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ABSTRACT

Clinical education is an essential com ponent o f the preparation o f physiotherapy students for 
their readiness to practice. Education and evaluation o f students’ clinical performance is 
carried out under the guidance o f qualified physiotherapist clinical instructors w ho have had 
varying amounts o f  preparation for their roles. Clinical instm ctors observe physiotherapy 
smdents’ behaviour within the complex context o f patient care and interpret their performance 
as it relates to defined evaluation criteria. Canadian physiotherapy programs use The Physical 
Therapy Clinical Performance Instrument (CPI) to  evaluate smdents. The CPI was developed as an 
evaluation tool that would be widely accepted and apphcable to a broad range o f  clinical 
environments.

The purpose o f  this smdy was to explore the shared experiences o f  physiotherapy clinical 
instructors using the CPI and their perceptions o f  its relevance to clinical practice and smdent 
evaluation.

Three focus groups were assembled using a purposeful sampling approach. Physiotherapy 
climcal instructors from  three tertiary healthcare facihties affiliated with Dalhousie University 
participated. Verbatim  transcripts o f the focus group discussions constimted the research data. 
A  qualitative data-analysis revealed five themes: CPI for summative evaluation, CPI for 
formative evaluation, training to use the CPI, shared learning, and practicality o f  the CPI.

T he clinical instructors described factors that influenced their perception o f  the value o f the 
CPI as well as their apphcation o f it. The strength o f  the CPI was considered to  be its use as a 
tool to prom ote dialogue and learning. Its use for summative evaluation was perceived to be 
problematic due to inconsistent application across clinical instructors. Training to  use the CPI 
was useful and was considered a positive influence on the clinical instructors’ understanding o f 
it. The language, irrelevance o f some performance criteria, and excessive overall length o f the 
CPI were found to  have a negative impact on its practicahty.

This exploratory smdy indicated challenges and the potential impact that inconsistent 
understanding o f  the CPI can have on the clinical evaluation o f  physiotherapy smdents. 
Further smdy is required to determine the impact that training has on clinical instructors’ 
apphcation and satisfaction with the CPI.
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IN TRO D U C TIO N

o/y)^jZ(a/ rA/aiwA' A a /kw/ o/̂  /:6a/ z/upzM? /rwr/ ^ 60/6
/6f ^  a « ( / y v t g / ^ j j 7 o » a / a  6a/3»(g 6gA*vf« /6f aca(&««c a«^ Â iwAz/ 0/̂
a PT ym)g/aw. T6f J&r aro/ra/i; mz/ka/w* ^  Â fwea/ w/i^/g«(y ca« /&/ÿ&/r «0/
ignored. (Loomis, 1985, p .83)

v4 cySf^ka/^v /̂waw» //»/rawg«/ a (g«/ia/ (w/^«g«/ ̂  /6f aKfgjrwf»/ aW
/6g aradkwfg z%fA/k/M«r A) g«jwp n?a^«grf /o yvag/igg.
(Physical Therapist Clinical Performance Instrument, 1997, p.ii)

The quotations above are fundamental to this thesis. They introduce the concept o f  clinical 

education o f  physiotherapy students, its importance to the profession and to the public at 

large. As imphed, detertnining physiotherapy students’ readiness for practice is complex, but 

accurate clinical evaluation is an essential component.

The introduction is com posed o f two sections. In  the first, I introduce the reader to my 

experiences, as well as those o f  my colleagues, in evaluating physiotherapy smdents —  

particularly as they relate to the Physical Therapist Clinical Performance Instrum ent (CPI). 

Following my personal observations, the reader will be introduced to the literature that helped 

frame my research questions.

A Clinical Instructors Observations on the CPI

As a physiotherapist and a clinical instructor for m ore than three decades, I have experienced 

many changes in the clinical evaluation o f  physiotherapy smdents. It is usually the m ost 

challenging aspect o f  being a clinical educator because it involves making judgements about a 

smdent’s clinical skills and professional behaviour, and then discussing these judgements with 

the smdent in a constructive and reassuring manner. Smdents m ust pass the required num ber 

o f  clinical placements before their clinical experience is complete. Thus, a struggling smdent 

poses an additional challenge; I try to  evaluate based on objective observations that can be

- 6 -
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supported by examples o f  clinical performance. In  my experience, clinical instm ctors want an 

evaluation instrum ent that is easy to interpret and that enables them  to evaluate a smdent’s 

clinical perform ance fairly and accurately.

I recall at least three major changes in the clinical evaluation forms used by Canadian 

universities. W hen I was a sm dent and even later, w hen I first began instm cting physiotherapy 

smdents, the evaluation forms were developed by the specific physiotherapy program. These 

were primarily narrative descriptions o f a sm dent’s performance and usually included a 

checklist o f  specific skills, hands-on techniques and use o f  electrotherapeutic modalities.

In  the mid-eighties, the Evaluation o f  Clinical Competence (Loomis, 1985a), commonly 

referred to  as the Loomis Tool, was widely adopted by Canadian physiotherapy programs. The 

Evaluation o f  Clinical Competence (ECC) streamlined the num ber o f  evaluation forms that 

clinical instm ctors needed to use. The ECC included “Guidelines for Use” and required 

significantly less narrative than previous forms; my colleagues generally considered it to be an 

im provem ent over the myriad university-developed forms that we had been using. However, 

in the latter part o f  the nineties, physiotherapy programs began to use the new CPI that had 

been developed by the American Physical Therapy Association. W hen Dalhousie University’s 

School o f Physiotherapy adopted the CPI in 2001, it was the last Canadian physiotherapy 

program  to adopt the Instrum ent (personal communication, G. Wainwright, 2004).

The CPI is a performance-based record o f  a clinical instm ctor’s observations and 

interpretation o f  the quahty o f  the behaviours demonstrated by a physiotherapy smdent. The 

clinical instm ctor indicates the sm dent’s level o f  competence for each o f  24 performance 

criteria on  a Visual Analog Scale (VAS), anchored with “Novice Climcal Perform ance” at one 

end and “Entry-Level Performance” at the other. The line represents the sm dent’s developing 

clinical skills as a continuum  and it is m arked by the clinical instm ctor during each clinical 

experience. Adequate space is provided for clinical instmctors to com m ent during bo th  a 

m idterm  and final evaluation.

While the CPI sounds straightforward, I found the Instrum ent to be intimidating at first 

because it was difficult to  understand the intent o f some o f the perform ance criteria and

- 7 -
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because I was no t confident in scoring the VAS. It has become easier with repeated use but I 

still feel that some performance criteria are redundant and others do no t add to the tm e 

measure o f  a sm dent’s clinical performance. I have been part o f  informal discussions with 

colleagues w ho share these concerns, who question the meaning o f  some o f  the performance 

criteria or find they are uncertain about scoring the VAS. I w onder how  other clinical 

instm ctors view the performance criteria; do they think that the criteria adequately reflect the 

requirements o f  clinical practice? Regarding the VAS, I have heard clinical instm ctors describe 

scoring it in a variety o f  ways and some o f  them  have wondered openly if  it is truly useful.

The CPI is time consuming, and often I have had to complete it at home. I am no t alone in 

this respect, judging by the complaints I have heard from  others. However, I also rem ember 

filling-out the ECC at hom e so this is no t unique to the CPI. W hen clinical instm ctors 

supervise two smdents (2:1 collaborative placement), they m ust complete four CPIs in a five- 

week period. Sometimes they complain that fiUing-out the fuU evaluation four times in five 

weeks is needlessly time consuming. I wonder if  this influences their willingness to assist with 

2:1 collaborative placements. W hat would clinical instm ctors say about their satisfaction with 

the CPI, if  given an opportunity to have their opinions recorded?

I attended in-service training before I began using the CPI but I do n o t know whether other 

clinical instructors consider training to  be a priority, or in fact how available it is. W hen I first 

started using the CPI, my colleagues and I shared w hat we understood about scoring the VAS 

and tried to  make our observations fit the perform ance criteria. This continues to  be the case, 

particularly with clinical instm ctors w ho have no t used the CPI before. The fact that a 

sm dent’s clinical progress is based on the evaluation (and the recom m endation to  “Pass” or 

“Fail’') assumes that the clinical instm ctor is using the CPI within the estabhshed guidelines. 

This begs the question that if  clinical instm ctors do not attend in-service training, what is 

informing their use o f  the CPI?

In my experience, the selection o f a clinical evaluation tool is considered by climcal instm ctors 

to be largely a top-dow n process; the academic instimtion determines which instrum ent the 

clin ical practice community will use. T hat is n o t to say that clinicians were excluded from  the 

developm ent o f  the CPI, bu t I suspect that without attending training in-services, few clinical
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instructors were aware o f  the extensive collaboration, draft revisions and field-testing that 

preceded the current version o f the Instrument. I have heard clinical instructors expressing 

frustration because they felt they have little input into the selection o f  the clinical evaluation 

instruments.

Clinical instm ctors should be able to justify their use o f  the evaluation instm m ent. Credibility 

is im portant, especially when a clinical instm ctor’s evaluation is at odds with a sm dent’s self- 

evaluation or, worse still, if  the smdent does no t pass.

Clinical Evaluation within the Context of the Literature

The experience gained in clinical practice has always been considered an essential com ponent 

o f  the preparation o f physiotherapy smdents for their entry to  the profession (Shepard & 

Jensen, 1997). W hen smdents work closely with qualified physiotherapists, no t only do they 

learn specific skills bu t they also participate in the process o f  professional socialization; as they 

proceed through their education and into their early years o f practice they leam  about the 

culture o f  the profession, about its values and its attimdes, and they acquire its accepted 

behaviours (Payton ed., 1986).

Physiotherapy smdents undergo assessment in a variety o f forms including: (a) self- and peer- 

appraisal; (b) written or normative-referenced tests; (c) performance-based, stm ctured 

examinations; and (d) evaluation o f  clinical practice. Evaluation o f  hands-on skills has been 

com m on practice because o f  the early profession’s apprentice-type o f  learning (Cleather, 

1995). Physiotherapy techniques for the first part o f the 20* century were based on 

observation rather than tested theories; “empirical practice was based on hierarchical teaching” 

(Cleather, 1995, p.9). Physiotherapy skills and practical knowledge were passed on primarily by 

imitation, as apprentices worked under the master.

Clinical practice is still a requirem ent o f  schools o f physiotherapy internationally^ and the 

health professions in general (Andre, 2000; Friedman & Mennin, 1991; Stengelhofen, 1993).

' Dalhousie’s Academic Coordinator o f  Clinical Education has, to date, organized clinical placements for physiotherapy 
students from the Netherlands, Sweden, Iceland, the US, England, Scotland, and Australia, (personal communication with 
G. Wainwright, 2004)

- 9 -
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The Code o f Ethics o f  the Canadian Physiotherapy Association states that, “physiotherapists 

shall be willing and diligent preceptors in the education o f  physiotherapy students,” (CPA,

1989) and the accreditation processes for bo th  Canadian and American university-based 

physiotherapy/physical therapy  ̂ programs evaluate the clinical education com ponent as well 

as the academic program / As well, terms o f  employment can require physiotherapists to 

instruct smdents during clinical placements.

W ithin m ost healthcare facilities, the physiotherapy clinical instm ctors’ principal function is the 

deUvery o f  patient care. They m ust always balance the smdent’s expectation o f  learning clinical 

proficiency with their own responsibihties o f  practice (Shepard & Jensen, 1997). While meeting 

standards for patient care and other facility-based obhgations are m ore heavily weighted than 

the tasks associated with a smdent’s clinical experience (Stengelhofen, 1993), the clinical 

instm ctor’s role is varied and includes being a facilitator, a supervisor, a role m odel and a 

clinical evaluator (Scully & Shepard, 1983). The clinical instm ctor no t only teaches through the 

m odel o f  patient care dehvery and sharing the responsibility for patient care with smdents, but 

at the same time the clinical instm ctor is observing the smdents’ skills, their interactions with 

other team  members, and their w ork habits for the purpose o f evaluation. Scully and Shepard 

(1983) initially asserted that the ongoing tension —  the length o f time taken to complete 

sm dent evaluations and the difficulty o f  accurately reflecting sm dent performance —  

constimted the “hardship” o f  clinical teaching (p.352).

T he Task Force o f  the American Physical Therapy Association Board that developed the 

Physical Therapy Clinical Peformance Instrument recognized that participating in a sm dent’s clinical 

education had an impact on the CIs’ practice and specified as a guiding principle that, “the 

instrument[s] m ust be responsive to  the needs o f bo th  the academic and climcal communities” 

(p.331).

2 T he terms ‘physiotherapy’ and ‘physiotherapist’ are considered synonyms for ‘physical therapy’ and ‘physical therapist’
respectively and will be used interchangeably in this document.

3 Evaluatipe Criteria on Accréditation of Education Programs for the Preparation o f Physical Therapists. Retrieved July 27, 2006 from
https://w w w .apta.org/pdfs/accreditation/ptevalcrit.pdf. See also: Accreditation Standards for Physiotherapy Education 
Programs in Canada 2004. http://w ww.accpap.ca.

- 1 0 -
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T he APTA Task Force (2002) docum ented the rigorous consultation that w ent into the 

developm ent o f  the CPI, including a survey to determine the clinical instructors’ satisfaction 

with the third draft (a field smdy version). The survey results indicated that respondents were 

“generally satisfied with m ost aspects o f  that version o f the CPI, although many questions 

produced essentially neutral responses” (4) on the 7-point Likert scale (p.334). The median 

rating (4) for the “am ount o f  time taken to complete the CPI” was considered to not only 

reflect the time it took to  fill out the form  but also the time needed to leam  about the 

Instm m ent, as well as the general time demands o f  providing clinical education. The authors 

suggested that training and experience using the CPI should improve clinical instm ctors’ 

satisfaction with the tool and recom m ended further smdy o f the final (fourth) version o f the 

CPI (APTA Task Force, 2002).

Vendrely and Carter (2004) reported the results o f  their smdy to  determine if  training clinical 

instm ctors to use the CPI affected their ratings o f  sm dent performance on the Instm m ent’s 

first five performance criteria. While they found significant differences between trained and 

untrained clinical instm ctors’ ratings for two o f  the performance criteria, the authors stated 

that the small num ber o f  responses limited the data analysis for the other criteria. The smdy 

raised im portant questions about the types o f  training that clinical instm ctors have, their 

understanding o f the performance criteria, and the psychometric properties o f  the fourth 

version o f  the CPI (Vendrely & Carter, 2004).

Hrachovy et al. (2000) surveyed clinical instm ctors’ acceptance of, and adherence to, the 

guidelines for use o f  The Mastery and Assessment o f Clinical Skills 5*'’ Edition (referred to  as the Blue 

M A C S) —  another clinical evaluation instrum ent widely used in American physical therapy 

programs. The smdy indicated that clinical instm ctors were generally satisfied with the 

Instm m ent and considered it “to  be a useful measure o f smdent clinical perform ance” (p.659). 

However, the subjects’ positive opinion o f  the tool correlated only moderately (r =  0.40) with 

their reported adherence to  the Instm m ent’s guidelines for use, and no t at aU with the time 

taken to complete the evaluation tool (Hrachovy et al., 2000). The authors found that neither 

attendance at training workshops nor experience being a smdent evaluated with the Blue 

M A C S  affected the time taken to complete that instrum ent (Hrachovy et al., 2000). Yet the

11
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Task Force for the CPI suggested that training to use the CPI might improve CPs satisfaction 

with the Instrum ent (APTA Task Force, 2002). To date, this has not been smdied.

Clinical instructors unfamUiar with the CPI have the option o f attending training in-services, 

bu t attendance is no t compulsory and may not be possible due to clinical demands. In  my 

experience, clinical instructors share their experience using the CPI and in m ost cases 

functional familiarity is gained with use. However, it has not been determined how clinical 

instructors view the CPI training process with respect to their understanding o f  the 

Instrum ent, nor their adherence to the evaluation guidelines, nor the time it takes them  to 

complete the evaluation. Clinical instructors need to better understand the issues o f  reliability 

and vahdity o f  the evaluation tools they use (Chambers, 1998; Friedman & M ennin, 1991) and 

training programs facilitating this could, potentially, benefit both the clinical instructors and 

their smdents (Vendrely & Carter, 2004; Andre, 2000).

i/f afrgjjwf*/ /nziwf rwa/%

and the malady (Cox, 2000; p.45).

In  her discussion o f the use o f clinical rating-scales for medical residents. Grey (1996) referred 

to rating as, “a process that captures one person’s judgements about another person on a 

quantifiable scale” (p.24). Stickley (2005) calls clinical evaluation o f  physical therapy smdents, 

“a high-stakes measure” (p.24) and supports a comprehensive evaluation that includes self- 

assessment and reflects behaviours from  cognitive, affective and psychom otor domains. 

However, the evaluation o f  these behaviours is complex and requires the chnical instm ctor to 

analyze the sm dent’s performance on a range o f  tasks; from  more tangible skills such as verbal 

communication, attention to safety, and hands-on treatment techniques to  the less explicit 

process o f  clinical decision-making and ethical practice (Vendrely & Carter, 2004; Shepard & 

Jensen, 1997).

Alexander (1996) used a quahtative research m ethod to smdy “the influence o f  subjective 

judgements” on the chnical performance evaluation o f physiotherapy smdents (p.357). Chmcal 

instm ctors were reported to use subjective criteria when evaluating physiotherapy smdents’

-  1 2 -
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clinical performance, which not only influenced the clinical placement grades bu t also were 

sometimes based on erroneous judgements and criteria no t considered to reflect the evaluation 

process (Alexander, 1996). The research was considered to be preliminary (Alexander, 1996) 

but the author was consistent with other researchers who have indicated that understanding o f 

the way physiotherapy clinical instructors use sm dent evaluation instruments is limited and 

requires m ore smdy (Hrachovy et al., 2000; Vendrely & Carter, 2004; Stickley, 2005).

In  my experience, physiotherapists regard clinical instm ction to be an essential part o f the 

sm dent’s preparation for com petent practice, and clinical instm ctors feel professionally 

responsible to evaluate their smdent’s clinical performance accurately. They discuss their 

concerns w hen the smdent’s performance does no t m eet the required standard and they 

sometimes share experiences or strategies they have used when the sm dent’s behaviour does 

no t fit the criteria o f  the CPI. Determ ining a smdent’s level o f  competence in the complex 

clinical environm ent is a challenging task bu t many issues related to clinical instm ctors’ training 

and use o f  clinical evaluation instm m ents are n o t well understood.

As a clinical instm ctor, I am interested in the experiences and perceptions o f  other clinical 

instm ctors who use the CPI. While the questionnaires previously m entioned indicated the 

levels o f agreement or disagreement with the questions posed (Task Force for CPI, 2002; 

Hrachovy et al., 2000), they offered limited insight into why the clinical instm ctors chose the 

answers they did. Specific to the CPI, Vendrely and Carter (2004) recom m ended additional 

research to investigate the way all 24 CPI criteria are used. The paucity o f  literature supported 

the need for additional research about the way clinical instmctors use the current version o f 

the CPI.

Therefore, the purpose o f this smdy was to  explore clinical instm ctors’ experiences using the 

CPI with respect to their:

•  Descriptions of its impact on their clinical responsibilities

•  Perceptions o f mastering its application

•  Perceptions of adhering to the guidelines o f the Instrument
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I approached these issues from  an interpretive/constructivist rationale (Mertens, 1998) and I 

used quahtative research methods. The data were collected using focus groups com posed o f 

clinical instm ctors working in tertiary academic health centres that regularly offer clinical 

placements to  physiotherapy smdents.

This smdy offered clinical instm ctors the opporm nity to describe their experiences o f  the CPI 

in the stm ctured form at o f a research project. The data (verbatim transcripts o f  the clinical 

instm ctors’ discussions) were coded and analyzed. Five recurring themes and their related sub­

themes have been reported and discussed within the context o f the reviewed hteramre. This 

research was exploratory but, given the paucity o f  research about the CPI, findings wiU begin 

to inform  the clinical community about the functionahty o f the CPI.

- 1 4 -

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



LITERATURE REVIEW

Introduction
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successive generations o f practitioners. (Cross et al., 2001)

The evaluation o f  clinical performance in physiotherapy has undergone significant changes 

over the years (May, 1977; Loomis, 1985; Task Force for CPI, 2002); changes that no t only 

reflect developments in educational theory (Hager & Butler, 1996) as appHed in medicine and 

the other health professions (Nayler, 1995), bu t also changes that m irror the m ovem ent in 

physiotherapy towards evidence-based clinical practice (Rothstein, 2002). “The assessment 

system accurately defines and advances what the profession beheves represents entry-level 

practice” (CPI, 1997, p.38). Thus, recent research in clinical evaluation has focused on 

identifying and evaluating the relevance o f specific behaviours associated with com petent 

clinical practice (Cross et al., 2001; Task Force for CPI; 2002; Hayes et al., 1999). In addition, 

the instruments used for clinical evaluation should reflect the content o f  the formal curriculum 

and their reliabihty and vahdity should be estabhshed (Cross et al., 2001; Task Force for CPI, 

2002; Vendrely, 2002).

Chnical evaluation o f  physiotherapy smdents is expected to: (a) respond to the “practice 

expectations within a dynamic healthcare system” (CPI, p.38), (b) contribute to  smdents’ skhl 

development, and (c) protect the pubhc by indicating smdents’ readiness to practice (CPI, 

1997). In  order to graduate, Canadian physiotherapy smdents m ust pass ah o f  their chnical 

practice com ponents in addition to their other academic courses (G. W ainwright, personal 

communication, 2006). The final evaluation o f competence, in m ost Canadian provinces, is
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determined following graduation by the sm dent’s successful completion o f  the nationally 

administered Physiotherapy Competency Examination (PC E)/

During the 1950s, preoccupation with professional identification strengthened the integration 

o f  science with the “art” o f  a hands-on profession. It was the beginning o f  the quest “to 

rem ove all vestiges o f  the label ‘technician’ by adopting the classic characteristics o f  a tm e 

profession” (Cleather, 1995, p.9); recognition o f  educational quality and practice guided by a 

unique, research-based body o f knowledge (Payton ed., 1986). Minimum entry requirements 

for professional practice were changing in the mid-1970s from  a two-year diploma to a four- 

year baccalaureate degree by 1982 (Cleather, 1995). Physiotherapy programs prom oted critical 

analysis o f  the literature and smdents were required to carry out undergraduate research. 

Provincial regulatory bodies began to seek greater autonomy and gradually achieved it by way 

o f  direct access.* Canadian physiotherapy educators, regulators and the professional association 

released a statement in 2001 that a “professional masters” degree is the preferred entry-level 

quahfication.*’ There is growing support for research in physiotherapy and an expectation that 

new graduates will effectively use the academic literature to provide efficient, evidence-based 

service.

Clinical Evaluation of Physiotherapy Students

Historically, academic physiotherapy programs developed their own clinical evaluation tools; 

bu t these were criticised for their subjectivity and their questionable vahdity and rehabihty 

(Loomis, 1985a; Nayler, 1995). W hen the Canadian-developed ECC was pubhshed in 1985, 

the author, Joan Loomis, was aware o f  only one other PT  chnical evaluation tool for which the 

results o f rehabihty and vahdity testing had been pubhshed (Loomis, 1985a). The ECC 

reflected the changing formats o f  chnical evaluations; subjective narratives were replaced with

N ew  Brunswick, Quebec, and Saskatchewan do no t require the Professional Competency Exam; graduates from  those 
provinces m ust pass it in order to w ork in the other Canadian provinces.

5 Physiotherapists no longer require a physician’s referral and many now work independently in remote and rural settings (CPA, 
2005).

<> Physiotherapy programs are in transition as they restructure curricula to deliver a professional masters by the Canadian 
Physiotherapy Association’s 2010 deadline (CPA, 2005).
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a variety o f  formats and rating scales quantified student behaviours considered essential for 

clinical competence (Loomis, 1985a).

The ECC was widely used by Canadian schools o f  physiotherapy until they began to adopt the 

CPI after its pubhcation in 1997. The ECC used a graduated evaluation process that reflected 

the smdents’ evolving clinical competence as they progressed through their academic program. 

Thirty-three “Standards o f  Performance” were m arked as “Achieved” or “N o t Achieved” for 

smdents w ho were beginning their chnical experience. However, in the senior year, a smdent’s 

level o f competence was rated on each o f  36 Standards (Loomis, 1985b). The ratings ranged 

from  “1 -  Incom petent” to “4 -  Highly Com petent,” with a zero indicating “N ot 

O bserved /N ot Apphcable” (Loomis, 1985b). Space for comments foUowed each sub­

competency (Loomis, 1985b).

In  1994, a task force appointed by the Board o f  Directors o f the American Physical Therapy 

Association began to  develop a new tool to evaluate chnical practice, the CPI.

The uniform adoption of this instrument will ensure that all practitioners entering practice have 
demonstrated a core set of clinical attributes. (Physical Therapy Chnical Performance 
Instrum ent Manual, 1997, p.h)

The goal was to  create an instrum ent that would be widely accepted and used to  evaluate 

smdents’ chnical performance on a continuum  from  novice to com petent to enter practice. A 

guiding principle was the assertion “ that chnical competence is based on multiple behaviors 

deemed essential to the role o f the physiotherapist” (Task Force for CPI, 2002, p.331).

Thus the CPI represented another change in educational theory which sought to improve 

learning through an assessment mechanism that evaluated “how smdents go about solving 

problems as weh as the solutions that they reach” (Hager & Butler 1996, p .367). Hager and 

Butler (1996) suggested that smdent evaluation is currently being influenced by w hat they 

considered to  be “a global shift in understanding o f the nature o f working” (p.368) towards a 

cognitive approach, one which focuses on the way people think and reason, how  they arrive at 

solutions; and recognizes the interaction o f  people in the context in which they w ork (Hayes, 

1990; Hager & Butler, 1996). The CPI Task Force recognized that cognitive, psychom otor and
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affective domains were essential areas for physical therapist students’ practice and they 

developed performance criteria that reflected those areas (CPI Manual, 1997, p  38). Also 

guiding the development o f  the Instrum ent was the rationale that it m ust “protect society, 

assist professional decision-making, and facilitate skill development” and be applicable across 

the broad range o f  clinical settings (CPI Manual, 1997, p.38).

Development of the CPI and testing of its psychometric properties

Part o f the rationale for developing the CPI was to create a clinical evaluation instrum ent that 

would m eet acceptable standards o f  reliabihty and vahdity (CPI Manual, 1997). The 

developm ent o f  the tool occurred in four phases. FoUowing changes to  the initial draft and 

feedback about a second draft, pilot smdies were carried out on the second version o f  the CPI. 

In addition to smdents, chnical instm ctors and ACCEs associated with American physical 

therapy programs, two Canadian physiotherapy programs participated in the pilot smdy and 

the later testing o f the third field smdy version (Task Force for CPI, 2002). The authors 

concluded that the field smdy version had high internal consistency (Cronbach alpha = 0.97) 

and that the performance items represented various aspects o f chnical practice. The interrater 

rehabihty coefficients (ICCs) for individual items ranged from  0.21 to 0.76 with an ICC o f 0.50 

for the total score. The two global performance ratings with the lowest ICCs were not 

included in the fourth version o f the CPI. Convergent vahdity was examined by correlating the 

scores for each performance criterion to the total days o f  smdents’ chnical experience. Pearson 

correlation coefficients ranged from  0.12 to 0.40, with statistical significance set at p  = 0.002.

ACCEs’ satisfaction ratings for the field smdy draft questions (on a 7-point Likert Scale) 

ranged from  a median o f  3 to a median o f  6; for the smdents, the medians ranged from  4 to 5. 

The lack o f  training may have resulted in the subjects’ lower satisfaction (median ratings 3 and 

4) with the time to complete the evaluation, its ease o f  use, and using it to identify weaknesses 

in the academic curriculum (Task Force for CPI, 2002). In  view o f the input from  the physical 

therapy community and the psychometric testing o f  two previous versions, the Task Force 

suggested that the fourth version yielded rehable and vahd measurements. However, the lack 

o f  psychometric testing o f  the fourth version was a limitation o f the CPI that others have cited 

in their research (English et al., 2004; Straube & Campbell, 2003; Vendrely & Carter, 2004).
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Ta s k  force  r e c o m m e n d a tio n s  fo r  f u r th e r  st u d y

T he Task Force recom m ended further smdy o f  the reliability", validity, com ponent stmcture, 

and user satisfaction o f  the fourth version with ACCEs, CIs and smdents w ho have been 

consistently trained to use it. The results o f hard copies o f CPIs could be compared with the 

com puter version available on the APTA website. Longimdinal data on the CPIs could also be 

smdied to determine the effect that changes in academic programs and physical therapy 

practice has on the use o f  “N o t O bserved” performance criteria (Task Force for CPI, 2002).

Structure of the CPI

The CPI is a competency-based measure o f  performance at all levels o f  clinical experience 

from  initial through intermediate to  final placement for PT  smdents emoUed in either a 

baccalaureate or a professional m aster’s program  (CPI Manual, 1997, p.ii). There is a brief 

introduction at the beginning o f  the Instrum ent and a description o f  the com ponents and 

instructions for using the form  (CPI, 1997, p.iv). There are 24 performance criteria that are 

considered “in the aggregate” to comprise the essential competencies for entry to professional 

practice (CPI Manual, 1997, p.ii). The first five performance criteria are designated as “Red 

Flag” items because they are considered “foundational elements in clinical practice” (CPI, 

1997, p. ii).’

The smdent’s performance for each criterion is scored on a 100 m m  visual analog scale (VAS) 

m arked “Novice Clinical Perform ance” at the left hand and “Entry-Level Perform ance” on the 

far right (CPI Instrument, 1997). Boxes for each criterion can be checked to indicate 

“Significant Concerns,” “W ith Distinction,” and “N o t Observed,” and com m ents are invited 

at mid-term  and final evaluation. Com m ents may include such things as critical incidents, 

problem  areas and recommendations for modified goals, or examples o f  perform ance that 

support the “W ith Distinction.”

The “Summative Com m ents” section at the end o f the form captures the sm dent’s overall 

performance with particular reference to the areas o f strengths and areas needing 

im provem ent (Appendix E , pp.25-26).
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E v a l u a t io n  u sing  t h e  CPI

Clinical instm ctors should consider “multiple sources and m ethods” such as direct 

observation, videotapes, role-playing and documentation to  assess a sm dent’s chnical 

performance (CPI, 1997, p.iv). A new form  is used for each clinical placement and the VASs 

are scored at m idterm  (M) and final (F) evaluations. The clinical instm ctors need to consider 

the particular requirements for their practice area and score smdents at Entry-Level w hen they 

practice consistently and efficiently without requiring guidance.* O n  the other hand, “Novice” 

typicaUy reflects the performance o f  smdents who have had limited exposure to the clinical 

environment, require close supervision, and need assistance with clinical decision-making (CPI 

Instm m ent, 1997).

The Instrum ent briefly describes halo bias and leniency bias, which it states are the m ost 

com m on problem s with rating scales. Halo bias occurs when a sm dent is scored based on a 

global impression. Clinical instm ctors are rem inded to carefully consider specific behavioural 

criteria such as the sample behaviours (CPI, 1997, pp. 1-24) to avoid marking based on 

generalizations. The CPI describes leniency bias as “the tendency to avoid harsh evaluations” 

(p.vi), usually so the clinical instm ctor can avoid the discomfort o f giving the sm dent a poor 

mark.

The CPI does no t specify grading standards and academic instimtions are advised to define 

their own. Grading requirements may consider: (a) the weighting for the perform ance criteria, 

(b) a sum  or average o f  aU VAS scores, (c) the value assigned to the comments, and (d) the 

relevance o f  the Significant Concerns or W ith Distinction (p.vii) designations.

7/ /6a/ a r/atik«/ /w/f a/6/f/v gfvry
tvaaSfwrr /o f«/fr /6f ^  ^  /6fj(«a/ f/rwaz/ fxpgtzfAdf.
(CPI, 1997)

In summary, the CPI was designed primarily for the summative evaluation o f  PT  smdents’ 

competence in clinical practice. Clinical instm ctors rate smdents’ perform ance on the 

individual competencies using bo th  a visual analogue scale and a narrative. W hile comments in

2 For the full CPI, see Appendix E.

* Special consideration may be given students when facing new and complex situations.
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any section may be included for their formative benefit, that particular function o f the CPI is 

no t strongly emphasized. A  smdent’s overall performance for each clinical experience is 

summarized and reported as “Areas o f  Strength” and “Areas Needing Im provem ent” (CPI, 

1997, pp.25-26).

Preparation for Using the CPI

The Task Force recom m ended that clinical instructors should be trained to use the CPI, but 

they also intended that the Instrum ent would require rriiriimal training (Task Force for CPI, 

2002). There are a num ber o f  tools available for clinical instm ctors to leam about the CPI. The 

CPI Manual describes the Instm m ent’s development and includes: (a) instm ctions for use, (b) 

educational overheads, and (c) answers to frequentiy asked questions (CPI Manual, 1997). 

Three sample cases are provided for CIs to  evaluate and discuss during the in-service training. 

While the in-service participants are encouraged to share their evaluation results, the education 

session is no t set up as a calibration exercise per se. As an alternative, clinical instm ctors may 

independently review three samples o f  evaluating various levels o f perform ance on one 

particular criterion in Appendix A o f the CPI (CPI, 1997, pp.32-33).

W hen Dalhousie began using the CPI, the affihated healthcare facilities providing clinical 

education were given a Manual and an instm ctional video; the Academic Coordinator o f 

Clinical Education provided stm cm red in-services as well (G. W ainwright, personal 

communication. May 12, 2004). The CPI includes a list o f  “Support Services” where clinical 

instm ctors can seek additional information about the Instrum ent and its use. The A P T A  

Clinical Instructors Education and Credentialing Program also includes specific training for 

participants to  use the CPI for bo th  formative and summative evaluation (APTA, 2003a).

How Clinical Evaluation Contributes to Learning

A p rimary outcom e o f  chnical education is the sm denfs demonstration o f  com petent entry- 

level performance (Deusinger, 1990; CPI Manual, 1997; Shepard & Jensen, 1997). Cross et al., 

(2001) suggested that competence could be used to  “summarize consistency in professional 

behaviour” and to indicate fumre professional behaviour. Usherwood et al., (1995) in referring
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to the British National Council for Vocational Qualifications, used the term  “occupational 

competence” and described it as “ the abihty to perform  the activities within an occupation or 

function to  the standards expected in employment” (p.l44). Hager and Butler (1996) stated in 

general terms that “competence” referred to  the ability to carry out routine and predictable 

procedures as well as having a body o f related knowledge. However, they expanded their 

discussion to  describe “personal competence” which they simated within the practice domain. 

The influence o f  their description is reflected in the performance criteria o f  the CPI.

a ^  ri A; aW  a 6ar Ak aA/Azdkr a/^/
A; a<Y aW  /6ri ri Ak A6aA A(v

dkwomAraA?r A6f a6fk^ A) Ofw a« ^
Aiwg wiA6ôz a ^  A)«A?x/i A6aA awwwwo* a«^

(Hager & Butler, 1996, p. 371).

Naylor (1995) reported that the strength o f  clinical assessment is the evaluation o f  smdents’ 

competence in varied, real-Hfe simations that no t only capture many domains o f  competence 

bu t also encourage smdents to improve their performance. Clinical evaluation in its broadest 

sense reflects the effectiveness o f the entire process o f  PT  education (Deusinger, 1990); 

however, clinical instm ctors are primarily concerned with observing the behaviours and skills 

that are required to provide com petent patient care (Shepard & Jensen, 1997).

“The assessment system gives the loudest messages about what is valued” and w hat is required 

for smdents to  move toward mastery o f skills (Mann, 2002, p.15). The learner’s perception o f 

the demands o f the evaluation wiU affect learning behaviour and outcomes. Evaluation 

determines: (a) the levels o f knowledge, (b) the abihty to access and select appropriate 

knowledge in relation to  clinical problems, and (c) the abihty to generate and test hypotheses 

for the purpose o f diagnosis and treatm ent (Higgs, 1992). Assessment can: (a) identify 

inappropriate behaviour and inadequate performance, (b) “motivate smdents,” and (c) 

“measure the transfer o f  learning” (Vendrely, 2002; p.64). Evaluation no t only clarifies the 

performance expectations but it can assist the smdent with setting new learning goals (Cross, 

1983; Strohschein, 2002).
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Summative evaluation, or the summing up o f  a PT  sm dent’s clinical performance, requires the 

collection o f  reliable data and the accurate and meaningful interpretation o f  it (Deusinger

1990). Cross (1983), in an early qualitative smdy, stressed the importance o f  clearly detined- 

chnical evaluation criteria.

Mr zk g/r/kw, WAJ/ acomz/f, aW Z6f
^  arrfrrwfA/ (tg. »/6a/ an? /o wfanzzvz  ̂ an? z«z%a  ̂ aW an

A«a!?niAzn</?z{g ^  /6g mA?nkz (%aznr/ /6gy an? A) wgar«n?z/ f%wn?z/ /6f waixzwnw 6gngi?/
will not be obtainedfrom clinical testing (Cross, 1983, p.304).

While clinical instm ctors may be familiar with the behaviours or perform ance criteria specified 

by the evaluation, interpreting the associated rating scales is m ore difficult (Deusinger 1990; 

Straube & Campbell, 2003). Clinicians will likely base their evaluations on their beUefs about 

w hat is im portant (Usherwood et al., 1995), and on their general impression o f  a smdent’s 

personahty or performance (Alexander, 1996). In addition, the period o f  clinical evaluation is 

brief, and therefore it is essential that smdents leam  to assess their own strengths and to 

identify accurately their learning needs (Shepard & Jensen, 1997).

Formative evaluation is also recognized as an essential part o f the competency-based system. 

“The purpose o f  formative assessment is to reinforce or correct the learner’s knowledge or 

performance errors before the final summative evaluation occurs” (Vendrely, 2002, p.64). In 

performance-based chnical evaluation: (a) the sm dent should be aware o f  the desired 

behaviours, (b) there should be regular, stm ctured feedback, and (c) changes in the 

instm ctional environm ent should be made as required (Vendrely, 2002). Smdents and clinical 

instm ctors can w ork together to tailor the chnical experience to m eet the identified learning 

needs (Hayes et al., 1999; Shepard & Jensen, 1997).

The CPI defines the essential aspects o f  chnical performance and it incorporates at least one 

fo rm al evaluation at the m idpoint (CPI, 1997). Sample behaviours o f  the CPI are intended to 

clarify the performance behaviours and they can be recorded in the summative evaluation as 

well.® Professional attimdes, ethical behaviour and effective interpersonal skiUs are considered 

essential chnical sk ills and the smdents m ust understand that these are part o f  the formal

’ I 'h e  comments sections may have formative as well as summative value.
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evaluation o f  their clinical competence (Higgs, 1992; Task Force for CPI, 2002; Strohschein, 

2002). Identifying such behaviours on the evaluation tool makes them  bo th  visible and credible 

to those involved in the evaluation (Mann, 2002).'° A list o f  specific clinical skills, “Tests and 

Measures and Interventions” have been appended (CPI, p.35) to the Instrum ent for clinical 

instructors’ reference.

During formal (mid-term and final) evaluations, the clinical instructor and sm dent should 

compare the observations they have recorded and discuss the reasons for the evaluation 

decisions. This requires students to reflect on their performance and their decision-making. It 

is recognized that reflective practice should be “intentionally facilitated” and no t left to chance 

(Higgs, 1992), it is considered “a learned skill o f  critical thinking and simational analysis” 

(Kaufman et al., 2000, p. 17). Students identified self-appraisals using the CPI as one activity 

that prom oted reflective practice during their clinical experiences. However, the benefit was 

underm ined if  the clinical instructors did not value the smdents’ observations (Musolino, 

2006).

As m entioned, CIs need to understand the evaluation tools and be able to interpret the 

student’s behaviours as they relate to  the Instrum ent’s performance requirements. D irect 

observation o f  PT  smdents continues to be the principal means o f  evaluating clinical 

performance; bu t there are many challenges associated with it, CIs typically have no t been 

specifically instructed either to teach or to evaluate smdents (Deusinger 1990; Shepard & 

Jensen, 1997). Ideally, CIs should be regularly documenting specific examples o f  the smdent’s 

behaviour to avoid an evaluation based on personal impressions (Shepard & Jensen, 1997; 

Deusinger, 1990). However, in many cases CIs are required to maintain their usual workloads 

while they observe, instruct, and correct smdents (Shepard & Jensen, 1997). Clinical instructors 

face “multiple distractions and work responsibilities.. .[and] often report that it is almost 

impossible to find sufficient time during the workday to evaluate sm dents’ needs, perform  

formative evaluations, and complete the summative assessments” (Deusinger, 1990, p.68).

Hayes et al., (1999) smdied PT  smdents to  determine if  any specific behaviours influenced the 

CIs’ assessments o f  their clinical competence. They found that instm ctors observed and valued

10 The CPI uses “Pass” or “Fail.” The “W ith Distinction” box enables recognition o f exceptional student performance.
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non-cognitive behaviours (professional behaviour and communication) bu t they were more 

likely to discuss with their smdents inadequate knowledge or poor psychom otor skills. 

Ultimately the authors found that a “successful clinical experience” was m ore closely 

associated with the behavioural changes that smdents demonstrated when they were given 

early and accurate feedback (p.667).

How Clinical Instructors Master the CPI

The literature has no t described w hat is requited for mastering the use o f the CPI. As expected 

beha\tiours are demonstrated and additional competencies are identified, the formal m idterm 

evaluation may assist the CIs to organize or to restm cm re the final portion o f  the clinical 

placement. Cross (1983) stated that “any measure o f  performance is being poorly used if it is 

no t fed directly back to the performer, thereby enabling the cycle to  start afresh with a 

constructive im provem ent plan” (p.304).

The reahty o f  completing sm dent evaluations is usually more complex than instruction 

booklets and in-services indicate. According to the CPI Guidelines for Use: “M ethods o f data 

collection may include direct observation, videotapes, documentation review, role-playing, 

[and] interviews” (p.iv). Physiotherapists may consult with colleagues w ho are recognized for 

their experience with smdents or they may solicit feedback from  others involved with the 

smdent. Assistance from  the Smdent Coordinator on the clinical site, or the ACCE, is essential 

when the clinical instructor is faced with critical performance issues.

