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Something Old, Something New:  
The Practitioner-Teacher (P-T) 

Model

Dianne Meyer, PhD

Associate Professor and Chair, Dept. of 
Communication Disorders & Sciences

Section Director, Dept. of Otolaryngology



What is the “P-T” Model?

• We talk about it....using various phrases

– Teacher-practitioner model

– Practitioner-teacher-researcher model

– Practitioner-teacher-investigator model

– Researcher-practitioner

– Teacher-researcher
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What is the “P-T” Model?

• We endorse it in brochures, web pages, U-
Tube.

• We describe it as a unique feature in the 
recruitment of faculty, staff, and students.

• We explain its benefits to patients.

• We describe it to students as a unique 
characteristic of a Rush education.
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What is the “P-T” Model?

• Appears in our Mission and Vision statements

Rush University Mission and Vision 
Mission
The mission of Rush University is to teach, study and provide the highest quality 
health care, using a unique and multidisciplinary practitioner-teacher model for 
health sciences education and research, while reflecting the diversity of our 
communities in its programs, faculty, students and service. 

• Vision
Rush is a unique academic health science center, which will become the preferred 
destination for outstanding and committed faculty and students dedicated to 
excellence, innovation, and leadership in health care. 

4



• The P-T model is central to a proposed new 
vision for the university:

– Rush University will use a practitioner-teacher 
model to develop health care leaders who 
collaboratively translated and develop knowledge 
into outstanding health care outcomes.
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What is the “P-T” Model?

• Promoted on Rush web pages 

– Search for “practitioner-teacher” model or 
“teacher-practitioner” model yields over 200 hits 
on the RUMC site and on the RU site!

– Various descriptions

• No singular, official definition
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From Rush Web pages:

• Graduate College ROG:  

– “…In keeping with the RU practitioner-teacher 
model, the College integrates research, 
scholarship and service into the teaching-learning 
process.”
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• At the College of Health Sciences site:

– “…Our students benefit from the RU practitioner-
teacher model of integrating patient care, 
research, scholarship and service into the 
teaching-learning process.”
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• College of Nursing:

– “The unification of education, research and 
practice is the learning model of this college…. 
Faculty have the opportunity to function in one of 
three roles: teacher-practitioner, teacher-
researcher, or researcher-practitioner. “

9



• From the RUMC site on quality of service:

– “At Rush, the physicians who care for patients are 
the same physicians who teach at Rush Medical 
College.  Many of our nurses and other clinicians 
are also on the faculty of Rush University.  We call 
this the “teacher-practitioner model.”  This simple 
notion has big implications.”
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• Practitioner may refer to:

– Those delivering health services (physicians, OTs, 
Respiratory Therapists, etc.

– Or to Managers (i.e., HSM)

– Or to Researcher (i.e., in Graduate College)
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History of the Practitioner-Teacher

• Early professionals learned their skills as 
apprentices.

• During the 20th century, universities added 
professional education programs.

– Those early faculty were sometimes known for 
their accomplished work as practitioners rather 
than for academic scholarship.

– University programs changed over the years
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History of the Practitioner-Teacher

• Faculty emphasis shifted away from 
professional practice to teaching and research.

– Risk that teaching becomes detached from 
practice

– Becomes harder for student to understand the 
relationship between theory and real-world 
practice.

• P-T model combines the faculty roles of 
teacher and practitioner – to bridge the gap 
between theory and real-world. 13



Practitioner-Teacher Model at Rush

• Reactivation of Rush Medical College in 1969

• Medical Center undertook development of 
Rush University – a health professions 
university

– Underlying philosophy was

• Integration of academics and professional practice

• All faculty are practitioner-teachers

14



Early Advantages Described for the 
Model

• Attracts and retains outstanding professionals

• Reinforces for everyone the primacy of the 
patient

• Provides real-world environment for the 
socialization of the student into the profession

• Provides opportunities for job enrichment

• Assures integration of students into the 
clinical environment throughout the program
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Early Advantages Described for the 
Model

• Reduces status differential between faculty 
and practitioner professionals

• Provides an available “laboratory” and ready 
data for faculty and student investigation

• Encourages the integration of theory and 
practice

• Provides flexibility for departmental managers 
in organizing and deploying resources
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Publications about the Rush Model

• Christman L. (1979). The practitioner-teacher.  
Nursing Educator, 4:8-11

• Campbell B.C. (1982).  After fifty years of graduate 
education:  A return to the practitioner/teacher 
model.  Hospital & Health Services Administration, 
Sept/Oct: 45-54.

• Hegyvary, S. T. (1984). Toward collaboration of 
nursing education, practice and research. Division of 
Nursing, Health and Human Services, Rockville, MD, 
July 23, 1984.
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Publications about the Rush Model

• Llewellyn J. (1985).  The integrated role of 
practitioner faculty. In Barnard, K.E. & Smith G.R. 
Faculty practice in action. Kansas City, MO: American 
Academy of Nursing

• Montgomery LD, Enzbrenner, LR, & Lerner, WM 
(1991).  The practitioner-teacher model revisted.  
The Journal of Health Administration Education, 9: 9 
-24.
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Publications about the Rush Model

• Meyer DH, McCarthy PA, Klodd DA, Gaseor CL. 
(1995).  The teacher-practitioner model at Rush-
Presbyterian-St. Luke’s Medical Center.  American 
Journal of Audiology, 4: 32-35.

• Cochran LL, Ambutas SA, Buckley JK, D’Arcp SJ. et al. 
(2000).  The unification model: a collaborative effort. 
Nursing Connections 13: 21-33.
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Early Data About Rush’s Model and 
HSM

• The Campbell study

– Time commitment study, after the HSM program 
had operated for 18 months.

• More effort required in academic activities than 
originally hypothesized

• A 55-hour work week had been hypothesized for 
practitioner-teachers.

– Result was 51 – 54 hours/week,  depending on amount of 
teaching
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Early Data About Rush’s Model and 
HSM

• The Campbell study

– The study group recommended 3-4 hours/week 
be allowed for research activities (vs 1  hour)

• Within 2 years of starting the HSM program, there was  
127% increase in research productivity with 25 
publications
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Early Data About Rush’s Model and 
HSM

• Montgomery, Enzbrenner, Lerner (1991) study

– Follow-up study to Campbell’s.  51 faculty 
participated.

– Average work week of 49 hours----but went up to 
56 hours if individual was a course director.

– Identified faculty group with “major,” 
“intermediate,” and “minor” academic 
involvement 
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Montgomery, Enzbrenner, Lerner (1991)

• Major level

– Some faculty followed more traditional academic 
model; minimal amount of time on nonacademic 
responsibilities.

– Others spend most time on operational issues but 
chaired standing committees or served as course 
directors or chaired graduate project committees.

• Usually, limited research activities

23



Montgomery, Enzbrenner, Lerner (1991)

• Challenges of the model

– Compensation that should be associated with an 
individual’s level of involvement in the program

– For some individuals, participation in the 
academic program may be secondary to career 
goals.

– HSM practitioner-teachers reported through 2 
lines of authority
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Meyer, McCarthy, Klodd, Gaseor (1995)

• Single individual is 
responsible for the 
academic and clinical 
management

• Relationship between 
academics and patient 
care in the teacher-
practitioner model:

25



What About the Model Today?

• It benefits from an enduring history at Rush.

• It is often invoked when we talk about 
academic programs

– Perhaps more frequently than ever in view of the 
increased number of students and programs

• It is being proposed as the core principal for 
the university’s new educational Vision.

26



What About the Model Today?

Yet—

• Over 40 years there has been surprisingly little 
assessment and few publications about the 
Rush model.

• There is no singular, agreed-upon definition or 
reference document.
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TODAY- Refining the Model

• RU Education Strategic Planning

– Work Group was charged to fully develop or refine 
the model (Grady and Meyer co-chair)

• The Group searched for ways that the Model has been 
described and how it is used today.

• Conducted SWOT analysis

• Recommended that a definition be developed, with 
input from specific stakeholders.

28



• Recommended that a reference document be 
produced, perhaps published.

• Identify ways to infuse the model throughout the Rush 
culture.

• Develop outcome evidence.

29



Members of the Work Group

• Keith Boyd, MD

• Eileen Dwyer, MSN, RN

• Andrew Garman, PsyD, MS

• Ruth Kleinpell, PhD, RN

• Melinda Noonan DN, RN

• Cheryl Scott, PhD

• Rose Suhayda, PhD, RN, ex officio

30



SWOT Analysis (Working Group)

Strengths and opportunities of the model seemed to 
outnumber perceived weaknesses and threats.

Strengths

• Current practitioners teach realities of 
clinical/operational environment

• Students benefit from real-life clinical situations

• Researchers bring current theory and state-of-the-art 
clinical procedures to operations/clinical setting 

• Promotes interdisciplinary teamwork
31



Strengths (cont’d)

• Brings systems knowledge to students

• Brings QI knowledge to students

• Patients benefit from the combined expertise of the 
model

• Number of faculty increases 

32



Weaknesses

• Push-pull of academic responsibilities vs. clinical time

• Push-pull of operational responsibilities vs. academic 
accountabilities 

• Not all practitioners can teach

• Adequate resources (number of faculty, space, 
equipment, technical assistance)

• Maintaining performance standards for all faculty

33



Opportunities

• Cutting edge education

• Differentiate Rush from other universities

• Promotes integration of education, research and 
clinical
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Threats

• Budgetary/productivity constraints cut into FTE 
assignment

• Outcome measures?

The Working Group felt that these items were 
significant, to the degree that they threaten the 
viability of the model.
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Developing Outcome Evidence

Demonstrate

(1) how the model is equal to or better than 
other teaching approaches and 

(2) that use of the model distinguishes Rush 
from other health professions universities.

Publish

Applies to the university as a whole and to 
individual programs

36



Infuse the Model into Rush Culture

• Just as Rush employees understand the Rush 
Values, individuals should understand the P-T 
Model and implement the model in their 
positions.

• Example – consider implementation of the 
model as part of annual performance reviews 
for all faculty and practitioners.

37



CDS’ Current Implementation of 
the P-T Model

• A 2010 “white paper”

– To review how the model has been implemented 
over 40 years

– To identify strengths and challenges of the model 
in CDS 

– To present guiding principles for implementation 
of an updated model.

38



CDS Guiding Principles re P-T Model

• The P-T model is dynamic.  Some aspects of its 
implementation in CDS will change as modifications 
continue to occur in the health care, education, and 
professional environments.

