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SUMMARY

In medicine, diagnostic expertise is problem-specific. Furthermore, diagnostic
* expertise appears to be ‘knowledge base’ and not ‘cognitive skills’ dependent.
Unfortunately, conceptual and logistical problems associated with current
medical assessment methodologies make it difficult to obtain reliable and
valid, problem-specific/knowledge base dependent measures of diagnostic
capabilities.

In the early 1980’s, one author (FJP) demonstrated that an artificial intelligence-
derived tool could be used to acquire a problem-specific knowledge base from
medically trained individuals. This tool made it possible to draw reliable, valid,
and logistically feasible inferences about diagnostic capabilities in a given
problem area. With funding from FIPSE, we set out to determine: 1) if the Al
tool (called KBIT - Knowledge Based Inference Tool) could provided reliable
and valid measures of diagnostic capabilities across a number of problem areas
(i.e., is KBIT generalizable?), and 2) if KBIT derived instruction could result in
improved diagnostic capabilities.

We have recently demonstrated KBIT’s generalizability by producing reliable
and valid (diagnostic accuracy of experts > novices) measures of diagnostic
performance in each of four distinctly different problem areas (Weakness, Red
Eye, Papulosquamous Disorders and Elevated Creatinine). KBIT’s ability to
produce psychometrically sound problem-specific, knowledge-based
assessments of diagnostic capabilities made it possible to isolate and identify the
knowledge base elements which characterize ‘expertise’.

We subsequently demonstrated that two expert/KBIT derived instructional
approaches significantly improved the diagnostic accuracy of treatment student
groups when compared to a control group and a group of students trained with
conventional instructional approaches. We believe that KBIT can serve ‘as the
foundation for the development of a new generation of psychometrically
sound, ‘intelligent’ assessment and instructional tools.

Frank Papa DO, PhD

Jay Shores PhD

Department of Medical Education

Texas College of Osteopathic Medicine
3500 Camp Bowie )
Fort Worth, TX 76107
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EXECUTIVE SUMMARY

Project Overview: In medicine, diagnostic expertise is problem-specific.
Furthermore, diagnostic expertise appears to be ‘knowledge base’ and not
‘cognitive skills’ dependent. Unfortunately, conceptual and logistical problems
associated with current medical assessment methodologies make it difficult to
obtain reliable and valid, problem-specific/knowledge base dependent measures
of diagnostic capabilities.

In the early 1980’s, one author (FJP) demonstrated that an artificial intelligence-
derived tool could be used to acquire a problem-specific knowledge base from
medically trained individuals. This tool made it possible to draw reliable, valid,
and logistically feasible inferences about diagnostic capabilities in a given
problem area. With funding from FIPSE, we set out to determine: 1) if the Al tool
(called KBIT - Knowledge Based Inference Tool) could provided reliable and
valid measures of diagnostic capabilities across a number of problem areas (i.e., is
KBIT generalizable?), and 2) if KBIT derived instruction could result in
improved diagnostic capabilities.

We have recently demonstrated KBIT's generalizability by producing reliable and
valid (diagnostic accuracy of experts > novices) measures of diagnostic
performance in each of four distinctly different problem areas (Weakness, Red
Eye, Papulosquamous Disorders and Elevated Creatinine). KBIT’s ability to
produce psychometrically sound problem-specific, knowledge-based assessments
of diagnostic capabilities made it possible to isolate and identify the knowledge
base elements which characterize ‘expertise’.

We subsequently demonstrated that two expert/KBIT derived instructional
approaches significantly improved the diagnostic accuracy of treatment student
groups when compared to a control group and a group of students trained with
conventional instructional approaches. We believe that KBIT can serve as the
foundation for the development of a new generation of psychometrically sound,
‘intelligent’ assessment and instructional tools.

Purpose: For approximately the past forty years, 8-12% of all patients at autopsy
are found to have died a premature death from missed diagnosis. Further, major
missed illnesses with equivocal impact upon survival are present in another
20% of all autopsies. These findings reinforce the notion that the diagnostic
process is an extremely difficult cognitive task.

Clearly, this less than optimal level of diagnostic performance must be derived
in part, from deficiencies in the assessment methodologies and instructional
approaches utilized during medical training. The purpose of this investigation
was to determine if artificial intelligence-derived tools could improve diagnostic
capabilities-related assessment methodologies and instructional interventions.
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Backgrounds and Origins: In the early 1980’s, one author (FJP) was intrigued
with the notion that artificial intelligence (Al)-derived decision making tools
could achieve levels of performance equal to experts in well defined problem
areas across a variety of professions. Common to all of these Al tools was the fact
that their performance depended almost exclusively upon the knowledge base
with which it operated. Put simply, if the Al tool’s knowledge base was acquired
from an expert, then it’s performance would be superior to the same AI tool
operating with a knowledge base acquired from a less knowledgeable individual.

This author became interested in the notion that AI tools might serve as the
basis of a new generation of assessment instruments in medical education. The
advantages of Al-derived assessment instruments are as follows. One,
performance assessments could be problem-specific and knowledge-based (given
that expertise was problem-specific and knowledge-base dependent, it made sense
to develop testing methodologies congruent with the nature of expertise). Two,
once the subject’s knowledge base for diagnosing a given problem were in the Al
tool, their knowledge base could be challenged by hundreds to thousand of
problem-specific test cases. This could solve the logistical problems which
adversely affected the reliability of conventional methodologies (i.e.,
methodologies wherein only one to two test cases could be used rather than the
tens of test cases needed to produce reliable problem-specific performance
measures).

Three, if in fact the Al-based performance measures of experts were superior to
novice performance measures, then this element of construct validity could
legitimize the further use of Al tools as a means of exploring the knowledge base
characteristics which distinguished experts and novices. Four, if the knowledge
base elements which contributed to the experts superior diagnostic performance
could be isolated via these tools, then these same critical knowledge base
elements could be fashioned into instructional units designed to explicitly
impart expertise. Explicitly structured, expert-derived instructional units could
make it possible to improve the efficiency and effectiveness of the medical
educational process and in-turn the novice’s diagnostic accuracy.

Project Description: Originally, the authors had committed themselves to
exploring the generalizability of KBIT as a assessment instrument via
investigations involving six distinct medical problem domains. During the first
two years of this project, the investigators were able to successfully demonstrate
KBIT’s generalizability (in terms of reliability and validity) over the first four
problem domains (Weakness, Red Eye, Papulosquamous Disorders and Elevated
Creatinine). These investigations involved over one hundred board certified
experts in neurology, ophthalmology, dermatology and nephrology and over two
hundred junior and senior medical students.



Given this level of success, the authors deferred activities related to the
remaining two problem domains (both are now currently underway) and
focused their primary efforts at identifying the knowledge base characteristics
which distinguished experts from novices. Investigations into the four validated
problem domains revealed that the experts knowledge bases not only achieved
higher levels of diagnostic accuracy but that they also achieved higher pattern
recognition measures (i.e., the pattern matching and pattern discrimination
levels of experts > novices).

These pattern recognition measures reflected the decision making paradigm
upon which the Al-derived assessment tool was based. That is, that diagnostic
performance was a pattern recognition phenomena. The authors further
" hypothesized that this pattern recognition phenomena involved the dual
processes of matching and discriminating a patient’s constellation of signs and
symptoms with internalized ‘prototypical’ disease patterns. The paradigm further
purported that these disease prototypes were derived from the subject’s
knowledge base (i.e., a prototype was an abstracted, highly structured knowledge
base (or disease template) consisting of ranked and weighted, disease-specific
signs and symptoms).

The authors subsequently developed a means of extracting disease prototypes
from expert knowledge bases. We developed various ways of extracting and
describing expert-derived disease-specific knowledge bases and prototypes. We
subsequently hypothesized that these expert-derived disease-specific descriptions
could enable students to achieve higher levels of diagnostic accuracy than control
(untrained) students and students trained via conventional medical educational
approaches. The results of our pilot Al-derived instructional approaches
demonstrated that explicitly structured problem and disease-specific knowledge
bases, when imparted to novice medical students resulted in statistically superior
levels of diagnostic accuracy than control or conventionally trained students.

Project Results: (See Table 1 & 2 on next page)

Summary and Conclusions: Moderate to highly reliable and valid, problem-
specific assessments of diagnostic accuracy are logistically possible. KBIT-derived,
explicitly structured problem and disease-specific knowledge base elements and
prototypes (Table 2, groups 4 and 5), when imparted to novice medical students
produce statistically superior levels of diagnostic accuracy than control (Table 2,
group 1) or conventionally trained students (Table 2, group 2).

The availability of psychometrically sound, problem-specific measures of
diagnostic capabilities and knowledge base acquisition techniques now makes it
feasible to use KBIT as the foundation of a new generation of educationally
sound, ‘intelligent’ assessment and instructional tools.



Project Results:

Table 1. Results of KBIT-based assessment instrument capabilities
(generalizability) in terms of reliability and construct validity (student-t test)
across multiple problem areas are as follows.

Reliability Estimate Student-t (one tailed)
(K-R 21) (students) (Experts > Novices)
Weakness .89 p <.000
Red-Eye : - 95 p <.011
Papulosquamous
Disorders 71 p <.001
Elevated
Creatinine 96 p <.000

Table 2. Results of KBIT-derived instructional treatments (groups 3, 4 & 5)
designed to produce diagnostic performance increases.

I. ANOVA: Fratio5.8074 F Probability < .0006

II. Student-Newman-Keuls Procedure

Groups
4 5 3 2 1
Groups

— N WU

* Significantly different groups

Group 1 Untrained; Group 2 trained with conventional approaches
Groups 3, 4, & 5 trained with various KBIT-derived approaches.
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BODY OF REPORT

Project Overview:

In medicine, diagnostic expertise is problem-specific and knowledge base
dependent. Unfortunately, conceptual and logistical problems associated with
current medical assessment methodologies preclude educators from achieving
reliable and valid measures of problem-specific diagnostic capabilities.
Furthermore, the autopsy literature clearly points out that instruction in the
extremely difficult task of diagnosis must improve if physicians are to improve
upon the persistently high levels of misdiagnosis.

While the medical education literature cries out for innovative assessment and
instruction approaches as a means of solving these intractable problems, few if
any researchers have investigated the potential of Al tools in these arenas. This
project represents an effort primarily designed to use the latest knowledge and
tools derived from the cognitive sciences to solve these long standing medical
assessment and instructional problems.

For approximately twenty years, investigators in the field of artificial
intelligence (AI) have been using a variety of computer-based tools to emulate
and study human decision making. One area of fruitful activities has involved
the use of an Al tools known as the Expert System (ES). These tools have
characteristics, which on theoretical grounds, make them ideal as assessment
instruments for measuring diagnostic capabilities. Some of these characteristics
are as follows.

One, an ES is designed to solve problems or cases involving in a single problem
area (i.e., to identify the most likely cause of a given problem from among a
number of possible causes). Two, once the knowledge base needed to solve a
given problem is acquired form a subject, the ES can use it to solve literally
hundreds to thousands of problem cases. Three, an ES can usually solve
numerous problem cases in literally seconds to minutes. Four, the criteria used
to determine if a given problem case was solved correctly or incorrectly can be
precisely and consistently applied to all problem cases in its case data bank.

Five, one inherent aspect of an ES is that a knowledge base acquired from an
expert is likely to make the ES perform in a manner superior to an ES using a
knowledge base acquired from an individual with intermediate or novice level
knowledge. Six, the knowledge base of an ES can be investigated so as to
determine why the knowledge base acquired from the expert performed in a
manner superior to the knowledge base acquired from a novice.

From a medical educators perspective, the first five characteristics translate into
the following assessment advantages. One, given that diagnostic expertise is
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problem-specific and knowledge base (and not cognitive skills) dependent, then
an ES-based assessment tool would appear to be an ideal means of acquiring,
controlling for and assessing the diagnostic utility of an individual’s knowledge
base for solving (diagnosing) cases in a given problem area. Two, the logistical
problems associated with the reliability of an assessment instrument are
generally associated with the limited number of case challenges which an
examine can physically pass through in a given time unit. Given that the ES
contains the subject’s knowledge base, it can literally be challenged with
hundreds to thousands of problem-specific test cases and thereby achieve test
reliability when supplied with the number of test cases sufficient for a given
level of test reliability.

Three, this great number of test case challenges can be solved by an ES in
essentially no more time than it took to acquire the subject’s knowledge base to
begin with thereby solving the logistical problems (lengthy test taking time)
associated with traditional testing formats. Four, measurement error
attributable to case presentation-related variance and examiner-related variance
can be completely eliminated as the ES applies the same assessment criteria to
all cases and for all subjects. Five, the long sought for, and infrequently if ever
attained quest for ‘construct validity’ is likely to be achieved given the nature of
the ES (i.e., the performance of expert-derived knowledge bases are likely to be
superior to novice-derived performances). :

The ability to acquire (with a fair degree of psychometric validity) the
knowledge base elements which distinguish experts from novices makes it
possible to extract and explicitly impart the precise knowledge base elements
which could expedite the novice’s transformation from novice to expert. Thus
this ability, the sixth of the inherent advantages of ES tools, makes it
conceivable to produce instructional interventions which could increase the
efficiency and effectiveness with which the student’s diagnostic abilities are
developed.

