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1. Executive Summary 

Medical learners progress at different speeds. At some point it may be identified that a learner is 
significantly behind what is expected for their level of training. As with patient handover, which 
simply implies providing information about patients to the next team member(s), providing 
learner handover is a process to provide information on what a learner needs to fill gaps in their 
knowledge or skills. This review considers literature that explores the issues around providing 
learner handover from one level to the next.  

Appropriate disclosure of learner needs is defined as sharing information about learner 
needs from one educator and/or educational setting to the next. This sharing will occur as 
needed during educational experiences.  

Learner Handover is the process to be used at the end of an educational experience (e.g. shift, 
rotation, year) by which one educator and/or educational setting (e.g. 
instructor/supervisor/rotation lead/facility) provides information to the next (e.g. 
instructor/supervisor/rotation lead/facility) about the learner’s strengths, limits and about priority 
areas that need further work, additional supervision or other adjustments to the education. 

The rationale for sharing information about a resident’s needs is strong. The purpose of resident 
assessment is to identify how residents are performing, to identify struggling residents, and to 
help the residents to be successful. Residents who have problems in one rotation are more 
likely to have problems in other rotations. Research has demonstrated that when members of 
committee meet to discuss medical students, many faculty decisions are altered based on the 
discussion; themes of marginal performance are observed. This process allows full discussion 
of the student performance by a group and therefore takes responsibility off any single individual 
for failing a student. Information is frequently shared through “back channels,” and an official 
process would eliminate this potentially biasing network. The benefits of sharing assessment 
information exceed the risk if the intent is to offer the program best suited to the individual 
learner’s needs.  

The major concerns regarding sharing of information are confidentiality and privacy of resident 
information, the possibility of bias for or against the resident, and the possibility of appeals.  

The interests of society are best served by addressing any issues as early as possible. If 
information is shared, residents can be assigned to the most appropriate supervisors to 
enhance their learning experience rather than rediscovering the same problem over and over 
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again. Sharing of information also makes it possible to share ideas on the best way(s) to handle 
learner needs. Communication across rotations will aid in identification of learners who have 
multiple borderline assessments, yet are being passed along. Once the pattern is identified, it is 
more likely to be acted on.  

In summary, disclosure of learner needs promotes “assessment for learning” as opposed to 
“assessment of learning,” results in improved defensibility, and helps identify concerns. 

2. Background 

Individuals, including both undergraduate and postgraduate medical learners, progress at 
different speeds. Some pick up material and skills quickly; others more slowly. At some point it 
may be identified that a learner is significantly behind what is expected for their level of training. 
This is a point at which decisions must be made regarding promotion or additional assistance 
and instruction or additional clinical experiences. Whether providing information about learner 
needs, from one supervisor to the next, would assist in providing the most appropriate 
educational experiences and supports is the question to be addressed.  

In the past, most publications used the terms “forward feeding” or “feedforward” to refer to 
providing learner-specific information from one rotation or instructional unit to the faculty or 
directors of the next rotation or instructional unit. There is some concern that this terminology 
presents a negative view of the disclosure of information about learners’ abilities – as if their 
educational needs are “confidential” or a “secret.”  

As with patient handover, which simply implies providing information about patients to the next 
team member(s), providing “learner handover” takes the constructive, educational view of 
providing educationally necessary information. The information necessary may relate to the 
learner’s goals, performance strengths, limits to abilities, needed supervision, patient safety, or 
the implications of learner’s abilities. Learner handover is a description of a process to provide 
information as to what a learner needs, to ensure that the learner is provided with the 
appropriate opportunities for learning and, in particular, for filling gaps in their knowledge or 
skills. Learner handover includes the appropriate disclosure of learner needs.  

Learner Handover is defined as the process by which one educational setting (e.g. 
instructor/supervisor/rotation lead/facility) provides information to the next educational setting 
(e.g. instructor/supervisor/rotation lead/facility) about both the learner’s strengths as well as 
areas that need further work. 

Appropriate disclosure of learner needs is defined as sharing information about learner 
needs from one educational setting to the next educational setting.  

