  &  Educational  Effect  

	  
1. PSMC	   reliability	   modelling,	   based	   on	   the	   Simulation	   dataset,	   yielded	   a	  

Conrbach’s	  Alpha	  of	   .938	  across	   the	  eight	  PSMC	   items	  assessable	  across	  

all	   iterations	   of	   the	   four	   standardized	   simulation	   encounters.	   	   This	   is	  

considered	  favourable	  when	  compared	  with	  the	  .90	  suggested	  by	  the	  Nair	  

et	  al	  (2008)	  study;	  the	   .80	  recommended	  by	  Norcini	  (1999);	  and	  the	   .84	  
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suggested	  by	  Van	  der	  Vleuten	  and	  Schuwirth	  (2005).	   	  The	   integrating	  of	  

competencies	   facilitated	   by	   Simulation	   and	  WBA	   iterations	   of	   the	   PSMC	  

testing	   served	   to	   demonstrate	   its	   validity	   as	   an	   assessment	   tool	   within	  

these	  two	  testing	  environments.	  	  

	  

2. The	   utility	   of	   the	   PSMC,	   with	   respect	   to	   the	   three	   characteristics	   of	  

acceptability,	   feasibility	   and	   educational	   effect	   was	   rated	   highly	   by	  

participants	   and	   assessors	   across	   the	   three	   testing	   environments,	   and	  

specifically,	   within	   the	   Simulation	   and	  WBA	   environments:	   particularly	  

with	  regard	  to	  acceptability	  and	  educational	  effect.	  	  

	  

3. The	  Web-‐based	  iPad	  and	  Tablet	  version	  of	  the	  PSMC	  demonstrated	  both	  

flexibility	   and	   functionality	   within	   Beta	   testing.	   	   This	   suggests	   that	  

implementation	   of	   routine	   PSMC	   assessments	   using	   this	   technology	  

would	  enhance	  both	  the	  tools	  acceptability	  and	  educational	  effect,	  as	  well	  

as	  substantially	  increasing	  the	  feasibility	  of	  wide-‐ranging	  implementation	  

of	  PSMC	  assessments	  across	  health	  care	  facilities.	  

	  

4. Development	   of	   a	  model,	   the	  Health	   Systems	   Safety	  Model	   (HSSM)	   that	  

suggests	   a	   framework	   for	   implementing	   a	   ‘bottom-‐up’	   strategy	   to	   the	  

development	  of	   a	  patient	   safety	  aware	   culture,	   administrative	   structure,	  

risk	  management	   strategies,	   and	   supervision	   and	   formative	   assessment	  

structures	  within	  a	  hospital	  specific	  medical	  department.	  
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11.4.2:	  Limitations	  of	  the	  Research	  
	  
The	  limitations	  of	  the	  research	  are	  seen	  predominantly	  to	  relate	  to	  the	  evidence-‐

based	  requirement	  to	  establish	  reliability	  of	  the	  PSMC	  within	  the	  parameters	  of	  

Generalizability	   Theory;	   and,	   to	   establishing	   the	   potential,	   with	   respect	   to	   the	  

feasibility	  and	   acceptability,	   for	   the	   routine	   adoption	   of	   PSMC	   assessments	   for	  

IMGs	   within	   pre-‐employment	   OSCE	   and	   Simulation	   environments,	   and	   in	   the	  

early	   employment	   phase	   for	   all	   SP	   IMGs	   and	   Australian	   medical	   graduates	   at	  	  

PGY	  1	  and	  PGY	  2	  levels.	  	  These	  limitations,	  relating	  to	  wider	  implementation	  and	  

acceptance	   of	   the	   PSMC,	   are	   seen	   to	   reflect	   the	   organizational	   complexities	   of	  

hospitals	  and	  health	  care	  systems,	  and	  the	  pressures	  imposed	  by	  resource	  poor	  

clinical	  units.	  

	  

1:	  Reliability	  Related	  Limitations	  

Reliability	  issues	  are	  seen	  to	  be	  three-‐fold	  and	  relate	  to:	  

	  

 Limited	   sample	   sizes	  and	   serial	   assessments	  of	  participant	   cohorts	  over	  

time,	  therefore	  limiting	  the	  application	  of	  Generalizability	  Theory;	  

 Employment	  of	  the	  normative	  9-‐point	  Likert	  Scale	  across	  the	  three	  testing	  

phases	   rather	   than	   a	   psychometric	   approach	   where	   construct	   aligned	  

response	   scales	  would	   be	  more	   likely	   to	   align	  with	   assessors’	   cognitive	  

frameworks.	   Such	   alignment	   may	   facilitate	   discrimination	   between	  

overall	  safe	  and	  unsafe	  clinical	  practice	  and	  requires	  further	  testing.	  
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2.	  Feasibility	  Related	  Limitations	  

Establishing	  the	  feasibility	  of	  implementing	  routine	  High	  Fidelity	  Simulation	  and	  

WBA	  PSMC	  assessments	  of	  patient	  safety	  clinical	  competence	  and	  performance	  

was	   not	   possible	   within	   the	   constraints	   of	   the	   thesis	   research.	   	   	   In	   part,	   this	  

reflects	  the	  lack	  of	  engagement	  within	  WBA	  environments	  and	  the	  time	  and	  cost	  

constraints	  imposed	  by	  Simulation	  testing.	  	  

	  

3.	  Acceptability	  Related	  Limitations	  

As	   with	   feasibility,	   the	   acceptability	   of	   routine	   adoption	   of	   PSMC	   assessment	  

within	  the	  pre-‐employment	  phase	  and	  the	  early	  employment	  years	  for	  SP	  IMGs	  

and	  PGY	  1	  &	  PGY	  2	  cohorts	  could	  not	  be	  established.	  	  In	  part,	  this	  suggests	  that	  

that	  the	  patient	  safety	  focus	  of	  the	  PSMC	  was	  not	  recognized	  as	  relevant.	  

	  

4.	   Limited	   Engagement	   of	   Clinicians	   and	   Medical	   Departments	   and	   with	  

WBA	  Testing	  Phase	  	  

The	  lack	  of	  engagement	  of	  clinicians	  across	  four	  of	  the	  five	  clinically	  sites	  initially	  

agreeing	   to	   participate	   in	   WBA	   testing	   of	   the	   PSMC,	   suggests	   that	   conflicting	  

clinical	   responsibilities,	   in	  addition	   to	  a	   reluctance	   to	  engage	  with	  assessments	  

that	  highlight	  unsafe	  clinical	  practice,	  may	  have	  been	  contributing	  factors.	  

	  

5.	   Constraints	   Relating	   to	   Organizational	   Structures	   within	   Acute	   Care	  

Settings	  

Organizational	   constraints	   to	   engage	  with	  PSMC	  assessments	  potentially	   relate	  

to	   those	   identified	   by	   Runciman	   and	   Lumby	   In	   Healy	   &	   Dugdale	   (2009)	   and	  

include	  medical	  departments’	  organizational	   issues,	  and	  the	  external	   influences	  
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such	   as	   ‘resource	   constraints’	   and	   ‘micro-‐management’	   from	   outside	   of	   the	  

department	  (Runciman	  &	  Lumby	  In	  Healy	  &	  Dugdale,	  2009,	  p.	  199).	  

	  

11.4.3:	  Recommendations	  for	  Further	  Work	  

	  
The	  recommendations	  for	  further	  work	  include:	  
	  

1. More	   extensive	   testing	   of	   the	   PSMC	   within	   WBA	   and	   High	   Fidelity	  

Simulation	   environments	   using	   the	   proposed	   PSMC	   Patient	   Safety	  

Entrustability	  Index;	  

2. Extension	   of	   PSMC	   assessment	   to	   Australian	   PGY	   1	   &	   PGY	   2	   doctors	  

within	  a	  Cambridge	  Model	  framework;	  

3. Introduction	   of	   the	   PSMC	   within	   final	   year	   medical	   student	   cohorts’	  

clinical	  assessment	  and	  High	  Fidelity	  Simulation	  modules;	  

4. Further	  testing	  and	  subsequent	  implementation	  of	  the	  Web-‐based	  version	  

of	  the	  PSMC;	  

5. Extensive	   orientation	   of	   assessor	   and	   supervisor	   cohorts	   to	   the	   patient	  

safety	   curriculum	   represented	   by	   the	   PSMC;	   the	   potential	   impact	   of	  

adverse	  events	  and	  near	  misses	  on	  patients	  with	  respect	  to	  morbidity	  and	  

mortality;	   the	   imperative	   for	   medical	   departments	   to	   recognize	   the	  

ubiquitous	  threat	  of	  error;	  and	  the	  will	  to	  address	  this	  potential	  by	  raising	  

the	   awareness	   of	   the	   IMG,	  PGY	  1	   and	  PGY	  2	   doctors	   for	  whose	  practice	  

they	  are	  responsible;	  and,	  

6. Further	   consideration	   of	   the	   potential	   relationship	   between	   formative	  

patient	   safety	   focussed	   assessments	   of	   clinical	   competence	   and	   the	  

Healthcare	  Systems	  Safety	  Model	  (HSSM)	  proposed	  in	  Chapter	  Ten.	  
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! 5A2'9G!!+AACJNNOOO/,'F/@E7/,2N,H@+3`(/C+Cb'E@c3'd$;!%@@(BB('!M=!5(CA(7&(H-!!

! ;<M;/!

!
%2BAH,63,4!L4BA3A2A(!EF!1(,6A+!,4'![(6F,H(!:;<<=>/!!*^EO,H'B!4,A3E4,6!34'3@,AEHB!EF!!
! B,F(A9!,4'!e2,63A9!34!+(,6A+!@,H(/!!!%L1[-!5(C!;<<=/!

!

%2BAH,63,4!L4BA3A2A(!EF!1(,6A+!,4'![(6F,H(!:;<M;>/!!
!!!!!!!!!!!!!!!:OOO/,3+O/IE`/,2N+,,IMMX!M;N,'`(HB(X(`(4ABNJ!!%@@(BB('!;!5(CA(7&(H!;<M">!

!

%2BAH,63,4!0('3@,6!SE24@36!:%0S>!:;<<=>/!!N(,EG/%$.*J%B."*:BB.BBD.)&9*O.B(#,$.*F#'".=
* *f34IBAE4-!%S^J!%0S/!
!



! "#P!

%`3,A3E4!5,F(A9!L4`(BA3I,A3E4B!,4'!Q(CEHAB!:;<M;>/!!!%^S!CHE@('2H,6!(HHEH!g!"M!)7!55[!!

! [3663,7AEO4-!.(O!5E2A+![,6(B-!;#!5(CA(7&(H!;<M;/!!L4`(BA3I,A3E4!.27&(HJ!!
! %hX;<M;!XMK;/!!%2BAH,63,4!UE`(H47(4AJ!!%2BAH,63,4!^H,4BCEHA!5,F(A9!Y2H(,2/!

!

%`3,A3E4!5,F(A9!.(AOEH)!:;<M;>/!!%5.!,3H@H,FA!,@@3'(4AB!?E))(H!?X;#!?(66EOB+3C!M<<<!

:%3H!h4A,H3E>/!!C/'?0&*2%+.&;*C(#)"%&'()=*M<!0,H@+!M=#=/!+AACJNN,`3,A3E4X
B,F(A9/4(AN',A,&,B(NH(@EH'/C+Cb3'dM=#=<KM<XM!

!

Y,634A-!0/-!:M=$M>/!!^+(!EA+(H!C,HA!EF!7('3@34(/!!P%)$.&Q*Z,42,H9!P-!M=$MJ!"<!g!"K/!
!

Y,634A-!\/!:M=$=>/!!^+(!CEBB3&363A3(B!EF!C,A3(4AX@(4AH('!7('3@34(/!!R*O(;*3(//*F.)*>,%$&&&4*
M=$=V!MPJ!;$=!g!;P$/!

*!
Y,4'3(H,-!U/-!5+(H&34E-!Z/!8!?H,4)-!Z/Q/!:;<<$>/!!50.*3%)6!S2*:BB.BBD.)&*5((/B**
* -%)"K((E9*:)*L)&,("#$&(,;*F#'".*&(*:BB.BBD.)&*6.&0("B*+(,*&0.*3%)6!S2**
* 3(DG.&.)$'.B!:MBA!('>=*!^+(!QE9,6!SE66(I(!EF!D+9B3@3,4B!,4'!52HI(E4B!EF!S,4,',/!
!
Y,H,@+-!!i/!:!;<<<!>!2&%)"%,"B*%)"*F#'"./').B=***%7(H3@,4!SE66(I(!EF!%4(BA+(B3E6EI9*
!

Y,27,4-!%/\/-!?,H'A-!Z/1/-!8!1,HH3B-!D/U/!:;<<K>/!!U(AA34I!3A!H3I+AJ!O+9!&EA+(H!O3A+!C,A3(4AX!
! @(4AH('!@,H(b!!6."*R*:#B&*;<<KV!MP=:W>!;WKX;W$/!
!

Y(6,H'(-!i/!:;<M;>/!![1h!6,24@+(B!C,A3(4A!B,F(A9!I23'(/**.2HB34I!Q(`3(OJ!Z,42,H9!;<M;-!
! S,4&(HH,J!SE66(I(!EF!.2HB34I-!%2BAH,63,/!
!

Y(44(H-!D/!:;<<M>-!SH(,A34I!,!@26A2H(!EF!B,F(A9!,4'!37CHE`(7(4AJ!%!)(9!AE!H('2@34I!

!7('3@,6!(HHEH/!:D.,'$%)*R(#,)%/*(+*3,'&'$%/*3%,.V!M<:">!Z269!;<<MJ!;#MX;#"/!
*
Y(44(H-!D/-!0,66E@+-!f/-!5+((AB-!R/-!Y3Aj-!f/-!\7H3@)-!i/-!^+E7,B-!0/Y/-!YEO(4-!f/-!5@EAA-!f/-!!

! D,AA(HBE4-!i/-!5@+O('!8!?,HH(66-!0/!!:;<<$>/!!^\QS%DJ!SH(,A34I!,!4,A3E4,6!

! ',A,&,B(!E4!42HB34I!(HHEHB/!*-%,<%,"*-.%/&0*>(/'$;*O.<'.A*;<<$V!RE6/!P!:M>J!
! 5CH34I!;<<$-!"#!g!$;/!
!

Y(4B34I-!Z/!:M===>/!!YH3'I34I!A+(!I,CJ!^+(!B(C,H,A(!OEH6'B!EF!(`3'(4@(X&,B('!7('3@34(!!

,4'!C,A3(4A!@(4A(H('!7('3@34(/!!>%&'.)&*!"#$%&'()*%)"*3(#)B./')?!Z,42,H9-!;<<<V!
K=!:M>JMPX;W//!

*
Y(HI-!0/-!0(*(H34)-!T/-!UH,B-!0/-!UEEBB(4B(4-!%/-!5@+(66()(4B-![/-!1,,@)-!Z/-!f,66(O,,H'-!0/!

8!f34I7,-!1/!!:;<<W>/!!?(,B3&363A9!F3HBAJ!](`(6EC34I!C2&63@!C(HFEH7,4@(!
34'3@,AEHB!E4!C,A3(4A!B,F(A9!,4'!@6343@,6!(FF(@A3`(4(BB!FEH!]2A@+!+EBC3A,6B/!!-.%/&0*
>(/'$;-!;<<WV!PWJM-!W=!g!PK/!
!

