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Theme 1. Identified Shifts in Assessment Culture
	Theme
	Category
	Supporting Quotes from Part 1
	Supporting Quotes from Part 2

	Identified shifts in assessment culture
	a) Understanding of CBME
	I think the idea is we know where we want the person to get to and we can sort of define that in terms of various competencies, the trainee, where we want the trainee to get to. And they will work along sort of at their own speed to reach those competencies. So it won’t be so much a matter of passing or failing at the end of a month, but achieving the competency and some will take a little longer to do it. So that’s my understanding of the competency-based approach. There’s this term what is it… learning objects or something. Like it’s as if there are these little bits and pieces and you know when I’ve seen that one then I’m competent. And when I’ve done this one then I’m competent. (Part1AA12)


	We assess it day to day with small little bits of assessment of varying different types of performance. Ideally trying to, over time with that resident, spread it out across all of the competencies.  So we’re not just assessing one thing. We’re trying to get their broad range of things that we’re assessing. And then we have a mechanism, through the academic advisor meetings, to pull all of that data together and use that to inform our decisions around this resident’s competency development. (Part2AA6)

I think when you’re assessing competence it’s difficult to assess it in one slice in time.  So you need to have a bigger overview to make sure that they are competent, if you will, over multiple domains, I guess they can reliably repeat that performance in different situations. So you need to be able to assess them in multiple different clinical environments over a period of time. (Part2AA2)

	
	b) Shift in the role of learners
	We’ve forced them to be much more active, and …they were fairly passive in the evaluation process previously. There’s self- reflection things they have to do, there’s actual on-line modules they have to do. So it’s a fairly rigorous list of work activities that the portfolio generates. (Part1AA9)

In my mind, the role of the resident is to really take the lead on the portfolio. They should be the one’s looking at it, making sure everything’s up to date. And the Academic Advisor meetings, medical learners should have everything done already, we should be able to sit down review everything, identify any outstanding learning needs, identify any areas where they’re struggling, anything that they haven’t come across they need to, talk about what their interests are, talk about what they want their practice to look like, [their] electives options and advise, as opposed to enforce. When it works well, I think that’s what happens. When it doesn’t work well, then I feel like I’m a cop telling them what they need to be doing. (Part1AA11)
	With having more comprehensive evaluation, that’s all in the portfolio system with the reflections, and the other things that they have to do; it does force them to be more self-reflective and to go through things like that and to keep an eye on where they’re at and how they’re progressing. (Part2AA3) 



	
	c) Shift in the role of preceptors
	I think, in theory, field notes are an excellent concept. We’re supposed to do one every session with a resident and I don’t get one done. I may get four done in two months for a resident and that would be a good effort. (Part1AA6)

I haven’t quite figured out how to use field notes effectively in my own practice day to day with the residents. I often don’t get time to do them so I don’t do them. I tend to do them just on positive things, like all of us don’t like to give negative feedback I suppose. When I come to look at them at the academic advisor meeting, maybe I don’t trust them really as being a good indicator of what’s going on. (Part1AA3)
	I know that my little bits [FNs] add to a picture and it’s a different perspective, and that’s what we need in the whole expert assessment kind of picture. That we need lots of experts contributing to the information about a resident. Because we all have our own slightly different internal standards around things.  So, I feel that it’s an important contribution to their data base as a whole in supporting their learning: their assessment for their learning…. But when you’ve been watching and you know the feedback that you have, it’s kind of, you can’t really dispute it. It’s seen and heard and so I think that increases the credibility for medical learners around the feedback that you’re giving. (Part2AA6)

	
	d) Shift in the role of AA
	You know nothing substitutes working side-by-side a resident to gauge you know, how they’re doing. …  I would be a lot more uncomfortable if uh you know gauging a resident just based on their portfolio rather than…having never worked with them. (Part1AA10)