This review considers literature that explores the issues around providing learner handover from 
one undergraduate level to the next, from one postgraduate year (PGY) level to the next, from 
one school to another, or from undergraduate to graduate medical education.  
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3. Methodology 

An unpublished literature review conducted in 2012 at the University of Toronto explored 
disclosure of learner needs, using the terms “forward feeding” and “failure to fail.”1 That paper 
provided a starting place for the current discussion of learner handover. The next step in 
exploring literature on learner handover was consideration of The Learner Education Handover 
Pilot Project.2 This Pilot Project was planned by the former Future of Medical Education in 
Canada (FMEC) Learner Education Handover Committee. This Committee developed a 
handover tool to be used following the Canadian Residency Matching Service (CARMS), 
between undergraduate medical education (UME) and postgraduate medical education 
(PGME), and is currently planning a pilot test on the use of this tool. The reference list from an 
early draft of the study plan was reviewed to identify any recent publications; one relevant article 
was identified but it was not recent.  

A literature search using Medline was conducted using key words from the previously found 
articles (e.g. forward feeding, failure to fail, feedforward, disclosure, struggling learners, failing 
students, remediation, clinical competence). In addition, the most relevant articles previously 
identified were looked up in Medline and the options to search for “similar articles” and “citing” 
articles were checked. Finally, the authors of the most relevant articles were searched for within 
Medline to find out whether they had any more recent publications on the topic. While there 
have been many articles published on remediation, including a systematic review,3 the articles 
on remediation do not generally touch on disclosure of learner needs. 

All relevant articles were read and summarized, with a specific focus on learner handover. 
There are very few published articles specifically on the topic of learner handover and no further 
articles specifically on this topic appear to have been published since the original search in 
2012. All the articles identified deal with undergraduate medical students; no articles dealing 
with disclosure of learner needs in postgraduate training were identified. 

4. Results and Discussion 

The topic of disclosure of learner needs has been in the literature for over 30 years. Over this 
time the discussion does not appear to have changed much; disclosure happens, often 
surreptitiously, and it would be a good idea to have a policy to provide guidance for such 
disclosure. 

In 1979 the American Association of Medical Colleges (AAMC) began a clinical evaluation 
program.1 This was in response to concern among faculty regarding their roles as evaluators of 
medical students. Research since then has continued to document serious deficiencies in 
clinical skills among both medical students and residents.2,3  

A survey of Clerkship Directors (CDs) 20 years ago identified serious challenges to assessment, 
including having no warning system for “problem” medical students, breakdown in information 
transfer across clerkships, inadequate guidelines about medical students remediating 
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clerkships, no follow-up on effectiveness of remediation, and lack of integrated information 
about medical students over time.4 

Faculty have been surveyed at various times regarding the information available to them about 
medical student needs. At the start of the AAMC clinical evaluation program (1979), a pilot study 
was conducted at 10 medical schools. Three-quarters of the respondents expressed concern 
about the lack of information regarding problems that medical students had coming in to the 
rotation.5 Ten years later, in 1989, a subsequent report was published recommending routine 
sharing of information about medical students’ problems.6  

A recent publication described interviews with key administrators at U.S. and Canadian medical 
schools related to professionalism remediation.7 Over half of these schools (52% n=49) did not 
share information, while others indicated they would not disclose information to a residency 
program unless the behaviour was egregious or unresolved; the authors did not define what 
was considered egregious. Eight themes were identified in these interviews:  

1. Disclosing only when certain criteria are met 
2. Using disclosing mechanisms to support medical student learning 
3. Disclosure occurs informally during faculty meetings 
4. Concerns about creating biases, either positive or negative 
5. Concerns with respect to disclosure to residency programs 
6. General struggles with disclosure policies 
7. Deciding not to disclose information  
8. Legal issues regarding disclosure policies. 

In problem-solving sessions at the Generalists in Medical Education meetings, small groups 
discuss problem(s) presented and make recommendations for change.6 Surveyed participants 
were presented with the problem: “Should evaluation information on students be forwarded to 
faculty in subsequent units? If so, under what circumstances and by whom?” There was 
unanimous agreement among the 45 medical educators, representing over 30 medical schools, 
that some amount of information should be shared. 

In 2010 the Clerkship Directors (CDs) of Internal Medicine National Survey addressed this 
topic.4 Half of the CDs (49%) indicated that their meetings discussed struggling students, and 
22% spent time planning for at-risk pre-clerkship students. Other CDs (36%) indicated they 
were explicitly prevented from discussing student performance. Reasons for this included 
developing bias against the student, violation of privacy/confidentiality, and a possible bias in 
assessment. Virtually all the CDs (94%) agreed there were benefits to students resulting from 
discussions. These included longitudinal tracking of concerns, designing remediation, and 
tailoring teacher assignments.  