Training clinical instructors to use evaluation instruments was acknowledged to improve their 

understanding and expertise in clinical evaluation (Friedman & Mennin, 1991; Walker & 

Openshaw, 1991; Nayler, 1995; Hrachovy et al., 2000). Physical therapists may attend training 

programs to prepare to be clinical educators; bu t the availability, content and length o f training 

programs are variable (Shepard & Jensen, 1997). O ften PT  clinical instm ctors have no t had 

any instm ction about educational theory (Shepard & Jensen, 1997; Cross 1998) or training to 

apply the clinical evaluation instruments they are required to use (Task Force for CPI, 2002; 

Vendrely & Carter, 2004).
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Vendrely and Carter (2004) proposed that “training programs would affect how  clinical 

instructors rated” a sm dent’s performance as demonstrated during a videotaped patient 

encounter (p.65). Thirty-four (n =  34) clinical instructors were assigned to one o f  four groups 

based on their previous training or experience using the CPI." The group sizes were small and 

ranged from  five t o l l  subjects. The evaluation procedure used was consistent with CPI 

guidelines for use; each criterion was rated on the 100 m m  VAS and space was provided for 

additional comments. N o hypothesis was stated, bu t the groups’ ratings o f  the five Red Flag 

criteria were compared.

The authors reported that only CPI criteria “Safety Performance” and “Responsible 

Behaviour” had enough rating responses for statistical analysis. The CIECP-CPI-trained 

group’s m ean ratings for the “Safety Performance” criterion were significantly lower than 

those o f  the CPI-only and the No-Training groups. The CIECP-only clinical instructors’ 

ratings for the “Responsible Behaviour” criterion were again significantly lower than those o f 

the CPI-only trained subjects. Analysis did no t indicate that previous experience evaluating 

students using the CPI affected the clinical instructors’ ratings.

Fifty percent or fewer o f  the subjects rated the “Ethical Practice” and “Legal Practice” criteria. 

As a result, the groups ranged from  zero to eight participants and this prevented meaningful 

statistical analysis. The authors’ discussion about the low response rates is w orth noting. They 

were no t convinced that the response rate represented a problem  specifically with the 

simulated sm dent performance bu t it may have indicated a problem  with the cHmcal 

instructors’ understanding o f how  to rate the criteria. Some subjects indicated discom fort using 

the criteria for rating the smdent’s performance and “felt unprepared” to do so, while others 

indicated “some hesitation regarding the ability to assess the perform ance accurately due to 

limited exposure to the smdent in question” (p.68). Subjects who did rate the criteria justified 

the rating they gave by stating the “sm dent did no t seem to be violating any laws during 

treatm ent session” (p.68). It would seem that the dilemma the subjects experienced in rating

“  The groups were: C IEC P (Clinical Instructor Education Certification) and CPI (n -  11), CIECP only (n — 7), CPI only (n -  
5), and N o  Training (n =  11).
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the ethical and legal practice criteria warrants further investigation given the weighting o f  the 

Red Flag criteria.

The authors did no t offer suggestions for the differences observed am ong the types o f 

training, rather they discussed the results within the context o f  the smdy’s limitations. They 

pointed to the lack o f  evidence for reliability and validity o f  the fourth version o f  the CPI as 

potentially limiting the accuracy o f the CIs’ ratings. They recom m ended further research to 

determine the effects o f  training programs on C l functions such as supervision styles, 

negotiation skiUs, and assessment techniques (Vendrely & Carter, 2004). In  light o f  the 

limitations, the study should be viewed as exploratory; nonetheless, it stiU raises questions and 

indicates that further smdy o f the impact o f  training to use the CPI and how  well clinical 

instm ctors understand the performance criteria is needed.

The testing o f  validity and reliability o f  the m easurem ent instm ments used to evaluate clinical 

competence continues to  stimulate discussion, and researchers question the constm cts 

surrounding sm dent evaluation within a complex clinical environm ent (Andre, 2000; Cox, 

1997; Vendrely, 2002). Cross, Hicks and BarweU (2001) caution that:

ram; r f i t  ib

sample o f behaviours considered indicative o f competence bj those in a position tojudge, (p. 352)

The Task Force developing the CPI docum ented the extensive consultation that was 

undertaken to establish the behaviours considered essential for com petent practice. This could 

be considered a strength o f the CPI; to date, however, psychometric testing o f  the fourth 

version has been limited.

V a u d i t y  t e stin g  of t h e  v a s

Straube and Campbell (2003) published the results o f validity testing o f  the VAS. As 

m entioned previously, a smdent’s competence on each performance criterion is rated on a 100 

m m  VAS with only two anchors “Novice Clinical Performance” and “Entry-Level 

Performance.” This was done to “maximize sensitivity to fine gradations (0 to  100 m m  line)
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that might be missed by a cruder numerical rating scale” (CPI Manual, p.üi). Smdents 

beginnmg their chmcal education would no t be expected to achieve the same level o f 

performance as smdents m ore advanced in their academic programs and clinical experience.

O f  specific interest to the authors was the validity o f the VAS as an interval measure and the 

assumption that CIs were able to distinguish among ‘TOO distinct levels o f  response categories, 

or stimuli” (p.33). The authors used a Rasch M easurement Model'^ to determine how clinical 

instructors used the VAS and to quantify the response categories that they were able to 

distinguish.

The final VAS scores (raw scores) were analyzed for the performance criteria on 256 CPI 

forms o f  smdents at all levels o f  clinical experience and from  three physical therapy programs. 

Initially, 11 category groupings from  “ 1-10 m m  = 0, 11-20 m m  = 1, 21-30 m m  = 2, etc to 

category 11” (p.35) were identified. Through a stepwise process o f analyses and regroupings, 

the categories were condensed into six evenly spaced response categories from  “Low” to 

“High.”

The authors grounded the discussion o f their results in the psychological literature about 

absolute judgment. W hen humans rate observations, the following three com ponents are 

involved:

the individual, (p.33)

The smdies emphasized the influence that multiple variables can have on a person’s absolute 

judgment and that humans have limited capacities to discriminate among multiple levels o f 

stimuli.

Straube and Campbell (2003) also reviewed literature about the interpretation o f VAS scores 

for rating pain and depression, and pointed out that “constm cts are umque phenom ena”

6 “The Rasch Model is a probability model based on the assumption that the consequence o f  an encounter between a subject 
and a test item is determined by the ability o f  the subject and the difficulty o f the item,” (Fortney &  W atkins, 2000)
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(p.37). Thus, applying the psychometric properties o f  a VAS from that type o f  research to the 

evaluation o f  clinical performance may be problematic.

Straube and Campbell (2003) observed that the clinical instructors appropriately understood 

the VAS anchors and that the CPI captures smdent performance that exceeds expectation, 

“regardless o f  where the smdent’s performance is m arked on the VAS” (p.36). However, since 

the “W ith Distinction” designation m ost frequently indicated performance that exceeded 

“Entry-level Performance,” the authors considered the “W ith Distinction” to  be unnecessary 

—  in effect, redundant. Straube and Campbell (2003) concluded that clinical instructors were 

unable to distinguish between 100 gradations o f the VAS and that the raw VAS scores should 

no t be used as interval measures. While the six-level response categories were identified, the 

authors expressed the need for further psychometric smdy using different research designs. 

The authors also recom m ended further psychometric testing o f  the CPI to im prove support 

for inferences about its educational value.

How PT Schools Use the CPI

In 2004, English et al. published the results o f  a survey o f the ACCEs (n =  179) for American 

physical therapy programs to determine how many were using the CPI and how  the evaluation 

results contributed to their smdents’ grades. Nearly 90% o f the 134 respondents were using 

the CPI and 61% o f  those converted the VAS scores to a percentage for grading purposes. 

O ther ACCEs used quartiles or combinations o f  VAS scores and comm ents for grading 

smdents’ clinical performance. Fifty-three percent o f  all respondents considered the chmcal 

instructors’ comm ents when they determined the smdents’ grades; m ost often the comments 

were used to clarify the VAS scores. While 58% (n — 78) o f the ACCEs were generally 

satisfied with the CPI as a grading tool, 35% (n =  46) were not (Enghsh et al., 2004). Positive 

features o f  the CPI were its format, and language that was consistent with the Guide to Physical 

Therapy Practicef as well as its emphasis on professional behaviours rather than the 

performance o f  skills. However, there were recommendations to include m ore specific skills in 

the sample behaviours, and to provide additional definitions to the current VAS anchors.

u  Guide to Physical Therajy Practice, 2"^ Ed. Alexandria, VA: A IT A ; 2001.
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Some criteria, as well, were considered redundant. A num ber o f  ACCEs (n =  26) expressed 

concern about the “extensive education” required to decrease interrater errors among new 

users. English et al. (2004) suggested that the development and evaluation o f  standardized Cl 

education programs might improve interrater reliability o f the CPI. Based on their findings 

and the literature reviewed for the smdy, the authors recom mended further investigation into: 

(a) the practicality, reliability and validity o f  increased markers along the VAS, and (b) to 

examine “clinical instm ctors’ satisfaction with the CPI for ease o f  use and comprehension” 

(English et al., 2004. p.90).

Shwinski et al., (2004) reported results o f  a preliminary smdy using survey questionnaires to 

compare the anticipated CPI results o f  academic faculty, CIs, and P T  smdents who had 

completed only one clinical experience. The authors hypothesized that there would be no 

differences between the groups for the expected levels o f  performance for an initial clinical 

experience as indicated on the VAS for the 24 performance items. The response rates were 

48% (n = 28) academic faculty, 18% (n — 53) clinical instm ctors and 67% (n = 124) smdents. 

T he m ean VAS scores for all o f  the groups were scored at less than the 100 mm, indicating 

that they did no t expect Entry-Level for the first clinical experience. The Red Flag items were 

rated the highest across all groups (range 83 - 95 mm) which the authors felt supported the 

CPI Task Force assertion that they represented “ foundational elements o f  practice.” The 

clinical instm ctors and academic faculty agreed in their evaluations for all o f  the performance 

criteria; however, the smdents had significantly higher levels for the perform ance criteria 

“M anagement o f  Patient Resources” and “Wellness and Health Prom otion” than the CIs. 

Shwinski et al., (2004) suggested that the difference in ratings may have reflected the smdents’ 

sense that the skills would be expected o f them  as soon as they began clinical practice, whereas 

the CIs would expect the skills to  develop with progressive clinical experience. Since health 

prom otion and wellness is an evolving aspect o f  clinical practice, the smdents may have felt 

better prepared than the clinical instm ctors to perform  in that area.

The authors recognized the limitations o f  their small sample size and limited geographic area 

but the smdy addressed anecdotal evidence o f  inconsistent expectations o f  academic faculty, 

CIs and PT  smdents for the first clinical experience. The authors recom m ended future smdy 

to determine how  practice setting influences clinical evaluation (Shwinski et al., 2004).
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Questions of Reliability and Validity

T he lack o f reliability and validity o f  assessment instruments will negatively influence smdent 

evaluation (Vendrely & Carter, 2004). This may undermine both the sm dents’ and the CIs’ 

confidence in the evaluation process; it may be considered the weak link in evaluating the 

integration o f  smdents’ knowledge and skills between the school and the clinic (Cross, Hicks & 

BarweU, 2001).

atrfrjwf»/ pm w r wadk A; a/f wrA!' attfrrwf»/
mr/ÿrw A) catMAoRr *» WmÿrpAzAw/z aW  w ^f/5awoata/
consequences. (Usherwood et al., 1995, p .144)

Assessors and smdents may vary in their interpretations o f  the evaluation requirements: (a) CIs 

may base their evaluation on personal criteria inconsistent with the formal evaluation criteria 

(Usherwood et al., 1995), (b) they may consider general impressions rather than specific 

observations, or (c) they may be inappropriately influenced by the sm dent’s personaUty (Cross, 

1998). Researchers have even observed that smdents look for cues to the behaviours that their 

CIs favour as a means o f  obtaining m ore favourable evaluations (Alexander, 1995; Cross, 

1998).

Alexander (1996) presented findings about clinical judgment that can negatively affect clinical 

evaluation and call into question its vaUdity. The author reported the negative impact that 

assessors’ subjective judgments can have on a sm dent’s clinical experience. These can result in 

smdents doubting that they have been fairly or consistently evaluated, or that they were 

evaluated based on performance expectations that were inappropriate for the learning 

simation. Alexander (1996) concluded that clinical evaluation was based on some combination 

o f  subjective judgments and the formal criteria defined by the evaluation. The author urged 

that instm ctors be made aware o f  the concept o f “judgmental heuristics” and the influence 

that inappropriate subjective judgment can have on clinical evaluation (p.365).

Hager and Butler, (1996) recognized that subjectivity cannot be rem oved from  chmcal 

evaluation and stated that it would even be undesirable to do so. Evaluation o f  climcal 

competence depends on asmte judgments that are based on the assessors “tacit knowledge and 

expertise” (p.371). The authors described objectivity as “the inteUigent learned use o f

-31 -

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



subjectivity” (p. 371). Hager and Butler (1996) also maintained that the judgment m odel o f 

evaluation enables the assessor to use evidence from  a broader range o f  experience rather than 

rigidly defined data. The judgement mode, for example, offers the opportunity for self- 

assessment and can facilitate a dialogue between the person being assessed and the evaluator; 

thus, it can prom ote the integration o f  learning and clinical evaluation (Hager & Butler, 1996).

It has been suggested that the success o f  a clinical instrum ent can largely be determined by the 

CTs level o f  acceptance o f  it (Hrachovy et al., 2000; Task Force for CPI, 2002); yet it is 

difficult to  find smdies reporting clinical instm ctors’ opinions about the instm m ents they use. 

Researchers have consistentiy recom m ended further smdy of: (a) the effect that training to use 

the CPI may have on clinical instm ctors’ use o f  it (Task Force for CPI, 2002; Vendrely & 

Carter, 2004.; Enghsh et al., 2004; Straube & CampbeU, 2003), (b) the ease o f  grading smdents 

based on the evaluation (Task Force for CPI, 2002) and, (c) CIs’ satisfaction with the 

Instrum ent (Task Force for CPI, 2002). Quahtative research is beginning to  point out the 

chaUenges that chmcal instm ctors experience as teaching clinicians and evaluators o f  smdents’ 

competence within the healthcare environment, however httle o f  it has specificaUy addressed 

the CPI.
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M E T H O D O L O G Y

Chapter Three describes the choice o f  using a qualitative framework for this research and 

provides support for using focus groups as the means o f data collection. The details necessary 

to conduct the research, to manage the data, and to analyze and interpret the findings are 

described in the m ethods section.

The purpose o f  my research was to  explore perceptions and experiences, to ask clinical 

instructors directly about how they used the CPI. I sought a research framework that would 

enable m e to capture the discussions o f  CIs n o t only in response to my questioning but as they 

shared their views about the CPI in conversations with colleagues. Clinical education o f 

physiotherapy smdents, in my experience, is a highly interactive process in which instm ctors 

often share responsibilities for educational activities and smdent evaluation. The physiotherapy 

community o f  practice developed the CPI (Task Force for CPI, 2002); it is a reification o f  the 

behaviours that clinical instm ctors, academic educators and smdents agreed were the necessary 

competencies for clinical practice. The evaluation process itself can enhance the interaction 

between the clinical setting and the academic instimtions. Thus, I selected the research 

paradigm o f  the interpretative/ constmctivist in which a guiding assumption is that knowledge 

is socially constm cted —  the researcher and the subjects are involved in an interactive process 

in which each influences the other (Mertens, 1998).

MAMptpAaAom aW  an; (««AcxAt aW
^ a r i A &  trrfaytikr aW an; « o A ^  Aw(%A«aAi0«. DaAa ran A;

/At ronnrrr, aW A& /kgâ" Ao z»A«pn;AaAMnj ran 6r wa(& r.)̂ r̂iA An A6r namfAfv.
(Mertens, 1998, p .13)

A  quahtative research strategy, which is a label associated with the interpretative/constm ctivist 

paradigm, was used for this project (Mertens 1998). Discussions that arose from  the open- 

ended questioning during the focus groups constimted the research data, which was analyzed
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with the primary intent o f identifying themes that emerged across the focus groups (Creswell, 

2003).

Qualitative Research Using Focus Groups

When the research topic involves understanding the success or failure o f a particular progpam in a 
rr/Ang, J&aw way «vA & A& worA r^aiwA awA Aw/ nnawvAng Ak

reasons behind this outcome. (Morgan & Krueger, 1993, p.9)

M organ (1988) stated that the focus group m ethod relies on “the explicit use o f  the group to 

produce data and insights that would be less accessible w ithout the interaction found in a 

group” (p.l2). Focus groups can result in a broader range o f  information as the ideas o f 

participants “keep building on themselves, thus making room  for the unexpected” (Tipping, 

1998).

Focus groups have been used recently by educational researchers for such purposes as 

identifying smdents’ learning needs (Tipping, 1998), smdying the perceptions o f  educators and 

smdents for curricular-development purposes (Frasier et al., 1997; Flayward et al., 1999) and 

probing the dehvery o f  sm dent education within a clinical environm ent (Currens & BitheU, 

2000). Focus groups enable the academic researcher to  observe spontaneous interactions on a 

topic and can prom ote a high degree o f participation among the group members, thus 

lessening the direct researcher/participant interaction o f individual interviews (Morgan, 1988).

Morgan (1988) emphasized that learning about participants’ experiences was m ore likely to 

stimulate a Hvely group dynamic than merely asking for their opinions. People are m ore willing 

to  share their own experiences than to challenge or com m ent on someone else’s opinion. 

Thus, focus groups are recom m ended for qualitative research projects that are trying to answer 

“how-and-why questions” (Morgan & Kmeger, 1993).

Clinical instm ctors are familiar with “group processes” and collaboration. The purpose o f  this 

smdy —  to explore experiences and perceptions o f  physiotherapy clinical instm ctors —  was 

considered compatible with a strategy that would enable the probing o f  participants’ views and 

would facilitate the sharing o f  experiences through which unanticipated ideas m ight emerge.
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Additionally, there is support for using focus groups to study issues related to  clinical 

education o f  physiotherapists (Currens & BitheU, 2000; Hayward et al. 1999). Thus, the focus 

group was considered an appropriate quahtative m ethod to coUect the data necessary to 

develop explanations (Morgan & Krueger, 1993) about the way the clinical instructors used the 

CPI.

analysis to be done. (Krueger, 1993, p.66)

The researcher frequently moderates the focus groups and supplies the discussion topics 

(Krueger, 1993). The author described useful skiUs for focus group m oderators including 

comm on-sense suggestions such as the ability to listen, to make “neutral” comm ents, and to 

prom ote the participation o f  the entire group (Krueger, 1993). It is im portant that the 

m oderator does not faU into a pattern o f  conducting individual interviews with the group 

participants (Tipping, 1998). According to Morgan and Km eger (1993) a skiUed m oderator wiU 

be able to:

•  Promote an atmosphere o f respect

•  Usten to participants’points o f view

•  f a »  g«wn)»wg«A AA'aA AmwAr A&w A? aW

Though I had no t directed focus groups before this smdy, I had facihtated many group 

projects and I was comfortable working in such groups. My additional preparation to 

m oderate the focus groups is described in the M ethods section.

Morgan and Km eger (1993) suggested that, “a m atch between the researcher’s topics o f 

interest and the participants’ topics o f ordinary conversation” has a significant im pact upon the 

focus group dynamics (p.8). I believe that my experience as a clinical instm ctor and my 

understanding o f  smdent education within the healthcare context offers me insight into the 

challenges and issues faced by the focus group participants. Inevitably, this familiarity, my 

personal experiences and my exposure to the views o f my colleagues introduces a bias that
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may have influenced my interpretation o f  the data (Creswell, 2003). I began this smdy with the 

view that the CPI was unnecessarily time-consuming, primarily due to the num ber o f 

performance criteria. While I did no t consider it worse than the forms I had used previously, I 

also did n o t find it to be an improvement. I have tried to represent the data objectively, and 

have used peer-debriefing and member-checking in an effort to minimize bias in my 

interpretation o f the data (Mertens, 1998).

Qualitative research is an iterative process requiring the researcher to analyze data throughout

the gathering process and to make appropriate modifications along the way to  prom ote the

quahty o f  the research (Krueger, 1993).

A 6 g  w a A f n w /  A »A o ( & A W  A 6 a A  A ; W  & % z w A w A  A ig p A /^ g r
w  won; ^  A& Aÿvkf aW  n;/ÜA;A nw()^Af AnfvrÂ aAo».

(Knodel, 1993, p.45)

Research Design: Qualitative, Quantitative and M ixed Methods Approaches (Creswell, 2003) and 

Successful Focus Groups Advancing the State o f the A rt, (Morgan, 1993) were used to assist with the 

data analysis. The coding and data analysis as well as the theme developm ent are described in 

the M ethods section.

Ethical Considerations

The questions posed by Creswell (2003) in Research Design: Qualitative, Quantitative, and M ixed 

Methods Approaches helped me take a broader view o f  the ethical issues associated with research; 

it guided the submission for ethics approval and included the following key considerations:

# Do AWo Aw ̂ xwporg aW A&g ̂ AfwAAa/ ̂ fwĝ A ̂  A&

Selected clinical instm ctors were sent a copy o f the “Letter to Participants” to introduce them  

to the purpose o f  the smdy (see Appendix A). W hen clinical instm ctors indicated their interest 

in participating, they were contacted by phone or email and the stm cture o f  the focus groups 

and the smdy’s purpose was explained again.
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* wfanr&r wmA «oA waÆf ÂaA ca««oA wfA.

I offered a selected num ber o f clinical instructors the opportunity to discuss their experiences 

and perceptions o f  the CPI for the purpose o f  a smdy. I did not imply that this research would 

result in any structural change to the CPI. The results would be shared with the A C CE at the 

Dalhousie University School o f  Physiotherapy w ho evaluates aU CPI results for Dalhousie 

University’s School o f  Physiotherapy. Participants were informed o f  my plan to submit the 

research for presentation at a national physiotherapy conference.

*  Ao A  a W  A & y  a n ;  n o A  A o Â A w / ÿ A f A  A «  A &  n ; r f a m 6

Non-personal identifiers were used for coding the data and no participants were identified in 

the research report. Participants were able to use pseudonyms during the focus groups if  they 

so chose. While few clinical instm ctors chose to  use pseudonyms, it would have been 

impractical to  report findings that included participants willing to be identified and others w ho 

chose to remain anonymous; that type o f  reporting, in itself, might result in the identification 

o f  participants expecting anonymity. The clinical instm ctors were inform ed that due to the 

nature o f  focus groups, the confidentiality o f  their discussions could no t be guaranteed 

(Morgan, 1998).

* The data analysis and interpretation require the researcher to make “good ethical decisions” and the

The validity o f  qualitative research depends on deterrnining the accuracy o f  findings for the 

researcher, the participants, and the readers (Creswell, 2003). “Member-checking” assists the 

researcher to  determine if  the participants agree with the accuracy o f  the researcher’s 

description o f  the encounter (Creswell, 2003). The participants can also be asked to com m ent 

on the themes identified by the researcher. “Negative or discrepant inform ation” should also 

be included to improve the credibility and “real-Hfe perspective” o f  qualitative research 

(Creswell, 2003). In addition, “peer-debriefing” can enhance the accuracy o f  the research 

analysis; in  peer-debriefing the analysis is viewed and questioned by a colleague w ho has had 

no involvement in the research. As m entioned, the researcher brings a personal bias to the 

smdy and I provided a personal description to help the reader understand my “location”
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within the research topic (Creswell, 2003). The efforts taken to prom ote the validity o f this 

research will be m entioned as they were used during the focus groups and data analysis.

Research Method

E t h ic a l  A p p r o v a l

Ethical approval for this research was granted by the University Research Ethics Board o f 

M ount Saint Vincent University.

Focus Group In t e r v ie w  G uide

I developed an “Interview Guide” (see Appendix D) based on the literature review and my 

experience as a clinical instmctor. This is considered to be an acceptable base from  which to 

develop the questioning strategy (Creswell, 2003), and I further assessed this questionnaire for 

clarity and content during a practice focus group. A  Clinical Coordinator o f  Education and 

two experienced clinical instm ctors from  two different teaching facilities participated. They 

stated that the questions were generally clear and relevant to the research purpose. W hen asked 

to identify any additional issues that they thought would be “critical” for the focus group 

discussions (Mertens, 1998) the following suggestions were made:

•  A s k  the clinical instructors i f  they were “comfortable” using the CPI.

•  A d d  to the demographic information a question asking clinical instructors how long it took them to 

complete the CPI.

Both suggestions were adopted.

IMRTiaPÆVTT

Participants for the focus groups were selected by purposeful sampling, which is appropriate 

for qualitative research (Mertens, 1998; Creswell, 2001). Mertens (1998) explained that:
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R f worèfAgg A0% t i w ( A m A ^ A c a ^  AwA- ra«ÿ/;j WA&
A)f_g0a/ ̂ A(A;»Â «g A«/&/waAo«-Ac6 cargf /Ao ĝ aA»/; AiWrA«-â A6 (p.261).

Purposeful sampling enabled the selection o f  participants such that the groups would be 

comprised o f  physiotherapists working on a variety o f clinical services. I intended the focus 

groups to  have a composition similar to  the clinical environment where both  junior and senior 

staff members regularly contribute to departmental activities. I was not looking to generalize 

the results to all climcal instructors who had used the CPI; however, the goal was to gather rich 

data, and through coding and analysis, classify their views about using the CPI. I wished to 

provide an insightful description o f  how the CPI contributed to their evaluation o f 

physiotherapy students, the factors that influenced their use o f it, and to report their overall 

impressions o f  the Instrument. Therefore, I sought participants w ho had used the CPI to 

evaluate one student as a rninimum, as well as those who had extensive experience using it.

SELECnON OF PARTICIPANTS 

The focus groups were comprised o f  clinical instructors from two tertiary academic health 

centres in Halifax, NS; one such facility in Saint John, NB; and from  private-practice 

physiotherapy clinics within a reasonable proximity o f the Halifax facilities. The facilities were 

selected because they regularly offer clinical education placements to  physiotherapy students. 

T he group size was determined: (a) by anticipated participant availability, (b) to prom ote 

participation o f  all group members, and (c) to complete the discussion within 1.5 hours. The 

group size was consistent with the proposed five-to-seven participants and was within the 

recom mendations o f  M organ (1988), and Marshall and Rossman (1995).

The Clinical Coordinator o f Education (CCE) at each o f the facilities was contacted to explain 

the purpose o f the smdy and they were provided with a copy o f the “Letter to  Participants” 

(see Appendix A). The CCEs were considered appropriate to identify clinical instm ctors who 

had used the CPI at least once and those w ho had used it multiple times. Thirty-one letters 

were forwarded to clinical instm ctors w ho had been identified by the CCEs.'^ Seventeen 

clinical instm ctors w ho had expressed interest in the smdy were contacted and scheduled to

I had no  m anagement relationship with the clinical instructors recruited to this study.
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participate in a focus group. Two physiotherapists initially planning to participate withdrew for 

scheduling reasons.

The ACCE at Dalhousie University’s School o f  Physiotherapy identified the private-practice 

physiotherapy clinics that regularly participated in the clinical education program. Since there is 

no CCE structure in private practice, the clinic owners were initially contacted by letter or 

email. The smdy’s purpose was outlined and they were provided with a copy o f  the “Letter to 

Participants.” They were requested to inform  their staff about the smdy and to  suggest that 

interested physiotherapists contact the smdy investigator. Since only one private-practice 

clinical instm ctor participated in the smdy, her comments were not included in the data 

analysis or on Table 1.

W ith the exception o f  the single private-practice physiotherapist, the 16 clinical instm ctors that 

participated in the smdy were working with adults or paediatric patients (or both) on either 

inpatient or outpatient services in acute-care and rehabilitation settings. The clinical instm ctors 

had a m ean o f  15.5 years o f  clinical experience and they had instm cted a m ean o f  4.6 smdents. 

Clinical practice-related demographic inform ation is described in Table 1.

- 4 0 -

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



T able 1: Dem ographic Inform ation

How many years of clinical experience do you have? (N=16)

average years of experience................................................  16.3
median years of experience................................................  14.8
standard deviation................................................................  8.6

In what type of setting do you clinically instruct students? (N=16)

general hospital  11 69%
rehabilitation centre  5 31%

In which practice area(s) do you clinically instruct students? *

paediatrics...........................................................................  5
adults....................................................................................  9
in-patient service................................................................. 3
out-patient service..............................................................  2
mixed service.........................................................................  2
acute-are service...................................................................  3

Approximately how many students have you evaluated using the CPI? (N=16)

average number of students supervised..............................  4.9
median number of students supervised............................... 4.5
standard deviation................................................................. 2.9

How long does it usually take you to fill out the CPI? (N=16)

average length of time to fill out the C P I   65 minutes
standard deviation...............................................................  22.2

Have you attended a CPI training in-service? (N=16)

y e s   5 31%
n o   9 56%
no response  2 13%

As a student, were you evaluated using the CPI? (N=16)

y e s   2 13%
n o   13 81%
no response  1 6%

Have you used a clinical evaluation instrument other than the CPI? (N=16)

y es ......................................................................................  14 89%
n o ........................................................................................  2 13%
no response.........................................................................  0 0%

* More than one practice area could be specified
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Focus Group Process

Pr e p a r a t io n  to m o d e r a t e  t h e  focus groups

In  preparation to conduct the focus groups, I conducted a practice focus group:

# To  a t r f t r ^ a A k  A;x{gA» ^ A w f Â aA zA wo»^A Aü/ëf A); aT&okt

a«^ Ao o&ovë aaa&o-A^«g

The focus group was videotaped and audiotaped. I reviewed the videotape as a feedback tool 

to improve my performance as a m oderator. The audiotape was no t transcribed but showed 

that the room  and equipment would be adequately sensitive for recording a focus group 

discussion. The session lasted 1 hour and 10 minutes.

C O N D U C n N G  T H E  EO CH J G RO URf 

Three focus groups were conducted in the winter o f  2004 - 2005. The focus groups in Halifax 

were held in the evening at the School o f  Physiotherapy at a time that prom oted maximum 

participation. The focus group in Saint John  was held, at the participants’ request, in the 

Physiotherapy departm ent during the latter part o f the workday. Participants were not 

financially reimbursed. Participation in this research was voluntary; the participants were 

inform ed that they could withdraw from  the smdy at any time w ithout penalty. Each 

participant signed a “Consent to Participate” (see Appendix B) immediately prior to  the focus 

group.

The num ber o f participants in the focus groups were as follows: Focus G roup 1: six clinical 

instm ctors; Focus group 2: six clinical instm ctors and Focus G roup 3: five climcal instmctors. 

Tw o clinical instm ctors scheduled to participate withdrew due to scheduling conflicts. A Cl 

stepped in to  replace a colleague who had withdrawn. Each o f the Halifax focus groups was 

comprised o f  clinical instm ctors from  both  o f the affiliated teaching hospitals and in one case 

the clinical instm ctor from  private practice. For logistical reasons, the focus group held in Saint
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John  was com posed entirely o f  clinical instructors from  the selected facility. The focus groups 

lasted from  1.25 to 1.5 hours.

I m oderated each o f  the focus groups providing a brief review o f  the smdy and rem inded the 

clinical instructors about the voluntary nature o f  their participation before the discussions 

began. As a form  o f participant verification, points raised in the discussion were periodically 

summarized and the participants were asked to confirm  the m oderator’s correct interpretation 

(Creswell, 2003).

The research assistant took field notes, managed the tape-recorder and collected the Consent 

Forms (Appendix B) and Demographic Questionnaires (Appendix C). The research assistant 

did not contribute to the focus group discussion in any way but assisted with the preparation 

o f  the m oderator’s summary.

M e m b e r s  checkesig

A t the end o f  each focus group’s discussion, 1 m et with the research assistant to review the 

field notes and to summarize the key points in the conversation. 1 presented the summary to 

the group to check the accuracy o f my understanding and again asked for any additional 

comm ents (Creswell, 2003).

Following each focus group, the field notes and audiotapes were reviewed and a written 

summary o f  key points o f  the discussion was prepared and sent to each participant. 1 invited 

them  to com m ent on the accuracy o f  my interpretation o f  the groups’ discussion. This form  o f 

member-checking contributes to the validity or trustworthiness o f  the data analysis (Mertens, 

1998). The summaries were forwarded a second time and again the climcal instructors’ 

comm ents were invited. Only one clinical instructor responded. The com m ents have been 

included in Chapter 4: Results and Discussion.
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Data Analysis:

Da t a  m a n a g e m e n t

N orth  Star Business Inc.'* transcribed verbatim  each focus group audiotape, provided 

hardcopies, and forwarded a copy o f  each focus group transcription by email attachment. I 

formally requested that N orth  Star Business Inc. delete their electronic copies o f  the 

transcripts. The tapes were returned with the transcripts and were securely filed in a home 

office. I compared each focus group transcript to the audiotape for accuracy and inserted 

dialog that the transcriptionist had been unable to complete. 1 then reviewed the modified 

transcripts to famiharize myself with their overall contents. The transcribed data comprised 70 

pages.

C O D IN G

Coding began with the preparation o f  the summaries that were sent to the participants 

following each focus group. Key topic areas generally followed those in the Interview Guide 

(Appendix D). The issue about the lack o f  feedback from  the universities about CPI results 

was an unanticipated topic raised by the clinical instructors in the first focus group. It had not 

been included in the Interview Guide but it was addressed in subsequent groups.

Flexibility is considered a positive feamre o f  qualitative research but it also requires o f the 

researcher ongoing analysis and adjustments to the m ethods o f  data collection to ensure its 

quality (Knodel, 1993). For example, if analysis o f  the data obtained from  the third focus 

group had revealed perspectives that varied significantly from  the previous groups, holding a 

fourth group would have been recom m ended (Mertens 1998). However by the end o f the 

third group, the issues raised and the “threads” o f  the discussion did no t reveal unanticipated 

issues and saturation was considered to  have been achieved (Creswell, 2003).

Initially, one transcript was completely reviewed and a Hst o f words and related phrases and 

their location within a transcript was compiled. The remaining transcripts were then reviewed 

for similar words and phrases that were either grouped or listed as a new item  (Creswell, 2003).

u  N orth  Star Business Centres Incorporated, 310-1657 Barrington Street, Halifax, NS B3J 2A1.

- 4 4 -

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



The groups o f  w ords/phrases were compared to the member-check summary sheets and a 

general fit with the key topic areas was found. W ord-processor highlighting was used to mark 

similar quotations and blocks o f discussion related to a topic colour.

Coding the electronic versions o f the transcripts facilitated an easy m ovem ent between the 

three focus group transcripts. As the colour coding was carried out, links with similar 

discussions in the other transcripts were noted and comments about the emerging categories 

were m ade in the transcript margins (Creswell, 2003). A t this point three categories were 

identified and related topics were linked to  them  (Creswell, 2003). A n example o f  an initial 

cluster o f  topics around the category heading “Utility o f the CPI” is included in Figure 1. The 

following three topic clusters were constructed:

•  Utility o f the CPI

•  Deficiencies of the CPI

•  Learning to use the CPI

As can be seen in Figure 1, the category was broad and there were topics that were 

interrelated (Creswell, 2003). The “Com m ents” section o f performance criteria appeared to 

represent a sub-cluster o f ideas that related m ore to smdent learning than the utility o f  the 

Instm m ent. The other two groupings were checked for topics that also related to the concept 

o f  using the CPI to prom ote sm dent learning. Patton (1995) recom m ended that in order to 

maintain the integrity in analysis, as themes emerge the researcher should look for competing 

organizing schemes and the data to support alternative explanations. It was no t my intent to 

evaluate the stm cmre and content o f  the CPI as such. Thus, I rem m ed to the role o f  clinical 

evaluation and the purpose o f  the research, to  investigate CIs experiences using the Instrum ent 

as a means o f  reconsidering the themes.

Figure 2 shows the regrouping o f topics that supported the them e “The CPI for Formative 

and Summative Evaluation.” As indicated by the dashed Hne, some topics crossed themes 

from  one to  another.
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O f the remaining topics (Figure 1), some were related to practical application o f  the CPI and 

others were directed m ore toward the CIs’ concept o f  the CPI for summative evaluation. 

Thus, when the initial categories had again been reviewed and regrouped the following 

thematic groupings emerged:

The CPI for 

•  Summative evaluation 

Teaming to use the CPI 

Practicality of the CPI

“Shared Learning” became the final them e change. The topics related to it had initially been 

included under “Learning to Use the CPI” bu t the them e was too broad and lacked focus. It 

was restructured and renam ed “Training to Use the CPI” in order to reflect the more 

structured ways that the clinical instm ctors learned about the CPI, as distinct from  sharing what 

they understood about using the CPI.

Thus, the final themes became:

•  The CPI for summative evaluation

The CPI for formative evaluation

•  Training to use the CPI 

icality o f the CPI
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‘Red Flag’ items 
uncleat

considered
im portant use o f  ‘Red Flags’

doesn’t
follow
student

highly
variable

arbitrary
use o f the 

summary sheet

utility 
of the CPI

utility o f  VAS 
com ponentconsidered

redundant

tool for 
discussion with 

student

‘comments’ on 
performance 

criteria
rem inder o f 

mid-term 
discussion

indicates to 
university/student 

reason for VAS 
score

documents
student’s

performance

Figure 1: Topic Cluster -  utility o f  the CPI
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Comments section of 
Performance Criterion

su p p o rts  d iscussion  
in te rac tion , c o n v ersa tio n  

su p p o rts  V A S sco ring  

rem in d er o f  m id -te rm  
d iscussion

o p p o rtu n ity  to  rev iew  
objectives

d o cu m en ts  s tu d e n t’s 
p e rfo rm an ce

Formative
Evaluation

a tool for discussion 
with students

Summative Comments
considered  im p o rta n t by  
m o s t C Is

cou ld  replace  th e  24  
p e rfo rm an ce  criteria  

im p o rta n t to  ind ica te  areas 
fo r  im p ro v e m en t 

d oes n o t  fo llow  s tu d en t

crossing  th em es

Red-Flag Items
•  d iscussion  co n ce rn in g  

P a ss /F a il  Y e s /N o

•  n o t  applicable to  V A S
•  C l u n d e rs tan d in g  o f  th ese  

item s unclear

Summative
Evaluation

Visual Analog Scale
•  "a  m ark  o n  a line 

can  sh o w  ch an g e  b u t 
requ ires co m m en ts  section  

h ighly variable

Figure 2: Em ergent Them es -  Form ative and Summative Evaluation
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INTERPRETATION

Final adjustments to the themes occurred as the results were analyzed and Chapter 4 was 

compiled. Decisions were made to discuss topics under the theme to which they seemed m ost 

closely related; however, there was crossover and as conversation contains interwoven 

thoughts, some topics are m entioned in several themes. Creswell (2003) suggested that linked 

topics enable the researcher to build additional layers o f  analysis. For example, the discussion 

about the Red Flags was linked between the themes about “summative” and “formative” 

evaluation.

A flow chart showing the overall coding and interpretation process is shown below.

co lo u r
cod in g

to p ic
clusters

n arra tive
em erg en t

th em es
th em atic
g ro u p in g

co n clu sio n s

Figure 3: Coding and interpretation process

The results o f  this research have been reported in a narrative format that uses the participants’ 

direct quotations to support my interpretations (Creswell, 2003). The findings were not 

intended to be generalized to the full clinical instructor population but, where possible, my 

interpretation is discussed within the context o f  the Hteramre about clinical education and 

evaluation. The focus o f  the narrative was to  weave together the CIs’ comm ents as they related 

to each theme; in effect to  show similar as well as divergent views (Creswell, 2003) across 

focus groups. Finally, the summary o f  findings includes recommendations for actions that 

could influence the way clinical instructors apply the CPI.
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R E SU L T S A N D  D IS C U S S IO N

Five themes emerged from  the process o f  data coding and analysis. They represent the clinical 

instructors’ perceptions o f the CPI as a tool for both  clinical evaluation and as a formative 

instrum ent that contributed to the sm dent’s clinic-based learning. The CIs spoke about how 

they learned to use the CPI, how they shared what they knew with other CIs, and how they 

could im prove their use o f  it. Throughout the conversations, the CIs made comm ents about 

the CPI’s form at and content that I interpreted to relate to the tool’s practicahty.

I was faced with the question about the order in which I would discuss the themes. I turned to 

the introduction to the CPI that states: “A clinical performance instrum ent is a central 

com ponent o f  the assessment system and is used by the academic instimtion to ensure 

smdents’ readiness for practice” (CPI, p.ii). It further recom mended that, whenever possible, 

aU of the Performance Criteria should be rated. Thus it seemed appropriate to begin the 

discussion with the theme o f  the “CPI for Summative Evaluation” followed by the “CPI for 

Formative Evaluation.” The requirements for training to use the CPI were a consideration o f 

the APTA Task Force that developed the Instrum ent (Task Force for CPI 2002) so “Training 

to use the CPI” and the associated “Shared learning” them e were Hsted next. The final theme 

to be discussed was “Practicality o f the CPI.”

Theme 1: The CPI for Summative Evaluation

The focus group participants talked about using the CPI for evaluation as a function distinct 

from  their use o f it as an instrum ent to im prove performance through feedback. There was 

less discussion about the Summative Com m ents and the CIs’ discussion focused mainly on the 

VAS. W hen asked for their impressions about scoring the line scale, the clinical instructors 

discussed the factors that influenced their scores and their concerns regarding its accuracy. 

They considered the CIs’ subjectivity to be an issue and described how  it could have an impact 

on student learning.
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The clinical instructors’ discussions specific to the “CPI for Summative Evaluation” are 

described under the following subheadings:

•  Scoring the V A .S

•  Tack of feedback fn m  the universities

•  Inconsistencies in scoring the V A S

Theme 2: The CPI for Formative Evaluation

The clinical instructors described their approaches to completing the CPI and discussed their 

opinions about the relevance o f  the performance criteria to clinical evaluation. They discussed 

their rationales for completing the performance criteria, sought clarification about aspects o f 

the evaluation they had not understood, and they spoke about the strengths and weaknesses o f 

the Instrument. While the clinical instructors did no t use the term  “formative,” the term  was 

implied as they distinguished between using the CPI for “feedback” and using it for 

“evaluation.”

