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OVERVIEW OF PHASE I ACTIVITIES

BACKGROUND ON EXAMINATION DEVELOPMENT

When work on this examination program was initiated in July, 1972, two primary goals were
identified: (a) to specify the roles and responsibilities of the primary care physician's
assistant, and (b) to identify evaluation techniques that could be used to assess competence

in performing the functions of a physician's assistant. The development of examinations for
health care professionals had loug been based upon curricular content: the subject matter
presented and the way in which its presentation was structured in the curriculum. However,
because of the goals of this examnation program, an approach was devised which had not
previously been used for the development of national examinations for health care professionals.
Instead of relying upon descriptions of the subject matter content within the various educational
programs, a task mventory consisting of several hundred health care functions was designed.
These functions were compiled from several task analysis studies of physician and non-physician
activities. Once compiled, each health care function was classified under one of ten categories
reflecting the various components of the clinical problem-solving and management process. These
categories are listed below:

I. Data Gathering
A. History Taking and Patient Records
B. Physical Examination
C. Lahoratory Tests and Investigative Procedures
D. Patient Monitoring

. Analysis and Interpretation
A. Consultation and Referral
B. Diagnostic Acumen

III. Medical and Health Care Strategies
A. Emergency Procedures
B. Surgical and Technical Procedures
C. Management
D. Patient Counseling

The resulting task inventory was distributed to' each member of the National Board Advisory
Committee on Physician's Assistants whose membership included physicians involved in the
development of this new category of health care personnel, physician's assistants, physicians
who were traming and utilizing physician's assistants, and nurses concerned with the nurse
practitioner concept. These individuals were asked to consider each of the 900 health care
functions included 1n the inventory, and to decide whether the health care function was one that
a Type A primary care physician's assistant should definitely, probably, probably not, or
definitely not be skilled in performing. Since the examination to be developed would be
admimstered on a national basis and would be evaluating individuals trained in different types
of educational programs, it was felt that the examination should be designed to measure those
health care funclions that a reprcsentative group of experts felt were ones the physician's
assistant should definitely be skilled in performing. In order to identify the health care
functions about which there was such a consensus, a frequency distribution of the twenty
judgments made concerning each health care function was tabulated for all functions listed

on the task inventory. Each of the four rating categories was given a numerical value on a
scale of one to four avalue of four being assigned to the 'definitely' category, and a value of
one to the ""definitcly not' category. In turn, each judgment made by a rater was given in
numerical valuc on the basis of the column into which a check mark had been placed.



The arithmetic mean of these judgments was then computed for each health care function. Those
functions receiving @ mean value of 3.5 to 4.0 were considered as ones that, in the view of expert
opinion, a Type A primary care physician's assistant should definitely be skilled in performing.
Functions receiwving a4 mean value of 3.40 to 3. 49 were reviewed by this expert group at a meeting
during which the results of the task inventory study were presented.

A review of the health care functions identified from this task inventory study suggested that not all
functions were cquivalent in terms of their importance (o the proficiency of the primary care
physician's assistant. Moreover, the number of functions was so large that it was evident that no
examination program could attempt to sample adequately the knowledge and skills related to all of
them. For thesc reasons, a priority study was conducted using the same experts who had partici-
pated in the task invenlory study, plus four additional experts, all of whom were pediatricians.

The purpose of the priority study was to establish the relative importance of the several hundred
health care functions, so that those receiving the highest rating mn this regard could provide

the primary focus for the development of the Certifying Examination for Primary Care Physician's
Assistants.

Two dimensions were selected as the basis for determining the priority of each health care function®
(1) the frequency with which the function might be carried out in a primary care practice, and

(2) 1its 'criticalness' to optimum health care delivery. In order to determine the priorities of

the several hundred health care functions identified from the first phase of this process, a second
task inventory was prepared using the categories previously described. The two dimensions which
were the basis for arriving at these priority ratings {(i. e., frequency and criticalness) were
represented by two scales each consisting of four intervals. The auchor points of each scale were
labeled "high" and "low". Each member of the group of expert judges was asked to consider the
functions included on this second inventory, and to indicate how frequently he felt the task would be
performed 1n a primary care practice and how critical it was to optimum health care delivery.

A frequency distribution of the judgments made regarding the frequency and criticalness of each
health care function was tabulated. A mean value for each health care function on each dimension
was calculated by assigning a numerical value of one to four to the intervals on each scale as was
done in the first task inventory study.

The priority value assigned to each health care function was determined by using the following
formula P ={+ 2(5), where f was the mean frequency value and ¢ the mean criticalness value.

The criticalness value was weighted more heavily than the frequency value because it was
recognized that while some functions are performed infrequently (¢.g., closed chest cardiac
massage), they often involve life-and-death implications when they are required as part of health.
care delivery. The use of the preceding formula resulted in a scale whose range was 3.00 to 12 00.
Those functions receiving a priority of 8.00 to 12.00 were identified as high priority health care
functions and were further analyzed in the following manner.

Since the validity of an examination as an assessment of proficiency depends upon its capacity lo
evaluate accurately the knowledge and skills required to carry out specific health care functions,

test committees were appointed to analyze related health care functions and to identify the knowledge
and skill components related to each. These knowledge and skill components were stated behavior-
ally to facilitate the selection of appropriate evaluation methodology and to serve as the performance
criteria to be used in assessing the proficiency of physician's assistanls Table 1 presents some

of the criteria specified for the following health care functions: history-taking: physical examination;
wound care; suturing lacerations; taking an electrocardiogram; aud applying a plaster case. (A more
detailed description of this phase of examination development is provided in the Project Report
1973-14.)
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Table 1

SAMPLE CRITERIA FOR SELECTED HEALTH CARE FUNCTIONS

Function Criteria

History Taking (a) Elicit pertinent positives and negatives related
to chief complaint;
(b) Elicit pertinent data from review of systems.

Physical Examination ‘a) Recognize and name common skin lesions;
. (b) Recognize and describe abnormalities seen
on funduscopic examination.

Wound Care () Recognize normal signs associated with
wound healing;
(b) Identify lacerations requiring primary
closure by suture.

Suturing Lacerations (a) Select appropriate suture materials;
(b) Effect a closure in which all dead space has
been obliterated.

Electrocardiogram (a) Identify the correct placement of all "V"leads;
(b) Select appropriate courses of action to
eliminate or minimize technical defects in an
EKG tracing.

Cast Application (a) Identify the correct position for applying a
forearm cast;
(b) Recognize errors made in case application.

ADMINISTRATION OF THE FIRST CERTIFYING EXAMINATION - 1973

The first National Certifying Examination for Primary Care Physician's Assistants was
administered on December 12, 1973, to 880 candidates in 38 test centers across the country.
Eligibility for the first examination was limited to graduates of primary care physician's
assistant training programs that were approved by the AMA Council on Medical Education,
funded by the Bureau of Health Resources Development, or, in the case of nurse practitioners,
programs of at least four months' duration within a nationally accredited school of medicine or
nursing that trained pediatric or family nurse practitioners.

Of the total number of physician's assistants eligible, 75 per cent registered for this examination,
while almost 100 per cent of the eligible Medex did so. Of the nurse practitioners who were
eligible for the examination, approximately 10 per cent registered.

In relation to the 880 candidates who took this examination, 62 per cent had received their
training 1 physician's assistant programs, 29 per cent in Medex training programs, and

9 per cent 1in nurse practitioner programs. Table 2 summarizes the composition of the examinee
group by type of training program.

iii




Table 2

COMPOSITION OF EXAMINEE GROUP - 1973

Type of Training No. %
Physician's assistant 538 62
Medex 265 29
Nurse practitioner 71 S
Total 880 100

Biographic data collected on each examinee indicated that a significant majority had already
completed their formal training prior te the examinabion, and had already acquired clinical
experience as a physician's assistant. Table 3 summarizes the clinical experience of this
examince group. As illustrated in the table, 83 per cent of the examinees had already
completed an educational program, and 81 per cent had already acquired postgraduate clinical
expericnce prior to taking the Certifying Examination. Of those examinees who had already
acquired cxperience as a physician's assistant, 88 per cent had had as much as two years of
clinical experience, while 12 per cent had acquired more than two years of clinical experience
as a physician's assistant.

In addition, 91 per cent of the total examinee group had acquired experience in health care
delivery prior to their training as a physician's assistant. Of this group with prior experience
in health care delivery, 86 per cent had been involved in direct patient contact (for example,
as a nurse, military corpsman, or physical therapist), while 11 per cent had been involved in
health care delivery in a technical capacity. These data indicate that the typical examinee for
the 1973 Certifying Examination had already completed a formal educational program and liad
already acquired several months to several years of clinical experience as a physician's
assistant. Moreover, prior to having been trained as a physician's assistant, the typical
examinee had been involved in direct patient contact health care delivery for a period of from
two to four years.

Table 3

EXPERIENCE OF EXAMINEE GROUP - 1973

Biographic Data % - Total Group
Completed an educational program 89
Clinical experience since training: 81
Up to 2 years clinical experience (88)
More than 2 years clinical experience (12)
Prior experience in health care delivery: 91
Patient contact (86)
Technical ’ (11)
Other (3
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The 1973 examination program consisted of a one-day written examination divided into two
sections. The {irst section contained multiple-choice and other objective fermat questions
prescnted in printed and pictorial form. These materials were designed to assess the candidate's
knowledge and skill in applying knowledge related to high priority health care functions that a
primary care physician's assistant should be skilled in performing. Items on this section of the
examination were classified under the following headings:

The identification and classification of physical findings;

Patient managemelit;

Patient counseling and instruction;

Knowledge related to clinical procedures (e.g., wound care, fracture management,
cardiopulmonary resuscitation, electrocardiograms).

oo DO =

The afternoon section of the examination involved a programmed testing technique in which the
candidate was presented with a simulated clinical case and asked to make decisions regarding
the appropriate diagnostic work-up and management of the patient as he would in an actual
clinical setting. These patient management problems are designed to assess the candidate's
skill in gathering pertinent information about patients and in making appropriate disposition
decisions. Clinical cases were presented in both adult and pediatric medicine, and included
emergency as well as non-emergency problems.

Statistical analysis of the examination indicated that it was reliable and moderately difficult® -~
for the group of examinees who took it. The reliability of the total examination was .89,

which placed it within the range of reliabilities for other National Board examinations. The
mean difficulty level for the multiple-choice question section of the examination equaled .64
which was also within the range encountered on other National Board examinations. The mean
difficulty level of the patient management problems was calculated at . 79 which also corresponds
to the difficulty levels found on other examinations using patient management problems. These
examination statistics are summarized in Table 4.

Table 4

EXAMINATION STATISTICS - 1973 PHYSICIAN'S ASSISTANT CERTIFYING EXAMINATION

Range/Other Range /Other
Examination NBME Mean NBME
Component Reliability Examinations Difficulty Examinations
Total . 89 (.88-.91)
Multiple -ghoice questions .64 (.60-.65)
Patient management problems .9 {.15-.85)

Further analysis of examination performance in relation to biographic data indicated that
examinees who had already completed a training program and had acquired clinical experience

as a physician's assistant or nurse practitioner scored significantly higher on the examination
than did examinees without such postgraduate clinical experience. This finding provides evidence
of the construct validity of the examination since it appears to be measuring knowledge and skills
that are relevant to practice and that increase with clinical experience.



Table 5 presents the intercorrelations of the various examination components. The correlation
coefficient of .51 between the multiple-choice (MCQ) and patient management (PMP) sections of
the examinations indicate that, although these components were assessing some overlapping areas
of knowledge and skills, each was assessing aspects of competence that the other examination
component was not. This correlation coeificient is similar to those encountered on other
examinations for licensure and certification and adds further support to the tenet that these {wo
different examination formats do assess different aspects of clinical competence.

Table 5

INTERCORRELATIONS OF 1973 EXAMINATION COMPONENTS

. (PMP) (PMP)
Data Management/ (PMP)
MCQ Gathering Therapy Total
MCQ —_ 46 .45 .51
(PMP) Data Gathering — .36 .98
(PMP) Management/Therapy _ . 55
Total -

Items on the patient management probleins (PMP) were divided into two categories: (1) data
gathering procedures (history, physical examination, and laboratory tests); and (2) management/
therapy decisions. The correlation between these two components of the patient management
problems equaled .36, and indicates that items in each category are also assessing different
aspects of clinical competence.

VALIDATION STUDIES OF THE 1973 CERTIFYING EXAMINATION

In order to investigate the ..lidity of this examination program, a number of studies were
conducted and analyses performed. The first evidence of construct validity was provided by

an analysis of the examination itself in relation to certain biographic data that had been collected
on all examinees. The fact that examinees who had already comipleted a training program and had
acquired clinical experience as a physician's assistant or nurse practitioner scored significantly
higher on the examination than did examineces without such postgraduate clinical experience
suggests that the examination was measuring knowledge and skills relevant to clinical practice
that incrcase with clinical experience. Since eXaminees with experience in patient contact

health care delhivery prior to training as a physician's asosistant did not score significantly

higher than individuals without such prior experience suggests that the examination was
measuring aspects of compctence that are specifically pertinent to the proficiency of a physician's
assistant or nurse practitioner.

In addition to this internal evidence of validity, two external studies were also conducted, each
focusing on somewhat different aspects of the validity of this examination program.

Having already found evidence to suggest that the examiuation was measuring knowledge and skills
relevant to actual clinical practice, a study was conducted 1n order to determine whether or not
the examination was measuring components of competence that could be attributed to the training
process 1tself. If the Certifyaing Examination was measuring knowledge and skille that could be
acquired only through a training program for physician’s assistants, then one would expect
examinees who sat as candidates for the 1973 Certifying Examination to score significantly

higher than individuals who were just beginning a traiming program :vaho, presumably,

had not yet acquired the same level of proficiency.

9
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In order to investigate this aspect of the construct validity of the examination, the 1973
Certifying Examination was administered to groups of individuals who were just beginning
training as physician's assistants, Medex, or nursc practitioners. A stratified random sample
of 16 training programs was selected to be representative of the types of educational programs
in which actual candidates for the 1973 examination had been trained. As each program began
training of a new class, the 1973 Certifying Examination was administered to the group of
trainees. The same procedures used in administration of the actual Certifying Examination
were also used in administering the examination for validation purposes.

The validation study sample consisted of 357 examinees: 83% physician's assistants, 15% Medex,
and 3% nurse practitioners. The actual candidate group in 1973 consisted of 880 examinees:

62% physician's assistants, 29% Medex, and 9% nurse practitioners. The validation study
statistics, however, were generated by comparing the validation sample of 357 examinees with
candidates for the 1973 Certifying Examination who had come from the same cducational programs
that participated in the validation studies. This actual candidate group numbered 528.

A statistical comparison of the performance of these two groups was carried out by performing
t-tests on the total examination score as well as on scores obtained on the three components of

the written examination. With respect to overall examination performance, the mean score of
examinees from the validation study sample was 374, while a comparable sample of examinees from
the actual 1973 examination obtained a mean score of 497. This difference between means is
highly significant (p ¢ -001) and indicates that individuals who had completed or were nearing
completion of their formal cducational program scored significantly higher than individuals who
were just beginning training as a physician's assistant. Similar differences in performance were
also observed on each of the three components of the written examination: multiple-choice
questions, PMP data gathering, and PMP managementAherapy. Thus, the 1973 Certifying Exam-
ination was able to distinguish between individuals with and without formal training as a physician's
assistant. These statistics are summarized in Table 6 shown below.

Table 6
EXAMINATION SCORES OF INDIVIDUA LS BEGINNING

FORMAL TRAINING (UNTRAINED) AND CANDIDATES FOR THE
1973 CERTIFYING EXAMINATION (TRAINED)

Exam Component Untrained Trained t Significance
Composite 374 4917 21.45 < .001
MCQ 341 503 22.52 < .001
PMP Data Gathering 3 493 16.45 < .001
PMP Management /Therapy 403 495 12. 14 <.001

A third validation study was conducted in order to estimate the concurrent validity of the Certifying
Examination. This study was designed to investigate the relationship between performance on the
various components of the Certifying Examination and ratings of clinical competence as provided
by program faculty. A clinical competence rating form was developed consisting of 40 statements
each describing different aspects of the competency of physician's assistants. These statements
described behavior related to: {a) history-taking, (b) physical examination, (c¢) laboratory tests
and diagnostic procedures, (d) management Areatment, (e) medical records, and (f) interpersonal
relations.

10
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Individuals who had registered for the 1972 Certifying Examination and who were still in
training or had recently completed training were identified. A clinical competence rating
form for cach of these individuals was mailed to the appropriate program director who was
asked to identify a member of his faculty who was familiar with the clinical performance

of each examination candidate., The faculty rater was asked {o read each statement contained
in the rating form and decide at what level of competence the candidate performed. A scale
consisting of five intervals was used with the end points labeled "minimum competence' and
'bptimum competence. "

Of the 179 rating scales mailed to program directors, 154 completed forms were returned,
representing an 86 per cent return rate. Of this number, four were deleted from the sample
since the registrants did not take the Physician's Assistant Certifying Examination. Thus, the
subjects of this study were 150 registrants for whom a set of examination scores and ratings
of clinical competence were available.

Since only a sampling of the total registrant pool was involved in the study, a preliminary
analysis was performed to determine whether or not these subjects were representative

of the registrant population. Accordingly, significance tests were performed between the

study subjects and the remainder of the examinee population in terirs of the distribution of
performance on each major examination component. These comparisons consisted of t-tests
between the means and F-tests between the variances of the two examinee groups. In all cases,
these statistics were nuot significant, indicating no significant differences between the groups in
terms of their performance on the major components of the examination. These resulls suggest
that the study sample was representative of the population of examinees in terms of examination
performance.

A factor analysis of the items contained on the rating scale was performed in order to identify
clusters of related items and the diniensions of clinical competence each cluster appearved to be
measuring. The factor analysis yielded the {ollowing three dimensions: (1) Data Gathering and
Recording, (2) Interpersonal Skills, and (3) Clinical Judgment. The Data Gatherirg and Recording
factor consisted of rating items assessing competence in taking histories, performing physical
examinations, and recording patient data. The Interpersonal Skills factor contained rating items
pertinent to interactions between the physiclan's assistant and the patient, the patient's family,
and other members of the health team. The Clinical Judgment factor consisted of items pertinent
to various aspects of patient management. Analysis of the examination and rating scale data was
performed by correlating an individual's clinical competence rating on each of the three factors
with the various examination components. In order to provide a more detailed analysis of the
examination itself, items on the multiple-choice question portlion were classified into one of the
following four categories: (1) identification and classification of physical findings, (2) patient
management, (J) knowledge of clinical procedures, and (4) interpersonal skills.

Pearson product-moment correlation coefficients were computed to determine the direction and
magnitude of the simple correlations beiween examination components and rating factors. In
those instances where an examination component correlated significantly with more than one
rating factor, step-wise multiple regression analyses were performed to identify the nature and
magnitude of these complex relationships. Evidence for the construct validity of the Certifying
Examination would be provided by the extent to which significant positive correlations were
observed between those examination components and rating factors where it would be logical to
expect such a relationship. The results of these analyses are summarized in Tables 7 and 8.

Candidate performance on multiple-choice questions dealing with the identification and classifica-
tion of physical findings correlated significantly with ratings of Data Gathering and Recerding
skills and Clinical Judgment. One would not expect performance on this examiration compouent
to correlate with ratings of Interpersonal Skills, and, in fact, such a relationship was not
observed. Performance on multiple-choice questions related to patient management correlated
significantly with ratings of Clinical Judgment, but not with ratings of Data Gathering and
Recording or Interpersonal Skills, a pattern of correlations which is consistent with the logical
constructs of these examination and rating scale components.

11
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Simularly for patient counseling and instruction, examinaticn performance on these multiple-
choice questions correlated significantly with ratings of Interpersonal Skills and Clinical
Judgment. One would not expect a significant relationship to ratings of Data Gathering and
Recording skills, and none was observed. Performance on the PMP data gathering section
(which included history-taking, physical examinalion, and selection of laboratory tests)
correlated significantly with ratings of Data Gathering and Recording skills and Clinical
Judgment. Since Interpersonal Skills were not measured on this component of the examination,
one would not expect to find a significant relationship with ratings of interpersonal Skills, and
this was observed to be the case. Of the four examination components thus far described, all
were found to correlate sigmf{icantly with the rating factors to which they bore the most logical
relationship and not with rating f{actors that did not seem pertinent to the nature of the examina-
tion component. To this extent, the pattern of significant correlation provides evidence for
the convergent and discrimiiant validity of the Certifying Examination.

As will be noted in Table 7, multiple-choice questions related to the knowledge of clinical
procedures did not correlate significantly with any of the three rating factors. This, too,

is consistent with evidence for the discriminant validity of the Certifying Examination since

none of the rating factors dealt with a candidate's level of competence in periorming clinical
procedures. Thus, the absence of sigmificant correlation is consistent with the logical constructs
of the examination components and rating factors. The one examination component for which
evidence of discriminant validity was not observed was that component of the patient management
problems that dealt with management and therapy decisions. One would have expected to observe
a sigmficant correlation between this examination component and ratings of clinical judgment.
Although the magnitude of the correlation coefficient between PMP management Aherapy and
ratings of Clinical Judgment was greater than that observed for the other two rating factors,

it did not reach statistical significance. A further analysis of the statements contained on the
Clinical Judgment rating factor indicated that behavior related to the selection and sequencing

of appropriate diagnostic tests and procedures made up a large number of the items included

on this rating factor. However, the examination component labeled PMP management /therapy
did not include those 1tems on the patient management problems related to the selection and
interpretation of diagnostic tests and procedures. Instead, these items were included as part

of the PMP data gathering component. It is possible, therefore, that the lack of significant
correlation was attributable to the incorrect classification of patient management probiem

{tems related to the selection of laboratory tests. Such a reclassification of these items has
been performed for the 1874 Certifying Examination, and this analysis will again be performed
in order to provide further data concerning the discriminant validity of this examination
component. Table 8 summarizes the multiple correlation cocfficients obtained for three of

the six examination components. The magnitude of the multiple correlations is greater than

that for the simple correlations because more than one raling factor is being used to predict
perfermance on a single examination component.

12



Table 7

Simple Correlations Between Rating Factors
and Components of Examination Performance (N=124)

Examination Component

Rating Factor

Data Gathering Interpersonal Clinical

and Recording Skills Judgment
Identification and Classification

of Physical Findings .18* -.02 25**

Patient Management .08 11 21t
Patient Counseling and Instruction .13 .23* .23*
Knowledge of Clinical Procedures *** .04 .04 .16
PMP Data Gachering .29 *» .12 J20 4%
PMP Manzigcment/Therapy .06 017 11

* Significant beyond the .05 level
** Significant beyond the .01 level

*** Rating scale did not contain items that permitted faculty to indicate registrant's level of

competence in performing clinical procedures.

Table 8

Complex Correlations Between Rating Factors
and Components of Examination Performance

Examination Component

Multiple

Rating Factors Correlation *

Identification and Classification
of Physicai Findings

Patient Counseling and
Instruction

PMP Data Gathering

Data Gathering
Clinical Judgment

> .29
Interpersonal Skills > 33
Clinical Judgment )

~

Data Gathering
Clinical Judgment

* All correlation coefficients are significant beyond the .05 level

13



While the pattern of significant correlation coefficients between examination performance and
clinical competence ratings provided evidence for the convergent and discriminant validity of

the Certifying Examination, the magnitude of these correlation cocfficients was modest. An
analysis of the rating scalc itself suggested that several moditications could be made in the
format which might enhance the sensitivity of this measuring instrument. (One of the difficulties
that has long plagued rating scales has been their inability to distinguish different ievels of
competence within the same individual along different rating dimensions.) For this reason,
significant modifications were made in the rating scale and a replication of this study carried
out in relation to the 1974 Certifying Examination.