• CDS Faculty members’ responsibilities reflect an 
appropriate balance among their areas of interest 
and expertise.
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CDS Guiding Principles

• All faculty and staff in CDS value and respect 
all of the department’s clinical, teaching, 
scholarly/research, and administrative 
pursuits.

• All professionals in CDS hold RU faculty rank.
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• CDS clinicians participate in the clinical 
education of CDS students.

– Ordinarily, clinical faculty engage CDS students in 
patient care about 50% of their clinical time. 

– CDS provides training and skill development to 
clinicians in the area of clinical education.
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• CDS clinicians are involved in didactic teaching and 
research in a number of ways.  

– Participation in research/scholarly activities may range 
from supportive participation to direct participation.

– All clinicians participate in teaching/presentations to other 
Rush staff (inservices, rounds, seminars, resident lectures).

– Opportunities are made available for clinicians to direct 
courses or to contribute lecture presentations, as 
appropriate.

– Clinicians are mentored and encouraged in scholarly 
activities such as professional presentations and 
publications.
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• Academic faculty participate in clinical service 
delivery in a number of ways.

– Direct service provision

– Indirect service provision (structured 
consultations, project oversight, protocol 
development, caseload development, staff 
training, rounds/inservices)
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• Academic faculty involvement in teaching and 
research is evident in areas such as:

– Roles as CDS course directors

– Teaching/presentations to other Rush staff or 
specialty areas (inservices, rounds, seminars, 
resident lectures)

– Publications, presentations

– Grant submissions and awards

– Editorial and review service
44



• Comments?

• What is your impression of the Model?
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How to structure 
clinical teaching
Thomas P. Bleck MD FCCM

Omar Lateef DO



Disclosures

• I am the least important bedside teacher on 
the team

– Order of importance:

1. Patients

2. Residents

3. Nurses

4. Fellows 

5. Other students

6. Attending physicians



Disclosures

• Total amount of time in 4 years of medical 
school and 6 years of postgraduate education 
devoted to teaching me to be a bedside 
teacher = 0.



Disclosures

• Total amount of time in 4 years of medical 
school and 6 years of postgraduate education 
devoted to teaching me to be a bedside 
teacher = 0.

• There were a few sessions devoted to lecture 
techniques, and many hours devoted to 
setting up the alternative curriculum in the 
mid 1980s.



• “I’m not here to teach you, I’m here to see 
that you learn.”

– Anonymous University of Chicago professor



Types of clinical teaching

• Bedside teaching, one-to-one or small groups

• Bedside teaching during rounds

• Rounds not at the bedside

• Chalk talks (marker remarks?)

• Patient-centered conferences (M&M)

• Traditional lectures that happen to be given 
on a floor or in a clinic 



Types of clinical teaching

• Bedside teaching, one-to-one or small groups

• Bedside teaching during rounds

• Rounds not at the bedside

• Chalk talks (marker remarks?)

• Patient-centered conferences (M&M)

• Traditional lectures that happen to be given 
on a floor or in a clinic 



Goals of clinical teaching

• Observe history-taking and physical exam skills
• Teach history-taking and physical exam skills
• Use the bedside teaching encounter to help the 

patient and family understand
– What is going on
– What is going to happen

• Convince the students that they want to go into 
whatever discipline is being taught

• Make the house staff better at what we do than we 
are



First three rules for bedside teaching

1. Clean you hands and stethoscopes before 
each patient

2. No dangling clothing (e.g., ties) to transfer 
bacteria

3. Don’t go on to the next patient with 
questions unaddressed

– Sometimes the answer will have to wait, but 
there must be a plan to answer it



Who are the students?

• Formal students (medical, nursing, ACNP, RT, 
pharmacy, other)

• House officers (interns, residents, fellows)

• Nurses 

• Patients 

• Families

• Attending physicians
– I have never been on service without seeing 

something new



Who are the teachers?

• House officers (interns, residents, fellows)

• Nurses 

• Patients 

• Families

• Fellow students

• Attending physicians



Style



My style of bedside teaching

• Try to make everyone relaxed

• New patients:
– Present first outside the room

– Try to guide the presenter to a differential diagnosis based 
on the history and refined by the exam

– Labs and images presented after the differential diagnosis

– Try to get the presenter to explain abnormal (or 
unexpectedly normal) findings
• To keep things relaxed, encourage asking for help from others on 

the team (especially ‘ringers’)

– Although I was taught to examine the patient with the 
team before looking at the labs and images, most families 
expect us to know them before going to the bedside



My style of bedside teaching

– Go to the bedside as a group
• The many isolation patients pose a problem

• I introduce myself as the supervisor of the group

• I tell the patient and family that we are going to ‘talk shop,’ 
and that they should ask questions and mention anything 
they think is important

– Sometimes I have to tell them that I’ll come back later if this 
discussion gets off track

– Sometimes I will explain what we’re going to do, and suggest that 
it’s OK to step out if they don’t want to be present

– Sometimes we need to interview the patient without the family

– Review the relevant parts of the history
• Try to bring out points that were overlooked or unclear



My style of bedside teaching

– Have the student perform relevant parts of the exam

• One of our major failings is insuring that students know how 
to elicit physical findings

• It is NOT adequate to show them how, or to tell them to 
come back themselves; I have to see them do it

– For some findings, like heart murmurs, it may be best to come 
back later with small groups

– Don’t leave the room without asking the patient and 
family if there is anything we can do for them

– Everyone cleans their hands (regardless of whether 
they remember touching anything) and equipment



My style of bedside teaching

• Pick up loose ends after leaving the room

– There is no patient who doesn’t raise some 
interesting issues

• Assign one or two people to review a topic for 
tomorrow’s rounds, based on a patient we’ve 
seen

– They may be the only people who benefit from 
the discussion, but they will learn about the topic







In 1999, the Accreditation Council for Graduate Medical 
Education endorsed competencies for all residents in 

the following six areas:

• Patient Care

• Medical Knowledge

• Practice-based Learning and Improvement

• Interpersonal and Communication Skills

• Professionalism

• Systems-based Practice



Evidence-based medicine

• a system of belief that stresses the need 

for prospectively collected, objective 

evidence of everything except its own 

utility



Real evidence-based rating

• class 0: things I believe

– class 0a: things I believe despite the available data

• class 1: RCCTs that agree with what I believe

• class 2: other prospective data

• class 3: expert opinion

• class 4: RCCTs that don’t agree with what I believe

• class 5: what you believe that I don’t

Bleck BMJ 2000;321:239





0.38^2 = 0.14 
0.57^2 = 0.32





Three sad truths and their rebuttals

• In most teaching circumstances, clinical work 
will be slower with students
– But the encounter is often more thorough, and 

certainly more enjoyable

• Most physician faculty are not paid to teach
– But most of us value our roles as teachers

• Medical student notes don’t exist in the eyes 
of CMS
– No rebuttal for this one



Most unusual transcribed note

• A resident, trying to be genteel, commented 
that a subarachnoid hemorrhage patient had 
developed the worst headache of his life while 
making love to his paramour

• The typewritten version returned with the 
statement that he was making love to his 
power mower.



Inpatient teaching

• Models for rounding:

– Rounds at bedside, examine each patient as a 
group

– Rounds at bedside, talk about patient, see only 
selected patients as a group

– Start rounds in a conference room to review data, 
then see patients as a group

– Rounds in a conference room, selected staff see 
patients before rounds



Does teaching change behavior?





Didactic 
education



Didactic 
education

Remove amylase from
order forms



Didactic 
education

Remove amylase from
order forms

Uncouple amylase and
lipase orders in computer





IN GENERAL

Know who your audience is and what they want to learn

Create an inviting environment (Percy et al) so they can accomplish their goals!

7 Principals of good teaching

What the academia experts have taught us!!!



CATER TO YOUR AUDIENCE

Diversity of the crowd can make this difficult

Any given day the crowd on rounds changes each with a different agenda

Goals and objectives of the learners

Differs on days and nights

Differ based on department

Differs on the trainees perception of their responsibility

3 rd year vs 4 rth year student

Every individual on a rotation has something they want to get out of it

Understanding and to a reasonable extent catering to that will 
improve their learning

Dealing with the person who has nothing to learn

Overwhelming error, catering to that person!

Example form this morning’s morning report



CREATE AN INVITING ENVIRONMENT (PERCY ET AL)

Understand what influences students attitudes towards a course (Curren et al)

Fear of this rotation versus excitement of that rotation

Common perceptions should be broken if not accurate

Events of 2010 in the MICU at Rush

2 learners left and an additional learner committed suicide

Word on the street and rumor

Combat with truth and information

Facilitate conversation which will improve attention (Rosen et al)

Student in classes where participation was emphasized were more likely to 
prepare and rated their enjoyment higher despite the extra effort



SEVEN PRINCIPALS- AMERICAN ASSOCIATION OF HIGHER LEARNING

Encourage contact between learners and faculty

Engaged people will learn more

Develop cooperation among student  Teams learn together

Encourage active learning  Real time discussion, Discussion after a death

Give prompt feedback  simplest and most forgotten way to affect change

Emphasize time on task

Communicate high expectations

Respect diverse talents and ways of learning

**Provide time to get refreshed

Old school versus new school rounds !!



CONCLUSION

Understanding and engaging people on rounds to create an environment where 

everyone has a role as part of the team will enhance learning and dramatically 

improve care



How to Prepare Your Lecture 

Paul M. Carvey, PhD 

Department of Neurological Sciences 
and Pharmacology 



Prior to your lecture 

• The most important time 

• Thinking time about the salient points you 
need to get across. 

• Know your material cold! 

• If you have given this lecture 20 times, you still 
need to update it frequently.   



Prior to your lecture 

• Syllabus should have been prepared 

• Lecture notes should have been printed and 
distributed 

• Make sure you read ALL materials assigned to 
the class so you can answer questions quickly 
and authoritatively.    

• Review objectives again prior to making your 
slides. 



Prior to your lecture 

• What are the more difficult concepts for your 
students to understand and plan to spend 
more time on them. 

• Make sure you cover all the material. 

• Plan to not let yourself get bogged down in 
minutia. 

 



Prior to your lecture 

• Does the textbook you adopted allow you to 
use figures from the text for your lecture?  
Check with the library and/or the publisher.  
Use those figures whenever you can. 



