
Western Deans 2018 Meeting Notes: 
 
 
Admissions:  

- What are the latest updates from admissions?  
- Most schools working on more inclusive admissions policies to increase diversity.  
- Some controversy around admissions policies which set “quotas” for applicants 

from certain pools.  
- We were asked to leave after the first 30 minutes so no other updates from this meeting.  

 
Assessment  

- What does a sample MSPR look like for an integrated clerkship? 
- Manitoba is implementing a longitudinal clerkship 
- Saskatchewan implementing this more recently. 

- What does pass rate look like at your school: 
- Manitoba has a standardized cut-off of 60% with a strict cut-off, but this seems to 

have been applied arbitrarily. 
- 80% of the standard setting. 

- Sask; 70% pass mark, but rounding is allowed as long as it would fall above (etc. 
69.5). Had to set this as a concrete mark outside to report to the university, but if 
lower mark in house (as determined by the assessments) then they would have 
to scale up the mark in order to meet this. 

- Exceptions are foundations hematology: pass mark 60% because new 
- OSCE: Take whatever the pass mark is (tell the students whatever the 

pass mark is relative to the 70%) 
- Students for exams can directly make feedback on the questions as they go 

through. However if students are tight on time, it may be hard to give this 
feedback. 

- UofA: 
- Set OSCE marks to determine if global fail of stations or a single fail of 

stations. 
- Give the station and the potential for the station as for a checklist. 
- Given formative feedback to students after they have taken the OSCE.  
- Asked by Sask assessment: “how are OSCE checklists given to students 

for the more complex stations?” → not given a specific checklist but given 
more of a list of topics.  

- When reviewing the test they are only given the opportunity to do 
so under closed conditions, immediately. 

- Dal: 
- Adjust using the Nadelsky method.  

 
 
 



- UCalgary; 
- Nadelsky method used, MPL currently where undifferentiated graders 

meet beforehand and attribute approx difficulty and expectations for the 
exam 

- 10% borderline maximum acceptable failure rate 
- Anyone within 1 STD will fail the exam 
- People within 2 STD now are given faculty mentoring to raise the level. 

- Confidence levels after the exam: 
 

- Sask; 
- Rating or grading after the test: helping to see if students were confident 

or not confident with the test (Seeing if really knew material or not). 
- How many assessments do you do: 

 
- UCalgary: 

- One formative per course 
- One Anatomy per course 
- One midterm 
- One final. 

- Sask: 
- Can change sometimes: for example will have quizzes weekly 

- Alberta: 
- Can have bigger and smaller assessments 
- Sometimes weekly quizzes, assessing continuously to make sure 

students are evaluated on an ongoing basis. 
- TBLs: Team based learning (eg. 4%) 
- Peer assessments (1%) 

- Manitoba: 
 

- Rewrites: 
- U of A: While currently the rewrites happen in the summer, they are trying to 

move it so students are rewriting on a more frequent basis. 
- UofM: all rewrites happen in the summer 

- Usually meet with the director of mediation immediately. 
- However if they fail multiple things between the initial failure and the 

summer. Director will meet with the student to suggest a leave of 
absence. 

- Seeing some failures in students who do not have the background. 
Sometimes these have to deal with personal issues. 
 
 
 
 



- Appeals: 
- General: 

- Only if you fail the re-assessment of a course and repeat a year this will 
show up on your MSPR. 

- Withdrawals will sometimes show up.  
- Ucalgary; 

- Directed to review with dean/director of assessments to discuss after 
initial failure 

- If fail the rewrite, Review students reasons and direct to SARC (student 
academic review committee) and either suggested to withdraw or repeat 
the year. 

- If student repeats the year and still fails discuss had of withdrawal. 
- UofM: 

- If fail, met with both director of student affairs and dean of assessment 
- No one failed med 2, one person failed 2.  

- USask: 
- UofA: 

- Can recommend that students repeat the year but if students decline this 
offer can sometimes fail multiple courses, later pass and then continue 
onto the following year. 
 

- Takeaways: 
- Is it possible to share OSCE cases between schools? This may be complicated 

based on releasing of questions and pt confidentiality after the fact. 
- Possibility suggested of sharing exams MBME in house exams between schools.  

- Contact: Dr. Joshua Lloyd at USask if interested in creating something 
like this. 

- Currently collaboration between Ucalgary and USask for family medicine 
to create something like this for the rotation. 

-  
 
Assistant/Associate Deans: 

1. Future directions of Western Dean’s Conference 
a. More collaboration b/w associate/assistant deans of schools 

i. Sharing of OSCE question bank 
ii. Connecting assessment people together 
iii. Using ideas of what works well from different schools 

b. Student input was helpful. The group really appreciated the panel that was put 
together this year. Next year, it would be helpful to have students from the panel 
split up into each of the small groups so UME members can ask follow up 
questions/create action items. 