The following modifications were made in the rating scale used in the replication.

1. the number of competency statements to be rated was increased from 40 tv 52

2. raters were asked to indicate the degree of confidence they had in the rating
given lo each physician's assistant for each competency statement;

3. raters were offered the option of indicating that for a given competency
statement they did not feel able to judge the physician's assistant.

The results of analyses between clinical competence ratings and examination scores did not

reveal a marked increase in the convergent or discriminant validity of the Certifying Examination.
In addition, the factor analysis of rating scale items did not yield markedly different factors from
those that had been observed in the first study. However, it was found that confidence in the ratings
provided differed significantly among the three groups of individuals (program administrators,
program faculty, and employers) who provided ratings on physician's assistants. In general,
program administrators were significantly less confident in their ratings of clinical competence
than were program faculty or employers. This finding suggests that certain types of individuals
should not be asked to provide ratings of competence where they have limited observations and /or
experience on which to base their ratings.

(A detailed report of the 1973 study was published in the Journal of Medical Education, March 1976.)




EXPANDED ELIGIBILITY - 1974 CERTIFYING EXAMINATION

In additinn to graduation from an approved educational program, eligibility for the 1974
Certifying Examination was expanded to include individuals qualifying on the basis of work
experience. Individuals wishing to so qualify were required to have a high school diploma or
an equivalency certificate and four years of medical clinical experience in primary care as a
physician's assistant or nurse practitioner since January 1, 1970. The work experience out-
lined on each application form was verified by contacting the physicians whose names and
addresses were provided. Each physician was required to provide a detailed descripticn of
the health care functions performed by the applicant as well as an estimate of the frequency
with which each was performed. These details of an applicant's employment history were
then evaluated in relation to specific criteria that had been established in advance by the
Eligibility Committee. In instances where an applicant was not clearly eligible or ineligible,
the application form and supporting documents were reviewed individually by members of

the Eligibility Committee.

Announcements of the eligibility requirements were placed ii the major primary care medical
journals and newsletters. As a result, 550 completed application forms were received {rem
individuals wishing to qualify on the basis of work experience. Of this numbecr, 150 met the
established eligibility requirements and 116 actually sat for the Certifying Examinaiion. The
most frequently encountered factors in failing to meet eligibility requirements involved less
than the required four years of clinical experience and health care functions that did not include
making patient management and disposition decisions.

1974 PHYSICIAN'S ASSISTANT CERTIFYING EXAMINATION

The written component of the 1974 Certifying Examination followed the saine format as was

used in 1973: that is, a multiple-choice examination designed to assess the candidate's knowledge
and skill in applying knowledge related to clinical material presented in printed and pictorial form,
and patient management problems involving simulated clinical cases in adult and pediatric medicine
designed to assess the candidate's skill in gathering pertinent information about patients and in
making appropiriate management decisions. The number of items included on both portions of

the written examination was increased on the 1974 Examination. In addition, multiple-choice
questions using pictorial material involved the identification and interpretation of physical
findings instead of the identification and classification of findings as had been the case in the
previous year.

In addition to the written component of the examination, each candidate underwent assessment

of his/her physical examination skills using the standardized behavioral checklists that had been
developed as part of a research and development project. This assessment consisted of an
evaluation of the candidate's proficiency in performing five components of the physical
examination (i.e., heart, lungs, eyes, abdomen, and neurologic). Test centers were
established on the two days following the written examination and candidates were given

individual appointments for assessment. The candidate performed three examinations on

one patient while being observed by a physician examiner, and performed the remaining two
examinations on another paticnt while being observed by another physician examiner. The

total assessment time for each candidate was approximately forty minutes. At the completion

of each examination, the candidate was asked to describe any abnormalities found . However,

due to the variability in abnormal findings among patients and the limited sample of abnormal
findings that was available, this portion of the assessment procedure was not used for scoring
purposes. (A detailed report concerning the development and field testing of these checklists

is provided in the Project Report, 1973-74.)



Physician examiners were appointed by program directors at the various test centers Prior

to the examination, three regional orientation meetings were held with examiners in order to

acquaint them with the assessment objectives, procedures, and guidelines for patient selection.

In addition, proctors were appouwnted for these special test centers to ensure the adequacy of the
logistical arrangements and to maintain the security of the assessment procedure itself. Since
written reports from the chief proctors aad physician cxaminers did not disclose any problems

that would jeopardize the integrity of this assessment procedure, thie physical examination
asscssment component of the Certifying Examination was used for actual scoring purposes  Each

of the five physical examination components was weighted equally, and performance on this component
of the examination accounted for twenty-{five per cent of a candidate's total score.

STATISTICAL ANALYSIS - 1974 CERTIFYING EXAMINATION

The 1974 Certifying Examination was administered on December 11-13 to 1303 candidates in

49 test centers. The statistical properties of the 1974 examination program closely paralleled
those encountered in 1973. Althoagh the number of candidates still enrolled 1n educational
programs increased to twenty-three per cent 1n 1974 as compared to elcven per cent in 1973, .
the typical examinee continued to be an individual who had already completed a formal educational
program and acquired up {o two years of postgraduate clinical expcorience. Seventy-five ver cent
of the formally tramed exammees receiwved their training in programs from 13 to 24 months in
length, and ninety-two per cent had been involved in health care delivery piior to being trained
as a physician’s assistant or nurse practitioner. Of this number, eighty-four per cent had been
involved in patient contact health care delivery. Of those examinees with prior experience in
health care delivery, fifty-eight per cent had more than four years of experience. These data
are summarized in Table 9 on the following page.
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Table 9
Physician's Assistant Certifying Examination

Descrintion of Examinee Populalions

19173 1974
I. Percentages of total respondents:
A. Current status
Currently in educational program ~ 11% 23%
Currently employed or graduated 89 71
B. Type of training
Physician's assistant/associate 62 1
Medex 29 15
Nurse 9 5
Informally trained -- 9
C. Amount of experience as a P.A.
None 19 25
0-2 years 72 62
More than 2 years 9 13
II. Percentage of respondents with formal training |
(informally trained candidates not included)
A. Length of educational program
4-12 months 22 13
13-24 months 65 75
25-36 months 10 ki
More than 36 months 3 5
B. Experience in health care delivery prior to
educational program
Yes 91 92
No 9 8
1. Type of experience
Technical 11 12
Patient contact . 86 84
Other 3 4
2. Length of experience
0-1 year 4 4
1-2 years 10 11
2-4 years 30 217
More than 4 years 56 58

17

xiv




Statistical analysis of the 1974 examination indicated that the average difficulty level and
reliabilities for the various components of the examination were comparable to stalistics

derived from the 1973 examination. The one exception is the average difficulty level of the
multiple-choice questions which indicated that thosc developed for the 1974 examination were
somewhat more difficult than the MCQ's developed for the 1973 examination. (In 1973, the
average difficulty level equaled .64; in 1974, this figure was .57.) The composite reliability
for all examination components increased from .89 in 1973 to .93 in 1974. This modest increase
in reliability is attributable to the larger number of items contained on the 1974 examination.
Comparative statistics for the first two Certifying Examinations are provided in Table 10.

An analysis of the inter-correlations amoug the various examination components yield
correlation coefficients ranging from .13 to .53. The correlations among the portions of the
written examination ranged from .37 to .53, and closely resembled those encountered on the
1973 examination program. These modest correlations suggest that the various portions of
the written examination are measuring different aspects of competence. As might be anticipated,
the correlation between the written portions and the physical examination assessment portion
of the Certifying Examination were lower, ranging from .13 to .28. (These inter-correlations
are summarized in Table 11.) Given the magnitude of these inter-correlations, it is evident
that one cannot predict a candidate's physical examination skills by knowing his score on the
written portion of the examination. Thus, it appears reasonable to conclude that the performance
component of the examination was contributing significant information concerning the competence
of candidates that could not be inferred from performance on the written portions of thé examination.
Moreover, the wide variation in scores on the physical examination assessment component indicated
a wide range of proficiency among the 1303 candidates who sat for the 1974 examination. This
range of scores was greater than that observed for the written component of the examination.

Table 10

Comparative Examination Statistics {1973-1974)

Number of Average Composite
Exam Component Items Difficulty Reliability Reliability

1973 1974 1973 1974 1973 1974 1973 1974

MCQ 147 216 .64 .57 .83 .89 ]
PMP - Data 422 554 .19 .5 .80 .89 .89 | .93
Gathering
PMP - Management/ 37 284" .82 .18 .15 .76
Therapy
Physical Examination -- 212 -- .67 -- .91 ]

Skill Assessment

* The increase in the number of items reflects the fact that the selection of laboratory studies was
included in the management sub-score rather than in the data gathering score as had been the case
in 1973.
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Table 11

INTER-CORRE LATIONS AMONG SUB-SCORES
1974 CERTIFYING EXAMINATION '

Physical Exam
PMP (Mgmt. /Therapy) PMP (Data/fGath.) Assessment

MCQ .53 .41 .28
PMP (Mgmt. /Therapy) .31 L12
PMP (Data/Gath.) . .13

In addition to the above analyses, a comparison was made of the performance of informally and
formally trained candidates on all components of the Certifying Examination. In all instances,
candidates who had not graduated from formal educational programs scored significantly lower
than did candidates who had been trained in formal educational programs. With respect to
examinees who had been trained in formal educational programs, candidates from physician's
assistant and nurse practitioner programs scored equally well on the written portions of the
examination. However, candidates from Medex programs scored significantly lower on the
written examination when compared with the two other groups of formally trained examinees.

With respect to the physical examination skill assessrient, candidates from physician's assistant
programs scored significantly higher than candidates from Medex or nurse practitioner programs.
There was no significant difference in the performance of Medex and nurse practitioner candidates
on the physical examination skill assessment. In interpreting the findings concerning nurse
practitioners, it should be remembered that the number of nurse practitioners sitting for this
Certifying Examination was not only very small (N=69), but was probably not representative of
nurse practitioners in general. The number of nurse practitioner candidates is probably some-
what less than 10 per cent of the total number of nurse practitioners trained in any given year.

As the 1974 Certifying Examination incorporated a new evaluation methodology for the assessment
of physical examination skills, it was hoped that research on audiovisual simulation would result
in the development of yet additional new evaluation methodologies for the assessment of another
important area of physician's assistant competence - interpersonal skills.

Setting Examination Standards

The method that has become most widely used for setting pass-fail levels on standardized
examinations involves the use of norm-referenced procedures. When these procedures

are employed, a pass-fail level is determined on the basis of how well examinees perform

in relation to one another. Within the last few years, a number of articles have appeared

in the hiterature describing different procedures for setting examination standards. These
procedures have been described as criterion-referenced and differ from norm-referenced
procedures in that the pass-fail level is established as a function of a predetermined standard
rather than as a function of the relative performance of examinees in relation to one another.
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In order to investigate the nature and stability of these criterion-referenced procedures, two
were selected and used experimentally by test commitlces for the 1973 Physician's Assistant
Certifying Examination. The purposes of this study were to determine:

1. whether the pass-fail levels for comparable samples of test content would vary
depending upon the standard setting procedure used to set this level;

2. whether for each of two standard selting procedures, the pass-fail level for sample
test content would vary depending upon the group of judges whose decisions were used
to set the standard,

3. whether the average of judgments made by individuals within each group would differ
significantly from the group judgments arrived at by consensus.

The two standard sctting procedures selected were chosen because both were designed to set

an examination standard in relation to a "munimum acceptable level of proficiency, '*and were
amenable to use with individual or group judgments. Although the two procedurcs differed in
terms of the specific techmgques used to develop the pass-fail level, both procedures required
groups of judges to review each test item and make a decision concerning how well a minimally
qualified candidate should perform in relation to it. Judgments concerning individual test items
were then combined in such a way as to provide an overall pass-fail level.

Two groups of judges were selected at random from among the various test committces. Each
group utilized both standard setting procedures. On the basis of the analyses performed, the
following conclusions were reached:

1. Different groups of judges using the same criterion-referenced procedure in relation
to the same examination content did set similar overall pass-fail levels.

2. When the magnitude of agrcement between groups of judges using the same criterion-
referenced procedure was estimated on an item-by-item basis, product-moment
correlation coefficients of .40 - .45 were obtained. This indicates a modest positive
correlation between groups of judges with respect to the judgments they made about
individual test items when using the same criterion-referenced procedure.

3. The averages of judgments concerning examination standards made by individuals
within each group did not differ significantly from the consensus judgments of the
group as a whole. .

4. The two criterion-referenced procedures used in this study did, however, yield
significantly different pass-fail levels for comparable samples of test content.

This study was replicated using the 1974 Certifying Examination and different groups of judges.
The purpose of this replication was to validate the conclusions reached in the first study The
prelhiminary statistical analysis indicates that the two criterion-referenced procedures continue
to result 1n different pass-fail levels In contrast to the previous study, however, 1t appears that
the two groups of judges set different pass-fail levels even when using the same standard setting
proccdure.

Although it 1s premature to formulate any definitive conclusions regarding the nature of criterion-
referenced procedures for setting examation standards, certainly the results of the second study
raise a question concerning the stability of either procedure in setting a consistent pass-fail level
for a given sample of examination content. While these findings probably do not differ {from those
that would be observed with use of norm-referenced standard setting procedures, they do challenge
the assumption that has been made by many that criterion-referenced procedures constitute a more
objective and stable means of setting examination standards.
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It is perhaps rcasonable to think that the pass-fail level set by whatever standard setting
procedure will vary significantly as a function of the individuals who are selected to set
that standard. For this reason, it is conceivable that decisions to use one standard setting
procedure as opposed to another will be made largely on philosophical grounds rather than
upon statistical data to support one approach over another. A further problem which must
be faced is that criterion-referenced procedures are applicable only to multiple-choice and
matching type test items, and cannot be used with items on patient management problems
which constitute more than half of the Physician's Assistant Certifying Examination.

(A report of tins research study was published in Educational and Psychological Mcasurement,
Spring 1976.)

The following sections of this report contain a detailed description of activities carried out
during Phase Il of this projcct including: (2) a study of audiovisual simulation techniques
for assessing interpersonal skills; (b) a validation study of the 1974 Certifying Examination
involving medical record audits; and (c) an analysis of the 1975 Certifying Examination.
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AUDIOVISUAL SIMULATION STUDY

Introduction

When historians and social scientists attempt to synthesize the accomplishments
of the first three quarters of the twentieth century and characterize the
evolution of civilization as manifest during that period, it will no doubt be
man's scientific and technologic advances which will occupy the major part of
their narrative. As literature, philosophy, and the arts have constituted the
humanistic legacy of man's achievements in the past, this century will no doubt
be viewed as a watershed in man's scilentific heritage. To the extent that
science has preoccupied our creative and pragmatic energies in this century,ﬂ
the humanistic dimensions and their potential contribution to our quality of
life have been overshadowed.

In the health professions, this has resulted in a heightened capability
to comprehend and master the complex biophysical processes which determine
health status. In large measure, however, health professionals have lost sight
of and insight into the psychosocial compcnents of man and his environment and
the implications of these components for health. Armed with the powerful
weapons of science, health professionals have neglected the humanistic aspects
of problem-solving and have not fully developed the skills necessary for
effective human interface.

Within the last fifteen years, studies whose focus has been the definition
of professional competence have begun to highlight a number of dimensions which
have renewed interest in what might be considered the humanistic components of
competence. As an example, in 1960, the American Institutes for Research

conducted a critical incidents study of intern and resident performance for the
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National Board of Medical Examiners. The purpose of this study was to identify
critical incidents of physician performance which were felt to have a positive
or negative impact on the quality of health care. Interwoven among the over
3,000 critical incidents which were gathered from this study are examples of
behavior which might be described as interpersonal and communication skills.
In other studies of clinical competence using somewhat diffeirent methodologies,
medical specialty boards and societies have also included these dimensions as
important components of physician competence. It is perhaps not surprising,
therefore, that definitions of clinical competence for the primary care
physician's assistant have alsc included interpersonal and communication skills.
Since these skills were felt to be important competency components for the
primary care physician's assistant, a project was undertaken to develop a
detailed definition of these skills and to design and validate several evaluation
methodologies which could assess these components of competence for purposes of

certification in the profession.

Criterion Development and Measurement Issues

It was felt that the assessment of interpersonal and communication skills
should be undertaken within the context of patient interviewing and counseling
activities. The first step in this process was to identify performance
criteria that could serve as the basis for evaluating the behavior of physician's
assistants. In order to identify appropriate performance criteria, a project
committee was appointed. The committee was composed of individuals who were
active in teaching and evaluating interpertonal and communication skills within
physician's assistant training programs. Membership was inter-disciplinary
and included representaion from medicine, surgery, pediatrics, psychiatry,

clinical psychology, and nursing.



Performance criteria associated with patient interviewing and counseling

were specified as presented in Table 1 below.

Table 1

Performance Criteria for Patient Interviewing
and Counseling

I. Content of Questions or Statements

A. Uses questions or statements that will provide pertinent data about
the patient.

B. Does not use questions or statements which will frighten, anger, insult,
or embarrass the patient.

C. Questions patient about inconsistencies.

D. Uses language arpropriate to the educational level and background of
the patient.

E. Avoids use »f medical "jargon."

F. Collects sufficient data before terminating the interview.

I1. Format of Questions

A. Selects question formats which will yield the greatest amount of data
with the greatest accuracy. (These will generally be open-ended
or reflective questions.)

I11. Cue Sensitivity

A. TFoliows up pertinent verbal and non-verbal cues provided by patient.
B. Encourages patient . express pertinent information and feelings.

IV. Patient Rapport

A. Appropriately answers patient questions (giving appropriate information

without frightening, angering, or embarrassing the patient).

2<4 continued.........




B. Provides patient with appropriate information {in terms of accuracy
and amount).

C. Deals appropriately with different patient personalities.

D. Gives reassurance and support where appropriate.

E. Appropriately expresses understanding and/or empathy.

F. Maintains a non-judgmental, respectful attitude toward the patient.

G. Maintains eye contact with the patient.

H. Acknowledges patient comments and concerns.

I. Uses gestures, facial expressions and posture which convey attention
and interest.

J. Does not interrupt the patient.

K. Terminates interview in an appropriate manner.
(1) Acks if there's any additional information patient wants to provide.

(2) States immediate disposition of what 1s to happen next.

In teviewing the performance criteria specified in the above and considering
the nature of the activites to which these criteria were related, it was felt
that three dimensions were crucial to these activities and should be captured
to the extent possible in the design of evaluation methodologies. Since the
course of a patient interviewing or counseling session is determined in large
measure by the nature of the verbal and non-verbal cues presented by the patient,
it was felt that audiovisual stimuli would be an important component of any
evaluation methodology. In addition, since it is probable that considerable
variation will exist among health professionals in terms of their approach to a
specific interviewing or counseling session, it was feltr that capacity for

branching logic and multiple pathways would be another dimension that should
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be included in an evaluation approach. Finally, the need to provide audiovisual
stimuli and branching logic led to the identification of interactive capability
as a third relevant dimension in the evaluation process.

Associated with any evaluation enterprise 1s the need to identify not only
relevant pertformance criteria and evaluation dimensions but alsc the need tc
identify measurement problems and aspects of economic and logistic feasibility
that will influence the selection and design of appropriate evaluation methodologies.

In relation to measurement problems, two seemed particularly relevant:

1) standardization of the content of an evaluation technique and 2) development
of scoring strategy that numerically reflects the quality of individual
performance criteria. \

To the extent that observation of live performance is used as one evaluation
approach, the problem of standardization is a particularly difficult one.
Moreover, the observation of live performance results in geESEally higher costs
and more complex logistics associated with its administration. Unfortunately,
our experience to date with observation of live performance suggests that while
the measurement and logistic problems can be overcome, the cost of doing so
raises major questions about the ultimate feasibility of utilizing observation
of live pe¢ formance as an ongoing mechanism for evaluating professional competence.
However, 1€ these problems can be brought within acceptable levels of tolerance,
it remains that the evaluation of actual perfcrmance yields more accurate
assessment of performance than any indirect assessment technique be it paper and

pencil, audiovisual simulation, or computer simulation.
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Thus, the challenge that faces agencies with responsibility for evaluating
professional competence is the development of indirect evaluation methodologies
that are capable of predicting with reasonable a ‘uracy the performance of

health professionals as it would be observed in an actual clinical setting.

In this context, the measurement of live performance can be used as a criterion
measure against which to assess the validity of indirect evaluation methodologies.
To the extent that one or more of these methodologies yields significant positive

correlations with actual performance, their validity can be judged.

Evaluation Methodologies

It was concluded that the basic research design for this study would
utilize the observation of live perfnrmance in patient interviewing and counseling
sessions as the criterion measure against which to assess the validity of
several evaluation approaches involving three types of simulations.

Several studies in the Jiterature have reported the use of interaction
observaticn forms for evaluating patient interviewing and counseling
skills. (1-6) These observation forms have contained specified categories of behavior
which were to be observed and recorded by a trained observer as a physician-
patient interaction was under way. Since studies involving a limited number
of behavioral criteria had demonstrated that acceptable reliability coefficients
could be obtained using this evaluation approach, it was felt that a simila:
approach should be developed and reliability studies conducted in order to
develop the criterion measures of performance for this study.

However, two aspects of this study differed significantly from previous
efforts. First, the number of behavioral criteria that needed to be included
on the observation fo>m was greater than the number of criteria that had been

utilized in previous studies. Thus, a significant question was whether trained
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observers could learn a large number of behavioral categories, quickly classify
observed behavior into one or more categories, and record the decisions accurately
on the observation form without jeopardizing the accuracy and reliability of

their observations. Second, although previous studies had focused on the
description of behavior during interviewing and counseling sessions, none of

these studies had atrempted to develop a scoring strategy which could describe

the quality or appropriateness of the behavior that had been observed. Thus,

the problem of placing a value judgment on observed behavior had to be faced

in the conceptualization of a logical and reasonable scoring strategy.

Three indirect evaluation approaches were included in this study. Each
approach differed from the others in the extent to which relevant dime - s
(i.e., audiovisuai stimuli, branching logic, and interactive capability) could
be incorporated. The three evaluation approaches included:

a. problemcentered multiple-choice questions

b. branching, paper-pencil simulations

¢. interactive audiovisual simulations.

All evaluation approaches involved the presentation of problem situations
in which the subject was required to make decisions concerning the question
or comment to the patient which would be most effective in dealing with the
specific problem situation. However, the multiple-choice questione did not
provide for audiovisual stimuli, interaction, or branching capabilities.

A sample of the problem-centered multiple-choice questions is provided in

Table 2.
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1

)
Table 2

, Sample Multiple-Choice Questions
CASE B (Questions 5-11):

Kathy D., a 14-year-oild eighth grader, comes to the office because of two raissed menstrual
periods. During the history you learn that Kathy's menarche occurred at age 12 and for the

past year menstruation has been regular every 28 days with the exception of the past two months.
You further learn that Xathy has been dieting rigidly over the past 4 months in an effort to lose
15 pounds.

From your viewpoint she now looks too thin, her clothes hang, her cheekbones show, her hair
and eyes lack luster, and she is less vivacious than when you saw her a year ago. She is 5'4"
and weighed 110 pounds before her diet.

She tells you that she has lost 12 pounds and only has three to go. She says, "This diet has been
the hardest thing I've ever done, but look at me...Don't I look terrific?"

