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d’évaluation clinique dans la formation en anesthésie

Damian J. Castanelli, MBBS . Tanisha Jowsey, PhD . Yan Chen, PhD .

Jennifer M. Weller, MD

Received: 16 May 2016 / Revised: 15 August 2016 / Accepted: 13 September 2016 / Published online: 23 September 2016

� Canadian Anesthesiologists’ Society 2016

Abstract

Introduction Workplace-based assessment is integral to

programmatic assessment in a competency-based

curriculum. In 2013, one such assessment, a mini-

Clinical Evaluation Exercise (mini-CEX) with a novel

‘‘entrustability scale’’, became compulsory for over 1,200

Australia and New Zealand College of Anaesthetists

(ANZCA) trainees. We explored trainees’ and

supervisors’ understanding of the mini-CEX, their

experience with the assessment, and their perceptions of

its influence on learning and supervision.

Methods We conducted semi-structured telephone

interviews with anesthesia supervisors and trainees and

performed an inductive thematic analysis of the verbatim

transcripts.

Results Eighteen supervisors and 17 trainees participated

(n = 35). Interrelated themes concerned the perceived

purpose of the mini-CEX, its value in trainee learning and

supervision, and the process of performing the assessment.

While few participants saw the mini-CEX primarily as an

administrative burden, most focused on its potential for

facilitating trainee improvement and reported positive

impacts on the quantity and quality of feedback, trainee

learning, and supervision. Finding time to schedule

assessments and deliver timely feedback proved to be

difficult in busy clinical workplaces. Views on case

selection were divided and driven by contrasting goals –

i.e., receiving useful feedback on challenging cases or

receiving a high score by choosing lenient assessors or

easy cases. Whether individual mini-CEXs were summative

or formative was subject to intense debate, while the

intended summative use of multiple mini-CEXs in

programmatic assessment was poorly understood.

Conclusion Greater clarity of purpose and consistency of

time commitment are necessary to embed the mini-CEX in

the culture of the workplace, to realize the full potential for

trainee learning, and to reach decisions on trainee

progression.

Résumé

Introduction L’évaluation fondée sur le lieu du travail

fait partie intégrante de l’évaluation programmatique dans

le cadre d’un programme de formation fondé sur la

compétence. En 2013 une telle évaluation, le mini-CEX

(mini-exercice d’évaluation clinique), qui comportait une

nouvelle « échelle mesurant la capacité à se voir confier un

geste » (ou ‘entrustability scale’), a été rendue obligatoire

pour plus de 1200 stagiaires du Collège des anesthésistes

d’Australie et de Nouvelle-Zélande (ANZCA). Nous avons
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cherché à savoir comment les stagiaires et les superviseurs

comprenaient le mini-CEX, quelles étaient leurs

expériences avec cette évaluation, et quelles étaient leurs

perceptions de son influence sur l’apprentissage et la

supervision.

Méthode Nous avons réalisé des entretiens téléphoniques

semi-structurés avec des superviseurs et des stagiaires en

anesthésie avant de procéder à une analyse thématique

inductive des transcriptions verbales de ces entretiens.

Résultats Dix-huit superviseurs et 17 stagiaires ont

participé à notre évaluation (n = 35). Les thèmes

interconnectés comprenaient le but perçu du mini-CEX,

sa valeur dans l’apprentissage et la supervision des

stagiaires, et le processus de réalisation de l’évaluation.

Alors que les participants furent peu nombreux à percevoir

le mini-CEX principalement comme un fardeau

administratif, la plupart ont mis l’emphase sur le

potentiel de cet outil à aider les stagiaires à progresser

plus facilement et ont rapporté des impacts positifs sur la

quantité et la qualité des rétroactions, sur l’apprentissage

des stagiaires, et sur la supervision. Il s’est avéré difficile

de trouver le temps de planifier des évaluations et d’offrir

des rétroactions opportunes dans les milieux de travail

clinique très occupés. Les opinions sur la sélection des cas

étaient divisées et motivées par des objectifs différents –

soit le fait de recevoir des rétroactions utiles à propos de

cas difficiles ou de recevoir une bonne note en choisissant

des évaluateurs indulgents ou des cas faciles. Les opinions

quant à l’aspect sommatif ou formatif des mini-CEX

individuels étaient également très partagées, alors que

l’utilisation sommative projetée de plusieurs mini-CEX

pour l’évaluation programmatique a été mal comprise.

