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General Introduction
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Competency Based Medical Education 

During the last decades, postgraduate medical education shifted to a 
competency-based system worldwide (1-4). Competency based medical 
education (CBME) bases the successful completion of a medical residency 
training on competencies and skills acquired by the resident, instead of on 
time spent on rotations, which was common during the 20th century (5, 6). 
Postgraduate medical education was then a time-based system, meaning that 
residents were exposed to a specific content for a specific period of time (3). 

Such a time-based system inherently assumes that most residents will be 
successful by the end of the training program (3). A competency-based 
system, on the other hand, defines the desired outcomes of training and these 
outcomes then steer the educational process (3). Herein lies the motivation for 
CBME: it is introduced to ensure that at the end of the training program, every 
resident is prepared for practice as a medical specialist (7, 8). CBME outcomes 
are defined in competency frameworks, which have become the basis for most 
medical training programs worldwide (9). The most widely used framework for 
postgraduate medical education is the CanMEDS framework, which groups 
the knowledge and skills that are needed to function as a competent medical 
specialist under seven roles: medical expert, communicator, collaborator, 
leader, scholar, health advocate and professional (9, 10).

So, in CBME programs, time is no longer a proxy for competence, but the 
explicit progression of competence is paramount. CBME programs should 
therefore have a time flexible and learner-centered focus, allowing for 
residents to progress at different speeds in different competencies, some 
needing remediation and some needing acceleration. This ideally results in 
individual, time-variable training programs for each resident, recognizing 
individual strengths and weaknesses in development of competencies and 
taking in account abilities already acquired (3, 11, 12).

Assessment in Competency Based Medical Education 

To be able to adapt to the individual needs of residents, to accurately assess 
whether residents can proceed to a next level of training, and to ensure that 
all residents attain the desired levels of performance, CBME programs need a 
robust assessment system with a developmental foundation. The assessment 
system needs to guide the development of competencies to higher levels and 
to support making sound decisions about resident progress in performance 
(1, 13, 14). Assessment of CBME therefore ideally consists of (1) continuous 
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assessment for learning (low-stakes assessment) combined with (2) 
assessment of learning (high-stakes assessment). Assessment for learning can 
simply be recapitulated in three steps: assessing the performance, providing 
feedback, and using the feedback for learning and change (15). High-stakes 
assessment is meant to make an overall judgment about competence, fitness 
to practice, or qualification for advancement to higher levels of responsibility 
and is necessary to provide professional self-regulation and accountability (16-
18). 

Programmatic Assessment in Residency Training 

The concept of programmatic assessment has emerged in recent literature as 
a sophisticated way to integrate assessment for learning and assessment of 
learning (19, 20). A variety of low-stakes workplace-based assessments, filled 
out by various clinical supervisors in the workplace, combined with feedback 
provided in evaluation meetings between program director and resident provide 
assessment for learning, whereas aggregating all low-stakes assessments 
leads to assessment of learning (16). 

Effective assessment supports delivering competent medical specialists who 
provide high-quality care at the end of each training program, which is required 
for optimal patient care as demanded by the general public. Moreover, effective 
assessment may allow for residents to advance through the expensive, publicly 
funded training programs more rapidly, reducing the costs for the public purse 
(13, 21). 

In medical residency training, residents are trained in the clinical workplace 
where they work and treat patients under supervision of a clinical supervisor. 
Programmatic assessment of residents’ competencies takes place in this 
clinical setting, where clinical supervisors are supposed to provide constructive 
feedback on resident performance to optimize clinical workplace learning (22, 
23). 

Low-stakes workplace-based assessment tools have been developed, like mini-
Clinical Evaluation Exercise (mini-CEXs), Objective Structured Assessment of 
Technical Skills (OSATS), and In-Training Evaluation Reports (ITER), based on 
the CanMEDS framework, with the aim to observe residents in clinical practice 
and provide feedback on their clinical encounters (24). The collection of many 
low-stakes evaluations over time in a program of assessment adds to a more 
robust and accurate ‘diagnosis’ of residents’ gaps and capabilities (25). The 
low-stakes assessments in residency programs, in line with CBME’s learner-
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centered focus, are aimed to be resident-driven, encouraging residents to take 
responsibility for their progress and development. This means that residents 
decide when and who they ask for feedback, using the low-stakes assessment 
tools (11). The responsibility of bringing low-stakes assessments to a synthesis 
to make an informed judgment of resident development in performance then 
lies with the residency program director (25).

The Program Director

Residency program directors (PDs) play a crucial role in CBME and 
programmatic assessment. PDs are responsible for providing formative 
feedback in evaluation meetings and for making decisions about residents’ 
overall performance (26). Moreover, they are also responsible for residency 
training programs as a whole, including the program of assessment, meaning 
that they have “to provide an organized educational program with guidance 
and supervision of the resident, facilitating the resident’s ethical, professional, 
and personal development while ensuring safe and appropriate care for 
patients” (25). The multifaceted role of PDs in assessment of CBME needs 
to be scrutinized in more detail, because programmatic assessment of CBME 
is constantly evolving to maximize the quality of resident training and better 
outcomes for patients and residents (8), and all the more because, as we will 
describe next, the implementation and assessment of CBME in practice leaves 
us with challenges.

Challenges of Assessment of CBME in Practice

Despite the promises that CBME holds for reforming medical education to 
help physicians to provide better and safer care, it has proven to be difficult 
to assess the competencies in clinical practice of medical residency training 
and to provide residents with constructive feedback on their performance (8, 
27, 28). 

Challenge of assessing competencies 
Since it is difficult to assess competencies at the clinical workplace, 
competencies are often deconstructed into smaller component competencies, 
sub-competencies and milestones. 

Milestones describe the progression of competencies at different levels, 
providing a way to assess the competencies in practice (28-30). Literature 
tells us, however, that clinical supervisors criticize this deconstruction 
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of competencies into smaller parts, because they feel this leads to an 
unrealistically fragmented and over-simplified representation of the complexity 
of clinical practice (31, 32). 

In an effort to bridge the gap between competency frameworks and the 
complexity of clinical practice, Entrustable Professional Activities (EPAs) have 
been introduced (28, 33). An EPA is defined as a clinical activity that requires 
the integration of different competencies and residents are assessed to what 
level they need supervision while performing this clinical activity (34). 

This assessment is based on a five-point level-of-supervision scale, leading up 
to the level of entrustment to effectively perform the EPA without supervision 
(33, 35). Although promising, EPAs turn out to be difficult to develop for each 
medical specialty and it seems challenging to assess to what level residents 
need supervision while performing clinical activities (36). 

Challenge of providing constructive feedback 
Anyhow, regardless of whether a residency training program uses generic 
competencies, milestones or EPAs as the foundation of its assessment 
program, it is of importance that residents receive constructive feedback 
on their performance, with the aim to improve this performance. Effective 
feedback requires consideration of both feedback content and the feedback 
process (37). Also, in order to be effective, the provided feedback should 
be a ‘conversation about performance’ rather than a one-way transmission 
of information, and feedback should be interactive so residents can take 
ownership of their strengths and weaknesses (37-43).

In practice, however, residents experience that they are not getting adequate 
feedback from clinical supervisors and hold a low view of the assessment 
tools’ educational value and usability in the clinical workplace (44). Moreover, 
several interview studies show that clinical supervisors find it difficult to assess 
residents for learning and are reluctant to give negative feedback to residents 
in the workplace. This goes for written feedback in assessment tools as well 
as for face-to-face feedback in a clinical setting (45-47). Furthermore, studies 
of recorded feedback conversations between clinical supervisors and medical 
students show that the conversations tended to be teacher-dominated and 
mostly contained general, positive statements about student behavior (43, 
48-51). In addition, the learner-centered assessment leads to the problem of 
residents only asking feedback after well-performed tasks, because they are 
afraid to receive negative feedback on their performance (52).
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In conclusion, despite a body of knowledge on effective feedback, assessment 
of clinical competence in practice happens suboptimal, leaving both residents 
and clinical supervisors unsatisfied. Therefore, the feedback practice between 
clinical supervisors and residents needs to be studied in more detail to inform 
overall assessment of development in clinical performance.

Challenge of judging resident overall performance 
Moreover, PDs find it difficult to aggregate fragmented workplace-based 
assessments of different competencies, from different low-stakes assessment 
tools, filled out by various clinical supervisors, to make a robust decision about 
residents’ overall performance (52, 53). The assessment tools that are currently 
used in practice focus on objective behavior. Studies evaluating written 
narrative feedback in these assessment tools question the psychometric value 
of these tools for judgment of clinical performance (54). Research shows that, 
to get a more complete picture of performance progress, it is necessary to 
not only focus on behavioral objectives, but also on social, personal, affective 
and ethical learning curves (54-58). Recent interview studies with clinical 
supervisors show that judgment of residents’ performance is highly influenced 
by personal and interpersonal characteristics (59, 60) and supervisors 
base their assessment of residents on many factors other than skills that 
are reducible to competency frameworks, such as personality, background, 
motivation, humor and attitude (59, 61-64).

This is in line with research on ‘gut feeling’ that plays a role in assessing the 
trustworthiness of residents to perform activities unsupervised, and how 
to exploit this subjectivity for assessment purposes (65, 66). It is argued 
that investing in capable assessors who aggregate various low-stakes data 
combined with well-founded ‘gut feelings’ about residents clinical performance 
may be the missing link in CBME assessment (67).

In an effort to enhance the evaluation of multiple low-stakes assessments into 
a more robust overall judgment of resident performance progress, informed by 
well-founded opinions about trustworthiness of residents’ clinical performance, 
group decision making has recently been introduced into CBME assessment 
programs (68).

Group Decision Making in Clinical Competency Committees

With the aim to facilitate informed group decision making and to provide 
feedback regarding performance of residents, Clinical Competency 
Committees (CCCs) have been introduced in postgraduate medical education, 
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in some contexts as a mandatory element in the assessment program (69, 
70). CCCs, consisting of at least three clinical supervisors, are expected to 
interpret performance information from multiple low-stakes assessment tools 
for each resident and are advisory to the program director (PD) in deciding 
about progress in performance. 

This way, CCCs have the potential to create extra value to the performance 
decision through the process of group decision making, compared to decisions 
that are made by individuals (71). 

In practice, residency program directors, responsible for designing and 
implementing CCCs, have concerns about the quality of decision making among 
CCC-members, due to bias, subjectivity, a lack of discussion intensity, and the 
sharing of ineffective information (69, 71). To address these concerns, and for 
CCCs to fully live up to their expectations and potential, further research into 
the dynamics and practice of CCCs is needed.

Rationale for this Thesis

Because, in the end, PDs are responsible for guiding the performance of their 
residents and for delivering competent medical specialists to the public, we 
feel the need to explore in more detail how PDs form their judgment on the 
overall performance of residents. We focus our research on two important 
elements of the assessment program: the evaluation meetings between PD and 
residents and the group meetings in which resident performance is discussed. 
We are interested in whether PDs encounter the above-mentioned challenges 
of assessment and how they deal with these challenges. The assessment of 
overall performance of residents is especially relevant now that time-variable 
training programs are staring to be pursued in practice. To be able to facilitate 
individualized education and training programs, it is important to have a robust 
assessment program to evaluate competency development of each resident. 
Since group decision about resident performance becomes more important 
we feel the need to understand the process of group decision making and 
further explore the concept of CCCs.

Against this background, this thesis provides several studies directed at: 

• How different information about resident performance is valued and used 
by program directors in real-world practice (naturalistic setting), and how 
this process is perceived by residents;

• The feedback dialogue between PDs and residents in real-world practice;
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• The process of group judgment about resident performance in real-world 
practice;

• Factors that benefit design and implementation of CCCs in real-world 
practice.

Research Context 

The studies that are described in this thesis are conducted in the Netherlands. 
In 2005, the Netherlands adopted the Canadian Medical Educational Directives 
for Specialists (CanMEDS) framework as a foundation for postgraduate medical 
training programs and since 2015, all postgraduate medical training programs 
are officially and demonstrably competency based (26). Since 2014, residency 
programs in the Netherlands have become increasingly individualized, making 
it possible for residents to follow an individualized training program with flexible 
time periods for different rotations (72). In other words, the time that residents 
spend in the training program is dependent on the time they need to acquire 
the competencies to become a medical specialist. 

In general, residents follow their postgraduate medical training in university 
medical centers and in affiliated teaching hospitals. There are 8 university 
medical centers in the Netherlands, which are academic hospitals concerned 
with tertiary patient care, scientific research, education and training. The 
studies in this thesis were performed in different settings within a total of 4 
different university medical centers and 4 different teaching (secondary care) 
hospitals. 

In programmatic assessment of resident performance in the Netherlands, PDs 
are the ultimate arbiters of whether progression in residents’ performance is 
adequate. PDs are required to have at least two evaluation meetings a year with 
each resident, which in practice comes down to two to four meetings a year 
(26). During these mandatory evaluation meetings, the role of PDs is to provide 
an official judgment of residents’ performance (below/at/above expected level) 
and to provide residents with feedback to set goals for further development. 

According to the principles of programmatic assessment, Dutch PDs base their 
judgment and feedback during evaluation meetings on multiple low-stakes 
assessments from clinical supervisors, gathered from resident portfolios. 
Residents are expected to collect feedback through a minimum number of 
formative assessment tools (73) to provide evidence for their progress and 
competency development before each evaluation meeting. These assessment 
tools are, for example, results from in-service exams, OSATs and mini-CEXs. 
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The assessment tools contain ratings as well as narrative feedback. Except 
for the in-service exams, which take place at fixed moments during the training 
program, the inclusion of assessment tools in the portfolio is resident-driven; 
residents decide when they ask a supervisor to fill out an assessment form. 

PDs of many residency programs in The Netherlands, as elsewhere (44), 
gather verbal feedback from clinical supervisors, often by holding faculty group 
meetings to discuss resident performance. These meetings are no mandatory 
part of the assessment program, with the exception of the pediatric residency 
programs. As of 2017, the Dutch Association of Pediatrics requires resident 
progress to be determined by a Clinical Competency Committee (74).

Research Questions

The aims of this thesis are to find out how different information about resident 
performance is used and valued by program directors in real-world practice, 
and how this decision-making process is perceived by residents. 

We also want to enhance our understanding of the feedback dialogue between 
PDs and residents and of the process of group decision making about resident 
performance in real-world practice. And lastly, we want to design, implement 
and evaluate a CCC in real-world practice. 

This resulted in the following research questions of this thesis:

1a.  What information do program directors use to make a judgment of  
 residents’ performance and how do program directors value the  
 different sources of information?
1b.  What do residents think about how program directors make a  
 judgment of their performance?
2.  How do program directors provide feedback on resident’s  
 performance in real-world practice?
3a.  What kind of information about residents is shared during a faculty  
 group meeting? 
3b.  How does information sharing in a group influence the judgment  
 of the program director about residents’ performance? 
4.  How should a Clinical Competency Committee be created,  
 implemented and evaluated in its authentic environment?



20

Thesis Outline

To address the research questions, this thesis continues with Chapter 2 that 
describes an interview study that we conducted to find out how program 
directors form a judgment on residents’ overall performance. We used semi-
structured individual interviews and a grounded theory approach to reveal 
insights about how assessment of resident performance is conducted and 
experienced in daily practice. We investigated what information program 
directors use and how they value this information in making a judgment on 
residents’ performance. The second aim was to find out how residents think 
that program directors do this, to detect if there is a gap between what 
residents think is important and what program directors value as important.

Chapter 3 describes a study in which we investigate how program directors 
provide feedback to residents during a semi-annual evaluation meeting. We 
conducted conversation analysis, which is a detailed, practice-based analysis 
to uncover interactional patterns that structure the feedback conversations 
between PD and resident. 

Chapter 4 describes a study in which we observed faculty group meetings, and 
used a thematic framework analysis of the verbatim transcripts of faculty group 
meetings to capture data about group discussions on resident performance. 
We also performed a thematic framework analysis of conducted individual 
semi-structured interviews with PDs to find out how PDs experience the group 
discussions and how the discussions influence the PD’s judgment.

In Chapter 5 we report on a study that aimed to develop and implement a 
prototype CCC meeting based on theoretical design principles and to evaluate 
the prototype CCC meeting as it takes place in its authentic environment. 
We used a design-based research approach to study the development, 
implementation and evaluation of a CCC. Design based research is defined by 
Wang and Hannafin as “a systematic but flexible methodology aimed to improve 
educational practices through iterative analysis, design, development, and 
implementation, based on collaboration among researchers and practitioners 
in real-world settings, and leading to contextually-sensitive design principles 
and theories (p. 6)” (75). Design based research is an appropriate method to 
bridge gaps between theory and practice. 

Finally, Chapter 6 discusses the findings described in the previous chapters 
by comparing them to the literature. We discuss the strengths and limitations 
of our research and provide implications for practice that derived from the 
findings in this thesis. 
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Abstract 

Background
Although program directors judge residents’ performance for summative 
decisions, little is known about how they do this. This study examined what 
information program directors use and how they value this information in 
making a judgment of residents’ performance and what residents think of this 
process.

Methods 
Sixteen semi-structured interviews were held with residents and program 
directors from different hospitals in the Netherlands in 2015-2016. Participants 
were recruited from internal medicine, surgery and radiology. Transcripts were 
analysed using grounded theory methodology. Concepts and themes were 
identified by iterative constant comparison. 

Results 
When approaching semi-annual meetings with residents, program directors 
report primarily gathering information from the following: assessment tools, 
faculty members and from their own experience with residents. They put more 
value on faculty’s comments during meetings and in the corridors than on 
feedback provided in the assessment tools. They are influenced by their own 
beliefs about learning and education in valuing feedback. Residents are aware 
that faculty members discuss their performance in meetings, but they believe 
the assessment tools provide the most important proof to demonstrate their 
clinical competency.

Conclusions
Residents think that feedback in the assessment tools is the most important 
proof to demonstrate their performance, whereas program directors scarcely 
use this feedback to form a judgment about residents’ performance. They 
rely heavily on remarks of faculty in meetings instead. Therefore, residents’ 
performance may be better judged in group meetings that are organised to 
enhance optimal information sharing and decision making about residents’ 
performance. 
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Background 

Competency-based medical education (CBME) has been introduced over the 
past decades to ensure that residents in postgraduate training programmes 
attain the high standards and competencies that are required to become 
medical specialists (1-4). New methods and tools for assessing residents’ 
clinical competency have been developed to provide residents with feedback 
to facilitate their progression towards higher levels of performance (5, 6). 

To monitor growth in competencies, programmatic assessment has been 
introduced (7, 8). Programmatic assessment is based on the idea that using 
aggregate data from different assessment tools is more reliable and valid to 
judge residents’ performance than using data from one tool only (9, 10). Data 
from multiple formative tools can be combined to make summative judgments 
of residents’ overall performance (10, 11). Therefore, residents are expected to 
collect a selection of different formative assessment tools (for example, mini-
CEXs, OSATS) to provide evidence of their competency development (12).

Program directors in postgraduate medical education are responsible for 
making decisions about residents’ overall performance. They are supposed 
to do this by aggregating information from various tools, which are completed 
by different supervisors (13). In practice it is difficult to aggregate fragmented 
assessments of different competencies to make a robust decision about 
residents’ performance (14).

Literature provides a number of relevant insights that can be taken into account 
when studying how judgments of residents’ performance are established. 
Oudkerk Pool et al. studied how assessors integrate and interpret different 
tools from students’ portfolios (15). Their findings show that assessors find it 
difficult to judge students without knowing them in person. They felt the need to 
obtain information about the student’s personality and background. This finding 
is in line with Whitehead et al. who suggest that, although the psychometric 
measures in a portfolio are useful and indispensable, they may not be sufficient 
to judge clinical performance (16). For an evaluation of performance progress, 
it is necessary to focus on behavioural objectives, and additionally also on 
social, personal, affective or ethical learning curves (16-20). Recent studies 
show that judgment of residents’ performance is indeed highly influenced by 
personal and interpersonal characteristics (21, 22). Supervisors base their 
assessment of residents on many factors other than skills that are reducible 
to competency frameworks (21, 23-25), such as personality, motivation, humor 
and attitude (21). 
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Little is known about how program directors form judgments of residents’ 
overall performance and how they feed this back to residents. It is relevant 
to obtain this knowledge because program directors have the ultimate 
responsibility for the performance of their residents (3, 13). The process of 
how program directors form a judgment on residents’ overall performance is 
the focus of this paper.  

The aims of our study were twofold. The first aim was to investigate what 
information program directors use and how they value this information in making 
a judgment of residents’ performance. The second aim was to investigate how 
residents think that program directors do this, to find out whether there is a 
gap between what they think is important and what program directors actually 
value as important. 

Therefore, we sought to answer the following main research questions: (i) 
What information do program directors use to make a judgment of residents’ 
performance and how do program directors value the different sources of 
information? (ii) What do residents believe about the manner in which program 
directors make judgements of their performance? 

Method

Setting
We conducted our study in the Netherlands, where all postgraduate medical 
training programmes are competency based. In the Netherlands, residents are 
medical doctors who work under the direct or indirect supervision of medical 
specialists. They are specialty trainees who are trained in order to obtain a 
license to practise a chosen specialty. They are trained and supervised by 
many faculty members, but the program director is the ultimate arbiter of 
whether progression in residents’ performance is adequate. Program directors 
must hold evaluation meetings with each resident at least twice a year. They 
are then expected to give residents an official judgment of their performance 
(below/at/above expected level) and provide them with sufficient feedback 
to set goals for further development. Program directors, however, are not 
necessarily the ones who work together with residents routinely in the clinic. 
They need to rely on various information sources to know how residents 
perform at the workplace. 

Residents are expected to collect feedback from multiple assessment 
tools in a portfolio to provide evidence for their progress and competency 
development. These assessment tools are, for example, results from in-service 
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exams, OSATs and mini-CEXs. The assessment tools contain ratings as well 
as narrative feedback. The inclusion of the assessment tools in the portfolio 
is resident-driven with the exception of the in-service exam. Residents decide 
when to ask a supervisor to complete an assessment form and provide 
feedback on their performance. Program directors are supposed to make a 
robust judgment on residents’ progress based on these different data points. 
Some programmes also hold faculty group meetings to discuss the content 
of the tools in relation to residents’ performance. These meetings are not 
mandatory in the Netherlands; program directors can decide whether or not to 
organize a meeting and if so, how to set up these meetings. 

Data collection and analysis 
The goals of this study were to gain insight into the process of how program 
directors gather information about residents to judge their performance and 
to explore how residents think about this process. We used a constructive 
grounded theory approach to do so (26). Grounded theory is an exploratory 
research method that seeks to understand the processes that underlie a 
phenomenon of interest, which makes it a suitable method for our research aim 
(27). The grounded theory method needs an iterative process and systematic 
treatment of data through coding and constant comparisons (28). 
 