In the early 1980’s, one author (FJP) demonstrated that an artificial intelligence-
derived tool could be used to acquire a problem-specific knowledge base from
medically trained individuals and use it to draw reliable, valid, and logistically
feasible inferences about their diagnostic capabilities in the problem area of
Acute Chest Pain. With funding from FIPSE, we set out to determine: 1) if the
Al tool (called KBIT - Knowledge Based Inference Tool) could provided reliable
and valid measures of diagnostic capabilities across a number of problem areas
(i.e., is KBIT generalizable?), and 2) if KBIT derived instruction could result in
improved diagnostic capabilities.

We have recently demonstrated KBIT’s generalizability by producing reliable
and valid (diagnostic accuracy of experts > novices) measures of diagnostic
performance in each of four distinctly different problem areas (Weakness, Red
Eye, Papulosquamous Disorders and Elevated Creatinine). These studies

12



involved over one hundred board certified experts and two hundred medical
students (novices).

KBIT’s ability to produce psychometrically sound problem-specific, knowledge-
based assessments of diagnostic capabilities made it possible to isolate and
identify the knowledge base elements which characterize ‘expertise’. We
subsequently demonstrated that two expert/KBIT derived instructional
approaches significantly improved the diagnostic accuracy of treatment student
groups when compared to a control group and a group of students trained with
conventional instructional approaches. We believe that KBIT can serve as the
foundation for the development of a new generation of psychometrically
sound, ‘intelligent’ assessment and instructional tools.

Purpose:

For approximately the past forty years, 8-12% of all patients at autopsy are found
to have died a premature death from missed diagnosis. Further, major missed
illnesses with equivocal impact upon survival are present in another 20% of all
autopsies. These findings reinforce the notion that the diagnostic process is an
extremely difficult cognitive task.

Clearly, this less than optimal level of diagnostic performance must be derived
in part, from deficiencies in the assessment methodologies and instructional
approaches utilized during medical training. The purpose of this investigation
was to determine if artificial intelligence-derived tools could improve
diagnostic capabilities-related assessment methodologies and instructional
interventions.

Background and Origins:

The background regarding the theoretical advantages possible via the use of Al-
derived assessment and instructional approaches has been briefly discussed. At
this time we would like to discuss our emphasis upon the need to achieve
construct validity.

It is very possible to use traditional assessment instruments and subsequently
produce highly reliable test results via either Classical Test Theory or
Generalizability Theory. However, high levels of test reliability do not mean
that the test does reflect measures of the targeted construct. Therefore, all of our
efforts have been designed to first attack head-on the issue of construct validity.

Specifically, we attempted to develop a means of measuring the ‘diagnostic
abilities’ (in terms of diagnostic accuracy) of medically trained individuals.
Therefore the construct under investigation and assessment was that of



diagnostic performance. Given that the medical education literature had
determined that diagnostic capabilities were: 1) problem-specific and 2)
knowledge base (and not cognitive skills) dependent, the investigators looked
to develop an assessment instrument that involved the acquisition of a
problem-specific knowledge base from test subjects.

The problem-specific/knowledge based nature of our testing methodology
allows us to create a testing environment wherein all subjects are required to
describe their knowledge base as related to the same pre-defined number of
common/important diseases for the given problem area and the common/
important signs and symptoms used to diagnose these same diseases. Thus the
investigators have created a perfectly even playing field wherein all subjects
must work within the same problem solving context. Therefore, any
extraneous or hidden advantages which the expert may have or deficiencies of
the novice are eliminated.

Subsequently, any differences in the Al-tools diagnostic performance must be
related to differences in the expert or novice groups knowledge base. The
boundaries of this knowledge base are explicitly delineated via the use of pre-
defined problem area test boundaries (diseases and signs/symptoms). By
demonstrating construct validity (i.e., that the diagnostic performance of
experts is greater that the diagnostic performance of novices) the investigators
can say that these differences can only be due to differences in their knowledge
base as related to the specific problem at hand and as defined by the problem
space boundaries.

The investigators subsequently felt less compelled to pursue very high levels of
test reliability (> .80) in these pilot tests. It is important however, to keep in
mind that via these Al tools, all that would be needed to achieve the needed
level of test reliability in any given problem area (given that construct validity
was demonstrated) is to acquire the number of test cases sufficient to attain a
given reliability level and simply add them to the test case data bank. In
reviewing the results of our investigations note that three of the problem areas
achieved reliability estimates (K-R 21) of .89 to .96.

Project Description: This project had essentially two separate components. The
first involved the determination of the generalizability of KBIT as a reliable
and valid assessment instrument. To determine this we initially set out to
investigate the reliability and validity parameters derived from studies
involving six separate problem areas. The process of developing a problem-
specific assessment instrument required that we first define the boundaries for
a given problem area. This required in-turn that we identify the
common/important diseases likely to cause a given problem and the
common/important signs and symptoms that should be gathered in order to
determine the cause of the given problem.

14



In defining these problem area boundary condition, we generally utilized the
expertise of two experts in a given specialty. For example in the problem area of
Red-Eye we meet with two board certified Ophthalmologists over three
separate occasions with our KBIT tool. During each session we would refine the
number of diseases and signs/symptoms to be included in the problem area.
We used KBIT to help the physicians focus in on what represented the essence
of the essential issues related to solving the given problem. We termed this
component of the investigation Problem Space Boundaries Definition and
utilized what we have termed Knowledge Engineering techniques to help the
expert consultants to gradually refine the boundaries of the problem area.

Once we felt comfortable with the boundaries for a given problem area, we
developed a questionnaire which allowed us to acquire the needed knowledge
base form our targeted groups of students and novices. The knowledge base
which we needed consisted of each subject’s knowledge of the ‘relationships’
between each of the diseases in the problem area and the signs/symptoms
included. These relationships can be viewed as representing the individual’s
understanding of the percentage of time a patient with a given disease was
likely to have a given finding. The cognitive sciences literature refers to this
type of knowledge as feature frequency estimates. The probability literature
refers to this knowledge as conditional probability estimates.

We would generally send out our questionnaire to at least 100 board certified
specialists per given problem area. We anticipated, and generally received a 25-
35% response rate (with the exception of Elevated Creatinine which produced a
poor response rate of less than 10%). We were able to obtain feature frequency
estimates form students while on different clinical rotations via the
cooperation of the Departments of Internal Medicine and Family Practice. We
usually obtained questionnaires from 60 to 80 medical students per problem
area.

All feature frequency estimates were entered into the KBIT software (the PI's
own design (FJP)). Criteria test cases which were used to challenge the
diagnostic accuracy of each subject were gathered via the cooperation of the
specialists used to create the problem area’s test boundaries. Generally we
wanted to accumulate approximately 100 cases per problem area. This proved to
be the most difficult aspect of the investigation as the consultants were not
enthusiastic to collect test cases data in the specific manner as outlined in the
problem area. Nonetheless, with much coaxing and persistence, we were
generally able to acquire the number of test cases sufficient to produce highly
reliable measures for each of the problem areas.

Much of the true research in this project involved the various ways in which

the knowledge bases could be manipulated. The real objective of our deepest
levels of research involved gaining new insights into how experts structured
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their knowledge base and how these knowledge base structures supported the
experts achieving their higher levels of diagnostic accuracy.

Ultimately we were able to determine that ‘disease prototypes’, that is abstracted
representations of ranked and weighted signs and symptoms for a given disease
appeared to be a parsimonious mechanism for storing and conveying
‘expertise’. These prototypes proved to be the most efficient and effective means
of conveying the ‘hidden” knowledge of the expert to the novice.

Project Results:
Table 1. Results of KBIT-based assessment instrument capabilities

(generalizability) in terms of reliability and construct validity (student-t test)
across multiple problem areas are as follows.

Reliability Estimate Student-t (one tailed)
(K-R 21) (students) (Experts > Novices)
Weakness .89 p <.000
Red-Eye 95 p <.011
Papulosquamous
Disorders 71 p < .001
Elevated '
Creatinine 96 p < .000

Table 2. Results of KBIT-derived instructional treatments (groups 3, 4 & 5)
designed to produce diagnostic performance increases.

I. ANOVA: F ratio 5.8074 F Probability < .0006

II. Student-Newman-Keuls Procedure

Groups
4 5 3 2 1

Groups

4

5

3

2 * *

‘1 * *

* Significantly different groups
Group 1 Untrained; Group 2 trained with conventional approaches
Groups 3, 4, & 5 trained with various KBIT-derived approaches.
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The results of this project are very encouraging. We have had a great deal of
success in presenting and publishing our results and have at least as many
potential papers and presentations yet to deliver. Within the context of our
own institution the Dean has given us support in the establishment of
problem-specific assessment instruments in each of the core clinical rotations.

We have received acknowledgment from the Association of American Medical
Colleges/Research in Medical Education subgroup (i.e., the awarding of the
Thomas Hale Hamm “New Investigator” award) and have been increasing
asked by American and European medical school faculty members to provide
additional unpublished information regarding the nature and scope of our Al-
related activities. We believe that during the next five years, a small but
significant number of educators interested in the use of Al assessment and
instructional activities and approaches will come foreword.

Finally, we also believe that the medical education assessment establishment
will balk at the widespread use of this assessment technology primarily because
they have no to very little knowledge or understanding of the concepts
surrounding artificial intelligence techniques. However, perhaps as the first
decade of the twenty-first century ends there will be a number of medical
training institutions using these Al-derived tools and techniques in an effort to
truly prepare physicians for medical practice in the twenty first century.

Summary and Conclusions: Moderate to highly reliable and valid, problem-
specific assessments of diagnostic accuracy are logistically possible. KBIT-
derived, explicitly structured problem and disease-specific knowledge base
elements and prototypes (see Results Table 2, treatment groups 4 and 5), when
imparted to novice medical students produce statistically superior levels of
diagnostic accuracy than control (see Results Table 2, group 1) or
conventionally trained students (see Results Table 2, group 2).

Work in the two remaining problem areas is underway. One area involves the
revisiting of the problem of Acute Chest Pain. In this investigation we intend
to determine the degree to which this assessment instrument is capable of
making fine discriminations between subjects. We have already acquired
knowledge bases from a number of residents in training in the area of
Emergency Medicine. Our preliminary results suggest that KBIT can in fact
draw fine levels of discrimination from subject’s with varying degrees of
expertise (i.e., residents in their first few months to three years of residency
training).

The second problem area involves the problem of Polyarticular Joint Pain. In
constructing this problem area we have utilized a more sophisticated approach
to the construction of the problem space boundaries. That is we are interested

ped
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in maximizing the amount of discrimination possible in terms of disease-
specific diagnostic abilities per subject. We hope to begin the data collection for
this problem area in January, 1993.

The availability of psychometrically sound, problem-specific measures of
diagnostic capabilities and knowledge base acquisition techniques now makes it
feasible to use KBIT as the foundation of a new generation of educationally
sound, ‘intelligent’ assessment and instructional tools. We caution
investigators in this area however, to play increasing attention to the care
needed to produce efficient and effective problem space boundaries. That is, if
the problem space definitions do not allow for the amount of discrimination
needed to support the drawing of distinctions between experts and novices, and
now more importantly to us, between one disease and another, then the results
are likely to be disappointing. Much work needs to be done in this area, an area
which we have called ‘test construction knowledge engineering’.

The authors have recently submitted a FIPSE proposal designed to take the
additional steps necessary to develop an “intelligent” assessment and
instructional tool. We hope that this report substantiates the merit in further
supporting this line of investigation. Clearly, the PI of this project is committed
to continuing this line of investigation. Evidence of this is derived not only
from the number of publications and presentations related to this project but
also by the completion of post graduate training (Ph.D.) in the area of Computer
Education and Cognitive Systems at the University of North Texas. Further
evaluations of the KBIT system will continue.

Appendices: FIPSE assistance was in general very adequate. We were especially
appreciative of the support of Saundra Newkirk.

In terms of reviewing future proposals, the investigators suggest that reviewers
continue to place heavy emphasis upon the ability of Al tools to demonstrate
elements of construct validity. Clearly these new tools can produce a
tremendous amount of instructional material. The real question is whether
any of this new material (or the Al-derived instructional approach) can
produce efficient and effective changes in performance.