5. The best immediate response is

(A) "It must have been hard to lose all that weight in just a few months. "
(B) "You really look too thin, Kathy."

(C) "...terrific?"

(D) '"What made you go on the diet in the first place?"

3
6. When you ask Kathy how she feels in general, she tells you that lately she has been tired more
than usual. She aiso gays that she notices the cold more than in the past, and finds herself
wearing a sweater at times that she would normally be comfortable with just a dress or pants
and a shirt. She says, ""This being tired all the time i8 such adrag. I get more than enough
sleep, but I'm still tired. How come?'" The best response would be

{A) "'l expect one reason is that you've cut down on a good source of energy - food "

{B) "It may be that your sleep is not restful."

{C) "It's not unusual for adclescents to feel tired much of the time. Your body is
actively maturing, which is hard work."

{D) ""Before drawing any conciusions, I'd like to examine you and do some tests."

7. When you ask Kathy how her parents feel about her dieting, she tells you that it's given
them one more thing to harp on. She says, ''You know my parents have been all over me
since I entered jumor high. If it's not my grades, it's my language, my clothes, my messy
bedroom, my laziness, and now #'s my eating or lack of it. I wish they'd bug off."" The
best response is

(A} "1 imagine your parents are concerned about your welfare."

(B) "It must be difficult to live in such a negative atmosphere."

{C) "Why don't you bring your parents in with you for a conference ?"

(D) "It sounds as though your life changed after you entered junior high."

8. Kathy continues talking about her parents and says, 'Actvally, I'm here because my mother
made me come. She got all upset when she found out I missed a couple of periods. She made
such an issue out of it. You'd think I was pregnant. What's the big deal about a couple of missed
periods 7" The best response is

{A) "Drd you mother have reason to think you might be pregnant?"

{B) "What does a missed period mean tc you?"

(C) "Your mother 15 probably worried that your dieting resulted in the missed periods. "

(D) "'Sometimes missed periods can be a warning signal of problems other than pregnancy.'”
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The brauching paper-pencil simulations were designed so that each
gimulation began with a case Qescription of the patient and offered a variety
of questions and statements from which the subject could select the one he
felt was most appropriate for that point in the simulated interaction. As
each question or comment was selected, the patient's response could be read
by using a latent image pen to develop the invisible print. At the end of
each patient's response, instructions were provided for turning to the next
series of options and selecting the next question or statemert. Since each
simulation involved branching logic, subjects were able to follow different
pathways of interaction with each simulated patient. Moreover, the patient’'s
response to each question or statement provided the basis from which a thread
of continuity could be established in the interaction. Thus, this evaluation
approach was able to capture two of the three relevant dimensions of the
interviewing and counseling process: branching logic and interactive capability.
Appendix A contains a sample paper-pencil simulation with all patient responses
exposed for illustrative purposes.

The use of interactive audiovisual simulations necessitated the conceptualiza-
tion and development of an innovative system which would be capable of providing
random access to audio and visual stimuli as well as interaction with the
simulated patient by means of a branching logic and videotape program. A
prototype Interactive Audiovisual Simulation Sys:em had been developed in
connection with an earlier project and was incorporated into the design of this
study .

The unique aspects of this Interactive Audiovisual Simulation System
involve the interrface between random access slide projection and random access
videotape display, flexible branching logic, rapid and accurate search and

retrieval, and a hard copy printout of selections made.
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In using this system, the subject sits in front of a display console and
interacts with a patient who has been filmed on videotape according to
a branching logic script. The subject advances through each nodal point of
the branching simulation by means of selecting from a series of options the
question or statement he believes appropriate for th;t moment in the interaction
with the patient. The code number of the option is entered into the system
which then retrieves and plays the videotape segment containing the patient's
response to the subject's selection. Based upon the audiovisual cues presented,
the subject can then decide whether to pursue the same line of questioning or
to begin a new aspect of inquiry. Some pathways lead to the successful
resolution of the interviewing or counseling session, while others result in
a premature termination of the session because an ineffective or inappropriate
approach to the patient has been selected or because the interviewer chooses

to rerminate the interaction at an earlier point.

In order to develop interaction observation forms for assessing performance
in a live interview and counseling session, the performance criteria that had
been specified by the project committee were reviewed and categories of
appropriate and inappropriate behavior consistent with each performance criterion
were identified. As a result, 28 categories of behavior were developed. These

categories ave listed in Table 3.
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Table 3
Behavioral Categories

Interaction Observation Form

Question Content/Format
1. Asks non-case pertinent, open-ended question
2. Asks case pertinent, open-ended question
3. Asks non-case pertinent, close-ended question
4. Asks case pertinent, close-ended question
5. Asks case pertinent, inappropriately leading question
6. Reflects patient comment or question as a probe
7. Asks repetitious question (i.e., the same question asked multiple times)
8. Uses continuous questioning (i.e., asks more than one question at the

same time)

Reactions to Patient Behaviors
9. Inappropriately interrupts patient/abruptly shifts focus of interaction
10. Encourages patient to continue talking
11. Uses medical jargon
12. Follows up pertinent verbal or non-verbal cues (new information)
13. Fails to follow-up pertinent verbal or non-verbal cue (new information)
14. Repeats own prior question/comment verbatim
15. Clarifies own prior question/comment
16. Appropriately summarizes/synthesizes patient comments

17. Inappropriately summarizes/synthesizes patient comments

continued........
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Provision of Support/Information
18. Expresses understanding of what patient has said
19. Responds to patient comments with inappropriate affect (e.g., disinterest,
judgment, disapproval) -
20. Reassures patient appropriately
21. Reassures patient inappropriately
22. Answers patient's questions directly
23. Answers patient's questions evasively
24. Gives advice/instructions appropriately
25. Gives advice/instructions inappropriately
26. Provides appropriate information
27. Provides inappropriate information

28. Expresses empathy

The above behavioral categories were then formulated into an observation form
as illustrated in Appendix B. The observation form was designed so that a
trained observer could record the behaviors which were observed in the
sequence in which they took place. In instances where the term "appropriate"
appears in relation to a behavioral category, it was felt that the appropriateness
or inappropriateness of the behavior would be a function of the specific patient
and his or her problems, personality characteristics, and purpose of the

interview or counseling session.

Development of Patient Protocols

In order to develop the clinical cases which would serve as the content
of the various evaluation approaches, the proiect committee was asked to

generate a total of 14 patient protocols. In their selection of case materials,
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they were asked to focus upon patients whom if might reasonably be expected
would be seen by primary care physician's assistants. For this purpose,
committee members were asked to rely upon case materials drawn from actual
patient files. In order to guide their development of these patient protocols,
each project committee member was given a patient protocol outline which
described the categories of descriptive data they should develop for each
clinical case. Each resulting patient protocol consisted of a sufficiently
comprehensive yet succinct description of the patient's current problems and
life situation, affective profile, medical and psychosocial histories, clinical
setting, and behaviors that physician's assistants should and should not engage
in. A sample of the patient protocol outline is supplied in Appendix C.

All patient protocols were reviewed by the entire committee and modified
as necessary in order to develop a final protocol which would be a realistic

yet challenging clinical case for the physician's assistant.

Simulation Development

The authors of each patient protocol were then asked to write up to
seven problem-centered multiple-choice questions per protocol. These test
questions were reviewed by the project staff and subsequently by the entire
committee in order to maximize the face validity of each multiple-
choice question. A total of 82 such questions were finally selected for
inclusion in the series of multiple-choice questions used for this study.

The project committee was then asked to select protocols which they felt
were rich in content and opportunities for the evaluation of skills in patient
interviewing and co;nseling. Seven such protocols were identified, and each
member of the committee was assigned the responsibility of developing a

branching paper-pencil simulation script based upon one protocol. The resulting
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seven scripts were reviewed in detail and modified by the committee at a series
of subsequent meetings. In developing the options to be presented at each
decision point in the script, an effort was made to present questions and
comments which reflected different degrees of appropriateness. In addition,

the content of all options was designed so as to permit as wide a variation in
interviewing approach as possible within the constraints of the paper-pencil
methodology. Of the seven scripts reviewed by the committee, five were selected
for further development and use with the paper-pencil simulations and interactive
audiovisual simulations. The following is a selected sample of the clinical

case materials contained in the various patient protocols:

a. unwed pregnant teenage girl facing conflict with her Eamily regarding
what she should do about her pregnancy as well as her own uncertainty
about the course of action she should take;

b. a male patient who ig recovering from a myocardial infarction and
having difficulties coping with his altered self-image and the need
to modify his life style;

¢. a married woman with a prolonged upper respiratory infection, secondary
to marital problems;

d. an obese male who is on a weight control program and who is having
difficulty coping with a new self-image and the demands placed upon
him by his altered peer relationships:

e. a woman who is denying the fact that her first child has been born
with Down's Syndrome and who has come to the practice seeking
"another medical opinion'";

f. a pregnant woman who is concerned that her mild hypertension in the
last trimester of pregnancy may result in an unsuccessful outcome

as has been the case in her first two pregnancies;
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g. an elderly man who has a series of physical and psychological problems

secondary to the effects of the aging process.

Scoring Strategy

The twenty-eight categories of behavior developed for the interaction
observation form were used not only to classify behavior observed during the
live Interviews but also to classify options selected on the multiple-choice
questions, paper-pencil simulations, and interactive audiovisual simulations.
This procedure was followed so that comparisons could be made among the
evaluation methodologies.

These categories of behavior were reviewed and related behaviors were
clustered together. This clustering resulted in the identification of the
five scoring variables.

a. efficiency

b. non-directiveness

c. facilitation of expression/rapport - support

d. enhancing patient understanding

e. responsiveness to patient behaviors

Each scoring variable consisted of a positive and a negative dimension.
Behaviors within each scoring variable were assigned to one or the other
dimension as a function of whether or not it was felt to contribute to the
communication goal used to describe the particular scoring variable. Table 4
illustrates the positive and negative exemplars of behavior associated with each

scoring variable.
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Table 4

Scoring Variables and Behaviors
. Included in Each

Variable 1: EFFICIENCY

Positive Negative
Asks case pertinent, open-ended question Asks non-case pertinent, open-

ended question
Asks case pertinent, close-ended question

Asks non-case pertinent, close-
Follows up pertinent verbal or non-verbal ended question
cues
Asks repetitious question

Fails to follow-up pertinent
verbal or non-verbal cues

Variable 2: NON-DIRECTIVENESS

Positive Negative
Asks case pertinent, open-ended question Asks case pertinent, close-ended
question

Reflects patient commment or question as
a probe Asks case pertinent inappropriately
leading question
Encourages patient to continue talking

Asks continuous questions
Inappropriately interrupts
patient /abruptly shifts focus

of interview

Repeats own question verbatim
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Variable 3: FACILITATION OF EXPRESSION/
RAPPORT - SUPPORT

Positive

Reflects patient comment or question as |
a probe
Encourages patient to continue talking

Appropriately summarizes/synthesizes
patient comments

Expresses understanding
Reassures patient appropriately

Expresses empathy

Negative

Inappropriately interrupts patient/
abruptly shifts focus of interview

Uses medical jargon

Inappropriately summarizes/synthesizes
patient comments

Responds with inappropriate affect

Reassures patient inappropriately

Variable 4: ENHANCING PATIENT UNDERSTANDING

Positive
Clarifies own prior question/comment
Gives advice/instructions appropriately
Answers patient questions directly

Provides appropriate information

Nepative

Uses medical jargon
Repeats own question verbatim

Gives advice/instructions
inappropriately

Answers patient questions evasively

Provides inappropriate information

Variable 5: RESPONSIVENESS TO PATIENT BEHAVIORS

Positive

Reflects patient comment or question as
a probe

Encourages patient to continue talking

Follows up pertinent verbal or non-verbal
cues

Expresses understanding
Reassures patient appropriately
Answers patient questions directly

Expresses empathy

38

Negative
Inappropriately interrupts
patient/abruptly shifts focus

of interview

Fails to follow-up pertinent verbal
or non-verbal cues

Reprats own gquestion verbatim
Responds with inappropriate affect
Reassures patient inappropriately
Answers patient questions evasively

Provides inappropriate information
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The specific behaviors included in each of the scoring variables was
determined by the combination which yielded the highest intra-class correlation
coefficient for a given variable. Thus, before determining final composition of
each scoring variable, a number of intra-class correlation coefficients was
calculated, eliminating behavioral categories that resulted in considerable
variation in observations among the raters.

After the number of scoring variables and their composition had been
determined, attention turned to the development of a scoring formula which
could provide numerical values reflective of the quality of the behaviors
associated with each scori;g variable. The scoring formula was based upon a
number of principles which were formulated in advance. For example, it was
felt that the score for each variable should reflect the relationship between
the number of positive and the number of negative behaviors observed. Moreover,
it was felt that the number of negative behaviors should be weighted more heavily
than the posltive behavliors since their impact upon the interactive process
is probably greater per instance of behavior than is the impact of each
positive behavior. With these principles in mind, a number of hypothetical data
sets were scored using a preliminary scorlng formula. This preliminary formula
was modified somewhat to better reflect the principles stated above, and the

following represents the scoring formula finally selected:

z:pos. + 1

X = 1.5 (Lneg.) + 2

where,

fpos. = sum of the positive
tehaviors

]{neg. = gum cf the negative
behaviors

39



-19-

Utilizing the above formula, the following scores would be obtained from the

data set presented below.

0 10 .059
0 5 ,105
1 10 .118
0 1 .286
1 1 .571
5 5 .631
10 10 .647
1 0 1.0

5 0 3.0
10 1 3. 14
10 0 5.5

All items ccotained in the multiple-choice questions, paper-pencil
simulations, and audiovisual simulations were reviewed by a member of the
project staff and classified into one or more behavioral categories. Thus,
the profile of behaviors produced by each subject could be compared across
all evaluation methodologies. The scoring formula presented above was used

to calculate scores for each variable on all evaluation methodologies.

Reliability Studies - Interaction Observation Form

Before using behavior in a live interactive setting as the criterion
measure in this study, two inter-rater reliability studies of the interaction
obsarvation form were conducted. It was felt that the best indicator of the

stability of the measurements derived from this fo.m would be the intra-class
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correlation coefficient. This statistic is an estimate of the average agreement
among multiple observers providing data on the same interviewing or counseling
session.

In order to achieve a maximum standardization of the content of these live
interviews in the first study, four patient protocols were selected and individuals
were recruited to portray each role. The individuals selected were non-professional
actors from community acting groups and the University of Pennsylvania School
of the Performing Arts. Each actor and actress was given a period of orientation
and training in portrayal of their respective roles.

Eight physician's assistants from a local training program volunteered to
participate in the reliability study by interviewing the programmed patients.
Each physician's assistant interviewed two of the four programmed patients, and
each interview was videotaped using two hidden cameras. A total of sixteen
videotaped interviews was available for analysis.

The project committee was brought to Philadelphia where they were given a
half-day training program in the use of the interaction observation form. They
were also asked to critique the forms and offer suggestions for modification.
These suggestions were incorporated into the forms, and the committee was then
asked to view four videotaped interviews and to individually classify the
behaviois on the modified interaction observation form. Committee members
viewed each videotape simultaneously but individually completed the form. Thus
for each of the videotaped interviews there were six interaction observation
forms.

The twenty-eight behavioral categories on the observation form had been
clustered into five scoring variables “~r purposes of evaluating physician's

assistant behavior. These scoring variables were labeled as follows:
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a. efficiency

b. non-directiveness

c. facilitation of expression/rapport - support
d. enhancing patient understanding

e. responsiveness to patient behavior.

An intra-class correlation coefficient was calculated for each of the
five variables. For this first reliability study, these correlation coefficients
ranged from .70 tu .87. It was felt, however, that with further training of
the raters these reliability coefficients could be increased and provision
was made to conduct a second reliability study.

The second reliability study followed the same format as the first, but
a more systematic approach was used in training the coumitteé members to use
the behavioral categories. A different set of four videotaped interviews was
shown.

»

An intra-class correlation coefficient was calculated for each scoring
variable and, as had been hoped, four of the five reliability estimates increased.
In the one instance where there was a slight decrease in the reliability estimate,
it was not felt to be a significant difference. The reliability estimates for
the first and second reliability studies are presented in Table 5. In the
first study, the intra-class correlation coefficient was calculated using six
observers, while in the second study five observers were present. -

The results of the second reliability study suggested that the interaction
observation form did yield sufficiently reliable estimates of performance to

warrant its use as a criterion measure in the overall research design.
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Table S

Reljability Estimatesa of
Interaction Observation Form

Variable Study #b Study #2¢
Ef ficiency .72 . 86
Non-Directiveness <70 .93
Facilitation of Expression/ .77 .82
Rapport - Support
Enhancing Patient .87 .82
Understanding
Responsiveness to Patient .70 .84

Behaviors

3based upon intra-class correlation coefficient
busing 6 judges

Cusing 5 judges

Research Design and Data Collection

Subjects for this study were drawn from three physician's assistant
training programs. All subjects were volunteers who were paid a modest
honorarium for their participation in the study. A total of 59 subjects
participated, nineteen at site one and twenty each from sites two and three.
All subjects were evaluated using all evaluation approaches.

In order to control for the sequence in which subjects would experience
the various methodologies, the subjects at each site were randomly assigned
to one of four groups. The sequence in which each group experienced the

evaluation methodologies is presented below:

43



-23-

- Group A: Paper-pencil simulations; multiple-choice questions; audio-
visual simulations; live interviews

Group B: Multiple-choice questions; paper-pencil simulations; live
interviews; audiovisual simulations

Group C: Audiovisual simulations; live interviews; multiple-choice
questions; paper-pencil simulatioas

Group D: Live interviews, audiovisual simulations; paper-pencil simulations;
multiple-chiioice questions

For the live interviews, subjects within each group interviewed tHe programmed

patients in & randomly determined sequence.

The content for the live interviews was selected from five patient
protococls. Non-professional actors were selected and trained to portray a
specified role. The period of time required for orientation and training of
each programmed patient equaled approximately four hours.

The studiles were conducted at each site during a two-day period. Each
subject experienced two evaluation methodolugies the first day and the
remaining two methodologies during the second day. Each live interview was
audio recorded for subsequent znalysis by members of the project committee.
Subjects were told they were participating in an experimental study but were
not informed that the purpose of the study was to assess interpersonal and
communication skills.

Following the completion of the study, a different set of audio tapes was

sent to each member of the project committee along with retraining materials,

plank interaction observation forms, and instructions for analyzing the tapes.
Members of the committee did not analyze audio recordings which were made at
their own physician's assistant training program. A total of 295 audioc
recordings were analyzed. Since members of the project committee had
participated in the two reliability studies, it was felt that this experience

along with the retraining materials provided an adequate background for analysis

of the audio recordings. 4‘4
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Findings

Table 6 displays the correlations among the five interpersonal skills
variables as assessed by the live interviews. Efficieq;y does not correlate
significantly with any of the other variables except Responsiveness to Patient
Behaviors (Variable #5, .365). In fact, all interpersonal skills variables
correlate more highly with Responsiveness to Patient Behaviors than with any
other variable.

The explanation of the high correlations among Variables #2 through {5 lies
in the distribution of behaviors across variables. For example, of the
8 behaviors included in Variable #2 (Non-Directiveness), 3 are also included
in Variable #3 (Facilitation of Expression/Rapport-Support) and 4 are included
in Variable #5 (Responsiveness to Patient Behaviors). One would hypothesize,
then, that the correlation between Variables #2 and #5 would be greater than
that between Variables #2 and #4. These hypcchesized relationships are,
in fact, obsc~ved in Table 6. The coefficient between Variables #2 and #5
equals .732, while the correlation between Variables #2 and #4 equals .4589.

A similar pattern of relationships can be observed between Variables #3
(Facilitation of Expression/Rapport=-Support and Variable #5 (Responsiveness). Of
the 11 behaviors included in Variable #3, eight are also included in Variable #5.
Thus, it is not surprising to find that the correlation between these two
variables equals .905.

The distribution of interpersonal skills behaviors across the five scoring
variables is displayed in Table 7. Tn interpreting the magnitude of relationships
among the five interpersonal skills variables, it should be remembered that some
are particularly inflated due to the overlap in content across variables. The

correlations to which this caveat applies have been underlined in Table 6.
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Table 7

Distribution of Interpersonal Skills

Behaviors Across Scoring Variables

Non-pertinent, open-ended questions
Pertinent, open-ended questions
Non-pertinent, closed-ended questions
Pertinent, closed-ended questions
Inappropriately leading question
Reflecting as a probe

Repetitious questions

Continuous questions

Interrupts - abruptly shifts focus
Encourages patient to talk

Uses medical jargon

Follows=-up cues

Fails to follow-up cues

Repeats question verbatim

Clarifies question

Appropriately summarizes
Inappropriately summarizes

Expresses understanding

Responds with inappropriate affect
Reassures appropriately

Reassures inappropriately

Answers questions directly

Answers questions evasively

Gives appropriate advice/instructions
Gives inappropriate advice/instructions
Provides appropriate information
Provides inappropriate information
Expresses empathy

Variable
1 2 3 4 5
X
X X
X
X X
X
X X X
X
X
X X X
X X X
X X
X X
X X
X X X
X
X
X
X X
X X
X X
X X
X X
X X
X
X
X
X X
X X
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It is interesting to note that Efficiency does not correlate significantly
with Non-Directiveness, Facilitation of Expression/Rapport-Support, or
Enhancing Patient Understanding. There is a modest correlation between
Efficiency and Responsiveness to Patient Behaviors (.356, p Z .01), but the
correlation may be due solely to the fact that 2 of the 6 behaviors contained
in the Efficiency variable (following and failing to followup patient cues)
are also included in the Responsiveness variable. Thus, it appears that
efficiency does not account for a significant proportion of the variance
included in the other more affective-laden interpersonal skills variables.,

Although the major thrust of this study was not the investigation of
relationships among the 28 interpersonal skills behaV¥iors, inter-correlations
among the 28 variables as measured in live interviews, were calculated in
order to determine the extent of their independence. Table 8 contains a
summary of the best predictors for each of the 28 interpersonal skills behaviors
as depicted from the live interviews. All coefficients are at or beyond the
05 level of confidence. As can be seen from this table, even when an effort
is made to focus on best predictors, the relationships among these variables
are quite modest. Only Variables #2, #9, #16 and #18 show correlation
coefficients above .50. Thus, it seems reasonable to conclude that interpersonal
skills behaviors are only modestly correlated among one another. There are,
however, some !nteresting relationships among behaviors which, while not
surprisingly large in terms of magnitude, are logically consistent. Some
examples of such relationships are as follows:

a. The more interviewers express empathy to patients, the more they

express understanding of what the patient has said and reassure
the patient appropriately. <Conversely, the more interviewers

express empathy, the less they inappropriately interrupt patients
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or abruptly shift focus and answer patient questions evasively.

b. There is a positive relationship between providing inappropriate
information and answering patient questions evasively.

¢. There 1s a positive relationship between providing appropriate
information and the extent to which the interviewer reflects patient
comments or questions as a probe and appropriately summarizes
or synthesizes patient comments. There is a negative relationship
between providing appropriate information and responding to patient
comments with inappropriate affect.

d. There is a positive relationship between expressing understanding
of what the patient has said and appropriately summarizing and
synthesizing patient comments. There is a negative relationship,
however, with expressing understanding and inappropriately interrupting
patients or abruptly shifting focus.

|

e. The more interviewers use medical jargon, the less willing they are
to clarify their own questions and comments to the patient.

f. The more interviewers encourage patients to continue talking, the
more they answer quéstions directly and the less they respond to
patients with inappropriate affect.

g. The more interviewers interrupt patients and abruptly shift focus,
the less likely they are to appropriately summarize and synthesize
patient comments and express understanding of what the patient has
said.

h. The more repetitious questions the interviewer asks, the less likely
he is to give appropriate advice and instructions.

i. The more interviewers use inappropriately leading questions, the
more likely they are to inappropriately interrupt patients and

express inappropriate affect in response to patient comments.