Data were collected in 2015-2016. We purposively sampled program directors 
and residents who were scheduled for a semi-annual evaluation meeting. We 
recruited participants from internal medicine, radiology and surgery, both from 
university medical centres and general hospitals. We did not recruit residents 
from primary care, because their training and assessment program differ from 
residents in secondary care specialties. We conducted 16 semi-structured 
interviews with program directors (N=8) and residents (N=8). The interviews 
lasted between 45-60 minutes. Program directors differed in years of 
experience and residents in their year of training (Table 1). We invited program 
directors and residents by an email invitation. All participants provided written 
informed consent. We chose to conduct semi-structured interviews with the 
participants, since we wanted to understand the process of forming a judgment 
on resident’s performance.
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Table 1. Participants

One researcher (MD) conducted all the interviews. Program directors and 
residents were interviewed separately immediately after they had an evaluation 
meeting together. Interviews were recorded and transcribed verbatim. All 
identifying data were omitted. We used two separate but similar interview 
guides for program directors and residents (see Appendices 1 and 2). We 
asked program directors what information on residents they used and how 
they valued this information; we asked residents for their thoughts about this 
process. Data collection and analysis proceeded in an iterative fashion; they 
were performed simultaneously, and the processes influenced each other. 

Three research team members (MD, WG and CF) separately coded the first 
four interviews (two interviews with program directors and two with residents), 
meaning that they organized the data into initial key concepts and themes (28). 
After discussing discrepancies in the codes, the three researchers reached 
agreement about the initial coding list. The initial coding list was discussed in 
the whole research team and modifications were made. MD and WG analysed 
the other transcripts, discussed their coding approaches and re-examined 
earlier transcripts. To inform the coding process, the concepts and themes were 
periodically discussed in the whole research team. Relations among themes 
were defined and discussed in the whole team to arrive at a conceptual level of 
analysis. We stopped data collection when thematic saturation was achieved. 
Saturation in our study means that we had sufficient data to understand all 

Medical 
Specialty

Hospital
(general hospital/university 
medical center)

Program Director
(male/female, years of 
experience as PD)

Resident
(male/female, year of 
training)

1 Internal medicine General hospital Male, 10 years Male, 3rd year

2 Radiology University medical 
center Female, 3 years Male, 2nd year

3 Radiology University medical 
center Male, 1 year Male, 1st year

4 Internal Medicine General hospital Female, 2 years Female, 3rd year

5 Internal Medicine University medical 
center Female, 1 year Female, 2nd year

6 Radiology General hospital Female, 5 years Male, 3rd year

7 Surgery General hospital Male, 8 years Female, 1st year

8 Surgery University medical 
center Male, 5 years Male, 4th year
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concepts and themes (28, 29). The study was approved by the ethical board of 
the Dutch Association of Medical Education (NVMO) (file number 506).

Research team and reflexivity
An important principle of constructivist grounded theory is that the construction 
of concepts and themes arises through interaction with the participants and 
other researchers in the team (26). It is important, therefore, to take into 
account the research team’s background as this influences data interpretation. 
The lead author (MD) is a medical doctor and worked as a resident in a general 
hospital; WG has a background in psychology and educational science and 
works as an educationalist in a general teaching hospital; CF has a medical 
and educationalist background and is head of a medical education research 
department; MK is an experienced gynaecologist, program director, and 
currently the chair of the post-graduate medical education council; JG is a 
professor of internal medicine, program director, and director of a postgraduate 
medical education program; and DJ is a professor of medical education with a 
veterinary background. MD conducted all the interviews and her background 
inevitably had effect on the study, for example on how the interviews were 
conducted, which findings were considered most important and how results 
were interpreted. We tried to mitigate these affects by using a semi-structured 
interview guide and by ensuring that different perspectives on the data were 
taken into account; both MD and WG coded all transcripts, they discussed their 
differences in approaching the coding process and periodically discussed the 
findings in the entire research team. 

Results

The results of the two main research questions are presented successively. 
The results are supported by quotes from program directors (O) and residents 
(A). 

What information do program directors use to make a judgment of residents’ 
performance and how do they value this information?

We identified three sources of information that program directors predominantly 
use to form a judgment of the residents’ performance: assessment tools in the 
portfolio; faculty; and their own experience and personal connection with a 
resident.
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Portfolio

O3: There’s a lot of irrelevant information in the portfolio; I have to search 
for little pieces of relevant information.

Most program directors mainly saw the portfolio as a tool to confirm their 
judgment already formed by their own experience and remarks made by faculty 
members. Program directors noticed that the portfolio was almost always 
filled with good results and positive feedback. If resident’s performance was 
adequate according to the program director, the portfolio was seen as proof 
that the resident was indeed performing well. If their judgment on resident’s 
performance was not in line with what the portfolio’s content appeared to imply, 
the portfolio was considered an inadequate tool and interpreted as providing 
an overly positive image of the resident.

One cause of the portfolio being more positive than reality was the fact that 
faculty seemed hesitant to give negative feedback.

O6: I don’t think the portfolio is always that correct. It mostly says “this is 
good”, while you may later hear that it wasn’t that good at all and that it 
was a lot less pretty than the portfolio suggests.

Another reason program directors gave to explain why the portfolio was more 
positive than reality was that residents often only ask feedback after well-
performed tasks and this influences their representation. 

O5: The really good residents have many assessment tools filled in 
their portfolio. They ask for a lot of feedback, also on difficult tasks. But 
the average ones don’t ask for much feedback, so staff won’t notice 
that they’re just average residents. They only ask feedback after they 
performed a task well.

Faculty
Faculty meetings and comments
Program directors saw faculty meetings as an important source of information 
about residents because they knew that faculty found it difficult to put negative 
feedback or points for improvement down on paper, while acknowledging 
that not all information that was shared in these meetings was useful. There 
was a tendency to follow the first or the loudest opinion expressed during 
such meetings. Program directors considered this in the process of judging 
residents’ performance and took into consideration who said what and how. 
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They were also aware that they put a greater value on some faculty members’ 
opinions than those of others.

O8: When this person says something, I really see it as a red flag. This 
person always keeps his opinion to himself and his comment is really 
astute. When someone else says something, I may think: yeah sure, I hear 
that three times a week.

Group dynamics 
Once faculty members had formed an opinion about a resident, they were 
not prone to change their minds, not even when the resident changed his/her 
behaviour. Program directors were aware of this and took it into consideration 
when they valued information about residents. If they noticed that the group 
followed one member’s opinion or based their opinion on one incident, they did 
not take it seriously. 

O1: I’m annoyed by many of my colleagues. They may have their negative 
opinion ready in just one second. They don’t say anything for a long time 
and then suddenly they say “this resident is worth nothing” and they won’t 
ever change their mind. I don’t like that, you know. But well, my colleagues 
are all different personalities […] and if I’ve learned anything in the past 
years as a program director it’s that I know how they judge people. Some 
of them draw conclusions too soon. I have to take this into account and 
not take it too seriously. I must be neutral as a program director.

Interest in education and training
In general, program directors felt that faculty did not put education and training 
first. Some faculty members were more interested and involved in teaching 
and training than others and, as a result, their feedback was more appreciated 
by program directors.

O1: My personal opinion about my colleagues is important. You know 
about one person that he’s not interested and doesn’t put any effort in 
residents’ training. And you know about another person that they take 
time and think about the feedback they’ll give before they write it down. 
Yes, that’s why I don’t take everyone seriously.

O3: We have certain subgroups that never complete the assessment 
tools, or if they do, they do it weeks later. You cannot rely on them. We try 
to change this, but it’s a persistent problem. 
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Program directors who felt more supported by their colleagues took their 
feedback and suggestions about residents seriously:

O2: I don’t teach them [residents], but the whole group does. I think that’s 
because I give them [faculty] the responsibility: they feel responsible. I 
couldn’t do it all by myself. I need the interaction with my colleagues; they 
need to think with me, also about the really good residents.

Experience and personal connection with a resident 
Program directors explained that their own opinion was an important influence 
on their overall appraisal. They got to know residents during meetings, night-
shifts, and shift-to-shift handovers. Program directors were aware that the 
personal connection between them influenced their judgment. 

O8: There’s something in the assessment process that has to do with 
the personal bond you feel with this resident, something like a “personal 
preference”. So there’s a danger that I don’t judge all residents by the 
same standards.

Beliefs 
The program directors’ beliefs about teaching and learning seemed to influence 
how they valued information about residents’ performance and seemed to 
affect their judgment, as well as the feedback they provided to the residents in 
the evaluation meeting. 

O4: The good residents don’t need much feedback; if all goes well, it can 
be summed up in one or two sentences, like, erm, “everything goes well, 
no problems”.

Some program directors expressed their belief that a resident’s level of 
performance would never change: residents who are not so good will never 
reach high standards and residents who perform well do not need much 
feedback. 

O5: With a somewhat dysfunctional resident, I don’t think that everything 
will stay bad, but it’ll never be totally good.

O6: You know immediately how a resident performs. A resident who 
performs less than the others will never become a really good one.

Other program directors thought that residents’ competencies could grow 
through training, learning, and applying feedback. They put great value in their 
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judgments on whether or not residents applied constructive feedback and 
changed their behaviour. 

O1: He’s a resident with weaknesses, but he handles critical feedback 
very well and tries to apply it. I’ve seen him develop and grow in his 
performance. I value this more than residents who perform well but do 
nothing with the feedback I provide.

What do residents think about what information program directors use and 
how they value this? 

Portfolio 
Residents thought that program directors put great value on the portfolio and 
they believed they could influence the program director’s assessment through 
the assessment tools that they collected in their portfolio. They saw these 
as tools to demonstrate their performance and therefore often only asked 
supervisors to complete an assessment tool after a well-performed task. 

A1: All the good mini-CEXs in my portfolio are a reassurance to me. The 
program director can do nothing but give me a good appraisal. It is stated 
in black and white.

A4: As a resident, you can influence your appraisal because if you only 
put OS-CEs on the table after you’ve done something really well, then… 
well, I mean, what negative things could the program director say about 
you? 

Faculty 
Faculty meetings and comments
Residents knew that faculty talked about them in faculty meetings and in the 
corridors, but they thought that program directors did not take these comments 
very seriously, as illustrated by the following quote: 

A1: I don’t think they put so much value on these things, especially when 
it concerns some vague email or some vague comment from a colleague.

Residents were confident that program directors base their judgment on the 
assessment tools from their portfolios. 

Interest in education and training
Like program directors, residents noticed that some faculty members do not 
put teaching and training first. They were critical about the way faculty gave 
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feedback; they felt that their supervisors were hesitant to present points for 
improvement, did not take enough time to give feedback, and made vague 
comments on overall performance.

A6: Faculty don’t always think that training residents is interesting or 
important. They don’t let you get involved in research or they don’t like 
to teach things. […] I specifically ask for points for improvement, but if 
the only thing I hear is “keep up the good work”, then I give up. I think to 
myself “this is hopeless; no matter how many times I ask for constructive 
feedback, they won’t give it.” 

A5: They don’t have the time or don’t like to teach you things. I miss 
getting feedback. […] I don’t want only positive feedback, but I also want 
to hear things I can improve. I try to ask for this. I always ask them what 
they think of my work. I always ask for this. But I miss the spontaneous 
feedback and I want to learn from the things that didn’t go that well.

Group dynamics
Residents felt that once faculty had formed an opinion about them, it was very 
hard to make them change their minds. Furthermore, they noticed the same 
group dynamics as program directors did: faculty followed the opinion of the 
loudest mouths.

A1: When something happens, faculty tend to bear this in mind forever … 
and I think there’s a minority that talks very loudly. The majority may think 
differently, but they keep quiet and don’t say a word. 

Experience and personal connection with a resident 
A1: I think that this has been my rescue. I think that having a good 
relationship with him has really been my rescue.

Residents thought that their personal connection with the program director 
was of importance and could even alter their appraisal of them.

A4: He [peer resident] has a really good relationship with her [program 
director]. They just have a really good connection, and he talks his way 
out of things.
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Discussion 

Our findings show that program directors scarcely use feedback from 
assessment tools to form a judgment on residents’ overall performance, but 
heavily rely on remarks of faculty in meetings instead. Contrarily, residents 
think that the feedback in the assessment tools is the most important proof to 
demonstrate their performance. 

The usage of formative assessment tools to facilitate learning, as well as the 
aggregation of multiple formative assessment tools to come to a summative 
decision about resident’s performance (11), both seem difficult to actualise in 
practice. Our results offer various explanations for this difficulty: formative 
assessment tools are perceived as summative tools, faculty provides poor 
quality feedback and some program directors think that residents are not able 
to improve future performance very much. We will discuss these explanations 
in relation to the literature.

There is a contradiction in what residents wish for and how they act. On one 
hand, they are disappointed in hardly receiving meaningful feedback, because 
they feel it does not support their learning process. But on the other hand, 
residents seem to perceive the assessment tools as summative instead of 
formative data points. They are under the impression that program directors 
put much value on the feedback in the assessment tools (both ratings and 
narrative comments) and seem to think that program directors also perceive 
the tools as summative assessments. As a result, they only ask feedback after 
well-performed tasks because they are afraid to receive negative feedback. 
This is in line with previous research showing that assessment tools are 
frequently used for summative assessment but not for formative assessment 
to facilitate learning (30-32).

Moreover, program directors point out that narrative feedback in assessment 
tools is often vague and predominantly positive on overall performance. This 
finding is consistent with previous research on feedback in medical education; 
faculty hesitate to give constructive or negative feedback (33-36). However, 
poor quality feedback does not facilitate learning, for residents cannot reflect 
on vague remarks on global functioning. With this, the profit of collecting 
different data points comes into question (37, 38). 

As a consequence of the above-mentioned issues, program directors cannot 
rely on feedback in formative assessments to make summative judgments. 
Instead, they are forced to turn to other sources to get feedback on residents’ 
performance. They rely on comments of faculty members during faculty 
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meetings. Residents do not know what is discussed in these meetings and 
they do not receive feedback based on these meetings. At the same time, 
program directors acknowledge the problem that the information sharing 
process during faculty meetings is suboptimal. Literature tells us that 
ineffective information sharing endangers a good group decision and therefore 
jeopardizes the integrity of the evaluation of residents’ performance (39). It is 
therefore important to create conditions in the meetings that ensure effective 
information sharing.

Furthermore, as the main objective of assessment within CBME is to support 
residents’ learning and development, it is problematic that some of our 
interviewed program directors seem to have a fixed-mindset (40) (i.e. they 
believe residents cannot change and improve their future behaviour much). The 
literature on self-theories of assessors (41-43) leads us to assume that program 
directors’ implicit beliefs on learning influence how they value feedback; how 
they give feedback; and the way they judge residents’ performance. Program 
directors need to believe that residents can improve their performance by 
receiving and applying feedback. 

Implications for practice
An obvious recommendation would be to ensure that formative assessment 
tools are used and perceived as intended and to train program directors, 
supervisors and residents in asking, giving and receiving meaningful feedback. 
Research shows however, that despite training, it still remains difficult to bring 
quality feedback into practice (44-48). An explanation for this might be the 
implicit beliefs people have on learning. Addressing these beliefs and creating 
a developmental belief in a training setting may be worthwhile (40).

Moreover, we recommend that group decision making related to the judgment 
of residents’ performance (in some derived form of a faculty meeting) becomes 
obligatory and transparent. In the United Stated, the Accreditation Council for 
Graduate Medical Education (ACGME) already requires Clinical Competency 
Committees to determine residents’ competence (49). To arrive at a good group 
decision, it is important to create an environment in which good decisions can 
be made (50). Crucial in this, is that the meetings must be structured in order 
to facilitate the best conditions for a good group decision making process, to 
avoid coming to an agreement too soon and to minimize social influence (50-
53). The ACGME offers a guideline for how to set up these group meetings 
to create an environment for information sharing and decision making (49). 
The meetings should be transparent for residents and they should receive 
feedback based on these meetings, as to further stimulate their learning and 
development. 
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Strengths and limitations 
A strength of our study is the diversity of our sample: we included participants 
from different hospitals, medical specialties, and experience levels in training 
and teaching. A limitation of our study is that we used a rather small sample 
in the specific postgraduate medical context of the Netherlands and we do 
not know if our results would apply to other program directors, programs 
or other countries. We believe, though, that our study lays a foundation for 
future research in other settings, so to further our understanding on how to 
optimize the process of forming robust and acceptable judgment on residents’ 
performance progress.

Conclusion

Residents think that the feedback in the assessment tools is the most 
important proof to demonstrate their performance, whereas program directors 
scarcely use this feedback to form a judgment about residents’ performance. 
The objective of aggregating formative assessment tools to form a summative 
judgment is difficult to reach in practice. Formative assessment is perceived as 
being summative and faculty provides poor quality feedback. Program directors 
rely heavily on remarks of faculty in meetings instead. They acknowledge 
that there is no optimal environment for good decision making during these 
meetings. We suggest that group decision making concerning residents’ 
performance becomes obligatory, provided that these meetings are set up 
according to guidelines that support an environment for optimal information 
sharing and decision making. Furthermore, they should accommodate high 
quality feedback to residents, in order to facilitate their learning. 
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Appendix 1 

Semi-structured interview guide program director

What are your thoughts about the evaluation meeting that just took place? 
Probes:
Did the meeting go according to plan/expectation?
Did something happen/was something said that surprised you?

Preparation
How did you prepare for this meeting? 
What information did you use to make a holistic evaluation of the resident’s competence?
Where did you find or hear this information? 
How do you value this information? 

Probes:
What is the most important information for you? 
Can you explain why this is the most important?

The evaluation meeting
What information did you share with the resident? 
Why did you choose to share this information? 

Probes:
I heard that [this] was talked about in the meeting. Why did you choose to bring this up? 
Are there other things that where important in making your evaluation of the resident? 
Why did you choose not to explicitly talk about this?

What did you want this resident to learn from this meeting?

General
Why did you use [these instruments] to make your evaluation of the resident? 
Why don’t you use [other instruments]?
Do you miss something in the residents’ portfolios?
When do you know (during the training program) at what level a resident performs? 
What do you think is important to be a good resident? 
What do you think faculty believe is important to be a good resident? 
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Appendix 2 

Semi-structured interview guide resident

What do you think about the evaluation meeting that just took place? 
Probes:
Did the meeting go according to plan/expectation?
Did something happen/was something said that surprised you?

Preparation
How do you think the program director prepared for this meeting? 
What information do you think he/she uses to make a holistic evaluation of your compe-
tence?
Where do you think he/she found or heard this information? 
How do you think he/she values this information? 

Probes:
What do you think is the most important information for the program director? 
Can you explain why this is the most important?

The evaluation meeting
What information did the program director share with you during the meeting? 
Why do you think he/she chose to share this information? 

Probes:
I heard that [this] was talked about in the meeting. Why do you think the program direc-
tor chose to bring this up? Do you think that there are other important things that he/
she uses to evaluate your performance?

What did you learn from this meeting?

General
How can you show as a resident that you have developed your competencies?
What instruments do you think are important for a program director to evaluate your perfor-
mance? 
Why do you think these are important?
Do you miss something in the portfolio?
What do you think is important to be a good resident? 
What do you think a program director finds important to be a good resident?
What do you think that faculty finds important to be a good resident? 
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Abstract 

Introduction
Feedback on clinical performance of residents is seen as a fundamental 
element in postgraduate medical education. Although literature on feedback in 
medical education is abundant, many supervisors struggle with providing this 
feedback and residents experience feedback as insufficiently constructive. 
With a detailed analysis of real-world feedback conversations, this study 
aims to contribute to the current literature by deepening the understanding 
of how feedback on residents’ performance is provided, and to formulate 
recommendations for improvement of feedback practice.

Methods
Eight evaluation meetings between program directors and residents were 
recorded in 2015-2016. These meetings were analyzed using Conversation 
Analysis. This is an ethnomethodological approach that uses a data-driven, 
iterative procedure to uncover interactional patterns that structure naturally 
occurring, spoken interaction. 

Results 
Feedback in our data took two forms: feedback as a unidirectional activity 
and feedback as a dialogic activity. The unidirectional feedback activities 
prevailed over the dialogic activities. The two different formats elicit different 
types of resident responses and have different implications for the progress of 
the interaction. Both feedback formats concerned positive as well as negative 
feedback and both were often mitigated by the participants. 

Discussion 
Unidirectional feedback and mitigating or downplaying feedback is at odds 
with the aim of feedback in medical education. Dialogic feedback avoids the 
pitfall of a program director-dominated conversation and gives residents 
the opportunity to take ownership of their strengths and weaknesses, 
which increases chances to change resident behavior. On the basis of 
linguistic analysis of our real-life data we suggest implications for feedback 
conversations. 
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Introduction 

In the context of training residents to become medical specialists, feedback 
on clinical performance is fundamental to enhance their learning and confirm, 
restructure, tune, expand and overwrite their clinical performance (1-4). 
Literature on feedback in medical education is abundant with recommendations 
for giving effective feedback (2, 5-11). In medical practice, however, providing 
effective feedback still seems difficult (2, 12-14) and residents continue to 
be unsatisfied with the feedback they receive (15-17). Apparently, there is an 
undesirable gap between feedback theory and practice when it comes to 
resident training.

A reason for this undesirable mismatch between theory and practice could be 
that, despite the large amount of literature on feedback in medical education, 
recommendations for effective feedback are scarcely supported by analyses 
of real-world feedback conversations. We aim to contribute to current literature 
by deepening the understanding of how feedback on residents’ performance is 
provided, and formulating recommendations for improving feedback practice. 
A summary of current insights from the literature on effective feedback is 
given below. 

Effective feedback requires consideration of both feedback content and the 
feedback process (6). The effectiveness of feedback increases when it is 
given frequently, positively framed, encouraging, accompanied by explanation 
to increase understanding, does not threaten the receiver’s self-esteem, 
recognizes the recipient’s perspectives and self-assessments, and focuses on 
setting goals for the future and developing an action plan (1, 3, 18-22). 

Furthermore, verbally provided feedback should ideally be a ‘conversation 
about performance’ rather than a one-way transmission of information (2, 
6, 20, 23-25). Passively received feedback does not lead to performance 
improvement, because receivers need the opportunity to analyze the feedback, 
ask questions about it and connect it with prior understandings to change their 
behavior and performance (26, 27). 

Besides, several studies have investigated audio or video recordings of 
feedback conversations between clinical supervisors and medical students 
(28-32). They found that the conversations tended to be teacher-dominated 
and mostly contained general, positive statements about student behavior. 
A study on verbal feedback in mini clinical evaluation exercises found that, 
in order to be effective, feedback needs to be interactive so trainees can 
take ownership of their strengths and weaknesses (31). Despite this body of 
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knowledge on effective feedback, in residency training both feedback givers 
and receivers are not satisfied.