18



{

@ﬂ@ 1593

‘aroway)In, -eouewiojsad (e3P 10110q OF PEI] YOIYM JUIUOD ay
10 ssaoosd ay) xoyud jo siepnonsed oyl £jnuapt A(aeap 01 si01BONPI
[eorpow papre Ajipeas j0u aary soyorosdde [euonipes) “uenodun
a1e uruoseas [Bd1UI[D JO SIUIWII Y10q JO SurpueisIopun ue 9[Iym
‘sassa001d
Suiuoseal [edIuI[d PozI[eIousd dsow jo uonestdde pue Buipurisiop
-un 2y uey) uonN[osaI wd[qoid 1291103 J0j juepodwi aI0W ST UTRWOP

-wajqoid reqnoted e 0) oyads 98papmouy eyl pansod 19a9moy

oABY UBWION PUB OU2ID Se ons sIYIQ -uonnjosar wojqoid
[JSS200NS JOJ UIWI[D juepodwit ue ssof ou si 3seq ATpapmouy
ay) ‘sassaooid Suiajos-waqoid [e1ouad jo Burpueisiapun uk O uop
-pe ut “ey) Ino pajuiod oaey uIS[y pue ‘sodel{ put uOWIS "suonIUN
-s1p 2ouewojsad 2o1a0u/Iadxd SAZLIAMDEIEYD YIIYM wowod Arewnd
oy se ssad01d 2andNpap-0anaylodLy 10 [e1ouad 9y oummm__i—:o pue
‘a1nmeai] Juinoseas [edUId Y 121d1out Ajsnoduoia 03 gy ut Jead
-de s101e0npa [POIPOW 1Y) N0 pajutod [21Rd puk US0IH “Apuanoy
‘uonnjosox wajqoid
“31 Guijos-wajqoid Jo saders 1a1e] AP Ul pandde uaym (oyoads pue
JANISUIS ISOW UJAI JIT sdeyiad) spie Fuijew-uoIsIpP 2AND3J3 put
Juodiyja se uonounj o) seadde Koy ‘azowrayun, "urewop wajqoad
senonzed e ulyum 9sn 10j poudisop oq 01 Jeadde Aoyl ‘yons sy
-oyyroads 1U2u0d A1ARDY 3q OF seadde sanbiuyoal uons oyl “duiajos
-wajqoid jo safeis [euy Yy Ul UOHN|OSAI wajqosd 9yendde jo aseyd
oy a1padxa 01 SAA[3SWAY) Pud| 01 WIS J0u Op INQ urewop wo[qoid
£ue 1sowqe 0 ajqeardde aq 0 seadde oy Suwmjos-woajqoad jo aseyd
uone[nwioj wolqoid fentut 9y) ur pasn 3q Ued sonsunay [e1ouad
10 yeam oyl ‘sanbiuydd oywads Jo Fuons pue sousunay e19uod
10 yeam :soifojopoylow peoIq omi Jo pasudwoo Juroq se ssonoid
Suiajos-wajqoid 10 3utuoseas Y] paziarIeyd Sey (€L6T) 119MIN
‘SueIoIU) DINISE
asow jo uononpoid ayy 2nsud £qaidyy pue ‘AloAnoajje pue Apiuatoy
-J2 2I0W “JA1[1LI SIUIPNIS 0} SUIWID [EdINLID ISIY 1edwt 01 paudiop
0q PNOD WN|NILIIND [BUOLEONPI [EJIpowW Yl Tey) paAdl[aq sem U
‘pamided 319m SIUWI[I ISIY) NUQ “UBLIUIP 2o180u pue 1adx2-uou
2y} jo Jeyl wolj aoueunsojsad adxa paysindunsip pue £oeanooe on
-soufe1p JO s[943] Joy81y 113yl AIYIE 01 sp19dxa pajqeud YoIym siuow
-39 9y KJjuuopt 01 sem $110JJ3 35AYL JO asodand Arewnd v Sutuoseal
[ea1UId JO DINIRU SY) UYIP pue Apnis 01 sydwone [pwio] A[JLd s.uon
-RONPD [BOIPAW IZUIDIILIRYD SMOLIRE put utoISg JO syJ0m DL

uondnpo.nu]

B AR AT S UL A 1 I A VA4 I VA V)

1233

“Buiuoseas (esrurpd jo Apnis-ay) ut |[ays wesdoid 1adxo
ue Juifidde ur sousrodxa [eniur o uo 1odas jim uonejuasaid sy
"J9A[0s-wa[qoid 201a0u 9y wodj 1adxa Iyl moﬁ_zwccm_.v yoym wE_oE.
-39 aseq 93pajmouy [EdNLID Y] JO £pPNIS pue UoIIBIIXI u& Burqeus
10j 100} 9[qews & 3q 0] Jeadde ‘sjjeys wesfoid j1adxo se EsoS_. suon
-eorjdde arem)jos asoy) Ajrepnonred ‘Guiyews-uoisoap womao._ouzaso.o
Jo piay sy ut sjuowdojaaa "sjaaa] sdurwioyiad 1oydiy szimdeIRYD
yorym aseq 9Fpajmouy 9y Jo SIUSWID [N Y] f_maE~.»_o>:u§u
pue AJuaiyjo ued oM 210J2q ‘paipnis pue pasedwod mco:.uczﬁ.c pue
satijeuowwod 112y) pue ‘padojaaap aq isnw saseq omvo_aoc.x 2210u
pue wuadxo jo uosuedwoo pue uonoenxs ondxa ayl 10j vo;.SE
v ‘uonnjosar wajqosd w pakojdwa aseq 98pajmouy 10 ,Juajuod, Y]

_ . Jo ssauypus pue Yidop ‘yipeaiq ayy uo I1ayler ngq ,sseooid, Iy __SQ:
yonw 0s jou 3591 Aew s9aou19ypp Idurwsojsad Jutuoseas adaou/Iad
X2 eyl s15983ns ‘10A0MOY 23UIPIAD Jud3Y -Buuoseas _a.o::_o Jo
JusWa[9 [ed11I Y se ssa001d 2anonpap-oouayodAy ay) jo asurod
-ur paadosad 9y) uo snooj siojeonps [edpaw Aresodwauod \A:qz

VS SOXAL YLop Oy KidwoSiuopy

) v 2imog dwv)) ‘dudpapy onyivdoais Jo a8ajj0) svxa g

s ot sossofory smessy o oy
guruosead [edwuIp ur pasojdurd
.Spoyjauw suiajos-uajqoad uogys,
oY) dur1o1dxa 10j S[opow Sk 3Isn Iy}
pue  sodAjojouad aseasip, wzuoabxo
10J paugdisap [[oys werdoad jaadxs uy

4%

PAruntext provided by eric
-

ERI



00 ]

wioyy pue sdiysuoneios pue s)oej 3 el 01
ur s umouy |00 [r193ds & ‘wdISAs wadxa syl Uiyt
's1daou0n s uapnis

poufisop sem auidud

20uUdI3jUl,

q1adxa oY) Jo uonejuasaidar paseq-aulyot € sdiysuoneas pue
S10B] 9Y) WOIj 9ALIIP O] poufisap sem walss suonrordde pue [[oys
11adxa oY) ‘JOAOMOH 1ludpnIs 10 yodxo oYyl woly PAARIXD A[IDDIIP
oq touued s1daouod 9sAYJ "UONEBIIPISUOD JIpUN ISEASIP Yord Yim
uonervosse Jo Aouonboyy s,21ned) YoeI JO sajewnsa ayew o) Ayordud
s [ENPIAIPUL 3Y) SALID YIIYMm $1d9ou09 s,119dxa 10 SIUIPNIS OY} ST 1]

sydasuo) ¢

10 'S

*(,Burysnio, se ured 119y} 9qQUISIP [[IM ‘UOHDIRJUTL [PIP
.1es0Kw ‘asned 11ay) se aaey oym uted 153yd Yum Sunuasaid sjusned
10 %08 ‘9-0) uewop woqoid Y1 unpm wuosaxd 0) Aoy sased
10} £3ojons ay) si dseasip uaaid e uaym 1wasdid 9q 01 Aoy st 21m)
-29J USAIZ B YoIym IIM Aouanbaij oY) JO SAIEWIISI S, UPNIS Y1 AT
sdiysuone(as 9y "(,ured 15340, Se umouy aoeds wopqosd oY1 unyim
aseastp B ,UOIDJEJU [RIpIEdOAW, pue 3injed) ® aq Aew uted Jut
-ysnio, "3'3) urewop wojqosd udaId 211 Ul $ISED BUIA[OS UIYM PIIIPIS
-u0> puUB 1OJ P3YdIEds 3q PInOYs yoiym (so11082180) s[enUAIYIP
aseasip ay) (g pue (sainjed)) uipuy [eatshyd 10 [eaniosy (T JO swoj
241 Y10q Ul 31eM1JOS Y} Ul p21uosa1dal 1. S10e "2IBMJOS SIUDWNIIS
-ut oy ojut (s1dadouod pue sdiysuone[as ‘sioej) JUAWUOIIAUD ysel )
jo uoneussaidos [eludw sy Jo spadse ndur pue aquosap 01 (11ad
-X2 10 JUSPMIS IOYII) 19sN Yl MO[[E O1 poudisop sem [[3ys weidoad
padxa oy ‘siseq e se A109y) Suissaoosd uonewojul Y YIM
sdiysuonrpas pur SR 1

‘JUSWUOIIAUD %581 Y1 JO uonejuasaidal [ejudw

s, 10A[0s-waqoid 9y st deds woarqoxd oy, ‘wolqoad e JO SHuAWI3 A
1doouoon (¢ pue sdiysuone[ai-12jul 1oy (z ‘(seu0@oied
pouLjop ST JUDWUOIIAUD YST)
jo asoy) e K109y

auyyap eyl s
pue sainjedj) spej (1 Jo 2inonNs oY) SE
oyl -,oords wolqoid, pue udWuOlAUY ySeL,
sy jo s1doouod [ejudwepuny OM, ‘uoung pue [[OMON JO
-$5290.1d-UOIRWIOJUT 9Y) Ul POJOOI St ApIoys paquosap 9q [[Im yoIym
Juownisut 3Y) JO siseq [edNI0Y] Y] ‘uoNBIOGE[D YONW INOYIM

. £10a1)) Sujssadoad uoneunioju]

wra}sks jaadxa paquIdsIp
ay) jo yuawdo[aAap 3y) Sui{j1apun siseq [B3112I100Y |,

TTIHS WWVIDOU LAAdXE NV

JTAYIIVAY AAOD 1575

K100) Jur-

“x

Ig

‘Ww)SAS SIY) YIlm HIOM WOI] UMBIP SUOISN[OUOD pUB SUOIS
-saxdunr ‘synsa1 Areurwyaid ayy pue ‘padojoasp sem (weidoid suon
-eoridde pue roys y1oq) wasks 1yadxa ue yoym uodn siseq ay) ssnosip
([ Summo[[o] 24 ], "Pasn 3q Pnod sjoo} paseq-1a1ndwod 3say) Yorym
105 suonesidde jenuajod pue suonjeoydiur ay) P3ISPISUOD SIOYINE Y]
‘swresgo1d suoniesridde 11adxa pue s;ays 119dxa Jo uApE YT YU
“pa1dRIIXd Sem aseq aTpajmouy pajusauo-wo|qoad
ay) woym woij 1adxa oYy jo Adoeinooe Fupjew-uorsap 3yl yorosd
-de pue pueisiapun yjoq 01 110jj3 uiofuo ue ul paulydl pue palsa)
‘patpnis Apuanbasqns oq ues ,weifosd 1adxa, sy wesdosd (suon
-eorjdde) 119dxa, ue se umouy St Jeym Wi0j JuIBud SDUIIJUI pue Iseq
a9papmouy oyl Joyiadoy “(oses wojqoid e yiwm paduajeyd uaym uon
-N[OS & J9Jul JO UOISR|IUOD & MEIP O] Se Aeas & yons ut aseq I8pajmousyf
e uodn SMEIp YdIym [00) 21em)jos & st uidud 2ouaIdjur ue) Juigud
20uIAJul S,[[9YS Y] YIw 3seq 3Fpajmowy siiadxa Iyl sUIqWOD Isnw
[[5Ys aY1 ‘patoenxa st aseq 98pajmouy pajustio-wajqoid e dUQ
-woyqod uaaig e Suajos ut sazinn 119dx3 Y YI1ym Iseq
a8pojmouy, 10 JU3IUOD 3y} JO UONORIIXD 3y} ST J19dX3 Y] Yim UONIR
-19)u1 [BONUID S[[AYS 9say) Apuanind ‘K1ea Aew 11adxa ue yiim 19BI)UI
sqrays wesdoad 119dxa asay) yorym Aq suesw oyads 2y opym suad
-x3 Jo Aoeinooe Sunjew-uoisoap pue Fuiwoseasr Y Bunewrxoidde 4|
-[enjuaaa pue Junoenxa 10j ,s(13ys wesdosd 113dxa, jo L12izea © Jo osn
pue juawdojaaap Y1 u2aq sey [00} jueyodwr Ajsenonsed suQ “Bur
-U0SEal JO SJUAWIS [eludWepUNy Ay} Jo siefnonsed oyl jo Guipueisiop
-un 1no pasueyus Apuedyiudis aaey yoym aouaBijjajur [eroynte paseq
-19)0dwod JO P[aY 9Y] Ul SIOUBAPE UIIQ ABY 9I3Y) SIBIA JUId31 UJ

surexdoad suonpeoydde pue [jays 31adxa paseq-133nduio)

*YSB} JNDIJIP B 159G 18 Sem suon
-OBI2)UI JI3Y) puB SuondUNSIp aseq a3pajmown] pue ssa001d d1ou/i10d
X3 jo souypads oyl Ojul Yolessas ‘sjoo) Fuifew-uoisIp paseq
-191ndwod JO JuApE Y] [HU[) 9SBq IBPI[MOUY §,10J00P Yl 0) S
-a1 s59901d moy pue pasn Furdq A[[en1oe 218 SPOYIaW yeam pue Juons
uaym Kjnuopt o1 soyles nq ‘spoyiow (Buons) oywads sa (Heow)
[esouad jo Aorwitid 9y) 10U SI INSST [RIL AY) ‘LIS [ded PUB UI0ID se

