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OBJECTIVES 

At the end of today’s session, participants will be able to: 

 

• Define assessment 

• Explain the concepts of reliability and validity 

• Describe different types of assessment 

• List strengths and weaknesses of commonly used assessment 
methods  

 



Assessment: What is it? 

“Any systematic method of obtaining information 
from tests and other sources, used to draw 
inferences about characteristics of people, objects 
or programs.” 

Standards for Educational and Psychological Testing 

AERA, APA and NCME, 1999 



ASSESSMENT 

Who? 

What? 

When? 

Why? How? 

Where? 



ASSESSMENT 

FORMATIVE SUMMATIVE VS 



Validity 

Evidence presented to support of refute the 
meaning or interpretation assigned to assessment 
data or results 

Messick, 1989 



Validity 

Construct = a hypothesized attribute assumed to 
be tested by the assessment 

Educational Achievement 

Written 
tests 

Clinical 
performance 
evaluation 

Oral 
exam 

Attribute 
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Validity and Reliability 



Validity and Reliability 

Validity Reliability 



Validity Evidence: 5 sources 

• Content 

• Response Process 

• Internal Structure 

• Relationship to other variables 

• Consequences of testing 
Messick, 1989 



Validity- Content Evidence  

CONSTRUCT 
OF INTEREST 

CONTENT OF 
ASSESSMENT 



Validity- Content Evidence  

CONTENT OF 
ASSESSMENT  

CONSTRUCT 
OF INTEREST 



Validity- Response Process Evidence 

• QA 

• Accuracy of scoring 

• Interpretation of scores 

• Setting pass/fail decisions 



Validity- Internal Structure Evidence 

• Internal Data 

• Inter-rater Reliability 

• Item statistics 



Validity- Relationship to other variables 

• In classroom-based courses: 
– Quizzes 

– Midterm 

– Final 

• In clinical clerkships: 
– Clinical Performance Evaluations 

– Final exam 



Validity- Consequences of Testing 

Examples: 

• Improve patient care 

• Decrease graduation rate 

Assessment drives curriculum 



Types of Assessments: 

• Written tests 

• Performance tests 

• Observational assessment 

• Portfolios 



Miller’s Pyramid 

Does (Action) 

Shows how 
(Performance) 

Knows How (Competence) 

Knows (Knowledge) 

 Miller,  1990 



Written Tests 



Constructed Response 

• Short and long answer  

• Easy to write 

• Subjective scoring 

• Reasoning 

• Partial credit 

Selected Response 

• MCQ, T/F, matching 

• Hard to write 

• Accurate 

• Reproducible 

• Efficient 

Written Tests 



Validity Evidence: 5 sources 

• Content 

• Response Process 

• Internal Structure 

• Relationship to other variables 

• Consequences of testing 



Written Tests- Validity Evidence 

• Content: Blueprint 

• Response Process: QA- quality of items 

• Internal Structure: inter-item correlation, item 
characteristics, inter-rater reliability 

• Relationship to other variables: other exams 

• Consequences: standard setting 



Performance Tests 



Performance Tests 

• Controlled observation of student performance 

• Standardized patients 

• OSCE- Objective Structured Clinical Exam 

• Simulation: ACLS, team training 



Validity Evidence: 5 sources 

• Content 

• Response Process 

• Internal Structure 

• Relationship to other variables 

• Consequences of testing 



Performance Tests- Validity Evidence 

• Content: Blueprint 

• Response Process: QA- quality of items 

• Internal Structure: inter-rater (SP) reliability 

• Relationship to other variables: written exams, 
observational assessment 

• Consequences: standard setting, pass/fail 
determination 



Observational Assessment 

Does (Action) 

Shows how 
(Performance) 

Knows How (Competence) 

Knows (Knowledge) 



Observational Assessment 

• Describes learner behavior 

• Embedded in the clinical environment 

• “Authentic” 



• Observes 

• Interprets 

• Records 

• Judges 

Observational Assessment 

Student 

Patient 

Evaluator 



Observational Assessment: Examples 

• Direct observation/video-recording 

• Mini-CEX 

• Medical record audit 

• Peer assessment 

• 360 evaluation 



Validity Evidence: Observational Assessment 

• Content 

• Response Process 

• Internal Structure 

• Relationship to other variables 

• Consequences of testing 



Observational Assessment- Validity Evidence 

• Content: Tool must match objectives 

• Response Process: Rater training, choice of patient 
and situation 

• Internal Structure: Inter-rater reliability 

• Relationship to other variables: Written examinations, 
OSCE 

• Consequences: Standard setting 



Portfolios: Definition 

A collection of evidence documenting progress, 
accomplishments, and achievements over time 

Tekian and Yudkowsky. Assessment Portfolios, 

Assessment in Health Professions Education. 2009. 



Portfolios: Purpose 

• A vehicle to promote reflective learning 

• Evidence of that reflection and other learning 

• Guide development of competencies 

• Monitor progress 

• Assessment of competency 

• Self-assessment/reflection 

 



Portfolios: Content 

• Private, reflective responses to learning 
experiences 

vs 

• Public compilation of evidence of work samples- 
learner’s best work 



• Define purpose 

• Determine competencies 

• Define content 

• Develop marking system 

• Select and train raters 

• Timeline 

• Orient students 

• Develop guidelines 

• Establish validity 

• Evaluate system 

 

Implementing Portfolios 



Validity Evidence: Portfolios 

• Content 

• Response Process 

• Internal Structure 

• Relationship to other variables 

• Consequences of testing 



Portfolios- Validity Evidence 

• Content: Match to program objectives 

• Response Process: Rater training, scoring- compensatory or 
conjunctive 

• Internal Structure: Inter-rater reliability 

• Relationship to other variables: Written examinations, OSCE 

• Consequences: Standard setting- high stakes or lower stakes 





Threats to Validity 

Construct Underrepresentation 



Threats to Validity 

Construct-irrelevant Variance = Noise 

CONSTRUCT 

Bad items 

Rater bias 



Standard Setting 

• Is the performance good enough? 

• The process used to create boundaries between 
categories 
– Pass/fail 

– Pass/high pass/honors 

– Proficient/needs remediation 



Standard setting 

Cut scores need to be: 

• Credible 

• Defensible 

• Acceptable 

Cut score= an 
operational 
statement of 

policy 



Standards 

• Norm referenced relative 

 

• Criterion referenced absolute 



Standard setting: caveats 

• There is no “gold standard” 

• The choice of content expert judges is key 

• Judges must be trained and understand 

• QA is essential  

• Iterative procedures may be needed to establish consensus 

• In the final analysis, standards are not set by content experts 
but by policy decision makers 



Assessment 

“Any systematic method of obtaining information 
from tests and other sources, used to draw 
inferences about characteristics of people, objects 
or programs.” 

Standards for Educational and Psychological Testing 

AERA, APA and NCME, 1999 



Validity Evidence: 5 sources 

• Content 

• Response Process 

• Internal Structure 

• Relationship to other variables 

• Consequences of testing 
Messick, 1989 



Types of Assessments: 

Written 

tests 

Performance 

tests 

Observational 

assessment 

Portfolios 



Questions? 

Elizabeth Baker, MD, MHPE 

Associate Dean of Education 

Rush Medical College 

Vice-Chair for Education 

Department of Internal Medicine 

 

Feel free to contact me at 

Elizabeth_A_Baker@rush.edu 

 

mailto:Elizabeth_A_Baker@rush.edu
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Objectives 

1. Describe the history of simulation in health professions education. 

 

2. Recognize the drivers of simulation-based training in health 

professions education. 

 

3. Distinguish the various simulation modalities and their application. 

 

4. Describe a framework for instructional design in healthcare 

simulation. 

 

5. Recognize the benefits of simulation-based education for patient 

outcomes and safety. 

 

 

 

 

 



History of Medical Simulation 

• Origins in aviation 

• Link trainer (1929) 

• Army (1934) 

• CREW (1978) 

• NASA - Apollo first digital simulators 

• Nuclear power plants 

• 1980s military flight simulators, naval/submarine simulators 

 

    



History of Medical Simulation 

Owen H. Early use of simulation in medical education. 

Simulation in Healthcare. 2012;7(2):102-116. 

 



History of Medical Simulation 

 

• 1960s 

• Resusci-Anne 

• Sim-One 

• SPs 

• VR 

• Harvey 

• Screen-based simulation 

• 1980s prototype mannequin simulators (anesthesia) 

    

 



Why Simulation? 

• Duty hour restrictions 

 

• Fewer inpatients 

 

• Patient acuity 

 

• EMR 

 

• Legal implications 

 

• Patient safety 

 

• Quality improvement 

 

• Ethical imperative? 

 

 

 

 



Why Simulation? 
Falck AJ, Escobado MB, Baillargeon JG, et al. Proficiency of Pediatric Residents in Performing Neonatal Endotracheal 
Intubation. Pediatrics 2003; 112 (6): 1242-47. 

 
• Pediatric residents (n=449) 

• Observed endotracheal intubations 

• Competence = successful intubation on 1st or 2nd attempt ≥ 80% of the time 
• 35% of attempts never successful 

• 1st or 2nd attempt success:  
• PGY1 50%  

• PGY2 55%  

• PGY3 62% 

• None reached defined level of competence 

 

 
Mulcaster, JT, Mills J, Hung OR, et al. Laryngoscopic Intubation. Learning and Performance. American Society Anesth 
2003; 98 (1): 23-27 

 
• Medical, RT, paramedic students naïve to intubation 

• Observed actual intubations (438) 

• 18 - 35 intubation trials/subject 

• 90% probability for “good” intubation required 47 attempts 
 

 



Why Simulation? 

Hunt EA, Patel S, Vera K, et al. Survey of Pediatric Resident Experiences with Resuscitation Training and Attendance at Actual 

Cardiopulmonary Arrests. Pediatr Crit Care Med 2009; 10 (1): 96-105. 

 

• Cross-sectional survey (2009) 

• Pediatric residents’ resuscitation training and attendance at pediatric resuscitations 

• Attendance at resuscitations: 

• PGY1: 2 (1-3) 

• PGY2: 5 (3-8) 

• PGY3: 10 (5-12) 

• Discharge defibrillator: 

• 12% on actual patient 

• 33% neither on actual patient nor during training 

 

 



Why Simulation? 
Hayden JK, Smiley RA, Alexander M, et al. The NCSBN National Simulation Study: A Longitudinal, Randomized, Controlled Study 
Replacing Clinical Hours with Simulation in Prelicensure Nursing Education. Journal Nurs Reg, 2014;(5)2supp:1-66. 
 

 
 

• Pre-licensure nursing students (n=666) 

• RCT:  

• Control 

• 25% simulation 

• 50% simulation 

 

• Outcomes: 

1) knowledge 

2) clinical competence 

3) NCLEX pass rates 

 

• Results: 

• No statistically significant differences: 

• knowledge (p=0.478) 

• clinical competence (p=0.688) 

• NCLEX pass rates (p = 0.737)  

• Post-graduation clinical practice 

• no differences in manager ratings of  readiness for practice and overall clinical competence 

• at 6 weeks (p = 0.706) 

• 3 months (p = 0.511) 

• 6 months (p = 0.527) 

 
 



Why Simulation? 

Hunt EA, Vera K, Diener-West M, et al. Delays and errors in cardiopulmonary resuscitation and defibrillation by pediatric 

residents during simulated cardiopulmonary arrests. Resus 2009; 80 (7): 819-25. 

 

• Pediatrics residents (n=70) 

• PALS trained 

• High fidelity simulation – pulseless V-tach 

• 66% compressions > 1 min of pulselessness 

• 33% no compressions 

• 54% defibrillated ≤ 3 mins of pulselessness 

 

 



Pediatric Patient to Learner Ratio for Typical Inpatient RUMC Team 

(Medical Students and Residents) 

Inpatient Unit 

ADC 

(n) 

† 

Medical 

students 

(n)  

PGY1 

(n) 

PGY2/3 

(n) 

Learners/  

team 

(n)**  

Patients: 

Learners 

(max) 

Gen peds 

ward 

11.6 4-7 2-3 2 12 11.6:12 

PICU 

stepdown  

4.7 3 1 1 5 4.7:5 

MBU 10.7 2-3 1 1 5 10.7:5 

† Stable over past 3 years.  NICU not included  

** RN learners and medical students on electives/subspecialty not included 

 

Total  Patients Total Learners 

(max) 

Total Patients: 

Learners 

27 22 27:22 



Simulation Modalities 

• Task trainers 

 

• On-line computer based 

 

• Cadaveric 

 

• Live tissue 

 

• Virtual reality  

 

 

 



Simulation Modalities 

 

• Mannequin 

 

• Standardized patients 

 

• Standardized participants 

 

 

 

 



Simulation Modalities 



 Experiential Learning (Kolb) 
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Active 

Experimentation 

 

  

Reflective 

Observation  

        

Concrete 

Experience 

 

Abstract 

Conceptualization 

 

Debriefing 



Reflection on Action 

Orientation and Pre-brief 

Scenario 1 

Debriefing 

Scenario 2 

Debriefing 

Wrap up 

Concrete 

Experience 

Reflection and abstract 

conceptualization 

Concrete experience –  

active experimentation 

Reflection and 

abstract 

conceptualization 



Deliberate Practice - Ericsson 

• Importance of how one practices, rather than merely performing a skill multiple times 

 

1. Focused, repetitive performance of psychomotor skill 

2. Rigorous skill assessment 

3. Specific, focused feedback 

4. Repeated performance of the skill 

 

Ericcson KA. Deliberate practice and the acquisition and maintenance of expert performance in medicine and related domains. Academic Medicine 2004; 70 (10):S70-81. 

Perform a skill 

or set of skills 

Focused  

Feedback 

 

Reflection, error  

correction 



Adult Learners (Malcolm Knowles) 

• Internally motived, self directed 

 

• Motivated by the need to solve problems 

 

• Goal oriented 

 

• Relevancy oriented 

 

• Bring previous experiences and knowledge to new learning 

experiences 



simulations 

simulations 

simulations 

Recall/Recognition 

Application/ 

Problem Solving 

               Bloom’s Taxonomy 

simulations 



Bloom’s 
Learning 

Taxonomy 

Cognitive Psychomotor Affective 

Increase 

knowledge 

Build 

physical/perceptual 

skill 

Change  

Attitude/behavior 



Zone of Simulation 

Chiniara G, Cole G, Brisbin K, et al. Simulation in healthcare: A taxonomy and a conceptual framework for instructional design and media selection. Medical Teacher 

2013; 35: e1380 – e95. 