To be able to provide meaningful additions to current feedback theories and 
improve feedback practice in resident training we need to take a closer look 
into real-world feedback practice. This approach shows promising results in the 
context of secondary education, where analysis of feedback in real-life teacher-
student encounters yielded several practice-derived recommendations for 
teachers (33). To our best knowledge, there are no reports of such a detailed 
analysis of feedback situations in the context of resident training. 

To shed more light on how feedback is constructed in real-world practice and 
to provide practical advice on how effective feedback dialogues are created 
in the real-world, we chose to examine the interactional process in detail as 
it evolves from moment to moment by performing a fine-grained analysis of 
feedback conversations between program directors and residents. 

Methods 

Background
In the Netherlands, the program director (PD) is responsible for the residency 
program and assessment of residents’ performance. Residents must meet with 
their PD at least semi-annually. The purpose of these meetings is to provide 
feedback on residents’ overall clinical performance and set goals to bridge 
the gap between current and desired performance. All PDs receive a two-day 
training on how to supervise and assess residents, in which they also practice 
providing feedback that meets the latest recommendations from the feedback 
literature. 

Participants and ethical approval 
Participants were invited by email. To ensure heterogeneity in the sample, we 
recruited participants from different medical disciplines, hospitals, years of PD 
experience and years of resident training (Table 1). Original data were treated 
confidentially and analyses were performed anonymously. All participants 
provided written informed consent. The study was approved by the Netherlands 
Association for Medical Education (file number 566).



53

Table 1. Participants

Analytic procedure
We used Conversation Analysis (CA) to analyze the data of the meetings. 
CA is an ethnomethodological approach to interaction aimed at uncovering 
interactional patterns that structure naturally occurring, spoken interaction 
(34-36). It is a data-driven and iterative procedure. CA provides tools for 
detailed, practice-based analysis of interaction and has proved to be very 
valuable in (medical) educational research (36). Therefore, this methodology 
is particularly suited to the aim of our research. 

The recorded interactions were transcribed using Jeffersonian transcription 
conventions, in which many symbols are used to transcribe what has been said 
and noting how it has been said (37) (see Appendix 1). Since CA is an inductive 
qualitative linguistic method, it seeks to describe and explain the structures 
of social interaction “through a reliance on case-by-case analysis leading to 
generalizations across cases but without allowing them to congeal into an 
aggregate” (36) (p.2). Our analysis, therefore, started with an explorative stage 
of making observations of details of the interaction in individual fragments. This 
led to working hypotheses on aspects of the interaction (e.g., how actions, like 
challenging an opinion or closing the interaction, are performed), which were 
then checked against the entire dataset. By going back and forth between 
various individual fragments, we developed a description of the interaction 
that was grounded in individual fragments and simultaneously applicable to 

Medical 
Specialty

Hospital
(general hospital/university 
medical center)

Program Director
(male/female, years of 
experience as PD)

Resident
(male/female, year of 
training)

1 Internal medicine General hospital Male, 10 years Male, 3rd year

2 Radiology University medical 
center Female, 3 years Male, 2nd year

3 Radiology University medical 
center Male, 1 year Male, 1st year

4 Internal Medicine General hospital Female, 2 years Female, 3rd year

5 Internal Medicine University medical 
center Female, 1 year Female, 2nd year

6 Radiology General hospital Female, 5 years Male, 3rd year

7 Surgery General hospital Male, 8 years Female, 1st year

8 Surgery University medical 
center Male, 5 years Male, 4th year
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the entire data set (36). Accordingly, the analyses of extracts presented in 
the results section are illustrative of thorough microanalyses of feedback 
sequences throughout the entire dataset. 

Two researchers (MD and MB) identified 62 fragments in which resident 
performance was discussed in the recordings of our study. The rest of the 
conversations concerned practical issues like planning, logistics and niceties. 
Two data sessions with a group of six experienced CA researchers from all over 
the country were held in which specific fragments were analyzed, a procedure 
typical for CA methodology (38). After these two data sessions, MD and MB 
analyzed the rest of the data and periodically reflected on their findings with 
WS in three separate meetings. Finally, the findings were discussed in the 
entire research team. 

The primary researchers (MD, MB) had no direct connection with the 
participants. MD is a medical doctor with experience as a resident in a general 
teaching hospital. This study is part of her PhD research in medical education. 
MB is an educationalist and researcher in medical education with a background 
in linguistics. WS is an assistant professor in language and communication, 
working as a researcher using Conversation Analysis in medical settings. The 
results were discussed in the research team (MKB, JG, CF, DJ). MKB and JG are 
program directors in a university medical center, CF is a medical doctor and an 
educationalist working as post-doctoral educational researcher with expertise 
on feedback in residency programs and DJ is a professor in medical education. 
MD and MB built an audit trail by documenting the analytical decisions and 
summaries of the discussions with the research team. 

Results 

Eight meetings between PDs and residents were recorded in 2015-2016. They 
lasted between 12.32 and 53.53 minutes, with an average of 32.56 minutes, 
which resulted in 262.42 minutes of audio recording. 

The analysis revealed that the two feedback formats described in the 
literature, a one-way transmission of information versus a conversation about 
performance, consistently appeared throughout the data set. In our study, 
we defined these types of feedback as unidirectional and dialogic feedback 
activities. Unidirectional feedback activities are characterized by an evaluation 
on past performance posted by the program director. Dialogic activities are 
characterized by an initial question, followed by in-depth questions of the 
program director to ask the resident about past performance. 
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Feedback as unidirectional activity occurred in 41 and feedback as a dialogic 
activity in 21 of the 62 fragments. Below, we first present examples of 
unidirectional feedback (positive and negative feedback examples) and then 
two examples of feedback as a dialogic activity. To present the transcribed 
data we use a two-line layout with the original Dutch language first and a 
literal English translation line next. The focus of our analysis is on how the two 
feedback formats are interactionally constructed by the PD and resident. As is 
common in CA research, we include CA literature in this section to validate the 
analyses of the presented fragments (36, 39). 

Unidirectional feedback activities
Unidirectional feedback activities have three interactional features: (1) the 
PD introduces an aspect of performance for feedback, (2) this aspect is then 
evaluated by the PD, and (3) the resident’s responses are minimal. 

Positive evaluation of performance
A typical example of a positive performance evaluation is presented in Extract 
1. The feedback sequence is initiated by the PD after a short silence following 
the closing of the preceding topic.

Box 1. Extract 1 – positive performance evaluation 

1 PD •hh >communicatief< hebben we eigenlijk geen eh

  •hh >communicative< we actually have no uh 

2  (0.4) $geen opmerking da’ gaa’ goed.$

  (0.4) $no comment tha’ goe’ well.$

3  [en eh]

  [and uh]

4 RES [nee ]

  [no]

5  (0.4)

6  ºdat gaat goedº=

  ºthat goes wellº=

7 PD =je informeert mensen goed je kan heel goed omgaan met e:h 

  =you inform people well you can deal very well with u:h 

8  je collega’s en ook met de verpleging,

  your colleagues and also with the nurses,

9  dat is daar komt van alle kanten

  that is there comes from all sides 

10  •hh wor’ je als een aimabele jongen gezien 

  •hh you are bein’ seen as an amiable guy

11  dus e:h [dat is] wat dat betreft eh geen probleem,

  so u:h [that is] in that respect uh no problem
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12 RES         [ja    ]

     [yes   ]

13  nee

  no

The PD initiates this sequence by mentioning its topic: “communication” (line 
1). Before providing his evaluation, “that goes well” (line 2), he states that 
there was no comment on that aspect of performance (lines 1-2) – most likely 
from supervisors of the resident. In overlap with a possible addition from the 
PD to the evaluation (line 3), the resident responds with a minimal “no” (line 
4) – probably in response to the turn part “no comment” – and after a brief 
silence (line 5) the resident continues with a softly spoken repetition of the 
PD’s evaluation “that goes well” (line 6). Once the resident has demonstrated 
his reception of the evaluation, the PD proceeds with providing several pieces 
of detailed evidence that support his initial evaluation (lines 7-10). Only upon 
having started uttering the conclusion, launched with a conclusive “so” (line 11), 
the resident confirms the PD’s previous contribution (line 12). The conclusion 
“so eh in that respect that is eh no problem” is again responded to by a minimal 
“no” (line 13), upon which the PD launches the next feedback sequence (not 
shown). 

Resembling Extract 1, positive performance evaluations are generally done in 
brief units of discourse. They are invariably initiated by the PD; the resident’s 
contribution to the interaction is limited. The performance evaluation itself 
remains rather superficial (e.g., “it goes well”), although it is sometimes 
supported by more specific examples of good conduct. In some positive 
unidirectional feedback sequences, the evaluation is slightly attenuated after 
it has been posed. In Extract 2, for example, the resident downplays the PD’s 
positive evaluation of the competency ‘Scholar’:

Box 2. Extract 2. Downplaying positive evaluation 

1 PD: COMPETENTIE WETENSCHAP,

  COMPETENCY SCHOLAR

2  (0.6) •pt •hh e:h

  (0.6) •pt •hh u:h

3  je zoekt steeds beter (0.4) of meer de diepte,

  you search increasingly better (0.4) or more the depth

4  en je bent steeds actiever- i- in het (.) begeleiden van e::h,

  and you are increasingly more active- i- in the (.) supervision of u::h

5  coassistenten bespreking en dat soort dingen;

  interns discussion and that sort of things

6  ((pencil clicks?))

7  (0.9)
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8 RES: nou$ selfde manier als ‘et was hoor,=

  well$ same way as ‘t was,=

9 PD: =ja

  =yes

10 RES: (.) niet steeds actiever;

  (.) not increasingly more active; 

11 PD: nee: ik had ook het idee dat je het eige’k al deed e:hm,

  no: I also had the idea that you act’ly already did u:hm;

After a short gap following the PD’s positive evaluation “you are increasingly 
more active- i- in the (.) supervision of u::h interns discussion and that sort of 
things” (lines 4-5), the resident downplays the evaluation by saying that he 
thinks that it is still the same as it was before. 
This downplaying is accepted by the PD with a minimal “yes” in line 9, which is 
elaborated in line 11. 

Negative evaluation of performance
The interactional structure of negative evaluations in unidirectional feedback 
activities differs from that of positive evaluation interactions. An example of a 
negative performance evaluation is presented in Extract 3. In this extract, the 
PD introduces the topic by stating that there have been strong critiques as well 
as positive comments on the resident’s performance in general:

Box 3. Extract 3 – Negative performance evaluation 

1 PD: •h hè d- (.) d’r zijn e:h d’r zijn beoordelingen bij geweest 

  •h hey th- (.) there have been u:h assessments 

2  waar echt e:h toch wel stevig kritiek in vermeld stond,

	 	 wherein	really	u:h	rather	firm	criticism	was	written	down

3  (0.9) en d’r zijn beoordelingen geweest die eh 

  (0.9) and th’re have been assessments that uh

4  ja heel positief waren.

  yes were very positive

((67 lines omitted, PD and resident explore reasons for contradictory 

evaluations and critical comments))

72 RES: •h •pt maar (0.4) ik 

  •h •pt but (0.4) I

73  (1.1) ik zoek het wel bij mezelf;

	 	 (1.1)	I	try	to	find	it	in	myself

74  (0.9)

75 PD: ja

  yes

76 RES: (dat nog wel);

  (that still)
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77  (1.5)

78  wat doe ik eh voor diegene dat

  what do I do to someone that 

79  •h eh diegene dat doet beslissen.

  •h uh makes someone decide that

80 PD:  ja (0.4) begrijp ik.

  yes (0.4) I understand

81  (0.8)

82  ja ja: toch moet je daar denk ik 

  yes yes: still you must I think

83  ook weer niet te e:h •h schuldbewust of te e:h 

  also not u:h •h feeling too guilty or too u:h 

84  v- te veel m- in je: in de verdediging want eh 

  m- too much on your: on your defence because uh

85  •h uiteind’lijk (0.4) e:h eh eh 

	 	 •h	fin’lly	(0.4)	u:h	uh	uh	

86  moet je dat zeker niet alleen bij jezelf zoeken hoor,

  you must certainly not only blame yourself

87  want ik weet uit ervaring, 

  because I know from experience

88  >en dat wil ik je< toch wel meegeven, 

  >and that I want< to give you

89  dat als ik [(.) me]ningen vraag bij stafleden,

  that when I [(.)ask op]inions from faculty members

90 RES:            [mm hm ]

        [mm um ]

91 PD: •h (.) dat die (.) soms zo verschillend kunnen zijn,

  •h (.) that those (.) can sometimes be so divergent

92  •h eh eh dat zegt ook vaak wel iets over de stafleden 

  •h uh uh that often also tells something about the faculty member

93  in kwestie;

  in question;

After the problem-initiation sequence, in which the PD topicalizes the 
rather strong criticisms of faculty members (lines 1-2), he comments on 
other feedback that has been very positive (lines 3-4). The latter might be 
understood as mitigating negative feedback, but in this extract it seems to 
initiate a collaborative exploration of potential causes for the divergent 
feedback (not presented). This discussion culminates in a hesitantly produced 
conclusion by the resident that he blames his own behavior (lines 72-73). This 
self-deprecating evaluation (40) gets a minimal response from the PD (line 75) 
following a short silence (line 74), after which the resident pursues his turn 
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(line 76). This time, the resident does not wait for the PD to respond, but again 
resumes the talk once the PD’s silence emerges. 

Following Pomerantz’ analysis (40), the resident might interpret the absence 
of an overt disagreement with the self-deprecation in lines 74-75 and 77 
as an implicit confirmation of the self-deprecation. As agreement with self-
deprecation is not preferred (40), the unfolding of this sequence so far is 
potentially problematic. In the following turns, however, the sequence gets a 
more favorable continuation: after claiming to have understood (line 80), the 
PD proceeds with an explicit statement of disagreement (lines 82-86). Without 
completely freeing the resident of his ‘guilt’ (line 83), the PD reduces the 
‘burden’ by pointing at faculty members as part of the problem. He accounts 
for this relocation of responsibility by referring to his experience with these 
issues (line 87). In the following interaction (not shown), the PD slightly 
elaborates his account – resident turns being limited to minimal responses 
and backchanneling (as in line 90) – and ends the interaction with an advice-
giving sequence. This excerpt is exemplary of the general tendency of PDs 
to mitigate negative other-evaluations and downplay critical self-evaluations. 
Both practices seem to result from an orientation toward negative assessments 
as socially problematic activities (33, 41).

Dialogic feedback activities
In contrast to unidirectional feedback fragments, dialogic feedback fragments 
are more interactive. These fragments are initiated by the PD asking a question 
to invite the resident to introduce a topic for discussion. The PD leaves room 
for the resident’s narration and elicits further elaboration on the topic. An 
example of dialogic feedback in a conversation between two PDs and one 
resident is presented in Extract 4.

Box 4. Extract 4: dialogic feedback sequence (1) 

1 PD1: (1.0) •h HEB JE DINGEN VOOR ONS?

  (1.0) •h HAVE YOU GOT THINGS FOR US?

2  (1.0)

3  ((background noises, someone inhales sharply))

4 RES: nee ik had juist eh net dat ik eh,

  no I just had eh just now that I eh,

5  (1.8)

6  j[a ik ben ] heel onzeker zelf,

  y[es I am ] very insecure myself,

7 PD1:  [zEg et is]

   [go ahead]
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8 RES: [en:         ] 

  [and:             ]

9 PD1: [ja da’s wel-] las ik ook ergens,

  [yes that’s indee-] I also read that somewhere,

10  (0.6)

11 RES: en dat vind ik- 

	 	 and	I	find	that-

12  dan vind ik het lastig om in te schatten of ik ‘et goed doe of 

	 	 then	I	find	it	difficult	to	assess	whether	I	am	doing	‘t	right	

13  niet,

  or not,

14  (0.8)

15 PD1: maar waarom ben je dan °onz-° waar ben je onzeker over?

  but why are you then °ins-° what are you insecure about?

16  (1.8)

17 RES: nou met name tijdens mijn dienst= 

  well especially during my shift=

18  =>ik vond het wel fijn om terug te horen< als ik ‘et heel druk 

  =>I did appreciate it to hear back that< when I am very busy,

19  heb,

20  dan: word ik zelf: wel onrustig van?

  then: I myself: become rather restless?

21  (0.9)

22 PD2: w:orden [we allemaal wel,           ] 

  that ha:[ppens to all of us,         ]

23 PD1:         [DAT LAAT JE NIET ZO MERKEN,]

          [YOU DO NOT REALLY SHOW THAT,] 

24  (0.6)

25 RES: oh$

  oh$

26  in mijn hoof[d i]s dat wel zo,

  in my hea[d i]t is that way,

27 PD2:             [nee]

    [no ]

28 PD1: oke hhh

  okay hhh

The interaction in this fragment occurs at the end of a range of feedback 
sequences. The PD’s question “Do you have things for us?” opens up the 
floor to yet unmentioned topics (42). The resident’s response is delayed and 
hesitant (lines 2-7). In partial overlap with the PD’s “go ahead” (line 7), the 
resident proposes an issue for discussion (“yes I am very insecure myself”, 
line 6) and elaborates on that in lines 11-13. In the following interaction both 
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PDs challenge the validity of the problem, first directly (line 15) and then 
with an outright invalidation of the problem: “that happens to all of us” (line 
22). PD1’s response in line 23 contains another mitigation of the issue: “you 
don’t show it”. These challenges appear interactionally problematic: they are 
followed by a silence (line 24), received with “oh” (line 25), and objected with 
“in my head it is that way”. Despite PD1’s closure-implicative “okay” (43), the 
resident again takes the turn to explain his issue – which gets mitigated, is 
raised anew, and gets mitigated once more before one of the PDs formulates 
an advice and concludes the sequence with “that insecurity will decrease by 
itself” (not shown). If taking the floor is followed by repeated mitigations by the 
PD(s), then the result is a pseudo-dialogue (33). Although the PDs’ questions 
“made the conversation appear ‘dialogic’” (33) (p152), their disagreements with 
the topicalized problem quickly subverted the dialogue into a conversation in 
which the PDs gradually took over the agenda. 

Unlike Extract 4, Extract 5 is a dialogic feedback sequence that does not 
incorporate mitigations (in this case, of a positive situation) and remains 
dialogic. The feedback sequence in Extract 5 has been initiated by the PD’s 
question “What is going well, according to you?” The resident has proposed 
a specific topic for discussion (“performing surgery”) and has explained why 
he thinks it goes well. Note that the open character of the PD’s question is 
fundamentally different from the assertive topicalizations and evaluations with 
which unidirectional feedback is started off. The consequences of this become 
clear as the interaction unfolds:

Box 5. Extract 5: Dialogic feedback sequence 

45 PD: [en] hoe- (0.2) hoe e::hm

  [and] how- (0.2) how u::hm

46  nou tuurlijk doe je andere verrichtingen?

  well ‘course you do other operations?

47  >dus een c’rotis is natuu’k anders dan een< appendix,

  >so a c’rotid	is	‘course	different	from	an<	appendix,

48 RES:    [ja ]

     [yes]

49 PD: of [e:h] anders dan een e:h vrij leggen van een lies,

  or [e:h] different from a u:h lay bare an inguinal canal,

50  •h•pt maar: hoe stimuleer je derzelf (.) n:og?

  •h•pt but: how do you stimulate yourself (.) st:ill?

51  om- om- om: elke keer weer beter te worden?

  to- to- to: improve time and again?

52  (0.4) 
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53  °qua vaardigheden?°

  °regarding skills?°

54 RES: e::hm (2.6) ik- probeer zoveel mog’k-

  u::hm (2.6) I- try as much as poss’ble-

55  ja dat is af en t- na:h vinden ze niet irritAnt,

	 	 yes	that	is	someti-	no:h	they	do	not	find	it	Annoying,

56  •hh maar: ik- ik probeer HARDOP TE PRATEN TIJDENs m- het 

  •hh but: I- I try TO TALK OUT LOUD DURINg m- the

57  opereren;

  operation;

58 PD: ja

  yes

((resident discusses his strategy of talking out loud))

89 PD: hokeh prima.

  hokayh good.

90  dus: >>’t is eig’k en daar hebben we ‘et eerder over gehad 

  so: >>’t is act’lly and we discussed that earlier

91  hè?<<

  hey?<<

92  dus jouw manier om: om structuur aan te blijven houden in je 

  so your way to: to keep structure in your

93  verrichti- maar ook naar de volgende stap t[oe]°°werken.°°

  operati- but also to work towards t[he ] °°next step.°°

94 RES:                                            [ja]

           [yes]

95  en- en- en snelheid te houden,

  and- and- and keep speed,

96 PD: °[ja]°

  °[yes]°

The PD’s next question is about self-development (lines 50-51), which is 
prefaced by and builds on the resident’s explanation. Again, this question 
elicits an elaborate response from the resident with minimal PD contributions 
(lines 59-88). The sequence is closed by a PD-initiated summary.

Discussion 

In this study, we used conversation analysis to explore how feedback is 
constructed in semi-annual evaluation meetings between residents and PDs in 
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postgraduate medical education. Although literature highlights the importance 
of feedback as an interactive dialogue and states that unidirectional feedback 
is not helpful and should be avoided (44), we found that unidirectional feedback 
still prevails over dialogic feedback in real-world practice. Our fine-grained 
analysis shows how both feedback formats are interactionally constructed. 

Unidirectional feedback is dominated by the PD, who initiates the feedback 
sequence by introducing a topic for discussion and then provides an evaluation 
on the clinical performance of the resident. The PD subsequently dominates 
the conversational floor by barely leaving any opportunity for the resident to 
respond. Dialogic feedback is also initiated by the PD, but here the PD asks a 
question to invite the resident to introduce a topic for discussion. Subsequently, 
the PD leaves room for the resident’s narration and elicits further elaboration 
on the topic by asking more questions. 

The question-initiated interaction of dialogic feedback allows the resident 
to take regular turns at talk (45). This enhances the dialogic nature of the 
interaction. Also, as shown in Extracts 4 and 5, providing conversational space 
benefits the opportunity for the resident to introduce “hither-to unmentioned 
mentionables” (42)(p.245). Providing this opportunity is a way of acknowledging 
the resident’s right “to introduce topics at certain junctures in the conversation” 
(45) (p.359). 

Dialogic feedback interactions provide the PD with ample information 
about residents’ performance, while avoiding the pitfall of a PD-dominated 
conversation. It gives residents the opportunity to take ownership of their 
strengths and weaknesses, which, in turn, increases the likelihood that they 
will apply the feedback in order to improve their future performance (31). 

However, despite being granted the conversational floor, taking the floor seems 
difficult. This corroborates the importance of leaving the floor open by asking 
open questions to elicit residents’ responses and avoid the pitfall of occupying 
the floor that has just been opened to the resident. 