ERIC 9




ER]

Aruitoxt provided by Eic:

RIC

[N (P g

=1 W oA

SO o>

o > aet e

MY
17
18

Y

t
()

S tD 1y 1o k.
O U e WO

[T I I

w

50

o

0

Table 8

Correlations Among 28 Interpersonal Skills Behaviors

6 7 8 9 10 11 12
-.33
-.35
.41
-.61
-.541
-.37
.39
-.34
-.33 -.43
-.30

13 14 15 16 17
.27
-.29
-.26
-.61 -.26
-.44
. 54
-.34
-.33

Depicted in Live Inter/iews (pf;os)

18 19 20 21 22 23
-.36
-.33
.4l
-.34
.54 .38 .34
-.37 .39
.33
-.34
.54
.39 -.35
-.36
-.36
.35 -.36

24 25 26 27 28
.35 .38
-.30
-.43 ~-.38
.36
-.40 .36
-.35
.35
~.36
-.36
.30 -.36
-.31
-.31

..62..
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Since the major thrust of this project was to evaluate the effectiveness
of several indirect testing techniques in predicting performance as assessed
in a live interview setting, within and between-method correlation coefficients
were calculated across the 5 interpersonal skills variables. These correlations
are presented in Table 9. From the standpoint of within-method validity, the
best predictor of each live interview variable should be the corresponding
variable on the indirect technique. The indirect technique which produces
the largest number of such corresponding correlations can be thought of as
the most valid.

For the interactive audiovisual simulations, the live interview Efficiency
score was best predicted by the corresponding audiovisuval simulation Efficiency
variable. For the live interview variable, Enhancing Patient Understanding,
the corresponding audiovisual simulation variable also yielded the best prediction.
The same was found to be true in relation to the variable, Responsiveness to
Patient Behaviors, on the live interview and the corresponding audiovisual
simulation variable. Thus, for the interactive audiovisual simulations, the
appropriate pattern of validity coefficients was present in 3 of the 5 interpersonal
skills variables.

For the paper-pencil simulations, there was a correspondence between
live interview variables and the corresponding variable; on paper-pencil
simulations in only 1 out of 5 instances: Facilitation of Expression/Rapport—
Support.

For the multiple-choice questions, the correspondence between scoring
variables was observed in only 1 instance, and involved the Respounsiveness to
Patient Behaviors variable.

Thus, in relation to validity coefficients, interactive audiovisual

simulations yielded the largest number (3) as compared with paper-pencil
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simulations and multiple-choice questions which yielded 1 each. The
coefficients which provide between-method indications of validity have
been circled on Table 9.

Table 10 shows the simple correlations between the 5 live interview
variables and the corresponding variables for each indirect testing technique.
As can be seen from this table, none of the Efficiency scores on the indirect
techniques correlate significantly with the Efficiency score in live interview
gettings. The correlation coefficient of .21 between Efficiency in the live
interview setting and Efficiency as measured by the interactive audiovisual
simulations comes closest to reaching statistical significance at the .05 level
of confidence (r of .25). 1In relation to Non-Directiveness, the corresponding
variable as measured by multiple-choice questions yielded the largest correlation
coefficient (.325). This coefficient is significant beyond the .01 level of
confidence. In terms of Faciliation of Expression/Rapport-Support, Enhancing
Patient Understanding, and Responsiveness to Patient Behaviors, the corresponding
variables as assessed by interactive audiovisual simulations yielded the largest
correlation coefficients. These coefficients equaled .332, .372, and .426
respectively and are all significant beyond the .01 level of confidence.

In summary, Table 9 indicates that 4 of the 5 interpersonal skills
variables can be best predicted by performance as assessed by interactive
audiovisual simulations. In one instance, (Non-Directiveness) this prediction
was best accomplished through the use of multiple~choice questions. 1t should
be again pointed out that the prediction of each interpersonal skills variable
was limited to the corresponding variable as measured by each of the indirect

testing techniques.
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In ordet to estimate which variables across testing techniques would
be the best predictors of each live interview variable, a step-wise multiple
regression analysis was performedi The results are presented in Table 11.
There was no scoring variable or indirect testing technique which would predict
Efficiency at the .05 level of confidence. For this reason, it was not
possible to obtain a regression solution for this variable. The other results
of the regression analysis indicate that Non-Directiveness can be best
predicted by combining the Responsiveness scores as measured by multiple-
choice questions and interactive audiovisual simula®ione. Under these
circumstances, the multiple correlation ccefficient equals .485. Similarly,
it was found that the best predictor of ¥acilitation of Expression/Rapport-
Support 1is also the Responsiveness score as assessed by interactive
audiovisual simulations, resulting in a correlation coefficient which
equals .450. The best predictor of Enhancing Patlant Understanding is the
corresponding variable as assessed by interactive audiovisual simulations
plus Facilitation of Expression/Rapport-Support also as measured by
interactive audiovisual simulations. When these two predictors are combined,
they result in a multiple correlation coefficient equal to .462.
Finally, Responsiveness to Patient Behaviors is best predicted by the
corresponding variable as assessed by interactive audiovisual simulations.
This correlation coefficient equals .425.

Perhaps the most striking aspect of the multiple regression analysis
is the fact that of the 6 predictors identified, 5 are obtained from
assessment by the Interactive Audiovisual Simulation System. Morecver, of
the 5 scoring variables into which behaviors were classified, Responsiveness

to Patient Behaviors appears to be the most potent predictor of cther

variables as well. An explanation for this phenomenan can be found in the
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Best

Variable in Live

Interview**
2. Non-Directiveness MCQ
AVS
3. Facilitation of AVS
Expression/Rapport -
Support
4. Enhancing Patient AVS
Understanding AVS
5. Responsiveness to AVS

Patient Behaviors

*all coefficients are singificant beyond .01 level of confidence

Tabie 11

Predictors of Variables

Predictors

Responsiveness
Responsiveness

Responsiveness

Enhancing Understanding
Facilitation/Rapport

Responsiveness

in Live Interview

Multiple

Correlation¥*

.400
.485

.450

.371

462

2425

**F-level was not sufficient for the Efficiency variable to permit a solution

Ut
Ne)

Simple

Correlation*

<400
.398

<450

.371

.332

425
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fact that the Responsiveness variable coatains 13 of the 28 categories of
irterpersonal skills behaviors.

The fact that Facilitation of Expression/Rapport-Support is best
predicted by Responsiveness to Patient Behaviors (measured by interactive
audiovisual simulations), may be explained by the large amount of overlap
in content between these two variables and the poseibility that there is
significant error variance in the behaviors which are included in the
Facilitation variable but not in the Responsiveness variable.

A similar pheromenon may also be present with respect to the Non-Directive-
ness variable in that the non-overlapping behaviors may have little variance
or considerable error variance associated with them. If such were the case,
Responsiveness to Patient Behaviors could be expected to be the best predictor

of Non-Directiveness.

Conclusions

The data presented above suggests that:

a. There is greater evidence for the convergent and divergent validity
of interactive audiovisual simulations than for multiple-choice
questions or paper-pencil simulations.

b. In predicting interpersonal skills behaviors as measured in a live
interview setting, the corresponding variables are best predicted
in 4 out of 5 instances by interactive audiovisual simulations when
the basis for prediction is a simple correlation coefficien-. In
predicting the remaining variable (Non-Directiveness) with &
corresponding variable from a1 indirect testing technique, the use
of multiple-choice questions yields the largest correlation

coefficient.
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c. In predicting 1live interview variables across testing techniques
by means of multiple regression, interactive audiovisual simulation
is a significant predictor of all variables which were included in
the analysis. In addition to interactive audiovisual simulation,
Responsiveness as measured by multiple-choice questions emerged as
the only significant predictor variable from the other two indirect
testing techniques investigated in this study.
It seems reasonable to conclude that of the three indirect testlng techniques
investigated in this study, interactive audiovisual simulations yield the
most potent predictions of performance in a live interactive setting. The
magnitude of these correlations (.40 to .45) suggests that additional work
should be undertaken in order to further refine this innovative technique
and to determine the maximum level of prediction possible. In view of the
fact that the interactive audiovisual simulations and the corresponding
Interactive Audiovisual Simulation System are in prototype stages of
conceptualization and development, the magnitude of the correlation coefficients
is particularly encouraging. It suggests that further refinement of this
evaluation methodology could significantly enhance its contribution as an

approach to the assessment of the interpersonal skills of health professionals.
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AUDIT VALIDATION STUDY

Introduction

National examinations for licensure and certification in the health
professions have traditionally been used as one of the components in evaluating
qualifications for practice. The major purpose of these examinations is to
identify candidates who are not yet ready to assume responsibility for practice
in a given health profession. In essence, such examinations serve as a fail-
safe mechanism for protecting public safety and the integrity of the profession
itself. Since it is generally agsumed that the quality of a profession is only
as good as the skills of the individuals who practice it, the maintenance of high
standards of practice is essential.

Because of the role that licensing and certifying examinations play in this
process, their structure and content need to be continually evaluated in order to
ensure that they are measuring knowledge and skills relevant to practice in the
profession. It is assumed that if a certitying examination does, indeed, assess
relevant aspects c¢f competence, then performance on the examination should have
a positive relationship to subsequent performance in practice.

It is doubtful that anyone would argue the merits of the above assumption.
What does become a point of some debate is the nature of the specific relationships
that should be expected, and the magnitude of these relationships. If one returns,
for a moment, to the role of certifying examinations, one finds that they are
used only as one component in an overall evaluation process. The reason that
such examinations are not used as the sole component is twofold. First, a
single evaluation program cannct be expected to measure all of rhe areas of

knowledge and skill required for competent practice. Secondly, no measure of
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competence, be it grades, formal examinations, faculty ratings of performance or
actual observations of performance yields perfect predictions of subsequent
behavior in a practice setting. Thus, using several sources of data in evaluating
qualifications for practice serves to enhance the accuracy of the decision to

grant or withhold certification. By ensuring that there is a positive relationship
between performance on these input measures and subsequent performance in practice,
we help ensure the validity of our evaluation procedures. Certifying examinations
will not be abtle to assess all relevant components of competence, and for

those components they do assess, they will not do 8o perfectly.

These observations are in no way meant to serve as an apologia for certifying
examinations. Rather they are meant to place these examinations into perspective
so that reasonable expectations can be specified and tested.

The Physician's Asaistant Certifying Examination has undergone a number of
validation studies during its first three years of implementation. These
studies have shown significant positive relationships between scores on various
components of the Certifying Examination and faculty ratings of these components
of competence. While the magnitude of these relationships has not exceeded .40,
the patterns of significant correlation coefficients indicate stronger relationships
where one would expect to find them and only chance level relationships where
logically one would not expect to find a correlation between examination scores
and ratings of clinical competence. In addition, physician's assistants with up
to two years of clinical experience following completion of an educational
program achieve significantly higher examination scores than candidates who sit
for the examination before completing their training program. This finding
suggests that the examination is measuring knowledge and skills that are relevant
to practice since candidates with practice experience achieve significantly

higher sccres on the examination.
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An important relationship that has not yet been explored, however, is the
extent to which performance on the Certifying Examination is predictive of certain
aspects of day-to-day performance in an actual clinical practice. In order to
investigate this relationship, the National Board of Medical Examiners, with the
endorsement of the American Academy cf Physiciansg' Assistants, embarked upon a
study to obtain measures ot pertormance in an actual practice getting go that
these could be correlated with scores on the Certifying Examination.

Obviously, the assessment of performance in a practice setting ig a very
complex endeavor. The assegsment procedure employed must not only yleld valid
and reliable observations of performance, but it must focus on relevant aspects
of practice behavior in a manner that is unobtrusive and cost effective.

How does one determine whether an adequate history and physical examiration
were performed and the appropriate laboratory and diagnostic studies ordered?
How does one evaluate the physician assistant's skill in interpreting these
clinical findings? How does one determine whether the P.A. uses appropriate
judgment in seecking consultations and referral? How can one assess whether
appropriate management and treatment was instituted and adequate ingtructions
provided to patients?

1f these are the major components of competence we wish to uge as criteria
for evaluating practice performance, we need to consider the evaluation
methodologies that are available for the collection of these criterion data.
Three methodologies exist: a) direct observation of P.A. performance by a
trained observer; b) employer ratings of P.A. performance; and c) reviews of
office medical records.

Each of these methodologlies poses certain limitations and problems for the
evaluation of practice performance. For example, direct observation of

performance involves significant amounts of time and expense. Moreover, the
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presence of an observer requires the patient's consent and can bias the P.A.'s
behavior. Employer ratings of performance can be more time and cost effective
than the previous methodology cited, but are subject to the same problems
generally associated with the use of rating scales -- 3uch~as, a tendency to

be very lenient in the ratings of performance, and to rate an individual in

the same way across the various competency components under consideration.
Because of the subjectivity of these ratings, they may not provide accurate
evaluations of clinical performance. Finally, the review of office medical
records provides a reasonably objective basis for documenting behavior,

although it does not provide a mechanism for evaluating the physician assistant's
skill in interpreting clinical data or judgment in seeking advice and consultation.
Moreover, the medical record may not fully document all pertinent aspects of

the evalvation and management of a given patient. Thus, in order to use the
medical record as a basis for documenting performance, one must agssume that the
record provides a reasonably accurate documentation of clinical behavior.

When cost effectiveness and objectivity of the evaluation process were
considered for each of the methodologies noted above, Lt appeared that the review
of office medical records could provide the best source of data regarding
practice performance.

The review of office medical records is based upon the identification of
specific medical conditions which serve as the guide for selecting appropriate
charts for review. The conditions selected should include those which are seen in
the practice setting with sufficient frequency to provide an adequate sample of
medical records. Since the Certifying Examination focuses on primary care, it
was felt that the evaluation of practice performance should be based upon

physician's assistants who are practicing in primary care settings.
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Procedures

Having selected medical record .udits as the methodology to be used in gathering
data regarding practice performance, several objectives needed to be accomplished.
The medical conditions and associated audit criteria had to be identified; these
criteria needed to be pilot-tested in order to ensure their appropriateness
and clarity; individuals who would be responsible for auditing the office medi;al
records had to be identified and trained; and procedures needed to be
established to identify appropriate medical records within each practice and
to abstract the data contained in each.

In order to maximize participation in this study, an endorsement was
obtained from the American Academy of Physicians' Assistants. In addition,
the Executive Committee of the Academy was asked to nominate physicians and
physician's assistants who could serve on the Advisory Committee. The role of
the Advigsory Committee was to identify the specific medical conditions to be
used in this study and to specify the audit criteria for each.

A ten-member Advisory Committee was appointed consisting of practicing
physician's assistants, primary care physicians who employed physician's
assistants, and physicians involved in the training of physician's assistants.

At its first meeting, the Committee was asked to identify a number of medical
conditions which they felt were representative of those seen in primary care
practice settings. The Committee identified the following twelve conditions:

a. angina - initial and follow-up evaluatious

b. asthma - ini:ial and follow-up evaluations

¢c. birth control pills - initial and follow-up evaluations

d. diabetes mellitus - initial and tollow-up evaluations

e. headache

f. health maintenance

g. hypertension - initial and follow-up evaluations
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h. acute purulent otitis media
i. tonsillopharyngitis

J. urinary tract infection

k. wvaginitis

1. venereal disease

Each member of the Advisory Committee was assigned the responsibility
of developing audit criteria for several of the medical conditions so that
these criteria could be reviewed and refined by the entire Committee at subsequent
meetings. Committee members were advised that the audit criteria should consist
of procedures felt to be essential to the diagnostic work-up and management of
patients with the specific medical condition. Essential procedures were felt
to be those which were necessary to establish the correct diagnosis and to
resolve the patient's medical problem.

For each medical condition, historical, physical examination, laboratory
data, and management plans that should be found in the medical records of
patients being seen for evaluation were specified. (A sample of the audit
criteria specified for two of the medical conditions is provided in Appendix D.)
In addition to the criteria themselves, examples of acceptable and unacceptable
chart entries were also specified so that record abstractors could determine
whether a specific chart entry satisfied a given criterion. Both the audit
criteria and the examples of chart entries were specified on the basis of
consensus reached by the Advisory Committee after careful discussion and pilot
use of the criteria with a sample of medical records. (The pilot use of
the criteria was carried out by the project staff, using anonymous medical

records that had been provided by individual members of the Advisory Committee.)
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An abstracting form was prepared for each set of audit criteria. The form
was designed so that record abstractors could record whether or not a given
medical‘record satisifed each criterion specified for a given medical condition.
(Several sample abstracting forms and instructions for abstractors are provided
in Appendix E.) For each criterion the abstractor was required to make one of
four decisions: "Yes," if the chart entry satisfied the criterion; "No," 1if
the chart entry did not satisfy the- criterion; "UC," if the abstractor was
uncertain as to whether or not the chart entry met the criterion; 'NA," if
the criterion was not applicable for the specific patient whose medical record
was being audited. (Such 1instances were often related to age and sex variables,

or the presence or absence of specific diagnosis findings.)

In order to obtain an adequate sample of medical records for each
participant in the study as well as to facilitate the retrieval of these
records, a practice log form was developed and sent to each physician's
assistant., Each participant was instructed to use the log for two months
during which time he/she would record the names or identification numbers of
patients who were seen for one or more of the medical conditions included in
this study. When the spaces in the log form were filled, the physician's
assistant was asked to tally the number of patients who had been seen for
each medical condition and forward this surmary to the project staff. The
log form itself was retained in the practice for use as a guide in subsequent
record retrieval.

The privacy of patients whose medical records would be audited was
protected by withholding from the project staff any information concerning
patient identity. In order to ensure that this procedure was followed, each

participating physician's assistant was asked to review the abstracting
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forms before they were forwarded to the National Board to determine that no
patient identifications had been recorded. In addition, all abstractors were

cautioned about the need to maintain strict anonymity of all patient data.

Abstractor Training and Reliability Study

Seven record abstractors were recruited from around the country and
brought to Philadelphia for a one-week training program. All abstractors
were registered record room technicians or administrators who had previous
experience in auditing medical records.

During the one-week training program, the audit criteria and examples of
chart entries for each medical condition were presented and reviewed in detail
by a physician (and in one instance, a physician's assistant). Abstractors
were encouraged to ask questions go that ambiguities could be clarified and
an optimum level of understanding achieved. Following the discussion of each
set of audit criteria, the abstractors were given several medical records and
askedito audit each using the appropriate abstracting form. This provided
abstractors with the opportunity to practice with each set of criteria and to
identify areas requiring further clarification. This process was repeated
for each medical condition.

At the conclusion of the training program, a reliability s.udy was con-
ducted in order to deteruine whether the abstractors were functioning with
sufficient accuracy. Since time would not permit the abstractors to complete a
set of medical records for all twelve medic:l conditions included in the study,
eight medical conditions were selected. During the reliability study, the
abstractors were instructed not to speak with one another or to discuss

either the medical records or audit criteria. A member of the project staff
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remained in the room with the abstractors during the entire study in order to
ensure that the rules of conduct were followed.

In order to obtain an estimate of reliability, the coefficient of
inter-abstractor agreement proposed by Maxwell and Pilliner was used. This
coefficient is the equivalent ¢! an intra~class correlation, but has
additional advantages in that it is based on indi;idual item responses rather
than on an overall score. Ideally, a coefficient of abstractor agreement
should be greater than zero as the amount of agreement departs from chance
level, and should fall below zero if one abstractor records his judgment regarding
a criterion in the opposite direction from another abstractor using the same
criterion. The Maxwell and Pilliner correlation coefficient equals 1.00 only
if there is complete agreement between two abstractors, and equals 0 if the
amount of agreement between abstractors could be expected by chance alone.

The coefficient equals -1.00 if chere is complete disagreement between two
abstractors using the same criteria in relation to the same medlcal records.

Table 12 presents the correlation coefficients between indicated pajrs of
abstractors for eight medical conditions. The overall correlation coefficients
range frem .63 to .79 with a mean of .72. These findings are consistent with
levels of inter-abstractor agreement observed in similar audit projects at
the National Board.

Following completion of the training program, each abstractor was assigned
a group of practices in a specified region of the country. All perticipants .,
had been advised that a project abstractor would be visiting their practice
within the next several months. Each participant was then advised of the
name of the abstractor who would visit his/her practice, and each abstractor
was given a letter of introduction to serve as a means cof appropriate

identification. 7»1
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Table 12
ABSTRAGCTOR RELIABILITY ESTIMATES >
Audit Validation Study
Abstractor Pairs Data Ba;e

Asthma BCp Hith, OM Tonsil-] Vagin.,| V.D, Asthr

Maint, lophar| F/

(02) (03) (06) (og) (09) (11) (12, (15

1l vs 2 .55 .73 .90 .81 .86 .94 74 Y

1l vs 3 .70 .69 .73 .90 .67 1.00 .67 .6

1 vs 4 .47 .78 .93 .75 .86 .81 i.00 .6

1 vs S .70 .69 .92 .61 .82 .67 .76 .8

1l vg 6 .41 .62 .71 .81 .72 .87 .64 .6

1l vs 7 .92 .75 .80 .75 .89 .81 .86 .6

2 vs 3 .85 .61 .68 .70 .72 .94 . 87 .5

i 2 vs 4 .80 .58 .82 .56 .81 .74 .78 .5
2 vs S .85 . 82 .87 .61 .87 .73 .74 .5

2 vs 6 .42 .59 .70 .61 77 .94 .57 .5

2 ws 7 .60 YAy .84 65 .84 .88 .65 . e

3 vs 4 .72 .74 T2 .85 71 .81 .69 .4

3 vs 5 1.00 .79 .78 .70 .75 .67 .68 . 8.

