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The authors distinguish between systematic and episodic 
methods of educational evaluation and review the numerous 
pressures necessitating incorporation of evaluation systems 
into house-staff training programs. Such pressures include 
needs to document quality and quantity of training experi­
ences, often mandated by external agencies, as well as trainee 
desire for increased feedback to guide their personal develop­
ment. In response, a house-staff evaluation model based on 
principles of participative decision making and collegial infor­
mation sharing was developed and implemented at the Uni­
versity of North Carolina. The model features use of multiple 
and interacting sources of information about each resident and 
structured occasion for that information to be discussed in the 
resident’s presence. This process leads to carefully 
documented decisions about strengths and weaknesses of each 
resident and about the program itself. Evaluation systems are 
beneficial to the degree that their design matches the organ­
izational climate of the program they serve, and to the degree 
that they can evolve as the program evolves to maintain such 
goodness-of-fit.

Successful educational programs are growing, 
flexible entities responding to the needs of all par­
ticipants. Programs respond in two ways, either 
episodically through individual initiative of stu­
dents and faculty when need for change is per­
ceived, or systematically  through an organ­
izationally mandated sequence of evaluation ac­
tivities. Changes of the latter type will be fueled by 
data collected from many sources and may involve 
the process and/or the content of the program. 
This paper endorses the advantages of systematic 
over episodic evaluation and describes one such
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system as applied to evaluation of a family 
medicine residency and the residents in it.

A system of evaluation seeks to integrate all 
parts of the process of data collection and interpre­
tation into a unified whole. Such integration leads 
to greater economy of effort, more opportunity for 
all concerned to participate, and increased valid­
ity. Should the system also be simple, easily un­
derstood, and jargon-free, it is more likely to be 
accepted by all participants in a given program.

The model evaluation system presented here 
applies specifically to the evaluation of resident 
house staff, although a similar framework could 
also apply to evaluation of faculty or program ef­
fectiveness. The model emphasizes appropriate 
use of information collected and not specific 
techniques or instruments for collecting informa­
tion. This approach reflects an assumption that
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data gathering methods such as 
inations, rating scales, and smuiat'ons haae re 
ceived the bulk of scholarly attention to date, leav 
ing unexplored the equally important eth.cal polit­
ical, and educational issues surrounding use of the 
information.

New Pressures for Evaluation
Traditionally, evaluation has served a number 

of important functions at all levels of education in 
most fields. For example, a fundamental and basic 
requirement of most, if not all, medical education 
programs is to assess the degree of the learner s 
achievement and determine the advisability ot 
“passing” the learner to the next training level or 
to graduate him/her from the program. This cer­
tification process often includes an externally im­
posed requirement to “grade” or rank the student 
in relation to his past and present peers.

Another traditional function of evaluation 
entails the use of information relating to resident 
competency to stimulate adjustments to the edu­
cational program as consistent deficiencies across 
many learners are identified and attributed to pro­
gram elements. Such alterations may be applied 
both while a program is underway, for the benefit 
of present students, or at its completion, to benefit 
future learners. In this way programs can improve 
over time.

These functions usually have not been suffi­
ciently demanding to require that evaluation in 
graduate medical education be conducted sys­
tematically. Episodic evaluation based on infor­
mally gathered data, often in combination with 
national standardized tests, has sufficed to meet 
the need to promote and certify residents and to 
guide whatever program adjustments might be 
considered necessary by its administrators. How­
ever, new pressures for improved evaluation have 
recently been generated. The consequent need for 
programs to respond appropriately almost de­
mands that evaluation be conducted systemati­
cally using models such as the one to be presented.

The new stimuli include some demands exter­
nally imposed on residency programs. In family 
medicine, for example, program graduates increas­
ingly need to document their training experience in 
terms of procedures performed in order to apply 
for and obtain hospital privileges, especially those 
requiring access to coronary care and obstetric

services.1 So increasingly, it is not sufficient to 
certify the student as “ ready to advance" or “ not 
ready to advance” ; it is necessary, in addition, to 
provide the more detailed information which un­
dergirds such decisions.