Another important finding of our study is the pervasiveness of mitigation in 
feedback conversations. PDs and residents frequently downplay negative as 
well as positive feedback. This feature resembles a common linguistic strategy 
used in various types of communication: hedging. Hedging can be described 
as mitigating claims by introducing elements of doubt (e.g. “I think”, “probably”) 
or signaling a lack of commitment to what is said (e.g. “The management team 
said that…”) (46). Hedging has been reported to be prevalent in written narrative 
feedback on residents’ performance (47). Ginsburg and others (2016) argue 
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for the functionality of hedging in assessment contexts in medical education 
for the benefit of harmonious relationships. Yet, hedging as a way to downplay 
feedback can also create confusion or misunderstanding of the message (47, 
48). As such, hedging does more harm than good (49).

Implications for practice 
Based on our findings using a fine-grained conversation analysis, we suggest 
three implications for effective feedback practice. First, feedback providers 
should open up the floor to residents. They should ask questions to elicit information 
about the resident’s performance; pose explicit evaluations of performance 
after having enquired about the resident’s perception of his performance. Initial 
posing of performance evaluations limits residents’ conversational space and 
bars opportunities to build on residents’ evaluations of their own performance. 
Second, feedback providers should leave the floor open to the resident to further 
enhance the dialogic conversation. Again, they should ask questions to 
facilitate two-way dialogue. Additionally, feedback providers should explore 
issues brought up by the resident before dismissing them as irrelevant or not 
important. Third, feedback providers should be careful in mitigating feedback. 
Hedging might serve as a way to be polite and maintain relationships, but it 
can also distort the message. 

Strengths, limitations and future research
A strength of our study is that we studied real-life feedback conversations, so 
we were able to ground our recommendations in actual practice. The analysis 
could have been strengthened by using video-recordings instead of audio-
recordings. Video-recordings allow including non-verbal interactional features 
in the analysis of feedback construction. However, participants were very 
hesitant to participate in a study using video-recordings and allow themselves 
to be video-recorded. 

Furthermore, we included participants from different hospitals and medical 
specialties with different experience levels in training and teaching, which 
resulted in participant diversity. Although we deliberately chose to select 
different types of medical disciplines (surgical and non-surgical), we could 
have maximized heterogeneity of the sample by including a wider range of 
medical specialties. We stress the need for further studies of feedback 
conversations between residents and their supervisors to find out whether the 
conversational structures can be generalized to similar feedback settings and 
to different cultures. In future analyses it would also be interesting to analyze 
where in the overall structure of the meeting the feedback sequences tend 
to occur, how the feedback sessions start and end and how this changes the 
nature of the feedback. 
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Conclusion

This study explores how feedback is constructed in semi-annual evaluation 
meetings between residents and PDs in postgraduate medical education. 
Unidirectional feedback prevails over dialogic feedback in real-world 
practice. Dialogic feedback avoids the pitfall of a program director-dominated 
conversation and gives residents the opportunity to take ownership of their 
strengths and weaknesses, which increases chances to change resident 
behavior. On the basis of linguistic analysis of our real-life data we suggest 
implications for feedback conversations: feedback providers should open up 
the floor to residents, they should leave the floor open to the resident to further 
enhance the dialogic conversation and they should be careful in mitigating 
feedback.
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Appendix 1 

Jeffersonian transcription conventions

Symbol Name Used to indicate

: Colon (s) Extended or stretched sound, syllable, 
or word.

_____ Underline  Vocalic emphasis.

(.) Micropause Brief pause of less than (0.2).

(1.2) Timed Pause Intervals occuring within and between 
same or different speaker’s utterance.

(( )) Double Parentheses Scenic details.

( ) Single Parentheses Transcriptionist doubt

. Period Falling vocal pitch.

? Question Marks Rising vocal pitch.

h$ Arrows Pitch resets; marked rising and falling 
shifts in intonation.

° ° Degree Signs A passage of talk noticeably softer than 
surrounding talk.

= Equal Signs Latching of contiguous utterances, with 
no interval or overlap.

[  ] Brackets Speech overlap.

[[ Double Brackets Simultaneous speech orientations to 
prior turn.

! Exclamation Points Animated speech tone.

– Hyphens Halting, abrupt cut off of sound or word.

> < Less Than/Greater Than Signs
Portions of an utterance delivered at a 
pace noticeably quicker than surround-
ing talk.

OKAY CAPS Extended or stretched sound, syllable, 
or word.
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Symbol Name Used to indicate

hhh.hhh  H’s

Audible outbreaths, possibly laughter. 
The more h ’s, the longer the aspiration. 
Aspirations with periods indicate audible 
inbreaths (e.g., .hhh). H ’s within (e.g., 
ye(hh)s) parentheses mark with-
in-speech aspirations, possible laughter.

pt Lip Smack Often preceding an inbreath.

hahheh

hoh

Laugh Syllable Relative closed or open position of 
laughter.

$ Smiley Voice Laughing/chuckling talk between mark-
ers
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Abstract

Background 
Group discussion of resident performance is an emerging assessment approach 
in postgraduate medical education. However, groups do not necessarily make 
better decisions than individuals. 

Objective 
This study examined how group meetings concerning the assessment of 
residents take place, what information is shared during the meetings, and how 
this influences program directors’ judgment of resident performance.

Methods 
In 2017, the researchers observed 10 faculty group meetings where residents 
performance was discussed and interviewed the program directors within a 
month after the meetings. We used a thematic framework analysis to identify 
themes from the transcribed meetings and interviews. 

Results 
The information shared by group members during the meetings had 2 aims: 
(1) forming a judgment about the residents and (2) faculty development. Most 
group members shared information without written notes, most discussions 
were not structured by the program director, the major focus of discussions 
was on residents with performance concerns, and there was a lack of a shared 
mental model of resident performance. The program directors who benefited 
most from the meetings were those who thought group members were engaged 
and who summarized the information after every discussion. 

Conclusions 
Unstructured discussions and a lack of a shared mental model among group 
members impede effective information sharing about resident performance 
with a developmental approach. Structured discussions with an equal amount 
of discussion time for every resident and creating a shared mental model about 
the purpose of the discussions and the assessment approach could enhance 
use of a developmental approach to assessing resident performance.  
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Introduction

Program directors are responsible for assessing resident performance (1, 2). 
Until recently, they primarily accomplished this individually by interpreting 
multiple assessment data points, with or without consulting faculty (3-5). 
In recent years, competency-based medical education (CBME) approach 
in medical education have emphasized group decision-making regarding 
resident performance as a new assessment approach in postgraduate medical 
education (6-8). Since 2013, in the United States the Accreditation Council for 
Graduate Medical Education has required Clinical Competency Committees 
(CCCs) to determine resident performance, and other countries are following 
this example (6). 

Group decision-making related to resident performance is based on the concept 
that groups make better decisions than individuals if they discuss existing data 
and share and integrate new information, uniquely held by members (9). Group 
discussion can increase detection of residents’ problematic performance (8, 
10-12). Yet, the literature on group decision-making shows that reality often falls 
short of expectations (8, 13). Biases, such as holding on to an initial opinion, 
believing things because others do, judgment influenced by overreliance on 
consensus or by emotions instead of objective data (14), and lack of discussion 
intensity can lead to ineffective information sharing and poor decision making 
(15, 16). This may jeopardize the validity of the judgments about resident 
performance.

Literature on CCCs includes guidelines to set up a meeting (8, 17-21) and 
reviews of literature on group decision-making that offer recommendations for 
maximizing the effectiveness of CCC processes (8, 14). One study (7) found 
most CCCs review resident performance by identifying problems, instead of 
using a developmental approach (6). 
The majority of studies on CCCs are conducted in the United States, where 
programs have acquired experience with creating and operating CCCs since 
2013. It is unclear whether findings and recommendations apply to other 
nations and cultures. This information is relevant since many other nations are 
establishing CCCs. 

Our study explored how group decision-making about resident performance 
takes place in the Netherlands, where CCCs are not yet a required component of 
assessment in postgraduate medical education. We also sought to understand 
how group discussions influence program directors’ judgment of resident 
performance, since the purpose of CCCs is to advise program directors about 
residents’ progress. We sought answers to the following questions: (1) What 
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kind of information about residents is shared during a CCC meeting and how 
is this shared? (2) How does group information-sharing influence program 
directors’ judgment about resident performance? The results provide insight 
in current practices and contribute to the understanding of effective group 
discussion about resident performance. 

Methods 

Background and Participants
In the Netherlands, most residents complete their postgraduate medical training 
both in general hospitals and university medical centers. All programs are 
competency-based. Residents are trained and supervised by all staff members, 
but program directors (PDs) are solely responsible for the assessment of 
residents’ progress. PDs are required to have an evaluation meeting with 
residents at least twice a year to provide feedback on their performance (1). 
Group meetings regarding residents’ assessment are not required, but most 
PDs organize meetings with faculty to discuss resident performance. The 
intent of these meetings is comparable to the purpose of CCCs in the United 
States: the group makes a decision about the level of performance of residents 
and is advisory to the PD. 

We purposefully sampled 10 group meetings in a range of medical specialties 
during which residents’ performance was discussed (22, 23). We invited PDs 
for participation by e-mail. 

Based on ethnographic principles (24-26), we combined observations of 
program faculty meetings with interviews with the PD to answer the second 
research question.

Data Collection and Analysis
Data were collected from May to December 2017. CCC meetings were 
observed by 1 researcher (M.E.D. or I.A.S.), who recorded observations using 
a semi-structured scheme based on Hauer et al.’s narrative review on group 
decision making (8) that scored whether and how often certain interaction 
occurred (27). Meetings were audio recorded and transcribed, and transcripts 
and field notes were analyzed by 3 researchers (M.E.D., I.A.S., I.C.M.), using 
a thematic framework analysis(28) interaction schema (8). The researchers 
discussed findings using constant comparison until agreement was reached. 
Within a month of the group meeting we interviewed the PDs, asking them to 
reflect on the findings from our group observations, including the influence 
of the meetings on PD judgments of resident performance. Interviews were 
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based on a semi-structured interview guide, were conducted by M.E.D. or I.A.S. 
and lasted about 60 minutes. They were audio recorded, and transcribed, 
and analyzed by M.E.D., I.A.S. and I.C.M. using a thematic framework analysis 
(28). We selected key themes by analyzing and discussing the data within 
the interview categories: process, content, and result. After 5 meetings and 
interviews and again after 10 meetings and interviews, themes were discussed 
in the whole research team. Saturation was reached when all data could be 
analyzed using the existing themes and no new themes were identified. 

Observation and interview protocols and tools are provided as supplemental 
material.

The study was approved by the ethical board of the Netherlands Association 
for Medical Education. We obtained informed consent from all participants. 
 
Results 
Participants represented 10 medical specialties from 4 Dutch university 
medical centers (Table 1). Team size varied from 4 to 20 members, and all 
group members were program faculty. The number of residents discussed 
ranged from 2 to 32, and the duration of meetings ranged 22 to 96 minutes. All 
meetings were chaired by the PD. 
The results for our research questions are presented below, and are supported 
by illustrative quotations from meetings or from the PD interviews.

Table 1. Characteristics of participants

Medical 
Special-
ty

Number 
of 
faculty 
joining 
the 
meeting

Number 
of 
resi-
dents 
dis-
cussed

Duration 
of 
meeting

Se-
quence 
in which 
resi-
dents 
are 
dis-
cussed

Time per 
resident

Frequen-
cy of the 
meet-
ings

Norm of 
judg-
ment 
used 
in the 
meeting

Gyne-
cology / 
obstet-
rics

11 3 22 min Random “Prob-
lematic 
resident” 
more dis-
cussion 
time

3x per 10 
months 

Can-
MEDS 
com-
petewn-
cies 
(general 
compe-
tencies)



78

Medical 
Special-
ty

Number 
of 
faculty 
joining 
the 
meeting

Number 
of 
resi-
dents 
dis-
cussed

Duration 
of 
meeting

Se-
quence 
in which 
resi-
dents 
are 
dis-
cussed

Time per 
resident

Frequen-
cy of the 
meet-
ings

Norm of 
judg-
ment 
used 
in the 
meeting

Anesthe-
siology

10 32 96 min Random Youngest 
residents 
less dis-
cussion 
time

4x a year 
all resi-
dents

Assess-
ment 
form 
devel-
oped by 
faculty 
(based 
on the 
general 
Can-
MEDS 
compe-
tencies) 

Surgery 8 15 65 min Random “Prob-
lematic 
resident” 
more dis-
cussion 
time

Once a 
month

Open 
ques-
tions 
(e.g. 
what do 
you think 
about 
Peter’s 
perfor-
mance?)

Medical 
Microbi-
ology

9 9 59 min Eldest to 
youngest 

“Prob-
lematic 
resident” 
more dis-
cussion 
time

Twice a 
year 

Open 
ques-
tions 
(e.g. 
what do 
you think 
about 
Peter’s 
perfor-
mance?)
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Medical 
Special-
ty

Number 
of 
faculty 
joining 
the 
meeting

Number 
of 
resi-
dents 
dis-
cussed

Duration 
of 
meeting

Se-
quence 
in which 
resi-
dents 
are 
dis-
cussed

Time per 
resident

Frequen-
cy of the 
meet-
ings

Norm of 
judg-
ment 
used 
in the 
meeting

Pharma-
cology

9 4 65min Random “Prob-
lematic 
resident” 
more dis-
cussion 
time

4x a year 
all resi-
dents 

Assess-
ment 
form 
devel-
oped by 
faculty 
(based 
on the 
general 
Can-
MEDS 
compe-
tencies)

Geriat-
rics

6 4 30 min Random “Prob-
lematic 
resident” 
more dis-
cussion 
time

Once a 
month 
only the 
residents 
that are 
problem-
atic or 
have an 
evalu-
ation 
meeting 
planned

Open 
ques-
tions 
(e.g. 
what do 
you think 
about 
Peter’s 
perfor-
mance?)

Cardiol-
ogy

14 12 69 min Random “Prob-
lematic 
resident” 
more dis-
cussion 
time

4x a year 
all resi-
dents

Open 
ques-
tions 
(e.g. 
what do 
you think 
about 
Peter’s 
perfor-
mance?)
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Medical 
Special-
ty

Number 
of 
faculty 
joining 
the 
meeting

Number 
of 
resi-
dents 
dis-
cussed

Duration 
of 
meeting

Se-
quence 
in which 
resi-
dents 
are 
dis-
cussed

Time per 
resident

Frequen-
cy of the 
meet-
ings

Norm of 
judg-
ment 
used 
in the 
meeting

Intensive 
Care 

4 11 51 min Random “Prob-
lematic 
resident” 
more dis-
cussion 
time

6x a year Open 
ques-
tions 
(e.g. 
what do 
you think 
about 
Peter’s 
perfor-
mance?)

Psychi-
atry

8 (all 
faculty 
mem-
bers)

3 49 min Random “Prob-
lematic 
resident” 
more dis-
cussion 
time

Every 
month 
the 
residents 
that are 
sched-
uled for 
evalu-
ation 
meeting

Can-
MEDS 
compe-
tencies 
(general 
compe-
tencies)

Derma-
tology

20 4 25 min Random “Prob-
lematic 
resident” 
more dis-
cussion 
time

Every 
month 
the 
residents 
that are 
sched-
uled for 
evalu-
ation 
meeting

Open 
ques-
tions 
(e.g. 
what do 
you think 
about 
Peter’s 
perfor-
mance?)
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Sharing Information
Shared information during the group meetings had 2 aims: (1) forming a 
judgment and (2) faculty development. 

Forming a Judgment
PDs were looking for divergent faculty opinions to form a broader picture of 
resident performance. One PD stated: “Without the faculty meeting I have 
no foundation […] I always imagine a picture of an elephant. I describe its 
tail, someone else describes its trunk, and a third person its feet. We need 
each other to paint the whole picture.” PDs also desired specific examples 
of performance to provide feedback to residents in semi-annual evaluation 
meetings: “I need to gather ammunition with concrete examples of behavior.” 

In many cases, faculty put a label on residents, uttering sentences like, “If 
it were my mother [who needed surgery], I would drive by really fast;” “She 
performs surgery like a rusty gate;” or “That is a good resident, because he 
does not bother me.”

Faculty Development
Part of the shared information was to help develop faculty by talking about the 
way residents should be supervised. As one PD indicated: “The meeting is a 
moment in which we can discuss training-related subjects.” It is also seen as 
an opportunity for faculty members to learn from each other: “One hears how 
colleagues tackle things and how they judge residents.” PDs used the meeting 
as an opportunity to instruct faculty. For example, we observed that when 
faculty mentioned an incident with a resident, PDs often insisted on completing 
a mini Clinical Evaluation Exercise or an Objective Structured Assessment of 
Technical Skills. We also observed several discussions about the assessment 
criteria used to judge residents’ performance. 

Interaction During Meetings
Most meetings included jokes, and often there was a giggly atmosphere and a 
lot of laughter. Almost none of the faculty members brought written notes to 
the meetings, with most sharing information by heart and frequently repeating 
each other’s comments. Real discussions of the performance of residents 
were rare. One PD expressed disappointment: “They don’t listen to each other; 
there is no discussion at all.” Most of the time, PDs listened to the repetitive 
comments without interference. They also did not encourage faculty to share 
new information. When asked about this, 1 PD answered: “I don’t want to play 
bad cop. I don’t want to spoil the good atmosphere in the group.” Drawing 
conclusions or summarizing information was hardly ever done. The exception 
was 1 PD who repeatedly summarized information and drew conclusions: “With 
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a summary I ask for consensus in the group. … this is what I have to feedback 
to the resident.” 

Influence on the Judgment of Program Directors
Faculty Engagement
During the interviews, PDs indicated that the group’s judgment of residents’ 
performance in meetings depended on the effort of the group members, and 
that members varied in how important they consider the meetings: “They 
check their agendas to find out what they can skip and this meeting is always 
the first thing to skip.” Low turnout was a problem for many PDs: “That is the 
flaw in forming a judgment.” PDs put a different value on the opinions of faculty: 
“There are faculty members I trust and others I don’t take seriously. I have 
more trust in colleagues who are dedicated to training residents.” 

All PDs pointed out that the danger in meetings is that faculty have a tendency 
to echo each other’s opinions. PDs saw it as their obligation to filter opinions 
and only use information that in their judgment seems useful. One PD noted: 
“When mass hysteria arises I throw all that is said in the trash!” Another said 
some faculty members “constantly bring up the past, mostly a very distant and 
dirty past.” She explained she saw it as her obligation to ignore these negative 
stories. 

According to the majority of PDs, meetings are an opportunity for faculty to 
unload their feelings about residents. As 1 PD illustrated: “They pour out all 
those opinions and that is that.” Another commented, “The meeting is a fixed 
moment of which faculty members know: Now I can finally tell something about 
that resident!” PDs noted that faculty often see the meeting as a brief time of 
leisure: “The meeting is a form of relaxation” …. “it is about residents; it is not 
threatening.” 

Resident Performance
All PDs found the meetings more influential when “problematic residents” 
are discussed: “We can make jokes about the good-functioning resident, but 
are serious about the problematic ones.” PDs explained that meetings are 
uncomplicated when residents function at the expected level: “If there are not 
too many problems, then it is easy, we don’t have to think about it. But, if there 
are problems, then we suddenly have to start dealing with that resident.” 

This suggests residents with performance concerns received more discussion 
time than high-functioning residents. One PD saw this as a problem, arguing that 
all residents must be guided to develop to a higher level: “It is not fair, because 
we can also help good residents to become excellent.” While residents with 
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performance concerns received more discussion time, this rarely concluded 
with a plan of action. For residents without performance, groups did not make 
suggestions for how these residents could develop further. 

Program Directors’ Focus during the Meeting
PDs indicated the main focus of the meetings was on creating a group feeling 
among faculty members, and that it is important to emphasize that faculty as 
a group were responsible for training the residents as a group. Several PDs 
reported they did not create much structure for the meetings due to concerns 
of harming the positive group feelings, adding faculty needed an opportunity 
to blow off steam and express their opinions about the residents. PDs closed 
noting they wished the meetings were more valuable to them in forming a 
judgment of resident performance. 

A few PDs stated the main focus of meetings was on evaluating resident 
performance, and that they asked faculty members to complete assessment 
forms prior to meetings. They found it important to create a broad picture 
of each resident by aggregating opinions from different faculty members and 
use this to provide feedback to the residents. They summarized assessment 
information at the end of each discussion, and reported this is useful for judging 
residents’ performance and that their judgment of residents’ performance is 
influenced by these discussions.

Discussion

In most meetings the assessment conversations were not structured by the 
PD and predominantly focused on residents with performance concerns. PDs 
who found the meetings useful were those who reported that faculty members 
were engaged, who summarized the information at the end of each discussion, 
and who formulated feedback to the resident. 

Biases and low intensity discussions contributed to ineffective information 
sharing, similar to the findings of other studies (14-16). In many cases, faculty 
put a label on residents that was influenced by emotions rather than objective 
data. More problematic, faculty members frequently repeated each other’s 
comments, real discussions were rare, and PDs did not interfere by asking 
for different opinions or objective data to provide a broader perspective on 
a trainee. Ineffective information-sharing by groups hampers good group 
decision-making (15), making it essential for group leaders to structure 
discussions. Approaches include letting members speak in a set order, 
giving every member opportunity, encouraging them to speak, summarizing 
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information to elicit discussion and new points of view, and asking for more 
information (8, 29). When more information is shared, better decisions are 
possible, and meetings are more beneficial to PDs who have to make judgments 
about resident performance (8, 15, 30). To address PDs concerns structuring 
meetings because this might reduce positive group dynamics, an option is to 
have the meeting chaired by another individual (8). 

Meetings were more useful when faculty members were engaged, yet 
meetings were often skipped by faculty. One reason could be that CCCs are 
not mandatory in the Netherlands. In contrast to some faculty members, PDs 
valued the meetings as important for their role in assessing residents and 
providing feedback. 

We found that group members lacked a shared understanding of the purpose 
of the meeting. Group performance improves with shared mental models – a 
common understanding of the purpose of the group’s work, the task to be 
performed and teamwork necessary to complete it (8, 31-33). This makes it 
important to explain to group members the purpose of the discussions and the 
task they are expected to perform. 

Group discussions largely focused on residents with performance concerns, 
similar to previous studies of CCCs (7). This is in keeping with a “dwell time” 
model of medical education, assuming that most residents will be competent 
at the completion of a prescribed number of years of training (7). In contrast, 
introduction of CMBE emphasizes individualized learning plans and paths 
to competence (34, 35). To fully embrace CBME, it is necessary to let go 
of the habit of just identifying problems in residents’ performance, use a 
developmental assessment model, and guide all residents on individual paths to 
becoming competent physicians. Highly structured discussions with an equal 
amount of discussion time for every resident and clearly explaining the aims 
of assessment all group members promote such a developmental approach. 