3 vs 6 .55 .41 .73 .90 .87 .87 .69 . 6¢

3 vs 7 .76 .73 .62 .85 .71 .81 .69 W30

4 vs 5 .72 .62 . 85 .65 .75 .61 .77 7

4 vg F .56 .60 .69 .BS .68 .81 .69 1.0¢

4 vs 7 .53 .66 .72 . 80 .94 .63 .90 .5¢

8 vs 6 .55 .49 .73 .71 .83 .67 .46 77

S vs 7 .76 .60 7 .85 .88 .62 .82 57

6 vs 7 .33 15 .64 . 83 .G9 .81 .66 .37

Overall .63 .64 LT7 .75 .79 .79 72 .63

No, of records abscracted 2 3 3 4 4 3 4 2
No. of 1tcms/record 25 22 39 12 13 18 __32 {i
Total No. of ltems 50 66 117 48 52 54 128 22‘
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Sample Selection

A stratified random sample of 800 physician's assistants who tool the
1974 Certifying Examination was selected for this study. The variables used
to stratify the sample included:

a. type of training - whether formally or informally trained;

b. type of formal training - that is, ph&sician's assistant or Medex

program; and

c. composite examination score

Accordingly, 800 letters of invitation were sent incliding a description
of the purpose of the study and the procedures which would be used to c nduct
it. 1In all instances, the American Academy of Physicians' Assistants was
asked to supply current addresses for those individuals who were members of
the Academy. Of the 800 physician's assistants invited to participate in the

study, 227 indicated that they dld not wish to do so. Sixty-one physician's

assistants could not be located by mail or had moved without leaving a forwarding

address. JTn these instances, letters of invitation or follow-up letters were

returned to the National Board and further attempts to obtain a current mailing

address were unsuccessful., Two hundred eighty-seven physician's assistants
did not respond to either the initial letter of invitation or the follow-up
letter. Since these letters were not returned by the post office, it was
assumed that they had been received. Finally, 230 physician's assistants
indicated their willingness to participate in the study. Of that number, 96
dropped from the study for a variety of reasons, leaving a final sample of
134 physician's assistants whose records were audited. These aspects of the

sample size are summarized in Table 13,
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Table 13

Summary of Sample Size
Audit Validation Study

Category Number

Letter of Invitation Sent 800
Could not be Located 61
Did not Reply 287
Unwilling to Participate 222
Willing to participate 230
Dropped during Study 96
FINAL SAMPLE SIZE 134

The ninety-six participants who dropped out of the study after indicating
their willingness to participate did so for a variety of reasons. After being
advised of the medical conditions included in this study, twenty-one physician's
assistants indicated that they were not in primary care practice. In eighteen
instances, physician's assistants could not participate further because the
necessary medical records were nct available. Eleven physician's assistants
reported that at present they were not in active practice, and ten indicated
that they were in the process of changing practices. Nine physician's assistants
were located in remote sites such as Alaska, RHawaii, and Germany, and it was
determined that it would not be cost effective for these individuals to
participate in the study. Five physician's assistants subsequently reported
that they were unemployed and 18 subsequently declined to participate further
in the study. These reasons for dropping out of the study are summarized in

Table 14. r7 1
i
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Table 14

Reasons for Dropping from Study

Reason Number
In specialty practice 21
Records not available 18
Declined to participate further 17
Not in active practice 11
In process of relocating 10
In a remote site (Alaska, Hawaii, etc.) 9
Unemployed 5
Miscellaneous 5
TOTAL 96

Of the 134 physician's assistants who participated in all aspects of the
audit validation study, 87 per cent were graduates of formal educational programs
and 13 per cent had qualified for the Certifying Examination on the basis of work
experience. Of those trained in formal educational programs, 71 per cent were
trained in physician's assistant programs and 18 per cent in Medex programs.
(Data were not available for 11 per cent of the participants.) In terms of
the examination performance of this group of participants, their mean written
examination score equaled 508 with a standard deviation of 76. The 1974 examina-
tion statistics for the total examinee pupulation were as follows: the mean
written score equaled 492, while the standard deviation equaled 83. The
characteristics of the study sample in relation to the total examinee population

are summarized in Table 15.
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Table 15

Representativeness of Study Sample
to Total Examinee Population

Examinee Study

Factor Population Sample
Demographic N zZ . i %

. J&?%-—n
Formally Trained 1118 91 Y 86
Physician's Assistants 922 75 95 71
Medex 196 16 21 16
Informally Trained 115 09 18 13
Exam Statistics Written PAS* Written PAS*

Composite Mean 492 485 508 485
Standard Deviation 83 112 76 110

*Physical Examination skill assessment

It appears from the data concerning demographic characteristics and
examination statistics of the study sample that it is reasonably representative
of the total examinee population for the 1974 Physician's Assistant Certifying
Examination. However, it does represent only 10% of the number of individuals
who sat as candidates for that examination, and represents 17% of the initial
stratified random sample of 800 physician's assistants who were invited tc
participate in the study. The fact that 509 individuals either did not reply
to our initial and follow-up letters or indicated that they were unwilling to
participate is likely due in large measure to the sensitive nature of medical
record audits. Although all participants were assured of the confidentiality
of the data and the fact that patient identities would remain anonymous, there
may well have been concern about allowing sensitive data such as that
contained in office medical records to be reviewed by individuals who were not

health care providers in the practice. It is also likely that issues relited to
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malpractice suits, third party reimbursement, and physician relicensure and
recertification were contributing factors in decisions not to participate in
this study.

Data Collection

As was mentioned in an earlier section, each abstractor was assigned a
group of practices to visit during the three-month period available for this
activity. Abstractors were instructed to contact participants by telephone
and arrange an appointment to visit the practice. The physician's assistant
was luformed of the number of medical records to be abstracted for each medical
condition and was asked to have these records assembled for the abstractor by
the time of her appointment.

Since each physician's assistant had retained his/her own practice log
form, it was felt that this form could serve as the basis for retrieving
appropriate charts. However, it was more often the case that when the
abstractor arrived at the practice, she found that the indicated records had
not been pulled. Thus, a half day or more was spent attempting to retrieve
appropriate charts utilizing record systems that were often not well organized.
Because of these circumstances, abstractors were often not able to review
as many medical records as would have otherwise been possible. Moreover,
in some instances the format cf the records themselves resulted in longer
periods of time being required for the audit. As soon as the data collection
at each practice had been completed, the abctracting forms were forwarded
to the National Board for processing.

A frequency distribution of the number of charts per medical condition
for each study participant is provided in Table 16. Audit data from a total
of 2954 medical records were available for analysis.1 It is interesting to
1This total represents the records of 116 participants. The records of 18

physician's assistants had to be dropped from the analysas because of questions
concerning the reliability of the data.
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note that there is considerable variation in the number cof medical records
audited across the vaiious medical conditions. Tf one can assume that the
number of medical records audited for each medical condition is a reasonable
approximation of the relative frequency with which P.A. s see patients with these
medical conditions, the frequency distribution suggests that physician's
assistants spend more time managing certain medical conditions and very little
time managing others. For example, the number of records of patients with
tonsillopharyngitis, otitis media, and hypertension as well as patients being
seen for health maintenance 1s far greater than the number of records of patients
with asthma, angina, or those seeking birth control devices. Although there is
a fair degree of overlap among participants in terms of the types of medical
records available for audit, there are a number of medical conditions for which
there are little available audit data. Moreover, in a number of instances there
were audit data from only one medical record in relation to a medical condition
for a given participant. Because it has been our experieunce with other medical
record projects that the performance of a given health professional varies
dramatically across patients being seen for the same medical condition, it

was felt that the availability of only one medical record for a given medical
conditicn would not constitute a sufficiently representative sample of the
behavior of a physician's assistant. For this reason, when audit data from

only one medical record wvere available for a given condition, they were not
included in the statistical analyses. (These cases have also been dropped

from the frequency distribution).
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It will also be noted from Table 16 that in instances where more than one
medical record is available, the actual number of records for a given participant
may vary from two to as many as thirty for a given medical condition. Because
of the analytical problems posed by this variation in ithe number of records
available for each participant, all scores were gstandardized prior to the
statistical analyses as described in subsequent sections. However, even given
the standardization process, one needs to be aware of the fact that the number
of subjects included in the various statistical analyses performed on these

data is ot uniform.

Scoriug and Measurement Tssues

The audit data for all medical records were treated statistically by
calculating a comnljance score for each using the following formula:

Sum of "Yes' entries x 100
Sum of "Yes" + Sum of "No'" entries

where,

"Yes" indicates the audit criterion was met
"No" indicates the criterion was not met

Because of the variability in the number of records per medical condition
across participants, all compliance scores were standardized prior to further
analysis. One ot the most fundamental measurement -S5SY€S related to the analysis
of the data from this study involves the nature of the predictive insirument
(1.e., the Certifying Examination) and the criterion measure {i.e., audit data).
While the data on the predictive instrument was the same for all subjects in this
study, the data on the criterion measure is probably not identical for any two
subjects. In addition, it should be remembered that the Certifying Examination
is designed tou assess aspects of knowledge and skills which cannot be assessed

directly by an audit of medical records.
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In order to’provide a sharper focus for the analysis of data between the
predictive instrument and the criterion measure, an attempt was made to classify
the data from both sources in relation to what appeared to be logical components
for analysis. In relation to the Certifying Examination, the test items were
classified into the following components of competence:

a. data gathering on patient management problems (PMP's)

b. management-treatment on patient management problems (PMP's)

¢. 1interpretation of clinical findings on multiple-choice questions (MCQ's)

d. management-treatment on multiple-choice questions (MCQ's)

Within each of the components of competence listed above, a broad sample
of medical content and medical conditions is included. In fact, it should be
pointed out that the sampling of medical conditions included on the Certifying
Examination is far broader than that which was attempted for the medical record
audit. To the extent that we know from previous statistical analyses that
performance on examination materials varies as a function of the medical content
being sampled, 1t should be recognized that the medical content of the predictive
and criterion measures could not be controlled in this study. Therefore the
magnitude of relationships observed between performance on the Certifying
Examination and the medical record audit needs to be Yiewed in this context.

In relation to the medical record audit, it was felt that the data were
related to two components of competence:

a. skill in diagnostic data gathering; and

b. skill in patient management (including patient counseling and

instruction).

However, in reviewing the number of audit criteria related to management

for each condition, it was determined that the number of items was too small
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to constitute the meaningful gcore. Thus, two audit scores were possible
for each medical condition:

a. data gathering; and

b. composite (consisting of data gathering and management criteria).
These two scores were used to describe performance in relation to most of
the medical conditions used in the record audit. In some instances, the
number of data gathering criteria was too small to be treated as a separate
scoring component. When this occurred, only a composite audit score was
reported for the medical condition.

In addition to developing scores for each medical condition, clustered
scores were developed for some medical conditions which were grouped together.
Three groups of medical conditions were developed:

Cluster A: Initial evaluations for headache and hypertension

Cluster B: Initial evaluations for tonsillopharyngitis, otitis media

and health maintenance

Cluster C: Initial evaluations for tonsillopharyngitis, otitis media,

urinary tract infection and vaginitis
The identification of additional clusters was not possible because of the
relatively infrequent availability of audit data for the remaining medical

conditions.

Findings

In order to determine whether there was a correlation between compliance
wigh audit criteria and performance on the Certifying Examination, Pearson
product-moment correlation coefficients were calculated for each medical con-
dition in relation to each examination component. One hundred ten correlation

coefficients were calculated, and of that number only ten reached significance

at the .05 level of confidence. There were no significant correlations between

101



-67-

compliance with audit criteria and performance on the data gathering or
management components of patient management problems. The only significant
relationships observed were between compliance scores for some medical conditions
and the two multiple-choice components. Correlations between vaginitis com-—
pliance scores and both multiple-choice components of the examination ranged

from .46 - .52. For venereal disease the correlation between the compliance
scores and the multiple choice management component equaled .36 and .39.

Finally, the correlation between compliance scores for the cluster containing
otitis media, sore throat, urinary tract infection and vaginitis and the two
multipié-choice components equaled .38 and .46. All coefficlents were significant
at the .05 level of confidence.

However, in view of the large number of coefficients which were calculated,
one should view the significance of these ten with some caution. It is generally
accepted that in calculating a large number of correlation coefficients, some
will be significant by chance alone. Although the presence of a significant cor-
relation between a cluster of high-frequency primary care conditions and multiple
choice scores provides encouraging evidence for the validity of the examination;
the lack of correlation for other conditions such as headache and health main-
tenance makes interpretation of the data difficult. Thus, the conclusion most
consistent with data presented in Table 17 1is that, in general, the physician's
assistants included in this study do not demonstrate a similar rank order in
practice, as reflected by the medical record audit, as they did on the Certifying
Examination.

A number of factors may have contributed to the lack of correlation between
examination performance and compliance with audit criteria. While the medical
content sampled on the Certifying Examination includes more than 50 different
medical problems and conditions, the content of the medical record audit

employed in this study sampled only twelve different medical conditions. It
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Table 17

Correlation Coefficients Between Audit Scores

and Examination Scores

MCQ Management

Audit Data MCQ Interpretation
Angina
Data gathering -.09(12) -.05
Composite -.03 -.03
Asthma
Data gathering -.35(15) -.20
Composite -.37 -.23
Birth Control Pills
Data gathering L87%(7) -.44
Composite .79% -.46
Diabetes Mellitus
Data gathering ~.40(9) -.09
Composite -. 40 ~-.04
Headache
Data gathering ~-.09(55) -.03
Composite -.09 -.03
H. Maintenance
Data gathering -.13(65) -.12
Composite -.10 -.13
Hypertension
Data gathering -.08(33) -.01
Composite -.09 -.08
Otitis Media
Composite -.04(83) -.07
-.12(102) -.13

Sore Throat

Composite
l 0:3 *indicates significance at the .05 level
() numbers in parentheses indicate the number of cases available for analysis
Q -- no correlation coefficients were calculated between data

PMP /Data Gathering

PMP Management

)
.41

-.25
-.26

-.03
.04

.33
.25

.17
.17

.12
.14

.05
.06

.18

.04

gathering and management data sets

-.07

.14
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Audit Data MCQ Interpretation

MCQ Management

PMP/Data Gathering

PMP Management

Urinary Tract

Infection -~
Data gathering
Composite

——

Vaginitis
Data gathering
Composite

Venereal Digease
Management
Composite

Diabetes Mellitus
(Follow-up)
Composite

Diastolic Hypertension
(Follow-up)
Composite

Asthma (Follow-up)
Composite

Birth Control Pills
(Follow-up)

Composite

Angina (Follow-up)
Composite

Headache + Hypertension

H. Maintenance + Otitis
Media + Sore Throat

Otitis Media + Sore
Throat + UTI + Vaginitis

-.18(65)
-.10

.46(39) *
.46

.06(36)
-.11

L15(37)

.03(76)

.01(20)

.07(16)

.28(22)

-.07(21)

~.10(49)

+38(26) *

.48%
.52%

. 39%
.36%

.46

-.01
.04

.27
.27

.13

.07

.21

.24

.05

.00

.01

.08

10
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had been anticipated that this inability to control for the content in these
two sources of data would make {t difficult to evaluate the effectiveness of
the Certifying Examination as a predictor of subsequent practice performance.

Previous evidence of the influence of medical content on performance had
been obtained from the analyses of several certifying examinations. 1In an effert
to determine whether medical content was also a factor in the extent of com-
pliance with audit criteria, correlation coefficients were calculated among
the compliance scores for the medical conditions included in this study. The
resulting inter-correlation matrix 1is presented in Table 18.

One hundred eighteen correlation coefficlents were calculated. Of that
number, 77 (or 66%) did not reach signifizance at the .05 level of confidence.
0f the 41 coefficlents that did reach statistical significance, only 24
involved sample sizes of twenty or more cases. These coefficlents ranged in

‘,.

magnirude {rom .31 to .78. Thus, there appears to be considerable variation in
comp liance with audit criteria across medical conditions. The fact that content
appears to be a significant factor In determinigg performance both on examinations
and on recordaudits poses significant problems for accurately assessing the

true relationships between these two measures.

Another factor to be considered 1is that although medical record audits are
coming to be widely used, there is not yet a consistent body of literature which
supports the validity of this assessment technique. Although it seems unlikely
that health professionals would systematically fabricate entries in the medical
record, 1t seems reasonable to suspect that they do not document all pertinent
behavior. Thus, what appears to be lack of compliance with audit criteria may
simply be a failure to record all pertinent aspects of actual behavior. If

such is the case, it ralses a number of important questions concerning the

validity of medica® record audits.
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If, however, medical records can be assumed to accurately reflect the
behavior of health professionals, then factors in addition to variability in
content must be corsidered in attempting to explain the lack of correlation
between examination performance and compliance with audit crateria.

One possible explanation i8 that what physician's assistants know about
the diagnostic evaluation and management of patients and what they actually do
in their respective practice environments may be significantly different. If
their motivation in taking an examination is to demonstrate that they know
what constitutes optimum care, their motivation in a practice setting may be
to conform to patterns of health care delivery and record keeping which meet
the expectations of the physician employer. If the resulting behavior is
different in the practice setting from what it is in the testing situation, one
cannot expect to observe significant positive correlations between the two.

If the differences in performance do exist between testing situations
and practice settings and if medical record audits are valid assessments of
behavior, then it may be unreasonable to expect that physician's assistants will
fall in the same rank order on a medical audit as they do on a Certifying
Examiration.

Since a certifying examination seeks only to identify individuals who
have not achieved minimum acceptable standards, then perhaps the same rationale
should be applied to the assessment of compliance with audit criteria. 1If
this viewpoint is accepted, then one would hope that individuals classified as
acceptable or unacceptable in terms of their examination performance would be
similarly classified as acceptable or unacceptable in terms of their compliance
with minimum standards of care as reflected in a medical record audits.

The pass-fail level on the 1274 Certifying Examination was set at a

standard score of 420 or sixty-four percent correct. For the purposes of
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this comparison between pass-fail status on the examination and pass-fail
status in relation to compliance with audit criteria, a sixty-four percent
compliance rate was set for the record audit. A two-way contingency table
was used to tally each physician assistant's pass-fail designation based
upon his examination score and his audit compliance score. A chi square
analysis was applied to these data as displayed in Table 19. The chi square
value equaled zero, indicating that there was no relationship between pass-fail
status on the examination and pass-fail status in terms of audit compliance.

As can be obsecrved from Table 19, a rather large number of the participants
(30) passed the examination but failed to meet the minimum audit compliance
level. An inspection of the examination scores of this group of participants
indicated that although many of them did achieve a passing score on the
examination, the score was near the pass-fail level. For this reason, a new
contingency table was prepared, as illustrated in Table 20, and the pass-fail
level for the examinrtion and sudit compliance was adjusted upward from sixty-
four pevrcent to gixty-nine percent. The resulting chi square equaled 5.47
which was significant at the .02 level of confidence, thus indicating a signi-
ficant relationship between pass-fail status on the Certifying Examination and

pass-fail in relation tc compliance with audit criteria.

Conclusions and Recommendations

On the surface, the results of this study would seem to indicate that
the rank order of physician's assistants in terms of their compliance with
audit criteria does not correlate significantly with their rank order in
terms of scores on the Certifying Examination. However, in relation to
minimum acceptable standards, a significant relationship appears to exist
between the Certifying Examination and compliance with audit criteria wien

the minimum standard for both is get at 69 percent. Finaily, there appears
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Table 19

Contingency Table

Minimum Standards

EXAMINATION (64%)

Pass Fail

Pass 72 I 10

|

|

i

!
Fail 30 § 4

[

112

x2 = 0.0



(692)

Pass

Fail

~75-

Table 20

Contingency Table

Revised Minimum Standards

Examination (697)*

Pass Fail
i
39 : 21
!
|
26 ; 30
)
|

*If this standard had been applied to actual
examination data, it would have resulted in
a 50% failure rate.

113
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to be considerable variation in compliance with audit criteria acrcss the
medical conditions included in this study.

However, these conclusions must be viewed as tentative in light of the
fact that the validity of medical record audits has not yet been demonstrated
nor have the environmental factors which impact practice behavior been
identified. These issues are of concern not oaly for the development and
validation of certifying examinations, but also for the assessment of continuing
competence and recertification in the health professions.

If further studies show that medical records do not adequately reflect
actual behavior, then other criterion measures will need to be developed in
order to validate certifying examinations and assure continuing competence.

For these reasons, it is recommended that systematic studies be undertaken
to investigate the validity of medical record audits and to identify factors
which influence the record keeping behavior of health professionals. Once
such studies have been completed, the predictive validity of the Physician's
Assistant Certifying Examination should again be investigated with special

emphasis on the control of content in the predictive and criterion measures.



1975 PHYSICIAN'S ASSISTANT CERTIFYING EXAMINATION

The third Certifying Examination was administered to 1411 candidates
in 56 test centers on November 19-21, 1975. The content and format of the
examination were equivalent to the 1974 examination program. The one-day
written examination was divided into two major components: multiple-
choice questions and patient management problems. In addition to the
written portion of the examination, each candidate underwent assessment
of his/her skill in performing selected components of a physical
examination.

Items on the multiple-choice question section of the examination
were designed to assess the candidate's knowledge and his/he; skill
in applying knowledge related to high priority health care functions.
These items covered materials in the following broad areas of competence.

a. selection of laboratory and diagnostic procedures;

b. dinterpretation of clinical findings;
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c. selection of management strategies;

d. patient counseling and instruction;

e. knowledge of medical sciences; and

f. knowledge of behavioral sciences.

Items on the patient management problems were classified into two subscales:
data gathering and management/therapy. Candidates were presented with 13
simulated cases and asked to make decisions regarding the appropriate diagnostic
workup and management of the patient as would be done in an actual clinical
setting. These problems were designed to assess the candidate's skill in
gathexring pertinent information about patients and in making appropriate
management decisions. The Certifying Examination has continued to focus on
primary care, and for this reason the content of the examination was drawn
from all of the clinical disciplines.

The assessment of physical examination skills continued to focus on each
candidate's ability to examine the heart, lungs, eyes, abéomen, an& neu?ologic
systeu. As was the case in 1974, each candidate was evaluated by two physician
examiners, each of which observed the candidate performing different components
of the physical examination.

Table 21 summarizes the composition of the candidate group in 1975.

There were no marked changes in the proportion of candidates from each of
the four categories. Seventy-three percent of the candidates received their
training in physician's assistant programs, eleven percent in Medex programs,
and five percent in nurse practitioner programs. Eleven percent of the
candidates qualified for the examination on the basis of work experierice

(informal training).
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Table 21,

Composition of Candidate Group

1975 Examination

Type of Training Number Percent
Physician's Assistant 1028 73
Medex 151 11
Nurse Practitioner 80 5
Informally Trained 152 11
Total 1411 100

For scoring purposes, four subsections of the examination were identified:
MCQ: represents the multiple-choice question portion of the examination.
PMP (D/G): represents those sections of the patient management problems
that involved the selection of historical questions and physical examination
procedures.
PMP (M/T): represents those sections of the patient mangement problems that
involved the selection of laboratory studies and management decisions.
PAS: represents the physical examination skill assessment portion of the
examination. (All examination components - heart, lungs, eyes, abdomen
and neurologic - were weighted equally).
As shown in Table 22, the reliability of the total examination was .92,
which places it within the range of reliabilitigs for other National Board
examinations. The mean difficulty level for the multiple-choice (MCQ) section

of the examination equaled .58 which indicates a slightly more difficult set
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of questions compared to other National Board examinations. This statistic
indicates that the average candidate from a formal training program answered
about 58 percent of the multiple-choice questions correctly. The mean
difficulty level cof the patient management problems (PMP) was .79 for the
Management Therapy section and .77 for the Data-Gathering section. These
“difficuity levels correspond to those found on other PMP examinations. On the
Performance Assessment (PAS) portion of the ekamination, the average candidate
from a forwmal training program obtained 75 percent of the total possible points.
This represents an improvement in performance over that observed on last year's
examination where the average candidate obtained 67 percent of the total

possible points.

Table 22

Examination Statistics

1975 Examination

Statistic
Composite Reliability .92
Mean Difficulty
MCQ . .58
PMP (D/G) 77
PMP (M/T) .79
PAS .75
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The statistical analysis of the 1975 examination indicated that the
composite reliability and difficulty levels were comparable to those observed
on the 1974 examination. The improved performance on the physical examination
assessment as noted above was probably due to better candidate preparation
for this portion of the Certifying Examination.

