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BEGINNING WITH THE Accreditation Council for Grad-

FROM THE HORSE’S MOUTH: RESIDENT
PERCEPTIONS OF FORMAL FEEDBACK

uate Medical Education’s (ACGME) Outcomes Project,
which introduced the core competency domains within medical practice,1 there has been a shift in graduate medical education towards competency-based training.2 Ideally, this
framework aligns the medical needs of patients with
ensuring that the outcomes of training prepare graduates to
meet those needs3—a goal consistent with ongoing efforts
to improve the quality and safety of patient care.4,5
Educators have responded to concerns about the frequency
of medical errors and the quality of medical training by
focusing assessment strategies on the transparent, accurate
documentation of trainee performance within key clinical
competency domains.6 Currently, competency-based
assessment revolves around the tracking of progression on
developmental milestones7—following learner development across a continuum, from novice to independently
trustworthy practitioner to expert. These assessments can
also provide trainees with key data that can be used in identifying areas of proficiency and weakness, a critically important aspect in the process of informed self-assessment.8 As
Eva and Regehr9 state, “The route to self-improvement is
not through becoming a more accurate self-assessor, but
through seeking out feedback from reliable and valid
external sources . . . making a special effort to take the resulting feedback seriously rather than discounting it: to reflect
rather than ruminate.”
Postgraduate pediatric learners are key stakeholders and
consumers of the formal feedback and evaluative data that
competency-based assessments provide. Although there
are many perspectives from expert clinicians and educators
for how to create valid, reliable competency-based assessments of pediatric trainees,10,11 the learner’s viewpoint has
largely been unsolicited.12 To be most meaningful, assessment and feedback systems must be structured in a manner
that aids the learner’s engagement in self-assessment—
evincing a roadmap of professional development and guiding their self-improvement efforts.7,13
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As we continue to develop competency-based assessment tools, it is important to consider how postgraduate
learners in pediatrics perceive and integrate formal assessment data. Although face-to-face, in-person feedback from
clinical supervisors continues to be a key component of
formative feedback for postgraduate trainees, the content
of these sessions is difficult to document. Rather, we sought
to study and better understand learner’s perception and
utilization of formal written assessments. We collected
opinions from trainees at a single, large pediatric residency
program. Our goals were to better understand what aspects
of written performance assessments are most (and least)
useful to trainees in their professional development; and
to consider how competency-based assessments can be
adapted to provide data that informs learners’ selfappraisal and direction of subsequent actions to address
areas in need of improvement.

DATA SOURCE
We surveyed the 120 resident physicians enrolled in the
Boston Combined Residency Program (BCRP) during the
academic year 2011–2012. The institutional review board
at Boston Children’s Hospital reviewed this project and
deemed it exempt.
At the time of this survey, the BCRP used global rating
scale assessments, eliciting faculty ratings of trainee performance upon completion of a clinical rotation. Ratings
on each of the 6 domains of competence were developed
and documented using a 9-point Likert scale. Behavioral
anchors were provided at the extremes of the scale. Mandatory free-text sections for overall assessment of performance on the rotation were also included in each
assessment. Other assessment strategies employed during
this period included simulation, record review, and
360-degree evaluations.
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FOCUS GROUPS
We initially conducted two 60-minute focus groups of
10 to 12 residents each, with equal representation from
each postgraduate year (PGY) level. A medical education
research expert not affiliated with the training program facilitated these sessions. Residents were asked to discuss their
perceptions of data received via formal assessments. Subsequently, they were asked to consider how feedback modalities could be adapted to aid their identification of clinical
strengths and weaknesses and guide efforts for selfimprovement. The facilitator reviewed prompts and probes
with the study authors before the sessions and had autonomy
to explore themes that were identified during the sessions.
Several themes emerged. First, residents echoed previously published findings stating that numeric ratings on
broad domains of competence were difficult to interpret.14
They expressed concern that numeric ratings on general
competencies lacked the work-based, clinical context
required to help them determine whether their performance
was appropriate for their level of training. Also, these ratings did not assist them in identifying areas of weakness;
residents struggled to formulate a plan to address low
scores across broad competency domains such as professionalism. Some residents voiced concern that they were
assessed on competencies that were infrequently observed
by supervisors, such as systems-based practice, or were
from evaluators with whom they spent little time. Last, residents nearing the end of their training desired more definitive formal assessment on whether their supervisors
trusted them and whether they were nearing the level of being able to practice without supervision.