The cHmcal instructors’ experiences using the CPI to  provide formative evaluation and their 

perceptions o f  the value o f  the performance criteria for instruction are reported under the 

following sub-headings:

•  Weakness of performance criteria

•  The value of comments

Theme 3: Training to Use the CPI:

T he Task Force that developed the CPI recom m ended that clinical instructors should be 

trained to  use it and suggested that a lack o f training may impair the clinical instructors’ 

satisfaction with it (Task Force for CPI, 2002). The CIs’ experiences and views on  training to 

use the CPI are discussed under the following sub-headings:
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•  Recommendations for training to use the CPI 

Theme 4: Shared Learning

In  the absence o f formal training sessions, the clinical instructors described learning to  use the 

CPI through activities and encounters that occurred within their clinical practice areas. They 

described questioning their colleagues, discussing the evaluation with smdents and their 

repeated use o f the Instrum ent as contributing to their understanding and application o f  the 

CPI. These observations are discussed further under the following sub-headings.

•  Peer interaction

•  Clinical instructor and student interaction

•  P'amiliarif with the CPI through use

Theme 5: The Practicality of the CPI
The clinical instructors talked about aspects o f the CPI that had a direct impact on their use o f 

the Instrument. They spoke about the language and the num ber o f  perform ance criteria, as 

well as its length and the time it took them  to complete the CPI. These com m ents were 

considered to  reflect the them e “Practicality o f the CPI” —  the clinical instructors’ acmal use 

o f  the Instrum ent rather than their perceptions o f  its theoretical functions for evaluation, and 

clinical learning. The clinical instructors’ comm ents have been discussed under the sub­

headings:

•  Ponnat o f the CPI

•  Suggestions fo r improving the CPI

5 2 -

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Theme One: The CPI for Summative Evaluation

SCORmC THE V A S

The comments under this heading include factors that influenced the clinical instructors’ 

scoring o f  the VAS. Conversation is complex and at times, a clinical instructor’s remarks 

included thoughts that crossed themes and subheadings.

In general, the clinical instructors did no t measure the VAS, but they described various 

marking strategies.

7 0*/ a w / r  or 7 A) won? A5o%64 _ge»fna^
7  _go A&gw . .7  If n ? a ^  fit

jOkyp, <%r j%M%w ;%%%%&, jwawtr ito# /kaw/o ro/% or A&gy
have to be ethical. (Group 2, p.9)

See, I  don’t bother looking at it as numbers . . .  7 look at the Novice and I  look at the Entry,
and I  think: A re they 30percent there? (Group 3, p. 10)

The clinical instructors w ho attended in-service training considered the VAS as thirds

corresponding to the smdent’s year in the physiotherapy program and within that third, rated

the level o f  performance.

That’s actually how we were told to use the tool . . . a  third-year would be more expected to be 
middle to two-thirds at the end of the rotation. Then it continues on from there into your fourth 

j/gar ^ j/ow  /W n)A%/iio« w j w w j f f a y ;  j«o« on «VQ;
f/kw. To at a oo«A«««w, W  «v f^nwa/ÿon. (Group 1, p.6)

As can be seen in the following response block, no t everyone in the group understood the 

concept o f  using the VAS as a continuum. N o t only did they have different understandings 

about scoring the VAS, but they were also confused about whether or no t a different rule 

applied to  scoring the Red Flag performance criteria.
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[A]: The scale [V A S ] is justfor them at their level

[B]: Rut no, I  didn’t . . . I  thought they always used the whole scale.

[C] : For the second-year it’s the first third, the best they can do is a third of the line, third year is

[B]: But nobody told me that. I ’ve done four students like that [scored them using the entire line] 
and they’ve all been pretty happy. Well they’ve been fourth-years mostly; three fourth-years and 
one third-year.

[C]: B u t.. .aren’t  there some that it doesn’t  matter—  second-year, third-year, or fourth-year—
a^k»V(7 A) «if

[D]: I  don’t  know. I  think it’s when you interpret the ethical [Red Flag item], whether you are 
allowed to use the whole line or not. (Group 2, p. 10)

Scoring clinical performance as a continuum  was contentious. O ne clinical instructor 

expressed concern that it would lead to  “hard” marking, prom pting another clinical 

instm ctor’s conciliatory com m ent that it was no t the group’s role to judge how people marked.

[A]: Â af gfyo;/ â̂ 7 a Akh^far wané A6fw a«yw&M? a^fv a

[B]: N ot unless they’re very exceptional (Group 3, p. 13)

The clinical instructor explained that an exceptional student might be scored at the 80 m m  

point on the VAS, but even that would no t be Entry-Level. The group discussed the relative 

merits o f  considering the Une as a continuum  bu t no consensus was reached.

Clinical instructors in another group were concerned about the negative message that dividing 

the VAS into thirds m ight send to students, particularly if they were n o t aware o f  the concept 

o f  the VAS as a continuum.

[A]: I  think that each year should have the entire line, itju st looks like you’re [the student] 
a Akh7 at we/f arj^o*

[B]: Oh yeah, you know you’re doing great but technically they’re three out ten.
(Group 2, p. 10)

I  [the student] didn’t  do as good as I  could have done. (Group 1, p.6)
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In  addition, some clinical instructors expressed their discomfort at having to justify the VAS 

scores to students who did not understand the significance o f Entry-Level practice.

P ]: I  fin d  too, students that ...are co?7tpetitive [in] nature, that are Type A  personalities,

in sync with theirs. . ..They think they’ve done a wonderfuljob, and they have to their own 
â ]&Argr ««aknAax^/ A6aA zAlr ̂ w]^&rwa«n? ù
ready to enter practice. So I  find  with that I  really mark them down, so let’s be sure I  can 

^  ^at f« A6aA A6g r/WwA Ÿ w w ran^  aA A&aA at
Â f M?a^ A)

[C]: I  feel that too, I  feel really uncomfortable when it’s not up there at the highest it could 
possibly be...

P ,  C]: .. .and they want to know why. (Group 1, p.6)

Understanding Entry-Level practice is a difficult concept for students w ho are just learning 

about physiotherapy practice. In  fact, even clinical instructors were concerned about what 

specifically constituted Entry-Level. Years o f clinical practice may have skewed one clinical 

instructor’s perception o f  the essential requirements to  begin to  practice while another 

participant had no t necessarily considered Entry-Level as meaning ready to practice.

7 wga« Â aAk Ao ;»Ai?/;(w?AzAM» Aoo. wor&yg a Awf
zAf A; ŵ aA «w  A6f ^^fiA Yo» Aan; ro

jw* A) aW Aanz, o*A To
remembering what that [Entry-Tevel] is, you know its pretty grey. (Group I , p .10)

Even in our discussion here today, I  discovered i f  y  our line is up toward the right hand side of the 
1A4T, well that’s Enty-Eevelpractice skills. You know I  might have thought about that but 
«oA wfA o«OAg/& wAoM? 7 A6aA.
(Group 1, p. 12)

The preGous quotes raise several issues. Rating a smdent’s performance is challenging and

clear comm unication o f  the clinical instructor’s expectations is essential. Otherwise, the

sm dent’s perception o f  their performance will likely be at odds with the clinical instm ctor’s

(Alexander, 1996). Furthermore, if  clinical instm ctors are looking for the same “characteristics

o f qualified staff in the sm dent then they have no chance o f  demonstrating these

characteristics” (Alexander, 1996, p. 364). However, the VAS has Entry-Level as an anchor

and the expectation is that smdents will perform  at the level o f a beginner physiotherapist by

the end o f  their clinical practicum (CPI, 1997). Thus, the clinical instm ctor should clearly
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communicate the performance expectations and be able to distinguish between the abilities o f 

experienced physiotherapists and those required for physiotherapy smdents to  qualify to 

practice.

In  a preliminary smdy, Sliwinski et al., (2004) found that neither smdents no r clinical 

instructors expected smdents to achieve Entry-Level performance on any o f  the criteria for an 

initial clinical experience. In  addition, the smdents rated only two criteria, “M anagement o f 

Patient Resources” and “Wellness and Health Prom otion,” significandy higher than the CIs. 

T he difference may have been because the clinical instm ctors and the smdents interpreted the 

criterion differently (Sliwinski et al., 2004). Some focus group participants suggested that 

“Wellness and Health Prom otion” and “Fiscal M anagement” were not necessarily appHcable to 

their area o f practice. Though no t appMcable, some o f  the participants used “Wellness and 

Health Prom otion,” m ore as a discussion topic than as criterion to be evaluated. Opinions 

expressed by subjects in this research were consistent with the recom m endation o f  Sliwinski et 

al., (2004) that future smdy was warranted to determine how the practice setting influences 

clinical ratings.

The clinical instm ctors also differed in their opinions o f evaluating performance when smdents 

had Htde prior exposure to a particular clinical experience. A CPs view that even a final year 

smdent could n o t achieve Entry-Level performance during an initial speciality placement was 

questioned:

[A]: I f  i t ’s their first placement having neuro [clinical rotation] then I  can say ‘N o ” because
ro won?

[B]: B«A /A^h? ow «oA A&w w rowf an?ar,
perhaps not in a ll. . .  wouldn’t  you expect them to get the Entry-Eevel because they’re never going 
to be able to see, under the school system they won’t see another neuro patient, potentially. So 
hopefully they’re an Entry-Level by the time th y  leave. (Group 3, p. 13)

The clinical instm ctor explained her position, and while no t all o f  the participants shared it, 

there was no consensus about w hat m ethod was to be preferred. The facility’s CC E was one o f 

the focus group participants and she had observed scoring patterns in evaluations that she 

attributed to differences in the clinical instm ctors’ evaluation strategies.
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A nother group discussed the issue o f  the “fairness” o f the evaluation when it was based on a 

small num ber o f  observations. A  clinical instructor suggested that the student could achieve 

Entrj^-Level competence on a new placement, which the group considered reasonable, bu t the 

groups’ com m ents sounded m ore like ‘thinking out loud’ than an endorsem ent o f  a particular 

view.

[A]: I  don’tfeel it’s always fa ir to the student too, because maybe you only have one opportunity 
Ao Â fw or aLtfgrr A6«w on rowo ^  Â grg Yo» /^o«/ ^  A&ylw AA ow Awf

Â aAk A6«r «/̂ oA warA^r A6o w/̂ oÂ x̂ofwonA /Ziatĝ ÿ o« Â f o«g rükaAo», AA V roew 
^«Ajo« Aa(v Ao wan  ̂ on rowoAkng.

[B]: That probably goes back to the point with the V A S  and where they should be in the fourth 
j/oar aW ^ a a ^ A n o w j o n ^ g f A  Ao... a^wrton aW A ^ o y h ? A )  

ĝnadkaAi? An g%AA nvfAr or n/AaA(v/; AÂ A^ A A&Ar̂ riA ̂ ^KgwfnA An nam) A&on. T%gyh? aA A& 
î̂ nnA;̂  ̂ AWr rAAA A6«/̂ rrA nonŵ ^̂ KKWonÂ  to 7 n̂<7 AW AfW ̂ /v^AwaAh

[C]: Yon ĵ AoW aAvorA â A A; AaAo A&aA (onAnnnw an^ ̂ a AA ̂  A&w dknlr _ggA won? A5an 
onĝ Aa?wonA ̂ rowf Akngr, ^Akj'ow^nA^A<%wgnA_yonh? aA?nv(A Ao nto Ak w/('oA A;&Ang.
(Group 2, p.6)

The clinical instructors discussed the Red Flag items as a distinct group o f  criteria and they 

have been referred to in both  Them e 1 and Them e 2. While the clinical instructors were 

uncertain about the recom m ended m ethod for assessing the Red Flag perform ance criteria, 

they were remarkably consistent in their views about how the items should be evaluated.

TvAo Â&W) Ao wo /AkyniA a _gAfvn ...  ro 7 A5AnA AW? r^oW a .ÿwA AWjfon can oowwonA 
Â oy .go ^AA won? W  A 03g()0(A?al TyntA OA)()oA oiv^no Ai? _goA Aÿ) wanèr.

(Group 2, p.4)

The clinical instm ctors generally agreed that a VAS was unnecessary to  evaluate the Red Flag 

criteria, a sm dent’s performance would be either adequate or no t adequate, and could be 

indicated by Yes or No.

Safety and ethical practice to my way of thinking shouldn’t  need a FCTT, should be a Yes or a 
No. (Group l,p.3)

T%o o«^ onor 7 »oô  a oowwonA ro w#A6 an? A& Â ô %%t. Booawro Â oyh?
oWo»r, 7 woan oA&AAa/̂ n%AA?... â/̂ n%A?oor, Â oyh? 7)M?Â wWjfo# Anowjw# oAAW

do it or you don’t  kind of thing. (Group 3, p. 13)
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v4noA*or 7 A, AW rWAi7 «oA ^o a KHT, AW ÂAAA(7 ^o a 7)ao-/;2AA4 aW
AWAk EA6Aa/v4Æn?wo’ aW L%a/ TAa«W%7f ^f/aoAko. ' Toj/o» (A«Ÿ ;5aM? a ô ôAo WA A);

f ill  the thing out, but there are certain questions that I  always answer the same way based on my 
own beliefs about the tool andpractices (Group 1, p. 10)

Clinical instructors in the second focus group were unsure about scoring o f  the Red Flags, in 

part because they were not all aware o f the special designation. However, they agreed that “the 

ethical piece” should no t be scored the same way as the other perform ance criteria. The 

clinical instructors were essentially using the VAS as a dichotomous evaluation for the Red 

Flag performance criteria; they viewed the Novice and Entry-Level Perform ance anchors as a 

choice o f  Yes or N o, Pass or Fail, to indicate a student’s competence.

The CPI instructions for use (CPI Manual, 1997) recom mend that physiotherapy programs 

establish their own standards for passing and it suggests achieving Entry-level on the Red Flag 

items as an example o f a standard for passing. While that is similar to the view described by the 

clinical instructors, their reference to the CPI Manual was so minimal that I could no t assume 

their scoring reflected the Manual’s instructions. English et al. (2004) found that the majority 

o f  American programs required that smdents achieve Entry-Level on the Red Flags for each o f 

their internships in order to successfully complete their clinical practice requirement. While 

there is no published data about the requirements for Canadian physiotherapy programs, the 

CIs interviewed weighted the Red Flags higher than the other performance criteria. Clinical 

instm ctors and smdents bo th  rated the Red Flag items higher than the other criteria reflecting 

a value for the items in keeping with the CPI Task Force’s designation o f  them  as foundational 

practice criteria (Sliwinski et al., 2004).

L a c k  of f e e d b a c k  fro m  th e  P T  S chools

Some clinical instm ctors carefully m easured their placement o f the VAS mark, bu t when they 

did not think the VAS scores contributed to a smdent’s grade their scoring strategies changed. 

Scoring was, in part, influenced by the lack o f  feedback about how academic programs used 

the CPI results. Only one clinical instm ctor was contacted by a university about a sm dent’s low 

VAS scores; otherwise, clinical instm ctors in did no t generally think they knew enough about 

how  the results were used.
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T%aA if w6aA 7 Ao A«o«̂  if A _go WA Ao A  ̂oAkioa/ (ooMA«aA)rf oA ;̂,
A^ oW ̂  A6g r«wwof^#'fv^oA 4T jA«(A«Af Arwor A^g foAzAro/ŵ Akf A^ oA&r owr. Dojw#
_go A6fv;(g6 A6f jg ̂ rwf, or ok j;o» o«^ _go AW%i» A6f ̂ vwr ^  Aiv jA*̂ »Af mA5 ̂ fgi'Akwj? 77ow
do the clinical coordinators actually use all the volumes involved? The sheets and sheets that come 

Ao A6fw <ÿkr M)AzAfo«. Doj;o« aA Â f rA«^Af W/6o w?i( or dbjfo#ymA ̂ )0/è aA 
A6f r«wwa^ j&fA aA 71w y%fA ow/io/w Ao y&«ow Ak a/»(vrf^ ̂ wn̂ OocAf* iww Aiwy 

aif ÂaA î rwaAfo* w/k« Â gŷ oA iA ̂ aoÆ
(Group 1, p.21)

7 Ai»«̂  iA wo«i7 i«Ai?M?rA«g A; rgg )5ow A& d̂ r̂wA ro6ooA 6o/ë aA A(%wrfiwr. Aky iÿ)g»
AA w ^aA  a r ?  A6gy / k o ^ %  aA? 0 » f  « « i f v n i ^  Agy^gr a  n / i ? r  a « ^  w o a w n ? r  zA o«A  w/6ii? r o w f o w  
oifo w Â T /W  r ^ ; ,  ^ f a ^  o ^ a y  A W  i w A f  a ^ a A  ’ T % f«  A& ro6oo7 w a y  _go W / È  a W  /ko /è  aA
that and say, okay no problems on that one. (Group 3, p.20)

A clinical instructor w ho measured the line scale for students from  one university paid m ore 

attention to the performance dimensions when she did not think the VAS scores contributed 

to  the sm dent’s clinical mark.

B»A wiA5 iA/zi?»Af^w N / 7 A AW,ë ai»oaA woaiW7% iA 7 r?a^ Azy Ao i)o,è
aA A6f f«zif ^  A& .ÿwoAww, w&n? 7 Ak'«,è Â gy ^A Â aAA wW 7 _go Ao A/5g )̂of;kfwawg 
^Wozü70«.ÿ ... /7 af,è a^aA/ A&g oozwifAwoy, Âg iiièg if AW a r?a^
r A f i % / 5 g k w a n 7 - - - Ww A&y /5az7 a r?a^ oo/̂ i?%T̂ aAiwA a»z7 an? A/5gy _goozi aA iA
or Â oy Aa/èf a» /5oar «/&» Â oy r^oaü ;&a(v AuvaAy wz«aA?r?
(Group 3, p. 10)

While there is nothing intrinsically wrong with measuring a line scale, the Instructionsfor using the 

CPI recom mends that CIs consider the performance dimensions for each criterion before 

scoring each VAS (CPI, 1997). VAS scores otherwise may be merely an end in themselves, a 

m ark to  m eet a university’s standard rather than a reflection o f  the multiple dimensions 

involved in physiotherapy practice. In addition, scoring to  m eet different program  grading- 

standards would make it impractical to compare the results o f various academic programs.

O ther clinical instructors did no t specifically m ention the performance dimensions, yet they 

talked about the complexity o f  the patients on a sm dent’s caseload, the am ount o f  supervision 

or the level o f  independence a sm dent demonstrated, about the efficient m anagement o f  a 

caseload and about the sm dent’s clinical skills. These behaGours clearly represented the 

performance dimensions o f  “supervision/guidance,” “consistency,” “complexity o f

tasks/ environm ent,” “efficiency,” and “quality o f  care” that are listed in the CPI (CPI, 1997).
- 5 9 -
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O ther clinical instructors were curious to know how schools o f  physiotherapy used the 

evaluation results.

[A]: I ’d  be interested as well you know, as I ’ve said we’re all coming up with things and doing 
things a little bit different but does what we do end up being kind of meaninfful for the School

[B]: 7 A AT'gy.goA 7/ woW & Ao
(Group 2, p.20)

W ithout understanding how the universities used the CPI results, one clinical instructor 

suggested that the VAS scores were o f  no significance unless a student had failed. W hether she 

was “cynical” or simply frustrated, the clinical instructor had valid questions in light o f the 

length o f  the CPI.

7ymA a zkA A5aA rowfowg arA/a/̂  _gogr aA ^  aW
zkoAt aA a/7 A  ̂ IA4Tr, aW Awr Ao ̂ A rowf wfaw»g7^w A&w. 7%? a W gyWaA" 7 A/5f 
ôAAow W , if AW W A f  Atf orFaz7 ẑA war a Faz/yoa /ÿdCCE/ ŵ /5A_go W/̂

azzzA Â fzz Aoo,̂  aA Â f PC4T azzr»wt. BzzA ...  fi rowfozzo Aa^zg Ayk ẑ zwaA'ozz, azzâ :̂ 'zzg zA? 
7W Ao rgg zA7)atW ozz Ao A& zzexA oWea/ zzwAwrAoz: “7Wg fi azz azra ^  Wr WozA
on these V A S  scores, pay some attention to that. ” But you never get any of that forward or 

(Group 1, p.4)

I had n o t anticipated the clinical instructors’ desire for feedback from  the universities so there 

were no questions about this aspect o f the CPI in the focus group Interview Guide. The 

clinical instructors were looking no t only for a better understanding o f  the relevance o f their 

extensive commentary, “the volumes involved, the sheets and sheets that come back to them  

[ACCEs] after each rotation,” but they were looking for their efforts to  be validated. The 

perceptions that academic institutions weighted the VAS results differentiy, or no t at aU, 

resulted in inconsistent attitudes to scoring within and among CIs.

The clinical instm ctors’ suggestions for “refresher” in-services have been discussed in the 

them e Training to  use the CPI. These in-services could be a venue for the ACCEs to provide 

the type o f  feedback that the clinical instm ctors sought. The cUmcal instm ctors impHed that 

they would be m ore satisfied with the CPI if  they had better information about universities’ 

use o f evaluation results. Furthermore, as a C l asmtely observed:

- 6 0 -
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T%aA weW  /A _gz(v »A, 7^ '^-'^ ' zzzymAzv A@ »Ag zA &/Afr or
differently. (Group 1, p.21)

Authors have suggested a link between evaluators’ satisfaction with the forms they use and 

their training/understanding o f them  (Harchovy et al., 2000; Task Force for CPI, 2002). 

Providing clinical instructors with feedback specific to the analysis o f clinical evaluation results 

was no t identified in the hteramre, bu t Walker and Openshaw (1994) found that 

physiotherapists wanted m ore communication with academic instimtions about curricula; they 

also wanted better training about educational theory and assessing sm dents’ clinical 

performance. The CIs in this smdy imphed that their satisfaction and their scoring o f  the VAS 

could be influenced by feedback. These observations point to a need for research to determine 

if  relationships exist between CIs adherence to an d /o r satisfaction with the CPI and the 

information they receive from  academic fachities about the evaluation results.

Z N C O M -A T E N a E J IN  JCORZNG TH E IC 4 T  

While talking about the VAS the clinical instructors sometimes used the terms CPI and VAS 

interchangeably. They criticized its reliability, particularly interrater reliability, and they were 

aware o f  inconsistencies among clinical instm ctors. There were concerns that scoring the VAS 

was subjective, which had formative as well as evaluative implications for the smdents. It was 

challenging to categorize these impressions, however considering them  from  a philosophical 

perspective with “objectivity” commonly associated with concepts such as reality, tm th  and 

rehabikty, and “subjectivity” implying the possibility o f error,'*’ it seemed acceptable to  discuss 

them  under one heading

Clinical instm ctors in one group were concise in their views o f  the VAS; the marking was 

arbitrary and “just n o t useful” (Group 1, p.7).

I  think that’s a problem, I  don’t  think there’s any interrater reliability. (Group 1, p.7)

See: The Internet Encyckpedia of Philosophy: < http ://w w w .iep.utm .edu/o/objectiv .htm > for a succinct discussion o f  the terms.
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NoA fcazkaA'ozz «o, .gzwzzg jf r , W  7&r mAkaAzozz »o, ^grazwf ZÜÂ ^
reliability: (GtoMp 1, p. 11)

v 4 W  A ^ a A k  A &  z « A ) z w f t A i? « ( W J  ^ A T  a m z r r  « / a ^ A o r r .  v T z k A  Ay&aAif w ^ a A  A o ( o w o  ^ a r v ë  A o
what this is all about too, because it is an inconsistency,you know, really. (Group 3, p. 14)

O n  the other hand, CIs felt that on an individual basis they were consistent when they scored 

the VAS.

Yeah ... i t’s consistent when I  use it. ... I  prepare my student now, but i f  he was to use it for 
r o w f o w  71% «oA n z ^ d k /z A  A^aA zz/ioA77 z ^ o A z o l  7  Ai6z/z/6 z iv  a/% z/zz6zVdka7r, a ro

it individually. (Group l ,p . l7 )

71w  o o w /k rA ;^ /?  azW zzw A fzz/^  zA W  71w  zzoA rzzn? a m z r r  Ai^o ^ a z z A  ykzzz/ oozzmAfzzA zA f t
from one therapist to another or one facility to another. (Group 3, p.20)

There was consensus in one group that the CPI was not sensitive enough to  show meaningful 

im provem ent for “good” or “middle-of-the-road[ers]” (Group 2, p. 16) yet it would indicate 

change in a poorer sm dent’s performance.

B «A 7  wzwA 7  A^zzz^ A& 7 " ^ ^ ^  ^  ^  .g^A a  _goozA rA*dkzzA f t  dkftzz  Ÿ z ^ / A  A ^ a z ^ f zzz
them because they’re already good. (Group 2, p. 16)

vT /kA ^&»g(wzzgzza?JWA/a^oaA/, «̂A 7%» zzoA wzr.. .̂ zA z^cAt Âa% zz//&gzrar zA z*;i0A/!7
certainly reflect change i f  someone was poor. (Group 2, p. 16)

Conversely, another clinical instm ctor did not think the VAS adequately reflected change for 

stmgghng smdents.

[A]; 7 don’t  like it fo r students who are struggling. . .. 7 don’t  fin d  it’s objective enough or 
rfzzjzAzzv fzzozzg^,' ^ g c a /z tf  A^fzv k  a / k ^ r  A W  g/W fzzA A6aA «zzzzft zzzAo z6 ^ f /a z /rg jO A
akzz y  zz/azzA Ai6gzzz A; _go Azzzzf zzz AzazitThzw A ^fft zzzzft-Afzw. Y oA  A? &  a j  /Arzv aitjfO A  /azz: 7  
z^zzlf/ f̂& A^ Aoo7

[B]: Would that be any different from any other tool, I  mean you still have that struck of 
7wzïozza%jwA ŷ ozz/, /k̂ 'z% A5ezzz zftaAzzftA zz/,6a/^0Ah? A?76!z% A6fzzz. (Group 3, p.lT)

As the second clinical instm ctor implied, the form er instm ctor may have been alluding to the 

discom fort associated with giving any sm dent a poor evaluation. Hayes et al., (1999) found that
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clinical instructors found it easier to address poor performance issues when they were in the 

psychom otor domain. Clinical nurse instructors, too, felt that their judgments o f  student 

nurses were m ore subjective when they were evaluating attitude or values tb a n  when they 

assessed psychom otor skills (Duke, 1996). CIs were perceptive about the impact that these 

different evaluation strategies could have on smdents.

B«A z« o w  Arwf z« Âg r A / z f t z z A k o z z f  ̂ wzrozz z*/ykz zzzAm7)ZPAt
the V A S  one way, to another therapist who interprets it another way, to another who has a 
â zrzzA r/kzzA ozz zA (%azzz, zoW /ëzzzft ̂  zzzorrĉ  azr zzv rgzz(̂ ẑ ?M[zzft an? Âygy n?a/̂  â /? Ao rgg 
_gzo)z;A6 ̂ zzz ozzf /i/kozwgzzA Ao A& zzfx% ozz A6f Waft _gfzzfza/ «VQ; fxawzzzoz" ft zzftzzg a
different one? (Group 1, p. 17)

IFi?/% ftwizzy zA/%fA_go Ao r^ozf/jfoa /6ozz/ z^n?zzA ĝ gOfzftzzozr A6f iA*ft?zzAt zzzzzrA zi?o«zv ozz n?o«ozz%
A^fzr w a /k a fto zz , z z /W  zzv y&az* azz^A?ozz ftg^zrzzA zz/<^r ^  zzzAi?z7)zi?Az% A/5ft f tW z ,  azzft A^gy y^az* 
azzoA W  zy^y o / zzzA?iÿ)n?Arz% A ^ f^ W z r  A W z r f W ?  . . .  T W ?  f t  zzoA oozzjftA?zzgy Azzvfzz ozzo iAzzft?zzA 
azzft azzoA W  rA*ft?zzA.. .  7 % ft ozzf _gofr zz»% Ay&ft A&fztÿ)ftA azzft zzzAziÿzzpAr A^zzzgi z^ ^ z i? z z /^ , azzft A W  
ozzo _gofr zz/zAA A W  z ^ z r z z A  A ^ m ^ f tA  azzft AzzAzz^vrAt A^'zzgr Â zaA zz/ygy, AyWz zzz^z^f A y ^  azi? zvry  
g^zza/ hkft?zzAf, W A  A ^ftr w a z i è r  zzzygŷ A zzoA zk o ^  awyA^zzzg az%&. ( G r o u p  2 ,  p . 8 )

O ne C l related an experience with a sm dent w ho challenged the VAS scores because they 

were lower than on a previous placement. Yet another C l thought that even smdents were 

aware o f  the challenges that using the CPI presented.

/TAzzft?zzAi/ rggzzz Az â zl? Az zrZÜA? Ao a AWz^ftAk rAzẑ f̂t zzftAy& «ftzg A& Aoo% To zA roazzftt fty^
A&y gow g 7hz«z a  W A o ^  ^  A W r A W i^W A f aftWAA'zzg AWi? W z ^  a  iAz%(^ft.
(Group 1, p. 17)

Inconsistent VAS scoring comprom ised the principle o f fairness. Clinical instructors wondered 

how  clinical prizes could be awarded based on such unreliable scores. O ne clinical instm ctor’s 

reflection clearly illustrated the issue.

You know, when I  was a student, I  can remember thinking ‘How am I  supposed to know i f  I ’m 
Wz{g gzwWzA?ftft̂ zzfy?’ Yoa ^zzozz/jfoa gazi? AWA zzzag6 a^aA A W A / z a A . ... A& Â Z(ĝ A
crosses your mind because every evaluator is different. (Group 1, p .11)

The quotations above are insightful reflections; the mixed messages and inconsistent 

application o f  the VAS could underm ine the smdent’s confidence in the value o f  the
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evaluation. The CIs’ observations were not unique, bu t they have n o t been identified in the 

hterature specific to the CPI. Inconsistent and poorly understood processes for clinical 

evaluation can have a negative impact on smdents’ learning and they may “result in new 

graduates w ho are incom petent and unsafe” (Cross 1998, p.308). Cross (1998) concluded that 

continued dialogue and consensus between clinical and university-based educators is essential 

to ensure that smdents understand the clinical requirements for professional competence. In 

writing about clinical evaluation o f  nursing smdents. Chambers (1998) stressed a need to teach 

smdents about reflective practice and considered self-evaluations to be a valuable part o f  that 

process.

Alexander (1996) suggested that there could be a mismatch between clinical performance 

rating scales and physiotherapists’ beliefs about the essential requirements for practice. An 

evaluation may be based on a sm dent’s personahty and the C l’s general impressions o f  the 

smdents’ abilities, rather than the explicit requirements o f  the assessment process.

[A]: 7 /ggazz AW? ft a z^M?«g? ĝAN/gg* rowgozzg Wawzzg a w a z z z z g z ;  azzft 
7)g<ÿ)ft yÎKfA zzoA /6awzg Ak razzzg T'fM'ozzâ /ftr. Yoa ^ozz/, azzft j/oa âzv Ao ĝ aW Ao 
fttiArẑ zzftŷ  ĝAwiggzz Âg Az/io. Yoa yèzzozz/ A^ zzz%/̂ A zzoA /̂ azv a .gzraA ̂ zWgwgzzA oz" azi? A^ 
ftftzzg gzv̂ A&zzg zTzgy ĵ AoW ̂ g ftzzẑ g azzftyoah?yi%tA zzoA gftgyèzz{g7)̂ ozza6̂  zzftfg.

[B]: Yeah that’s what...

[C]: .. .that would be a challenge fo r any assessment.

[A] : 7 don’t  know i f  you can really p u t that in an assessmentform.

[B]: I t ’s something that very subjective. That’s part o f the design; it is very subjective isn’t  it.
T%aAk zz/ŷ  zAk to zzzzgoẑ Wü̂ /? Aryzzg A? T̂/̂ A j/ozzr jFẑ gz" ozz z% WA zzz Âg gatg ÂaA 7 
g.?g0gz7gzzggft 7 yw ẑftA? tzzzi? ÂaA zA zz/azzz AyarA a gatg ^  9zoA gz&g&zg. ’ 7A zratzz AyzwA z»g, gzygzz 
yyg^ft ozz Aŷg 7%)or zryW? Ay&g rAzzft?zzA zz/aj zzwziWzg waft? oowwgzzAt â ozzA zA Ao wg, WA zA zzw
all in retrospect. I t was very difficult to p u t yourfinger on it.

[C]: This is digressing but some of this comes from portraying themselves as competent, azzft 
A&gy Ai? zzoA zi?a  ̂oozzÿwAzzzA ^*ft zz/azzAzr§ Azzzz zz/ŷgzz A ĝŷ g/ A^ ftzzz A zi?aŷ ŷ A zzz.

[B]: Yeah, certainly. (Group 1, p. 16)

Clinical instm ctors tend to consider rating-scales to be objective measures (Cross, 1998); in this 

they may be misled.
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zzaw^grf an? ^  a t o î?(Afv wgawn?wgnAf zA ft ^ z z  aozzwgft Â aA _g?aft?r y&r
yyWewgzzA «gOgzzAzzgg an? oy^ggftzv zggawn?zzzgzzAf. T%g ^agzAftzz ^  /(wzz/ A k ̂ gzaftzr an?_ggzzgzaAgft
is generally not considend (Cross, 1998, p.358).

Views about the usefulness or accuracy o f  the VAS ranged from  CIs w ho had to “do the 

mental game” to make it meaningful to those who indicated that it served no useful purpose.

T%gzr ft /%%!? yW?, azzftjygr, A& zftaa/ azzakgwg rgaft ft tzÿÿwrgft Ao _gzzv a
mark, but it doesn’t. (Group 3, p. 16)

/Zzz rowg zzzrAwzzzgzzAt/ A&g ẑ onft an? gftanfy zz/zzAAgzz ozzA ĝ TzW'zzzzzg zz/yW? A&gy an? azzft zz/yW? Ayky
need to go, this doesn’t explain where they are azzft where they need to go. I t ’s a line on a line. 
(Group 3, p. 17)

N o  one suggested that the VAS scores could stand alone, either the accompanying comments 

or the discussion during an evaluation review was necessary to make the scores meaningful. 

Enghsh et al. (2004) observed that 72% o f  the ACCEs w ho responded to  their survey used the 

comm ents to clarify VAS scores and 31% indicated that the comments heavily influenced “the 

sm dent’s grades regardless o f the VAS mark” (p.89).

Concern was expressed about the accuracy o f  evaluating criteria when a sm dent’s performance 

had only been observed once. In that case, the clinical instmctors considered the comm ents to 

be an essential explanation o f  the VAS. A nother clinical instm ctor used a case-smdy approach 

to justify the evaluation o f a performance criterion that had only been observed once. Again, 

the clinical instm ctor’s emphasis was on the commentary as a formative process.

Zzz ozzr rzAizaArozz, ĝzzjyozz h? (̂wzẑ  zA ozz ozzg or Azzzo gxoẑ ÿzftr, to zAk _gooft gfyozz ’z* zzzaziègft Âgzzz 
ŷgzi? ozz A&g rgaftr/ECddy, j/ozz r/zozz; z^ ^̂ygyzzzg zAk Wazwg Ây&g Aiwg A&aAjwzz /A& rA»ft?zZiÿ z&A
this, this, and this—  that’s why I ’ve given you that mark. (Group 2, p. 15)

Or ̂ ozz zzjg zAyor Ayk gzzAzi?y(fv zzvgykt at ay(z&z/ azzft Âgzi? zzw rowgAAzz% zzgzz;, zAk rozA ̂ zKièg a
critical path —  i f  they veer off we sit there azzft we talk about it. So this is what I  hear you feel 
that your problem is, otherwise you’re on track. (Group 2, p.7)

The clinical education experience is highly valued; it offers the opporm nity for extended 

performance assessment. The smdent is required to  incorporate academic instm ction with 

critical problem-solving and judgment, and to demonstrate skill perform ance in complex real-
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life situations over an extended period (Vendrely, 2003). Clinical instructors are well aware o f 

the complexity o f  clinical practice. The quotations indicated the tension that they experienced 

when evaluation was based on a “snapshot” o f  a student’s performance rather than extended 

observation. This, however, represents a challenge o f  evaluating clinical perform ance not only 

specific to  the CPI, it also relates to Cross’ (1998) recommendation for m ore research to 

understand how  clinical instructors evaluate smdents.

While the clinical instm ctors were concerned about the inconsistencies across evaluations one 

chnical instm ctor raised an interesting question. The clinical instm ctor indirectly endorsed 

using the VAS for summative evaluation while recognizing its formative contribution as well. 

She described the interaction between formative and summative evaluation; her view indicated 

an understanding o f the dual purpose o f  CPI as described by the Manual (CPI, 1997).

aA Âg rawg Awg zAA A& oaAazwgr, A&goaAazwgr  AW azr z/iÿwzAzzzA. /ëzzozy A&
7)/Mÿwrg ^A i6g  Aoo/ f t  Ao a  go«M grtaA 'o«,y& r A k w  A; Al^gzr azzft z^ga/ézzgrrgr . . .
Z  _gagrr Z  Iw  zwzzft?zzz% ftzgr zA waAAgr ykzz*; zwg ftz  zA zzzftfftftwafty ÿ^zzz A6g gzzft A ^  a z r  aA A/5g gzzAy
level? (Group 3, p. 14)

ZA ft g.){OggA?ft AW a rAzzftzzzA zzftft aĝ gzv ̂ zz^-Z^zv/ ozz gzvQ; yzg ẑwazz/g gzzAgzzozz, i%ẑ (zzzg 
ZFaftzzzgrr Ao gzzAzr Âg AzWrrz'ozz, ^  A&g gzzft oZÂ g ftzzaZ gftzzfta/ ĝ Agzftzzgg.
(CPI, 1997, p. vil)

Researchers have recognized that clinical evaluation is open to interpretation irrespective o f 

clearly defined assessment criteria (Alexander, 1996; Hager & Butler, 1996; Usherwood et al., 

1995). The challenge o f  evaluation is setting objectives that are relevant to the clinical module 

and that have clearly defined and measurable outcom es (Usherwood et al., 1995).

The CPI Manual urges clinical instm ctors to be mindful o f  the specific requirements o f  each 

Performance Criteria as well as the associated performance dimensions and Sample Behaviors. 

References in the groups’ discussions to “not wanting to make smdents feel bad or cry during 

evaluations” and, in fact, the discom fort that clinical instm ctors m entioned when their 

evaluations were significantly lower than a sm dent’s implies the m g o f  leniency bias. CIs were 

m indful however that their understanding o f  the CPI was varied and led to a range o f 

evaluation strategies, which they willingly shared.
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The comments reported to this point have mainly been negative, bu t the focus groups’ 

conversations were sprinkled with positive comments.

A  clinical instructor w ho considered the performance criteria to be unnecessarily long and the 

VAS o f  limited use preferred the Summative Comments. While other m em bers o f  the group 

com m ented that beginning at the end was interesting, no other clinical instructors m entioned 

completing the evaluation in this manner.

Z A&zrg rgrAozw y & r A 6 g  Cowwg/zAt/ rgg&'o«r an?
won? zwg/kZ Z AW  ̂Ay5g Ao^ftf, A k zWwftwa/ «̂giAonr /Tg^nwanog W gn^ r/̂ r̂A a 

go«MgnraAro«, raggrA Âg oankar an?ar, «̂A Âg r«wwa^ zr Âg worA z/̂ OozAzzzA /Z«zg. Ĉ gzz 
Azwgj Z!ft_go A) AWyfz3% azzft AW AWzzg6 A5g oAW  rA%̂^g/az/jg zAk zzoA z/jgikZ
(Group 1, p. 14)

In  no instance did the participants recom m end VAS scores to the exclusion o f  written 

comm ents however some CIs thought the VAS could be a useful graphic, poor performance 

might be reinforced by seeing a low score m arked on the line scale.

/r y &  zzzazÿàf r/kzzz/r yozz zz/̂ gn? A(zgy an?, Z zzzgazz zAt .gozzg A@ r/zowyozA zz/W W  A&ylwg zzzaft? zA
better or worse. (Group 3, p .19)

I t ’s arbitrary, azzft I  guess the way I ’ve been using it to distinguish what areas are of concern. So i f  
Z _gazv rozzzĝ oî  a rgzvzz zvzyzzj a zzzzzg, /Zzgzz /Z»^ zzzozz/ft ^ozz; ÂaA zz/ar azz an?a ^  won? nzzz/rzzz 
than the nine. So how that V A S  is relative to anybody else, or any previous rotation —  it ju st 
ftizgrzzA zzvnè. Bz/A zzftAW ÂaA ozzg rggftozz zA gazz rÀzzz/ a 7zn;̂ /!?w an?a zvzaz/r a rAn?zzgA6. To Z
probably give a lot higher scores than other people. (Group 1, p.7)

Yi?ay5 Z Ak'zzẑ  AWAyzzoW^ ozzg ^A6g rAn?ẑ r̂ ^zA zzz A6g zz/ay ÂaA Z zwg z% a t  .gz'«z% A6gw 
rowgŷ gft(?ag/&. T%g ĝ zzgrftozz ft n?/üA?'z/g Ao ozzg azzoÂ gz; to ^Z ,gftg rowg^^ a wazié azvazzfty?«g 
ozz a 7)azAAzA/ür Ayk'zg aA zzizz'ftO?zw, A W  A&aA rz /^ jA t A? /W z  A W  AW ft a ^  oozza?z7z zz/̂ gn? A&y 
zzẑ ŷ A Wzzg ̂ /A?zz rgMgzz-Ao-g%/&A ozz o /W  Ay&zz%t. Z IW  A&y /azz rgg Â aA _ygr, A^gy Wzv z/(ÿ)ZT)«gft zzz 
A/5g gzzft T o zA ftzgr yiozzzA oaA A ĝ n?/kAr«g waziài; A ĝ n?/kAhg zzvaWgrr, to A âA A^gy yèzzozz/ zz/W  
areas I ’m concerned about having them improve. (Group 1, p .16)

Similarly, the “visual” could serve to  clarify discordant evaluations between a clinical instructor 

and a smdent, and a graphic representation o f  improvement might reinforce points o f 

discussion or the written comments.
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ZAk h? o«  ft^ w z A  waMg/wgA^j" azzft A ĝ lAyftgzrA A^zzzAf Aky '«g agW wgft AW
goal and th y ’re ready to practice and you know you don’t  think that they are.
(Group 2, p.9)

The extensive process used to develop the fourth version o f the CPI (Task Force for CPI, 

2002) attests to  the Task Force’s com m itm ent to  create a valid and reliable instrument. 