Instructional Design Model 

Chiniara G, Cole G, Brisbin K, et al. Simulation in healthcare: A taxonomy and a conceptual framework for instructional design and media selection. Medical Teacher 

2013; 35: e1380 – e95. 



Simulation-based education –Patient Benefits 

 

Barsuk JH, McGaghie WC,  Cohen ER, et al. Simulation-based mastery learning reduces complications during central 
venous catheter insertion in a medical intensive care unit. Crit Care Med 2009; 37 (10): Pediatrics 2003; 112 (6): 2697-
701. 

 

• Objective: To determine the effect of simulation-based mastery learning on 
central venous catheter insertion skill and prevalence of procedure related 
complications 

• IM and ED residents (n=76) 

• Controls (n=26) 

• Simulation-based training –  internal jugular and subclavian central line 
insertion 

• Pre-determined minimum passing score  

• Procedural checklist 

• Written pre- and post-test 

 

• Simulation-trained residents: 
• Fewer needle passes (p<.0005) 

• Fewer arterial punctures (p<.0005) 

• Higher success rates (p=.005) 

• Clinical skills:  
• IJ: Pre 50.6% (SD 23.4%) Post 93.9% (SD 10.2%)   (p<.0005) 

• SC: pre 48.4% (SD 26.8%) Post 91.5% (DS 17%)       (p<.0005) 

 
 

 

 

 



Simulation-based education – Patient Benefits 

Ahlberg G, Hultcrantz R, Jaramillo E, et al.Virtual reality colonoscopy simulation: a compulsory practice for the future 

colonoscopist? Endoscopy 2005;37(12):1198 -204. 

 

• RTC 

• Residents (n=12) 

• Control (standard training) or simulation-based 

• 10 actual patient colonoscopies: 
• Success rate 

• Time to reach cecum 

• Patient discomfort 

• Results 
• Success rate: simulation-trained 52% vs. controls 19% (p=0.0011). Simulation-trained OR 4.53 

• Time to reach cecum: simulation-trained 30 mins (IQR 17-38 mins) vs. controls 40 mins (IQR 25-

45 mins) (p = 0.037) 

• Patient discomfort: simulation-trained, median 4 (IQR 2.5-6) vs. controls, median 5 (IQR 4-7) 

(p=0.001) 

 

 
 

 



Simulation-based education – Patient Benefits 

Barsuk JH, Cohen ER, Potts S. et al. Dissemination of a simulation-based mastery learning intervention reduces central line-

associated bloodstream infections. BMJ Qual Saf 2014;23:749–756. 

 

 

• Monthly central line infection rates prior to and after simulation-based training 

• Infections per 1000 catheter days: 

• Prior to training: 3.82 (20 infections/5235 catheter-days) 

• After training: 1.29 (6 infections/4670 catheter-days) (p=0.02) 

• 74% reduction in incidence of central line infections post intervention 

 

 



Simulation-based education – Patient Benefits 

Larsen CR, Soerensen JL,Grantcharov TP, et al. Effect of virtual reality training on laparoscopic surgery: randomised controlled 

trial. BMJ 2009;338:b1802. 

 

• RTC 

• 1st and 2nd year registrars (Ob/gyne) 

• Laparoscopic salpingectomy 

• Controls vs. simulation-based 

• Outcome measures (on actual patients)  
• Technical performance (objective structured assessment of laparoscopic salpingectomy; max 50 

points) 

• Simulation trained - median 33 (IQR 32-36), vs. controls 23 (IQR 22-27) (p=0.001) 

• Operating time (mins) 

• Simulation-trained – median 12 (IQR 10-14), vs. controls 24 (IQR 20-29) (p=0.001) 

 

 

 

 

 

 

 



References 
1. Rosen KR. The history of medical simulation. Journal Crit Care 2008; 23: 157-66. 

2. Cooper JB, Taqueti VR. A brief history of the development of mannequin simulators for clinical 
education and training 2004; 13 (supp): i11-i18.  

3. Falck AJ, Escobado MB, Baillargeon JG, et al. Proficiency of Pediatric Residents in Performing 
Neonatal Endotracheal Intubation. Pediatrics 2003; 112 (6): 1242-47. 

4. Mulcaster, JT, Mills J, Hung OR, et al. Laryngoscopic Intubation. Learning and Performance. 
American Society Anesth 2003; 98 (1): 23-27. 

5. Barsuk JH, McGaghie WC,  Cohen ER, et al. Simulation-based mastery learning reduces 
complications during central venous catheter insertion in a medical intensive care unit. Crit Care 
Med 2009; 37 (10): Pediatrics 2003; 112 (6): 2697-701.  

6. Hunt EA, Patel S, Vera K, et al. Survey of Pediatric Resident Experiences with Resuscitation 
Training and Attendance at Actual Cardiopulmonary Arrests. Pediatr Crit Care Med 2009; 10 (1): 
96-105. 

7. Hunt EA, Vera K, Diener-West M, et al. Delays and errors in cardiopulmonary resuscitation and 
defibrillation by pediatric residents during simulated cardiopulmonary arrests. Resus 2009; 80 
(7): 819-25. 

8. Chiniara G, Cole G, Brisbin K, et al. Simulation in healthcare: A taxonomy and a conceptual 
framework for instructional design and media selection. Medical Teacher 2013; 35: e1380 – e95. 

9. Ahlberg G, Hultcrantz R, Jaramillo E, et al.Virtual reality colonoscopy simulation: a compulsory 
practice for the future colonoscopist? Endoscopy 2005;37(12):1198 -204. 

10. Barsuk JH, Cohen ER, Potts S. et al. Dissemination of a simulation-based mastery learning 
intervention reduces central line-associated bloodstream infections. BMJ Qual Saf 2014;23:749–
756. 

11. Larsen CR, Soerensen JL,Grantcharov TP, et al. Effect of virtual reality training on laparoscopic 
surgery: randomised controlled trial. BMJ 2009;338:b1802. 

 
 

 

 

 

 

 

 

 



Teaching Academy 
 

Leadership Skills Focus:  
Building Constructive Working Relationships 

 

Mary M. Nash, PhD         
AVP Talent Management & Leadership Development    

 

Dr. Nash has disclosed that there is no actual or potential conflict of interest in regards to this presentation. 

 

The planners, editors, faculty and reviewers of this activity have no relevant financial relationships to disclose.  

This presentation was created without any commercial support. 

 



Learning Objectives 
At the conclusion of this course participants will be able to 

 

• Express that self-awareness is an important aspect of 
being an effective leader 

• Integrate my personality and behavior styles into an 
effective leadership strategy 

• Interact with and/or manage individuals with respect to 
personality and behavior style preferences in order to 
foster acceptance and appreciation 

 



To obtain credit you must: 
 

– Be present for the entire session 

– Complete an evaluation form 

– Return the evaluation form to staff 
Certificate will be sent to you by e-mail upon request. 

 
This course is eligible for 1 (four) AMA PRA Category 1 Credits™ 
 
Accreditation and Designation Statement:  Rush University Medical Center is accredited by the Accreditation 
Council for Continuing Medical Education to provide continuing medical education for physicians. Rush University 
Medical Center designates this live activity for a maximum of 4 AMA PRA Category 1 Credit(s)TM  Physicians 
should claim only credit commensurate with the extent of their participation in the activity.  
 
Rush University is accredited as a provider of continuing nursing education by the American Nurses Credentialing 
Center's Commission on Accreditation.  
 
Rush University is an approved provider for physical therapy (216.000272), occupational therapy, respiratory 
therapy, social work (159.001203), nutrition, speech-audiology, and psychology by the Illinois Department of 
Professional Regulation. Rush University designates this live activity for  4 Continuing Education credit(s). 
 

 

 



Think of the most stressful day       
you’ve had recently.   

 

What did you do to bust that stress? 
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MBTI 
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What is Personality or Type? 
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• The essence of who you are as an individual 

 

• An organized pattern of characteristics or qualities 

 

• It is reflected in what you say, how you feel about 
yourself, how you act and how you choose to live 
your life 

 



 

 

 

Myers-Briggs Type Indicator 

• A well-researched, reliable and valid 
instrument, based on the work of Carl Jung 

 

• Created by mother-daughter team of Katharine 
Briggs and Isabel Briggs-Myers 

 

• Most widely used assessment by practitioners 
globally to understand personality preferences 

Rush Leadership Academy 



 

 

 

Jung’s Theoretical Base 

Much apparently random variation in human 
behavior is actually quite orderly and 
consistent, and is based on 

– the way people direct their energy, 

– gather information, 

– make decisions about that information, and  

– approach their life    

Rush Leadership Academy 



3 more questions 
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Preferences for Gaining Energy 

• Extraversion: focus on the outside world to get 
energy through interacting with people and/or 
doing things 

 

• Introversion: Focus on the inner world and get 
energy through reflecting on information, ideas 
and/or concepts 

Rush Leadership Academy 



 

 

 

Facets 
 

Extraversion:       Introversion: 

• Initiating 

• Expressive 

• Gregarious 

• Active 

• Enthusiastic 

 

• Receiving 

• Contained 

• Intimate 

• Reflective 

• Quiet 

 

Rush Leadership Academy 



 

 

 

Preferences for Gathering or 
Becoming Aware of Information 

• Sensing: Notice and trust facts, details, and 
present realities 

 

• INtuiting: Attend to and trust inter-
relationships, theories, and future possibilities 

Rush Leadership Academy 



 

 

 

Facets 
 

Sensing:                 INtuiting: 
• Concrete 

• Realistic 

• Practical 

• Experiential 

• Traditional 

• Abstract 

• Imaginative 

• Conceptual 

• Theoretical 

• Original 

 

 

Rush Leadership Academy 



 

 

 

Preferences for Deciding or Coming 
to a Conclusion About Information 

• Thinking: Make decisions using logical, 
objective analysis 

 

• Feeling: Make decisions to create harmony by 
applying person-centered values 

Rush Leadership Academy 



 

 

 

Facets 
 

Thinking:                 Feeling: 
• Logical 

• Reasonable 

• Questioning 

• Critical  

• Tough 

 

 

• Empathetic 

• Compassionate 

• Accommodating 

• Accepting 

• Tender 

 

Rush Leadership Academy 



 

 

 

Preferences for Dealing with the 
World Around Us  

• Judging: Tendency to be organized and orderly 
and to make decisions quickly 

 

• Perceiving: Tendency to be flexible and 
adaptable and to keep options open as long as 
possible 

Rush Leadership Academy 



 

 

 

Facets 
 

Judging:              Perceiving: 
• Systematic 

• Planful 

• Early starting 

• Scheduled 

• Methodical 

 

 

• Casual 

• Open-ended 

• Pressure-
prompted 

• Spontaneous 

• Emergent 

 

 Rush Leadership Academy 



 

 

 

Personality Dimensions 

Differences in personality can be attributed to 
preferences for eight paired personality 
dimensions: 

– Extraversion or Introversion (E or I) 

– Sensing or iNtuiting (S or N) 

– Thinking or Feeling (T or F) 

– Judging or Perceiving (J or P) 

Rush Leadership Academy 



 
Myers-Briggs Type Indicator (MBTI) 

 
 

 

 

19 
Rush Leadership Academy 

Energy 
(E) Extraverting 

 

 

(S) Sensing 

 

 

(T) Thinking 

 

 

(J) Judging 

 

How do you prefer to gather information? 

What is the source of your energy? 

How do you prefer to make decisions? 

How do you deal with the outer world? 

Perception 

Judgment 

Environment 

 (I) Introverting 

 

 

 (N) iNtuiting 

 

 

 (F) Feeling 

 

 

 (P) Perceiving 

 



 

 

 

MBTI  

Chart of  

Group 

ISTJ ISFJ INFJ INTJ 

ISTP ISFP INFP INTP 

 

ESTP ESFP ENFP ENTP 

ESTJ ESFJ ENFJ ENTJ 

Group Style: 

 
_______________ 

Rush Leadership Academy 



 

 

 

Important to Remember: 

MBTI indicates preferences, not ability 

 

Stereotypes, labels – and the key! 

 

No right or wrong answers!   

 All are strengths, and all can be drawbacks 

 

You decide your preferences – not the assessment 
(although the assessment is usually an accurate 
indicator) 

 
Rush Leadership Academy 
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Leadership Skills Focus – Building 

Constructive Working Relationships 

 

Part 2: 

 

DiSC –  

Understanding Your  

Behavior Style Preferences 

 



 
DiSC 

 
 

• Everything DiSC® is another tool that offers personalized 
information to help you understand yourself and others 
better 

 

• The DiSC model includes four basic behavioral styles that 
describe how people approach their work and 
relationships  
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What is DiSC? 

• Describes BEHAVIOR – a person’s manner of doing things 

• Behavior is a function of Personality and Environment 

B = f (P/E) 

• Promotes understanding our own behavior, and that of 
others, for enhanced effectiveness 
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What is DiSC? (continued) 

• A four quadrant model, based on two continuums: 
speed, and focus (relationships or task) 

• NO right or wrong answers! 