But I can’t tell you how…how I come to the judgements I come to. All I can say is that’s it’s the remarkably the same amongst the three preceptors in the area, so there must be some science to it that I can’t spell out. (Part1AA12)
	Our decisions around our resident’s development are much more informed than they used to be. (Part2AA6)

The tools you have in the system now are much easier because you can sort (Field Notes), and can identify gaps and weaknesses and how things are going. (Part2AA3)

The AA meetings is where the data integrates. You know where all points, funnels up to one person and allows that person to sort of take that aggregate and make sure that the resident is on the right track – not having any gaps in their knowledge or skills. (Part2AA4)

It’s easier now to look across the resident’s entire medical career in residency and see how they’re doing in other rotations and what they’re experiencing.  So when we’re assessing them, we’re really assessing a bigger picture, I feel -– as opposed to being an isolated preceptor for one rotation.  (Part2AA5)




Theme 2. Factors supporting the shifts in assessment culture
	Theme
	Category
	Supporting Quotes from Part 1
	Supporting Quotes from Part 2

	Factors supporting the shifts in assessment culture
	a) mandated medical education reform
	N/A
	I think it’s changed partly because we had to. I mean there’s been a whole shift in what the expectations are for accreditation and the overall approach that’s taken by the College. (Part2AA3)

	
	b) Departmental support
	I always feel like I could use more [tutorial], but it’s always just a matter of time. I mean I still would like to just sit down and watch her [the assessment lead] go through an advisor meeting, but you know, do I have time to sit down and watch that for an hour? I’m not really sure that I do. (Part1AA10)
	We’ve had the support from the department as well as the leadership from within the educational group in order to make it move forward. (Part2AA3)


	
	c) Leadership in place
	N/A
	I think that there is a lot of evidence going into the changes that have been made, which I think is helpful as well. (Part2AA2)

Not every place has advanced this quickly. I mean there’s been some really key and keen people who’ve pushed it forward.  (Part2AA3)

	
	d) Information technology improvement
	The one thing that I will say about the field note process is it is an area that they’ve tried to collect so much data there’s about seven drop down menus that you have to choose every time you do a field note, because they want to be able to cross link it across different directions. It does create a lot of extra work though. It’s a lot of clicking to do a field note. IT improvements [are needed], especially to the field notes.  (Part1AA9)
	We’ve had a ton of support. Just being able to build this system - having a very responsive IT person, some of the electronic structure of things is helping to facilitate lots of little bits of feedback across those domains. (Part2AA6)

	
	e) Faculty development
	
	I think it [faculty development] prepared me, I mean, I’ve had questions outside of the ‘prep’ (sessions) but I’ve always just emailed (the program director or assessment director) and got a response. So I feel I’m supported if I don’t know what to do (Part2AA5)



Theme 3. Outcomes of the shifts in assessment culture
	Theme
	Category
	Supporting Quotes from Part 1
	Supporting Quotes from Part 2

	Outcomes of the shifts in assessment culture
	a) Enhanced learning 
	They [the learners] were fairly passive in the evaluation process previously. Theirs are self-reflection things they have to do, there’s actual on-line modules they have to do. So it’s a fairly rigorous list of work activities that the portfolio generates. (Part1AA9)

	It [Gettting field notes] helps the residents to plan and it helps them to digest feedback. Like if they get feedback in a particular setting, whether it’s a practice per se or a field note, particularly if the field note’s flagged or shows an area that needs improvement. With having more comprehensive evaluation, that’s all on the portfolio system with the reflections and the other things that they have to do. It does force them to be more self-reflective, and to keep an eye on where they’re at and how they’re progressing. (Part2AA3)

Without it [written feedback or FNs] they wouldn’t have any documented things to reflect on afterwards. I think that at the end of every clinic, a lot of things I write field notes on are the things that we talked about though. It’s a record of that in a way that they can reflect on. And then [in the] comment section, I usually put something that we talked about, so if they go back they can say, ‘Oh yeah, I can read about that’. I’m sure that enhances their learning (Part2AA9)
And it enables the resident to build a portfolio across the different domains to see kind what their maybe their strengths are, what their weakness are, what they need some exposure in—that kind of thing. (Part2AA5)

	
	b) Enhanced teaching
	
	When you’ve been watching and you know the feedback that you have, you can’t really dispute it. It’s seen and heard, so I think that increases the credibility for medical learners around the feedback that you’re giving…because we’re doing a lot more direct observation [and] our decisions are much more informed than they used to be. (Part2AA6)