However, the comments included in this theme, Summative Evaluation, were strongly 

indicative o f  clinical instructors who did not view the VAS as a reliable means o f  rating smdent 

performance, —  in part, because they had poor understanding about scoring it and they 

perceived that the ratings “didn’t really count for that m uch with the academic facilities.” O n 

the other hand, clinical instm ctors felt that their own use o f it was consistent and represented 

the behaviours that they thought were essential for clinical practice. Nevertheless, the clinical 

instm ctors’ conversations indicated a need for m ore consistent use o f  the CPI, possibly 

through im proved training and feedback from  the universities. Research to smdy the impact o f 

training and communication with universities on clinical instm ctors’ appHcation o f  the CPI, 

considering questions o f  adherence and satisfaction is warranted.
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Theme Two: The CPI for Formative Evaluation

In t e r p r e t in g  t h e  Pe r f o r m a n c e  Cr it e r ia  

Em bedded in the discussions about their use o f  the CPI were the clinical instructors’ 

impressions o f  how well the performance criteria reflected clinical practice and explanations 

about how  these criteria were dealt with during the evaluation process. The clinical instructors 

spoke about interpreting, moulding and manipulating the performance criteria to  reflect their 

practice areas. The smdents as well, m oulded the criteria during self-evaluation, and their 

interpretations sometimes contributed to an evaluation outcome. N o t only did the CPI give 

structure to the evaluation process, bu t it prom oted a conversation about clinical performance, 

both  specific to the practice area and, in some cases, to  the profession in general.

[A]: Z wazzÿWA? A&g tzAWo» A) AJg ft z« owzz way azzft AW ft, a Aoo/ Ao rozzzg rAWzzAt
some feedback, as opposed to what the school may want as an evaluation tool.

[B]: With respect to using it fo r feedback purposes, I  agree that it can be ffea t fo r feedback
purposes. (Group 1, p .l l)

vTzzft A& A6zz% ft," A& rAxzftgzzAt o/W ŷ zzft Ao zzzoW zA Z Â zzẑ  Z yzzzA ZVoA ozz
roMgza/ ^w/Wzazz/y /zftgzw/ azzftyoA A&ylft /ozzzg zzftA zzzzAzzz/yr azzft Zl%z .gozzg IPgft
that fits in that situation, ’  but that doesn’tpop out as something that fits  in there.
(Group 2, p.3)

Zlw .gozzg Ao zzzaẑ  rzm? Zlw .gozzg Ao gozzzzzzgzzA gzAW zzz A6g CozzzzzzgzzA Tg/ftozz zzzW? Z gazzyfzzft a 
zyftoazzA yzzk/g or zzz A6g Tzzzzzzzzary aA Âg gzzft zzftÂ azvat 0/  zz«7)ziMyzzzgzzAf, azraf ^  rAzyzzg/Zz, 
rẑ ĵAz'ozzrft&r /Â g/ySzAzzzy. To zAA zzoA AW A  ̂Aoo/ zftg^ft ro zz«zzft?z/kfty ftgr:̂ gft AW zAkyzzrA 
_gozẑ  Ao zzzay& zA /6zÿÿzgzz ft&r zzzg, jwzz zzzazzÿzzW ft Ao rgzrg Âg zzzAgzzA azzft Ao gazry A& zzzgrrẑ
you want it to serve and carry (Group 1, p.l4).

As well as their comments about scoring the Red Flags, the CIs had varying levels o f 

understanding about them; some had learned about them  from  their smdents, while two 

clinical instructors asked colleagues in their respective focus groups to  explain the purpose o f 

the items.
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One participant’s answer implied the value she placed on the items:

I t means that they are not doing it, and th y  shouldn’t  really he practicing in this profession.
(Group 2, p.5)

A nother chnical instructor clearly felt that the Red Flag items should be o f  greater value than 

the other performance criteria:

One would hope that not all the [performance criteria] are weighted equally, but again we don’t  
W o w  A6a% JW »  W o w  ro w g  0/  A& ^ » g iA o « r  Ao W y^ 0/  A6zzzWz{g r/&o#/ft a  /kA w o z r
«z^zA zzzA  Atazz o A W t. azzft gA W a/^zza/Azog Ao w ^ ;  ^  A^zzz/^z^ ry&ozzWzA zzggft a  1 / X T ,
rÀzzz/ft ^ g  a  Y g r  oz- a  N o ,  W  zgaz'zz A&aA rÀzzzzft A zW  zzzozr zz^y^A A^azz A^g ozzg /}A«ftgzzA/ W z{g
able to fill out proper billings. (Group 1, p.3)

Participants in two groups stated that the Red Flag designation was an im provem ent over the 

previous evaluation form'^ because they were expHcitly reminded to evaluate the ethical and 

legal aspects o f  practice.

/Ak̂ gooft Ao ŷ awg zA AWy, A& g / W a A AO A&aA zz/gh? 7"9((% aAAgzzA'ozz Ao z% WA zA gazz A ^g
marked the same way. (Group 2, p.5)

Whereas I  don’t  know that the other tool allowed you to have a discussion on what might have 
W zz zzzyÿ^^)z;ÿ)zWg ĝ/)az%)zzz; zA zzz%y&A ŷ azv W zz yzwA a _ggzzgza/ rAzAzzzzgzzA T W  _gzhgr jfozz azz 
ô îozAzzzzẑ  Ao ŷ awg a ftnoKozozz ozz z% ro ÂaA AWr ft a 7vo^Wz, /hkftgzzAÿ gazz ĝ zzzaft? awazr
of it. (Group 3, p. 12)

Overall, the clinical instructors indicated their support for the Red Flag items, bu t as noted in 

the earher discussion about the VAS, their understanding o f the items varied. Venderly and 

Carter (2004) also suggested that poor familiarity with the meaning o f the Red Flag items 

might have contributed to the low num ber o f  CIs who scored certain criteria in their study. 

The authors’ suggestion to  smdy the effect o f  com m on training programs on CIs’ use o f  the 

CPI would also be supported by the focus groups’ discussions.

n  Referring to the Loomis Tool, the Evaluation o f Clinical Competence.
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We a k n e s s  of Pe r f o r m a n c e  Cr it e r ia  

The performance criteria in some cases were referred to as “questions” the clinical instructors 

did not understand or as items that “didn’t fly at all” (Group 3, p.2) and in some cases they 

were considered to be outside o f  the clinical instructor’s teaching role.

7  / « »  A ^  a  .ÿ w /ÿ f t  g x a z z ^ f t  W  7  W o w  W g  71wg zA zzz y9«zzA ^ z z z g  7
W z v  A W  ykyjA raA A zzg^gftzg Al6aA 7  z W ^  7  zzzz/WiAiZoft A W  ^gAAgn 7% g zzw ftzzg  ^  A^g ^«grZAozzr, 7
do» A Wow what it is. (Group 1, p .10)

There was considerable discussion during the focus groups about the relevance o f  certain 

performance criteria. These included criteria related to biking, professional development, 

research activities, community involvement and health promotion. W hile Straube and 

Campbell (2003) m entioned the A C CE’s negative comments about redundant criteria in the 

CPI, the authors did no t list specific criteria. The Task Force (2003) however, did no t find 

differences in the students’ initial and final-experience scores on criteria 20, Fiscal M anagement 

and 24, Wellness and Health Promotion. I f  the items were related to the construct being 

measured there should have been a change in scores indicating that clinical learning had 

occurred. The Task Force suggested that the lack o f change may have been due to problems 

interpreting Entry-Level performance in the absence o f formal training to use the CPI.

7%g oAW" ozzg AW 7 Wft rozzzg zzftA/& war AWr ozzzzz 7)zo/̂ rrzozza/ ftwg/iÿzzzzgzzA azzft ŵ gzy
they should he in their professional development. I  don’t  really feel that is the role o f a clinician to 
^  arrgrrzz{g Wy5gzr Aky azy, zAA zyry zzzz/gy& arrgrrzz^ Â gzzzrgW, azzft A6aA nzzzzgr zÿz a^w ^/, or 7 
Ai&zzz/è zA rykzzzZft /ozzzg zÿ) zzzzftzrTv^rrzozza/ ̂ gWftozzr... YozzAv goA gzzozĝ  ozzjfozzrTzW Alo Ary A;
teach them ... so l didfind that a bitfrustrating that piece. (Group 2 p.3)

Hzzftrrjfozz_gzzAA Ay5g«z, 7 ̂ zz r^; kyft wWA azyjfozz ftzzz{g?’Xzzftyozz Ay z%W ft AaWr ArW AôggA 
into it azzft more time that it adds to the whole evaluation. (Group 2, p.3)

[A]: BzzArozzzg ^ A&zzz azyyzwAro zzzyftztzzẑ '7/zwA Â zzẑ  ozzg ^A& raz^ft A/izz%r ft )OazA'/ÿ)aAA'z% 
zzz zyrgazrA ’ IFg/A 7 zẑ ozz/ft zzgzyr ĝ ẑg/A a rAzzftzzzA A) zyrgazr̂ , arzft? ̂ zzz Wz% a %!A
review or whatever they’re doing for their presentation, or you know, trying to promote the practice 
o/7)/^rzoA ,6gz% y. 7 zzzgazz, a r  a  rAzzftzzzA A& W A  Ak'z{g A ^  Ay gzvzz A%»zzAzzzg a ^ z z A  f t  TzzozzzoAzzgg A& 

7)za/Ar/y ^ / ^ r z o A W i % y  — j o z z  W o w ?

[B]: First, they have to learn it. (Group 3, p.6)
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IFWz Â gyh? /CPZy â ozzA . . .  goz9wzz«z  ̂z»zvAywg»A?Xzy A/5̂  ftozw ^Z&w?
X z y  A ^  ft%z% zyrgazr/i? 7  wozz/ft zaA W  W zy w ozr zyftzwzzA gftz»/a/ ^zzgrAfo/n zwA& z% anft A»
assessment and treatment andpatients, and things like that than those things. (Group 1, p.5)

O ne clinical instructor took a different approach to the performance criteria that she 

considered irrelevant to her practice area. She used the example o f health prom otion, which 

m ost o f  the participants in her group agreed was no t relevant to their acute-care setting.

I  would at least have a discussion around the scenario .. .  But it does kind of cause you to shift 
^ a r t ^ w j w z z r  gW zaA o/z ^ A &  rAzzzWA . . .  Ao A^ Ao gftygaA? A&aw o«  A ĝ W aft6& ^  A/k 
Tv r̂ftozz, z« A&rg azrar A6aA azy« ATiazArozWî  ftgaft z»A6. (Group 3, p.5)

Again, relying on conversation, she used the evaluation tool as a focus for discussion and 

teaching. O ther participants in the group agreed that certain perform ance criteria could be 

used that way and subsequent discussion resulted in an example o f  a physiotherapy program  at 

that particular hospital for which health prom otion was the key focus. The im portant issue 

appeared to be the relevance o f  the performance criteria for clinical education rather than their 

concern about applying the CPI for sum m ative evaluation.

The challenge o f developing a generic clinical evaluation form  was briefly discussed in another 

group and while the other participants did no t dispute the view, they agreed that the CPI could 

be shortened by removing some o f  the “redundant” performance criteria.

A&zz 7 _gzzgrr Â gy 0 ; Ao ĝ Azzz? azzft waW rowg rozA ^  a ggzzgw zzzrAzzzwgzzA ÂaA zw/A ĝ
applicable overall different areas. (Group 2, p. 15)

Despite their comments about irrelevant or redundant performance criteria, clinical instructors 

attem pted to  create relevance through their written comments and discussions with the 

students. They used the “N o t O bserved” designation when a conversation was no t considered 

appropriate or a criterion was incompatible with the practice area.

The clinical instructors appeared diligent and persistent in their consideration o f  the 

performance criteria. They were concerned that the performance criteria did no t include 

enough clinical skills, described as the “hands-on” or “technical” abilities that they considered 

essential to  a patient’s management. There was some frustration with redundancy, “page after
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page on professional s tu ff’ that the clinical instructor implied were qualities that could no t be 

evaluated. Only one clinical instructor was aware that Appendix B o f  the CPI provides a list o f 

specific clinical skills for clinical instructors’ consideration, bu t this appendix is no t included 

with the CPI form  that clinical instructors receive. It can be found in the CPI Manual, yet m ost 

o f  the clinical instructors did not know that their departments had a copy o f  the Manual and 

thus they were unaware o f  a potentially useful reference.

I  don’t  fin d  there are enough questions on the meatier things. U ke different parts o f their 
assessment skills, or different parts of their treatment. They go on fo r page after page on 

r/%̂  7 wga» at gftw/Mzw «yh? woz? aA AWr ... Agĝ Wa/ rWAt azzft AWr
. ..^w  ftift A&gyA)7)M%Aftgg,  ftrftA&y ft? wft/5^aft, azzft /A'gzz ftift A/yy 

ft) zATw /̂Wzzg aT̂ mzgzazzz. TW ft)grzz A_go zzzAo ro zzzaâ  ftgAazA ozz A6aA rA^ azzft A(yzz AWr an? 
aft A6org Â zzgr j/ozA /azz A gza/kaAg. To 7 ftzzz ÂAzzft zA at zzrĝ A
(Group 2, p.8)

lP%gzz A&yh? at^zzg ẑ/grAzozzr a^z/A an? A/ky /Zkzzzg WAzzg?v4n? Z ^  ftzzz{g n?rgan?6? IPgft jwzz 
Wzy gzzoz(g/z Aiwg A) ft; zr^aAjozz zzggft A) ft), ftWjfoZA Wozz; a zkA ^  AW rA ^  7/arA^zzft 7 zz/oazft 
zaÂ gr Wzy won? n?A?zazzA gftzzfta/ ^z/grAkzn zwA6 n^azftt Ao atrgrrwgzzA azzft An?aAwgzzA azzft 
patients, azzft things like that. (Group 1, p.5)

[A]: The only thing I  think is missing is, again, the actual skills. There’s no wcy to comment, 
azzzArr 7 aft7 zA zzz...

[B]: .. .specific assessment skills azzft treatment skills...

[A]: .. .yes. I  would like it divided up a little more. (Group 3, p .15)

As noted previously, in spite o f insufficient attention to the activities considered to  be essential 

to clinical practice, assessment skills and treatm ent techniques, clinical instructors manipulated 

the evaluation to include these “technical” abilities.

7 _gagrr Âgn? /oaZft & rozzzg gWz^r zzftAA n?.ÿ)g/A Ao ^agrftozzr n?a%̂  /fth?/Agft Ao T'afftt, W  7 ̂ gA
around it byjust putting my comments in. (Group 2, p.20)

While the participants in one focus group agreed that the performance criteria adequately 

reflected the “soft” areas o f practice, another group discussed the difficulty o f  determining 

how  the “hard to define” personal behaviours fit within the performance criteria. They were 

m ore concerned with the challenge o f  defining these soft behaviours and appearing to  be too
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subjective than dissatisfied with the performance criteria per se. These observations were not 

umque; Chambers (1998) described the challenges that nurses face in evaluating students and 

about their worries o f  subjectivity when evaluating professional behaviours. The soft 

behaviours may have been the result o f  smdents trying to match their behaviours to perceived 

“predilections” (307) o f  clinical instructors in order to improve their evaluations (Cross, 1998). 

In  these cases, the behaviours would not necessarily be compatible with the defined 

performance criteria, thus making them  difficult to evaluate. Alexander (1996) concluded that 

smdents were evaluated no t only by objective criteria bu t also by subjective judgments that 

sometimes did no t reflect the explicit assessment criteria. However, the author considered her 

research preliminary and stated that the clinical evaluation o f  smdents was an under-researched 

area.

Th e  v a l u e  of “Co m m e n ts”

The “Com m ents” portion o f each performance criterion was a focal point for the dialogue 

that occurred between the clinical instm ctors and their smdents during the m idterm  and final 

evaluation process.

important things to the student, probably, i f  they really wanted to learn. (Group 1, p.20)

The participants discussed in general terms what influenced their written comm ents and why 

they were important. They used the Comments section to record special learning experiences 

and to provide positive reinforcement, to highlight areas for performance improvement, and 

to track objectives. The Comments clarified the VAS scores and were considered an essential 

written record for the sm dent and the academic instimtion. The cUnical instm ctors were 

describing a formative evaluation process that has been discussed in the literature about 

educating n o t only physiotherapists bu t also physicians and nurses (Chambers 1998; Friedman 

& Mennin, 1991; Mann, 2002; Vendrely, 2002).
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Tdwbo 7 A&f (yw&oOw# cnwkn%̂ ( dwwf 7/%&%&? ary ;%%%%&
7<yaK0)w« )M6gd%y7 Awwdbnfaô  «V%?//7%y awmr JTo BVbwz à? Abzf

#%%%%%%/ 7 a/nü? raBMüÜBKf /p jpw? %wk%%%r zi fFdJzag /Ah iwz Ab? jwawf
understanding of how I  interpreted that question. (Group 1, p. 13)

7 /%%& df A%%o%MM/̂ j#dM;<%gb6o%?Aww; /#%rzj: A&f ;%Myy&7̂ pMPjww4 d%%7,d«r w aw6y jTte 
/%%#)& .. .  d%%7/Af« Akj%ggKrAw« g7*w6dfjww/Â&fjY%%6«///M%%7dp.wwr&p«/Pjÿ#

better. (Group 3, p. 11)

]fp» ŴKMP /wÿaw6üf4%M;)Mfâ%gOfmM?(Wf?jbuf #dry/p Ak%f(%g%wg%w%3&%*
Ipeformance criteria] meanin^ul with a concrete example. (Group 1, p. 12)

T he comments were being written with a conversation in mind, to  encourage learning through 

discussion and reflection. Clinical instructors are rem inded that smdents will benefit m ost from 

accurate feedback and the CPI recom mends that clinical instm ctors refer to the Performance 

Criteria and Sample Behaviors in their evaluations (CPI, 1997). Clinical instm ctors were aware 

o f  the impact o f their comm ents on  smdents and whether or n o t the CPFs stmcture 

contributed to negative commentary, the instructors were cautious about striking a balance. 

N o t only can negative feedback affect a smdent’s learning, but also lack o f  feedback can be 

interpreted by them  as disinterest on the part o f the clinical instm ctor, thus harming the 

sm dent-instm ctor relationship (Hayward et al., 1999).

[Tib f  do o« Ab? jObMgp
d&ir &r%M63fd6fy/b?M?dO %%wvbowt

[B]: Or give clinical examples . . . t o  refer to fo r their benefit.. .specific patients that they might 
have done well in... (Group 3, p .11)

7 /^ /0  ^jzAfv r ^ f j A o « r 7 doo/
rowf /parow do mAmw. 7 ^ow , 7 d6o«g/'d d^ad w a r ^ v r t o « a 6 ^  

d^ad 7 rad d? gmdkado a  rd»(^«d d^ad d6g «^aA'fvr aawg a«<7 7 r ra ^  ^a(/ do
make sure that I  included positive comments in the Comments Section. (Group 1, p. 12)

The clinical instm ctors in one group reflected on the value they had placed on  a supervisor’s 

comm ents w hen they had been smdents. Their experiences influenced them  to use the CPI 

m ore as a tool for formative than summative evaluation. In fact, one C l stated she would 

prefer no t to  use the VAS at all. The following quotations indicate the clinical instm ctors’ 

com m itm ent to  written comments and the perceived benefit o f  written comm ents over the 

summative evaluation, “the ticked boxes.”
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When I  was a student, well . .. I  didn’t  use the form, but it was the comments that jo u r  
d*ad war won? d5a« dTw ôArgr d*gy ga«Ÿ g.)^gd

do wg/f M d6g ^o%gj"^ w 6 a d M v r ^ d  fdk d& oowwgndf d5ad dg/fj;oa ^kig/jfoah?
7 ̂ g / d6ad ar wigd% jwa /ënow 7W nzdî gr .ÿ)g«i7 Awg o« di6ad jggAio* w;5gn?jwa

actually write out what you think. (Group 2, p. 13)

F o r  w o rd  ^  d6gw , 7  /fyèg do ^ « d  a  w w w g n d  o « ^  ^g g aa rg  w 6 a d  j w a  r a ^  a r  a  r d w ^ ^ d  7 dj6ad 
w a r  dTv w o rd  w ÿ w /A w d  d k %  ro  7 ^ g /  do w a ^ g  d^gw . 7 ^ g /  ^ a ( ^  ^  d^gn? i f  « o  ao w w g n d  
a W  d ^  o « ^  diw g d k n ?  if n o  d o w w g n d  if; 'M n ?  j^ o n  o r  n o d i '"  T% gw  if n ? a ^  n o d  w « g 6 j io n
can say about that. (Group 2, p. 14)

Leach (2006) wrote that, “the memory o f  our preGous experiences and our own attempts at 

learning” (p. 55) were essential characteristics for teaching. It is through the m em ory o f  being a 

sm dent that effective teachers develop empathy for their smdents (Leach, 2006). Clinical 

instm ctors rem em ber the frustrations o f  too m uch or too little supervision as a smdent, and 

they becom e sensitive to the anxiety that smdents experience when they lack confidence in 

their knowledge or treatm ent skills (Shepard & Jensen, 1997). Effective teaching is 

collaborative; clinical teachers and smdents no t only share a desire to assist their patients but 

they share in discovering their patients’ reality and the process o f  clinical problem-solving 

(Shepard & Jensen, 1997).

While the comments clarified a clinical instm ctor’s interpretation o f  the perform ance criteria, 

they also justified the VAS scores in the event that the results were challenged by the smdent 

or the university.

7 a/fo d6ad W)k« 7 d5g «̂grdfo«, aW 7 w a^ wanè, rowgAwgr 7 ĝ agrdw* w&d̂ gr 7
understood what [the developers o f the CPI] were asking. So when I  write in that comment 
rggdiow, 7 wndg rowgdiwgr do ̂ wg w/6ogwgr fi Mgad%?% d% w d& Jkd*n?, rowg a«&rfd3«(&% ̂  ̂ w  

n. (Group 1, p. 13)

7 ĝy( af wg/( w/6g« 7^ad wanWag o« d)6g L34J, 7Ĵ g/ 7 wa«d do a ^  dAad /ôowwg«ÿ do 
W/ë wW 7 ̂  JowgAag w ^  wzW dg/(f wg d*a4 wg/( ^7 dkâ ggd d6fi, T̂ arAgâ ŵ  fa a 
rfdaadfoa w&agjfoa ^ aÿ _gfag d&w a _gn?ad j(%aad oa d6g LI/U, ft rowg^o  ̂
aa^ af/è wg Todgt; Wg/f W)̂  d&gy?’ or 7f dMf a ooatfidgad7)ŵ /?w wfd6 d6g jdadlgadf” IPg 
agg(f rowgd)&f% d5ad â%Kfd/adgr wW 7^^^;w )5af ĝga aâ f A»w fdlf ĝ a/%g(7 or ŵ iadgMgr 
(Group 1, p. 12)
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Writing comments expressly to justify the VAS implies a sense o f  vulnerability but using 

comments to explain the interpretation o f a performance criterion provides clarity to the 

evaluation and may enhance learning. O n the other hand, it may indicate that the clinical 

instructor lacked understanding o f  the criteria and additional training was needed.

While the comm ents were clearly valued by the clinical instructors and considered an essential 

part o f  the evaluation process, they also contributed to the length o f  time it took to complete 

an evaluation. Some clinical instructors did not com m ent on each o f  the criteria and 

participants in two groups complained that they wrote fewer comments as the assessment 

proceeded because o f  evaluation fatigue.

Yga/), d̂ g ^  d& g«^ Fw 7 /&a«g gowwg«dt do ray d^ad 7
haven’t  said in the previous 18 questions. Ifade in the end. (Group 1, p. 13)

CHmcal instm ctors in two groups considered the Summative Com m ents section to be 

adequate to both  provide the necessary performance feedback and to indicate the smdent’s 

level o f  clinical competence. The clinical instm ctors’ remarks about using Summative 

Com m ents for bo th  summative and form ative evaluation were not at aU surprising given the 

section’s name and the space that it provided for written comments.
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Theme Three: Training to Use the CPI

A T T E N D A N Œ  A T  IN -S E R V IC E  T R A IN IN G :

The clinical instructors discussed their in-service training to use the CPI and some explained 

why they had no t attended any sessions. Two o f  the focus groups had a mix o f  clinical 

instructors w ho had, and had not, attended in-service training. Their reasons for no t attending 

varied and, in some cases, clinical instructors were uncertain as to why they had no t attended. 

Participants who had missed scheduled in-services reported that in the absence o f  additional 

in-service opportunities they had used other means to learn about the CPI. O ne clinical 

instructor was exposed initially to the CPI by a student from an American program. Since 

Dalhousie’s School o f  Physiotherapy had no t adopted the CPI at that point, in-service training 

was not an option. The clinical instructor reported that the CPI included a “fairly complete 

manual” but she had used it minimally.

O ne clinical instructor, unaware that in-service training was even an option, stated:

7  « « v r  g*vr w g  A kn? w a r  /)6g a A g « (f  o«g. 77 w a r
wgn? a  war 7^ gfw^aA'o» aW  at J&r at 7 wg «gwgr /̂ â f a;^
opportunity. (Group 1, p .l)

A nother clinical instructor’s frustration with the lack o f preparation to use the CPI was 

apparent in her choice o f  words to describe her first encounter with it.

7« ̂ (7; 7^Jfrt7 Awg 7 /;a(7 a rA/(&«7 wf76 zT; w/;g« 7 war _gzMg« 7&g 7/if% /CP7/ 7&a7 war 76gJfrt7
thing thrown at me. (Group 2, p .l)

A nother clinical instructor had no t attended a training session because she had understood that 

it was n o t relevant to the level o f sm dent she would be instructing. To her knowledge, there 

had not been any other in-services offered. A nother clinical instructor cited a fully subscribed 

training session as the impedim ent to her attendance. O ne clinical instm ctor stated:

7 767»/̂  a i^«g w 7 ^  7rafw% ro wiglr a/f g^aa^ :^«ota»7.
(Group 2, p.2)
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While none o f the participants in another group from  that facility had attended training, the 

clinical instm ctors thought there may have been training sessions held within the past two 

years. However, there was confusion about whether the sessions were directed toward 

smdents or climcal instmctors, as indicated in the following response block:

[A]: Especially fo r the tool thought

[B] : IFg/f 7 Iw jOoiÂfMg/ z7 w% 7̂/ki7 ̂ azv f'gg*J&r lAyẑ zzTt.
[C] : 7 think it was more ju st for students .. .  7 don 7 think there was any one specifically__

[B] : No, but I  think the tool might have been addressed at some point.
(Group 1, p.2)

T he following except from  the third focus group also indicated confusion about the purpose 

o f  an in-service possibly about the CPI:

[The A C C E ] was here again .. .  last year, or the year before? But I ’m not sure that .. .  she 
a g A x a ^  a i ^  0»  7 k  7  7 k « ^  z7 w a r  w o w  rgAfz^g 7 k  i A / k » 7  o^ggA 'fvr,
wasn 7 it? ‘Cause I  didn 7 attend because of whatever it was, I  said I  don 7 need to go.
(Group 3, p.3)

Confusion about the relevance and availability o f  training in-services contributed to the lack o f 

preparation to  use the CPI that the clinical instm ctors in the three target facilities described. 

There appear to have been some department-based communication problem s that were 

unrelated to  the CPI.

While the evaluation o f  clinical performance is an expectation o f  a clinical instm ctor’s role, 

attending training sessions to learn about clinical evaluation or educational theory is, in my 

experience, optional. The groups’ discussions about the length o f ia-services, their scheduling 

and the advanced notice clinical instm ctors needed in order to attend them  imply that case­

load demands take priority over activities that directly support clinical education:

woTfgg, raw 7 dk 77 wz76 «o waz%7% k?7 ^ 777 wg/7kzow» wggÆt 7«
it’s not a problem. (Group 1, p.5)
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Short in-services, an hour in length, were generally considered preferable to  longer sessions. 

O ne clinical instructor’s suggestion for a half-day in-service was unacceptable as indicated by 

another participant’s response:

A  half-day or something  ̂and think —  there’s no coverage for your patients. (Group 2, p .l 8)

The clinical instructor’s priority was to her patients’ care. Currens and BitheU (2000) found that 

clinical instructors were stressed when trying to  balance all the aspects o f their workloads with 

the associated responsibilities o f  clinical education; in some cases smdents were considered to 

be a burden and a secondary com m itm ent to delivering patient care.

While taking time away from  clinical care was considered an obstacle to  learning about the 

CPI, two clinical instructors were introspective and shared their concern that they may not 

have fulfilled their responsibility to learn to  use the CPI.

[A]: 77 z6gr 7; 7« a  77? 7 /('azv 7ak« 7k AwgJ7rt7 To Tük a
g o w y g ,  o r  n ? a z 7  7 k  w a / z z / a Æ "

[B]: A n d  whose responsibility is it, i t ’s surely mine in a way.
(Group 2, p . l 8)

The discussions illustrate the tension that clinical instm ctors experienced in meeting the 

requirements for patient care while carrying out the role o f  clinical educators. They wanted to 

understand how  to use the CPI, bu t that required an investment o f  time that had a direct 

impact on patient care. Currens and BitheU (2000) found that while professional 

physiotherapists accepted, in principle, that clinical education was a core role, their 

com m itm ent to it “ was easily eroded by service pressures” (p.650).

Confusion about the relevance and availabiUty o f  training in-services contributed, in part, to 

the lack o f  preparation to use the CPI that clinical instmctors described. In  summary, 

evaluation o f  clinical performance is an expectation but attending training sessions to leam 

about education theory and sm dent evaluation is usuaUy optional and appeared to  have been 

less o f a priority than patient care and its associated responsibilities.
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KZEtPTHBOUTTHE TN-iERlXTCE TRÆMNG 

The clinical instructors’ views on training and its impact on their use o f  the CPI were limited. 

Five clinical instructors indicated on the questionnaire that they had attended training and one 

clinical instructor stated in her focus group that she had attended one, no t so m uch as a clinical 

instructor, bu t because she had helped to organize it.

The discussions about training in-services varied from  the clinical instructors who had 

difficulty recalling details o f  their in-service training to those who found the instruction to  be 

“very specific about the tool.” N o t only was the in-service helpful, bu t one clinical instructor 

added that it would have been difficult to complete the CPI without the training. Another 

clinical instructor indicated her endorsem ent by stating, “in fact. I’d  like, to take another 

session” (Group 1, p.4). O ne clinical instructor, unable to attend an in-service because it was 

full, reported that the comments from  colleagues who had attended were positive and they 

were glad they had attended. A clinical instructor from  another focus group described feeling 

“confident” about using the CPI during the training session but suggested the need for follow- 

up to address questions that arose subsequent to  using it. This prom pted discussion about the 

need for additional in-services.

M W  7 _g»grr 7 7 7kz^k  7 w^a7 7 W/ at 7_go
with students I  still come across the question of, okay the year threes they’re supposed to be up to 
seven, does that mean I  grade it on the fu ll scale, or is seven their top score, so I  still have 
^«grAkzwj'garf Wgn To, wgmz% 7 Tk/zvëjw» kwjfo# wa»7 7o
use the tool, hut when it comes down to doing it, I  still have questions. (Group 3, p.2)

The same concern was raised in another group along with the suggestion for additional follow- 

up. A nother participant w ho had no t attended an in-service made the assumption:

7 Tkzzvë ^  7&gzr war kTfgr gWgaAo* 76 7k 7oo/ 77 wo«/7 ag7«az  ̂k  a k77gr o«g.
(Group 1, p.5)

There was general agreement across the groups that training to use the CPI would be 

beneficial. This shared opinion o f clinical instructors was consistent with research that 

suggested im proved satisfaction and consistency o f  use would occur when chnical evaluators
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understood the evaluation tools they are administering (Friemann & Meinen, 1991; Flrachovey, 

2000).

Clinical instructors in general considered their facilities supportive o f activities that helped 

them  to provide clinical education; i.e., in-service training occurred within the hours o f  the 

regular workday. The clinical instructors agreed that they would be willing to attend in-services 

to leam  how  to  use the CPI provided the sessions were not too long, ideally about an hour, 

and adequate notice enabled them  to  rearrange their caseloads.

Re c o m m e n d a tio n s  fo r  t r a in in g  to  use t h e  CPI

Participants in each focus group discussed having some form  o f  regular training session. 

Training climcal teachers about clinical evaluation instruments im proved no t only their 

satisfaction but it im proved the consistency o f  their application (Friemann & Meinen, 1991; 

Hrachovy et al. 2000.) While the climcal instructors agreed that physiotherapists w ho had not 

used the CPI would benefit from  training, the sessions would also provide a forum  for 

experienced climcal instructors to talk about problem s they had encountered using the tool. As 

stated, no t only would the clinical instm ctors planning to use the CPI leam  about the 

theoretical application, bu t they also could benefit from  their m ore experienced colleagues’ 

discussion o f  the practicalities surrounding its use.

O ne group recom m ended that regular training could be in the form  o f a “refresher” course:

r k «/7 k  . . .  Y kW  a W  7o o » /  rowg ^  7k  ««Tr a W

bolts now that I ’ve used it a few times. (Group 2, p.4)

[A]: In fact, I ’d like to take another session too...

[B]: . . .a  refresher should be routinely offered...

[A]: . ..yeah, exactly, and to work out some of the nuts-and-bolts now that I ’ve used it a few  
times. (Group 1, p.4)
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While another group focused m ore on holding regular sessions to target clinical instructors 

new to the CPI:

Wfv rowf Tt/v ^Aawzzzzg . . .  7 r k  W /zkM C C E / i&azv To z7
year hut at least every second year mayhe, because there’s always new people coming in.
(Group 3, p.4)

Mzzi 7 w a k  77 a  7 k « g  f 7 o  7 k

(Group 2, p . l 8)

Walker and O penshaw (1994) observed that physiotherapists who felt poorly prepared for 

their role as clinical teachers indicated that they wanted specific training in clinical education 

and sm dent evaluation.

The focus group clinical instm ctors also made suggestions about the form at and the logistics 

o f  the sessions, and how attendance could be facilitated. In-service training provided by the 

ACCE was viewed by one focus group as “effective” and “easy” (Group 2, p. 18); the format 

enabled them  to share their experiences using the CPI, as well as solve problem s they had 

encountered while using it.

The clinical instm ctors agreed that training could be done within an hour if  participants 

familiarized themselves with the CPI and prepared questions in advance o f  the in-service. The 

participants agreed with one clinical instm ctor’s suggestion to hold the in-service during a 

departmental staff meeting:

link. (Group 2, p. 18)

A nother clinical instm ctor in the group was certain that time would be approved if  the in- 

service needed to be held at a time outside o f  a staff meeting. AU o f  the participants considered 

theic facilities supportive o f  activities that helped them  to provide clinical education; in-service 

training could be held within the regular workday.

A  clinical instm ctor in one group suggested that if there was an instm ctional video about the

CPI then it could be viewed at home. WhUe the suggestion resulted in friendly laughter, it was
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not supported by further discussion in that group. A CPI training video available at another 

facility had only been viewed by one clinical instructor who, finding it “no t all that useful,” had 

no t recom m ended it to other staff members. This group, however, agreed with another rlinirql 

instructor’s suggestion that teleconferencing would be an efficient alternative to  the ACCE 

travelling to  deliver an in-person in-service.

While only six clinical instm ctors had attended a CPI in-service, the generally positive attimde 

toward training may reflect the “professional culture” o f  physiotherapy for which group 

education is a famTiar and accepted form at for learning. Physiotherapists have indicated that 

their choice o f  certain commonly used treatm ent techniques was strongly influenced by 

attendance at practice-related courses (Turner & Whitfield, 1999). The im pact o f  hour-long 

training sessions on clinical instm ctors’ use o f  the CPI, or satisfaction with it, would be a 

worthwhile smdy given the references to training in the literamre (Hager et al, 2002, Hrachovy 

et al, 2000; English et al., 2004; Venderly 2003). The CPl Task Force (2002) stated that a 

limitation o f  the field-testing o f  the CPI was their inability to know how m uch training smdy 

subjects had to use the CPI. The authors suggested that their results may mimic what occurs 

when the CPI is purchased and clinical instm ctors use it w ithout training; implying their 

impression o f  the reality o f  clinical education (Task Force for CPI, 2002). Many o f  the clinical 

instm ctors in the focus groups were in fact using the CPI without formal training and as a 

result, their understanding o f the Instrum ent and their use o f it was varied.
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Theme Four: Shared Learning

Pe e r  in t e r a c t io n

Learning about a new technique by attending a presentation by colleagues is a com m on 

occurrence in a physiotherapy department. In fact, clinical instructors in two groups attributed 

m ost o f  their learning about the CPI to  colleagues w ho had themselves attended a CPI in- 

service. The following response block illustrates the clinical instructors’ recognition o f  the 

shared learning process —  a process o f “negotiated learning” (Wenger, 1998) where peer 

support was valued and facilitated their understanding o f the CPI.

[A ]: T o 7  w a k  z7 7o 7 k  zzz-rftwcf, ^a7 7  m vaw T'fr o 7 k r T a / k z z g  aT'0»7 zẐ azzzZ z7 

zrar akzor7 zKk a  ^ z 7  7 k  ̂ zaTjffaz;' 76a7 zzvzp ^zzzf ^  zzw:èzz% 7 )g f7 k r  azzz^ jwzz

jkzow, '77ozy zz4)«^7jfo« T k t? ”  azzz7 to  7  Zkzz/ë z7 w a t  rw az7 7o zzz7fzw7 zz:z7& o z z r . . .  

â^)zoz* oar zozziTtA/zgy.

[Group]: Yeah.

[B]: We had the benefit of helping each other out thatfirst year.
(Group 3, p.3)

While group process was not identified explicitly, the following quotations also indicate the 

collaborative effort and the superior value o f  discussing the CPI with experienced colleagues 

over merely reading the accompanying instruction booklet.

Yoa!', Zk zzzrTwzAozzr /ôzÿ kzy Z6 zwf zẐ azzz7 zzvzz7 azzz7 arkz7 zZ^zv«7 oo-zzzorkrz 7o ̂ 'z*
me a brief overview of it because it was the first time I ’d seen it. (Group 3, p.3)

Yfa/), 7 zz/ar yaz7 ,gozz% 7o rowf ^  z7 war Z5»kzz% 7o rowf ^  7k o7;&or ̂ /^rzor zzz Zk 
z7 âzA»fzz7 zz/klzv kfzz, jfoa ẑzozz;, oa7jkr a zkag Zkzf, azzz7 kzv zwfz7 z7 azzz7 Z! ẑ% 7o go7
information from them. (Group 1, p.3)

People who went on the course reported back. (Group 2, p.2)

The clinical instructors were describing their strategies to make sense o f  the inform ation they 

had gathered, to help them  interpret their observations and to make judgments about the 

smdents’ competencies within the CPI evaluation. The group effort o f  learning to  use the CPI,
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seeking advice from  m ore experienced colleagues and comparing evaluation results, illustrates 

a process that Hager and Butler (1996) suggested can bring uniformity to  assessment. 

“M oreover, if  standards can be learned, they can also be shared and brought into some 

relationship o f  uniformity with the subjective standards o f  others with equivalent knowledge 

and experience” (p. 371).

She and I, we work part-time, so we always share our student with someone else... and so either 
we each take it home and kind o f do it. .. .  so we spend that time and then we get together and 
see, were we the same. (Group 2, p .l l )

The CPI literature did not m ention evaluation o f  a single student by two clinical instructors so 

what, if  any, influence this has on the Instrum ent’s reliability has not been examined. However, 

it is a com m on way for physiotherapy departments to fulfill their clinical education mandate. 

Clinical instructors “sharing the smdent,” described an approach to evaluation that illustrates 

Hager and Butler’s (1996) concept o f negotiating uniformity in assessment. The clinical 

instm ctors stated that they always agreed in their evaluations; however, it raises questions 

about resolution o f  conflict in the event that two clinical instm ctors differ significantly in their 

evaluations, educational philosophies, or feedback about a smdent’s performance.

C U N I C A L  m S T R U C T O R  A N D  S T U D E N T  IN T E R A C T IO N  

The clinical instm ctors described discussions with smdents that they felt influenced their use 

o f  the CPI. In some cases, the CIs did not have access to the Manual and others stated that 

they did n o t have time to read the instmctions. W hatever the simation, participants in each 

focus group described being influenced by their smdents’ understanding o f  the VAS scoring.

T k  j fn T  7  /« /k tw aA o*  a«z7 r k  zwfz/ C P 7 / T k  rowg

written information. I  didn’t have any written information, I  ju st had the tool. So the written 
information helped a lot, hut then I  didn ’/  have a copy of itforfuture students. (Group 1, p.2)

A nother sm dent’s response to a VAS rating resulted in the clinical instm ctor using a ruler from 

then on to  mark the VAS. The C l stated that she had not had the time to  review the 

instm ctions before the evaluation and assumed the smdent was m ore familiar with the 

Instrument.
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7  Z&7 7 k  7  ̂ » 7  z&k w k z r  7  7 k « g k  z7 j k » / 7  k  o«  7 k  (w « A W * w .. .  a«z7 k  V

w a n k (7  k k r g ^ a r  «v/% M W  7 k  j7 » k » 7  j z W  "Y o* n?W:^g 7 W  7 k  k i 7  7  ra»  7r k n ? "  a W  7
said, “Oh, why is that?” (Group 2, p.2)

A student’s understanding o f  the weighting assigned the VAS by the hom e university lead 

some clinical instructors to take special care when marking the Hne scale.