• ALL styles have strong points, and all have potential 
weaknesses, especially when “used” to the extreme 

• “D”, “i”, “S”, and “C” are the labels for the four quadrants, 
or dimensions of behavior 

• We all use all four styles, and prefer one or two  
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DiSC 
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Dominance Influence 

Steadiness Conscientiousness 
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DiSC Dimensions 
 Dominance 

– Direct 

– Results-oriented 

– Firm 

– Strong-willed 

– Forceful 
 

 

– Analytical 

– Reserved 

– Precise 

– Private 

– Systematic 

 Conscientiousness 

Influence 
– Outgoing 

– Enthusiastic 

– Optimistic 

– High-spirited 

– Lively 
 

 

– Even-tempered 

– Accommodating 

– Patient 

– Humble 

– Tactful 

Steadiness Rush Leadership Academy 
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Reminder: MBTI and DiSC Key Principles, Part 1 

 • All personality and behavior styles are equally valuable, 
and people with all styles can be effective managers 

• Your management style is also influenced by other 
factors, such as life experiences, education, and maturity 

• Understanding yourself better is the first step to 
becoming more effective with your employees and your 
manager 

• Learning about other people’s personality and behavior 
style preferences can help you understand their 
priorities and how they may differ from your own, and 
help you build more effective relationships 

 

 

• The DiSC model shows four basic behavioral styles that 
describe how people approach their work and 
relationships.  
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MBTI and DiSC Key Principles, Part 2 

 
• ALL styles have strong points, and all have potential 

weaknesses, especially when “used” to the extreme 

• Our ultimate goal is to  

– Understand all preferences,  

– Accept that they may be different from ours, and 

– APPRECIATE all styles and preferences and what they 
bring to the table 

– ADAPT our own behavior when it best meets the 
needs of the relationship or situation 
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DiSC Dimensions 

• Dominance - How we approach problems and deal with 
challenges 

• influence - How we interact with and attempt to influence people 

• Steadiness - How we respond to the pace of the environment 

• Conscientiousness - How we respond to rules and procedures 
set by others 

• We all use all four, and have a preference for one or two 
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How can I tell other people’s 
behavior style preferences? 

Some “People Reading” Principles: 

Rush Leadership Academy 
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• Not for labelling – for understanding 

• No good or bad styles 

• All have strengths and limitations 

• Everyone is a mixture of styles 
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People Reading 

Rush Leadership Academy 
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Observe actual behavior 

– Body language 

– Tone of voice and expression 

– Choice of words 

– Pace  

– Focus 
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People Reading 

Rush Leadership Academy 
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• Think of someone who you have a hard time 
connecting with, or have some conflict with  

• With that person in mind, let’s try to determine their 
preferred style 
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People Reading Method 

Rush Leadership Academy 
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1.           2. 
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People Reading Method 

Rush Leadership Academy 
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    3.  
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Individually:  

Rush Leadership Academy 
36 

• Your preference is _____ 

• The person you are thinking about seems to have a 
preference of _____ 

• How are your preferred styles different? 

• In what circumstances do you/might you feel tension 
with someone with a different DiSC profile? 

• How might you adapt your style when collaborating, 
to best meet the needs of the situation and/or the 
relationship? 
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Wrap Up 

Rush Leadership Academy 
37 

• Reminder of Key Principles  



 
MBTI and DiSC Key Principles, Part 1 

 • All personality and behavior styles are equally valuable, 
and people with all styles can be effective managers 

• Your management style is also influenced by other 
factors, such as life experiences, education, and maturity 

• Understanding yourself better is the first step to 
becoming more effective with your employees and your 
manager 

• Learning about other people’s personality and behavior 
style preferences can help you understand their 
priorities and how they may differ from your own, and 
help you build more effective relationships 

 

 

• The DiSC model shows four basic behavioral styles that 
describe how people approach their work and 
relationships.  
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MBTI and DiSC Key Principles, Part 2 

 
• ALL styles have strong points, and all have potential 

weaknesses, especially when “used” to the extreme 

• Our ultimate goal is to  

– Understand all preferences,  

– Accept that they may be different from ours, and 

– APPRECIATE all styles and preferences and what they 
bring to the table 

– ADAPT our own behavior when it best meets the 
needs of the relationship or situation 

 

 

39 
Rush Leadership Academy 



40 
Rush Leadership Academy 

Wrap Up 

Rush Leadership Academy 
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What is one highlight you are taking away  

from today’s session? 



 
 

Rush University Teaching Academy 

Leadership Skills Focus: Building 
Constructive Working Relationships 

 

Thank you!! 





The Convoluted World of “Big”/Messy Data 

Bala Hota MD MPH 

10/18/2016 



Learning Objectives 

• Develop knowledge about the concept of a learning healthcare 
system, and how large, often messy, data sets are a necessary 
part of this approach 

• Re-evaluate benchmarking data, including the US News and 
World Report Hospital Ranking, based on limitations in the 
measures 

• Employ critical assessment in the way data are combined and 
used in various venues 



Big data 

• What is “Big data”? 
– Data sets characterized by large volume, complexity, diversity, and 

generation/timeliness 

• Healthcare – digitization/use of electronic records/consumer 
collection 

• The amount of health care data worldwide is estimated to be 
25,000 petabytes by 2020 
– 2 petabytes is the size of all the information in all of the academic 

research libraries in the US today 

 



Rush Data Warehouse 
•  Over 100 million rows of data for individual healthcare transactions across the Rush 

Enterprise 
 

• For reseearch: removed identifying information, which permits use of the data to learn 
about ways to improve healthcare 
 

• For 2012 – 2013,  
– 2.6 million service encounters,  
– 6.9 million medication orders,  
– 8.7 million medication doses given,  
– 28 million laboratory assessments,  
– 9.3 million diagnoses, 
– And constantly growing 

 



“The ‘big data’ revolution in healthcare;Accelerating value and innovation”, McKinsey and Co, 2013  



BIG DATA AND QUALITY MEASUREMENT 





CMS star rating 

• Overall composite score for hospitals based on Hospital Compare 
Data 

• 64 potential quality measures in 7 domains 

• Not all measures reported by all hospitals 

• In general:  
– Reporting fewer measures was better: fewer than 10% of hospitals 

reporting fewer than 38 measures included received either 1 or 2 stars  

– AAMCs disproportionately received 1 or 2 stars (62%) (worst) 

– Rush: 4 stars; best AAMC in Chicago area, top 15.8% of teaching hospitals 
nationally 

 

 

 

 





Star Rating CMS measure components 

• Mortality (MI, CABG, COPD, CHF, PNA, CVA) 

• Safety of Care (Central Line Associated Bloodstream 
Infections[CLABSIs], CAUTI, SSI, MRSA BSIs, C diff, surgical 
complications and Patient Safety Indicators[PSIs]) 

• Readmission (unplanned readmissions) 

• Patient Experience (Patient Sat Surveys) 

• Effectiveness of Care (Vaccination, Screening, Protocol Driven Care) 

• Timeliness of Care (ED throughput, time to care for MI) 

• Efficient Use of Imaging (Outpatient MRI, CT, and Stress Test Use) 

 
*Calculated from Medicare Billing Data or submitted via direct reporting methods 



Why measure quality? Lots of reasons 

• “That which is measured improves. That which is measured 
and reported improves exponentially.” – Pearson’s Law, Peter 
Drucker 

• Hawthorne Effect 

• Section 501(b) of the Medicare Prescription Drug, 
Improvement, and Modernization Act (MMA) of 2003 

• Learning Healthcare System 

 



Learning Healthcare System 

• “One in which knowledge generation is so embedded into the 
core of the practice of medicine that it is a natural outgrowth 
and product of the healthcare delivery process and leads to 
continual improvement in care” 

IOM; The Learning Healthcare System: Workshop Summary, 2007 



Learning Healthcare System 

Care, using 

EHR/electronic 

systems 

Data Collection 

and Analysis 

Systems 

Analytic Output: 

Metrics and 

Measurement 

Optimize Care 

and Workflows 

Research 



“Automated” measurement 

Clinical 
Information 

Presence of 
an Event 

Surveillance 
Rules = Case 

Definition 

Electronic 
Record 

Data 

Electronic Parsing/Review of 
Data 

Human Confirmation/ 
Review 



Elements of measurement 

• Denominator 

 

• Numerator 

 

• Avoid threats to validity 

 



The central-line associated bloodstream infection (CLABSI) rate 

CLABSI RATE 

Events (Central-line 
associated BSI’s) 

(Numerator) 

Central vascular device days 
(Central -line device utilization rate) 

(Denominator) 

Necessary central-line use 

Unnecessary central-line use 

Infection control (line insertion 
practice, timely line removal) 

Comorbidities/host factors 

Modifiable causes of CLABSIs Non-modifiable causes of CLABSIs 

Hota B, Harting B, Weinstein RA, et al.  Infect Control Hosp Epidemiol. 2010 Jan;31(1):4-11. 



Threats to Validity of Measures for Benchmarking 

• Between System Bias in Denominator Specification 

– Are denominator criteria objective and comparable between facilities 

• Between System Bias in Numerator Specification 

– Are numerator criteria objective and comparable between facilities 

• Small Sample Sizes 

– Wide confidence intervals, point estimate of rate inaccurate 

• Case Mix 

– Varying patient populations affect predicted rate 

 



Flaws in measurement 

• Mortality (MI, CABG, COPD, CHF, PNA, CVA) 

• Safety of Care (Central Line Associated Bloodstream 
Infections[CLABSIs], CAUTI, SSI, MRSA BSIs, C diff, surgical 
complications and Patient Safety Indicators[PSIs]) 

• Readmission (unplanned readmissions) 

• Patient Experience (Patient Sat Surveys) 

• Effectiveness of Care (Vaccination, Screening, Protocol Driven Care) 

• Timeliness of Care (ED throughput, time to care for MI) 

• Efficient Use of Imaging (Outpatient MRI, CT, and Stress Test Use) 

 
*Calculated from Medicare Billing Data or submitted via direct reporting methods 



Objective measurement using electronic criteria 

JAMA, November 10, 2010—Vol 304, No. 18 2035  





Distribution of Kappas across ICUs: Study IP Review Compared to Original IP 
Review and  Computer Algorithm 

Courtesy Mike Lin, MD, MPH, 
Data From JAMA, November 10, 2010—Vol 304, No. 18 2035  
 





Multivariate Predictors of CLABSI 
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Learning Algorithm 

Positive 
Blood 

Culture 
Algorithmic Rule 

Event 
Probability 

Event Rate 

Summed 
across 
time 

Human Review 

Human Review 

Human Review 

Human Review 

Retrain 



Case Mix Adjustment 

• Adjustment of measures based on illness burden in measured 
population 

• Covariate used to standardize measurement 

– Charlson score, SAPS score etc. 

• Observed : Expected (“O:E”) ratio 

– Calculate an expected value based on comorbidities or patient 
factors, compare numerically to measured rate 

 

 

 

 



CMS Mortality, Safety, and Readmission rates based on measured 
values and case mix adjustment 

Denominator 
Claims Based 

(ICD/CPT 
Code) 

Risk 
Adjustment 
Expected Rte 
Claims Based 

Numerator 
Claims, Chart 
Abstraction 

Based 
O:E Ratio 

Quality Rank 
Contingent on Documentation 

and Hospital Billing Codes 



The Rush UHC Case Mix 
Surgical CC/MCC Capture

Discharge Quarter Total Cases
CC/MCC % Capture

2013-1 2,558 1,226 47.9% Total 54.6%

2013-2 2,735 1,290 47.2% Mean 55.0%

2013-3 2,720 1,300 47.8% Minimum 40.9%

2013-4 2,826 1,338 47.3% 25th Percentile 50.8%

2014-1 2,663 1,274 47.8% 50th Percentile 55.2%

2014-2 2,799 1,354 48.4% 75th Percentile 59.3%

2014-3 2,969 1,287 43.3% Maximum 70.0%

2014-4 3,157 1,333 42.2%
Higher Better

2015-1 2,989 1,303 43.6%

 UHC Baseline

CMS MSDRG's Complications and Co-morbidities (CC's)and Major Complications and Comorbidities (MCC's) are diagnoses that CMS has determined w ill increase LOS and/ or cost w hen they are 

present and therefore also increase  MSDRG reimbursement.  Many of these CC/MCC are also variables in the UHC risk models.  This metric is a combined CC and MCC capture rate for surgical 

MSDRG's for all payers.  Medicare, UHC service-line and more specif ic CC and MCC capture can be found it the report express CC/MCC reports.

Cormorbidities in Surgical Patients: We code below the 25% of UHC hospitals 



Chronic 
Conditions 

Acute 
Conditions 

ICD9 
Code 

ICD9 
Code 

ICD9 
Code 

ICD9 
Code 

ICD9 
Code 

ICD9 
Code 

ICD9 
Code 

ICD9 
Code 

Patients may 
have other 
conditions 
from: 
- Prior visits  
- Lab 

results 

Diagnoses Procedure
s 

Algorithmic detection of Comorbidities 

ICD9 
Code 

ICD9 
Code 

ICD9 
Code 

ICD9 
Code 

Medicare DRG Payments: HRRP and HVBP Incentives: 

Each visit is 
assigned 
diagnoses 
based on 
physicians’ 
notes 

Outcome: PN 

ICD9 Code 
Complicating 

Condition 

Outcome: HF 

ICD9 Code 
Complicating 

Condition 

Outcome: 
AMI 

ICD9 Code 
Complicating 

Condition 

Existing 
Info 

New 
Info 

Outcome: PN 

ICD9 Code 
ICD9 Code ICD9 Code 

Complicating 
Condition 

Outcome: HF 

ICD9 Code 
ICD9 Code ICD9 Code 

Complicating 
Condition 

Outcome: 
AMI 

ICD9 Code 
ICD9 Code ICD9 Code 

Complicating 
Condition 



18 chronic and 3 acute conditions 

Acute Conditions 

Hyponatremia 

Hypernatremia 

Acute renal failure 

Chronic Conditions 

Cancer Ischemic heart disease 

Major depression Osteoporosis 

Epilepsy COPD 

Hypercholesterolemia Osteoarthritis 

Obesity Dementia 

Malnutrition Cerebrovascular disease 

Hypertension Asthma 

Chronic kidney disease Bipolar disorder 

Congestive heart failure Diabetes melitus 

These additional codes will ultimately determine whether or not a given episode of care is 
reclassified to a different DRG code 

 Any reclassification will likely result in a greater reimbursement 



On average, 2 to 3 ICD9 codes were added to each 
episode of care 

Major Diagnostic Category 



Impact of Conditions on AMI 30-day Mortality 

Pe
rc

en
ti

le
  

1 - 9 points 0 points 10 points 

 Included in Medicare Data 
 Missing from Medicare Data 
 Rush’s Actual Survival Rate 
 Rush’s Expected Survival Rate, 
    with the missing condition 