SURVEY
Drawing on themes from the focus group discussions,
we distributed an electronic survey to all pediatric residents
in the program to elicit viewpoints on assessment modalities, focusing on how assessments could be adapted to provide more useful feedback. Survey items were either
dichotomous (yes/no) or were ranked on a 5-point Likert
scale. Tests of significance were conducted using chisquare, linear regression or analysis of variance, as appropriate. Survey data analysis was completed using Stata SE
13.1 software (StataCorp, College Station, Tex).
The overall survey response rate was 68% (n ¼ 82), with
the highest response rate coming from PGY-3s (PGY-1:
58%, PGY-2: 68%, PGY-3: 80%). Perceived utility of rating
scale assessments decreased significantly as residents progressed in training (P ¼ .02). Residents found assessments
were most useful when coming from the attending with
whom they spent the most time on service, or from a composite of attendings they worked with on shift-based rotations
(eg, emergency department). Residents rated the utility of
other forms of rotation-specific assessment, such as simulation or review of written records, significantly higher than
numeric data from end of rotation ratings (P < .01).
Although residents were dissatisfied with ratings on the
general competencies, 94% of residents stated that they
would prefer ratings if they were based on patient care
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activities specific to the clinical rotation being assessed.
When asked which components of assessments were
most useful to their professional development, residents
rated importance of free text comments highly, followed
closely by numeric ratings on rotation specific skills
(eg, procedures within the emergency department or
running a family meeting on oncology) (Figure).

APPLYING LESSONS LEARNED TO
COMPETENCY-BASED ASSESSMENTS:
CLOSING THE GAP
Great strides have been made in the development of
competency-based assessments of pediatric trainees that
objectively document trainees’ progression towards readiness for safe, high-quality practice.15 However, learner perspectives must be integrated into assessment building
efforts so that data can be effectively synthesized and
applied in the learner’s developmental process. The gap
between assessment of and assessment for trainees can
be closed considerably by utilizing several key perspectives from the learner, including the integration of workbased context into assessments and ensuring that feedback
is elicited from a trusted, recognized source.

EMBRACING CONTEXT IN RECONSIDERING
ASSESSMENTS
On the basis of our findings, we believe that ratings on
general competencies should be deemphasized and replaced with clinically contextualized feedback. Grounding
assessments in the context of real work output allows feedback to be more tangible, meeting faculty and residents
where they practice: at the bedside. Consider pediatric
intensivists assessing trainees on their management of a patient with respiratory failure. In addition to considering the
individual competencies and milestones involved in this
practice-specific behavior, assessors also see the greater
picture; they may draw conclusions regarding whether
the trainee was able to put it all together and earn their trust
in providing care for one of their patients.16 This conclusion—that a trainee is trustworthy—is a key area of assessment,17 and one that we found to be very meaningful for
trainees. Further, assessments focusing on specific clinical
tasks, rather than broad domains of clinical performance,
are more likely to have sustained influence in changing
trainee behavior.18 The process of identifying, describing
and evaluating these contextualized experiences is similar
to work done in a single internal medicine residency which
created rotation-specific, as well as rotation-independent,
observable practice activities (OPAs).19
Trainees in our study favored a transition of rating scale
assessments from context-free to context based. They also
placed high importance on feedback received via less
commonly used assessment modalities, such as simulation
and written record review. These adjunct assessment
modalities can be effective in competency-based assessment20 and often provide the targeted, clinically focused
feedback trainees’ desire. Further, prior research shows
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INTEGRATING THE LEARNER’S PERSPECTIVE

