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Abstract

Background Multisource evaluations of residents offer
valuable feedback, yet there is little evidence on the best
way to collect these data from a range of health care
professionals.

Objective This study evaluated nonphysician staff
members’ ability to assess internal medicine residents’
performance and behavior, and explored whether staff
members differed in their perceived ability to participate
in resident evaluations.

Methods We distributed an anonymous survey to
nurses, medical assistants, and administrative staff at 6
internal medicine residency continuity clinics.
Differences between nurses and other staff members’
perceived ability to evaluate resident behavior were
examined using independent t tests.

Results The survey response rate was 82% (61 of 74). A
total of 55 respondents (9o%) reported that it was
important for them to evaluate residents.

Participants reported being able to evaluate
professional behaviors very well (62% [36 of 58] on the
domain of respect to staff; 61% [36 of 59] on attire;
and 54% [32 of 59] on communication). Individuals
without a clinical background reported being
uncomfortable evaluating medical knowledge (60%; 24
of 40) and judgment (55%; 22 of 40), whereas nurses
reported being more comfortable evaluating these
competencies. Respondents reported that the biggest
barrier to evaluation was limited contact

(86%; 48 of 56), and a significant amount of feedback
was given verbally rather than on written

evaluations.

Conclusions Nonphysician staff members agree it is
important to evaluate residents, and they are most
comfortable providing feedback on professional
behaviors. A significant amount of feedback is provided
verbally but not necessarily captured in a formal written
evaluation process.

Editor’s Note: The online version of this article contains
the survey instrument used in this study.

Introduction

Multisource evaluation of physicians-in-training offers a
broader perspective of trainee competence than supervising
physicians alone can provide.'* Patient care, medical
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knowledge, practice-based learning and improvement,
interpersonal and communication skills, professionalism,
and systems-based practice represent fundamental aspects
of physician competence that residency programs need to
objectively assess.>* For many of these, particularly
interpersonal and communication skills and professional-
ism, multisource feedback is considered the most effective
approach. However, clinic staff may not feel comfortable
reporting on all aspects of physician performance.

The ideal contributors for multisource evaluations and
the format that would optimize the accuracy and quality of
data collected have not been methodically evaluated.
Studies have examined the use of multisource evaluations
to assess patient care, teamwork, professionalism, and
communication.’*'* Some have shown the inability of staff
to complete multisource evaluations, resulting in numerous
“unable to assess” responses,'®!'"'* suggesting evaluators
may not be asking the appropriate questions.

The purpose of this study was to evaluate nonphysician
staff members’ self-perceived ability to assess specific
aspects of resident performance and behavior in an internal
medicine continuity clinic to help determine the best format
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and venue for obtaining more useful information from
multisource evaluations. We explored how internal medi-
cine clinic staff members viewed their role in the resident
evaluation process, what competencies staff members felt
comfortable evaluating, and whether there were differences
in evaluations by staff members with different professional
backgrounds.

Methods

In spring 2010 we conducted a cross-sectional survey of the
nonphysician continuity clinic staff working in the Uni-
versity of Colorado Internal Medicine Residency program.

Survey Development

We designed the survey to assess staff members’ ability to
evaluate specific resident behaviors. The survey domains
were based on items rated as “unable to evaluate” by clinic
staff on multisource evaluations from the residency
program for the previous 2 years. Although clinic staff
members had been able to complete general questions
about communication and interpersonal skills, they fre-
quently answered “unable to evaluate” on questions
relating to specific professional behaviors, such as “the
resident demonstrates respect for the patient’s religion” or
“the resident demonstrates respect for the patient’s sexual
orientation.”

We developed a 16-question survey to collect data on
participant demographics, experiences providing feedback
to residents, and preferences regarding frequency and
method of providing feedback. The questionnaire asked
respondents to rate their ability to evaluate 12 resident
behaviors using a 3-point response scale (1 = not able to
evaluate; 2 = somewhat able; 3 = very well).