Conclusion Une plus grande clarté de l’objectif et un

investissement de temps plus constant sont nécessaires

pour intégrer le mini-CEX dans la culture du lieu de

travail, pour réaliser son plein potentiel pour

l’apprentissage des stagiaires, et pour parvenir à des

décisions quant aux progrès des stagiaires.

Workplace-based assessments (WBAs) have become

ubiquitous with the move to competency-based

postgraduate medical education.1 Workplace-based

assessments were initially adopted to increase the

authenticity of assessment by shifting its focus from

testing what trainees know to testing what trainees do.2

Subsequently, their use has evolved into a decision-making

tool for determining trainees’ preparedness for progression

or certification.3-5

In parallel, the emphasis on observation, assessment,

and feedback to facilitate learning3,4 has led to a

conceptual shift from ‘‘assessment of learning’’ to

‘‘assessment for learning’’.6 The main purpose of

assessment of learning is to ‘‘determine if the trainee met

summative (‘pass/fail’) performance standards or

successfully completed a course or study’’.7 In contrast,

with assessment for learning, ‘‘the assessment process is

inextricably embedded within the educational process,

which is maximally information-rich, and which serves to

steer and foster the learning of each individual student to

the maximum of his/her ability’’.6

Assessment for learning is an extension rather than a

replacement for assessment of learning; proponents of

assessment for learning have acknowledged that

summative decisions are still required.8 Programmatic

assessment has been proposed to fulfill these dual purposes

in a systematic manner, where individual assessments are

focused on maximizing trainee learning, but aggregate

information from all assessment data is compared with a

performance standard to facilitate decision-making.9

Nevertheless, difficulties have been reported with the

implementation of WBAs in a programmatic approach to

assessment, with assessment of learning and compliance

with administrative requirements dominating the

experience of learners and supervisors.10-12 These

concerns have resulted in the introduction of alternatives

such as the Supervised Learning Events, which, like

WBAs, require observation, judgement, and feedback.

Unlike WBAs, however, they are not intended to contribute

to progression decisions.13-15

The mini-Clinical Evaluation Exercise (mini-CEX) has

been adopted into anesthesia training programs around the

world.16-18 In 2013, the Australian and New Zealand

College of Anaesthetists (ANZCA) introduced a

competency-based curriculum.19 ANZCA selected the

mini-CEX as part of a suite of WBA tools, consistent

with the principles of assessment for learning and

programmatic assessment discussed above:

‘‘Workplace-based assessment provides a framework to

support teaching and learning in the clinical environment

and promotes a holistic view of a trainee’s clinical practice.

Trainees have the opportunity to assess their own learning

and use feedback from these assessments to inform and

develop their own practice. While the goal of workplace-

based assessment is to aid trainee learning, they can be

used to create a record to demonstrate development and

inform the regular review of trainee progression.’’19

Preliminary work investigating the mini-CEX in a

volunteer sample of anesthesia trainees had suggested a

very positive effect on observation, feedback, and

learning.20 An initial trial using a traditional scale

(unsatisfactory, satisfactory, superior) showed very low

reliability, which improved markedly when the scale was

changed to one where supervisors made judgements on the
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level of supervision required.21,22 The ANZCA scale for

the mini-CEX asks supervisors to score the trainee’s ability

to manage the case independently,22 i.e., based on the need

for direct or more distant supervision. This independence

scale is an example of what has been referred to as an

‘‘entrustability scale’’.23 We wanted to know if the benefits

of improved observation and feedback evident in our

volunteer pilot studies20,22 would be retained in the real

world of the ANZCA training program.