TTHHS AVIOOUd LUTdXT NV

E

-
RIC



be

y) pue a8papmouy ‘aouauadxa Joyy uo paskq 4404 ¥ dopaop m

a1edaid uoissas 1541 Sy 01 AWod 01 poisanbal d1am pue so11082110

seasip auiu 9y} Jo Isi| & udAld 21am Koy, 'wonwI0I YF 19y} JO sInoy

2141 154y 9y) Juunp uted 1s3yD JO wojqoid ay) 10j JAOd ¢ dofeaap

1 paimbos aq pnom 4ay) eyl onou uanum uaald a1om SUp

Als [[€ ‘UonEI0s JWIdIPI Aouddiowy 2yl uo [eAllie J1ayy 0] JOoHd
aanpanoaq

*dOd [ENPIAIPUT UMO J13Y] OJut UOISNdUT [BUL] 10]
‘Buipuyy £9 || pue Kue 3s00Yyd p[nod dnoa3 Apnis ay1 Yorym wolj Isif v
¢ paalas s3utpuy) UaA3s-Aix1s saY) ‘snYL 'SdQOd 95U} Buipdwoo w
UONBUIQUIOD SNOMEBA UL SIINIEDJ JUIIJIP u9A2s-£1x1S JO [BI0) B pIsn
JuUOpNIS 91 1BY] PIUIWIONOP SBM )1 “kpnis 1oid Jeak ouo SIy) Fuimol
104 '[090101d 119y3 U1 asn pInod Ay YIIYA sSuipuyy [porskyd 10 [vdLI0)
siy oy Jo swa) ut pauyyapaid 1ou dram Jnq ‘so110391w0 asessip autu
wes 959Y) UO PISEq 31om YdIym sgqod ured 194D dojoaap 01 payse
i1om sjuapmis ‘Apris sty o1 Joud joqid 1ak suo v Juung “stisen
snyjoyy/sinideydosg pue sioplosig [P19[94SO[NISN ‘WSHNAUY N0y
worioy ], Funodassig ‘xeloyiownoud ‘snjoqrug Lwuownd ‘wriownauyg
. 1pIedlIng  ‘eruoyds|puIBuy  [BIPIRDOAW  ‘uondIvju] [RIPIRIOAN
219Mm S[RPNUBISJJP OSOYL Mied 1S9YD), JO SISnED yuepodunt 10 pue
(OWWOD OIS 21am [[k ADY[) OSNBIDQ UDSOYD DIIAN S|ENUDIIJJID ISINL
J4AOd uied 159y 11241 Ul S[RNUDIAJJIP Y1 ST APR[IUL 01 SIUIPMIS A
0] U2SOYD 210Ar SOLI0F01ED OSROSIP DUIN “IUINPIW Aausfiowg ur uon
v101 uo o[iym ur 93eduo 01 swapnis 10 Aps jond seudosdde ue aq
)[nosm ared 159yD), JO wajqosd 3yl 1ey) pIulWIndp sioyine YL
_ udisa(q

"'NdD 8808 ue pue
;0a-SIW £q patesado sem pue Alowaw jO H9ST pasnbar asemyjos
)L "papwoid 21em)jos 2yl uni 0} pasn Aay1 yorym ‘19ndwod [euos

-1ad ajquedwod g] 10 WAl ue Yim popiaosd sem Juapnis yoeg
LIS e O

-Apnis 9y} 0Jul P2IaIUI 21am uONNIISUL sIoyine
y1 18 20I3s QuDIPay AdousBrowg Ayl uo UONEIOI Yuowl IUO

'0A11D3]9-uOU B Junfe) 219m Oym Sjuapnis 9A1IND3SUOD oEA:EP.
. spafqng

SPoYloW [BIIUID

TTIHS WYUDOUd LUIdXT NV

£e

"suonounsIp ouewiojrad 9y) J0J JUNOIOE YOIYM SIUIUID}I
ay) sutwia)ap djoy 01 pazdjeue pue pasedwods aq ued sadf10jo1d ased
-SIp 9jeanodeul pue Jjeundde yloq ‘Ajjeurd -pazdjeue aq ued sad£r0104d
aSBISIp poJBIOOSSE M9yl pue SJQOJ ' Jofeam ‘uolysej Jejnwuis
e u] ‘sad£)ojoid osessip 9)eInOOE IMIOpPUR YOIYM SONI[RUOWIWOD
ay) outw1dap o) Jdwayje ue ur pszhjeue 124N} 9q UAY] UBD SJCIQd
2)esndode 210w ISAY) UM pautejuod are yiym sadAojoud ases
-SIp 9Y] "paynuap! are Aoindoe onsoudelp JO s[oAd] 19ySiy 2ad1yoe
yorym sJgod Yl ‘sesed BLIAID 9SAY) JO asn Ayl Aq papinn

‘(auyorwr 9dua19jur 9Y) ulylim sad4jojoad aseasip pue)
ddOd s 1adxa 10 sjuspnis 9y) a3us[eyd 0) pasn e yueq eIEP oY)
ut $35BD [|B ‘JoUURW SIY) U] "ISBD IY) PIAUI Oym Jaquaw A)naej Iyl
Aq paniwiaop Ajjewiduio se ased awes oY) Joj sisouderp 9y isurede
osed oyl Joj sisoudeip s sosedwod uayl IeMIJOS AYL ‘elep ISED
ayy soyolew 15aq yoiym adA10104d asessip souyoewr oyl uodn paseq
aseo 9yl 10j ,Sisoufeip, B SI9jul DYl QUIYDdBW Y] ‘BlEp ISED oY)
pue 9d410101d aseastp yoes uaamiaq apew st yojew paydwale ue pue
3seD BLINILID UoBI JOJ Blep 3Y) ynum pasedwod usy) are sadAjojoid
9seasip paseq-oulydewW  AYJ, ‘SIAIUNOIUD ISBD [ROIUI[D [BNIOER IO
,S$3SBD BLIDILID, pale[os-wajqoid jo Ajduiea pue saquinu 98se] e Suure)
-u0d jueq ejep v wouj 1919 ‘indur Juiyey jo sjqeded s1 asemijos Yy
‘Krowaw sauifua 2oualojui oyl ur sadL10j0sd Iseasip 9sayl Y

_ . wreagoad
113dx3 ue :patjdde L1093y} Suissadoad uorjewrojur ay,

" sweidoid yadxa, se (ss900ns Jo 592189p Suifiea
01) uonounj Aoyl (daOd) 10901014 onsouderq pajusIQ-wa[qoLg
se sjponpoid pus paseq-roindwod sradxa 10 s, uspnis oyl 0) 19ja1
am wdipered snsouderp 10 doeds wajqoid s,1radxs 10 suapnis ay)
juasardar sadfojoad oseasip pue sdiysuonerairaiut ‘sioey paseq-saind
-Wwos mou asayl ‘1919807 uaye] °,sadfjojoid aseasip, paalsop-reind
-wod 952y Aq paiuasordar 10 pajewnxosdde mou ase (9oeds wajqoud
oyl umgim paurejuod oasessip Jenonsed yoes ‘Aouanbasy parewn
-S9 119y} pue s2injeaj Iyl 91 ‘Jo onsusdeIEyd Sanrenb ayy) sidad
-uod S JROPIAIPUL AY] 93udssd u] 'adeds wajqosd ay) ur aseasip yoera
10} ,adf10j04d aseasip, 10 uioned paseq-surgoew e dopaadp woay)

C

. - \‘l

TTdHS AVIOOUd LuadXd NV

E

»



_a:ogco@owmm: peaj sey sig siuduodwon a3pajarouy Funenuaojjp
ue Suiwiuod aseasip yeam 0 siuouodwoo Fpajmouy Funrnudiog
1p pue Surtwiyuod aseastp Suons woiy K1ea adKi0101d oseasip pur
seq 99popmouy yowa jo siuouodwod Ayl ‘st ey anjea Junenuaiog
1p pue Suiwiyuod dseastp enbaun jo a1e aseq AFpopmouy Y UM
>ureIuod (SAN[eA 119Y) pue saIniedj "9'1) sjusuodwod dZpajmouy o)
1) 15983ns o1 readde ‘oseq adpamouy senpuipur ay) uodn paseq
e yormym ‘sadAlo101d 3seasip voz‘._ov:_og:anv asay) ‘Ajjeurq
*32u239dwod [entul)d
) JUSWSSISSE JO Anpiea 9yl ut juswasoidwi JUBdYUFIS B SE 0AIS
qissod ueo adk10j01d asessip pue aseq 93papmouy s, )uapmis e Jo
yesnaoe susouderp oyl jo Sundwes 931e] yong -ajqissodwt Ajjenuasss
M JUOWSSISSE UB Yons ‘surdlss 11adxa paseq-191ndwod jO JuApe dY)
| 1011 'S3SBD BLIAILID JO A191ieA puB Jaqunu I3Ie[ B Ylim SIUIpNIS jO
:eq 28pajmouy ay) Jo Aoeandde snsouderp Iyl ssosse pue 33udyjeyd
2an0sfqo pue Ajpider o) ajqe aq 01 syeadde waiss 11adxa 9y,
‘s1w10j19d [9a3] mo0[ op uey) sadA10101d dseasip 119dxd
11 9]quiasas A[3sop azow spradxa Jo s[95] dourwiojsad 9yl yoroid
le oym syuopnis jo sadAiojoid aseasip 2yl ‘uonippe uj ad£10701d
;masip pue aseq 28pajmouy SIUOPNIS IY) PIP UBY) SISED BLIAID
uteSe Koeinooe onsouderp jo spAd| Joyduy ur paynsas sadfioroud

;mosip pue saseq 98pajmouy paauap uadxa ‘paadxa sy
‘suonounsip souew0j13d soraou/irod

5 10] Sununodde jJOo suedw 2)210u0d drow e Ipwoid Aew uim
siy L sowmou pue 11adxa yloq £q pasn sad4jojoad aseasip jo sjapows
1e aseq 93papmouy 9y) Fuowe SUOHDUNSIP Pue SINIBUOWWOD Y]
meauyap pue uodn Suisndoj jo ajqedeo st jjays weidosd 1adxa sty)
) 9A91[2q 9m ‘aI10WIIYINJ 'SIDIACU pue s1adxa y10q JO SUIWI[I
1ajos-waqoid 3y) Apnis pue 19BIX3 0) pasn 3q ued S|[3ys weiJoad
adxa ey st y10M Siy) woly paauop uorssardun Areurwnjaid suQ

SUOISN[IU0))

: (uwnjoo Y JOD' LV 3y ut pawas
.1do1 os[e se — uone|2110d 21ned) [OIN] 2AnedaN) 21njea) Sunen
(219)J1p ® B 10 (UWN(0d “YYOI LVIJ oY ut pajuasaidar se — uon
(91100 21mE9) [SOJ] 2ANIS0d) 2Iniea) Jurwiyuod € 1Y Se yrad
3 9y} AQ Pasn St 91nJe3] 3Y) JAYIIYm O] Se POALIIp IIB SUONDUNSIP
1 210U OS]y “(UWNod ‘NIVA'LVIL Yy Wl paiuosaidar se Jydrom
) an[ea s,2101e3) 9yl 2jou — vduepiodwr Jo 19plo Furpuddsap ut
wejd a1e saInjeo) *3'1) anjea JAlR[aI 119Y) pue saInied) ([N) S25ed

AL Y. VY AGUY LoSgl

-SIp 9y) Jo $is15u0d )] "Jadxa ue mm ugye) adfio101d ([N) :o:m_sl
-uj [etp1edoky ay) jo uonrod e mo_m:mcmwzov ojdwexa E_zo_:ma.mih
"ad4j0101d aseasip e sarensuowap g aindig suadxa ay) jo m.uabogm:m
3seasip Y1 o|quasas £jasop arow yougm sadhiolord asessip aaey
sdA0d 1adxa jo souewioprad oyi yorosdde yowym sgqOd Iuapnis
3501} ‘palen|eAd A|[eoNLID UdYMm Jey) ST JUSWWOD [eI9us I9yjouy
'SaseD BLI9ILO 7/ 9yl Guowe s311039180
9SBISIP [ENPIAIPUL SUIU JY) JO YIBI 0} paje[al se )oyads pue anis
-uas pue ‘AoBInddE d1150UBeRIP [[BI2A0 S, JAOJ 1Y) JO SWII) ul souewWw
-1ojsod popidwoo swopnis oy spodar aindy ey, .Scov:a. Z€ du
-Ajoaut pms Jo11d siy) wouy papidwod siynsas ay) sureIuod 1 91ngig .
“awn sty) je sduewojsad sisadxa ay)
duipiedas sjudwwod oywads Aue Junsodas wouy sn apnpaid spadxo
Jo raqunu jrews 9y ‘pajers £jsnomaid Sy ‘syuapnis 9y) uey) £oeind
-0 dnsoudelp jo sjaad] 13yBiy paaryoe sadAjojoid asessip parerdos
-Se 113y} pue sgqOd Medxa ley) s1s983ns puan fentur ayl ‘,ureq
153YD, jJo woajqosd Iy yum Buiesp sarpmis Kreunwija:d ino uj