Y(A+24(-!Q/-!S,HA(H-!Q/!8!%&H,7B-!D/!:;<M;>/!![+,A!'E!B2HI3@,6!AH,34((B!A+34)!,&E2A**
* C,A3(4A!B,F(A9!@26A2H(-!,4'!3B!A+3B!'3FF(H(4A!FHE7!A+(3H!@E4B26A,4ABb!!3/')*O'BE4**
* ;<M;V!M#!:;>J!W;XWP/*
*
Y3H'-!Y/-!U36&(HA-!f/-!ZE669-!Y/-!5C3)(-!./!8!f3(I,6'3(-!]/!:;<<#>/!!30%//.)?.B*+%$."*K;**
* L)&.,)%&'()%/*6."'$%/*F,%"#%&.B*A'&0')*&0.*T6:*&,%')')?*G,(?,%D=!R3@AEH3,4!!
! 0(AHECE63A,4!%663,4@(J!;<<#/!

!
YEI4,H-!%/-!Y,H,@+-!D/!ZE+4BE4-!Z/f/-!]24@,4-!Q/S/-!Y3H4&,@+-!]/-![EE'B-!]/-!1E66-!Z/i/!8!!

! Y,@@+,-!\/%/!!:;<<#>/!!\HHEHB!,4'!A+(!&2H'(4!EF!(HHEHBV!%AA3A2'(B-!C(H@(CA3E4B-!

,4'!A+(!@26A2H(!EF!BF(A9!34!C('3,AH3@!@,H'3,@!B2HI3@,6!A(,7B/!!:))*50(,%$*2#,?**
;<<#V!#WJ!MKP"XMK#M/!]hLJ!M</M<M$N*/A+EH,@B2H/;<<P/MM/<;"/!!:%@@(BB('!!
](@(7&(H-!$-!;<<#>/!

!



! "##!

YE6B34-!5/./!:M==#>/!!DHEF(BB3E4,6!73B@E4'2@AJ!A+(!YH3BAE6!@,B(/!!6."*R*:#B&=*M==#V!h@A/!WV!!
M$=:P>J!K$=XP;/!

!

YE2'-!]/!:;<<<>/!52BA,34,&6(!,BB(BB7(4AJ!H(A+34)34I!,BB(BB7(4A!FEH!A+(!6(,H434I!!

BE@3(A9/!2&#"'.B*')*3()&')#')?*!"#$%&'()-!;;-;J!MWM!XM$P/!
!

YE2'-!]/!!:;<<<>/!!U3`34I!,4'!H(@(3`34I!F(('&,@)J!%!I23'(!AE!A+(!2B(!EF!C((HB!34!B(6F!!

! ,BB(BB7(4A/!!OOO/2AB/('2NB3A(B!!%@@(BB('!?(&H2,H9!;<M"/!

!
YE2'-!]/-!SE+(4-!Q/!8!537CBE4-!Z/!!:;<<$>/!!D((H!i(,H434I!,4'!,BB(BB7(4A=**:BB.BBD.)&*U**
************.<%/#%&'()*')*0'?0.,*."#$%&'()=**;"-"J!"MK!X!";$!
!

YE2'-!]!8!?,6@+)E`!:;<<$>/!!a%63I434I!,BB(BB7(4A!O3A+!6E4IXA(H7!6(,H434IG/!:BB.BBD.)&**
* %)"*!<%/#%&'()*')*-'?0.,*!"#$%&'()=**KM!:">V!K==!g!"MK/!
!

YE2'-!]/!8!?,6@+3)E`-!./!:;<<$>/!SE4@(CA2,6!?H,7(OEH)!-!C/"<#>!

OOO/2AB/('2N,2NH(B(,H@+X,4'XA(,@+X,4'!6(,434IN!,BB(BB7(4A!F2A2H(BN!
!

YE2'-!]/!:;<<P>/!Q(FH,734I!,BB(BB7(4A!,B!3F!6(,H434I!O(H(!37CEHA,4A/!L4!]/!YE2'!8!./!!

! ?,6@+3)E`!:('B>!O.&0')E')?*:BB.BBD.)&*+(,*-'?0.,*!"#$%&'()9*P.%,)')?*+(,*&0.**
* P()?.,*5.,D/!!iE4'E4V!!QE2A6('I(J!M"!g!;W/!
!

YE2'-!]/!:;<<=>/!1EO!@,4!CH,@A3@(!H(B+,C(!,BB(BB7(4Ab!L4!U/!ZE2I+34!:('>*:BB.BBD.)&4**
* /.%,)')?*%)"*V#"?.D.)&*')*-'?0.,*!"#$%&'()=*]EH'H(@+AJ!5CH34I(H!
!

YE2'-!]/!:;<M<>/!!:BB.BBD.)&*WXWX9*2.<.)*G,(G(B'&'()B*+(,*%BB.BBD.)&*,.+(,D*')*0'?0.,**
* ."#$%&'()=**59'4(9/!!%2BAH,63,4!i(,H434I!,4'!^(,@+34I!SE24@36/!
!
YE2'-!]/!8!0E66E9-!\/!:\'B>!:;<MK>/!!C.."K%$E*')*-'?0.,*%)"*>,(+.BB'()%/*!"#$%&'()9**
* *Y)".,B&%)"')?*'&*%)"*"(')?*'&*A.//=**iE4'E4J!QE2A6('I(/!
!
YH(44,4-!^/%/-!i(,C(-!i/i/-!i,3H'-!./0/-!1(&(HA-!i/-!iE@,63E-!%/Q/-!i,OA+(HB-!%/U/-!.(O+E2B(-!!

! Z/D/-![(36(H-!D/S/!8!13,AA-!1/1/!:M==M>/!L4@3'(4@(!EF!,'`(HB(!(`(4AB!,4'!4(I63I(4@(!!

! 34!+EBC3A,63j('!C,A3(4AB/!Q(B6AB!EF!A+(!1,H`,H'!0('3@,6!DH,@A3@(!5A2'9!M/!!@*!)?/*R*
*6."*M==MV!?(&!PV!K;"!:$>J!KP<XKP$/!

!

YHEO4-!S/-!1EF(H-!^/-!ZE+,6-!%/-!^+E7BE4-!Q/-!.3@+E66-!Y/]/-!?H,4)634-!Y/]/!8!i36FEH'-!Q/Z/!!

%4!(C3BA(7E6EI9!EF!C,A3(4A!B,F(A9!H(B(,H@+J!,!FH,7(OEH)!FEH!BA2'9!'(B3I4!,4'!!

!!!!!!!!! 34A(HCH(A,A3E4/!!D,HA!M/!!SE4@(CA2,63B34I!,4'!'(`(6EC34I!34A(H`(4A3E4B/!!!
!!!!!!!!! 1#%/*2%+*-.%/&0*3%,.-!;<<#V!MPJ!MW#!X!M$;!'E3/!M</!MMK$NeB+@/;<<P/<;K$K</!!!
!!!!!!+AACJNNe2,63A9B,F(A9/&7*/@E7N@E4A(4ANMPNKNMW#/6E4I!!%@@(BB('!5(CA(7&(H!=-!;<M"/!

!!!!!!!!!

YHEO4-!S/-!1EF(H-!^/-!ZE+,6-!%/-!^+E7BE4-!Q/-!.3@+E66-!Y]/-!?H,4)634-!Y/]/!8!i36FEH'-!Q/L/!
%4!(C3BA(7E6EI9!EF!C,A3(4A!B,F(A9!H(B(,H@+J!,!FH,7(OEH)!FEH!BA2'9!'(B3I4!,4'!!

34A(HCH(A,A3E4/!D,HA;J!5A2'9!](B3I4/!!_2,6!5,F!1(,6A+!S,H(-!;<<#V!'E3!M</MMK$N!!

!!! eB+@/;<<P/<;K$"#/!!%@@(BB('!h@AE&(H-!;<M"/!
!

YHEO4(-!%/0/-!0266(4-!Q/-!^((AB-!Z/-!YE63I-!%/!8!5A(`(4!Z/!!:;<<#>/!!SE77E4!S,2B(!%4,69B3BJ!!

! ?E@2B!E4!34BA3A2A3E4,6!@+,4I(/!!:"<%)$.B*')*>%&'.)&*2%+.&;9*@.A*S',.$&'()B*%)"**
* :/&.,)%&'<.*:GG,(%$0.B=**RE6/!M!%BB(BB7(4AV!QE@)`366(J!%I(4@9!FEH!1(,6A+@,H(!!

Q(B(,H@+!,4'!_2,63A9-!;<<#-!%2I2BA/!!

+AACJNNOOO/4@&3/464/43+/IE`N&EE)BN.Yf"K$K=!!%@@(BB('!.E`(7&(H!#-!;<M;/!

!

!
YHEO4(66-!%/0/!:;<<<>/!!D,A3(4A!B,F(A9!@2HH3@2627/!!:$%"*6."*;<<V!PW:W>J!WWMXWW;/!
!



! "#=!

Y2@+,4-!1/%/!8!]24&,H-!./!!:;<M;>/!!%BB(BB7(4A!EF!@E7C(A(4@(!34!@E77243@,A3E4!EF!!

! H3B)/!*:#B&,%/'%)*3(DD'BB'()*()*2%+.&;*U*1#%/'&;*')*-.%/&0*3%,.Q*kL4l!!6."*R*:#B&*
*;<M;V!M=$!:MM>J!M#!Z24(/!
!

Y2BB(-!]/f/!8!ZE+4BE4-!S/[/!:M===>/!!L'(4A3F3@,A3E4!,4'!,4,69B3B!EF!34@3'(4AB!34!@E7C6(m!!

! 7('3@,6!(4`3HE47(4AB/!!S.G%,&D.)&*(+*3(DG#&')?*2$'.)$.4*Y)'<.,B'&;*(+*F/%B?(A=***
0&&G9ZZAAA=".B=?/%=%$=#EZ7V(0)B()ZG%G.,BZ-!32[\\Z***:%@@(BB('!.E`(7&(H!MM-!!
;<M;>/!

!
S,4,'3,4!D,A3(4A!5,F(A9!L4BA3A2A(!:SD5L>!:;<<P>/!2%+.,*0.%/&0$%,.*)(A]*>,(?,%D*,.<'.A9*
***************P.BB()B*/.%,)."*+,(D*>0%B.*^*(+*&0.*3%DG%'?)=*T(/#D.*^=**SD5LV!;<<PJ!hAA,O,/!
!

S%5%!:;<M;>/!!%`3,A3E4!5,F(A9!L4`(BA3I,A3E4B!,4'!Q(CEHAB!:;<M;>/!!!%^S!CHE@('2H,6!(HHEH!
!! !"M!)7!55[![3663,7AEO4-!.(O!5E2A+![,6(B-!;#!5(CA(7&(H!;<M;/!!L4`(BA3I,A3E4!!

!!!!!!!!!!!!!!!!.27&(HJ!%hX;<M;!XMK;/!!%2BAH,63,4!UE`(H47(4AJ!!%2BAH,63,4!^H,4BCEHA!5,F(A9!!

!!!!!!!!!!!!!!!!Y2H(,2/!

!
S+,4-!0/!:;<<#>/!!Q(A2H4!AE!%67,X%A/!:;<<=>/!![EH6'!1(,6A+!hHI,43j,A3E4-!MW!5(CA(7&(H/!

! +AACJNNOOO/O+E/34AN'IN;<<#<=MWN(4N34'(m/+A7V!

!
S+,4I-!%/-!5@+9`(-!D/0/-!SHEA(,2-!Q/Z/-!hGi(,H9-!]/5/!8!iE(&-!Z/0/!!:;<<W>/!50.*R3:-_**
* G%&'.)&*B%+.&;*.<.)&*&%`()(D;9*%*B&%)"%,"'a."*&.,D')(/(?;*%)"*$/%BB'+'$%&'()**
* B$0.D.*+(,*).%,*D'BB.B*%)"*%"<.,B.*.<.)&B=**ZS%1h-!]3`3B3E4!EF!Q(B(,H@+/!L)&*R*
**************1#%/*-.%/&0*3%,.!;<<WV!MP:;>V!=W!XM<W/!
!

SE66(I(!EF!?,7369!D+9B3@3,4B!EF!S,4,',GB!n4'(HIH,'2,A(!\'2@,A3E4!SE773AA((!:;<<=>/!!

! 3%)6!S2*bC6Y9*Y)".,?,%"#%&.*3(DG.&.)$'.B*+,(D*%*C%D'/;*6."'$').**
* >.,BG.$&'<./!!5(@A3E4!EF!^(,@+(HB!EF!?,7369!0('3@34(/!.E`(7&(HJ!;<<=/!
!

SE4F('(H,A3E4!EF!DEBAIH,'2,A(!0('3@,6!\'2@,A3E4!SE24@36B!:SD0\S>!:.E`(7&(H-!;<<$>/!!!

:#B&,%/'%)*3#,,'$#/#D*C,%D.A(,E*+(,*R#)'(,*S($&(,B*HT.,B'()*W=^I=**0(6&E2H4(J!!
!! SD0\S/!
!

SE4F('(H,A3E4!EF!DEBAIH,'2,A(!0('3@,6!\'2@,A3E4!SE24@36B!:SD0\S>!:;<<=>/!!:#B&,%/'%)
* *3#,,'$#/#D*C,%D.A(,E*+(,*R#)'(,*S($&(,B*HT.,B'()*W=WI=**0(6&E2H4(J!SD0\S/!
!

SEE7&(B-!L/]/!!(A!,6!!!!!:;<<#>/!![+9!'E!34A(H4B!7,)(!CH(B@H3&34I!(HHEHBb!%!e2,63A,A3`(!!

! BA2'9/!!6."*R*:#B&**;<<#V!!M##:;>J#=!g!="/!
!
SEH&(AA-!%/-!^H,`,I63,-!Z/!8!YH,3A+O,3A(-!Z/!:;<MM>/!!^+(!HE6(!EF!34'3`3'2,6!'363I(4@(!34!!

! 37CHE`34I!B,F(A9/!!*R(#,)/*(+*-.%/&0*_,?%)'B%&'()*%)"*6%)%?.D.)&!;W:K>-!;<MMJ!!
! ;"PX;$</!

!
SEAAH(66-!]/-!f36734BA(H-!5/-!ZE669-!Y!8!UH,4A-!Z/!!:;<<;>/!!![+,A!3B!(FF(@A3`(!B2C(H`3B3E4!!

! ,4'!+EO!'E(B!3A!+,CC(4b!%!@H3A3@,6!34@3'(4A!BA2'9/!!*6."*!"#$**;<<;V!K$!:MM>J!!
! M<";!g!M<"=/!

*
SE2B(H-!U/!:;<<P>/!!^O(6`(!A3CB!FEH!'(`(6EC34I!AH,3434I!CHEIH,7B!FEH!34A(H4,A3E4,6!!

! 7('3@,6!IH,'2,A(B/!!6."*5.%$0-!;=J";PX"K</!
!
SHEBB6(9-!Z/U/0/-!1EO(-!%/-!.(O&6(-!]/-!ZE669-!Y/!8!],`3(B-!1/!%/!:;<<M>/!!5+(FF3(6'!!

