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I have nothing to disclose.



Objectives
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1. Describe the value of continuous program evaluation for 
strengthening educational quality and learner outcomes

2. Identify common personal, cultural, and program-level 
challenges that limit meaningful educational program evaluation 
and quality improvement

3. Outline practical, data-informed strategies for ongoing 
assessment and improvement of educational programs
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My first 90 days.



An Integrated Curriculum

Biomedical
Science

Health Systems
Science

Clinical
Science

Did it hit the mark?



Why should we Evaluate?



Program Evaluation

What it is

In health professions education, 
program evaluation is the systematic 
collection and analysis of data to make 
defensible value judgments about an 
educational program's merit, worth, or 
effectiveness. While it shares 
methodologies with research, its 
primary purpose is to improve a 
specific program rather than to prove 
generalizable truths.

Why we need it

• Achieving goals and objectives
• Continuous program quality 

improvement
• Appropriate use of resources

Program evaluation models and related theories: AMEE Guide No. 67
Frye AW & Hemmer P. Medical Teacher 2012



How does this relate to individual learners?

Opportunities to 
teach and assess:

 Foundational 
knowledge and skills

 Core competencies
 Advanced abilities 

and readiness for 
independence



Why do we avoid it?



Challenges and Barriers
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• Prefer to do what’s comfortable
• Easier to assess individuals
• Requires resources
• Lack frameworks or skills
• Requires data/inputs and analysis
• Takes time; Requires many cycles
• Too many constituents involved
• Change is hard; overwhelming
• Not part of the culture
• It’s boring!



Time, Resources, Logistics

• Overlapping Functions & Workload
• Resource Constraints
• Short Clerkships/Rotations

• Limited Evaluation Skills
• Measurement Challenges
• Lack of Validated Tools
• Unclear Evaluation Aims

• Resistance to Change & Fear
• Low Priority/Recognition
• Lack of Institutional Support

• Dual Roles
• Focus on Grades over Feedback
• Interprofessional Education (IPE) Complexities

• Bias and Subjectivity
• Lack of Follow-up
• Data Overload and Poor Quality

Pedagogical & Assessment
Challenges

With a little help from CoPilot

Methodological & Technical 
Difficulties Institutional & Cultural Barriers

Data & Analysis 
Issues



Aren’t you eager (curious) to see results?
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• How did the learners do?
• What did the course survey show?
• How did our graduates fare?
• Who got recognitions and teaching awards?
 (and why – what are they doing that is working?)



Strategies, data sources, 
dashboards, methods





W.K. Kellogg Foundation
Logic Model Development Guide
Updated, January 2004



With a little help from CoPilot



Four Key Areas of Inquiry: 

Are learners meeting
Program Objectives?

How do learners perform in this 
phase of the curriculum?

Are learners adequately prepared to 
succeed in next phase of the 

curriculum/training? their careers?

Are we fostering a supportive learning 
environment and growth mindset?

How do learners experience courses, 
rotations, supervisors and faculty?



Continuous Quality
  Improvement

Continuous Quality Improvement (CQI) in Health 
Professions Education

Reporting:
• Both scheduled and ad hoc
• Proactive and timely
• Easy to grasp graphical format

dissemination Key Constituents:
• Governance Committees
• Course Directors
• Educators/Supervisors
• Learners

Tactics:
• Identify, amplify best practices
• Fill gaps
• Address areas for improvement

reflection

action

Possible Interventions: 
• Curricular change
• Course development
• Pedagogical refinement
• Professional development

metrics & 
analysis



Possible Data Sources
National Exams & Surveys

 Graduation questionnaires
 In-service and certification exams
 Nationally-administered learner 

surveys
 Nationally-derived exams
 Licensing exams
 Board examinations

Institutional assessments
 Course, written narratives, grades
 Exams, quizzes, problem-sets
 Requirements checklist
 OSCEs
 Workplace based assessments
 Competency-based ratings
 Learner surveys (faculty, courses, LE)
 Peer assessments
 Post-graduation training surveys
 Graduation rates
 Alumni survey



OASIS
• Course Grades
• Clerkship SPEs (EPA, Grades)
• Faculty Evaluations
• Course Evaluations

• Learning Environment
• Sub-I / ACE / AISC Grades
• Mistreatment Report Data
• Shelf Subject Exam Scores
• USMLE Step I & II Scores

SimIQ
• OSCE Scores

Registrar
• Graduation Rates
• Licensure
• Match Sites
• MADRIS Legacy Data

Admissions
• Demographics from 

AMCAS

ExamSoft & 
CANVAS

• Readiness Assessments
• Class Participation Scores

• PDW LAE Scores

OEQI
• AAMC GQ
• AAMC Y2Q
• OSCE Total, 

Station,
Skill Scores

Education Data Warehouse – Data Sources by Platform
(with thanks to Harvard Medical School Office of Medical Education) 

EDW

• Data Visualizations 
• Stakeholder Dashboards



Clerkship Director Dashboard – Site Comparisons
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Rating scale
1 (pre-entrustable)
3 (emerging)
5 (entrustable)



Data-informed Opportunities 
for Educational QI

Findings from Analysis Possible Intervention
WBA* not aligned among supervisors Professional Development
WBAs not being covered Curriculum Development
Standardized exam performance Gaps in content
OSCE performance Vertical integration of clinical skills teaching
Grading disparities Assessment equity; bias
Narrative quality Professional Development
Professionalism lapses Policy / Assessment Development
Educator performance Professional Development
Learner readiness at key points Program development
*Workplace Based Assessment
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My first 90 days.