Traditional Perspective on the lecture 
itself 

1. Outline the material you will discuss 

2. Provide detail of the lecture in an outline 
form. 

3. Tell the class what this material will achieve 

4. Summarize the material they should learn. 



Weren’t those slides boring? 

Lecturing is entertainment!! 





Make your lectures fun 





Prior to your lecture 
• The most important time 

• Thinking time about the 
salient points you need to 
get across. 

• Know your material cold! 

• If you have given this 
lecture 20 times, you still 
need to update it 
frequently.   



Prior to your lecture 

• Syllabus should have been 
prepared 

• Lecture notes should have been 
printed and distributed 

• Make sure you read ALL 
materials assigned to the class 
so you can answer questions 
quickly and authoritatively.    

• Review objectives again prior 
to making your slides. 



Prior to your lecture 

• What are the more difficult concepts for your students to 
understand and plan to spend more time on them. 

• Make sure you cover all the material. 

• Plan to not let yourself get bogged down in minutia. 

 



Prior to your lecture 

• Does the textbook you adopted allow you to 
use figures from the text for your lecture?  
Check with the library and/or the publisher.  
Use those figures whenever you can. 



Non-traditional 
Start with a 

question that 
accomplishes 
the same end 
to generate 
engagement. 





What 

       Is 

         Love? 



What is the purpose of a slide 

• To provide information that is important to 
the student? 



What is the purpose of a slide 

• To provide information that is important to 
the student? 

• Entertain them and keep them engaged! 



A Lecture as a form of Entertainment 

• Entertainment 
ensures 
engagement 

• Entertainment 
keeps the student 
involved in your 
lecture 

• Entertainment 
facilitates the 
transference of 
information. 



How do you know your students are 
engaged? 



Text Density 

• If you have too much text in your slides, your 
students have to work so hard they will not be 
entertained, and we have stated that 
entertainment is what it is all about. 

• Generally, I try to keep things to three or four 
bullets and try to NOT provide ideas or facts in 
complete sentences as it takes to long to read. 

• After all, if the students are reading your slides, 
they are not focusing on what you have to say.  
They are reading the text! 



Text Density 

• Slides should be bullets 

• 3 to 4 maximum bullets per 
slide. 

• Students should focus on 
listening to you. 

• The slide series is your 
roadmap to keep you on 
track 



Never 
 Never 
  Never 
   Read your slides! 



The Purpose of a Slide is to Teach 
• Provide student perspective. 

• Helps make sure you don’t confuse them or 
yourself. 

• Helps students consolidate. 



Student needs to visualize what you 
are teaching 

• Greater number of senses affected, the 
greater the transfer. 

• Humor enhances emotion which enhances 
transfer. 

• Tell a story. 



I think we have 
forgotten how little 
we knew when we 
were students.  
Often times the 
most obvious things 
to us, are unknown 
to the student. 







If you are not excited about the material, 

why will your students work late into the 

night for you?? 



Diphenoxylate and 

Atropine (Lomotil) 
Diphenoxylate crosses the BBB 

somewhat so to discourage 

abuse, it is formulated with 

atropine 

Codeine Cannonballs 



End-of-Dose Wearing Off Effect 

P
la

sm
a 

D
O

P
A

 L
ev

el
 

Time after Dose 

Early treatment 

Shorter duration with loss 

of DA neuron terminals. 

Complications of Therapy 

On-Off Phenomenon 

Loss of DA terminals reduces reservoir for storage of DOPA 

converted to DA in the striatum. 



Approach difficult concepts from 

as many angles as possible! 



Ocular Pharmacology 

• Control of pupil size 

• Regulation of accommodation 

• Control of aqueous humor (AH) production 

• Control of AH outflow 



a1 
b2 M3,M2 

Contract to Dilate 
(Mydriasis) 

Contract to constrict 
(Miosis) 

Relax for far vision 

M3,M2 
Contract for near 

vision 
(accommodation) 



M3 agonists induce 
M3 antagonists prevent 
 
 
 
 
 
 
Alpha-1 agonists induce 
Alpha-1 antagonists prevent 
 

Sphincter 

Radial 

SANS = PANS 



When the ciliary muscles contract (M3 mediated), they 
loosen the ciliary fibers which are attached to the 
envelope of the crystalline lens. Because the lens is 
pliable, it relaxes into a more curved shape, increasing 
it's refractive power to accommodate for closer 
viewing.  

 

When the eye is relaxed and the interior lens is the least 
rounded (beta 2 effect), the lens has its maximum focal 
length for distant viewing. As the muscle tension around 
the ring of muscle is increased and the supporting fibers are 
thereby loosened, the interior lens rounds out to its 
minimum focal length. 

Beta-2 induced relaxation 
M3 induced contraction 

M3 agonists contract the ciliary muscle and produce near vision 
M3 antagonists relax the ciliary muscle leading to cycloplegia and 
      paralysis of accommodation.  Fixed far vision 
 
Beta-2 relaxes the ciliary muscle for far vision 
Beta-2 antagonists would prevent relaxation and fix at near vision. 



LENS 

Ciliary Muscle 
Relaxation 

Beta-2 induced relaxation 

Zonule fibers 

When the ciliary muscle relaxes (beta-2 effect) the zonule fibers are stretched, 
pulling on the lens for far vision. 

LENS 

Contract 

M3 mediated contraction 

When the ciliary muscles contract toward the lens (M3 effect), the zonule fibers 
are limp allowing the lens to round up for near vision. 

Beta blockers fix near vision 

Antimuscarinics produce paralysis of 
accommodation and cycloplegia 

SANS = PANS 





Angle Closure or closed-angle glaucoma is rare and a medical emergency. 
The iris puckers and crimps off the trabecular meshwork leaving only the 
unconventional pathway available for AH drainage.  The only treatment is a 
drug that facilitates unconventional drainage or to reduce AH production.  
While awaiting surgery, drugs which do this are used. 
1. Alpha-2 agonists 
2. Beta-2 blockers 
3. Carbonic anhydrase inhibitors (dorzolamide) 
4. Prostaglandin F2α (PGF2α) analogs latanoprost, travoprost 



Latanoprost and travoprost are Prostaglandin F2α (PGF2α) 
analogs.  They facilitate outflow through the trabecular 
meshwork (unconventional pathway) via an unknown 

mechanism.  They can enhance iris color and increase lash 
length as a side effect.      



NaCl is taken up by 

electroneutral transporters of 

the pigmented epithelial (PE) 

cells, namely Na+-K+-2Cl− co-

transporters and paired 

Cl−/HCO3
− and Na+/H+ 

exchangers: NaCl then crosses 

gap junctions to the 

nonpigmented ciliary 

epithelial (NPE) cells, and is 

released largely through 

Na+,K+-activated ATPase and 

Cl− channels of the NPE cells. 

CA, carbonic anhydrase is 

required  and its inhibition by 

carbonic anhydrase inhibitors 

reduces production of AH.  

 

Dorzolamide  and other CA inhibitors are used 



Dilating the eye is a common practice during eye exams.  
Short-acting atropine-like drugs are generally used.   

These drugs relax the ciliary muscle which can reduce AH 
outflow.  This would pucker the iris and could exacerbate 

closed angle glaucoma.  



Are the students still with you? 
 
Ask them a content question! 



If you are late and are lecturing multiple times, don’t 
be afraid to take up where you left off in the next 
lecture.  If you only have one lecture, then you need 
to pace yourself and design your lecture with too 
little material. 



Post-mortem assessment 

1.Probably the most 
important element of your 
lecture 

2.Do it within 24 hours of your 
lecture 

3.Assess your style of delivery, 
and most importantly, 
student engagement. 

4.Change your slides while you 
are thinking about it! 



Post-mortem assessment 2:  The exam 

1.How many students got the 
question exactly correct? 

2. Were there obvious 
difficulties with certain 
concepts or material? 



Every piece of entertainment should have a finale 



How to Mentor, by Kim Skarupski 

Teaching Academy, 1/17/12 

Kimberly_Skarupski@rush.edu (3-3146) 

What is Mentoring? 

Mentoring, def. Broadly-used term applied to a wide variety of functions, depending on the discipline. May refer to: 
coaching, supervising, advising, counseling, sponsoring, role-modeling, preceptoring, tutoring, teaching, or peer 
support . Mentoring types (e.g., in an academic medical center) revolve around roles in: clinical care, education, 
research, or administration. Regardless of discipline or type, mentoring has unique and key features: a) a dyadic (not 
always) relationship between a more experienced or senior person (mentor) and a less experienced or junior person 
(mentee/protege); b) this relationship reciprocal, yet assymetrical because the mentee’s development is paramount; 
c) the relationship is dynamic, that is, changing over time; and d) it involves a high level of commitment on both 
parts. 

How are my mentoring skills? 

How often do I/can I give examples of how I….Appreciate individual differences, am available, promote self-
direction, engage in active questioning, celebrate successes, build a scientific and social community, provide 
opportunities for skill development, networking, and practice mentoring for life? 
Reference: Lee, Dennis, & Campbell. “Nature’s Guide for Mentors,” Nature (Vol. 447), 14 June 2007. 
 
Am I self-actualized? (Maslow’s Hierarchy of Needs) 
 
Red flags: Too busy to meet (distracted while meeting [emails/texts/pages]; unprepared); procrastinate; insincere; 
unnecessarily critical; unclear/unfocused; selfish/dishonest; don’t follow-through; irresponsible 
 

Tools to improve my mentoring skills 

Guidelines: Getting started – establish your “contract”; Getting to know each other; Setting goals & expectations; 
Revising goals & expectations; Identifying challenges & issues; Resolving challenges & issues; Evaluating the 
mentoring relationship  

Reference: “Entering Mentoring: A Seminar to Train a New Generation of Scientists, the Wisconsin Program for 
Scientific Teaching,” HHMI.  http://www.hhmi.org/resources/labmanagement/downloads/entering_mentoring.pdf 

Dimensions of High-level human relating (back of sheet). 

ABCs of communication (also, Seven Pillars reference): Act “as if” interested (display a “posture of involvement”); Be 

encouraging (overcome your tendency to judge, analyze, interrupt, or hurry; I see, That’s interesting, Then What?); 

Clarify (Periodically summarize what you’ve heard and reflect back). 