! ,BB(BB7(4A!34BAH27(4A!FEH!6(AA(HB!:5%Li>J!C(HFEH7,4@(!,BB(BB7(4A!2B34I!

! E2AC,A3(4A!6(AA(HB/!!6."*!"#$*;<<MV!KWJMMMWXMM;"/!
*
*
*



! "=<!

SHEBB6(9-!Z/-!Q2BB(66-!Z/-!ZE669-!Y/-!Q3@)(AAB-!S/-!QE&(HAB-!S/-!8!5@+2O3HA+-!i/!:;<<P>!

aLG7!C3@)34G!!!!2C!IEE'!H(IH(BB3E4BGJ!A+(!IE`(H4,4@(!EF!I(4(H,63j,&363A9!,4,69B3B/!
6."*!"#$*;<<PV!"MJ!=;$X=K"/!

!

! !

SHEBB6(9-!Z/-!!ZE+4BE4-!U/-!YEEA+-!Z/!8![,'(-![/!:;<MM>/!!UEE'!e2(BA3E4B-!IEE'!,4BO(HBJ!!
@E4BAH2@A!,63I47(4A!37CHE`(B!A+(!C(HFEH7,4@(!EF!OEH)C6,@(X&,B('!,BB(BB7(4A!

B@,6(B/!!6."*!"#$*;<MMV!"WJWW<!g!W$=/!
!
SHEBB6(9-!Z!8!ZE669-Y/!!:;<M;>/!!0,)34I!B(4B(!EF!OEH)X&,B('!,BB(BB7(4AJ!,B)34I!A+(!H3I+A!!

! e2(BA3E4B-!34!A+(!H3I+A!O,9-!,&E2A!A+(!H3I+A!A+34IB-!EF!A+(!H3I+A!C(EC6(/!!6."*!"#$*
* ;<M;Q*"$J!;#!g!KP/!
!
SHEBB6(9-!Z/!:;<M">/!!F(("*1#.B&'()B4*F(("*:)BA.,B=**[EH)B+ECJ!hAA,O,!SE4F(H(4@(-!;<M"!
!

],()7,4B-!1/\/0/-!1EEI(4&EE7-!Q/Z/L/-!5@+(HC&3(H-!%/Z/Z/%/-!5A(+E2O(H-!S/]/%/!8!R,4!'(H!!

! R6(2A(4-!S/D/!!:;<<W>/!!6."*5.%$0!;<<WV!;PJ!;-!MW#!g!M$K/!
!

](,4-!Y/-!5@+,@+A(H-!0/-!R34@(4A-!S/!8!Y,H&(H-!./!:;<<;>/!DH(B@H3&34I!(HHEHB!34!+EBC3A,6!!

! 34C,A3(4ABJ!A+(3H!34@3'(4@(!,4'!@6343@,6!B3I43F3@,4@(/!!1#%/*2%+*-.%/&0*3%,.=*;<<<!
!](@V!MM!:">J!K"<X"/!

!

](!S+,7C6,34-!%/?/-!5@E(4(&(HI(H-!Z/!8!YE26(A-!Z/\/!!:;<<">/!!:BB.BB')?*&0.*'DG%$&*(+**
* .`%D')..*%)"*2&%)"%,"'a."*>%&'.)&*!&0)'$'&;*+(,*&0.*$()B.M#.)&'%/*%BG.$&*(+**
* <%/'"'&;=*!:$%"*6."**;=J!M<!h@AE&(H!52CC6(7(4A/!
!

](C,HA7(4A!EF!1(,6A+!R3@AEH3,!:;<MK>/!!!T'$&(,'%)*1#%/'&;*LDG,(<.D.)&*C,%D.A(,E***
**************WX^c7WXW^=**](C,HA7(4A!EF!127,4!5(H`3@(B-!R3@AEH3,!
!

](C,HA7(4A!EF!1(,6A+!R3@AEH3,!:;<M">/!S'%?)(B'&$*O./%&."*F,(#G**HSOFI*P.)?&0*(+*2&%;B=*
!!!!!!!!!!!!!:+AACJNNOOO/+(,6A+/`3@/IE`/,2N!%@@(BB('!5(CA(7&(H!MMA+!;<M">/!!

](!R(663B-!Q/?/!:M==;>/!2$%/.*S.<./(GD.)&9*50.(,;*%)"*:GG/'$%&'()B**:;4'!('/>/!!%CC63('!!
5E@3,6!Q(B(,H@+!0(A+E'B!5(H3(B!RE627(!;$/!^+E2B,4'!h,)BJ!5,I(/!

!
]E4,&('3,4-!%/!:;<<W>/!!\`,62,A34I!A+(!e2,63A9!EF!7('3@,6!@,H(/!6'//K%)E*1#%,&.,/;*;<<WV!!
! #K!:">J!=MXP;=/*
!
]EO434I-!5/0!:;<<K>/!R,63'3A9J!E4!A+(!7(,434IF26!34A(HCH(A,A3E4!EF!,BB(BB7(4A!',A,/!

! 6."*!"#$**;<<;V!KPJ!#K<X#KP/!
!

]EO434I-!5/0/!:;<<">/!!Q(63,&363A9J!E4!A+(!H(CHE'2@3&363A9!EF!,BB(BB7(4A!',A,/!!6."*!"#$*
;<<"V!K#J!M<<$XM<M;/!

!

]EO434I-!5/0/-!8!T2')EOB)9-!Q/!:;<<=>/!*:BB.BBD.)&*')*-.%/&0*>,(+.BB'()B*!"#$%&'()=***
.(O!TEH)J!QE2A6('I(/!
!

]2@)(AA-!5/Z/!:;<M;>/!!](B3I434I!34@(4A3`(B!FEH!IEE'Xe2,63A9!+EBC3A,6!@,H(/!!6."*R*:#B&**
* ;<M;V!M=$!:MM>J!!$P#X$P=/!

!
]244-!Z/]/!:;<<<>/!D,A3(4A!B,F(A9!34!%7(H3@,J!,!@E7C,H3BE4!,4'!,4,69B3B!EF!4,A3E4,6!,4'!!

! ^(m,B!C,A3(4A!B,F(A9!H(B(,H@+/!*5.`*6."*;<<<!h@AV!=$:M<>V!$$XP"/!
!

]2H434I-!5/Z/-!S,A3E4-!i/Z/-!0,H)(HA-!Q/Z/!8!D,4I,HE-!i/./!:;<<;>/!!%BB(BB34I!A+(!H(63,&363A9!!

! ,4'!`,63'3A9!EF!A+(!0343XS6343@,6!\`,62,A3E4!(m(H@3B(!FEH!34A(H4,6!7('3@34(!

! H(B3'(4@9!AH,3434I/!!:$%"=*6."=*;<<;V!PPJ!=<<!g!=<"/!



! "=M!

]9(H-!S/!:M===>/!YH3BAE6!S,B(!B2HI(E4!@6,37('!AE!+,`(!&((4!E4!o!6(,H434I!@2H`(p/!!J6R**
* M===V!KM=J!M"W$XM"WP/!
!

\'3AEH3,6!:M==#>/!!?3HBA!i(BBE4B!FHE7!A+(!aYH3BAE6!S,B(G=**50.*P%)$.&-!KWMJ=MMPV!$!Z24!!
M==#J!M$$=/!

!
\+B,43-!Z/D/-!Z,@)BE4-!^/!8!]2@)(AA-!5/Z/!:;<<$>/!!^+(!34@3'(4@(!,4'!@EBA!EF!,'`(HB(!(`(4AB!!

! 34!R3@AEH3,4!+EBC3A,6B!;<<K!g!<"/!!6."*R*:#B&*;<<$V!M#"!:MM>V!WWMXWWW/!
!
\6'(H-!./!S/!8!]E`(9-!5/0/!:;<<;>/!!S6,BB3F3@,A3E4!EF!7('3@,6!(HHEHB!,4'!CH(`(4A,&6(!!

! ,'`(HB(!(`(4AB!34!CH37,H9!@,H(J!%!B94A+(B3B!EF!A+(!63A(H,A2H(/!!R*C%D*>,%$&!;<<;V!!
! KM!:MM>/!!

!
\6O94-!U/-!Y2(AEO-!5/-!13&&,H'-!Z/!8![(4B34I-!0/!!:;<<P>/!Q(BC(@A34I!A+(!B2&*(@A3`(J!!

e2,63A9!7(,B2H(7(4A!FHE7!A+(!C,A3(4AGB!C(HBC(@A3`(/!!Y0Z!;<<P!.E`(7&(H!MPV!

KKW:P$;#>J!M<;MXM<;;/!!+AACJNNOOON*FCE4634(/@E7!:%@@(BB('!.E`(7&(H!MM-!

;<M;>/!
!

\7,42(6-!i/-!Y(HO3@)-!]/-!SE4O,9-!Z/-!SE7&(B-!Z/-!1,A63(-!0/-!i(,C(-!i/-!Q(,BE4-!Z/-!

5@+9`(-!D/-!R34@(4A-!S/-!8![,6AE4-!0/!:;<<#>/!!!*[+,A!(m,@A69!3B!C,A3(4A!B,F(A9b!L4J!!!
Z(4H3@)B(4-!f-!Y,AA6(-!Z/Y/-!f(9(B-!0/S/!8!UH,'9-!0/i/!:\'B>!:"<%)$.B*')*>%&'.)&*
2%+.&;9**@.A*S',.$&'()B*%)"*:/&.,)%&'<.*%CCHE,@+(B!:RE6!MJ!!%BB(BB7(4A>/**
QE@)`366(J!%I(4@9!FEH!1(,6A+@,H(!Q(B(,H@+!,4'!_2,63A9V!%2I-!;<<#/!

!
\4I(6-!U/i/!:M=PP>/!^+(!4(('!FEH!,!4(O!7('3@,6!7E'(6J!%!@+,66(4I(!FEH!&3E7('3@34(/!

! *%CH36!M==PV!M=$!:";#$>J!M;=XMK$/!
!

\4A+E`(4-!%/S/!!:M==K>/!!^+(!+3BAEH9!,4'!CH34@3C6(B!EF!7,4,I('!@E7C(A3A3E4=**-.%/&0*
* *:++%',B*52CC6(7(4A!M==K/!
!

\CBA(34-!Q/!:;<<<>/!!^+(!5@3(4@(!EF!D,A3(4AXS(4A(H('!S,H(/!!R*C%D*>,%$&*5(CA(7&(H!;<<<V!
! "=!:=>/!
!

?3FA9X?3FA+![EH6'!1(,6A+!%BB(7&69!:;<<;>/!!_2,63A9!EF!@,H(J!C,A3(4A!B,F(A9/![EH6'!1(,6A+!!

! hHI,43j,A3E4V![1%WW/M#J!%I(4',!3A(7!MK/=/!M#!0,9!;<<;/!
!

?63I+A!5,F(A9!.(AOEH)!:;<M;>/!%5.!,3H@H,FA!,@@3'(4A!?E))(H!?/!!X;#/!Q(CEHA/!C/'?0&*2%+.&;**
* C(#)"%&'()=**OOO/F63I+AB,F(A9/EHI!!!!!
!!!!!!!!!!!!!!!+AACJNN,`3,A3E4X,F(A9/4(AN',A,&,B(NH(@EH'/C+Cb3'!dM=#=<KM<XM!
!

?634-!Q/-!Y2H4B-!S/-!0(,H4B-!f/-!T26(-!5/!8!QE&(HABE4-!\/0/!:;<<$>/!!0(,B2H34I!B,F(A9!!

! @637,A(!34!+(,6A+!@,H(/!!1#%/*2%,*-.%/&0*3%,.*;<<$V!MWJM<=XMMW/!
!
?H,4)-!Z/Q/!:\'>!:;<<W>/!!50.*3%)6!S2*WXXd*>0;B'$'%)*3(DG.&.)$;*C,%D.A(,E9*J.&&.,**
* B&%)"%,"B4*J.&&.,*G0;B'$'%)B4*J.&&.,*$%,.=!!^+(!QE9,6!SE66(I(!EF!D+9B3@3,4B!,4'!!
!!!!!!!!!!!!!!!52HI(E4B!EF!S,4,',/!

!
?H,4)-!Z/Q/!8!YH3(4-!5/!:\'B>!:;<<#>!E4!&(+,6F!EF!^+(!5,F(A9!SE7C(A(4@3(B!5A((H34I!!

! SE773AA((/!!50.*2%+.&;*3(DG.&.)$'.B9*!)0%)$')?*G%&'.)&*B%+.&;*%$,(BB*&0.*0.%/&0*
*G,(+.BB'()B*:?3HBA!('>/!!hAA,O,-!h.V!S,4,'3,4!D,A3(4A!5,F(A9!L4BA3A2A(J;<<#!

!

?EHH(BA(H-!f/!8!UH3FF3A+B-!]/!:;<<M>/!!!BB.)&'%/B*(+*P%A*+(,*-.%/&0*>,(+.BB'()%/B=**59'4(9J!
! !0EB&9/!

!
?24I-!S/1/-!i37-!T/-!0,AA)(-!5/-!],7&(HI-!S/-!8!5+()(66(-!D/5/!:;<<#>/!!2;B&.D%&'$*,.<'.A9*



! "=;!

50.*.<'".)$.*&0%&*G#K/'B0')?*G%&'.)&*$%,.*G.,+(,D%)$.*"%&%*'DG,(<.B*M#%/'&;*(+*
$%,.=*!!:))*L)&.,)*6."-!M"#!:;>J!MMM!g!M;K/!

!

U,&,-!]/0/!:;<<<>/!%4,(BA+(B3E6EI9!,B!,!7E'(6!FEH!C,A3(4A!B,F(A9!34!+(,6A+/!J6R!;<<<V!!
! 0,H@+!M#J!K;<:P;KP>!P#W!g!P##/!

!
U(4(H,6!0('3@,6!SE24@36!:;<MK>/!!F(("*6."'$%/*>,%$&'$.=**AAA=?D$7#E=(,?Z?#'"%)$.*
* %@@(BB('!5(CA(7&(H!;M-!;<MW/!

!
UEE'7,4-![/5/!:;<M<>/!!D,A3(4AX@(4AH('!@,H(/!!36:R4*%CH36!;<-!;<M<V!M#;!:P>/!
!

UE`(H47(4A!EF!5E2A+!%2BAH,63,!:;<M;>!e2%+.,*-.%/&0*3%,.N!5,F(*-.%/&0*3%,.f*%`,36,&6(!,AJ!
+AACJNNOOO/B,+(,6A+/B,/IE`/,2NOCBNO@7N@E44(@AND2&63@qSE4A(4AN5%q1(,6A+qL4A(H4
(ANS6343@,6qH(BE2H@(BN5,F(A9q,4'qe2,63A9N!!!:%@@(BB('!5(CA(7&(H-!;<MK>!

!

1,66-!Z/Z/!8!^,96EH-!Q/!;<<K/!1(,6A+!FEH!,66!&(9E4'!;<<<J!A+(!'(73B(!EF!A+(!%67,X%A,!

