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Introduction
Against that positivism which stops before phenomena, saying ‘there are
only facts’, I should say: no, it is precisely facts that do not exist, only
interpretations.
Friedrich Nietzsche, Notebooks (Summer1886-Fall1887), as translated in
The Portable Nietzsche (1954) by Walter Kaufmann p. 458.
In the past decades, the competency-based paradigm has internationally taken
hold as the dominant approach to educating and assessing trainees in graduate
and postgraduate medical training. Competency-based medical education
(CBME) is based on the assumption that learning and competence development
should be guided by predetermined learning outcomes.1 Driven by educational,
professional and public accountability, CBME promises to licence competent
practitioners who meet predefined standards regarding clinical competencies.2
Ongoing assessment of authentic clinical tasks is essential to foster learning in
CBME.3,4 Competency-based education programmes therefore favour assessment
for learning over assessment of learning.5,6 As the focus of competency-based
training is to let learners apply their knowledge and skills in real-life practice,
workplace-based assessment (WBA) has taken centre stage in CBME.3,7,8 WBA
offers the opportunity to observe and monitor trainees’ clinical achievements in
the actual workplace on which to base expert judgements of trainee performance.
As such, WBA fulfils both a formative and summative function: to monitor
individual competence development and provide feedback to steer individual
learning processes (formative) and to enable robust decisions on the trainee’s
progress achievement (summative).9

Workplace-based assessment as a ‘socially situated
interpretive act’
WBA in CBME is intrinsically situated in the authentic context of the clinical
workplace. As a result, it is complex and typically influenced by uncontrolled
variables such as case difficulty, patient mix and patient numbers. A vast body of
research has suggested that performance assessments in the clinical workplace
and their resulting judgements, feedback and decisions are the product of a
continuous interplay between a broad range of cognitive and social factors.10-12
The consistent finding that human judgements are subject to variability, due to the
idiosyncratic nature of judgement and decision-making, is one of the challenges
in WBA.13-18 Assessor cognition research has identified various factors that
influence how assessors process information and consequently assess
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performance, including working memory18, mental workload19,20, attention
capacity18, differences in leniency and stringency16, stereotyping14 and
categorisation.15,17 The identification of these factors has contributed to a better
understanding of individual judgements and the associated variability in
performance ratings.
Within the psychometric discourse in medical education, assessor variability is
often seen as unwanted bias or error. The predominant view is therefore that, for
judgements to be accurate and reproducible, assessment practices should strive
to objectify performance. Exponents of a socio-cultural view, however, have
increasingly argued that there can be no such thing as evaluating performance
‘objectively’.21-24 In their view, performance assessment is always conceptualised
and constructed according to the beliefs, concepts and experiences of its
individual stakeholders who are situated in and affected by a unique social
context.25,26 When applied to WBA, these socio-cultural theories focus on similar
complex interactions between the individual stakeholders who use WBA and their
environment and place individual cognition within the larger physical and social
context of interactions and culturally constructed tools and meanings.27 It follows
that the stakeholders who conceptualise performance assessments and their
specific clinical, organisational and educational context must be seen as
interdependent in WBA. Their conceptions, which Thompson (1992, p130)
defined as ‘conscious or subconscious beliefs, concepts, meanings, experiences
and mental images’, of WBA then influence their individual assessment
approaches.28-30
Consequentially, the quality of WBA mainly depends on how stakeholders
conceptualise and use the assessments rather than on intrinsic qualities of the
instruments and methods used to evaluate clinical performance. Previous
research, such as the study by Govaerts et al. (2013) on impression formation of
assessor supervisors in general practice, has clearly demonstrated this.23,31,32 In
this study, the authors suggested that assessor idiosyncrasy stemming from
differing personal experiences, professional values and beliefs may be an
important source of assessment variations and variability when using assessment
tools, thereby potentially impacting on assessment quality.22 In addition,
Teunissen et al. (2013) explored the role of self-theories and associated goal
orientations in trainees’ approaches to WBA.33 They suggested that trainees who
have a mastery-oriented attitude regard feedback as useful information that helps
them to correct errors and formulate learning goals. Performance-oriented
trainees, by contrast, tend to take feedback as a judgement about the self and as
an indicator of inadequate ability. Hence, when trainees’ main concern is to pass
their assessment, their conception of the feedback’s relevance and usefulness can
be impaired.
Social interactions in WBA, however, are not limited to the clinical workplace itself
(e.g. interactions within a supervisor-trainee dyad, or with a patient), but
potentially extend to stakeholders at organisational (e.g. facility managers,
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supervisor colleagues), institutional (e.g. educational programme designers) and
national level (e.g. accreditation bodies, governmental medical legislation). This
means that social interactions at various levels influence stakeholders’
conceptualisations of WBA and their associated behaviours. Consequently,
assessment standards, progression milestones, curriculum evaluation, legal
responsibilities related to supervision, and requirements for becoming a physician
each have their place in the WBA interaction map presented in Figure 1.1. In this
extensive social WBA context, learning, monitoring, teaching and decisionmaking continually take place through and are shaped by interactions.34 WBA
can therefore be considered a ‘socially situated interpretive act’, in which a broad
range of stakeholder conceptions interact to shape the assessment system, and its
emergent processes and outcomes.35 In other words, one cannot meaningfully
understand WBA without understanding its stakeholders, their conceptions of
WBA and the context in which they are inextricably situated.

National Level
(Governmental legislation, Accreditation
body)
Institutional Level
(Educational programme makers)
Organisational Level
(Facility manager, Colleagues)

Workplace Level
(Supervisor, Trainee, Patients)

Figure 1.1

Social interactions in WBA are situated in the workplace, organisational, institutional
and national context.
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WBA in CBME
In WBA, direct observation in an authentic clinical setting is the pre-eminent
strategy to assess trainees’ clinical performance.36 By observing trainees’ day-today performance, supervisors collect information on their functioning and see
beyond what they know or what they say they do and gain insight into what they
actually do.31,37 They can use this information to give feedback on a variety of
competencies required for high-quality patient care and to monitor individual
competence development.38-43 This strategy is therefore ideally suited to stimulate
individual learning processes and guide trainees’ development towards
autonomous professional functioning.9,44
Yet, the competency-based reform of medical curricula has presented challenges
to WBA.45-47 Competency-based frameworks typically break overall competence
down into sub-competencies and observable behaviours. Critics of CBME,
however, have argued that clinical competence cannot be atomised without
losing important information on clinical performance in authentic practice
settings. Providing a detailed specification of separate competencies for
assessment purposes may overshoot the mark, as it may not capture the holistic
reality of contextualised clinical performance: the whole is more than the sum of
its parts.45,48,49 In response to the need to capture authentic physician
performance and to cover all relevant ground, recent research has stressed the
importance of including holistic and contextualised supervisor impressions in the
workplace evaluation of trainees’ clinical performance.48,50,51
To further support the transfer of competencies to clinical (teaching) practice,
many medical training programmes have embraced the concept of entrustable
professional activities (EPAs) that was conceived with the aim to structure their
education and assessment practices.52,53 EPAs are an operationalisation of the
competencies and milestones that reflect the elements that constitute actual
clinical work.44,54 As the primary goal of CBME is to prepare trainees for
independent clinical practice, educators must continuously decide on the
appropriate level of supervision that not only fosters trainee learning but also
ensures safe patient care.55-57 Focusing on the performance of day-to-day clinical
tasks and integrating several competencies, EPAs allow supervisors to both make
competency-informed decisions on the level of supervision trainees need and to
provide tailored supervision and feedback.58,59 To make such entrustment
decisions, supervisors must continuously monitor the performance of specific
professional activities. Preparing trainees for independent practice is therefore
always a balancing act.60,61 WBA, and direct observation in particular, provide
supervisors with the input necessary to make informed decisions on trainees’
readiness for independent clinical task performance. In other words, entrustment
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decisions can be seen as an intended outcome of WBA and are influenced by
idiosyncratic and contextualised stakeholder conceptions.
In sum, the central role of WBA in CBME has resulted in a growing reliance on
human expert judgements for clinical performance evaluations. Expert
judgements are pivotal in providing feedback to foster learning and in making
competency-informed decisions on progress during medical training and
concomitantly on the level of supervision needed to ensure safe patient care.10,20
The various stakeholders in WBA are situated in and affected by an authentic,
dynamic and complex social setting that extends beyond clinical practice, and
should be seen as unique, idiosyncratic information processors.62 As human
judgement is central to WBA, the stakeholders’ contextualised conceptions of WBA
determine assessment quality, both in terms of developmental assessment
functions (e.g. feedback processes) and high-stakes decision-making.6,63-66
Therefore, to meaningfully understand WBA practices and the resulting
entrustment decisions, stakeholders’ conceptions must be taken into account. The
purpose of this dissertation is to explore the conceptions underlying stakeholders’
approaches to WBA, by focusing on two key strategies: direct observation of
clinical performance and entrustment decision-making. A better understanding of
their role in WBA may help us to further enhance the quality of the performance
assessment strategies used in CBME. Likewise, it may help optimise the
implementation and utility of tools that can be used to provide feedback, monitor
competence development and make robust decisions on trainees’ achievement.
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Aim of this dissertation
The overarching aim of this dissertation is to further our understanding of
stakeholders’ conceptions of WBA and their impact on the assessment strategies
used during postgraduate medical training. With this specific aim in mind, we
formulated the following main research questions:
1. What are stakeholders’ conceptions of WBA?
2. How do these conceptions affect stakeholders’ entrustment decision-making
at the very beginning of medical residency training?
3. How do these conceptions influence stakeholders’ approaches to clinical
performance observations in medical residency training ?
4. How do stakeholders work towards alignment when using clinical
performance observations in medical residency training?

Dissertation outline / overview of studies
To answer the above research questions, we performed the following studies,
using qualitative, quantitative as well as mixed-methods approaches.
In Chapter 2, we set off to study the various stakeholders’ conceptions of WBA by
exploring the perspectives and beliefs that underlie their approaches to WBA in a
postgraduate medical training programme. We systematically investigated these
conceptions using Q methodology that combines aspects of qualitative and
quantitative methodological approaches.
Chapter 3 describes the results from an observational study that was set up to
explore supervisors’ conceptions of entrustment decisions during the first phase of
one-to-one supervisor-trainee relationships in a postgraduate medical training
programme. For that purpose, naturalistic data using non-participant
observations in clinical practice were complemented with semi-structured
interviews. Qualitative content analyses were performed using a grounded theory
approach.
Chapter 4 investigates supervisors’ conceptions underlying their intention to use
direct observations in WBA. In this exploratory study, we applied a mixed
qualitative and quantitative methodological approach based on the theory of
planned behaviour to study supervisors’ beliefs, emotions, perceived self-efficacy
and behavioural intentions regarding the performance of direct observations in
the clinical workplace.
Finally, Chapter 5 explores stakeholders’ approach to observations in WBA, and,
more specifically, the process whereby supervisory dyads align their potentially
differing conceptions of how to use observations in clinical practice. In this
interview study, we used template analysis to explore supervisor and trainee
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conceptions of the goals of observations in WBA and their preferred strategies
and tasks perceived to achieve these goals, including their mutual approach to
these observations.
As this dissertation is based on separate journal papers, some repetition across
chapters is inevitable.
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Abstract
Workplace-Based Assessment (WBA) plays a pivotal role in present-day competency-based
medical curricula. Validity in WBA mainly depends on how stakeholders (e.g. clinical
supervisors and learners) use the assessments – rather than on the intrinsic qualities of
instruments and methods. Current research on assessment in clinical contexts seems to
imply that variable behaviours during performance assessment of both assessors and
learners may well reflect their respective beliefs and perspectives towards WBA.
We therefore performed a Q methodological study to explore perspectives underlying
stakeholders’ behaviours in WBA in a postgraduate medical training program. Five
different perspectives on performance assessment were extracted: Agency, Mutuality,
Objectivity, Adaptivity and Accountability. These perspectives reflect both differences and
similarities in stakeholder perceptions and preferences regarding the utility of WBA. In
comparing and contrasting the various perspectives, we identified two key areas of
disagreement, specifically ‘the locus of regulation of learning’ (i.e., self-regulated versus
externally regulated learning) and ‘the extent to which assessment should be standardised’
(i.e., tailored versus standardised assessment).
Differing perspectives may variously affect stakeholders’ acceptance, use − and,
consequently, the effectiveness − of assessment programmes. Continuous interaction
between all stakeholders is essential to monitor, adapt and improve assessment practices
and to stimulate the development of a shared mental model. Better understanding of
underlying stakeholder perspectives could be an important step in bridging the gap
between psychometric and socio-constructivist approaches in WBA.
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Introduction
Workplace-Based Assessment (WBA) plays a pivotal role in present-day
competency-based medical curricula. WBA essentially fulfils two functions: it
serves a summative purpose, to enable decisions on the learner’s achievement,
as well as a formative purpose, in order to drive learning and monitor personal
development.1 The authenticity of the clinical environment implies that WBA is
complex and typically influenced by uncontrolled variables such as case difficulty,
patient mix and numbers. Moreover, validity in WBA mainly depends on how
stakeholders (e.g. clinical supervisors, learners, programme directors) use the
assessments – rather than on the intrinsic qualities of instruments and methods
used to evaluate clinical performance.2 As a consequence, the utility of WBA is
questioned regularly due to issues related to stakeholders’ behaviours in the
assessment process.
Attempts to enhance the utility of WBA obviously target the quality of assessor
judgements. There is a plethora of literature on assessor variability – and
implications for WBA validity. Research findings reveal that assessor behaviours
are quite persistent despite training and the idiosyncratic nature of assessor
judgements may result in large differences between performance ratings.3-6 More
specifically, findings indicate that a broad range of factors may underlie assessor
variability, including cognitive factors (e.g. differences in leniency and stringency,
stereotyping, categorisation) and the peculiarities of the (social or organisational)
assessment context.7-13 Within the current psychometric discourse in medical
education , assessor variability is often seen as unwanted bias or error and
assessment practices typically strive to objectify performance and to reach
generalisable, reproducible judgements. However, it is increasingly being argued
that there can be no such thing as ‘objective’ evaluation of performance.14 Taking
a constructivist, sociocultural point of view, Govaerts and colleagues (2007), for
instance, propose that assessors should be seen as active and goal-directed
information processors, rather than passive measurement instruments.3
The complexity of assessor judgements in WBA is clearly reflected in a model by
Kogan et al. (2011), presenting multiple factors that explain the variability in
judgements of trainee performance.15 According to this model, assessors are not
only driven by different frames of reference when observing and rating
performance, they also use variable and therefore capricious approaches to
translate judgements into numerical ratings. Moreover, assessors interpret trainee
behaviour - for example exuding confidence or specific body language- and
consequently make subjective inferences and assumptions about trainee
performance. The model further suggests that assessment outcomes are also
influenced by external factors, such as the clinical context of the observed
encounter, the assessor-learner relationship and the (expected) response to- and
acceptability of- feedback of both assessor and learner. Finally, there is an
acknowledged role of the broader institutional culture in guiding assessor ratings;
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assessors’ beliefs about – and trust in – the assessment system seem to be crucial
elements in the utility of assessment systems.15 Performance assessment in
workplace settings, then, is to be considered a ‘socially situated interpretive act’,
in which a broad range of social and cognitive factors interact to produce
idiosyncratic individual judgements of performance.16 This latter postulate was
reinforced by Berendonk et al. (2012), who pointed to the importance of
assessors’ perspectives on assessment tasks and how these perspectives may
influence assessment outcomes. More specifically, their study indicated that
assessor behaviours are determined by (various) beliefs about assessment
purposes and the utility of assessment for learning. These findings in medical
education are consistent with those from research in industrial and organisational
psychology indicating that performance ratings may be distorted by beliefs and
perspectives that assessors have about the process of performance appraisal.17-19
Similarly, learners’ acceptance of work-based assessments and their use of
feedback for competency development is not self-evident. In fact, a large body of
research strongly suggests that learners’ beliefs about learning and learning
outcomes filter and may even distort the message that feedback is intended to
convey.20 As such, different beliefs about the goals and meaning of feedback
following performance evaluations in real-life workplace settings may impair
learners’ acceptance and use of feedback.21 Teunissen et al. (2013) described the
role of self-theories and their associated goal orientations in understanding the
motivation underlying learners’ feedback-seeking behaviours – and thus the
stance learners may adopt in WBA22: For example learners who are oriented
towards learning goals regard feedback as useful information that helps to
correct errors and achieve mastery; Performance-oriented learners, by contrast,
tend to take feedback as a judgement about the self and as an indicator of
inadequate ability. Especially when this judgement is perceived as negative, the
conception of relevance and usage of feedback can be impaired. Finally,
learners’ beliefs and attitudes towards fairness of assessments have been
demonstrated to have an effect on the acceptance of feedback.23
Current research on assessment in clinical contexts thus seems to imply that
differing behaviours of both assessors and learners may well reflect their
respective beliefs, perspectives and attitudes about WBA. This is well in line with
theoretical frameworks that explain strong relationships between a person’s
beliefs and intentions influencing actual behaviours, such as Ajzen and Madden’s
Theory of Planned Behaviour.24,25 As a consequence, effective improvement of
WBA may first and foremost require better understanding of stakeholders’ beliefs
and perspectives. In the medical education realm, however, perspectives
underlying behaviours in work-based assessment have received scant attention.
The purpose of the present study is therefore to explore perspectives underlying
stakeholders’ behaviours in WBA. Awareness of and knowledge on the content of
underlying stakeholder perspectives may help us further enhance the utility and
quality of performance assessment in competency-based medical education
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(CBME). To identify and describe key stakeholders’ perspectives regarding
performance assessment in workplace settings, we used Q methodology, a wellknown method for the systematic investigation of people’s viewpoints, beliefs and
opinions regarding a certain topic.26

Method
Context
This study was conducted at two General Practice (GP) Specialty Training institutes
in the Netherlands. These GP programmes have an extensive track record in
direct observation and feedback as cornerstones of competency-based education
and assessment. The 3-year postgraduate training programme in the Netherlands
consists of 2 years of training in general practice (years 1 and 3) and 1 year (year
2) of rotations in hospitals, mental health institutes and institutions for care of the
elderly. Trainees spend 4 days in general practice and return to the training
institute for a 1-day release programme every week. Throughout the training
programme, a variety of formative and summative assessment methods are used
periodically across all levels of Miller’s pyramid to evaluate the competency
development of trainees. At the workplace, single encounter assessments (e.g.
mini CEX, direct observations, case based discussions) are used for daily
feedback and as input for an aggregated assessment portfolio based on the
CanMEDS framework. This instrument is used as input for comprehensive
competence assessment by supervisor, GP trainer and a psychologist teacher.

Methodology
We performed this study using Q methodology, which fits well with our purpose
of identifying and clarifying salient similarities and differences between various
perspectives on WBA among stakeholders.27,28 Q methodology combines aspects
of qualitative and quantitative research approaches and has successfully been
applied in studies in health services29-32 and medical education.33-36 As described
in the next paragraphs, Q methodology comprises four stages: 1) definition of the
concourse surrounding a certain topic (i.e., WBA) and development of a
statement set (Q set) based on the concourse; 2) identification of participants (P
set); 3) ranking of statements (Q sort) by participants; and 4) statistical factor
analysis, resulting in correlated clusters of Q sorts. These clusters can be
interpreted as differing perspectives on the concourse – in our case differing
stakeholder perspectives on performance assessment which will be described in
the results section of this article.37
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Concourse definition and development of the Q set.
In Q methodology, the flow of communicability surrounding any topic is referred
to as a ‘concourse’, and it is from this concourse that a sample of statements, the
Q set, is subsequently drawn to enter a Q sort.26 In order to ensure coverage of
all the relevant ground we developed our Q set through a conceptual review of
the recent literature on work-based performance assessment in CBME. Key
themes in the literature were identified and discussed iteratively within the
research team. In addition, interviews were held with two experts with an extensive
international track record in medical education research and two heads of a GP
training institute in the Netherlands as a cross-check for the appropriate
identification of key themes. Based on the conceptual literature review and
interviews, we were able to identify three key themes in the concourse:
‘psychometric versus social constructivist approaches’, ‘holistic versus analytic
conceptualisations of competence’ and ‘assessment for learning versus
assessment of learning’.
The main researcher (LJ) formulated statements to represent the three themes,
producing an initial set of 72 statements. LJ, AT and MG subsequently
commented on the ambiguity, clarity and suitability of the statements in an
iterative process, resulting in a pilot set of 52 statements. This Q set was then
pilot-tested by three research team members (AT, JM, AK) and four potential
participants (one GP teacher, two GP supervisors, one GP trainee), who were
asked to complete a Q sort and comment on the completeness of the statement
set, overlap and the applicability of statements. This resulted in a final set of
48 statements, which was approved by the research team. Finally, the statements
were randomly numbered and printed on laminated cards. The complete list of
statements used in the Q sort is depicted in Table 2.1.
Table 2.1

#
1.

2.

Complete List of 48 Q Sort Statements and Idealised Q Sorts for the Five Factors
Representing Stakeholders’ Perspectives on Performance Assessment in GP Specialty
Training.

Statement
Assessment of competency
development in General
Practice may only take place in
the workplace setting.
Acceptance of negative
feedback necessitates a
relationship of trust between
trainee and supervisor.

1:
Agency
–5

2:
Mutuality
-2

-2

+2

Factor: Perspectives
3:
4:
Objectivity Adaptivity
-2
-5

-3

+1

5:
Accountability
1a

-2
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#
3.
4.
5.

6.

7.
8.
9.
10.

11.
12.
13.
14.
15.
16.

17.
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(continued)

Statement
An assessment instrument
should allow monitoring of
trainee development.
Giving feedback is important.
In summative assessment,
numerical grades are more
appropriate than narrative
evaluations.
For high-quality assessment,
my experience as an assessor
is more important than my
experience as a (trainee or)
general practitioner.
As an assessor, I feel
appreciated by the training
institute.
Learners should be able to
compensate for poor grades
over time.
Assessment practices ensure
high-quality patient care by the
trainee.
Assessment should be based
on the trainees’ learning goals
and, consequently, be tailored
to the individual trainee.
Knowing whether an
assessment is formative or
summative is important.
It is important for a trainee to
ask feedback.
Summative assessments
cannot be conducted by the
supervisor.
Assessment should primarily
drive trainees’ learning
process.
Competencies cannot be
evaluated with (numerical)
grades.
A constructive cooperation
between supervisor and
trainee interferes with critical
assessment practices.
Assessment becomes more
accurate due to the
longitudinal relationship
between supervisor and
trainee.

Factor: Perspectives
3:
4:
Objectivity Adaptivity
+2
+2

1:
Agency
+3

2:
Mutuality
+2

5:
Accountability
+1

+5
-2

+5
-3

+3
-1

+5
0

+2
-3

-1

-1

+1

0

-1

0

–2a

+1

+3

+4

-2

+2a

-3

-3

-4

+2a

–3a

0

0

+5a

0

+3a

–3

-1

-1

0

-1

+3

+2

-1

+4b

+2

0

0

+1

-5

0

-2

-2

-3

+4a

0b

+2a

-2

-1

-4

0

0

-4

0

-3

-5

0a

-2

-4

+1

+4

-1

+4

0
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Table 2.1
#

(continued)

Statement

18. Professional tasks are more
easily entrusted to a trainee
whose range of ideas and
practices are similar to those
of the GP supervisor.
19. Assessment interferes with the
relationship between
supervisor and trainee.
20. A capable trainee is easy to
recognise.
21. A trainee who performed well
before may be expected to
perform well again.
22. I am a proficient assessor.
23. Clear and precise assessment
criteria are needed to assess a
trainee accurately.
24. Numerical grades are not
suitable for formative
assessments.
25. When conducting an
assessment, progressive
development is more
important than actual
performance.
26. An experienced supervisor is
capable of conducting more
accurate assessments.
27. As an assessor I feel involved
with the training institute.
28. Assessment implies an
additional workload.
29. If the purpose of the
assessment is summative, my
evaluations are stricter.
30. Numerical grades allow me to
assess accurately.
31. Assessment within GP specialty
training contributes to the
future quality of general
practitioners. c
32. Assessment practices stimulate
the competency development
of trainees.
33. It is important that a trainee
and GP supervisor have
shared perspectives on the GP
profession.
34. A trainee’s perspectives on the
profession of general practice
affect his/her assessment.
35. Assessors should judge in an
identical fashion.

Factor: Perspectives
3:
4:
Objectivity Adaptivity
-1b
-4b

1:
Agency
+2

2:
Mutuality
+1

5:
Accountability
0

-3

-4

-5

-3

-5

+1

+1

-2a

+1

+1

+2

0

0

+1

+2

+3
+2b

+1
-1

+2
+4b

+3
-1

+4
0

-2

-2

+3a

-2

-1

-1

+3a

0

-3

-2

0

+2

+1

+3

+3

0a

-5a

+1

+2

+2

-1

-1

+2

0

+2

-1

-2

-3

-1

0b

-1

-3

-2

-1

-3

+5

+3

+5

+3

+3

+3

0

+4

0

+4

-4

-1

-4

-5

-1

+1

-4

-1

1

-3

0

+4

+2

0

-1
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(continued)

Statement

36. Competencies are not to be
assessed independently of one
another.
37. Summative assessments are
more important than formative
assessments.
38. Professional tasks can be
entrusted earlier to a trainee
who self-directs his or her
learning process.
39. For the progressive
development of competencies
a trainee’s learning goals are
more important than formal
assessment criteria.
40. When assessing a trainee, it is
crucial that a trainee can
perform professional tasks
independently.
41. When assessing a trainee,
clear and precise assessment
criteria are more important
than the personal opinion of
the supervisor.
42. Rigorous assessment requires
that both trainee and
supervisor can receive
feedback.
43. Trainees are more likely to
learn from narrative
assessments than from
numerical grades.
44. In summative decisions
previous formative
assessments should not be
taken into consideration.
45. Previous experiences with
this trainee influence my
assessment.
46. My style of giving feedback is
influenced by the way I expect
it to be received.
47. In the assessment process I
include assessments of other
assessors. c
48. It is important to document
assessments regularly.

Factor: Perspectives
3:
4:
Objectivity Adaptivity
-2
-2

1:
Agency
-3

2:
Mutuality
0

5:
Accountability
-5b

-4

-2

-4

-1

-2

+4

0

0

+2

-2

-1

+3

0

0

+3

0

-4

-1

-4

0

-3

-3

-1

-1

-4

+3

+5

+3

1a

+5

+2

+4

+4

+4

+1

-2

0

+1b

-2

-2

+1

+1

-4a

+5b

+2

0

-1

-5a

+4a

0

+1

+1

+1

+1

+3

+1

+1

+5b

+2

+1

Distinguishing statement (P<0.01); b Distinguishing statement (P<0.05); c Consensus statements
(those that do not distinguish between ANY pair of factors, non-significant at P>0.01).
a
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Purposive selection of the P set.
In Q methodology, participants must represent a broad range of expertise, roles
and responsibilities related to the topic under study and specifically be able to
express a defined viewpoint about (in our case) work-based performance
assessment in CBME. In the Netherlands, the assessment of professional
competence in general practice (GP) specialty training involves various
stakeholders: a GP supervisor assesses the trainee through day-to-day
observations; GP and psychologist teachers observe and provide feedback on
different competences during the weekly 1-day release programme; The trainee is
actively involved in the assessment process through regular self and peer
assessments of competency development; while the programme director is
responsible for high-stakes summative decisions based on the trainee’s portfolio.
Hence, to cover all of the said stakeholder groups, we selected the P set through
purposive stratified sampling from the various stakeholders involved in the
assessment process. The P set consisted of 48 participants who were equally
distributed between the two general practice specialty training institutes (See Table
2.2).
Table 2.2

P set representing stakeholders involved in performance assessment in CBME in two
General Practice Specialty Training Institutes in the Netherlands.

Training Institute

Maastricht
Nijmegen

GP
supervisor
(workplace)
10
10

Number of participants
GP
Psychologist
teacher
teacher
Programme
(STI1)
(STI1)
Director
3
2
1
2
3
1

GP trainee
(1st year/3rd
year)
4/4
4/4

Q-sorting procedure.
The purpose of the study and instructions for completing the Q-sorting task were
described on an information sheet, which was handed out to each participant to
obtain informed consent. We then asked participants to read through the
statements of the Q set and start the Q-sorting procedure by dividing the
statements into three piles: agree, disagree and neutral. A sorting grid with an
11-point distribution (-5 to +5) was used as a format to rank-order the laminated
statement cards (Figure 2.1). From the ‘disagree’ pile, participants were asked to
select the two statements they disagreed with most and to place these in the two
spaces at -5 (disagree most in the Q-sorting grid). After that, they returned to the
disagree pile and continued sorting according to the Q-sorting grid until no
statements were left from this pile. A similar process followed for the agree pile,
after which the neutral pile was rank-ordered in the remaining middle area. A
selection of participants provided verbal comments on the positioning of their Qsorts which LJ collected immediately following the Q sort.
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Extent to which you agree with statement on performance assessment
Disagree most
-5

Figure 2.1

-4

Agree most
-3

-2

-1

0

1

2

3

4

5

Sorting grid for the Q sort of 48 statements on work-based performance assessment in
CBME.