$)nsaa Areurualg

"dnoid 11odxs
3y Ojut papnjour ud3q ey $113dx3 Jo saquinu 13818} B USYM suosired
-Wwod 3d1a0u/11adxa 3s3Yy) Jo SINsas 9Y) 110das [[Im sioyIne Iy sjudp
-is 3Y1 yua pasedwod udym sidjowered 112yl Ul DUIIYJIP JuBdYIU
~81s Ajrenualod pue puon Juaisisod e st a1yl eyy 15988ns ajdwes
1adxa Areanupard oY) woly paauap synsa1 3y 1949mOY “paIussaid
3q jou [m Anoyroads pue A)IADISUIS PIL[OI-OSEISIP puUB ‘DduBW
-10j13d [[eJ2A0 3010U/11adXa UIIMIZQ 9DUAIAPIP AY) JO QOUBdYIU
-81s ay) jo sisAjeue [eonsnels e ‘suadxa Jo soquinu [[ews 3yl Jo 9sned
-9g 'sased ewaid g/ jo yueq eyep e isutede Ayoyroads pue Ananis
-U3S pale[a1-aseasip pue Aoeinooe onsouderp jo [3A3] [[€19A0 5, dAOd
oyl Aq poinsesw se 9ouewsojiad 119y JO SWII) Ul PISSISSE Sem
ddOd ured 152y s,judpnis yoed ‘“Apmis ay) jo uonajdwoo ay) 1y

JUred 159yD, Jo wajqoid ay) 10j JAOd
umo 113y) do[aaap 03 payse a1am s119dxd 331y ‘JouUURW IejIUNS € uj
'd@Od ured 159yD umo 113y} 2)9[dwoo o3 sajnunm (g 03 7, usalS a1am
Koyy ‘(sjenuasajyip suru 9y) jo yoea o) uone|dr w Kousnbsiy saim
-B9J UISOYD YOI JO SUONRWIISI PUB ‘PIPN[OUl 3G O] SINJEs) JO uon
-093s "9'1) wiop1ad 01 a19m A3Y) YdIYm }se I Jo soyads Iy pue
19)ndwod 3y) ‘21eM)j0s 3Y) O} UOIIAPONUL ANUIW (9 & Fumoyjo] Su
-SO0Y2 UMO 113Y) JO SI[ONIE Uled 1SIYD 1UIIIND I21Y) ISEI] 18 JO MIIAI

TTAHS WYUDO0Ud JUHdXT NV

Q

TTIHS WWVUO0Ud LMAIXT NV

E

IC

Aruitoxt provided by Eic:

-



86 | F18VTIVAY Ad0D 1539

%16 %SL (sased (7) siaplosi [RIFIYSO[NISNIA
%L6 - (soses ) snjoquig AJeuowng
%96 %88 (sse0 1) xRIOYIOWNIUY
%66 %99 ( soseo p) rruownaud
%16 %16 (sseo T ) szapuosiq 1D Joddn
9%b6 - (sases g) wskinauy o110y drorIoy ], Suiidessiqg
%Y6 %LY (sase 7) SIpIRILIDg
%6 %6E (sased 97) viwaydsj/euiduy [RIPILDOAN
%6 9% Sh (sosed §1) uonaiejul [RIpILIOAN

Aywads / fnanisuag

%S (SASYD VIMIALIYD ZL LSNIVOV)
ADVINOIV DILSONOVIA TTVIIAO
I 31n3y]

961 ‘PN ‘a[epsiiiH ‘wneqp3 Tononnsu| pus LOMUBGY :(Pa)

Q Juepy uj ‘suononisul ysel xeidwoo Buipueisiepun Wt sedeH 'vH uowis ‘8l

9861 '|B3JIUOW ‘suon
-Boliqnd |eeH-ue) ‘8dUBledWOT) [BOIUID) DUISSesSy Ul sjuswdoleas(] JemeN
:(spe) PH UOCIEM ‘WY UBpPJEH ‘Wi UBH U] "UONEN|BAe PUB SUONONJISUI |00YIS
jeoipew Joj Asoeyl eAnjuBod jo suonsdydwy :ABojopoyiew Buios-wajgoid

{eojus Bujures) pue Buiyoee) fespAeue poydxe uy idy Aley.0 ‘r4 eded ‘Ll

Lb-Cv 161 'SB6L

onp3 pew  ‘eouswioped [BOIULO :.v Juewainsesw oaoelqO WO UBWION 91

0861 ‘IN ‘elepsiiiH
‘wneq)3 ‘Yoleasey pue DUIYdBS] Ul $8NSS| :UOHBINP] PUEB DUIAIOS We|qold

:(spe) 3 pey ‘1Q swny uj "uonesnpe pue Bupeeuibue aaniubo) yQ uewioN ‘S1

TTIHS AVUOOUd LuddXd NV

-~

P~
(6

€861 'HI0OA MBN ‘UYDIAOUBAO( pueB ‘8oBig

‘UN0%JBH ‘UONJNPOJIU| Uy :JUBWIINSBeN PUE |S8| (BUOHEBINPT Y ONUN bl
2.6l

'S pooms|Bul ‘jleH e8dlusld ‘BUIAIOS-We|q0ld UBWNH ‘H UoWIS 'Y |lemeN '€l
2861 'HIOA MaN ‘sieyslignd 8ouelds

yoeaig pue uopJo9 ‘SwelsAg wedx3 ul sbuipesy Asojonpoiiul Q eI Tl
€0£-262 '8 ‘0861 uoniubo) pue Aiowely ‘sideduod pausanob

-ajn1 jo uonsinboe ey Ll Bunisel syseyiodAy pue Aouenbeyj einjead (1Y Bojex 11
3 Z1-01 :02 ‘9861 2np3 PO I 'seduspedxe ojulo ybnoiy

obpajmouy eanjuboo jo uopsinboe eyl D uosed ‘TH uose)d ‘Or seuol 01
2861 ‘NNOD “jiemioN ‘shoi)-AinueQ-uolald

-dy ‘$]00YyoS [eoipaN 'S N Ul Bulydea] pue siaydesl . Binqisepm ‘H uoser 6
88€1-24E1 :(21)6€ ‘6L 10UDAS

Wy ‘uonew:rojul [eluswepun) jo Buissesoid onewoiny 1Y $®oeZ ' J8yseH 8
00L-66 :61 'SB6L onp3 PO [

‘suondwnsse e|qeuonsenb swog :Buiajos-we|qoid [BIIPBN A 181Bd 'O UBOID L
0861 ‘N 'eeps|iiH ‘wneqp3 BUIAIGS Wse[Goid
pue Duiuieeq jo SISA|leuy §S8J00id ©ANIUD0D ‘oMl B8wWNoA "uoNdNIisU|
pue ‘bujuiee 'epmndy :(spa) YM 8nBeluO ‘vd 0018pad ‘Jy MOUS uj 'suol

-vondwi [BUONONIISUI UM SisAjBue %sBl 8Anub0o jo sejdwexe swog (0ussn 9
Z0b-E9€E '€ 'v861 UdIeassy [BUOREINPS jO MalasY "Bul

-Ajos-walqosd vy uonsnnsul 1o} Aloeys eantuBoo jo suonesiidwi (N uesyiepeld 'S
£861

‘SSYW ‘uoibuixen ‘Auedwo) pus yiesH D@ ‘Buyoeal Bunenea3 ¥ eikoq b
£61-181 :(2)68 ‘0861 10UIASY

wiouqy ¢ ‘uonezuoBeies adAiojoid se sisoubelp omelyoAsd (e 18 N JOWUBD
91$-90% 81 -¢861 ONP3 pew
T 'sedfjojoid pue sepobeisd :sieuonnoesd (eieusb pue siuepnis (edlpew

10 seyowWaw ey} Ul 86paMou [EJIPEW JO BINIONIIS BY] Y $x0eZ 'D 8bepiog 7
0861 "0 meN 'Buiysiang sebundg UoNEBINPI

1edlpey O yosoiddy Uy Dbujuieen peseg-wa|qoid H uAlque] ‘H smoueg I

’ SAIURIJY

O swouodwod 193eaa 0) J3u0dls JO uollepeld e uteluod ‘ sonstnay
Suissaooad, Buiajos-wajqoid se jsuf ‘saseq a8pajmouy ey 1ydnoyl syl

TIEHS WVHOO0Ud LUZdXE NV

E

. J
-RIC

Al

v



0€

62

€50
00
Lyo
y'0
w0
680
9¢°0

€€0
620
920
(440
810
STo
010
900

1830
‘na

sod €00 Jstouwr/o[ed/jo0)  +9
8su €00 on0d L
ou €0'0 x3(dwos woiduwAs axij-ny [ewoIpold b
8ou €00 uonoun( [2Ipuoyd01sod 03 [eIR1eT  ZT
ou €00 sisiidowsy ¢
sod €00 Surzaanbs/ainssazding 61
sod €00 sInoy pz > pue sanuiw Og-0T< ST
Suunjsodjuauraaow

Fou €00 i uted ajqonpoiday 19
Fau €00 510810y JOLIDISOd €2
Fou 00 Funasy/Buiqqers/dieys 8T
fou 00 JuunisodiuawarO N OF
sod v0'0 [erpJooaud Jjoj/jeuIalsqns 1T
sod $0'0 plo s1eak gy < waned 1
sod S00 we/melpoou ol ST
Bau 900 sojnuiw 0E-02 > ¥1

‘2100 ‘DIBA

RLUCY BEER LY. aanjea g

NOILDYVINI TVIQYVOOAN J0 SISATVYNV
7 2an31yg

A13HS WVUO0Ud 1IAdX3 NV

E

O

IC

Aruitoxt provided by Eic:



G

vz FTEVTIVAY ADCD 1SR

'syo8lqns
Apnis eyy esudwod eudipay olyiedoaisQ jo 968100 sexs | syl 1e sHIa[o [edl1uld 1eeh Lyunoy
pue pliiy) 22 L pue (siauonnoesd suioipep Aouabiewu peyiues pseoq) suadxe vg Jo [e101y

SPoUialy

‘Bujew uois|osp
[Bolpaw jo |epow uaaup-edAolold ‘paseq-uoiubosss wsied e BulApepun s)ONISUOD
eAlIubod ey) Jo sjuelwssasse pileA pue e|qelle) jo 8jqeded [00) YoIeesal B yIm sioyine
oY) epiroid pinom Ajjjiqelal JUBWSSESSE Yiim UolouUniuod uj AlpiieA JonJisuod Jo 8ouapiAl

‘uojeuwlISIp weied pue Buiyolew uleyed 'Aoeindoe
onsoubelp Jo seinseaw paalep | |G Jo swis} U} (Suepnis [oIpew) SedIA0U [edIpetU pue
(sssuonnoeid paijiuad pseoq) spadxe usamlaq adusalayip uesyubis Ajleonsnels e e1au )

‘auIwIssp 0} Jno 13s sioyine ey} 'Ajjeoyoeds "1 1GY WoJy paALap sainseat eyj jo AlplieA
onIsuod sy) ainseaw o) paubisep sem Jaded sy uj pajuesaid oq o) st Yoiym Apnis eyt "(6g°
‘02-uM yJom paystgndun) uoneulwosip useed pue Buiyotew uieyed ‘Aaeinade ojjsoubep
jo seinseaw s|qeljal jo s|qedes si i jeY) petesisuowep 1|8y ‘suopiebiiseau; snojaed uj

*(1e 18 edeyd) uoneuwosip uleyed pue Buyolew
wened ‘a1 'Adesnooe onsoubelp BulApepun syonnsuod ealiubod om) jses| e Buunsesw
jo e|qedes os(e s| |G "SOSE2 BlJ8)JD Jo Hueq Blep B jsujebe Aoeinase ofisoubelp spelqns
e ainseew o) paubisep s! 1| '|oo} YoJease. peseq-weisAs uedxe ‘peAjiep-aousbijelu) jeioyiue
ue s| | 1g) "(sehe pue eded) pequosep Ajsnolneid useq sey sepedold jesjbojopoyiew sy
pue (11g3) (j00 eouaieju) eseg ebpejmou| e se 0} palsajel AjuelInd) |00} YdIeesss oy

‘whipesed Bunjew uoisioep |ealpetu useAup-edAloioid ‘paseq-uoiubosel
usened e ejpepun Ydaiym s1onisuod aaliubos Buoss 1o oidiw ey) 81o|dxe pue |8potl 0} S| |00}
siy) jo asodind sy '100} yoteases usaup-edAioiold ‘peseq-uopiuboses ulelied 8 pedojanep
Keyy pue siy) 0] ‘whipesed ey) jo uesuodwod uonubooss ussiied ey} Bulkpepun sjonlisuco
onnuboo eys jo Buipuessiepun seiieq e dojaaep o} 1ybnos Aey ‘Ajjeayiceds "wbipesed Bupew
uojs|oep [esipew (BuosisHeam) 01ojw/oIoBW PaUIGUIOD SIY} PUBIXS 0} INO 18S sioyne ey

‘sedAjoj01d eja uouBooal urened Jo sses0id eauBos (Buols) 01w
8 '(sse00.d sAnonpep-oodnieulodAy euy Aq pejuesesdel) whipeled ssesosd eaubos (Neem)
0JOBW 8430} pappe eABY SJoyine esay | 'pesedwod st ejep aseo yojym jsuiebe ajejdwei ey) se
1daouoo sselo asessip e jo uopejuesaidel JedidAlojoid, pezieusajur o|Buls e sekoldwa (s|sou
-Beip) sesses0.d uojiuBooa) uselied s,ueloUlD By} jey) sjsebbns YoIum 8oUBPIAG papemio)
oneY sxoeZ pue abepiog pue [e ie Joue) ainiels)] Bupel Uo|SIoap [edIpeu eyl UILIAA