Despite CDs reporting policies prohibiting the sharing of information, and some schools having 
no policies and no formal processes, information is still shared.4,7 

In another study it was reported that 39% of respondents indicated there was direct 
communication from the dean’s office, and in other cases (27%) there was informal 
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communication among faculty.1 So despite either not having a policy, or having a policy that 
prohibited sharing, 66% of the schools still shared information. Having a clear policy should 
eliminate the underground network of sharing and likely protect the rights of the students.1  

Medical education has as a major goal creating practitioners who will meet the health needs of 
society.8,9 To achieve this, medical education should produce graduates who are skilled in core 
competencies. The clinical learning environment is fragmented by specialization, demand for 
productivity, and competition with research and clinical practice for resources.10 As noted by 
Hirsh, the fundamental model of clinical education has changed little since Osler. While the 
current model has strengths, it creates a lack of connection or continuity across the learning 
experiences. Educational continuity reflects progressive professional and personal 
development, yet the block system design (i.e. one or more months on a specific rotation, 
changing to one or more months on the next rotation, with few if any longitudinal experiences) 
does not provide the continuity required to ensure this growth. To avoid taking action to improve 
the situation is against the best interest of society and the professions duty to itself.4,6-8,10 

In addition, faculty are usually transient in the clinical units (i.e. “on service”), so they may not 
have much time to observe and provide feedback to learners. The end result is a perpetual 
cycle of “starting over” with assessment, instead of using available information for the trainee’s 
development and for creation of suitable learning plans.  

In developing assessment systems, the issue of disclosure has been raised, both internally and 
from UME to PGME.11 Programs need longitudinal assessment systems to counter the effects 
of the fractured learning environment. “Faculty must become less fearful of providing meaningful 
performance data.” Without “forward feeding,” trainees end up in a cycle of superficial, 
nonspecific assessment and feedback.12  

When concerns are identified early, there is enough time remaining to address the concerns. In 
some cases, individual faculty may only observe medical students for one or two weeks, and 
may understate concerns. Isolated assessments that begin every six to eight weeks may fail to 
identify inadequate or marginal performance.8 In some cases medical students have 
demonstrated marginal performance in multiple clerkships, yet are not identified as needing 
assistance. These marginal passes may actually be inadequate performance, because faculty 
tend to give the benefit of the doubt.8  

4.1.  Rational for Sharing 
It is estimated that a policy on sharing of information affects very few learners. One estimate is 
that it affects at under 2% of medical students.1 More recently, CDs have indicated that 0 to 
15% of third-year medical students struggle each year during the core IM clerkship, and up to 
11% of fourth-year medical students struggle.13  

The rationale for sharing information is strong. The purpose of assessment is to identify how 
learners are performing, to identify struggling learners, and to help the learners to be 
successful.1 Learners who have problems in one course or rotation are more likely to have 
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problems in other courses or rotations, and often the problems can be remediated.14 In addition, 
the principles of adult learning include the sharing of information with the learner.1  

Programmatic assessment that looks across a whole year may contribute to better decisions 
than those made from isolated assessments alone. There is evidence that reliability arises more 
from the aggregation of assessments, rather than a very detailed specification of criteria on a 
particular assessment form.9 Learners may present as “sub threshold,” where multiple 
preceptors rate the learner as “borderline,” but not totally under the threshold on any one 
assessment. This pattern will not be recognized if each assessment is conducted in a silo, yet 
the larger pattern should be sufficient to trigger remedial action.  

It is notable that when members of a clerkship committee met to discuss medical students who 
had marginal performance on their third-year IM clerkship, 25% of individual faculty decisions 
were altered, changing the grade and/or resulting in remediation for some students.15 This 
process allowed full discussion of the student performance by a group and therefore removed 
responsibility from any single individual for failing a student.  

Having a policy on sharing information makes good educational sense, as it is consistent with 
current learning theories. It would provide teachers with background knowledge so they could 
properly plan for the learner.6 Having a policy with an official process eliminates the random bias 
that occurs when the information is transmitted through underground networks or “grapevines.”6  

A policy provides a formal mechanism for addressing the perceived legal concerns.6 Wilkinson 
and colleagues made suggestions for improving the assessment systems.9 Their suggestions 
included sharing assessment information with faculty who will be supervising the learner in 
future placements.  

