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LSUHSC Psychosomatic Medicine Fellowship 

Program Director’s Semi-annual Fellowship Performance Review
	


Assessment tools reviewed:

___
evaluations from rotation supervisor(s)

___
portfolio materials (publications, etc)

___
360( evaluations from staff and peers

___
patient logs

___
clinical skills assessment

___
self-assessment of competencies

1.  Review of progress in competencies:

	Competency
	Fellow’s

Strengths 
	Fellow’s 

Areas to Improve
	Goals and plans for 

next 6 months

	Patient care

Interviewing, data collection, informed decision-making, management, pt education, use of IT, procedures, health maintenance & prevention, teamwork


	( phase-appropriate
	
	

	Medical and Psychiatric

Knowledge

	( phase-appropriate
	
	

	Practice-based learning

and improvement
Question formulation, info searching, critical appraisal, patient application, teaching


	( phase-appropriate
	
	

	Interpersonal 

Communication

Skills
Relationships skills with patients, listening skills, teamwork, writing skills


	( phase-appropriate
	
	

	Professionalism

Respect, responsiveness, accountability, ethical behavior, cultural sensitivity


	( phase-appropriate
	
	

	Systems-Based Practice

Cost-effective practice, advocacy, collaborative care


	( phase-appropriate
	
	


Program Director’s Semi-annual Resident Performance Review 

Name _________________

2. Extra-curricular professional activities, research, awards, presentations over the past 6 months:

3. Career goals

4. Mentoring faculty relationship

5. Feedback about educational experience

6. Any violation of duty hours restrictions in past 6 months?  ___yes ___ no

7. Plans for next year

Program Director’s summative competency evaluation:

Is the fellow is achieving competencies ____at, ____below or ____above the level expected for his/her level of training?  

Is the fellow’s level of competence sufficient for graduation?  ______

Has there been any evidence of ethical/moral misconduct or serious question of clinical competence?  ___yes ___no

______________________

________

_____________________

_________

Program Director


Date


Fellow




Date

THIS DOCUMENT CONTAINS CONFIDENTIAL PEER REVIEW INFORMATION TO BE USED IN THE ASSESSMENT OF THE QUALITY OF THE DELIVERY OF HEALTHCARE.  THIS DOCUMENT AND THE INFORMATION IN IT ARE CONFIDENTIAL AND SHOULD NOT BE DISTRIBUTED OUTSIDE THE REVELANT REVIEW COMMITTEES.