0 » g  7k /{g  7ka7 7 a  t7A k »7  Z6Z<7 w g  7&a7 T ky )6az7 Z6 _gg7 ^)gmw7 o r  ) ^ k r  7 o ^ a tt , a W  

to  76a7 _§o7 w g  oa7 z k  nzzkz; to  7  ZMoa/7 w a k  nzzg 76a7 w a n à t  zzwr ^ozzzg Z6 a«gn%g

^ k r  T^azz ^vzrwzZ. Fzvzyozzg rzzzn? 7&a7J7za7 r7akzz7 /̂ aLf Z6zi7 w g 7kZ^ ' N o ,  7&a7k zzo7 Z k

case. ” (Group 1, p.3)

7 had a student, however, from a different university where that’s how they get their grade in the 
(oartg, zz»% 7kg zzzzzzvnz^ wgaiwzzzg Tkzr, a W  Z ky kaz7 7o _gg7 ozvr ako»7 rgzvzz, or  rgzvzz 

(gzzZkzgTrrr, o r  rowg j k o k k  Zkzzg zzz o n ^  7o ozz az7 o/  ̂7 k rg  Z kzgt. T o 7  /ëzzozz/ zẑ Tk 7ka7

student, I  think she was from [University X ], I  was much more careful about where I  p u t my 
line. (Group 3, p. 10)

N o t only were the clinical instructors describing their w illin g n ess  to leam  from  the smdents, 

bu t also that they valued the smdents’ understanding o f  the CPI enough to change the way 

they scored the VAS. W ere the smdents’ understandings o f  the CPI always the correct ones? 

In  only one case did the clinical instm ctor indicate that subsequent smdents had refuted a 

previous sm dent’s explanation o f  the VAS. Nevertheless, the discussions impHed a sense o f 

responsibility that CIs felt to evaluate smdents in a m anner consistent with their universities’ 

performance standards. While the clinical instm ctors did not m ention verifying the sm dent’s 

understanding o f  the CPI, they did w ant to know m ore about how the universities used the 

CPI results. Their experiences with smdents showed them  that interpretation varied among 

universities.’® It is the prerogative o f the academic programs to “determine w hat average, total 

or pattern o f  item  scores is required to pass” (Task Force for CPI, 2002, p.348). Hager and 

Butler (1996) considered the potential for dialogue between the person being assessed and the 

evaluator to be a positive feature o f  evaluations that are based on an assessor’s judgement. In 

this model, “learning and assessing can becom e m uch m ore integrated” (p.371).

In fact, the APTA Task Force was not m andated to develop guidelines for grading (^fask Force for CPI, 2002).
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The participants in one focus group talked about initially writing their comm ents in pencil. The 

comm ents could then be erased and changes made if  either the clinical instructor’s 

interpretation o f  the performance criteria or opinion o f  the student’s behaviour was altered 

during their discussion o f  the evaluation.

Mzzz7 wka7 7 kik, 7t ... 7 z K k z « p m ,  zÿ&r kaw% Zk
ktazw g  Z k tr k  7o k  z«7m%A6« a W  w<gyk /kgy kaz* rowgZkzzg Z ky za»

7» w g . T o  Zkgzz, 7_go k a A ^ , g za tg  W  (ow wgzzTr zzzpgzz«% azzz7 zgzzozT? 7k gw  zzz zzzA
(Group 1, p.7)

This climcal instructor’s description o f  a negotiated evaluation was supported by the other 

participants in the focus group who also agreed that they prepared the evaluation in pencil and 

were ready to  make changes based on their subsequent discussions with the smdent. O ne 

clinical instm ctor gave an example o f  reconsidering a performance criterion that she had 

initially marked “N o t AppHcable” after listening to a smdent’s interpretation o f the criterion.

FAMIUARUY w it h  t h e  CPI THROUGH USE 

Several clinical instm ctors specifically m entioned that repeated use o f the CPI im proved their 

comfort with using the tool. As stated previously, Vendrely and Carter (2004) concluded that 

prior experience using the CPI did not influence the clinical instm ctor ratings o f  smdent 

performance, however they did no t discuss their results in the context o f  user satisfaction. 

Interestingly, clinical instm ctors experienced in using the Blue MACS reported neither better 

adherence to the instmctions for use nor im proved opinions over clinical instm ctors 

unfamiliar with the tool (Hrachovy et al., 2000). Yet a moderate correlation between self- 

reported adherence and the clinical instm ctors’ positive opinion o f  the Blue MACS lead the 

authors to  recom m end training workshops to prom ote a positive opinion o f  physical therapy 

evaluation and to, potentially, influence adherence to the instmctions for use.

F o r  w g  z7 z z w  arrzzzz^z7ozzr azzz7 7k zz  g:>{6gzzgzzgg, to  kazizzzg dkzzg z7 7 k  J& 37 Zkzg, gzvzz ^  Z k  
rgzozzz7 A w g, zz/kzgk zz/ar 7 k j7 z z a /  z ^ z Z )  7  z z w  k^zzzzzz%  7o kg a  kz7 w o zv  gkgzT^zzz.
(Group 2, p.2)
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[A]: For myself, Fve used the tool enough that I  know how I  choose to use it; so my confidence
kaf kazarg Zkf Zk 7 Iw kgwgz/ 7o ajg 7Z) z%kẑ  or

[B]: A n d  I  think that once you become more familiar with something  ̂your comfort level 
automatically increases whether or not it should. (Group 3, p.20)

Tw o participants in different focus groups, who had been themselves evaluated with the CPI 

as students, did no t indicate that the experience had any impact on their application o f the 

tool. In fact, when the question was raised, one clinical instructor doubted that her clinical 

instructor, during an international clinical placement, even knew how to complete the CPI.

A nother clinical instructor rem em bered wondering as a smdent how a clinical performance 

prize could be awarded based on CPI evaluations that she considered to  be inconsistently 

applied from  one C l to another. It is little w onder that these two CIs did no t feel influenced in 

their application o f  the CPI by the experiences they had had as smdents. There is no  published 

data about what influence being evaluated with the CPI as a sm dent has on a clinical 

instm ctor’s future application o f  it. Hrachovy et al., (2000) however, did no t find any 

difference in reported adherence between CIs who were and those w ho were no t graded using 

the Blue MACS when they were smdents.

These comm ents lend support to the suggestion o f  the CPI Task Force (2002) that training 

and using the CPI should improve chnical instm ctors’ satisfaction. However, the type o f 

training, the length o f  training sessions, and how  training affects bo th  the clinical instm ctor’s 

appHcation of, and satisfaction with, the CPI are questions that need further smdy.
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Theme Five: The Practicality of the CPI

F o r m a t  of t h e  CPI

Complaints about the CPI’s form at were related to  both its length and the language o f  the 

performance criteria. Clinical instructors did no t voice concerns with the overall design and 

layout o f  the Instrument; however, the sheer num ber o f  performance criteria was considered a 

problem.

[A]: Then i t ’s hard, I  think, because you get all these 24 questions, then you get the strength 
ZBOWJ&z"z/(ÿ)ZTW%wgzzZ) 7k wwwfzzTf rgzA'ozz. . .

[B]: .. .andyou’ve already commented up theyingyang 

[A] : I t ’s ju st too much...

[C]: .. .and that’s mayhe what you should use at midterm strengths and weaknesses 
(Group 2, page 13)

This response block illustrates the clinical instructors’ frustrations with an evaluation that they 

felt was too long, “aU these 24 questions,” and had a structure that resulted in them  repeating 

their observations in a num ber o f  sections. This was representative o f  conversations across the 

groups about the CPI’s composition and CIs’ discussions about ways to im prove the process.

W ith respect to  the language o f performance criteria, clinical instructors cited a num ber o f 

aspects with which they were dissatisfied. The terminology was not always familiar:

No, 7 7kzz/è 7zz{g»i%g 7ka7k IPg %tg tzkâüz" 7gzwzzzoẐ  zzz Cazza^,
and so you kind of have to reinterpret itfor yourself. (Group 1, p.25)

O ne clinical instructor described some o f  the wording as “jargon” and others thought some o f 

the performance criteria were ambiguous. Still other criteria were considered to be:

/77lÿ zzo7 zrzkztzzzi Z6 7kg Cazzaz&zzz rzTyaAozz azzzf 7 zTkzzŸ azzjwgz-z7—  7k kz%5iz{g 7kzz%
(Group 1, p. 10)
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Others described performance criteria related to billing as “very American” and thus not 

applicable to their work settings:’’’

I  fin d  there are a lot o f items that don’t  apply to us in a general hospitalfacility, lots o f things 
a k o « 7 z z w A k A o / t t  azzẑ  Z6 wg, Zk Z6o/ rggwr fv^MwgzzZazz, 7ka7 77 woa/7J?7 wow 7«Z6
an American institution or . ..  a more private setting. (Group 3, p.3)

Clinical instructors also described the performance criteria as being redundant or lacking in 

focus.

Tkw aw  wzzkÿz^ ^«grA'ozzr 7 k  7wa7wg«7' 7kw  aw  wzzzk^zk ^«grAozn o« 7 k  gowwzz«7gaZ7o« 
i^Z^. 7 zko^ a7 77 aW  a t^  '1Fka7 aw  jw a  Ay7«g Z6 a t^  wg z^^^wzzz^ 7« 7 k t ^w ^zw aaw
criterion]?” ifjtoxsp  1, p.9)

It was felt that no t only did repetition directly contribute to the overall length o f  the CPI, but 

the perception that it was too long resulted in the CIs experiencing evaluation fatigue.

Y gak, zk wzk«z^«gy ^  Zk g«z7 ^7Z) 71% Z7w<7 a«z7 7 k a w  a ;^  oowwgaTt Z6 7ka7 7
haven’t  said in the previous eighteen questions. Ifade at the end. (Group 1, p .l 8)

Tkgwk a  )̂7 ^  ofvw :^ kgZZivg» «̂grAo/n, 71w j7«a7z{g ^  zowwgzzzü" aw  wy9wz«g kac.^ Z6 
_^«grZ7o« or z^/9r 7o ^agrA o* 6, kgazaig wg a/nga^ Tz/kA ako«7 7 k  Trwg 7« ^w w oat 
oowwg/zTf. 7 Zkzk/è 77 (oazl7 kg waok wow^g%fgz7 ^  7kg ZTwg 7 _§o7 Z6_^«grZ7o« 2 2  7k^zgoTAzz
what 1 answered in Question 3, and I  overlap and there is repetition. (Group 1, p 5)

O ne clinical instructor suspiciously suggested that the redundancy o f  perform ance criteria was 

done purposefully to evaluate the clinical instructors’ application o f  the CPI.

This sentiment would imply dissatisfaction with the CPI.

T o w g A w g r 7  7k7«vë Z k y  a w  7o ZTzbë zw z{0, kggazwg 77 zz/at 7 k  r a w g  ^«grA ozz zzwzTgA
dfferently. (Group 2, p. 12)

u  Since the focus groups were entirely composed o f  clinical instructors from tertiary healthcare facilities, it was no t surprising 
that they considered the criteria about financial aspects o f  healthcare delivery to be irrelevant. This is a limitation o f  the 
scope o f  the research and the question about the impact o f  the evaluation process on  clinical instmctors in private practice 
has not been addressed.
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While the Summative Com m ents were considered by some clinical instructors to  be redundant 

and an unnecessary restatement o f  the comments in the previous 24 perform ance criteria, 

several CIs suggested that, in themselves, Summative Comments would be sufficient for an 

evaluation. Based on the few complaints about the Summative Comments, clinical instructors 

appeared generally satisfied with them; they prom pted clinical instructors to  summarize both 

the positive aspects o f  a smdent’s performance and to identify directions for improvement.

Im p a c t  o n  t h e  c u n ic a e  in stru c to rs  ’  Tim e  

The chnical instm ctors spoke extensively about the am ount o f time required to fill out a CPI 

evaluation, in part attributable to the challenges akeady mentioned, bu t also as a direct result o f  

the 24 performance criteria. M ost clinical instm ctors took the evaluations hom e to complete 

because it took on average one-to-two hours (see Table 2: Demographic Inform ation, p.41), 

and if  time was available during a regular workday it was usually not conducive to  completing a 

written evaluation. In general, they were unable to write up the evaluations while carrying-out 

their primary role, that being patient care. Furtherm ore, the clinical instm ctors needed a block 

o f  uninterm pted time as indicated by words such as “dedicated” and “real time” in order to 

produce a thoughtful evaluation.

7  aW  w7«g a7 k w g .  7  k  . .wzTk 7 k t  7  «ggA Z6 A7 ako«7 zZ) Zkzg azzA

7ju st don’t  have the time here at work, so I  end up,you know, taking time out at night.
(Group 3, p.9)

/Z / kazv rZüzfgA z7 a7 zzw A  Yozz kzozz/, 7 j7zzzTyo« w ^ k 7  kazv Zkzg Z6 Tkwzgk z7 a W  

kazv a  rgzzrg, kzz/ 7 k  azAza/ AZAz^g akzzw, zyzzAz%yozzr nzwwgzzTf zzz, zzwzz77 k^ ÿ^zz a7 kozzzg.

(Group 3, p.9)

lFgz% zzzor^ zzv z&zzltJZA 7 k w  o«7 a7 zzvrè, izzg Z A ^ 7 k w  kzzzg. 77k zzo7 zTkzzg a7 zzzozië. 7  akzzk 

kawg Azzzg a7 zzwiè Z6 z7 ozz7 azzA ak azz gzzaZkaZTozz, ro 7  zz4z«ẑ 7 ray a « y w k zv  ̂ z z z  azzg 7o 7»;o 

kzzzr, azzA 7ka7k^«r7 akz%  7kg zzkZ7gzz gztzzkaAozz. T ka7k  ozz z ^  ozzw Awg. Tkgzz 7o Tkzwzgk 

z k  gzwzkaZTkzz ^ 7 k  zA/kzzZ)' a  zk7 ^ Z k  zTwg z7k z r a ^  kazA7oj7zzAZkg Zkzg Z6 ak z7. Y k a k _ g 0 7

patients you need to see, and you know sometimes it’s: ‘Tm sorry we have to do this during lunch 
hour, because we’ve got people to see. ”I t is hard to j i t  it in. (Group 1, p.8)
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While m ost clinical instructors used personal time to write up evaluations, they found time to 

discuss the evaluations with their smdents at some point during the workday. However, when 

smdents did no t appear to understand the CPI evaluation, discussing it with them  took longer 

than it should have and, again, the 24 performance criteria, their associated com m ents, and the 

required explanations contributed to w hat clinical instm ctors implied was a burden o f  the CPI.

7 7kg rAzkzzTf zzwzzk «g^jkw T kar W k  TkTtJkzw gzTkgz; gjpgA%^ 7« 7kgzrjfzAygar wTzAozw, 
ro Tkgy wka7 rowg ^  Zkg ÿ#grAo«r aw  To 7  z7 ZA ^r a

ZTwg 7o _go Zkwagk zkg jk z w .. .  zzwZgaA ^  a  k z ^ k o w  wggAz% rowgZTwgr 77 ZA/kr a«
hour, an hour and a half. (Group 3, p.9)

It should be noted that the experiences o f the clinical instm ctors evaluating smdents within a 

two-to-one collaborative clinical m odel were different. Only a few clinical instm ctors had 

experienced this m odel bu t as they became familiar with it, they were able to  complete the 

evaluations during work hours. This was attributed to the smdents usually assuming their 

entire caseloads. O ne clinical instm ctor, however, stated that having to complete two midterm 

CPIs and a final CPI within a five-week rotation could deter a C l from  offering to  take a 

collaborative placement. She stated that she always had to complete evaluations at hom e, and 

while she had no t refused to do collaborative placements, the evaluations were the m ost 

negative part o f  them.

While the relevance and language o f  the performance criteria indirectly influenced the length 

o f the CPI, the clinical instm ctors attributed the time required to complete an evaluation 

primarily to  the length o f  the CPI itself. They did no t m ention dissatisfaction with the CPI or a 

lack o f training as having an impact on the time it took to complete it, and this was consistent 

with the findings o f  Hrachovy et al., (2000) who concluded that training did no t effect the time 

required to complete the Blue MACS clinical evaluation.

S u g g estio n s FOR MPROViNG th e  CPI 

As clinical instm ctors discussed w hat they did not Hke about the CPI, they also shared their 

thoughts on  w hat would improve it. M ost felt the performance criteria could be streamlined 

and redundancy eliminated through consolidation o f  criteria that were no t distinctly different.
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O ne clinical instructor suggested that as few as eight criteria might be sufficient; however, the 

exact num ber drew little comment. Clinical instm ctors suggested that the language should 

reflect the Canadian healthcare system, and that some items were irrelevant because o f  the 

assumptions about the privatized American healthcare context. O ne clinical instm ctor’s 

statement was resoundingly supported by the group:

nggozzzzzzgzK^o* t t  7ka7 7 k y a  To 77 wozr n)zzzzwgzz7 7f Zka7 w
need our own [form] that deals with our own healthcare issues. (Group 3, p.21)

The clinical instm ctors in a group, who found the 24 performance criteria unnecessarily long 

and tedious for the m idterm  evaluation, agreed that the process would be im proved if 

smdents’ strengths and weaknesses were summarized at that point, rather than completing the 

entire CPI, reviewing each performance criterion, and scoring its VAS. A clinical instm ctor in 

another group, w ho was also frustrated with the length o f the CPI, added that the entire 

evaluation could be adequately conveyed in the “Summative Com m ents” section at the end. 

This was no t strongly endorsed by the other group participants; however, they were 

unconvinced that the full CPI was necessary for the m id-term evaluation

The clinical instm ctors in one group supported a suggestion that a com puterized version o f 

the CPI would facilitate the m idterm  and final evaluation process; it could show num bers on 

the VAS and clinical instm ctors could have a cut-and-paste option for comments.

To,gg7 77 7zz7o a  (wzzÿzzzArJkzwa7 ro 7ka7yoa gfvzz a  akzükatg (wzwzzzgzzTt, zaTkr
7kzz zwzTT? z k  gzv^ Zkzg,ym7 kzzA ̂ g»7-azzA^ar7g azzA/W  ZZzva/ë 77 7 k  «/azz7 77
to, to make it a much more efficient process. A n d  fa r  easier to adapt and change .. .Midterm 
Comments, which isfine, lilju s t kind of play with it a little more. (Group 1, p.8)

Features o f  other clinical evaluation instruments were occasionally m entioned bu t there was no 

consensus in any group that one instrum ent was superior, and no suggestions that the CPI’s 

use be discontinued —  modified, bu t no t discarded.

The message was clear, there were too many performance criteria and the language to describe 

them  resulted in clinical instm ctors perceiving some to be irrelevant or ambiguous. Rather 

than ignore performance criteria that were no t useful or were no t understood, the clinical
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instructors completed the CPIs at hom e where they could consider it and report the student’s 

performance without the interruptions inherent in delivering patient care. While not explicitly 

stated, this imphed their com m itm ent to clinical education and the im portance they placed on 

a smdent’s evaluation.

It was no t the purpose o f this smdy to  quantify the clinical instm ctors’ level o f  satisfaction; 

however, comm ents expressed bore similarities to those o f  the CPI Task Force (2002) with 

respect to time requirements for evaluations. The authors concluded that satisfaction with the 

time required to complete the CPI reflected no t only the time taken to fîU-out the form  but 

also the time needed to  leam  about it, or as the clinical instm ctors in this smdy mentioned, to 

“interpret” or “m ould” it and time demands o f  providing clinical education. The CPI Task 

Force (2002) concluded that chnical instm ctors were “generally satisfied with m ost aspects” o f 

the third version o f the CPI. The chnical instm ctors in this smdy however, voiced their 

complaints and made suggestions for im provements that could not be interpreted to  indicate 

an overall satisfaction with the CPI.
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C h a p t e r  5

SU M M A RY  A N D  C O N C L U S IO N S

Chapter 5 begins with a summary o f  the study followed by a brief discussion o f  the significant 

findings in each o f  the themes. In  order to be true to the qualitative process o f  focus group 

analysis, I reported the data as it related to the emergent themes. Content from  the themes that 

was relevant to  the stated purpose o f this research has also been reported under specific 

headings. Recommendations for actions (CresweU, 2003) reflect bo th  the clinical instructors’ 

specific suggestions as well as my own interpretation o f  the data. The chapter ends with 

suggestions for future research and concluding remarks.

Summary of the research method

In  my experience, physiotherapists working in the public health system are familiar with 

brainstorming and with group processes for decision-making. Thus, I felt that the use o f  focus 

groups was a suitable means o f data collection, the groups would facilitate discussion about 

using the CPI and they would generate ideas that m ight no t surface in a questionnaire survey.

The purpose o f  the research was to explore clinical instructors’ experiences using the CPI with 

respect to:

•  Descriptions o f its impact on their clinical responsibilities

•  Theirperceptions o f mastering its ccpplication

•  Their adherence to the guidelines o f the CPI

•  Their opinions about the relevance of the CPI to clinical evaluation

Three focus groups were conducted, comprising 16 physiotherapist climcal instructors 

working in three tertiary academic health centres affiliated with Dalhousie University. The 

group participants were female, and worked in either acute-care or rehabilitation settings. They
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managed adult a n d /o r  paediatric caseloads, on inpatient or outpatient services. The focus 

groups consisted o f  clinical instructors w ho had used the CPI at least once, with some o f the 

m ost experienced CIs having used it since its introduction.

The data from  each focus group was transcribed verbatim, coded, and analyzed for emergent 

themes. The following five themes were finally identified:

•  The CPI fo r summative evaluation

•  The CPIforformative evaluation

•  Training to use the CPI

Practicality o f the CPI

Summary of the findings

The clinical instructors were grateful for the focus group discussions because their opinions 

about using the CPI had no t previously been sought. They were frank in describing their 

interpretations o f  the CPI, and they openly discussed their different opinions and approaches 

to  using the evaluation form. The clinical instructors were also forthright in their criticisms o f 

the tool.

Th e  CPI FOR s u m m a h v e  e v a l u a t io n  

The clinical instructors scored the VAS based on: (a) instructions received during in-service 

training, (b) consultation with other colleagues, (c) their perceptions o f  the value placed on 

scores by PT  schools, (d) written instructions for using the CPI, and (e) to a limited extent, 

their interaction with students during the evaluation review. Clinical instructors stated that the 

CPI lacked interrater reliability; however, they emphasized that they were consistent in their 

personal administration o f it. In  fact, the clinical instm ctors considered this personal 

consistency to be one o f  the strengths o f  the CPI.
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Entry-level performance, as described by the CPI, was not well understood and rltniral 

instructors based their decisions on personal interpretations o f  perform ance criteria and 

personal standards o f  entry-level practice. The clinical instm ctors listened to each other’s 

interpretation o f  the performance criteria and they described a variety o f  ways o f  scoring the 

VAS. Some clinical instm ctors were unaware o f  the concept o f the VAS as a continuum. There 

were differing views about whether or no t senior smdents could achieve entry-level when 

practicing in a novel clinical area. Some CIs felt that smdents nearing the end o f  their clinical 

program  could transfer skills from  previous clinical experiences, thus achieving entry-level 

performance. O ne clinical instm ctor was adamant that she would no t m ark smdents at entry- 

level when the novel placement required specialized handling techniques.

There was weak support for the view that the VAS adequately measured changes in a sm dent’s 

performance; bu t CIs stated that, even then, it required the clinical instm ctors’ comments to 

clarify the score. CIs noted that the change in an average smdent’s perform ance might not 

look significant when scored on the VAS and it therefore might no t be meaningful for the 

smdent.

A  few positive comments were made in support o f  the VAS. Smdents viewing the graphic as a 

quantitative representation o f their performance might find it useful. This view was not 

disputed, bu t clinical instm ctors who considered the VAS “arbitrary” made no comments in 

support o f  its educational value.

The clinical instm ctors were insightful when they discussed the impact that inconsistent use o f 

the CPI could have for smdents, clinical instm ctors and the universities. Theic concerns were 

primarily phrased as questions;

•  How can students leam from contradictory evaluations and what aboutfairness?

•  How can clinical instructors look credible i f  they each interpret and use the CPI differently?

•  I f  a student’s V A S  scores are incongruous with the narrative evaluation, how can P T  schools compare
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Clinical instructors agreed that they wanted to  know how PT  schools used the results o f  CPIs. 

They wanted to know if  the VAS scores were measured and how they contributed to a 

student’s grade; were facilities or individual CIs’ results compared, and was there any 

comparison o f  results across PT  schools? The clinical instructors wanted reassurance that the 

time they spent on CPI evaluation was valued by the universities. They did no t w ant to waste 

either clinical or personal time completing evaluations if the universities were only interested in 

the bottom  line —  did the smdent Pass or Fail.

Th e  CPI FOR f o r m a h v e  e v a l u a t io n  

All the clinical instructors used the CPI to  prom ote clinical teaching. The perform ance criteria 

were credited with reminding clinical instructors to discuss behaviours that m ight otherwise be 

overlooked (e.g., “Ethical Practice” or “Health Prom otion”), and they gave focus to  the mid­

term  and final evaluations. The clinical instructors also found the CPI helped them  to structure 

the cHmcal experience; it functioned as a record o f  completed objectives and the “N ot 

O bserved” designation served as a reminder o f  activities or objectives that remained.

The “Com m ents” were considered the m ost useful part o f the evaluation because they 

stimulated a “conversation” between the CIs and their students. W ithout written comments, 

“a Une on a Hne” was perceived to be o f  limited use for smdents needing to  know how to 

improve their performance. The dialogue resulted in clinical instructors and smdents sharing 

their perspectives on the smdents’ knowledge and skills, as well as their individual 

interpretations o f  the performance criteria.

Chnical instructors understood the Red Flag criteria should be m ore heavily-weighted than the 

other perform ance criteria, bu t they had differing opinions about how they were supposed to 

be scored.

A num ber o f  criteria were suggested to be o f questionable relevance; they included “Legal

Practice,” “Wellness and Health Prom otion,” “Prom oting the Physiotherapy Profession,”

“Billing” and “Community Involvement.” O n  the other hand, CIs expressed concern that the

CPI had insufficient performance criteria to evaluate the psychomotor skills —  assessment and

treatm ent techniques that they considered to be essential elements for climcal practice.
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Tr a in in g  to  Us e  t h e  CPI 

The CPI is an extensive clinical evaluation tool and the majority o f  the CIs had no t received 

any training in its use; reasons included: (a) limited in-service oppormnities, (b) the time 

constraints o f  clinical practice, (c) initial exposure to the CPI through international smdents,^® 

and (d) inadequate PT  departmental communication.

Nevertheless, the CIs were willing to attend training sessions, and they even suggested a n im al 

refresher sessions for those already experienced using the CPI. They preferred interactive in­

services provided by the A CCE to reading instruction manuals, and teleconferencing was 

suggested as an efficient alternative to  face-to-face training.

Sh a r e d  l e a r n in g

Observations made by some clinical instructors highlighted how shared learning, which is an 

integral process in the physiotherapy community o f  practice, also im proved their 

understanding o f  the CPI. In some cases, the CIs learned from one another’s experience and 

sometimes from  their students when they discussed the evaluation results. Some clinical 

instructors became m ore comfortable after repeated use o f the CPI and they indicated that 

sharing their experience m ight benefit others still learning to use it.

That CIs would consider the focus groups themselves to be a learning experience was 

unanticipated. Yet throughout the sessions, clinical instructors asked for clarification about 

aspects o f  the CPI that they had no t understood. They explained where and how  they had 

come to use it as they did. The focus groups themselves provided an illustration o f  CIs 

negotiating the meaning o f  the CPI.

20 Some clinical instructors were introduced to the CPI by students in American physiotherapy programs before the instrument 
was introduced locally.
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Pr a c t ic a u t y  of  t h e  CPI

The focus groups identified several practical problems with the CPI. The form  was considered 

unnecessarily long; this was due, in part, to perceived redundancies among the performance 

criteria. The ambiguity and overlap o f  some o f  the performance criteria led to CIs feeling they 

were being asked to evaluate the same item  m ore than once. The requirem ent to  complete the 

entire CPI for both  the m id-term and final evaluations was considered a burden, given the 

form ’s length.

The CIs perceived the Instrum ent to have a negative impact on their personal time, as few had 

time to complete it during their workday.^^ CIs who did 2:1 collaborative clinical models 

differed in their views o f  the burden o f  clinical evaluation using the CPI. Several o f  these CIs 

“usually” had time to complete the CPIs at w ork while another “never” had time to prepare 

the evaluations during the workday.

The stress o f  completing the CPI four times in a five-week period was a m ajor negative factor 

in considering whether to instruct two smdents in a collaborative education model. In  the case 

o f  two part-time CIs and one smdent, the process o f  comparing their individual evaluations 

was felt to be too lengthy.

The language used in the CPI was considered to reflect more strongly healthcare delivery in 

the United States (with the assumption o f a largely privatised system) than healthcare delivery 

in Canada. This language needed to be interpreted to fit the Canadian healthcare context. The 

CIs complained o f  jargon and excessive wordage reducing clarity o f  the intent o f  certain 

performance criteria.

The Research Questions

The focus groups were conducted using a semi-stmctured questionnaire based on the four 

original research questions. However, a strength o f group interviews is the potential for 

unanticipated issues to arise. Rather than structure the analysis around the original questions, I

21 O ne C l suggested the redundancy o f performance criteria contributed to the thoroughness o f  the evaluation process.
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coded the data based on topics generated by the groups and structured the analysis around the 

emergent themes. In this section, 1 report the findings as they relate to the o rig in al questions.

Im p a c t  of t h e  CPI o n  c u n ic a l  r e sp o n sib iu tie s

Using the CPI appeared to  have m ore o f  an impact on clinical instructors’ personal time than 

on their clinical responsibilities. W ith the exception o f  several clinical instructors who did 2:1 

coUahorative models and completed the evaluations at work, m ost clinical instructors filled out 

the CPIs at home. A computerized version o f  the CPI was suggested as a m ore efficient way to 

write up the CPI. Presumably, this would facilitate completing the CPI at work.

W ithout exception, the m idterm  and final evaluations were discussed with smdents during 

climcal hours. Training could be done during the workday provided it was no t too lengthy and 

clinical instructors had sufficient notice to  rearrange their caseloads.

All o f  the climcal instructors delivered the CPI evaluation during the workday, bu t they usually 

did not have the time to prepare the evaluation while at work. Thus, the CPI had a significant 

impact on climcal instructors’ personal time, a finding that was no t identified in the literature.

PERCEPTIONS OF MASTERING THE APPUCAHON OF THE CPI 

N o  climcal instructors spoke about achieving mastery in their application o f  the CPI. A  small 

num ber o f  clinical instructors were content with their use o f the evaluation and stated that they 

used it consistently. However, the concerns raised about the impact o f inconsistent use were 

n o t statements o f chnical instructors confident that they had mastered using the instrument. In 

addition, their agreement overall for additional training an d /o r sessions to discuss the CPI 

indicated a willingness to leam  m ore and a desire to improve their appHcation o f the 

instrument.

A d h e r e n c e  to t h e  g u id e l in e s  of t h e  In s t r u m e n t

W hen asked about their adherence to the CPI, some clinical instructors indicated that they had 

no choice but to complete it. However, their conversations about applying the evaluation
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actually provide better insight into how they attem pted to adhere. They spoke about moulding 

or manipulating performance criteria to make them  relevant to their area o f  practice. They 

used the “N o t Observed” designation rather than simply skipping over the criteria that they 

considered “N o t Applicable” and, in some cases, they accepted a sm dent’s interpretation. They 

frequently reported completing the CPI at hom e because the busy clinical environm ent was 

no t conducive to the concentration required to  consider the evaluation. The comments 

implied that the clinical instructors adhered to the CPFs format within their understanding o f 

its intended use. However, their differing interpretations o f  some perform ance criteria and 

inconsistent strategies for scoring the VAS could not be considered to indicate their overall 

adherence to  the instructions for using the CPI.

Op in io n s  o n  th e  r e l e v a n c e  of t h e  CPI to c u n ic a l  e v a l u a t io n  

The clinical instructors’ comments about the relevance o f the performance criteria to clinical 

evaluation were extensive and crossed the themes o f formative and summative evaluation and 

practicality. The num ber o f perform ance criteria contributed directly to the length and, 

subsequently, the time it took to complete an evaluation. The Red Flag criteria were more 

easily evaluated than the other performance criteria and were generally acknowledged to be 

m ore im portant than the other criteria. Irrelevant performance criteria were identified and 

comm ents were made that there was redundancy and insufficient attention to  psychom otor 

skills necessary for practice. Thus, the clinical instm ctors felt that the CPI was unnecessarily 

long, that clinical performance could be adequately evaluated with fewer perform ance criteria 

overall, and the attention to  the psychom otor skills necessary for practice was inadequate.

Recommendations

The following are suggestions that would be specific to the participants in the focus groups. 

The Clinical Education Coordinators at each o f  the three participating facilities, in conjunction 

with the ACCE, could assist in implementing the recommendations.

1. Provide information about Dalhousie University School o f Physiotherapy’s utilization o f 

CPI results. The majority o f physiotherapy students in the Atlantic Region healthcare
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facilities attend Dalhousie University. Therefore, clarification about its use o f  CPI results 

could address a significant num ber o f clinical instructors’ questions and concerns.

2. O ffer additional training/refresher sessions about using the CPI. These should be 

interactive and could be done by distance education. Questions or specific content areas 

could be requested o f  participants in preparation for the sessions. Sessions should not 

exceed one hour in length.

3. Investigate the option o f  using an on-line version o f  the CPI.

4. Update clinical instructors about current research or planned revisions to  the CPI. This 

t}q>e o f material is easily disseminated through physiotherapy departm ents’ internal email 

systems.

5. Evaluate students’ readiness to use the CPI for self-evaluation. Initially, this could be done 

retrospectively as part o f  the interviews that follow third year clinical experiences. It could 

result in recommendations that could be acted on before students begin their Year IV 

clinical education experiences.

Topics for Future research

Tr a in in g :

1. Undertake a larger-scale smdy to  evaluate the training needs o f clinical instructors in 

applying the CPI.

2. Study the impact o f  training on clinical instructors’ application o f the CPI.

3. Study is needed to  determine if  clinical instructors want feedback about the CPI results 

an d /o r  the way academic programs utilize them.

T h e  CPI STRUCTURE AND CONTENT

4. Larger-scale evaluation o f  the psychometric properties o f the CPI is indicated. Research 

could take many forms, since there a growing body o f  research and Canadian academic 

instimtions have been collecting CPI results for at least six years.
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5. Undertake a satisfaction survey o f  CIs to determine how their application o f  the 

Instrum ent could be improved.

6. Emerging use o f  collaborative clinical education models may have implications for the 

reliability o f  clinical evaluation using a form  developed w hen one-to-one instruction 

models were the norm .

Concluding Remarks

The results o f  this research cannot be generalized to all chnical instructors. The views 

expressed represent those o f  a defined group o f  clinical instructors, bu t may be similar to the 

experiences and the challenges o f  other colleagues in their respective fachities.

The m ethods o f  scoring the VAS were influenced by a range o f  interpretations o f  the 

performance criteria and by subjective judgements that were often inconsistent with other 

clinical instructors or with the instructions for using the GPL Clinical instructors, however, felt 

that they were personally consistent in their use o f the CPI and that their com fort 

adrninistering it im proved with use.

In the absence o f  adequate training to use the CPI, clinical instructors described interactions 

with smdents and colleagues that represented a process o f  shared learning. There was strong 

support for using the CPI for formative evaluation, while support for its value as a sum mative 

tool was mild at best. The lack o f feedback from  the PT  schools about their use o f  CPI results 

left clinical instructors wondering how  the results were used, and if  their efforts to complete it 

were o f  value. The CPI was criticized for: (a) its unfamiliar terminology; (b) redundant, or even 

irrelevant, performance criteria; and (c) its unnecessary length.

The evaluation o f  smdents’ performance in the context o f patient care delivery is complex and 

clinical instm ctors’ understanding and application o f  the CPI should not be left to  chance. 

G roup training sessions were strongly favoured by the CIs as an efficient and effective format 

to learn about and share their experiences using the Instm ment. The variety o f  interpretations 

and strategies by which clinical instm ctors m arked the VAS raises questions about the

- 105-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



reliability and validity o f  the CPI, and suggests the need to interpret the VAS scores cautiously. 

The clinical instructors perceived their administration o f  the CPI to be carried out in isolation 

from  PT  schools, from  which they received little feedback about the analysis to  which the CPI 

results were subjected. This research resulted in tangible recommendations that may improve 

the PT  clinical instructors’ application o f  the CPI and identified useful areas to direct future 

research.
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A written summary of the key areas discussed will be forwarded to each participant within four 
weeks of the focus group. Participants will be invited to contact me to discuss any points that they 
think do not reflect the content or opinions expressed during the focus group.
C o n f i d e n t i a l l y :

The need for confidentiality will be stated at the beginning of the focus group. Participants will be 
asked not to repeat information and opinions discussed during the focus group once they leave. 
Nonetheless, there is always a risk that the focus group discussion may be repeated outside of the 
group and, therefore, confidentiality cannot be guaranteed. You may choose not to participate in 
the group discussion at any point and you may withdraw from the study at any time. You will be 
asked to sign a Consent Form immediately prior to participating in a focus group.
The focus group audiotapes may be transcribed to enable the analysis of the responses. Your 
name will not be used on any of the transcripts or in any reports. The tapes will be kept in a 
secure cabinet in my home office and will be destroyed five years after publication of the study.
You may contact my thesis supervisor. Dr. Joseph Murphy, at (902) 494-2567 if you have 
concerns about this study.
P o t e n t i a l  b e n e f i t s  o f  t h e  s t u d y

If you participate in this study you will have the opportunity to share your experiences with the 
CPI in a group discussion format. The CPI is protected by copyright so this research will not 
result in changes to it; however, your comments will add to the understanding of how clinical 
instructors use the instrument within the constraints of a demanding healthcare setting. 
Furthermore, your contributions may result in recommendations for improving the instrument’s 
practical application.
Though the focus group data will be analyzed for my thesis, I will also offer to present the study 
results to the local physiotherapy community through departmental in-service programs.

Please contact me to indicate your willingness to participate in a focus group. I would be happy to 
answer any questions you may have about this study.

Thank you for taking the time to consider participating in this project.

Yours sincerely.

Gail A. Greaser, BScPT
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CONSENT TO PARTICIPATE

/W expkvafion of C/Wca/ /os&ucfors' eypeoeoces a;?d pefcepAdns Pm?c/pa/ /nvesfî for
of ffw Physica/ TTienapy C/ioKa/ Pe/Amiaoce /osfwmeof Gail Creaser, BScPT

F o c u s  G r o u p  C o n s e n t  F o r m

I have read the explanation of this study. I have been given the opportunity to discuss it and my 
questions have been answered to my satisfaction. I understand that participation in the focus 
group is voluntary and that I am free to withdraw from the study at any time, and that I can refuse 
to answer any question. I also realize that after the study all records of my participation will be 
destroyed.
I understand that a research assistant will be taking notes to highlight points of the f o c u s  g r o u p  

d i s c u s s i o n  such as interview questions that stimulated greater interest or unanticipated questions 
for the upcoming focus group or topics about which there were broadly varying opinions. The 
notes are intended to assist the principal investigator with the initial post-focus group debriefing 
and data analysis. No information will be recorded to personally identify focus group participants.

□ Yes □ N o

□ Yes □ N o

□ Yes □ N o

I  choose to use the Jollomngpseudonjm: _____________________________________________

You may contact the Chair, University Research Ethics Board, Mount Saint Vincent University at (902) 
457-6350 if you have any concerns to express about this study.

P a r t i c i p a n t ' s  N a m e  ( p r i n t e d ) :

P a r t i c i p a n t ' s  S i g n a t u r e :  ______________________________________________ D a t e :

Researcher’s Signature:   Date:
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DEMOGRAPHIC QUESTIONAIRE

An exp/ora(fbn of C/mka/ /nsfmcfofs' expemences and pefceplkins Pdnopa/ /nveŝ wfor
of (da Miysfca/ TTiempy C/ynka/ PayAyymance /nsùiyyneof Gail Creaser, BScPT

Please answer the following questions about yourself. Your signature is not required.

1. Num ber o f years o f clinical experience:

2. In what type o f setting do you cUnicaUy instruct students?

□ General Hospital
□ Private Practice
□ Rehabilitation Centre
□ Other:

3. In which practice area(s) do you chnicaUy instruct students? (check aU that apply)

□ Paediatrics □ Mixed
□ Adults DAcute
□ Geriatrics □ Rehabilitation
□ Inpatient Service □ Long-term Care
□ O ut patient Service □ Other:

4. Approximate number o f students that you have evaluated using the CPI:

5. How long does it usually take you to fill-out the CPI?

6. Have you attended a CPI training in-service?
□ N o □ Yes

7. As a student, were you evaluated using the CPI?
□ N o □ Yes

8. Have you used a clinical evaluation instrument other than the CPI?
□ N o □ Yes ifj^r, what was it
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IN T E R V IE W  G U I D E

[Sample questions only]

1 )  T r a i n i n g  t o  u s e  t h e  C P I  - Thinking specifically about the training you have had in the use 
o f  the CPI:

a) How did you find the content of the training in-service?
b) How did you find the scheduling of the training in-service?
c) If you did not have a training session, how did you leam to use the CPI?
d) How do you think experience using the CPI affects your use of the CPI?
e) What changes, if any, would you suggest to the training CPI training?

( P r o b e :  additional modes of delivery, frequency of training in-services)

2 )  F o r m a t  o f  t h e  C P I  - With respect to the layout andform at o f  the CPI:

a) How do you find the CPI for overall clarity of layout?
b) What do you like or dislike about the layout?
c) How do you find clarity of the instructions for the:

i) visual analogue scale?
ii) comments section?

d) What is you opinion of the time taken to complete the CPI?
( P r o b e ;  time to fill-out the CPI, time to deliver the evaluation.)

3 )  A c c u r a c y  a n d  r e l e v a n c e  o f  t h e  C P I  - The assumption is that: the performance criteria o f  
the CPI represent those required fo r  effective practice across the various clinical 
environments:

a) What do you think leads clinical instructors to closely adhere to or stray from the CPI 
guidelines?

b) How do you use Visual Analogue Scale, how useful do you find it to be?
( P r o b e :  Is it useful as a basis for grading?)

c) How do you use the comments section for each of the performance criteria?
( P r o b e :  Do you record observations (a) for the purpose of feedback; (b) to elaborate on 
the level of competence indicated on the VAS?)

d) How do you consider the performance criteria of the CPI to relate to the realities of 
clinical practice?
( P r o b e :  Is it comprehensive?)

e) How does the CPI enable you to provide an accurate report of a student’s level of 
competence?

f) How sensitive do you consider the CPI to be to the student’s changing performance?
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DISCLAIMER AS TO THE USE OF THE INSTRUMENT

T h e  A n ^ e r i c a n  P h y s i c a l  T h e r a p y  A s s o c i a t i o n  ( “ A P T A ” )  d i s c l a i m s  a n y  a n d  a l l  r e s p o n s i b i l i t y  f o r  t h e  

u s e  t o  w h i c h  a n y  p t h e r  p e r s o n  m a y  p u t  t h e  P h y s i c a l  T h e r a p i s t  C l i n i c a l  P e r f o r m a n c e  I n s t r u m e n t  

( “ I n s t r u m e n t ” ) .