Another externally imposed requirement relates 
to the perceived need by federal and private grant­
ing agencies to demonstrate the impact of funds 
allocated. This, in turn, leads to stipulations that 
all grants to support medical training include sub­
stantial evaluation components, some specifically 
recommend the active participation of an educa­
tional specialist in implementing such evaluation.2 
A related social trend has led to demands for in­
creased accountability from the professions them­
selves.3’4 Evaluation of competence of both 
trainees and practitioners emerges as a mechanism 
for responding to this need.

Lastly, but no less important, is the increased 
need perceived by the trainees themselves for 
feedback to guide decisions about future training 
and practice. Residents share with other health 
care professionals engaged in advanced training 
the traits of adult learners capable of guiding their 
own course of study in self-motivated directions.5 
Systematically collected evaluation data can blend 
smoothly with residents’ own perceptions o f per­
sonal competence to inform such self-guidance. 
This characteristic of residents, if reinforced by 
training programs, may generate “ lifelong learn­
ing” behavior considered so essential to the pro­
fessional well-being of future practitioners.

Organizing an Evaluation System
To obtain the greatest acceptability, an evalua­

tion system is preferably designed by those who 
will contribute. Thus, the first and most important 
step in constructing a system is to provide an on­
going planning function in which all can directly or 
indirectly participate. This function is most appro­
priately carried out by a formally constituted 
planning body. This body should include represen­
tatives of residents, faculty, and administrators. If 
required or desired, educational specialists can be 
involved as well. Members of the planning body 
should be chosen in a manner congenial to the 
values of the organization, either elected or ap­
pointed as appropriate. It is extremely important 
for the program administrator to provide this 
planning body with a specific charge, especially to
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clarify the extent to which its duties are decision 
making or advisory.

A framework which can help a planning body 
begin evaluation system design is given in Figure 1.

This framework contains five major features 
considered essential to any evaluation system.
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1. It suggests that information from multiple 
sources (such as self-assessment tests, clinical 
rating scales, and psychological instruments) be 
available for each resident.

2. It provides a structured occasion for periodic 
sharing o f  the information collected about each
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resident, in a conference involving the resident 
and a small group of faculty members best ac
quainted with him/her. . .

3. The results of the conference are put m writ­
ten form to guide the resident in making adjust­
ments or corrections in his/her learning activities 
and to provide a record of the resident’s progress
to date. f  ,

4. These written reports are used to fuel
changes, both in each resident’s individual educa­
tional program and in the elements of the program
itself.

5. The evaluation is an ongoing cyclic process, 
with each outcome of a given cycle being an im­
portant data source for the next cycle of informa­
tion collection, sharing, and decision making.

The core of the evaluation structure is the for­
mal occasion for the sharing and discussion of 
available information about each resident. Those 
present at such a meeting will vary from program 
to program but preferably will include the resident 
plus at least one representative of the faculty. The 
meeting is best scheduled at regular intervals and 
well in advance to allow time for those concerned 
to study the available data. At the meeting the 
participants should first feel free to discuss the 
data; the resident should have a feeling of support 
and security sufficient to allow acceptance or re­
jection of the opinions expressed by the faculty 
members present. Such negotiation will lead to a 
congenial agreement as to actions required to rem­
edy the deficiencies identified.

The outcomes of the periodic meeting are pref­
erably clearly stated in writing including plans for 
implementation of any decisions reached. It may 
be necessary for one staff person to be identified 
as responsible for following up recommendations 
or decisions made. Information generated at and 
prior to the meeting is then stored in a secure lo­
cation to ensure its future availability as a source 
of information for letters of recommendation, 
promotion decisions, documentation of experi­
ences, and, of course, future evaluation confer­
ences.

The multiple sources of evaluation information 
that undergird the periodic meeting are added to 
the system through action of the planning body. 
Prior to addition to the system, each source needs 
to be considered carefully with regard to the in­
cremental value of the information generated and 
its validity. Factors considered will be the eco­

nomy of effort to obtain the information, the rela­
tionship of the data generated to that already 
available from other sources, and the avoidance of 
undue duplication. Small scale trials of a new in­
formation source prior to full scale implementation 
provide a valid test of value added.