Statistical factor analysis.
We analysed the data from the Q sorts using the PQMethod 2.35 programme.38
All Q sorts were subjected to by-person factor analysis to uncover patterns in the
rankings of statements, under the assumption that a high correlation between the
Q sorts of certain participants indicated similarity of their viewpoints26 The
prominent common viewpoints were revealed in a three-step procedure. In a first
step the scree plot corresponding to the Eigenvalues of the principal component
analysis of the set of Q sorts was used to decide about the number of factors
(common viewpoints) present in the data39 The corresponding number of
components with highest eigenvalues were extracted as factors. Subsequently, the
coordinate system of the factor space was rotated by varimax in order to optimize
the loadings of the Q sorts for selection of subsets corresponding with a single
factor. Only factors representing at least two Q sorts that exhibited a statistically
significant correlation (P<0.05) and having Eigenvalues greater than 1 were
extracted.40 Here, the optimal number of factors was five. LJ, AT, MG and AM
then examined the interpretability of the factor structures, which outcome
confirmed that a five-factor solution indeed provided the most comprehensible fit.
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As a next step, we created an idealised Q sort for each of the five factors (Table
2.1). These Q sorts indicated how a participant with that same perspective would
have sorted the statements in the Q sorting grid (Figure 2.1). Distinguishing
statements (i.e., those statements that exceeded the difference score between any
two factors at significance levels P<0.05 or <0.01) and consensus statements
(i.e., those statements that did not distinguish between any pair of factors) were
also identified (Table 2.1). For a holistic interpretation of the perspectives it is
important to consider not only the extreme poles of the sorting but also and
especially the relative positioning of the statements across the different factors.
We therefore created arrays of differences representing the biggest differences in
standard scores (Z scores) between any two factors (Appendix 2.1). All members
of the research team iteratively interpreted and described each factor using the
idealised Q sort, arrays of differences, distinguishing statements and comments
provided by participants. Finally, to improve the validity of the interpretation of
our results, we performed a brief member check with a representative sample of
the participants. We asked 3 GP Supervisors, one GP trainee, one head of a GP
training institute and one psychologist teacher of the GP training institute to
comment on the viewpoint clusters.

Ethical considerations
We performed this study between April 2014 and October 2014. It was approved
by the Ethical Review Board of the Netherlands Association for Medical Education
(NVMO-ERB; file number 313). Written informed consent was obtained from all
participants, and the data were processed anonymously.

Results
From the Q sorts of 48 participants, a five-factor solution emerged as the most
comprehensible fit, representing five clearly distinguishable perspectives on workbased performance assessment in CBME. Each individual factor was significantly
associated with three to nine participants, together accounting for 58% of total
variance in the Q sorts. In the next paragraphs we will describe each factor (i.e.,
perspective), the corresponding number of the defining statements (e.g., #15)
and their position in the idealised Q sort for that factor (e.g., +4). Each
perspective will be clarified by means of an illustrative comment on the Q sort
from one of the participants. For the complete list of numbered statements and
their positions in the idealised Q sort, see Table 2.1. The table shows the pattern
of level of agreement (on a scale -5 to +5) over all statements for each Factor,
thereby defining the characteristics of that specific perspective. It should be
emphasized that this table does not show loadings. In the Q factor analysis
loadings are defined between participants and factors: participants with a score
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pattern over statements similar to the score pattern shown in one of the columns
of the table show a high loading on that particular factor. The relation between
the factor scores in a row is important: it expresses the between-factor differences
in agreement for a statement. For each factor a selection of these score data for
the subset of statements with a salient/significant score for that particular factor
was used to reveal the characteristics of a perspective on WBA. The results of
these analyses are presented below.

Perspective 1: Agency
This perspective holds that assessment should primarily guide the trainees’
learning process (#14: 4) and that feedback is central to learning. Active, selfdirected learning on the part of the trainee plays a key role in the assessment
process. It is especially important that the trainee actively seek feedback and that
the assessor-supervisor provide this feedback [17:+5, 41: +4]. Summative
assessments are not considered more important than formative assessments
(#37:-4), connoting a commitment to assessment for learning and the learning
process itself. It is essential that assessment instruments allow monitoring the
development of trainees [42:+3]. A self-directed learning style implies that a
trainee will ask for help when necessary, making supervisors feel comfortable to
entrust professional tasks (#38:4). Both formative and summative performance
assessments by the GP supervisor (#13:-5) support continuous assessment and
guidance for learning, provided that clear and precise assessment criteria are
available (#23:+2). Factor 1 explained 18% of variance and was defined by nine
participants, five of which trainees, three GP supervisors and one GP trainer.
Supervisor 9: Most important is that trainees are able to learn, therefore, a
test should primarily drive learning. The training institute should provide
guidance, however, in the end it is the trainee who decides what is to be
learnt. And that is fine with me: a capable trainee is able to do so.

Perspective 2: Mutuality
In this view, assessment should be embedded in the learning process and a joint
responsibility of trainee and supervisor. To allow rigorous assessment, both
trainee and supervisor must have the opportunity to receive feedback and
trainees must be able to trust their supervisor (#42:+5; #2:+2). A constructive
collaboration between supervisor and trainee is not perceived to interfere with
critical assessment (#16:-5). In fact, when built on trust and used for learning,
critical evaluation of performance can strengthen the trainee-supervisor
relationship; assessment is more about process than it is about outcome (#19:-4).
It is held, moreover, that the assessment becomes more accurate due to the
longitudinal, mutual relationship between resident and supervisor (#17:+4).
Continuity is also important in the assessment process itself: assessment should
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focus on progressive development (#25:+3) and learners should be able to
compensate for poor grades over time [43:+2]. To guide trainees’ competency
development towards professional standards, feedback is important [17:+5].
Trainees’ learning goals are considered more important than formal assessment
criteria; Therefore, feedback should be tailored to trainees’ needs and goals
(#39:+3; #10:+3). It is believed that trainees are more likely to learn from
narrative assessments than from numerical grades (#43:+4), even in summative
assessments [19:-3]. Prioritising the GP supervisor-trainee relationship, assessors
sharing this perspective felt the least involved with − and appreciated by − the GP
training institute compared to the other perspectives (#27:-5; 7:-2). Factor 2
explained 9% of the study variance and was defined by five participants: three
trainees and two GP supervisors.
Supervisor 2: As a supervisor is assigned to one trainee for one year, you
also have the time to invest in your relationship. By doing so, you are able
to gain a clear impression of the trainee’s performance, not only of his
medical skills, but also of his personal acting. This information is valuable,
because it is also useful in general practice: how do you perceive a patient
in relation to his context. When the relationship is good, you should be
confident that an assessment is fair and that it is meant to drive learning.
This only strengthens your relationship.

Perspective 3: Objectivity
Holders of this perspective attributed two different, yet equally important roles to
assessment in GP specialty training (#37:-4): a formative role (for learning
(#14:+2; #32:+4)) and a summative one (of learning, to ensure future highquality care (#31:+5)). For the purpose of accountability, regular documentation
of assessments by using an audit trail or portfolio was considered highly
important (#48:5), as was the role of assessor, which required experience
[20:+1] and included specific tasks involving an additional workload (#28:+2).
Assessment should be based on clear and precise criteria (#23:4), be objective
and not biased or influenced by previous experiences (#45:-4), expectations
(#20:-2), assessment purposes (#29:-3) or interpersonal relationships (#17:-1).
Moreover, it should not be tailored to individual learning goals [44:-3]. Feedback
must be honest and complete, without exceptions (#46:-5), and may even be
unsolicited to advance competency development towards (external) standards
[41:0]. The GP supervisor-trainee relationship must not be affected by the
assessment (#19:-5), nor is it considered important that the resident and GP
supervisor share hold similar perspectives on the GP profession (#33:-4).
Numerical grades are not suitable for formative assessment as trainees are likely
to learn more from narrative feedback than from numerical grades (#23:+3;
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#43:+4). Factor 3 explained 12% of the study variance and was defined by five
participants: three GP supervisors, one GP teacher and one trainee.
Supervisor 7: ‘It is not necessary that one holds similar perspectives on the
profession; friction can be productive. Criteria are important; it must be
clear what the expectations of the training institute are.’

Perspective 4: Adaptivity
This view on performance assessment envisages a more flexible role for the
assessor with regard to ownership of the assessment process: The relationship
between supervisor and trainee should not necessarily be close (as opposed to the
mutuality perspective of factor 2) and little weight is attached to the sharing of
ideas about the GP profession, even when entrusting a trainee with specific
professional tasks (#33:-5; #18:-4). Although feedback is allocated a prominent
place [17:+5], for rigorous assessment it is not necessary that both trainee and
supervisor can receive feedback, suggesting a focus on one-way feedback
delivery rather than a feedback dialogue (#42:1). Yet, assessors adjust their styles
to the way they expect the feedback will be received (#46:+4), which stands in
stark contrast with perspective 3 (objectivity), as does the acknowledgement that
previous experiences influence assessment (#45:+5). While trainees are likely to
learn more from narrative assessments than from numerical grades (#43:+4), it
is certainly possible to evaluate competencies with grades (#15:-4), as long as
this is supported by − and explained in − the training programme.
Additionally, it is believed that assessment becomes more accurate as the
supervisor-trainee relationship develops (#17:+4) and as the supervisor
accumulates experience (#26:+3). The training institute also fulfils an important
role in providing more standardised guidance of the assessment process:
assessment of competency development does not have to take place in the
clinical setting only [45:-5] and should not primarily drive a trainees’ learning
process (#14:-2). This latter view reflects a proclivity towards external regulation
which contrasts starkly with perspective 1 (agency). The relatively high scores on
involvement with − and appreciation by − the training institute (#27:+2; #7:+3)
also illustrate the importance of the role of the GP specialty training institute.
Factor 4 explained 9% of the study variance and was defined by three
participants: two GP supervisors and one trainee.
Third-year trainee 5: ‘You don’t need to have similar ideas about the
profession. (…) You can be a very different type of general practitioner’.
Supervisor 5: Giving feedback is important. To give feedback to the trainee,
I have to rely on my opinions and experience; however, in the end it is the
training institute that determines what to do and how you should operate.
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By doing so, you can keep a ‘clean’ relationship with your trainee. After all,
you depend on each other for one year.

Perspective 5: Accountability
From this standpoint, assessment practices do not only stimulate the competency
development of trainees (#32:+4), but also serve to ensure high-quality patient
care [46:+5]. In comparison with the other perspectives, this view holds that
competency development should only be assessed in the clinical setting [45:+1]
and assessors do not experience any difficulties with assessing competencies
independently of one another (#36:-5).
Supervisors consider themselves
proficient assessors (#22:+4) and feel involved with- (#27:+2) and much
appreciated by [29:+4] the GP specialty training institute. They also require
experience to improve the accuracy of assessments (#26:+3) and there is room
for idiosyncratic manoeuvre: they do not have to judge in an identical fashion
(#35:-1) and personal opinions can be more important than (clear and precise)
assessment criteria (#41:-4). The assessor is accountable for assessment in a
mutual constructive relationship, where both trainee and supervisor can receive
feedback (#42:+5). Assessment does not seem to jeopardise the supervisortrainee relationship (#16:-4), not even in critical assessment practices (#19:-5).
Moreover, assessors are demanding in the sense that they expect trainees to show
a consistent level of performance over time, compensation over time is certainly
not desirable [43: -4]. Finally, low priority is given to monitoring [42:+1],
indicating that trainees should perform well on each occasion. Factor 5 explained
10% of the study variance and was defined by three participants: two trainees and
one GP supervisor.
First-year trainee 1: ‘The two of you have to go for it, otherwise it will not
work. A proficient assessor is demanding, and also self-demanding. (…)
Therefore, as a trainee, you also need to aim high’.

Discussion
In this study, we used Q methodology to identify and describe stakeholders’
perspectives on WBA in a postgraduate medical specialist training setting. We
were able to extract five different perspectives on performance assessment:
Agency, Mutuality, Objectivity, Adaptivity and Accountability. These perspectives
reflect both differences and similarities in stakeholder perceptions and
preferences regarding the use and utility of WBA. In comparing and contrasting
the various perspectives, we identified two key areas of disagreement, specifically
‘the locus of regulation of learning’ (i.e., self-regulated versus externally regulated
learning) and ‘the extent to which assessment should be standardised’ (i.e.,
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tailored versus standardised assessment). Q methodology often uses a conceptual
space diagram as a graphical representation of the different preferences and
relationships between the various factors (perspectives) and as a means of
identification of the pertinent disagreement areas.39,47-49 By positioning the various
perspectives and viewpoints relative to the axes representing areas of
disagreement, possibilities for comparison and contrast across perspectives can
be maximized (see Figure 2.2). Whereas the horizontal axis reflects the desired
level of self-regulated learning/externally regulated learning, the vertical axis
refers to preferred levels of standardisation/tailoring of assessment. The various
perspectives are positioned relative to these axes and to one another and are
indicated by the numbers 1-5. In the following section, we will discuss the
potential implications not only of differing, but also of shared perspectives among
stakeholders for the utility of WBA in medical education practice.
Standardized
assessment
3

Self regulated
learning

1

2

4

Externally regulated
learning

5

1
2
3
4
5

Figure 2.2

Agency
Mutuality
Objectivity
Adaptivity
Accountability

Tailored
assessment

Conceptual space diagram depicting the positioning of the different perspectives on
workplace-based assessment relative to the desired level of self-regulation/externally
regulated learning and of standardisation/tailoring of assessment.

The positions of the various perspectives along the horizontal axis in Figure 2.2
clearly demonstrate that the importance attributed to self-regulation in learning
and assessment differs widely amongst stakeholders. On the left-hand side of this
axis, which point coincides with perspective 1 (Agency), stakeholders hold the
view that trainees should actively self-direct their learning, take responsibility and
show initiative in the assessment process. Halfway the axis, where perspective 2
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(Mutuality) is located, the responsibility to identify learning needs through
performance evaluations and feedback rests with both supervisor and trainee.
Similarly, perspective 5 (Accountability) holds that supervisors must actively
engage and take responsibility in the assessment process, and be driven by
personal conceptions and beliefs about the role of assessment in ensuring highquality patient care. At the other end of the spectrum we find both perspectives 3
(Objectivity) and 4 (Adaptivity) that perceive external criteria and requirements as
main drivers of learning and WBA.
The differences in desired levels of self- and external regulation of learning in
WBA, presented on the horizontal axis of our diagram, resonate with
developments and research findings in medical education. Medical education
institutions and accrediting regulatory bodies have acknowledged the importance
of self-regulated learning for improving academic and clinical performance.50,51
In the recently revised CanMEDS framework, there is a central role for selfregulated learning with regard to assessment: ‘a trainee has to develop,
implement, monitor, and revise a personal learning plan to enhance professional
practice’.52 At the same time, the outcomes-based approach towards assessment
in CBME almost inevitably implies the use of predefined and pre-specified
competency frameworks. Detailed assessment criteria, performance standards
and milestones may support learners and assessors in making decisions about
achievement and inform future learning processes.53 In other words, by serving as
a frame of reference, external assessment criteria may provide guidance and
inform assessment decisions as well as the direction of future learning. Obviously,
stakeholders’ perspectives on assessment, which translate into specific
behaviours, will affect the utility of assessment systems.
Research findings strongly suggest that effective WBA implies a joint responsibility
between learner and assessor.54,55 A prerequisite for effective self-regulated
learning is that the supervisor entrusts at least part of the monitoring of learning
goals to the learner and creates a learning environment that encourages mutual
delivery and receipt of feedback.56 In hierarchical learning environments,
however, two-way feedback interaction is not self-evident; feedback often remains
a supervisor-driven process, as reflected in perspective 5 (Accountability).57 When
supervisors use personal conceptions of patient care or external assessment
criteria, rather than personalised learning goals as the starting points for
assessment activities, self-directed learning and engagement in self-monitoring of
competency development can be impaired. On the other hand, excessive and
exclusive reliance on learners’ initiatives and responsibility through selfassessments may also have a negative bearing on the utility of assessment
processes. In fact, research findings consistently show that it is difficult to
recognise one’s own incompetence, making self-assessment not the preferred
mechanism to identify areas of personal weakness.58,59 In this sense, external
assessment frameworks can, indeed, serve an important purpose: to help identify
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learning needs and shortcomings learners have not been able to discover for
themselves.60 Yet, there is a caveat in that WBA may become a tick-box exercise if
assessment is perceived to be completely driven by externally dictated criteria.
Especially learners and assessors who strongly favour individualised assessment
approaches will likely lack commitment and a sense of ownership in WBA.
Developers of assessment programmes must take into account the different user
perspectives on WBA when combining summative and formative elements to
stimulate assessment-for-learning. The effectiveness of assessments may depend
on stakeholders’ beliefs and their associated perspectives on the assessment
process. A lack of clarity regarding the purpose of the assessment, which is to
promote self-regulated learning, may very well preclude successful
implementation of WBA. In a study on learner-centeredness of a newly developed
assessment programme, Bok et al. (2013), for instance, found inconsistencies
between the learning function of assessment and its contribution to high-stakes
decisions. Assessments that were designed as formative learning experiences
were increasingly perceived as summative by learners, thereby undermining selfdirected learning activities.61 In conclusion, mismatched, but also magnified
shared perspectives on self- and externally regulated learning among
stakeholders may result in serious impairment of the utility of work-based
assessment practices.
The second area where stakeholders’ perceptions diverged concerns the preferred
levels of standardisation of both assessment instruments and the assessment
process itself. The perspectives presented on the vertical axis of the conceptual
space diagram reflect these preferences. At the lower end of the vertical axis,
perspective 5 (Accountability) holds that assessment must be based in the clinical
context (also, contextualised) and tailored to the learning task at hand. Moreover,
contextualised task requirements and related assessment criteria are regarded as
more important than standardised and de-contextualised assessment criteria or
performance standards. Expert judgement of clinical performance is considered
crucial in ensuring that assessment is aligned with the requirements of highquality patient care. Positioned in the middle range of the vertical axis,
perspective 4 (Adaptivity) acknowledges the role of the social and organisational
context of assessment. More specifically, feedback must be tailored to the
characteristics of the clinical context and to the expectations of those involved in
patient care. This emphasis on context specificity, however, is counterbalanced by
programme developers and directors who are expected to guard the
standardisation of the assessment process during medical training. Perspective 1
(Agency), too, recognises that trustworthy and fair high-stakes decision-making
requires clear and predefined assessment criteria. At the same time, it holds that
both formative and summative assessments should be tailored to the individual
learning process. In between perspectives 1 and 4, we find perspective 2
(Mutuality) which, prioritising progressive development over time, prefers that
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assessment criteria be tailored to the learner’s needs and goals. To ensure that
the assessment is robust, from perspective 2 care must be taken that assessors
arrive at judgements in an identical, reproducible fashion. This focus on the
accuracy and validity of assessments – psychometric criteria of assessment
quality − is even stronger at the end of the range: Perspective 3 (Objectivity)
clearly strives for objectification and standardisation of a performance
assessment. Assessors should judge in an identical fashion, and there is a need
for predefined clear and precise assessment criteria. From this perspective,
adaptation of assessment to personal learning goals of the learner is considered
as the least important.
Tensions arising from these opposing views on the level of standardisation of
assessment in WBA resonate well with existing assessment literature. To enhance
the accuracy of performance ratings (true scores capturing real, ‘objectified’
performance) from a quantitative psychometric point of view, the use of uniform
test conditions and calibrated assessors is promoted. However, also within the
field of psychometrics there is an ongoing debate about appropriate use of
assessment instruments and interpretation of assessment results, specifically
related to acknowledging the importance of individual differences as well as
context.62 This is in line with discussions about utility of assessment protocols that
can be tailored to the learning task at hand versus those that are pre-structured,
detailed and standardised.63,64
In theory, assessors can be allowed more or less latitude in their judgments
regardless of whether assessment tasks are selected by trainees as self-regulatory
learners or chosen externally. As a matter of practice, however, having
standardized assessments by standardized judges implies a limited number of
things that can be assessed. Conversely, allowing trainees to choose whatever
they want to be assessed would largely preclude standardized assessment
because of constraints in time and effort in developing assessments. Nonstandardized assessments that are tailored to the individual learner, however,
may be perceived as biased, invalid, even unfair and less reliable than
competence assessments in standardised assessment settings.65 The different
stakeholder preferences with regard to the level of standardisation are also
reflected in the way stakeholders (assessors and learners) perceive the utility of
assessment instruments. Murphy (2008), for instance, found that stakeholders had
diverging perceptions of the usefulness and qualities − and thus acceptability − of
the various assessment formats used in GP specialist training.66 It might be
hypothesised that assessors whose primary concern is to eliminate subjectivity in
the assessment process and to reach objective standardised judgements tend to
prefer extensive and detailed rating scales; Assessors favouring a contextualised
and holistic judgement, by contrast, are more likely to appreciate assessment
frameworks that allow for tailored, individualised judgements.67 When multiple
assessors collectively take assessment decisions, then, these may be based on
different perspectives. Moreover, differing personal views on the validity of
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assessment data can impair the utility of such team decisions. It is therefore
crucial that any divergent preferences be spelt out in the decision-making process.
If preferences regarding the level of standardisation of assessment criteria are
appropriately aligned, assessors can work towards a shared mental model of
functions and goals of assessment, and implications for assessment design (e.g.
instruments, criteria). In conclusion, awareness of both differing and shared
perspectives on assessment practices can increase mutual stakeholder
understanding and therefore the utility of the assessment process. Mismatched
preferences as to the needed level of standardisation of assessment can be a
source of incomprehension and potentially obstruct effective assessment practices.

Strengths and limitations
This study based on Q methodology has several strengths. First, we drew the Q
set from a wide, representative range of current concourses in the domain of
WBA. Second, our participant group consisted of different key stakeholders,
representing the full assessment process in a general practice specialty
postgraduate training setting. Third, our holistic approach to the data, taking into
consideration the relative positions of all statements, resulted in a comprehensive
and nuanced set of perspectives on WBA.26,39 Finally, we found a statistically
significant correlation between all five perspectives and different stakeholders in
WBA. These findings indicate that the variability in perspectives results not only
from the role of the stakeholder but also from particular preferences among
individual stakeholders. The importance of understanding stakeholders’
perspectives on WBA is underpinned by psychological theories linking beliefs and
intentions to behaviours.25,68 The various perspectives on workplace-based
performance assessment we identified amongst stakeholders may equally
translate into different assessor and learner behaviours – fundamental to WBA
validity and therefore utility.
There are some limitations to our study. First, the perspectives we described are
not to be seen as archetypes for the classification of stakeholders. Individual
stakeholders are likely to recognise aspects of several perspectives as their own,
and perhaps identify with one of the presented perspectives more than with
others. This is substantiated by comments of participants during the member
checking procedure (e.g. “What I am trying to say here is, that although I
recognise myself most in the perspective of Mutuality, this does not mean, that
elements from the other four perspectives are strange to me, in the contrary”
(psychologist teacher), or “I feel most comfortable with perspective 5
Accountability. However I do recognise elements of the other four perspectives,
but less outspoken” (GP trainee)). In addition, the aim of Q methodology is to
sample the range and diversity of views expressed and not to make claims about
the percentage of stakeholders expressing them.28 As a corollary, the
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generalisability of perspectives to specific subgroups (e.g., supervisor, trainee) is
limited.39
Similarly, the transferability of the present findings to other medical specialties
and work-based learning settings may be restricted. Our study was confined to a
medical specialty postgraduate training setting characterised by long-term one-toone contacts between supervisor and learner. In contrast, hospital-based
supervisors typically have short-term contacts with multiple trainees. Although in
these circumstances becoming aware of one’s perspectives on WBA is equally
important, the lack of prolonged contact in the learning process may hamper the
development of shared perspectives, impairing the utility of WBA. Second, we
drew the statement set from a wide, representative range of current concourses in
the domain of WBA. However, there are substantive differences between the
various forms that WBA takes. WBA is not to restricted to a single tool neither is it
used to assess a single skill only. A practical consequence of this could be that
during the sorting procedure participants occasionally had a specific assessment
tool or skill in mind, instead of the larger and more general concourse on WBA.
Therefore our statement set consisted of 48 well balanced statements on WBA,
representing a variety of tools and purposes.

Implications for practice and research
WBA plays a pivotal role in competency-based medical curricula. The various
perspectives and resulting behavioural differences in WBA may well explain why
the implementation of competency-based assessment has proved so arduous.46,69
Differing perspectives may variously affect stakeholders’ acceptance − and,
consequently, the effectiveness − of assessment programmes.
Stakeholders in assessment practices should discuss the potential implications of
both differing and shared perspectives on the utility of WBA, to avoid illegitimate
inferences and interpretations of assessment outcomes. Excessive and exclusive
reliance on only one of the stakeholders preferences may have a negative
bearing on the utility of assessment processes. Therefore, establishing latitude
regarding what is assessed and how it is assessed should be a joint responsibility.
Holmboe (2011) identified training of faculty in both clinical and assessment
competence as ‘the missing link in CBME’.70 Recent qualitative research by Kogan
et al. (2015), moreover, revealed that assessors perceived training to positively
influence specific assessment skills and to provide them with an enriched, more
granular assessment vocabulary.67 At the same time, these authors identified four
factors that inhibited or precluded the application of training merits: some
assessors preferred holistic assessments to checklists; they felt unable to define
competence despite training; they experienced difficulty in changing their
approach to assessment; or they expressed concern that they would be the firsts
(that is, a minority) to adopt the new approach in their institution. In a recent
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review on user perceptions of WBA, Massie et al. (2015) identified three principal
shortcomings of current WBA implementation: lack of clarity as to the purpose of
WBAs, inadequate training in the provision of quality feedback in WBA and time
constraints.44 Although these findings support the need for adequate training of
both assessors and learners increased awareness of various underlying
perspectives not only by trainers, but also by assessment programme developers,
will enhance the sophistication and utility of the assessment process.
Assessor judgements that deviate from the majority interpretation may represent
important variants of how the assessment task is perceived.71 Variation in
performance interpretation should be taken into account to arrive at a more
comprehensive and coherent picture of a learner’s competence.11 Stakeholders in
the assessment process should therefore be encouraged not only to document
their performance interpretations, but also to articulate underlying values and
assumptions in order to enhance WBA validity.72 In summary, continuous
interaction between all stakeholders is essential to monitor, adapt and improve
assessment practices and to stimulate the development of a shared mental
model.41 Future work should focus on the relation between specific perspectives
and cognitive processing of individual stakeholders in WBA and actual
behavioural approaches in assessment. This study has been exploring
perspectives on WBA and contained small groups of stakeholders. As we stated,
by definition in Q methodology the generalisability of perspectives to specific
subgroups (e.g., supervisor, trainee) is limited.39 Therefore, future work is needed
to elucidate differences between the various stakeholder groups. Continued
research in this arena, especially in the form of field or action research, will more
clearly delineate the practical consequences of differing stakeholder perspectives
on the utility of WBA.