“Personality colors” – reference: PACE Palette, The PACE Organization. Indiana 

Outcomes of good mentoring 

It’s all good. “In academic medicine, the quality of mentorship is often the single most predictor of academic 

success.” Mentorship Task Force Report, Dept. of Medicine, University of Chicago, 10/21/2008 

Peters & Waterman, In Search of Excellence, excellent organizations invest in their people!  



Dimensions of 
High-level 
Human 
Relating 
(“People 
skills”/EQ)  

J.W. Sipe & D. M. Frick. 2009.  Seven Pillars of Servant 
Leadership: Practicing the Wisdom of Leading by Serving.  
Paulist Press, New York.  

Behaviors 

Rating: 1= poor,       
2= fair, 3= good,        
4 = very good,            
5 = excellent  

Empathy  I see the world through the eyes of others; it is easy for me to put 
myself in other people’s shoes. Understanding their point of view is 
important to me. I listen well to both verbal and nonverbal cues. I 
reflect back my awareness and understanding of their thoughts, 
feelings, and desires with clarity and respect.  

 

Warmth  I express that I am “for” others in a variety of ways, that I respect 
and care about them. I accept others for who they are, even though 
I do not always necessarily approve of what they do. I am a 
supportive and positive person.  

 

Genuineness  I am real and authentic in my interactions. I do not hide behind 
roles or facades; others usually know where I stand. I am 
comfortable being myself.  

 

Concreteness  I am not vague when I speak to others; I do not speak in generalities 
nor do I beat around the bush. I deal with concrete experience and 
behavior when I talk. I am direct and specific.  

 

Initiative  In my relationships, I would rather act than just react. I confront 
problems directly. I am solution-oriented and optimistic. I do not 
blame others.  

 

Immediacy  I deal openly and directly with my relationship to others. I engage in 
“you-me” talk in the “here and now.” I am willing to take risks to 
promote mutual, intimate sharing. I am open to feedback.  

 

Self-disclosure  I let others know the “person inside” whenever appropriate. I am 
willing to share my thoughts, feelings, likes, dislikes, regrets, 
ambitions, and dreams. I am not intrusive; I maintain adequate 
interpersonal boundaries. I use self-disclosure to help establish 
sound relationships with others.  

 

Confrontation  I challenge others responsibly and with care. I invite others to 
examine discrepancies in their thoughts, feelings, intentions, and 
behaviors. I use confrontation as a way of getting involved with 
others, helping them to grow, and never to punish.  

 

Self-
exploration  

I examine my lifestyle and behavior and want others to help me do 
the same. I desire to learn how I affect others. I respond to 
feedback as nondefensively as possible. I am open to changing my 
behavior.  
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Evaluation Clinical Competence 
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Faculty Promotion at Rush  
“Getting Promoted to Senior 

Faculty Ranks" 
 

Susan Chubinskaya, PhD 
Ciba-Geigy Professor of Biochemistry 

 
Associate Provost for 

Academic Affairs 

 

 



 

Senior 

resident/fellow 
Goal!!! 



Info about COSFAP  

RMC 

• Meetings every 4th 

Wednesday of the month @ 

8-9am 

• CV template and COSFAP 

policies and guidelines @ 

Medical Staff Office website: 

http://iris.rush.edu/mso/index

.html 

• Medical Staff Office contact: 

Lolesia_Johnson@rush.edu 

phone 2-5496 

 

CHS 

• Schedule and frequency of 

the meetings are developed 

at the beginning of each 

academic year 

CON 

• All applications are reviewed 

in spring once a year 

©2003 RUSH University Medical Center 



Composition of COSFAP 

RMC/ 3-year term 

• Professors  10 

• Assoc. Professors   4 

• Assist.Professors/Instructors

     4 

• Students 2 (M2 & M3) 

 

CON/ 3-year term 

• Professors    2 

• Assoc. Professors   2 

• Either rank    1 

• Deans Office Representative 

 

 

CHS/ 3-year term 

• One member from each 

department with primary 

appointment in CHS 

• Those with senior ranks 

 

©2003 RUSH University Medical Center 
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COSFAP Function 

• Promotions are not granted simply as a consequence 

of time in service 

• Does not review Junior rank appointments 

• Review of nominations from department Chairs for 

appointment or promotion of an individual to senior 

faculty rank 

– Associate Professor 

– Professor 

• Upon COSFAP approval all new appointments and 

promotions will be approved by the Dean, Faculty 

Council/Faculty Senate with final approval by the 

Provost. 

 

  



Faculty Tracks 

• CON: 

– educator/clinical 

practice  

– educator/researcher 

– researcher/clinical 

practice 

 

• RMC & CHS 

– Single track 

©2003 RUSH University Medical Center 
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Process of Promotion (RMC) 

• Promotions can be in any primary or conjoint 
Department(s) without prejudice to the Faculty 
member.   

• It is unnecessary to receive the permission of the 
other conjoint Departments or the primary 
Department to recommend a Faculty member for 
advancement.  

• The process involves two steps: 
– The individual must be nominated by his/ her primary or 

conjoint department chairperson to the Dean.  

– The nomination is then forwarded by the Dean to COSFAP 
for review and recommendations.   

 

– In some instances a proposed appointment arises from a 
search committee for a department chairperson or section 
director.  Under these conditions, the recommendations of 
the search committee and the supporting materials can 
significantly expedite the evaluation by the Committee and 
should be included with the nomination.  



©2003 RUSH University Medical Center 

Appointment to Senior Faculty Rank 

• Appointments to senior faculty rank at other 

institutions may be considered in assessing a 

proposed faculty appointment, but will not be 

the sole determinant in recommending a 

specific faculty rank.  

 

• All requirements for appointments with regard 

to packet preparation are the same as for 

promotion  





Areas of Excellence 

• CON 

– Criteria defined in 

tracks 

• RMC 

– Teaching Excellence 

– Research/Scholarly 

– Clinical Service 

– Administrative 

Service 

• CHS 

– Teaching 

– Scholarship 

– Operational activities 

(direct/indirect patient 

care) 

– Professional/Institutional/

Community Service 

©2003 RUSH University Medical Center 

Teaching and Research/Scholarly activities are 

critical to the mission of the Institution!!! 



a. Evidence that an developed by the 

candidate serves as a model for other institutions (i.e., 

letters from colleagues stating this point, published teaching 

tutorials, novel teaching approaches and/or courses/lectures 

developed by the candidate adapted by other institutions, 

etc). 

b. 

c. 

d.  of students/residents/fellows/trainees/nurses 

e. . 

f. at other academic institutions. 

g. by professional societies. 

h. , or reviews published 

in peer review journals. 

i. in peer review journals based upon 

teaching or course development in areas related to medical 

school or postgraduate teaching.   

k. with 

supporting documentation (i.e., description in letters of 

endorsement or letter from the Department Chairperson). 

l. . 

m.  in national, international, or interinstitutional 

educational activities. 
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•Teaching 

•Research/scholarly 

•Clinical  

•Administrative  





•Teaching 

 + 

•Research/scholarly 

 

•Clinical  

•Administrative  
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Steps in the Promotion Process 
• Start as soon as you become Assistant Professor 

• Discuss your level of preparedness at annual reviews with your 
chairperson 

• Preparation for the next step is a continuous process 

• Initiation by faculty/chairperson 

• Packet 
– CV 

– Chair’s Letter 

– Evaluation letters 

– Endorsement letters 

– Advisory Committee approval 

– Reprints (if research is one of the grounds) 

– Any additional supporting documentation 

• Packet submission to the Medical Staff Office 

• Approval by the Dean 

• COSFAP chair review & assignments 

• COSFAP committee review (3 members) & approval 

• Faculty Council review & approval 

• Approval by the Provost 

 



©2003 RUSH University Medical Center 

Timeline of the process 

Assistant Professor 

Associate Professor 

Professor 

Minimum 5 years 

Minimum 5 years 

month 5y 

initiation 

 1      2       3      4      5       6       7 

Package 

submission 

Med Staff 

Office 

Approval by 

the Dean 

Solicitation 

of letters 

COSFAP Review 

& Approval 

Faculty Council 

Review & Approval 

Self empowerment! 

0 
Work towards next step 



©2003 RUSH University Medical Center 

Nomination Packet 

Clearly identified sections and subsections: 

 

• Department Chairperson’s letter: 
– Grounds for promotion 

– Candidate’s role in the department's programs 

– Summary of each area of performance  

– Summary of letters/distinction between evaluation and 
endorsement letters 

– Recommendation of the Advisory Committee 

• Letters of support (signed!) 
– Letters of evaluation 3/5 

– Letters of endorsement 

• Curriculum Vitae (COSFAP CV template format) 

• Reprints 3 (required if basis of promotion includes 
research) 

• Teaching documents (required if basis of promotion 
includes teaching)  



©2003 RUSH University Medical Center 

What are the changes? 

• Only packets that are in compliance with 
COSFAP Policies and Procedures will be 
reviewed by the Committee 

  

• Eligibility with advanced degree only 

• Department Chairperson’s letter 

• CV format 

• Advisory committee approval 

• Requirements for documenting teaching excellence 

• Requirements for evaluation letters (independent 
assessment) +statement: “would qualify for the 

promotion in any of the tracks that they use at 
the evaluator's institution!!!”.  

• Letters from former trainees 

 



©2003 RUSH University Medical Center 

Common mistakes 

• Lack of compliance: 

– Chair’s letter 

– CV 

• Format 

• Content 

– Ineligible evaluators 

– Insufficient number of evaluation letters 

– Absence of teaching documentation 

– Absence of letters from former trainees 

 



©2003 RUSH University Medical Center 

: 

• Chairperson will not promote you 
 

• Talk to him/her and ask what else you need to do 

to get promoted. Get it in writing. 

 

• At any one time, it is your right to file a grievance 

against the individual whom you think unfairly 

blocks your promotion from going ahead. 



©2003 RUSH University Medical Center 

: 
 

Advisory committee of the 

Department will not support your 

promotion 
 
The Chairperson of the Department still could 

put you up for promotion 
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You do not know where your 

application is at any one time 

 

You have the right to know where your application 

is. When all else fails, the person most likely to 

know is Lolesia Johnson in the Medical Staff Office 

(2-5496 ) 

 



©2003 RUSH University Medical Center 

You heard your application was Tabled 

by COSFAP 
 

Your Chairperson will in this case have received (or 

will receive within a few days) a letter outlining what 

additional information the committee would like to 

receive before it makes a decision. Ask your 

Chairperson to see the letter. Note that your 

Chairperson also can appear in person before 

COSFAP at its next meeting to clarify the situation. 