Most important to the system is a feedback 
cycle through which all outcomes will be reflected 
in the next cycle. The process can then provide a 
continuous flow of information which will allow 
the educational process to be fine tuned rather 
than altered radically. The frequency of the cycle 
is determined by the regular scheduling of each 
resident’s evaluation conference. This frequency 
will depend on variables such as level, duration, 
and structure of the program. In a three-year resi­
dency, experience suggests that a semi-annual 
cycle is the most appropriate.

Illustration of an Evaluation System
The Department of Family Medicine at the 

University of North Carolina at Chapel Hill 
(UNC-CH) instituted an evaluation system which 
attempts to incorporate many of the features de­
scribed above. The particulars of the UNC-CH 
system are presented not as an ideal but as an 
illustration, as the specific structural features and 
organizational climate that generated the details of 
the system at Chapel Hill may not apply 
elsewhere.

Early in 1976, a committee was formed to ini­
tiate and then steer all resident evaluation efforts 
in the department. This group became known as 
the Evaluation Committee although most of its 
members would have preferred the more general 
and seemingly less pejorative title of Educational 
Development Committee. It was chaired by a 
family physician (E.C.J.) with interest and experi­
ence in educational theory and practice. Through­
out, he was supported by a PhD educational spe­
cialist (C.F.) who was also a part-time faculty 
member in the department. In addition to the 
committee chairman, the clinical faculty was rep­
resented on the committee by a physician inter­
ested in and responsible for research in the de­
partment, thus providing liaison between the two 
activities. Residents nominated a representative 
from each of the three years, and service on the 
committee developed over time into a popular
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Figure 2. Evaluation system as developed at the University of North Carolina

duty. The committee always had at least two resi­
dent representatives; and at one time the competi­
tion for places resulted in four residents attending 
the monthly meetings. Representatives from as­
sociated programs were regular attendees at the 
committee meetings and occasionally guests were

THE JOURNAL OF FAMILY PRACTICE, VOL. 10, NO. 1, 1980

invited to address specific issues. For example, a 
hospital administrator was asked to attend when 
documentation of hospital experience was dis­
cussed.

The system developed at UNC-CH is shown in 
Figure 2.
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The information sharing conference, knownas 
the “educational prescnptioo conference 
scheduled for each resident to last F /2 hours every 
six months. At this time, each resident me 
the two faculty members best known to hmtoev 
usually the clinical team leaders The deta 
agenda of each conference varied; however, eac 
was preceded by a survey of all available; data in 
the resident’s personal evaluation file. I he early 
part of the meeting involved discussion of these 
data in review of the previous six months. General 
agreement was then reached as to the resident s 
areas of strengths and weaknesses, and decisions 
were made on any appropriate modifications to the 
resident’s educational program for the coming six 
months. A written document, the resident’s “edu­
cational prescription,’’ was then generated, and 
arrangements were made to implement the rec­
ommendations specified in the prescription.

The data sources used to inform the prescrip­
tion conference included:

A. Resident self-assessment instrument and a 
companion faculty-assessment instrument. These 
locally produced forms contained items relating to 
33 competency areas organized into three broad 
types.

Type 1—classical clinical competencies
Type 2—behavioral competencies
Type 3—practice and professional development 

competencies
On the self-evaluation form, each resident is asked 
to assess his/her own “comfort level’’ with respect 
to each competency; on the separate companion 
document each clinical faculty member is asked to 
assess each resident’s ability in the same areas. 
Analysis of data generated by these forms over 
two years suggests that they represent useful in­
formation sources for the educational prescription 
conferences but were not sufficiently reliable, and, 
therefore, insufficiently valid to rank or formally 
certify individuals.7

B. Rating forms from “outside” rotations. 
These forms were developed by the departments 
hosting the rotations and did not necessarily con­
vey the type of information optimal to the family 
medicine department. Nonetheless, owing to the 
difficulty that would result in trying to alter the 
forms used in the external experiences, this infor­
mation was accepted as the best available.