Conclusion
This study may contribute to our knowledge in the emerging field of assessor and
learner cognition. It may enhance our understanding of the factors inhibiting and
facilitating stakeholders’ acceptance of assessment systems and their trust in
them, as well as of the effectiveness of feedback processes in performance
assessment. This study indicates that stakeholders may very well hold different
perspectives on goals and functions of WBA, which, in turn, may induce different
perceptions of the role and responsibilities of the assessor and learner,
assessment purposes, assessment process, and finally, the intended assessment
outcome. Awareness and knowledge of stakeholder perspectives may deepen our
understanding of stakeholders’ behaviours and interactions in assessment
systems. Potential tensions amongst stakeholders, ensuing from different
perspectives on and beliefs about WBA, mirror areas of concord and discord
between prominent research perspectives.71 Our findings emphasise the
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importance of researchers and practitioners integrating aspects of different
perspectives into a shared view. Awareness and understanding of underlying
stakeholder perspectives could be an important step in bridging the gap between
psychometric and socio-constructivist approaches in WBA.
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1>3
3>1
46. My style of giving feedback is influenced by the way I expect it to be received. 15. Competencies cannot be evaluated with (numerical) grades 1.728
2.066
24. Numerical grades are not suitable for formative assessments. 1.611
45. Previous experiences with this trainee influence my assessment . 1.971
28. Assessment implies an additional workload. 1.349
12. It is important for a trainee to ask feedback. 1.734
35. Assessors should judge in an identical fashion. 1.278
38. Professional tasks can be entrusted earlier to a trainee who self-directs his or 48. It is important to document assessments regularly. 1.258
her learning process. 1.465
10. Assessment should be based on the trainees’ learning goals and,
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Abstract
Objectives
At the very start of medical residency-training, entrustment of clinical tasks may be a major
challenge, on which current scientific knowledge is scarce. This study therefore aimed to
gain insight into the process of supervisors’ decision-making underlying the entrustment of
clinical tasks at the start of one-on-one supervisor-trainee working relationships.
Setting
This study was performed in a general practice training department in the Netherlands.
Participants
For this study, we recruited supervisor–trainee pairs who were just about to start the first
year of GP residency-training. Of 10 eligible supervisor-trainee pairs, four participated.
Design
We gathered naturalistic data using non-participant observations that were triangulated
with semi-structured interviews with supervisors in four general practice practices. Data
were analysed from a constructivist grounded theory approach.
Results
Supervisors’ early entrustment decisions were based on generic trainee qualities such as
self-reflexivity, knowing one’s limitations, and asking for help in time, rather than on taskspecific performance. At the start of residency-training, supervisors’ primary concern was
to create a safe working and learning environment in which trainees could and would ask
for timely supervision while being entrusted with challenging tasks. Supervisors used
idiosyncratic entrustment strategies that were influenced by their propensity to trust,
previous experiences with trainees, and their perspective on learning and teaching.
Conclusion
Entrustment decisions require high levels of safety for all stakeholders involved. Supervisors
must become aware of the assumptions that underlie their individual entrustment strategies
and explicitly discuss and align their approaches to supervision and assessment for each
learner. This is especially important at the beginning of supervisor-trainee relationships,
when supervisors must seek the right balance between optimizing trainee learning and
ensuring high-quality care.
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Introduction
The primary goal of competency-based medical residency-training is to prepare
trainees for independent clinical practice. To optimize their pace of learning,
trainees should be entrusted with challenging clinical tasks that offer learning
opportunities appropriate to their level of competence development.3 Guiding
trainees toward readiness for independent practice is therefore a balancing act
for supervisors, as they must continuously make entrustment decisions to foster
trainee learning, while also ensuring patient safety.2,4,5
These entrustment decisions are influenced by a range of interrelated factors,
such as the clinical task, trainee trustworthiness, as well as the relationship
between supervisor and trainee.2,6-8 In their study on the influence of trust on
supervision and learning in the clinical workplace, for example, Hauer and
colleagues (2014) clearly showed how entrustment decisions are affected by
supervisor familiarity with a trainee and a responsive interpersonal dynamic in
which mutual expectations and goals are shared and aligned.8
Recent studies on entrustment decision-making in residency-training have mainly
been conducted in hospital settings where multiple and frequently changing
health care workers and supervisors are involved in entrusting trainees with tasks
in patient care and in settings where a supervisory relationship has already been
established.5,7,9,10 However, supervisors start making entrustment decisions from
the very beginning of residency-training, when little information about the trainee
is available yet. Especially in one-on-one supervisor-trainee relationships, where
individual supervisors are solely responsible for assessing trainee trustworthiness,
supervisors need to make entrustment decisions under great uncertainty from the
very start of the training programme.
Yet, very little is known about how supervisors make entrustment decisions when
supervisory relationships in residency-training are just starting to develop. The
purpose of this study was to gain insight into the process of supervisors’ decisionmaking underlying the entrustment of clinical tasks in the earliest stages of oneon-one working relationships. These insights may add to existing knowledge
about the early entrustment decision-making process in medical residencytraining and help us to further optimize supervisory practices when balancing
trainees’ learning needs with the need to provide safe patient care.
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Method
Methodology and reflexivity
We used a qualitative approach and constructivist grounded theory (CGT)
methodology as we specifically aimed at exploring the social processes involved
in entrustment decisions during the first phase of one-on-one supervisor-trainee
relationships in medical residency-training.11,12 Consistent with the principles of
CGT, we collected and analysed data in iterative cycles, and used memo writing
in order to produce an audit trail from data to interpretation.12,13
According to CGT, meaning is constructed through interaction between the
investigators and study participants.11,14 Our research team consisted of
individuals with varying expertise and perspectives on processes related to
entrustment and supervision: a family physician and educator (LJ), a psychologist
working at a General Practice (GP) training institute (AT), a medical educator
involved in assessment design (MG), two family physicians with clinical
supervisory experience (AK, JM), and an educational psychologist (CV).
Furthermore, all investigators have track records in medical education research.
Their knowledge of the study setting enabled them to provide depth of reflection
and interpretation. Throughout data collection and analysis, they acknowledged
their individual perspectives and stances. They did so by discussing their findings
from individual data analysis within the research team and exploring how their
personal interpretations contributed to making meaning of the data.

Setting and participants
This study was conducted in the three-year GP residency-training programme at
Maastricht University, the Netherlands. In the first and third years of this
programme, trainees receive one-on-one supervision when providing patient care
in GP practice. For this study, we recruited supervisor–trainee pairs who were just
about to start the first year of GP residency-training. Of 10 eligible supervisortrainee pairs, four participated. All supervisors were male and three trainees were
female. Supervisors and trainees’ mean age was 46 (range: 42-53) and 26 years
(range: 25–27), respectively; the mean number of years’ experience as a
supervisor was six years (range: 2-10).

Data collection
Data were obtained in two phases (Table 3.1), following iterative cycles of
collection, analysis, and refinement, in order to further develop emerging themes
until theoretical sufficiency was achieved, consistent with the principles of
CGT.12,13 We gathered naturalistic data using non-participant observations in
clinical practice. In non-participant or passive observation, the investigator acts as
an observer, without interacting directly with the participants in the setting.15,16 As

Supervisors’ approaches to the early entrustment of clinical tasks

59

this did not enable us to explore participants´ reasoning and their underlying
beliefs or conceptions regarding entrustment decision making, we complemented
our data by conducting semi-structured end-of-observation interviews with
supervisors, thereby allowing for data triangulation and data sufficiency.15,17 To
enhance the credibility of our data interpretation, we conducted member checks
by sending narrative summaries of our analysis to the supervisors, asking them to
review our reflections and interpretations and give feedback, if necessary.16 All
supervisors agreed with our interpretation of the data.
Table 3.1

Schedule of observations and interviews in four general practice practices*.

Week 1
Practice 1
Obs
Practice 2
Obs
Practice 3
Practice 4
Obs

2

3
Obs
Obs

Obs

4

5

Obs

Obs

Obs

6

7

8

9
Int

10
Int
Int
Int

*Obs = Observations; Int = End-of-observation interviews. LJ carried out the observations and
interviews in practice 1-3; AT in practice 4.

Phase 1: Non-participant observations
The first round of observations took place in the first or second week of residency
(Table 3.1). The focus during observation was on the entrustment of clinical tasks.
For each supervisor-trainee pair, we observed the daily activities in GP practice
such as medical co-workers’ triaging activities, trainees´ and supervisors’ patient
encounters and house calls, levels of supervision in trainees’ task performance18,
as well as daily debriefing sessions and learning conversations (See Appendix A:
Phase 1: Protocol non-participant observations of entrustment in clinical practice).
Trainees and supervisors were encouraged to act as they normally would. We
collected data by writing field notes of all observed activities and by audiotaping
debriefing sessions and learning conversations. Our notes included information
about the setting (date, time, and location), actors and activities as well as a
separate section containing the observer’s reflections on the observation.19 The
second round of observations took place in the third to fifth week of residency
and offered us the opportunity to compare our findings with the previous
observations and to reflect on the development of entrustment of clinical tasks in
the first weeks of training.

Phase 2: End-of-observation interviews
After the second round of observations, we continued data collection by means of
semi-structured interviews with supervisors, building on themes we identified and
discussed in the research team after the observation rounds. The first part of the
interview guide contained general questions about trust, entrustment decisions,
and strategies used (See Appendix B. Phase 2: Semi-structured interview about
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the early entrustment of clinical tasks). The second part comprised probing
questions about entrustment decisions in specific situations observed during phase
1, aimed to gain a better understanding of supervisors’ reasoning and their
underlying beliefs or conceptions regarding entrustment decision making. Audio
recordings of all interviews were transcribed verbatim and anonymized prior to
analysis.

Data analysis
We used NVivo software, version 12, for data management to facilitate
qualitative coding.20 Throughout the coding process, the theoretical and
experiential backgrounds of the research team informed data analysis. After the
first observation round in all practices, AT and LJ read each other’s field notes
and the transcripts of the audiotaped learning conversations and discussed the
authenticity, comprehensibility, completeness, and usability of these data.
Consequently, they identified and described salient themes in an initial conceptual
framework that was discussed with the rest of the research team.15 The outcome
of these discussions informed the second round of observations, which was again
followed by a discussion of findings within the team and the further collection of
data by means of semi-structured interviews. Based on the initial conceptual
framework, three investigators (LJ, AT, and MG) independently conducted line-byline coding of interview transcripts. Discrepancies in the coding framework were
compared and discussed in order to achieve consensus and themes and subthemes were identified through subsequent axial coding.11 Constant comparison
techniques allowed us to gain insight into constructed themes and sub-themes.12
An audit trail of the developing themes and their interrelationships was
maintained. During selective coding of all transcripts, we held frequent
discussions to test and enrich our conceptualizations and to refine existing theory
about the early entrustment process in medical training.

Ethical approval
The study was approved by the Ethical Review Board of the Netherlands
Association for Medical Education (NVMO-ERB; file number 1026). Participation
was voluntary. Informed consent was obtained from all participants, and the data
were processed anonymously. Supervisors and trainees received a gift voucher for
their participation.

Patient and public involvement
There were no patients involved in this study.
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Results
We collected data from September to November 2018, and conducted 56 hours
of observations and four one-hour interviews in total. Overall, supervisors
acknowledged the need to entrust trainees with tasks in patient care to foster
competence development. Our data furthermore suggest that in the earliest
phase of training, supervisors based their entrustment decisions more on generic
trainee qualities than on perceived clinical competence. In order to make these
decisions, supervisors’ primary concern was to create a safe working and learning
environment in which trainees could and would ask for timely supervision.
Supervisors used different strategies to offer trainees a challenging learning
climate, while at the same time minimizing the risks for patients and themselves.
These strategies were influenced by interrelated factors, such as supervisors’
propensity to trust, their previous experiences with trainees, and their perspective
on learning and teaching. In the next sections, we will describe our findings in
more detail and include representative observational and interview quotes to
illustrate them.

Early entrustment decisions are based on generic trainee qualities
Within a few days at most, we observed that all trainees were allowed to perform
clinical tasks independently. At the start of the training programme, when
supervisors knew little about the trainee, these entrustment decisions were
specifically based on generic trainee attributes:
Of course it’s important what a person knows and what he’s able to do.
[…] But is it someone who self-reflects, dares to ask questions or is it
someone who thinks: “I know it all”? That makes the difference for me
when entrusting tasks. (S2)
Generic trainee qualities, such as eagerness to learn, self-reflexivity, or asking for
help when necessary, were considered to be of more importance than a trainee’s
task-specific performance. As another supervisor explained after his trainee had
asked for help in a consultation where she had not been able to take a complete
history: “I consider that even to be a positive quality, that she runs into a problem
and then specifically asks for help” (S3). By doing so, even challenging tasks that
are possibly beyond trainees’ capability can be entrusted, as this supervisor
explained:
“So in general, yes, I think that simply to start doing something new can be
very instructive, at least when I have the feeling that a trainee will discuss
her uncertainties or dilemmas without a feeling of being judged.” (S1)
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Entrustment calls for a safe working and learning environment
All supervisors in our study acknowledged the tension between providing the
opportunity to learn from mistakes versus the risk of harming patients:
“She tries to do her very best and told me she feels like she´s walking a
tightrope sometimes. Then I told her that she is still learning and that this
involves making mistakes”. (S4)
Reflecting on their perspective on learning and teaching in the clinical workplace,
supervisors unanimously emphasized that trainees must feel safe in that they trust
their supervisors not to take too big a risk. When trainees make a mistake, they
must feel reassured that their supervisors have oversight and will provide a safety
net:
I want to give her [the trainee] a certain degree of independence, but I also
want to give her the confidence that if anything weird happens, we will
notice. If she misses something, that it will be noticed, and that we will
discuss it together. I want to give her confidence, that I can check the
electronic medical records myself, even if we don’t discuss that. (S2)
In addition to ensuring a safety net, supervisors considered it at least as important
that trainees always felt safe to ask for supervision:
In the first days, I tell the trainee that there is no such thing as a stupid
question. And then later on, there are days that she hardly asks for
supervision, and on other days she may ask ten times. That is no problem.
Then I will ask her if she stills feels comfortable to ask for supervision every
time. Even if I’m running behind schedule, for example, and she notices
that too and then she thinks: “Oh, can I ask this for the sixth time?" I verify
if she then still experiences the safety to ask for supervision. I think that is
the most important thing. (S1)

Supervisors use various strategies in entrustment decision-making
All supervisors in our study adopted similar approaches to create the right
preconditions for the gradual involvement of trainees in clinical practice. At the
start of training, trainees observed several consultations of their supervisor but the
tables were quickly turned. However, before allowing trainees to perform tasks
independently, we observed that supervisors set boundaries by explicitly sharing
their expectations about, for example, when and how to ask for supervision, and
by providing guidelines or procedures for ordering diagnostic tests and referring
patients.
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Observed examples of common supervisor strategies to entrust were: limiting
supervisory activities to the discussion of consultations only on the trainee’s
initiative, randomly checking electronic medical records, or asking medical coworkers or patients about their experiences with the trainee:
“[…] What patients say, whether or not they are satisfied. They just make
straightforward comments, often not very nuanced. Then I want to know
what is going on, especially if I hear those comments more often.” (S4)
Upon further scrutiny, however, we also found differences in supervisors’
strategies to ensure safe entrustment. Supervisors indicated that previous
experiences with supervising trainees were likely to influence their entrustment
strategies. In general, positive past experiences made supervisors entrust more
easily, while negative experiences, as another supervisor explained, could “make
you more alert, taking a wait-and-see approach” (S4).
This is our third trainee and up to now we’ve actually only had wellperforming trainees that gave me a good feeling, because I know that they
will alert me, if necessary. So then I am not at all compulsive about
supervising them in a way that I say: "Oh, I must have seen everything
myself.” (S3)
All supervisors in our study acknowledged that, apart from their supervisory
experiences with previous trainees, their propensity to trust influenced their
entrustment approaches at the very start of the training programme. One
supervisor described this propensity in relation to his personal tendency to
control:
Naturally, I tend to be in control. So, at first I find it difficult to trust, but
when I realize that it is fine, if I have a good feeling about it, then I can also
let go, although I always want to hear what happened to a certain patient
in the learning conversation afterwards. […] I protect the patient, the
trainee, and myself a bit by doing so.” (S3)
This supervisor believed that a high level of control was necessary and supervised
his trainee accordingly, by consistently discussing and giving consent for all
clinical tasks that the trainee would perform autonomously. By doing so, he felt he
was minimizing the risks for his patients and providing safety for all stakeholders
in the entrustment process, including himself. In contrast, another supervisor with
a self-reported high propensity to trust explained:
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I trust easily if it turns out that my confidence is not betrayed. The first time,
I check the trainee. After that, I think: “fine, this trainee keeps to his
agreements” and then I trust that this will also happen in the future. (S1)
This supervisor very quickly decreased his level of control and supervised in a
more backstage way, as long as he perceived that the trainee was aware of her
limitations and would ask for supervision in time.

Discussion
Our findings provide insight into supervisors’ approaches to entrusting trainees
with clinical tasks in one-on-one supervisory relationships at the very start of
residency-training, when little information about the trainee is available. We
found that supervisors’ early entrustment decisions were primarily based on their
assessment of generic trainee qualities, rather than on judgements about taskspecific performance. Influenced by interrelated factors such as their propensity to
trust, previous experiences supervising trainees, and their perspective on learning
and teaching, supervisors would use different strategies to ensure a safe learning
and working climate in which they could comfortably start entrusting clinical tasks
to their trainee.
When appraising trainee trustworthiness, supervisors seemed to take different
trainee characteristics into account, a finding that is consistent with Mayer et al.’s
model of trust (1995).21 According to this model, individuals determine the
trustworthiness of others based on their beliefs about the trustee’s ability (i.e.,
knowledge, skills, and competencies), benevolence (i.e., the extent to which a
trustee would act in the best interest of the trustor), and integrity (i.e., the extent to
which the trustee would act in accord with a set of principles that the trustor finds
acceptable).21 A key finding of our study is that, when entrusting clinical tasks in
the earliest phases of residency, supervisors considered generic qualities such as
self-reflexivity, knowing one’s limitations and asking for help in time far more
important than the trainee’s clinical performance. This focus on generic qualities
echoes recent research on entrustment in clinical education settings.
For instance, Bonnie et al. (2020) found that supervisors in general practice
training evaluate their trainees’ openness about their task performance and
learning process before entrusting challenging tasks, such as emergency care.22
Similarly, in a study on entrustment in an internal medicine residency setting,
Melvin et al. (2019) found that, despite being deemed competent to complete a
specific task, a trainee may not be allowed to do so independently if he or she did
not display adequate professional behaviour, such as being on time.7 In contrast,
in settings where entrustment of procedural skills is at the heart of competence
assessment (e.g. surgery), the evaluation of specifically task-specific performance
may be of decisive importance for the construction of trust.23 A study by Van Loon
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et al. (2016), in addition, suggests that generic competencies are hardly taken
into account when supervisors make decisions about entrustment of clinical tasks
in ob-gyn residency-training. Entrustment decision making may therefore very
well be context-specific, depending on discipline and educational or workplace
culture.1
Concordant with sociocultural views of learning, all supervisors in our study
recognized the importance of allowing trainees to make mistakes and learn from
them.24 Hence, supervisors considered it essential that their trainees trusted them
not to take too big a risk in patient care. Supervisors, in their turn, should be able
to trust that their trainees would ask for their help in a timely manner. These
findings resonate with a recent review by Jackson et al. (2019) who identified
agreement on the supervisory goals and roles of both supervisor and trainee as
well as clarity on mutual expectations as important ingredients of effective
supervision in general practice supervisory settings.25 Findings furthermore tie in
with recent research on workplace-based learning, which emphasizes the
importance of establishing an educational alliance in which both trainee and
supervisor demonstrate their commitment to the learning process by discussing
and reflecting on mutual intentions and agendas very early on.26 Being selfaware, reflective, and open to feedback, as well as being clear about
assumptions and principles underlying entrustment approaches can therefore be
considered preconditions for making trustworthy and defensible entrustment
decisions that foster learning in a supportive educational relationship, while at the
same time ensuring high-quality patient care.25
Findings from our study showed that supervisors started entrusting clinical tasks to
their trainees within a few days of the start of the training programme. In line with
previous research findings27,28, previous experience with trainee trustworthiness
appeared to be a key factor in shaping supervisors’ strategies and approaches to
creating and maintaining a safe learning and working environment for
themselves as well as their trainees. We found that positive past experiences
made supervisors entrust tasks more easily to their current trainee, while negative
experiences could lead to a more controlling approach. Consistent with the
literature, moreover, we found that supervisors’ propensity to trust had a
significant effect on their trustworthiness perceptions and resulting entrustment
strategies.21,29,30 This finding is particularly relevant when little information about
an individual’s trustworthiness is available, such as at the start of a supervisory
relationship.29,31 Especially at the start of residency-training, supervisors’
propensity to trust, experiences and their resulting supervisory strategies may thus
impact on the extent to which trainees are allowed control over their own learning
and supervision processes, and, consequently, on the supervisory relationship,
effectiveness of supervision, and learning outcomes.18
Hence, our findings not only highlight the importance of creating a safe working
and learning climate for the sake of patient safety and competence development,
they also underline the need for faculty development programmes that engage
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supervisors to reflect on their individual entrustment strategies and on how these
might influence trainee learning and the supervisor-trainee relationship. More
specifically, supervisors need to be aware that their individual experiences,
conceptions, and beliefs influence their approaches to entrustment and,
consequently, foster or limit trainees’ learning opportunities. Therefore, to ensure
that entrustment strategies are well aligned with the needs of all stakeholders, it
seems especially important that supervisor and trainee regularly discuss and
explicate mutual expectations and responsibilities regarding the supervision
initiative in workplace learning.
Our findings clearly show the role of generic qualities in the assessment of trainee
trustworthiness. To further support the robustness of entrustment decisions and
trainee learning, monitoring and provision of feedback on generic trainee
qualities may be needed, especially at - but not limited to - the start of residency.
However, assessment tools may not easily capture these qualities. The utility of
common workplace-based assessment tools using entrustment scales, such as
DOPS or mini-CEX, may be limited as they tend to focus on task-specific
performance. Therefore, assessment programmes may need to ensure
incorporation of instruments that capture generic trainee trustworthiness qualities
as a starting point for a meaningful feedback dialogue on trust, entrustment, and
the trainee’s development toward autonomous and self-regulated professional
practice.

Strengths and limitations
In this longitudinal, in-depth study, naturalistic data from observations in clinical
practice were completed by semi-structured interviews with supervisors to explore
the underlying reasoning in entrustment decision making. The study is a singlecentre study, which may limit the generalizability of our findings. As participation
was voluntary, self-selected supervisor-trainee pairs might have been more
interested in the study’s topics than others. However, as we were able to observe
both differences as well as similarities in supervisors’ approaches to entrustment
in this study sample, self-selection did not seem to have an important effect on
our results. Participants included in the study were only involved in long-term,
one-on-one educational relationships, which may limit the transferability to other
educational relationships. Our sample size was small. However, our rich and
practice-based dataset enabled us to link observed behaviours with supervisors’
perspectives and experiences in the specific context of GP practice. The
researchers’ presence may have influenced the results as participants may have
acted differently than they otherwise would have. During the individual interviews,
supervisors were invited to reflect on their cognitions and feelings when making
entrustment decisions while being observed. Based on supervisors’ reflections and
our observations in daily practice we did not have the impression that supervisors
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acted differently as they would normally do (for instance by sticking to guidelines
more often).

Future research
Future research on the perspectives and strategies of GP trainees regarding
entrustment decisions may complement our work. In GP residency-training, where
supervisor-trainee relationships are typically long-term and one-on-one,
individual supervisor and trainee interactions may have a stronger influence on
entrustment decisions than they likely have in short-term relationships with
multiple supervisors in hospital-based settings. Additional research in other
clinical settings may therefore further our understanding of early entrustment
decision-making in residency-training.
In conclusion, our study underscores that supervisors may use various strategies to
establish and maintain a safe working and learning climate for all stakeholders,
conditional for trustworthy entrustment decisions. Explicit attention to cultivating
trainees’ generic trustworthiness qualities in meaningful feedback dialogues as
well as mutually agreed upon expectations and discussions about preconditions
for entrustment are key, especially at the beginning of residency training.
Establishing an educational alliance in which entrustment is the subject of
ongoing trainee-supervisor conversations is essential to achieve and maintain and
optimal balance between trainee learning and patient safety.
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Supplemental materials
Appendix A. Phase 1: Protocol non-participant observations of
entrustment in clinical practice
Goal: to gather naturalistic data on the early entrustment of clinical tasks in
clinical practice.
Method: non-participant observations for two whole working days in the first
weeks of training.

Approach to performing observation
•
•

Non-participant or passive observation: act as an observer, without
interacting directly with the participants in the setting.
Development of fieldnotes that contain:
- Descriptive information, in which factual data are documented [e.g., date
and time] and the settings, actions, behaviors, and observed clinical
situations;
- Reflective information, in which thoughts, ideas, questions, and concerns
are documented when conducting the observation.

Activities for observation
All daily activities in GP practice:
•
•
•
•
•

Medical co-workers’ triaging activities: applied strategies for decision making
on which patients are to be seen by trainee
Trainees´ and supervisors’ patient encounters and house calls
Informal discussions between stakeholders involved in practice, e.g. during
breaks
Daily debriefing sessions between trainee and supervisor: Oversight
discussion of patients that are seen by the trainee that day.
Learning conversations: (weekly) discussion of themes that appear to be
relevant for supervisor and/or trainee to discuss.

Focus of observation in entrustment:
•

Level of supervision in trainees’ task performance:
- Direct Supervision: The supervising physician is physically present with the
trainee and patient.
- Indirect Supervision:
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With direct supervision immediately available – The supervising physician is
physically within the confines of the site of patient care, and is immediately
available to provide direct supervision.
With direct supervision available – The supervising physician is not physically
present within the confines of the site of patient care, but is immediately
available via telephonic and/or electronic modalities, and is available to
provide direct supervision.
Oversight – The supervising physician is available to provide review of
procedures/encounters with feedback provided after care is delivered.
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Appendix B. Phase 2: Semi-structured interview about the early
entrustment of clinical tasks
Building on the themes that were identified and discussed in the observation
rounds the first part of this interview guide contains general questions on trust,
entrustment decisions, and strategies used. The second part (not included)
comprises probing questions about entrustment decisions in the specific situations
observed during phase 1, aimed to gain a better understanding of individual
supervisors’ thoughts, feelings, and experiences.

1. [General introduction]
•

What factors are, in your opinion, at play when entrusting clinical tasks to
a trainee?

2. [Propensity to trust]
•
•
•

•

•

In general, do you easily entrust? Could you please elaborate on that?
Could you share your view on the entrustment of tasks to trainees in your
practice?
In general, what role does your view on the entrustment of clinical tasks
play when actually entrusting tasks in daily practice?
o And, more specifically, how does this influence the entrustment of
tasks to your current trainee?
How do you experience the entrustment of clinical tasks to trainees in
general? Could you elaborate on that?
o How is this for your current trainee?
In general, do you consider the entrustment of clinical tasks to trainees a
risk?
o How is this for your current trainee?

3. [Previous experiences]
•

•

Do your previous experiences with supervision of trainees affect the
entrustment of tasks to your current trainee? Could you elaborate on
that?
Could you give an example of previous experiences with supervising
trainees that influenced your decision to entrust (or not to entrust) a
clinical task to a trainee?
o How is this for your current trainee?
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4. [Entrustment decisions]
•

Who decides on the level of supervision of entrusted clinical tasks? How is
this decision made in daily practice? And how is this decision
communicated?

5. [Entrustment process]
•
•

•

•

•

•

Could you describe the course of the entrustment process in the first few
weeks of residency in general? How is this for your current trainee?
Could you describe how house calls are generally entrusted in the first
few weeks of residency? How do you decide whether to make house calls
together with your trainee or to let the trainee make them independently?
o How is this for your current trainee?
How do you communicate with your trainee regarding the way you
supervise and how tasks are entrusted? Could you give an example?
o How is this for your current trainee?
Who takes the initiative to increase or decrease supervision of the
trainee? Could you elaborate on this?
o How is this for your current trainee?
In which situations do you expect your trainee to consult you or to ask for
supervision, for instance regarding consultations or house calls? Do you
make agreements regarding when and how to ask for advice or
supervision?
In the first few weeks of residency, did you feel the GP training institute
had any expectations regarding the entrustment of tasks to the trainee?
Could you please elaborate on this?

6. [Assessment of trainee trustworthiness]
•

•

•

How do you assess your trainees’ trustworthiness? Are there specific
trainee qualities that, in your opinion, influence trainees’ trustworthiness?
Is the trust in your trainee permanent or does it fluctuate according to the
circumstances?
o How is this for your current trainee?
Are there any specific moments or events of importance when assessing
trainees’ trustworthiness? Could you please elaborate on that?
o How is this for your current trainee?
Could you give some examples of experiences you had with trainees that
led to entrusting (or, in contrast, not entrusting) a task to these trainees?
o How is this for your current trainee?
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7. [Assessment of which tasks to entrust]
•

•

•

In general, how do you assess which tasks you can (or cannot) entrust to
your trainee? What tools do you use? And how do you use these?
o How is this for your current trainee?
Do you use direct observations or video observations? If yes, for what
purpose do you use these observations? Could you please elaborate on
that?
Who takes the initiative to perform observations? Are agreements made
on who should take the initiative? How do you experience the current
agreements on this topic?
o How is this for your current trainee?