*Only the conditions with missing codes 
are shown (8 of 25) Improved coding impact on AMI 30-day Mortality: 

1. Improvement in Rush’s comparison to other hospitals 
2. No revenue increase 

Hypothetical 1% 
improvement:  
94th percentile 

Original: 
77th 
percentile 



Impact of Conditions on HF 30-day Mortality 

Pe
rc

en
ti

le
  

9 points 

 Included in Medicare Data 
 Missing from Medicare Data 
 Rush’s Actual Survival Rate 
 Rush’s Expected Survival Rate,     
with the missing condition 

*Only the conditions with 
missing codes are shown 
(10 of 22) 

Hypothetical 0.5% 
improvement:  
99th percentile 

Original:  
97th 
percentile 

Improved coding impact on HF 30-day Mortality: 
1. Improvement in Rush’s comparison to other hospitals 
2. $51K potential revenue increase in FY15 ($0 in FY16) 



2015-2016 



2015-2016 



2015-2016 – vs UHC ranking of #2 in same year   



Patient Safety Indicators 

• “The Patient Safety Indicators (PSIs) are a set of indicators 
providing information on potential in hospital complications 
and adverse events following surgeries, procedures, and 
childbirth. The PSIs were developed after a comprehensive 
literature review, analysis of ICD-9-CM codes, review by a 
clinician panel, implementation of risk adjustment, and 
empirical analyses.” 

 
http://www.qualityindicators.ahrq.gov/modules/psi_overview.aspx 



Patient Safety Indicator Derivation 

EHR Claims Data 

CPT and ICD 
9/10 Codes, 

with POA flag  
At risk 

population 

PSI events 

CPT and ICD 
9/10 Codes, 
medications, 

Dates  



PSI dissemination 
• Developed by the Agency of Healthcare Research and 

Quality (AHRQ) through research grants 
• Released in 2003; designed to screen for potentially 

preventable adverse events in inpatient setting 
• “indicators” not measures 
• Validation studies in 2000’s  
• NQF endorsed 10 PSIs as consensus standards in 2010 
• Center for Medicare and Medicaid adopted 6 PSIs and 

a PSI Composite measure (PSI 90) to be publicly 
reported via Hospital Inpatient Quality Reporting 
System in 2008 

• Tools include SAS code and scripts for site based PSI 
implementation 
 



A good measure of quality? 



US News validation project 

• Obtained External Data Set 

• Determined provenance of data set 
– Limited MedPar 

• Compared with source data 
– Claims to CMS 

• Compared Discrepancy – determined difference 

• Notification to US News 

• Simulated national impact 



External Data and Validation 

• Contacted US News  - subcontracted with an external vendor 
for analytics 

– That vendor subcontracted with a second vendor for the Safety Score 
piece 

• Initially, no means to externally validate data sources 

• Series of discussions – can purchase data for validation 



Data source for US News 

• MedPAR, via ResDAC 

https://www.cms.gov/Research-Statistics-Data-and-Systems/Files-for-
Order/IdentifiableDataFiles/MedicareProviderAnalysisandReviewFile.html 

-Designed for research use 
-Several types of data files 
-Have a fully identified 
version 
-Limited MedPAR – limited 
data set 
   =no dates of service – 
month and year 



Compare with Source Data 

• Due to restrictions of data use agreement, reidentification of 
data not allowable 

 

• Approach was to compare counts of cases at global level 
between CMS submitted claims to data from Limited MedPAR 

 

• Used SAS scripts for validation process 



Data peculiarities 

• Dates of service missing (by design) 

– For surgical complications, cannot tell whether an event precedes or 
follows a surgery 

 

• Present on Admission flags missing in 10.1% of records (an 
error) 

– Any condition present on admission with missing POA flag will be 
falsely attributed to encounter 













2016-2017 Ranking 
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Quality 
Attainment 

Cost 
Containmen

t 

Social Determinants of Health 

Health Teams 

Technology Innovation 

Human Behavior 



PQRS measures 





New horizons 
• MACRA – Medicare Access and CHIP Reauthorization Act of 

2015 
– Changed the way providers get paid for care for Medicare 

patients, by consolidating a number of programs into the 
Quality Payment Program (QPP) 

– Creates two paths: the Merit Based Incentive Payment System 
(MIPS) and Alternative Payment Models (APMs) 

• MIPS combines PQRS, MU provider reporting deliverables, 
and the Value-based payment modifier program into one. 

• Electronic Record Based measures will need to be accurate 
and valid as they will be publicly reported 

• What is the validation science behind PQRS measurement? 
• Can we ensure that scores on MIPS actually represent 

quality?  



A plan for ongoing validation 

• How can we ensure we have full understanding of surveillance 
systems in use that are benchmarking and reporting care 
quality? 

• How can we develop internal expertise in reporting systems 
and data management? 

• Build in a culture of skepticism and realism about uses of data 
and public benchmarking systems 



Cybersecurity Trends in 
Healthcare and Higher Education 

November 15, 2016 



Introductions 

• Andy Reeder, HIPAA Security Officer, Director, 
HIPAA Privacy 

• Steven P. Wightkin, Associate Vice President - 
IT Operations, Instructor – Department of 
Health Systems Management 

• Jason Torres, IT Audit Manager 

2 



Business Challenges Facing Healthcare and 
Higher Education 

http://www.nbcnews.com/widget/video-embed/622124099777 , NBC News, Check Your Health 
Records: 1 in 3 Americans' Info Compromised in 2015, 2/12/2016, Nightly News 
 
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821, NBC 
News, Cyberattack 101:  Why Hackers are Going After Universities, 9/20/2015, Keith Wagstaff and 
Chiara Sottile 

http://www.nbcnews.com/widget/video-embed/622124099777
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821
http://www.nbcnews.com/tech/security/universities-become-targets-hackers-n429821


Regulatory Compliance culture - then and now 
(healthcare) 

Technology 
shift 

• From administrative to enhancing treatment, payment, and 
healthcare operations 

HIPAA 
• 1996 – sets federal “floor” for privacy and security 

OIG Guidance 

• 1998 – Compliance Program Guidance for Hospitals (OIG, 
DHHS) – starts healthcare “culture of compliance” 

Enforcement 
• 2003 – HIPAA Privacy Rule;  2005 – Security Rule 

OCR Auditing 
• 2011 – Auditing begins; has increased since 

We have moved from a culture of weak security with few requirements to one of stronger security with 
requirements and oversight 

 
Department of Education is also becoming more serious about securing educational records:  

http://ptac.ed.gov/  

http://ptac.ed.gov/


Regulatory Landscape 

Federal 

OCR 

HIPAA 

Privacy Rule 

Security 
Rule 

Breach Rule 
(2009, 2013) 

HITECH 
(200( 

Omnibus 

Meaningful 
Use 

FTC 

Breach Rule 
(2010) 

Red Flags 
(2008) 

DHHS GINA 

FDA Research 

SAMHSA 

ED FERPA 

States 

PIPA (IL) 

AIDS 
Confidentiality 

Act 

MHDDCA 

What others exist? 



Important Concepts/Definitions in Healthcare and 
Higher Ed 
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Protected 
Health 

Information 
(PHI) 

Personally 
Identifiable 
Information 

(PII) 

Breach / 
Unsecured 

Privacy 
Rights 

Why is Information in Patient and 
Educational Records So Sensitive? 

Intimate details – who should know 
your personal information? 

Discrimination – in the workplace; 
eligibility for 
insurance/admissions/financial aid 

Identity misuse – financial records; 
medical care 



Major Themes in Federal Security and Privacy 
Compliance 

Self-Reporting 

Willful 
Misconduct 

Enforcement 

Business 
Associate 

Compliance 

Encryption/Mo
bile Device 

Management 

State Actions 



Cybersecurity - Basic Concepts 

• Institutional information 
• Personal Information Assets 

• Weakness or flaw that can be exploited 
• People, process, technology, facilities Vulnerabilities 

• Human, Nature, Technical, Physical Threats 

• The method by which a threat will attempt to affect an asset Exploit 

• The path by which a threat will attempt an exploit Attack Vector 

• Likelihood of an asset being exploited 
• Resulting effects Risks 

• Avoidance, Mitigation, Transfer, Acceptance 
Risk Mitigation 

Strategies 
• Controls or countermeasures to apply 
• Administrative, Technical, Physical Safeguards 



Threat Matrix 

What is a threat? - anything that can harm an information system or assets 

Threat 

Human 

Physical 

Technical 

Nature 

External/Int
ernal 

Malicious/N
on-

Malicious 



Increasing Information Security 
Threats 

1950’s Today 1990’s 
(networking) 

1980’s 
PC’s 

2000’s 
(Internet) 



http://www.polleverywhere.com/app
http://www.polleverywhere.com/app/help
https://www.polleverywhere.com/multiple_choice_polls/WMWpKPLhBmgLR2h?preview=true


What are current cybersecurity threats? 

• Shoulder Surfing – when an attacker looks over the shoulder of another 
person; where could this take place? 

• Social Engineering – relies on human interaction 

– https://youtu.be/1byRtf2r-B8, “Social Engineering: Don't Trust Fancy 
Ties & Polished Lies”, Enterprise Risk Management 

• Phishing and Target Phishing Scams – electronic attacks via email or 
instant message to steal confidential information (userid; password, credit 
card numbers, SSN); (Examples: 
http://www.it.cornell.edu/security/phishbowl.cfm ) 

– Spear phishing – targets a particular organization 

– Whaling – targets corporate executives 

https://youtu.be/1byRtf2r-B8
http://www.it.cornell.edu/security/phishbowl.cfm


What are current cybersecurity threats? 

• Spyware and Keystroke Loggers- secretly gather information  

• Logic Bombs – harmful code intentionally left on a computer system; lies 
dormant until a certain activity or date is triggered 

• Backdoors – way to access a computer program or system bypassing 
normal mechanism; might be forgotten by programmer when software 
put into production 

• Denial of Service Attacks – disrupts information systems; includes 
“distributed denial of service attack (ddos) – uses multiple “zombie” 
systems to coordinate an attack  

• Advanced Persistent Threats – targeted attempts from external threats 
including nation states, terrorist groups, and criminal groups 



What are current cybersecurity threats? 

• Insider snooping – inside employees that attempt to gain unauthorized 
access to information 

• Lost/stolen mobile devices – laptops, smartphones used to process 
information that are lost or stolen 

• Misdirected information – information that is misdirected by email, fax, or 
some other communications method 

• User training – user activity that contributes to the loss of information or 
downtime based on lack of training or awareness 

• Challenges of maintaining an open network of resources for academic 
pursuits; use of persona devices (BYOD); file sharing; dual infrastructure 
for University and Medical Center operations 



What are current cybersecurity threats? 

• Cloud storage – placing sensitive information into personal or public cloud 
services that are not managed by the institution 

• Email – auto forwarding email that may contain sensitive information to 
personal or non-managed accounts; “Phishing” and “Whaling” delivery of 
malware 

• Ransomware/Malware – software that performs some sort of harmful, 
unauthorized activity (includes virus, worms, Trojan Horses) (Example:  
https://blog.malwarebytes.com/101/2013/10/cryptolocker-ransomware-
what-you-need-to-know/ ) 

https://blog.malwarebytes.com/101/2013/10/cryptolocker-ransomware-what-you-need-to-know/
https://blog.malwarebytes.com/101/2013/10/cryptolocker-ransomware-what-you-need-to-know/


Cyber Threat Landscape - Healthcare 

• 2015 - Anthem (IN), Health Plan; records affected – 78,800,000; 
Hacking/IT Incident;  

• 2015 - Premera Blue Cross (WA), Health Plan; records affected – 
11,000,000; Hacking/IT Incident 

• 2015 - Excellus Health Plan (NY), Health Plan, records affected - 
10,000,000; Hacking/IT Incident 

• 2011 - Science Applications International Corporation (VA); Business 
Associate; records affected – 4,900,000; Loss 

• 2015 - University of California, Los Angeles Health (CA); Healthcare 
Provider; records affected – 4,500,000; Hacking/IT Incident 

• https://ocrportal.hhs.gov/ocr/breach/breach_report.jsf  

https://ocrportal.hhs.gov/ocr/breach/breach_report.jsf


Cyber Threat Landscape – Higher Ed 

• 2014- Butler University - hackers accessed the institution's network and 
exposed the personal information of nearly 200,000 people 

• 2014- Indiana University - a data breach exposed social security numbers, 
names, and addresses of 146,000 past and present students 

• 2014- Arkansas State University - the leaking of partial and full social 
security numbers affected approximately 50,000 people 

• 2014 - University of Maryland - names, dates of birth, social security 
numbers, and university identification numbers of 309,079 staff, faculty, 
and students were compromised through a cyberattack 

• 2014 - North Dakota University System - a server containing the social 
security numbers and names of nearly 300,000 former and current 
students was illegally accessed in February 2014 

• https://www.eab.com/daily-briefing/2015/01/20/five-higher-ed-data-
breaches-worse-than-sonys  

https://www.eab.com/daily-briefing/2015/01/20/five-higher-ed-data-breaches-worse-than-sonys
https://www.eab.com/daily-briefing/2015/01/20/five-higher-ed-data-breaches-worse-than-sonys
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Mitigating Risk – what can we do? 

Mitigating Risk 

Establish a 
Security 
Culture 

Protect 
Mobile 
Devices 

Maintain 
Good 

Computer 
Habits 

Use a 
Firewall 

Install and 
Maintain 
Anti-Virus 
Software 

Plan for the 
Unexpected 

19 https://www.healthit.gov/providers-professionals-newsroom/top-10-tips-cybersecurity-health-care 

https://www.healthit.gov/providers-professionals-newsroom/top-10-tips-cybersecurity-health-care
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TEACHING STRATEGIES  
THAT  

FACILITATE LEARNING 
Janet Engstrom, PhD, APN, CNM, WHNP-BC, CNE 

Rush University, College of Nursing 

Objectives 

1.  Describe teaching and learning strategies that engage 
students, facilitate the development of critical thinking, 
and facilitate the achievement of competencies required 
for the profession. 