( leaching encounter forms. Each resident 
had a ' chart review with a faculty member

scheduled immediately following a patient care 
session. A method was devised and trial tested to 
document the content of the sessions and to pro­
vide the faculty members conducting each review 
with an opportunity to comment on the resident’s 
clinical progress with reference to the specific 
cases discussed.

D. Spontaneous inform ation. Frequently off 
campus preceptors, physician attendings on the 
hospital inpatient floors, as well as patients and 
their families offered spontaneous information 
about residents. This was filed in anticipation of 
the upcoming prescription conferences, at which 
time the resident would be made aware of it.

E. Personal practice data. This included the 
quantity and nature of the resident’s patient con­
tacts in the Family Practice Center; such data can 
identify potential gaps in the resident’s clinical 
experience.

While only the above five data sources were 
used as input to the educational prescription con­
ferences when the system was implemented in 
Chapel Hill, there is no theoretical limit to the 
amount or nature of data that can be generated and 
shared as part of a comprehensive evaluation sys­
tem. Profound practical limits, in terms of the time 
and effort required to collect evaluation data and 
the amount digestable by the resident, naturally 
apply.

The outcomes of the educational prescription 
conferences might be minor in nature, such as the 
fine tuning of a resident’s experiences, or they 
might involve major decisions or modifications. 
Examples from some educational prescriptions are 
given in the examples below.

Dr. A. (third year resident) In an effort to de­
velop efficiency in the Family Practice Center and 
in the hopes of maintaining a high standard of med­
ical care, Dr. A. is sometimes intolerant of the 
shortcomings of the paramedical staff. This is in­
terpreted by them as his being an abrasive indi­
vidual.

"Dr. A. and I have had several discussions 
concerning the minor problems listed above and 
he has agreed to try a different approach in dealing 
with the paramedical staff, and in two to three 
months’ time I will obtain some feedback from 
them concerning the effectiveness of his efforts.’’

Dr. B. (first year resident) Dr. B. stated his per­
sonal discomfort with inadequate time to do in-
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depth reading about the conditions he has 
encountered during his first year residency. He 
feels he learns better by in-depth study in a quiet 
area which allows him to concentrate. He ex­
pressed a need to have ample understanding of the 
disease process in order to feel comfortable in the 
role of primary treating physician. The specific 
uncertainty he expressed was a fear of missing 
something that might then come back to haunt him 
in the future. We exchanged ideas about different 
learning situations and began to discuss ways that 
he might be able to get more out of his experiential 
learning, which will be the main avenue by which 
he will be exposed to information in the future.

The data available for and reports generated by 
the prescription conferences were stored under 
conditions of strict confidentiality and retained 
after resident graduation. These materials thus 
remain available for discussions on promotion and 
overall rating as necessary. Upon completion of 
the program, information related to clinical expe­
riences is useful for letters of recommendation and 
access to hospital privileges. Since all 
prescriptions were available for review by the 
chairman of the evaluation committee and by the 
department chairman, regularities of patterns of 
resident deficiency could be noted. Such recogni­
tion could, in turn, lead to discussion and changes 
in the overall residency program.

Use of the prescriptions and outcomes to in­
form the next cycle of evaluation serves to main­
tain continual monitoring of the residents and pro­
gram, and produces strong and viable evaluation. 
The cyclical nature of the evaluation system is ap­
parent to the resident and works to increase confi­
dence in its fairness and thoroughness. Through 
examination of the prescription documents, it is 
evident that the faculty become, over time, more 
adept at providing useful evaluative information to 
the residents.

Suggestions for Implementation
Implementation of the system just described 

was a gradual process which took place over two 
years. Some significant methodological and organ­
izational problems were overcome as the Evalua­
tion Committee—-and in particular the two faculty 
members carrying out most of the implementa­
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tion—responded to advice, help, and support from 
individuals representing different facets of the 
program. The systematic features previously de­
scribed appeared to significantly influence accep­
tance of and trust in the information generated.

The following specific factors seem to be con­
ducive to positive outcomes of an evaluation sys­
tem.