8. [Self-evaluation of the entrustment process]
•
•

How did you experience the course of the entrustment process for your
current trainee? Could you elaborate on that?
In retrospect, would you like to have acted differently regarding the
course of the entrustment process of your current trainee? Could you
please elaborate on that?
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Abstract
Background
Direct observation of clinical task performance plays a pivotal role in competency-based
medical education. Although formal guidelines require supervisors to engage in direct
observations, research demonstrates that trainees are infrequently observed. Supervisors
may not only experience practical and socio-cultural barriers to direct observations in
healthcare settings, they may also question usefulness or have low perceived self-efficacy
in performing direct observations. A better understanding of how these multiple factors
interact to influence supervisors’ intention to perform direct observations may help us to
more effectively implement the aforementioned guidelines and increase the frequency of
direct observations.
Methods
We conducted an exploratory quantitative study, using the Theory of Planned Behaviour
(TPB) as our theoretical framework. In applying the TPB, we transfer a psychological theory
to medical education to get insight in the influence of cognitive and emotional processes
on intentions to use direct observations in workplace based learning and assessment. We
developed an instrument to investigate supervisors intention to perform direct observations.
The relationships between the TPB measures of our questionnaire were explored by
computing bivariate correlations using Pearson’s R tests. Hierarchical regression analysis
was performed in order to assess the impact of the respective TPB measures as predictors
on the intention to perform direct observations.
Results
In our study 82 GP supervisors completed our TPB questionnaire. We found that
supervisors had a positive attitude towards direct observations. Our TPB model explained
45% of the variance in supervisors’ intentions to perform them. Normative beliefs and past
behaviour were significant determinants of this intention.
Conclusion
Our study suggests that supervisors use their past experiences to form intentions to perform
direct observations in a careful, thoughtful manner and, in doing so, also take the
preferences of the learner and other stakeholders potentially engaged in direct
observations into consideration. These findings have potential implications for research
into work-based assessments and the development of training interventions to foster a
shared mental model on the use of direct observations.
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Background
Direct observation (DO) by supervisors of trainee clinical task performance plays
a pivotal role in competency-based medical education.1 DO is a prerequisite for
both high-quality learning and robust decision-making on a learner’s
competence development.2 It can serve as a method to monitor trainee day-today performance and provide supervisors with important information that can be
used to give feedback on a variety of competencies required for safe patient
care.3-8 Hence, DO not only serves as an indispensable tool to warrant the quality
of patient care, it also enables decisions about levels of entrustment in task
performance, to maximally foster trainee learning.9 Consequently, incorporating
DO in medical training programmes is strongly recommended.9,10
However, a substantial body of research has demonstrated that trainees are
infrequently observed during clinical interactions with patients.4,11-15 Research
findings point to a broad range of factors that potentially inhibit supervisors’
engagement in DO of clinical performance. First, as the workload in healthcare
settings is typically high, supervisors may consider DOs of trainees timeconsuming and inefficient.16 Second, studies have shown that supervisors’
initiation of DO may conflict with trainees’ pursuit of independence and
autonomy (being core values in medicine), emphasizing the role of socio-cultural
factors in clinical education.17,18 Third, supervisors may feel that trainees alter
their behaviour during the observation, thereby raising concerns that DOs assess
the ‘shows how’ level rather than what trainees actually ‘do’ in clinical
practice.19,20 Finally, recent research has suggested that supervisors may perceive
low self-efficacy in performing observations of clinical performance and the
provision of feedback.19,21
Altogether, although formal guidelines encourage and maybe even require
supervisors to perform DOs, practical, socio-cultural as well as personal barriers
may underlie the lack of DO reported in the medical education literature. To
better understand supervisors’ actual performance of DOs, we set out to study
supervisors’ behavioural intention to perform DO. Intention as a key determinant
of action has proved invaluable for researchers concerned with behaviour and
behavioural change. Numerous correlational studies in different fields have
indicated that intentions predict actual behaviour.22-25 The Theory of Planned
Behaviour (TPB)24 has been used extensively and successfully to investigate the
relations between behavioural intentions and its underlying beliefs in the fields of
health promotion26-29, patient care30-34 and medical education.35-37 In this study,
the TPP will be applied to systematically examine and understand the factors
associated with supervisors’ intention to observe trainees in the clinical workplace.
Findings may thereby support the implementation of guidelines in order to
increase the use of DO.
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Method
The TPB proposes that human behaviour is guided by three categories of beliefs:
behavioural, normative and control beliefs. Behavioural beliefs are about the
perceived consequences of the behaviour. These beliefs influence one’s attitude
towards the respective behaviour either positively or negatively. Normative beliefs
are about expectations from other people, resulting in perceived, subjective social
norms. Control beliefs are about the presence of factors that may facilitate or
inhibit intended behaviours, giving rise to perceived behavioural control. The
result of these three categories of beliefs combined, that is, attitude towards the
respective behaviour, subjective norms and perceived behavioural control, leads
to the formation of a behavioural intention.
Our application of the TPB followed the five consecutive stages described in the
manual by Francis and colleagues (2004): (1) definition of the behaviour of
interest; (2) identification of participants and context; (3) instrument development:
TPB questionnaire item generation; (4) data collection; and (5) statistical
analysis.38

1. Definition of the behaviour of interest
Using the TACT (Target, Action, Context and Time) principle, we defined the
behaviour of interest as: performing direct real-time observations of trainees and
providing feedback by supervisors during workplace-based medical residency
training.39

2. Identification of participants and context
Participants were General Practice (GP) supervisors from two GP specialty training
institutes in the Netherlands (Maastricht and Leiden). During years 1 and 3 of the
three-year postgraduate GP training programme, trainees spend four days per
week in general practice where a GP supervisor monitors, coaches and assesses
their competence development.

3. Instrument development: TPB questionnaire item generation.
Our 56-item web-based questionnaire (Additional file 4.1) consisted of three
parts, namely a general introduction that contained the definition of the
behaviour of interest, five items on demographic variables and 51 TPB
statements. In line with recommendations, questionnaire items addressed
respondents’ attitude, subjective norms and perceived behavioural control (Figure
4.1) both directly, by asking questions about their attitude, perceived norms and
control in general, and indirectly, by asking questions about underlying specific
beliefs.38,39 Beliefs emanated from three audio recorded focus groups with in total
21 GP supervisors.38,40 Data generated from the focus groups were transcribed
verbatim and qualitatively coded with the aid of Nvivo software.41 According to
principles of qualitative data analysis, three researchers (AT, MG, LJ)
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independently categorized codes into themes and used the belief categories of the
TPB (i.e., behavioural, normative, control) as a preliminary coding framework.
Discrepancies in the coding process were resolved through constant comparison
and discussion within the research team.42.After that, themes were listed in order
of frequency. These themes were used to generate questionnaire items in order
for the final TPB questionnaire to cover 75% of the cumulative frequency of all
beliefs that were reported in the focus groups.39 As recommended, the
behavioural and normative beliefs were converted into two types of items; one set
of statements about behavioural beliefs and corresponding behavioural outcome
evaluations and one set about normative beliefs and corresponding motivation to
comply.38 Congruent with previous research studies, for instance by de Vries et
al.43, we utilised Bandura’s measures of self-efficacy to operationalise control
beliefs within the TPB questionnaire.43,44
Since extensive research has demonstrated that past behaviour has a residual
effect on intentions after controlling for other TPB measures, we chose to include
‘past behaviour’ as a determinant of the intention to perform DOs.24,45-47
Likewise, we included perceived social pressure (a perceived urge to adopt a
behaviour) and modelling (seeing others perform a behaviour) as these factors
may influence people’s intention to engage in the respective behaviour, extending
the impact of subjective norms.48 With the addition of these extra measures we
composed an extended TPB model to explore and predict supervisors’ intentions
to engage in DOs of trainee performance in the clinical workplace (Figure 4.1).
All items were assessed on 7-point Likert scales and had defined anchors at the
extremes (e.g. good-bad).38 The only exception were the control beliefs, and as
recommended by Bandura (2006), these were rated on a 100-point scale
ranging from 1 (great uncertainty) to 100 (complete certainty) with 10-unit
intervals.49
All members of the research team pre-tested a preliminary 65-item questionnaire
for clarity, understanding, applicability and feasibility. Items were rephrased and
when necessary deleted until no new recommendations for improvement were
given. Next, the 56-item questionnaire was pilot tested by 10 GP supervisors,
following which two more items were rephrased.
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Step 1**

•
•
•
•
•

Demographic characteristics
GP training institute
Age
Gender
Years of experience as GP
Years of experience as supervisor

Step 2**

Step 3**

Indirect
measures

Direct
measures

Behavioural beliefs

Attitude

Normative beliefs

Subjective norms

Intention

Behaviour

Social pressure
Modelling
Control beliefs (CB)
CB_factor 1

Control beliefs (CB)
CB_factor 2

Perceived behavioural control

Past behaviour

Figure 4.1

Step 4**

Extended* TPB model for the prediction of intention of supervisors to perform direct
observations in the clinical workplace. * The original TPB model (in italics) is extended by
the ‘Social pressure’,’ Modelling’ and ‘Past behaviour’ measures; ** We performed these
steps in the hierarchical regression analysis described in the Results section.

4. Data collection
We used consecutive sampling from a list of 472 supervisors (all active GP
supervisors of the institutes in Maastricht and Leiden) to obtain 200 potential
respondents.38 They were invited by email to complete the web-based TPB
questionnaire between June and October 2017. Non-responders received email
reminders after two and four weeks. The data collection period ended two months
after the questionnaire was first emailed.

5. Statistical analysis
Since one questionnaire form had two missing values, we replaced these with the
respondent’s mean score for the remaining items within that measure. Where
applicable, negatively keyed items were reverse coded to ensure that all items
were in the same direction.38
We calculated descriptive statistics for the following demographic characteristics:
age, gender and years of work experience as a practising GP and GP supervisor
(see Table 4.1). For each of the indirect and direct measures of ‘attitude’,
‘subjective norms’, ‘perceived behavioural control’ and ‘intention’, we calculated
item-to-total correlations with the goal of eliminating items that were not related
to the same measure. Following item elimination, we estimated the internal
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consistency (Cronbach’s coefficient α) of the direct measures; an α of >0.60 was
considered as acceptable.38 We subsequently calculated the means and standard
deviations of the composite scores regarding the direct measures of attitude,
subjective norms, perceived behavioural control and intention.38
We did not perform a reliability analysis of the indirect, belief-based measures as
Ajzen24 stated that internal consistency is not a necessary feature of these
measures because ‘beliefs towards a behaviour can be ambivalent when a
behaviour is likely to produce both positive and negative outcomes’. As the
‘control beliefs’ measure consisted of 12 items, and self-efficacy is, according to
Bandura, a multifaceted concept49, we performed an exploratory factor analysis
to check for potential separate intercorrelated subscales. We used an oblimin
rotation (delta=0) in order to optimise the interrelated pattern of factor loadings
of the control belief items.50 According to the guidelines, the criteria for factor
loading cut-offs were >0.5 (good), >0.6 (very good) and >0.7 (excellent).51
Identified subscales were treated as distinct measures in the analysis. For the
analysis of the other indirect, belief-based measures we defined composite
scores: we weighted (multiplied) each behavioural belief by the corresponding
score for outcome evaluation and each normative belief by the corresponding
score for motivation to comply. Finally, we summed the weighted beliefs to create
a composite score for the behavioural and normative beliefs respectively.38 As the
TPB model contains theoretical measures that are assumed to be interrelated, we
also explored the relationships between the TPB measures of our questionnaire by
computing bivariate correlations using Pearson’s R tests.
In order to assess the impact of the respective TPB measures as predictors on the
intention to perform DOs, we did a hierarchical regression analysis.39 We
checked the assumptions for linear regression analysis (linearity, independence,
normal distribution and equal variance of residuals51). We subsequently
calculated standardised beta weights to examine the contribution of the different
predictors to the regression equation. As a first step, the demographic variables
were entered into the model, followed by the indirect measurements of ‘attitude’,
‘norms’ and ‘control beliefs’ at step two (see Figure 4.1). In the third step, we
added the direct measurements of ‘attitude’, ‘subjective norms’, ‘social pressure’,
‘modelling’ and ‘perceived behavioural control’. Finally, we entered the ‘past
behaviour’ measure into the regression equation. We performed all statistical
analyses using SPSS, version 25.52

Results
The net response rate was 41% (N=82). As can be inferred from Table 4.1,
presenting the descriptive demographic features of participants, our sample had
a relatively equal distribution of age, gender and training institute. Additionally,
78% of participants reported that they had performed more than three DOs over
the past three-month period.
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Table 4.1

Demographic variables of GP supervisors (N=82).

Demographic variable

N (%)

Training institute
Maastricht
Leiden

49 (60)
33 (40)

Age (years)
31-40
41-50
51-65

8 (10)
33 (40)
41 (50)

Male
Female

47 (57)
35 (43)

6-10 years
>10 years

7 (9)
75 (91)

0-5 years
6-10 years
>10 years

23 (28)
33 (40)
26 (32)

Gender

Experience as GP
Experience as supervisor

Assessing the structure of the measures in the TPB-questionnaire
Based on reliability analyses of the direct measures of the TPB questionnaire, the
Cronbach’s α values were 0.92 for intention, 0.75 for subjective norms, 0.73 for
attitude, and 0.65 for perceived behavioural control, indicating that the internal
consistency values ranged from satisfactory to very good across our sample.38
Scores for the control belief1 items were normally distributed among the
questionnaire scores, a precondition for using the maximum likelihood extraction
method in the exploratory factor analysis.50 A scree plot of the extracted factors
pointed to the presence of two separate factors in the data, with Eigenvalues of
4.0 and 1.8 respectively. CB factor 1 contained four suitable loadings and CB
factor 2 contained five suitable loadings (Table 4.2). These two factors were
iteratively interpreted by four team members (AT, MG, IM, LJ). The best fitting
descriptive label for CB factor 1 (4 items) was found to be ‘self-confidence in
performing the task of DO’ and for CB factor 2 (5 items) ‘feelings of stress
induced by practical conditions that limit the performance of DOs’. We treated
these two factors as distinct measures in the analysis of the TPB questionnaire.
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Exploratory factor analysis of control beliefs in the TPB model.

Control beliefs

Factor loadings*
CB factor CB factor
1
2

I can perform direct observations of the trainee when/if…
I am busy
I am not feeling comfortable
Trainees have a specific question for feedback
Trainees avoid direct observations
Clear assessment criteria are available to perform direct observations
I feel the need to give a critical assessment
I am trained in performing direct observations
I have the feeling that performing direct observations is disturbing the contact
between trainee and patients
I do not know what to assess
I have the feeling that my roles as supervisor and assessor are in conflict
I have the feeling that a trainee experiences direct observations as an
assessment
I have the feeling that I am confronted with shortcomings in my own
consultations

-.047
-.031
.108
.265
-.077
.266
.405
.435

.721
.636
.536
.532
.502
.211
.259
.087

.703
.704
.746

.048
-.100
-.040

.791

-.111

*Significant factor loadings in bold.

Determinants of supervisors’ intention to perform DOs
The means, standard deviations and correlations between the extended TPB
measures are presented in Table 4.3. On average, participants reported a strong
intention to perform DOs, and a positive attitude, positively perceived subjective
norms and a relatively high perceived behavioural control towards performing
DOs (all mean scores above five on a seven-point scale, Table 4.3). A significant
and positive correlation between intention and all indirect and direct measures in
the TPB model was revealed. Furthermore, the indirect, belief-based measures
were all positively and significantly correlated with their corresponding direct
measurements. Likewise there was a significant correlation between control
beliefs (total) and its direct measure ‘perceived behavioural control’(r=.33,
p<0.01). But, unlike CB factor 2 (‘feelings of stress induced by practical
conditions that limit the performance of DOs’, r=.56, p<0.01), CB factor 1 (‘selfconfidence in performing the task of DO’) had no significant correlation with
perceived behavioural control (r=.06, ns). From the additional measures only
past behaviour had a significant correlation with intention; there was no
significant correlation between intention and the measures ‘social pressure’ and
‘modelling’. However, there was a positive correlation between modelling and
normative beliefs and a negative correlation between social pressure and
supervisors attitude towards performing DOs.

.39**
.44**
.28**
.49**
.47**
.33**
.24*
-.05
.33**
.09

.43**
.31**
.38**
.23*
.42**
.32**
.36**
.0
.08
.36**
.37**
.12
.13
.06
.23*
.38**
.15
.42**
-.04
-.05

3.

.81**
.76**
.22*
.14
-.10
-.08
.33**
-.01

4.

.32**
.05
.20
-.03
-.05
.06
-.06

5.

.38**
.23*
-.22*
-.12
.56**
.14

6.

.23*
-35**
.02
.33**
.07

7.

.21
.17
.10
.43**

8.

.09
-37**
.05

9.

-.02
.02

10.

.15

11.

Mean
6.62
5.03
4.73
54.66
50.54
54.66
5.33
5.35
3.40
4.83
6.15
784

SD
.81
.70
1.0
16.02
24.15
18.35
1.31
1.15
1.77
1.16
.70

Range
1-7
1-7
1-7
0-100
0-100
0-100
1-7
1-7
1-7
1-7
1-7

Numbers in the first horizontal row correspond with the numbers and labels in the first vertical column. 1CB factor 1: control beliefs factor 1; 2CB factor 2:
control beliefs factor 2; 3PBC: perceived behavioural control; 4% of supervisors performing more than three direct observations over the past three-month
period; ** Correlation significant at 0.01 level;* Correlation significant at 0.05 level.

2.

1.

Correlation matrix and descriptive statistics for measures of the extended TPB model.

N=82
Intention
Behavioural beliefs
Normative beliefs
Control beliefs (total)
CB factor 11
CB factor 22
Attitude
Subjective norms
Social pressure
Modelling
PBC3
Past behaviour

Table 4.3

84
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Predicting supervisors’ intention to perform DOs
We conducted a four-step hierarchical regression analysis to test the impact of the
measures of the extended TPB model on the prediction of supervisors’ intention to
perform DOs (Table 4.4). In the first step of the analysis, we entered the
demographic variables into the predictive equation. The demographic variables
did not account for a statistically significant proportion of the variance in intention
(R2 change=0.02, F(5,76)=0.37, p=0.87). Entry of the indirect measures of the TPB
in step 2 resulted in a statistically significant increase in the variance explained
(R2change=0.29, Fchange(4,72)=3.56, p<0.01). Normative beliefs (i.e. beliefs about
the normative expectations of other people) and CB factor 2 (i.e. feelings of stress
induced by practical conditions that limit the performance of DOs) had a
significant positive beta weight of .30 and .25 respectively, reflecting their
contribution to the predictive equation. Behavioural beliefs (β=.18) and CB factor
1 (β=.03) were not significantly related to intention. At step 3, the addition of the
direct measures resulted in a further increase in the variance explained
(R2change=0.8, Fchange (5,67)=2.76, p= .31); the weighted betas of all single
measures were no longer significant, indicating no single measure had a
significant contribution in the predictive equation of the intention to perform DOs.
At step 4, entry of the additional variable ‘past behaviour’ resulted in a further
statistically significant increase of 8% in the variance explained to 45%
(R2change=0.8, Fchange (1,66)=3.57, p=.003). Moreover, both normative beliefs
(β=.27, p<0.05) and past behaviour (β=.33, p<0.01) had a statistically
significant beta weight.
Table 4.4

Step
1.

2.

3.

4.

Determinants of the intention to perform direct observations resulting from a hierarchical
regression analysis (N=82). (Additional File).

Determinants
Demographics
Training institute
Age
Gender
Experience as GP
Experience as supervisor
Indirect measures
Behavioural beliefs
Normative beliefs
CB Factor 1
CB Factor 2
Direct measures
Attitude
Subjective norm
Social pressure
Modelling
PBC1
Additional variables
Past behaviour

R2

.02

.31

.37

.45

R2change Fchange
.024
.37

Step 1
.01
.02
-.11
.08
-.14

.29

.08

.08

Standardised betas
Step 2
Step 3

Step 4

.44
-.07
-.12
.17
-.06

.08
-.03
-.03
.11
-.08

.10
-.01
-.04
.11
-.07

.18
.25*
.03
.30*

.12
.19
.09
.13

.11
.27*
.10
.13

.09
.14
.12
-.01
.26

.11
-.01
.12
-.01
.22

7.43**

1.21

9.76**

.33**

1PBC: perceived behavioural control; ** correlation significant at 0.01 level;*correlation significant at
0.05 level.
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Discussion
Our findings suggest that the extension of the TPB model with the past behaviour
measure enabled our understanding of the determinants that may influence
supervisors’ intention to perform DOs. Our model appeared to explain 45% of
the variance in supervisors’ behavioural intentions, which is consistent with
findings from meta-analytic reviews on the efficacy of the TPB.25,53 Besides past
behaviour, normative beliefs emerged as a significant determinant of supervisors’
intention to perform DOs. Furthermore, consistent with the theoretical framework
of the TPB, we found a significant and positive correlation between intention and
all indirect and direct measures in the TPB model. The indirect, belief-based
measures were all positively and significantly correlated with their corresponding
direct measures, thereby confirming the validity of the indirect measures in our
TPB model.
An important finding from our study was the significant contribution of ‘past
behaviour’ to supervisors’ intention to perform DOs. Several TPB studies have
found that past behaviour helps to predict the intention to exhibit future
behaviour, even after all determinants of the TPB model have been accounted
for.24,25,45,46,54 Ouelette et al. (1998) suggested that there are two potential routes
through which past behaviour affects future behaviour.46 The first is through
performance in stable and predictable settings, where behaviour can become
automatic and habitual. In such situations, the frequency of past behaviour
reflects habit strength and has a direct effect on future behaviour.46 Examples of
such behaviours are coffee consumption or seat belt use. The second route is
more applicable to the behaviour of interest in our study, that is, performing DOs
in the typically unpredictable and complex setting of clinical practice. This route
requires deliberative reasoning to initiate and display the behaviour. Ouelette et
al. (1998) found that in domains that encouraged deliberatively guided
behaviour, beliefs about other people’s normative expectations had a strong
impact on intentions.46 These results echo our findings that both past behaviour
and normative beliefs are significant determinants of supervisors’ intention to
perform DOs.
In our study, supervisors’ beliefs about the normative expectations of other people
appeared to be a more important determinant of the intention to engage in DOs
than beliefs about the consequences and beliefs about self-confidence or
controllability. Our measurement of normative beliefs specifically reflected
supervisors strongly feel that learners, supervisor colleagues, residency training
institute and patients expect them to engage in DOs. This finding is supported by
a positive correlation between modelling (perceiving that other supervisors
perform DOs) and normative beliefs. Furthermore, it is in line with the negative
correlation of perceived social pressure with supervisors attitude towards
performing DOs, which may express that supervisors consider themselves as
highly autonomous functioning professionals, both in GP practice and in the oneon-one training of trainees. Our findings resonate with TPB studies in other fields
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showing that behaviours that have potential implications for others -as well as
self- are influenced more by normative beliefs than by behavioural beliefs.
Kortteisto et al.(2010), for example, found that normative beliefs were the most
important factor inducing nurses to use clinical guidelines when making treatment
decisions.30 Similar results were reported in a study by Steadman et al. (2002) on
attendance at preventive screening.55

Strengths and limitations
To our knowledge, this is the first theory-driven study to explore and predict
supervisors’ intention to engage in DOs in a complex clinical setting using a
theory-informed (TPB) questionnaire.38,39
Several limitations need addressing. First, the response rate of 41% was
moderate, a common challenge in questionnaire studies.38,56 The distribution of
participants’ demographic features was similar to those found in other GP
specialty training institutes in the Netherlands.57 We had to include at least
40 items in our questionnaire as this is considered a minimum for TPB research.40
The incorporation of additional measures (past behaviour, social influence and
additional control belief items) led to a questionnaire that comprised 56 items.
Our survey length may have influenced respondents’ acceptance of the
questionnaire since response rate tends to be negatively correlated with the
number of items used.56 Despite the modest response rate, however, a sample
size of over 80 participants is deemed acceptable in TPB research.38,51 Second, we
conducted our study in a postgraduate medical specialty training setting
characterised by long-term one-on-one relationships between supervisors and
trainees. However, the transferability of the present findings to other medical
specialties and work-based learning settings may be restricted. Hospital-based
supervisors, in contrast, typically have short-term contacts with multiple trainees
who potentially have different normative expectations that must be met. Although
in these circumstances it is equally important that a shared understanding of the
role of DOs be fostered, normative beliefs may have a less significant effect on
supervisors’ intention to perform DOs. Finally, recently authors addressed some
limitations on the use of the TPB.58,59 Although behavioural intention has been
shown to be a valid proxy measure of actual behaviour22-25, we measured
intentions rather than actual behaviour. In this respect, the TPB is a continuum
model in which influential predictor variables are typically combined into one
linear prediction equation that places individuals along a continuum of behaviour
likelihood, in our case supervisors performance of DOs. However, continuum
models typically do not account for the postintentional phase in which goals are
translated into action.59 Future research addressing postintentional beliefs may
provide further insight in the relationship between intention and actual behaviour.
In addition, information on the frequency of supervisors performing DOs in our
setting is lacking. Consequently, we were not able to use our extended TPB model
to explore the intention-behaviour correlation, nor to predict actual behaviour yet,
which remains a challenge for future research.
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Implications for practice and research
Our findings show that, in the complex context of postgraduate training for
general practice, supervisors use their past experiences to develop intentions in a
thoughtful manner and, in doing so, also take the preferences of the learner and
other stakeholders in residency training into account. Supervisors are more
inclined to engage in DO if they feel that others, among which learners, expect
DO to be part of residency training. As a consequence, supervisors’ intention to
perform DOs may rely on learners’ initiative to explicitly ask for it. However,
several studies have suggested that learners are ambivalent about being
observed. Reasons for this ambivalence as reported in the literature are that DOs
may conflict with their pursuit of independence and autonomy and that the
(formative and/or summative) purpose of the observation is not always
clear.17,18,60,61 Therefore, both supervisor and learner need a clear, articulated
and shared perspective on the role and use of DOs. By discussing and clarifying
underlying assumptions and beliefs, they may be able to overcome potential
barriers to the use of DOs and develop a shared understanding of the role of
DOs in learning and assessment. Our findings illustrate that the training institute
may also influence supervisors’ intention to perform DOs. To improve
observations of clinical performance but also to foster a shared mental model on
the use of DOs in postgraduate medical training programmes, we recommend
that training institutes articulate their expectations regarding supervisors’
engagement in DOs more clearly, explicitly and consistently. By translating their
normative expectations into ongoing training and coaching of supervisors,
training institutes may effectively contribute to the enactment of supervisor
intentions into actual performance of DOs. Such regular training should not only
include sessions on how to effectively conduct DOs but also provide guidance as
to how to foster the shared responsibility of learner and supervisor in planning
them.62 Similarly, our results emphasise the role of supervisor colleagues in
promoting DOs in residency training. DO group training with supervisor
colleagues may therefore not only improve supervisors’ technical skills and selfefficacy regarding the performance of DOs, it may also encourage supervisors to
perform DOs more frequently by making them part of a community of supervisors
with similar roles and tasks.63,64
Our exploratory quantitative approach has yielded useful directions for further
research on DOs and other deliberately guided behaviours. Such research, and
pedagogical action research in particular, may more clearly delineate the impact
of normative expectations of various stakeholders on supervisors’ use of DOs.
Accurate registration of DO frequency in daily practice is needed to explore the
link between supervisors’ intention to perform DOs and their actual behaviours
and to study the efficiency of training interventions.

Conclusion
This study helps to expand current knowledge in the emerging field of workplace
based learning in clinical practice. It enhances our understanding of the
processes inhibiting and facilitating supervisors’ intention to perform DOs.
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Understanding different expectations regarding the use of DOs could be an
important step to increase the frequency of DOs and in developing a shared
mental model on their use in workplace-based learning.
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Abstract
Purpose
In medical residency, performance observations are considered an important strategy to
monitor competence development, provide feedback and warrant patient safety. The aim
of this study was to gain insight into whether and how supervisor-resident dyads build a
working repertoire regarding the use of observations, and how they discuss and align
goals and approaches to observation in particular.
Methods
We used a qualitative, social constructivist approach to explore if and how supervisory
dyads work towards alignment of goals and preferred approaches to performance
observations. We conducted semi-structured interviews with supervisor-resident dyads,
performing a template analysis of the data thus obtained.
Results
The supervisory dyads did not frequently communicate about the use of observations,
except at the start of training and unless they were triggered by internal or external factors.
Their working repertoire regarding the use of observations seemed to be primarily driven
by patient safety goals and institutional assessment requirements rather than by providing
developmental feedback for learning.
Discussion and conclusion
To unlock the full educational potential of performance observations, and to foster the
development of an educational alliance, it is essential that supervisory dyads and the
training institute communicate about these observations to align their goals and respective
approaches.
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Introduction
In medical residency training, observation of residents’ clinical performance is an
important strategy to support the provision of feedback for learning, enable highstakes decision-making about competence development and to guarantee highquality patient care.1-5 Continuous use of observations throughout medical
training programmes is therefore strongly recommended.6,7
Despite its importance, however, observing resident performance does not seem
to be habitual practice.7-10 The literature has suggested that several factors may
undermine the use of observations in residency training, such as tensions between
patient safety and the need for residents to learn from their mistakes, as well as
between direct supervision needs and residents’ quest for autonomy.1,10-16
Hence, supervisors and residents may have similar but also diverging goals and
preferential strategies for achieving these goals when engaging in observations of
clinical performance. When misaligned, these differences may inadvertently
impact on training outcomes. Indeed, it is increasingly recognised that effective
performance observations require a supervisor-resident relationship that is
primarily based on collaboration and trust.17,18 To foster learning in the
workplace, moreover, such a relationship must be a two-way process in which
clear communication, openness and agreement about goals and tasks are
paramount.19,20 Drawing an analogy with a therapeutic working alliance, Telio et
al. (2015) conceptualised the supervisor-resident relationship as an educational
alliance in which the unity of goals, agreement on the approach to reach these
goals and the perceived effectiveness of the supervisor-resident bond are
fundamental. If such an alliance is present, supervisors and residents will
communicate their individual goals regarding performance observations and
align their preferred approaches to reach these goals accordingly, potentially
leading to shared understanding, the formulation of common goals, and coconstruction of action plans. It is unknown, however, whether supervisory dyads
in residency training have already taken up such practice and if so, how.
The aim of this study was therefore to gain insight into if and how supervisorresident dyads work towards alignment of goals and approaches regarding the
observation of residents’ clinical performance. These insights can contribute to
our current knowledge about the formation of educational alliances in medical
residency training and may serve to further optimise the use and effectiveness of
observations in clinical workplace-based learning.