In summary, the benefits of sharing assessment information exceeds the risk if the intent is to 
offer the program best suited to the individual learner’s needs.1 In order to implement a policy 
there needs to be a supportive educational environment, guidance and mentorship for faculty; 
learners need to be identified early; and there is a need to view medical education as a 
continuum and not focus solely on a single clerkship.13 

4.2.  Concerns about sharing 
There are concerns related to the sharing of information among faculty. One fear is that future 
CDs could be biased, either for or against the learner.4,13,16 There is the potential to bias faculty 
in future assessments, either negatively (already seeing the learner as weak so continuing to 
rate them as weak, or alternatively being harder on the learner and holding them to a higher 
standard) or positively (rating the learner higher, since they are repeating a placement, 
regardless of observed ability).1,4,12 At the same time, it is possible that this labelling could 
create unfair advantage, as the learner would receive extra tutoring or coaching, and this extra 
attention might be helpful to all learners.16 The argument that sharing information may create 
biases towards the learner may be more likely to occur if there are no formalised assessments 
of competence.9 
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There may be concerns about learner confidentiality or privacy.4,13,16,17 There may be a lack of 
trust that the clerkship director will use the information appropriately.13 There may be a concern 
that bias may present a barrier to developing effective remediation plans.4,17 And there may be a 
concern that the learner might feel stigmatized by being identified as weak.4  

There may be concerns regarding appeals or litigation.4,13,16 As yet there is little evidence that 
identifying learners results in remedial programs that provide benefit.16 In some institutions such 
discussions take place at promotions committee, so a policy to disclose in other ways is not 
necessary.4,15 

The major concerns regarding sharing of information are confidentiality and privacy of learner 
information, the possibility of bias for or against the learner, and the possibility of appeals. 

4.3.  Benefits of Sharing 
The interests of society are best served in addressing the issues as early as possible.4,8 As one 
Clerkship Director stated, “We have a responsibility to produce graduates who are competent 
and professional. By [holding discussions] we are more likely to accomplish these goals by 
intervening early rather than by passing the buck.”4 

If information is shared, learners can be assigned to the most appropriate supervisors to 
enhance their learning experience, rather than rediscovering the same problem over and over 
again1,4,13. Sharing information provides an opportunity to intervene early, allowing early 
identification of problems to avoid future failure, and provides the opportunity to design 
appropriate remedial activities to ensure that deficiencies are addressed.4,9 

Sharing of information also allows for the sharing of ideas on how to best handle learner needs,4 
thus optimizing the likelihood that any remedial action will be most appropriate and have the 
best effect.  

In a system where promotion discussions occur at a central progress committee, failure does 
not depend on one person’s decision.9,15 This removes many of the concerns faculty have that 
lead to their “failure to fail.”  

The approach of collecting and considering assessments across time leads to a decision-
making procedure that is similar to a qualitative approach. In qualitative research, data 
continues to accumulate until saturation is reached and a decision becomes trustworthy and 
defensible. Similarly, this approach allows collection of assessment data across time to identify 
patterns that are not evident from a single assessment. Communication across clerkships will 
aid in identification of learners who have multiple borderline assessments, yet are being passed 
along. Patterns may become evident that are not obvious to a single observer. Once the pattern 
is identified, it is more likely to be acted on.  

CDs may be more likely to raise concerns when they believe that they will get advice and helpful 
suggestions from colleagues. The sharing also allows faculty who will be receiving the learners 
to make appropriate plans for the most suitable learning experiences. And similar to some 
methods of standard setting for examinations, the discussion among faculty helps in creating 
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norms for standards, so there is more consistency across assessments as to what is considered 
acceptable performance. 

In summary, “joining the dots” between assessment results in “assessment for learning” as 
opposed to “assessment of learning,” results in improved defensibility and helps identify 
previously hard to define concerns, particularly around professionalism.9,18 

While outside the scope of this particular document, the issue of “failure to fail” is intertwined 
with disclosure of learner needs. Publications in this area point out that medical students are 
often surprised when they fail19 and tend to believe their actions are appropriate unless told 
otherwise.20 Faculty members pass medical students who should have failed.9 There are many 
reasons for the failure to fail.21-24 Having a policy on disclosure of learner needs may assist 
faculty in identifying weaknesses without having to fail a candidate outright.  

4.4. Policies, procedures, guidelines  
Framing documents vary at different schools, and the approaches to developing, documenting, 
and revising structures and processes also varies. For the sake of simplicity, here we use the 
words policy and policies to include the wide range of possible documents, structures, and 
processes to guide and direct learner handover. 