1. The basic foundation of an effective evalua­
tion program is the establishment of a planning 
body, or committee, through which all are repre­
sented, and all wishing to do so can be heard and 
even participate to the desired degree. This forum 
can become a place where enthusiasts are tem­
pered, doubters encouraged, and all participants 
learn the intricacies of developing an educational 
program. Explicit representation of the de­
partmental administrative structure will ensure 
that decisions made by this committee are not in­
consistent with other developmental efforts under 
concurrent implementation.

2. Patience is the quality most fundamental to 
the successful expansion of the evaluation pro­
gram. Increasing momentum can come with in­
creasing confidence, but a fine touch is required to 
time the introduction of each new data source. As 
an illustration, early in the evolution of the sys­
tem, all faculty, residents, and staff were invited to 
complete a Myers-Briggs Type Indicator, a per­
sonality inventory commonly used in health care 
professional settings. This brought considerable 
and open resistance during a time still char­
acterized by distrust of the evaluation effort. One 
year later, however, this same instrument was 
administered to many of these same individuals 
with less resistance and, in some quarters, 
enthusiasm. Each new instrument usually needs to 
be seen and modified in a pilot trial before being 
generally introduced. In this way, each gradually 
becomes reliable, valid, and accepted. Faculty and 
trainees alike are adept at recognizing and reject­
ing the “ quick and dirty.”

3. Once firmly established, the “ system ” 
should not become a barrier to further change in 
evaluation or educational methods. It serves the 
learners and faculty, not vice versa. Existence of a 
forum for explicit consideration of evaluation is­
sues can lead to effective investigation and con­
cerns outside the committee’s original purview. 
For example, the department—with planning 
assistance from the Evaluation Committee—
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sponsored evening dinner sessions to facilitate 
evaluation of the orientation program for new 
residents. A similar session was held to define the 
characteristics of the ideal family physician as a 
step toward producing both objectives and met 
odology for ranking residency candidates.

4. The issue of access to evaluation information 
and confidentiality is best explicitly considered 
and clarified. These considerations were fre­
quently addressed by the committee, leading to a 
specified policy approved generally by the faculty 
and residents. The data were kept secure in the 
evaluation files by the secretary to the chairman of 
the committee. Access to such files was strictly 
limited to the resident him/herself and the clinical 
faculty of the department, a group defined by the 
committee for each academic year to conform to 
personnel turnover. Each resident was asked to 
sign a letter granting the department permission to 
retain this material after the resident left the pro­
gram and to use it for specific purposes, including 
recommendation letters, documentation of experi­
ence, and research using aggregate data only.

5. To ensure success, overevaluation and un­
derevaluation are best avoided. A common cri­
tique of the system addressed the numerous and 
rather lengthy forms. Conversely, a complete 
evaluation was considered preferable over one 
that involved less effort but was necessarily in­
conclusive.

6. Since the evaluation program potentially af­
fects all aspects of the residency program and de­
partmental organization, it should be sensitive and 
matched to the goals, values, and norms prevalent 
at any given time. Mismatch to this organizational 
“climate” can result in ineffective, intrusive, and 
often unacceptable evaluation procedures.

Comment
Although it shares many features with other ap­

proaches to house staff evaluation described in the 
literature,8’9 the system herein described differs in 
its emphasis on an overall process guided by a few 
common-sense principles. The system comprises, 
above all, a framework for planning and evaluation 
compatible with virtually all training programs. It 
is not tied to a particular model of education 
and/or evaluation, and can be implemented with­
out reference to a lexicon of social scientific ter­
minology.

The system is based on an overriding premise 
which views evaluation more as an organizational 
than a psychological issue. From this premise it is 
deduced that the manner in which evaluation is 
conducted—how the information is collected and 
used—dominates the data collection mechanisms 
themselves in determining success of an evalua­
tion effort. Furthermore, the wealth of research on 
validity and reliability of particular evaluation ap­
proaches ensures the existence of numerous useful 
data sources to incorporate into an evaluation sys­
tem; this plethora also argues for more specific 
investigative attention in medical education to 
evaluation's organizational overtones and conse­
quences.

The system described here reflects a distinctly 
democratic ethos congenial to the personal values 
of the authors and considered appropriate to an 
advanced level of professional education. An al­
ternative ethos would likely generate alternative 
system designs.
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