. LLuonubooas usened u)
peJedwoo s| (ejep esed) ejep [eusaixe yolym jsuiebe eje|dwe) ey) se pesn s} uonejuesaides
eBpajmouy jo wio) pezieuaiu} 'oOqUAS 1BYM, Uolisenb xsu Jiey) se esod 'sioyine 1eyio
[eJ0A8Ss 8ARY se ‘sioyine ey ‘Bunjew uoisioep [ealpet ul paziin ssedoid eAnubos Buons
Jo 001w ejqisneld e s| uoubosa) usaed jey) ssiwe.d Bupjiom e se jdedsse sioyine ey

“(uetuioN)
sse00)d uopubooe) uiened e sez|inn ‘ysej uofeziiobered e ‘sisoubelp jey) sjsebbns ose
yoiym eunjelayl bunjew uoisioep [eo1patw eyl ujyIm esuapiae bujmolb s|esey “(oed) sseosoid
uopuBooas uteyed e si uonubos pue uopdasiad Yloq jo YONW jey) uoyjou ey) ‘eidiound jey
-uetlwepuny )l se 'sey yaiymyosseesas uoubos jo Apoq ebie) e s| 8isy) ‘Bujieioqe|e INOYIAA

uonjubooey ulened

3ON3L3dWOD TVDINITO ONISSISSY NI SINIWJOTIA3A LN3HHEND

ﬁ m (/1% .
uedpiawy eyl

10 1e1deyd sexat ey jo Apoq Buiusaaob pue siaqwaw 8y jo voddns snosauab eyl yueyl o)

ysimem ‘(3dSI) uoneonp3 Aepuodasisod Jo wewaoidw ayy J0f pund UopeoNP3 Jo e

edaq 'S N U} PUB SNOOAARWNDRE BUIMYIWS Aq ‘Ued Ut ‘pabioddns Si yoreases SIUL «

isseo01d eanonpap-oaneyiodAy eyl Aq passalppe jou
$055000.d eA}UB0o BuOIIS JO 0O BY) SBINIISUOD JBYM 'SPIOM JBYio U] £ sseo0.d aseasp
syads e jo aanejussasdal Bulaq se uoneesaid esed uealb e ul swoldwAs pue subis ey)
(ssouBeip) aziubooas o} sewod ueioisAyd eyl eyl il simoy ‘(sseo01d eAlubod yeam Jo oioew
e) ss990.d Bujuoseas aAioNpap-odnayiodAy Jo Wioj ewos sasn ueoisAyd ay) jeyl UsAID

‘osed uanlb

e u| jueseid eseesip ey} Jo UoNuBooes, sueioisAyd eyl pawis) useq Sey jBum Wo.j esue
yoIym suopsenb esoy) Uim [eep [lm uolelueseid siyL ‘suolisenb paJamsueun pue peyseun
uew surewe. 818y} 'ss890.d Bupiew UOISIOBP [BIIPeW 8yl jo Bujpueisiepun N0 6SEBIOUI O}
yoNLW BUOP SBY SI8Yl0 AUBW PUE [B 16 UIBIs|T ‘uAiquwe L pue smolseg JO YJOM 8U] BIIUM

‘(d30v) suepisAyd Aouabiews3 jo ebeji0D

‘seyoeosdde ojinedessy Jo uonBZijeiiu] 8yl pue sisoubejp e Bujiepuas Jo} UBIOYNS BOUBPIAS
s{ esey) 18y} seuiuselep uepisAud ey ‘Alleuld ‘(luesaid ejels eseas|p 8yl jo uonuboos.)
Buip|ing oseo 01 suIn} Apjoinb ABejeuis s,uedisAyd eyl (siseyiodAy) sasnes ejqissod Jo st eyl
N0 8N pue U| 8nJ o} paubisep suonsenb jo eull e dojensep o} sujbaq uey ueisAyd ey L

‘wajqoid sjueiied ey o} usuled is)| esned e Jo sisoylodAy s|gissod
[e1oA0s pelessueB sey ueioisAud eyl Jejunodue Juaned 8y} JO 19SUO 81O SBINUIL INoj 0} 88iUl
UIUIA ‘SJ8juNooue Juaned JSow U] S8INUIW O} SPUODes M8) 151 8y) UiYliM SIN000 UONBILR
-uep] we|qo.d Jo uonezienidesuod fepiul *(8.nsod) Bupjew uojsioep onnedeJssy ) plisoubelg
(s pue '(Buipiing esed) uole|Ntuio) wejaoid (v *ABerens Aynbuy| (¢ 'uopeleusb siseyjodAH
(z '(uoneaynuep! weiqoid) uonezienidesuod [eiluy (1 :smojo} se ere Aeyl ‘sweuodwod
Al SURIUOD uA|que | pue smolreg Aq pesodoid sseco.d Bupye UoISIOBp (BIIPEW BY L

-5$020.d eAnonpep-0oieYiodAy € 'AjelusWEpUN) S| JBUM SBSN OUM IS]UB|DS € Se LBl
ey ezpepelreyd Aeyl Buprew uojsioep [edpew JO uojliBZlIBORBIBYY paldasoe m
Alepmm 1sow ey sdeyled siuesaida) 1BUm pepsemio) eaey uAlque | pue smolle

uoyonpoNU|

audIpain olyiedoalsQ Jo abs||0D sexa L
uoneonp3 |eoIpa 40 Juswyedaq ‘18ABN *S  SRIOUS H'M ‘eded 4

*ONDIVIN
NOISIO3A TVIIa3W NI SLONHLSNOD JALLINDOD
AQNLS 011001 HOHVY3S3H N3AIHA-IdALOLOHd
‘a3SVE-NOILINDOO3H NH3LLVd ¥ 40 3SN 3HL

E\.

IC

Aruitoxt provided by Eic:



gle

4% J18VIVAY Ad0D 1539

. . 'eee-L1IE
‘0661 ‘suoneatand yemieog 'uabuorg ‘esusiedwo) eojuiD Buissessy pue Buiyoes ), ‘spe 'dy
BIISIBIMZ VPPV 181adiayds 'Y BaswalH ‘M jepueg :u| ‘Buiaog weiqold (el Ul UoleuwpIsIq
uiened pue Bunole uialed jo BioH 8uL d efepinog ‘H AMiel.0 'S JeAe 'HI seloys 'rd edad L

‘YOE-vSE (2861 "epeuB) '[BAJIUOW ‘suon
-B21IQNd Tv3IH "@ousledwo) |eaiuy) Buissassy Ui sjuawdojaaaq 18yund ‘pe ‘Wi WeH U ‘Buiuosesy
jeaun u pakoidwe ,spoyle Buinos-walqosd Buoss. eyl Buwoidx3 o) sjopow se asn ney
pue .sadAioloid eseasiq, Bunoenx3 Joj paubisaq Jjeys wesboid wedx3 uy 'S Jehs 'r4 wamm. ‘9

‘91p-90b 81 ‘v86 L P3 PO ‘sadA0i01d pue seuoBaies sisuoniioeld [Bieuss) pue
SIUBPNIS [BIIPBIN JO SBLIOWB BU) U1 8Bpamou] [BIIPBN JO 8inioniS 8yl Y sHoeZ ‘"o ebeplog ‘g

. '€61-181:68 ‘0861 94sd luqy
£ ‘uonezioBaie) edAiniold se sisoubelq ouieIdASd ' UdIZZOIW ‘Al Youald ‘33 YIws ‘N OB b

'8901-€901:521 ‘6861 Uleq yoly “ABojorewsag
Ui esivedx3 jo wawdoaasq auL "M UIZZNW ‘MS UBjly 'H1 S300Jg ‘G [BYIUBSOY 'HD UBULION ‘€

‘ ‘6861 ‘suonBolgnd
Aajsapp-uosippy ‘v Buipeed ‘syiomaN feineN pue uonuboded ulened eAndepy ‘HA OBd ‘2

. '0861 'Buiysiiand sabupds
%J0 A MBN 'UOREONP3 [EDIPBN O yoreoidde uy :Buuieen paseq-wajqoid ‘WY UAiqwe] ‘SH smouseg 'L

s0oUdl0joY

30ON3L3dWOQ TVYOINMD ONISSISSY NI SINSWJOTI3A3A LN3HHND

cle mm. N

‘UOjIEONP O |edIPelU U) 8oUBApE JuBDYUBIS B 8Q pjNoMm [00) JUsWSSesse oyloeds
-wejqosd ‘plieA pue a|qeyel e jo Juswdojersp eyl ‘sweiqosd [edlpetu oyioeds jo AleleA e
$50J08 S||4s Bunjew UoisIoap [edlpaw §,198[qns © JO SJUBWSSESSE pileA pue Bjqet|e) spino.d 0}
8|ge eq Aep awos Aew ||g) S Yons s|00) usy) ‘ease wa|qoid oyioads B $S0JOR $}oNIISU0D
99Jy) 9sel) Ul seoualayip edlnou/uedxe ueoylubls eesisuowap osie synsel 6seyl Ji

‘(o018 'xeJoyjownaud ‘euibue 'eluowneud jo sesed 'e'l) SeSEI 18] ured jseyd ainoe Jo Alslea
® SS0J08 S}oNJisu0d Bupiew UoISIap SadInou pue Padxe Jo SIUBLUSSESSE pleAa pue e|qel|s)
eplroud o) 118 Jo Alllige ay) Bunebiseau; Ajuesnd ese sioyine eyl ‘yoieesel uoniuboo
[ealpetu U yBnolyee.q e eq o) sJeedde Bupjew uoisioap [eatpaw Bulkiepun s1oniisuod ey Ul
SIUDWSSASSE PljEA 8)BJISUOWEP O} [00) LoJeasel & JO Allj|g. 8y L "palse] S1oN1isuod 8aiyj eyl
Buoje seaiAoU pUB spedxa usemiaq saouseip lueoyiubis Alleonsiiels pajesisuowep 1 18M

‘SPNJISUOD 88JY) 858U} JO SWIA) U] SSIIA0U
pue spadxe UsaMIEq S8oUBJBLIP WEDYIUBIS UBEQ BABY PINOYs 8Jau) uey) AlpIIeA 19N1ISU0d
BJRISUOWSP O} BJoM |00} YoJBasal ay) pue whipesed ey) j| "uoieuiwdsp ulayed pue bul
-yovew useyed ‘Aoeinooe oisoubelp ‘8’| ‘s1oNISUoo peje|e) uoniubooa) uieyed eey) einsesw
01 ‘11@ palied (00} paalap sousbiijalul [eloyiue ‘paoueape ue paubisep sioyine eyl

‘wbipeled sy
10 Aupijea eyj 1se) o} paubisep Alssaidxe |00} ydiease! ueAup-edAjoloid ‘paseq-uoniuboos)
waned e dojeasp o} ino 1es sioyine ey ‘whipesed edAjolold e (s1soubelp) uonubooel
wened e eziun sisoubelp [euUBIayIP Ul IN00 LOIUM BSoY) SB Yons syse) uoneziiobejeo
ey} 1sebBns yioq einiesey Buew uolsep |esipaw pue jeieuab ui esnjesey) uoubod

uojssnoas|qg

‘(100" d) uoneuiwLdstp useyed pue Buiyarew usoned jo sjaas)| seybiy Bunessuowap suedxe
8y} YIim s891A0U pue siedxe 8y} usemiaq seouaseyip lueayiubis pajesisuowep uiebe eouo
synseJ 8y ‘uoneuIWLOSIP uselied pue Bulyolew uiajed eiA uoniubooas weled 1001100 ‘8’
‘korinooe ofisoubelp Budjiepun s1onisuCD 8U) 6INSEBW 0) PASN OS|e SEM 1S8) 1-uepnIs

‘(100" d) Aorinaoe ansoubeip jo sjeas) jaybiy Bunessuowep
suedxe 8y} LIIM SBDIA0U puB sLBdX8 ay) Usamieq sedualelip Juedljubis pajesisuowep sinse)
oy "Aoeinooe osoubeip Jo 1onAsuoo Aewyiid ey) ensesw O} pasn Sem 1se) 1-iuepnis

§)jns9y

‘sisouBelp Ajex)] 1SOW PUOIeS 8L} WO} PAIBHIUBIDYIP SEM ISBI BUBIID
pasoubelp A|1981102 © Yoiym o3 8aibep ay) ‘uoleuiwLdsIg uleled (¢ pue ‘edAj0j0.d s,309lqns
oy} payolew aseo pasoubelp Aj108.100 B Yoiym 0} saubep eu) ‘yole W uielied (z 'pesoubelp
A1091100 S9SB UORDJBJUI [BIPJED0AW JO Jaquinu ey} ‘Adenddy dnisoubelq (1 :el1am seinsesw
oy ‘sesed g1 ey) isuiebe eouewioped s10elqns Yoes Jo BPBW BJBM SBINSEBALW BBIYL

‘$@sed 159) BLISILO UojoJeju] felpsedoAw gt asoubelp o) pasn aiem sedAi010id
s,100]qns yoe3 'SIOpIOSIp [E18|OHSOINOSNI PUB SJeplosip jeunsaju| Jeddn/eebeydose
‘wshAinaue onjoe opesoy; Bupdessip  'snjoque Aeuowind ‘xesoylowneud ‘ejuowneud
‘spipsesiad ‘eulbue [e1pJsedoAWw ‘UOHIBJU| [BIPJEOOAL BIaM §ISBBSIP BUIU 8sSeyL

‘ufed 1s8YD BINo. BSNED 0} UMOU) saseesip
Juepodiui Jo/pue uowwoo suju Bujjuasesdes sedAjoloid esees|p jo18s B OJUl LIBN Aq pewloy
-sueJ} sem oseq oBpemouy siuL 1elqns yoee woyj paloeiixe sem eseq ebpajmouy ujed
1seyo einoe ue ‘(|8 1o eded pue Jakey pue eded) pequosep Kisnowna.d spoyiew ey Butsn

P

C

ONDIVI NOISIO3Q IVOIQ3NW
NI SLONHLSNOD SALINDOD AQNLS OL LI8X 40 38N 3HL

R

Aruitoxt provided by Eic:

E



e 4

Q

ERIC

Aruitoxt provided by Eic:

Computers Educ. Vol. 18, No. 1-3, pp. 45-50, 1992 0360-1315/92 $5.00 + 0.00
Printed in Great Britain. All rights reserved Copyright © 1992 Perganion Press plc

A DIFFERENTIAL DIAGNOSTIC SKILLS ASSESSMENT
AND TUTORIAL TOOL

FRANK J. Papa,' JoN I. YOUNG,? GERALD KNEzEK? and ROBERT J. BOURDAGE'

'Department of Medical Education, Texas College of Osteopathic Medicine, 3500 Camp Bowie Blvd,
Fort Worth, TX 76!107-2690 and *Texas Center for Educational Technology/University of North Texas,
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Abstract—This paper reviews the progress made towards the development of an Intelligent Computer
Assisted Instructional tool designed to function in a medical education setting. The tool, called KBIT
(Knowledge Base Inference Tool) is an expert system-based instrument principally consisting of an
assessment and a tutorial module. KBIT’s sole purpose is to support the development and refinement of
the differential dlagnosuc (DDX) knowledge and skills of medical students. The objective of the
assessment module is to provide psychometncally reliable and valid measures of several DDS skills. The
objective of the tutorial module is to create a leammg environment wherein students make refinements
in knowledge base (KB) constructs which result in progress towards the next level of DDX skills. KBIT’s
proposed educational approach is comprised of an iterative two-step process consisting of the assessment
of several DDX skill performance parameters, followed by individualized formative instruction.