2.  Explain the alignment between teaching and learning 
activities, formative and summative evaluation, and the 
desired learning outcomes. 

3.  Explore the use for formative and summative feedback 
as teaching and learning strategies. 

What can I do to improve my golf game? Which of the following interventions can 
help improve my golf game? 

q  Read a magazine article 
q  Read a book 
q  Listen to an audio lecture 
q  Attend a lecture 
q  Watch a video 
q  Play more rounds of golf  
q  Practice at the driving range and putting green  
q  Take a group class taught at a driving range or golf course 
q  Work one-on-one with a golf instructor 

Which of the following interventions can 
help improve my golf game? 

ü  Read a magazine article 
ü  Read a book 
ü  Listen to an audio lecture 
ü  Attend a lecture 
ü  Watch a video 
ü  Play more rounds of golf  
ü  Practice at the driving range and putting green  
ü  Take a group class taught at a driving range or golf course 
ü  Work one-on-one with a golf instructor at a driving range 

or golf course 

What is the most efficient and effective way 
to improve my golf game? 

 

The answer is… ‘It depends’ 

•  It depends on  
-  The learner 
-  The teacher 
-  The learning environment 
- What needs to be learned 
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Teaching vs. Learning 
•  We often focus on teaching and teaching strategies 
•  The focus should be on learning and learning strategies 

•  Instead of focusing on Teaching Strategies 
•  The focus should be on Facilitating Learning 

•  Selection of strategies should be based on the  
- Outcomes desired 
- What knowledge, skills, and/or attitudes need to be 

learned 
-  Student learning style and needs 
-  Teachers strengths and weaknesses 

Teaching and Learning Strategies 
•  Flipping 
•  Engaging 
•  Gaming 
•  Simulating 
•  Reflecting 
•  Mastery 
•  Adaptive learning 
•  Personalized learning 
•  Problem based learning 
•  Team based learning 
•  Outcomes based education 
•  Competency based education 
•  Critical thinking 

FACILITATING 
LEARNING 

How Learning Works 

•  Knowledge Construction 
•  Adult Learning Theory 
•  Community of Inquiry 

KNOWLEDGE 
CONSTRUCTION 

Active Learning: Constructing Knowledge 

•  Described by Rousseau 
•  Advocated by John Dewey 
•  Written about by Benjamin Franklin, “Tell me and I forget, 

show me and I may I remember, involve me and I learn. 
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Instructivist, Constructivist, and 
Behaviorist Models 

•  Instructivist 
- Open someone’s head and pour knowledge in 

•  Constructivist 
-  Student constructs knowledge 
-  Discovery or ‘doing’ type of learning 

•  Behaviorist 
-  Training and repetition 

ADULT LEARNING 
THEORY 

Adult Learning Theory and Principles 

Malcolm Knowles proposed that adults learn differently 
than children 

Identified 6 characteristics of adult learners  
-  Internally motivated and self-directed 
-  Bring life experiences and knowledge  
- Goal oriented 
-  Relevancy oriented 
-  Practical 
-  Like to be respected 

Adult Learning Theory and Principles 

Knowles recommended learning approaches that are 
-  Problem based 
-  Builds on previous knowledge 
-  Collaborative 
-  Emphasizes collegiality between the teacher and 

learner, ‘guide by the side’ vs. ‘sage on the stage’ 

COMMUNITY  
of INQUIRY 

Community of Inquiry (CoI) 

•  CoI was introduced by Pierce in the basic sciences 
•  Expanded by Dewey in education  
•  Further elaborated in education by Lipman  
•  Applied to online learning by Garrison et al. 

CoI proposes that  
-  Knowledge is always embedded in a social context   
-  Inquiry is problem based  
-  Inquiry always occurs within a community 
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Community of Inquiry (CoI) 

CoI dispelled the notion that  
-  Knowledge was fixed 
-  Education was about knowledge transmission  
-  Teachers were the authorities and the transmitters of 

knowledge 

Col proposes that 
-  Knowledge is ambiguous, uncertain, and changing 
-  Knowledge acquisition involves learning about processes 

and relationships 
-  Education is a process of inquiry guided by the teacher Teaching 

Presence 

Cognitive 
Presence  

Social  
Presence 

Educational 
Experience 

Social Presence 
Social presence is characterized by 
- Open communication 
-  Effective communication 
- Group cohesion 
-  Encouragement of collaboration 

Cognitive Presence 
Cognitive presence is characterized by 
-  Exploration 
-  Integration 
-  Resolution 

Demonstrated by 
-  Information exchange 
-  Connecting ideas 
-  Applying new ideas 

Teaching Presence 
Teaching presence is characterized by 
-  Direct instruction 
-  Facilitating discourse 

Demonstrated by 
-  Focusing discussion 
-  Sharing personal meaning 

FACILITATING 
LEARNING 
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Facilitating Learning 

•  Remove the barriers to learning 
•  Create a positive learning environment 
•  Use effective and varied teaching strategies 
•  Use effective and varied learning activities 

Remove the Barriers to Learning 

•  Uniform course design 
•  Standardized, detailed syllabus 
•  Course materials are organized 
•  Assignments have clear instructions 
•  Grading rubrics clearly describe how the assignment will 

be graded 

Creating the Learning Environment 

•  Polite  
•  Professional  
•  Positive 
•  Personable  
- Old fashioned word 
-  Not personal, you don’t have to reveal anything about 

yourself. You don’t have to be silly or self-effacing 
-  Just be a person 

Say Something Nice 

•  Write a quick note to an exceptional student or a polite 
students 

•  Send a class email 
-  Acknowledge their work 
- Wish them a nice weekend 

•  Extend a deadline 
•  Revise a deadline 
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Share Something 

Best Teaching Practices 

•  Chickering and Gamson summarized 50 years of 
educational research and identified 7 characteristics of 
effective teachers 
-  Encourage contact between students and faculty 
-  Develop reciprocity and cooperation among students 
-  Encourage active learning 
- Give prompt feedback 
-  Emphasize time on task 
-  Communicate high expectations 
-  Respect diverse talents and ways of learning 

Characteristics of Effective Teaching 

•  Knowledge of the content, expertise in the field 
•  Organization 
•  Passion for the content and role 
•  Enthusiasm  
•  Communication 
•  Consistency 
 

Use Effective Course and Curriculum Design 

•  Every module, course, and curricula should be designed 
•  designed with the end in mind!! 
•  Learning activities should be directed towards helping 

student achieve the desired outcomes 
-  Knowledge 
-  Skills 
-  Attitudes 

•  Focus learning activities that are effective and efficient  
•  All instruction and assessment should be student 

centered 

FORMATIVE and  
SUMMATIVE  
FEEDBACK 
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Feedback and Learning 

•  Feedback is essential 
•  Feedback should be an ongoing process 
•  Formative assessments are used to identify student 

learning needs 
•  Formative feedback helps students recognize what they 

do well 
•  Frequent opportunities for formative feedback 
•  Using low-stakes assignments worth small percentages 

of the course grade as a combination of formative and 
summative feedback 

•  Summative feedback is used to determine whether the 
desired learning outcomes (competencies) have been 
achieved 

USE VARIED 
LEARNING ACTIVITIES 

THAT INVOLVE 
MULTIPLE SENSES 

Lecture 

•  The lecture is not dead but it should be used less often 
and differently 

•  Mini-lectures 
•  ‘How to’ lectures 
•  Enhanced lectures 
•  Lectures with photos, videos, and other media 
•  Lectures with real props 

Use Multiple Senses 

•  Learning activities should be varied to facilitate learning 
•  Present information using more than one media  
•  Whenever possible have the student ‘do’ something 

beyond simply receiving information 

The Power of a Picture to Help 
Students ‘See’ Into the Problem Use Photographs to Depict the Role 
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Use Pictures to Help Students ‘See’ 

SIMPLE STRATEGIES 
THAT COMBINE 
LEARNING AND 
ASSESSMENT 

Quiz Questions Simple Learning Activities that are also 
Low Stakes Assessments 

NARRATIVE 
PEDAGOGY 

Narrative Pedagogy 

•  Uses stories to teach important concepts 
•  Stories can be real patient or illness narratives, nonfictional 

events, or fictional stories 
•  Vicarious learning by reading, seeing, or hearing about the 

experiences of others 
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Narrative Pedagogy: How Does it Work? 

•  Requires reflection, interpretation, and application 
•  Develops critical thinking 
•  Develops emotional intelligence 
•  Heightens cultural awareness 
•  Useful in complex scenarios 
•  Helps in addressing scenarios with ethical considerations 
•  Especially helpful in exploring areas in which students 

have no lived experiences and no role models 
•  Associated with higher order learning 

Nursing School: Trauma Nursing, 1975 

•  Radiation burns 
•  Long term 

sequelae of 
radiation exposure 

•  Burn care 
•  Building safety  
•  Fire codes 
•  Morgue care 

PhD Program: Research Seminar, 1982 

During the first meeting of a summer 
research seminar class the course 
professor handed each of us a 
paperback mystery and told us to…  
 
Read the book and come back next 
week and tell the class, “How the 
analysis fit the design” 

Using Fiction to Learn About 
Reproductive Options 

Florence Nightingale: 
Epidemiologist and Statistician 

Florence Nightingale 

Measures of mortality in the military hospital 
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Mary Breckinridge and the 
Frontier Nursing Service 

Saw a major health need, conducted a survey of the 
population’s health and health care resources, 
implemented a health care system designed specifically to 
meet the needs of the population, and documented the 
health outcomes 

Frontier Nursing Service Statistics 
•  Maternal mortality rate  
-  9.1 per 10,000 births for FNS  
-  34 per 10,000 births for the United States as a whole 

•  Low birth weight  
-  3.8 percent for FNS 
-  7.6 percent for the country 

BTW… she was terrified of math 

My MB Blog: Mary Breckinridge  
and the DNP Essentials 

Illness Narratives: Patient Stories 
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CONCEPT MAPPING 

Concept Mapping 
•  Mnemonic device designed to make it easier to 

remember and master presented content 
•  Demonstrates how you ‘see’ an idea 
•  Makes students reflect and think about the concepts 
•  Connects new information to existing knowledge 
•  Helps students organize learning tasks into smaller, 

comprehensible chunks of information with connections 
to previously learned material. 

•  Can be used to teach concepts 
•  Can be used as an assignment 

 

Scaffolded Concept Maps 

•  Students build a concept map across the course 

LOW-FIDELITY 
SIMULATION 

Low Fidelity Simulation: Skill Building 
by Practicing with Inanimate Materials 
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World’s Largest Childbirth Class: 
Practicing Skills in a Safe Environment 

World’s Largest Childbirth Class 

Maternal-Newborn Simulation Maternity Nursing Simulation 

Newborn Assessment and Care Low Fidelity, Low Cost OSCEs: 
The ‘Mommy’ Calls 

•  Online audio OSCE typical of 
the types of call to pediatric 
ambulatory clinical settings  

•  Immediate debriefing by the 
standardized patient 

•  Recorded and evaluated by 
faculty 

•  Added a peer evaluation 
component 
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THANK YOU! 



Learning through Case Studies 

Thomas P. Bleck MD MCCM FAES 
Professor of Neurological Sciences, Neurosurgery, Medicine, and Anesthesiology 

Director, Clinical Neurophysiology 

Rush Medical College 

 



Disclosures 

• No conflicts of interest 



Objectives 

• Selecting cases for teaching 

• Presenting cases to students 

• Facilitating students’ presentations of cases to 
a group 



Some problems in biomedical 
education  

• You can’t teach everything your students will need to 
know 

• Your students can’t learn everything they will need to 
know 

• Mark Twain never said this, but it’s apt: 

– It ain't what you don't know that gets you into trouble. It's 
what you know for sure that just ain't so. 

• Lectures are boring, including this one. 

– and it is better to give than to receive…. 



So how to prepare students for 
what they will need to know? 

• Learn how to analyze problems 

• Learn how to find information for themselves 

– and build a scaffold on which they can hang future 
learning 

• Learn how to work in teams 

 

• Solution: Case studies (?) 
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Cases used for Rush AC neuroscience 
course and UVa neurology clerkship  

1. Multiple sclerosis 

2. Guillain-Barré syndrome 

3. Patient with breast cancer and epidural abscess 

4. Apparent coma due to locked-in syndrome 

5. Seizure due to meningioma 

6. Dementia due to Jakob-Creutzfeldt syndrome 

7. Tremor due to Wilson’s disease 

8. Migraine 



















Objectives 

• Selecting cases for teaching 

• Presenting cases to students 

• Facilitating students’ presentations of cases to 
a group 



Selecting cases for teaching 

• Any case is good for teaching something 

– Select your teaching points 

– Riff on your student’s questions and responses 



Objectives 

• Selecting cases for teaching 

• Presenting cases to students 

• Facilitating students’ presentations of cases to 
a group 



Presenting cases to students 

• In a classroom 

– Pros: you can change the history, exam, lab data, 
treatment 

– Cons: not as immediate as a bedside presentation 

• At the bedside 

– Pros: real life; patient may be able to participate, 
answering questions you didn’t anticipate 

– Cons: real life is messy 



Objectives 

• Selecting cases for teaching 

• Presenting cases to students 

• Facilitating students’ presentations of cases to 
a group 



Facilitating students’ presentations 
of cases to a group 

• With preparation 

– Do all students get the case in advance, or just the 
presenter? 

– Should you coach the student? 

• Paper case 

• Live case 

• Without preparation 

– Paper case 

– Live case 

 



Does it matter whether education 
is case-based or lecture based? 

• Are they better practitioners throughout their 
careers? 

• How do they perform on standardized tests? 

















Professional Virtue  

and the Root of Inner Wisdom 

The Rev. Clayton L. Thomason, J.D., M.Div. 

Bishop Anderson Professor of Religion & Ethics in Medicine 

Chair, Dept. of Religion, Health & Human Values 

Director, Program in Healthcare Ethics 

Rush University Medical Center 

clayton_thomason@rush.edu 

http://www.rushu.rush.edu/rhhv 

 



Objectives 

 At the conclusion of this activity learners 

will be able to: 

 Distinguish role-specific professional 

obligations and ethical principles. 