I n  p a r t i c u l a r ,  t h e  I n s t r u m e n t  i s  n o t  d e s i g n e d  o r  i n t e n d e d  t o  c o n t r o l  t h e  m a n n e r  i n  w h i c h  a n y  

c l i n i c a l  e d u c a t i o n  s i t e  m a y  a s s e s s  o r  e v a l u a t e  a n y  s t u d e n t ’ s  c l i n i c a l  p e r f o r m a n c e  o r  t h e  g r a d i n g  

p o l i c y  o f  a n y  e d u c a t i o n a l  i n s t i t u t i o n .

T h e  A P T A  h a s  n o i c o n t r o l  o v e r  t h e  u s e  o f  t h e  I n s t r u m e n t  b y  a n y  c l i n i c a l  e d u c a t i o n  s i t e  o r  

e d u c a t i o n a l  i n s t i t u t i o n ,  a n d  t h e  A P T A  a s s u m e s  n o  r e s p o n s i b i l i t y  t o  a n y  p a r t y  ( i n c l u d i n g  c l i n i c a l  

e d u c a t i o n  s i t e s ,  e d u c a t i o n a l  i n s t i t u t i o n s ,  a n d  s t u d e n t s )  f o r  t h e  u s e  t o  w h i c h  t h e  I n s t r u m e n t  m a y  b e  

p u t  b y  ^ y  p e r s o n  o t h e r  t h a n  t h e  A P T A .
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INSTRUCTIONS FOR USING THE PHYSICAL THERAPIST 
CLINICAL PERFORMANCE INSTRUMENT

INTROpUCTION

A  p h y s i c a l  t h e r a p i s t  ( P T )  s t u d e n t  a s s e s s m e n t  s y s t e m  e v a l u a t e s  k n o w l e d g e ,  s k i l l s ,  a n d  a t t i t u d e s  a n d  

i n c o r p o r a t e s  m u l t i p l e  s o u r c e s  o f  i n f o r m a t i o n  t o  m a k e  d e c i s i o n s  a b o u t  r e a d i n e s s  t o  p r a c t i c e .  S o u r c e s  o f  

i n f o r m a t i o n  m a y  i n ç l u d e  c l i n i c a l  p e r f o r m a n c e  e v a l u a t i o n s  o f  s t u d e n t s ,  c l a s s r o o m  p e r f o r m a n c e  

e v a l u a t i o p s ,  s t u d e n t s ’ s e l f - a s s e s s m e n t s ,  p e e r  a s s e s s m e n t s ,  a n d  p a t i e n t * a s s e s s m e n t s .  T h e  s y s t e m  is  

i n t e n d e d  t o  e n a b l e  c l i n i c a l  e d u c a t o r s  a n d  a c a d e m i c  f a c u l t y  t o  o b t a i n  a  c o m p r e h e n s i v e  p e r s p e c t i v e  o f  

s t u d e n t s '  p r o g r e s s  t h r o u g h  t h e  c u r r i c u l u m  a n d  c o m p e t e n c e  t o  p r a c t i c e  a t  e n t r y - l e v e l .  T h e  u n i f o r m  

a d o p t i o n  o f  t h i s  i n s t r u m e n t  w i l l  e n s u r e  t h a t  a l l  p r a c t i t i o n e r s  e n t e r i n g  p r a c t i c e  h a v e  d e m o n s t r a t e d  a  c o r e  

s e t  o f  c l i p i c a !  a t t r i b u t e s .

A  c l i n i c a l  p e r f o r m a n c e  i n s t r u m e n t  i s  a  c e n t r a l  c o m p o n e n t  o f  t h e  a s s e s s m e n t  s y s t e m  a n d  i s  u s e d  b y  t h e  

a c a d e m i q  i n s t i t u t i o n  t o  e n s u r e  s t u d e n t s ’ r e a d i n e s s  f o r  p r a c t i c e .  T h i s  i n s t r u m e n t  h a s  u n d e r g o n e  p i l o t  a n d  

f i e l d  s tu c } ie s  a n d  i s  d e s i g n e d  t o  e v a l u a t e  s t u d e n t  c l i n i c a l  p e r f o r m a n c e  in  r e l a t i o n  t o  e n t r y - l e v e l  

c o m p e t e n c e  (see Tab—Studies Investigating the Physical Therapist Clinical Performance Instrument).
I t  i s  a p p l i c a b l e  t o  a  b r o a d  r a n g e  o f  c l i n i c a l  s e t t i n g s  a n d  t h r o u g h o u t  t h e  c o n t i n u u m  o f  c l i n i c a l  l e a r n i n g  

e x p e r i e n c e s .  E v e r y  p e r f o r m a n c e  c r i t e r i o n  i n  t h i s  i n s t r u m e n t  i s  i m p o r t a n t  t o  t h e  o v e r a l l  a s s e s s m e n t  o f  

c l i n i c a l  c o m p e t e n c e ,  a n d  m o s t  c r i t e r i a  a r e  o b s e r v a b l e  in  e v e r y  c l i n i c a l  e x p e r i e n c e .  I t  i s  s t r o n g l y  

r e c o m m e n d e d  t h a t  a l l  c r i t e r i a  b e  r a t e d  w h e n e v e r  p o s s i b l e .  I f  t h i s  i n s t r u m e n t  i s  a l t e r e d  f o r  u s e  in  s u c h  

s i t u a t i o n ÿ, i t  i s  in  v i o l a t i o n  o f  c o p y r i g h t .

COMPONENTS OF THE FORM

T l i e r c  a r ç  2 4  p e r f o q n a n c e  c r i t e r i a ,  w i t h  v i s u a l  a n a l o g  s c a l e s  ( V A S s )  f o r  e a c h  c r i t e r i o n .  S a m p l e  b e h a v i o r s  

a r e  i n c l u d e d  in  s h a d e d  b o x e s  f o r  e a c h  c r i t e r i o n .  S p a c e  f o r  c o m m e n t s  i s  p r o v i d e d ,  a s  w e l l  a s  b o x e s  t o  

i n d i c a t e  w h e n  p e r f o r m a n c e  i s  “ o f  s i g n i f i c a n t  c o n c e r n s , ”  “ w i t h  d i s t i n c t i o n , ”  o r  “ n o t  o b s e r v e d . ”

S u p e r s c r i p t  “ g ”

Perfornyince Criteria

Red Flag Item

A  s u p e r s c r i p t  “ g ”  a f t e r  a  w o r d  i n d i c a t e s  t h a t  t h e  w o r d  i s  d e f i n e d  i n  t h e  

g l o s s a r y .

I t e m s  n u m b e r e d  1 - 2 4  d e f i n e  p e r f o r m a n c e  a r e a s  t o  b e  e v a l u a t e d .  I n  t h e  

a g g r e g a t e ,  t h e s e  i t e m s  d e s c r i b e  a l l  e s s e n t i a l  a s p e c t s  o f  p r o f e s s i o n a l  

p r a c t i c e  o f  a  P T  c l i n i c i a n  p e r f o r m i n g  a t  e n t r y - l e v e l .

A  f l a g  (Çfj) t h e  l e f t  o f  a  p e r f o r m a n c e  c r i t e r i o n  i n d i c a t e s  a  “ r e d - f l a g ” 

i t e m .  T h e  f i v e  “ r e d - f l a g ”  i t e m s  ( n u m b e r e d  1 - 5 )  a r e  c o n s i d e r e d  

f o u n d a t i o n a l  e l e m e n t s  in  c l i n i c a l  p r a c t i c e .  D i f f i c u l t y  w i t h  a  

p e r f o r m a n c e  c r i t e r i o n  t h a t  i s  a  r e d - f l a g  i t e m  w a r r a n t s  i m m e d i a t e  

a t t e n t i o n  a n d  a  t e l e p h o n e  c a l l  t o  t h e  A C C E ,  a n d  m a y  i n c l u d e  

r e m e d i a t i o n  a n d / o r  d i s m i s s a l  f r o m  t h e  c l i n i c a l  e x p e r i e n c e .

Visual Analog Scale* I n d i v i d u a l  c o m p e t e n c i e s  in  t h e  C P I  a r e  e v a l u a t e d  u s i n g  a  V A S .  T h i s  

p r o v i d e s  a  c o n v e n i e n t  w a y  t o  i n d i c a t e  a  s t u d e n t ’s  l e v e l  o f  p e r f o r m a n c e ,  

r a n g i n g  f r o m  “ n o v i c e  c l i n i c a l  p e r f o r m a n c e ” * t o  “ e n t r y - l e v e l  

p e r f o r m a n c e . ” * P l a c e m e n t  o f  a  m a r k  o n  t h e  l i n e  i n d i c a t e s  t h e  s t u d e n t ’s  

c u r r e n t  l e v e l  o f  p e r f o r m a n c e  o n  a  p a r t i c u l a r  c o m p e t e n c y  r e l a t i v e  t o  

e n t r y - l e v e l  p e r f o r m a n c e .

11
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T h e  c o n t i n u o u s  n a t u r e  o f  t h e  r a t i n g  m a t c h e s  t h e  c o n t i n u o u s  n a t u r e  o f  th e  

s t u d e n t ’ s  e d u c a t i o n a l *  e x p e r i e n c e  a n d  s k i l l  d e v e l o p m e n t .  T h e  V A S  

p r o v i d e s  m a x i m u m  s e n s i t i v i t y  t o  f i n e  g r a d a t i o n s  ( 0  t o  1 0 0 - m m  l i n e )  in  

p e r f o r m a n c e  t h a t  m i g h t  b e  m i s s e d  b y  a  c r u d e r  n u m e r i c a l  r a t i n g  s c a l e  ( e g ,  

f i v e - p o i n t  s c a l e ) .  T h i s  i s  p a r t i c u l a r l y  i m p o r t a n t  f o r  t h e  e v a l u a t i o n  o f  

i n d i v i d u a l  s t u d e n t s .  T h e  l a c k  o f  r a t i n g  n u m b e r s  o r  o t h e r  l a b e l s  a l s o  

a v o i d s  t h e  i n h e r e n t  “ g r a d e ”  v a l u e s  t h a t  o f t e n  a c c o m p a n y  u s e  o f  s c a l e  

p o i n t s  a n d  i n s t e a d  e m p h a s i z e s  t h e  d i s t a n c e  f r o m  t h e  e n t r y - l e v e l  

c r i t e r i o n .

S a m p l e  I J c h a v i o r s

S i g n i f i c a n t  C o n c e r n s  

B o x

W i t h  D i s t i n c t i o n  B o x

N o t  O b s e r v e d  B o x

T h e  s a m p l e  o f  c o m m o n l y  o b s e r v e d  b e h a v i o r s  ( d e n o t e d  w i t h  l o w e r - c a s e  

l e t t e r s  i n  s h a d e d  b o x e s )  f o r  e a c h  c r i t e r i o n  m a y  b e  u s e d  t o  g u i d e  

a s s e s s m e n t  o f  s t u d e n t s ’ c o m p e t e n c e  r e l a t i v e  t o  t h e  p e r f o r m a n c e  c r i t e r i a .  

G i v e n  t h e  u n i q u e n e s s  a n d  c o m p l e x i t y  o f  c l i n i c a l  p r a c t i c e ,  t h e  b e h a v i o r s  

p r o v i d e d  a r e  n o t  m e a n t  t o  b e  a n  e x h a u s t i v e  l i s t .  T h e r e  m a y  b e  a d d i t i o n a l  

o r  a l t e r n a t i v e  b e h a v i o r s  r e l e v a n t  a n d  c r i t i c a l  t o  a  g i v e n  c l i n i c a l  s e t t i n g .  

C o n s e q u e n t l y ,  a l l  l i s t e d  b e h a v i o r s  n e e d  n o t  b e  p r e s e n t  t o  r a t e  s t u d e n t s  a t  

e n t r y - l e v e l  o n  t h e  V A S .  S a m p l e  b e h a v i o r s  a r e  n o t  l i s t e d  in  o r d e r  o f  

p r i o r i t y ,  b u t  m o s t  b e h a v i o r s  a r e  p r e s e n t e d  i n  l o g i c a l  o r d e r .

C h e c k i n g  t h i s  b o x  i n d i c a t e s  t h a t  t h e  s t u d e n t ’s  p e r f o r m a n c e  o n  t h i s  

c r i t e r i o n  i s  u n a c c e p t a b l e  a n d  p l a c e s  t h e  s t u d e n t  a t  r i s k  o f  f a i l i n g  t h i s  

c l i n i c a l  e x p e r i e n c e .  W h e n  t h e  S i g n i f i c a n t  C o n c e r n s  B o x  i s  c h e c k e d ,  

w r i t t e n  c o m m e n t s  a r e  r e q u i r e d  a n d  a  p h o n e  c a l l  ( ‘̂ )  i s  p l a c e d  t o  t h e  

A C C E .  A  b o x  i s  p r o v i d e d  f o r  m i d t e r m  a n d  f i n a l  a s s e s s m e n t s .

C h e c k i n g  t h i s  b o x  i n d i c a t e s  t h a t  t h e  s t u d e n t ’s  p e r f o r m a n c e  o n  t h i s  

c r i t e r i o n  e x c e e d s  e x p e c t a t i o n s  f o r  t h e  c l i n i c a l  e x p e r i e n c e .  R e c o r d  in  

t h e  a p p r o p r i a t e  M i d t e r m  ( M )  a n d / o r  F i n a l  ( F )  b o x .

C h e c k i n g  t h i s  b o x  i n d i c a t e s  t h a t  t h e  s t u d e n t ’ s  p e r f o r m a n c e  o n  t h i s  

c r i t e r i o n  w a s  n o t  o b s e r v e d .  R e c o r d  i n  t h e  a p p r o p r i a t e  M i d t e r m  ( M )  

a n d / o r  F i n a l  ( F )  b o x .  T h e  N o t  O b s e r v e d  B o x  r a r e l y  s h o u l d  b e  u s e d .  I f  

y o u  a r e  c o n s i d e r i n g  m a r k i n g  t h i s  b o x  r e l a t i v e  t o  a  s p e c i f i c  c r i t e r i o n ,  

p l e a s e  c a r e f u l l y  r e v i e w  t h e  s a m p l e  b e h a v i o r s  l o c a t e d  i n  t h e  s h a d e d  b o x  

f o r  t h a t  c r i t e r i o n .

C o m m e n t s N a r r a t i v e  c o m m e n t s  s h o u l d  b e  p r o v i d e d  b y  t h e  c l i n i c a l  i n s t r u c t o r *  ( C l )  t o  

e l a b o r a t e  o n  o r  c l a r i f y  s t u d e n t s ’ p e r f o r m a n c e  r a t i n g s .  C o m m e n t s  a r e  

e n c o u r a g e d  f o r  e a c h  p e r f o r m a n c e  c r i t e r i o n .  T h e s e  c o m m e n t s  m a y  

i n c l u d e  c r i t i c a l  i n c i d e n t s ,  p r o b l e m  o r  d e f i c i t  a r e a s ,  a n d / o r  e x e m p l a r y  

a r e a s  o f  p e r f o r m a n c e .  C o m m e n t s  a r e  r e q u i r e d  w h e n  t h e  S i g n i f i c a n t  

C o n c e r n s  B o x  h a s  b e e n  c h e c k e d ,  w h e n  a  s t u d e n t ’ s  p e r f o r m a n c e  i s  

b e l o w  e n t r y - l e v e l  a t  t h e  e n d  o f  t h e  f i n a l  c l i n i c a l  e x p e r i e n c e ,  a n d  f o r  

d e f i c i e n c i e s  i n  p s y c h o m o t o r  s k i l l s .  C o m m e n t s  a r e  a l s o  r e q u i r e d  

w h e n  t h e  “ w i t h  d i s t i n c t i o n ”  b o x  i s  c h e c k e d .

I l l
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Sumina||ive Comments T h e  s u m m a t i v e  c o m m e n t s  s e c t i o n  p r o v i d e s  a  m e c h a n i s m  f o r  t h e  c l i n i c a l  

i n s t r u c t o r  t o  i d e n t i f y ,  c l a r i f y ,  a n d  h i g h l i g h t  s t u d e n t s ’ o v e r a l l  

p e r f o r m a n c e  a s  r e l a t e d  t o  t h e i r  a r e a s  o f  s t r e n g t h ,  a r e a s  n e e d i n g  

i m p r o v e m e n t ,  a n d  o t h e r  r e l e v a n t  c o m m e n t s  d u r i n g  m i d t e r m  a n d  f i n a l  

e v a l u a t i o n s .  T h e s e  c o m m e n t s  s h o u l d  b e  b a s e d  o n  t h e  s t u d e n t ’ s  

p e r f o r m a n c e  r e l a t i v e  t o  o b j e c t i v e s  f o r  t h e  c l i n i c a l  e x p e r i e n c e .  F o r  

i n t e r m e d i a t e  c l i n i c a l  e x p e r i e n c e s ,  a  s t u d e n t  r a t e d  b e l o w  e n t r y - l e v e l  o n  

t h e  V A S  m a y ,  in  f a c t ,  m e e t  o r  e x c e e d  o b j e c t i v e s  f o r  t h a t  e x p e r i e n c e .

USING THE FORM

P r o p e r  u q e  o f  t h e  C P I  r e q u i r e s  n o t  o n l y  k n o w l e d g e  o f  a l l  i t s  c o m p o n e n t s ,  b u t  c o n s i d e r a t i o n  o f  h o w  t o  

r e c o r d  y q u r  o b s e r v a t i o n s  a n d  i n t e r p r e t a t i o n s  o f  t h e  s t u d e n t s  p e r f o r m a n c e .  A p p e n d i x  A  p r o v i d e s  t h r e e  

e x a m p l e ^  o f  h o w  o t i e  p e r f o r m a n c e  c r i t e r i o n  m i g h t  b e  e v a l u a t e d  a t  m i d t e r m  a n d  f i n a l  e v a l u a t i o n s .

Clinical Instructor T h e  C l ( s )  w i l l  a s s e s s  a  s t u d e n t ’s  p e r f o r m a n c e  a n d  c o m p l e t e  t h e  

i n s t r u m e n t  a t  m i d t e r m  a n d  f i n a l  e v a l u a t i o n  p e r i o d s .  S o u r c e s  o f  

i n f o r m a t i o n  m a y  i n c l u d e ,  b u t  a r e  n o t  l i m i t e d  t o ,  C I s ,  o t h e r  P T s ,  P T A s ,  

o t h e r  p r o f e s s i o n a l s ,  p a t i e n t s ,  a n d  s t u d e n t s .  M e t h o d s  o f  d a t a  c o l l e c t i o n  

m a y  i n c l u d e  d i r e c t  o b s e r v a t i o n ,  v i d e o t a p e s ,  d o c u m e n t a t i o n *  r e v i e w ,  ro le *  

p l a y i n g ,  i n t e r v i e w s ,  s t a n d a r d i z e d  p r a c t i c a l  a c t i v i t i e s ,  p o r t f o l i o s ,  j o u r n a l s ,  

c o m p u t e r - g e n e r a t e d  t e s t s ,  a n d  p a t i e n t  a n d  o u t c o m e *  s u r v e y s .  C l i n i c a l  

e d u c a t o r s  s h o u l d  f e e l  f r e e  t o  u s e  m u l t i p l e  s o u r c e s  a n d  m e t h o d s  t o  a s s e s s  

s t u d e n t  c l i n i c a l  p e r f o r m a n c e .  T h e  C l  r e v i e w s  t h e  c o m p l e t e d  i n s t r u m e n t  

f o r m a l l y  w i t h  t h e  s t u d e n t  a t  m i d t e r m  e v a l u a t i o n  a n d  a t  t h e  e n d  o f  t h e  

c l i n i c a l  e x p e r i e n c e  a n d  s i g n s  t h e  s i g n a t u r e  p a g e  ( 2 7 )  f o l l o w i n g  e a c h  

e v a l u a t i o n .

Student

Recording 
Performance Rating

V Marking

S t u d e n t ( s )  a s s e s s  t h e i r  o w n  p e r f o r m a n c e  o n  a  s e p a r a t e  c o p y  o f  t h e  

i n s t r u m e n t .  T h e  s t u d e n t  r e v i e w s  t h e  c o m p l e t e d  f o r m  w i t h  t h e  C l  a t  

m i d t e r m  e v a l u a t i o n  a n d  a t  t h e  e n d  o f  t h e  c l i n i c a l  e x p e r i e n c e  a n d  s i g n s  

t h e  s i g n a t u r e  p a g e  ( 2 7 )  f o l l o w i n g  e a c h  e v a l u a t i o n .

T h e  s a m e  V A S  is  u s e d  f o r  m i d t e r m  a n d  f i n a l  e v a l u a t i o n s .  O n e  v e r t i c a l  

l i n e  i s  p l a c e d  o n  t h e  V A S  a t  t h e  a p p r o p r i a t e  p o i n t  i n d i c a t i n g  t h e  m i d ­

t e r m  e v a l u a t i o n  r a t i n g ,  a n d  o n e  v e r t i c a l  l i n e  i s  p l a c e d  o n  t h e  V A S  a t  t h e  

a p p r o p r i a t e  p o i n t  i n d i c a t i n g  t h e  f i n a l  e v a l u a t i o n  r a t i n g .  L a b e l  t h e  m i d ­

t e r m  e v a l u a t i o n  l i n e  w i t h  a n  “ M ”  a b o v e  t h e  l i n e ,  a n d  l a b e l  t h e  f i n a l  

e v a l u a t i o n  l i n e  w i t h  a n  “ F ”  a b o v e  t h e  l i n e .  O n c e  t h e  f o r m  i s  c o m p l e t e ,  

t h e r e  w i l l  b e  t w o  v e r t i c a l  l i n e s  o n  t h e  V A S ,  o n e  f o r  t h e  m i d t e r m  

e v a l u a t i o n  r a t i n g  a n d  o n e  f o r  t h e  f i n a l  e v a l u a t i o n  r a t i n g  (see Appendix A 
— Examples). A  n e w  C P I  w i l l  b e  u s e d  f o r  e a c h  c l i n i c a l  e x p e r i e n c e .

M a r k i n g  t h e  V A S  r e q u i r e s  y o u  t o  u s e  y o u r  p r o f e s s i o n a l  j u d g m e n t  t o  

d e t e r m i n e  w h e t h e r  t h e  s t u d e n t ’ s  p e r f o r m a n c e  i s  c o n s i s t e n t  w i t h  e n t r y -  

l e v e l  p r a c t i c e  in  y o u r  s p e c i f i c  s e t t i n g .  B e f o r e  j u d g i n g  e a c h  o f  t h e  

p e r f o r m a n c e  c r i t e r i a ,  c o n s i d e r  e a c h  o f  t h e  f i v e  p e r f o r m a n c e  d i m e n s i o n s  

l i s t e d  o n  t h e  n e x t  p a g e ;

IV
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Anchors.

Q u a l i t y *  o f  c a r e

S u p e r v i s i o n / g u i d a n c e  r e q u i r e d *

C o n s i s t e n c y *  o f  p e r f o r m a n c e  

C o m p l e x i t y  o f  t a s k s / e n v i r o n m e n t *

E f f i c i e n c y *  o f  p e r f o r m a n c e

T h e s e  p e r f o r m a n c e  d i m e n s i o n s  a r e  c o m m o n  t o  a l l  t y p e s  a n d  l e v e l s  o f  

p e r f o r m a n c e .  H o w e v e r ,  y o u r  e x p e c t a t i o n s  m a y  c h a n g e  i n  e a c h  

d i m e n s i o n  a s  t h e  s t u d e n t  p r o g r e s s e s  t o w a r d  e n t r y  i n t o  p r o f e s s i o n a l  

p r a c t i c e .  A s  a  r e m i n d e r ,  t h e  p e r f o r m a n c e  d i m e n s i o n s  t o  b e  c o n s i d e r e d  

w h e n  m a r k i n g  t h e  V A S  a r e  p r o v i d e d  w i t h  e a c h  p e r f o r m a n c e  c r i t e r i a  o n  

t h e  b o t t o m  o f  t h e  p a g e .

Q u a l i t y  r e f e r s  t o  t h e  d e g r e e  o f  s k i l l  o r  c o m p e t e n c e  d e m o n s t r a t e d ,  t h e  

r e l a t i v e  e f f e c t i v e n e s s  o f  t h e  p e r f o r m a n c e ,  a n d  t h e  e x t e n t  t o  w h i c h  

o u t c o m e s  m e e t  t h e  d e s i r e d  g o a l s .*  A  c o n t i n u u m  o f  q u a l i t y  m i g h t  r a n g e  

f r o m  d e m o n s t r a t i o n  o f  l i m i t e d  s k i l l  t o  a  h i g h l y  s k i l l e d  p e r f o r m a n c e .  A  

s t u d e n t  w h o  e x h i b i t s  h i g h  s k i l l  in  p e r f o r m a n c e  b u t  l o w  e f f i c i e n c y  o r  

e f f e c t i v e n e s s  w o u l d  b e  m a r k e d  l o w e r  o n  t h e  V A S  t h a n  o n e  w h o s e  

p e r f o r m a n c e  c o m b i n e d  h i g h  s k i l l  w i t h  h i g h  e f f i c i e n c y  o r  e f f e c t i v e n e s s .

S u p e r v i s i o n / g u i d a n c e  r e q u i r e d  r e f e r s  t o  t h e  l e v e l  a n d  e x t e n t  o f  

a s s i s t a n c e  r e q u i r e d  b y  t h e  s t u d e n t  t o  a c h i e v e  e n t r y - l e v e l  p e r f o r m a n c e .

A s  a  s t u d e n t  p r o g r e s s e s  t h r o u g h  c l i n i c a l  e d u c a t i o n  e x p e r i e n c e s , *  t h e  

d e g r e e  o f  m o n i t o r i n g  n e e d e d  i s  e x p e c t e d  t o  p r o g r e s s  f r o m  f u l l - t i m e  

m o n i t o r i n g  o r  c u i n g  f o r  a s s i s t a n c e  t o  i n d e p e n d e n t  p e r f o r m a n c e  w i t h  

c o n s u l t a t i o n . *  T h e  d e g r e e  o f  s u p e r v i s i o n  a n d  g u i d a n c e  m a y  v a r y  w i t h  t h e  

c o m p l e x i t y  o f  t h e  p a t i e n t  o r  e n v i r o n m e n t .

C o n s i s t e n c y  r e f e r s  t o  t h e  f r e q u e n c y  o f  o c c u r r e n c e s  o f  d e s i r e d  b e h a v i o r s  

r e l a t e d  t o  t h e  p e r f o r m a n c e  c r i t e r i o n .  A s  a  s t u d e n t  p r o g r e s s e s  t h r o u g h  

c l i n i c a l  e d u c a t i o n  e x p e r i e n c e s ,  c o n s i s t e n c y  o f  q u a l i t y  p e r f o r m a n c e  i s  

e x p e c t e d  t o  p r o g r e s s  f r o m  i n f r e q u e n t l y  t o  r o u t i n e l y .

C o m p l e x i t y  o f  t a s k s / e n v i r o n m e n t  r e f e r s  t o  t h e  m u l t i p l e  r e q u i r e m e n t s  

o f  t h e  p a t i e n t  o r  e n v i r o n m e n t .  T h e  c o m p l e x i t y  o f  t h e  e n v i r o n m e n t  c a n  b e  

a l t e r e d  b y  c o n t r o l l i n g  t h e  n u m b e r  a n d  t y p e s  o f  e l e m e n t s  t o  b e  c o n s i d e r e d  

in  t h e  p e r f o r m a n c e ,  i n c l u d i n g  p a t i e n t s ,  e q u i p m e n t ,  i s s u e s ,  e t c .  A s  a  

s t u d e n t  p r o g r e s s e s  t h r o u g h  c l i n i c a l  e d u c a t i o n  e x p e r i e n c e s ,  t h e  

c o m p l e x i t y  o f  t a s k s / e n v i r o n m e n t  s h o u l d  i n c r e a s e ,  w i t h  f e w e r  e l e m e n t s  

b e i n g  c o n t r o l l e d  b y  t h e  C l .

E f f i c i e n c y  r e f e r s  t o  t h e  a b i l i t y  t o  p e r f o r m  in  a  c o s t - e f f e c t i v e  a n d  t i m e l y  

m a n n e r .  A s  t h e  s t u d e n t  p r o g r e s s e s  t h r o u g h  c l i n i c a l  e d u c a t i o n  

e x p e r i e n c e s ,  e f f i c i e n c y  s h o u l d  p r o g r e s s  f r o m  a  h i g h  e x p e n d i t u r e  o f  t i m e  

a n d  e f f o r t  t o  e c o n o m i c a l  a n d  t i m e l y .

N o v i c e  c l i n i c a l  p e r f o r m a n c e  i n d i c a t e s  a  s t u d e n t  w h o  p r o v i d e s  q u a l i t y  

c a r e  o n l y  w i t h  u n c o m p l i c a t e d  p a t i e n t s  a n d  a  h i g h  d e g r e e  o f  s u p e r v i s i o n .
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W i t h o u t  c l o s e  s u p e r v i s i o n ,  t h e  s t u d e n t ’s  p e r f o r m a n c e  a n d  c l i n i c a l  

d e c i s i o n  m a k i n g  a r e  i n c o n s i s t e n t  a n d  r e q u i r e  c o n s t a n t  m o n i t o r i n g  a n d  

f e e d b a c k .  T h i s  i s  t y p i c a l l y  a  s t u d e n t  w h o  i s  i n e x p e r i e n c e d  in  c l i n i c a l  

p r a c t i c e  o r  w h o  p e r f o r m s  a s  t h o u g h  h e  o r  s h e  h a s  h a d  l i m i t e d  o r  n o  

o p p o r t u n i t y  t o  a p p l y  a c a d e m i c  k n o w l e d g e  o r  c l i n i c a l  s k i l l s .

E n t r y - l e v e l  p e r f o r m a n c e  o n  t h e  V A S  i n d i c a t e s  a  s t u d e n t  w h o  

c o n s i s t e n t l y  a n d  e f f i c i e n t l y  p r o v i d e s  q u a l i t y  c a r e  w i t h  s i m p l e  o r  c o m p l e x  

p a t i e n t s  a n d  in  a  v a r i e t y  o f  c l i n i c a l  e n v i r o n m e n t s .  T h e  s t u d e n t  u s u a l l y  

n e e d s  n o  g u i d a n c e  o r  s u p e r v i s i o n  e x c e p t  w h e n  a d d r e s s i n g  n e w  o r  

c o m p l e x  s i t u a t i o n s .

A p p e n d i x  A  p r o v i d e s  t h r e e  c o m p l e t e d  e x a m p l e s  o f  a  s t u d e n t ’ s  

p e r f o r m a n c e  o n  t h e  s a m e  c r i t e r i o n — E x a m i n a t i o n .  T w o  e x a m p l e s  

i l l u s t r a t e  c o m p e t e n t  a n d  n o n c o m p e t e n t  s t u d e n t  p e r f o r m a n c e s  o n  f i n a l  

c l i n i c a l  e x p e r i e n c e s ,  a n d  o n e  e x a m p l e  p o r t r a y s  s a t i s f a c t o r y  s t u d e n t  

p e r f o r m a n c e  d u r i n g  a n  i n t e r m e d i a t e  c l i n i c a l  e x p e r i e n c e .  T h e s e  e x a m p l e s  

a s s i s t  t h e  e v a l u a t o r  in  u n d e r s t a n d i n g  h o w  t o  m a r k  t h e  V A S  a n d  r e l a t e d  

b o x e s ,  h o w  t o  s u b s t a n t i a t e  m a r k i n g s  w i t h  c o m m e n t s  t h a t  s e r v e  t o  c l a r i f y  

a n d  o b j e c t i v e l y  d e s c r i b e  s t u d e n t  p e r f o r m a n c e ,  h o w  t o  u s e  t h e  f i v e  

p e r f o r m a n c e  d i m e n s i o n s  a n d  s a m p l e  b e h a v i o r s  in  e v a l u a t i n g  s t u d e n t s ,  

a n d  h o w  t h e  l e v e l  o f  c l i n i c a l  e x p e r i e n c e  m a y  i n f l u e n c e  p e r f o r m a n c e  

e x p e c t a t i o n s .

A l l  r a t i n g  s c a l e s  ( n u m e r i c a l  a n d  V A S )  a r e  s u s c e p t i b l e  t o  s i m i l a r  

r e s p o n s e  b i a s e s .  T h e  m o s t  c o m m o n  p r o b l e m s  a r e  h a l o  b i a s  a n d  l e n i e n c y .  

H a l o  b i a s  o c c u r s  w h e n  a  g l o b a l  i m p r e s s i o n  o f  t h e  s t u d e n t  ( e g ,  g e n e r a l  

l i k i n g )  i n f l u e n c e s  s p e c i f i c  r a t i n g s .  T h i s  l e a d s  i n d i v i d u a l  b e h a v i o r s  t o  b e  

m o r e  h i g h l y  c o r r e l a t e d  t h a n  i s  a c t u a l l y  t r u e  a n d  t e n d s  t o  a r t i f i c i a l l y  

i n c r e a s e  o r  d e c r e a s e  a l l  e v a l u a t i o n s  in  r e s p o n s e  t o  t h e  o v e r a l l  

i m p r e s s i o n .  T h i s  b i a s  i s  a v o i d e d  b y  c a r e f u l  a t t e n t i o n  t o  t h e  s p e c i f i c  

b e h a v i o r a l  c r i t e r i a  r e q u i r e d  f o r  e a c h  i n d i v i d u a l  c o m p e t e n c y  a n d  b y  

c o n s c i o u s  s u p p r e s s i o n  o f  g e n e r a l  i m p r e s s i o n s .  L e n i e n c y  i s  t h e  t e n d e n c y  

t o  a v o i d  h a r s h  e v a l u a t i o n s ,  u s u a l l y  t o  a v o i d  t h e  d i s c o m f o r t  a s s o c i a t e d  

w i t h  d e l i v e r i n g  b a d  n e w s  a n d  i t s  a f f e c t  o n  a  s t u d e n t ’ s  m o r a l e .  T h i s  b i a s  

c a n  b e  r e d u c e d  b y  r e c o g n i z i n g  t h a t  s t u d e n t s  m a y  a c h i e v e  t h e  e n t r y - l e v e l  

c r i t e r i o n  m o r e  e f f i c i e n t l y  i f  t h e y  a r e  p r o v i d e d  w i t h  a c c u r a t e  p e r f o r m a n c e  

f e e d b a c k .
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T h e  A C C E  r e v i e w s  t h e  c o m p l e t e d  f o r m  a t  t h e  e n d  o f  t h e  c l i n i c a l  

e x p e r i e n c e  a n d  a s s i g n s  a  g r a d e  a c c o r d i n g  t o  i n s t i t u t i o n  p o l i c y .  A  

n u m b e r  o f  v a r i a b l e s  m a y  b e  c o n s i d e r e d  w h e n  a s s i g n i n g  a  g r a d e  a n d  

d e t e r m i n i n g  t h e  s u c c e s s  o f  t h e  e x p e r i e n c e .

E a c h  a c a d e m i c  i n s t i t u t i o n  d e t e r m i n e s  w h a t  c o n s t i t u t e s  s a t i s f a c t o r y  

p e r f o r m a n c e .  D e s p i t e  t h e  l a c k  o f  q u a n t i t a t i v e l y  e x p l i c i t  n u m b e r s ,  t h e  

V A S  c a n  b e  s c o r e d  f o r  g r a d i n g  p u r p o s e .  E a c h  l i n e  i s  1 0 0  m m  in  l e n g t h ,  

a l l o w i n g  a  n u m b e r  f r o m  0  t o  1 0 0  t o  b e  a s s i g n e d  e a s i l y  t o  a n y  m a r k .  

G r a d i n g  d e c i s i o n s  m a y  c o n s i d e r :  ( a )  t h e  r e l a t i v e  w e i g h t i n g  o r

VI
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i m p o r t a n c e  o f  e a c h  i t e m ,  ( b )  t h e  l e v e l  o f  s t u d e n t  p e r f o r m a n c e  a l o n g  t h e  

1 0 0 - m m  V A S  l i n e s  a s  a  s u m  ( a g g r e g a t e )  o f  a l l  p e r f o r m a n c e  c r i t e r i a  

s c o r e s  o r  a v e r a g e  V A S  s c o r e s ,  ( c )  w h e t h e r  o r  n o t  “ s i g n i f i c a n t  c o n c e r n s ”  

o r  “ w i t h  d i s t i n c t i o n ”  b o x e s  a r e  c h e c k e d ,  a n d  ( d )  t h e  C l ’s  n a r r a t i v e  

c o m m e n t s .

F o r  e x a m p l e ,  a n  i n s t i t u t i o n  m a y  a s s i g n  a  p a s s i n g  g r a d e  o n  a  s e c o n d  

c l i n i c a l  e x p e r i e n c e  w h e r e  t h e  f o l l o w i n g  c o n d i t i o n s  w e r e  m e t ;  ( I )  e n t r y -  

l e v e l  ( i e ,  a  s c o r e  o f  1 0 0 )  w a s  a c h i e v e d  o n  e a c h  o f  t h e  “ r e d  f l a g ”  i t e m s ,  

( 2 )  n o  “ s i g n i f i c a n t  c o n c e r n s  b o x e s ”  w e r e  c h e c k e d ,  a n d  ( 3 )  t h e  a v e r a g e  

s c o r e  f o r  t h e  2 4  V A S  i t e m s  w a s  a t  l e a s t  7 5  ( m a x i m u m  s c o r e  o f  1 0 0 ) .

■ A c a d e m i c  i n s t i t u t i o n s  m a y  w a n t  t o  d e v e l o p  g r a d i n g  s c h e m e s  b a s e d  o n  

n o r m a t i v e  d a t a  a c c u m u l a t e d  o v e r  t i m e  o n  t h e i r  o w n  s t u d e n t s  a t  v a r i o u s  

l e v e l s  o f  e x p e r i e n c e .  I t  i s  e x p e c t e d  t h a t  a  s t u d e n t  w i l l  a c h i e v e  e n t r y -  

l e v e l  o n  e v e r y  p e r f o r m a n c e  c r i t e r i o n ,  s i g n i f y i n g  r e a d i n e s s  t o  e n t e r  t h e  

p r o f e s s i o n ,  b y  t h e  e n d  o f  t h e  f i n a l  c l i n i c a l  e x p e r i e n c e .

S u p p o r t  S e r v i c e s  ■ F o r  s u p p o r t  r e g a r d i n g  t h e  u s e  o f  t h e  C P I  f o r  i n f o r m a t i o n  n o t  f o u n d  in  t h e

D i r e c t i o n s ,  r e a d  t h e  s e c t i o n  in  t h e  m a n u a l  t i t l e d  “ U s i n g  t h e  C l i n i c a l  

P e r f o r m a n c e  I n s t r u m e n t ”  a n d  “ R e s p o n s e s  t o  F r e q u e n t l y  A s k e d  

Q u e s t i o n s  P e r t a i n i n g  t o  t h e  P h y s i c a l  T h e r a p i s t  C l i n i c a l  P e r f o r m a n c e  

I n s t r u m e n t ”  o r  r e v i e w  r e s p o n s e s  t o  f r e q u e n t l y  a s k e d  q u e s t i o n s  ( F A Q s )  

o n  A P T A ’s  H o m e  P a g e  ( h t t p : / / w w w . a p t a . o r g )  u n d e r  E d u c a t i o n .  Y o u  

m a y  a l s o  w i s h  t o  c o n t a c t  t h e  a c a d e m i c  i n s t i t u t i o n  o r  i n d i v i d u a l  A C C E ,  

a n d / o r  c o n t a c t  A P T A ’ s  D e p a r t m e n t  o f  P h y s i c a l  T h e r a p y  E d u c a t i o n .
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CLINICAL PERFORM ANCE INSTRUM ENT  
PHYSICAL THERAPIST STUDENT

STUDENT INFORMATION

Student’s Name:

D a t e  o f  C l i n i c a l  E x p e r i e n c e : C o u r s e  N u m b e r :

A C A D E M I C  P R O G R A M  I N F O R M A T I O N  

N a m e  o f  A c a d e m i c  I n s t i t u t i o n :

A d d r e s s :

( D e p a r t m e n t ) ( S t r e e t )

( C i t y )

P h o n e :  (_______ )

E - m a i l :

( S t a t e ) ( Z i p )

e x t . F a x :  (_

C L I N I C A L  E D U C A T I O N  S I T E  I N F O R M A T I O N

N a m e  o f  C l i n i c a l  S i t e : ______________________________________

A d d r e s s :

( D e p a r t m e n t ) ( S t r e e t )

( C i t y )

P h o n e :  (_______ )

E - m a i l :

e x t .

( S t a t e ) ( Z i p )

F a x :  (_

C l i n i c a l  I n s t r u c t o r ’ s  N a m e :

C l i n i c a l  I n s t r u c t o r ’ s  N a m e :

C l i n i c a l  I n s t r u c t o r ’s  N a m e :

C e n t e r  C o o r d i n a t o r  o f  C l i n i c a l  E d u c a t i o n ’ s  N a m e :

V ll l
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CLINICAL PERFORMANCE INSTRUMENT 
PHYSICAL THERAPIST STUDENT

1. Practices in a safe manner that minimizes risk to patient,^ self, and others.

M O  p O
Not

Observed
Novice Clinical 
Performance*

Entry-Level
Performance*

M O  p d
With

Distinction

SAMPLE BEHAVIORS
a) Observes health and safety regulations.
b) Maintains safe working environment.
c) Recognizes physiological and psychological changes in patients and 

adjusts treatment* accordingly.
d) Demonstrates awareness o f  contraindications and precautions of 

treatment.
e) Requests assistance when necessary.
f) Uses acceptable techniques for safe handling o f  patients.
g) Protects welfare o f  self, patient, and others in emergency situations.