We also conducted a focus group. The 18 participants
included nurses, medical assistants, and telephone and
administrative staff who interact with residents. Partici-
pants were provided with the multisource evaluation form
currently used for reference and completed the study survey
(provided as online supplemental material) as a starting
point for discussion. The focus group participants discussed
the survey questions and provided feedback on the
proposed study survey, including questions on terminology
and adequacy of response categories. The focus group
findings confirmed the appropriateness of our question-
naire for assessing nonphysicians’ ability to contribute to
multisource feedback.

Survey Administration

Eligible staff members were defined as nonphysician staff
members (nurses, nurse practitioners, medical assistants,

clinic managers, and clinic administrative staff). A total of
6 of 7 continuity clinic sites associated with our residency

What was known

Multisource evaluations of residents offer valuable feedback.

What is new

Nonphysician staff members in an internal medicine clinic were most
comfortable providing feedback on professional behaviors, with nurses
also able to evaluate clinical judgment and medical knowledge.
Feedback often was provided verbally.

Limitations

Single-site, single-specialty study may limit generalizability; continuity
clinic setting may not generalize to inpatient settings.

Bottom line

Focusing multisource feedback questions on the competencies staff
members can observe and evaluate is an important step for providing
more effective evaluations.

program were included in the study (2 university-based
clinics, 2 community health centers, 1 Veterans Affairs
Medical Center, and 1 private practice site). One site did
not participate in the survey because of scheduling
conflicts. To prepare staff at participating sites, the
principal investigator described the purpose of the study,
provided the current multisource form for reference, and
administered the survey. Participation was voluntary. To
maintain anonymity, results were reported in aggregate,
and a facilitator conducted the survey at the principal
investigator’s clinic site.

This study was approved by the Colorado Multiple
Institution Review Board.

Data Analysis

Data analysis was performed using PASW17 (IBM SPSS
Software, Armonk, NY). We conducted descriptive analy-
ses to characterize the sample, beliefs about participation in
resident evaluations, and experiences providing feedback to
residents. Chi-square test was used to compare perceptions
of resident evaluations by nurses and other clinic staff,
including medical assistants, administrative staff, and clinic
managers. The 12 resident behaviors assessed were
combined into domains using exploratory factor analysis
(principal axis extraction with varimax rotation). Because
the number of items differed for the resulting scales, item
means were used in independent ¢ tests examining differ-
ences between nurses and other clinical staff in their
perceived ability to evaluate the 3 types of resident behavior.

Results

Our survey response rate was 82% (61 of 74). Participants
were separated into 2 groups: (1) nurses and (2) other staff
(nonnurses). The nurse category included 16 registered
nurses and licensed practical nurses, and 1 nurse practi-
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TABLE 1 CHARACTERISTICS OF THE SURVEY RESPONDERS
Characteristics Total, No. (%); n = 61 Nurses, No. (%); n =17 Other, No. (%); n = 44
Age, y
18—-29 21 (34) o 21 (48)
30-39 18 (30) 3(18) 15 (34)
40-49 8 (13) 1(6) 7 (16)
50 or more 14 (23) 13 (76) 1(2)
Years in current job
<2 19 (31) 2 (12) 17 (39)
2-5 25 (41) 7 (&) 18 (47)
6 or more 17 (28) 8 (47) 9 (20)

tioner. Participants in the other staff category included 19
administrative staff members, 2 clinic managers, and 23
medical assistants. Nurses tended to be older than staff in
the other category and to have more years of experience in
their current position (TABLE 1).

When asked about their perception of giving feedback
to the residents, most participants (87%; 53 of 61) reported
that it was important for them to evaluate the residents
(TABLE 2). When nurses and other staff respondents were
compared using y? tests with Fisher exact test, a statistically
significant difference (P = .01) was shown only for the
responses to the question about whether staff feedback
about the residents was acted upon. Only half (53%; 8 of
15) of the nurses thought their feedback was acted on
compared with 87% (34 of 39) of the other staff.