Also, should he/she be willing to do so, your chair 

can plead to case (to explain why you deserve to be 

promoted).  



©2003 RUSH University Medical Center 

Your application is disapproved by 

COSFAP 
 

Things could be worse. Your Chair can resubmit 

an amended application.   



©2003 RUSH University Medical Center 

 
More than 90% of applications presented to COSFAP 

are approved, either directly or soon thereafter (after  

answering a question raised by COSFAP). 

 

More often than not,  applications who are 

disapproved are subsequently approved when a 

revised version is submitted six or more months 

later. 

 

The applicant and his/her Chairperson  really have 

the fate of the applicant in their hand. 
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undergraduate 

graduate 

PhD /MD 

instructor * 

assistant professor 

associate professor 

professor 

chairman 
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My contact info: 

Susanna_Chubinskaya@rush.edu 

phone: 26306 

• GOOD LUCK !!! 

Goal: To make promotion a happy journey 

Do not Despair 

No Magic is involved in the 

process 

 



Thinking about Work/ Life Balance 

Jane Grady 

March 20, 2012  



Rush Teaching Academy   

• Depends on the nature of your work 

•  Depends on your “life” commitments 

•  Changes with your age and life-stage 

•  Is highly individualized 

2 



Work/Life Balance 

Question 

• Turn to someone next to you and discuss: 

• How might the nature of academic work create specific kinds of 

work life balance issues? 

 

3 



Academic Work 

• Self-directed and self-managed 

• Measured by outcomes, ie, classes taught, grants received, 

articles published 

• And…..You could always do more 

4 



The Balance without Dependents 

– Single 

– With a partner 

QUESTION 

• What might be some of the work/life balance issues for these individuals? 

 

5 



The Balance with Children 

• Women in the Labor Force 

    1975    47.4% 

    2009    71.6% 

•  About 30% of employed women with children are the sole 

source of family support 

6 



Balance with Children…. 

• Work Schedule 

• Child Care 

• Household Help 

• School and activities 

• Money helps all of the above 

7 



Balance with the Elderly 

• For singles, couples and families with  children 

    2012  40 million people over 65 

    2030  72 million people over 65 

• Most older adults receive in-home family care 

• 55% of family caregivers report feeling overwhelmed (APA, 

2012) 

• 54% of caregivers are women,  46% are men 

• 49% of the workforce will be providing elder care in the next 

five years(Family and Work Institute, 2010) 
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Balance with the Elderly 

• Many work accommodations 

• Lost wages and retirement 

• Miss an average of 6.6 days of work (Gallup, Inc., 2011) 

• Flexible work 

• Different issues than with children 

 
9 



QUESTION 

• Given all this information…. 

 

What stands out for you? 

10 



What Employers Can Do? 

• Wages:     U.S.  Median is  $60,000 
• Benefits 

• PTO 
• FMLA   - Rush 80 hour reserve 
• Rush LOA 
• .9 status 
• EAP 
• Work Life Resource and Referral 

• Referral Services 
• Legal Assist 
• Financial Assist 
• ID Theft Recovery 
• We CARE Grant 
• Laurance Armour Day School 
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How to Find 

Funding

Opportunities

Kim Skarupski, PhD, MPH
Director, Rush Research Mentoring Program

Associate Professor, Epidemiology

Office of Academic Affairs
Teaching Academy

April 17, 2012



Objectives

• Learn how to find:

– Federal funding

– Industry/clinical trials funding

– Foundation/private funding

• Learn about Rush resources to help you find 
funding

• Identify people at Rush who have been 
awarded specific types of funding



Federal Funding

Grants.gov

NIH - Office of Extramural Research



http://grants.gov/







http://grants1.nih.gov/grants/oer.htm



http://grants.nih.gov/grants/guide/rss_info.htm



http://grants.nih.gov/grants/guide/index.html

http://grants1.nih.gov/grants/guide/listserv.htm





http://grants.nih.gov/grants/guide/index.html

http://grants1.nih.gov/grants/guide/listserv.htm



http://grants.nih.gov/grants/guide/rss_info.htm



http://projectreporter.nih.gov/reporter.cfm



Text search term = MRSA



http://grants.nih.gov/grants/funding/ac_search_results.htm
http://grants.nih.gov/grants/funding/funding_program.htm#RSeries

Common  Funding Mechanisms

R01 NIH Research Project Grant Program
-most common
-no $ limit (need special permission for 
>$500K DC/year)
-3-5 years

R03 Small grant (going away?)
-up to $50K/year
-up to 2 years

R21 Exploratory/Developmental
-direct costs not >$275K
-up to 2 years

R41/42 Small Business Technology Transfer 
(STTR)
-3 phase structure
-PI has formal appt./commitment to Co.

R43/44 Small Business Innovative Research 
(SBIR)
-3 phase structure
-PI primarily employed by Co.

P-series Program project/Center grants



K-Series  (Career Development Awards)
http://grants.nih.gov/training/careerdevelopmentawards.htm



T &F-Series  (Research Training & Fellowships) 
http://grants.nih.gov/training/nrsa.htm



http://www.niaid.nih.gov/pages/default.aspx?wt.ac=tnHome







Some recent Rush NIH award recipients

R01 Denis Evans
David Bennett
Ali Keshavarzian
Alan Landay
Stevan Hobfoll
Lynda Powell
Lisa Barnes
Zoe Arvanitakis
Julie Schneider
Judy McCann
Carol Farran
JoEllen Wilbur
Erin Emery
Kharma Foucher
Rachel Goldsmith
Megan Hood
Rasa Kazlauskaite
Hannah Lundberg
Mary Ellen Stoykov
Yueming Tang
Lena Al-Harthi

R03 Valeriy Shafiro
XinQi Dong
Lena Al-Harthi

R21 Kent Christopherson
Ece Mutlu
Carla Scanzello
Yueming Tang
Lena Al-Harthi
Giselle Mosnaim

SBIR Nicole Russo-Ponsaran
Judy McCann

K23 XinQi Dong
Kyle Popovich
Garth Swanson
Giselle Mosnaim

K08 Carla Scanzello
Yejia Zhang

F31s Celeste Napier

F32 Hannah Lundberg

T32s Leyla deToledo Morrell

Rick Sumner

P20 Lisa Barnes*

P30 Alan Landay

P50 Lynda Powell



Other Federal Funding (not NIH) – come to Cohn Field Audi. at 2PM today! 

Funder Website Rush Awardees

AHRQ Agency for Healthcare Research & Quality

http://www.ahrq.gov/

Ruth Kleinpell

AOA Administration on Aging

http://www.aoa.gov/

Robyn Golden
Erin Emery

CMS Centers for Medicare and Medicaid Services

http://www.cms.gov/

Robyn Golden
Erin Emery

DOD Department of Defense

http://www.defense.gov

Ali Keshavarzian
Kalipada Pahan

NASA National Aeronautics and Space Administration 

http://www.nasa.gov/about/research/index.html

James Wyatt

NSBRI National Space Biomedical Research Institute

http://www.nsbri.org/

James Wyatt

NSF National Science Foundation

http://www.nsf.gov/

Leyla deToledo-Morrell
Tom DeCoursey

SAMHSA The Substance Abuse and Mental Health Services Administration

http://www.samhsa.gov/

Robyn Golden
Erin Emery

USDA United States Department of Agriculture

http://www.usda.gov/wps/portal/usda/usdahome?navid=ABOUT_USDA

Ali Keshavarzian
Heather Rasmussen





Rush’s Office of Sponsored 
Research Projects 

• Rush offers a range of educational and training opportunities. Anyone engaged 
in research can make an appointment for a one-on-one consultation on a 
variety of research-related subjects, for example: 

• Grants and Contracts 
• IRB Submission 
• Budget 
• Coverage Analysis 
• Human Subject Protections 
• Rush Research Portal 
• eCommons

• For more information, contact Donna Knuth @ 942-3354
-She produces quarterly and monthly research funding reports (funder, investigator, $, etc.)



Rush Investigators: Clinical Trials, Drug, Foundations, Industry, Private Corporations (2011) 
(email Kimberly_Skarupski for copy of report – ask for “Teaching Academy Appendix”)

Keshavarzian, Ali Trtmt of Subjects with Active Ulcerative Colitis Otsuka

Keshavarzian, Ali Sargramostim in Patients with Active Crohn's Disease Berlex

Keshavarzian, Ali LEUKINE® Stimulating Factor in Active Crohn's Disease Berlex

Valentino, Leonard Therapy with Dalteparin Sodium Injection in Children with Malignancies and Thromboembolism Eisai

Valentino, Leonard Study of Recombinant Factor IX in Subjects with Hemophilia B Inspiration Biopharmaceuticals

Valentino, Leonard Inhibitor Development in PUPs or MBCTPs when Exposed to vWD in Factor VII Concentrates Sintesi Research Corp

Valentino, Leonard Coagulation Factor IX Fc fusion in Previously Treated Hemophilia B Subjects Biogen Idec

Valentino, Leonard The VWD International Prophylaxix Study Rho, Inc

Valentino, Leonard Continuous Infusion VS Intermittent Bolus Infusion in Subjects Baxter

Valentino, Leonard Safety and Tolerability in Congenital von Willebrand's Disease Baxter

Valentino, Leonard Dosing Observational Study in Hemophilia Subjects with Inhibitors Novo Nordisk

Valentino, Leonard Study in Patients with Need for Urgent Surgery or Invasive Procedures Octapharma AG

Valentino, Leonard Newly Developed Human Cell-Line FVIII Concentrate Trtmt in Patients with Hemophilia A Octapharma AG

Valentino, Leonard Pharmacokinetic Study of Intravenous FIXFc in Hemophilia B Patients Syntonix

Valentino, Leonard Trtmt of Joint Bleeds in Congenital Hemophilia Patients Novo Nordisk, Inc

Valentino, Leonard Compare 2 Prophylactic Regimens in Subjects with Hemophilia Baxter

Valentino, Leonard Prospective ADVATE Immune Tolerance Induction Registry Baxter

Valentino, Leonard Compare on Demand Trtmts with 2 Regimens in Patients w Severe Hemophilia Wyeth

Valentino, Leonard Thrombin Assay for Hemophiliacs treated with FEIBA VH Baxter BioScience, Inc.