!](@6,H,A3E4!,4'!CH37,H9!+(,6A+!@,H(!34!'(`(6EC34I!@E24AH3(B/!6."*R*:#B&*;<<KV!
!MP#!:M>J!MP!g!;</!

!

1,7&'9-!1/!:;<<$>/!Y62(CH34A34I!FEH!A+(!,BB(BB7(4A!EF!+(,6A+!CHEF(BB3E4,6B/!3/')*5.%$0**
* ;<<$V!KJ!MPWXMP=/!

!

1,BB('-!S/!!:;<MK>/!6')"+#/).BB!+AACJNNOOO/7('/7E4,B+/('2/,2NI(4(H,6X
CH,@A3@(NBA,FFN+,BB('/+A76-!,@@(BB('!h@AE&(H!PA+!;<MK>/!
!

1(,6(9-!%/./-!n4'H(-!5/!8!R34@(4A-!S/%/!!:;<<">/!!](`(6EC34I!E&B(H`,A3E4,6!7(,B2H(!EF!!

! C(HFEH7,4@(!34!B2HI3@,6!A(,7B/!!1#%/*2%+*-.%/&0*3%,.Q!MKJ!MKKXM"</!
!

1(,6A+!S,4,',!:;<<W>/!!S,4,'3,4!L43A3,A3`(BJ!%BB(BB7(4A!,4'!34A(IH,A3E4!EF!!

! L4A(H4,A3E4,6!0('3@,6!UH,'2,A(B!,4'!EA+(H!34A(H4,A3E4,669!('2@,A('!+(,6A+!!

! CHEF(BB3E4,6B!:L\1D>/!!-.%/&0*3%)%"%J!.E`(7&(H!M#/!
!

1(,69-!Z/!8!]2I',6(-!D/!:\'B>/!:;<<=>/!>%&'.)&*2%+.&;*C',B&9*O.BG()B'<.*,.?#/%&'()*')*0.%/&0*
*$%,.=**SHEOB!.(BA-!.5[J!%66(4!8!n4O34/!

*********
1E'I(B-!Y/!8!i34I,H'-!i/!:\'B>/!:;<M;>/!!50.*1#.B&'()*(+*3(DG.&.)$.=**.(O!TEH)J!SEH4(66!

n43`(HB3A9!DH(BB/!

!
L4BA3A2A(!FEH!L4A(H4,A3E4,6!0('3@,6!\'2@,A3E4!:;<<;>/!!U6EBB,H9!EF!0('3@,6!\'2@,A3E4!!

! ^(H7BJ!D,HA!M/!6."*5.%$0V!*;"!:;>J!;M$!X;M=>/!
!

L4BA3A2A(!FEH!5,F(!0('3@,A3E4!DH,@A3@(B!:;<<$>/!!50.*G0;B'$'%)*G,%$&'$.*G%&'.)&*B%+.&;**
* %BB.BBD.)&=*!1(,6A+!Q(B(,H@+!,4'!\'2@,A3E4,6!^H2BA-!,4'!0('3@,6!IHE2C!!
! 0,4,I(7(4A!%BBE@3,A3E4/!!!

!

L4BA3A2A(!EF!0('3@34(!:Lh0>!%BC(4!D/!(A!,6!\'BJ!:;<<">/D,A3(4A!5,F(A9J!%$0'.<')?*%*).A*
B&%)"%,"*+(,*$%,./!!SE773AA((!E4!],A,!5A,4',H'B!FEH!D,A3(4A!5,F(A9-!YE,H'!EF!!
1(,6A+!5(H`3@(B!

!

Z(FF@EAA-!5/%!8!0,@)(4j3(-!S/?/!:;<<#>/!!0(,B2H34I!A(,7!C(HFEH7,4@(!34!+(,6A+@,H(J!!
! Q(`3(O!EF!H(B(,H@+!,4'!37C63@,A3E4B!FEH!C,A3(4A!B,F(A9/!!R(#,)%/*(+*3,'&'$%/*3%,.J!
! ;K!:;>-!Z24(!;<<#J!M##!g!M=$/!

!
Z(43@()-!0/!:;<MM>/!6."'$%/*!,,(,*%)"*-%,D9*Y)".,B&%)"')?4*>,.<.)&'()4*%)"*3()&,(/=*
* *YE@,!Q,AE4J!SQS!DH(BB-!^,96EH!8!?H,4@3B!UHE2C/*
*



! "=K!

ZE34A!S(4AH(!FEH!\'2@,A3E4!34!0('3@34(!:M==P>/!!50.*F(("*:BB.BBD.)&*F#'".9*:*G,%$&'$%/**
* ?#'".*&(*%BB.BBD.)&*%)"*%GG,%'B%/*+(,*0'?0.,*BG.$'%/'B&*."#$%&'()=**iE4'E4J!ZE34A!
! S(4AH(!FEH!\'2@,A3E4!34!0('3@34(/!!

!

ZS1%h!X!ZE34A!SE773BB3E4!E4!%@@H('3A,A3E4!34!1(,6A+@,H(!hHI,43j,A3E4B**:M==#>/!
!
ZS1%h!X!ZE34A!SE773BB3E4!E4!%@@H('3A,A3E4!34!1(,6A+@,H(!hHI,43j,A3E4B*:;<<M>!
+AACBJNNOOO/B2@@(BBF,@AEHB/@E7N(4c2BN6CN,HA3@6(BN*E34AX@E773BB3E4X@E7C63,4@(/+A76!!!

!
ZE669-!Y/!:\'3AEH3,6>!:;<<;>/!!^+(!7(AH3@!EF!7('3@,6!('2@,A3E4/!!6."*!"#$!;<<;V!K$J!P=#X!
! P==/!

!

ZE669-!Y/S/!:;<<P>/!!^+(!4(O!@2HH3@2627!FH,7(OEH)!,4'!,BB(BB7(4A!CH,@A3@(BJ!@2HH(4A!!
! @+,66(4I(B!FEH!CEBAIH,'2,A(!9(,HB!M!,4'!;/!!!6."*R*:#B&4*M#$!:P>!%CH36-!;<<P=*
*
ZE669-!Y/!8!%A)34BE4-!f/!:;<M<>/!!^E!(HH!3B!+27,4/!!6."*!"#$*;<M<V!""J!MW!XM$/!
!
ZE669-!Y/!:;<M;>/!!5+3434I!63I+A!E4!@E7C(A(4@(/!!6."*!"#$**;<M;V!"$JK"KXK"#/!
!

f3H)C,AH3@)-!]/i/!:M==#>/!!50.*g',EG%&,'$E*6("./=***
* 0&&G9ZZAAA=E',EG%&,'$EG%,&).,B=$(DZ_#,>0'/(B(G0;Z50.g',EG%&,'$E6("./*
!

fH2+OE+6-!]/Q/!:;<<;>/!!%!H(`3B3E4!EF!Y6EE7GB!A,mE4E79/!!50.(,;*L)&(*>,%$&'$.V!%2A274-
! !;<<;J!;M;!X;MW/!
!

f36734BA(H-!5/0/!8!ZE669-!Y/S/!:;<<<>/!!\FF(@A3`(!B2C(H`3B3E4!34!@6343@,6!CH,@A3@(!B(AA34IBJ!,!!

! 63A(H,A2H(!H(`3(O/!!6."*!"#$=*!;<<<V!K"J!#;PX#"</!
!
fE+4-!i/^/-!SEHH3I,4-!Z/0/-!8!]E4,6'BE4-!0/5/!:\'B>!:;<<<>/!!!5(*!,,*'B*-#D%)9*J#'/"')?*%**
* 2%+.,*-.%/&0*3%,.*2;B&.D=**SE773AA((!E4!_2,63A9!EF!1(,6A+!S,H(!34!%7(H3@,-!!
! L4BA3A2A(!EF!0('3@34(J!.,A3E4,6!%@,'(73(B!EF!5@3(4@(/!

!
f2HAj-!50/-!536`(H7,4-!Z/-!Y(4BE4-!Z!8!]H,C(H!Z/!:;<<K>/!0,HH934I!@E4A(4A!,4'!CHE@(BB!34!!

@6343@,6!A(,@+34IJ!(4+,4@34I!A+(!S,6I,H9XS,7&H3'I(!I23'(B/!!:$%"*6."*;<<KV!P#!
:#>J!#<;!g!#<=/!

!

f2HAj-!50/-!536`(H7,4-!Z/!8!]H,C(H-!Z/!:;<<W>/!!5.%$0')?*%)"*/.%,)')?*$(DD#)'$%&'()*BE'//B**
* ')*D."'$').*:;4'!\'>/!!hmFEH'J!Q,'@63FF(!0('3@,6**
!
i,34(-!S/!:M==$>/!!D,A3(4AX@(4A(H('!7('3@34(J!%!CHEF(BB3E4,6!(`E62A3E4/!!R:6:*Z,42,H9!!
! M<-!M==$V!;PW!:;>V!MW;!XMW$/!

!

i(,C(-!i/i/-!YH(44,4-!^/-!i,3H'-!./-!i,OA+(HB-!%/U/-!iE@,63E-!Z/]/-!Y,H4(B-!Y/5/-!1(H&(HA-!i/-!!
! .(O+E2B(-!Z/D/-![(66(H-!D/S/!8!13,AA-!1/!:M==M>/!!^+(!4,A2H(!EF!,'`(HB(!(`(4AB!34!!

! +EBC3A,63j('!C,A3(4ABJ!Q(B26AB!EF!A+(!1,H`,H'!0('3@,6!DH,@A3@(!5A2'9!MM/!!@*!)?/*R**
* 6."*^\\^Q*K;"J!KPP!XK#"=*
*
D,4I,HE-!i/!:M===>/!!%!4(O!`E@,&26,H9!,4'!EA+(H!344E`,A3E4B!FEH!37CHE`34I!'(B@H3CA3`(!!

34XAH,3434I!(`,62,A3E4B/!6."*M===V!P"!:MM>J!M;<KXM;<P/!
!
i(,C(-!i/i/-!Y(HO3@)-!]/0/-!Y,A(B-!]/[/!:;<<;>/!![+,A!CH,@A3@(B!O366!37CHE`(!C,A3(4A!!

B,F(A9b!!!\`3'(4@(X&,B('!7('3@34(!7((AB!C,A3(4A!B,F(A9/!!Z%0%-!Z269!;"NKM-!;<<;V!!

;##!:">J!W<M!g!W<P/!

!
i('(H7,4-!Q/0/!8!D,H)(B-!S/!!:;<<W>/!!59BA(7B!F,3H(!34!+EBC3A,6B!g!2B34I!Q(,BE4GB!7E'(6!!



! "="!

! AE!CH('3@A!CHE&6(7B!34!,!CH(B@H3&34I!34FEH7,A3E4!B9BA(7/!!!R=*6."*2;B&-!;<<W!?(&J!
! ;=!:M>J!KK!X"K/!
!

i(24I-!U/f/f/-!8!D,A36-!./U/!:;<M</!!D,A3(4A!B,F(A9!34!A+(!24'(HIH,'2,A(!@2HH3@2627J!!

! 0('3@,6!BA2'(4ABG!C(H@(CA3E4/!!-()?*g()?*6."*R!%CH36-!;<M<V!M$:;>J!M<M!XM<"/!
!
i3CC34@EAA-![3663,7B!8![36)34B!!:;<<$>/!!2&."D%)fB*6."'$%/**S'$&'()%,;/!!!
+AACJNNOOO/7('36(m3@E4/@E7N7('3@,6'3@A3E4,H9/C+CbAdWW$"K:%@@(BB('! %2I2BA!
;PA+!;<M">!
!

i3AA6(-!D/-!\`(H(AA-!1/-![3663,7BE4-!L/-![,H4(H-!U/-!0EEH(-!0/-!UE26'-!U/-!?(HH3(H-!f/!8!D,94(-!!

! 5/!:;<<M>/!!J6R*;<<M!?(&!;"V!K;;!:P;#">J!"$#!X!P;/!!
!
iE(&-!Z/0/-!S+,4I(-!Z]/!:;<<K>/!!D,A3(4A!B,F(A9J!Q('2@A3E4!EF!,'`(HB(!(`(4AB!A+HE2I+!!

! @E77E4!24'(HBA,4'34I!,4'!@E77E4!H(CEHA34I!AEE6B/!!^EO,H'B!,4'!!

! 34A(H4,A3E4,6!C,A3(4A!B,F(A9!A,mE4E79/!!!N-_*%BB3I47(4A!Q(CEHA!.27&(H!M!8!;-!!
! Z24(!;<!;<<K-!U(4(`,/!

!

i2m+E*-!Z/^/!8!0,2H34E-!0/!:;<<M>/!!%4!,`3,A3E4!B9BA(7!H3B)!7E'(6!:%5Q0>!@,B(!BA2'9J!

! %3H!h4A,H3E!MK$K/!!!/.$&,()'$*J#//.&')*(+*Y)".,?,%"#%&.*O.B.%,$0V!RE6!KV!;<<M/!!
!

0,)(+,7-!0/%/Y/-!]E`(9-!5/0/-!SE24A9-!0/!8!f3''-!0/Q/!:;<<;>/!!%4!34A(H4,A3E4,6!!

! A,mE4E79!FEH!(HHEH!34!I(4(H,6!CH,@A3@(J!,!C36EA!BA2'9/!!6."*R*:#B&4*MPPV!MW!Z269J!!
! ;<<P=*
*
0,BE4-!S/Z/-!YH(44,4/-!],OBE4/-!^EE+(9/-!U,2'HE4-!8!0@12I+-!Z/Z/!:M==;>/!!QEI(HB!`!!

[+3A,)(H!kM==;l!1S%V!:M<<;>!MPW!SiQ!"P=!:M=!.E`(7&(H-!M==;>/!!13I+!SE2HA!EF!

! !%2BAH,63,J!:M==;>!1S%!W#J!?/S/!=;N<"W/!
*
0@]E4,6'-!^/!:;<<#>/!!?266!'3B@6EB2H(!3B!7EH(!A+,4!B,934I!aLG7!BEHH9G/!!@%&'()%/*

>%&'.)&*2%+.&;*C(#)"%&'()=**MM/MJ!;<<#/!
!

0@i(,4-!Q/!8!Y(44(AA-!Z/!!.,A3E4,669!@E4B3BA(4A!,BB(BB7(4A!EF!34A(H4,A3E4,6!7('3@,6!!

!!!!!!!!!!!IH,'2,A(B/!!6."*R*:#B&4*^hh*HhIiji*b*ijh=*
*
0@D+((-!Z/!:;<<;>/!!D(H@(CA3E4B!EF!H3B)!g!,!6(I,6!C(HBC(@A3`(/!:#B&*>,.B$,*;<<;V!;WJMM"X!

MMW/!

!

0(,'-!./!8!YEO(H-!D/!:;<<<>/!!D,A3(4A!S(4AH('4(BBJ!,!@E4@(CA2,6!FH,7(OEH)!,4'!H(`3(O!!
! EF!A+(!(7C3H3@,6!63A(H,A2H(/!!2($'%/*2$'.)$.*U*6."'$').*M!h@AE&(H!;<<V!WM!:P>J!
! M<#P!XMMM</!

!

