
4. “Face validity” refers to what Mosier in his
classic article on the subject calls “validity
by assumption, by definition or by appear-
ance.” It is a form of content validity that
involves the appearance of validity to an
individual with no special training relevant
to the item being “validated.” See Mosier
CI. A Critical Examination of the Concept
of Face Validity. Educ Psychol Meas
1947;7:191–205

5. The “eyeball test” is defined as an “infor-
mal assessment of data simply by inspec-
tion and mental calculation allied with
experience of the particular area from
which the data arise.” Everitt BS. The
Cambridge Dictionary of Statistics in the
Medical Sciences: Cambridge University
Press, 1995:92
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In Response:
Dr. Balestrieri1 raises an impor-

tant point relating to one use of
resident-generated evaluations of
their faculty. He deplores their use
in the relatively high-stakes assess-
ment of faculty performance by
institutional leadership. This senti-
ment is informally shared by many
faculty and teachers. More formal
validation is needed such as was
provided recently for quality of fac-
ulty supervision by de Oliveira
Filho et al.2 It would be extremely
helpful if groups in the United
States emulate and complement
these authors in this endeavor. The
authors evaluated attending quality
along the supervisory dimensions
of anesthesia care planning, avail-
ability, feedback, professionalism,
interpersonal skills, safety concern,
resident autonomy, and patient
based learning. There is certainly
ample opportunity to study the
validity of additional characteristics
of successful resident-attending in-
teractions, such as critical think-
ing, prioritization, decision making,
evidence-based teaching/learning,
and other dimensions being evalu-
ated by thousands of residents each
year. Another aspect to be assessed
is whether a deliberate interven-
tion in behavior or teaching style
is actually capable of meaning-
fully changing resident evaluation
scores. Furthermore, beyond ad-
dressing internal consistency and re-
liability, investigators should strive

for external validation of teaching
effectiveness assessments, perhaps
through faculty observation of op-
erating room trainee-faculty inter-
action by a qualified third party or
by surveillance of trainee behavior
in response to faculty teaching. As
more becomes known about the va-
lidity of resident assessments of
their faculty, use of these data
should improve, with greater ben-
efits for trainees, educators, and
patients.

Armin Schubert, MD, MBA
Department of General Anesthesiology

Cleveland Clinic
Cleveland, Ohio
schubea@ccf.org
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Teaching Lifesaving
Procedures: The Impact
of Model Fidelity on
Acquisition and Transfer of
Cricothyrotomy Skills to
Performance on Cadavers

To the Editor:
Using high- and low-fidelity simu-

lators, Friedman et al.1 describe teach-
ing cricothyrotomy using the Seldinger
technique of the Melker set (Cook,
Bloomington, IN). The authors dem-
onstrate, as do others,2 that this
method is slow (pretest 240 s and
260 s in the low- and high-fidelity
training groups, respectively, post-
test 140 s and 120 s).1 The new
Melker kit, with preloaded dilator,
may improve performance, but we
believe that trainees should also be
taught surgical cricothyrotomy, which
with instruction can be achievable in as
little as 30 s.3

The authors acknowledge the lack
of a control group, without which it
is difficult to ascribe improvement to

practice on manikins. Improvements
may have resulted from exposure to
an instructional video, equipment fa-
miliarity, or advance preparation for
a posttest.

Having used the SimMan (Laer-
dal, Kent, UK) to teach cricothy-
rotomy, we would argue with the
assigned “high fidelity” characteris-
tics. Perhaps, the distinction between
the two manikins in Friedman’s study
is not so much one of fidelity but more
one of expense. Arguably, a better
high-fidelity comparison would have
been with cadavers.

Charlotte R. Soulsby

Gareth Kessell, MBChB, MRCP,
FRCA

Department of Anaesthesia
James Cook University Hospital

Middlesbrough, UK
c.r.soulsby@dundee.ac.uk
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In Response:
We are grateful for the insights of-

fered by Drs. Soulsby and Kessel.1 The
tested Melker kit is widely available in
North America and currently is the
one most residents will encounter. Its
obvious advantage is that anesthesi-
ologists are familiar with the Seldinger
technique and therefore may be more
comfortable with this procedure that
they will rarely perform. Although we
agree that residents should be taught
surgical cricothyrotomy, studies have
shown anesthesiologists would prefer
a Seldinger technique to an open sur-
gical technique.2 Residents should be
familiarized with both options.

We agree that our study is limited
by the absence of a control group as
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