Significant Concerns: Check below if performance on this criterion places student at risk
of failing this clinical experience.

^  Midterm d l Final EH
Midterm Comments:

Final Comments:

QUALIT)- OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED f  CONSISTENCY OF PERFORMANCE 
f  COMPLEXITY OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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ŜX\ 2. Presents self in a professional manner.

M □  p d

Not
Observed

Novice Clinical 
Performance

M d p d

Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
a) Accepts responsibility for own actions.
b) Is punctual and dependable.
c) Completes scheduled assignments in a timely manner.
d) Wears attire consistent with expectations o f  the practice setting.
e) Demonstrates initiative.
f) Abides by the policies and procedures o f the practice setting.
g) Adapts to change.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

^  Midterm EH Final □

Midterm Comments:,

Final Comments:

QUALITY OF CARE 4 SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORMANCE
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d
3. Demonstrates professional behavior during interactions with others.

M □  F Ü

Not
Observed

N ovice Clinical 
Performance

M O  f C ]

Entry-Level
Perform ance

W ith
Distinction

SAMPLE BEHAVIORS
a) Maintains productive working relationships with patients, families. C l,,a n d  

others.
b) Treats others with positive regard, dignity, respect, and compassion.
c) Maintains confidentiality.
d) Demonstrates behaviors that contribute to a positive work environment.
e) Accepts criticism without defensiveness.
f) Manages conflict in constructive ways.
g) Makes choices after considering the consequences to self and others.
h) Assumes responsibility for choices made in situations presenting legal or  

ethical dilemmas.
i) Maintains patient privacy and modesty (eg, draping, confidentiality).

Significant Concerns: Check below if performance on this criterion p laces student a t risk
of failing this clinical experience.

Midterm O F i n a l  □

Midterm Comments:.

Final Comments:.

QUALITY OF CARE ♦ SUPERMSION/GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXlTi' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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\ J J  4. Adheres to ethical practice standards.

M □  f D

Not
Observed

M □  f D
Novice Clinical 
Performance

Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
a) Abides by relevant ethical codes and standards o f  practice 

guidelines.
b) Adheres to institutional policy and procedures.
c) Identifies situations in which ethical questions are present.
d) Reports violations o f  ethical practice.

Significant Concerns: Check below if  performance on this criterion places student at risk 
of failing this clinical experience.

Midterm EH Final EH

Midterm Comments:

Final Comments:

QU AUn' OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXin- OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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y
5. Adheres to legal practice standards.

M □  F Ü

Not
Observed

Novice Clinical 
Performance

M □  f D

Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
a) Abides by pertinent state (province) and federal laws and 

regulations, including those applying to state licensure laws.
b) Identifies situations in which legal questions are present.
c) Reports violations o f laws governing practice o f  physical therapy.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

Midterm EH Final □

Midterm Comments:

Final Comments:

Q U A im ' OF CARE ♦ SUPERVISION/GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXin- OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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6. Communicates in ways that arc congruent with situational needs.

M □  p d

Not
Observed

Novice Clinical 
Performance

Entry-Level
Performance

M d p d
With

Distinction

SAMPLE BEHAVIORS
a) Communicates, verbally and nonverbally, in a professional and timely 

manner.
b) Initiates communication in difficult situations.
c) Selects the most appropriate person(s) with whom to communicate.
d) Communicates respect for the roles and contributions o f all participants in 

patient care.
e) Listens actively and attentively to understand what is being communicated 

by others.
f) Demonstrates professionally and technically correct verbal communication.
g) Communicates using nonverbal messages that are consistent with intended 

message.
h) Interprets and responds to the nonverbal communication o f others.
i) Evaluates effectiveness o f  his/her own communication and modifies 

communication accordingly.

Significant Concerns: Check below if performance on this criterion places student at risk
of failing this clinical experience.

Midterm CH Final □
Midterm Comments:

Final Comments:

OUALITY' OF CARE 4 SUPER VISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4  COMPLEXin' OF TASKS/ENVIRONMENT 4  EFFICIENCY OF PERFORM.ANCE
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7. Produces documentation^ to support the delivery of physical therapy services.

M o  p d

Not
Observed

Novice Clinical 
Performance

M d p d

Entry-Level
Performance

With
Distinction

a)

b)

c)

d)

e)
f)

SAMPLE BEHAVIORS 
Selects relevant information to document the delivery o f physical 
therapy patient care.
Documents all aspects o f  physical therapy care, including screening,* 
examination,* evaluation,* plan o f care,® treatment,® response to 
treatment, discharge planning, family conferences, and communication 
with others involved in delivery o f  patient care.
Produces documentation that follows guidelines and format required by 
the practice setting.
Documents patient care consistent with guidelines and requirements o f  
regulatory agencies and third-party payers.
Produces documentation that is accurate, concise, timely, and legible. 
Demonstrates professionally and technically correct written 
communication skills.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

Midterm □ Final □
Midterm Comments:,

Final Comments:

QUALIIl'OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXin' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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8. Adapts delivery of physical therapy care to reflect respect for and sensitivity to 
individual differences.

M CH pi—I
Not

Observed
Novice Clinical 
Performance

Entry-Level
Performance

M □  p O

With
Distinction

SAMPLE BEHAVIORS
a) Exhibits sensitivity to differences in race, creed, color, gender, age, 

national or ethnic origin, sexual orientation, and disability or health 
status* in:

• communicating with others,
• developing plans o f  care,
• implementing plans o f  care.

Significant Concerns: Check below if  performance on this criterion places student at risk
of failing this clinical experience.

Midterm CZl Final □

Midterm Comments:

Final Comments:

QUALITY OF CARE ♦ SUPERJISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXin' OF TASKS/ENVI RON MENT 4 EFFICIENCY OF PERFORM.ANCE
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9. Applies the principles of logic and  the scientific method to the practice of physical 
therapy.

M □  F Ü  L
Not

Observed
Novice Clinical 
Performance

M

Entry-Level
Performance

□  f D

With
Distinction

SAMPLE BEHAVIORS
a) Presents cogent and concise arguments or rationale for clinical decisions.
b) Makes clinical decisions within the context o f  ethical practice and informed 

consent.
c) Utilizes information from multiple data sources to make clinical decisions.
d) Seeks disconfirming evidence in the process o f  making clinical decisions.
e) Critically evaluates published research articles relevant to physical therapy and 

applies to clinical practice.
f) Participates in clinical research.
g) Describes sotmces o f error in the collection o f  clinical data.
h) Demonstrates an ability to make clinical decisions in ambiguous situations.
i) Distinguishes practices based on traditional beliefs from practices that are 

scientifically based.
j) Uses appropriate outcome measures in the delivery and assessment o f ongoing 

patient care.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

Midterm EH Final □
Midterm Comments:,

Final Comments:

QUALm'OF CARE ♦ SUPERVISION/GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERF0RM.4NCE
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10. Screens^ patients using procedures to determine the effectiveness of and need for 
physieal therapy services.

M

Not
Observed

M □  f D
Novice Clinical 
Performance

Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
a) Identifies critical signs and symptoms that signal appropriateness for 

physical therapy examination.*
b) Selects appropriate screening procedures.
c) Conducts screening.
d) Interprets screening findings.
e) Based on screening, determines appropriateness for physical therapy or 

referral to other providers.
f) Performs physical therapy screening in a technically competent* 

manner.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

^  Midterm EH Final □

Midterm Comments:

Final Comments:

QUALITY OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXin' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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11. Performs a physical therapy patient examination.^

M D  fEU
Not

Observed
Novice Clinical 
Performance

M □  f D

Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
a) Selects reliable and valid physical therapy examination methods relevant 

to the chief complaint, results o f  screening, and history* o f  the patient.
b) Obtains accurate information by performing the selected examination 

methods.
c) Adjusts examination according to patient response.
d) Performs examination minimizing risk to the patient, self, and others 

involved in the delivery o f  the patient's care.
e) Performs physical therapy examination procedures in a technically 

competent manner.
SEE APPENDIX B FOR LIST OF TESTS AND MEASURES *

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

^  Midterm EH Final □

Midterm Comments:

Final Comments:

QUALITY OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORMANCE

1 1
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12. Evaluates clinical findings to determine physical therapy diagnoses» and outcomes" 
of care.

M □  F Ü

Not
Observed

M

N ovice Clinical 
Performance

Entry-Level
Performance

□  f D
With

Distinction

a )

b)

c)
d)

f)

g)
h)
i)

SAMPLE BEHAVIORS
Synthesizes examination data to complete the physical therapy evaluation. 
Interprets clinical findings to establish a diagnosis within the practitioner's 
knowledge base.
Identifies competing diagnoses which must be ruled out to establish a diagnosis. 
Explains the influence o f  pathological, pathophysiological, and 
pharmacological processes on the patient’s movement system.
Identifies other medical, social, or psychological problems influencing physical 
therapy and not identified through diagnosis o f  a patient's problem.
Uses clinical findings and diagnosis to establish a prognosis* within the 
practitioner's knowledge base.
Performs regular re-examinations o f  patient status.
Performs regular evaluations of the effectiveness o f  patient treatment.
Evaluates changes in patient status.

Significant Concerns: Check below if performance on this criterion p la ces  student a t risk  
of failing this clinical experience.

^  Midterm EH Final EH

Midterm Comments:.

Final Comments:

QUALITY OF CARE 4 SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE

12
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13. Designs a physical therapy plan of care that integrates goals,® treatment,® outcomes, 
and discharge plan.

M  I—1 f EH

Not
Observed

M D  fEH
Novice Clinical 
Performance

Entry-Level With
Performance Distinction

a)

b)

c)
d)

0
g)
h)

SAMPLE BEHAVIORS
Establishes goals and desired functional outcomes* that specify expected 
time durations.
Establishes a physical therapy plan o f care in collaboration with the 
patient, family, caregiver,* and others involved in the delivery o f  health 
care services.
Establishes a plan o f care consistent with the examination and evaluation. 
Establishes a plan o f care minimizing risk to the patient and those 
involved with the delivery o f  the patient's care.
Establishes a plan o f care designed to produce the maximum patient 
outcome(s) utilizing available resources.
Adjusts the plan of care in response to changes in patient status.
Selects intervention* strategies to achieve the desired outcomes. 
Establishes a plan for patient discharge in a timely manner.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

Midterm EH Final EH

Midterm Comments:

Final Comments:

OUALITt' OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORMANCE
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14. Performs physical therapy interventions® in a competent manner.

M □  F Ü

Not
Observed

M □  f D
Novice Clinical 
Performance

Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
a) Performs effective, efficient, fluid, and coordinated movement in 

providing technically competent* interventions for patients.
b) Performs interventions consistent with the plan o f care.
c) Provides intervention in a manner minimizing risk to self, to the patient, 

and to others involved in the delivery o f the patient's care.
d) Uses intervention time efficiently and effectively.
e) Adapts intervention to meet the individual needs and responses of the 

patient.
SEE APPENDIX B FOR LIST OF INTERVENTIONS.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

Midterm EH Final EH

Midterm Comments:

Final Comments:

QUALITY' OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE

14
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15. Educates others (patients, family, caregivers, staff, students, other health care 
providers) using relevant and effective teaching methods.

M □  F Ü

Not
Observed

Novice Clinical 
Performance

Entry-Level
Performance

M O fEH
With

Distinction

SAMPLE BEHAVIORS
a) Identifies and establishes priorities for educational needs in collaboration 

with the learner.
b) Designs educational activities to address identified needs.
c) Conducts educational activities using a variety o f instructional strategies 

as needed.
d) Evaluates effectiveness o f  educational activities.
e) Modifies educational activities considering learner’s needs, 

characteristics, and capabilities.

Significant Concerns: Check below if  performance on this criterion places student at risk
of failing this clinical experience.

Midterm EH Final EH

Midterm Comments:

Final Comments:

QUALITY'OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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16. Participates in activities addressing quality of service delivery.

M □  F Ü

Not
Observed

M

Novice Clinical 
Performance

Entry-Level
Performance

□  F Ü
With

Distinction

SAMPLE BEHAVIORS
a) Seeks information regarding quality o f  care rendered by self and 

others under their supervision.
b) Provides recommendations for developing or modifying guidelines 

based on outcome measures, effectiveness studies, and clinical 
observations.

c) Follows established guidelines for the delivery o f physical therapy 
services (eg, critical/clinical pathways, protocols).

d) Participates in quality assurance, peer review, utilization review, etc.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

Midterm EH Final EH

Midterm Comments:

Final Comments:

OUALin' OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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17. Provides consultation® to individuals, businesses, schools, government agencies, or
other organizations.

M □  F Ü

Not
Observed

Novice Clinical 
Performance

M □  f D

Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
a) Determines need for consultation services.
b) Recommends consultation services.
c) Uses knowledge and expertise to help others solve physical 

therapy-related problems.
d) Provides consultation services such as ergonomic evaluations, 

school system assessments, and corporate environmental 
assessments.

Significant Concerns: Check below if performance on this criterion places student at risk
of failing this clinical experience.

^  Midterm CH Final CH

Midterm Comments:

Final Comments:.

QUAW n’ OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE

17
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18. Addresses patient needs for services other than physical therapy as needed.

M CU fEH
Not

Observed
Novice Clinical 
Performance

Entry-Level
Performance

M  O  f Q

With
Distinction

SAMPLE BEHAVIORS
a) Determines needs o f and available resources for patients.
b) Recommends referrals based on expertise and effectiveness of 

providers.
c) Advocates for appropriate patient services and resources.
d) Assists patient in aceessing resources.
e) Coordinates services o f  other health care providers.*

Significant Concerns: Check below if performance on this criterion places student at risk
of failing this clinical experience.

^  Midterm CH Final □

Midterm Comments:.

Final Comments:

QUAUTY' OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORMANCE
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19. Manages resources (eg, time, space, equipment) to achieve goals of the practice
setting.

M □  F Ü

Not
Observed

Novice Clinical 
Performance

M CH pEH
Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
a) Sets priorities for the use o f resources to maximize outcomes.
b) Functions* within the organizational structure o f  the practice setting.
c) Uses time effectively.
d) Coordinates physical therapy with other services to facilitate efficient 

and effective patient care.
e) Schedules patients, equipment, and space.

Significant Concerns: Check below if performance on this criterion places student at risk
of failing this clinical experience.

^  Midterm EH Final EH

Midterm Comments:

Final Comments:

QUALITY OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORMANCE
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20. Incorporates an understanding of economic factors in the delivery of physical
therapy services.

M □  f D

Not
Observed

M □  f D

Novice Clinical 
Performance

Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
Adapts physical therapy services to the eeonomic factors o f  the 
health care environment.
Submits accurate patient charges on time.
Acts in a fiscally responsible manner.
Provides recommendations for equipment and supply needs. 
Adheres to reimbursement guidelines established by payers. 
Negotiates with reimbursement entities for changes in individual 
patient services.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

Midterm CH Final □
Midterm Comments:

Final Comments:

OUALfT)' OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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21. Uses support personnel according to legal standards and ethical guidelines.

M □  F Ü

Not
Observed

M

Novice Clinical 
Performance

Entry-Level
Performance

□  fD
With

Distinction

SAMPLE BEHAVIORS
a) Determines physical therapy-related tasks that can be legally and 

ethically delegated.
b) Delegates physical therapy related tasks to facilitate effective and 

efficient patient care.
c) Informs the patient o f  the decision to delegate the physical therapy- 

related care and the rationale for delegating.
e) Delegate physical therapy related tasks to the appropriate support 

personnel.
f) Demonstrates respect for the contributions o f  support personnel.
g) Monitors the care delivered by support personnel.
h) Provides regular feedback to support personnel.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

^  Midterm CH Final □

Midterm Comments:

Final Comments:

QUALITY OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY' OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORMANCE
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22. Demonstrates that a physical therapist has professional/social responsibilities 
beyond those defined by work expectations and job description.

M □  F Ü

Not
Observed

Novice Clinical 
Performance

Entry-Level
Performance

M □  fD
With

Distinction

SAMPLE BEHAVIORS
a) Demonstrates a willingness to alter schedule to accommodate patient 

needs and facility requirements.
b) Participates in special events organized in the practice setting related to 

patients and the delivery o f  care.
c) Participates in professional organizations and service groups.
d) Promotes the profession o f physical therapy.

Significant Concerns: Check below if  performance on this criterion places student at risk
of failing this clinical experience.

Midterm □ Final EH
Midterm Comments:

Final Comments:

QUALITY' OF CARE ♦ SUPER VISION /GUIDANCE REQUIRED 4 CONSISTENCY OF PERFORMANCE 
4 COMPLEXITY OF TASKS/ENVIRONMENT 4 EFFICIENCY OF PERFORM.ANCE
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23. Implements a self-directed plan for professional development and lifelong learning.

M □  F Ü

Not
Observed

M □  f D
Novice Clinical 
Performance

Entry-Level
Performance

With
Distinction

SAMPLE BEHAVIORS
a) Demonstrates an awareness o f  own strengths and limitations.
b) Seeks guidance as necessary to address limitations.
c) Modifies behavior based on self-evaluation and constructive feedback.
d) Establishes realistic goals in a plan for professional development.
e) Participates in learning experiences within the practice setting.
f) Participates in opportunities for professional growth.
g) Discusses progress o f  professional growth.
h) Seeks opportunities to learn.
i) Accepts responsibility for continuous professional learning.
j) Demonstrates knowledge o f current professional issues and practice, 
k) Periodically assesses own professional development.

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

Midterm CH Final □

Midterm Comments:

Final Comments:

QUALITi' OF CARE ♦ SUPERVISION/GUIDANCE REQUIRED #  CONSISTENCY OF PERFORMANCE 
#  COMPLEXIJl’ OF TASKS/ENVIRONMENT f  EFFICIENCY OF PERFORM.4NCE
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24. Addresses primary and secondary prevention,^ wellness,^ and health promotion”
needs of individuals, groups, and communities.

M CD p O
Not

Observed
Novice Clinical 
Performance

Entry-Level
Performance

M o  p n

With
Distinction

SAMPLE BEHAVIORS
a )  E d u c a te s  p a t i e n t s  o r  o t h e r  i n d iv id u a l s ,  g r o u p s ,  o r  c o m m u n i t i e s  o n  h e a l th  

p r o m o t io n ,  p r e v e n t i o n ,  a n d  w e l ln e s s  b y  p r o v i d in g  in f o r m a t io n  o n  

im p a i r m e n t ,  d i s e a s e ,  d i s a b i l i t y ,  a n d  h e a l th  r i s k s  r e la te d  to  a g e ,  g e n d e r ,  

c u l tu r e ,  a n d  l i f e s ty le .

b )  I n c o r p o r a t e s  t h e  c o n c e p t  o f  s e l f - r e s p o n s ib i l i t y  in  w e l ln e s s  a n d  h e a l th  

p r o m o t io n .

c )  P r o p o s e s  p r o c e d u r e s  f o r  m o n i to r in g  e f f e c t s  o f  h e a l th  p r o m o t io n ,  

p r e v e n t io n ,  o r  w e l l n e s s  p r o g r a m s . .

d )  D e s c r ib e s  p o t e n t i a l  h e a l th  p r o b le m s  a d d r e s s e d  b y  p h y s ic a l  t h e r a p y  in  

i n d iv id u a l s ,  g r o u p s ,  a n d  c o m m u n i t i e s .

e )  P e r f o r m s  s c r e e n in g  p r o g r a m s  a p p r o p r i a t e  t o  p h y s i c a l  th e r a p y .

Significant Concerns: Check below if performance on this criterion places student at risk 
of failing this clinical experience.

Midterm □ Final □

Midterm Comments:

Final Comments:.

OUALfTl' OF CARE ♦ SUPERVISION /GUIDANCE REQUIRED f  CONSISTENCY OF PERFORMANCE 
^ COMPLEXITY OF TASKS/ENVIRONMENT #  EFFICIENCY OF PERFORMANCE
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SUM M ATIVE CO M M ENTS
Given this student’s level of academic and clinical preparation and the objectives for this 

clinical experience, identify strengths and areas needing improvement. If this is the 

student’s final clinical experience, comment on the student’s overall performance as a 
physical therapist.

A r e a s  o f  S t r e n g t h :

M i d t e r m :

F i n a l :

Areas Needing Improvement:

M i d t e r m :

25
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Areas Needing Improvement (continued)

Final:

Other Comments:

Midterm:

Final:

26
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EVALUATION SIGNATURES

MIDTERM EVALUATION
We have read and discussed this evaluation.

Signature of Student Date

Academic institution

Evaluator Name (Print) Position/Title

Signature of Evaluator (1) Date

Evaluator Name (Print) Position/Title

Signature of Evaluator (2) Date

FINAL EVALUATION
We have read and discussed this evaluation.

Signature of Student Date

Academic Institution

Evaluator Name (Print) Position/Title

Signature of Evaluator (1) Date

Evaluator Name (Print) Position/Title

Signature of Evaluator (2) Date
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G L O S S A R Y '

C A R E G I V E R ;  O n e  w h o  p r o v i d e s  c a r e ,  o f t e n  u s e d  t o  d e s c r i b e  a  p e r s o n  o t h e r  t h a n  a  h e a l t h  c a r e  

p r o f e s s i o n a l .

C A S E  M A N A G E M E N T :  T h e  c o o r d i n a t i o n  o f  p a t i e n t  c a r e  o r  c l i e n t  a c t i v i t i e s .

C L I E N T :  A n  i n d i v i d u a l  w h o  i s  n o t  n e c e s s a r i l y  s i c k  o r  i n j u r e d  b u t  w h o  c a n  b e n e f i t  f r o m  a  p h y s i c a l  

t h e r a p i s t ’ s ^ c o n s u l t a t i o n ,  p r o f e s s i o n a l  a d v i c e ,  o r  s e r v i c e s .  A  c l i e n t  a l s o  i s  a  b u s i n e s s ,  a  s c h o o l  s y s t e m ,  o r  

o t h e r  e n t i t y  t h a t  n ^ a y  b e n e f i t  f r o m  s p e c i f i c  r e c o m m e n d a t i o n s  f r o m  a  p h y s i c a l  t h e r a p i s t .

C L I N I C y ^ b  E D U C A T I O N  E X P E R I E N C E S :  T h e s e  e x p e r i e n c e s  c o m p r i s e  a l l  o f  t h e  f o r m a l  a n d  

p r a c t i c a l  " T e a l - l i f e ;”  l e a r n i n g  e x p e r i e n c e s  p r o v i d e d  f o r  s t u d e n t s  t o  a p p l y  c l a s s r o o m  k n o w l e d g e  a n d  s k i l l s  

in  t h e  c l i n i c a l  e n v j r o p m e n t .  E x p e r i e n c e s  w o u l d  i n c l u d e  t h o s e  o f  s h o r t  a n d  l o n g  d u r a t i o n  ( e g ,  p a r t - t i m e ,  

f u l l - t i m e ,  J n t e m s h i p s )  a n d  t h o s e  t h a t  p r o v i d e  a  v a r i e t y  o f  l e a r n i n g  e x p e r i e n c e s  ( e g ,  r o t a t i o n s  o n  d i f f e r e n t  

u n i t s  w i t h ^  t h e  s a m e  p r a c t i c e  s e t t i n g ,  r o t a t i o n s  b e t w e e n  d i f f e r e n t  p r a c t i c e  s e t t i n g s  w i t h i n  t h e  s a m e  h e a l t h  

c a r e  s y s t e m )  t o  i n c l u d e  c o m p r e h e n s i v e  c a r e  o f  p a t i e n t s  a c r o s s  t h e  l i f e  s p a n  a n d  r e l a t e d  a c t i v i t i e s .

C L I N I C i \ L  I N D I C A T I O N S :  T h e  p a t i e n t  f a c t o r s  ( e g ,  s y m p t o m s ,  i m p a i r m e n t s ,  d e f i c i t s )  t h a t  s u g g e s t  t h a t  

a  p a r t i c u l a r  k i n d  o f  c a r e  ( e x a m i n a t i o n ,  i n t e r v e n t i o n )  w o u l d  b e  a p p r o p r i a t e .

C L I N I C / y L  I N S T R U C T O R  ( C l ) :  I n d i v i d u a l  a t  t h e  c l i n i c a l  e d u c a t i o n  s i t e  w h o  d i r e c t l y  i n s t r u c t s  a n d  

s u p e r v i s e s ,  s t u d e n t s  d u r i n g  t h e i r  c l i n i c a l  l e a r n i n g  e x p e r i e n c e s .  G I s  a r e  r e s p o n s i b l e  f o r  f a c i l i t a t i n g  c l i n i c a l  

l e a r n i n g  e x p e r i e n c e s  a n d  a s s e s s i n g  s t u d e n t s ’ p e r f o r m a n c e  in  c o g n i t i v e ,  p s y c h o m o t o r ,  a n d  a f f e c t i v e  

d o m a i n s  a ÿ  r e l a t e d  t a  e n t r y - l e v e l  c l i n i c a l  p r a c t i c e  a n d  a c a d e m i c  a n d  c l i n i c a l  p e r f o r m a n c e  e x p e c t a t i o n s .

COMPLIJXITy OP TASKS/ENVIRONMENT: M u l t i p l e  r e q u i r e m e n t s  o f  t h e  p a t i e n t  o r  e n v i r o n m e n t  

( e g ,  s im p le ^ , c o m p l e x ) .  T h e  c o m p l e x i t y  o f  t h e  e n v i r o n m e n t  c a n  b e  a l t e r e d  b y  c o n t r o l l i n g  t h e  n u m b e r  a n d  

t y p e s  o f  e l e m e n t s  t o  b e  c o n s i d e r e d  in  t h e  p e r f o r m a n c e ,  i n c l u d i n g  p a t i e n t s ,  e q u i p m e n t ,  i s s u e s ,  e t c .  A s  a  

s t u d e n t  p r o g r e s s e s  t h r o u g h  c l i n i c a l  e d u c a t i o n  e x p e r i e n c e s ,  t h e  c o m p l e x i t y  o f  t a s k s / e n v i r o n m e n t  s h o u l d  

i n c r e a s e ,  v ^ i th  f e w e r  e l e m e n t s  c o n t r o l l e d  b y  t h e  C l .

C O N S I S T E N C Y ;  T b e  f r e q u e n c y  o f  o c c u r r e n c e s  o f  d e s i r e d  b e h a v i o r s  r e l a t e d  t o  t h e  p e r f o r m a n c e  

c r i t e r i o n  ( q g ,  i n f r e q u e n t l y ,  o c c a s i o n a l l y ,  r o u t i n e l y ) .  A s  a  s t u d e n t  p r o g r e s s e s  t h r o u g h  c l i n i c a l  e d u c a t i o n  

e x p e r i e n c e s ,  c o n s i s t e n c y  o f  q u a l i t y  p e r f o r m a n c e  i s  e x p e c t e d  t o  p r o g r e s s  f r o m  i n f r e q u e n t l y  t o  r o u t i n e l y .

C O N S U L T A T I O N :  T h e  p r o v i s i o n ,  b y  a  p h y s i c a l  t h e r a p i s t ,  o f  p r o f e s s i o n a l  o p i n i o n  o r  o f  a d v i c e .

C O N S U W ÿ E R ;  O q e  w h o  a c q u i r e s ,  u s e s ,  o r  p u r c h a s e s  g o o d s  o r  s e r v i c e s ;  a n y  a c t u a l  o r  p o t e n t i a l  r e c i p i e n t  

o f  h e a l t h  c f i r e .

C R I T I C A L  I N Q U I R Y :  T h e  p r o c e s s  o f  a p p l y i n g  t h e  p r i n c i p l e s  o f  s c i e n t i f i c  m e t h o d s  t o  r e a d  a n d  

i n t e r p r e t  p r o f e s s i o n a l  l i t e r a t u r e ,  p a r t i c i p a t e  in  r e s e a r c h  a c t i v i t i e s ,  a n d  a n a l y z e  p a t i e n t  c a r e  o u t c o m e s ,  n e w  

c o n c e p t s ,  q n d  f i n d i n g s .

D I A G N O S I S :  B o |h  t h e  p r o c e s s  a n d  t h e  e n d  r e s u l t  o f  t h e  e v a l u a t i o n  o f  i n f o r m a t i o n  o b t a i n e d  f r o m  t h e  

p a t i e n t  e x a m i n a t i o n .  T h e  p h y s i c a l  t h e r a p i s t  o r g a n i z e s  t h e  e v a l u a t i o n  i n f o r m a t i o n  i n t o  d e f i n e d  c l u s t e r s ,  

s y n d r o m e s ,  o r  c a t Q g o r i e s  t o  d e t e r m i n e  t h e  m o s t  a p p r o p r i a t e  i n t e r v e n t i o n  s t r a t e g i e s  f o r  e a c h  p a t i e n t .
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D O C U M E N T A T I O N :  A l l  w r i t t e n  f o r m s  o f  c o m m u n i c a t i o n  p r o v i d e d  r e l a t e d  t o  t h e  d e l i v e r y  o f  p a t i e n t  

c a r e ,  t o  i i i p l u d e  w r i f t e n  c o r r e s p o n d e n c e ,  e l e c t r o n i c  r e c o r d  k e e p i n g ,  a n d  w o r d  p r o c e s s i n g .

E D U C A T j l O N :  j C n o w l e d g e  o r  s k i l l  o b t a i n e d  o r  d e v e l o p e d  b y  a  l e a r n i n g  p r o c e s s ;  a  p r o c e s s  d e s i g n e d  t o  

c h a n g e  b e h a v i o r  b y  f o r m a l  i n s t r u c t i o n  a n d / o r  s u p e r v i s e d  p r a c t i c e ,  w h i c h  i n c l u d e s  t e a c h i n g ,  t r a i n i n g ,  

i n f o r m a t i o n  s h a r i n g ,  a n d  s p e c i f i c  i n s t r u c t i o n s .

E F F I C I E J N C Y :  T h e  a b i l i t y  t o  p e r f o r m  in  a  c o s t - e f f e c t i v e  a n d  t i m e l y  m a n n e r  ( e g ,  i n e f f i c i e n t / s l o w ,  

e f f i c i e n t / t i m e l y ) . ,  A s  t h e  s t u d e n t  p r o g r e s s e s  t h o u g h  c l i n i c a l  e d u c a t i o n  e x p e r i e n c e s ,  e f f i c i e n c y  s h o u l d  

p r o g r e s s  f r o m  a  h i g h  e x p e n d i t u r e  o f  t i m e  a n d  e f f o r t  t o  e c o n o m i c a l  a n d  t i m e l y .

E N T R Y - E - E V E U  P E R F O R M A N C E :  A  p h y s i c a l  t h e r a p i s t  c l i n i c i a n  p e r f o r m i n g  a t  e n t i y - l e v e l  u t i l i z e s  

c r i t i c a l  t h i n k i n g  t o  p i a k e  i n d e p e n d e n t  d e c i s i o n s  c o n c e r n i n g  p a t i e n t  n e e d s  a n d  p r o v i d e s  q u a l i t y  c a r e  w i t h  

s i m p l e  o r  c o m p l e x  p a t i e n t s  i n  a  v a r i e t y  o f  c l i n i c a l  e n v i r o n m e n t s .  T h e  p h y s i c a l  t h e r a p i s t  c l i n i c i a n  a t  t h e  

p r o f e s s i o n a l  l e v q l  n e e d s  n o  g u i d a n c e  o r  s u p e r v i s i o n  e x c e p t  w h e n  a d d r e s s i n g  n e w  o r  c o m p l e x  p r o b l e m s .

E V A L U T A T I O N :  A  d y n a m i c  p r o c e s s  in  w h i c h  t h e  p h y s i c a l  t h e r a p i s t  m a k e s  c l i n i c a l  j u d g m e n t s  b a s e d  o n  

d a t a  g a t h e r e d  d u r i n g  t h e  e x a m i n a t i o n .

E X A M I N A T I O N :  T h e  p r o c e s s  o f  o b t a i n i n g  a  p a t i e n t  h i s t o r y ,  p e r f o r m i n g  r e l e v a n t  s y s t e m s  r e v i e w s ,  a n d  

s e l e c t i n g  f in d  a d p i i n i s t e r i n g  s p e c i f i c  t e s t s  a n d  m e a s u r e s .

F U N C T I O N :  T ^ e  s p e c i a l ,  n o r m a l ,  o r  p r o p e r  a c t i o n  o f  a n y  p a r t  o r  o r g a n ;  a n  a c t i v i t y  i d e n t i f i e d  b y  a n  

i n d i v i d u a l  a s  e s s e n t i a l  t o  s u p p o r t  p h y s i c a l  a n d  p s y c h o l o g i c a l  w e l l - b e i n g  a s  w e l l  a s  t o  c r e a t e  a  p e r s o n a l  

s e n s e  o f  i p e a n i n g f u l  l i v i n g ;  t h e  a c t i o n  s p e c i f i c a l l y  f o r  w h i c h  a  p e r s o n  o r  t h i n g  i s  f i t t e d  o r  e m p l o y e d ;  a n  

a c t ,  p r o c e s s ,  o r  s ,e r i e s  o f  p r o c e s s e s  t h a t  s e r v e  a  p u r p o s e ;  t o  p e r f o r m  a n  a c t i v i t y  o r  t o  w o r k  p r o p e r l y  o r  

n o r m a l l y . ,

F U N C T I O N A L ,  L I M I T A T I O N :  A  r e s t r i c t i o n  o f  t h e  a b i l i t y  t o  p e r f o r m  a  p h y s i c a l  a c t i o n ,  a c t i v i t y ,  o r  

t a s k  i n  a  t y p i c a l l y  e x p e c t e d ,  e f f i c i e n t ,  o r  c o m p e t e n t  m a n n e r .

G O A L :  1 [h e  l o n g - t e r m  s t a t e m e n t ( s )  t h a t  d e f i n e  t h e  p a t i e n t ’s  e x p e c t e d  l e v e l  o f  p e r f o r m a n c e  a t  t h e  e n d  o f  

t h e  r e h a b i l i t a t i o n  p r o c e s s ;  t h e  f u n c t i o n a l  o u t c o m e s  o f  t h e r a p y ,  i n d i c a t i n g  t h e  a m o u n t  o f  i n d e p e n d e n c e ,  

s u p e r v i s i o n ,  o r  ^ s i s t a n c e  r e q u i r e d  a n d  t h e  e q u i p m e n t  o r  e n v i r o n m e n t a l  a d a p t a t i o n  n e c e s s a r y  t o  e n s u r e  

a d e q u a t e  p e r f o r m a n c e .  D e s i r e d  o u t c o m e s  m a y  b e  s t a t e d  a s  l o n g - t e r m  o r  s h o r t - t e r m  a s  d e t e r m i n e d  b y  t h e  

n e e d s  o f  ̂ e  p a t i ,e n (  a n d  t h e  s e t t i n g .

H E A L T ÿ  C A R E  P R O V I D E R ;  A  p e r s o n  o r  o r g a n i z a t i o n  o f f e r i n g  h e a l t h  s e r v i c e s  d i r e c t l y  t o  p a t i e n t s  o r  

c l i e n t s .

H E A L T ^  P R O M O T I O N :  A c t i v i t y  d e s i g n e d  t o  d e v e l o p  h e a l t h y  b e h a v i o r s  in  s u c h  a r e a s  a s  e x e r c i s e ,  

d i e t ,  a v o i d a n c e  p f  d r u g  a b u s e ,  e t c .

H I S T S r V ^ T ^  S T A T U S :  T h e  l e v e l  o f  a n  i n d i v i d u a l ’ s  p h y s i c a l ,  m e n t a l ,  a f f e c t i v e ,  a n d  s o c i a l  f u n c t i o n :  h e a l t h  

- s i a i i s  i s  afi e l e n ^ e n t  o f  w e l l - b e i n g .

H I S T O R j Y :  A n  a c c o u n t  o f  p a s t  a n d  p r e s e n t  h e a l t h  s t a t u s  t h a t  i n c l u d e s  t h e  i d e n t i f i c a t i o n  o f  c o m p l a i n t s  

a n d  p r o v j jd e s  t h q  i p i t i a l  s o u r c e  o f  i n f o r m a t i o n  a b o u t  t h e  p a t i e n t .  T h e  h i s t o r y  a l s o  s u g g e s t s  t h e  p a t i e n t ’ s  

a b i l i t y  t o  b e n e f i t  f r o m  p h y s i c a l  t h e r a p y  s e r v i c e s .
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I N T E R V E N T I O N :  T h e  p u r p o s e f u l  a n d  s k i l l e d  i n t e r a c t i o n  o f  t h e  p h y s i c a l  t h e r a p i s t  o r  p h y s i c a l  t h e r a p i s t  

a s s i s t a n t *  w i t h  t h e  p a t i e n t  o r  c l i e n t ,  u s i n g  v a r i o u s  m e t h o d s  a n d  t e c h n i q u e s  t o  p r o d u c e  c h a n g e s  in  t h e  

c o n d i t i o n  o f  t h e  p a t i e n t  o r  c l i e n t .  I n t e r v e n t i o n  h a s  t h r e e  c o m p o n e n t s :  d i r e c t  i n t e r v e n t i o n ;  i n s t r u c t i o n  o f  

t h e  p a t i e n j t  o r  c l i e n t  a n d  f a m i l y ;  a n d  c o o r d i n a t i o n ,  c o m m u n i c a t i o n ,  a n d  d o c u m e n t a t i o n .

N O V I C E ^  C L I N I C A L  P E R F O R M A N C E :  A  p h y s i c a l  t h e r a p i s t  s t u d e n t  w h o  p r o v i d e s  q u a l i t y  c a r e  o n l y  

w i t h  u n c c j m p l i c a t e d  p a t i e n t s  a n d  a  h i g h  d e g r e e  o f  s u p e r v i s i o n .  W i t h o u t  c l o s e  s u p e r v i s i o n ,  t h e  s t u d e n t ’s  

p e r f o r m a n c e  a n d  c l i n i c a l  d e c i s i o n  m a k i n g  a r e  i n c o n s i s t e n t  a n d  r e q u i r e  c o n s t a n t  m o n i t o r i n g  a n d  f e e d b a c k .  

T h i s  i s  t y p i c a l l y  q  s t u d e n t  w h o  i s  i n e x p e r i e n c e d  i n  c l i n i c a l  p r a c t i c e  o r  w h o  p e r f o r m s  a s  t h o u g h  h e  o r  s h e  

h a s  h a d  l i p i t e d  oif p o  o p p o r t u n i t y  t o  a p p l y  a c a d e m i c  k n o w l e d g e  o r  c l i n i c a l  s k i l l s .

O B J E C T I V E :  A  m e a s u r a b l e  b e h a v i o r a l  s t a t e m e n t  o f  a n  e x p e c t e d  r e s p o n s e  o r  o u t c o m e ;  s o m e t h i n g  

w o r k e d  i c jw a r d  o r  s t r i v e n  f o r ;  a  s t a t e m e n t  o f  d i r e c t i o n  o r  d e s i r e d  a c h i e v e m e n t  t h a t  g u i d e s  a c t i o n s  a n d  

a c t i v i t i e s .

O U T C O I j J E :  T h e  r e s u l t  o f  p h y s i c a l  t h e r a p y  m a n a g e m e n t  e x p r e s s e d  in  f i v e  a r e a s :  p r e v e n t i o n  a n d  

m a n a g e m e n t  o f  s y m p t o m  m a n i f e s t a t i o n ,  c o n s e q u e n c e s  o f  d i s e a s e  ( i m p a i r m e n t ,  d i s a b i l i t y ,  a n d / o r  r o l e  

l i m i t a t i o n ) ,  c o s t - b e n e f i t  a n a l y s i s ,  h e a l t h - r e l a t e d  q u a l i t y  o f  l i f e ,  a n d  p a t i e n t  s a t i s f a c t i o n .  A  s u c c e s s f u l  

o u t c o m e  ^ e l u d e s  i m p r o v e d  o r  m a i n t a i n e d  p h y s i c a l  f u n c t io n ®  w h e n  p o s s i b l e  a n d  s l o w e d  d e c l i n e  in  

f u n c t i o n  Y h e r e  t h e  s t a t u s  q u o  c a n n o t  b e  m a i n t a i n e d ,  a n d  i s  c o n s i d e r e d  m e a n i n g f u l  b y  t h e  p a t i e n t .

O U T C O M E S  A N A L Y S I S :  A  s y s t e m a t i c  e x a m i n a t i o n  o f  p a t i e n t  o u t c o m e s  in  r e l a t i o n  t o  s e l e c t e d  p a t i e n t  

v a r i a b l e s  ( e g ,  a g e ,  g e n d e r ,  d i a g n o s i s ,  i n t e r v e n t i o n s  p e r f o r m e d ) ;  o u t c o m e s  a n a l y s i s  m a y  b e  u s e d  i n  q u a l i t y  

a s s e s s m e n t ,  e c o n p m i c  a n a l y s i s  o f  p r a c t i c e ,  e t c .

P A T I E N T :  A n  i q d i v i d u a l  w h o  i s  r e c e i v i n g  d i r e c t  i n t e r v e n t i o n  f o r  a n  i m p a i r m e n t ,  f u n c t i o n a l  l i m i t a t i o n ,  

d i s a b i l i t y ,  o r  c h a n g e  i n  p h y s i c a l  f u n c t i o n  a n d  h e a l t h  s t a t u s  r e s u l t i n g  f r o m  i n j u r y ,  d i s e a s e ,  o r  o t h e r  c a u s e s ;  

a n  in d iv ic À ia l  r e c e i v i n g  h e a l t h  c a r e  s e r v i c e s .

P H Y S I C . ^ L  F U N C T I O N :  F u n d a m e n t a l  c o m p o n e n t s  o f  h e a l t h  s t a t u s  d e s c r i b i n g  t h e  s t a t e  o f  t h o s e  

s e n s o r y  a q d  m o t o r  s k i l l s  n e c e s s a r y  f o r  m o b i l i t y ,  w o r k ,  a n d  r e c r e a t i o n .

P H Y S I C A L  T H E R A P I S T :  A  l i c e n s e d  h e a l t h  c a r e  p r o f e s s i o n a l  w h o  o f f e r s  s e r v i c e s  d e s i g n e d  t o  

p r e s e r v e ,  j i e v e l o p ,  a n d  r e s t o r e  m a x i m u m  p h y s i c a l  f u n c t i o n .