Just over half of schools who responded to a survey in 1998 indicated they had policies 
addressing the sharing of assessment information, and of those with policies 53% permitted 
sharing of information.1 Sharing was allowed for issues of academic performance (35%), 
professional conduct (35%), physical health (25%), and other circumstances (e.g. learning 
disabilities) (5%). The respondents indicated that information was shared with clerkship 
coordinators (44%), course directors (35%), faculty mentors (11%), clinical faculty supervisors 
(8%), and resident supervisors (3%). In the programs with policies, 7% required that the medical 
student be informed when information was shared, 71% did not require the medical students to 
be informed, and 14% indicated that medical students were never to be informed. 

Eight years later, in 2006, a survey of CDs for Internal Medicine investigated what schools were 
doing with respect to disclosure of learner needs.13 In this survey only 14% of institutions had a 
written policy for sharing information. Two-thirds (67%) of the respondents felt they should share 
the information with other CDs, and just over half (51%) said they did share information. Two-
thirds of respondents present struggling students to a promotion committee. 

4.5. What is absent from the articles reviewed 
The literature on learner handover is limited, and all of the literature identified relates to 
undergraduate medical students, not postgraduate residents. It is likely that the approach taken 
for undergraduate learner handover is not appropriate for postgraduate education. 

There does not appear to be an exploration of the needs of faculty for accurate information, 
which would enable them to provide learner-focused field-based education. One aspect of this is 
the lack of assessment documentation that clearly outlines the learner’s current level. 16,19,21,23. 
Another seems to be the concern about confidentiality.4,6,16 While it is justified to ensure that 
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only appropriate information is provided to the relevant faculty — just as with patient handover 
there is a need for confidentiality while still providing the information and data that is needed for 
appropriate ongoing care — in the case of medical education this information is needed to 
provide the most appropriate ongoing learning experiences.  

The discussion of learner handover rarely mentions the aspect of patient safety implications of 
non-disclosure of learner gaps and needs, which could put patients at risk, though some 
recognize that the lack of communication regarding learner needs could result in safety 
issues.20,23,25 

4.6. Potential tool for appropriate disclosure of learner needs 
With patient handover there are various tools that can be used to structure the process. These 
include the Handover in Everyday Practice tool,26 the ISBAR tool,27 and IPSASS.28 Warm and 
colleagues3 point out that there is research demonstrating that patient handover has decreased 
medical errors and improved patient care.29,30 They therefore propose a tool for use during 
learner handover, with the goal being that such handovers will achieve the goal of “transparent, 
reliable, and safe ways to communicate this information.”3  

What Warm et al. propose is called the CLASS model. It includes the following components: 

1) A description of the learner’s Competency attainment 
2) A summary of the Learner’s performance 
3) An Action list 
4) A statement of Situational Awareness 
5) Synthesis by the receiving program 

5. Summary and implications 

Most of the literature that was identified deals with undergraduate medical students; no literature 
was identified regarding postgraduate trainees.  

What is clear is that disclosure does happen, even when it is “prohibited.” There are two aspects 
to this situation. First, creating policies that outline how and when this disclosure of learner 
needs is to be carried out would provide some structure around the process, promoting a 
transparent educational system that is working towards the best interests of the learners. 
Second, a culture change to make this process more explicit and acceptable is needed to make 
the “implicit” current practice “explicit.” Again, this promotes a transparent educational system. 

Key lessons about learner handover and appropriate disclosure of postgraduate learner needs 
from this review include: 

1. CBME is about learner-focused education. This means not making time-based 
assumptions about learner’s needs, abilities, and limits. 

2. CBME will benefit from a much more open and transparent approach by all parties in 
postgraduate medical education (i.e. learners, faculty, supervisors, Site Directors, 
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Program Directors, postgraduate deans, and medical education researchers) when it 
comes to learner handover and appropriate disclosure of postgraduate learner needs. 

3. CBME will benefit from a culture of improved learner handover and/or disclosure of 
learner needs. 

4. There is a need to develop resources, structures, and processes (e.g. policies, 
guidelines) relating to disclosure of learner needs that reflects the values of fairness, 
transparency, educational focus, and patient and system needs. 

5. Working with resources that are being developed nationally will be important. For 
example, the Future of Medical Education in Canada (FMEC) Learner Education 
Handover Committee has developed a handover tool to be used post-CARMS between 
UME and PGME and is currently planning a pilot test on the use of this tool. 