Method
Setting
This study was conducted in the three-year general practice residency training
programme at Maastricht University, the Netherlands. In the first and third years
of this programme, residents spend 4 days per week in general practice and
return to the training institute weekly for a 1-day release programme. In general
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practice, residents receive long-term and one-to-one supervision in the provision
of patient care. The assessment programme used to evaluate residents’
competence development is based on the CanMEDS competency framework21
and spans a variety of formative and summative assessment methods at all levels
of Miller’s pyramid.22 Single encounter assessments in the clinical workplace
(based on direct or videotaped observations of clinical encounters or case-based
discussions, for example) serve to document performance feedback in the
resident’s portfolio. In addition to these workplace-based assessments, the
portfolio also includes information from standardised institutional assessments,
including obligatory knowledge tests (twice a year) and a consultation test (midyear in year 1 and 3, respectively). For this latter test, a designated assessor from
the training institute assesses six self-selected, videotaped, real-life clinical
encounters following a strict legal protocol. Although the primary purpose of the
institutional assessments is to provide formative feedback, residents must follow a
remedial programme if their performance is perceived to be below expectations.

Participants and sampling
We selected participants from a pool of 24 supervisors who, at the time of data
collection, were active as supervisors in our region. We used purposive sampling
in order to include supervisor-resident dyads with differing years of supervisor
experience and from differing years of training (Table 5.1). We excluded residents
who had started their training programme only recently (<3 months), because
they had too little experience with the social process under scrutiny. Supervisors
were contacted by email to invite them and their residents to participate in this
study. Eight supervisor-resident dyads agreed to participate; residents were
equally distributed in terms of gender (four male; four female) and year of
training, their progress ranging from the 4th to the 12th month of the respective
year of training. Supervisors’ experience ranged from 2 to10 years; six
supervisors were male.
Table 5.1

Demographic information of participants in the semi-structured interviews.
Resident
(male/female)

Dyad 1
Dyad 2
Dyad 3
Dyad 4
Dyad 5
Dyad 6
Dyad 7
Dyad 8

Female
Male
Female
Male
Female
Female
Male
Male

Year (month) in
general practice
residency training
1 (10)
1 (11)
1 (5)
3 (10)
3 (12)
3 (10)
1 (5)
3 (4)

Supervisor
(male/female)
Male
Male
Male
Male
Female
Male
Male
Female

Years’ experience as a
general practice
supervisor
5
2
4
4
7
6
10
6
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Methodology and reflexivity
Our research team consisted of individuals with different areas of expertise and
perspectives on processes related to assessment and learning in the clinical
workplace. LJ is a general practitioner and educator; FM is a final year medical
student with personal experience of being observed during clerkships; AT is a
psychologist working at a general practice training programme; MG is a medical
educator involved in assessment design; AK and JM are general practitioners with
clinical supervisory experience; and CV is an educational psychologist. In
addition, all researchers have a record of accomplishment in medical education
research. We used a qualitative, social constructivist approach to explore if and
how supervisory dyads work towards alignment of goals and approaches to
observation of clinical performance. We recognised that the phenomenon under
scrutiny is subject to multiple interpretations, depending on the position of the
researcher, the participants and the research context.23,24 Yet, researchers’
knowledge of the study setting enabled them to provide depth of reflection and
interpretation. Throughout iterative cycles of data collection and analysis, they
acknowledged their individual perspectives and stances. They did so by regularly
discussing their findings from individual data collection and analysis within the
research team and by exploring how their personal interpretations contributed to
making meaning of the data.

Data collection and procedure
We collected our data from a series of semi-structured interviews with the
resident, the supervisor and the supervisor-resident dyad for each practice,
respectively. In the first two individual interviews, we explored supervisors’ and
residents’ preferences and the way they perceived individual goals and
approaches regarding the use of observations. In the final interview, we asked the
dyad to summarise their individual and perceived common goals and
approaches to the use of observations, before inviting them to reflect on their
viewpoints on if and how they worked towards alignment during residency
training. At the end of the dyad interview, one of the interviewers briefly
summarised and reflected on findings and invited the participants to comment on
these reflections.
We based our interview guide (Appendix 5.A) on relevant literature about
supervisor and resident perceptions regarding the use of observations in medical
residency training1,4,10,11,13,15,16,25 as well as on research on workplace interactions
between residents and supervisors.19,26-29 To prevent the use of restrictive or
guiding questions and optimise the informational value of the data collected, we
tested the interview guide in one practice setting. As this test only led to minor
revisions to our interview guide, we included the data from these interviews in the
final data set. Audio recordings of all interviews were transcribed verbatim and
anonymised prior to analysis. Two researchers (FM, LJ) conducted all interviews
together from December 2018-March 2019; the set of three interviews per
practice lasted between 80 and 120 minutes in total.
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Data analysis
We performed a template analysis of our data, for which we iteratively created a
series of templates consisting of hierarchically structured schemas of coded
themes.30-32 The researchers first defined a priori themes to explicate their
assumptions about possible themes in the data. LJ, FM, AT and MG then went on
to create the initial template based on the literature about performance
observations and workplace interactions. This template was then complemented
with themes resulting from a preliminary analysis of the first two series of
interviews. The resulting template served to summarise whether and how
supervisor and resident communicated and aligned their individual goals and
preferred approaches regarding observations. LJ and FM then modified the
template based on continued coding and frequent discussions with the research
team to assess the authenticity, comprehensibility and completeness of the
evolving template. To identify additional themes and to prevent early narrowing
of ideas, an additional researcher (AT) coded the transcripts pertaining to the
interviews with the fourth dyad. Throughout the coding process, LJ, FM, AT and
MG identified and discussed relationships between the themes within and across
dyads to develop a final template. After six interview series had been coded
(18 interviews), we concluded that the template sufficiently covered the themes
present in the interview data as we could not identify any new themes. To confirm
the final template (Appendix 5.B), we coded the two series of interviews
remaining. LJ and FM applied this final template to the full data set and discussed
the findings with the research team until they reached consensus about the
definitive interpretation. We used NVivo software, version 12 (QSR International
Pty Ltd.), to facilitate the qualitative coding of interviews.33

Ethical approval
The study was approved by the Ethical Review Board of the Netherlands
Association for Medical Education (NVMO-ERB; file number 626). Participation
was voluntary. All participants gave informed consent and their data were
processed anonymously. Supervisors and residents received a gift voucher for
their participation.

Results
We should point out that all supervisors in this study had the practice of observing
the clinical performance of their residents. In the next sections, we will first set out
in detail how dyads reached a working repertoire on the use of observations over
time. We will then zoom in on the educational alliance, and the role of
communication and alignment in the dyad’s creation of a working repertoire. To
support our interpretation of the data, we will also include representative quotes
from supervisors (S) and residents (R).
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Supervisor preferences prevail at the start of training
At the start of training, all supervisors had an introductory learning conversation
with their residents to provide general information on their supervision practice.
One of the items up for discussion was how and on which occasions supervisors
preferred to use performance observations. This communication was explicit,
leaving no question as to its meaning or intent, and was recognised as such by
both supervisor and resident. As a consequence, it often received the formal
status of an agreement and concomitant plan of action:
When we agreed in the learning conversation that we had to perform one
observation per week, we just asked the medical receptionist to plan a
weekly observation in both our agendas. Otherwise, it remains tempting to
postpone to the next day or even the next week. (S5)
Although supervisors expected the resident to observe some of their consultations
in the first week, they gradually swapped roles, so that supervisors were the ones
observing residents’ clinical performance. Both supervisor and resident shared the
view, albeit implicitly, that this approach primarily served to warrant safe patient
care:
‘When I start with a new resident, the primary goal for me to observe is to
acquire a sense of safety, peace of mind that you can leave patient care to
that resident’. (S6)
‘I think that, specifically at the start of the year, he [S6] wants to know:
“what kind of person am I exposing my patients to?’. (R6)
At the start of the year, supervisors typically expressed a preference for
videotaped patient consultations, often leaving the initiative to plan direct
observations of clinical performance to the resident. Many residents, however,
agreed with their supervisors that video observations were ‘a good preparation
for the consultation test’. In fact, supervisors and residents mainly used these
observations to prepare residents for this institutional test as well as to warrant
patient safety, paying scant attention to the opportunity they offered to provide or
receive feedback for personalised learning.

Scarce communication during training
After a few weeks, explicit communication about the goals and approaches to
observations mostly disappeared from the agenda of the learning conversation.
In the interviews with dyads, supervisors and residents mentioned that they did not
specifically discuss the goals or preferred approaches to observations: they were
more of ‘a habit that crept in’ (dyad 5) or ‘just went that way’ (dyad 8) and it ‘felt
natural not to be explicit upon’ (dyad 1). When they did communicate explicitly
about observations, the focus was often on practical aspects of the working
repertoire that needed attention, such as the planning of observations, whether to
use a standardised rating scale to better prepare for the consultation test, or, as
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the next quote illustrates, a request to be observed when performing specific
procedures:
‘… procedures, like injections, nail extractions, insertion of intrauterine
devices’. (R6)
‘Yes, indeed, intra-articular injections’. (S6)
‘And an update now and then of my checklist, so that I know: I did that,
and you [the supervisor] observed me while I was performing these
procedures’. (R6)
However infrequent, explicit communication about observations during training
was often triggered by internal and external factors (i.e. originating from inside or
outside the supervisory dyad). Stagnation of expected competence development,
as perceived by the supervisor and/or the resident, for instance, could act as an
important internal trigger. In such cases and acting in the best interests of both
patients and residents, supervisors would initiate observations ‘to assess what is
going on’ (S5). By doing so, they made sure that substandard performance was
met with adequate measures, as the next quote illustrates:
It depends on how things are going. If I detect shortcomings, or recurring
points of attention, then I will say, ‘Hey, from now on I want us to perform
an observation every week’. (S1)
Residents, in their turn, could actively seek more guidance in the form of
supervisory observations when they felt they were lagging behind:
When I’m in doubt about my approach to a procedure, or if I’m persistently
doing something wrong, it would not be okay if that was not said or seen
and I would keep on doing this. Then I would also ask him [S2] to observe
me more often. (R2)
In addition to these internal triggers, we found that the obligatory institutional
consultation test acted as a strong external trigger to initiate a discussion about
the dyad’s goals and approaches to observations. To prepare for this test so that
the resident would perform well, dyads primarily resorted to video observations
and were mostly concerned with ‘ticking off’ items on the standardised rating
scale during their learning conversations:
In the end, the test is all about having your video recordings done.
Moreover, I am just honest about that, they would like to see the MAASGlobal [standardised rating scale] skills, so you are going to act differently
to get that ticked off. … After the test, we discussed that you don’t have to
show everything in a single patient consultation, and she [S8] helped me
not to get fixated on that. (R8)
As soon as the resident had passed the consultation test, however, dyads’ reasons
for engaging in observations often shifted from being performance-oriented to
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being more learning-oriented. Consequently, dyads adopted a more tailored
approach to observations with, for example, the aim to support the resident’s
development of communication skills. In almost all dyads, passing the test led to
a reduced uptake of video observations in favour of direct observations, as the
following quote illustrates:
Well, with the consultation test in mind, we watched many videotaped
consultations, of course also because that serves as a moment of
assessment. After that, it just became less. Then, for instance, we discussed
that we preferred more mutual observations during house calls. (R2)

The role of communication in achieving alignment within the dyad
As reported previously, explicit communication within the dyad about the goals of
observations and respective approaches was mostly limited to the start of the
training year or triggered by specific internal and/or external factors. Yet, all
dyads felt mutually responsible for performing observations:
‘I think it is mainly the responsibility of the resident to discuss the use of
observations, as it is his training. However, I will take over if he doesn’t,
because I also consider them an essential monitoring tool’. (S4)
‘We are in residency together; as a resident you have your responsibility
because it’s your learning process. However, the supervisor must of course
also invest time and energy to facilitate observations, so we are both
responsible’. (R5)
Over time, dyads typically achieved a working repertoire without explicit
communication, leaving individual preferences undiscussed. In the next dialogue
from a dyad interview, the resident and supervisor had conflicting goals, which,
however, they did not explicitly communicate: while the resident avoided
observations because he wanted to learn to work autonomously, the supervisor
initiated observations with the aim to monitor the resident’s competence
development. In the end, however, the resident did appreciate this initiative for its
learning value:
R4: One of my learning goals was to work more autonomously during
evening shifts; therefore, I stopped asking my supervisor to join me. Yet,
recently I noticed that he [the supervisor] planned working in shifts together
again. …
S4: Well, indeed, because these were your last shifts, and I wanted to dot
the i's and cross the t's.
R4: I learnt a lot from doing shifts independently, but together, you can
gain new insights, particularly from being observed. Therefore, it is this
mixture, that arises gradually, and not from a clear plan; it happens
automatically.
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Although the dyad above did not explicitly communicate their reasons for wanting
(or not wanting) to perform observations, they did manage to create an effective
working repertoire regarding the use of observations. The next interview with
another dyad, by contrast, illustrates that leaving individual goals unsaid could
also lead to a mismatch in terms of the desired frequency of observations. In this
case, the resident felt uncomfortable about the level of autonomy assigned to her
and therefore would have liked to be observed more frequently to protect her
patients:
R1: I acted very autonomously, but I thought ‘is he aware of what I’m
doing, and is that safe for the patients?’ I would feel more comfortable if he
[the supervisor] would see what I did, that I knew that he could really trust
me with what I did.
S1: I didn’t know that.
When dyads did specifically discuss their preferred method of observation,
however, this did not always lead to alignment. Power dynamics in the supervisortrainee relationship, for example, potentially influenced decisions about the
working repertoire and actual agreement on goals and approaches to
performance observations, as the following dyad interview illustrates:
R7: Personally, I would like to be observed directly more frequently, to taste
the atmosphere, while you [S7] strongly prefer videos.
S7: It’s simply too time-consuming, and I think I can actually see enough on
video. We talked about it, and I think we found middle ground, but it’s
more my middle ground than your middle ground, so to say.
In the individual interview with this particular resident, the misalignment referred
to above caused the resident to feel he missed out on specific learning
opportunities that direct observations had to offer:
A video is good for a consultation test and it is sometimes good to discuss
with your supervisor, but I think direct observation is just more instructive,
as it focuses on the whole picture and not on small details. (R7)
Finally, all dyads admitted that it could be beneficial if they adopted a more
proactive approach to discussing the use of performance observations for
learning purposes, even when patient safety was warranted and things were
going well:
‘Even when things are running smoothly, you still might ask questions or do
things differently, so that you could get more out of observations, for
learning purposes’. (R6)
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Looking back, you adopt a more reactive approach when you think things
are running well. And that can be a pitfall. So when you would, for
example, discuss more regularly about how the resident prefers to receive
feedback, you might smooth off the rough edges to avoid a mismatch in
feedback style. (S5)
Hence, even though dyads did manage to create a working repertoire, the fact
that they did not consistently, explicitly and constructively, communicate about the
use of performance observations might have prevented them from developing an
educational alliance in which both supervisor and trainee collaboratively work
towards the achievement of common goals.

Discussion
The present study aimed to investigate if and how supervisor-resident dyads work
towards alignment of their goals and preferred approaches regarding
observations of clinical performance in general practice training. It seemed that
dyads mainly engaged in such observations to guard patient safety and to
prepare for institutional assessment rather than to provide the resident with
developmental feedback. It was uncommon for them to communicate explicitly
about the goals and preferred approaches to these observations, except at the
start of training and unless they were triggered by internal or external factors.
Nevertheless, supervisory dyads did manage to build a working repertoire
regarding their use during the training year.
Using observations as a supervisory strategy to provide safe patient care
resonates with recent literature. Brown et al., for instance, found that ensuring
safe patient care was the primary goal of help-seeking supervisory encounters in
general practice training.34 Of note, moreover, is that the dyads in their study
used three different supervisory strategies to achieve their goals: 1) they prioritised
patient care and supervisor modelling, 2) they focused on residents’ learning
opportunities, and 3) they developed resident independence by leaving the
initiative to ask for supervision with the resident.34 These strategies bear a
similarity to the approaches the dyads in our study adopted. Confirming research
in similar settings, our study suggests that bilateral observations at the start of
residency gave residents the opportunity to observe their supervisors’
performance, while at the same time informing supervisors of the level of
supervision needed to warrant patient safety.25,35 When safety was warranted, the
initiative to ask for observations was left to the residents, thereby supporting their
development towards autonomy.
Unlike Brown et al.’s second supervisory strategy, however, the dyads in our study
hardly engaged in observations with the aim to provide the resident with
developmental feedback. Recent research by Watling et al. (2016) has indeed
suggested that the strive for efficiency can dissuade both supervisor and resident
from conducting observations for educational purposes.13 What our study adds is
that, apart from patient safety being dyads’ chief preoccupation, specific external
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demands, such as the institutional consultation test, could also divert attention
away from residents’ individual learning as the focus of observations. When we
consider the literature on goal orientation, we find that individuals can be driven
by either a need to prove their competence (performance goals) or by a desire to
identify learning opportunities to improve their competence (mastery goals;36 It is
plausible to assume that, initially, the dyads in our study were essentially
performance-oriented, as their observations mainly served to tick off items
pertinent to the standardised institutional consultation test, even though the
primary aim of this test was to provide developmental feedback. After passing the
test, however, the dyads gradually started to look for learning opportunities for
the resident, implying a shift to a more mastery-oriented (i.e. learning-oriented)
use of observations.
The above findings confirm recent research suggesting that external assessments
that do not take place in the clinical workplace (such as the consultation test)
might be perceived as summative, thereby inducing performance-oriented
teaching and learning for the test (Schut et al., 2020).Only when residents and
supervisors perceive assessments -such as performance observations- as
formative, they may shift their focus from performance to learning.1,14,37-40
In a similar vein, the lack of communication about the goals and approaches of
performance observations identified in our study seems to be common practice in
clinical supervision. In their study on variability in supervisory practice, Goldszmidt
et al. (2015), for instance, found that supervisory approaches were all of a tacit
nature: although supervisors used various approaches to warrant patient safety,
provide feedback and simultaneously prepare their residents for institutional
assessment, variations in supervisory approach were consistently not discussed
within the supervisory dyad.41 Finally, in their systematic review of supervisory
relationships in general practice training, Jackson et al. (2019), too, concluded
that dyads failed to explicitly share their expectations regarding supervisory goals,
tasks and roles, flagging this as a key area for improving communication within
the supervisory dyad, and, with that, the quality of learning and supervision.42

Strengths and limitations
In this study, we used template analysis to build on and refine existing theoretical
concepts regarding the use of performance observations in residency training. A
strength of this study is that we adopted a social constructivist approach that was
well suited to our exploratory research question. Our semi-structured, in-depth
interviews enabled us to identify the individual perspectives and preferences of
supervisors and residents regarding the use of performance observations, and to
gain insight into if and how they worked towards alignment when using this
supervisory strategy.
Some limitations to our study, however, also need addressing. To avoid conflicts,
participants may have responded in a socially desirable way, especially in the
dyad interviews. Moreover, our findings were entirely based on self-report data
from participants rather than on our own observations of participants’
communication and behaviour in clinical practice. Not only did the dyad
interviews facilitate our inventory of participants’ preferences regarding goals and
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approaches, they also inadvertently sparked a discussion of individual
perspectives and steps to achieve alignment, which potentially affected our
results. Finally, our small sample size as well as the long-term and one-to-one
supervisor-resident relationship that is typical of our setting may limit the
generalisability of our results, for instance to hospital settings where the
composition of supervisor-resident dyads changes continuously.

Implications for educational practice and research
In addition to confirming previous study findings, our study seems to suggest that
there might be a mismatch between the way supervisory dyads use observations
and the purposes espoused and communicated by educators and/or national
bodies. Hence, our findings are consistent with socio-constructivist views on
assessment that explicitly acknowledge the role of assessment users’ views,
beliefs, values and attitudes in shaping assessment behaviours.43,44 Supervisorresident dyads must be aware of the ways they communicate about the use of
performance observations in residency training, of factors affecting
communication and decision making, and their potential impact on the creation
of a shared working repertoire. To unlock the full potential of observations,
working towards an effective educational alliance requires awareness of and
transparency about the individual goals and preferential approaches of both
supervisor and resident45, in equal partnerships. This implies that residents must
feel free to be open about their learning needs and that supervisors must explicitly
discuss their agenda and role. Our findings clearly demonstrate that the
assessment programme in which observations are embedded may influence their
perceived purpose and actual use. Therefore, to foster learning from workplace
observations, educators must be aware of the impact of additional assessment
requirements embedded in assessment programmes, and clearly and
continuously articulate and align assessment goals.
In our study, approaches to observations were typically performance-driven, that
is, mainly serving to avoid unsafe medical practice and to prepare for an
institutional test. At the same time, using observations for learning and ongoing
improvement received scant attention. Embedding facilitated discussion and
alignment of the various goals and approaches to observations in learning
conversations may be a promising avenue to improve their effectiveness in
workplace learning. Training supervisors and residents to balance the
development of residents’ professional autonomy while performing observations
could be an important strategy to warrant both patient care and the provision of
feedback for learning.
In all medical residency settings, observations of clinical performance are
generally considered an important source of feedback for learning, even in in the
absence of negative events.1,16,46 Additional research on the formation of working
repertoires for the use of observations in other clinical settings may therefore
further our understanding of how to enhance educational alliances in residency
training.
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Conclusion
The use of observations of clinical performance to guard patient safety seems
self-evident in general practice residency. To unlock the full educational potential
of observations in workplace learning, however, awareness, ongoing
communication and alignment of goals and approaches to observation within the
supervisory dyad and between the dyad and the training institute are key.
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Supplemental materials
Appendix A. Guide for the interviews with the resident, supervisor
and supervisor-resident dyad
Individual interviews with the supervisor and resident (parts I and II):
• Definition and various methods of observation
Perceptions and actual behaviour regarding:
• tasks, goals and strategies regarding observations
• taking the initiative and responsibility to perform observations
• dealing with barriers to and facilitators of observations
Interview with supervisor-resident dyad (part III)
Perceptions and actual behaviour regarding:
• communication about the use of observations and reaching agreement
• the approach to using observations over time
• different perspectives between supervisor and resident when establishing an
approach regarding the use of observations
• agreement on establishing a working repertoire

Part I. Interview with resident
We used the following probing questions, after which the respondents were
requested to elaborate on their answers or provide examples to illustrate them:
1. [Definition of observation, methods and use of observations during training]
• Could you define what observation means to you during workplace-based

learning?

• What methods of observation do you know?
• What methods of observation are used to observe your performance

during your training?
• In what clinical settings are you observed during your training?

2. [Initiative for observations, planning, and frequency of observations]

Initiative for observations
• Who takes the initiative to perform observations during your training?
• Whose responsibility do you think it is to ensure that observations take
place during your training?
• How do you experience taking the initiative yourself to be observed during
your training?
• How do you experience it when your supervisor takes the initiative?
Planning and frequency of observations, including perception
• When and how often are you observed during your training?
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• Are there any scheduled moments that you are observed?
• Do observations also take place spontaneously during your training?
• Is there a difference in the frequency of observations during the training

year?

• Is it common for you to be observed during your training?
3. [Goals and merits of observations for the resident]
• What is or are your goal(s) when you are observed?
• Do you formulate a learning question when you are observed?
• What are merits of observations for you?
• Do you receive feedback from observations?
4. [Goals and merits of observations for the supervisor as estimated by the
resident]
• Is it clear to you what the goals of your supervisor are when he or she

performs observations?

• What do you think are merits of observations for your supervisor?
5. [Barriers and facilitators regarding the performance of observations as
perceived by the resident]
• Are there any barriers for you to be observed during your training?
• Have you ever had a situation where you did not want to be observed?
•
•
•
•

How do you feel about working and learning independently in clinical
practice? Does this prevent or stimulate you to be observed?
How do you experience your supervisor observing you during your
training?
How do you tend to see an observation, as an assessment or a learning
opportunity?
Are there facilitators that promote or make it easier for you to perform
observations during your training?
How does the learning climate play a role in making observations during
your training?

[Barriers and facilitators for the supervisor as estimated by the resident]
• Do you think the supervisor experiences any barriers to make observations

during your training?

• How do you perceive that your supervisor experiences being present when

observing your clinical encounters with a patient?

• Does the way in which you as a resident handle observations have an

effect on your supervisor to observe you or not during your training?

• Are there factors that promote or make it easier for your supervisor to

perform observations during your training, from your perspective?
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6. [Effects of performing observations on supervisor-resident relationship]
• Does performing observations affect the relationship between you and your

supervisor during your training?

Part II. Interview with supervisor
We used the following probing questions, after which the respondents were
requested to elaborate on their answers or provide examples to illustrate them.
1. [Definition of observation, methods and use of observations during training]
• Could you define what observations mean to you?
• What methods of observation do you know?
• What methods of observation do you use to observe the resident during

training?
• In what settings do you observe during training?

2. [Initiative for observations, planning, and frequency of observations]

Initiative for observations
• Who takes the initiative to perform observations?
• Whose responsibility do you think it is to ensure that observations take
place during training?
• How do you experience taking the initiative to observe?
• How do you experience it when the resident takes the initiative?
Planning and frequency of observations, including perception
• When and how often do you observe the resident during training?
• Are there any scheduled moments that you perform observations?
• Do you also observe the resident spontaneously?
• Is there a difference in the frequency of observations during the training
year?
• Is it common for you to observe the resident during their training?

3. [Goals and merits of observations for the supervisor
• What is or are your goal(s) when you perform an observation?
• Does the resident formulate a learning question when he/she is going to

be observed?

• What are for you the merits of observations?
• Do you provide feedback after observations?
4. [Goals and merits of observations for the resident as estimated by the
supervisor]
• Is it clear to you what the goals or objectives of your resident are when you

observe him/her?

• What do you think are merits of observations for your resident?
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5. [Barriers and facilitators regarding the performance of observations as
perceived by the supervisor]
• Do you experience any barriers to perform observations?
• Have you ever had a situation where you did not want to, or were not able

to observe your resident?

• What is your perception of residents working and learning independently

in practice? Does this prevent you from observing your resident?

• How do you experience observing your resident during training?
• Do you tend to see an observation as an assessment or as serving another

purpose?

• Are there factors that promote or make it easier for you to perform

observations?
• Does the learning climate play a role in performing observations?

[Barriers and facilitators for the resident as estimated by the supervisor]
• Do you think the resident experiences any barriers to be observed?
• How does your resident experience your presence when you observe

him/her from your perspective?

• Does the way your resident handles observations have an effect on you

performing observations?

• Are there factors that promote or make it easier for your resident to be

observed during training?

6. [Effects of performing observations on supervisor-resident relationship]
• Does performing observations affect the working relationship between you

and your resident during the course?

Part III. Interview with supervisor-resident dyad
1. [Use of observations by the dyad; current approach, development over time,
communication and alignment]
At the start of the dyad interview, supervisor and resident are asked to summarise
how they are using observations currently and how their approach to using
observations developed over the course of the training year.
If not self-appointed, the following themes will be put forward:
o What is the object of observation
o Methods, initiative, planning and purpose of observation
o Role of learning question
o Mutual merits
o Barriers and facilitators
o Role of learning climate
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Probing questions:
1A. Approach to and communication about performing observations and current
use in clinical practice
• How do you currently use observations in training practice? Could you
•

elaborate on this?
How do you communicate about your approach to use observations in
training practice?

If communicated explicitly:
• How is your approach actually in practice? Could you elaborate on this

and provide examples?

If not communicated explicitly:
• For what reason you don't communicate explicitly about performing
•

observations?
When you do not communicate explicitly, do you come to a mutual
approach or working arrangement on the use of observations in training
practice? If yes, how?

1B. Development of the use of observations over time
• If you compare the current approach of performing observations with the

approach at the beginning of the training year, are there any differences?

o If so, how was the approach of observing in training practice at the

beginning of this training year and how is it now?