Exploratory factor analysis grouped the 12 resident
behaviors into 3 categories by behavior domain. The 3
scales account for 67% of the variance: professional
behavior (respect to staff, punctuality, professional attire,
communication with clinic staff, ability to work as part of a
health care team; Cronbach alpha = .857); medical
knowledge and judgment (adequacy of medical knowledge,
ability to complete clinical tasks, clinical judgment, resident

awareness of his or her limitations, resident ability to ask
for help; Cronbach alpha = .892); and patient interaction
(respect for patients, communication skills with patient;
Cronbach alpha = .867). None of the independent ¢ tests
were significant when comparing nurses’ responses in these
3 domains to those of other clinic staff (TABLE 3).
However, when the items were analyzed individually,
nurses reported greater confidence in their ability to
evaluate residents’ medical knowledge and clinical judg-
ment.

All staff cited limited contact with residents as the
biggest barrier to evaluating them (86 %; 48 of 56). Lack of
confidentiality was not reported as a concern among nurses
or other clinical staff (98%; 55 of 56). When asked about
giving both positive and negative feedback, respondents
reported giving significant amounts of feedback verbally
rather than completing formal evaluations (FIGURE).
Nurses were more likely than other staff members to give
verbal feedback, both positive and negative, directly to the
residents. Positive feedback was given verbally to the
residents by 71% (12 of 17) of nurses versus 48% (21 of
44) of the other staff, and negative verbal feedback was
given by 65% (11 of 17) of the nurses compared with 20%

TABLE 2 CONTINUITY CLINIC STAFF PERCEPTIONS OF THEIR INVOLVEMENT IN RESIDENT EVALUATIONS

Perceptions of Resident Evaluations Strongly Disagree/Disagree, No. (%) | Agree/Strongly Agree, No. (%)
It is important that | formally evaluate the residents. 8 (13) 53 (87)

My feedback about resident performance is listened to. 6 (1) 49 (89)

My feedback about resident performance is acted upon.? | 12 (22) 42 (78)

Individual evaluations are treated confidentially. 1(2) 52 (98)

“ Statistically significant difference between nurses and other staff P = .01, with nurses less likely to agree their feedback is acted upon.
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TABLE 3 SELF-REPORTED STAFF ABILITY TO EVALUATE SPECIFIC RESIDENT BEHAVIORS

Based On Your Interactions With the Residents,
How Well Are You Able to Evaluate the
Following Behaviors of Most Residents? Not at All, No. (%) Somewhat, No. (%) Very Well, No. (%)
Professional behavior
Respectful to clinic staff 5(9) 17 (29) 36 (62)
Punctuality 3 (22) 26 (45) 19 (33)
Professional dress/attire 5(8) 18 (30) 36 (61)
Communication skills with staff 5(8) 22 (37) 32 (54)
Ability to work as part of a health care team | 8 (14) 24 (42) 25 (44)
Medical knowledge and judgment
Adequacy of medical knowledge® 26 (46) 16 (28) 15 (26)
Ability to complete clinic tasks 15 (26) 27 (47) 16 (28)
Clinical judgment® 23 (47) 20 (36) 13 (23)
Resident awareness of their limitations 19 (33) 26 (46) 12 (21)
Resident ability to ask for help 12 (21) 28 (48) 18 (31)
Patient interaction
Respectful to patients 12 (20) 23 (38) 23 (38)
Communication skills with patients 14 (24) 25 (43) 19 (33)
*Nurses’ greater confidence in ability to evaluate P = .006.

®Nurses’ greater confidence in ability to evaluate P = .

o1

70 ~

% Response

M Positive Feedback

# Negative Feedback

Verbally to Verbally to Written No feedback
resident attending evaluation given
Method of feedback
FIGURE METHODS OF FEEDBACK USED BY THE RESPONDENTS FOR BOTH POSITIVE AND NEGATIVE FEEDBACK TO

THE RESIDENTS
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(9 of 44) of staff in the other category. Staff also reported
giving verbal feedback on residents’ performance directly to
the attending physicians, both positive (39%; 24 of 61) and
negative (57%; 35 of 61). Some participants in both groups
reported not giving any feedback directly to the residents,
regardless of whether it was positive (20%; 12 of 61) or
negative (8%; 5 of 61).