OAE collects data 
and orients faculty 

stewards 

Faculty stewards 
review materials 
OAE provides 

feedback

OAE – Office of Assessment & Evaluation
CEP – Curriculum and Education Policy Committee
OME – Office of Medical Education

CEP holds CAW 
meeting to review 
data and approve 
recommendations

OME forms 
implementation 
working groups 

to develop  
plans

Adequacy of curricular 
coverage and assessment + 

student learning  data

What students found valuable (and not)
How KPSOM measured up to its mission and national average

Data Steam #1: Relevant 
Curricular  Data by EPO

• Learning data 
(instructional coverage, 
assessment data, 
Competency 
Committee judgments)

Data Stream #2: CAW 
Written Survey

• Graduating student 
experience ratings and 
comments

Data Stream #3: CAW 
Focus Groups

• Graduating student 
experience

Data Stream #4: AAMC 
GQ

• Student experience 
with national 
benchmarks

Data Informing Recommendations

KPSOM Curriculum as a Whole (CAW) Review – Process*

* With thanks to Dr. Carla Lupi, Senior Associate Dean for Medical Education, Sophia Harvey, and the Office of Medical Education



Changes stemming from CAW
Educational Program 
Objective (EPO) Domain
(# of EPOs)

Changes to EPOs Changes to Milestones Changes to Instruction Changes to Assessment

Patient Care (7) Revised milestone language for 
Technology and Digital Care (CSDC), 
Urgent Care (PCUC)

Incorporate health information 
technology in HSS in Phase 3; 
enhanced instruction of PCUC; 
additional Transitions (PCTR) 
activities

EHR-specific instruction/ 
assessment in Phase 3; 
increased PCUC and PCTR 
simulation assessment

Lifelong Learning (3) Revised milestone language for 
Wellbeing (LLWB), Uncertainty 
(LLUN)

Add LLWB assessment

System-based 
Practice (5)

Revised Quality 
Improvement (SBQI) 
graduation requirement

Revised milestone language for 
Patient Safety (SBPS)

Introduce Leadership Change 
(SBLC) portfolio assessment; 
enhance Systems Thinking and 
Design (SBST) assessment 
prompts

Interpersonal and 
Communication 
Skills (2)

Revised Roles and 
Teamwork (IPRT) and 
Collegial Communication 
(IPCC) graduation 
requirement

Pilot IPCC and IPRT instruction 
in Phase 2

Pilot IPCC and IPRT CASP 
assessment in Phase 2

Professionalism (3) Increase instruction in 
Trustworthiness (PRTR) in 
REACH

Increase PRTR assessment in 
REACH

EPO Domains not affected by CAW: Population and Community Health, Interprofessional Collaboration and Teamwork, Medical Knowledge

* With thanks to Dr. Carla Lupi, Senior Associate Dean for Medical Education, Sophia Harvey, and the Office of Medical Education









Call to Action



Lessons learned and tips to move forward
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 Begin with the end in mind

 Upfront planning helps

 Assemble your team – find an ally, buddy, champion

 Use a framework, establish a process, develop skills

 Change the culture
Frame in positive way – “we want to be better”

Be curious – “how are we doing?”

Espouse humility – “it’s OK to do this”

Find the COURAGE! Be BRAVE – just do it!



What’s holding you back?
How will you know you are achieving your programmatic goals?

What’s your NEXT STEP?
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Trust is at the core
“Teachers must trust their learners. The 

trust of teachers is won when learners 
attend, engage, respond, and appreciate 

the teachers and their volunteerism. It 
takes time and repeated exposure for trust 
to be optimally developed, which implies 

both available time and longitudinal 
engagement that is increasingly absent. In 
contrast, trust is easily lost if learners do 
not attend or are ambivalent, distracted, 

resistant, dismissive, defensive, or 
unresponsive.”

“Teachers make trusting judgments about 
their learners all the time. Teachers must 

progressively relinquish control and supervision 
to their learners, attending to the safety of their 

shared patients. Based on the level of trust, 
students should progress from observing 

patient care, to performing it under continuous 
and direct supervision, to performing with 

indirect supervision with the teaching physician 
within close proximity to supervision from a 

distance; ultimately, the learner would be able 
to supervise others.”

“Students, residents, and peer-learners must 
learn to trust their teachers. The level of trust in 
a teacher is associated with the engagement in 
the learning process. Teachers create trust by 

establishing and demonstrating their own 
competence and professionalism, showing 

interest in the learners, and providing meaningful 
feedback that helps learners grow. Reciprocally, 

educators who harass or otherwise lose their 
learners’ trust may continue to teach but will be 
unlikely to create effective learning. Trust that is 

eroded or lost can be impossible to recover.”

We owe it to our learners and our 
faculty and society.
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Thank You!
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