Table 23 summarizes the examination statistics that have been obtained during
the past three years. The statistics were calculated on the reference group which,
for the past two years, has been defined as candidates who are graduates of formal
training programs and are taking the examination for the first time. The column
labeled "average P'" refers to the difficulty level of the examination and describes
the proportion of items answered correctly by an average candidate. Reliability
estimates have been calculated using the Kuder-Richardson 20 formula which is

an estimate of internal consistency.
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Table 23

1975 - Phya}ician's Assistant Examination
i
Performance of the Eramination

(Reference Group)

. . 1. Item Analysiis Data

A [fotal Test]

Number Composgite
Year of Items Reliability
1973 606 .89
1974 1266 .93
1975 1215 .92
B. gy
Number
Year of Items Average P Reliability
1373 147 .64 .83
1974 216 57 .89
1975 210 .58 .87
C. [PMP (Mgut./Therapy)l
t . Number
Year of Items Average P Reltability
18713 37 .82 .54
. 1924 284 .78 16
, 1975 289 .19 .69
‘ D. PMP (Data/Cath.)]
Number
Year of Items Average P Reliabilicy
.. 1973 422 .79 .80
1974 554 .15 .89
: 1975 489 17 .88
E. @ (Performance Assessment)
Number
Year of Items Average P Reliabilicy
1974 212 .67 91
1975 227 o175 .95
o 120




Table 24 summarizes the intercorrelations among the various components of
the 1975 Certifying Examination. These relationships are consistent with
those observed on the two prior examinations, and suggest that each of the
examination components is assessing aspects of competence that are different

from those.assessed by other components of the examination.

Table 24

Intercorrelation matrix of subscores

1975 Examination***®

(Performance
PMP (Mgmt./Therapy) PMP (Data/Gath.) PAS Assessment)

MCQ .57 (.73) .37 (.42) .27 (.29)
PMP (Mgmt./Therapy) .32 (.41) W17 (.21)
PMP (Data/Gath.) .18 (.19)

*k*Correlat ions in parentheses have been corrected for unreliability.

Table 25 summarizes the performance by candidate group on the 1974 and 1975
Certifying Examinations. The composite score is8 derived by assigning equal
weights to all components of the examination. Thus, each component contributes
25 to the total test score. It will be noted that candidates taking the
examination for the first time score consistently and significantly higher
than candidates who are repeating the examination. The informally trained
candidates score consistently lower than candidates who are graduates of
formal educational programs, and their performance on the 1975 examination
declined from their level of performance in 1974. As might bz expected, the

failure rates for informelly trained candidates and those who arc repeating
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the examination are considerably higher than failure rates for other groups
of candidates. The nurse practitioners who registered for this examination
continued to perform well, although they are too few in number to permit any

generalization to the performance of nurse practitioners as a whole.
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A. Performance on Total Test!
Reference First Informally _  Total
Grou Takers Repeaters Trained Madex P.A. Nurses Grou
X  s.D. S.D. - X s.b. §.D. X s.b. X s.b. X s.b. X S.D.
1974 500 70 491 75 442 54 426 83 460 3 303 68 499 96 490 75
1975 500 70 489 718 38s 1/ 387 87 476 86 493 72 521 % 481 83
B. Performance on M(Q
Reference First Informally Total
Grou Takers Repeaters _Trained Madex P.A. Nurses Grou
X s.D. X s.. X s.D. X s.D. s.D. Y s.p. ¥ s.. X s.D.
1974 500 100 490 105 390 18 414 110 419 97 510 95 488 116 487 105
1975 SC0 100 488 107 34 98 315 110 430 112 496 103 s28 96 478 113
€. Performance on PMP - Mgmt./Trt.
Reference Firat Informally Total
Grou Takers Repeaters Trained Medex P.A, Nurses Group
X s.p. X s.b. X s.D. ‘X s.D. X s.D. Y s.h X s.D. 4. S.D.
1974 500 101 4%6 103 448 89 461 114 476 118 501 96 530 98 494 103
1975 500 100 492 104 372 139 408 114 464 135 494 103 528 89 483 112
D. Performance on PMP - D/G
Reference First Informally Total
Group Takers Repeatera Trained Medex P.A Nurses Grou
¥ s.D. £ s.0, X S.D. X s.D. X s.p. v Y. S.D. X s.o.
1974 . 500 100 494 103 467 719 450 112 485 102 499 100 502 105 493 102
1975 500 100 492 105 423 97 409 112 497 100 494 101 517 107 486 106
E. Performance on PAS Composite
Reference First Informally Med b . Total
Group Takers Repeaters Trained ex P.A. urses Gro
X s.D. X s.D. X s.D. X S.D. X s.D. X s.b. X $.D. __x §.D,
100 472 131 485 112
19742 s00 100 486 112 464 100 37 126 460 10? 504
19753 s00 100 487 111 398 137 358 142 512 104 492 102 S14 104 480 116

Performance ou Fhysician's Assistant Certifying Examination

«

—gs_

1The composite score for the total test = E (PMP - MGMT./Ther.) + 1 (PMP - Data/Gath.) + 1 (MCQ) + 1 (PAg /4
The PAS Composite for 1974 was weighted alCording to the length of each individual section.

1n 1975, each section of the PAS was standardized before the composite was computed. The PAS Composite was
then restandardized to have a mean of 500 and a standard deviation of 100 after the 5 sections were added together.




The graduates of Medex programs performed as well as P.A. program graduates
ot the data gathering sections of patient management problems. 1In 1974, they
scored significantly lower on the physical examination assessment component,
but their performance was significantly better in 1975. In relation to the
PM¥P management /treatment and multiple-choice question sections of the examination,
the Medex graduates scored significantly lower than the graduates of P.A. programs.
Similar score comparisons were also observed in 1974,

The examination standard set in 1974 and again in 1975 equaled a composite
score of 420. At this composite score, the overall failure rate equaled twenty
percent. However, as might be expected from the differences in examination
performance, the failure rates varied across the several candidate groups.

For example, in 1975, the failure rate for informally tizined candidates

equaled 60.5%, while the failure rate for Medex program graduates equaled 23.8X%

and for P.A. program graduates, 14.27. The failure rate {for the nurse practitiorer
group equaled 7.5X.

Beginning with the 1976 Certifying Examination, a certain proportion of
the test will be drawn {rom the pool of previously used test items. Moreover,
the number of test committees will be reduced from &4 to 2, cne with
responsibility for the patient management problems and the other with
responsibility for the multiple--choice questions. Both committees will continuve
to be inter—disciplinary, including physicians, nurses, and physiclan's assistants.
It is anticipated that these measures will not only streamline devolopment of

the examination itself, but enhance its cost effectiveness.



-87-

At the present time, the pool of multiple-choice questions totals 572 test

items. They are distributed across clinical disciples in the following numbers:

~Medicine

Pediatrics

Surgery
Obstetrics~Gynecology

Behavioral sciences

Items
248
121

88
36

79

In addition to the multiple-choice questions, the pool contains 38 patient

management problems distributed across the clinical disciplines as follows:

Medicine

Pediatrics

Surgery
Obstetrics-Gynecology

Behavioral sciences

Patient Management Problems

14

15

126
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APPENDIX A
-89-~
CASE D

Mrs. Arlene Burns is 34 years old. She is a new patient and has brought with her a
summary of her medical history which was provided by he r physician in another state.
Her history is unremarkable except for the presence of recurring migraine headaches
during the past 18 years.

In response to your inquiry concerning why she is coming to the office today, Mrs. Burns
responds, "My migraines have been acting up lately and I'd like to get my prescriptions
renewed. You'll find everything in my record. I've been taking Valium, codeine, and
Cafergot."

TURN IMMEDIATELY TO PAGE 4.
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i

SELECT ONLY ONE.

205. What's happening in your life that's
stressing you?

206. I'd be glad to renew your
prescriptions, but first let's
go over how often you need
to take them.

207. Your migraines are acting up?

208. I'd like to check you first before
renewing your prescriptions.

O

~ERIC

Aruitoxt provided by Eic:
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205.

208.

207.

208.

Nothing in varticular. As a matter
of fact, we have just moved into a
aew house. The community i3 much
better than the one we had been living
in bafore moving 1500 miles {5 here.
M husband's Job couldn’™ ba better
in terma of monegy and poadition. ..
that's why we came here in e flirse
saie. (TURWIMMEDIATELY TO
PAGE )

Sray, what do you waul {u Ruow ¢
CTURN IMMEDIATELY TO 2AGE N

Yeg, for the {13! {ew monthg or 30
it Jevng Like they have bewen getting
dore freauneat than uszual, (TURN
CAMEGIATELY TO DAGH 9)

UNng L) aseesdnry

Welll ohay, if vou
VTRLY TO PAGE B¢

rUMIN PMMEDL

s

o

RN
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SELECT ONLY ONE.
209. Have you had any dizziness or any 209. No imat the aame old yzius. They
symptoms other than your migraines ? ;USL are occurring more clun, aat's
ally (TURN IMMEDIATELY TO
CAGE N
210. Do your current headaches feel any 210. o, jnat the game oid paina, Thev
different than your usual migraines? jzat e accurring more often. that's
Vo (TURN IMMEDTATILY TD
DAL, )
211. How often have you needed to take 211, Lalely, it deems like [ ain taking he
your medication? Yalinm almoat daily. . .adout 4 112z »
day tor the lagt few months. The othe
medicineg, only when | need them,
whreh recant!y hiad oeen for two neadaches
aweez. Cenerally, [atick 0 aut taxing
seer 1o Cafurunt milla 4 week. The last
W weekS [ ve gone over 2 little ve
ceen out of the codeine for about s
weokd, bul T don't tuke it except marely
becaude | ot 41CK 10 my $omaca.
'TURN IMMEDIATELY TC DACE 10}
212. Could you explain what you mean 212. Vo3, lor the laat fow montha or Ao it
when you say your migraines are 22ema like they have bean getting
acting up? siedn JCequent inan uenal. {TURY

SINEDLVIE LY TO 2A0T 0

130
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SELECT ONLY ONE.

213. How often have you needed to take

your medicine ?

What's happened in your life that's
stressing you?

214,

215, What i3 the usual pattern for your
headaches and how has it been

different lately?

Are you taking your medicine
correctly?

218.

ERIC |

Aruitoxt provided by Eic:
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213.

214.

215.

2186.

a aay for the lns

it seems like I am taking the
..about 4 times
t few monthg. The
sther =iodicines, only when I ne d the
which rrcentlv has teen lor oy Liend-
aches a week. Jeneraily, 1stch ic
ot t:;.'-cix.,, wiot WU Catergot vitis &
Teak. he lsst few weeks e yone

Y VYRR P,

Lately,
Lacct Aaily,

sgeroa z:*“n. e beon cut of the

~odeine 1or ahcul fwo weeks cey T
don't tlie it excent rarely cectuse
[ get slek to my stomach  (TURN

IMMEDIATELY TC VAGE 10

Teunreg iy verticular. As .owniler o1
1act, we hav iust moved wito & wow
Saobets  THC cemmunity io much teter
Van Ui bae we ad Been sivang i refor
husband’s o cculan ¢
“p hetter N rErMS w nouey wld o8 dion
.that's \vhv wﬁ eame here in the first
n{“lthT L‘A’ *O

H . N,
wntiva hary., A

S \-.ut\
.“\(l}': '('\.

EEREELE T adnahe
R T
L N PSRN . e e e
LY O T Rt o2
;
. .es I L C e
D I N b i e Ny
. 0 “ VA e e . -
A S ST O I I 4
s
I NP v
¢ [ SR L ¢ =y e
o e
. e
CoT iy red e the maewn . TV
N ey
i VLT L .')
f
- \ A [ e ve
: [RRER : H
st fenme thonayy  alalic] PRS-
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SELECT ONLY ONE.

217. Do you feel you are slipping up 217. ¢ Inogll lnow by now how o take my
occasionally and, perhaps, going meacicationd. God Xnows i'v: .-on
over the required dose? .+ting e for alinost 20 vears!

(TUTH DMMEDIATELY TO PAGE 12)°

218. Ko, not really. [t'z just that i

218. Are you taking one medication more
heavily than the others ? 238ing tie headacited mwle Jreguently.
{TURN IMMEDIATELY TO PAGE 1)

219. Do you find you need to increase 219. o, mot really. [H'3 Juar thes I'm
your dose in order to get the same Foming e headaches more
cendenlay. {TURN IMMEDIATE LY

eftect?
R SR I

220. How long have you needed to take 220.  _.qely, it seears ol onaaking
Ualiam alawdt dasly ... 2000 e umes

your medication? ;
v .ag o e tast few omonths. The
ner medicmeds e

Ay
VY oVhien [ oazed
Sam thich rosentle png ne-en fn-

i@ Waies 4 ¥eX. Geusreaily
b
: RUL S SIS i4

el o anTeim
: Thhoow D TN Y

SUA a week Lo ladtae s Yendo T v

e esve s oonttie. Uve Duell gl o
iy a2 hr abont Uy weels, T

N IO
WAL Sdae WL N0 e
LRI S omsen R
SAMe O TE LY oy AR :‘\)'
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SELECT ONLY ONE.

221. Have you and your husband had
satisfactory relationships lately?

222. Well, it certainly doesn't sound like
stress from what you describe, 8o it
probably would be a good idea to go
into more careful detail on your
headaches. What is the usual
pattern for your headaches and how
has it differed recently?

223. 1t sounds like there've been a lot
of changes in your life. That
could certainly be unsettling.

224. Sounds like it could be a carry over
from the work of moving. What do
you think ?

ERIC '

Aruitoxt provided by Eic:

221, AL T Came ) here 108 wiss W Lty
~rancTinnwns 1enewed for a conditwon
Uwve had {cr 20 vears ana vou Keep
Qaagering me with quesucns. oyl o
you st check my recorus ant svaew
2y medicine? (TUKN IMMEDIATYLY

TC FAGE 1)t

222. Hormady, [ might have n heartaglie
zwvery 3 months or so, but fcr wne last
a1 ~anthe, #t'o been tnereasing to
“ve yveint that 02 averaging one aime

cr owees., Cuerwige, the hehudCniea
:cel the sume. {(TUBN IMMEDIATELY

e s 4 ey Y
'

dvs WL La

223, T.onteertaimnivav - coseicilite
secause lately ['ve Leel quie
araet wath evaryone. (LN

DINMERIATELY TC PAGE 1) -

224.  iaat certainly 8 a2 pospioility
eaune itely I've been quite
sout witl wvervene. | TURN

G eaGe e

TNMEDIATE LY 76
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SELECT ONLY ONE.

325. Even though your headaches may
feel the same to you, I think it
would be a good idea to have a
neurologist check you to make
sure that it's nothing more serious.
How does that scund to you?

228. What is the usual pattern for your
headaches and how has it been
different recently ?

227. Could you describe a iypical headache?

228. Can we go over what in your life
may be distressing you?

O

Aruitoxt provided by Eic:

225.

228.

221.

226.

134

Well, il <hat's what yvou thing is beat,
get it up ad quickly aa poasible, g0

2 oan 2ot iy medicine renewed.
{Thi3 iy the end of the cr3e. TURN
QUIEDIATELY 7O PAGE 31) ¢

v

wrardy, [ might dava a peaqictie
wveery 3 monithe or 89, but for
RIS Lonthd it'g buan inarnnaing
> e point that it averading coe
Therwide, the
headachoa {eal the same. {TURN
IMMEDIATELY TO 2A6E 4

Flonae Saaie sneenle

Al T cama in hare {or was to get my
nreaceiptiona raneswed for r enndition
Vve had for 22 weary and you Kecp
badgeting me with guudtions. Couldn’t
JOU Judl cheek my r2c0rds and rinew
my medicing? {TURN IMMEDATELY
TO Paue 1

Pothung 1 particular. As 2 matter
of fact, wa have u3t moved into a
~»w house. The community 18 much
setier than the ong we had been living
Sy Bushamt's
ieL couldn’t be detter wn terms Ui
coney pad padition. o ant & wiy we
chme fwae a1 Che {ira place, TTURN
UnMADIATELY TO PAGE N

N . -
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SELECT ONLY ONE.
229. Sounds like something in your life 229. Nothing i perticular. Ag a matter

(¥
may be bothering you. of fact, we have just-moved into a
new hcuse. The comnwunity is much
hetter than the one we had been tiving
= before moeving here. My huctbrnd's
ioh ¢ceounidn’t Le better 1n tarme ~f

money and posttion L that's vmhy e B
come nere w Gie first piace. (TURN
IMMEDRIATELY TO PAGE &)

230. Taking that much Vallum sounds like 230. ...i: camen kere fer wag to gt oy :
you may be getting yourself into other wrescnintions renewed 10r A cuiuatiun :
problems. U've hac for 3¢ years and you wewp i

Sapemnng e with questions. Coudn't P
U just Check 1y recorad and sonew ¥
Tay mcdicine? UTURN INAnDIATORIY 7
v rALD O i

.

i
231. Certainly does sound like your 231. ™ormally, 1 miche have a headache
migraines are acting up! What is cverv 3 menths or 3u, LLtior v e
the usual pattern for your headaches U D MCRNE 103 Leen NCreasy
and how has it differed recently? T the meiptahat it's averaming one
me yor cveel Ctherwise, e P
Leadaches feal the same. (TURN
PMPRIATVLY TC PAGE 11) o

232. Why are you taking 80 much Valium? 232. Y eamie or here dor v (o TRt wy
.erertions renewec for g candilion
e opad for 20 vears and vou keet
arenine ma Wil QUCSUCNS.  Lowin b

Tey g nomy orecerio snd e w

vt gon 4. - .
RN UMU LA e L

ERIC
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234.

235.

236.

~-97-

SBELECT ONLY ONE.

What makes them better or worse?

I'd like to give you a physical
examination to rule out serious

causes for your headaches. I nothing
turns up, I think we might want to start
thinking about having you talk with

Dr. Gray, our paychiatrist, to see {{
he might be abie to help. Does that
sound like a reasonable plan?

That's quite an increase in your
symptoms. What do you think is
making them more frequent?

.

1'll do the physical examination now.
If we don't find anything, we'll renew
your prescriptions. The physical wil’
tell us if anything more serious migh
be going on.

136

233.

234.

235.

236.

know.

TaOre st oten,

Contt

SO TARA L Pl

LA N WIC v camssns cve
I hase no other
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HEIN ]
somtoms [ am are 2f et
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to take your medicine.

238. You're angry with me for what I've
said?

239. I'm just checking. After all you
and I are both human and can make
errors.

240. You seem upset. Do you feel more
on edge lately?

137

ERIC

Aruitoxt provided by Eic:
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SELECT ONLY ONE

237. I'm sorry if I upset you. What I would
like to determine is how often you need

231.

238.

239,

240,

Lateiv, it seems ke o o ol e
Vaiium ae..wst dally. .. about 4 Symen
a dav for e Inst few ionthy. The
Nher Mewic iem  waly Wl § noad
diem, Wi . sesiiily 38 PRED Ll
twe heauncuun o waek, oo 00T

. tlick ¢ ro tu vt Uy o :c‘.:\}!"‘:‘:’.
sl s w-2 TR o e L o
TONE CVEL a tenvltes 4 2% e vt OF the
codeme for Loo o S weeks, but ]
cen't tand 1
rot el 4o~ . e
IMMEL o6 70T T RAGE Iy

! pueng [ am a Mttle. neeemas e
've been more on edge lately with
sveryore. (TURN IWMMEDIATELY

FCTAGE 1T

ST eame in here for was to et my
suuseriptions renewed for a cendition
1've had for U0 vears und vou sevp
Jdpering me with guestions. Ceouldn'™
cne jeat check my records and renew
ny medicine? (TURN IMMEDIATDLY

TC PAGE 1B}

A1V T enme in RGTE 10T YRS L0 T Ty
Jresenptiond retewed for oo cordition
e hae fos 20 venrra anc you anuep
cacpering me with questinng. Tculen
TN JUBL CHECK MY 1eCLidl ans Toae

eYnvLy o smvy

-y meceine 7 CTURN IMMEDIATE LY

L o Pagyn 8.
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SELECT ONLY ONE.

241. You seem upset with me for asking 241, uese Tonialittle. U scems like
that question. Jwre keen more on edge lately watn

wweryene., (TURN IMMEDIATELY TC

mAGE 1T

242. What's happening in your life that's 242, Nething mopartcular. Ab o matter of
stressing you? sl we have st moved o a new
aocuee.  Toe community i muech better
than the one wu had Leenp iving in before
wmovinis here. Mv husbanc's joo ceculdn't
v oeter in terms of money and pesition
.. that’a why we came here in the {irst
MNace. (TURN MMMzEDIACR LY TC

AN
‘

243. What is the usual pattern for your 243,  G:.aily, T omight have s headache

headaches and how has it been svery 2 omontuo roae, Tut e the lost
different recently? Y pronthA WP been meresming to the

LDttt averagtng e s 127
weelk, Ctherwize, e benaal @ feel
e same. (TURN IMMEDWITLY TC

B N
ERGIONRE S s

244. Do you think ycu're taking your 244. Ishould know by now how o tide my
medicine correctly ? medications. God knows I've been
wking them fer almoat 20 veare!
TTUTRN N EDIATRLY TR DACE 1)

118
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Valium may not be quite what you
need. I'd like to give you something
to help lift your mood too. Why don't
I talk it over with the doctor, get

you the prescriptions, and see you
again when these headaches get better.

245.

246. Why don't we see if we can find
out why you may be 8o sensitive
lately ?

Moving certainly is a stressful period
in one's life. Let me renew your
medications and if you continue to
have problems, please let me know.

247.

248. With everyone ?

139

~-100- )
SELECT ONLY ONE.
245.

‘That's fine. Perhaps I can tatk

hetter when [ get these headaches
under control. {This ig the end uf
the rage. TURN INMEDIATDLY
T PAGE st

ST came ta here for wag 1y ga2t my
sreserdtuions renewed Jor 3 conawtioa
I've nad {or 27 vaars and you keep
“adsaring nie with questions. Coulil
soo ust check my recourds sal ranew

omedicmne Y CTURN INMEDL

246,

S

LY

TOAGE L8)
247. That'z SHne Damnong boan talln hatter

whent Torel tieS2 Lauaeasd Gl T Cuiiue.
e I S P ca vy
g o ne el cage. v atan
aren Seeame tmm ey (pren Y
NP RIRNG VRN I DN S SIS I Jl)'

248. ez d

LIZU S QY, omi! tueds (U4
TOoLY Gt ag audnaadast oo
TooLabl 10l o awav ater cwe are
NEEEET I LY M LU Ly e LIV
Coam Al Ty Ay naan aceab 3 ~nntn
vma e uaoand, Tack o anfoemed La
A - Yoy _.u.‘
(I7 T Y 08T Y.



-101-
SELECT ONLY ONE.

249. 1 apologize for angering you. I .+ 249, "~em mal Terbans fean foll betier
really do feel it would be safer if St et these headaches under
I went over your symptoms first (uht"\)l {‘This 18 the end of the case.
in case anything new may have TURN IMMEDIATELY TC PAGE 1)+
occurred. We can do this next
week, if you like, after I renew
your medications and things may
have calmed down a bit.

250. ['m afraid I couldn't do that until 250, Normaily, I might have a heaaache
we have gone over your case. It ‘v v monthis or 80, but for the tast
could very well be something new Torenthe (U8 been lnCredsing wwoui
and harmful to you. What has the . cint that i's averaging one Ut s po.
pattern of your headaches been? srank, Cilherwige, e heodaches feel

the gome. (TURN IMMEDIATELY T°C
RATOIOIR DI

251. I'm afraid I didn't realize how 251. Tuat's fine. Ferhaps 1 can talk
uncomfortable you currently are, Setterowhen I gni AR AEACACALS
Let me renew your medications aneer centrad. (TRIS s e ina o
and if you continue to have ... 'ems, peocnpe TN INMEDRIATELY TC
let me know. TAGT L.