0366(H-!U/!\/!:M==<>/!!^+(!%BB(BB7(4A!EF!S6343@,6!5)366BNSE7C(A(4@(ND(HFEH7,4@(/kh=**
6."=*M==<V!$W:=>J!$KX$P!
!

0366(H-!./Q/-!DHE4E`EBA-!D/-!]E43A+,4-!0/-!r(I(H-!5/-!!r+,4-!S/-!0EH6E@)-!i/!8!0(9(H-!U/5/!!!
:;<<W>/!!Q(6,A3E4B+3C!&(AO((4!C(HFEH7,4@(!7(,B2H(7(4A!,4'!,@@H('3A,A3E4J!

L7C63@,A3E4B!FEH!e2,63A9!EF!@,H(!,4'!C,A3(4A!B,F(A9/!!:D.,'$%)*R(#,)%/*(+*6."'$%/*
1#%/'&;*5(CA(7&(HNh@AE&(H!;<<WV!;<!:W>V!;K=!X;W;/!
!

0366B-!]-1/!!:M=P#>/!!0('3@,6!34B2H,4@(!F(,B3&363A9!BA2'9/!!N.B&*R*6."*M;#JK$<XK$W-!%CH-!!
! M=P#/!

!

03A@+(66-!S/-!Y+,A-!5/-!1(H&(HA-!%/!!8!Y,)(H-!D/!!:;<MM>/!![EH)C6,@(X&,B('!,BB(BB7(4AB!EF!!
*243EH!'E@AEHBJ!'E!B@EH(B!CH('3@A!AH,3434I!'3FF3@26A3(Bb!!6."*!"#$*;<MMV!"WJMM=<!X
MM=#!



! "=W!

.,3H-!Y/!Q/-!%6(m,4'(H-!1/U/-!0@UH,A+-!Y/D/-!D,H`,A+9/!0/5/-!f36B&9-!\/S/-![(4j(6!Z/-!?H,4)-!!

L/Y/-!D,@+(`-!U/5/!8!D,I(-!U/U/!:;<<=>/!!^+(!7343X@6343@,6!(`,62,A3E4!(m(H@3B(!
:7343XS\s>!FEH!,BB(BB34I!@6343@,6!C(HFEH7,4@(!EF!34A(H4,A3E4,6!7('3@,6!

IH,'2,A(B/!!6."*R*:#B&4*M#=:K>J!%2I2BA-;<<=/!
!

.,A3E4,6!SEEH'34,A34I!SE24@36!FEH!0('3@,A3E4!\HHEH!Q(CEHA34I!,4'!DH(`(4A3E4!:;<<W>/!!
! @33*6!O>9*50.*+',B&*&.)*;.%,B*beS.+')')?*&0.*G,(K/.D*%)"*".<./(G')?*B(/#&'()B=**

*OOO/4@@7(HC/EHI!
!

.,A3E4,6!D,A3(4A!5,F(A9!%I(4@9!:;<<W>/!!*J#'/"')?*%*D.D(,;Q*G,.<.)&')?*0%,D4*,."#$')?*
,'BEB*%)"*'DG,(<')?*G%&'.)&*B%+.&;=**^+(!F3HBA!H(CEHA!EF!A+(!.,A3E4,6!Q(CEHA34I!,4'!
i(,H434I!59BA(7!,4'!A+(!D,A3(4A!5,F(A9!h&B(H`,AEH9/!!.15-!Z269!;<<WJ!iE4'E4/!

!!!!
.(BA(6-!]/-!Q(I,4-!0/-!R3*,9,)27,H-!D/-!524'(H*3-!LH27/-!1,3I+-!S/-!573A+-!S/!8![H3I+A-!%/!

! :;<MM>/!!L7C6(7(4A,A3E4!EF!726A3X6(`(6!(`,62,A3E4!BAH,A(I9J!,!@,B(!BA2'9!E4!,!

! CHEIH,7!FEH!34A(H4,A3E4,6!7('3@,6!IH,'2,A(B/!!R*!"#$*!$%/*-.%/&0*>,(+=*;<MMV!
! #JMK-!+AACJNN'm/'E3/EHINM</KKW;N*((+C/;<MM/#/MK!!:%@@(BBB('!?(&H2,H9-!;<MK>/!
!

!

.(OAE4-!Z/-!12A@+34BE4-!%/-!1,9(B-!R/-!0@SE66-!\/-!0,@)((-!L/!8!1E66,4'-!S/!:M==">/!!]E!!
! @6343@3,4B!A(66!(,@+!EA+(H!(4E2I+b!!%4!,4,69B3B!EF!H(F(HH,6!@E77243@,A3E4B!34!AOE!

!BC(@3,6A3(B/!!C%D*>,%$&*!M=="!0,HV!MM!:M>J!MW!g!;</!
!

.15!:;<<<>/!!:)*_,?%)'a%&'()*A'&0*%*6.D(,;/!iE4'E4-!nf!](C,HA7(4A!EF!1(,6A+-!;<<<!
!

.15!0E'(H43B,A3E4!%I(4@9!:;<<W>/!!-(BG'&%/*%&*@'?0&9*>%&'.)&*B%+.&;*,'BE*%BB.BBD.)&**
* ?#'"./!!.,A3E4,6!D,A3(4A!5,F(A9!%I(4@9V!.15J!!iE4'E4/!!
! OOO/7E'(H4/4+B/2)N+EBC3A,6,A43I+A!
!

.EH@343-!Z/-!Y6,4)-!i/-!%H4E6'-!U/-!8!f37&,66-!1/!:M==W>/!^+(!7343XS\s!:@6343@,6!(`,62,A3E4!!

(m(H@3B(>V!!,!CH(63734,H9!34`(BA3I,A3E4/!!:))*(+*L)&.,)*6."**M==WJ!M;K!:M<JP=WX!
P==>/!

!

.EH@343-!Z/Z/!:M===>/!!5A,4',H'B!,4'!H(63,&363A9!34!(`,62,A3E4J![+(4!H26(B!EF!A+27&!'E4GA!

! %CC69!:M===>/!!:$%"=*6."=*M===V!P"JM<##XM<=</!
!

.EH@343-!Z/!:;<<<>/!![+,A!B+E26'!O(!'E!,&E2A!24H(63,&6(!B@EH(Bb!!6."*!"#$*;<<<V!K"J!!
W<MXW<;/!

!
.EH@343-!Z/!:;<<K>/!5(AA34I!BA,4',H'B!E4!('2@,A3E4,6!A(BAB/!!6."*!"#$!!;<<KV!KPJ!"$"X"$=/!
!

.EH@343-!Z/!:;<<W>/!*^+(!0343XS6343@,6!\`,62,A3E4!\m(H@3B(!:7343XS\s>/!!3/')'$%/*5.%$0.,4**
* ;<<WV!;!:M>V!;W!XK</!
!

.EH@343-!Z!:;<M<>/!!^+(!CEO(H!EF!F(('&,@)/!6."*!"#$*;<M<V!""J!M$XMP/!
!

.EH@343-!Z/!:;<MM>/!!^+(!`,63'3A9!EF!6E4I!@,B(B/!!6."*!"#$**;<<MV!KWJP;<XP;M/!
!

.EH@343-!Z/-!Y6,4)-!i/i/-!]2FF9-!]/!8!?EHA4,-!U/5/:;<<K>/!!^+(!7343XS\sJ!,!7(A+E'!FEH!!

! ,BB(BB34I!@6343@,6!B)366B/!!:))*L)&.,)*6."*;<<K-!MK#J"P$X"#M/!
!

.EH@343-!Z/!8!Y2H@+-!R/!:;<<P>/!![EH)C6,@(XY,B('!,BB(BB7(4A!,B!,4!('2@,A3E4,6!AEE6J!

! %0\\!U23'(!.E/KM/!!6."*5.%$0*;<<PV!;=J!#WWX#PM/!
!
.EH@343-!Z/Z/!8!0@f346(9!:;<<P>/!%BB(BB7(4A!7(A+E'B!34!7('3@,6!('2@,A3E4/!5.%$0')?*%)"**
* 5.%$0.,*!"#$%&'()*!;K!:;<<P>J!;K=X;W</!



! "=$!

hO(4-!S/-!0,AA+(OB-!D/[/-!D+3663CB-!S/-!Q,7B,9-![/-!SEHH3I,4-!U/-!Y,BB(AA-!0/!8![(4j(6-!Z/!!

! !:;<MM>/!!:#B&,%/'%)*-.%/&0*O.<'.A9*:#B&,%/'%)*-.%/&0*U*-(BG'&%/B*:BB($'%&'()=*
!

D,AAE4-!0/S/!!:;<<;>/!!1#%/'&%&'<.*O.B.%,$0*U*!<%/#%&'()*6.&0("B*:KH'/!\'3A3E4>/!!!
^+E2B,4'!h,)BJ!5,I(!D2&63@,A3E4B/!

!
D(4'6(AE4-!]/!!:;<<">!L4!536`(H7,4-!Z/-!f2HAj-!5/-!8!]H,C(H-!Z/!!:;<<W>/!!2E'//B*+(,**
* 3(DD#)'$%&'()*A'&0*>%&'.)&B*:;4'!('/>/!hmFEH'J!Q,'@63FF(!D2&63B+34I/!!
!

!

D(H634-!Z/U/-!fE6E'4(H-!Q/0/!8!QEBO(66-!Q/1/!:;<<">/!^+(!R(A(H,4B!%'7343BAH,A3E4J!_2,63A9-!!

! `,62(-!,@@E24A,&363A9-!,4'!34FEH7,A3E4!,B!AH,4BFEH734I!BAH,A(I3(B!FEH!C,A3(4AX!

! !@(4A(H('!@,H(/!!:D*R*6%)%?*3%,.*WXXiQ*WXHG%,&*WI9*hWh7hcj=*
!

D(H4(I(H-!^/!:;<<W>/!^+(!5O3BB!@+((B(!7E'(6!EF!B,F(A9!34@3'(4ABJ!,H(!A+(H(!+E6(B!34!A+(!!

! 7(A,C+E(b!!J63*-.%/&0*2.,<'$.B*O.B.%,$0*;<<WV!W/PMJ!!
!
D3BAEH3,-!0/Z/-!%734-!%/./-!]H(BB6(H-!]/]/-!0@f(E4-!5/S/!8!Y2'43Aj-!^/i/!:\'B>/!!:;<<$>/!!!50.
* 3(,.*3(DG.&.)$'.B*')*-(BG'&%/*6."'$').9*:*+,%D.A(,E*+(,*$#,,'$#/#D**
* ".<./(GD.)&=**5E@3(A9!EF!1EBC3A,6!0('3@34(J!R*-(BG*6."/!!.(O!Z(HB(9J!ZE+4![36(9!
!!!!!!!!!!!!!!!8!5E4B/!

!

DH3B634-!0/-!U3I63E!0/-!i(O3B-!\/0/-!%+(,H4-!5/!8!Q,'(@)3-!5/!!:;<<<>/!!%BB(BB34I!A+(!!

! ,@e23B3A3E4!EF!@EH(!@6343@,6!B)366B!A+HE2I+!A+(!2B(!EF!BA,4',H'3j('!C,A3(4A!!
! ,BB(BB7(4AB/!:$%"*6."*;<<V!PW!:W>J!"#<X"#K/!
!

DHE4E4`EBA-!D/-!1E6j72(66(H-!S/U/-!.(('+,7-!]/0/-!5(mAE4-!Z/Y/-!0366(H-!0/-!Y(H(4+E6Aj-!5/-!!

! [2/!%/[/-!D(H6-!^/0/-!]`3'-!Q/-!Y,)(H-!]/-![344(H-!i/-!8!0EH6E@)-!i/!:;<<$>/!!1EO!!
! O366!O(!)4EO!C,A3(4AB!,H(!B,F(Hb!!%4!EHI,43j,A3E4XO3'(!,CCHE,@+!AE!7(,B2H34I!!

! ,4'!37CHE`34I!B,F(A9/!!3,'&'$%/*3%,.*6."'$').*Z269!;<<$V!K"!:P>J!M=##XM==W/!
!

Q,4'!SEHCEH,A3E4!8![,H(-!Z/\/!:M==<>/!!^+(!5+EHAX?HE7!K$!1(,6A+!52H`(9/!!kL4l!!
! 6.%B#,')?*-.%/&09*:*F#'".*&(*O%&')?*2$%/.B*%)"*1#.B&'())%',.B=!:;4'!('>/!**
* 0@]EO(66-!L/!8!.(O(66-!S/!hnDV!hmFEH'J!""$/!!

!
Q,j,)-!5/-!0(A(H3BB3,4-!5/-!0EH34-!i/-!54(66-!i/!5A(34(HA-!T/-!^,H,A,&,3-!]/-!8!0,@i(66,4-!%/!!

! :;<<P>/!!6."*!"#$**;<<PV!"MJ!""M!X""=/!
!

Q(,BE4-!Z/!:M==<>!-#D%)*!,,(,=**S,7&H3'I(!n43`(HB3A9!DH(BB!
*
Q(,BE4-!Z/!:M==W>/!*%!B9BA(7B!,CCHE,@+!AE!EHI,43j,A3E4,6!(HHEH=**!,?()(D'$B4*K#!:#>V!!
! MP<#!XMP;M/!

!
Q(,BE4-!Z/!:M==P>/!!6%)%?')?*&0.*O'BEB*(+*_,?%)'a%&'()%/*:$$'".)&B=**%6'(HB+EA-!nfJ!!
! %B+I,A(V!M==P/!

!

Q(,BE4-!Z/!:;<<<>/!!127,4!(HHEHJ!7E'(6B!,4'!7,4,I(7(4A/!!J6R*!;<<<V!0,H@+!M#J!K;<!!
! :P;KP>J!P$#XPP</!

!

Q(,BE4-!Z/!:;<<;>/!SE7&,A34I!E73BB3E4!(HHEH!A+HE2I+!A,B)!,4,69B3B!,4'!IEE'!H(734'(HB/!!
! 1#%/*2%+*-.%/&0*3%,.*;<<;V!MMJ"<J!"<X!""/!
*
Q(A+,4B-!Z/Z/-!.EH@343-!Z/Z/-!Y,HE4X0,6'E4,'E-!0/-!Y6,@)7EH(-!]/-!ZE669-!Y/S/-!i,]2@,-!^/-!i(O/!!

5/-!D,I(-!U/U/!8!5E2A+I,A(!i/1/!:;<<;>/!^+(!H(6,A3E4B+3C!&(AO((4!@E7C(A(4@(!8!
C(HFEH7,4@(J!37C63@,A3E4B!FEH!,BB(BB34I!CH,@A3@(!C(HFEH7,4@(=**6."*!"#$*;<<;V!
K$J=<MX=<=/!



! "=P!

Q(('-!0/-!Q(('-!S/-!?EHOEE'-!%/!8!S,7,),H3B-!Y/!:;<<#>/!!J%,,'.,B*&(*.DG/(;D.)&*(+**
* L)&.,)%&'()%/*6."'$%/*F,%"#%&.B*A'&0')*&0.*T'$&(,'%)*>#K/'$*-.%/&0*2;B&.D9**
* O.B.%,$0*O.G(,&=**^.5!5E@3,6!Q(B(,H@+J!0(6&E2H4(/!
!