Discussion

Staff in an internal medicine clinic reported that it is
important for them to evaluate residents, and that they
were most comfortable providing feedback on professional
behaviors and significantly less comfortable providing
feedback about medical knowledge and judgment. They
also reported that they felt their evaluations were handled
confidentially. Nurses reported greater confidence in
evaluating residents’ medical knowledge and clinical
judgment. We did not assess the influence of age and
experience on these findings.

Physicians use multiple sources of information, such as
patient medical records, direct contact, patient feedback,
and written or verbal communication to assess their
colleagues.’* Nonphysician staff members have less access
to these multiple sources of information, and therefore
must base their assessments on direct observations and
interactions. This lack of external sources of information
heightens the importance of focusing multisource questions
on resident behaviors that can be directly observed by staff
members. Prior research has evaluated the validity of
specific multisource feedback forms by examining ques-
tions answered as “unable to evaluate” or “unable to
assess.”!1¢ However, these studies have not directly asked
about specific competencies nonphysician staff felt were
more difficult to assess. Previous studies have shown that
feedback is most useful and well-received if it comes from a
credible source with an adequate opportunity to observe
what is being evaluated.'”*! Raters must understand their
role in multisource feedback and the goals of the behavior
they are evaluating.”!*?* Think-aloud interviews by Mazor
et al'’ revealed that raters frequently base their evaluations
on general impressions rather than directly observed
behaviors, and they had different interpretations of the
desired behaviors they were rating.'>** Although training
has been shown to improve faculty ability to give feedback,
nonphysician staff members who participate in multisource
feedback rarely receive comparable training.>* Our findings
add to the knowledge about competencies that nonphysi-
cian staff members feel competent and comfortable in
evaluating. This is an important step to focus multisource
feedback questions on the specific competencies staff
members can observe and evaluate in residents.

68 Journal of Graduate Medical Education, March 2013

The study also suggests that evaluation forms need to
be tailored to the specific staff members making the
assessments. Our findings that nurses reported more
comfort in evaluating medical knowledge and judgment but
had limited contact with the residents will be important for
developing good multisource feedback approaches on
inpatient services where the nurses and residents are likely
to have more interaction.

We found that a significant amount of feedback is
provided verbally directly to the residents and/or their
supervising physicians but is not captured in the formal
evaluation process. Although verbal feedback can be
beneficial, especially when combined with written feed-
back, residency leadership cannot track it and may not be
aware of it. This creates a challenge in the context of
Accreditation Council for Graduate Medical Education
(ACGME) requirements for use of multisource feedback in
resident evaluations.?»** We also found that a concerning
number of our responders reported not giving any feedback
at all to the residents, highlighting the challenges of
creating an educational environment where staff feedback
is expected and encouraged. It also underscores the
importance of asking staff members the appropriate
questions to allow them to feel more comfortable with and
engaged in the resident evaluation process.

Our study has several limitations. First, our single-site,
single-specialty study may limit generalizability. Second, our
continuity clinic setting may not generalize to other settings,
particularly inpatient units. Although the continuity clinic
setting allows longitudinal relationships to develop between
clinic staff and residents, the amount of interaction between
the staff and the residents during a given clinic session may
be limited. The ongoing nature of that relationship and the
need to recall behavior over the longer period of the clinic
rotation could lead to a “halo effect” of rating learners
higher because of a personal familiarity rather than directly
observed behaviors."'*'* Third, the potential that the
investigators may have influenced the survey responses could
not be fully controlled because responses by some categories
of staff, such as the clinic managers, could not be made
anonymous. Finally, we did not attempt to validate the
capacity of nonphysician staff to evaluate residents and
focused solely on staff members’ perception of their own
abilities in the evaluation process.

Conclusions

Nonphysician staff members in an internal medicine clinic
agree it is important for them to evaluate residents, and
they are most comfortable providing feedback on profes-
sional behaviors. Nurses expressed more confidence in their
ability to provide feedback on clinical judgment and
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medical knowledge than other staff members. A significant
amount of feedback is provided verbally to residents and/or
the attending physicians but is not captured in formal
written evaluations required by the ACGME. Our findings
provide an important first step in focusing multisource
feedback questions on the specific competencies staff
members are able to observe and evaluate in residents.
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