 Differentiate principlism from virtue ethics in 

professional life. 

 Engage in reflection, dialogue and praxis on 

one’s professional ethical commitments. 

 I have no conflicts of interest to disclose. 

 



Thomas Merton 
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1915-1968 



What’s at Stake 

“The rush and pressure of modern life are a form ... 

of … innate violence.  To allow oneself to be 

carried away by a multitude of conflicting 

concerns, to surrender to too many demands, to 

commit oneself to too many projects, to want to 

help everyone in everything is to succumb to 

violence. The frenzy of the activist ... destroys the 

fruitfulness of his own work because it kills the 

root of inner wisdom which makes work fruitful.” 

Thomas Merton, Conjectures of a Guilty Bystander  
(New York: Doubleday, 1966, p. 86.) 



Human Person as: 

BIO 

PSYCHO 

SOCIAL 

SPIRITUAL 

 

Hiatt J.  Spirituality , Medicine and Healing.  South Med J 1986; 79:736-743. 



Features of a Profession 

 Training 

 Intellectual Rigor 

 Service 

 Other Features 

 Licensure 

 Professional Autonomy 

 Monopoly granted 

 Self-regulated 



Professional Ethics 

 Normative Standards 

 Consulting vs. Scholarly Professions 

 Professional Values Codified 

 AMA, ABA, ANA Codes of Ethics, Standards 

of Practice, e.g. 

 Your Professional Code . . . 

 Ethical Principles 

 To fill the gaps/ make the rules 



Professionalization Values 

 Praxis between  

 Principles/Rules 
 “talking the talk” 

 Character/Virtue 
 “walking the walk” 

 Education & Training 

 Technical Competence 

 Service vs. Profit 
 



Bioethics 
Principles 

 Autonomy 

 

 Nonmaleficence 
 

 Beneficence 
 

 Justice 
 

Beauchamp TL and Childress JF .  

Principles of Biomedical Ethics Bioethics, 3rd Ed. 

(New York: Oxford, 1989) 

 

Other Values 

 Community/ 
Relationality 

 Caring, kindness, 
devotion, compassion 

 Love, altruism, 
sacrifice, conscience 

 Preferential option for 
weak, poor 

 

Based on Meilander G. Body, Soul and Bioethics  

(South Bend, IN: Notre Dame Press, 1995) 



Role Accountability 

 Patient/Client = 1: The person who comes to you 
seeking your services 

 Employer/Payor: The person or entity who 
purchases your services 

 Other Professionals/Professional 
Community 

 Family 

 Society 

 Self 



Two Ethical Questions 

 What ought to be done in this situation, all things 

considered? 

 “Snapshot ethics” 

 Main focus of professional ethics 

 How ought I live a life of moral excellence in my 

chosen profession? 

 “Video ethics” 

 Main focus of professionalism 

 “Virtue Ethics” 



What Are Virtues? 

 Excellence in  function (Aristotle) 
 “Habits of the Heart” (Bellah) 

 Human, professional behaviors 

 Virtue as Practice (praxis) 

 Represent core moral values 

 One tries to live a life so that one’s daily 
behavior exemplifies those core values 

 “Obituary test”  
 (inherently biographical view)  



Classical Virtues 

 Cardinal Virtues (Plato) 

 Prudence 

 Justice 

 Temperance 

 Fortitude/Courage 

 Theological Virtues (Paul/Augustine) 

 Faith 

 Hope 

 Love 



A Caution from Merton 

“Some of the most virtuous [people] in the 

world are also the bitterest and most 

unhappy because they have 

unconsciously come to believe that all 

their happiness depends on their being 

more virtuous than [others].” 

Thomas Merton, New Seeds of Contemplation 

(New York: Doubleday 1962) 



Values & Personal Meaning 

 Identity/Integrity 

 Community 

 Connectedness 

 Intimacy/Trust 

 Forgiveness 

 Truth 

 Freedom 

 Service 

 Generosity 

 Magnanimity 

 Humility 

 Self-Care 

 Healing 

 Compassion 

 etc. . . . 



The Virtuous Student/Clinician 
 
 

 

 

 

   Competence  
 
   Honesty    Compassion  
      
 Respect for   Professional  
   Others       Responsibility  
      

Social  
 Responsibility 

 

http://www.chm.msu.edu/chmhome/medicaleducation/2a1over.htm#Professional 
 

http://www.chm.msu.edu/chmhome/medicaleducation/2a1over.htm#Professional


The Ethical Professional . . . 

Practice of 

Reflection 

Dialogue 

Praxis 



A Famous Musician 

 “If I don’t practice for one day, I know it. If I 

don’t practice for two days, the critics 

know it. If I don’t practice for three days, 

the audience knows it.” 

 “Fine discernment” and virtue 



Fine Discernment 

 Virtue ideally involves doing the right thing, in 
the right way, for the right reasons, with the right 
attitude 

 Like becoming a music virtuoso, achieving 
optimal virtue is a life-long project of becoming 

 Irony: The more virtuous one is, the better one 
can detect even slight lapses 



Merton on Fine Discernment 

“A great deal of virtue and piety is simply the easy 

price we pay in order to justify a life that is 

essentially trifling. Nothing is so cheap as the 

evasion purchased by just enough good conduct 

to make one pass as a "serious person” . . . 

But it is precisely this idea that a serious life 

demands "time to live" that is the root of our 

trifling.” 

Thomas Merton, Conjectures of a Guilty Bystander  
(New York: Doubleday, 1966) 



Your Work as: 

 JOB 

 

 CAREER 

 

 PROFESSION 

 

 VOCATION 



“Ethics: Dealing with questions 

 that don’t have an answer” 

Clayton L. Thomason, J.D., M.Div. 
Bishop Anderson Professor of Religion & Ethics in Medicine 

Chair, Dept. of Religion, Health & Human Values 

Director, Program in Healthcare Ethics 

Rush University Medical Center 

Clayton_Thomason@rush.edu 

>
 



Objectives 

1. Identify major sources of moral beliefs in health care ethics. 

2. Distinguish between medical certainty and moral certainty. 

3. Distinguish between moral disagreement and moral 

relativism. 

4. Assess the importance of reason to moral argument in 

health care ethics. 

 

I have no conflict of interest to disclose. 
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Moral Reasoning 

Moral WORLDVIEW 
 

Moral THEORY 
 

Moral PRINCIPLES 
 

Ethical RULES 
 

ACTS 



Principles of Bioethics 

 Autonomy 

 

 Nonmaleficence 

 

 Beneficence 

 

 Justice 

Beauchamp TL and Childress JF . Principles of Biomedical Ethics, 3rd Ed. 
(New York: Oxford, 1989 



Moral Theory: What’s Right-

making? 

 Deontological Theories 

 Teleological Theories 

5 



Ethical Tensions between . . . 

 Clinical Ethics 

 Based on principle of Respect for Patient 

Autonomy, benevolence, nonmaleficence 

 Focus on best interests of individual patient 

 Public Health Ethics 

 Based on Justice, fairness, communitarian 

values 

 Focus on best interests of society at large 



Hard Choices 

 Easier: Good vs. Bad Outcomes 

 Harder: Good vs. Good Outcomes 

 Hardest: Bad vs. Bad Outcomes 
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Harder 

 

Easier 

 

 

Easier 

 

 

Hardest 

+ 

+ 

- 

- 



Four Topics:  

Case Analysis in Clinical Ethics 

 

MEDICAL INDICATIONS 

 

PATIENT 

PREFERENCES 

 

QUALITY OF LIFE 

 

CONTEXTUAL 

FEATURES 

Albert R. Jonsen, Mark Siegler, William J. Winslade, Clinical Ethics: A Practical Approachto Ethical 

Decisions in Clinical Medicine, 6th Ed. (New York: McGraw-Hill,2006).  



Six Steps: a Process for Ethical 

Decision-Making 

Ruth Purtilo. 2005. Ethical Dmensions in the Health Professions (4th ed.) Philadelphia: Elsevier 
Saunders. 

1 Get the Story Straight -- Gather relevant 
information 

2 Identify the Type of Ethical Problem 
3 Use Ethics Theories or Approaches to 

Analyze the Problem(s) 
4 Explore the Practical Alternatives 
5 Complete the Action 
6 Evaluate the Process and Outcome 
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Some Ethical Issues in 

Healthcare 

 Confidentiality, Truth-telling, Trust 

 Decision-making Capacity, Competence 

 Informed Consent- Treatment, Research 

 Refusal of Treatment 

 Research Ethics 

 Futility, Medically Inappropriate Treatment 

 Withholding, Withdrawing Treatment 

 Euthanasia, Physician-Assisted Dying 

 Advance Directives 

 Palliative Care, Hospice, End-of-Life Care 

 Special Populations 
 Pediatrics, Disabled, ICU, etc. 

cf., http://www.bioethics.net 

 

http://www.bioethics.net/
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Best Practices: Healthcare Ethics 

Committees (HEC) 

 Interprofessional 

 Diverse perspectives in complex cases 

 Ethical issues are the business of everyone who 

cares for patients 

 Give voice to the practical wisdom of 

experienced clinicians as well as lay members 

 Forum for new, unusual cases, or in absence of 

policy or policy exceptions 

cf., Aulisio MP. Ethics committees and consultation. In: Post SG, ed. 

Encylopedia of Bioethics. 3rd ed. New York, NY: Macmillan Reference USA; 

2003:841-847. 
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Goals of Ethics Consultation 

 Help resolve uncertainty and 

disagreements over ethical issues in 

clinical care 

 ex.) Ethics consultations in ICU cases 

involving value conflict reduce length of 

hospitalization and are viewed as helpful by 

family members 

 JAMA 2003;290(9):1166-1172 
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Best Practices:  

Integrated Ethics Program 

 Ethics Consultation 

Responding to clinical ethics concerns 

 Preventive Ethics 

Addressing healthcare ethics on system 

level 

 Institutional/Organizational Ethics 

Fostering a positive healthcare 

environment 

National Center for Ethics in Healthcare, VHA. Integrated Ethics: 

Improving ethics quality in healthcare. 2006. http://www.vaww.va.gov/vhaethics 

. 

http://www.vaww.va.gov/vhaethics


The Ethical Professional . . . 

 Clinical Competence 

 Ability to act in ways that advance the 
best interests of the patients entrusted to 
their care 

 Ability to hold themselves and their 
colleagues accountable for their practice 

 Ability to work collaboratively to advocate 
for patients 



. . . The Ethical Professional 

 Ability to mediate ethical conflict among 
the patient, family, heath care team, 
payers, and other interested parties 

 Ability to recognize the ethical 
dimensions of practice and identify and 
respond to ethical problems 

 Ability to critique new health care 
technologies and changes 

Taylor C. What it means to be ethical.  
Case Management Advisor 1999; 141. 



The Ethical Professional 

practices . . . 

16 

Dialogue 

Praxis 

Reflection 
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Learning Objectives 

1. Identify your own learning style. 

 

2. Create learning opportunities to meet the needs of 
learners with diverse learning styles. 



 Kolb’s Cycle of Experiential 

Learning moves through 4 stages 

4 

Active 
Experimentation  

(application of new 
ideas) 

Reflective 
Observation        

(what happened) 

Concrete 
Experience  

(an event) 

Abstract 
Conceptualization 

(analysis/conclusions, 
new ideas) 

Kolb DA (1984). Experiential Learning: Experience as the Source of Learning and Development. Prentice-Hall, Englewood Cliffs, NJ. 



Active 
Experimentation 

(doing)  

Reflective 
Observation 
(watching)      

How do I approach a task? 

Part of Kolb’s cycle addresses how people process an 
experience, whether through action or observation 



Concrete Experience 
(Feeling) 

Abstract Conceptualization 
(Thinking) 

H
o

w
 d

o
 I 

re
sp

o
n

d
 t

o
  a

 t
as

k?
 

The second part of Kolb’s cycle addresses how people 
respond to an experience, whether emotionally or 
analytically  



By determining how an individual processes and 
perceives a task, you can determine your learning style 



4 Learning Styles 

• Favor experience and reflection and particularly enjoy 
engagement and discussion that exposes many different 
viewpoints  (feel and watch) 

Divergers 

• Favor reflection and conceptualization and use theories, 
guides, flow charts, and checklists to develop their 
understandings  (think and watch) 

Assimilators 

• Favor conceptualization and active experimentation and 
enjoy applying material to solve problems and devise 
plans  (think and do) 

Convergers 

• Favor active experimentation and experience and enjoy 
immediate immersion into activity and self-assessment  
(feel and do) 

Accommodators 



Educational methods to  
meet learning styles 

• At your table, consider the types of educational 
methods you would employ to meet all learning styles 

 

• Choose one: 

 

 1. Physiology of the red blood cell 

                          OR 

2. Teaching normal heart sounds 



Questions 

 



References 

1. Kolb DA. Experiential Learning: Experience as the Source of Learning and Development. 1st Ed. Upper Saddle River, NJ: 
Prentice Hall. 1984;256. 

2. Jurjus RA, Krum J, Goldman EF. Design for learning: adapting the microscopic anatomy laboratory to adult learners. Anat Sci 
Educ. 2013 May-Jun; 6(3):177-81.  

 

 

 



The Learning Style Inventory 
 
An important aspect of communication is an understanding between the Student and the Field Instructor 
about learning styles.  Most teachers adopt a style of teaching which matches their own learning style, but 
which may be different than that of the Student’s.  Many misunderstandings can be avoided if both the 
Student and Field Instructor take the time to complete the Learning Style Inventory.  Not only can 
misunderstandings be avoided, but also through awareness of your own learning style an expansion of 
both learning and teaching styles may take place.  This is important since one of the roles of the social 
worker is to educate, and our clients and colleagues will have a variety of learning styles that we need to 
understand. 
 
The Learning Style Inventory is derived from an experiential theory and model of learning developed by 
Kolb (1984)
 and based on the seminal contributions of John Dewey, Kurt Lewin & Jean Piaget.  It is a 
practical self-assessment instrument that can help us assess our unique learning styles, and has the 
advantage of only taking 30-45 minutes to complete.  It tells us our preferred approach to learning in 
everyday life. 
 