 
 



2. Have millennials/students help create curriculum 
a. Lecturers are frustrated at low student attendance at optional lectures, but 

students want more freedom with their time 
i. UBC, U of A, U of C do not have mandatory attendance for lectures 

(except patient presentations for U of C) 
ii. Ways to make lectures more appealing to students 

1. More interactive type lectures and small groups with student 
leaders 

2. Encourage lecturers to just upload podcasts and no lecture at all 
iii. Tell lecturers that the number of students attending lecture does not 

reflect lecturer’s ability to teach. Give them number of hits for each 
podcast so they know students actually watch the podcast. 

iv. Decrease number of seats in lecture so it doesn’t feel as empty 
3. Cannabis use among medical students 

a. U of C policies have not changed. Dr. Busche sent out email to students stating 
that they cannot attend classes/sessions in an impaired state. Does not think 
legalizing cannabis will increase the amount of cannabis users among classes. 

4. Students examining each other 
a. U of C does not allow student or preceptors to examine each other at all. Dr. 

Coderre thinks might be beneficial and cost effective to allow students to 
examine each other. 

b. UBC also does not allow students or preceptors to examine each other. 
c. U of A students examine each other within clinical settings and have review 

sessions where they are allowed to examine each other. 
d. U of M/U of S students have no regulations on examining each other other than 

sensitive areas. Can also practice IVs on each other! 
e. Dr. Busche understands potential benefit but there are legal issues surrounding 

this, therefore difficult to allow students to practice on each other. 
 
 
Rural Health: 

 
- 1. Given the critical shortage of rural physicians, we need to do more to encourage 

students to pursue a career in a rural centre. The important part of this is that students 
must want to pursue rural work, and one good way of encouraging this is by exposing 
students to preceptors and lecturers who have practiced extensively in a rural setting 
and who more importantly found that work to be fulfilling. All students at the table 
acknowledged the influence that preceptors have on them, especially early in training, 
and believed that generalists are underrepresented among small group 
preceptors/lecturers. We talked about how students will often come down and chat with 
an instructor after a lecture/group session and ask about instructor’s practice/experience. 
Since we generally have specialists/sub specialists teaching us, we often hear lots about 
what it’s like to practice specialist medicine in an urban centre, but much less opportunity 



to hear about what it’s like to practice generalist medicine in a rural setting. Given that 
family doctors can easily teach most of what we learn in years 1 and 2, they should be 
teaching far more material. If that happens, then students might view family/rural 
medicine as more prestigious and will get more chances to hear the positives of rural 
practice at a time when they are most impressionable. 
 

-  1. a) Radical Idea: One way to get more family docs teaching early on is to rethink the 
way the curriculum is structured. We could teach more medical skills/general medical 
topics at the start of the curriculum with this run mostly by rural and family docs. The 
pathophysiological science part could be done more later on in education. I think that 
this might be an idea worth exploring further as I certainly don’t have a perfect idea how 
this might look. 

-  
-  1. b) Even if we can’t get 1. a), we should at least make sure preceptors know not to be 

derogatory about generalists work. This can have a very detrimental effect on how 
students perceive family medical doctors, causing them to be thought of as “lesser”. 

-  
- 2. During mandatory rural rotations, more must be done to ensure students can be 

integrated into the community. There is a fear that students might be turned off of the 
idea of rural practice if they only spend one month in a small town where they barely 
leave their apartment except for groceries and work. If towns could provide information 
packages and healthcare institutions could organize social events to integrate learners 
into the town more quickly, students might have a better experience and enjoy their rural 
rotations more. A great rural experience likely makes rural practice more likely.  

-  
- 3. We need to address how rural docs are paid if we are ever going to encourage them 

to stay rural and do research. Having the opportunity for academic work in a rural centre 
is appealing but not as financially feasible as it is in an urban centre.  

-  
- 4. Accreditation is the best way to create change. If preparation for a rural career 

because an accreditation issue, it will be dealt with swiftly and effectively. We need to 
get this on the accreditors’ list of priorities because it really is important to service rural 
populations where they live.  

-   
-  4. a) We spent a great deal of time talking about why it is so important to have 

physicians interested in working rurally. We talked about how excellent care in centres of 
excellence is not really the best care for all people. The best care is adequate care close 
to home. We talked about how people’s biggest fear is dying away from home. We 
talked about how birth and death have both been entirely removed from some 
communities and felt that this was a real tragedy. When birth especially is removed from 
a community, there is an efflux of youth and when that happens a town dies. 
Furthermore, generalists in a rural area can save money by providing primary care and 
preventing small problems from becoming big problems requiring expensive 



transportation to and long stays at tertiary hospitals. All of this highlights why rural 
physicians are so important and that is why encouraging students to pursue rural careers 
should be an accreditation issue.  

-  
- 5. One thing that the U of C does is have towns host healthcare trainees for a weekend. 