P H Y S I C A L  T H E R A P I S T  A S S I S T A N T ;  A n  e d u c a t e d  h e a l t h  c a r e  p r o v i d e r  w h o  p e r f o r m s  p h y s i c a l  

t h e r a p y  p i p c e d u r ç s  a n d  r e l a t e d  t a s k s  t h a t  h a v e  b e e n  s e l e c t e d  a n d  d e l e g a t e d  b y  t h e  s u p e r v i s i n g  p h y s i c a l  

t h e r a p i s t .

P L A N  O Ç  C A R E :  A  p l a n  t h a t  s p e c i f i e s  t h e :  l o n g - t e r m  a n d  s h o r t - t e r m  o u t c o m e / g o a l ;  p r e d i c t e d  l e v e l  o f  

m a x i m a l  j j n p r o v e m e n t ;  s p e c i f i c  i n t e r v e n t i o n s  t o  b e  u s e d ;  d u r a t i o n  a n d  f r e q u e n c y  o f  t h e  i n t e r v e n t i o n  

r e q u i r e d  tip r e a c h  t f te  o u t c o m e / g o a l ;  a n d  c r i t e r i a  f o r  d i s c h a r g e .

P R E S E N T I N G  P R O B L E M :  T h e  s p e c i f i c  d y s f u n c t i o n  t h a t  c a u s e s  a n  i n d i v i d u a l  t o  s e e k  a t t e n t i o n  o r  

i n t e r v e n t i o n  ( i e ,  c h i e f  c o m p l a i n t ) .

P R E V E N | T I O N :  A c t i v i t i e s  c o n c e r n e d  w i t h  s l o w i n g  o r  s t o p p i n g  t h e  o c c u r r e n c e  o f  b o t h  m e n t a l  a n d  

p h y s i c a l  i j l n e s s  a n d  d i s e a s e ;  m i n i m i z i n g  t h e  e f f e c t s  o f  a  d i s e a s e  o r  i m p a i r m e n t  o n  d i s a b i l i t y ;  r e d u c i n g  t h e  

s e v e r i t y  0 (  d u r a t i o q  o f  a n  i l l n e s s .  Primary: P r e v e n t i n g  t h e  d e v e l o p m e n t  o f  d i s e a s e  i n  a  s u s c e p t i b l e  o r  

p o t e n t i a l l y  s u s c e p t i b l e  p o p u l a t i o n  t h r o u g h  s p e c i f i c  m e a s u r e s  s u c h  a s  i m m u n i z a t i o n  a n d  t h r o u g h  g e n e r a l
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h e a l t h  p r c p o t i o n  e f f o r t s .  Secondary: S e e k i n g  t o  s h o r t e n  t h e  d u r a t i o n  o f  i l l n e s s ,  r e d u c e  s e v e r i t y  o f  

d i s e a s e s ,  ^ c c r e a s e  t h e  p o s s i b i l i t y  o f  c o n t a g i o n ,  a n d  l i m i t  s e q u e l a e  t h r o u g h  e a r l y  d i a g n o s i s  a n d  p r o m p t  

t h e r a p y .  'jÇertiary: A t t e m p t i n g  t o  l i m i t  t h e  d e g r e e  o f  d i s a b i l i t y  a n d  p r o m o t i n g  r e h a b i l i t a t i o n  a n d  

r e s t o r a t i o n  o f  p a t i e n t s  w i t h  c h r o n i c  a n d  i r r e v e r s i b l e  d i s e a s e s .

P R O G N O S I S :  T h e  d e t e r m i n a t i o n  o f  t h e  l e v e l  o f  m a x i m a l  i m p r o v e m e n t  t h a t  m i g h t  b e  a t t a i n e d  b y  t h e  

p a t i e n t  a n ^  t h e  a m o u n t  o f  t i m e  n e e d e d  t o  r e a c h  t h a t  l e v e l .

Q U A L I T Y :  T h e  d e g r e e  o f  s k i l l  o r  c o m p e t e n c e  d e m o n s t r a t e d  ( e g ,  l i m i t e d  s k i l l ,  h i g h  s k i l l ) ,  t h e  r e l a t i v e  

e f f e c t i v e p p s s  o f  t h e  p e r f o r m a n c e  ( e g ,  i n e f f e c t i v e ,  h i g h l y  e f f e c t i v e ) ,  a n d  t h e  e x t e n t  t o  w h i c h  o u t c o m e s  

m e e t  t h e  c j e s i r e d  g o a l s .  A  c o n t i n u u m  o f  q u a l i t y  m i g h t  r a n g e  f r o m  d e m o n s t r a t i o n  o f  l i m i t e d  s k i l l  a n d  

e f f e c t i v e n p s s  t o  a  I j i ig h ly  s k i l l e d  a n d  h i g h l y  e f f e c t i v e  p e r f o r m a n c e .

R O L E :  A ^ b e h a v i q r  p a t t e r n  t h a t  d e f i n e s  a  p e r s o n ’s  s o c i a l  o b l i g a t i o n s  a n d  r e l a t i o n s h i p s  w i t h  o t h e r s  ( e g ,  

f a t h e r ,  h u q b a n d ,  s p n ) .

S C R E E N I N G :  D ç t e r m i n i n g  t h e  n e e d  f o r  f u r t h e r  e x a m i n a t i o n  o r  c o n s u l t a t i o n  b y  a  p h y s i c a l  t h e r a p i s t  o r  

f o r  r e f e r r q ^  t o  a n o t h e r  h e a l t h  c a r e  p r o f e s s i o n a l .  Cognitive screening: B r i e f l y  a s s e s s i n g  a  p a t i e n t ’s  

t h i n k i n g  p r o c e s s  ( e g ,  a b i l i t y  t o  p r o c e s s  c o m m a n d s ) .

S U P E R V I S I O N / G U I D A N C E  R E Q U I R E D :  L e v e l  a n d  e x t e n t  o f  a s s i s t a n c e  r e q u i r e d  b y  t h e  s t u d e n t  t o  

a c h i e v e  c l i n i c a l  p e r f o r m a n c e  a t  e n t r y - l e v e l .  A s  a  s t u d e n t  p r o g r e s s e s  t h r o u g h  c l i n i c a l  e d u c a t i o n  

e x p e r i e n c e s ,  t h e  d e g r e e  o f  m o n i t o r i n g  n e e d e d  i s  e x p e c t e d  t o  p r o g r e s s  f r o m  f u l l - t i m e  m o n i t o r i n g / d i r e c t  

s u p e r v i s i o n  o r  c u i n g  f o r  a s s i s t a n c e  t o  i n i t i a t e ,  t o  i n d e p e n d e n t  p e r f o r m a n c e  w i t h  c o n s u l t a t i o n .  T h e  d e g r e e  

o f  s u p e r v i s i o n  a n d  g u i d a n c e  m a y  v a r y  w i t h  t h e  c o m p l e x i t y  o f  t h e  p a t i e n t  o r  e n v i r o n m e n t .

T E C H N I ^ T A L L Y  C O M P E T E N T :  C o r r e c t  p e r f o r m a n c e  o f  a  s k i l l .

T E S T S  A J V D  M E A S U R E S :  G e n e r a l  m e t h o d s  a n d  t e c h n i q u e s  u s e d  t o  c o n d u c t  a n  e x a m i n a t i o n .

T R E A T 1 V ( E N T :  Q n e  o r  m o r e  i n t e r v e n t i o n s  u s e d  t o  a m e l i o r a t e  i m p a i r m e n t s ,  f u n c t i o n a l  l i m i t a t i o n s ,  o r  

d i s a b i l i t y  p r  o t h e r w i s e  p r o d u c e  c h a n g e s  i n  t h e  h e a l t h  s t a t u s  o f  t h e  p a t i e n t ;  t h e  s u m  o f  a l l  i n t e r v 'e n t i o n s  

p r o v i d e d  I jy  t h e  p h y s i c a l  t h e r a p i s t  t o  a  p a t i e n t  d u r i n g  a n  e p i s o d e  o f  c a r e .

V I S U A L  ^ V N A L Q G  S C A L E  ( V A S ) :  A  s c a l e  u s e d  t o  m e a s u r e  a n y  v a r i a b l e  t h a t  a l l o w s  t h e  p a t i e n t  t o  

i n d i c a t e  a  d e g r e e  o,f t h a t  v a r i a b l e  b y  p o i n t i n g  t o  a  v i s u a l  r e p r e s e n t a t i o n  o f  i t s  i n t e n s i t y .  I n  t h e  c a s e  o f  t h i s  

c l i n i c a l  p e r f o r m a n c e  i n s t r u m e n t ,  t h e  V A S  r e p r e s e n t s  t h e  l i n e  o r  c o n t i n u u m  o f  p e r f o r m a n c e ,  r a n g i n g  f r o m  

“ n o v i c e  s t u d e n t  c l i n i c a l  p e r f o r m a n c e ”  t o  “ e n t r y - l e v e l  c l i n i c a l  p e r f o r m a n c e . ”

W E L L N E J S S :  A  c o n c e p t  t h a t  e m b r a c e s  a  p r o a c t i v e ,  p o s i t i v e  a p p r o a c h  t o  g o o d  h e a l t h .  W e l l n e s s  

a d v o c a t e s  s e e k  t o  i n c r e a s e  a  p e r s o n ’s  l e v e l  o f  h e a l t h  a s  a  p r e v e n t i v e  m e a s u r e  t o  g u a r d  a g a i n s t  f u t u r e  

d i s e a s e  o r  p a t h o l o g y .

'M o s t  o f  t l^ e  t e r m s  d e f i n e d  i n  t h i s  g l o s s a i y  h a v e  b e e n  t a k e n  f r o m  t h e  Guide to Physical Therapist 
Practice, Part One: A Description o f  Patient Management. A l e x a n d r i a ,  V A :  A m e r i c a n  P h y s i c a l  T h e r a p y  

A s s o c i a t i o p ;  M a y  1 5 , 1 9 9 7 : 6 1 - 6 7 .
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APPEN D IX  A

EXAM PLE: CO M PLETED  IT E M  FO R  FIN A L EXPERIENCE ( C o m p e t e n t )

1 1 .  j ^ e r f o r i p s  a  p h y s i c a l  t h e r a p y  p a t i e n t  e x a m i n a t i o n . *

M

M  O  j U

Not
Observed

Novice Clinical 
Performance

Entry-Level With 
Performance Distinction

SAMPLE BEHAVIORS
a) Selects physical tlierapy examination methods relevant to the chief 

complaint, results o f  screening, and history* o f  the patient.
b) Obtains accurate information by performing the selected examination 

methods.
c )  A d j u s t s  e x a m i n a t i o n  a c c o r d i n g  t o  p a t i e n t  r e s p o n s e .

d )  P e r f o r m s  e x a m i n a t i o n  m i n i m iz i n g  r i s k  to  t h e  p a t i e n t ,  s e l f ,  a n d  o th e r s  

in v o lv e d  in  t h e  d e l i v e r y  o f  t h e  p a t i e n t 's  c a r e .

e )  P e r f o r m s  p h y s i c a l  t h e r a p y  e x a m i n a t i o n  p r o c e d u r e s  in  a  te c h n ic a l ly  

c o m p e t e n t  m a n n e r .

S i g n i f i c q p t  C o n c e r n s :  C h e c k  h e l o w  i f  p e r f o r m a n c e  o n  t h i s  c r i t e r i o n  p l a c e s  s t u d e n t  a t

r i s k  o f  f a i l i n g  t h i s  c l i n i c a l  e x p e r i e n c e .

Midterm O  Final CD

M i d t e r n ^  C o m m e n t s :  H e  o c c a s i o n a l l y  r e q u i r e s  g u i d a n c e  i n  s e l e c t i n g  a l l  a p p r o p r i a t e  e x a m i n a t i o n  

m e t h o d s  t j a s e d  o n  t h e  p a t i e n t ' s  h i s t o r y  a n d  i n i t i a l  s c r e e n i n g  f K e l l v .  W o n g ) .  H e  c o n s i s t e n t l y  p e r f o r m s  

e x a m i n a t i o n s  s k i l j f u l l v .  H e  h a d  s o m e  d i f f i c u l t y  a n d  r e q u i r e d  a s s i s t a n c e  in  c o m p l e t i n g  t h e  e x a m i n a t i o n  o n  

a n  e x t r c m p l v  c o m p l e x  p a t i e n t  w i t h  d e m e n t i a  a n d  m u l t i p l e  d i a g n o s e s  f L u c c i ) .  H e  i s  a l m o s t  a l w a y s  a b l e  t o  

c o m p l e t e  j i i s  e x a r n i n a t i o n  o f  a l l  b u t  t h e  m o s t  c o m p l e x  p a t i e n t s  in  t h e  a l l o t t e d  a m o u n t  o f  t i m e . _______________

**Explanation for the line is marked on the VASfor this example: The majority o f the student’s 
examinatityts are o f high quality and performed efficiently. However, as the patients became very complex, the 
student reqjtired inçreased supervision to achieve an accurate outcome. Therefore, the mark was placed 
approximately 3/4 afthe way toward entry-leveL

F i n a l  C o m m e n t s ;  H e  c o n s i s t e n t l y  s e l e c t s  a l l  a p p r o p r i a t e  e x a m i n a t i o n  m e t h o d s  b a s e d  o n  t h e  p a t i e n t ’s  

h i s t o r y  a n p  i n i t i a l  s c r e e n i n g  a n d  p e r f o r m s  t h e  e x a m i n a t i o n s  s k i l l f u l l y .  H e  h a s  d e m o n s t r a t e d  t h e  a b i l i t y  t o  

e x a m i n e  a  n u m b e r  o f  c o m p l e x  p a t i e n t s  w i t h  m u l t i p l e  d i a g n o s e s  w i t h  o n l y  o c c a s i o n a l  i n p u t  f r o m  t h e  C l  

f K o w a l s k j |  S t e i n .  W h i t e ) .  H e  n o w  c o n s i s t e n t l y  c o m p l e t e s  h i s  e x a m i n a t i o n s  in  t h e  a l l o t t e d  a m o u n t  o f  

t i m e .  ____________________________________________________________________________________________________________________

**Explanation for where the line is marked on the VASfor this example: The student is now able to consistently 
perform hish-quality and efficient examinations wUh only occasional guidance. The ability to examine complex 
patients ha\ significantly improved. The student is now at entry-leveL
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E X A M PL E : CO M PLETED IT E M  FO R  FINAL EXPERIENC E ( N o t  C o m p e t e n t )

11. P ç r f o r m s  a  p h y s i c a l  t h e r a p y  p a t i e n t  e x a m i n a t i o n . *

M  n  p o

Not
Observed

M

Novice Clinical 
Performance

M Entry-Level
Performance

□  f D

With
Distinction

SAM PLE BEHAVIORS
a) Selects physical therapy examination methods relevant to the chief complaint, 

results o f  screening, and history* o f  the patient.
b) Obtains accurate information by performing the selected examination methods.
c) Adjusts examination according to patient response.
d) Performs examination minimizing risk to the patient, self, and others involved 

in the delivery o f  the patient’s care.
e) Performs physical therapy examination procedures in a technically competent 

marmer.

S i g n i f i c a n t  C o q c e r n s :  C h e c k  b e l o w  i f  p e r f o r m a n c e  o n  t h i s  c r i t e r i o n  p l a c e s  s t u d e n t  a t

r i s k  o f  f a i l i n g  t h i s  c l i n i c a l  e x p e r i e n c e .

M i d t e r m Final

M i d t e r m  C o m m e n t s :  S h e  f r e q u e n t l y  r e q u i r e s  g u i d a n c e  t o  s e l e c t  a l l  a p p r o p r i a t e  e x a m i n a t i o n  m e t h o d s  

b e c a u s e  s h e  d o e s  n o t  a s k  r e l e y a n t  b a c k g r o u n d  q u e s t i o n s  f B l a c k w e l l .  M a r t i n e z .  W i l l i a m s ) .  S h e  s e l e c t s  

e x a m i n a t i o n  m e t l ) o d s  t h a t  a r e  i n a p p r o p r i a t e  f o r  t h e  p a t i e n t ’ s  d i a g n o s i s *  a n d  c o n d i t i o n  f R o a r k .  A b l e )  a n d  

i s  u n a b l e  t o  e x p l a i n  h e r  c h o i c e s  w h e n  q u e s t i o n e d .  S h e  i s  n o t  a c c u r a t e  in  p e r f o r m i n g  m a n y  e x a m i n a t i o n —

t e c h n i q u e s .  F o r  e x a m p l e ,  s h e  f r e q u e n t l y  f a i l s  t o  a l i g n  t h e  g o n i o m e t e r  c o r r e c t l y  a n d  t e n d s  t o  p l a c e __________

p a t i e n t s  i n  u n c o m |f o r t a b l e  p o s i t i o n s  d u r i n g  t e s t i n g .  S h e  i s  f r e q u e n t l y  u n a b l e  t o  c o m p l e t e  h e r  e x a m i n a t i o n s ,  

i n  t h e  a l l o t t e d  a m o u n t  o f  t i m e . ________________________________________________________________________________________________

**Explanation fo r  where the line is marked on the VAS fo r  this example: To perform an accurate examination, 
this student on a fipa l experience requires almost constant supervision. She has problems selecting appropriate 
examinations and performing them correctly. Her lack o f  skill in performing examinations causes her to exceed 
the time allottedfo^ this activity. Therefore, the line on the VAS was placed about 1/3 o f  the way towards entry- 
leveL These behaviors cause concern about the student’s ability to successfully complete the clinical experience. 
Thus, the “Significant Concerns Box” was checked and theACCE was called.

F i n a l  C o m m e n t s :  S h e  i s  m o r e  a c c u r a t e  in  p e r f o r m i n g  t h e  r e q u i r e d  e x a m i n a t i o n  t e c h n i q u e s ,  i n c l u d i n g

g o n i o m e t r v .  S h e  s t i l l  r e q u i r e s  f r e q u e n t  g u i d a n c e  t o  s e l e c t  a l l  a p p r o p r i a t e  e x a m i n a t i o n  m e t h o d s  a n d ________

c o n t i n u e s  t o  o c c a s i o n a l l y  s e l e c t  e x a m i n a t i o n  m e t h o d s  t h a t  a r e  i n a p p r o p r i a t e  f o r  t h e  p a t i e n t ’ s  d i a g n o s i s

a n d  c o n d i t i o n .  A l t h o u g h  s h e  h a s  i m p r o v e d  s o m e w h a t ,  s h e  s t i l l  i s  o f t e n  u n a b l e  t o  c o m p l e t e  h e r _______________

î x a m i n a t i o n s  in  t h e  a l l o t t e d  a m o u n t  o f  t i m e . ________________' __________________________________________ _

'*Explanation fo r  where the line is marked on the VASfo r  this example: Although the student has improved in 
ome technical skills, she is inefficient and continues to require a high level o f  supervision in order to perform an 
ppropriate examit\a/ion. The score on the VAS was movedfurther along towards entry-level to acknowledge the 
oted improvements, but her overall performance in this area still remains below entry-leveL Again, the 
Significant Concerns Box” was checked.
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EX A M PLE: COM PLETED ITEM  FO R INTERM EDIATE E X P E R IE N C E

11. Perform s a physical therapy patient examination.^

M □  F Ü

Not
Observed

N ovice Clinical 
Performance

M
M □  f O

F Entry-Level With 
Performance Distinction

SAMPLE BEHAVIORS
a) Selects physical therapy examination methods relevant to the chief complaint, 

results of screening, and history® o f the patient.
b) Obtains accurate information by performing the selected examination methods.
c) Adjusts examination according to patient response.
d) Performs examination minimizing risk to the patient, self, and others involved in 

the delivery of the patient's care.
e) Performs physical therapy examination procedures in a technically competent 

manner.

Significant Concerns: Check below if performance on this criterion p laces student a t
risk of failing this clinical experience.

^  Midterm EH Final El

Midterm Comments: Consistent with his level o f  academic preparation, he is ab le to  select___________
appropriate examination methods for simple patients but requires extensive input from  the Cl for patients  
with more com plex neurological problems (Stupanski. Shah). O nlv occasionally requires supervision to 
perform examination methods accurately (sensory testing W ilsonL Sometimes overtires patients during  
the examination. He is usually able to complete his examinations in the allotted am ount o f  time._________

** Explanation fo r  where the line is marked on the VAS fo r  this example: Since this is an  intermediate-level 
clinical experience, it is not expected that the student will perform at entry-level on this performance criterion.
The patient load selected for the student was based on the objectives^ fo r  th'ts clinical experience. The student is 
able to consistently and efficiently perform an examination with minimal supervision on uncomplicated patients. 
When patients have more complex responses, the student’s need fo r  supervision increases. Therefore, the V A S  
was scored at about 1/3 o f the way toward entry-level.

Final Com m ents: He is able to perform complete and accurate examinations o f  straightforward patien ts  
with orthopedic problems. He is beginning to be able to describe movement patterns often observed in 
patients with neurological disorders but continues to require frequent input from th e  C l to complete an 
examination on this type o f patient. He now consistently monitors the patient’s fa tig u e  level during the  
examination He consistently completes his examinations in the allotted amount o f  tim e.__________ ;______

**Explanation for where the line is marked on the VAS fo r  this example: With the patient load designed to  m eet 
the objectives for this experience, the student performs high-quality treatments consistently and efficiently. H e  
still requires supervision to examine more complex patients, but this is expected at this level. The VAS score has 
moved toward entry-level (approximately 'A way) to reflect his growth in meeting the objectives o f this experience.
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APPENDIX B 
TESTS AND MEASURES AND INTERVENTIONS'

T e s t s  a n d  M e a s u r e s  ( s e e  P e r f o r m a n c e  C r i t e r i o n  t t ll)
T e s t s  a n d  m e a s u r e s  ( l i s t e d  a l p h a b e t i c a l l y )  i n c l u d e ,  b u t  a r e  n o t  l i m i t e d  t o ,  t h e  f o l l o w i n g :

a) aqrobic capacity
b )  a n t h r o p o m e t r i c  c h a r a c t e r i s t i c s

c )  a r o u s a l ,  m e n t a t i o n ,  a n d  c o g n i t i o n

d )  a s j s i s t i v e  a n d  a d a p t i v e  d e v i c e s

e )  c o m m u n i t y  a n d  w o r k  ( j o b ,  s c h o o l ,  o r  p l a y )  r e i n t e g r a t i o n

f )  c r a n i a l  n e r v e  i n t e g r i t y

g )  e n v i r o n m e n t a l ,  h o m e ,  a n d  w o r k  b a r r i e r s

h )  e r g o n o m i c s  a n d  b o d y  m e c h a n i c s

i )  g q i t ,  a s s i s t e d  l o c o m o t i o n ,  a n d  b a l a n c e

j )  i n t c g u m e n t a i y  i n t e g r i t y

k )  j o i n t  i n t e g r i t y  a n d  m o b i l i t y

1) m o t o r  f u n c t i o n

m )  m u s c l e  p e r f o r m a n c e  ( i n c l u d i n g  s t r e n g t h ,  p o w e r ,  a n d  e n d u r a n c e )

n )  n q p r o m o t o r  d e v e l o p m e n t  a n d  s e n s o i y  i n t e g r a t i o n

o )  o r t h o t i c ,  p r o t e c t i v e ,  a n d  s u p p o r t i v e  d e v i c e s

P )  P #

q )  p o s t u r e

r )  p r o s t h e t i c  r e q u i r e m e n t s

s )  r a n g e  o f  m o t i o n

t )  r e f i e x  i n t e g r i t y

u )  s e l f - c a r e  a n d  h o m e  m a n a g e m e n t  ( i n c l u d i n g  a c t i v i t i e s  o f  d a i l y  l i v i n g  a n d  i n s t r u m e n t a l

a c t i v i t i e s  o f  d a i l y  l i v i n g )  

v )  s e n s o r y  i n t e g r a t i o n  ( i n c l u d i n g  p r o p r i o c e p t i o n  a n d  k i n e s t h e s i a )

w )  v e n t i l a t i o n ,  r e s p i r a t i o n ,  a n d  c i r c u l a t i o n

I n t e r v e n t i o n s  f s q e  P e r f o r m a n c e  C r i t e r i o n  # 1 4 )

I n t e r v e n t i o n s  ( l i s t e d  a l p h a b e t i c a l l y )  i n c l u d e ,  b u t  a r e  n o t  l i m i t e d  t o  t h e  f o l l o w i n g :

a )  a i ( w a y  c l e a r a n c e  t e c h n i q u e s

b )  d e b r i d e m e n t  a n d  w o u n d  c a r e

c )  e l ç ç t r o t h e r a p e u t i c  m o d a l i t i e s

d )  f u n c t i o n a l  t r a i n i n g  in  c o m m u n i t y  a n d  w o r k  ( j o b ,  s c h o o l ,  o r  p l a y )

r e i n t e g r a t i o n  ( i n c l u d i n g  i n s t r u m e n t a l  a c t i v i t i e s  o f  d a i l y  l i v i n g ,  w o r k  h a r d e n i n g ,  a n d  w o r k  

c q p d i t i o n i n g )

e )  f u n c t i o n a l  t r a i n i n g  i n  s e l f - c a r e  a n d  h o m e  m a n a g e m e n t  ( i n c l u d i n g  a c t i v i t i e s  o f  d a i l y  l i v i n g

a q d | i n s t r u m e n t a l  a c t i v i t i e s  o f  d a i l y  l i v i n g )

f )  m q p u a l  t h e r a p y  t e c h n i q u e s

g )  p a , t j e n t - r e l a t e d  i n s t r u c t i o n

h )  p h y s i c a l  a g e n t s  a n d  m e c h a n i c a l  m o d a l i t i e s

i )  p r e s c r i p t i o n ,  a p p l i c a t i o n ,  a n d  a s  a p p r o p r i a t e  f a b r i c a t i o n  o f  a d a p t i v e ,  a s s i s t i v e ,  o r t h o t i c ,

p r o t e c t i v e ,  a n d  s u p p o r t i v e  d e v i c e s  a n d  e q u i p m e n t

j )  t h e r a p e u t i c  e x e r c i s e  ( i n c l u d i n g  a e r o b i c  c o n d i t i o n i n g )

^Evaluative Criteria for Accreditation o f Education Programs for the Preparation ofPhysical Therapists. 
C o m m i s s i o n  o n  A c c r e d i t a t i o n  in  P h y s i c a l  T h e r a p y  E d u c a t io n ,  A P T A :  A le x a n d r ia ,  V A ;  1 9 9 6 :2 9 - 3 0 .
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APPENDIX C

T h i s  t a b l e  p r o v i d e s  t h e  p h y s i c a l  t h e r a p i s t  a c a d e m i c  p r o g r a m  w i t h  a  m e c h a n i s m  t o  r e l a t e  t h e  p e r f o r m a n c e  

c r i t e r i a  f r o m  t h e  Clinical Performance Instrument w i t h  t h e  Evaluative Criteria fo r  Accreditation o f  
Education Programs fo r  the Preparation o f  Physical Therapists.

Evaluative Criteria for Accreditation of FT 
Programs

Clinical Performance Instrument 
Performance Criteria (PC)

Communication (3.8.3.1.) Communication (PC #6)

Individual and Cultural Differences 
(3.8.3.2.)

Individual and Cultural Differences 
(PC #8)

Professional Behavior 
(3.8.3.3.)
(3.8.3.4.)
(3.8.3.5.)
(3.8.3.6.)
(3.8.3.7.)

Professional Behavior (PC #3)
Legal Practice (PC #5)
Ethical Practice (PC #4)
Quality o f Service Deliveiy (PC #16) 
Clinical Education Experience (no specific 
PC)

Critical Inquiry and Clinical Decision-
Making
(3.S.3.8.)
(3.8.3.9.-11.)
(3.8.3.12.)

Quality of Service Delivery (PC #16) 
Critical Inquiry (PC #9)
Not found in CPI (research requirement)

Education (3.8,3,13.) Education (PC #15)

Professional Development 
(3.8.3.14.)

Career Development/Lifelong Learning 
(PC #23)

Screening (3.8.3.15.) Screening (PC #10)

Examination (3.8.3.16.) Examination (PC #11, #12, and # 7)

Evaluation (3.8 3.17.) Evaluation/Diagnosis/Prognosis (PC #12 )

Diagnosis
(3.8.3.18.-19.)
(3.8.3.20.)

Evaluation/Diagnosis/Prognosis (PC #12 ) 
Communication (PC #6 )
Documentation (PC #7)

Prognosis (3.8.3.21.) Evaluation/Diagnosis/Prognosis (PC #12)

Plan of Care (3.8-3.22.-26.) Plan of Care (PC #13)
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Evaluative Cril;eria for Accreditation o f PT 
Programs

Clinical Performance Instrument 
Performance Criteria (PC)

Intervention
(3.8.3.27.) Safety (PC#1)
(3.8.3.28.) Treatment/Intervention (PC #14)
(3.8.3.29.) Education (PC #15)
(3.8.3.30.) Documentation (PC #7)
(3.8.3.31.) Safety (PC#1)

Outcomes Measurement (3.8.3.32.) Plan of Care (PC #13)

Prevention and Wellness (3.8.3.33.-34.) Wellness and Health Promotion (PC #24)

Management iî  Various Care Delivery
Systems
(3.8.3.35.-37.) Management of Patient Services (PC #18)
(3.8.3.38.) Plan ofC are(PC #13)
(3.8.3.39.) Resource Management (PC #19)
(3.8.3.40.) Wellness and Health Promotion (PC #24)

1 ' ................... .........
Administration
(3.8.3.41.-42.) Support Personnel (PC #21)
(3.8.3.43.) Resource Management (PC # 19)
(3.8.3.44.-45.) Fiscal Management (PC #20)

Consultation (3.8.3.46.) Consultation (PC #17)

Social Responsibility (3.8.3.47.-49.) Professional/Social Responsibilities (PC
#22)
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H I S T O R I C A L  P E R S P E C T I V E

P R E A M B L E

A s s e s s m e n t  o f  s t y c |e n t  p e r f o r m a n c e  in  t h e  c l i n i c a l  s e t t i n g  i s  a n  e s s e n t i a l  a n d  i n t e g r a l  p a r t  o f  e n s u r i n g  s a f e  

a n d  e f f e c t i v e  p a t i e n t  c a r e .  T h e  T a s k  F o r c e  o n  S t u d e n t  C l i n i c a l  P e r f o r m a n c e  I n s t r u m e n t s  w a s  c h a r g e d  in  

M a r c h  1 9 9 4  b y  t h e  A m e r i c a n  P h y s i c a l  T h e r a p y  A s s o c i a t i o n  ( A P T A )  B o a r d  o f  D i r e c t o r s  t o  d e v e l o p  a  

s y s t e m  t o  m e a s u r e  p h y s i c a l  t h e r a p i s t  a n d  p h y s i c a l  t h e r a p i s t  a s s i s t a n t  s t u d e n t  p e r f o r m a n c e  d u r i n g  c l i n i c a l  

e d u c a t i o n  e x p e r i e n c e s .  T h i s  m a n u a l  a n d  i n s t r u m e n t  r e l a t e  o n l y  t o  p h y s i c a l  t h e r a p i s t  s t u d e n t s .  A  p o s i t i v e  

c l i m a t e  o f  c h a n g e  a n d  a  g r o w i n g  c o n s e n s u s  a b o u t  t h e  n e e d  t o  b e  c o n s i s t e n t  i n  s t u d e n t  c l i n i c a l  

p e r f o r m a n c e  e v a l u a t i o n  p r o m p t e d  t h e  c o m m i t m e n t  t o  d e v e l o p  a n d  p r o m o t e  a  n e w  s y s t e m  f o r  u s e  b y  

p h y s i c a l  t h e r a p y  e d u c a t o r s .

T h e  a s s e s s m e n t  s y s t e m  i s  i n t e n d e d  t o  b e  a v a i l a b l e  f o r  w i d e s p r e a d  u s e  a n d  t o  a c h i e v e  t h e  g o a l s  o f  

c o n s i s t e n c y ,  f e a s i j b i l i t y ,  a n d  s e n s i t i v i t y  t o  t h e  n e e d s  o f  p r a c t i c e  i n  o u r  c u r r e n t  h e a l t h  c a r e  d e l i v e r y  s y s t e m .  

T h e  a s s e s s m e n t  s y s t e m  a c c u r a t e l y  d e f i n e s  a n d  a d v a n c e s  w h a t  t h e  p r o f e s s i o n  b e l i e v e s  r e p r e s e n t s  e n t r y -  

l e v e l  p r a c t i c e .  A d o p t i o n  o f  t h i s  i n s t r u m e n t  i s  v o l u n t a r y ,  h o w e v e r ,  t h e  u s e  o f  a  u n i f o r m  i n s t r u m e n t  m a y  

b e  p r e f e r r e d  a n d / q r  s t r o n g l y  r e c o m m e n d e d  t o  a c h i e v e  c o n s i s t e n c y  t h r o u g h o u t  t h e  p r o f e s s i o n .  P e r i o d i c  

r é é v a l u a t i o n  o f  th ,e  i n s t r u m e n t  i s  e s s e n t i a l  t o  r e m a i n  v a l i d  a n d  c o n t e m p o r a r y .

R A T I O N A L E  F O R  D E V E L O P I N G  T H E  I N S T R U M E N T

T o  c o n s t r u c t  t h i s  i r \ s t r u m e n t ,  m u l t i p l e  d o c u m e n t s  w e r e  u s e d  a s  r e f e r e n c e  p o i n t s  f o r  d e s c r i b i n g  c u r r e n t  

a n d  f o r w a r d - l o o k i n g  p r a c t i c e  e x p e c t a t i o n s  o f  t h e  p h y s i c a l  t h e r a p i s t .  D o c u m e n t s  r e v i e w e d  i n c l u d e d  d r a f t  

v e r s i o n s  o f  A Norrrialive Model o f  Physical Therapist Professional Education (Version 1997), Evaluative 
Criteria fo r  Accreditation ofEducation Programs fo r  the Preparation o f  Physical Therapists (October 
30, 1996), Guide ta Physical Therapist Practice, Part One: A Description o f  Patient/Client Management 
( / P P Z j . a n d  n u m e r o u s  s a m p l e s  o f  p e r f o r m a n c e  e v a l u a t i o n  i n s t r u m e n t s  c u r r e n t l y  i n  u s e  b y  c l i n i c a l  f a c u l t y  

w i t h i n  a n d  e x t e r n a l  t o  p h y s i c a l  t h e r a p y .  A  d i s t i n c t  e f f o r t  w a s  m a d e  t o  e n s u r e  t h a t  t h e  l a n g u a g e  o f  t h e  

C l i n i c a l  P e r f o r m a n c e  I n s t r u m e n t  i s  c o n s i s t e n t  w i t h  t h e  l a n g u a g e  o f  t h e s e  r e s o u r c e s .

T h e  d e v e l o p m e n t  p r o c e s s  w a s  a i m e d  a t  a c h i e v i n g  a n  i n s t r u m e n t  t h a t  w i l l :

p r o t e c t  s o c i e t y ,  a s s i s t  p r o f e s s i o n a l  d e c i s i o n  m a k i n g ,  a n d  f a c i l i t a t e  s k i l l  d e v e l o p m e n t ;

•  b e  a c c e p t e d  a ^ d  o w n e d  b y  a  w i d e  c o m m u n i t y  o f  p h y s i c a l  t h e r a p i s t s  a n d  p h y s i c a l  t h e r a p i s t  a s s i s t a n t s ;  

b e  a p p l i c a b l e  t q  a  b r o a d  r a n g e  o f  p r a c t i c e  s e t t i n g s  a n d  a c a d e m i c  l e v e l s ;

m e e t  s t a n d a r d s  o f  r e l i a b i l i t y  a n d  v a l i d i t y ;

•  b e  s e n s i t i v e  t p  t h e  i n t e r e s t s  o f  b o t h  a c a d e m i c  a n d  c l i n i c a l  c o m m u n i t i e s ;

•  a s s e s s  e s s e n t i a l  a r e a s  o f  p e r f o r m a n c e  f o r  p h y s i c a l  t h e r a p i s t  s t u d e n t s ,  i n c l u d i n g  c o g n i t i v e ,  

p s y c h o m o t o r ,  a p d  a f f e c t i v e  d o m a i n s ;  a n d

•  b e  r e s p o n s i v e  t o  c h a n g e s  i n  p h y s i c a l  t h e r a p y  p r a c t i c e  e x p e c t a t i o n s  w i t h i n  a  d y n a m i c  h e a l t h  c a r e  

s y s t e m .

A n  i n i t i a t i v e  s u c h  a s  t h i s  i s  c o n s i d e r e d  e s s e n t i a l  b e c a u s e  i t  s e r v e s  t h e  i n t e r e s t s  o f  s o c i e t y ,  a c a d e m i c  a n d  

c l i n i c a l  c o m m u n i p ç s ,  e m p l o y e r s ,  a n d  s t u d e n t s .  T h e  d e v e l o p m e n t  p r o c e s s  c r e a t e s  a  c o n v e r s a t i o n  w i t h i n  

t h e  p h y s i c a l  t h e r a p y  p r o f e s s i o n  a b o u t  c u r r e n t  a n d  f u t u r e  p h y s i c a l  t h e r a p y  p r a c t i c e  a n d  t h e  r e l a t i o n s h i p  o f  

p h y s i c a l  t h e r a p i s t ?  t o  p h y s i c a l  t h e r a p i s t  a s s i s t a n t s  i n  p r a c t i c e .  T h e  o u t g r o w t h  o f  t h i s  w o r k  i s  i n t e n d e d  t o  

e n h a n c e  t h e  h e a l t h  v i a b i l i t y  o f  c l i n i c a l  e d u c a t i o n  b y  r e s p o n d i n g  t o  a n  e x p r e s s e d  n e e d  a n d  t o  t h e  

c h a n g i n g  n e e d s  a n d  d e m a n d s  o f  c l i n i c a l  p r a c t i c e .  S o c i e t y  a n d  t h e  p r o f e s s i o n  b e n e f i t  f r o m  e n d e a v o r s  t h a t  

c l a r i f y  s t a n d a r d s ,  e n c o u r a g e  h i g h  l e v e l s  o f  p e r f o r m a n c e ,  s u p p o r t  c o n s i s t e n c y  a m o n g  a  w i d e  v a r i e t y  o f  

e d u c a t o r s ,  a n d  c o q i p i u n i c a t e  p r o f e s s i o n a l  e x p e c t a t i o n s  f o r  p r a c t i t i o n e r s  a c c u r a t e l y  t o  t h e  p u b l i c .
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A C K N O W L E D G M E N T S

W e  w o u l d  l i k e  t o  a c k n o w l e d g e  a n d  t h a n k  a l l  c o n s o r t i a ,  p h y s i c a l  t h e r a p i s t  a n d  p h y s i c a l  t h e r a p i s t  a s s i s t a n t  

a c a d e m i c  p r o g r a n t s ,  a n d  o t h e r  p r o f e s s i o n s  t h a t  p r o v i d e d  t h e  T a s k  F o r c e  w i t h  t h e i r  s t u d e n t  c l i n i c a l  

p e r f o r m a n c e  i n s t r u m e n t s .  T h e i r  w i l l i n g n e s s  t o  s h a r e  t h e i r  k n o w l e d g e  a n d  e x p e r i e n c e  w a s  v a l u a b l e  in  

d e v e l o p i n g  c l i n i c q )  p e r f o r m a n c e  i n s t r u m e n t s  f o r  p h y s i c a l  t h e r a p i s t  a n d  p h y s i c a l  t h e r a p i s t  a s s i s t a n t  

s t u d e n t s .  W e  w o u l d  l i k e  t o  e x t e n d  o u r  g r a t i t u d e  t o  Y o l a n d a  R a i n e y ,  M S ,  P T ,  f o r  h e r  c o n t r i b u t i o n s  a s  a  

p a r t  o f  t h e  T a s k  F o r c e  d u r i n g  t h e  e a r l y  p h a s e  o f  t h e  i n s t r u m e n t ’ s  d e v e l o p m e n t .  W e  a r e  a l s o  g r a t e f u l  t o  

t h e  m e m b e r s  o f  t f tq  S o u n d i n g  B o a r d  f o r  o f f e r i n g  t h e i r  e x p e r t i s e  a n d  i n s i g h t s  a b o u t  t h e  i n s t r u m e n t  d u r i n g  

c r i t i c a l  p h a s e s  o f  i t s  d e v e l o p m e n t .  I n  a d d i t i o n ,  a n  i n s t r u m e n t  s u c h  a s  t h i s  c o u l d  n o t  b e  d e v e l o p e d ,  r e f i n e d ,  

a n d  e m p i r i c a l l y  tC jS ted w i t h o u t  t h e  c o n t r i b u t i o n s  o f  t h e  m o r e  t h a n  1 2 0  p h y s i c a l  t h e r a p i s t  a n d  9 0  p h y s i c a l  

t h e r a p i s t  a s s i s t a n t  a c a d e m i c  p r o g r a m s ,  1 , 3 0 0  c l i n i c a l  e d u c a t o r s ,  a n d  1 , 3 0 0  p h y s i c a l  t h e r a p i s t  a n d  p h y s i c a l  

t h e r a p i s t  a s s i s t a n t  s t u d e n t s  w h o  w i l l i n g l y  p a r t i c i p a t e d  in  t h e  p i l o t  a n d  f i e l d  s t u d i e s  a n d  t h e  m o r e  t h a n  

2 , 0 0 0  i n d i v i d u a l s ,  q c a d e m i c  p r o g r a m s ,  a n d  c o n s o r t i a  t h a t  g a v e  o f  t h e i r  t i m e  a n d  e n e r g y  t o  p r o v i d e  

c o m m e n t s  a n d  f e e jd b a c k  o n  t h r e e  d r a f t  v e r s i o n s  o f  t h e  c l i n i c a l  p e r f o r m a n c e  i n s t r u m e n t s .  W e  w i s h  t o  

a c k n o w l e d g e  s t a f f  f r o m  t h e  A P T A ’s  E d u c a t i o n  D i v i s i o n  f o r  t h e i r  d i l i g e n c e  a n d  t i r e l e s s  e f f o r t  in  s u p p o r t  

o f  t h e  T a s k  F o r c e . ,
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