How was the approach to performing observations 3 months after the
start of the training year? Could you describe how you performed
observations?
o How did it differ from the approach at the beginning of the training year?
•

How was the approach to observing six months after the start of the
training year?
o How did it differ from the approach at the beginning of the training year?
•

The interviewer provides a summary of the current use of observations and the
development of the use of observations over the training year and asks if this
summary is correct.

Chapter 5

114

2.

[Differences between supervisor and resident when establishing a working
repertoire/ alliance regarding the use of observations]
• Have there been any differences in viewpoint or preference regarding the

use of observations during training?

If there were differences
• What were these differences?
• How did you deal with these differences? And, more specifically, how did

you communicate about these differences?

If there were no differences
• For what reason do you think there were no differences? Did you

communicate about the fact that there were no differences? How did you
do that?

3.

[Alignment and establishing a working repertoire]
• Do you feel that you have reached alignment on how to approach the

use of observations?

If alignment was reached
• What does this alignment look like? What did you agree on? Could you

give examples of this?
How did you reach this alignment?

•
If no alignment was reached
• For what reasons do you feel you did not reach alignment on the use of
•
•

observations?
Did you have different preferences regarding the use of observations?
On what points did you disagree?
How did you come to a working repertoire without alignment?
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Overview of final template for data analysis
1. Goals of performing observations
a. Monitor competence development
i. Warrant patient safety
ii. Provide/gain feedback
b. Prepare for assessment
2. Approach to performing observations
a. Procedures
i. Methods
ii. Setting
iii. Planning
iv. Frequency

b. Triggers of and barriers for performing observations
i.
ii.
iii.
iv.

Time available
Strive for resident autonomy
Suboptimal performance
External assessment

3. Dyads’ communication about the working repertoire and respective
alignment
a. Communication
i. Explicitly discussed
ii. Not explicitly discussed
b. Initiative and responsibility
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General discussion
The studies presented in this dissertation were conducted to increase our
understanding of stakeholder conceptions of workplace-based assessment (WBA)
and their impact on assessment strategies used during postgraduate medical
education. With this specific aim in mind, we addressed the following research
questions:
1. What are stakeholders’ conceptions of WBA?
2. How do these conceptions affect stakeholders’ entrustment decision-making
at the very beginning of medical residency training?
3. How do these conceptions influence stakeholders’ approaches to clinical
performance observations in medical residency raining?
4. How do stakeholders work towards alignment when using clinical
performance observations in medical residency training?
Throughout this dissertation, we used Thompsons’ (1992, p130) definition of
stakeholder conceptions as ‘conscious or subconscious beliefs, concepts,
meanings, experiences and mental images’.1 To answer our first research
question, we conducted an exploratory study on the conceptions of different
stakeholders that underlay their approaches to WBA in a general practice
residency training programme (Chapter 2). Findings from this study suggested
that stakeholders’ conceptions of WBA may diverge widely, potentially affecting
the uptake of WBA strategies and, consequently, their effectiveness.
We then proceeded to explore if and how clinical supervisors’ conceptions of
WBA affected their uptake of assessment strategies. In Chapter 3, we investigated
the beliefs, attitudes and experiences of supervisors that underlay their
approaches to the entrustment of clinical tasks at the very first stage of general
practice residency. This study underscored the impact of supervisors’ WBA
conceptions on how they balanced trainees’ educational needs and patient safety
when making entrustment decisions. Our results demonstrated that supervisors’
primary concern at the start of residency training was to create a safe learning
and working environment for their patients, their trainees and themselves. A key
finding was that supervisors based their entrustment decisions primarily on their
idiosyncratic assessment of the trainee’s overall trustworthiness, by focusing on
more generic trainee qualities such as self-reflexivity, knowing their limitations
and asking for help in time, rather than on task-specific performance.
Subsequently, in Chapter 4, we examined the relationships between supervisor
conceptions and their intention to perform observations, an important strategy to
monitor and assess trainees’ clinical performance and provide them with
feedback for learning. We found that supervisors’ past experiences of
observations, including their beliefs about trainee preferences and the interests of
other stakeholders (e.g., patients, the educational institute), mediated their
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intentions to conduct observations. Finally, in Chapter 5, we explored if and how
supervisor-trainee dyads worked towards an alliance with regard to the use of
observations in medical residency training, zooming in on their communication
about goals, tasks and strategies in particular. The study showed that the use of
observations to guard patient safety was self-evident in general practice residency
training. Unless they were triggered by internal or external factors, it was
uncommon for dyads to discuss and explicitly align their goals and approaches to
observations. This might impair the educational potential of performance
observations.
In this closing chapter, we will first compare and contrast findings regarding
stakeholder conceptions of WBA across our studies and relate these to outcomes
of current education literature. Next, we will discuss how the conceptions of
workplace-based stakeholders (i.e., supervisors and trainees) influence their
approach to two important WBA strategies, namely the entrustment of clinical
tasks at the very start of medical residency and observations of trainee
performance throughout training. After that, we will proceed to highlight three
recurrent stakeholder conceptions that stood out across the various studies
presented in this dissertation, specifically stakeholders’ normative beliefs, their
propensity to trust and their previous experience with WBA. We will then further
reflect on the methodological aspects of the research approaches adopted in this
dissertation. A reflection on the tensions between psychometric and socioconstructivist approaches to WBA and a discussion of the implications of our
findings for educational practice and research will finally conclude the chapter.

Stakeholder conceptions of WBA
The recent shift in WBA towards a more central position of contextualised and
idiosyncratic human judgements informed our first study on stakeholder
conceptions (Chapter 2). This mixed-methods study showed that the perceived use
and utility of WBA in a general practice residency training programme greatly
depends on the conceptions stakeholders have of WBA. In comparing and
contrasting the perspectives of the various stakeholders involved in our study, we
found that these could be positioned on two continua (axes) representing key
areas of divergence, namely ‘the locus of regulation of learning’ (i.e., selfregulated versus externally regulated learning) and ‘the extent to which
assessment should be standardised’ (i.e., tailored versus standardised
assessment). The first continuum concerned the importance attributed to selfregulation in learning and assessment. Participants’ views on this theme varied
widely: from believing that trainees should actively self-direct their learning, take
responsibility and show initiative in the assessment process, through feeling that
the responsibility to identify learning needs by means of performance evaluations
rests with both the supervisor and the trainee, to the perspective that supervisors
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should actively direct trainees’ learning and be the one initiating assessment
processes. The second continuum on which stakeholders’ conceptions of WBA
diverged concerned the extent to which they felt both WBA instruments and the
assessment process itself should be standardised. Stakeholders’ preferences with
regard to the level of standardisation ranged from total reliance on idiosyncratic
expert judgement and assessment criteria tailored to trainees’ individual learning
needs, through the tailoring of assessment criteria to the clinical task and context,
to objectifiable and standardised approaches to WBA, using predefined
assessment tasks and detailed assessment criteria. In the following sections, we
will describe the relationship between stakeholder positions on the
aforementioned continua and their associated assessment and behaviours..

The role of conceptions of WBA: the locus of regulation in learning
Our study on entrustment decisions at the very beginning of general practice
residency training (Chapter 3) demonstrated that all supervisors intended to
support trainees’ development towards autonomous and self-regulated clinical
practice. Moreover, supervisors shared the view that failure and making mistakes
was an acceptable and even desirable source of professional workplace-based
learning. This finding is consistent with widely held views that making errors is
central to learning in practice and that productive learning might arise from
reflection on errors and suboptimal performance.2,3 In a review by Klasen et al.
(2019a), for instance, who explored the question of clinical supervisors allowing
failure for educational purposes, trainees perceived their own errors to be highly
instructive.4 In a subsequent study, Klasen et al. (2019b) interviewed hospitalbased clinical supervisors from different disciplines (including surgery, internal
medicine, paediatrics), asking them whether they allowed failure for educational
purposes.5 Resonating with our findings, all supervisors interviewed by Klasen et
al. permitted their trainees to make errors in their clinical work by ‘stepping back
and giving trainees space to learn through experience’ (p.3).5
In our study on entrustment decisions (Chapter 3), supervisors also considered the
creation of a safe working and learning environment a prerequisite for a shift
from supervisor-regulated to more trainee-regulated learning. For supervisors,
this implied that they had to be able to rely on generic trainee qualities such as
self-reflexivity, knowing their limitations and asking for help in time. Trainees, in
their turn, had to be able to trust that their supervisors would not to take too big a
risk in patient care by letting them take on new and challenging tasks and the
responsibilities that go with self-regulated learning (Chapter 3). Our findings
furthermore demonstrated that supervisors’ early entrustment decisions were
influenced by individual attributes, such as their tendency to control (or, the other
way around, their propensity to trust6). As a result, supervisors who entrusted
easily, more readily allowed their trainees to regulate their own learning.
Individual supervisor attributes (i.e., their propensity to trust, including their
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conceptions and experience regarding trust and learning and teaching) were
therefore likely to influence the pace at which clinical tasks were entrusted,
thereby facilitating or inhibiting the shift from supervisor-regulated to traineeregulated learning. Our study therefore confirms previous research findings
suggesting that supervisors’ conceptions of entrustment, such as their beliefs
about their supervisory roles and scope of their responsibility, influence the way
they choose to foster trainees’ self-regulated learning.7
The balancing act in supervisory relationships between the need to allow trainees
to self-regulate their learning and the need to guard high-quality patient care is
well recognised in the literature.7-10 Using observations of trainee performance
could be an effective tool to determine trainees’ readiness for more selfregulation in learning and the associated work responsibilities. Previous research
has demonstrated that observations can serve to provide and/or receive valuable
feedback during workplace-based learning, to enable robust decision-making on
a learner’s competence development, and, ultimately, to support trainees’
autonomous and safe care of patients.11-16
In the quantitative study described in Chapter 4, we explored supervisors’
intentions to perform direct observations of trainees’ clinical performance. We
found that supervisors’ normative beliefs, that is, their perceptions of the
expectations by other stakeholders to engage in performance observations,
significantly predicted their intention. Consequently, supervisors’ intention to
perform observations might rely heavily on trainees’ initiative to ask for them. By
leaving this initiative with the trainee, supervisors can support their trainee’s selfregulatory learning and create opportunities for learning and feedback in
particular. The findings described in Chapter 5 clearly demonstrated that patient
safety was a key factor in determining a supervisor’s willingness to shift towards
trainee-regulated learning. If supervisors felt that patient safety was guaranteed,
they would gradually allow their trainees to self-regulate their learning and take
the lead in assessment for learning. However, when in doubt about their trainee’s
competence development, supervisors would initiate observations or scale them
up so as to warrant patient safety. This finding echoes recent literature, such as
the systematic review on supervisory relationships in general practice training by
Jackson et al. (2019). In this study, the authors argued that trainee autonomy,
which is required for learning, should always be balanced with patient safety.17 To
this, our studies add that supervisors’ decision to entrust clinical tasks (Chapter 3)
and/or their initiative to perform observations (Chapters 4 and 5) are likely
influenced by their idiosyncratic assessment of trainees’ self-reflection and
capability to ask for feedback or help in time. Our research findings therefore
suggest that supervisors’ position on the ‘locus of regulation of learning’
continuum (Chapter 2), rather than being fixed, may change depending on
trainee characteristics or other contextual factors.
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The role of conceptions of WBA: the level of standardisation in
assessment
The study presented in Chapter 3 revealed that supervisors took a holistic,
individualised approach to entrustment at the start of general practice residency
training. In this phase, supervisors considered their trainees’ generic
trustworthiness qualities more important than their task-specific performance. This
finding confirms and refines recent research on the development of entrustment
decision-making in various medical residency training programmes.18-22 In a
similar general practice setting, for instance, supervisors seemed to build their
trust in trainees during the training year on perceived clinical competence as well
as on their generic professional competencies (such as taking responsibility,
acting as a medical professional).18 Trainees in internal medicine, moreover,
although judged competent by their supervisors, were not easily entrusted with
independent clinical task performance if they did not recognise their limitations21
or did not exhibit adequate professional behaviour, such as being on time.22
Research in settings where the entrustment of procedural skills was at the heart of
competence assessment (e.g., surgery), in contrast, suggested that task-specific
performance was a decisive factor in building trust.23 In addition, a study by Van
Loon et al. (2016) suggested that generic competencies were hardly taken into
account when supervisors made decisions about entrusting clinical tasks in
obstetrics and gynaecology residency training.24 However, as Van Loon et al.
mentioned in their limitations section, their research data were drawn exclusively
from electronic portfolios. It is therefore possible that this criterion was underregistered, as faculty might have been uncertain about how to assess and
document less well-defined domains such as generic competencies.24
Research by Hauer et al. (2015), by extension, confirmed that the holistic and
contextualised approach to entrustment and supervision practices might not be
easily captured by a standardised performance assessment based on
milestones.19 Holistic judgements are inherently subjective and therefore harder to
surface in language, as demonstrated in general practice18 and various other
medical disciplines.24-26 At the start of residency, general practice supervisors
preferred less standardised approaches to evaluating the appropriate level of
entrustability, which were embedded in one-to-one supervisor-trainee
relationships (Chapter 3). The long-term nature of the supervisory relationship in
general practice training may therefore allow, and sometimes even require,
supervisors to adopt a holistic, less standardised approach when making early
entrustment decisions.
Individual characteristics of supervisors and trainees in general practice training
are likely to have a stronger influence on entrustment decisions than they have in
short-term relationships with multiple supervisors in hospital-based settings. This
clearly shows from Salim et al.’s study on the construction of surgical trust (2020),
where surgeons indicated that they lacked the opportunity to spend long periods

Chapter 6

124

of time with trainees, which they needed ‘to build the grounded trust that was
based on repeated longitudinal exposure’.23 These findings may imply that, in
procedural settings with rotating short-term supervision such as surgery,
supervisors must rely on more standardised approaches and instruments to make
task-specific entrustment decisions. Approaches to entrustment and the extent to
which these approaches can be standardised may therefore vary depending on
the medical discipline and educational or workplace culture and environment.20,27
Contextual factors were found to be equally important in influencing stakeholder
preferences when conducting performance observations. We found that both
supervisors and trainees preferred to use a standardised, normative checklist
when conducting observations in preparation for the institutional consultation test
(Chapter 5). This checklist was developed by the training institute to assess
trainees’ application of medical knowledge and communication skills in
videotaped, real-life patient consultations. As such, it was considered an ideal tool
to prepare for the test. Yet, by using this checklist, supervisors and trainees
became mainly preoccupied with ticking off items. Consequently, trainees
indicated that they acted differently during the observed consultations than they
normally would so as not to miss any scorable items, a finding that was
confirmed by recent research.28-30 After passing the consultation test, almost all
dyads had a follow-up discussion about the goals of observations. Based on these
discussions, supervisor-trainee dyads agreed to take a less standardised
approach to observations in which feedback would be better tailored to the
trainee’s learning needs (Chapter 5).
Hence, our research (Chapter 5) illustrates that stakeholder preferences with
regard to the level of standardisation are reflected in their perceptions of
assessment instruments’ utility. When stakeholders diverge in terms of these
preferences, tensions may arise during assessment, which have been well
reported in existing assessment literature. There is an ongoing debate in the
literature about the utility of assessment protocols that can be tailored to the
learning task at hand versus those that are pre-structured, detailed and
standardised.31,32 Non-standardised assessments that are tailored to the
individual task and/or learner, although sometimes perceived as biased, invalid,
even unfair and less reliable than competence assessments in standardised
settings, are often seen as ideally suited to support personalised learning
trajectories.33
In sum, stakeholders’ position on the standardisation continuum may not always
reflect their individual preferences regarding the level of standardisation (Chapter
2). Various contextual factors, such as requirements laid down in assessment
plans, may sometimes require stakeholders to adapt their position on the
continuum. This adaptation may, however, (negatively) affect stakeholders’
perceived utility of assessment instruments and procedures.
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Overarching conceptions highlighted: normative beliefs, propensity
to trust and previous experience
In the foregoing, we mentioned that stakeholder conceptions, and in particular
their position on the ‘locus of regulation of learning’ and the level of
standardisation of assessment continua affected their WBA behaviours. We also
elaborated on how these positions and the associated assessment strategies (i.e.,
the entrustment of clinical tasks at the very start of medical residency training and
the use of observations of trainee performance throughout training) may differ
depending on the task and other contextual factors. In the following sections, we
will focus on three recurrent constituent elements of stakeholder conceptions that
stood out across our studies, namely normative influences stemming from within
or beyond the clinical workplace, supervisors’ propensity to trust and their
previous experience.

Normative influences from within the clinical workplace
Across all our studies, stakeholders’ conceptions of other people’s normative
expectations with respect to WBA practices were found to influence their WBA
strategies. Within the clinical workplace, supervisors’ beliefs about the normative
expectations by other stakeholders (e.g., trainees, patients) appeared to be the
most significant determinant of their intention to engage in observations (Chapter
4). In our study on supervisors’ early entrustment decisions (Chapter 3),
moreover, all supervisors acknowledged the need to entrust trainees with tasks in
patient care to foster trainees’ competence development. At the same time, they
were aware that allowing mistakes for educational purposes could be
challenging, as this could result in suboptimal patient care or even harm patients.
The supervisors in our studies therefore not only took their learners’ needs into
account, but they also explicitly considered their patients’ interests, especially their
expectation to receive high-quality care. This was also confirmed in our study on
supervisory dyads’ communication and alignment regarding the use of
observations (Chapter 5). When in doubt about trainees’ competence
development, both supervisor and trainee would explicitly discuss and initiate
observations or scale them up in order to warrant patient safety. The centrality of
the goal to provide safe patient care found in our studies resonates with recent
literature on postgraduate medical training.8,17,34-38

Normative influences from beyond the clinical workplace
As described in the introductory chapter of this dissertation, WBA-related social
interactions in our setting (i.e., general practice training in the Netherlands) are
not limited to the workplace itself. For our Q methodological study on
conceptions related to the use of WBA (Chapter 2), we made sure that our sample
included stakeholders from both the clinical workplace and the residency training
institute. The areas of divergence we identified suggest that the various
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stakeholders, including directors and assessment programme developers, have
their own, personal conceptions of WBA. Likewise, the theory-of-plannedbehaviour questionnaire we developed to explore the influence of normative
beliefs on supervisors’ intention to conduct performance observations contained
items about stakeholders from the workplace as well as from the institutional level
(Chapter 4). The statistical significance of normative beliefs as a determinant of
supervisors’ behavioural intentions confirmed that supervisors took into account
the expectations by stakeholders internal as well as external to the clinical
workplace when conducting performance observations. The study presented in
Chapter 5 furthermore showed that normative expectations by the training
institute affected supervisor-trainee dyads’ WBA practice. We found that dyads
perceived a formative, external assessment as summative, which induced them to
adopt a standardised, performance-oriented approach to observations in the
clinical workplace.
Indeed, previous medical education research outcomes already emphasised the
influence of more peripheral stakeholders on the conceptions of and strategies
towards WBA in the clinical setting. Kogan et al. (2011), for instance, pointed to
the role of the broader institutional culture in guiding assessor ratings, as
assessors’ beliefs about and their trust in the assessment system seemed to be
crucial elements in their utility.39 In a similar vein, Ginsburg et al. (2010)
highlighted the role of stakeholders at managerial level, such as the training
institute or programme director, in establishing both the content and the design of
assessment programmes. The set order of competencies to be assessed might
reveal the residency programme’s implicit beliefs about the relative importance of
each competency, thereby potentially directing the assessor’s focus of attention.40
Our findings regarding the impact of a standardised external assessment echo
literature on the potential influence of perceived assessment purposes on
stakeholder conceptions of and strategies in WBA. In their study on learnercenteredness of a newly developed assessment programme, Bok et al. (2013), for
instance, found inconsistencies between the learning function of assessment and
its contribution to high-stake decisions. Assessments that were designed as lowstakes learning experiences were often perceived as summative by trainees,
thereby undermining self-directed learning activities.41 Finally, Schut et al. (2020)
suggested that external assessments in particular, such as the consultation test in
our setting, could be perceived as summative and lead to teaching to the test.42

Related overarching conceptions: propensity to trust and previous experience.
A second recurrent conception that stood out across our studies was supervisors’
propensity to trust. The study outcomes reported in Chapter 3 suggest that this
propensity in particular had an important effect on supervisors’ entrustment
strategies. Consistent with the literature6,43,44, supervisors who entrusted easily also
allowed their trainees to self-regulate their learning more easily, and vice versa.
An individual’s propensity to trust, however, has found different interpretations.
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Mayer et al. (1995), for instance, defined it as a stable personality characteristic
affecting the likelihood that a person will entrust.6 Schoorman et al. (2007), by
contrast, suggested that it was influenced by personality, experiences and
culture.45 In our study (Chapter 3), supervisors reported that positive past
experiences of other trainees made them entrust tasks more easily to their current
trainee, while negative experiences could lead to a more controlling approach, a
finding that was confirmed by recent research.46-48 Although exploring the
relationship between supervisors’ propensity to trust and their previous experience
of WBA was not the focus of this study, our findings do seem to support
Schoorman’s research.45 More specifically, they suggest that the propensity to
trust is dynamic and individual and can be affected by contextual influences and
experience with WBA. If we connect these findings to the key areas of WBA
identified in Chapter 2, the studies in this dissertation suggest that supervisors’
starting position on the locus of regulation continuum is influenced by both their
propensity to trust and their previous experiences of WBA. Occupational
psychology research, moreover, has demonstrated that this finding is particularly
relevant when little information about an individual’s trustworthiness is available,
such as at the start of a working relationship.43,49 Especially at the beginning of
medical residency training, supervisors’ propensity to trust and their previous
supervisory experience can influence the degree to which they allow trainees to
gain autonomy over their own learning processes (Chapter 3). Just as supervisors’
entrustment strategies were found to be influenced by their previous experience of
supervising trainees (Chapter 3), likewise their previous experiences of
observations were found to significantly affect their use (Chapters 4 and 5).
Positive past experiences of observations encouraged supervisors to perform
them, while negative experiences discouraged such use, a finding that confirms
research by Cheung et al. (2019), for example.28
Based on the findings from the studies presented in this dissertation, we
constructed a model summarising the key elements of WBA (i.e., user
conceptions, assessment method, clinical task, assessment purpose, educational
relationship, learning environment), their relation to performance interpretation
(i.e., competence and trustworthiness) and resulting WBA outcomes (i.e.,
providing feedback: making judgements on competence development and
entrustment practices) (Figure 6.1). This model suggests that supervisors’ personal
conceptions of entrustment, various trainee factors, the supervisor-trainee
relationship, the task at hand and the clinical setting lead to idiosyncratic
interpretations of competence development, in turn resulting in tailored
entrustment of unsupervised tasks (Chapter 3). Our findings also suggest that
stakeholder conceptions (i.e., supervisor and trainee preferences regarding the
locus of regulation of learning, mutual normative expectations), the perceived
purpose (i.e., warranting patient safety, monitoring competence development or
seeking feedback for learning), and aspects of the educational relationship affect
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the approach to performance observations by supervisor-trainee dyads (Chapters
4 and 5).

Methodological considerations
The studies presented in this dissertation aimed to explore stakeholder
conceptions of WBA and their impact on the assessment strategies used during
postgraduate medical training. Within a constructivist research paradigm, we
used various qualitative research methodologies as well as procedures that
combined aspects of qualitative and quantitative research. We considered this
approach especially fitting because of its ability to explore a phenomenon (i.e.,
WBA) and its complexity in detail and depth.50,51 A basic assumption of
constructivism is that reality is socially constructed through interaction and is
context-specific, rather than an absolute and objective truth. Hence, the
knowledge presented in this dissertation was created by means of interactions
between the participants and researchers involved in the research process.
The strengths and limitations of our individual studies have been addressed in the
respective chapters. To situate the outcomes of this dissertation in the current
scientific discourse on WBA, however, we would also like to discuss some overall
strengths and limitations here. First, a methodological strength of this dissertation
is that the specific order of our studies and the use of different research methods
allowed us to study our research questions from various and complementing
angles. We used qualitative methods in two studies, which underlines the
exploratory character of this dissertation; in Chapter 3, we used constructivist
grounded theory to collect and analyse our data; subsequently, in Chapter 5, we
performed a template analysis of our data, using a social constructivist paradigm.
Yet two other studies in this dissertation combined quantitative and qualitative
research designs in order to answer our exploratory research questions. In the Q
methodological study (Chapter 2), moreover, quantitative analysis (i.e., factor
analysis) was followed by a qualitative, iterative interpretation of our data by all
members of the research team. Similarly, in Chapter 4, we conducted an
exploratory quantitative analysis (a hierarchical regression analysis) to analyse a
questionnaire that was based on both standardised items and items we obtained
from focus groups and, as such, were tailored to our participants and setting. This
purposeful mix of standardised and tailored questionnaire items allowed us to
explore our research question thoroughly from different perspectives.
A second strength of this dissertation is its methodological rigour. We carefully
took general and method-specific quality criteria into account when designing
and conducting our research.50,52-59 Our research team consisted of clinicians and
non-clinicians, with medical, psychological and/or educationalist backgrounds.
Throughout all research phases we reflected on our subjective values,
assumptions and inclinations.59 The composition of the team conducting the
research differed in each study in terms of the researchers’ expertise and
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perspectives, which enriched the data collection and analysis and allowed for
collective interpretation of our data.60 In the Methods section of each study, we
have provided transparency in the analytical processes and the respective
contribution of theory. For each study, moreover, we kept an audit trail
documenting our research activities and decisions with the aim to support
reflexivity when analysing and interpreting the research data.59 We also provided
in-depth, thick descriptions of illustrative quotes in the Results sections of the
studies and invited participants to reflect on our findings. Finally, to explore and
discuss the transferability of our findings to other clinical settings, we embedded
our findings in theoretical and empirical research outcomes.
Some limitations of the research in this dissertation also deserve mention. First,
the researchers’ presence during focus groups, interviews and especially
observations in clinical practice may have influenced participants’ responses and
behaviour. Second, all stakeholders taking part in our studies participated on a
voluntary basis. As participants were self-selected in all studies, and therefore
potentially more interested in the topics under scrutiny, they may not have been
representative of the entire stakeholder population. Third, we recruited
participants from three general practice residency training institutes in the
Netherlands. The transferability of the present findings to other medical
specialties and workplace-based learning settings might therefore be limited. In
general practice training, where supervisor-trainee relationships are typically
long-term and one-to-one, individual stakeholder conceptions of WBA strategies
may have a stronger influence on performance interpretations than in clinical
settings characterised by rotating, short-term supervision.

Figure 6.1.

Assessment
Purpose

Trainee conceptions of WBA

Assessment strategies and
behaviours

WBA Outcome
Provision of feedback:
• Competence judgements
• Entrustment judgements

Performance interpretation
• Competence development
• Trustworthiness

Model depicting the key elements of the WBA process and associated outcomes in postgraduate medical training

Learning Environment
• Clinical Setting
• Workplace culture
• Patients
• Assessment programme
• External stakeholders (e.g.
colleagues, training institute,
national colleges)

Educational relationship

Clinical task

Supervisor conceptions
• Desired locus of regulation of
learning
• Preferred level of standardisation
• Conceptions of learning and
teaching
• Normative beliefs
• Propensity to trust
• Previous experience with WBA

Assessment method
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Implications for educational practice and research
In the previous sections of this chapter, we compared and contrasted the various
stakeholder conceptions of WBA and their influence on two important assessment
strategies, namely performance observations and entrustment. We suggested
positioning stakeholders’ conceptions on two continua that mirror their
preferences regarding the locus of regulation of learning and the level of
standardisation of assessment (Chapter 2). Based on the findings from our
studies, we argued that stakeholders’ positions on these continua may shift under
the influence of the complex learning environment, and, as such, are dynamic
rather than fixed. We used a model (Figure 6.1) to depict key elements of WBA
(i.e., user conceptions, assessment tool, clinical task, assessment purpose,
educational relationship, learning environment) affecting the interpretation of
performance (in terms of competence and entrustability) and the associated WBA
outcomes (i.e., providing feedback: making judgements on competence
development and entrustment practices). Next, we will discuss the theoretical and
practical implications of stakeholders’ individual and contextualised conceptions
of WBA. We will conclude this section by making recommendations for future
research.