Students get to do workshops and hear about what it is like to practice medicine in 
places like Rocky Mountain House, but are also provided opportunities for social events 
and these seem to be quite popular. They give students a good impression of life in a 
smaller community and seem to have good reviews. Communities are keen to have the 
chance to showcase themselves and students enjoy it too. Perhaps other schools could 
follow! 

-  
- 6. We spent a good deal of time talking about how positive relationships are appropriate 

patient loads are protective against physician burnout. Busy doctors can avoid burnout if 
they have strong relationships with patients and are not expected to provide services 
that they are unable to provide for internal or external reasons. Spoke about how rural 
medicine can help avoid these perils and that the work is very fulfilling.  

-  
- 7. Lastly and most importantly, every student should have the opportunity to chat with a 

rural doc and hear from them how fulfilling to work is. All students involved came out of 
that meeting more interested in rural medicine than they were when they started, so this 
needs to be accessible to all students. It is readily apparent from a 2 hour conversation 
how truly rewarding rural work is and that can only be expressed by someone who has 
worked rurally. You can see it in that person’s eyes and the way they talk that they are 
not just paying lip service to a noble idea and I think that is fabulously valuable.  
 

 
 
Collaborative Research: 

- Hampton’s Meeting room 
- Schools are looking to collaborate on research relating to learners and the 

learner experience. 
- To this end, a task force will be developed which will facilitate information sharing 

between schools.  
- We also discussed the importance of considering learner privacy and having 

learners at the table when approving and discussing potential research projects.  
 
Indigenous Health & Medical Education 
·       USask described their Indigenous Health initiatives: 
-          Outlined the importance of bringing historical and political awareness the forefront of 

discussions on this topic 
o   The TRC underlies their curriculum and clinical guidelines 
o   Specific mention was made of Calls to Action 18-24 



§  Jordan’s Principle 
o   Implored and encouraged those in attendance to read the TRC 

-          It is important to take an “indigenous approach” to teaching these ideas and discussing 
their initiatives 

o   Ie. consultation, community engagement, collaboration 
-          Those students who demonstrate community engagement are recognized through letters 

for CaRMS application/CV purposes 
o   Ie. attending the Powwow Health Booth (a local community event) 

-          Vertical theme of education and curricular design 
o   Incorporates all stakeholders from the grassroots level and upwards 

-          Northern Medical Services 
o   Developed an online training program for all MD’s which is mandatory for 

those physicians working with NMS (Title “Role of Practitioners in Indigenous 
Wellness”) 

-          Challenges currently faced by USask and others: 
o   The student experience with regards to bias in the admissions process has 

yet to be fully understood and addressed 
o   The ratio of First Nations to Metis students is being juggled and considered in 

order to have appropriate diversity and representation 
o   Retention and recruitment of graduates and transitioning them into faculty 

roles remains challenging 
 
Implementation of Entrustable Professional Activities (EPAs) 
-          How are they recorded and logged? 

o   Manitoba has EPA sheets to fill out at each the 14 shifts for each rotation 
§  One skill (i.e. History/Physical) needs to be assessed across every 

rotation (surgery, peds, etc.) for accreditation purposes 
-          The challenge of inconsistency of standards across evaluators and the notion of “Hawks 

and Doves” was discussed 
-          In Calgary, the final clerkship OSCE is EPA-driven 

o   The word “trust” within “entrustable” brings up ideas around subjectivity and 
the various standards to which each preceptor would consider a student 
“trustworthy”, it is sometimes a problematic term when dealing with EPAs 

o   There was discussion around the use of a Global Rating which is assessed on 
a pass/fail basis 

o   Checklists are used to give feedback that is targeted for students and more 
useful to them 

-          UofA is using/developing an online portfolio program for tracking progress through EPA’s 
-          The notion of becoming more competent when assessed during your 8th rotation as 

opposed to your 1st rotation was discussed 
-          The challenge of assessing entrustability which requires “time spent under quality 

observation” was discussed. Sometimes residents are supervising students and attendings 



(the ones who must make the final call on “entrustability”) aren’t always able to provide that 
quality observation time, or if they are it can be burdensome. 

-          There was also discussion around the value of the “longitudinal integrated clerkship 
model” as opposed to the current rotation-based clerkship model in providing that 
consistency in observation and mentorship that can perhaps more reliably lead to those 
qualities of “entrustablility” in trainees 

o   More time observed by the attending preceptor, the data points needed to 
make a reliable assessment of entrustability can be credibly made 

-          Discussion around the failed construct of the CTU which in the opinion of many at the 
table leads to increased familiarity of team-based practice but ends up decreasing the level 
of experience and entrustability outcomes compared to other teaching modalities 

-          There was discussion around using residents as resources for teaching and education 
rather than having the attending physician as the sole teacher and evaluator of EPAs 

o   Why not have a resident take on more of this burden if they are deemed 
capable to do so as opposed to only allowing the attending physician to 
evaluate EPAs 

-          What about the role of patients in assessing EPA’s? What about nurses and other 
appropriate professionals? 

 