INTRODUCTION

This paper reviews the progress made towards the development of an Intelligent Computer Assisted
Instructional (ICAI) tool designed to function in a medical education setting. The ICAI tool, called
KBIT (Knowledge Base Inference Tool) is an expert system-based instrument principally consisting
of an assessment and a tutorial module. KBIT’s sole purpose is to support the development and
refinement of the differential diagnostic (DDX) knowledge and skills of medical students.

DDX is the keystone intellectual skill of the medical practitioner. The objective of DDX is to
determine which class of diseases best accounts for the patient’s signs and symptoms. Medical
practitioners initially use only the data obtained at the patient’s bedside (i.e. historical and physical
findings, not laboratory data) to reach a “clinical” diagnosis. However, diseases are rarely
confidently diagnosed with such data. This is because disease states in general lack explicitly defined
criteria for bedside-based diagnosis, i.e. a list of necessary and sufficient historical and physical signs
and symptoms. Rather, the practitioner uses soft or fuzzy criteria to formulate a clinical diagnosis
at the bedside. The practitioner subsequently attempts to confirm the clinical diagnosis with
laboratory data. In short, the clinical (bedside) component of the diagnostic process represents
decision making under uncertainty.

COMPUTATIONAL MODELS OF INFORMATION PROCESSING
UNDER UNCERTAINTY

At least three general computational models of information processing under uncertainty have
evolved[1]: probability, possibility (fuzzy logic or set theory), and certainty theory. The most widely
utilized models are probabilistic, with Bayes’ as perhaps the best recognized. Consequently, many
researchers in cognition are not as aware of possibility and certainty theories as potentially useful
information processing models in inherently uncertain decision-making domains. These alternative
theories are sometimes referred to as deterministic theories. From the perspective of deterministic
theories, the likelihood with which an exemplar is a member of a given class has nothing to do
with the a priori occurrence of the given class in the population (as typified by probabilistic
theories). Rather, a given exemplar is assigned, or determined to have, a “grade of membership”
for each of several competing classes without consideration of each class’s a priori occurrence.
Without elaborating, Cohen[2] and Jungerman 3] have argued that probablllstlc theories should
not be unquestionably accepted as the only valid criterion for measuring the rationality or
correctness of human decision making under uncertainty. Shortliffe and Buchanan([4] have gone
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further to suggest that probabilistic models such as Bayes’ are not appropriate methods in
inherently uncertain decision-making domains such as medicine. A deterministic computational
model functions as a critical component within KBIT’s DDX paradigm.

THE TENDENCY TOWARDS A DETERMINISTIC APPROACH
TO DECISION MAKING

Deterministic models are theoretically and mathematically viable information-processing
models. However, evidence that one actually attacks uncertain classification tasks from a
deterministic rather than probabilistic approach is supported by the work of Kahneman and
Tversky(S]. Their frequently referenced study suggests that people perform classification tasks
based upon the extent to which an exemplar is typical of, or a member of, a class. This is contrary
to mathematically correct or “normative” probabilistic theories. This deterministic approach to
classification, i.e. classification via recognition of the degree to which an exemplar is similar to the
typical class representation, is frequently termed the “Representative Heuristic’".

CLASSIFICATION AND PATTERN RECOGNITION

The medical cognition literature embraces two primary theories of classification; exemplar and
prototype theories. These two theories attempt to describe, with detail greater than the represen-
tative heuristic described above, the type of knowledge used and how knowledge is used to perform
classification tasks.

In exemplar theories[6] a clinician performs DDX (disease classification) by recalling the specific
previously experienced disease exemplar which best. matches' the presenting case. The diagnosis
associated with the best matching, previously experienced exemplar, provides the clinician with the -
diagnosis for the presenting case.

In prototype theories(7, 8] the clinician performs DDX by comparing the presenting case to an
abstracted representation of each of the possible disease classes likely to account for the case
presentation. The disease class prototype which best matches the case presentation is the diagnosis
that will be made by the clinician.

The types of knowledge (exemplars and prototypes) used in classification is different in the two
theories. However, it is important to note that both of these classification theories clearly express
(while the Representative Heuristic implicitly suggests) that classification is accomplished via the
use of a pattern recognition mechanism. The importance of pattern recognition in KBIT’s DDX
paradigm will be discussed later.

ASSESSMENT ISSUES

The medical education literature contains research sufficient to question the psychometric
properties (reliability and validity) of DDX assessment instruments. The realization of truly
efficient and effective DDX-related ICAI tools will not occur unless their developers can first resolve
these psychometric concerns, for which there are at least three prerequisites. First, there is a need
to create an explicitly defined and cognitively sound DDX paradigm for modeling a DDX
assessment instrument. Second, because expertise in general, and DDX skills in particular, are
problem and disease-specific, medical educators will need to create an assessment format which is
capable of measuring competency at the problem and disease-specific level. Third, these assessment
instruments must provide reliable and valid disease- and problem-specific measures for DDX skills.
We have already described a cognition-based DDX paradigm. Possible solutions to the second and
third prerequisites are now described.

The reliability problem

The reliability problem stems from the following two notions. First, the lack of disease criteria
for clinical diagnosis speaks to the variability with which a disease class will manifest itself in
different individuals. Second, there are a number of common and important diseases that are likely
to cause a given medical problem. Subsequently, students’ skills for disease and problem-specific
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DDX can be reliably assessed only by having them solve a number and variety of test cases (perhaps
six or more) for each of the diseases relevant to the given problem.

For a medical problem such as ‘‘acute chest pain”, for which there are nine common or important
different causes, it appears that a student would need to be tested with approx. 54 test cases (six
different cases for each of the nine diseases in the problem area). With conventional DDX
assessment instruments, a test case takes approx. 5—-15 min to work through. With these assessment
instruments, a prohibitively large amount of time would be required to reliably test each student’s
DDX skills in this area.

Utilizing conventional assessment formats, medical educators almost universally utilize only 1|
or 2 test cases per disease class, or worse, per problem area. By lumping a large number of different
test cases and question formats together, a respectable reliability coefficient of 0.70-0.80 might be
achieved. However, in reflecting upon the notion that competency is at very least, problem-specific,
one must ask “What is it that their conventional assessment d@pproaches are measuring?”’ The
simple answer is that they are not reliable estimates of competency with problem-specific skills.

With little elaboration, the promise of KBIT as a reliable, problem- and disease-specific
instrument for assessment, comes from three sources. First, expert systems are, by definition,
problem-specific in application. Second, once a knowledge base (KB) has been input into an expert
system, there is almost no limit to the number and variety of test cases that it could be given to
solve. Third, the DDX performance levels achieved by the expert system would reflect the
diagnostic utility and soundness of the KB from whom the KB was extracted. Problem- and
disease-specific test reliability would be, theoretically, a relatively easy psychometric property to
achieve.

The development of an instrument for expert system-based assessment of DDX skills would
require the creation of an expert system shell capable of extracting a subject’s KB in a time-efficient
manner. The approach to KB extraction taken by the authors has been described elsewhere[9] but
will be briefly reviewed later. However, in studies conducted in two separate problem areas (‘*Acute
Chest Pain” and neurological “Weakness”[10]) KBIT produced KR-21 reliability coefficients
>0.89 with only 100 cases per problem area.

The validity problem

When experts outperform novices in a test of DDX skills then the test is said to have “construct
validity”. Perhaps the most critical psychometric concern confronting medical educators has been
that experts do not necessarily perform better than novices with conventional DDX testing
instruments.

An inherent capability of an expert systems-based assessment instrument is the potential to
achieve construct validity. Put simply, a knowledge base extracted from an expert should
outperform the knowledge base of a novice. KBIT has provided valid assessments at the
disease-specific level[l 1]). KBIT has also provided valid assessments at the problem-specific level
in two distinct problems areas (‘“Acute Chest Pain’’ and neurological “Weakness™ [10]).

KNOWLEDGE BASE EXTRACTION AND DDX SKILLS ASSESSMENT

The process to extract a knowledge base in KBIT utilizes a single, predefined, “bounded”
problem-space matrix. The matrix columns represent a list of x common or important diseases
known to cause the problem, while the rows represent a list of y common signs/symptoms
associated with each of the diseases in the problem space. The KB extraction routine requires each
subject to fill in the empty cells of the matrix. That is, the student’s task is to declare their
understanding of the percentage of patients with a given disease who exhibit a given finding. These
feature frequency estimates define their knowledge of the relationship between each disease and
sign/symptom (see Fig. 1).

Via a series of manipulations, KBIT transforms these relationships into a highly structured
representation of the subject’s KB, which contains four interrelated, yet distinct, cognitive
constructs. The first construct is a one-to-one representation of the subject’s simple declarative KB,
i.e. the original feature frequency estimates. The second construct is'a more complex declarative
KB construct termed a disease prototype (one prototype is created for each disease in the problem
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Disease # 1 Disease # 2 Disease # ... Disease #... Disease # x

Feature # 1 65 50 20 35 40
Feature # 2 75 20 90 20 50
Feature # 3 30 40 35 15 80
90 20 20 10 40

90 95 30 05 20
85 95 80 10 20
Feature #y : 10 50 75 90 20

Fig. 1. Subject’s estimates of feature frequencies.

space). The third type of construct represents a form of procedural knowledge referred to as
weighting rules. The declarative (prototype) and procedural (weighting rules) knowledge constructs
are integrated into a fourth construct called a problem-specific DDX schema. _

The purpose of these tranformations is to enable KBIT to use weighting rules and a fuzzy set
theory-like inferencing mechanism based on pattern recognition to diagnose a collection of test
cases. Diagnosis is conducted by having KBIT determine the degree to which each test case
resembles or matches each of its internalized disease prototypes. Thus, KBIT’s DDX information-
processing paradigm emulates prototype-based classification theories. A test case is said to be
correctly diagnosed when the disease class which has accumulated the greatest weight, i.e. highest
degree of “‘prototype match”, is the same disease class actually diagnosed for the test case. Three
DDX skills measures are made for each subject. These are diagnostic accuracy, pattern matching
and pattern discrimination. Diagnostic accuracy is defined as the number of test cases correctly
diagnosed. Pattern matching is defined as the degree to which each of the subject’s disease
prototypes correctly matched the findings associated with all test cases representative of the same
disease. Pattern discrimination is defined as the distance between a correctly diagnosed test case .
and the next most highly weighted disease class, i.e second leading hypothesis. Diagnostic accuracy,
pattern-matching and pattern-discrimination values can be produced for disease-specific and
overall problem areas.

CORRELATIONS BETWEEN SKILLS AND CONSTRUCTS

KBIT’s assessment parameters represent measures of three different levels of DDX skills.
Diagnostic accuracy represents a coarse DDX skills measure (both for a disease and for the general
problem level) while pattern matching and pattern discrimination represent two finer, yet distinct,
DDX skills measures. The authors have attempted to determine the degree to which refinement
at one level of DDX skills might impact another DDX skill. Preliminary investigations suggest that
diagnostic accuracy is more dependent upon pattern discrimination skills then pattern matching
skills[8). However, because of KBIT’s design, each of the three DDX skills parameters represent
estimates of the utility of each subject’s four cognitive constructs. Given these inter-dependencies
between skills and constructs, the finding that diagnostic accuracy is more dependent upon pattern
discrimination than pattern matching suggests that it is the distinctiveness between an individual’s
prototype constructs which best accounts for diagnostic accuracy. This hypothesis represents the
beginning of efforts to define more precisely the correlations between diagnostic skills and KB
constructs.