We aimed to explore how ANZCA trainees and

supervisors of training considered their experience with

the mini-CEX 18 months after their compulsory

introduction into anesthesia training.

Methods

This study was approved by the University of Auckland

Human Participants Ethics Committee (reference number

011108) and Monash University Human Research Ethics

Committee (reference number CF14/1668 – 20140007960).

Given that our aim was to explore the experience of

participants using the mini-CEX, our study was designed

following an interpretivist approach which seeks to

understand and explain people’s lived experiences.24

Context

The ANZCA is responsible for the training and assessment

of all anesthesia trainees in Australia and New Zealand.

Prior to implementation, the ANZCA instituted a faculty

development program to prepare anesthetists for their role

as WBA assessors. This program used a ‘‘snowballing’’

technique to train a large number of participants effectively

within a brief period of time across a geographically

dispersed training program. Supporting resources were

developed centrally and ‘‘champions’’ were trained. The

champions subsequently became responsible for delivery

of training in their local regions. More than 800

anesthetists, or approximately 20% of the WBA

assessors, received training through this program (O.

Jones, ANZCA, personal communication).

The ANZCA trainees are required to submit a minimum

number of WBAs during each stage of their training, with

specialist anesthetists acting as supervisors. These WBAs

are in turn available to their supervisors of training (SoTs),

a subset of supervisors officially appointed by the ANZCA

to be responsible for training in their departments. They

oversee each trainee’s clinical performance and WBAs,

perform regular clinical placement reviews, and confirm

progression of trainees through the training program.

Supervisors, trainees, and SoTs access the ANZCA mini-

CEX online, but a written version is available25 (Appendix

1; available as Electronic Supplementary Material).

This study took place approximately 18 months after

implementation, with 1,224 ANZCA trainees having

completed 7,808 mini-CEXs in the prior twelve months.

Sampling

Given the potential role of the mini-CEX in progression

decisions, we selected SoTs and trainees as the most

suitable subjects to explore the impact of the mini-CEX.

The sampling approach involved a purposive, criterion-

based, and maximum-variation sampling frame to

maximize the potential for conceptual

generalizability.26,27 This sampling technique involves

recruitment of subjects as required until no new ideas

emerge from the interview data.26 The ANZCA Clinical

Trials Network staff selected potential interviewees from

confidential ANZCA records to ensure they represented

trainees at different training stages and that trainees and

SoTs came from diverse practice locations. Recruitment

was monitored to ensure representation from rural and

metropolitan hospitals of different sizes.

Interviews

After obtaining informed consent, we conducted semi-

structured telephone interviews with each participant for

approximately 30 min. Semi-structured interviews are

‘‘encounters between the researcher and informants

directed towards understanding the informants’

perspectives on their lives, experiences, or situations as

expressed in their own words’’.28 The semi-structured

interviews began with open questions to facilitate

participants’ description of their personal experiences and

to allow exploration of their individual responses. The

interview guide was developed by the investigators based

on literature review and themes from a previous qualitative

study20 (Appendix 2; available as Electronic

Supplementary Material).

The interviews were recorded and professionally

transcribed. An investigator (Y.C.) with experience in

qualitative interviewing, but without a medical background

or ANZCA affiliation, conducted all interviews. This

served to maintain anonymity and safety for interviewees

and to minimize the potential for the relationship between

anesthetist investigators and participants to influence the

responses.
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Analysis

Inductive thematic analysis was undertaken following

Savin-Baden and Major and Morse and Field.29,30 After a

close reading of the data, we iteratively developed a coding

scheme.31 Each code was assigned a description explaining

when to code a quote, inclusion/exclusion criteria, and

examples of appropriate quotes.31 Two researchers from an

academic consulting firm coded all data using QSR

NVivo10 qualitative software (QSR International,

Victoria, Australia).32 A member of our research team

(T.J.) checked this coding periodically throughout the

coding process and at the completion of the coding. Two

meetings were held between the research team and one of

the coders during the coding process to refine the coding

scheme further and ensure accurate and consistent coding.