QE&(HAB-!S/-!.(O&6(-!]/-!ZE669!Y/-!Q(('-!0/!8!1,7CAE4-!f/!!:;<<$>/!!%BB2H34I!A+(!e2,63A9!EF!!

! +3I+XBA,)(B!24'(HIH,'2,A(!,BB(BB7(4A!EF!@6343@,6!@E7C(A(4@(/!!6."*5.%$0*;<<$V!!
! ;#/$J!WKWXW"K/!

!

QE&(HAB-!S/!8!SE44-!Z/Z/!:;<<=>/!Y236'34I!@,C,@3A9!34!7('3@,6!('2@,A3E4!H(B(,H@+!34!!
! %2BAH,63,/!!!6."*R*:#B&4*;<<=V!M=M!:M>J!KK!g!K"/!
!

QE9,6!%2BAH,63,4!SE66(I(!EF!U(4(H,6!DH,@A3A3E4(HB!:;<<P>/!O:3F>*3#,,'$#/#D*+(,**
* :#B&,%/'%)*F.).,%/*>,%$&'$./!!Q%SUDJ!0(6&E2H4(/*
*
QE9,6!SE66(I(!EF!D+9B3@3,4B!,4'!52HI(E4B!EF!S,4,',!!:;<M">!3(DG.&.)$.*K;*S.B'?)=**

QE9,6!SE66(I(!EF!D+9B3@3,4B!,4'!52HI(E4B!EF!S,4,',/*
!
QE9,6!SE66(I(!EF!D+9B3@3,4B!,4'!52HI(E4B!EF!S,4,',!:;<M">/!!:2>LO!9!%'`,4@34I!5,F(A9!
! !FEH!D,A3(4AB!34!Q(B3'(4@9!\'2@,A3E4/!!!S,4,'3,4!D,A3(4A!5,F(A9!L4BA3A2A(-!;<M"/!

!
Q24@37,4-![/Y/!:;<<;>/!!i(BBE4B!FHE7!A+(!%2BAH,63,4!D,A3(4A!5,F(A9!?E24',A3E4J!B(AA34I!!

! 2C!,!4,A3E4,6!C,A3(4A!B,F(A9!B2H`(366,4@(!B9BA(7!g!3B!A+3B!A+(!H3I+A!7E'(b!!1#%/**
* 2%+*-.%/&0*3%,.*;<<;V!MMJ;"$X;WM/!
!
Q24@37,4-![/Y/-!\'7E4'B-!0/Z/!8!DH,'+,4/!0/!:;<<;>/!!5(AA34I!CH3EH3A3(B!FEH!C,A3(4A!!

! B,F(A9/!!1#%=*2%+*-.%/&0*3%,.*;<<;V!MMJ;;"X;;=/!
!

Q24@37,4-![/-!13&&(HA-!D/-!^+E7BE4-!Q/-!R,4!](H!5@+,,F-!^/-!5+(H7,4-!1/-!8!i(O,66(-!D/!
:;<<=>/!^EO,H'B!,4'!34A(H4,A3E4,6!@6,BB3F3@,A3E4!FEH!C,A3(4A!B,F(A9J!)(9!@E4@(CAB!

,4'!A(H7B/!L)&*R*1#%/*-.%/&0*3%,.!;<<=-!;M!:M>J!M#!g!;$/!!
!

Q24@37,4-![/Y/-!124A-!^/]/-!1,44,!FEH'-!./%/-!13&&(HA-!D/]/-![(BA&HEE)/!Z/!L/-!SE6(H,-!\/[/-!!
! 134'7,HB+-!]/0/-!0@U6944-!\/%/!8!YH,3A+O,3A(-!Z/!!:;<M;>/!!S,H(!^H,@)J!,BB(BB34I!!

! A+(!,CCHECH3,A(4(BB!EF!+(,6A+!@,H(!'(63`(H9!34!%2BAH,63,/!!6."*R=*:#B&*;<M;V!!
! M==P:;>J!M<<!g!M<W/!
!

Q24@37,4-![/Y/!8!i27&9-!Z/!L4!1(,69-!Z/!8!]2I',6(-!D/!:\'B>/!:;<<=>/!>%&'.)&*2%+.&;*C',B&9**
***************O.BG()B'<.*O.?#/%&'()*')*-.%/&0**3%,.=**SHEOB!.(BA-!.5[J!%66(4!8!n4O34/!
!
5,HI(,4A-!Z/-!\`,-!f/-!%H7BE4-!1/-!S+(B62)-!Y/-!]EH4,4-!^/-!1E67&E(-!\/-!iE@+9(H-!Z/0/-!!

iE4(9-!\/-!0,44-!f/!8!R,4!'(H!R6(2A(4-!S/!:;<MM>/!!6."*!"#$*;<MMV!"WJ!$K$XW"P/!
!

5,m(4,-!./-!](443B-!5/-!R,I+E6'(H-!5-!8!5O,H-!./!!:;<<$>/!!C($#B*()*0.%/&0*G,(+.BB'()%/**
* ."#$%&'()9*:*D#/&'"'B$'G/')%,;*V(#,)%/=*:#>!:;>J!"=!XWP/!
!

5@+,HF-![/Q/!:;<<P>/!!Q('!H26(BJ!%4!(HHEHXH('2@A3E4!BAH,A(I9!34!A+(!@26A2H(!EF!B,F(A9/! **
@%&'()%/*>%&'.)&*2%+.&;*C(#)"%&'()/!M<JM/!!;<<P/!
!

5@+377(6-![/!:M=$">/!!^+(!+,j,H'B!EF!+EBC3A,63j,A3E4/!!:))*L)&.,)*6."!Z,42,H9!M=$"/!
!$<:M>V!M<<XMM</!
!

5@+EF3(6'-!^/-!^,A(-!D/-!1,`(6E@)-!D/!!:;<<">/!!50.*@.A*3()B#/&%&'()=*hnD/!!
!

5@+2O3HA+-!!i/[/^/!8!R,4!'(H!R6(A2(4-!S/D/0!:;<<$>/!!%!C6(,!FEH!4(O!CB9@+E7(AH3@!!
! 7E'(6B!34!('2@,A3E4,6!,BB(BB7(4A/!!6."*!"#$**;<<$V!"<J!;=$XK<</!
!



! "=#!

5(mAE4-!Z/Y/-!1(67H(3@+-!Q/i/-!.(36,4'B-!^/Y/-!QEO,4-!f/-!R(66,-!]/-!YE9'(4-!Z/-!QE&(HAB-!D/-!8!!

^+E7,B-!\/Z/!:;<<$>/!^+(!5,F(A9!%AA3A32'(B!_2(BA3E44,3H(J!CB9@+E7(AH3@!
CHEC(HA3(B-!&(4@+7,H)34I!',A,-!,4'!(7(HI34I!H(B(,H@+/!!J63*-.%/&0*2.,<'$.B*
O.B.%,$04*;<<$-!$J""/!!!'E3/M</MM#$NM"P;X$=$KX$X""/!
!

5+(H7,4-!1/!8!iE(&-!Z/!:;<<W>/!!>,(V.$&*&(*".<./(G*&0.*L)&.,)%&'()%/*>%&'.)&*2%+.&;*!<.)&**
* 5%`()(D;9*YG"%&."*,.<'.A*(+*&0.*/'&.,%&#,.*WXXc7WXXd=*[1h-![EH6'!1(,A+!!
! hHI,43j,A3E4!%663,4@(!FEH!D,A3(4A!5,F(A9/!?34,6!Q(CEHA-!5(CA(7&(H!;<<W/!

!
534I6,-!%/f/-!f3A@+-!Y/^/-![(3BB7,4-!Z/5/!8!S,7C&(66-!\/U/!!:;<<$>/!%BB(BB34I!C,A3(4A!B,F(A9!

@26A2H(J!%!H(`3(O!,4'!B94A+(B3B!EF!A+(!7(,B2H(7(4A!AEE6B/!!R=*>%&'.)&*2%+.&;-!!
5(CA(7&(H!;<<$V!;!:K>J!M<W<MMW/!

!
536`(H7,4-!Z/-!f2HAj-!5/-!8!]H,C(H-!Z/!!:;<<W>/!!2E'//B*+(,*3(DD#)'$%&'()*A'&0*>%&'.)&B*:;4'!!
!! ('/>/!hmFEH'J!Q,'@63FF(!D2&63B+34I/!!

!

534I(H-!5/-!U,&,-!]/0/-!U(CC(HA-!Z/Z/-!534,6)E-!%/]/-!1E,H'-!5/f/!8!D,H)-!f/S/!:;<<K>/!!
! ^+(!@26A2H(!EF!B,F(A9J!H(B26AB!EF!,4!EHI,43j,A3E4XO3'(!B2H`(9!34!MW!S,63FEH43,!

! 1EBC3A,6B/!!1#%/*2%+*-.%/&0*3%,.4*;<<KV!M;J!MM;!g!MM#/!
!
534I(H-!5/-!0(A(H)E-!0/-!Y,)(H-!iV-!U,&,-!]/-!?,6O(66-!%/-!8!QEB(4-!%/!:;<<P>/!![EH)FEH@(!!

C(H@(CA3E4B!EF!+EBC3A,6!B,F(A9!@26A2H(J!](`(6EC7(4A!,4'!`,63',A3E4!EF!A+(!

D,A3(4A!5,F(A9!S637,A(!34!1(,6A+@,H(!hHI,43j,A3E4B!52H`(9/!!!!-.%/&0*2.,<'$.B*
O.B.%,$0*";JW!!!:'E3NM</MMMMN+(,H/;<<P/";3BB2(XWN3BB2(AE@!CC/M===X;<;M-!
h@AE&(H!;<<P>/!!!!%@@(BB('J!Z,42,H9!M-!;<M;/!

!

5E2A+I,A(-!i/-!1,9B-!Q/Y/-!.EH@343-!Z/-!026+E66,4'-!1/-!%9(HB-!Y/-![EE663B@HEFA-!Z/-!S2B37,4E-!!

0/-!0@%`E9-!D/-!%34BOEHA+-!0/-!1,3BA-!5/!8!S,7C&(66-!0/!:;<<M>/!!5(AA34I!
C(HFEH7,4@(!BA,4',H'B!FEH!7('3@,6!CH,@A3@(J!,!A+(EH(A3@,6!FH,7(OEH)/!!6."*!"#$!
;<<MV!KWJ!"P"!g!"#M/!

!

5E2A+I,A(-!i/-!SEm-!]-!Z/-!1,A@+-!]/-!1EO(B-!%/-!ZE+4BE4-!./-!ZE669-!Y/!0,@'E4,6'-!\/-0@%`E9-!!
! D/!0@SHEH3(-!D!8!^2H4(H-!Z/!!:;<<M>/!!^+(!U(4(H,6!0('3@,6!SE24@36GB!D(HFEH7,4@(!!!

! DHE@('2H(BJ!C((H!H(`3(O!EF!C(HFEH7,4@(!34!A+(!OEH)C6,@(/!6."*!"#$*;<<M!](@-!!
! KWV!%2CC6!MJ!=XM=/!

!

5CH34I-!Y/!:;<<#>/!1(,6A+!'(@3B3E4!7,)34IJ!i94@+34!EF!(`3'(4@(X&,B('!CH,@A3@(/!6."'$%/**
* S.$'B'()*6%E')?*.E`X](@!;<<#V!#$$X#PK/!
!
5C3I(67,4-!%/]/-!](&E4E-!]/5/-!h,A(B-!f/-!]244-!%/]/!8!YH,3A+O,3A(-!Z/!:;<M;>/!!D,A3(4A!!

B,F(A9!A(,@+34I!34!%2BAH,63,4!7('3@,6!B@+EE6BJ!,!4,A3E4,6!B2H`(9/!*3/')*O'BE!!
*0,H@+!;<M;V!M#!:;>V!"$XWM/!
!

5C3)(-!./!%/!:;<<$>t!L4A(H4,A3E4,6!0('3@,6!UH,'2,A(BJ!!^+(!%2BAH,63,4!D(HBC(@A3`(/!

:$%"*6."4*#M!:=>J!#";X"$/!
!

5A('7,4GB!0('3@,6!!]3@A3E4,H9!:;<<$>/!!i3CC34@EAA-![3663,7B!8![36)34B/!

+AACJNNOOO/7('36(m3@E4/@E7N7('3@,6'3@A3E4,H9/C+CbAdWW$"K:%@@(BB('! %2I2BA!
;PA+!;<M">!

!
5A(O,HA-!0/%/!:M==W>/!!\FF(@A3`(!C+9B3@3,4!gC,A3(4A!@E77243@,A3E4!,4'!+(,6A+!E2A@E7(BJ!!

! %!H(`3(O/!!3%)*6."*:BB($*R*!0,9!M-!M==WJ!!MW;:=>/!
!

5A(O,HA-!0/-!YHEO4-!Z/Y/-!]E44(H-!%/-!0@_+344(9-!L/Q/-!h,A(B-!Z/-![(BAE4-![/!8!ZEH',4-!Z/!!
! :;<<<>/!^+(!37C,@A!EF!C,A3(4AX@(4AH('!@,H(!,4'!E2A@E7(B/!!R*C%D'/;*>,%$&'$.*!!
! 5(CA(7&(H!;<<KV!"=!:=>/!



! "==!

5A(O,HA-!0/!:;<<M>/!^EO,H'B!,!I6E&,6!'(F343A3E4!EF!C,A3(4A!@(4AH('!@,H(/!^+(!C,A3(4A!!

! B+E26'!&(!A+(!*2'I(!EF!C,A3(4A!@(4AH('!@,H(/!!J6R*!;"!?(&H2,H9!;<<MV!K;;J!"""!g!!
! ""W/!

!

5A2''(HA-!]/0/-!Y2HBA34-!1/Q/-!r&,H-!Y/Z/-!hH,`-!\/Z/!8!YH(44,4-!^/%/-!:;<<<>/!!.(I63I(4A!@,H(!!

! ,4'!7,6CH,@A3@(!@6,3734I!&(+,`3E2H!34!nA,+!,4'!SE6EH,'E/!!6."*3%,.*;<<<!0,HV!!
! K#!:K>J!;W<X;$</!

!

5O3@)-!1/0/!:;<<<>/!!^EO,H'!,!4EH7,A3`(!'(F343A3E4!EF!7('3@,6!CHEF(BB3E4,63B7/!!:$%"**
* 6."*;<<<V!PW:$>V!Z24(-!;<<</!
! !

^+E7,B-!\/Z/-!5A2''(HA-!]/0/-!Y2HBA34-!1/Q/-!hH,`-!\/Z/-!r((4,-!^/-![3663,7B-!\/Z/-!1EO,H'-!!

! f/0/-![(66(H!D/S/!8!YH(44,4-!^/%/!:;<<<>/!!6."*3%,.*;<<<!0,H-!K#!:K>J!;$M!g!;PM/!
!

^H(,B2H(-!^/!:M==#>/!!i(BBE4B!FHE7!A+(!YH3BAE6!S,B(/!!J6R*Z24(!$-!KM$:PM"$>J!
! M$#W!g!M$#$/!!