252. 1apologize for angering you. I 252. Nermatly, §ommght have o nencoche
really do feel it wouid be gafer if ovary T mwepthes or o, Tut for the last
I went over your symptoms first in Lounbns U3 Leea incieasing to the
case anything new may have occurred. vl baat VS ATori T el e e Ter
What is the usual pattern for your v Slherwoeg L1 nuauaenes el
headaches and how has it differed e rame  UTURN MM LmE Ty e
recently ? B ORE R

140
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SELECT ONLY ONE.
253. You've used up the codeine {irst. 253, 'm :ired of having to 7o over
Would you like to talk about that? pverything nlu3d your doubts (oo,

I‘m not and nave no desire to be
addiet. I've been hurting

lnel" 2nd upget with everyone.

(TUDN DMMEDIATELY TO PAGR

—
(S
*

254. It certainly does sound like your 254. 1've been mizeradls f:a*n thyae
migraines are acting up. Why do hedaches 'ml rf"ui\ sn wdime with

you feel you need more Valium? wvervone. (TURN INIVTODIATELY

T PAGE 20y

255. Frankly, I'm concerned about your 255. oy taredt of hav Lt o> aver
increased use of Valium and codeine. Svary g fud vone Jaubis f o
Can we talk about that? Oceorana have no degire to be
S stddie, 0w Daenoauring,
EHC ISR B
z

N 314
PURN INLIEDIATE LY TO PAGE 13

Wit everyone.

256. Frankly, your headaches concern 256. -1we. {rank ther are the aame a3
me and I would like to give you a e Al D want O e e ety
complete examination now to see if ALYV, LT e BRVE YO w0 Lliudeh
I can discover anything. If nothing S Tenderedtang, TR v et
turns up, we can renew your DU oo TURN TAINEDIATS LY
medications and have you call back S DAGS S

if you're not better in a few weeks.

141
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Aruitoxt provided by Eic:



SELECT ONLY ONE.

257. What's happening in your life that's

258.

259.

260.

ERIC .

Aruitoxt provided by Eic:

stressing you lately?

With everyone?

I'm sorry [ upset you too. What |
do need to determine is8 how often

you need to take your medicines.

I apologize for angering you. I

really do feel it would be safer

if I went over your symptoms in

case anything new may have occurred.
Perhaps for the time being I could
renew your medications and we can
talk next week when things have
calmed down a bit.

-103-

142

251.

258.

259.

260.

Viodiing o perlicular. As amalfer

¢f fact, we have just moved inle 2

new hcuge. Tie commnunity B nidos
tetter than the cne we nad been iiving
a1 tefore moving here. My husband's
aowLsutent we better i erms of nicney
angé poswaci. .. that's why we ceme

tLere in the firet place, /TN
WMEDIATELY TO bAGE Ot

WDerenng Wal way, cull Luess e
toagtle with mv hasband and ride.
robably it witl go away atter we
are eomptately satlu & rroin the
meve. Aler 2L, ' only teen
shout & monthe sinee my hucband,
oo cdonned ug that we were
meving. CTURN IMMEDLAVTELY

TONNGE LAY

sndv, dpeeme tive [ am teking
Wie Volum wiment daliy. . . about
T amer z dry e lbe st fone months,
Tha wlier medicines, iy vhen I oreed
caemy o ovnich vecently dua Leen {or two
memabo P Wees tenernlLy, |

(o5 net taking ever 10 Crdfereet cilld o

e At
(SRR W

week. The a2t {ew weoh2 {"ve gone
cver 3 Lttle. I've bgen cut ot the

veceinge tor about two weenp, but |
LUl tane 1o edlept rarely becsuge |
v Sl to my stomace. CTURN
IVMEDIATELY TC PAGE 10

UHAL B NINnE.  perhiang § cii twdd Cetler
wihety oot D e ol e

31 Ches in the wnd o the cage.
TURN DMMERIATELY TO LAGE 21~

sot
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Aruitoxt provided by Eic:

261.

282,

263.

264.

-104-

SELECT ONLY ONE.

How did you feel about it when
he informed you?

Moving is certainly most stressful
on the woman of the house. Valium
may not be quite what you need to
cope with what's going on. I'll
preacribe something that's a little
stronger. Check back with me in

a couple of weeks when things have
calmed down.

Informed you that you were moving?

Moving certainly ia a stressful
period in one's life. I'll renew
your medications and if you continue
to have problems, let me know.

143

261. Ha cama ' and vroudly aanounced L
fine promotion and salary raise of
IO nlua thie move. [t was pretty
dramatic at the time. [ uess [ was
pretty excuad for him. (TURN

IMMEDIATE LY TO PAGE 21)*

262. That's iine. Probubly it will all blow
evaer dter Umoeotatly avttted. (Thia
4 e end of e cnge. TURN
GAMEDLATELY TO PAGE 2

263. Ho came in and Hrowily annoencoa
ma nne premotion ond salary rage
AT000 pna e move. X una
Loy dearate at the e
SweRs Dwng opreety axeted tor am.

CUTN RINMSDIATELY TO DAGE 20

264. hvara Dine. Prooabiv o wael Al hlow
s aiter Vo ally soiads cTaa
TURN

ceen : b BRI
CUUTDATIOLY TODAGE gare

- P . . .
oot nu otk caae
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285.

266.

267.

268.

"105"' l

SELECT ONLY ONE.

I'd like to give you a physical
examination to rule out serious
causes for your headaches. I
nothing turns up, then I think we
might want to start thinking about
having you talk with Dr. Gray, our
psychiatrist, tc see if he might be
able to help. Does that sound like
a reasonable plan?

I could feel comfortable renewing
your Cafergot now, but I dan't
think I could give you Valium and
codeine.

Upset with everyone ?

I'm sorry you're angry.
often this upset?

Are you

285. (vaii, if that's what you think 18
heat, Set it up as quickly as

peodsibie go [ can get my medicine

~onewed  ('Chis i the end of the
Ca@a, TURN WIMEDIATELY 10
Cer ey

266. .. o't

W oawve .

Jeem ty he
Cwendae T sould
Suneoie 2rde adboul my problen T
T3 3 ‘.,‘m uwnd of the coe, THUAN
[LNMESIATELY TO 2AGE 20

COMIMUINICILNLS

'
ruee

2617.

YA VYL Jub T s oL s
Lwativ wath my ausband and L2
Yoovauiy b wili o awaey after we are
cpelvitaly Sentts Ui tha move.
after all, W3 only beun about
yomanths gance my haleand, il

24 US hat e seraom W,

"--x:'.(‘-\'u.\\”“-:‘ '.:) :,n:t: ‘-s.')‘
268. 1 ..o R N N
a3ty AERTURE 0 5SS I F A SRR
Cemeelly vl ooty acter e e
compl c:cn, ge:itlad from ) raove
After Al '3 only Haen ~Houe
Fonannth2 2unce nvoagsoand, Jann
wormned na et e awery oo
TER LINTOIA LY "’") CALHD .

144



-106- |

SELECT ONLY ONE.

269. With everyone?

O

2170.

211,

272.

ERIC

Aruitoxt provided by Eic:

Valium may not be quite what you
need. I'd like to give you something
to help lift your mood too. Why don't
I talk {t over with the doctor, get you
the preacriptions, and see you again
when we get these headaches under
control.

I'm concerned about your increased
use of Valium and codeine. Can
we talk about that?

I'd like to give you a physical
examiunation to rule out serious
causes for your headaches. If
nothing turns up, we might want

to start thinking about having you
talk with Dr. Gray, our psychiatrist,
to see if he might be able to help.
Does that sound like a reasonable
plan?

145

269.

2170.

271.

272.

' peerg that way, but I guess it's
niesily with wy husband and kids.
Prebably it will o away aiter we
cre vomnletslv Rettled from the
move After i, e enly keen
cnertt T oenine silee my husbang,
ek, o fepeee e that we were
S T IMMERIATELY

qo T ey
PO reow vt

Thenka. 1 zgpreciaate your hetlp.
(This w» the ena of the ense.
TURN IMMEDIATELY TC PAGE 31)*

motred ¢ Ravin T U g0 GVer
everything pow your coubtd teo.
"m net ond have no degise toc be an
adicl. T've Leen hurling lately
“nd msat wilh everyene. (TURN
MMFLDIATULY TC PAGE Is)*

NP ette renit veu o hine fa kot
s i ay cuickiv ag peanibie so
oI uY mecine fenewed i me
e nsel TN

CAMEUAIATE LY 757wl

[ ne e Nd

e v apeen,
. e
.«,‘f



-107-
SELECT ONLY ONE.

273. ...and then all the work of moving. 273, That's fina. Drobably it will all
I think I understand what you must Ylow over ndter ['m wowlly denild.

be going through, 8o let me renew {Thes 13 the wnd of e cnge.
TUSBN IMMEDINTELTY TO PAGE 31+

your medications.

274. Well, it certainly does sound 274. Oh, yes. tle'3 vary haoov i hix

exciting. Has it continued to Wor{ And W our new noude which

be that good for both of you? i3 muen Digger Lan the oid cne.
(UURN GAMESIATELY TO 2ade 220

275. For him? 275, Momoanow, WD oreRlly weivd, o U
Caevd D jRl MOTre depreddvd aad aauery,
~nZ laon't know wiw.  AG  sara, e
PRS w28l Ted o0 and v hara 0 naw,
Dlrer Novde. CUURN IMMELIALOLY

T BAGE 2230

278. What about for you? 278. Youa naaw, iU rarlly weird, Bt Cea

AUV Trol (oTU Gl

ST U RSN L oW YL S L s,
N3 A Lrentt e Ly

N S DRI AR S 1 I
R RS W oo

146
ERIC |
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Ve
+
s

53
R24



271.

278.

279.

280.

!

- a
1

-108- |
SELECT ONLY ONE.

That anger certainly could be 271.
causing the headaches. Why don't

I see if we can come up with

something better than Valium

to help you get control of things?

First, I'd like to do a physical

examination to make sure

everything is okay.

Some people have more trouble 2178.
accepting happiness than pain in

their lives. Perhaps this is

occurring with you. K I {ind

niothing wrong on physical

examination, then why don't

we think about having you work

on this with Dr. Gray, our

psychiatrist?

Valium may not be quite what you 279.
nesd. I'd like to give you something

to help lift your mood too. Why

don't I talk it over with the doctor,

get you the prescriptions, and ace

you again when we get these headaches

under control?

You feel angry and depressed over 280.

the move and don't know why?

Jheupiht ef moning away trom aere

Y B STy
4 i
\“,‘f.‘ \\:

That sounds {ine. [ certainly neea
sumething, (This is the end of the
case. (TURN IMMEDIATLLY TC
PAGE $1)*

Viell,  f diat's what veu think (s best. .
Sat it up an quickly @2 poseinle Bo i g
runoget iy medieing rvoaewe s {Thir
W& the end of the case. TURN
LIMELDIATELY TC PAGE 31

That's fine. ‘"crbann 1 eop talk
Celier wien 1 yes 3 :
ol contred YR

TUTN IMMEDIATELY

Y ‘:\U.‘!; Nyt

uf ihe caga,

Veao  1anouid be hanoy oeiting out
ooy hometown wineh 8 some
UL MUES 1w deae. D7 Pvavs

Yool ey

i
PR P s vew o e

e hate, sihus

M - - . 4, s v
NAVHILET MGTe MY et Lad L S Rt Ue
Tet temelon atjust een’t ighe

) , I T v e
CLUNN L TETINTL Ly c8 P
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281.

282.

283.

284.

-109- |
i

SELECT ONLY ONE.

Some people have more trouble
accepting happiness than pain in

their lives. Perhaps this is
occurring with you. I I find

nothing wrong on your physical
examination, then why don't we

think about having you work on

this with Dr. Gray, our psychiatrist?

And in spite of all this good fortune,
you're having headaches. I guess
that makes me even more interested
in having you see Dr. Brown, our
neurologist, to make sure that some-
thing more gderious is not going on.

What about ,ou?

Well, 1t sounds like it was a busy
time, but now things should be
settling down. So why don't 1 renew
your medications after I check you
and have you phone if there's any
further problem ?

148

281.

282.

283.

284.

rmuess "1 bave (0 Lank asies b,
Tt lot'g see winal you LD
~hvsical first. (This {8 the enc of
Toeome TUMMIINDUEDLATELY

O DACE 31y

blom b

Well, Jthzits hat you dhink 18 best
cet ftup as quickly ag prasible go
cnan Teb My Mmadiciie rencwed,
i3 e erd of the case. TURN

LSONMTTIATT TN A8 PAGE s,

TThip
v N

Ven beswo abe reativ o werrg, olt 've
T ere 100 JeoTessea Lnl

TITITL L WL b rret wewy ~3 1

T s TRV oo e
. . . v vy
SAVe 9 new, Nuger Noude. L Uiy
U R g

DU RIS B R Y R T -
nat e npe. oreesbiy Ui gL

“
over aner 1o tntaliv a0 oo (Thas
o toe end my o the care



28%.

286.

287.

288.

ERIC

Aruitoxt provided by Eic:

-110-

SELECT ONLY ONE.

Maybe you just miss familiar
places and activities.

Wasan't right?

Maybe you feel that way because
you weren't involved in the decision
to move.

What seemed to be wrong?

149

285,

2886.

281,

288.

w2ll. . 1 wad completing my
diggartation in microdiology

whan th1s move came up and

now { found out [ can't completa

il down here becaude the univerdity
A et effor hat degree. (TURN
TUURIVMATE LY TO DPACE 25

4 e e

waotl. .. [ wad completing my
Adingertation in microbloloxy

ahon this move caine up aud

ow 1 found out [ ean’t complale

1 down here bacaugs the universty
~anun’t offer that daerow. (TURN
DAMBDIATELY TO PAGE 29

Vell... 1 was complelna my
Qigaertation in microbiolocy

when this move came up and

~~w 1 found out ] can't complete

t dewn here becaude the univeraily
<sa3n't offer that degree. (TURN
IMEDIATT LY TO PAGE 25)°

Jail L1 was completing my
nadeciating m merndiolory
when thid move came up and
wone Dlound ~et L ean’t comolete
Sodasen hara hweennue the universasy
aoantt oifer that Aogree (TURN

v L TN Rt e e
‘ e -

tve vass oA . et
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289.

290.

291.

292.

-111-

|
/

SELECT ONLY ONE.

How has that left you feeling?

Aren't your children still pretty
young and demanding most of
your time?

Couldn't you try something else?

You must be really angry at your
husband for making you move!

(V2

289. { tueas aisapoointed, hurt and anery.
(TURN IMMEDIATELY TO PAGE 25)

290. va thought qbmt eoluntesriny ~t
te ocnl oapital while my Xida are
inachoal. Mavde i3 wall hulo
ey mnd Aff things e nd ve me
i gl T Z2o. JTUON DMMZDIATILY

T PAGE 1) e

291, Trerqovent ahont velunteeriny at the
wuid ogonnt wmbe avy add are n
achoole Llavoe tha wall help take

S ved odf thirem oad e me
<vneething o ao, [TURN MMEDIATEL
O PAGE ID

1
\
N

292. ~Not only v audonng, Sut myaald

. e ey eta e s g ke e
e DT DMETHATCS LY TO PAGE ¢



-112-
SELECT ONLY ONE.

293. What have you done to get over
these feelings ?

294. That's probably accounting for your
headaches. Have you thought about
ways to cope with your feelings?

295. Angry at your husband?

2968. Angry at whom ?

151

O

ERIC

Aruitoxt provided by Eic: '

293. I've thought about volunteering ot
the local hospital while my kidg are
in school. alayhe this will help take
mv mind off 'hings and give me some-
2z tedo. TTURN IMMEDIATELY
TC DACE 0™

L.

294. . ve iicuent ool voianteerie ai the
weal hoswital whie my Kids are in
school. nlavbe thig will help take
v atind off things ond sive me pome-

nmto do. CTTNIN IMMEDIATZELY

(R SO

205, Morooniy ey hwweeband, Lot myscit.

LU AN DNMELATELY PO Paag ooV

206, ot orovont.onostane, but mvsedd.
TURN VATTDIATELY TO YASh 70 -

f
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-113-
SELECT ONLY ONE.

297. That's a good idea. I'll finish - 297. Thanks. [ appreciale your help.
your examination now and renew {This 15 the end of the case. TURN
your medications. TYMEDIATELY TO PAGE 31)+

298. I think you should discuss your 298. Thanks. §apprecialu your hoo
feelings with your husband. I'll s s e ond of the case TURN
renew your prescriptions, and MMEDRIATELY TO TACE 31}
we'll make an appointment for
next week to talk further.

299. Sounds like you're getting things 299. Taanai. .noreciate vour hetl.
under controi. I'll finish up with Tt e epa of the ense. TULN
the physical and then we'll get your DUNLAA TR LY PO PASS S
medications renewed.

300. Perhaps it would be a good idea for 300. . APRS. DIDPTRLEIS Four dulp.
you and your husband to come n and (TN e el or the case. TURIN

CINRTTINY Mt Tt sy PRI
SRS s Y R A W RS £ R Y

we could discuss this further. In
the meantime ['ll renew your
prescriptions.
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Aruitoxt provided by Eic:

301. Augry at yourself? That must be 301.

an uncomfortable feeling.

302. I guess | could see why you're

angry at yourself. You could try
something else.

303. All that anger certainly can give
you headaches. What do you think
would make you feel less angry?

304. That doesn't sound so healthy for

you. Have you thought of any
solution?

-114-~

SELECT CNLY ONE.

Jed, 0. o bée [ shoutant e

w6 antfish, hut [ {eel like I'm

vitled o iave my carear oo,
Doaedd St realies how

droorcant 1o vag untd now.

TURL MMESIATELY TO »AGT T

302, v U man azoul voluniee g Lo
et acrovd while my 22 e
ienout. WIavbe thidg wall bely e iy
ceald S tingy and Jive ne Jomathiang
A deg TTURN IMMEDMA TR LY T

VAR 2.

303. weothouast casut e

wie eeal hogpatal vmite my ndy are

~ Py H TR I RV i ts R
~ achogl, Mavbe thig will holp aby o

iat

SNt mInT AL

1 o!ohiacs and Dee e

SR St el Fia
W e ditt AMIAEDIANTZ LY 7D
2T
304. LD AUl vowunt oty ol

EDLAL CIRD MY o ud e
TR Travhy rhi wy e

NN
- . &l - ey eaay L s
AILTERAYE Thre N FORNEN SR 00 BEs 0410 SRS
R R R R Y O R Saner oty e
ey e

,“: . Fd
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E

205.

308.

-115-

SELECT ONL.Y ONE.
305.

Ferhaps when the children are
grown you can return to your career.

Perhaps you can try something else.

I can certainly see the bind. I'll
finish the physical and then renew
your medications to help you cope.

301.

Do you and your husband talk over

308.
majcr decisions like a move ?

154

O
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Aruitoxt provided by Eic:

v thouont about volunteering at

tne incal neseital while my ids are
iasciool. Mavbe Uits will help take

3086.

307. ... oon

10 saind Off thangs and give
wevetaic T o o {(TURN IMWEDRIATELY
fos e AGH 2T

S R ameagr S gt e oA
R A

e oanen ot owenile vy L
Tt s wll el us

RIS N
WOt Y

-
i foep e G — v
it L, oW CEURN IADVE CIATRIA

AL L,

nrrLciade your LeGe.

T S SR T A S

N U OISR P
308. cLoryaily. Altheuch T oenre o
Y ey TSty Ty AR SRR

.

At i Vi

N AU
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SELECT ONLY ONE.

309. We will have to be ending for now.
In the meantime I wonder if you,
might not try being mocre assertive
at home.

310. Perhaps if you and your husband
come in, we could work on this
together.

311. I'd like to talk with you more next
week. In the meantime you might think
about numerous alternatives, including
separation.

312. Why don't you talk this over with
your husband and let me know how
things work out by phone next week?

155
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Aruitoxt provided by Eic:

309. {hank3. | aupreciale your help.
(T3 i3 the c¢nd of the case. TURN

FIMEDIATZLY TO PAGE Si)»
310, ' e faTorecinte yoar hels

Toge e end ol the ¢ e TN

PENPRPN N Lo Tt
i.\h\IDDL‘\xF:‘.;j lo ﬁ(\\:'. V‘.; .

311. . Yt AT

.o » P N
Are vty el

e

St g g end of the eoge THITIN

N ey ey vy e
(AR S I AN DS

312, L as

AR BN P P . |
S Y C Y el o v
TR L Ot (RN Ve



-117- APPENDIX B
PUYSICIAN'S ASSISTANT IPS OBSERVATIONAL FORM

Questivning 1, Non-csse pertinent, open ended.

2. Case pertineat, open ended.

3. Non-case pertinent, closed (set of possible answers is predictable).
4

. Csse pertinent, closed (set of possible answers is preédictsble).

5. Csse pertinent®, insppropriste leading question.
8., Reflects patient comment or question as a prodbe.
7. Repetitious question.
8. Continuous questioning.

Resctiocs to 9, Inappropriately interrupts pstient/sbrupt shift i{n focus.

Patient 10. Encourages pstient to continue talking.
Behaviors 11. Uses technicsl terminology.

12. TFollows-up pertinent cues (nev inforwation).
13. Fails to follow-up pertinent cues (new information).

14. Clarifies own prior question/comment (e.g., “what I really mean is").
15. Repeats own question verbatim.
16. Appropriately -unnnrlzea7synthenlzo|.

17. Inappropristely lunnlr1ze|/|ynthenlzol.

18. Expresses understanding.
19. Responds with insppropriate sffect (e.g., disinterest, judgment, etc.).

Provision 20. Reassures patient appropriately.
of Support/ 21. Resssures patient inappropriately.
Informstion

22. OCives advice/instructions sppropriately.
23. Gives advice/instructions insppropriately.

24, Answers pstient's questions directly.
25. Answers patient's questions evssively.
26, Provides appropriste information,

27. Provides inappropriate informstion.
28. Expresses empathy.

SEQUENCE OF ACTIVITIES

1 11 111 1v \J vl VII| VIII 1X X X1 XI11 XIII | x1v
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Patient Protocol Form

The following categories are presented in order to assist you in developing
a patient protocol for the pilot studies in interpersonal skills. The information

you provide will need to be sufficiently detailed so that an actor or actress

can develop the appropriate characterization. Particular attention should be

given to data which are of special relevance to the evaluation of this patient
by the P.A.

These categories are meant to provide guidelines only. You may add other
categories or omit any outlined here as you think appropriate. In developing
a protocol for each patient, please organize the data under headings of some
kind. This will assist us in identifying any additional work that may be
needed on the protocol, and will als~ aid the actor in his assimulation of
the role.

I. PERSONAL INFORMATION
Name
A

e
B%fthdate
Birthplace

Marital Status

Number of Children (their ages and sex)
Religion

Occupation

Spouse's name, age, occupation

1I. CLINICAL SETTING
Initial patient visit or follow-up?

Purpose of interaction (primarily history taking?, counseling?, explaining?,)
Patient problems (those that precipitated the present need for health care)
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III.

Iv.

VI.

VII.

VIII.

IX.