Limitations of our study include a sample from one nation, and interview data 
limited to PDs, which may overemphasize the perspectives of this group. 
Future research should seek to gather data from multiple perspectives, 
including residents, and should assess the generalizability of our findings to 
other nations and cultures. 
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Conclusion

Unstructured discussions and lack of a shared mental model among group 
members were common attributes of CCC meetings that hinder effective 
information sharing about and discussion of resident performance. This reduces 
the impact of this information on PDs’ judgments of resident performance and 
impedes a developmental assessment approach. Structuring discussions to 
ensure an equal amount of time for every resident and creating a shared mental 
model among the group members will contribute to an effective developmental 
approach for assessing resident performance. 
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Appendix 1 

Semi-structured observation scheme 

Observation scheme

Input of group members

Resident Time per resident (minutes) Participation of group 
members

Sequence of participa-
tion

Comments

1 00:00 – 05:15 1-2-7-1-7-1-7-4-9-3-2 etc Many jokes 
were made

Dinner was 
served during 
the meeting

2 05:15 – 12:20 1-12-2-3-12-1-7 etc 2 members 
were too late

Telephone 
calls were 
answered all 
the time

Faculty group member:

1 Shares written assessment data 

2 Shares information by heart

3 Indicates to disagree

4 Indicates to agree

5 Asks questions

Group Leader:

1 Encourages to share information

2 Encourages to discuss information

3 Summarizes the information

4 Draws conclusions 
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Appendix 2 

Semi-structured interview guide

General Opening question Thinking about the meeting, what is the first thing that comes 
to mind?
• Discuss assessment protocol of residents (using Can-

MEDS, EPAs, frequency of the meetings ect)

Process Preparation •  Program director: how collection of information – formal, 
informal)

•  Faculty
•  Residents

How does this influence your judgment? 

Interaction Structure
• Location
• Time and duration
• Structure of meeting

Process:
• Participation of group members
• Same value on every opinion of every group member?
• Own input

Discussion of interaction scheme 
How does this influence your judgment?

Judgement Development of forming a judgment about resident’s per-
formance
• Did you already form a judgment before attending the 

meeting?
• How does the meeting influence this judgment?
• Can it alter your judgment?

Content Time Discussion time per residents differed a lot
Do you recognize this? What is the reason for his? What do 
you think about this?

How does this influence your judgment?

General Conclusion The influence of the meeting on the PD’s judgment of resi-
dents’ performance?

Suggestions for improvement?

If you were to rate this meeting, what would the grade be and 
why? 
1 very bad - 10 excellent
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Abstract 

Introduction
In postgraduate medical education, group decision-making has emerged as an 
essential tool to evaluate the clinical progress of residents. Clinical competency 
committees (CCCs) have been set up to ensure informed decision-making and 
provide feedback regarding performance of residents. Despite this important 
task, it remains unclear how CCCs actually function in practice and how their 
performance should be evaluated. 

Methods
In the prototyping phase of a design-based approach, a CCC meeting was 
developed, using three theoretical design principles: (1) data from multiple 
assessment tools and multiple perspectives, (2) a shared mental model and 
(3) structured discussions. The meetings were held in a university children’s 
hospital and evaluated using observations, interviews with CCC members and 
an open-ended questionnaire among residents. 

Results
The structured discussions during the meetings provided a broad outline of 
resident performance, including identification of problematic and excellent 
residents. A shared mental model about the assessment criteria had developed 
over time. Residents were not always satisfied with the feedback they received 
after the meeting. Feedback that had been provided to a resident after the first 
CCC meeting was not addressed in the second meeting. 

Discussion
The principles that were used to design the CCC meeting were feasible in 
practice. Structured discussions, based on data from multiple assessment tools 
and multiple perspectives, provided a broad outline of resident performance. 
Residency programs that wish to implement CCCs can build on our design 
principles and adjust the prototype to their particular context. When running 
a CCC, it is important to consider feedback that has been provided to a 
resident after the previous meeting and to evaluate whether it has improved 
the resident’s performance. 

What this paper adds
Clinical competency committees (CCCs) make informed decisions and provide 
feedback regarding resident performance. The process of creating and 
running a CCC should be considered carefully, since CCCs are advisory to the 
program directors as to whether residents are ready for unsupervised practice. 
It remains unclear how CCCs actually function in practice, and how their 
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performance should be evaluated. Using a design-based research approach, 
this study evaluated theoretical design principles for implementing a CCC in 
a real-life setting. Residency programs can adapt these design principles to 
their particular context.
 

Introduction 

Group decision-making on the clinical progress of residents has emerged 
as an essential element in the evaluation process in postgraduate medical 
education. As of 2017, the Dutch Association of Paediatrics requires residency 
programs to develop clinical competency committees (CCCs) to assess 
the progress of residents (1). A CCC consists of three or more members of 
the active teaching staff who make developmental recommendations to the 
program director and provide feedback to residents about their performance 
(2). The process of creating and running a CCC must be considered carefully, 
since CCCs advise the program director as to whether residents are ready for 
unsupervised practice (2). 
Groups can make better decisions than individuals by discussing existing data 
and sharing new, uniquely held information (3). Group discussion can also 
increase detection of problematic performance in residents (4-7). However, 
reality often falls short of these expectations (4, 8), which may jeopardize the 
validity of the judgment of resident performance. 

The CCC literature (2, 4, 9-13) includes recommendations for starting a CCC 
(10, 12-14), reviews of group decision-making (4, 15, 16), and guidelines for 
creating and implementing a well-functioning CCC (2). 

Given the importance of CCCs, it is essential to know how CCCs actually 
function in practice, and how their performance should be evaluated. Therefore, 
we conducted a design-based study, aiming (1) to develop and implement 
a prototype CCC meeting based on theoretical design principles and (2) to 
evaluate the prototype in a real-life setting.

Methods 

Setting and participants 
Our study was conducted at the Amalia Children’s Hospital in Nijmegen, 
the Netherlands. The Dutch Association of Paediatrics is the first Dutch 
accreditation agency to require their residency programs to develop CCCs. 
The Association set minimal requirements for designing a CCC (Table 1). Each 
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training program is responsible for creating its own CCC, but many are unsure 
of how to best approach the process (9, 10, 12, 13).

Table 1. Minimal requirements of the Dutch Association of Paediatrics for the creation of a 

CCC

The paediatrics training program comprises different sub-specialties through 
which residents rotate. Each has a director responsible for resident training 
on the ward. Residents are expected to collect judgments using a prescribed 
minimum number of various assessment tools –e.g. mini clinical evaluation 
exercise (mini-CEXs), objective structured assessment of technical skills 
(OSATS)– in order to evidence their progress. The assessments have to be 
performed by supervisors (front-line assessors) at the workplace. 

At the Amalia Children’s Hospital, 7 representatives of the sub-specialties 
participated in the CCC, together with the program director and the vice-
program director. All CCC members were clinicians who were also front-line 
workplace assessors. At the time of study, there were 24 residents training at 
this hospital: the CCC had to assess each of them at least twice a year. 

We evaluated two CCC meetings that took place in October 2016 and February 
2017. Both had the same members and chair. In the first, all 24 residents were 
discussed but, because of time pressure during the meeting, 12 were discussed 
in the second. 

The CCC rated resident performance on CanMEDS competencies and 
entrustable professional activity (EPAs), and formulated feedback to help 
residents improve their performance. The CCC used previously gathered 
scores from multiple front-line workplace assessors and the judgments of 
individual CCC members of the overall performance of residents using a 
general assessment form. 

•  The program director must coordinate the formation and the evaluation process of a 
CCC

•  The CCC must meet at least twice a year
•  The judgment of the group members about the residents must be delivered on paper 

before the actual meeting to ensure its objectivity 
•  The residents must provide relevant information about their progress before the 

meeting
•  It is optional for a program director to be present at the meeting. If they choose not 

to join the meeting, they must receive a written report of the meeting 
•  It is optional to use input from people other than the members of the meeting 
•  Residents’ progress of clinical competence must be judged using CanMEDS compe-

tencies, EPAs, exposure to clinical presentations and non-clinical duties
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After the meetings, the resident’s daily supervisor delivered the CCC’s written 
feedback to the resident, supported by verbal feedback. All CCC members 
had been trained in providing feedback. 

Prior to the first meeting, the program director discussed the purpose of the 
CCC, how to fill out the assessment forms, and how to interpret EPA levels 
and CanMEDS competencies with each member. She also discussed the 
purpose of the CCC with the residents. The program director had been trained 
in management and leadership skills but not specifically in managing group 
discussions. 

Our institution waived ethical approval for this study, since ethical approval 
is not required for this type of research (implementation study and quality 
improvement of medical education). Our study was designed and performed 
in accordance with the Declaration of Helsinki; original data were treated 
confidentially and were only available to three researchers of the team (MD, 
MV, CF). All analyses were performed anonymously, participation was voluntary 
and written informed consent was obtained from all participants. 

Approach 
We used a design-based research approach aimed at bridging gaps between 
theory and practice (17). This approach focuses on the effect of an intervention 
in a real-life setting. Important principles of design-based research are that: 
the design of the intervention has to be based on theoretical principles; 
research is performed using design, evaluation and redesign cycles; evaluation 
of the intervention uses mixed methods; and designers and researchers with 
different expertise work together (18). 

Development of a prototype CCC meeting: three design principles 
In the prototyping phase, the main researcher (MD) wrote a first draft of design 
principles for a CCC meeting based on theoretical perspectives on group 
assessment. After discussion with the research team, consensus was reached 
on three overarching principles: (1) data from multiple assessment tools and 
multiple perspectives, (2) a shared mental model and (3) structured discussion 
to reach consensus. Although the chosen design principles are not exhaustive, 
we aimed to include those of value to the CCC under study and limit the list of 
principles used. 

Subsequently, MD, LF and JA developed a prototype CCC meeting. The 
prototype was designed to ensure consistent group decision-making in relation 
to resident performance, tailored to the demands of our specific context. The 
Table, which can be found in Appendix 1, shows how the design principles were 
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applied in the prototype. The three design principles are discussed in more 
detail below. 

1. Data from multiple assessment tools and multiple perspectives
Group decisions on resident performance may be a valuable assessment 
method (19). The group perspective is used to interpret various data to 
determine whether residents are ready for unsupervised practice. Critical for 
the quality of this review process is that each CCC member needs to provide 
a professional judgment on the resident’s performance (20) because, when 
multiple independent judgments are aggregated, value is created (21). The 
value of group judgment increases with the number of independent judgments 
and different perspectives (21, 22). Furthermore, sharing written information 
and assessment data before the meeting deepens the discussion (23).

Group decision-making is, therefore, ideally a combination of (1) the 
consideration of written information beforehand, i.e. multiple assessment by 
multiple front-line assessors, combined with written, independent judgments 
from CCC members of the overall performance of residents, and (2) discussing 
this information during the meeting and sharing and integrating new, uniquely 
held information.

2. Shared mental model 
Effective group performance requires a common understanding of the task 
that has to be performed. This does not imply that members share the same 
opinion about issues discussed, but that group members hold common 
cognitive representations of task requirements and the teamwork that is 
involved (24). Group members should have a common understanding of the 
purpose of the group meeting, how to interpret information, how judgemental 
decisions are made and what kind of teamwork and actions are needed to 
accomplish the task at hand (23, 24). In groups without a shared mental model, 
optimal decision-making is impeded (4, 25). 

3. Structured discussion 
Good group decisions can be jeopardized by lack of discussion and by biases 
in information sharing (26). An example is the potential for group members 
to discuss information already known to all group members rather than 
unshared information which is uniquely held by one person (27). It is necessary 
to incorporate each member’s unshared information into the discussion to 
come to an optimal decision. (28-31). Heterogeneous groups (composed of 
members with different characteristics) share more unshared information 
and different opinions than homogeneous groups (32). Group leaders should 
structure the discussion in order to create optimal conditions for good group 
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decision-making, facilitate the sharing of unshared information, avoid reaching 
agreement too soon and minimize social influence (24, 32, 33). This can be 
done by summarizing the information to encourage more discussion or new 
points of view, letting the group members speak in a set order to ensure that all 
members have the opportunity to give their opinion and encouraging members 
to share divergent information (4, 34). Group leaders should remain neutral 
during the CCC meeting, since their influence often dominates that of other 
members, which may hinder the best possible outcome (35). Group size can 
also affect interaction between group members; a group size of 5-10 optimizes 
performance (36-38). Finally, time pressure has to be avoided since it may 
minimize the time for discussion in order to come to an agreement faster (39). 

Evaluation of the CCC
To systematically study and structure the prototype CCC meeting, we 
evaluated the implementation in two cycles: the first cycle started in October 
2016 and the second in February 2017. Evaluation of the first meeting resulted 
in some modifications of the prototype prior to the second meeting. These 
modifications are described in Tables 2, 3 and 4. 

Instruments 
The following evaluation methods were used in each cycle: 
• Observation of the meeting using a semi-structured observation guide 

(Appendix 2); 
• Individual, semi-structured interviews with all members of the committee 

(Appendix 3);
• Questionnaire with open-ended questions to be completed by all residents 

(Appendix 4). 

The instruments were developed by MD, CF, JA and DJ. The questionnaire was 
administered to residents online. 

Data collection and analysis 
In October 2016, the first CCC meeting was observed by two researchers 
(MD and CF), using the semi-structured observation guide. After the meeting, 
MD and CF discussed their findings, which were the same. Interviews were 
performed in the weeks following the meeting; questionnaires were sent 4 
weeks after the meeting to ensure that CCC members had enough time to 
deliver feedback to residents. In February 2017, one researcher (MV) observed 
the second CCC meeting. Since the two observers of the first CCC meeting 
found the same results, we decided to use one observer for the second 
meeting. She conducted the interviews in the week following the meeting and 
the questionnaires were sent 4 weeks after the meeting. We analyzed the 
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field notes from the observations, the interviews and the questionnaires by 
conducting a content analysis, keeping the design principles in mind (40, 41). 
Two researchers (MD and CF) individually analyzed the data and discussed 
their findings until consensus was reached. The resulting codes and themes 
were, if possible, organized on the basis of the design principles and remaining 
themes categorized in an additional category. The themes were discussed by 
the entire research team and the results were translated into modifications 
to the design of the CCC meeting that were to be implemented in the next 
meeting. Although our sample size of CCC members and residents was 
relatively small, we reached thematic saturation since the final interviews and 
questionnaires did not provide any additional information. 

Research team
Our interdisciplinary research team added to the rigour and quality of the 
research. The observers, interviewers and researchers who analyzed the data 
were not members of the CCC. JA was the program director and chaired the CCC 
meetings. Consequently, she had inside information about all CCC members 
and residents. This underlined the need for continuous team reflexivity. JG and 
MKB, who were program directors of another medical specialty, reflected on 
the findings based on their experience in judging resident performance. MD, 
MV, CF, DD and DJ looked at the results from both an educationalist’s and a 
researcher’s perspective. 

Results 
The main results of the evaluation of the two cycles will be presented together, 
because we consider this research to be an overarching cyclic process of 
design (Tables 2-4). 
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Table 2. Main observations

Design principles Cycle #1 Modification Cycle #2

1. Multiple assess-
ment data and 
multiple per-
spectives

Residents delivered 
multiple assessment 
data 

No modification 
needed

Residents delivered 
multiple assessment 
data 

2. Shared mental 
model

Discussions about 
the way of assessing 
residents

GL gave the CCC 
members an addi-
tional explanation of 
the EPA levels and 
CanMEDS levels

Still some discus-
sions, but less than 
in first meeting

3. Interaction 
during the meet-
ing

Time pressure Instead of twice a 
year 24 residents, 
the frequency 
changed to 4 times 
a year 12 residents

No time pressure

Group leader (GL) 
structured the 
meeting

No modification 
needed

GL structured the 
meeting

No equal partic-
ipation of CCC 
members

We advised the GL 
to actively invite 
silent members to 
speak

GL actively invited 
silent members to 
speak up; more 
equal participation 
of the members

Extra No feedback loop 
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Table 3. Main results from the interviews

Design 
principles

Cycle #1 Modification Cycle #2 Quotes

1. Multiple 
assessment 
data and 
multiple per-
spectives

Not all mem-
bers discussed 
resident per-
formance with 
their colleagues 
before the 
meeting

The group lead-
er asked the 
CCC members 
to consult col-
leagues before 
the meeting

More members 
consulted their 
colleagues 
and said they 
formed a 
broader picture 
about resident 
performance by 
doing so

M6: ‘I did not 
consult my col-
leagues before 
the meeting, but 
I am going to 
schedule time 
before the next 
meeting to do 
so, because I 
think it is valu-
able’ 

2. Shared 
mental 
model

Members 
learned from 
each other 
about different 
approaches of 
assessing from 
colleagues

No modification 
needed

Members 
learned from 
each other 
about different 
approaches of 
assessing from 
colleagues

M6: ‘All supervi-
sion levels must 
be the same at 
every ward. So 
that we assess 
residents in the 
same way’ 

3. Interaction 
during the 
meeting

Safe atmo-
sphere

No modification 
needed

Safe atmo-
sphere

M3: ‘There was 
a really good 
atmosphere, I 
had the feeling 
I could say 
everything’

Some members 
were hesitant to 
give a negative 
opinion

The CCC 
discussed this 
hesitation and 
discussed 
the need to 
give negative 
opinions when 
necessary

The members 
were more com-
fortable in giv-
ing a negative 
opinion when 
necessary

M2: ‘I cannot do 
that, can I? To 
somebody who 
is such a nice 
person, to give, 
to (…) I have 
the feeling I 
cannot do that!’ 
[give a negative 
opinion]
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Design 
principles

Cycle #1 Modification Cycle #2 Quotes

Extra Broad and 
rich picture 
about the 
performance of 
residents 

No modification 
needed

Broad and 
rich picture 
about the 
performance of 
residents

M1: ‘I have a 
broader image 
of the resident, 
especially 
because I 
now know his 
extracurricular 
activities. We 
did not know 
that before the 
introduction of 
the CCC’

They were con-
cerned about 
the extent to 
which private 
matters of the 
resident should 
be discussed

It was decid-
ed to ask the 
permission of 
residents before 
the meeting to 
discuss private 
matters

Private mat-
ters were only 
discussed when 
residents gave 
their permission

M4: ‘This level 
of feedback 
and assess-
ment cannot be 
reached with 
feedback on 
paper. Now we 
were able to 
ask questions 
about some-
body’s opinion 
and discuss 
this’ 

Table 4. Main results from the questionnaires 

Design 
principles

Cycle #1 Modification Cycle #2 Quotes

1. Multiple 
assessment 
data and 
multiple per-
spectives

All residents 
were able to 
deliver multiple 
assessment 
data prior to the 
CCC 

No modification 
needed

All residents 
were able to 
deliver multiple 
assessment 
data prior to the 
CCC 

Q14: ‘Collecting 
multiple data 
points and 
reviewing those 
again is a good 
thing. It made 
me realise again 
what my points 
for improvement 
are’
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Design 
principles

Cycle #1 Modification Cycle #2 Quotes

Extra Residents 
felt that their 
performance 
was seriously 
discussed in the 
CCC

None Residents 
felt that their 
performance 
was seriously 
discussed in the 
CCC

Q8: ‘It creates 
a broad picture 
of you as a 
person, as a 
doctor, about 
your strengths 
and weakness-
es and not just 
a picture from 
one rotation or 
from one super-
visor’

All residents 
thought that 
there was 
too little time 
between the 
meeting, the 
feedback they 
got back and 
preparation 
for the next 
meeting

Feedback was 
delivered as 
soon as pos-
sible after the 
second meeting

They were sat-
isfied with the 
early delivery 
of feedback 
and felt they 
had more time 
to work on 
the feedback 
before the next 
meeting

Q6: ‘The sec-
ond CCC was 
too soon after 
the feedback 
from the first 
CCC. Therefore, 
the feedback 
from the sec-
ond meeting 
was still the 
same’

Some residents 
were not sat-
isfied with the 
content of the 
feedback they 
received after 
the meeting

None (because 
this was outside 
the scope of 
our study)

Some residents 
were not sat-
isfied with the 
content of the 
feedback they 
received after 
the meeting

Q11: ‘Feed-
back should 
be founded 
on concrete 
examples of be-
haviour, not on 
vague remarks 
like: ‘I had the 
feeling that […]’ 
Then it is just 
one person’s 
opinion.

Q3: ‘The feed-
back was exact-
ly the same as 
during the latest 
rotation. I did 
not feel like the 
group added 
something to 
the opinion of 
my most recent 
supervisor’
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Observation of the meetings 
In the first meeting, the CCC discussed 24 residents in 150 minutes; however, 
its members felt time pressure towards the end of the meeting. Therefore, 
in the second meeting, 12 residents were discussed in 120 minutes ensuring 
adequate time for discussion of each resident. The group leader encouraged 
CCC members to speak and actively asked for additional information, which in 
turn enhanced constructive discussion. During the first meeting, CCC members 
had different mindsets about EPA levels and CanMEDS competencies. In 
the second meeting there were still discussions about how to assess the 
performance of residents, however, less than in the first meeting, showing 
that the CCC started to acquire a shared understanding. The group leader 
asked the CCC members to speak in a set order to ensure that they all shared 
their opinions. All discussions ended by formulating feedback to residents, 
comprising both positive feedback and three points for improvement. Finally, 
in the second meeting, the CCC did not evaluate whether the resident had 
addressed the previously identified developmental needs. 

Interviews with CCC members 
All CCC members perceived that they had gained a richer picture of the 
residents by discussing their performance. They had also identified problematic 
and excellent performance that they would not have recognized individually. 
Two members were hesitant to provide negative judgments on residents in the 
first meeting because they were afraid to harm the resident’s career. All CCC 
members reported that they had learned different approaches to assessing 
and supervising residents from their colleagues. Some CCC members had not 
discussed resident performance with their colleagues prior to the meeting, 
whereas others had, including nurses and paramedical staff. The latter felt 
that they had gained a more grounded understanding of resident performance. 

Resident questionnaires 
After the first CCC meeting, the response rate for the questionnaire among 
residents was 75% (18 out of 24) and after the second 50% (6 out of 12). In 
general, residents felt that their performance had been carefully discussed 
and carefully judged. They appreciated the group judgments, although 
some residents were disappointed about the feedback. They felt that the 
supervisor who provided the feedback mitigated the message by stating 
that not all members had agreed. Therefore, they did not always take the 
feedback seriously. Furthermore, residents considered the time span of 2 
months between receiving the feedback after a CCC meeting and the moment 
they had to hand in information for the next meeting too short to collect 
evidence for performance improvement. Table 4 shows the main results of the 
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questionnaires and modifications to the prototype CCC meeting that had been 
made accordingly.