!
^2FAB!0,4,I('!S,H(!L4BA3A2A(!:M==#>/!*:*K,'.+*0'B&(,;*(+*D%)%?."*$%,.=*

*^2FAB!0,4,I('!S,H(!L4B3A2A(/!
!

^9BE4-!D/!50.*-'GG($,%&'$*_%&0*5("%;=***
! +AACJNNOOO/C&B/EHINOI&+N+E`,N&E'9N+3CCE@H,A3`(XE,A+XA3',/+A76!!!

!!!!!!!!!!!!!!%@@(BB('!%2I2BA!;P-!;<M"/!

!
n43`(HB3A9!EF!0,4@+(BA(H!:;<<$>/!6%)$0.B&.,*G%&'.)&*B%+.&;*+,%D.A(,E*H6%>2%C9*

*>,'D%,;*3%,.=**.,A3E4,6!DH37,H9!S,H(!,4'!Q(B(,H@+!](`(6EC7(4A!S(4AH(J!
! ^+(!.,A3E4,6!D,A3(4A!5,F(A9!%I(4@9-!iE4'E4/!

!
n43`(HB3A9!EF!D3AAB&2HI+!:;<<P>/!!5A,4',H'3j('!C,A3(4A!CHEIH,7/!!5@+EE6!EF!0('3@34(!!

hFF3@(!EF!0('3@,6!\'2@,A3E4-!n43`(HB3A9!EF!D3AAB&2HI+/!!!

+AACJNNOOO/E7('/C3AA/('2NBA,4',H'3j('N!!%@@(BB('!](@(7&(H-!M<-!;<M;/!

!
n/5/!.,A3E4,6!i3&H,H9!EF!0('3@34(!:;<M;>/!!6%)%?."*$%,.=**@%&'()%/*L)B&'&#&.B*(+*-.%/&04**
* 5(CA!M#-!;<M;/!!+AACJNNOOO/467/43+/IE`N7('634(C62BN7,4,I('@,H(/+A76!!!

! :%@@(BB('!h@AE&(H!M<-!;<M;>/!
!

R,4!'(H!R6(2A(4-!S/!:;<<<>/!!R,63'3A9!EF!F34,6!(m,734,A3E4B!34!24'(HIH,'2,A(!7('3@,6!!

^H,3434I/!!Y0Z!RE6/=;M!MM!.E`(7&(H!;<<</!

!
R,4!'(H!R6(A2(4-!S/!8!5@+2O3HA+-![/^/!:;<<W>/!!%BB(BB34I!CHEF(BB3E4,6!@E7C(A(4@(J!FHE7!!

! 7(A+E'B!AE!CHEIH,77(B/!!6."*!"#$*;<<WV!K=J!K<=XKMP/!
!

R3@AEH3,4!_2,63A9!SE24A@36!:;<<">/!!2%+.&;*U*1#%/'&;*')*-.%/&0=**](C,HA7(4A!EF!1(,6A+!!!
!! R3@AEH3,!

!

R3@AEH3,4!_2,63A9!SE24@36!:;<<W>/!!J.&&.,*-.%/&04*J.&&.,*1#%/'&;*3%,.9*!`.$#&'<.*2#DD%,;=*
!! 0(AHECE63A,4!1(,6A+!,4'!%I('!S,H(!5(H`3@(B!]3`3B3E4-!R3@AEH3,4!UE`(H47(4A!
! !](C,HA7(4A!EF!127,4!5(H`3@(J!0(6&E2H4(/!

!

!R34@(4A-!S/-!^,96EHX%',7B-!5/!8!5A,4+EC(-!./!:M==#>/!?H,7(OEH)!FEH!,4,69B34I!H3B)!,4'!!
! B,F(A9!34!@6343@,6!7('3@34(/!!J6R*!M==#V!KM$JMMW"XMMWP!:MM!%CH36>/!
!!!!!!!!!!!!!!!+AACJNNOOO/4@&3/43+/IE`NC7@N,HA3@6(BND0SLMMM;="WN!!!%@@(BB('!?(&/!=-!;<M"/!!!!!

!

R34@(4A-!S/!:;<M<>/!>%&'.)&*2%+.&;*:;4'!('/>/!!Y0Z!YEE)BJ![36(9XY6,@)O(66/!
!

R34@(4A-!S/!:;<M;>!50.*!BB.)&'%/B*(+*>%&'.)&*2%+.&;*J6R*J((EB9*[36(9!X!Y6,@)O(66*



! W<<!

R34@(4A-!S/-!Y2H4(AA-!5/!8!S,HA+(9-!Z/!:;<M">/!!5,F(A9!7(,B2H(7(4A!,4'!7E43AEH34I!34!

! +(,6A+@,H(J!,!FH,7(OEH)!AE!I23'(!@6343@,6!A(,7B!,4'!+(,6A+@,H(!EHI,43j,A3E4B!34!!
!!!!!!!!! 7,34A,3434I!B,F(A9/!!!n43`(HB3A9!EF!hmFEH'J!0('3@,6!5@3(4@(B!]3`3B3E4J!!

!!!!!!!!!! +AACJNNOOO/CB9/Em/@/2)NC2&63@,A3E4BN"$KKW;/!!%@@(BB('!?(&H2,H9!=-!;<M"/!

!

[,6AE4-!1/Z/-!]H(O(H9-!Z/!8!D+3663C-!%/\/!:M=$">/!!!^9C3@,6!7('3@,6!BA2'(4AB/!!J6R-!;!:W"MM>J!
! 5(C!M=/!M=$"JP""XP"#/!

!

[,6AE4-!0/!8!\663EA-!5/!:;<<$>J!!L7CHE`34I!B,F(A9!,4'!e2,63A9J!+EO!@,4!('2@,A3E4!+(6Cb!!
6."*R*:#B&4*M#"V!M<J!MW!0,9!

!

[,6AE4-!0/-!5+,O-!^/-!Y,H4(AA-!5/-!8!QEBB-!Z/!:;<<$>/!](`(6EC34I!,!4,A3E4,6!C,A3(4A!B,F(A9!!

!('2@,A3E4!FH,7(OEH)!FEH!%2BAH,63,/*1#%/*2%+*-.%/&0*3%,.*;<<$V!MWJ"KPX";/!
!

[,6AE4-!0/-![EE'O,H'-!1/!R,4!5A,,6'234(4-!5/-!i(H4(H-!S/-!UH(,`(B-!?/-!.E&6(-!]/-!\663B-!Y/-!!

! ]E4,,6'BE4-!i/!8!!Y,HH,@6E2I+/!Y/!:;<<=>/!!^+(![1h!C,A3(4A!B,F(A9!@2HH3@2627!!

! I23'(!FEH!7('3@,6!B@+EE6/!!1#%/*2%+*-.%/&0*3%,.*;<M<V!M=J!W";XW"$/*
!

[,6AE4-!0/!:;<M;>/!![1h!6,24@+(B!C,A3(4A!B,F(A9!I23'(/**.2HB34I!Q(`3(OJ!Z,42,H9!;<M;-!
S,4&(HH,J!SE66(I(!EF!.2HB34I-!%2BAH,63,/!
!

[,BB-!R/-!R,4!'(H!R6(A2(4-!S/-!5+,Aj(H-!Z/!8!ZE4(B-!Q/!!:;<<M>/!!%BB(BB7(4A!EF!S6343@,6!!

! SE7C(A(4@(/!!^+(!i,4@(A-!;<<MV!KWPJ="WX="=/!

!
[(66(H-!Z/0/-!03B2H-!0/-!.3@E6BE4-!5/-!0EHH3B-!Z/-!nH(-5/-!SHEBB6(9-!Z/!8!ZE669-!Y/!:;<M">/!!S,4!L!!

! 6(,`(!A+(!A+(,AH(b!U(4(H,A34I!H(63,&6(!OEH)C6,@(X&,B('!,BB(BB7(4AB!FE@2BB('!!

! E4!A+(!4(('!FEH!'3H(@A!EH!7EH(!'3BA,4A!B2C(H`3B3E4/!!:$$.G&."*+(,*G#K/'$%&'()*')*
* 6."*!"#4*;<M"/!
!

[(BAE4-![/[/!:;<<M>/!L4FEH7('!,4'!B+,H('!'(`3B3E4X7,)34IJ!A+(!@H2m!EF!C,A3(4AX!

! @(4AH('!@,H(/!!36:R*;<<MV!M$W:">J!"K#!<!"K=/*
!
[36BE4-!Q/!0@i/-!1,HH3BE4-!Y/^/-!U3&&(H'-!Q/[/!8!1,736AE4-!Z/]/!:M===>/!!%4!,4,69B3B!EF!A+(!!

! @,2B(B!EF!,'`(HB(!(`(4AB!FHE7!A+(!_2,63A9!34!%2BAH,63,4!1(,6A+!S,H(!5A2'9/!6."*R**
* :#B&4*M===J!MP<J!"MMX"MW/!
!

[36BE4-!Q/!0@i/-!Q24@37,4-![/Y/-!U3&&(H'-!Q/[/-!1,HH3BE4-!Y/^/-!.(O&9-!i/!8!1,736AE4-!!

! Z/]/!:M==W>/!!!^+(!e2,63A9!34!%2BAH,63,4!+(,6A+!@,H(!BA2'9/!!6."*R*:#B&=*M==WV!M$KJ!!
! $!.E`(7&(H-!M==WJ!"W#X"PM/!
!

[3AA3@+-!S/0/-!Y(@)7,4-!^/Z/-!]H(F,+6-!0/0/-!0,4'H(*,H-!Z/./-!Q(('-!]/%/-!fH,*3@()-!Y/Z/-!!

1,'','-!Q/0/-!0@]E4,6'-!?/5/-!fE6,HB-!Z/S/!8!^+E7,B-!f/U/!:;<M<>/!!R,63',A3E4!EF!,!

7(A+E'!AE!7(,B2H(!H(B3'(4AB!'E@AEHBG!H(F6(@A3E4B!E4!e2,63A9!37CHE`(7(4A/!!6."*
!"#$*;<M<V!""J!;"#!g!;WW/!

!

[EE6'H3'I(-!5/-!:;<<K>/!!J%;.B'%)*J./'.+*@.&A(,EB=**%2BAH,63,4!L4BA3A2A(!EF!0,H34(!!
! 5@3(4@(/!
!

[E*A@j,)-!!%/!:;<<;>/!U6EBB,H9!EF!7('3@,6!('2@,A3E4!A(H7BJ!D,HA!;/!!6."*5.%$0V!;"!:K>J!!
!! ;K#XK"</!
!

[EE'B-!%/!8!]E,4XZE+4BE4-!5/!:;<<;>/!!\m(@2A3`(!B277,H9J!^EO,H'!,!A,mE4E79!EF!!

! 42HB34I!CH,@A3@(!(HHEHB/!!@#,B')?*6%)%?.D.)&!;<<;V!h@AE&(HV!"WX"#/!
!
[EH)34I!UHE2C!E4!S2HH3@2627!Q(`3(O!:;<<=>/!!3%)6!S2*b*C%D'/;*6."'$').=*SE66(I(!EF!!!
! ?,7369!D+9B3@3,4B!EF!S,4,',J!5(@A3E4!EF!^(,@+(H/!



! W<M!

[EH6'!1(,6A+!hHI,43j,A3E4!:;<<;>/!!_2,63A9!EF!@,H(J!C,A3(4A!B,F(A9/!!Q(CEHA!&9!A+(!!
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EXPLANATORY STATEMENT 

 
Project Title: Application of the Patient Safety Performance Tool with IMGs 

 
Testing using Patient Safety OSCE Session, Low Fidelity Simulation Exercises, 

MiniCEX Exercises and Feedback/Debrief Sessions 
 
$

()"*$(+,-+*.$
$
Application of the Patient Safety Performance Tool "/$ )0"12"-3+/$ 4-25#$ 673,7$ 34$ 4))83/9$ -+$
)0"12"-)$ "/5$ 0"135"-)$ "$ Patient Safety Performance Tool :;<;;=>$ -7"-$ 6"4$ 5)0)1+?)5$ @*+A$ -7)$
B"-3+/"1$;"-3)/-$ <"@)-#$C52,"-3+/$D*"A)6+*8$ :E24-*"13".$%&&F>G$ $=7)$5)0)1+?A)/-$"/5$ -)4-3/9$+@$
-7)$;<;;=$7"4$H))/$@2/5)5$H#$-7)$()?"*-A)/-$+@$I2A"/$<)*03,)4$:J3,-+*3">G$=7)$C0"12"-3+/$<-25#$
4))84$ -+$ 0"135"-)$ -7)$ 3-)A4$+/$ -7)$;<;;=$"/5$ -+$ "44)44$ -7)$ @)"43H313-#$ "/5$ *)13"H313-#$ +@$ -7)$ -++1$
:673,7$ 34$ 3/$"$!3/3KCL$ @+*A"->$ @+*$24)$ 3/$J3,-+*3"/$"/5$?+-)/-3"11#$E24-*"13"/$I+4?3-"14$",*+44$ "11$
I)"1-7$ K"*)$ 6+*8)*4G$ $ M/3-3"11#.$ -7)$ *)4)"*,7)*4$ "*)$ 3/-)*)4-)5$ 3/$ -7)$ +?3/3+/$ +@$ M/-)*/"-3+/"1$
!)53,"1$N*"52"-)4$67+$7"0)$2/5)*-"8)/$"$O*3593/9$K+2*4)$"/5$6311$H)$"H1)$-+$24)$-7)3*$)P?)*3)/,)$
2/5)*-"83/9$ Q<KC<$ :QH4)*0)5$ <-*2,-2*)5$ K13/3,"1$ CP"A3/"-3+/>$ )P)*,34)4$ "/5$ 243/9$ !3/3KCL$ :!3/3$
K13/3,"1$CP"A3/"-3+/$D+*A4>$@*+A$-7)3*$O*3593/9$K+2*4)$-+$)0"12"-)$-7)$24)@21/)44$+@$-7)$;<;;=$@+*$
-*"3/3/9$H+-7$3/$O*3593/9$K+2*4)4$"/5$3/$J3,-+*3"/$;2H13,$I+4?3-"14G$
$$
=7)$4-25#$-)"A$3/,125)4$(*$="/9)*3/)$I+1-$"/5$!4$O)0)*1)#$O3*5$@*+A$-7)$K)/-*)$@+*$!)53,"1$"/5$
I)"1-7$ <,3)/,)4$ C52,"-3+/.$ !+/"47$ R/30)*43-#S$ "/5$ E44+,3"-)$ ;*+@)44+*$ !)**31#/$ T"1-+/$ "/5$
E44+,3"-)$ ;*+@)44+*$ =3A+-7#$ <7"6$ @*+A$ -7)$ Q@@3,)$ +@$ ;+4-9*"52"-)$ !)53,"1$ C52,"-3+/.$ =7)$
R/30)*43-#$ +@$ <#5/)#G$ $ ("-"$ ,+11),-3+/$6311$ H)$ 2/5)*-"8)/$ H#$ (*$ ="/9)*3/)$I+1-$ "/5$!4$ O)0)*1)#$
O3*5G$
$
U+2$6311$7"0)$*),)30)5$-734$ 3/03-"-3+/$-+$?"*-3,3?"-)$ 3/$-7)$4-25#$03"$-7)$A"31V$+2-$4#4-)A$@*+A$"$
O*3593/9$K+2*4)$#+2$7"0)$"--)/5)5G$$=7)$*)4)"*,7)*4$5+$/+-$7"0)$",,)44$-+$#+2*$/"A)4$+*$,+/-",-$
5)-"314G$ $U+2$"*)$ 3/03-)5$-+$?"*-3,3?"-)$ 3/$"/$Q<KC.$"$ 1+6$@35)13-#$43A21"-3+/$4)443+/$+*$"$!3/3KCL$
4)443+/$-+$-)4-$"/5$"4434-$63-7$0"135"-3+/$+@$-7)$;<;;=G$$$
$
U+2$A"#$,7++4)$-+$?"*-3,3?"-)$3/$+/)$+*$A+*)$+@$-7)4)$4)443+/4G$