Theoretical implications
Traditional psychometric approaches to WBA tend to favour quantitative methods
when evaluating assessment data and predominantly focus on achieving
judgements that are objective, generalisable and reproducible. Moreover, they
promote the use of uniform test conditions and calibrated assessors to enhance
the accuracy of performance ratings (true scores that capture real, ‘objectified’
performance). Exponents of a socio-cultural view, however, have increasingly
argued that there can be no such thing as evaluating performance ‘objectively’.6164
Govaerts et al. (2007), for instance, proposed that assessors should be seen as
active and goal-directed information processors, rather than passive
measurement instruments.65 In fact, there is at present an ongoing debate in the
field of psychometrics about the appropriate use of assessment instruments and
interpretation of assessment outcomes, by taking account of individual differences
as well as the role of context in WBA.66 The research presented in this dissertation
clearly confirms that performance assessment is always interpreted and
constructed according to the conceptions of individual stakeholders who are
situated in and affected by a unique social context. An important theoretical
implication of our research is therefore that any approach to assessment,
assessment research and assessment design should be adapted to embrace their
context, acknowledging variation in assessment conceptions and allowing for
various, contextualised assessment approaches as well as meaningful variance in
performance interpretation. Only then will we be able to obtain a more
comprehensive and coherent picture of a trainee’s competence development.
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Practical implications
The stakeholders involved in workplace-based learning may have diverging
conceptions of WBA, which could create tensions. These tensions reflect areas of
concord and discord between the prevailing theoretical perspectives mentioned
above and their influence on assessment in education and research.67,68 The
central position of supervisor conceptions in Figure 6.1 implies that differences
between them may variously affect the interactions between the other key
elements of WBA. Supervisors’ propensity to trust, for instance, may have a
significant effect on their trustworthiness interpretations and associated
entrustment judgements (Chapter 3). Supervisors in general practice training also
seem to prefer a holistic approach to monitoring and assessing trainee
trustworthiness when making early entrustment decisions. Yet, without any further
explanation, trainees may perceive these decisions as unclear or even unfair.
Additionally, supervisors’ entrustment practices might not be easily captured by a
standardised, milestone-based assessment programme, as implemented by the
training institute. Furthermore, our finding that supervisors’ intention to perform
observations depended on trainees’ initiative to ask for them (Chapter 4) suggests
that relying on only one of the stakeholders’ preferences regarding the degree of
self-regulated learning may adversely affect the utility of assessment processes.
Consequently, stakeholders’ conceptions -whether mismatched or shared- may
seriously impair the utility of WBA practices. A shared predominant focus on
ticking off items on a standardised observation rating scale, for example, could
prevent supervisors and trainees from using performance observations as a
means to identify opportunities for learning and improvement (Chapter 5).
The central practical implication of this dissertation is therefore that stakeholders
in WBA should be aware of their individual conceptions and those of other
stakeholders in or outside the clinical workplace. To improve the effectiveness of
assessment activities for learning and to stimulate the development of a shared
model of WBA, ongoing awareness and articulation of one’s own conceptions of
WBA, including alignment with those of other stakeholders, are essential
strategies. In the clinical workplace, supervisors and trainees must, for example,
discuss their individual conceptions and preferred approaches to entrustment, not
only to warrant patient safety but also to foster trainees’ learning opportunities
(Chapter 3). Mutually agreed upon expectations and discussions about
entrustment strategies and preconditions are key. They should pay explicit
attention to cultivating trainees’ generic trustworthiness qualities (e.g., selfreflexivity, knowing their limitations, and asking for help in time) in meaningful
feedback dialogues. Trainees should be transparent about their actions and
underlying motivations, even –or perhaps especially– when they are not confident
about their knowledge or abilities.
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Similarly, the use of clinical performance observations to guard patient safety
seems self-evident in general practice training. A chief preoccupation with patient
safety, however, could also divert attention away from providing developmental
feedback as the focus of observations. Supervisor and trainee must therefore
learn about their individual conceptions regarding observations (Chapters 4 and
5), by clearly articulating their expectations of each other’s roles, tasks and
initiatives. Clarity on goals and approaches to observations requires trainees to
be transparent about their individual learning needs and supervisors to explicitly
discuss their particular agenda and role. Embedding facilitated discussion and
alignment of the various goals and approaches to performance observations in
the learning conversations may be a promising avenue to improve their
effectiveness in workplace learning.
Awareness, articulation and alignment of the various stakeholder conceptions of
WBA are equally important for assessment interactions that extend beyond the
clinical workplace. In designing, implementing but also using and evaluating
assessment methods and tools, the WBA conceptions of more peripheral
stakeholders (i.e., the training institute, national professional colleges) should be
clearly communicated so that workplace-based stakeholders can take these into
account. Moreover, to improve the utility of assessment methods and tools, the
various stakeholders should explicitly articulate and align their conceptions
regarding their intended purpose. For example, standardised institutional tests
can have undesirable influences on supervisor-trainee dyads’ conceptions and
use of assessment strategies (e.g., performance observations) in clinical practice.
It is therefore imperative that stakeholders within and beyond the clinical
workplace be aware of the impact of programmatic assessment activities and
clearly and consistently articulate and align how assessment data should be used.
Our research (Chapter 3) suggested that trainees’ generic trustworthiness
qualities were a decisive factor in supervisors’ decision to entrust professional
tasks. To further support the robustness of entrustment decisions, it may be
meaningful to monitor and provide feedback on these qualities, especially -but
not exclusively- at the start of residency. Common WBA tools that use entrustment
scales, such as DOPS or mini-CEX, may be less useful for this purpose as they
primarily focus on task-specific performance. Assessment programmes that were
developed nationally and implemented by the training institute may therefore
need to be adapted to incorporate tools that capture such generic trainee
trustworthiness qualities. These instruments may serve as a starting point for a
meaningful feedback dialogue on trust, entrustment and the trainee’s
development towards autonomous and self-regulated professional practice. In
addition, adequate training of both supervisors and trainees, including increased
awareness of various underlying conceptions and perspectives held not only by
faculty but also by assessment programme developers, will enhance the
sophistication and utility of the assessment process and the resulting entrustment
decisions.
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To improve clinical performance observations but also to foster a shared
understanding of their use in postgraduate medical training programmes, we
recommend that training institutes articulate their expectations regarding
supervisors’ engagement in observations more clearly, explicitly and consistently.
Implementing periodic performance observations in clinical education and
training faculty to guide trainees’ development towards professional autonomy
could be important strategies to warrant safe patient care, while simultaneously
providing feedback for learning. By translating their expectations regarding WBA
strategies and practices into ongoing training and coaching of supervisors and
trainees, training institutes may effectively contribute to the actual enactment of
performance observations. Such regular training should offer stakeholders the
experience of performing observations so as to maximise their educational yield.
In this process, supervisors and trainees should receive guidance on how to
communicate and align their individual conceptions regarding observations so as
to cultivate a shared responsibility to perform them.

Implications for future research
The research presented in this dissertation aimed to further our understanding of
stakeholder conceptions of WBA and their influence on WBA strategies in
educational practice. We identified various topics that might be addressed by
future research. To explore the contextual influences of, for example, the medical
discipline and workplace culture on stakeholder conceptions of WBA, the findings
presented in this dissertation need to be confirmed and refined by additional,
applied research in different workplace assessment contexts. Continued research
in this arena, especially in the form of field or action research, will more clearly
delineate the practical consequences of shared and diverging stakeholder
conceptions on the use and utility of WBA tools and methods. As alignment of
stakeholder conceptions and WBA strategies is not self-evident, we invite future
researchers to explore and explain the development of educational alliances
within and beyond the clinical workplace.
We found supervisors’ propensity to trust, that is, their acceptance of their own
vulnerability, to have a significant effect on their trustworthiness perceptions and
resulting entrustment strategies. We welcome further research into this mutual
vulnerability in the entrustment process and the complex interplay between
supervisors’ propensity to trust and trainees’ ‘propensity to be vulnerable’. We
may tentatively suggest that supervisors’ propensity to trust and their previous
experience of supervision are likely to be a factor in many clinical workplace
decisions that involve trust, including the decision to observe a trainee’s clinical
performance for the sake of patient safety. The suggested research on
vulnerability should therefore preferably extend beyond entrustment decisions in
the strict sense.
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Another key finding of our study on early entrustment decisions (Chapter 3) was
that trainees’ generic trustworthiness qualities were a decisive factor in
supervisors’ decision to entrust professional tasks. As our research was limited to
the start of residency training, we did not fully explore the subject in the
remainder of the training year, which therefore merits further study.
Finally, in this dissertation we mentioned that the use of two important WBA
strategies (i.e., entrustment and performance observations) to warrant patient
safety was self-evident. Yet, stakeholders did not avail themselves of these
strategies with the aim to foster trainee learning as much as would be desirable.
Future research might seek to address the role of various stakeholder conceptions
in this discrepancy so as to unlock the full educational potential of these
assessment strategies.

In conclusion
In this dissertation, we aimed to contribute to a better understanding of
stakeholder conceptions of WBA and their impact on the assessment strategies
used during postgraduate medical training. We suggested positioning these
conceptions on two continua that mirror stakeholder preferences regarding the
locus of regulation of learning and the level of standardisation of assessment.
Being pivotal in the complex interactions between various key elements of WBA,
stakeholder conceptions were found to affect performance interpretations and
their associated WBA outcomes. Our findings emphasise the importance of
practitioners, policymakers and researchers integrating aspects of diverging and
converging conceptions into a shared frame of reference on WBA. Awareness,
articulation and alignment of underlying stakeholder conceptions could therefore
be important steps in enhancing the utility and effectiveness of WBA. Ongoing
interaction and explicit communication between all stakeholders is essential to
monitor, adapt and improve assessment practices. By improving the quality of
medical trainees’ workplace-based learning and assessment and supporting
trainees’ competence development, the research presented in this dissertation can
contribute to the current and future provision of high-quality patient care.
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Summary
Competency-based medical education (CBME) focuses on letting learners
integrate and apply their knowledge and skills in real-life practice. This approach
calls for ongoing assessment of authentic clinical tasks to foster learning. For this
reason, workplace-based assessment (WBA) has become an important
cornerstone of CBME. In our introductory chapter (Chapter 1), we explain that
WBA fulfils both a formative and summative function: to drive learning and
monitor the trainee’s competence development (formative) and to enable
decisions on the trainee’s achievement during training (summative). The
authenticity of the clinical environment implies that WBA is complex and typically
influenced by uncontrolled variables such as case difficulty, patient mix and
patient numbers. Moreover, previous research has clearly demonstrated that the
quality of WBA mainly depends on how stakeholders (e.g., clinical supervisors,
trainees, programme directors) use the assessments rather than on the intrinsic
qualities of the instruments and methods used to evaluate clinical performance.
Performance interpretations in the clinical workplace and the resulting
judgements, feedback and decisions are the product of a continuous interplay
between a broad range of cognitive and social factors. From a socio-cultural
stance, performance assessment can be seen as a ‘socially situated interpretative
act’; it is always conceptualised and constructed according to the conceptions
(i.e., conscious or subconscious beliefs, concepts, meanings, experiences and
mental images) of its individual stakeholders who are situated in and affected by
a unique social context. Social interactions in WBA are not limited to the clinical
workplace itself (e.g., interactions within a supervisor-trainee dyad or with a
patient), but potentially extend to stakeholders at organisational (e.g., facility
managers, supervisor colleagues), institutional (e.g., education programme
designers) and national level (e.g., accreditation bodies, governmental medical
legislation). This means that social interactions at various levels influence
stakeholders’ conceptions of WBA and their associated behaviours.
By bringing stakeholders’ conceptions to the surface and rethinking their
influence on WBA strategies, this dissertation aims to contribute to a meaningful
understanding of WBA practices. The main objective of the research described in
this dissertation is to further our understanding of stakeholder conceptions of
WBA and their impact on the assessment strategies used during postgraduate
medical training.
In Chapter 2, we studied various stakeholders’ conceptions of WBA by exploring
the perspectives and beliefs that underlie their approaches to WBA in a
postgraduate medical training programme. We systematically investigated these
conceptions using Q methodology that combines aspects of qualitative and
quantitative methodological approaches. To this end, we purposively sampled
stakeholders (i.e., supervisors, trainees, institutional teachers, programme
directors) from two general practice training institutes between which they were
equally distributed, asking them to perform individual Q sorts by ranking 48
statements about WBA. To uncover patterns in the ranking of statements, we
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performed a by-person factor analysis, after which we iteratively interpreted and
described each factor. We extracted five different factors or ‘perspectives’ on
performance assessment: Agency, Mutuality, Objectivity, Adaptivity and
Accountability. These perspectives reflected both differences and similarities in
stakeholder perceptions and preferences regarding the utility of WBA. In
comparing and contrasting the perspectives of the various stakeholders, we found
that these could be positioned on two continua (axes), specifically ‘the locus of
regulation of learning’ (i.e., self-regulated versus externally regulated learning)
and ‘the extent to which assessment should be standardised’ (i.e., tailored versus
standardised assessment). The first continuum concerned the importance
attributed to self-regulation in learning and assessment. Participants’ views on this
theme varied widely: from believing that trainees should actively self-direct their
learning, take responsibility and show initiative in the assessment process,
through feeling that the responsibility to identify learning needs by means of
performance evaluations and feedback rests with both the supervisor and the
trainee, to the perspective that supervisors should actively direct trainees’ learning
and take the lead and responsibility for the assessment process. The second
continuum where stakeholders’ conceptions of WBA diverged concerned the
extent to which they felt both WBA instruments and the assessment process itself
should be standardised. Stakeholders’ preferences with regard to the level of
standardisation ranged from total reliance on idiosyncratic expert judgement
based on contextualised task requirements and assessment criteria tailored to
trainees’ individual learning needs, through the tailoring of assessment criteria to
the clinical task and context, to objectifiable and standardised approaches to
WBA, using predefined assessment tasks and detailed assessment criteria.
Differing perspectives may variously affect stakeholders’ acceptance, use
and, consequently, the effectiveness of assessment programmes. The central
practical implication of this study is therefore that continuous interaction between
all stakeholders is essential to monitor, adapt and improve assessment practices
and to stimulate the development of a shared mental model on WBA conceptions
and practices.
In the following chapters of this dissertation, we studied the influence of
stakeholder conceptions on two key strategies in WBA, namely entrustment
decision-making and direct observation of clinical performance.
Chapter 3 reports a study that aimed to gain insight into the process of
supervisors’ decision-making strategies underlying the entrustment of clinical
tasks at the start of one-to-one supervisor-trainee working relationships. For that
purpose, we gathered naturalistic data using non-participant observations that
were triangulated with semi-structured interviews with supervisors in four general
practice settings. Data were analysed using a constructivist grounded theory
(CGT) approach. Consistent with the principles of CGT, we collected and
analysed data in iterative cycles, and used memo writing in order to produce an
audit trail from data to interpretation. Our study demonstrated that, in the earliest
phase of training, supervisors based their entrustment decisions more on generic
trainee qualities (i.e., trainees’ self-reflexivity, knowing their limitations and asking
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for help in time) than on perceived clinical competence. In order to make these
decisions, supervisors’ primary concern was to create a safe working and learning
environment in which trainees could and would ask for timely supervision.
Supervisors used individual strategies to offer trainees a challenging learning
climate, while at the same time minimising the risks for patients and themselves.
These strategies were influenced by interrelated factors, such as supervisors’
propensity to trust, their previous experiences with trainees, and their perspective
on learning and teaching.
We found that positive past experiences made supervisors entrust tasks more
easily to their current trainee, while negative experiences could lead to a more
controlling approach. Moreover, we found that supervisors’ propensity to trust
affected their trustworthiness perceptions and resulting entrustment strategies. This
finding is particularly relevant when little information about an individual’s
trustworthiness is available, such as at the start of a supervisory relationship.
Especially at the start of medical residency training, supervisors’ propensity to trust
and their resulting supervisory style may thus impact on the extent to which
trainees are allowed to control their own learning and supervision processes.
Supervisors must therefore realise that their individual experiences, assumptions
and beliefs influence their approaches to entrustment and, consequently, trainees’
learning opportunities. To ensure that entrustment strategies are well aligned with
the needs of the stakeholders involved, it seems especially important that
supervisor and trainee regularly discuss and explicate mutual expectations and
responsibilities regarding the supervision initiative.
In Chapters 4 and 5, we examined the influence of stakeholder conceptions on
the use of observation during WBA. Performance observations play a pivotal role
in CBME, including postgraduate training. They are an effective strategy to
monitor trainees’ day-to-day performance and provide supervisors with important
information that can be used to give feedback on a variety of competencies.
Obtaining information via observations is a prerequisite for robust decisionmaking on a trainee’s competence development. Moreover, performance
observations enable decisions about levels of entrustment in task performance,
thereby maximising the potential for trainee learning. Incorporating observations
in medical training programmes is therefore strongly recommended. Yet, despite
its undisputed importance to credible feedback and assessment, observations are
not implemented in WBA as well as they should.
Previous research has demonstrated that supervisors may not only experience
practical barriers (e.g., time constraints, busy practice) and socio-cultural barriers
(e.g., observations interfering with trainees’ quest for autonomy) to direct
observations in healthcare settings, they may also question the usefulness or have
low perceived self-efficacy to perform them. To gain a better understanding of
how these multiple factors interact to influence supervisors’ intention to perform
direct observations, we conducted an exploratory quantitative study (Chapter 4),
using the theory of planned behaviour (TPB) as our theoretical framework. In
doing so, we transferred a psychological theory to medical education to obtain
insight into the influence of cognitive and emotional processes on intentions to
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use observations in workplace-based learning and assessment. We developed a
questionnaire to investigate supervisors’ intention to perform observations. The
relationships between the TPB measures were explored by computing bivariate
correlations using Pearson’s R tests. We performed a hierarchical regression
analysis to assess the impact of the respective TPB measures as predictors of the
intention to perform observations.
In this study, 82 general practice supervisors completed the questionnaire.
We found that supervisors had a positive attitude towards observations. Our TPB
model explained 45% of the variance in supervisors’ intentions to perform them.
We found that supervisors’ normative beliefs, that is, the perceived expectations
by other stakeholders in WBA to engage in performance observations,
significantly predicted their intention. Consequently, supervisors’ intention to
perform observations might rely heavily on the expectations articulated by other
stakeholders (e.g., trainees, colleague supervisors and the training institute).
Furthermore, supervisors’ past behaviour was a significant determinant of their
intention to conduct performance observations, indicating that positive past
experiences with observations encouraged supervisors to perform them, while
negative experiences discouraged such engagement. These findings therefore
suggest that supervisors use their past experiences to form intentions to perform
observations in a careful, thoughtful manner; in doing so, they also take the
preferences of the trainee and other stakeholders potentially engaged in
observations into consideration. By discussing and clarifying underlying
preferences, goals and beliefs, supervisor and trainee may be able to overcome
potential barriers to the use of observations and develop a shared understanding
of the role of observations in learning and assessment. In addition, we
recommended that training institutes articulate their expectations regarding
supervisors’ engagement in observations more clearly, explicitly and consistently.
By translating their normative expectations into ongoing training and coaching of
supervisors and trainees, training institutes may effectively contribute to supervisor
intentions to actually enact performance observations.
Supervisors and trainees may have similar, but also diverging goals and
preferential strategies for achieving these goals when engaging in observations. If
their conceptions of how to use observations are misaligned, suboptimal use of
such observations may result, thereby inadvertently impacting on training
outcomes. The aim of our second study on the use of performance observations
(Chapter 5) was therefore to better understand if and how supervisor-trainee
dyads discuss and align goals and approaches to observation. We used a
qualitative, social constructivist approach to explore how supervisory dyads work
towards alignment of goals and approaches to observation of clinical
performance. We performed a template analysis of our data, for which we
iteratively created a series of templates consisting of hierarchically structured
schemas of coded themes. We collected our data from a series of semi-structured
interviews in eight general practice settings. In each practice, we interviewed the
trainee, the supervisor and the trainee-supervisor dyad, respectively. In the two
individual interviews, we explored supervisors and trainees’ preferences and the
way they perceived individual goals and approaches regarding the use of
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observations. In the final interview, we asked the dyad to summarise their
individual and perceived common goals and approaches to the use of
observations, before inviting them to reflect on their viewpoints and how they
worked towards alignment.
It seemed that dyads mainly engaged in such observations to guard patient
safety and to prepare for institutional assessment rather than to provide the
trainee with developmental feedback. It was uncommon for them to communicate
explicitly about the goals and approaches to these observations, except at the
start of training and unless they were triggered by internal or external factors that
necessitated this discussion. Nevertheless, supervisory dyads did manage to build
a working repertoire regarding the use of observations during the training year.
Hence, the findings from this study seem to suggest that there might be a
mismatch between the way supervisory dyads use observations and the purposes
espoused and communicated by educators and/or national training institutes.
Supervisor-trainee dyads must be aware of the ways they communicate about the
use of performance observations in residency training, and their potential impact
on the creation of a shared working repertoire. Embedding facilitated discussion
and alignment of the various goals and approaches to observations in learning
conversations may be a promising avenue to improve their effectiveness in
workplace learning. Our findings also clearly demonstrate that the assessment
programme in which observations are embedded may influence their actual use.
Therefore, to foster learning from workplace observations, all stakeholders
involved must be aware of the impact of institutional assessment requirements
and clearly and continuously articulate the goals of assessment.
In our general discussion (Chapter 6) we synthesise the research from the
previous chapters and relate our findings to current medical education literature.
We describe how the conceptions of workplace-based stakeholders (i.e.,
supervisors and trainees) influence their approach to two important WBA
strategies, namely the entrustment of clinical tasks at the very start of medical
residency training and observations of trainee performance throughout training.
Based on the research presented in this dissertation, we argue that stakeholder
positions on the continua described in Chapter 2 may shift under the influence of
various contextual factors and, as such, are dynamic rather than fixed. Our
findings suggest that key elements in WBA (i.e., user conceptions, assessment
tool, clinical task, purpose of assessment, educational relationship, learning
environment) affect the interpretation of performance (in terms of competence
and entrustability) and, consequently, WBA outcomes (i.e., providing feedback,
making judgements on competence development and entrustment practices).
Our studies clearly demonstrate that, according to the stakeholders involved,
trainees can be allowed to self-regulate their learning on condition that safe
patient care is guaranteed. Our findings add to this that supervisors’ decision to
entrust clinical tasks (Chapter 3) and/or their initiative to perform observations
(Chapters 4 and 5) are likely influenced by their idiosyncratic and contextualised
appraisal of trainees’ willingness and capability to ask for feedback or help in
time. Hence, contextual factors may allow, and sometimes even require,
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supervisors to adopt a holistic, less standardised approach when making early
entrustment decisions. We found these contextual factors to be equally important
in mediating supervisor-trainee dyad preferences regarding performance
observations. The standardised institutional consultation test, for example,
although primarily aimed at promoting trainees’ development by providing
relevant feedback, drove dyads’ preoccupation with ticking off items that were
pertinent to the test when performing observations. After passing the test,
however, the dyads gradually started to look for learning opportunities for the
trainee as the focus of their observations. With this, our research illustrates that
contextual factors (e.g., the perceived purpose of the assessment) may require
stakeholders to (temporarily) adapt their position on the standardisation
continuum. This adaptation may, however, have a negative impact on
stakeholders’ perceived utility of assessment instruments and procedures and the
effectiveness of WBA.
Across our studies, we identified several recurring, constituent elements of
stakeholder conceptions. First, we found their conceptions of normative
expectations about WBA practices to influence their WBA strategies. Within the
clinical workplace, supervisors and trainees considered both mutual expectations
and the perceived expectations of their patients. Moreover, the perceived
expectations of the training institute, for example, affected their conceptions of
WBA in the clinical setting and their associated strategies. Second, supervisors’
propensity to trust and their previous supervisory experience was another element
of stakeholders’ conceptions found to recur across our studies. Our findings seem
to suggest that supervisors’ starting position on the ‘desired locus of regulation’
continuum is influenced by their propensity to trust as well as their past
experiences with WBA. They indicate that supervisors in the complex context of
general practice training use their past experiences to decide on WBA strategies,
for instance on whether and how to entrust clinical tasks or perform observations.
After providing reflections on the methodology of the research presented in this
dissertation, we discussed the theoretical and practical implications of our
findings. Our research findings clearly confirm that performance assessment is
always interpreted and constructed according to the conceptions of its individual
stakeholders who are situated in and affected by a unique social context. An
important theoretical implication of our research is therefore that any approach to
assessment, assessment research, and assessment design should be adapted to
embrace their context. To arrive at a more comprehensive and coherent picture of
a trainee’s competence development, we should acknowledge variation in
conceptions of assessment between stakeholders and allow for various,
contextualised assessment approaches so as to foster meaningful variance in
performance interpretation. To improve the effectiveness of assessment activities
and to stimulate the development of a shared understanding of WBA, ongoing
awareness and articulation of one’s own conceptions of WBA, including
alignment with those of other stakeholders are essential WBA strategies.
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In conclusion, this dissertation offers important insights that can improve our
understanding of stakeholder conceptions of WBA and their impact on the
assessment strategies used during postgraduate medical training. Ongoing
interaction and explicit communication between all stakeholders are essential to
monitor, adapt and improve assessment practices.
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Samenvatting
Competentiegericht medisch onderwijs (CMO) kenmerkt zich door integratie en
toepassing van kennis en vaardigheden in de praktijk. In CMO is voortdurende
beoordeling van authentieke klinische taken essentieel om het leren te
bevorderen. Dit heeft geresulteerd in een centrale positie van werkplekbeoordelen
(WPB) in CMO. In het inleidende hoofdstuk van dit proefschrift beschrijven we dat
WPB in wezen twee functies vervult. Het dient een formatief doel, om het leren te
stimuleren en de competentieontwikkeling van de lerende te volgen, en een
summatief doel, om beslissingen over de prestaties van de lerende tijdens het
opleiden mogelijk te maken. De authenticiteit van de klinische omgeving brengt
met zich mee dat WPB complex is en wordt beïnvloed door verschillende
variabelen zoals de aard en moeilijkheidsgraad van de medische casus en het
aanbod van patiënten.
Eerder onderzoek heeft duidelijk aangetoond dat de kwaliteit van WPB
voornamelijk afhangt van hoe gebruikers (bijvoorbeeld opleiders, artsen in
opleiding tot specialist (aios), programmadirecteuren) WPB gebruiken – en niet
zozeer van de intrinsieke kwaliteiten van instrumenten en methoden die worden
gebruikt bij WPB. Interpretaties van prestaties van de aios op de klinische
werkplek, en de daaruit volgende oordelen, feedback en beslissingen, zijn het
resultaat van een samenspel van cognitieve en sociale factoren. Vanuit een
sociaal-cultureel perspectief kunnen WPB worden gezien als 'sociaal gesitueerde
interpretatieve handelingen'. Dat betekent dat gebruikers van WPB gesitueerd zijn
in-, en worden beïnvloed door hun unieke sociale context en dat opvattingen over
WPB van individuele gebruikers een rol kunnen spelen bij het interpreteren en
construeren van WPB. Sociale interacties in WPB zijn niet beperkt tot de klinische
werkplek (interacties binnen een opleider-aios dyade, of met een patiënt), maar
kunnen zich uitstrekken tot interacties met anderen in de praktijk (bijvoorbeeld
praktijkmanagers, collega opleiders), met het opleidingsinstituut (bijvoorbeeld
ontwerpers van onderwijsprogramma's) en op nationaal niveau (bijvoorbeeld met
accreditatie-instanties, wetgeving van de overheid). Het doel van het onderzoek in
dit proefschrift was om bij te dragen aan een betekenisvol begrip van WPB door
gebruikersopvattingen over WPB te ontrafelen en hun invloed op WPB-strategieën
te bestuderen en beschrijven.
In Hoofdstuk 2 beschrijven we een analyse van de percepties en opvattingen van
verschillende gebruikers van WPB die ten grondslag liggen aan hun benadering
van WPB in een medische vervolgopleiding. Deze percepties en opvattingen
werden systematisch onderzocht met behulp van Q-methodologie, een methode
die kwalitatieve en kwantitatieve methodologische benaderingen combineert.
Gericht geselecteerde gebruikers (opleiders, aios, docenten en hoofden
verbonden aan het opleidingsinstituut), gelijk verdeeld over twee huisartsopleidingsinstituten, rangschikten individueel 48 stellingen over WPB. We voerden
factoranalyse uit om patronen in de rangschikking van stellingen te ontdekken.
Deze patronen (factoren) werden iteratief geïnterpreteerd en beschreven. Er
werden vijf verschillende factoren (opvattingen over WPB) geëxtraheerd:
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Aansturing, Mutualiteit, Objectiviteit, Adaptatie en Toerekenbaarheid. Deze
factoren weerspiegelen zowel verschillen als overeenkomsten in de percepties en
opvattingen van gebruikers over WPB. Bij het vergelijken van de verschillende
gebruikersopvattingen stelden we vast dat deze op twee continua (assen) konden
worden geplaatst, namelijk 'de locus van regulering van leren' (zelfregulerend
versus extern gereguleerd leren) en 'de mate waarin beoordeling moet worden
gestandaardiseerd' (op maat versus gestandaardiseerde beoordelingen). Het
eerste continuüm betrof het belang dat wordt toegekend aan zelfregulering bij
leren en beoordelen. De opvattingen van WPB-gebruikers over dit thema liepen
sterk uiteen. Ze varieerden van de visie dat aios hun leren actief zelf moeten
sturen, verantwoordelijkheid moeten nemen en initiatief moeten tonen in het
beoordelingsproces, via het leggen van verantwoordelijk-heid bij zowel de
opleider als de aios om leerbehoeften te identificeren, tot het perspectief dat
opleiders het leren van aios actief moeten sturen en het voortouw en de
verantwoordelijkheid voor WPB moeten nemen. Het tweede continuüm waarin de
opvattingen van WPB-gebruikers uiteenliepen betrof hun voorkeur voor de mate
van standaardisatie van zowel WPB-instrumenten als het beoordelingsproces zelf.
Op dit gebied varieerden de gebruikersopvattingen van uitsluitend vertrouwen op
idiosyncratische deskundigenoordelen op basis van gecontextualiseerde
taakvereisten en het gebruik van beoordelingscriteria die zijn afgestemd op de
individuele leerbehoeften van aios, via een voorkeur voor het afstemmen van
beoordelingscriteria op klinische taken en context, tot het gebruik van
objectiveerbare en gestandaardiseerde benaderingen van WPB, met behulp van
vooraf gedefinieerde beoordelingstaken en gedetailleerde beoordelings-criteria.
Het bestaan van verschillende gebruikersopvattingen over WPB kan van invloed
zijn op de acceptatie, het gebruik en daardoor de effectiviteit van
beoordelingsprogramma's. De centrale praktische implicatie van deze studie is
dan ook dat continue interactie tussen alle gebruikers essentieel is om WPB te
monitoren, aan te passen en te verbeteren en om de ontwikkeling van een
“shared mental model” over WPB te stimuleren.
In de volgende hoofdstukken van dit proefschrift bestudeerden we de invloed van
gebruikersopvattingen op twee belangrijke strategieën in WPB, namelijk de
besluitvorming bij het toevertrouwen van klinische taken en het verrichten van
observaties van medisch handelen.
In Hoofdstuk 3 beschrijven we een studie die tot doel had inzicht te krijgen in
strategieën van opleiders met betrekking tot het toevertrouwen van klinische taken
aan de aios bij het begin van de opleiding. Daartoe verzamelden we data door
middel van praktijkobservaties die werden getrianguleerd met semigestructureerde interviews met opleiders in vier huisartspraktijken. We maakten
gebruik van een grounded theory benadering bij het verzamelen en analyseren
van de data in iteratieve cycli, en schreven memo's om een audit trail te
construeren van data naar interpretatie. Onze studie toonde aan dat opleiders in
de beginfase van de opleiding hun toevertrouwbeslissingen meer baseerden op
generieke kwaliteiten van aios (dat wil zeggen zelfreflexiviteit van aios, het kennen
van zijn/haar beperkingen en het tijdig vragen om hulp) dan op ingeschatte
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klinische competentie. Voor opleiders was het dus eerst zaak om een veilige werken leeromgeving te creëren waarin aios tijdig om supervisie konden en zouden
vragen. Opleiders gebruikten individuele strategieën om aios een uitdagend
leerklimaat te bieden en tegelijkertijd de risico's voor patiënten en zichzelf te
minimaliseren. Deze strategieën werden beïnvloed door onderling verwante
factoren, zoals de eerdere ervaringen van opleiders met aios, hun neiging om te
vertrouwen en hun perspectief op leren en lesgeven. We ontdekten dat positieve
ervaringen uit het verleden eraan bijdroegen dat opleiders taken gemakkelijker
toevertrouwden aan hun huidige aios, terwijl negatieve ervaringen konden leiden
tot een meer controlerende aanpak. Bovendien stelden we vast dat de neiging
van opleiders om te vertrouwen hun inschatting van de betrouwbaarheid van de
aios en de daaruit voortvloeiende toevertrouw-strategieën beïnvloedde. Deze
bevinding is met name relevant wanneer er weinig informatie beschikbaar is over
de betrouwbaarheid van een persoon, zoals aan het begin van een
vertrouwensrelatie. Vooral aan het begin van de medische vervolgopleiding kan
de neiging van opleiders om te vertrouwen en hun daaruit voortvloeiende
toevertrouw-strategie dus van invloed zijn op de mate waarin aios autonomie
krijgen over hun eigen leer- en toevertrouwprocessen. Opleiders moeten zich er
dan ook van bewust zijn dat hun individuele ervaringen, aannames en
overtuigingen van invloed zijn op hun benadering van toevertrouwen en dus op
de leermogelijkheden van aios. Om ervoor te zorgen dat de
toevertrouwstrategieën afgestemd zijn op de behoeften van de gebruikers lijkt het
met name belangrijk dat opleider en aios regelmatig hun wederzijdse
verwachtingen en verantwoordelijkheden met betrekking tot het initiatief om toe
te vertrouwen bespreken en dit ook uitdragen.
In de studies die we beschrijven in de Hoofdstukken 4 en 5 onderzochten we de
invloed van gebruikersopvattingen op het gebruik van observaties van medisch
handelen. Observaties spelen een centrale rol in competentiegericht medisch
onderwijs, waaronder de vervolgopleiding tot medisch specialist. Ze zijn de
strategie bij uitstek om het dagelijkse handelen van lerenden te monitoren.
Daarnaast kunnen observaties aan opleiders belangrijke informatie bieden die
kan worden gebruikt om feedback te geven over een verscheidenheid aan
competenties. Observaties zijn ook noodzakelijk voor een gedegen besluitvorming over de competentieontwikkeling van een aios, en maken het
toevertrouwen van (min of meer zelfstandig uit te voeren) medisch taken mogelijk.
Het verrichten van observaties wordt daarom sterk aanbevolen in medische
(vervolg)opleidingen. Desondanks worden observaties niet optimaal ingezet in
WPB.
Eerder onderzoek toonde aan dat opleiders praktische (bijvoorbeeld tijdsdruk,
drukke praktijk) en sociaal-culturele barrières (bijvoorbeeld interfereren van
observeren met aios streven naar autonomie) kunnen ervaren om observaties te
verrichten. Daarnaast kunnen opleiders zich niet bekwaam voelen om te
observeren of het nut van het verrichten van observaties in twijfel trekken. Om
een beter inzicht te krijgen in de rol van de verschillende factoren die van invloed
kunnen zijn op het verrichten van observaties hebben we een verkennend
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kwantitatief onderzoek uitgevoerd (Hoofdstuk 4), met de Theory of Planned
Behaviour (TPB) als theoretisch kader. Daarmee pasten we een psychologische
theorie toe bij het verrichten van medisch onderwijskundig onderzoek. Door het
afnemen van een TPB-vragenlijst konden we inzicht krijgen in de invloed van
cognitieve en emotionele processen op de intenties van opleiders om observaties
te verrichten in WPB. De relaties tussen de TPB-variabelen werden onderzocht
door (Pearson) bivariate correlaties te berekenen. Hiërarchische regressieanalyse
toonde het effect van de verschillende TPB-variabelen als voorspellers voor de
intentie om observaties te verrichten. In ons onderzoek hadden 82 huisartsopleiders een TPB-vragenlijst ingevuld. We stelden vast dat opleiders een
positieve attitude hadden ten opzichte van het verrichten van observaties. Ons
TPB-model had een verklaarde variantie van 45%. We ontdekten dat de intentie
van opleiders om te observeren significant voorspeld werd door hun normatieve
overtuigingen, de ervaren verwachtingen die anderen van hen hadden om
observaties te verrichten. Deze bevinding impliceert dat de intentie van opleiders
om observaties te verrichten in belangrijke mate afhankelijk van de uitgesproken
verwachtingen van andere belanghebbenden (zoals aios, collega-opleiders en
het opleidingsinstituut) over het verrichten van observaties. Bovendien was het
gedrag van opleiders in het verleden een belangrijke bepalende factor voor hun
intentie om observaties uit te voeren. Dit geeft aan dat positieve eerdere
ervaringen met observaties opleiders aanmoedigden om observaties uit te
voeren, terwijl negatieve ervaringen het verrichten hiervan juist ontmoedigden.
Daarbij houden opleiders ook rekening met de voorkeuren van de aios en
andere belanghebbenden die mogelijk betrokken zijn bij observaties. Door
onderliggende voorkeuren, doelen en overtuigingen te bespreken en te
verduidelijken, kunnen opleider en aios potentiële belemmeringen voor het
gebruik van observaties overwinnen en een gedeeld begrip ontwikkelen over de
rol van observaties bij leren en beoordelen. Daarnaast onderstrepen de
resultaten van deze studie het belang voor opleidingsinstituten om hun
verwachtingen ten aanzien van de betrokkenheid van opleiders bij observaties
duidelijker, explicieter en consistenter verwoorden. Door hun normatieve
verwachtingen op te nemen in bij- en nascholing van opleiders en aios kunnen
opleidingsinstituten effectief bijdragen aan de daadwerkelijke uitvoering van
observaties.
Opleider en aios kunnen gelijke, maar ook uiteenlopende doelen en
voorkeursstrategieën hebben wanneer ze observaties gebruiken. Het nietafstemmen van wederzijdse opvattingen over de inzet van observaties kan leiden
tot een suboptimaal gebruik van observaties. Het doel van onze tweede studie
over het gebruik van observaties (Hoofdstuk 5) was dan ook om inzicht te krijgen
of en hoe opleider-aios dyades doelen en strategieën met betrekking tot het
gebruik van observaties bespreken en afstemmen. We gebruikten een
kwalitatieve, sociaal-constructivistische benadering om het afstemmingsproces
tussen opleider en aios te onderzoeken en analyseerden onze data met behulp
van template-analyse. Template analyse omvat het iteratief opstellen van een
reeks sjablonen die bestaan uit hiërarchisch gestructureerde schema's van
gecodeerde thema's. Onze data verkregen we uit een reeks semigestructureerde
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interviews in acht huisartspraktijken. In elke praktijk interviewden we
achtereenvolgens: 1) de aios, 2) de opleider en 3) de opleider-aios dyade. In de
twee individuele interviews onderzochten we de persoonlijke ervaringen,
voorkeuren en doelen van opleiders en aios met betrekking tot het gebruik van
observaties. In het laatste interview vroegen we de dyade om hun individuele en
(ervaren) gemeenschappelijke doelen en benaderingen van het gebruik van
observaties samen te vatten, voordat we hen uitnodigden om deze toe te lichten
en aan te geven of en hoe binnen de dyade gewerkt werd aan afstemming
hiervan. De opleider-aios dyades leken observaties vooral in te zetten om de
patiëntveiligheid te borgen, en ter voorbereiding op toetsing door het
opleidingsinstituut. De inzet van observaties als instrument om feedback op de
competentieontwikkeling van de aios te geven leek minder van belang. Behalve
aan het begin van de opleiding was de communicatie over de doelen en
benaderingen van het gebruik van observaties zelden expliciet, tenzij er interne of
externe triggers aanwezig waren die dit noodzakelijk maakte. Toch slaagden de
dyades erin om tijdens het opleidingsjaar een werkrepertoire op te bouwen met
betrekking tot het gebruik van observaties. De bevindingen van onze studie
suggereren dus dat er een mismatch zou kunnen zijn tussen het gebruik van
observatie door opleider-aios dyades en de doeleinden zoals gedefinieerd en
gecommuniceerd door onderwijskundigen en/of (nationale) opleidingsinstituten.
Aios en opleider moeten zich bewust zijn van de manier waarop zij binnen de
dyade communiceren over het gebruik van observaties in de medische
vervolgopleiding en de mogelijke impact op het creëren van een gedeeld
werkrepertoire. Periodieke geleide discussie in leergesprekken over afstemming
van de verschillende doelen en benaderingen van observaties kan een
veelbelovende manier zijn om hun effectiviteit in werkplekleren te verbeteren.
Onze bevindingen tonen ook duidelijk aan dat het beoordelingsprogramma
waarin observaties zijn ingebed van invloed kan zijn op het daadwerkelijke
gebruik van observaties. Bewustwording van de impact van institutionele
beoordelingseisen en voortdurende aandacht voor de doelen van observaties zijn
nodig om het leren van observaties op de werkplek te optimaliseren.
In onze algemene discussie (Hoofdstuk 6) synthetiseren we het onderzoek uit de
vorige hoofdstukken en relateren we onze bevindingen aan de medisch
onderwijskundige literatuur.
We beschrijven de invloed van de opvattingen van gebruikers van WPB op de
klinische werkplek op twee belangrijke strategieën in WPB, namelijk op de
besluitvorming bij het toevertrouwen van klinische taken en bij het verrichten van
observaties van medisch handelen van de aios. Op basis van het onderzoek dat
in dit proefschrift wordt gepresenteerd, stellen we dat gebruikersposities op de
continua zoals gepresenteerd in hoofdstuk 2 niet vaststaan, maar als dynamisch
moeten worden gezien: deze posities kunnen verschuiven onder invloed van
verschillende contextuele factoren. Onze bevindingen suggereren dat belangrijke
elementen in WPB (gebruikersopvattingen, beoordelingsinstrument, klinische
taak, beoordelingsdoel, onderwijsrelatie, leeromgeving) van invloed kunnen zijn
op de interpretatie van prestaties (competentie en “entrustability”) en op de WPB-
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uitkomst (feedback geven, oordelen over competentieontwikkeling en
toevertrouwen van klinische taken).
Onze studies tonen duidelijk aan dat het bieden van veilige patiëntenzorg door
opleider en aios gezien wordt als een voorwaarde voor zelfregulatie van het leren
van de aios. Onze bevindingen voegen hieraan toe dat de beslissing van
opleiders om klinische taken toe te vertrouwen aan hun aios (Hoofdstuk 3) en/of
beslissingen over het initiatief om om observaties te vragen (Hoofdstuk 4 en 5)
kunnen worden beïnvloed door hun idiosyncratische en gecontextualiseerde
beoordeling van de bereidheid en het vermogen van aios om tijdig om feedback
of hulp te vragen. Contextuele factoren bleken eveneens belangrijk te zijn bij het
beïnvloeden van de voorkeuren van opleider en aios bij het verrichten uitvoeren
van observaties. De gestandaardiseerde institutionele consulttoets bijvoorbeeld,
hoewel voornamelijk gericht op het geven van ontwikkelingsfeedback bij het
gebruik van observaties, droeg bij aan een focus op items die moeten worden
afgevinkt om goed te presteren in de toets. Na het behalen van de toets werden
observaties door de dyades eerder gebruikt om mogelijkheden te identificeren
voor het leren van de aios. Ons onderzoek illustreert dus dat contextuele factoren
(zoals het ervaren doel van een beoordeling) gebruikers nopen hun standpunt op
het standaardisatiecontinuüm aan te passen. Deze aanpassing kan echter een
negatief effect hebben op het door gebruikers van WPB ervaren nut van
beoordelingsinstrumenten en beoordelingsprocedures en dus op de effectiviteit
van WPB.
Verschillende elementen van gebruikersopvattingen over WPB bleken
overkoepelend te zijn in onze studies. In onze studies bleken opvattingen van
belanghebbenden over normatieve verwachtingen met betrekking tot WPBpraktijken hun WPB-strategieën te beïnvloeden. Op de klinische werkplek hielden
opleiders en aios rekening met wederzijdse verwachtingen en ervaren
verwachtingen van hun patiënten. Daarnaast ervaarden de gebruikers van WPB
op de klinische werkplek dat verwachtingen van bijvoorbeeld het
opleidingsinstituut hun opvattingen en strategieën ten aanzien van WPB
beïnvloeden.
Ook de neiging van opleiders om te vertrouwen en hun eerdere ervaring met
opleiden bleken overkoepelende opvattingen te zijn in onze studies. Onze studies
suggereren dat de uitgangspositie van opleiders op het continuüm met betrekking
tot de gewenste locus van reguleren van leren wordt beïnvloed door zowel hun
neiging tot vertrouwen als hun eerdere ervaringen met WPB. In de complexe
context van de huisartsgeneeskundige vervolgopleiding geven onze bevindingen
ook aan dat opleiders hun ervaringen uit het verleden gebruiken bij het bepalen
van hun WPB-strategieën, bijvoorbeeld bij het toevertrouwen van klinische taken
of het verrichten van observaties.
Na een reflectie op de methodologie van het in dit proefschrift gepresenteerde
onderzoek, bespreken we de theoretische en praktische implicaties van onze
bevindingen. Het onderzoek in dit proefschrift bevestigt duidelijk dat WPB altijd
wordt geïnterpreteerd en geconstrueerd volgens de opvattingen van de
individuele gebruikers en hun unieke sociale context. Een belangrijke theoretische
implicatie van ons onderzoek is dus om bij het beoordelen, bij het uitvoeren van
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onderzoek naar beoordelen en bij het ontwerpen van beoordelingen een
benadering te verkiezen waarbij beoordelen onlosmakelijk verbonden is met
gebruikers en hun context. Erkennen van (mogelijk) verschillende
gebruikersopvattingen over beoordelen en toestaan van gecontextualiseerde
beoordelingsbenaderingen kan betekenisvolle variatie in beoordelingsinterpretatie mogelijk maken – om te komen tot een vollediger en samenhangender beeld van de competentieontwikkeling van een aios.
De centrale praktische implicatie van dit proefschrift is dat gebruikers van WPB
zich bewust moeten zijn van hun individuele opvattingen en die van andere
belanghebbenden, afkomstig van binnen- of buiten de klinische werkplek.
Voortdurend bewustzijn en articulatie van de eigen opvattingen over WPB, en
afstemming met die van andere belanghebbenden, kunnen worden gezien als
essentiële strategieën om de effectiviteit van WPB te verbeteren en de ontwikkeling
van een gedeeld begrip van WPB te stimuleren.
Concluderend kan dit proefschrift bijdragen aan een beter begrip van
gebruikersopvattingen over WPB en hun impact op beoordelingsstrategieën die
worden gebruikt tijdens de medische vervolgopleiding. Voortdurende interactie en
expliciete communicatie tussen alle gebruikers van WPB is essentieel om de inzet
van WPB te monitoren, aan te passen en te verbeteren.
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Impact paragraph
The primary goal of competency-based medical residency training is to prepare
trainees for independent clinical practice and life-long learning. As competencybased training has a focus on knowledge and skills application in real-life
practice, this resulted in a central position of workplace-based assessment (WBA).
WBA essentially fulfils two functions: it serves a formative purpose, in order to
monitor the trainee’s individual development and to drive learning, as well as a
summative purpose, to enable decisions on the trainee’s achievement during
training. The authenticity of the clinical environment implies that WBA is complex
and typically influenced by uncontrolled variables such as case difficulty, patient
mix and patient numbers. Moreover, research has demonstrated that the quality
of WBA mainly depends on how stakeholders (e.g. clinical supervisors, learners
and program directors) use the assessments -rather than on the intrinsic qualities
of instruments and methods used to evaluate clinical performance. In other
words, the utility of WBA resides in the users of WBA.
WBA is therefore a ‘socially situated interpretative act’; it is always constructed
according to the conceptions (i.e., beliefs, meanings and experiences) of
individual stakeholders that are situated in- and affected by a unique social
context. By bringing these stakeholder conceptions to surface, and reflecting on
their influence on WBA strategies, this thesis contributes to a meaningful
understanding of the actual functioning of WBA and its role in competency
development during medical residency training.
The main objective of the research described in this thesis is to further our
understanding of stakeholders’ conceptions of WBA and their impact on
assessment strategies used during medical residency training. In the previous
chapters of this dissertation, we described and discussed the various studies we
conducted to achieve our research objectives. In this chapter, the scientific and
societal relevance of the research captured in this thesis are described.