Valentino, Leonard Evaluate Pediatric Patients Requiring Anticoagulant Alternatives GlaxoSmith Kline

Valentino, Leonard Resection of Giant Pelvic Pseudo Tumor Baxter Healthcare

Valentino, Leonard Drug Study for Subjects with an Inhibitor Antibody to FVIII Octagen

Valentino, Leonard Recombinant Factor VII in Congenital Hemophilia A or B Patients Novo-Nordisk

Valentino, Leonard Effect of Refacto in Hemophilia Subjects Undergoing Major Surgery Wyeth



Sample: Knuth’s monthly external research awards report (March, 2012)



Rush’s Research & Clinical Trials 
Administration (RCTA)

For more information, contact Lisa Pitler @ 942-5713

Clinical trials funding is typically investigator-initiated. Investigators 
submit a study to a drug company.

Investigators MUST work with the RCTA office! 
Why?

• There is a difference between a CONTRACT and a GRANT!
• You need to determine the TRUE cost of your project before

you obtain funding (Rush has centralized research rates for 
industry and non-industry)



Rush’s Intellectual Property (IP) Office
-Industry Funding-

• Industry-sponsored research grants
• The IP office has established relationships with industry (these can be      

leveraged to help you find funding).
• Inventions can often drive industry-academic research relationships.   

When licensing inventions, the IP Office will try to include research       
sponsorship as appropriate and according to the willingness and ability 
of the licensee to fund such research.

•Small Business Innovation Research (SBIR) and Small Business 
Technology Transfer (STTR) grants (http://grants.nih.gov/grants/funding/sbir.htm)

• find small business research sponsors (existing companies)
• guide with company formation process
• help with necessary guidance related to writing the grant application

• For more information, contact Dr. Jay Vijayan@ 
563-2736 or Dr. Matt Raymond@ 563-2780



Rush Library 

• Reference Librarians can help you with your search strategy!
– Search strategies using the NIH website 
– Assistance with Donors Forum Library open access databases
– Literature Searching
– Preparing bibliographies
– Direct you to other resources for your funding needs

Toby Gibson
Email: toby_gibson@rush.edu
Phone: (312) 942-2279

Jonna Peterson
Email: jonna_peterson@rush.edu
Phone: (312) 942-2274

Reference
Email: lib_ref@rush.edu
Phone (312) 942-5950

Reference  Services available
Monday-Thursday: 9am – 7pm
Friday: 9am – 5pm

Phone:  (312) 942-5952
Email: lib_ref@rush.edu
Chat Services:  
http://bit.ly/yXM1oG



Foundation/Philanthropic funding

Director, Rush’s Corporate & Foundation Relations: Sophia Worobec @ 942-6857

Foundation Fundamentals:
A foundation is a tax-exempt charitable organization that 
primarily exists to make grants to people and organizations for 
charitable purposes.

A foundation must distribute 5% of its assets each year, based 
on a rolling 3-year average.

Foundation grantmaking is directed by guidelines that stipulate 
who, what, where and when funds are disbursed.



Sources of Grant Money
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Total charitable giving in the U.S. totaled $290.89 billion in 

2010 (source: Giving USA)

73%

8%

5%

14%



Beneficiaries of Funding

3232

Education
14%

Int’l
5%

Religion
35%

Education
14%

Health
8% Human 

services
9%

Public-
society

8%

Foundations
11%

Arts
5%



Rush’s Office of Philanthropy

33

45 staff 
members

Secured $7.4 M 
in new 

research grants 
in 2010

Campaign 
ending 

December 31, 
2011

Major Gifts

Alumni Relations

Planned Giving

Donor Engagement

Advancement Services

Prospect Research

Corporate and Foundation Relations



Rush’s Corporate & Foundation 
Relations - Overview

• 4 staff members

• Coordinates and tracks all submissions to private funders.

• Builds institutional relationships.

• Raises funds toward research, scholarship, facilities, community 
service.

• Submitted 85 proposals with an aggregate value of $17.1 million in 
FY11. 

34
Director: Sophia Worobec @ 942-6857



Rush’s Corporate & Foundation Relations 
– Prospect Research

See who is funding research in your area!

• Conduct a search using ‘The Foundation 
Directory Online’ (special database available 
only at their offices – not publicly accessible ) 

• Consult with expert staff

For more information/to make an appointment, 
contact Maggie McGauley @ 942-2206



10 Commandments of Private Foundation Grant Proposals 
(hand-out)

Cast your line in likely waters: be realistic Don’t be discouraged if your line breaks: 
keep trying

Use the right bait: follow instructions Many small fish make a better meal than one 
big fish: don’t be overambitious

Don’t scare the fish away: avoid 
overfamiliarity

Two fishers are often able to land a fish 
easier than one alone: form collaborations

Lure the fish to your fishing hole: engage key 
officials

Keep steady pressure on the line when the 
fish takes the bait: fulfill all awardee
obligations

Use a line that’s strong enough: ensure you 
and your project are well-rounded

Study the ways of fish diligently: do your 
homework!

John Hurley, Assoc. VP, MacArthur Foundation, 2000



Current/Recent Research Funders

37

National

• Robert Wood Johnson Foundation • LUNGevity Foundation

• Avon Foundation for Women • Thrasher Research Fund

• American Health Assistance Fdtn. • St. Baldrick’s Foundation

• Bill and Melinda Gates Foundation • Campbell Foundation

Local

• Coleman Foundation • Wadsworth Memorial Fund

• Bears Care • William G. McGowan Fund

• Shapiro Foundation • Otho S.A. Sprague Memorial Institute

…and others



“Other” opportunities (?)

• “The Grateful Patient”

• Crowd Funding

– Raising $ directly from the public; numerous platforms:

• Kickstarter

– Used by authors, film-makers, and artists looking for project funding.

• Open Source Science Project (OSSP) – water quality mapping 
(Mississippi River)

• FundaGeek – tech projects in Yucca Valley, CA

• Kiva – small loans to entrepreneurs in developing world

• RocketHub – artists/entrepreneurs

• SciFlies

» Ref. Jim Giles, “Like it? Pay for it.” Nature, Vol. 481, 1/19/12



Interested in crowd-funding?

Giles, J. “Like it? Pay for 
it.” Nature, Vol. 481, 
1/19/12



State funding

• In Illinois? Really?

• Yup! 

• e.g., Illinois Dept. of Public Health

– Cathy Catrambone (Nursing)

– Konstantinos Arfanakis (RADC)



Your turn!

• Additional tips/hints/advice/lessons learned?



Contact Info.

• Kimberly_Skarupski@rush.edu

• 563-3146

• Kidston Building, Suite 606



Evaluating Clinical 

Competence

What makes a good performance good?

Elizabeth Baker MD, MHPE

Jah-Won Koo MD

5/15/2012



During this session we will 

define/discuss/debate:

Competence, competencies

CBME, milestones and EPA’s

Clinical performance evaluations

RIME

RMC new clinical performance 

evaluation



Competence 

 The ability to do something well, 

measured against a standard, especially 

ability acquired through experience or 

training 

Capability, ability, skill, fitness, aptitude, 

proficiency, know-how



Dreyfus Model of Skill 

Development- 5 (or 6) stages

Novice

 Advanced beginner

Competent

 Proficient

 Expert

 “Innovator”

Dreyfus SE, 1980



Competence

 A broad, general attribute

 Involves multiple domains of ability

 Spectrum from novice to expert

Taber et al, Medical Teacher 2010

ten Cate, Academic Medicine 2007

Competencies are the ingredients of competence



“Competencies require 

integration of relevant knowledge, 

skills and attitudes to enable 

handling of complex situations

and problems in an appropriate 

manner.”

H.E.M. Daelmans, Medical Teacher 2004 



Competencies

 Specific

 Comprehensive 

(knowledge, attitude 

and skill)

 Durable

 Trainable

 Measurable

 Connected to other 

competencies

ten Cate, Medical Education 2005

Operationalized by linking them with professional activities

Wimmers, Advances in Health Sciences Education 2007



Competency Based Medical 

Education

 An educational paradigm

Outcomes-based

Uses an organizing framework of 

competencies

Can identify milestones that trainees will 

need to reach as they acquire the 

required competencies

Taber et al, Medical Teacher 2010



ACGME Competencies

 Patient Care

Medical Knowledge

 Practice-Based Learning and 

Improvement

 Interpersonal and Communication Skills

 Professionalism

 Systems-Based Practice 

ACGME website (www.acgme.org)



AAIM  Website 2012 (www.im.org)

Green, Journal of Graduate Medical Education 2009



Entrustable Professional 

Activities (EPA’s)

 Professional activities

Critical elements that operationally 

define a profession

Must be assessed and approved of at 

some point during training

 The focus of assessment by observation

ten Cate, Academic Medicine 2007



Conditions of EPA’s

 Essential professional work

 Requires knowledge, skill and attitude

 Recognized output

 Confined to qualified personnel

 Independently executable

 Within a time frame

 Observable and measurable

 Reflects one or more competencies

ten Cate, Academic Medicine 2007



EPA

Manage the care of patients in general internal medicine continuity clinic

Manage the care of patients on general internal medicine inpatient ward

Manage the care of patients in the critical care unit 

Provide general internal medicine consultation to nonmedical specialties

Provide preoperative assessment & preoperative care

Manage transitions of care

Lead interprofessional care teams

Lead family meetings

Assure patient safety

Improve the quality of personal and system-level care

Engage in life-long learning

Provide patient advocacy

Behave professionally

Proposed EPAs- Int Medicine Residency Training 



End of Training EPA Sample 
EPA

Description

Milestones linked to EPA

Map to Competencies Patient care

Medical knowledge

Interpersonal and 

communication skills

Professionalism

Practice based 

learning/improvement

Systems based practice

Assessment Strategies



End of Training EPA Example

EPA Manage the care of patients in general 

internal medicine continuity clinic

Description Provide continuing care to a panel of patients 

over time, diagnosing and

managing common medical symptoms and 

problems and providing appropriate preventive 

care

Milestones linked to EPA PC-B2: Accurately track important changes in 

the physical examination over time in the 

outpatient/inpatient settings

PC-F1: Recognize situations with a need for 

urgent or emergent medical care including life 

threatening conditions

Map to Competencies Patient care

Medical knowledge

Interpersonal and communication skills

Professionalism

Practice based learning/improvement

Systems based practice

Assessment Strategies MiniCEX, chart audit, global evaluations, etc



Miller’s pyramid of clinical competence

Does (clinical performance)

Shows how (OSCE)

Knows how (context based exam)

Knows (MCQ)

Miller,  Academic Medicine 1990

Wass, The Lancet 2001



ASSESSING CLINICAL COMPETENCE

DIRECT OBSERVATION



Assessing competency

Competence Specific Competency

c

o

n

c

r

e

t

e

m

e

a

s

u

r

a

b

l

e 

LONG CHECKLISTSSTATE OF BEING

ten Cate, Academic Medicine 2007

?