PHYSICAL & FMOTIONAL HISTORY

Medical history
Drug history
Psycho-social history

CURRENT PHYSICAL & EMOTIONAL STATUS

PAST & CURRENT LIFE SITUATIONS
Childhcod family life & experience

Adult family life & experience

Current life situation and relationships

AFFECTIVE PROFILE

Appropriate P.A. behavior in response to patient's affective profile
acceptance, understanding, reassurance

Type of information that should be provided to patient

Type of Information that should be elicited from the patient
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A}

TONSILLOPHARYNGITIS, TONSILLITIS OR PHARYNGITIS

Records to be Abstracted: The following criteria are appropriate for the
initial work-up of a patient with this condition,

HISTORY
1, Symptoms:
Acceptable: Sore throat, swollen throat
Painful or difficult swallowing
Headache
Coated or "strawberry” tongue
Anorexia

No associated symptoms

2. Duration of Symptoms:

Acceptable: Sore throat x days
Malaise x 24 hr

3. Mononucleosis (if under 30 yecars of age):

4. Current Medications:

Acceptable: ASA
Antibiotic
No Rx

5. Previous Drug Recactions if Antibiotics are Prescribed: No manifestations
are necessary.

Acceptable: None
NKA
Allergic to:
Penicillin allergy

PHYSICAL EXAMINATION

6. Throat Findinws: Evidence that throat was examined.

Acceptable: Threat inflamed, injected

Tonsils inflamed, ingected
Exudative findings
Tonsillitis, etc, under physical findings
Throat normal
Throat rcd

P.A. Vval
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7. Temporature Recorded:
Acceptable: (Listed in degrees)
Unacceptable: Patient febrile

8, FEars: For patients under 25 years of age, NOT APPLICABLE 1if patient
i8 25 yrs. old or older.

Acceptable: Ears normal
T™™'s normal
T™'s not inflamed, injocted
Rest of ENT normal

9. Lymph Nodes: For patients under 25 years of age. NOT APPLICABLE if
patient is 25 yrs. old or older., A global description or any reference
to head and neck (cervical and/or submandibular nodes). Mention of cthe
nodes outside the head and neck 138 insufficient by itself.

Acceptable: Anterior or posterior cervical tender, swollen, prominent
- Adenopathy

MANAGEMENT PLAN

10, Correctness of Action Concerning Druq:"The correctness of the action
taken is determined by the pattern of response to item € above and the
ordering of a throat culture. Appropriate patterns are presented in the
tahle below. Providing the patient with a temporary prescription, for
2 days or less, pending the return of the throat culture is an acceptable
behavior. A refillable prescription or a notation that the patient will
be told to stop the medication if the TC results are negative is also
acceptable, .

Patterns of responses not listed in the following table or described in the
above paragraph are considered inappropriate and the "NO' column for item 10
should be checked.

Throat TC TC Indicated

Findings ordered results Therapy Duration
+ Yes + Pc 10 days
+ Yes - None NA
+ No Pc 10 days
- No None NA
- Yes + Pc 10 days

1?2 the duration does not appcar in the record. and if no statement regard-
ing future patient contact upon return of the culture is present, assume that
the drug has been given for 10 days and check the "NO" column for item 10.

[ P.A. Val, : .
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11,

12,

13.
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Drug: Accceptable drugs include penicillin - G or V, erythromycin,
bicillin. Other drugs are acceptable if justified by allergies,
additional organisms cultured, or Pc failure. NOT APPLICABLE if no
drug prescribed.

Dosage: NOT APPLICABILE 1f no drug prescribed.

Duration: NOT APPLICABLE if no drug prescribed., Drug must be pre~
scribed for 10 days if no culture was taken or if the results are
positive, If the culture is not back, the prescription should be
for 2 days or less or some notation regarding contact with the pati
upon return of the culture should be made.

The following examples i1llustrate the appropriate coding of items
10-13,

Example 1. Y N uc N/A
Throat red. TC to lab 10. Eﬂ [] E] []

Rx Benylin Dinetapp 11, E] ' [] [j Ea
2.0 0 O

.. 00 0 @

Example 2, ‘. Y N uc N/A
Throat is hyperemic. TC taken 10, [] Ea [] []
Given Pen. G 400 for 7 days. 11, Ea [] E] [j

2. V] O O J

. 00 0O O

Example 3, Y uc N/A

1/2/75 Tonsil hypertrophic & 10,

hyperemic, Rx: V-cillin 11,

U8 O
NOOH =
0O00oagd

500 & TC done. 12,
1/6/75 7TC neg. 13,
REFERENCTS

ent

Harrison's Principles of Intcrnal Medicine, 6th Ed., Ch, 140, pp. 785-789,

Henry L. Barnctt, Pediatrics, 15 Ed,, Ch. 14.17, pp. 647-652.

P.A. Vval,
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ANGINA

Records to be Abstracted: The following criteria are applicable to the initial
work-up of paticents with angina,

Chart Sclection Or Dinengsis: The following list of sign out diamnoses islmennc to be
suggestive only and not inclusive, Sign out diagnoses may vary considerably and

s8ti{ll be acceptable for this study. A chart must show either checst pain or angina
to be acceptable for the study, If the diagnoses listed as numbors 3-7 below are
present on a chart, they are acceptuble as long as they are (or have been) ac-
companied by a notation regarding chest pain and/or angina,

. History of exertional chest pain
Angina Peztoris

Coronary Artery Disease

Ischemic Heart Disease

Coronary Arteriosclerosis

Aortic Stenosis with Angina
Coronary Insufficiency

e B NS T S~ I
.

. - HISTORY

1. Character {(quality) of Pain:

Acceptable: Any qualitative description such as pressing, squeezing,
etc.
Dull, heavy
Constricting
Presgure
Tearing

Unacceptable: "Anginal pain”

2. location or Radiation:

Acceptable: Substernal (any anatomic description)
Anterior chest
Retrosternal (¢ or s radiation)
Radiates to neck, jaw
left
both arms
into back

P-A. Val.
3/2/76
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4.

S.

P.A. Val,

Duration of Pain:

Acceptable: 30 seconds to a minute
1-2 minutes
About 3 minutes

Precipitating Factors, Mode of Onset:

Acceptable: Brought on by 1 flight of stairs
On effort, during tense periods
Brought on by emotion only
Af{ter meals
While lying down
¥With intercourse
During day at work -
Whenover 1 exert myself
Graduzl, with exertion
8udden, with increasing intensity

Associated Cardiac Symptome: Predsdenca or absencd of symptoms,

Acceptable: Accompanied by shortuers of breath (S.0.B.)
Denies associated symptoms )
PND .
Diaphoresis
Weakness
Palpitations
Anxiety
Orthopnea
Naugsea and vomiting

Time of Onset or Duration of Illness:

Acceptable: When patient was 30 years old
8/15/71
Never before
Increasing frequency in past 6 months
10 years
6 months ago
First time yesterday cvening

Frequency of Angina:

Acceptable: Increasing frequency in past 6 months
2-3 times per week
2-3 times per day and at night
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8. Porsonal History of Smokingi Specific Quantitation

Acceptable: 1 ppd
Non~smoker
Unacceptable: Smoker (insufficient by itself)

9, Personal History of Elevated B.P.:

Acceptable: Denies elevated B,P,

10, Personal History of Diabetes:

Acceptable: Denies diabetes
Diabetic x 4 yr,

11, Personal History of Elevated Lipids:

Acceptable: ‘ Lipids ox cholesterol

12, Family listory of Heart Disease:

Acceptablo: Family hx negative

13, Activity Level of Patient:

Acceptabdble: Sedentary office worker
Construction worker
Jogs daily

14, Current Medications:

Acceptable: None
List of medications

15, History of Obesity if the Patient is Obese: See general description of
paticent in P,E, to determine if patient is obese, if some mention is nct
made in Hx, NOT APPLICABLE if patient 18 not obese,

Acceptable; Overweight all oa .ife
Gained 50 pounds in last 6 months
(Recent weight change)
16, Emotional History: Any reference to emotional status or life stresses such as
work, death, divorce found in the review of systems (ROS). social history (SH),
or history of present illness (HPI) is acceptable.

Acceptable: Anxious
Handles stress well
Has occasional depression
Recent death in family

P.A. Val,
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PHYSICAL EXAMINATION

17. Sex and VWelght: Weight in pounds.

Acceptable: 160 1b, male

18. Nutritional Status:

Acceptable: Obese
Well built
Thin
WN

19. Blood Pressure:

Acceptable: 140/86
220/136
220/120/60

20. Pulse Rate:

_  _Acceptable: 76/min i ) .
130/min
- 76
2, Fundi:
Acceptable: Normal

Grade 1 + A.S. (arteriosclerosis)
Arteriolar narrowing bilaterally
Marked increased arteriolar reflex

- 22, Cardiac Size:

Acceptable: Not enlarged
Description of PMI (point of maximal impulse)location
Unacceptable: Heart normal . —
23, Cardiac Rhythm: -
Acceptable: Regular
Normal Sinus Rhythm (NSR)
Irregular
Unacceptable: Heart normal
P.A. Val,
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24, Cardiac Auscultation: Sounds - normal or describe quality,

Acccptable: No ®
Gallops - description
Description of
No rubs, gallops
1st and 2nd heart sounds normal
Normal heart sounds

Unacceptable; Heart normal

25, Lungs - only auscultation required:

Acccptable: Clear to P&A
Bilateral basilar rales
Lungs noxmal
Chest clear

26, Carotid Pulses:

Acceptable: +2
Normal

27, Peripheral pulses - quality of pulses:

Acceptable: Presence or absence ol bruits, lags
Pulses intact
(Diagram of pulses)
Bounding pulses present
Diminished pulses

LABORATORY AND DIAGNOSTIC STUDIES

If one or more of the following studies is found
under Plan, it is acceptable and the appropriate
criterion should be checked ''YES".

28, ECG: Description of reading - an ECG alone w/v description is unacceptable.
Acceptable: Evidence of old M.I.

ST segment depression
ST scgment clevation

29, Hemoglobin or Hematocrit:

Acccptable: Normal
Hematocrit 43%,Hemoglobin 14 g/ml

3/2/76" 166



30,

31,

32,

33,

34,

35,

36.

P.A.

Blood Glucose {sugar):

Acceptable: Normal
SMA-12

Lipids: Cholesterol, Lipid Profile, Triglycerides - Any one of these is
acceptable,

Acceptable: Lipids elevated for age
Elevated triglycerides

Chest X-ray: PA view and interpretation to R/O rib fracture, embolus,
pneumonia infiltrate, tumor, pneumothorax, CHF.
Acceptable: Normal heart size . . _

_ MANAGEMENT PLAN

Dietary Instructions if Obese, Hypertensive, or Diabetic: NOT APPLICABLE
if patient is not in one of these three categories,

Acceptable: lPatient instructed on diet
Referred to dietician
Specific low calorie diet

Patient Education: Instruction and counseling regardinrg such things as
smoking, risk factors, and/or exercise,

Medications: A listing of medications is acceptable.

Acceptable: PRN Nitroglycerine
' TG gr 1/150 PRN
Isoxrdil 10 mg q 6 hr
Inderal 20 mg qid

Follow-Up Appointment: A note that an appointment has been made and the
date (e.g., 2 wecks, 7 months) is required.

Acceptable: RTC 1 month
Re v/ 1 month

Unacceptable: Return PRN
(No reference to return visit)

167
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VALIDATION STUDY OF THE 1975 PHYSICIAN'S ASSISTANTS
CERTIFYING EXAMINATION

INSTRUCTION MANUAL FOEK RECORD REVIEWERS

Introduction

The purpose of national examinations for licensure and certification is to identify
those candidates who have not yet achieved minimum acceptable levels of knowledge
and skill required to deliver adequate health care, If examinations of this kind
are to achieve their purpose, the content and format should be relevant to those
functions the health professional will perform in practice. Moreover, there should
be some positive relationship or correlation between a candidate's performance on
the certifying or iicensing examination and his actual performance in practice,

To date, however, national examinations in medicine and the allied medical profes-
sions have not been validated by comparing examination performance with subsequent
performance in practice, Validation studies of this kind have not been conducted
primarily because feasible evaluation methodologies for accurately and reliably
assessing day-to-day performance have been lacking. Recent experience with medical
record audits suggests that they may be a useful tool for this purpose. The use of

the medical audit is based on the assumption that the entries made in the medical
record reflect the care provided to the patient and/or the patient's family by physi-
cians and other health ¢are personnel. This assumption is consistent with the long
standing purpose of the patient's medical record, namely tu document the care provided.

While 1t appears that a review of medical records can be used as a methodology for
evaluating some aspects of day-to-day performance, 1t should be recognized that there
is a body of knowledge, skills, and attitudes relevant to the competcnce of health
professionals that the medical audit cannot assess. For example, it 1s difficult to
determine from the medical record the degree of the physician's empathy for the
patient, the accuracy of the physician's skill in palpating an abdomen, or the pa-
tient's willinugness to comply with various treatment regimens. These aspects of
physician functioning are difficult or impossible to assess with the usual paper and
pencil test as well. For this reason, it should be anticipated that the physician
assistant's performance as measured by the medical record review will correlate with
only some portions of the Certifying Examination and that neither methodology will
measure all relevant aspects ot performance.

Purponse and Method

The overall purpose of this validation study is to determine the extent to which
per formance on the Physician's Assistant Certifying Examination is predlctive of an
individual's subsequent performance in actual practice as measured by a medical
record review,

169
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In developing the protocol for this study, the NBME project staff asked a group

of physicians and physician's assistants to select a number of clinical problems
which physician's assistants frequently encounter and then to specify the informa-
tion necessary for the diagnosis and management 0f patients with each of the
clinical problems.

Responsibilities of the Reviewer

Retrieving and Coding Medical Records:

The reviewer is responsible for obtaining the records to be abstracted from a
member of the clinic staff and completing a coding form for each record
identified by staff personnel as appropriate for this study.

In abstracting data from a chart, you must determine whether data have been entered
in a patient's medical record which satisfy the previously established criteria.
For each criterion, you must check one of the following options on a coding form:
YES if the medical record entry indicates that the criterion has been met; NO if
the criterion has not been met; UNCERTAIN if you are uncertain if the criterion

has been met (because of problems of legibility or interpretation of criteria);

and NOT APPLICABLE 1f the criterion is not applicable for the situation at hand.

A tifth column, MD, has been added. If you can distinguish between PA and MD
entries and note that a specific piece of information has been entered by the
physician, check the column labeled "MD" in addition to the YES column. If you
leave the "MD" column blank, it means the entry was made by the PA. If you cannot
tell who entered the information in the record, check the box appearing at the end
of the coding form labeled ''J could not distinguish between MD and PA entries on

this record'.

Confidentiality:

Rules regarding the handling of Medical Records are of the utmost importance.
The following apply to this study:

1. Never open 2 patient's Medical Record unless it is a patient on your
list. When a record is reviewed, do so in a manner such that the
record cannot be seen by patients or office employees.

2. Never discuss the contents of a Medical Record.

3. Never leave a Medical Record unattended where it may be seen by
patients or others.

4. Treat all information contained in a Medical Record in a strictly
confidential manner.

176
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and Don'ts 7or Reviewers:

10.

11.

/76

Where the initial work-up for a diagnosis, such as hypertension or
diabetes mellitus, was completed in the hospital, use the appropriate
set of follow-up criteria in relation to follow-up evaluations of the
patient in ambulatory care settings.

Sets of criteria for intial work-ups should be applied only to patients
seen in the office or clinic for their initial evaluation.

Try not to use casual drop-in visits. An example of such a visit would
be the visjit of a patient who is Just passing through the community of
the practice. It seems rather unlikely that such a patient will retumrm
to the practice and, therefore, the criteria developed for this study
are inappropriate.

It patients are new to a practice, the selection of the appropriate set

of criteria depends on the availability of information collected previously
by another practitianer. 1If there is a notation in the record for the
initial visit that prior medical information is to be obtained, apply

the appropriate set of follow-up criteria to the initial visit. If prior
medical information has already been obtained, use the set of criteria

for the initial visit and accept all data in the record that satisfy the
criteria, If there is no indication that the practitianer will seek prior
information, the set of criteria for the initial visit is to be used.

Study the criteria carefully immediately before beginning to review any
medical records in a given medical condition.

Review all charts for a given medical condition before going on to another
medical condition. For example, review the criteria and instructions for
hypertension. Collect all patient records that are to be reviewed for
hypertension and review all records before beginning to review the criteria
for another medical condition such as health maintenance for adults.

Use pencil to code, to facilitate corrections you may wish to make.

Mark only one category (YES, NO, UNCERTAIN, or NOT APPLICABLE) for each
criterion title.

It you can determine (usually by handwriting) that the entry was made by
the physician, mark the MD category in addition to the YES or UNCERTAIN
colunn.

17 age is missing from a medical record, mark the UNCERTAIN column for all
age dependent criteria.

I1f information is present in the chart but the information 1is not applicable

for a patient of that age, mark the NOT APPLICABLE column. In other words,
NOT APPLICABLE takes precedence over actual chart entries.

Vs
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Reliability of Abstracts:

In order to make equitable judgments about performance on the basis of the medical
record audit, there must be consistency in the manner in which the record entries
are judged and entered on the coding forms. Thus, if several reviewers code the
same records, their coding form should be consistent with one another, If a re-
viewer reabstracts the same set of record entries on two separate occasions, the
reviewer's entries on the second coding form must match the entries made on the
first record review. In addition, reviewers working at one site should interpret
the criteria in the same way as reviewers working in another region.

This manual has been prepared to help you make reliable judgments. On the next few
pages you will find some rules and procedures that apply to all problem areas,
Following the general rules 18 a section specific to each clinical problem. Each
set of problem specific criteria includes a list of criteria (e.g., Duration

of Present Illness, Symptom of Sore Throat. etc.) and criteria instructions. The
criteria instructions provide you with guidelines about how the criteria

should be interpreted, examples of acceptable and unacceptable entries, and nota-
tions concerning the applicability of the criterion. The examples of acceptable and
unacceptable entries are not intended to be exhaustive lists of chart entries. A
P.A. may use any of a large number of synonyms to express his/her impressions. You
must refer frequently to tne instructions when abstracting records. The criteria
items slone are not sufficient to ensure the reliability of the judgments being
made.

Obtaining and Submitting Coding Forms:

Mail all completed coding forms to:

Mrs. Arleen Caba

National Board of Medical Examiners
3930 Chestnut Street

Philadelphia, Pennsylvania 19104

All requests for blank coding forms should also be directed to Mrs. A, Caba.
Please make these requests in sufficient time to allow for duplicating and mailing.

Please submit all completed forms immediately after completing them. Include your
Time Reporting Form and the office report form with your completed coding forms.

Envelopes are available from Mrs. Caba.

Problems and Questions:

Any questions pertaining to the criteria and the medical records should be referred
tirst to Dr. Vivian Erviti at the NBME. If Dr. Erviti is not available, questions
should be referred to Ms. Jane Bunce. If neither Dr. Erviti or Ms. Bunce is avail-
able, please leave your message with Mrs. Arleen Caba. Dr., Erviti or Ms. Bunce
will return yonr call as soon as possible.

Vivian Erviti, Ph.D. Ms. Jane Bunce

National Board of Medical Examiners National Board of Medical Examiners
3930 Chestnut Street 3930 Chestnut Street

Philadelphia, Pa. 19104 Philadelphia, Pa. 19104
(215)349-6400, Ext. 271 (215)349-6400, Ext. 269

El{llC 3/76 172
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12. Review the coding form to ensure that all criteria are completed and all
identifying information has been entered. In completing the top of the
coding forms, be sure all data are right adjusted, i.e., are placed in the
blank spaces farthest to the right first., If the site you are visiting has
been assigned #15, place this number on the lines below which "4" and "'5"
appear. If a log # or patient I.D. is 1049, place these figures on the lines
11, 12, 13, 14. Leave the lines numbered 6-10 blank. Dates should be
entered as _ 9 275 for September 2, 1975. Enter your assigned number
in spaces 34-36. When a coding form has more than 1 page, be sure to com-
plete the top of the second and succeeding pages.

13. If an item is NOT APPLICABLE because of age or sex, mark N/A even when an
entry for the item exists.

14. Explain why you have marked the UNCERTAIN category for any criterion title
(a note beside the title, at the top or end of the coding form will be”
satisfactory). This will aid the NBME staff in identifying problems with
the criteria.

15. Give an estimate of the time it took you to abstract a record at the end of
the coding form.

16. Prepare a separate listing for records pulled that cannot be used Zfor
abstracting. For each noi-abstractable record pulled, enter the problem
srea and the reason for not abstracting the record.

17. Place all additional written comments at end of coding form or on a

separate sheet of paper. These comments will aid us in the revision of
criteria and the subsequent preparation of manuals for record reviewers.

Calculating the Age of Patients:

Some sets of criteria include several titles that are age-specific. Therefore,
at times it will be necessary to obtain the age of the patient in order to
determine whether or not a title is applicable to the record being reviewed.
Age to the nearest year is sufficient.

I? the age is missing from a chart being audited and there are age-specific
criteria, audit the chart but mark each age-specific criterion UNCERTAIN.
Note on the top of the coding form that the age was unavailable. In certain
cases where age is missing, another entry in the record may make the general
age range obvious. In these instances age-specific criteria can be checked
either YES or NO. Please note on the top of the coding form the phrase used
to determine the age range. An example in this latter category might be 2
notation that the patient is retired. Obviously, such a patient is above a
35 or 40 year old minimum.

Interpreting the age of Patients:

The interpretation of NOT APPLICABLE under 25 years of age will be that the
criterion should be satisfied for a patient exactly 25 years old and older, but

El{llc 3/76 ) 1 73
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would not be applicable for patients even 1 day less than 25 years old. The in-
terpretation of NOT APPLICABLE after 25 years of age will be that the criterion
will not apply for patients exactly 23 years old and older.

Interpreting the Criteria:

Entries found under the Review of Systems (ROS) are acceptable for history
items.

A statement indicating either the presence or absence of any of the factors
listed as examples of appropriate chart entries is acceptable because statements
in either direction are valuable. Thus 'no fever', for example, should be
checked YES.

As stated previously, the lists of acceptable entries following each item in

the criteria sets represent a few of the many ways in which signs and symptoms
can be combined with other descriptive phrases. The lists are not all inclusive
and the abstractor should check an item "YES' if any one of the key phrases
appears, regardless of the presence or absence of additional detail that might
accompany it. Please re”er frequently to the instructions when abstracting
records.

174
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S8od {ium
Potasaium
Chloride
BUN
Clucose
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INTERPRETATION OF LABORATORY DATA*

Simultaieous Multispecimen
Analysis (SMA)

SMA-12

Total Protein
Albumin

Globulin

inorganic Phosphatase
Bilirubin

SGOT

LDH

Alkaline Phosphatase
Calcium

Glucose

Cholesterol
BUN/Cretinine

Uric acid

SMA-C-20

(all entries for
SMA-12 plus the
following:)

SGPT

CPK

Iron

Triglycerides

Total Protein

(NOTE: Urinalysis (U/A) -- grams percent (gm %) or 4 +)

3/76

QO * As reported by The Children's Hospital of Philadelphia
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P.A. VALIDATION STUDY

ANGINA FOLLOW-UP VISITS 17

12
P.A.# o Pt. Ssex _ Male (1)
345 _ Female (2)
27
Log # or Pt. I.D., =
6 14 Date of Abastracting Mo Day Yr
Date of Patient Mo Dpay Yr - —— - —
Visit 29 31 33
"16 T18 20 Abstractor o
34 35 36
Age of Patient _ __ _ years
21 22 23 No. of Abgtract _ First (1)
_ Recheck (2;
37
Y N UC ~ N/A MD
HISTORY

O
n
0
O
o

1. Comglaintg_:

PHYSICAL EXAMINATION

2, Blocod Pressure: D D D D D

3. Pulse Rute: D D D D D

4. Cardiac Auscultation: O O 0O O 0O

5. cardiac Rhythm: O 0O O g 1l

6. Chest Auscultation: OO0 0 020
MANAGEMENT PLAN

7. Continued Management Plan: OO0 0 00

D I could not distinguish between MD and PA en:ries on this record.
73

Time required . _ _ mins, P A 3 1
74 76 77 718 79 80 -

-

Y|
jn
%
2/13/76 176 %
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