As noted in 4 above, in order to ensure consistency and an appropriate use of information, 
creating a policy on when and how to share information, with the intention of assisting learners 
to meet their educational needs, is recommended by a number of authors. Considerations from 
the literature about what can be included in policies, procedures, or guidelines about learner 
handover is found in Appendix 2. 
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items. It used the annual Clerkship Directors in Internal Medicine (CDIM) survey for 2006 
to include a section about how clerkship directors handle struggling third- and fourth-
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written policies related to sharing (14%).  
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information allows faculty to develop better assessments, direct teaching to a student’s 
specific needs, and produce better doctors. The article outlines reasons for sharing 
information and precautions to be taken when sharing information.  

Cox SM. “Forward Feeding” About Students’ Progress: Information on struggling medical 
students should not be shared among clerkship directors or with students’ current teachers. 
Academic Medicine. 2008;83(9):801. 

This article is contrary to most in that it presents reasons for not sharing information 
among faculty, in particular the concern about confidentiality and bias.  

Pangaro L. “Forward Feeding” About Students’ Progress: More information will enable better 
policy. Academic Medicine. 2008;83(9):802. 

This article presents a series of questions to address when considering what information 
to provide in learner handover.   
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8. Appendix 2: Considerations for policy, procedures, and guidelines on 
disclosure of learner needs 

In developing a policy it is important to ensure that learners are evaluated fairly, without arbitrary 
or capricious scrutiny. There would be great value to a longitudinal perspective both for 
identifying gaps and for providing appropriate learning experiences. It is not in the best interest 
of providing high quality education to blindfold faculty or supervisors; it is important for them to 
have the information they need in order to provide the best learning experiences for each 
resident. 

Some key implications for CBME:  

1. Adopt a clear definition that discriminates between learner handover and disclosure of 
learner needs.  

2. Identify people and educational resources that will allow for the description of 
educational needs 

3.  implement a clear protocol for learner handover. 
4. Both learners and faculty will need development and support to implement learner 

handover and provide appropriate disclosure of learner needs. They will need to 
understand that the goal of this process is to support learning and ensure competence. 

Questions that might assist in exploring and deciding on options for a specific policy related to 
learner handover have been described.6,31 Slightly adapted for the postgraduate setting, these 
are the types of questions that a group might consider as they draft a policy: 

1. What types of problems encountered by the trainee are to be shared (e.g. academic, 
clinical, technical or procedural, attitudes, other personal qualities, interpersonal, health, 
physical, or emotional)? Are there particular types of behaviours that are more likely to 
be “true positives” that merit documenting and tracking (e.g. unreliability such as poor 
follow-up in patient care, or diminished capacity for self-improvement such as failure to 
accept constructive criticism)? Which problems resolve on their own and which need 
further feedback and deliberate practice? Is there a different response to problems in the 
junior and senior residency years?  

 
2. What are the barriers to honest assessment of trainees? What is the support for the 

notion that a framework for educational goals can be used consistently across teachers 
and across rotations? Can Site Directors be trained to avoid “diagnostic biases” based 
on receiving disclosed information?  

 
3. What is to be the involvement of learners to the entire process? They could be involved 

in the development of the policy, and as for the individual learner in difficulty, should they 
be made aware of the sharing and should they be encouraged to initiate the process 
themselves?  

  
4. Who should be providing data? Can barriers to assessment be addressed in order to 

allow honest assessment of trainees? Can a more comprehensive approach to 
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assessment be implemented? Can the learning outcomes and competencies be 
described at progressive developmental levels? Can assessment strategies be 
developed to provide clear evaluation and then feedback to trainees? 

  
5. Who is informed of the issues? E.g. Should information be distributed to the learner’s 

mentor (if any), and to the Program Director for dissemination to the next Site Director? 
It may be that the specific supervisors are not told about the issues, but the Site 
Directors are informed and are able to choose supervisors who are best suited to the 
needs of the trainee and to oversee and keep track of the learner’s progress. Can Site 
Directors and other faculty involved be trained to avoid “diagnostic biases”? How can 
these biases be recognized or mitigated by the assessment system? Can individual 
teachers be trained or coached to avoid biases? 

 
6. Ensure that data is collected to evaluate the policy and to determine if it has been 

successful in remediating struggling learners.  
 

7. Considerations for prerequisites to a policy being implemented: 
a. What level of confidentiality among the involved faculty is required and what 

assurance to the learner is to be made regarding this confidentiality? 
b. What level of commitment of faculty is required to make the process work (e.g. 

prompt completion of all evaluations)? 
c. Can this be implemented at the specialty program level vs. a school-wide 

implementation? 
d. At what level is the policy to be sanctioned (e.g. program level, school level)? 

 