Clinical Competence

Evaluation of Clinical Performance

MEDICAL STUDENTS



Clinical Evaluation

Descriptive evaluation of medical student 

performance during a clinical clerkship is 

the dominant method of assessment 

Growing consensus that such qualitative 

data are among the most important 

information gathered and used when 

making judgments about competence

Hemmer, Teaching and Learning in Medicine 2008.



Clinical Evaluation

 TEACHER

 IM=98%

 Peds=100%

 FM=100%

OB/gyne=92%

 Psych=89%

Hemmer P.  Teaching and Learning in Medicine 2008.



Clinical Evaluations

Favor medical students with certain 

personality styles: 

 Extraversion

 Agreeableness

Conscientiousness.

Chibnall and Blaskiewicz, Academic Psychiatry 2008 



Clinical Performance

Daily performance

 Motivation

 Interpersonal skills

Clerkship Grade

 Cognitive ability

Wimmers et al, Advances in Health Science Education 2008. 



What we need

 A valid set of competencies

Clinical educators with knowledge of 

competencies

Clinical educators with the ability to 

accurately assess clinical competencies

Measurement tools that are reliable and 

valid



R-I-M-E

 A descriptive in training evaluation

 A vocabulary for describing a learner’s 

stage of competency or progress toward 

independence

 Emphasizes a developmental approach

 Is synthetic rather than analytic

Pangaro L.  Academic Medicine 1999



R-I-M-E

Reporter 

Consistently good in interpersonal skills

Reliably obtains and communicates 

clinical findings 

 Skills to obtain H&P

Day-to-day reliability



R-I-M-E

 Interpreter 

 Able to prioritize and analyze patient 

problems

 An active participant in patient care



R-I-M-E

Manager

Consistently proposes reasonable 

options incorporating patient preferences

 Tailors plans to the patient’s specific 

circumstances



R-I-M-E

 Educator

 Consistent level of knowledge of current 

medical evidence

Can critically apply knowledge to specific 

patients

Reads deeply and shares learning

Defines questions independently and 

looks for evidence



R-I-M-E

Reliability >0.8

 Strong predictive validity for ratings by 

internship directors

RIME ratings distributed more normally 

and have greater range than numerical 

ratings

Used in >40% of IM clerkships

Pangaro, Academic Medicine 1999.

Hemmer, Teaching and Learning in Medicine 2008.



Advantages of RIME system:

 Provides structure across sites

 Drives assessment from course expectations

 Provides “case-based faculty development”

 Essential administrative function

 Increase communication between students, 

residents, faculty and CD

 Helps students understand expectations 

Battistone MJ.  Teaching and Learning in Medicine 2002.



R-I-M-E successfully used in:

 Internal Medicine

OB/gyne

Multispecialty longitudinal clerkship

DeWitt Medical Education 2008

Battistone Acad Med 2001

Espey American Journal of OB & Gyne



Rush Medical College Clinical 

Performance Descriptive 

Evaluation

Jah-Won Koo MD



Problems with Descriptive 

Evaluation

Unwillingness to “give a bad grade”

Grade inflation

 Limited distribution

Reliability

 Validity



The Rush Medical College 

Descriptive Evaluation

 Embedding the RIME framework

Using the ACGME competencies

Communicating RMC Terminal 

Objectives

 Behavioral anchors (versus global 

numeric evaluation)*

Removing the “grade”

Comments / Safe Haven

*Battistone, Acad Med 2001



RMC Terminal Objectives

 Patient Care

Medical Knowledge

 Self-Directed and Lifelong Learning and 

Improvement

 Interpersonal and Communication Skills

 Professionalism

 Putting Care in a Practical Context



Inpatient Rounds Admission 

Presentation

 Atrial Fibrillation as a way to assess 

patient care



Patient Care: History and 

physical examination skills

misses key components, is unfocused, 

has major omissions or inaccuracies, 

often includes irrelevant data



Patient Care: History and 

physical examination skills

misses key components, is unfocused, 

has major omissions or inaccuracies, 

often includes irrelevant data

 Inadequate



Patient Care: History and 

physical examination skills

 completes a basic history and physical 

examination including key facts, is 

accurate, identifies abnormalities, 

maintains correct format and order



Patient Care: History and 

physical examination skills

 completes a basic history and physical 

examination including key facts, is 

accurate, identifies abnormalities, 

maintains correct format and order

 At the expected level for a 3rd year 

student



Patient Care: History and 

physical examination skills

 obtains a complete and relevant history, 

is precise and organized, uses correct 

terminology, demonstrates an 

understanding of disease processes 

through selection of facts, uses minimal 

notes, demonstrates accurate 

chronology of key events



Patient Care: History and 

physical examination skills

 obtains a complete and relevant history, 

is precise and organized, uses correct 

terminology, demonstrates an 

understanding of disease processes 

through selection of facts, uses minimal 

notes, demonstrates accurate 

chronology of key events

 Above the expected level for a 3rd year 

student



Patient Care: History and 

physical examination skills

 exhibits efficiency in interviewing and physical 

examination skills, displays understanding of 

relevancy through choice of data, uncovers 

subtle patient cues, emphasis and selection of 

facts leads to other key points, reporting of data 

is tailored to setting and situation (i.e. hospital 

or clinic, type of rounds), demonstrates 

seamless flow and fluency of data



Patient Care: History and 

physical examination skills

 exhibits efficiency in interviewing and physical 

examination skills, displays understanding of 

relevancy through choice of data, uncovers subtle 

patient cues, emphasis and selection of facts 

leads to other key points, reporting of data is 

tailored to setting and situation (i.e. hospital or 

clinic, type of rounds), demonstrates seamless 

flow and fluency of data

 Superior performance for a 3rd year 



Daily Inpatient Rounds

 Anticoagulation as a way to assess Self-

Directed and Lifelong Learning and 

Improvement



Self Directed and Lifelong Learning 

and Improvement: Appraising 

scientific evidence that supports 

patient practice

 avoids researching the literature, does 

not recognize the importance of 

evidence based practice



Self Directed and Lifelong Learning 

and Improvement: Appraising 

scientific evidence that supports 

patient practice

 avoids researching the literature, does 

not recognize the importance of 

evidence based practice

 Inadequate



Self Directed and Lifelong Learning 

and Improvement: Appraising 

scientific evidence that supports 

patient practice

 recognizes the importance of evidence 

based practice, researches topics when 

prompted



Self Directed and Lifelong Learning 

and Improvement: Appraising 

scientific evidence that supports 

patient practice

 recognizes the importance of evidence 

based practice, researches topics when 

prompted

 At the expected level for a 3rd year 

student



Self Directed and Lifelong Learning 

and Improvement: Appraising 

scientific evidence that supports 

patient practice

 independently formulates clinical 

questions given a particular patient, 

critically researches and appraises the 

literature



Self Directed and Lifelong Learning 

and Improvement: Appraising 

scientific evidence that supports 

patient practice

 independently formulates clinical 

questions given a particular patient, 

critically researches and appraises the 

literature

 Above the expected level for a 3rd year 

student



Self Directed and Lifelong Learning 

and Improvement: Appraising 

scientific evidence that supports 

patient practice

 incorporates evidence based practice 

when developing and implementing 

diagnostic and therapeutic plans



Self Directed and Lifelong Learning 

and Improvement: Appraising 

scientific evidence that supports 

patient practice

 incorporates evidence based practice 

when developing and implementing 

diagnostic and therapeutic plans

 Superior performance for a 3rd year 

student



Rush Medical College 

Descriptive Evaluation

 Is of great value in student evaluation

One of many “tools” we use

Can be valid and accurate

Requires faculty development

 Formal evaluation sessions



During this session we hope you 

learned something about:

Competence, competencies

CBME, milestones and EPA’s

Clinical performance evaluations

RIME

RMC new clinical performance 

evaluation
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Difficult Conversations

1. Your team
2. Colleagues
3. Your subordinates
4 Your chair/boss4. Your chair/boss
5. Family member
6. Friend/neighbor
7. … 

Difficult Conversations are  a Normal 
Part of Life

Examples of difficult conversations
• Explain why someone is not getting a promotion
• Confronts repeatedly unacceptable behavior
• Provides honest feedback on poor performance
• Respectfully challenges colleague or customer
• Holds others accountable for their outputs
• Shares tough decision outcomes
• Delegates responsibilities instead of protecting 

someone’s weakness
• Discuss a “taboo” issues like hygiene or dress
• Acknowledges the mistake before being “caught”
• Thoughtfully says “no” instead of automatically saying 

“yes”
• Addresses opportunity for improvement
• Explains options in the face of adversity

Each Difficult Conversation is Really Three 
Conversations

• The “What Happened?” Conversation
– Disagreement about what happened or what should happen?
– Who said what and who did what?
– Who’s right, who’s to blame
– Don’t always assume you are right and they are wrong

• The Feelings ConversationThe Feelings Conversation
– Every difficult conversation also asks and answers about 

feelings:
• Are my feelings appropriate? Valid? 
• What do I do about other person’s feelings?...
• What if they angry or hurt…

• The Identity Conversation
– This is the conversation we each have with ourselves about what 

this situation means to us.

What’s the

RISKRISK

Of not having them?
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The 10 Principles
of Personal Leadership

1. Be in the Moment
2. Be Authentic & Humanistic
3. Volunteer Discretionary Effort Constantly
4. Model High Performance –Desired Behaviors 

that Drive Desired Results
5. Respect & Leverage Separate Realities
6. Be Curious vs Judgmental (instead of criticizing try to 

encourage)

7. Look in the Mirror First –Be Accountable
8. Have Courageous Conversations
9. Provide Timely, Clear & Specific Performance 

Expectations & Feedback
10. Teach, Coach & Mentor

Difficult Conversation with your 
peers 

or
when YOU ARE in Charge 

or
YOU ARE THE BOSS

Steps

1. Gain Clarity
• Think carefully beforehand about what to say
• Anxiety is a barrier to clear thinkingy g
• Step back
• Calm your mind
• Put things in PERSPECTIVE; sleep on it
• Think objectively, removing your feelings, 

about the essence of the message

Separate feelings from the issue
I feel like saying…

• I’m sick and tired of working 70 
hours a week while you guys are 
playing golf every other day

• I should have been put on this 
project since this person is 
completely incompetent

I should say…
• I could use more support of my co-

workers as I am unable to keep up 
with this challenging workload

• I feel like I could contribute to this 
project in a meaningful way and 
would welcome the opportunity to 
do so

• You are not doing your work for 
this project on purpose because 
you dislike me

• You think that this project is 
impossible and that it can’t 
succeed. You just want me to fail

do so
• I need this project to be finished 

and your participation is crucial, 
can I count on you?