I mean it [writing FNs and documenting feedback] solidifies it [ability to support medical learners' learning] for me. I mean I really have to believe it if I’m going to write it and have it in their portfolio. It holds me accountable to that, and it also is a trigger for me to hopefully provide them with those similar learning opportunities over the next few weeks or in their next block or help them learn from it or show me again that they can do it right or take it that one step further. (Part2AA5)

I think it’s helpful because it takes a moment of my day to actually think through all the cases we’ve seen and say, ‘What was a learning moment that I haven’t already communicated to the resident? What is the learning moment that I’m going to focus in on?’ So I think that’s helpful. (Part2 AA7)

As a teacher in the clinic, for me it’s provided a kind of an anchor to make sure that you don’t forget on a busy day to do that (FNs or writing feedback)., I think naming it and having it written down helps the medical learners to remember that you gave them the feedback, even if you were doing it before.… I think I’m doing it more and doing it better having a focus on it. I also find that it helps structure my feedback and teaching during the day, which I think has made me a better teacher. I think it’s [writing FNs] made me a better preceptor. (Part2AA3)

	
	c) Use of standards to make level of performance decisions
	I think the judgements are probably comparing things to how I would do it. … there isn’t necessarily a benchmark that I use in deciding about whether somebody needs minimal supervision or no supervision is often not easy. …. the decisions about that are just your gut. I don’t really have firm benchmarks for it. (Part1AA5)

…you have your own internal anchor of what you think a resident should look like at a given point in training. (Part1AA9)
	I primarily use my internal sense [to make level of performance decisions] …but if I’m sort of teetering between on or the other I will sometimes get into the descriptors [the benchmark descriptions of the EPAs for each level of performance] (Part2AA6)

I use those [the benchmark descriptions of the EPAs for each level of performance] especially if I am really [unsure]. I want to give them [needs minimal supervision] but I think they’re requiring close supervision. I use it to support myself because of [my] bias towards positive evaluation. I use that thing to make sure I’m on solid footing if I’m giving difficult feedback (Part2AA8)

	
	d) Broader  picture of learner’s performance
	N/A
	As an Academic Advisor, it’s helpful to get all these little pieces of information. They still do remain little pieces of information and I think a narrative is helpful, more helpful than reading through all these 145 check box. (Part2AA7)


	
	e) Central repository for all assessments
	N/A
	There’s lots of good information in there, like if you – it’s not only pulling together the data, and presenting it to you and you can shift it around and, you know, take your field notes from the domains and the skilled dimensions and click on another tab and there they are around the EPAs.  (Part2AA6)


	
	f) Better tracking and documentation of performance
	N/A
	
	If you have a resident in difficulty, the appropriate paper trail is there in the event that you’re going to end up with trouble down the road. I’m just glad we have it now; it is very helpful to have for sure. (Part2AA3)

The tools that you have in the in the system now, compared to the old paper one are much easier because you can you can sort them by domain and by group and that. And you can take a look to see, kind of, you know, are there gaps, are there areas of weakness um how are things going? (Part2AA3)

You can identify things if they look like they’re going off the rails earlier and make sure that they get caught up before it’s at the end of the program. (Part2AA3)


	
	g) Potential negative impact of CBME on residents
	N/A
	For some resident, I worry there’s the potential if the feedback isn’t done asking them first how they thought things went; that in fact decrease their self-reflective skills, because they rely on someone else externally telling them how things went. I have seen a few residents who almost seem to need that external validation to know that they did ok with a patient. So, it’s a little bit of a lot of feedback seeking. (Part2AA6)