Discussion 

These CCC meetings facilitated structured discussions about resident 
performance that were informed by multiple assessment data and multiple 
opinions, resulting in well-informed judgments. The group discussions led to 
identification of problematic and excellent performance that would not have 
been recognized otherwise. The discussion time was the same for all residents 
and each discussion resulted in a plan of action containing positive feedback 
and three points for improvement. A notable finding was that the CCC did not 
reflect on feedback provided to residents after the previous meeting. There 
was uncertainty among CCC members about how to interpret EPA levels and 
CanMEDS competency levels. Residents were not always satisfied with their 
feedback.

Our finding that some CCC members realized that they had not always been able 
to identify excellent or problematic performance on their own supports the use 
of group decision-making and that group assessment reduces the halo effect 
compared with individual judgment (6, 7). An important part of group decision-
making is to share uniquely held information that is unknown to others (28, 
42), which was facilitated by our structured group discussions. It also resulted 
in an action plan for each resident suggesting adoption of a developmental 
approach. Hauer and colleagues (9) found that CCCs focused on identifying 
problematic or struggling residents rather than using a developmental 
approach. In our opinion, allotting a fixed amount of discussion time for each 
resident, formulating a concise summary of the feedback and an action plan 
with improvement points for each resident builds on a developmental approach. 
Nevertheless, the CCC did not reflect on feedback provided after the previous 
CCC meeting which we consider hampered the developmental approach. It 
can only be confirmed that residents learn from feedback when they act on 
it, which completes the feedback loop (43, 44). Therefore, residents should 
provide evidence that the previously identified developmental needs have 
been addressed and CCCs should evaluate whether their performance has 
been improved. 

Feedback that enhances performance is feedback that is valued (44-46): not all 
residents took the feedback seriously, which jeopardizes its learning potential. 
Residents felt that feedback providers had mitigated the message (e.g. ‘The 
other CCC members said…’). Therefore, they wondered how seriously to take 
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the feedback. While such mitigation can help secure harmonious relationships, 
it can also create confusion or misunderstanding (45, 47). 

The development of a shared mental model was an underlying principle. CCC 
members used different standards to judge the performances of residents 
and had different notions about it. Observation of the discussions during 
the meetings indicates that the CCC members learned from each other. 
The interview results supported this view. After the first meeting, the group 
leader explained the assessment criteria once more to the team members. 
During the second meeting, we noticed more common understanding of the 
judgment criteria, supported by the training given and through the CCC’s team 
interaction (48, 49). 

A limitation of our study may be that the observations during and interviews 
after the first meeting were performed by different researchers than those of 
the second meeting. This could have led to slightly different observations and 
different interviewing styles between researchers. However, we used semi-
structured observation and interview guides and rigorously analyzed the data, 
aiming to minimize possible differences. 
Future research should focus on CCCs in different contexts, on optimizing 
feedback to residents, and on closing the feedback loop. 

Our design principles, namely (1) data from multiple assessment tools and 
multiple perspectives, (2) a shared mental model and (3) structured discussion 
to reach consensus, can be used to implement a CCC that employs a 
developmental approach to assessment. It is important to evaluate CCC 
performance. A promising way of doing this is implementing a cyclic process 
of evaluation. However, this kind of evaluation is time-consuming and may not 
be feasible in every setting.

CCCs should complete the feedback loop by reflecting on feedback provided 
to residents after the previous meeting and reviewing whether residents have 
acted on it to improve their performance.
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Appendix 1 

Prototype CCC

Design principles Prototype (specific design for our context)

1. Multiple assess-
ment data and 
perspectives

Residents must deliver multiple assessment data and other 
relevant information about their progress. Furthermore, they 
have the option to ask a specific question to the CCC.

Ideally, CCCs consist of clinicians as well as nurses and 
paramedics to ensure the heterogeneousness of the group to 
assemble divergent opinions. In our specific situation this was 
not feasible in practice. As a solution, all CCC members should 
consult with their colleagues before the meeting (colleague 
clinicians, nurses or paramedics) to ensure that divergent 
experiences with the resident are taken into account. 

Members must fill out the assessment forms beforehand and 
discuss these during the meeting.

2. Shared mental 
model

Before the first meeting the program director should explain 
the purpose of the meeting to the CCC members and explain to 
the members how to fill out the assessment forms. The PD also 
explains the purpose and process of the CCC to the residents. 

Information that the residents delivered is sent 4 weeks prior 
to the meeting to all the members and the written assessment 
forms are filled in by the CCC members were sent two weeks 
prior to the meeting. 

3. Interaction during 
the meeting

CCC consists of 9 members
The CCC consists of the program director, the assistant pro-
gram director and 7 directors of different sub-specialties

The program director is the group leader (GL)
The group leader should not bring in information about the resi-
dent to avoid domination of opinion, and also to be able to focus 
on managing the discussion. In our context, the vice-program 
director is also part of the CCC and was therefore able to bring 
in uniquely held information by the PD. 

Members should share their personal experiences with the 
group during the meeting

GL must structure the meeting
The group leader must be aware to let members speak in a set 
order; to give every member the opportunity to speak; to en-
courage members to speak, give examples and share (different) 
opinions; to summarize the information to elicit more discussion 
and new points of view; and to actively ask for more information 

The group leader should carefully guard time to avoid time 
pressure.



112

Appendix 2

Semi-structured observation guide 

Characteristics of CCC

• How many members? 

• Who are the members? (function)

• Do all the members participate?

Information sharing

• What information do they share?

• Do the members listen to each other?

• Extra 

Group leader 

Structuring the meeting 

• In what order do members speak?

• Does the group leader give every member have the opportunity to speak?

• In what order are the residents presented?

• Do the members utter divergent opinions about the residents?

• Does the group leader elicit divergent opinions?

• Does the group leader encourage members to give examples, opinions? 

• Does the group leader encourage discussion? 

• Does the group leader summarize the information? 

• Does the group leader ask for more information in an active way? 

Time 

• Does every resident got the same amount of discussion time?

• Is there time pressure?

Extra 

• Room for other striking features 
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Appendix 3 

Semi-structured interview guide CCC members 

Preparation
• Can you tell something about how you prepared for the meeting?
• How did you form a judgment about the performance of the residents?

• Did you consult or discuss this with colleagues?
• What do you think about the preparation for the meeting?

The meeting
• Were you able to say what you wanted to say about the residents?

• If yes, what made this possible?
• If no, what were the reasons?

• Did you hear new / surprising information about residents?
• Did you agree with the final judgment and feedback to the resident? If not, why? Did you 

express this disagreement?
• What did you think about the performance of the group leader?
• What do you think about the quality of the meeting?

Extra
• What are the benefits of a CCC meeting?
• What are the disadvantages of a CCC meeting?
• What would you like to see different next meeting?

Appendix 4 

Questionnaire residents
1. What did you think about your preparation prior to the CCC meeting?
2. Did you miss something in the preparation? (e.g. information about yourself you wanted 

to add?) 
3. Did you find some things unnecessary in the preparation?
4. You were asked to formulate a specific question to the CCC; did you find this valuable? 

Can you explain your answer?
5. Do you think the question to the CCC must become obligatory? Can you explain your 

answer? 
6. What are the benefits of the CCC meeting?
7. What are the disadvantages of the CCC meeting?
8. What do you think about the feedback you received after the CCC meeting?

Did you receive new/surprising feedback?
Did you receive valuable feedback?
Did you recognize yourself in the feedback you received? 
Did you feel that the feedback was carried by the whole CCC? Can you explain your 
answer?

9. Does the CCC meeting add something to your training? If so, can you explain in what 
way? If no, can you explain why?

10. How do you think that CCC members must handle private information they have about 
your personal situation? 

11. Do you have suggestions for the next meeting?
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6
General Discussion 
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Introduction 

Current medical residency training programs are competency-based and have 
defined outcomes of training. This means that time is no longer a proxy for 
competence, but the explicit progression of competence is paramount (1). 
Competency-based residency training programs allow residents to progress 
at different speeds through the training program, some needing re-mediation 
and some needing acceleration. Ideally, this results in individual, time-variable 
training programs for each resident, recognizing individual strengths and 
weaknesses in the development of competencies and performance and taking 
into account abilities already acquired (1-3).

Competency Based Medical Education (CBME) programs need a robust 
assessment system that integrates both assessment for learning and 
assessment of learning (4). Assessment systems must pursue a developmental 
approach, meaning that they should guide residents to higher levels of 
performance and must accurately assess whether residents can proceed to a 
next level of performance in training (5).

Implementing CBME in medical educational practice has proven to be 
difficult (6-8). Moreover, despite a body of knowledge on effective feedback, 
assessment and guidance of clinical competence still happens suboptimal, 
leaving both residents and clinical supervisors unsatisfied (9-11).

Residency program directors (PDs) play a central role in CBME and the 
assessment of resident performance. PDs are responsible for providing 
formative feedback in evaluation meetings and for making decisions about 
residents’ overall performance, amongst other things by aggregating 
workplace-based assessment tools from various clinical supervisors (12).

Therefore, the aim of this thesis was to gain a better understanding of how 
PDs assess resident performance within the complex clinical context of 
residency training programs. For this, we focused on two different elements: 
the evaluation meetings between PD and resident and the group meetings in 
which resident performance is discussed.

In this chapter, we reflect on our aggregated main findings in the broader 
context of the literature. We combine insights from Chapters 2 and 3, which 
explore in detail how PDs form judgments on overall performance of residents 
and how they provide residents with feedback on this performance. For our 
reflections on the group discussions, we address Chapters 4 and 5, which 
focus on the process of group assessment on resident performance, on the 
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value of group assessment for PDs and on exploring the concept of Clinical 
Competence Committees (CCCs). Following the reflections on the main 
findings, we discuss our methodological considerations. Lastly, we discuss the 
implications for real-world practice and further research.
 

Reflection on the main findings 

Evaluation meetings between PD and resident
Our findings from Chapter 2 show that residents think that feedback in the low-
stakes assessment tools, e.g. mini-CEX, OSATS, is the most important proof 
to demonstrate their progress in performance. PDs however, scarcely use the 
feedback from the assessment tools to form a judgment on resident overall 
performance. The PDs feel that the narrative feedback from supervisors in the 
assessment tools is often too generic and predominantly positive on overall 
performance. PDs mention two potential reasons for this low-quality written 
feedback: 1) clinical supervisors find it difficult to provide critical feedback and 
to focus on improvement and development and 2) residents seem to prefer 
to ask for feedback after a well-performed task, because they are afraid to 
receive written critical feedback in the assessment tools. These findings of 
suboptimal feedback in clinical practice can be linked to the broader literature 
on mindsets and psychological safety in medical culture. 

Medical culture 
Medical culture is often referred to as a culture of performance and competition, 
rather than as one of learning and development (13-15). Competition is fierce 
right from the admission procedure for medical school, throughout the 
curriculum and the clerkships, until the intra-resident competition for desired 
fellowships and jobs (16). 

Furthermore, medical culture is characterized in the literature as one that does 
not prefer uncertainty and error and physicians are afraid of being blamed for 
making mistakes (13, 17). This intolerance of error can partly be explained by 
the fact that, at the workplace, the stakes are high and decisions potentially 
affect patients’ outcomes (18). However, such an intolerance of error can 
seriously impede learning and it can undermine the attempts to create a 
culture of openness, transparency and development (18). It could also explain 
and contribute to the lack of feedback-seeking behavior in residents; they are 
afraid to be vulnerable and show their flaws and learning objectives (19, 20). 
This is challenging, because we know CBME needs a developmental culture 
that allows for making mistakes, receiving feedback and applying this feedback 
to improve performance (14).
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Mindsets 
Furthermore, the findings from our study described in Chapter 2 suggest that 
some program directors have fixed expectations of resident performance. 
This suggestion was raised by various quotes from the interviews like: “With a 
somewhat dysfunctional resident, I don’t think that everything will stay bad, but 
it’ll never be totally good” and “You know immediately how a resident performs; 
a resident who performs less than the others will never become a really good 
one”. Other program directors, however, seem to believe that residents could 
develop their competencies over time and show progress in performance after 
applying the provided feedback. 

These differences in PD’s beliefs are in line with what we know from research 
on identifying different self-theories - or mindsets - in people (21). People have 
distinct ways in viewing learning and intelligence (21). Two different mindsets 
have been identified: a fixed mindset and a growth mindset (21). They are called 
implicit mindsets, because people are often not aware having them (21). People 
with a fixed mindset think that intelligence and competence is an inborn trait, 
whereas people with a growth mindset believe that intelligence and competence 
can develop over time (21-23). Moreover, people with a fixed mindset assign 
great value to a single incident, because they believe that isolated incidents 
predict future behavior (24). Clinical supervisors, PDs and residents all have 
implicit mindsets, influencing their take on learning, feedback, setbacks, the 
ability to change and development of potential (25-27). Considering the theory 
on different mindsets in people, our findings suggest that at least some of the 
program directors might have a fixed mindset. Fixed mindsets do not fit well 
with assessment for learning and with providing constructive developmental 
assessment feedback, both important requirements for competency based 
medical education (1, 14, 28). Moreover, studies show that people with a fixed 
mindset are not eager to seek feedback, because they value it as a judgment 
of the self and their incompetence (29). 

People’s mindsets are dependent on the learning culture or community 
they act in (18, 30, 31). Different professions maintain different approaches 
to learning and teaching (32). Medical culture being one of competition and 
performance might add to the explanation of the lack of feedback-seeking 
behavior in residents and of the difficulties clinical supervisors have in providing 
constructive feedback to residents.

Teunissen and Bok, who discuss the influence of self-theories in medical 
education, underline the intertwined relations between medical culture, 
mindsets and feedback practice (28). They argue that assessors’ implicit 
self-theories influence their evaluations of performance and the way they 
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provide supportive feedback (28). They also argue that implicit mindsets are 
of influence on resident’s feedback-seeking behavior (20).

Psychological safety
Another critical factor that is closely linked to medical culture and mindsets 
and their impact on assessment and feedback practice is psychological safety 
(33-35). Psychological safety is especially important in learning contexts 
characterized by high stakes and complexity, such as medical education (36). 
It refers to the beliefs of people that the environment or workplace is safe for 
interpersonal risk-taking, e.g. speaking up, asking for help, admitting mistakes, 
proposing an idea, taking blame, confessing uncertainty about right versus 
wrong and confessing inability (34).

We know from recent studies that it can be difficult for residents to speak up 
about opportunities or barriers that could improve the quality of care or, for 
that matter, their education (37, 38). Often, residents do not feel safe to speak 
up and they doubt whether speaking up will be effective (37, 38). 

Asking for feedback can also be characterized as a type of interpersonal risk-
taking. Residents’ decisions to take an interpersonal risk are influenced by 
workplace aspects such as supervisors’ open attitudes and their responses to 
the learning behavior of residents (38). So, if supervisors lean towards a fixed 
mindset and view a single incident as predictive for future behavior, it does not 
benefit a psychologically safe environment for learning and development (34, 
35).

Next, we found that, because PDs are not able to aggregate the feedback from 
the low-stakes assessment tools to form a judgment on overall performance, 
they turn to other sources of information instead: the verbal comments of 
clinical supervisors. PDs often organize meetings with clinical supervisors to 
discuss resident performance. Residents are aware that PDs talk with clinical 
supervisors about them in meetings, but they think that PDs do not value these 
comments as much as the content of the assessment tools. Furthermore, they 
do not know what is discussed during the meetings and they do not receive 
feedback based on the meetings. It is conceivable that this assessment practice 
lacks transparency and does not add to a psychologically safe environment. 
This may have a negative effect on residents’ feedback seeking behavior, since 
psychological safe environments are important for this (34).

Construction of feedback in the evaluation meetings 
Our findings in chapter 3 on feedback practice in the evaluation meetings 
between PDs and residents show that the construction of feedback in these 
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conversations should be improved to genuinely support a developmental 
assessment approach that enhances learning and improvement of performance. 
We found that feedback is often provided in a unidirectional manner, that the 
conversations are dominated by the PDs and that feedback is often mitigated. 
These findings are not in line with the guidance from the literature on giving 
effective feedback (39, 40). The effectiveness of feedback increases when it 
is accompanied by explanation to increase understanding, when it recognizes 
the recipient’s perspectives and self-assessments, and focusing on goals for 
the future and developing an action plan (39, 41, 42). Furthermore, in order 
to be effective, feedback should elicit thoughts and feelings and should be 
provided in a dialogical manner (9, 43, 44). Our findings suggest that PDs often 
do not hold on to these basic feedback principles and residents often do not 
engage in the dialogical feedback process.

The fact that the feedback message is often downplayed or mitigated can be 
understood by taking a closer look at the concept of face that occurs in social 
interactions. Face is an identity we enact in interaction with other people; we 
try to avoid ‘losing face’ in these interactions (45). In face-threatening acts, 
people use politeness strategies to avoid losing face, such as mitigating claims 
or signalling a lack of commitment to what is said (46). In medical education, 
mitigating claims has been reported to be prevalent in written feedback in 
assessment tools (47). Our study described in Chapter 3 shows that this is also 
pervasive in face-to-face feedback conversations, which implies that feedback 
on performance is perceived as a face-threatening act. In medical culture and 
in medical education, there is a tension between remaining a positive face and 
the mandate to give constructive feedback to residents to enhance learning 
and develop performance (14).

Group Assessment

The rationale for group assessment
Our findings in Chapter 2 show that PDs find it difficult to form a judgment 
on resident performance solely based on the content of feedback in the low-
stake assessment tools. They feel they need their own personal experience 
with the residents in combination with the verbal input and opinions of clinical 
supervisors to come to a judgment on overall performance. These findings 
add to previous research: in making an overall judgment, assessors feel the 
need to know about ‘subjective’ aspects, like the learner’s personality, humor 
and background, next to the feedback in the low-stakes assessment tools (48, 
49). During the last decades, ‘subjectivity’ in assessment took on a negative 
connotation. Research on assessment in medical education has focused on 
reliability and validity of psychometric assessment tools (50) and “framed in 
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opposition to the word objective, the use of subjective came to mean biased in 
conjunction with assessment and biased came to mean unfair” (p. 564) (50). 
However, in its origin, the CanMEDS framework is a holistic construct. Next to 
the content of the low-stakes assessment tools, judging overall performance 
of residents asks for ‘subjective’ holistic expert judgments (50, 51). 

Matter of course, one subjective judgment based on gut feeling by a single 
clinical supervisor is not reliable. Nonetheless, the reliability of subjectivity 
increases with the number of judgments, the independence of the judgments 
and the diversity of perspectives (52).

This given paves the way for group decision making on resident performance. 
However, as confirmed by our findings from Chapter 4 and 5, group discussions 
should be carefully implemented and be highly structured to prevent biases 
and ineffective information sharing (53).

Challenges of group assessment
Studying group meetings in which resident performance was discussed 
(Chapter 4), we found that the focus of the meetings was on residents with 
performance concerns. This finding is in line with research by Hauer et al., who 
interviewed PDs to explore how CCCs operationalize in their departments, 
and found that a problem identification model - focusing on residents with 
performance concerns - prevailed over a developmental model (54).

Using a problem identification model in assessment can also be explained 
from the point of view of fixed mindsets and current medical culture, both 
not very supportive of making mistakes. In a developmental learning culture, 
mistakes and flaws in performance should be allowed and should be seen as 
an opportunity to learn from. Putting the focus on just identifying residents 
with performance concerns fits in the dwell-time model of medical education, 
which was common practice in the 20th century. This training model assumed 
that most residents were fit for practice at the end of time-based rotations 
(55). PDs only needed to assure the quality at the end of the training and 
assessment was merely a safety check (55). This train of thought does not 
ask for constructive feedback to guide residents on their individual paths. In 
CBME, which needs a developmental assessment approach, not only residents 
with performance concerns need feedback to improve performance, but more 
advanced residents also need frequent, high-quality feedback that allows 
their training, for instance, to be focused more effectively by enriching it with 
research or other extra-curricular activities, or they can accelerate through 
the training program (56).
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In Chapter 4, we also found that, although PDs organize these group meetings, 
they acknowledge that the meetings are not always very useful to them in 
forming a judgment on resident overall performance. In the meetings, resident 
performance is often discussed by putting a label on residents, e.g. “If it were 
my mother [who needed surgery], I would drive by really fast” and “That is a 
good resident because he does not bother me”. In our study, PDs also indicated 
that many supervisors form an opinion about a resident and are not willing to 
change this opinion later. The label put on the resident can become increasingly 
sticky. Putting a label on someone is closely linked to the bias of framing. This 
bias is also prevalent in clinical decision making, a daily activity at the clinical 
workplace, and probably recognizable to many physicians. Doctors tend to 
frame patients using sentences like: “I am sending you a hypochondriac” or “I 
have a case of the flu here”. Accepting the frame – or label – as a given, may 
have serious consequences, especially when it leads to ignoring information 
that contradicts the fixed frame (57).

Further, our findings in Chapter 4 show that the discussions in the meetings 
were rather unstructured and that they hardly ever resulted in a summary or 
a plan of action with feedback and points for improvement for the residents. 
We believe that implementing more structure in the group discussions is very 
important to support effective information sharing, to prevent biases and to 
build on a developmental assessment approach with feedback on performance 
for every resident.

Rationale for carefully designing, implementing and evaluating a CCC
In our study in Chapter 5, we explored factors that benefit the design and 
implementation of a CCC. We found that the CCC meetings we designed 
facilitated structured discussions about resident performance. Moreover, we 
found that these discussions, which were informed by multiple assessment 
data and multiple opinions from various supervisors, resulted in well-informed 
judgments on resident performance. We found that feedback from low-stakes 
assessment tools can regain meaning when discussed in a structured way. 
Clinical supervisors can add meaning to the feedback in the assessment 
tools by adding extra information or examples from the workplace. This could 
address the low view residents and clinical supervisors hold of the assessment 
tools’ educational value and usability in the clinical workplace (58, 59).

Our study in Chapter 5 showed that the structured group discussions led 
to identification of problematic and excellent performance that would not 
have been recognized otherwise. The discussion time was the same for all 
residents and each discussion resulted in a plan of action containing positive 
feedback and three points for improvement. These are findings that build on 
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a developmental assessment approach that is needed in CBME (10, 39, 60). 
Moreover, it may conceivably add to a psychologically safer workplace and 
it may even help PDs, clinical supervisors and residents to shift from fixed 
towards growth mindsets (28, 34, 61). 

However, we also found in Chapter 5 that in the CCC, there was no reflection 
on the feedback from the previous CCC meeting, meaning that the group 
did not discuss whether the resident applied previously received feedback 
and improved performance. Also, we found that residents were not always 
satisfied with the feedback they received. Residents felt that the feedback 
providers mitigated the feedback. Both these findings hamper a genuine 
developmental assessment approach. It is important that residents value the 
feedback they receive, so they are inclined to use it to enhance their clinical 
performance. Moreover, the CCC should evaluate whether residents improved 
their performance by applying the feedback (42). These findings are important 
to keep in mind when evaluating and improving the implementation of future 
CCCs. 