*

*

*

*

247

Figure. Resident ratings of evaluation components. *Importance rating differs significantly across evaluation components (ANOVA, P < .05).

that assessment approaches that engage the assessor in
their specific area of expertise may improve the reliability
and validity of the data.21,22 These more specific ratings
may also avoid several common pitfalls of rating scales,
including halo effect, range restriction, and cognitive
distortion.23 Assessments that place a trainees’ clinical performance in real work context should lead to richness well
beyond the broad conclusions that are characteristic of
global competency assessments.24 These assessments
will also better inform the creation of individualized
learning plans, aiding both the learner and clinical mentor
in identifying areas of deficiency and making a targeted
plan for improvement.

Robust, clearly explained written comments, which cite
specific findings from direct observations, should be a
focus of all competency-based assessment modalities. It
is clear that trainees struggle to find meaning in numeric
ratings without the detailing of the supervisor’s thought
process. By asking faculty to discuss areas of particular
strength and weakness in all assessments, negative feedback is normalized and perceived as constructive. Learners
can expect to take away several areas for improvement
from every clinical experience during training, thereby reinforcing the emphasis on lifelong learning and guided
self-improvement. Educating assessors on the value of
their narrative comments for both trainees and training program directors is a key target area for faculty development.

ENSURE FEEDBACK COMES FROM A KNOWN,
INVESTED SOURCE

HOPE FOR THE FUTURE: ENTRUSTABLE
PROFESSIONAL ACTIVITIES

While we found that trainees use feedback based on
directly observed clinical activities to identify areas for
self-improvement, they also expressed a desire to feel the
assessor’s engagement in the assessment process—a previously identified factor in helping trainees see feedback as
credible25 and motivating trainees toward behavioral
change.26 With increasing demands on academic faculty
leading to decreased time spent at the bedside in direct
observation of trainee performance,27 learners may
develop incorrect, often inflated, perceptions of their own
abilities.28 This is magnified when negative assessment is
given, as below-average assessments may be dismissed
as inaccurate if coming from an evaluator who is not
perceived as credible.29 Our findings suggest that feedback
was most impactful when coming from a faculty member
who had provided frequent, direct observation of the
trainees’ performance.

One promising approach to focusing assessment on
observed performance, within a work-based context, is
the use of entrustable professional activities (EPAs).
EPAs value the clinical judgment of the expert evaluator,
using direct observation of the trainee’s delivery of care
to make an assessment of where the trainee is in their
progression toward unsupervised practice.30 EPAs include
many of the facets of assessments trainees described as
useful, incorporating practice-specific feedback from
invested assessors and giving the trainee a sense of their
current level of entrustability to provide patient care.
Although EPAs can be leveraged to provide trainees with
the clinically based feedback they desire, they can also
be judiciously mapped to milestones and competencies.31
By earning a statement of awarded responsibility on an
EPA, trainees will have also demonstrated proficient
performance, by proxy, on the key milestones and

248

ROBSON ET AL

competencies therein. Within pediatrics and its associated
subspecialities, EPAs are broadly defined, limited to the 10
to 15 activities that truly define the field. OPAs may be a
way to operationalize these concepts in the creation of
learner-centric assessments, though prudence will be
required to avoid creating an exhaustive list of OPAs or
linked sub-EPAs, which may be overly burdensome for
programs to assess.32
Ultimately, 15 years after the introduction of the
ACGME Outcomes Project, our goals remain the same:
to produce competent physicians via a training system
that is accountable to the general public it serves.
Achieving this goal must have at its foundation a learnercentered approach that provides a road map for trainee
development, with clear benchmarks to strive for and
defined steps that lead up to key outcomes. Milestones
and EPAs are well positioned to aid in achievement of
this goal, but only if we use them in a way that has meaning
to trainees and subsequently drives their learning.
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