Scientific relevance
Our studies showed that stakeholders involved in WBA, both within and beyond
the clinical workplace, might have diverging conceptions of WBA. Stakeholders
particularly differ in their preferences regarding the locus of regulation of learning
and the preferred level of standardization of assessment (chapter 2). Moreover,
our research suggests that conceptions of the workplace-based stakeholders (i.e.,
supervisor and trainee) influenced their approach towards two important
strategies in WBA, namely the entrustment of clinical tasks at the very start of
medical residency training and the use of direct observations of trainee
performance throughout training.
We found that supervisors based their entrustment decisions primarily on an
idiosyncratic assessment of the trainee’s overall trustworthiness, by focusing on
more generic capabilities such as self-reflexivity, knowing one’s limitations, and
asking for help in time, rather than on task-specific performance (chapter 3).
Furthermore, supervisors’ intentions to conduct observations of clinical
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performance were found to be determined by their previous experiences, as well
as their perceptions about trainee preferences and the interests of other
stakeholders (chapter 4). Supervisor-trainee dyads often seemed to leave
individual conceptions and preferences undiscussed (chapter 5), yet achieved
achieve a working repertoire regarding the use of performance observations
without explicit communication. Use of performance observations to guard
patient safety was furthermore found to be self-evident in General Practice (GP)
residency training. However, discussion and alignment of goals and approaches
towards observations was scarce, thereby impairing the educational potential of
performance observations (chapter 5).
The central practical implication of this thesis is that stakeholders in WBA should
be aware of their own conceptions and those of other stakeholders. Awareness
and articulation of one’s own conceptions of WBA, and alignment with those of
other stakeholders, are to be seen as essential strategies to improve the
effectiveness of assessment activities and to stimulate the development of a
shared mental model on WBA.
Within the clinical workplace, supervisors and trainees need to discuss
conceptions and preferred approaches to entrustment, not only to warrant patient
safety but also to foster trainees’ learning opportunities (chapter 3). Mutually
agreed upon expectations and discussions about entrustment strategies and
preconditions are key. Explicit attention is needed for cultivation of trainees’
generic trustworthiness qualities (e.g. self-reflexivity, knowing one’s limitations,
and asking for help in time) in meaningful feedback dialogues.
A predominant focus on patient safety may withhold the use of observations for
providing developmental feedback. Supervisor and trainee need therefore be
aware of their individual conceptions on the use of performance observations
(chapter 4 and 5), and expectations on the roles and initiatives of both supervisor
and trainee must be clearly articulated. Clarity on goals and approaches towards
observations implies that trainees are transparent about their individual learning
needs and that supervisors explicitly discuss their particular agenda and role.
Embedding facilitated discussion and alignment of the various goals and
approaches towards performance observations in the learning conversations may
be a promising avenue to improve their effectiveness during workplace learning.
Awareness, articulation and alignment of the various stakeholder conceptions of
WBA are equally important for assessment interactions that extend beyond the
clinical workplace. When designing, implementing but also using assessment
programs and tools, WBA conceptions of more distal stakeholders (i.e., the
training institute, national professional colleges) should
be clearly
communicated, in order to be taken into account by the workplace-based
stakeholders. Moreover, awareness of the impact of (programmatic) assessment
activities and clear and consistent articulation of their purpose are necessary at
the workplace as well as at the level of program directors at the training institute.
Assessment programs, as developed nationally and implemented by the training
institute, may need to ensure incorporation of tools that capture generic
trustworthiness qualities of trainees. These tools may serve as a starting point for
a meaningful feedback dialogue on trust, entrustment, and the trainee’s
development toward autonomous and self-regulated professional practice. In
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addition, training of both supervisors and trainees, and increased awareness of
various underlying conceptions of not only faculty, but also assessment program
developers, may enhance the sophistication and utility of the assessment process
and the resulting assessment decisions in clinical practice.
To improve the practice of observations of clinical performance but also to foster
a shared mental model on their use in medical residency training, we recommend
that residency-training programs articulate their expectations regarding
supervisors’ engagement more clearly, explicitly and consistently. A practice of
regular training and coaching of supervisors and trainees, may contribute to the
enactment of supervisor intentions into actual performance of observations. Such
regular training should not only include sessions on when and how to effectively
conduct observations but also provide guidance as to how to foster the shared
responsibility of learner and supervisor in performing them.
The results of this thesis have been submitted to peer reviewed international
medical educational journals and have been disseminated to the scientific society
by presentations at national and international medical (educational) conferences.
Sharing our findings in publications in international peer- reviewed journals
allows researchers to build on our investigations, challenge and add to our
findings and thus strengthen the scientific knowledge base on the role of
stakeholders’ conceptions in WBA. The findings presented in this thesis can, for
example, be used as input for the development of the national educational
program (LOP, Landelijk Opleidings Plan) and the assessment programme for FM
training in the Netherlands (SBOH, Stichting Beroeps Opleiding Huisartsen).

Social relevance
The main social relevance of the implications of the research presented in this
thesis lies in their potential to improve the quality of medical trainees’ workplacebased learning, support their competence development and, ultimately,
contribute to the -current and future- provision of high-quality patient care and
lifelong learning by medical doctors at the clinical workplace. Consequentially,
patients are the key beneficiaries. Yet, all stakeholders participating in WBA can
take advantage of our findings to optimize their assessment practices. Awareness,
articulation and alignment of the various stakeholder conceptions in WBA can
foster a more transparent assessment culture and support the development of a
shared understanding of WBA. This will potentially benefit the effectivity of current
and future WBA practices and programs, which integrate the learning function of
assessment. In addition, the results of this thesis are not only applicable to GP
and other medical training settings, but can also be informative when developing
and implementing assessment tools, -strategies and -programs in other,
workplace-based, educational settings.
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Dankwoord
De totstandkoming van dit proefschrift was een team-effort. En wat voor een
team.
Jean, jij hebt deze promotie mogelijk gemaakt. Je prettige coaching-op-basisvan-vertrouwen heb ik erg gewaardeerd. Je noemde een promotie een
leertraject. Ik had nooit gedacht dat ik zoveel zou leren.
Cees, ik heb gebruik mogen maken van jouw grote vakinhoudelijke expertise. Je
hebt niet veel woorden nodig om een inspirerende aanzet te geven tot verdere
verdieping of de vinger te leggen op precies de zere plek. Veel dank hiervoor.
Anneke, je bent bijzonder hoogleraar en dat ben je. Naast je down-to earth
inhoudelijke inbreng had je altijd aandacht voor de mens achter de onderzoeker,
iets wat ik erg gewaardeerd heb.
Het hart van promotieteam werd gevormd door Angelique en Marjan. Ik heb
genoten van de bijeenkomsten van ons “drieteam” en voel me verrijkt door de
vele vakinhoudelijke discussies die we daarbij gevoerd hebben.
Angelique, door het delen van je gedegen kennis over toetsing en zeker ook je
perspectief als psycholoog hebben we diepere, waardevolle lagen aan kunnen
boren in onze studies.
Marjan, op cruciale momenten heb ik me gesteund gevoeld door je oprechtheid,
je onbaatzuchtigheid en je wijsheid.
Naast dit kernteam ben ik bij de uitvoering en analyse van de verschillende
studies bijgestaan door verschillende experts.
Arno Muijtjens (†), je had de gave om me op natuurlijke en betrokken wijze te
enthousiasmeren voor de statistische achtergronden van de factoranalyse.
Ilse Mesters, Bjorn Winkens en Karin Aretz: dank voor jullie toewijding en geduld
om me de fijne kneepjes bij te brengen van het gedragsonderzoek en de
statistische analyses en interpretaties van de TPB-vragenlijsten.
Floor Minkels, wat begon als een wetenschapsstage groeide al snel uit tot een rol
als mede-auteur bij het dyade artikel. Dank voor je verfrissende inbreng!
Angelique van de Heuvel, je kundige taalcheck van mijn stukken was het wachten
altijd meer dan waard.
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Chris Rietmeijer, ik beleefde veel plezier aan onze inspirerende discussies die
vaak ook over onderzoek gingen.
Mijn collega’s van het IOH-B, in het bijzonder Etienne van Banning en Marleen
Ottenhoff-de Jonge: dank voor het delen van ervaringen en uitdagingen.
Dank ook aan de deelnemende huisartsopleiders en aios van de Maastrichtse,
Nijmeegse en Leidse Huisartsopleidingen, en speciaal aan hen die een
observerend kijkje in de keuken toestonden.
Verder prijs ik me gelukkig met de vele fijne, betrokken collega’s die onze
vakgroep kent.
In het bijzonder:
Paranimfen Ben en Marion. Ik denk met plezier terug aan onze ontmoetingen in
de vroege ochtend. Via enkele inleidende woorden over een ervaring of een
recent gelezen boek kwamen we snel tot diepgaande gesprekken over wederzijds
reilen en zeilen, ook op de UM. En dan moest de dag nog beginnen!
Lilian, rots in de branding. Altijd hartelijk, altijd belangstellend. Een collega van
onschatbare waarde.
Loes, Ramon en Nora, klankbord voor zoveel meer dan de huisartspraktijk.
Linda en Marlies, Ellen en Ine: de steunpunten van de vakgroep.
Alle belangstellende collega’s van de huisartsopleiding, en in het bijzonder Bas,
Marieke, Joost, Matthijs, Gerrie, Ramona en Arno.
Babette voor het meedenken en het werven van deelnemende huisartsen.
Mijn familie en vrienden, en speciaal tennisteam Corleone. Dank voor jullie
belangstelling!
En tenslotte, zoals Lilian dat zo treffend uitdrukt, mijn drie meiden: Luus, Eva en
Fleur. Het mooiste wat mij overkomen is. Jullie rol is niet in woorden uit te
drukken.
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