PPDC Competency Assessment 



COMPETENCY ASSESSMENT FORM (INITIAL OR ONGOING)

PURPOSE

This form is used to list areas of competencies demonstrated by the student initially during clinicals or as a final metric.
WHO COMPLETES THIS FORM

Program director, Clinical Coordinator or designee
INSTRUCTIONS

1. Check the appropriate box for “Initial” if used for a new student, or final if used for an annual assessment. 

2. Enter Student name and Program, Clinical rotation, and Graduation year.

3. Reason/s for assessment:  Identify and then select the reason(s) for assessment. Enter the corresponding letter code A to P under the column “Reasons”.  If “P”-others are selected, write the reasons on space provided.
4. Recommended Validation method(s):  Identify and then select method(s) used for assessment.  Check off the box under the corresponding letter codes A to E in the column “Validation Methods”.  Enter the method if letter E “Other” is chosen. 

5. Reference(s):  Utilize your institutional criteria-based competency assessment tool that has been developed for each competency item.

6. Enter date competency assessment was completed.  

7. Enter area of competency being assessed.

8. “Met” and “Not Met” - Check the appropriate box.  If competency is not demonstrated, indicate the reasons, corrective actions, and the target date for completion.  *Attach a copy of the criteria-based competency assessment form with this tool for follow-up.

9. Validator prints name and job title for each competency assessed.

10.  *If attaching the criteria-based competency assessment form, write “see attached” under reason(s), corrective actions, and the target date for completion.

11.  Student may write comments on the space provided.

12.  Student signs and dates at completion of assessment.

13.  The Director/designee prints name and enter signature at the completion of assessment.

14.  If annual competency assessment is being done, the area of competency being assessed must have been demonstrated and validated.
15.  The form is maintained and kept in the Students file.

COMPETENCY ASSESSMENT FORM (INITIAL OR ONGOING)

 FORMCHECKBOX 
   Initial
X   Final
	Student Name:   
          (Print)
	Clinical Rotation: Final Assessment

	Perfusion Program: Hofstra CSPM
	Graduation Year: 2022

	Reason(s) for Assessment:*
	A-  ↑ Risk- ↑ volume
B-   ↑ Risk-↓ volume
C-   ↓ Risk-↑ volume
D-   New Equipment
	E-   Age related

F-   Regulatory 

G-  Safety
	H-  Patient Satisfaction

I-   Infection Control

J-   Quality-Related
	K-   Learner’s needs 

L-   Policy change

M-  Performance issue
	N-   New scope of practice 
O-   Professional development

P-   Others: ______________

	Recommended Validation Methods: **
	A-   Direct observation of actual behaviors in work environment

B-   Indirect observation through superiors, peer reports, document reviews
	C-   Direct Observation in Simulated Laboratory
D-   Documented results of test, oral or written

E-   Other:

	Reference(s):
	Criteria-Based Competency Assessment tool for each area of competency. 


	Date
	List of Competencies
	 Reason(s) * 
	Validation methods**
A  B  C   D  E
	Assessment

	
	
	
	
	Met
	Not met (see next page)
	Validator’s Name & Title

(print)

	
	Conduct of Cardiopulmonary Bypass 
	
	X
	X
	X
	X
	
	X
	
	Ed DeLaney Director

	
	Cardiopulmonary Bypass Monitoring
	
	X
	X
	X
	X
	
	X
	
	Ed DeLaney Director

	
	Cardioplegia Techniques
	
	X
	X
	X
	X
	
	X
	
	Ed DeLaney Director

	
	ECMO Techniques
	
	X
	X
	
	X
	
	X
	
	Ed DeLaney Director

	
	VAD Techniques
	
	X
	X
	
	X
	
	X
	
	Ed DeLaney Director

	
	Intra Aortic Balloon Pump Techniques
	
	X
	X
	
	X
	
	X
	
	Ed DeLaney Director

	
	Autotransfusion Techniques
	
	X
	X
	
	X
	
	X
	
	Ed DeLaney Director

	
	Blood Conservation Techniques
	
	X
	X
	X
	X
	
	X
	
	Ed DeLaney Director

	
	Performance of POCT
	
	
	X
	
	X
	
	X
	
	Ed DeLaney Director

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


*Complete below for competencies assessed as “Not Met”:

	Reason(s)
	Corrective Action(s)
	Target Date For Completion

	
	
	

	
	
	

	
	
	


Comments:

Student has met all the objectives of the program. Student has met clinical competence. 
	

	


Student Signature:   ___________________________________________ 
Date:  ____________4/8/22__________________

Director/designee Name ______Ed DeLaney_______________________
Signature: _________________________________







(Print)
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