Methodological considerations 

For all studies in this thesis we used a constructivist research approach. 
Constructivist researchers believe that reality is socially constructed through 
interaction and is context specific. The basic assumptions are that knowledge 
is generated by interactions between the participants and researchers who 
are active in the research process. Constructivists believe that it is important 
to understand the complexity of reality from the perspective of those who act 
in it (p.193) (62). The research questions posed in this thesis are exploratory 
questions with the aim to get a profound understanding of how resident 
performance is judged in the complex context of CMBE and residency training 
programs. For these kinds of questions, a constructivist research approach 
with qualitative research methods is particularly suited, because of the ability 
to explore a phenomenon and its complexity in detail and in depth (63).

In this section, we discuss considerations concerning our research design 
and methodology. The strengths and limitations of our individual studies are 
discussed in Chapters 2-5. 

Research methods 
For our study described in Chapter 2, we conducted semi-structured individual 
interviews. Semi-structured interviews allow for a thorough exploration of 
the experiences of participants (64). We analyzed our interview transcripts 
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using a constructivist grounded theory approach to reveal insights about how 
assessment of resident performance is conducted and experienced by program 
directors and residents. Grounded theory is an exploratory research approach 
seeking to understand processes that underlie a specific phenomenon with 
the aim of constructing a theory (65).

In Chapter 3, in order to uncover interactional patterns that structure the 
feedback conversations between PD and resident, we conducted conversation 
analysis. Conversation analysis is a relatively new research method in medical 
education research. It is a detailed, fine-grain practice-based analysis, valuable 
for providing practical advice for improvement (66). Because we wanted a 
detailed analysis of feedback in evaluation meetings between program director 
and resident to inform practical advice for the improvement of feedback 
practice, conversation analysis was particularly suited to our research aim.

Our next study (Chapter 4) was focused on group discussions about resident 
performance. We explored what information is shared in group discussions 
and how this information is shared. We also wanted to know how the meetings 
influence the judgment of the program director. Based on ethnographic 
principles (67), we combined observations of faculty group meetings with 
interviews with the program directors to explore these phenomena in depth. 
We used a thematic framework analysis of the verbatim transcripts of 
faculty group meetings to capture data about group discussions on resident 
performance. We also performed a thematic framework analysis of the 
individual semi-structured interviews with PDs to find out how PDs experience 
the group discussions and how the discussions influence the PDs judgment. 

Lastly, in Chapter 5, we used a design-based research approach to study 
the development, implementation and evaluation of a Clinical Competency 
Committee. Design-based research is defined by Wang and Hannafin as “a 
systematic but flexible methodology aimed to improve educational practices 
through iterative analysis, design, development, and implementation, based on 
collaboration among researchers and practitioners in real-world settings, and 
leading to contextually-sensitive design principles and theories (p. 6)” (68). 
Design-based research is an appropriate method to bridge gaps between 
theory and practice (69).

Reflection on research methods and design
A methodological strength of this thesis is that multiple qualitative methods 
were used, aimed at unravelling and exploring certain aspects of assessment 
and judgment of residents’ performance in depth (Chapters 2-4) and at 
improving overall assessment practice (Chapter 5).
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All our studies were conducted in the Netherlands, using a wide range of 
medical specialties and a variety of hospitals –university medical centers 
and teaching hospitals– throughout the country. On the one hand, when 
considering transferability of our findings, we should take into account that 
phenomena we studied might in some cases be specific to the Netherlands. 
On the other hand, many other countries in the world have implemented CBME 
in the last decades, and medical culture has similar characteristics across 
different contexts and countries (1, 18, 31, 70). From a constructivist point of 
view, the findings in this thesis advance the understanding of judging resident 
performance as a social phenomenon. 

Our design-based research study was a case study in the specific context of 
a pediatric department at a university medical center in the Netherlands. The 
study is however grounded on theoretical design principles that were based 
on the broad literature on group decision making, which makes it plausible that 
the findings have relevance beyond the context of the case. The study offers 
useful guidelines from which the implementation of a CCC may be approached 
within various individual contexts. 

As described above, an important principle of constructivism and qualitative 
research is that findings arise through the interaction with participants and 
with the researchers from the research team. A researcher’s background 
will thus influence data interpretation (71, 72). We included researchers with 
various backgrounds, which we took into account during the interpretation 
of data. Our research team consisted of clinicians and non-clinicians, with 
both medical and educationalist backgrounds. We continuously discussed 
our interpretations of the data, and tried to keep an open mind for alternative 
explanations.

A possible limitation lies in the fact that the principal researcher was involved 
in the (theoretical) design of the CCC in our design-based research study. This 
might have resulted in a less critical evaluation of the CCC. We tried to minimize 
this bias by evaluating each cycle of design by two different researchers, and 
by discussing the findings in the entire research team.

Implications for practice 

Findings from this thesis hold a number of implications for future practice: 

In our discussion, we linked our findings concerning the difficulties in adopting 
a developmental approach to assessment to fixed mindsets in PDs, clinical 
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supervisors and residents. For medical culture to change towards a more 
developmental culture, it is of essence that all stakeholders in the field of 
medical education are permeated by the notion that competence is not a 
fixed trait, but that it can be developed. We believe that investment in training 
mindsets in PDs, clinical supervisors and residents towards a growth mindset 
will contribute to a developmental approach to assessment of both supervisors 
and residents (73).

Further, we think that implementing upward feedback as a routine in medical 
culture would contribute to a safe way for residents to speak up and thus to a 
psychologically safer training context. This should enhance clinical teaching, 
assessment and feedback practice. Residents should routinely be given the 
opportunity to provide feedback on the quality of their training and education. 
Studies show that it is beneficial to invest in supportive supervision in this 
context, with the aim to increase residents’ sense of control and to facilitate 
their active participation in feedback systems (38, 74-77).

Also, we offer three practical implications for the feedback provider and 
feedback receiver to improve the construction of feedback dialogues during 
evaluation meetings between PD and resident. We would advise PDs to: 1) 
open up the floor to residents; 2) leave the floor open for residents during the 
evaluation meeting; and 3) be careful in mitigating the feedback. 

Another important implication for practice that derives from this thesis is one 
that underlines the importance of group assessment on resident performance. 
Our findings suggest that, to optimize the overall judgment of resident 
performance, holistic expert judgments from multiple supervisors should be 
included by default and should be fed back to the resident. This would make 
assessment more transparent. 

Furthermore, our studies imply that, when making use of group assessment 
on resident performance, it is of utmost importance to give sufficient attention 
to the design, implementation, and careful evaluation of these groups. In the 
more specific context of using a CCC for group assessment in practice, we 
recommend the design and implementation of CCCs to include: 1) discussion 
of data from multiple assessment tools and multiple perspectives; 2) a mental 
model shared by all members; 3) a group leader who carefully structures the 
discussion. Further elaboration of these design principles can be found in 
Chapter 5. We believe it is important to explicitly evaluate the process of CCCs 
in cycles, to be able to tailor the design to every unique context and to make it 
part of a culture of quality improvement.
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Future research 

We would be interested in further research on mindsets in PDs, clinical 
supervisors and residents. What mindsets prevail in PDs, clinical supervisors 
and residents? Will the training of fixed mindsets towards growth mindsets 
have a positive effect on a more developmental approach to assessment? 

Also, we would recommend further research into why PDs have difficulties in 
applying feedback rules and why residents do not participate in the feedback 
dialogue. Furthermore, we would be interested in investigating if applying the 
above-mentioned recommendations for the feedback dialogue has a positive 
effect on the perception of the feedback quality by both PDs and residents.

Future research should also focus on the implementation of CCCs in different 
contexts, using the proposed designs principles. 

Further, we would recommend future research on group assessment of resident 
performance to specifically consider the changes that lie await in future health 
care. In the future, flexible physical and digital healthcare networks will arise. 
The competencies of medical specialist in network healthcare settings could be 
defined differently, which should be considered in the training and assessment 
program (79). Furthermore, the healthcare networks will probably overlap 
different medical specialties. This will presumably lead to fragmentation of 
training programs, maybe distributed over different settings and a wider area. 
Implementing group decision making in this context, might need the inclusion 
of both intra- and extramural supervisors and using the recommendations from 
this thesis might need extra attention. 
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Summary 

Chapter 1 is the introductory chapter of this thesis about the assessment 
of resident performance. During the last decades, postgraduate medical 
education shifted to a competency-based system worldwide. Competency-
based medical education (CBME) programs need a robust assessment 
system that must pursue a developmental approach, meaning that it should 
guide residents to higher levels of performance and must accurately assess 
whether residents can proceed to a next level of performance in training. This 
asks for constructive feedback on resident performance. However, despite a 
body of knowledge on effective feedback and assessment, both still happen 
suboptimal, leaving residents and clinical supervisors unsatisfied. 

Residency program directors play a central role in CBME and the assessment 
of resident performance. They are responsible for providing formative 
feedback in evaluation meetings, for making decisions about residents’ overall 
performance and for delivering competent medical specialists to the public. 

The aim of this thesis was to gain a better understanding of how program 
directors assess resident performance within the complex clinical context of 
residency training programs. We wanted to find out how different information 
about resident performance is valued and used by program directors and how 
residents perceive this decision-making process. We also wanted to enhance 
our understanding of the feedback dialogue between program directors and 
residents in real-world practice and of the process of group decision making 
about resident performance. Lastly, we wanted to design, implement and 
evaluate a group meeting – a Clinical Competency Committee – in which 
resident performance is discussed.

This resulted in the following research questions of this thesis:

1a.  What information do program directors use to make a judgment of  
 residents’ performance and how do program directors value the  
 different sources of information?
1b.  What do residents think about how program directors make a  
 judgment of their performance?
2.  How do program directors provide feedback on resident’s  
 performance in real-world practice?
3a.  What kind of information about residents is shared during a faculty  
 group meeting? 
3b.  How does information sharing in a group influence the judgment of  
 the program director about residents’ performance? 
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4.  How should a Clinical Competency Committee be created,  
 implemented and evaluated in its authentic environment?

In order to find answers to these questions, four studies were conducted from 
2015-2018 at different hospitals in the Netherlands. 

Chapter 2 describes the findings of a study on how program directors judge 
the overall performance of a resident. We examined what information program 
directors use and how they value this information in making a judgment of 
resident performance and what residents think of this process. We held semi-
structured interviews with program directors and residents just after the semi-
annual meeting they had together in which residents receive feedback on 
their overall clinical performance. We found that program directors primarily 
gather information from the following: assessment tools, faculty members and 
from their own experience with residents. They put more value on faculty’s 
comments during meetings and in the corridors than on feedback provided in 
the assessment tools. They are influenced by their own beliefs about learning 
and education in valuing feedback. Residents are aware that faculty members 
discuss their performance in meetings, but they believe the assessment tools 
provide the most important proof to demonstrate their clinical competency. 
Based on our findings, we suggest that resident performance may better be 
judged in group meetings that are organised to enhance optimal decision 
making about resident performance. In this way, the information from the 
assessment tools can be combined with the information from faculty members. 

Our study described in Chapter 3 aims to contribute to the current literature 
on feedback by deepening the understanding of how feedback on resident 
performance is provided and by formulating recommendations for improvement 
of feedback practice. 

We analyzed the conversations between program director and resident 
during their semi-annual evaluation meetings. The meetings were analyzed 
using Conversation Analysis. This detailed linguistic analysis of real-world 
feedback conversations showed that feedback took two forms: feedback as 
a unidirectional activity –from program director to resident- and feedback as 
a dialogic activity. The unidirectional feedback activities prevailed over the 
dialogic activities. The two different formats elicited different types of resident 
responses and had different implications for the progress of the interaction. 
Both feedback formats concerned positive as well as negative feedback. 
We also found that both the program directors and residents often mitigated 
the feedback. They did this by using a common linguistic strategy used in 
various types of communication: hedging. Hedging can be described as 
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mitigating claims by introducing, for example, elements of doubt, like “I think” 
or “probably”. On the basis of the linguistic analysis of our real-life data we 
suggest implications for feedback conversations: feedback providers should 
open up the floor to residents to create a dialogue, they should leave the floor 
open to the resident to further enhance the dialogic conversation and they 
should be careful in mitigating feedback, because this can create confusion or 
misunderstanding of the message.

Since program directors told us that, when judging resident performance, 
they put much value on the comments of their colleagues, we examined in 
Chapter 4 how group meetings concerning the assessment of residents take 
place. We wanted to know what information is shared during the meetings and 
how this influences program directors’ judgment of resident performance. We 
observed faculty group meetings where resident performance was discussed 
and interviewed the program directors within a month after the meetings. We 
used a thematic framework analysis to identify themes from the transcribed 
meetings and interviews. The findings showed that the information that was 
shared by group members during the meetings had two aims: (1) forming a 
judgment about the residents and (2) faculty development. Most discussions 
were not structured by the program director, the major focus of the discussions 
was on residents with performance concerns and there was a lack of a 
shared mental model about resident performance. The program directors who 
benefited most from the meetings were those who thought group members 
were engaged and who summarized the information after every discussion. We 
conclude that unstructured discussions and a lack of a shared mental model 
among group members impede effective information sharing about resident 
performance with a developmental approach. Structured discussions with an 
equal amount of discussion time for every resident and a shared mental model 
about the purpose of the discussions and the assessment approach could 
enhance a developmental approach to assessing resident performance. 

Chapter 5 builds on the results described in Chapter 4. In this study we 
developed, implemented and evaluated a faculty group meeting, also called 
a Clinical Competency Committee (CCC), in which resident performance is 
discussed. We developed a prototype CCC meeting, using three theoretical 
design principles: (1) data from multiple assessment tools and multiple 
perspectives, (2) a shared mental model and (3) structured discussions. 
The meetings were held in a university children’s hospital. We evaluated the 
meeting by using observations, interviews with CCC members and an open-
ended questionnaire among residents. The findings of this study showed that 
the structured discussions during the meetings provided a broad outline of 
resident performance, including identification of problematic and excellent 
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residents. The program director explained before and during the meetings 
the purpose of the meeting and the assessment criteria to all group members 
and a shared mental model had developed over time. We conclude that the 
principles that we used to design the CCC meeting were feasible in practice. 
Structured discussions, based on data from multiple assessment tools and 
multiple perspectives, provided a broad outline of resident performance. 
Residency programs that wish to implement a CCC can build on our design 
principles and adjust the prototype to their particular context. 

Chapter 6 is the general discussion of this thesis. We conclude this thesis with 
reflections on our main findings. We combine insights from Chapters 2 and 3, 
which explore in detail how PDs form judgments on overall performance of 
residents and how they provide residents with feedback on this performance. 
For our reflections on the group discussions, we address Chapters 4 and 5, 
which focus on the process of group assessment on resident performance, 
on the value of group assessment for PDs and on exploring the concept of 
Clinical Competence Committees (CCCs).

The findings show that feedback in the assessment tools, in evaluation meetings 
and in group discussions focuses on identifying problematic performance 
instead of guiding the development of performance of all residents to higher 
levels. The reflections on these findings focus on medical culture, people’s 
implicit mindsets and psychological safety at the workplace. Medical culture is 
referred to as a culture of performance and competition, rather than as one of 
learning and development. This has its influence on the mindsets – or beliefs 
on learning – of the people that act in this culture and on the psychological 
safety at the workplace. People’s mindsets and psychological safety affect 
how people seek, provide and receive feedback. We hope that, because of our 
findings and recommendations for practice, program directors, supervisors and 
residents become more aware of their own beliefs on learning and feedback 
and of the need to change medical culture to a developmental learning culture. 

The findings from chapter 4 and 5 show the importance of a structured 
group discussion. We found that program directors experience difficulties in 
aggregating feedback from low-stakes assessment tools alone to form sound 
judgments on resident overall performance. They also need the subjective 
expert judgments of clinical supervisors. They try to include these expert 
judgments by organizing faculty group meetings in which they discuss resident 
performance. 

Group discussions should, however, be carefully structured in order to enhance 
effective information sharing and to prevent biases to occur. We believe that 
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our design principles for creating a CCC help to make sound judgments on 
resident performance, that are informed by multiple assessment data and 
multiple qualitative holistic expert judgments from various clinical supervisors. 
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Nederlandse Samenvatting

Hoofdstuk 1 is de introductie van dit proefschrift dat gaat over het 
beoordelen van het functioneren van arts-assistenten in opleiding tot 
specialist (aios). In de afgelopen decennia zijn de medisch specialistische 
vervolgopleidingen competentie gericht gaan opleiden, wat vraagt om een 
degelijk toetsingsprogramma met een ontwikkelingsgerichte insteek. Dit 
betekent dat het functioneren van de aios en de groei in competenties moet 
worden gevolgd, getoetst en bijgestuurd om te beslissen of de aios naar een 
volgende fase in de opleiding kan. Het begeleiden en (bij)sturen van de aios 
vraagt om constructieve feedback op het functioneren. Echter, ondanks alle 
theoretische kennis over feedback geven en competenties toetsen, gebeurt 
dit in de praktijk nog steeds suboptimaal, waardoor zowel supervisoren als 
aios er niet altijd tevreden over zijn. 

De opleiders van de medisch specialistische vervolgopleidingen hebben een 
centrale rol in het begeleiden en toetsen van het functioneren van de aios. 
Er wordt verwacht dat zij constructieve feedback aan de aios geven tijdens 
voortgangsgesprekken. Daarnaast zijn zij verantwoordelijk voor het besluit of 
een aios voldoende functioneert om door te stromen naar de volgende fase 
van de opleiding en uiteindelijk voor het afleveren van competente medisch 
specialisten aan de maatschappij.

Het doel van dit proefschrift was om gedetailleerd te onderzoeken hoe opleiders 
een oordeel vormen over het functioneren van hun aios in de complexe 
context van de medisch specialistische vervolgopleiding. We wilden weten hoe 
verschillende informatiebronnen over het functioneren van de aios door de 
opleiders gewaardeerd en gewogen worden in de dagelijkse praktijk én wat 
de aios denken over hoe een oordeel wordt gevormd over hun functioneren. 

Daarnaast hebben we ons verdiept in hoe er feedback gegeven wordt door 
de opleider aan de aios in de voortgangsgesprekken. We wilden ook kennis 
verwerven over de vorm en inhoud van de vergaderingen die opleiders 
organiseren om het functioneren van de aios te bespreken. Ons laatste doel 
was de implementatie van een gestructureerde groepsvergadering (ook wel 
een Clinical Competency Committee (CCC) genoemd) waarin het functioneren 
van de aios besproken wordt. 

Dit resulteerde in de onderstaande onderzoeksvragen van dit proefschrift: 
1a.  Welke informatie gebruiken opleiders om een oordeel te vormen  
 over het functioneren van aios en hoe worden deze verschillende  
 bronnen van informatie gewogen? 
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1b.  Wat denken aios over hoe een opleider een oordeel vormt over hun  
 functioneren?
2.  Hoe verloopt een gesprek waarin opleiders feedback geven aan  
 aios over hun functioneren? 
3a.  Welke informatie over aios wordt er gedeeld tijdens een vergadering  
 waarin het functioneren van de aios besproken wordt? 
3b.  Wat voor invloed hebben de discussies in de vergaderingen op het  
 oordeel van de opleider? 
4.  Hoe moet een Clinical Competency Committee ontworpen,  
 geïmplementeerd en geëvalueerd worden?

Om antwoorden op deze vragen te vinden, hebben we in de periode 2015-
2018 vier onderzoeken uitgevoerd in verschillende ziekenhuizen in Nederland 
bij verschillende medische vervolgopleidingen.

Hoofdstuk 2 beschrijft de bevindingen van een studie waarin we onderzochten 
hoe opleiders een oordeel vormen over het functioneren van de aios. We 
onderzochten welke informatie opleiders gebruiken en hoe ze deze informatie 
wegen om tot een oordeel over het functioneren van de aios te komen. 
Tevens onderzochten we wat aios denken over hoe opleiders een oordeel 
vormen over hun functioneren. Hiertoe hebben we semigestructureerde 
interviews afgenomen bij zowel opleiders als aios, gelijk aansluitend aan het 
voortgangsgesprek tussen aios en opleider, waarin de aios feedback krijgt op 
zijn/haar functioneren. De bevindingen laten zien dat opleiders hun oordeel 
baseren op informatie uit het portfolio, op opmerkingen van collega’s en op hun 
eigen ervaringen met de aios. Ze hechten meer waarde aan opmerkingen van 
hun collega’s (die gemaakt worden in vergaderingen of in de wandelgangen) 
dan aan de feedback die terug te vinden is in het portfolio. De manier waarop 
de opleiders feedback interpreteren en waarderen wordt beïnvloed door hun 
eigen overtuigingen over leren en beoordelen. Aios weten dat opleiders en 
andere supervisoren hun functioneren onderling bespreken in vergaderingen, 
maar ze zijn ervan overtuigd dat de informatie in hun portfolio het belangrijkst 
is om hun functioneren te onderbouwen. We opperden aan de hand van de 
bevindingen uit deze studie dat het goed zou zijn om in een groepsvergadering 
een oordeel te vormen over het functioneren van de aios, waarin gestructureerd 
de informatie uit het portfolio in combinatie met de aanvullende informatie van 
supervisoren besproken wordt.

Onze studie die in Hoofdstuk 3 beschreven wordt, heeft als doel om bij te 
dragen aan bestaande literatuur over feedback. Dit hebben we gedaan door ons 
te verdiepen in de manier waarop opleiders feedback geven aan aios over hun 
functioneren en de manier waarop aios deze feedback ontvangen. Vervolgens 
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hebben we aanbevelingen gegeven hoe dit verbeterd zou kunnen worden. We 
hebben voortgangsgesprekken tussen opleiders en aios geanalyseerd door 
middel van Conversatie Analyse. Dit is een gedetailleerde linguïstische analyse 
van echte gesprekken. Onze analyse liet twee verschillende vormen van 
feedback geven zien: feedback als een uni-directionele activiteit van opleider 
richting aios en feedback als een dialogische activiteit tussen opleider en 
aios samen. Deze twee manieren van feedback geven vonden plaats bij zowel 
positieve als negatieve feedback De uni-directionele manier van feedback 
geven overheerste. De twee verschillende manieren van feedback geven 
hadden implicaties voor hoe het gesprek verder verliep. We vonden ook dat 
zowel opleiders als aios de feedback afzwakten. Dit deden ze voornamelijk 
door een linguïstische strategie toe te passen die hedging genoemd wordt. 
Dit betekent dat de feedback afgezwakt wordt door bijvoorbeeld elementen 
van onzekerheid te uiten, zoals: “je zou kunnen denken” of “misschien”. Uit ons 
onderzoek vloeiden drie aanbevelingen voort: opleiders (of feedbackgevers) 
moeten de ruimte geven om de aios (feedbackontvangers) aan het woord 
te laten zodat er een dialoog ontstaat, ze moeten daarnaast ook zorgen dat 
deze ruimte open blijft om zo de dialoog verder te laten plaatsvinden en zowel 
de feedbackgever als feedbackontvanger moeten voorzichtig zijn met het 
afzwakken van de feedbackboodschap, omdat hedging ook kan zorgen voor 
verwarring of voor het niet goed interpreteren van de boodschap. 