The Model 
In this experiential model, learning is viewed as a continually recurring problem solving process in the 
four-stage cycle depicted below.  Concrete Experiences are followed by Reflective Observations that lead 
to the formulation of Abstract Concepts and Generalizations that lead to Active Experimentation to test 
the hypotheses that have been developed.  This is an ongoing process, and may be entered anywhere in 
the cycle. 
 

Concrete Experience 
 
 
 

Active Experimentation                    Reflective Observation 
 
 
 
 

Abstract Conceptualization 
 

Our learning styles become second nature, and we are often unaware of how we approach problem 
solving.  Our learning becomes a tacit way of knowing, largely influenced by our past experiences.  The 
Learning Style Inventory is one tool the Student and the Field Instructor can use to make your learning 
styles explicit.  As noted earlier, we often teach based on our preferred styles of learning. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                

 Kolb, D. (1984).  Experiential learning: Experience as the source of learning and development.  
 Englewood Cliffs, NJ: Prentice-Hall. 



The Learning Style Inventory 
 

Instructions:  It will take 30-45 minutes to complete the Learning Style Inventory and develop your 
Learning Style Profiles.  As you complete the Learning Style Inventory remember that there are no right 
or wrong answers.  The Inventory gives you an idea of how you learn; it does not evaluate your learning 
ability.   
 
1. Rank order each set of four works (going across) in the 10 items listed below.  Assign a 4 to the word 

which best characterizes your learning style, a 3 to the next best, a 2 to the next, and a 1 to the least 
characteristic word.  Assign a different number to each of the four words.  Do not make ties. 

 
 
 
 
 

1.  _____ involved            _____ tentative          _____ discriminating        _____ practical 

2.  _____ receptive            _____ impartial          _____ analytical             _____ relevant 

3.  _____ feeling            _____ watching          _____ thinking  _____ doing 

4.  _____ accepting            _____ aware          _____ evaluating             _____ risk-taker 

5.  _____ intuitive            _____ questioning       _____ logical  _____ productive 

6.  _____ concrete            _____ observing          _____ abstract             _____ active 

7.  _____ present-oriented  _____ reflecting          _____ future-oriented _____ practical 

8.  _____ open to new _____ perceptive        _____ intelligent             _____ competent 
                experiences   

9.  _____ experience _____ observation      _____ conceptualization   _____ experimentation 

10. _____ intense             _____ reserve          _____ rational  _____ responsible 
(for 
scoring 
only)         _____ (CE)  _____ (RO)          _____ (AC)  _____ (AE) 

 
 
 
 
 
2. Total the rank numbers you have given to the ten words in each of the four columns (add all of your 

scores going down).  The sum of the first column gives you your score on CE: Concrete Experience; 
the second column gives you your score on RO: Reflective Observation; your score on the third 
column is for AC: Abstract Conceptualization; and the fourth column is your score on AE: Active 
Experimentation.   

 
 
3. Transfer each of your scores to the Learning Style Profile on the next page by placing a mark by the 

number you scores on each of the four dimensions.  Connect these four marks with straight lines. 
 

 
 
 
 
 
 
 
 



 
 

 
 

LEARNING STYLE PROFILE 
 
 
 
 
 

Concrete Experience 
 

40 
 

35 
 

30 
                                              Accommodative                      Divergent 

25 
 

20 
 

15 
 

       Active                                                                10                                                       Reflective                    
 

40    35    30    25    20    15    10      10    15    20    25    30    35    40 
                    
   Experimentation                                                   10                                                      Observation 

 
15 

 
20 

 
25 

                                                  Convergent                          Assimilative 
30 

 
35 

 
40 

 
 

Abstract 
Conceptualization 

 
 

 
 
 
Interpretation: 
Your individual scores provide you with a measure of the relative emphasis you give to each of the four 
different learning modes.  Kolb (1984) defines each mode as follows: 
 

Concrete Experience (CE) -- A CE orientation focuses on being involved in experiences and dealing 
with immediate human situations in a personal way.  It emphasizes feeling more than thinking; a 
concern with the uniqueness and complexity of present reality over theories and generalizations; and 
intuitive, "artistic" approach over a systematic, scientific approach to problems. 



 
Reflective Observation (RO) -- An RO orientation focuses on understanding the meaning of ideas 
and situations by carefully observing and describing them.  It emphasizes reflection and 
understanding over action and practical application; a concern with what is true or how things happen 
over what will work. 

Abstract Conceptualization (AC) -- An AC orientation focuses on using logic, ideas, and concepts.  
It emphasizes thinking rather than feeling; a concern with building general theories rather than 
intuitively understanding unique, specific areas; a scientific more than an artistic approach to 
problems. 

Active Experimentation (AE) -- An AE orientation focuses on actively influencing people and 
changing situations.  It emphasizes practical applications as distinct from reflective understanding; a 
pragmatic concern with what works rather than with what is absolute truth; an emphasis on doing, 
more than observing.   

Your dominant learning style, how you resolve the tensions between conceptualizations and 
experience, and between action and reflection, is determined by locating the quadrant with the largest 
enclosed space on your Learning Style Profile.    The quadrant is labeled on the Learning Style Inventory 
in italics.  
 
Kolb (1984) describes the characteristics of each style based on both research and clinical observation. 

Convergent -- The convergent learning style relies primarily on the dominant learning abilities of 
abstract conceptualization and active experimentation.  The greatest strength of this approach lies in 
problem solving, decision-making, and the practical application of ideas.  The style works best in 
situations where there is a single correct answer or solution to a question or problem.  The style 
suggests a preference for task accomplishment or productivity rather than for more socio-emotional 
experiences. 
Divergent -- The divergent learning style has the opposite learning strengths from the convergent.  It 
emphasizes concrete experience and reflective observation.  Its greatest strength lies in imaginative 
ability and awareness of meaning and values.  The primary adaptive ability of divergence is to view 
concrete situations from many perspectives and to organize many relationships into a meaningful 
"gestalt."  The emphasis in this orientation is on adaptation by observation rather than action.  It is 
called divergent because it works best in situations that call for generation of alternative ideas and 
implications, such as a "brainstorming" idea session.  The style suggests a preference for socio-
emotional experiences over task accomplishment. 

Assimilative -- In assimilation, the dominant learning abilities are abstract conceptualization and 
reflective observation.  The greatest strength of this orientation lies in inductive reasoning and the 
ability to create theoretical models, in assimilating disparate observations into an integrated 
explanation.  As in convergence, this orientation is focused less on socio-emotional interactions and 
more on ideas and abstract concepts.  Ideas are valued more for being logically sound and precise 
than for their practical values.  It is more important that the theory be logically sound and precise. 

Accommodative -- The accommodative learning style has the opposite strengths from assimilation, 
emphasizing concrete experience and active experimentation.  The greatest strength of this 
orientation lies in doing things, in carrying out plans and tasks and getting involved in new 
experiences.  The adaptive emphasis of this orientation is on opportunity seeking, risk taking and 
action.  This style is called accommodative because it is best suited for those situations where one 
must adapt oneself to changing immediate circumstances.  In situations where the theory or plans do 
not fit the facts, those with an accommodative style will most likely discard the plan or theory. 

Although each of us may have a dominant learning style it is important to remember that a learning style 
describes how we learn, not how well we learn.  No particular style is intrinsically better or worse than 
another -- only different.  Understanding the commonalties and differences between your learning style 
and those you are working with may be useful in communicating more effectively.  It can also give you an 
idea of your strengths and where you can grow.    
 



Group Activity; Teaching to all learning styles 

Teaching Normal Heart Sounds 

Accommodative (feel & do) 
 Hands on listen with stethoscope 

 Provide sound byte of normal heart sound 

 Practice on real people 

 Listen to patient to identify abnormal heart sounds 

 Just do it 

 Hands on X 2 (Day 1 & Day2) 

 Reflect on right/wrong 

Convergent (think & do) 
 Use heart sound-let them reflect and ingest the sound 

 Show heart diagram 

 Recording of heart sounds and identify 

 YouTube videos 

 Simulation lab/ Online-with identification 

 Practice on yourself and peers 

 Cartoon/drawing 

 Teach heart sound 

Divergent (feel & watch) 
 Lecture about heart sound with images 

 Listen/watch video of heart sound 

 Case study-looking at whole patient 

 Textbook learning; what to look for 

 Group projects 

 Reflection heart sounds 

 Incorporate emotional experience to learning 

 Ultrasound heart sounds 

 Watch different life stages of active heart sounds 

Assimilators (think & watch) 
 Draw the tracing of normal heart sound 

 Listen to patient to identify abnormal heart sounds (watch someone listen) 

 Case Study 

 Observation 

 Textbook; Lots of reading (detailed description) 

 Watch person/video doing activity 

 Lecture 

 Written description of what to expect/ materials 

 



Group Activity; Teaching to all learning styles 

Physiology of Red Blood Cells 

Accommodative (feel & do) 
 Video (YouTube) 

 Demonstration interactive 

 Lab-watch and manipulate function 

Convergent (think & do) 
 Case Study 

 Checklists 

 Role play-cell activity 

 Lab-watch and manipulate function 

Divergent (feel & watch) 

 Venn Diagram 

 Word cloud 

 Process checks  

 Matrix Analysis 

 Computer simulation 

 Video of activity 

Assimilators (think & watch) 
 Flow Chart 

 Outline 

 Cause/Effect Chart 

 Watch how carry oxygen to tissue 
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Burnout

Not a simple topic….

No easy answer…

Multidisciplinary









What is burnout?

©Mindful Practice Programs, University of Rochester, 2010

• Emotional exhaustion
Emotionally overextended and exhausted by work

• Depersonalization
Negative, cynical attitude, treating patients as objects

• Sense of low personal accomplishment
Feelings of incompetence, inefficiency & inadequacy



Stress Burnout

Non specific reaction                                     To one specific role 

Transient  reaction                       Longer lasting, pervasive to situation 

Heightened reaction- urgency                              Blunted reaction 

Medical disorder ICD-10 code (Z73.0 – Burn-out , state of vital exhaustion
No DSM V  diagnosis







Burnout or Depression

Burnout       - Effects work life & spares personal life 

Depression  - Effects both personal and work life

If accompanied by:   Sleep and appetite disturbance

Decreased interest in most activities

Persistent loss of energy

Observable agitation or being slowed down

Frequent feelings of worthlessness or  
inappropriate guilt  

Decreased concentration

Thoughts of self harm



Resources

• Primary care provider

• EAP

• Counseling Center Students & house staff
312/942-3687 

Employee, student, family
(800) 292-2780

www.ers-eap.com

User Name: rush

Password:   rush

http://www.ers-eap.com/


Prevalence of Burnout

• 25% - 60% of practicing physicians (many)

• 76% of internal medicine residents (Shanafelt 2003)

• 45% of 3rd year students (Dyrbye 2006)

• 50 % critical care nurses   (Sexton 2009)



Shanafelt 2015

2011 2014



Physician  Burnout Relative to US Population

Burnout 48.8%  vs    28.4% <.001

Suicidal ideation past 12 mo.      7.2%         vs    4.0%.           <.001

Work schedule leaves me enough time for my personal/family life:

Strongly agree 7.6%         vs    22.8%         <.001

Shanafelt 2015

(n =7288)   





Why?



How do you spend your time?

Sinsky et al. 2016
57 physicians  - after hours diary

For every 1 hour  direct clinical face time with patients,
2 additional hours is spent on EHR and desk work

Another       1 to 2 hours of personal time each night doing 
additional computer & other clerical work. 

AMA  2013               Physicians average 37 PA/week
Average 16.5 hrs/week all staff time 



Sinskey. 2015



• Increased performance measurement

• Increasing complexity of medical care, medical knowledge 

• Electronic health records (EHRs)

• Patient care vs documentation

• Low control/ high responsibility

• Work load - # patients, turnover, hours - “fictive schedule”

• Loss of  autonomy – schedule, practice setting, decisions                             



Work Engagement 

Halbesleben 2010



• Sleep deprivation

• Imbalance between personal and professional life

• Lack of supports- in and out of work

• Lack of self care  (but also part of systemic culture)



Nuhait M  2017

Culture - Sickness Presenteeism





Direct    - Turnover, early retirement, reducing work hours

Indirect - Quality:

Medication Fahrenkopf 2008 and other errors       
Unnecessary testing and referrals
Greater malpractice risks
Possibly higher admissions/readmissions
Poor patient satisfaction Leiter 1998,  Vahey 2004, Halbesleben 2008

Urinary tract & surgical site infection Cimiotti 2012

LOS   Schaufeli 1995 

Post discharge recovery time  Halbesleben 2008

Suboptimal patient care procedures Shanafet 2002 

Mortality rates  Welp 2015

Cost of Burnout - Systemic



Shanafelt 2010

Medical Errors



Clinical effort:

1 point increase in burnout score, 
43 %  reduction clinical effort in 
the following 24 months (Mayo)    

Replacement cost: 
Recruitment, training, lost revenue

Physician - $200,000 - 1,000,000 
Nurse - upwards of $90,0000

Indirect -



Shanafelt 2017



Cost of Burnout- Individual

.  

Accidents 

Depression, suicide, SUD 

Hypertension

Decreased  responsiveness   to home demands

Lower quality of relationships/ marital satisfaction

Loss of medicine as a calling



Jager
2016



How to prevent and treat?



Interventions

National

Organization

Individual



Panagioti 2016
20 studies  
Small but significantly improved effects for  
organization-directed interventions but these  
interventions were rare. 

West 2016
15 randomised controlled trials and 37 cohort studies
Significant reductions in burnout with both 
individual-focused and organizational strategies 

Which?