 E$-7*))$7+2*$Q<KC$<)443+/$$$$$ $ $$$ $$$$$$W$
 X+6$@35)13-#$43A21"-3+/$)P)*,34)$3/$"$43A21"-3+/$,)/-*)$
 E$-7*))$7+2*$!3/3KCL$4)443+/$3/$"$,13/3,"1$4)--3/9$$
 E$9*+2?$@))5H",8Y5)H*3)@$"@-)*$-7)$4)443+/4$$$$
 K+A?1)-3+/$+@$"$H*3)@$5)A+9*"?73,$4),-3+/$"/5$%Z$3-)A$0"135"-)5$42*0)#$=)"A6+*8$"/5$

<"@)-#$,13A"-)$5)0)1+?)5$H#$<)P-+/$)-$"1$:%&&[>$4+$-7"-$6)$,"/$H)--)*$2/5)*4-"/5$
-)"A6+*8$"/5$4"@)-#$,13A"-)$63-73/$673,7$#+2$6+*8G$$

$
C",7$+@$-7)4)$4)443+/4$6311$-"8)$"*+2/5$[$7+2*4$"/5$6311$3/,125)$"$,+/,1253/9$[&$A3/2-)$;<;;=$3-)A$
0"135"-3+/$@))5H",8Y5)H*3)@$9*+2?$4)443+/$-+$534,244$-7)$;<;;=$3-)A4G$$=734$4)443+/$A"#$H)$"253+V
-"?)5$63-7$ #+2*$ ?)*A3443+/.$ 3@$ *)\23*)5G$ $ U+2*$ 5),343+/$ -+$ ?"*-3,3?"-)$ 34$ 0+12/-"*#$ "/5$ #+2$A"#$
63-75*"6$?*3+*$-+$"$-)4-3/9$4)443+/$+*$?*3+*$-+$"$@))5H",8Y5)H*3)@$4)443+/G$$$
$
E11$ 3/@+*A"-3+/$ ?*+035)5$ H#$ #+2$ 34$ "/+/#A+24$ "/5$6311$ *)A"3/$ 4+$ 3/$ -7)$ ?*+]),-$ *)?+*-$ "/5$ "/#$
42H4)\2)/-$","5)A3,$@3/53/94G$=*"/4,*3?-4$6311$H)$5)V35)/-3@3)5G$M@$"253+V-"?)5.$"253+-"?)4$6311$H)$
4-+*)5$ 3/$ 1+,8)5$ ,"H3/)-4$ @+*$ @30)$ #)"*4$ 63-7$ 42H4)\2)/-$ 534?+4"1$ -7*+297$ -7)$ !+/"47$ R/30)*43-#$
,+/@35)/-3"1$6"4-)$534?+4"1$?*+,)44G$$B+$3/@+*A"-3+/$-7"-$,+215$35)/-3@#$"/#$3/530352"1$*)4?+/5)/-$



6311$*)A"3/$3/$-7)$?*+]),-$*)?+*-$+*$"/#$42H4)\2)/-$","5)A3,$@3/53/94G$
$
E,,)44$-+$"253+-"?)4.$/+-)4$@*+A$-7)$Q<KC.$43A21"-3+/$"/5$!3/3KCL$4)443+/4.$"/5$-*"/4,*3?-4$6311$H)$
*)4-*3,-)5$+/1#$-+$A)AH)*4$+@$-7)$?*+]),-$-)"AG$B+-$?"*-3,3?"-3/9$3/$-7)$"/#$+@$-7)$-)4-3/9$4)443+/4$
+*$ -7)$ @))5H",8Y5)H*3)@$ 4)443+/4$ 6311$ /+-$ 534"50"/-"9)$ #+2G$ $ U+2$ A"#$ "14+$ *)\2)4-$ ,+/@35)/-3"1$
3/530352"1$@))5H",8$@+*$+/)$+*$"11$+@$#+2*$Q<KC$4-"-3+/4$"-$-7)$)/5$+@$-7)$4)443+/$63-7$#+2*$,13/3,"1$
"44)44+*G$
$
U+2$A"#$3/53,"-)$#+2*$ 3/-)*)4-$ 3/$?"*-3,3?"-3/9$3/$-7)4)$4)443+/4$H#$*)-2*/3/9$-7)$,+/4)/-$@+*A$3/$
-7)$?*)V?"35$)/0)1+?)$?*+035)5G$$U+2$A"#$"14+$,+/-",-$(*$="/9)*3/)$I+1-$67+4)$,+/-",-$5)-"314$"*)$
134-)5$H)1+6G$
$
$
M@$#+2$6+215$138)$-+$,+/-",-$-7) 
*)4)"*,7)*4$"H+2-$"/#$"4?),-$+@$-734$4-25#.$
?1)"4)$,+/-",-$-7)$K73)@$M/0)4-39"-+*^ 

M@$#+2$7"0)$"$,+A?1"3/- ,+/,)*/3/9$-7)$
A"//)*$3/$673,7$-734$*)4)"*,7 Cf09/0762 – 
2009000335$34$H)3/9$,+/52,-)5.$?1)"4)$
,+/-",-^ 

(*$="/9)*3/)$I+1-.$
K)/-*)$@+*$!)53,"1$"/5$I)"1-7$<,3)/,)4$
C52,"-3+/.$
D",21-#$+@$!)53,3/).$B2*43/9$"/5$I)"1-7$
<,3)/,)4$_$!+/"47$R/30)*43-#$
X)0)1$`.$O23153/9$%.$
%Z&$D)*/-*))$N211#$a+"5.$B+--3/9$I311.$
[`F'$
=)1^$:&[>$$'b&`$bb[[$ $
D"P^$:&[>$'bbcVd&%Z$
CA"31^$
="/9)*3/)GI+1-eA)5GA+/"47G)52G"2 

I2A"/$C-73,4$Q@@3,)*$
<-"/53/9$K+AA3--))$+/$C-73,4$3/$a)4)"*,7$
M/0+103/9$I2A"/4$:<KCaI>$
O23153/9$[5$$a)4)"*,7$Q@@3,)$
!+/"47$R/30)*43-#$JMK$[d&&$
=)1^$fF`$[$''&b$%&b%$ $$$D"P^$fF`$[$''&b$
`c%&$CA"31^$4,)*7e"5AGA+/"47G)52G"2$

T731)$ 3-$ 34$ /+-$ )P?),-)5$ -7"-$ #+2$6311$ )P?)*3)/,)$ "/#$ 534,+A@+*-$ +*$ ,+/,)*/$ H#$ ?"*-3,3?"-3/9$ 3/$
-7)4)$ )0"12"-3+/$ 4)443+/4.$ #+2$ A"#$ "48$ @+*$ @))5H",8$ "/5$ ,1"*3@3,"-3+/$ "-$ "/#$ -3A)$ 52*3/9$ -7)$
4)443+/4G$ $ M@$#+2$6+215$ 138)$-+$4?)"8$63-7$4+A)+/)$"H+2-$-7)$4)443+/4$+*$"/#$534,+A@+*-$#+2$A"#$
7"0)$)P?)*3)/,)5$#+2$A"#$,+/-",-^$

;*+@)44+*$O*3"/$g+11#$
(3*),-+*.$K)/-*)$@+*$!)53,"1$"/5$I)"1-7$<,3)/,)4$C52,"-3+/$
;7+/)^$'b&`$bb[Z$$$$
CA"31^$O*3"/Gg+11#eA)5GA+/"47G)52G"2$
$
=7"/8$#+2.$$
$
$
(*$="/9)*3/)$I+1-.$+/$H)7"1@$+@$-7)$;"-3)/-$<"@)-#$;)*@+*A"/,)$;*+@313/9$=++1$:;<;;=>$;*+]),-$=)"A                         
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Consent Form for Participation in a Patient Safety OSCE Session, Low Fidelity 

Simulation Exercises, MiniCEX Exercises and Feedback/Debrief Sessions 
 

Project Title: Application of the Patient Safety Performance Tool with IMGs 
  $

 
M$ "9*))$ -+$ -"8)$?"*-$ 3/$ -7)$"H+0)$!+/"47$R/30)*43-#$ 4-25#$H)3/9$ ,+/52,-)5$H#$!+/"47$R/30)*43-#$
D",21-#$+@$!)53,3/).$B2*43/9$"/5$I)"1-7$<,3)/,)4G$$M$7"0)$*)"5$-7)$)P?1"/"-+*#$4-"-)A)/-$673,7$M$
8))?$@+*$A#$*),+*54G$
$
M$2/5)*4-"/5$-7"-$"9*))3/9$-+$-"8)$?"*-$A)"/4$-7"-$M$"A$63113/9$-+$:K7),8$U)4$+*$B+$-+$4)443+/4$#+2$
6+215$138)$-+$?"*-3,3?"-)$3/$"/#$+*$"11$+@$-7)$@+11+63/9$4)443+/4>$
$
 ;"*-3,3?"-)$3/$"$-7*))$7+2*$Q<KC$<)443+/$$$$$
 ;"*-3,3?"-)$3/$"$1+6$@35)13-#$43A21"-3+/$)P)*,34)$$$$$$$$$$$$$$$$$$$$$$$$$$$$
 ;"*-3,3?"-)$3/$"$-7*))$7+2*$!3/3KCL$4)443+/$3/$"$,13/3,"1$4)--3/9$673,7$

3/,125)4$ -7)$,+A?1)-3+/$+@$"$H*3)@$5)A+9*"?73,$4),-3+/$"/5$%Z$ 3-)A$
0"135"-)5$ 42*0)#$=)"A6+*8$"/5$ <"@)-#$ ,13A"-)$5)0)1+?)5$H#$ <)P-+/$
)-$"1$ :%&&[>$ 4+$ -7"-$6)$,"/$H)--)*$2/5)*4-"/5$ -)"A6+*8$"/5$ 4"@)-#$
,13A"-)$63-73/$673,7$#+2$6+*8$ $ $ $

 ;"*-3,3?"-)$3/$"$9*+2?$@))5H",8Y5)H*3)@$"@-)*$-7)$4)443+/$$$$ $$$$$$$
 E11+6$-7)$@))5H",8Y5)H*3)@$-+$H)$"253+V-"?)5$3@$*)\23*)5$$$$$$$$$$$$
$

$U)4$$$$$ $B+$
$U)4$$$$$ $B+$
$U)4$$$$$ $B+$

$
$
$
$
$U)4$$$$$ $B+$
$U)4$$$$$ $B+$

$

$
M$2/5)*4-"/5$-7"-$"/#$3/@+*A"-3+/$-7"-$M$?*+035)$34$,+/@35)/-3"1$"/5$-7"-$/+$3/@+*A"-3+/$-7"-$,+215$
1)"5$-+$-7)$35)/-3@3,"-3+/$+@$"/#$3/530352"1$6311$H)$534,1+4)5$3/$"/#$*),+*54$+/$-7)$?*+]),-.$+*$-+$"/#$
+-7)*$?"*-#G$
$
M$2/5)*4-"/5$-7"-$5"-"$@*+A$-7)$Q<KC.$43A21"-3+/.$!3/3KCL$@))5H",8Y5)H*3)@$9*+2?$"253+$-"?)4$6311$
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$
Name:_____________________________________________________ 
 
 
Signature: __________________________________________________ 
 
 
Date:______________________________________________________ 
$



 
 

Contact Details (Your preferred method to be contacted) 
 
 
Name:_______________________________________________________________________ 
 
 
Address:_____________________________________________________________________ 
 
____________________________________________________________________________ 
 
 
Telephone:  _________________________________________________________________ 
 
 
Email Address: _______________________________________________________________ 
 
 
Please return the signed Consent Form and the Contact Details sheet to Ms. Kylee 
Taylor, International Medical Graduates Clinical Bridging Course, Department of 
General Practice,  in the reply paid envelope. 
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Centre for Medical and Health Sciences Education 
Faculty of Medicine, Nursing and Health Sciences 
 

Patient Safety Performance Profiling Survey 
 

Demographic Survey  
 
Dear Doctor, 
 
To assist us with assessing the PSPPT Testing (Simulation Component) of the Patient Safety 
Study we invite you to complete this short anonymous survey. 
 
The survey will take just a few minutes to complete. 
Please answer all relevant questions and leave blank any questions you do not wish to answer. 
 
Please place your completed survey in the envelope provided and hand to Ms Beverley Bird or   
Dr Tangerine Holt during your session. 
 
 
 
 
Gender: ! Male ! Female 

Age group: ! 18-24yrs ! 25-34yrs ! 35-44yrs ! 45-54yrs ! 55yrs and over 

Country of birth:  ________________________________________________________________  

Your main spoken language (if other than English): _____________________________________   

Name of university and country where you obtained your initial medical qualification? 

 ______________________________________________________________________________  

How many years have you been working in Australia as a doctor? _________  Years 

If you obtained your initial medical qualification overseas please answer the questions in this box: 

How long did you work in hospitals other than in Australia? _________  Years 

In which country/countries were you employed for most of these years? 

How long have you been working in your health care facility in Australia? _________  Years 
 



 
 
 
 
 
 
 
 
 
 
Centre for Medical and Health Sciences Education 
Faculty of Medicine, Nursing and Health Sciences 
 
 
Are you registered with the Medical Practitioners Board of Victoria? ! Yes ! No 
 
  If Yes, please indicate which category of registration you have been granted: 

! General Registration 
! Provisional Registration 
! Specific registration – Teaching and Research 
! Specialist Registration – Supervised Training Post within a Victorian hospital 
! Supervised Training 
! Area of Need 
! Other (please specify):  ___________________________________________________  

 

What is your current position? 

! HMO2 ! HM03 ! Registrar ! Other: _________________________  

Have you registered with a speciality college? ! Yes ! No 

If yes, please specify the college:  __________________________________________________   

If no, are you planning to register with a specialty college? ! Yes ! No 

Any Comment: 
 _____________________________________________________________________________________  

 _____________________________________________________________________________________  

In what area do you work? 

! Medicine ! Surgery 

! Mental health ! Obstetrics & Gynaecology 

! Paediatrics ! Emergency/ICS/Anaesthetics 

! General practice ! Psychiatry 

! Other: _________________________________________________________________________  

 
Which type of health care facility do you work in most of the time? 

! Metropolitan Tertiary hospital ! Other Metropolitan Hospital 

! Regional Hospital ! Rural hospital 

! General Practice ! Other 

! Community Health centre: ____________________________________________________________  
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