Omdat opleiders uit de studie in hoofdstuk 2 ons vertelden dat ze veel waarde 
hechten aan de opmerkingen die hun collega’s maken over het functioneren 
van de aios, onderzochten we in Hoofdstuk 4 hoe vergaderingen, waarin 
het functioneren van aios besproken wordt, plaatsvinden. We analyseerden 
welke informatie er gedeeld wordt tijdens deze vergaderingen en wat voor 
invloed de vergaderingen hebben op het oordeel van de opleider. We hebben 
vergaderingen geobserveerd waarin het functioneren van de aios besproken 
wordt en binnen een maand na de vergadering werd de opleider geïnterviewd. 
De analyse van de vergaderingen en de interviews vonden plaats middels een 
thematische framework analyse om zo thema’s te identificeren. De resultaten 
lieten zien dat de informatie die gedeeld werd tijdens de vergaderingen twee 
doelen beoogde: (1) een oordeel vormen over het functioneren van de aios 
en (2) het bijsturen van vakgroep leden (de supervisoren die deelnamen aan 
de vergadering). In de meeste vergaderingen gaf de opleider weinig leiding 
en structuur aan de discussies. De voornaamste focus van de vergaderingen 
lag op problematisch functionerende aios. Een uniform beeld van hoe het 
functioneren van aios beoordeeld moest worden, ontbrak. De opleiders die 
het meest profijt hadden van de vergaderingen waren zij die vonden dat de 
leden van de vergadering betrokken waren bij het opleiden en beoordelen van 
de aios en zij die de informatie samenvatten aan het eind van de discussies. 
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We concludeerden dat zowel een ongestructureerde discussie als het 
ontbreken van een uniforme mindset onder de groepsleden over het doel van 
de vergaderingen en over de beoordelingscriteria waarop het functioneren 
van aios beoordeeld moet worden, een effectieve manier van informatie delen 
belemmeren. Gestructureerde discussies waarbij voor iedere aios dezelfde 
discussietijd wordt gehanteerd en daarnaast een gedeeld uniforme mindset 
bij alle deelnemers over het doel van de vergadering en de manier waarop aios 
beoordeeld moeten worden, zouden een ontwikkelingsgerichte manier van het 
beoordelen van het functioneren van aios kunnen bevorderen. 

Hoofdstuk 5 vloeit voort uit de resultaten van hoofdstuk 4. In deze studie 
ontwikkelden we een prototype van een vergadering waarin het functioneren 
van de aios besproken wordt (ook wel een Clinical Competency Committe 
(CCC) genoemd). We ontwierpen dit prototype gebaseerd op drie theoretische 
principes uit de literatuur: (1) data van verschillende toetsinstrumenten 
uit het portfolio, (2) een gedeelde uniforme mindset over het doel van de 
vergadering en (3) gestructureerde discussies. De vergaderingen vonden 
plaatst op de afdeling kindergeneeskunde van een academisch ziekenhuis. 
De vergaderingen werden geëvalueerd door ze te observeren, door alle CCC 
leden te interviewen en door een enquête met open vragen af te nemen 
onder alle aios. De resultaten van deze studie lieten zien dat gestructureerde 
discussies tijdens de vergaderingen resulteren in een breed beeld van het 
functioneren van de aios. Ook zagen we dat er op deze manier eerder zowel 
problematisch als excellent functionerende aios geïdentificeerd werden. Een 
uniforme mindset over het doel van de vergadering en het functioneren van 
aios ontwikkelde zich gedurende de tijd, mede door de uitleg van de opleider 
vooraf aan de vergaderingen en tijdens de vergaderingen. 

We concludeerden dat de theoretische principes die we ontwikkeld hadden 
voor het opzetten van een CCC goed uitvoerbaar waren in de praktijk. 
Gestructureerde discussies die gebaseerd zijn op feedback uit verschillende 
toetsinstrumenten uit het portfolio, zorgden voor een breed beeld van het 
functioneren van de aios. Medische vervolgopleidingen die een CCC willen 
gaan invoeren kunnen onze ontwerpprincipes gebruiken voor het starten van 
een CCC en daar waar nodig aanpassen aan hun eigen context. 

Hoofdstuk 6 is de algemene discussie van dit proefschrift. In dit hoofdstuk 
reflecteren we op onze geaggregeerde, belangrijkste bevindingen in de bredere 
context van de literatuur. We hebben de bevindingen van hoofdstuk 2 en 3 
gecombineerd, waarin we gekeken hebben hoe opleiders een oordeel vormen 
over het functioneren van aios en hoe ze hier feedback op geven aan de aios. 
Voor een reflectie op de bevindingen omtrent de groepsvergaderingen, hebben 



145

we de bevindingen uit hoofdstuk 4 en 5 gecombineerd, waarin we onderzoek 
hebben gedaan naar deze groepsvergaderingen.
 
Onze bevindingen laten onder andere zien dat de feedback in de 
toetsinstrumenten in het portfolio, de feedback in de voorgangsgesprekken 
en de discussies in groepsvergaderingen focust op aios die problematisch 
functioneren, in plaats van op het begeleiden van het functioneren van alle 
aios tot een hoger niveau. De reflecties op deze bevindingen richten zich 
op de medische cultuur, de impliciete mindsets die mensen hebben en de 
psychologische (ervaren) veiligheid op de werkvloer. De medische cultuur 
wordt beschreven als zijnde die van presteren en competitie in plaats van een 
cultuur van leren en ontwikkelen. Dit heeft invloed op de mindsets van mensen 
die binnen deze cultuur acteren en ook op de psychologische veiligheid op de 
werkvloer. Mindsets en psychologische veiligheid hebben weer hun invloed op 
de manier waarop mensen feedback zoeken, geven en ontvangen. We hopen 
dat onze bevindingen en aanbevelingen voor de praktijk opleiders, supervisoren 
en aios meer bewust maken van hun eigen mindsets en overtuigingen over 
leren en feedback. Ook hopen we dat ze er meer bewustwording ontstaat over 
het belang om de medische cultuur te veranderen naar een cultuur van leren 
en ontwikkelen. 

De bevindingen uit hoofdstuk 4 en 5 richten zich op het belang van een 
gestructureerde groepsdiscussie. Onze resultaten laten zien dat opleiders het 
lastig vinden om een oordeel over het functioneren van de aios enkel te baseren 
op de feedback uit het portfolio. Opleiders gaven aan dat ze ook de meningen 
en oordelen van hun collega’s nodig hebben. Ze proberen de meningen van 
hun collega’s te integreren in hun oordeelsvorming door vergaderingen te 
organiseren waarin ze het functioneren van de aios bespreken. Discussies 
in groepsvergaderingen moeten echter wel goed gestructureerd worden om 
effectieve informatieoverdracht te faciliteren en om vooroordelen te voorkomen. 
Wij zijn ervan overtuigd dat de door ons ontwikkelde principes om een CCC te 
creëren bijdragen aan het vormen van een goed gefundeerd en onderbouwd 
oordeel over het functioneren van AIOS, welke gebaseerd is op feedback uit 
het portfolio en op holistische oordelen van verschillende supervisoren. 
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Datamanagement

All studies in this thesis were conducted in accordance with the principles 
of the Declaration of Helsinki: original data were treated confidentially, all 
analyses were performed anonymously, participation was voluntary and written 
informed consent was obtained from all participants. 

Studies in Chapter 2, 3 and 4 have been approved by the Ethical Review 
Board of the Netherlands Association for Medical Education. Our institution 
(Radboudumc) waived ethical approval for the study in Chapter 5, since ethical 
approval is not required for this type of research (implementation study and 
quality improvement of medical education). 

The interviews and the evaluation meetings in Chapter 2 and 3 and the group 
meetings and interviews in Chapter 4 and 5 were recorded using a voice 
recorder. The audio files have been stored at the Radboudumc Health Academy 
department server (H:\IWOO\Instituut\RHA onderzoek onderwijs\Duitsman, 
Marloes). After storage, the files have immediately been deleted from the 
voice recorder. The audio files were transcribed by a professional transcription 
agency: transcriptieonline.nl. Data were made anonymous by replacing all 
names by an initial. This initial was a random choice; it did not correspond 
with the original name of the person to guarantee anonymity. The transcripts 
have been captured in AtlasTi, a program that is used to analyze qualitative 
data. The program is stored and back-upped at the local Radboudumc server. 
The analyzed data files have been stored at the Radboudumc Health Academy 
department server (H:\IWOO\Instituut\RHA onderzoek onderwijs\Duitsman, 
Marloes). 

The questionnaires (Chapter 4) were filled in anonymously by the residents 
and stored at the Radboudumc Health Academy department server (H:\
IWOO\Instituut\RHA onderzoek onderwijs\Duitsman, Marloes). Only the main 
researcher and one member of the research team (LF) have access to the files 
that are stored at the Radboudumc Health Academy department server.

For all studies, written informed consent has been obtained from the 
participants. These files are stored at the Radboudumc Health Academy 
archives (M742.01.102, closet number 1).

Data will be saved for 15 years after determination of the thesis (October 
2020). The datasets from the studies are available from the corresponding 
author on reasonable request. 
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Dankwoord 

Dit proefschrift zou er niet geweest zijn zonder een aantal mensen die ik hier 
wil bedanken. 

Mijn begeleidingsteam: 
Jacqueline, dankjewel dat je mij een paar jaar geleden benaderd hebt met de 
vraag of ik interesse had in dit promotietraject! Zonder jou was dit allemaal 
nooit van start gegaan. Dank voor je kritische bijdrage aan dit onderzoek 
vanuit het perspectief van de dagelijkse praktijk. Het waren geen makkelijke 
jaren en ik bewonder je als persoon voor je veerkracht, positiviteit en 
doorzettingsvermogen in het leven. 

Debbie, wat ben jij een fijn persoon om mee samen te werken! Dankjewel 
voor je altijd snelle, inhoudelijk kritische en opbouwende feedback. Ik heb dit 
enorm gewaardeerd. Je stond altijd voor me klaar als ik vragen had, je hebt 
altijd kritisch meegedacht en ik dank je voor de positieve sfeer die je bracht. 
Ik heb op jouw expertise gesteund en mede door jou is de kwaliteit van dit 
proefschrift zoals het is! 

Lia, bedankt voor alle overleggen, voor je laagdrempeligheid, voor je creativiteit, 
voor je alternatieve invalshoeken, voor het meedenken en meewerken en 
bovenal voor je fijne persoonlijkheid! En wat een mooie kroon op je werk dat je 
nu als hoogleraar en professor door het leven mag gaan! 

Marianne, dankjewel dat je me geïntroduceerd hebt bij de FMS en dat je in 
me geloofde voor dit project. Dank voor de bijdrage die je altijd leverde in 
de discussies. Door jouw bijdrage is de praktische invalshoek altijd weer 
benadrukt en zijn we terug gegaan naar het nut voor de praktijk, daar waar 
onderzoek doen om draait!

Lia en Jacqueline, nog even een speciaal dankjewel voor de gezellige dagen 
en avonden in Vancouver! What happens in Vancouver, stays in Vancouver ;-) 

De manuscriptcommissie: 
Prof. dr. Roland Laan, prof. dr. Anneke Kramer en dr. Bas Verhoeven, dank voor 
de tijd en energie die jullie aan het beoordelen van dit proefschrift hebben 
besteed. 

Irene, dankjewel voor de fijne samenwerking. Ik heb genoten van onze 
bijeenkomsten en discussies. Dank voor al je enthousiasme en onuitputtelijke 
energie! 
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Wieke en Imke, dank voor jullie hulp bij het analyseren van de data!

Marieke, dankjewel voor je hulp toen ik met zwangerschapsverlof was. Het gaf 
heel wat rust dat het onderzoek gewoon door kon gaan. Naast je hulp, dank 
voor alle interesse, je bent een fijne collega en een fijn mens! 

Wyke en Marije, zonder jullie geen conversatie analyse! Dankjewel voor 
jullie bijdrage, voor de uitleg over de analyse methode, voor het meedenken 
en alle hulp. Marije, ik heb onze bijeenkomsten in Den Bosch altijd heel erg 
gewaardeerd, ik vond het fijn om met je samen te werken. Dank voor al je hulp 
en tijd! 

Janiëlle, dankjewel voor het leuke onderzoek op jouw afdeling! Daarnaast vond 
ik het fijn dat je mijn mentor was tijdens het onderzoek. Ook al hebben we niet 
heel vaak een mentorgesprek gehad, in roerige tijden heb ik onze gesprekken 
als erg prettig en ondersteunend ervaren. Dank daarvoor. 

Rik, heel veel dank voor je hulp bij het laatste hoofdstuk. Je gaf me het steuntje 
in de rug dat ik op dat moment hard nodig had. Ik heb veel gehad aan de 
discussies met jou en aan jouw kritische blik. Dank voor alle tijd en energie die 
je daarin gestoken hebt! 

Aan alle collega’s van de ‘groene grot’, de ‘gele gang’, de RHA en medi-
promovendi: dank voor de gezellige werksfeer en alle interesse die jullie 
toonden in het onderzoek. Marijn, ik vond het leuk om jou als kamergenoot te 
hebben! Lokke, ik vond het heel gezellig om samen met jou te brainstormen 
over onze onderzoeken. 

Alle collega’s van het RIO project en de Federatie van Medisch Specialisten, 
dank voor het mogelijk maken van dit proefschrift. 

Tineke Bouwkamp, veel dank voor je redactie van mijn artikelen. Ondanks 
drukte en turbulentie in je werkschema en persoonlijke leven nam je elke keer 
de tijd om zeer nauwgezet de kwaliteit van de tekst te verbeteren! 

Froukje, bedankt voor de prachtige schildering die ik voor dit boekje mocht 
gebruiken!

Vrienden, ik ga jullie namen niet allemaal noemen omdat ik bang ben dat ik 
iemand vergeet. Eigenlijk hebben jullie ook in feite helemaal niets bijgedragen 
aan dit proefschrift ;-) Maar zonder gezellige dingen doen, stelt het leven niet 
veel voor! Dus, bedankt voor alle ontspanning en alle leuke dingen die lekker 
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helemaal niets met het onderzoek te maken hadden. Dankjewel voor de humor, 
de gezelligheid, de etentjes, borrels, weekendjes weg! En natuurlijk, en niet te 
vergeten, dank voor jullie steun in tijden dat er hobbels op de weg waren. 

Marike, een speciaal bedankje voor jou. Ondanks dat je al vele jaren vele 
kilometers ver weg woont, zijn we nog steeds bevriend. Al vanaf dat we elkaar 
voor het eerst zagen op de middelbare school. Super goede herinneringen heb 
ik aan onze vakanties samen en vooral aan onze reis door de USA, alweer zo 
lang geleden! Ik ben je bijzonder dankbaar voor de prachtige lay-out van dit 
boekje! Wat heb je daar veel tijd in gestoken! 

Mijn paranimfen!
Ingrid, dankjewel voor je steun als vriendin in de afgelopen jaren en voor je 
interesse in mijn onderzoek. Ondanks dat je een tijd aan de andere kant van de 
wereld woonde, belde je regelmatig om te kletsen en te vragen hoe het ging. 
Je bent een goede dokter, een fijne collega en een fantastische vriendin waar 
ik altijd op kan bouwen. Ik ben trots dat je mijn paranimf bent! 
Esther, ik ben blij met jou als vriendin! Om je gezelligheid en je humor! Maar 
vooral bedankt voor je onvoorwaardelijkheid. Ik weet dat je er voor me bent als 
dat nodig is. En dat is niet vanzelfsprekend. 

Marc, dankjewel voor het onverwachte, wonderlijke en allermooiste cadeau dat 
ik me ooit had kunnen wensen! 

Lies en Vinnie, ik ben blij dat jullie mijn zusje en broertje zijn! We hebben samen 
veel meegemaakt en wat fijn is het om dichtbij elkaar te wonen en veel dingen 
te kunnen delen. 

Lieve papa. Dankjewel voor alles wat je me vroeger geleerd hebt. Dankjewel 
dat je me een fijne en onbezorgde jeugd hebt gegeven, dat je me altijd hebt 
gestimuleerd en de mogelijkheid hebt gegeven om te doen en te worden wat 
ik wilde. 
Ik mis je nog iedere dag… 

Bert, wat ben ik blij dat jij, nu alweer zoveel jaren geleden, in ons leven bent 
gekomen. Jouw rust, jouw kalmte, jouw liefde voor mama en voor ons, we 
hadden ons niet beter kunnen wensen. Ik vind het heel bijzonder wat je allemaal 
voor mij en Lieve doet! Zonder jou had het leven er heel anders uitgezien. 

Mama! Woorden schieten tekort. Zonder jou was dit proefschrift er nooit 
geweest. Zonder jou had ik nooit gestaan waar ik nu sta. Ik ben je dankbaar 
voor onze fijne jeugd, dankbaar dat je me hebt gesteund om te worden wat ik 



150

wilde. Ik heb enorm respect voor de optimistische kracht die jij in je hebt om 
tegenslagen te overwinnen. En ik ben je ontzettend dankbaar voor alles wat je 
doet voor mij en Lieve. 
Je bent mijn voorbeeld!

En tot slot: 
Lieve! Jij bent mijn wondertje, mijn lichtpuntje, mijn alles! 
Je hebt me leren relativeren en me laten inzien wat echt belangrijk is in het 
leven. Jouw vrolijkheid, nieuwsgierigheid en energie maken altijd alles weer 
goed, elke dag weer.
Ik hou zoveel van jou. Tot de maan en terug! 



151

Curriculum Vitae

Marloes Duitsman is geboren op 7 maart 1981 in Waalwijk. 

In 1999 slaagde zij voor het eindexamen Atheneum aan het Willem van Oranje 
College te Waalwijk. Zij begon aansluitend haar studie Engelse taal en cultuur 
aan de Universiteit van Utrecht en studeerde af in 2003. In 2004 behaalde zij 
haar eerstegraads onderwijsbevoegdheid. 

Daarna startte zij, via de decentrale selectie procedure aan het Academisch 
Medisch Centrum in Amsterdam, met de studie geneeskunde aan de 
Universiteit van Amsterdam. Zij studeerde in 2011 cum laude af. Van 2011 tot 
2013 werkte zij als AIOS huisartsgeneeskunde. In 2013 startte zij als ANIOS 
interne geneeskunde in het Twee Steden Ziekenhuis waar ze ruim een jaar 
met veel plezier werkzaam is geweest. Aansluitend hieraan begon zij in 2014, 
in samenwerking met de Federatie Medisch Specialisten en het Radboudumc, 
voor dit proefschrift met onderzoek naar het beoordelen van arts-assistenten 
in opleiding tot specialist. Tijdens de eerste drie jaar van het onderzoek 
werkte zij ook een dag in de week voor het RIO project van de Federatie 
Medisch Specialisten. Om de afronding van het promotieonderzoek te kunnen 
financieren heeft zij een aanvraag geschreven voor het MVO innovatiefonds 
van het Radboudumc, welke werd toegekend. Momenteel is zij bezig met de 
laatste fase van de huisartsenopleiding aan het Radboudumc. Deze zal zij 31 
december 2020 afronden.
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Name PhD candidate: M.E Duitsman 

Department: 
Radboud Health Academy
Graduate School: 
Radboud Institute for Health Sciences

PhD period: 2014-2020

Promotor(s): 
Prof. J. De Graaf, Prof. A.D.C. Jaarsma
Co-promotor(s): 
Prof. C. Fluit, dr. M. tenKate-Booij

Year(s) ECTS

TRAINING ACTIVITIES

Courses & Workshops
• Radboud introduction course
•  Qualitative research course
•  RIHS /PhD introduction course
•  Interviewing course 
•  Discourse analysis course
•  Conversation analysis course
•  Advanced Academic Writing course
•  Observation workshop
•  Different ways of doing qualitative research workshop
•  Design Based Research workshop
•  Scientific Integrity course
•  E-Brok course

2014
2015 
2015
2015
2016
2016
2016
2016
2016
2017
2017
2018

0.5
0.5
0.5
0.5
1.0
0.5
3.0
0.2
0.5
0.2
1.0
1.5

Seminars & lectures^
•  Pre-conference lecture NVMO Congress
•  Pre-conference lecture NVMO promovendidag 
•  Landelijk Opleidersdag Interne Geneeskunde (LOIG) 

(oral)

2014
2015
2015

0.3
0.2
0.5

Symposia & congresses^
•  Nederlandse Vereniging Medisch Onderwijs (NVMO) 

congress 
•  Modernisering Medische Vervolgopleidingen (MMV) con-

gress (oral)
•  Nederlandse Vereniging Medisch Onderwijs (NVMO) 

promovendi dag (oral)
•  International Conference of Recidency Education (ICRE) 

congress Canada (oral)
•  International Association of Medical Education (AMEE) 

congress Glasgow 
•  Nederlandse Vereniging Medisch Onderwijs (NVMO) 

congress (oral)
•  Modernisering Medische Vervolgopleidingen (MMV) con-

gress 
•  Nederlandse Vereniging Medisch Onderwijs (NVMO) 

promovendi dag (oral)
•  International Association of Medical Education (AMEE) 

congress Barcelona 
•  Nederlandse Vereniging Medisch Onderwijs (NVMO) 

congress (oral)
•  Nederlandse Vereniging Medisch Onderwijs (NVMO) 

congress (poster)

2014

2014

2015

2015

2015

2015

2015

2016

2016

2017

2019

0.75

1.0

0.75

1.25

1.0

1.0

0.25

0.75

1.0

1.0

1.0

PHD Portfolio
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Other
•  Journal Club/Research Community Medical Education 
•  Article in: Interne geneeskunde. Magazine voor de inter-

nist. Nummer 4 jaargang 6 december 2015. Een oordeel 
van de opleider over een AIOS 

•  Project work for FMS/project RIO (8hrs a week)

2016-2020
2015

2014-2017

3.0
0.5

20.0

TEACHING ACTIVITIES

Lecturing
• Pre-conference seminar ICRE 
•  Clinical Competency Committee lecture NvK congres
•  Clinical Competency Committee lecture AMC/ UvA

2015
2017
2019

1.0
0.25
0.25

Supervision of internships / other
•  Co-supervisor student project RHA 2017 0.5

TOTAL 46.15