Shanafelt 2017



Burnout

Engagement
Efficiency of practice
Culture of wellness
National/Organization

Resilience
Individual

Well Being



Level of Intervention: National



AMA Joy in Medicine Summit

Dyrbye L  2017

1. Research to establish links among physician burnout, well being and patient
outcomes

2.    Research to estimate the economic cost of physician burnout. referral patterns,
test ordering, prescribing practices, and work inefficiencies related to EHS , order entries

3.    Well funded and structured consortiums – healthcare delivery systems, finding agencies,
foundations, community, insurers, employers, patients   to address  physician burnout,
may facilitate tailoring  to individual institutions 

4. Use common metrics to measure meaning in work and professional fulfillment, 
burnout, engagement, fatigue, stress, quality of life , well-being , work-life integration 

5. Develop a comprehensive framework with individual and organizational components
to facilitate individual responsibility for self care and organizational responsibility for 

work environment 

6. Share best available evidence, tracking of best practices and effectiveness   by
large national organizations  



American College of Physicians
Reducing Administrative Tasks in Healthcare

Erickson,S 2017

1. Stakeholders -payers, governmental and other oversight organizations, vendors and suppliers, and others to provide 
financial, time, and quality-of-care impact statements for public review and comment – of existing and new 
administrative tasks. Tasks that are determined to have a negative effect on quality and patient care, unnecessarily 
question clinician judgment, or increase costs should be challenged, revised, or removed entirely 

2.     Administrative tasks that cannot be eliminated from the health care system must be regularly reviewed, revised, 
aligned, and/or streamlined in a transparent manner, with the goal of minimizing burden, by all stakeholders involved 

3. Stakeholders must collaborate with professional societies, frontline clinicians, patients, and electronic health record 
vendors to aim for measures that minimize unnecessary clinician burden, maximize patient and family centeredness, 
and integrate performance measurement of and reporting on performance with quality improvement and care 
delivery. 

4. Stakeholder should collaborate in making better use of existing health information technologies as well as 
developing more innovative approaches to facilitate the elimination, reduction, alignment, and streamlining of 
administrative tasks, 

5. Stakeholders should review and consider streamlining or eliminating duplicative administrative requirements as
healthcare system evolves . 

6. Rigorous research on the effect of administrative tasks on our health care system in terms of quality, time, and cost; 
physicians, other clinicians, their staff, and health care provider organizations; patient and family experience; and, 
most important, patient outcomes. 

7. Research on best practices to help clinicians reduce administrative burden within their practices and organizations.
Stakeholders, including clinician societies, payers, oversight entities, vendors and suppliers, and others, should
actively be involved in the dissemination of these evidence-based best practices. 



ACP
Erickson 2017



• Encourage :
Government/regulators to address the increasing regulatory burden driving
inefficiency, redundancy, and waste in health care  & to proactively monitor and
address new unnecessary and/or redundant regulations. 

CEO AMA Summit on Burnout

Noseworthy 2017

• Encourage and support  the AMA /national organizations :
To  work with regulators and technology vendors to align technology and policy
with advanced models of team-based care and to reduce the burden of the EHR on
all users.

In developing  initiatives by compiling and sharing best practices from
institutions that have successfully begun to address burnout, profiling case studies
of effective well-being programs, efficient and satisfying  changes in task
distribution, and outlining principles for achieving the well-being of health
professionals. 

• Continue to educate our fellow CEOs  & stakeholders in the health care ecosystem about 
the importance of reducing burnout and improving the well-being of physicians as well as
other health care professionals. 

• Support and use organizational research at our centers to determine the most effective 
policies and interventions to improve professional well-being among our physicians and 
other health care professionals. 



Level of Intervention: Organization



Shanafelt 2017



• Regularly measure physician well-being using a standardized, 
benchmarked instrument.

CEO AMA Summit on Burnout

Noseworthy 2017

• Incorporate measures of physician well-being into performance metrics.

• Monitor the institutional costs of physician turnover, early retirement and reductions 
in clinical effort.

• Emphasize the value of leadership development for physicians and managers

• Understand and address the clerical burden and misallocation of work that contributes
to the exhaustion component of burnout.

• Support collaborative, team-based care models that maximize physician expertise 
and delegate tasks to other appropriate care team members 



Level of Intervention: Individual



Stress:     a transaction between a person and his or 
her  environment that is appraised (perceived) as being 
taxing or exceeding one’s resources and endangering 
one’s sense of well being                                                    

Lazarus& Folkman

Resilience: capacity to handle adversity/stress



Self awareness 

Self care

Mind-Body Practices

Compassion

3 Good Things - Gratitude

Social supports



Self care

• Sleep
• Time off
• Physical activity
• Nutrition
• Social supports
• Health - PCP, Dental

“That physician will hardly be thought very careful of the 
health of his patients if he neglects his own.”     Galen 130-200 A.D



Mind-Body Practices

Mindfulness & meditation

Relaxation techniques:
Breath control
Progressive  Muscle Relaxation
Relaxation Response

Yoga



What is Mindfulness?

Moment to moment nonjudgmental awareness

Paying attention, to the present moment,
on  purpose, without the story.

Having your mind and body in the same place 
at the same time

Knowing what you’re experiencing while you’re experiencing it



/



Mindfulness

• Acknowledging present moment, whether pleasant 
or unpleasant without getting caught up in thoughts 
about, or  emotional reactions to it

• Intentional cultivation of attention

• An approach to stressful situations which promotes 
response rather than automatic reaction

• Open and non judgmental attitude

• Basis for emotional intelligence



Sensations

Thoughts Emotions
Inside

Outside

Mindfulness



For example…



Rush University Medical Center
Meditation Room

Mindful Meditation       Thursdays 12-12:30



Mackenzie.   2005        Nurses and nurses aides
Cohen,-Katz  2005        Nurses 
Krasner          2009         Primary care physicians
Goodman      2012        Healthcare providers
Fortny 2013        Primary care physicians
Asuero 2014.       Primary healthcare providers
Verweij,         2016        GP’s
Duarte           2016         Nurses

Milstein         2009          House staff
Moody           2013          Multidisciplinary

but subjective 
reports of improvement 

Mindfulness and Burnout

Positive Effect

No Effect 



Com - with 
Passion  - Pati = to suffer(also the root of patient)

Present with suffering

En- in
Pathos = feeling, 

In the feelings of the other



I realize that a high-volume, high pressure setting 
tends to stifle a caregiver’s inherent compassion 
and humanity. But the briefest pause in the 
frenetic pace can bring out the best in a care giver 
and do much for a terrified patient .... Makes the 

unbearable, bearable. 
Kenneth Schwartz 1995



Self Compassion & Healthcare Providers

Limitations re methods and measures

Self compassion trainings

Sinclair, S et al. 2017

8 studies             self compassion and work related stress 

3 studies          self compassion  on resilience

Self compassion:       burnout, compassion fatigue, stress symptoms



Change on many levels….

We’re all in this together….



If you always do what you always 
did, you will always get what you 
always got.

Albert Einstein





MONA SHATTELL, PHD, RN, FAAN    •    REBECCA DARMOC, MS 

E X P A N D  Y O U R  

HOW TO BECOME A PUBLIC THOUGHT LEADER ONLINE 



OVERVIEW 

A New Perspective for Academia 

 

Influence, Twitter & Personal Branding 

 

Consume, Share, Create 

 

Tips to Expand Online Influence  



“SELF PROMOTION” 

New perspective: 

Self-promotion means owning 

your hard work, expertise, 

and authority to accomplish 

your mission of helping others. 

 





Beginners 

0-30 

Moderate Influence 

31-49 

High influence 

50+ 

Top 5% of Klout accounts 

63+ 

TIP:   MEASURE WITH “KLOUT” 



THE EVOLUTION OF INFLUENCE 

Corporate control                            Consumer control 



72% of Americans consume news online 

63% of Twitter users get news from the app 

INFLUENCE TODAY 

24% of verified Twitter accounts are 

journalists/media 



WHY TWITTER? 

• Connect anywhere, anytime 

 

• Your community of peers is already on 

  Twitter - sharing and collaborating 

 

• Reach a larger audience; your message is not 

  limited to academia/publications = 

  help more people. 

 

• Adds another layer to what you are already 

  doing. A “must” in the age of digital influence. 



The Power of Twitter 



International 

Revolutions 



Social 

Movements 



Corporate 

Accountability 





PERSONAL BRANDING 

How can faculty use Twitter to gain exposure? 

The first step is to develop your own brand. 
 



The true essence of a brand is all of the word 

associations left over in people’s minds after they 

have an encounter or experience with you. 

 

Write down words that you want people to 

remember about you. Start by thinking about: 
 

1- your expertise/knowledge/ideas/passions: 

what words describe these for you? 

2 - your audience: industry colleagues, general 

health care community, patients, media? What 

drives that specific audience and what are their 

needs? 

3 - what ideas do you want share with them?  

 

Becoming an influencer is about 

providing  value. 



BUILDING YOUR BRAND ONLINE 

• Add key words 

• Add photo 

• Add Rush faculty profile URL 

• Add “Opinions are my own” at end of bio 





Consume 

Share 

Create 

STEPS TO TWITTER INFLUENCE 



BLOG 

Consume 

Share 

Create 

STEP 1 



Comment                Retweet                     Like 

Consume 

Share 

Create 

STEP 2 



Consume 

Share 

Create 

STEP 3 



MENTION 
• Influencers 

• Colleagues 

• Organizations 

• Conferences 

• Journalists 

DISCOVER 
• Key topics 

• Community connections 

• Social movements 

 

ENGAGE 
• Comments 

• Conversations 

EXPAND YOUR REACH 



TIP : HASHTAG   &  MENTION 

TOPICS 

COMMUNITIES 
PEOPLE 

ORGANIZATIONS 



=  NO VISIBILITY 

#SeniorLiving     #longevity    #volunteer    #Chronicillness  

 

   #hunger   #cravings    #motivation    #EmotionalEating 

 



RN 

Wrigley 

heartfailure 

patientcare 

naloxone 

opioid 

nursing 

cardiology 



TIP:  HEALTHCARE HASHTAG  PROJECT 



TIP:  SYMPLUR SIGNALS 



TIP:  SYMPLUR SIGNALS 



TIP : RiteTag 



TWITTER ETTIQUETTE:   “GIVE TO GET” 

Reciprocity expands your reach: 

Follow people back 

Give likes 

Give retweets 

Give commments 



TWITTER ETTIQUETTE : RESPOND & ENGAGE 



TIP :  MASLOW MESSAGES IN 140 CHARACTERS 

FNPs : here’s what you need to know about… 

How one university is using 3D printing to educate…. 

Dream of going global? Next level career advice from... 

5 tips for managing millennials 



TIP :  SHORTEN LINKS - BITLY 



TIP :  @mention 



TIP :  Hootsuite 

These two messages have been added to Hootsuite & 
scheduled to auto-post on Twitter at specific times. 



Start Now with Twitter 

1. Download the app and sign up. Use your first & last name. 

2. Create a bio. Include a picture. 

3. Find and follow influencers. 

4. Consume and share their content. 

4. Start with 10 minutes per day. 

5. Reach out with questions. 

@MonaShattell   @BecDarmoc   #RushTweets   @RushUniversity   @RushMedical 



 

 

Social Media 
 
Social media is an important tool that supports Rush University’s communications 
strategy and our ability to engage with relevant audiences, including students, 
prospective students, faculty, staff, alumni, community partners and colleagues in the 
Rush system. 
 
While social media provided a way to tell our story in fresh and interesting ways, the 
University community should take a thoughtful approach with defined goals and 
structure to help protect our brand and reputation.  

Personal and Official Accounts 

1. Personal accounts that reference a person or group’s affiliation to Rush but 

that do not use the Rush logo. 

2. Official, fully branded accounts.  

When does a personal account make sense, and when would an official site make 

sense? The following chart provides details to help you make an informed decision: 

 Personal Account Official Account 

Access to Rush logos, images and video 
assets 

No Yes 

Access to analytics reports provided on 
a regular basis 

No Yes 

Required training for social media 
management 

No Yes 

Support services from Marketing and 
Communications 

No Yes 

Compliance with Rush’s official social 
media policies 

No Yes 

Agreement to help cross-promote 
important news, events or other 
University content that’s relevant to 
your audiences 

No Yes 

 

Rush reserves the right to decommission official accounts that do not comply with the 

University’s social media policies or that have fallen into disrepair or neglect.  
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Social Media Do’s and Don’ts for Personal Accounts 

Do’s: 

● Use your name on your Twitter account; replace the “egg” avatar with an 
image of you. 

● Include a disclaimer if you mention your affiliation with Rush in your profile, for 
example: “Opinions/tweets are my own, not Rush’s.” 

● Associate your Twitter account with your Rush University faculty profile. For 
more information, contact Mark Donahue (​mark_donahue@rush.edu​) in 
Marketing and Communications. 

● Follow @RushUniversity, @RushMedical and @RushUNursing on Twitter. 
● Follow peers at Rush and other hospitals and universities. 
● Use @RushUniversity and @RushMedical tags in your tweets when appropriate 

(along with Rush hashtags, e.g., #HowMedicineShouldBe). 
● Review Rush’s social media policy at rsh.md/rushsocialpolicy. 

Don’ts: 

● Don’t accept “friend” requests from patients. 
● Don’t post patient information on social media, in accordance with HIPAA 

guidelines. Make sure images don’t include identifying patient information. 
● Don’t record patient information on personal devices. 
● Don’t use a Rush logo (including Rush University Medical Center, Rush 

University, and the College of Nursing) in your personal social media profile. A 
photo from the Rush campus (e.g., the Tower) is okay. 

● Don’t create a social media account for a University or Medical Center 
department or program without permission from Marketing and 
Communications. We have only a handful of authorized Rush accounts. For 
more information, email Thurston Hatcher (​thurston_hatcher@rush.edu​) in 
Marketing and Communications. 

● Don’t discuss workplace concerns in social media forums. 

Video Policies 

All marketing — or storytelling videos — should either be relatable to Rush’s brand 
pillars, to decision factors, or both. In addition, videos should comply with the 
video-specific guidelines included in Rush’ Corporate Identity and Graphic Usage 
Standards. 

Recommendations for Video Length 

There is no “catch-all” answer for how long video should be, but a good rule of thumb 
for is between 30 seconds and four and a half minutes. Videos within this window will 
typically retain 60 to 80% of audiences for the full length of the video.  
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