• I recognize that I am taking some 
risks with this new project, which is 
necessary if we want to try 
something new. I am hoping you 
can support me with this initiative



6/20/2012
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Making your message clear
Not clear

• You didn’t present that topic well

• You need to improve your 
communication skills

• You have a poor attitude

Clear
• I would have found more detail to 

be helpful 
• Spend a little more time in listening 

and paraphrasing your client ‘s 
need

• Try showing a little more 
h d h

You have a poor attitude

• Your work is not professional

• Are you crazy? That’s a half baked 
idea if I’ve ever heard one

enthusiasm towards this project
• I think if your work was proof read 

and reviewed more carefully before 
being presented, it would be more 
effective

• I think this idea requires a little 
more thought. Have you considered 
how it would work in our 
environment? 

Overrule Avoidance

Avoidance is All 

about fear

Step

I don’t want to hurt someone feelings
Now is not the right time to deliver 
this message
Everyone makes mistakes 
sometimes…Who am I to tell them?

Signs of Avoidance
• Procrastinating without clear rationale

– “Can’t do it today, it’s Friday…”

• Ignoring or delaying important conversations
– “We’ll discuss your performance at your review time”

• Sidestepping or delegating tough decisions
– “Maybe one of their co-workers will tell them”

• Allowing short-term reactions to overrule long-term thinking
“The did coming on time toda so ma be ”– “They did coming on time today, so maybe …”

• Putting harmony before integrity
– “I don’t want to upset the team’s dynamics…”

• Blaming others (avoiding looking at self)
– “I can’t believe they could not be aware they are doing a bad job…”

• Talking about symptoms instead of understanding the wider 
problem
– “Do you see this typo? And this one? And this one?...”

Questions to consider
• Who am I helping?
• How will I be helping them?
• Will telling them this make them better in the long run?
• Why am I delaying telling them this?
• Will delaying telling them about this problem make it go 

away?
• If I was in their position would I prefer to know how I• If I was in their position, would I prefer to know how I 

was doing or not?
• How will they react?
• Am I presuming I know what their reaction will be?
• Is it possible that they will appreciate me telling them?
• Is this something that I want to help them with?
• Will they accept advice from me?
• How will telling them make me feel?
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Ask yourself questions

1. Will that help them?

2. Are my feelings about what might 
happen make me avoid this?

i t t3. Is delivering this message consistent with 
my desired reputation?

If you answered “YES” to those questions, then

Time to move to step 3

2 PARTS
• Directness

Execute the Message
Step

• Sensitivity

It is not EASY
Practice and Improve
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Tools to Help with Difficult 
Conversations 

1. EASY conversations
2. Critical comments that get results
3. Solution-focused conversations

Make conversations EASY
Use the EASY model to engage others: 

Elicit information –“Tell me more”, “Go on . . .”

Ask questions –“What led you to that 
conclusion?”, “How do you feel about that?”conclusion? , How do you feel about that?

State the obvious –“Let me see if I have this 
right. You are saying . . .”

You might be wrong in your interpretation –
What is obvious to you –or to the other party 
–is not obvious to others.

Critical comments get results

Ask three questions of yourself: 
1.Is this the right setting? 
2.Am I the right person to offer the comments? 
3.Do we have enough time to process the 

ti ?conversation?

If the answer to all three is “yes,” then use the 
following formula:

Critical comments (2)
Start your comments with “I”, not “you.”

Don’t follow with “always” or “never.”

Follow "I" with “feel” and then describe your affective statey

Follow your feelings with “when,” not “because.”

Offer the criticism in the form of describing the person’s behavior 

Offer/suggest an alternative behavior “please let me finish my 
statement before speaking.”
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Avoid the knowing–doing gap

Use a solution-focused approach: 
1. Keeps conversations away from whining
2. Keeps teams focused on problem solving and 

from making the error of thinking that talkingfrom making the error of thinking that talking 
about something is the same as doing 
something –it’s not the same!. 

The solution-focused model
Criticism alone can be irresponsible, as it does not lead to solving 
problems.

Agree that when criticizing, one must present a possible solution.

If you do not have a proposed solution, be brave and admit you 
h l ti b t illi t k ki ith thhave no solution, but are willing to keep working with the group 
to find a solution.

Be willing to compromise.

Be prepared to accept individual responsibility.

• At a minimum, provide direct constructive 
feedback to those working for you at least once 
a year. Be honest and specific.

• Remember to say “Thanks”. It won’t cost you a 
thing.

– Tips from Peter Butler

Working WITH Your Chair:
Creating a Partnership to 

Advance Your Career
or

The Psychology of Interacting 
h hwith Your Chair

Some slides are sdopted from the lecture of 
Sandra J. Degen, PhD
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What you need to know about your 
institution

• Organizational chart – who reports to whom?
• Big issues facing the institution
• Big issues facing your college
• Big issues facing your department

What you need to know about your chair

• Reporting relationship
• Responsibilities as chair
• Other responsibilities within the institution
• Other responsibilities outside the institution
• Finances of your department
• Big issues facing your department

Multiple Roles of a Chair

Chair as a Leader
• Develops the vision for 

the department
• Identifies resources for 

Chair as  a Manager
• Planning
• Organizing and staffing
• Budgets

initiatives
• Motivates and inspires
• Communicates

g
• Problem solve
• Implement 

university/college 
initiatives

Know your Chair’s Style

• Introvert versus extravert
• Morning person versus night person
• Scientist, clinician, administrator
• New or experienced administrator• New or experienced administrator
• Insecure versus secure in position
• Stressors
• Other personality quirks
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The Skill Set of Both Parties Matters

• Personality
• Experience
• Confidence
• Conflict Resolution
• Listener
• Age
• Eye Contact
• Non-verbal Cues

You have different perspectives
or different realities

• Assume differing agendas
• Define your focus
• Frame your view in positive terms
• Present both sides
• Expect disagreement (plan your response)
• Deal with conflict calmly (look for win-win)
• Confront issues, not people
• Propose solutions
• Take responsibility for your actions.

How to talk to your chair/boss
• Choose and appropriate time to talk

– Ask for sufficient time
– Consider time of the day, day of the week

• Plan out your conversation
– What you need to say
– How it needs to be said

Consider possible responses your boss may have– Consider possible responses your boss may have

• Get to the point
– Be direct
– Get right to the issue
– Be honest

• Accept the outcome
– Remember, you are not the one who makes the decision
– Accept and move one

Chair who hired you versus Chair who 
inherited you

• Commitment to your success
• Return on investment• Return on investment
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Work WITH your Chair

• Focus on goals
• Balance of your needs versus department needs 

versus college needs
• Be respectful of your colleaguesBe respectful of your colleagues
• Be respectful of what is best for your 

department
• Money and space
• Time

Integrity and Ethics

• Always tell the truth
• Follow through on all commitments
• Uphold the highest standards in all areas of your 

careercareer
• Role model for your students and mentees
• Conflicts of interest and commitment are not 

bad, but they need to be managed and 
disclosed.

Types of Communications with your Chair

• Formal appointments
• Chance meetings
• Social occasions
• Written communications

Formal Appointments

• Different communication styles based on type of 
meeting

• One-on-one meetings (prearranged)One on one meetings (prearranged)
• Seminars
• Meetings (departmental, task forces)
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Formal Appointments

• Take time before the meeting to:

• think of how to approach the meeting• think of how to approach the meeting
• use the time efficiently

AND
• determine what you do want to accomplish 

in the meeting

1. Gather good ideas
2. Rehearse with someone you trust
3. Avoid blaming language
4 Share your feelings without accusation

Steps to follow in preparing for 
the conversation with the boss

4. Share your feelings without accusation
5. Talk tentatively and encourage testing

Put it all together

Strategies for Success Face-to-face meetings

• Provide an agenda ahead of time
• Prioritize and organize
• Be respectful of time allocated for the meeting
• Stay focusedy
• Do not whine
• Have solutions to problems
• Action items for follow up (and do it)
• Keep confidential communications confidential
• Do not bad mouth your colleagues

Suggestions for one-on-one meetings with 
your chair

• Share good news
• Don’t use each meeting to ask for something
• Ask for guidance/advice
• Realize you may not know the entire story
• Consider your chair, your mentor
• Respect your chair’s time
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Chance Meetings At the office, in the hall, 
etc.

• Not the time for discussion of major issues
• Good news
• Don’t just focus on you

Social Occasions

• Not the time for major discussions
• Keep it light and social
• Be aware of who else is listening• Be aware of who else is listening
• Time to build a social relationship
• Do not focus just on yourself

Written Communications

• eMail
• Letters

Suggestion for email communications with 
your Chair

• Think before you write
• Short and to the point
• Don’t over use
• Share good news
• Respect your chair’s time
• Always read before sending
• If reacting to something, wait until tomorrow
• Remember that emails can come back to haunt you, 

use judiciously
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Chair’s will respect you

• Take a long term view
• Build a reputation of integrity
• Tell the truth
• Work hard
• Deliver when asked or promised
• Attitude and motivation do matter
• Toot your horn
• Communicate short and long-term goals and how they 

can help the department
• Be honest, even about personal issues

General Suggestions

• Respect organizational structure (do not go over 
your chair’s head)

• Respect your chair’s timeRespect your chair s time

Tips from Peter Butler

• Bring solutions, not problems to your boss
• Prepare for your next recommendation to your 

boss as if he/she were the President of the 
United States and you have 10 minutes to make 
your casey

• Remember: CEOs never get their portrait in the 
lobby for cutting the costs, but learning how and 
when to say “no” is a prerequisite to 
advancement

• You only have one chance to make a first 
impression (remember approaching a new boss)
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