ADVANTAGES OF AN EXPLICIT COGNITIVE AND INTEGRATED PARADIGM
FOR ASSESSMENT AND INSTRUCTION IN DDX

There are several potential advantages to an assessment instrument based on pattern recognition.
First, there appears to be the capability to provide reliable and valid measures of three different
problem- and disease-specific DDX skills. Second, there is the potential to correlate these three
DDX skills performance measures with each of the four distinct yet interrelated cognitive
constructs which, within the KBIT DDX paradigm, are responsible for the DDX skills performance
levels achieved. Third, there is the possibility of predicting (in background) how modifications not
just at a given construct level (e.g. weighting rules), but more s0, at a specific aspect of a particular
construct (e.g. the weighting rule which relates the feature of “fever” and the disease class called
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pneumonia), would lead to x % improvement in, for example, the subject’s diagnostic accuracy for
pneumonia. Fourth, KBIT can use the prototypes and weighting rules derived from an individual
expert or composite group of experts as the basis for modeling particular constructs or performance
activities in novices.

CURRENT AND PROPOSED INSTRUCTIONAL FEATURES

The immediate challenge is to determine how to integrate KBIT’s current assessment capabilities
with an instructional module which optimizes learning. The approach taken thus far has been to
base the construction of the instructional module on the work of Burton[l2], who used a
seven-stage strategy for the development of instructional aids. This approach is illustrated in
Table 1.

- Level 1 (Help—the lowest level), the student is provided with the tools and information necessary
to navigate through the system via help through built in cues and instructions. The students are
informed of the information they need to provide, and, how to perform specific tasks. In the KBIT
program this option is fully implemented.

Level 2 (Assistance) and level 3 (Empowering tools), KBIT is rather weakly implemented. There
is no context sensitive help nor is there an historical summary of the student’s performance.
However, there currently is an tool which allows the student to modify feature frequency estimates,
transforms them into new weight rules and offers the student an opportunity to view the new levels
of diagnostic accuracy resulting from these changes. '

Level 4 (Reactive learning), permits the student to propose diagnostic strategies [i.e. determine
the specific feature(s) to be used, the number of features to be used and their order] and test their
strategy against the test case data bank. KBIT provides feedback concerning the accuracy of the
strategy against a specific test case or all test cases in the data bank. Level 4 will support reiterative
interactions with the subjects via a repetitive process of strategy changes and skills re-assessments.

Level 5 (Modeling), allows the student to observe an expert perform diagnosis on a given case
and indicates why the expert selected a particular feature in solving the case. Eventually, as
additional experts are entered, it is possible that a student could choose a specific expert to watch
or KBIT could match a student with an expert based on similarities between expert and student
over a number of cognitive constructs or DDX skill performance levels.

Level 6 (Coaching), is the process of assisting the student with suggestions as to which learning
options would provide the most valuable information. This is currently planned as being done in
two ways. First, as the student faces a learning decision (e.g. which construct changes to make),
he/she can ask for help from the coach. Second, if the student makes an inappropriate selection
the coach can interrupt and offer an explanation as to why that choice is not the best and even
provide the student with a better learning option. Coaching will interact with the subjects at the
construct levels of prototype and weighting rules modifications. An iterative process of KB
modification and skills re-assessments is envisioned.

Table 1. Burton's categories of software aids

Burton's examples

KBIT's tutoring possibilities

t Help

On-line documentation

Glossary of terms
Program navigation

2 Assistance On-line On-line calcuiator
Calculator Context sensitive help
3 Empowering Decison tree history Structured log of %/accuracy
tools for self review of results
4 Reactive Challenge system with Current “‘simulation™ plus
learning hypothesis possible tutoring excerpts
Get feedback on
consistency of choices:
5 Modeling System trouble-shoots Student “watches™ expert
fault while student diagnose case
watches
6 Coaching System recognizes System recognizes lack of
suboptimal behavior progress and suggests
and breaks in alternative activities
7 Tutoring Teaches and test Teaches fundamental concepts

mastery
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Level 7 (Tutorial), has not been implemented. However, the intention is to provide the student
with free form access to all prior levels so that the individual style of the student can be taken into
consideration.

- CONCLUSION

The authors have made significant progress towards the development of an expert system-based
ICAI tool whose single purpose is to support the development and refinement of the DDX
knowledge and skills of medical students. The majority of the work to date has involved: (1) the
development of an explicitly defined and sound DDX paradigm which serves as the cognitive
foundation of the ICAI tool, and (2) the development of a psychometrically reliable and valid
instrument for problem-specific assessment which measures DDX skills levels in .a manner
consistent with an explicitly defined DDX-skills paradigm. The authors are in the early phases of
modeling the instructional phases of the ICAI tool.

The most exciting findings involve those which suggest that the assessment tool has provided
a robust research environment for exploring the correlations between the DDX skills performance
levels achieved and the constructs responsible for the DDX skills performance levels. These findings
suggest that ICAI projects have great potential utility not as ends in themselves but also as research
tools to be used to actively model and test information-processing hypotheses.

Acknowledgements—This research was funded in part by the Fund for the Improvement of Post Secondary Education
(FIPSE) and SmithKline Beecham Foundation.
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Effects of Pattern Matching, Pattern Discrimination, and Experience in the Development of
Diagnostic Expertise

FRANK J. PAPA, JAY H. SHORES, and STEVE MEYER

Pattern recognition, prototypes, and experience play significant
roles in medical decision making. To study the role that these
factors play in the development of diagnostic expertise, a
pattern-recognition -based, prototype-driven model of medical
decision making was created. The model, an assessment tool
derived from artificial intelligence (AI), provides valid measures
of diagnostic accuracy and two prototype-related contributors to
pattern recognition, this is, pattern matching and pattern
discrimination. v

In this study an Al assessment tool used disease-by-feature
frequency estimates from each subject to create disease proto-
types for each of 9 common causes of acute chest pain. The Al
tool then used each subject’s 9 prototypes and a pattern-
recognition-based decision-making mechanism to diagnose 18
myocardial infarction cases. The data were analyzed to describe
the role of pattern matching, pattern discrimination, and experi-
ence in the development of diagnostic expertise for myocardial
infarction. The following questions are addressed:

1. Is there a statistically significant relationship between diag-
nostic accuracy and measures of pattern matching and pat-
tern discrimination?

2. Is the effect of pattern matching and pattern discrimination
on diagnostic accuracy independent of experience?

Researchers have attempted to determine whether expert/
novice diagnostic performance differences were primarily due to
differences in the formation or use of declarative or procedural
knowledge. Elstein and colleagues' and Barrows and Tamblyn?
among others attempted to describe expert/novice differences
with comparisons of procedural knowledge. Despite numerous
efforts, they did not account for expert/novice differences on the
basis of procedural knowledge. .

Grant and Marsden® and Bordage and Zacks* presented evi-
dence supporting the existence of expert/novice declarative dif-
ferences in knowledge-base content and knowledge-base struc-
ture. Their studies did not tie expert/novice differences in
content-related and structure-related declarative knowledge to
differences in diagnostic accuracy. Norman and colleagues® suc-
cessfully related diagnostic accuracy to a pattern recognition
process derived from knowledge of multiple past instances or
examples. . _

Medical decision making is a categorization task. To carry out
this task required for clinical diagnosis, some cognitive scientists
believe that clinicians use declarative and procedural knowledge
to form a structured knowledge base. Within this framework, a
physician’s knowledge base contains many elements, some of
which are conceptual representations of disease classes. A given
disease-class concept is internalized as a structured set of
weighted, disease-related features (signs/symptoms). This struc-
tured set of disease-related weighted features is often referred to
as a pattern or prototype. These disease-class concepts are used
by clinicians to classify a patient’s signs and symptoms as being
due to a specific disease. It is suggested furthermore that diag-

olume 65 » Number 9 » SEPTEMBER SUPPLEMENT 1990

nostic (class categorization) performance is based upon a proto-
type-to-example comparison.* The physician compares findings
in the patient with a mental catalogue of disease prototypes.

Papa and Meyer’ designed an Al-derived tool to model this
explanation of medical decision making. This framework has
been extended to suggest that the physician’s ability to correctly
diagnose (recognize) cases depends upon two underlying con-
structs, that is, the degree to which the patient findings match a
prototype (pattern matching) and the extent to which that pro-
totype is distinct from alternative prototypes (pattern discrimi-
nation). Measures of diagnostic accuracy, pattern matching, and
pattern discrimination derived from this tool have demonstrated
construct validity.® In the present study, the rc’e that the two .
prototype-related constructs play in the development of diag-
nostic expertise is explored.

Methods

A total of 173 subjects at varied levels of clinical experience
participated in the study (121 third-year and fourth-year medi-
cal students at the Texas College of Osteopathic Medicine, 18
emergency medicine residents, and 34 board-certified emergency
medicine physicians).

A “problem space” for acute chest pain was created. It con-
sisted of 67 historical and physical findings commonly asso-
ciated with the clinical diagnosis of acute chest pain and a list of
9 common or important diseases known to cause acute chest
pain. The 9 diseases were myocardial infarction, myocardial an-
gina, pericarditis, pneumonia, pneumothorax, pulmonary em- °
bolus, dissecting thoracic aortic aneurysm, esophageal-upper .
intestinal disorders, and musculoskeletal disorders. The 67 fea-
tures have been previously described.” These features included
history findings (e.g., age > 40, male, sudden dyspnea) and phys-
ical findings (e.g., wheezes, rales, S4 gallop). By predefining the
differentials and features to be used by all subjects, possible
differences in the knowledge-base content among subjects were
eliminated. ‘

The program required that the subjects declare their knowl-
edge concerning the relationship between each of the 9 diseases
and the 67 features. Their knowledge base took the following.
form: “Within the context of Acute Chest Pain, what percentage
of patients with <disease> have <finding>"? All subsequent
performance measures were directly related to difféerences in the
subjects’ knowledge of disease-by-feature relationships.

The Al tool was written in structured Basic. It used the sub-
jective disease-by-feature relationship matrix and a non-Baysian
mathematical model to transform each subject’s knowledge base
into a set of 9 disease prototypes. These prototypes were used to
infer a diagnosis upon each of 18 confirmed myocardial infarc-
tion cases. The performance of each subject’s prototypes was
recorded. Measures of diagnostic accuracy, pattern matching,
and pattern discrimination against each of the 18 criteria cases
were recorded. Diagnostic accuracy was the number of myocar-
dial infarction cases correctly diagnosed. Pattern matching was
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the degree to which a correctly diagnosed criteria case matched
the subject’s derived prototype. Pattern discrimination was de-
fined as the degree to which a correctly diagnosed criteria case
was differentiated from the second most likely diagnosis.?

Results

Diagnostic accuracy was the dependent variable. Estimates of
pattern matching, pattern discrimination, and experience
(months of clinical exposure) were treated as predictor variables.
An initial correlation matrix established that the measures were
highly interrelated (r = .31 to .62). A preliminary regression
analysis confirmed the individual strength of the predictor vari-
ables. They each accounted for a significant (p < .001) propor-
tion of variance in diagnostic accuracy.

To describe the effects of the cognitive constructs (pattern
matching and pattern discrimination) on diagnostic accuracy, it
was necessary to remove variance due to experience. Thus, expe-
rience was forced into the regression in the first step. In the
second step, measures of both pattern matching and pattern
discrimination were entered. Experience and discrimination
were both significant (p = .0157 and p <.0001, respectively);
pattern matching did not account for a significant proportion of
the variance (p =.51). Pattern discrimination independently
accounted for approximately 39% of the variance in diagnostic
accuracy, while pattern matching independently accounted for
some 19%, and experience independently accounted for some
12%. Jointly, these three variables accounted for 42% of the
variance in diagnostic accuracy.

Discussion and Conclusions

Pattern discrimination is a primary predictor of diagnostic accu-
racy in MI cases. The present findings suggest that the likeli-
hood that an individual will be able to recognize correctly an
example as belonging to a given class is dependent upon the
relative distinctiveness of competing classes. In cognitive terms,
this distinctiveness represents the psychological space between
classes or prototypes. The more distinctive a given prototype, in
comparison with competing prototypes, the more likely it is that
cases will be correctly classified.

The importance of pattern matching in pattern recognition
was not supported by the findings of this study. Pattern match-
ing may be, in part, the basis for the development of pattern
discrimination or may help to account for the development of
diagnostic accuracy as individuals gather experience. Further
study of this variable is needed.

Clinical experience is significantly related to the development
of diagnostic accuracy. In a previous study, as clinical clerks saw
more cases, their ability to match patterns increased in a slowly
rising curve.'® In the same population, pattern discrimination
had a steep linear growth. It is possible that one must see many
cases in a problem area in order to match patterns effectively.
Perhaps the rules that govern pattern discrimination require less
exposure. for learning to occur.

This study supports the findings of prior investigators346 that
differences in declarative knowledge-base structures affect medi-
cal decision making. It also supports the assumption that pat-
tern matching and pattern discrimination are constructs related
to pattern recognition in the context of clinical diagnosis.

The ability to diagnose correctly is more dependent on the
robustness (distinctiveness) of prototypes than the degree to
which prototypes are matched to cases. Physicians with higher
diagnostic accuracy have more distinct prototypes. Even though
pattern matching was overshadowed by pattern discrimination
in this study, it may play a significant role in the development of
pattern discrimination.
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