Upon completion of the coding, we identified the

frequency of coding to each code (forming the basis for

content analysis) and examined the associations between

codes.31 We looked for patterns in quotes that were coded

to more than one code and synthesized key messages from

the codes into descriptive findings. These interconnected

findings formed the basis for generating themes, which

were then refined by comparison with the data until the

researchers reached agreement that the themes expressed

the meaning in the data. All members of the research team

were involved throughout the analysis, except where

indicated above.

The research team included anesthetists with experience

as SoT (D.C.), clinical teachers, curriculum and assessment

designers, and medical education researchers (D.C., J.W.),

as well as non-clinicians involved in medical education

with backgrounds in anthropology (T.J.) and psychology

(Y.C.). This researcher triangulation ensured a diversity of

insider and outsider perspectives to inform this work.

Results

We interviewed 18 SoTs and 17 trainees from August-

December 2014. Nine SoTs and eight trainees were female,

and nine SoTs and eight trainees worked in regional

hospitals. Of the trainees, eight were in basic training (6-24

mth), seven were in advanced training (24-48 mth), one

was an introductory trainee (0-6 mth), and one was a

provisional fellow (48-60 mth). The major themes that

emerged in the analysis relate to perceptions of the purpose

of the mini-CEX, its value in trainee learning and

supervision, and aspects of the process of performing the

mini-CEX. Themes and subthemes are provided in

Table 1, with exemplar quotes highlighted in the

following sections.

Purpose

The majority of participating SoTs and trainees appeared

engaged in the WBA process and perceived the purpose of

the mini-CEX as facilitating trainee learning and

improvement.

‘‘The main purpose is to assess competency …
feedback of things which have been done well and

which aren’t…and looking for areas for

improvement.’’ (Trainee 16)

Nevertheless, a sizeable minority of participants

reported that the primary purpose was seen as

administrative on some occasions, and the process was

often trivialized. The mini-CEX was ‘‘just another hoop

that the College has established for us all to jump

through.’’ (Trainee 9) A trainee explained, ‘‘I do them

because I have to.’’ (Trainee 10)

While both trainees and SoTs reported that there was a

risk of not progressing without completing the required

number of mini-CEXs, some described how the mini-CEX

could provide a gauge of trainee performance to inform

formal decision-making on trainee progression.

‘‘Now if those mini-CEXs indicate that they may not

be functioning satisfactorily at that level then I can

hold them back … and I will use repeat mini- CEX

Table 1 Themes and sub-themes

Purpose:

Trainee improvement

Documentation/ trivialization

Inform progression

Identify underperformance

Summative or Formative

Value:

Trainee Learning

Feedback

Supervision

Time:

Timing of case selection

Timing of feedback

Scoring:

Understanding

Variability

Leniency

Case/assessor selection:

Demonstrate competence

Maximize learning

Assessor characteristics

1348 D. J. Castanelli et al.

123



plus other tools to assess their ability, to hold them

back until they do.’’ (SoT 11)

A number of participating trainees and SoTs saw

detection of underperformers as an important intended

purpose of the mini-CEX. Nevertheless, they expressed

scepticism regarding its usefulness for this purpose due to

issues of leniency and variability in rating and trainee

selection of assessor and case, with trainees reportedly

gaming the system to find lenient supervisors.

‘‘Most trainees are going to be able to game the

system in order (to) find consultants (supervisors)

who give them an easy ride.’’ (Trainee 2)

Nevertheless, mini-CEX assessments were reported to

have been useful during remediation on at least one

occasion.

‘‘Asking a trainee to do a mini-CEX on something

they were struggling with… it gave the trainee a

target to work for as well as me a means to fully

assess it.’’ (SoT 11)

Many participants expressed views on whether the

intended use of the mini-CEX was as a formative or a

summative assessment. It was often seen as formative.

‘‘We don’t treat it as an exam. It’s not a nasty

process. In fact, it’s really encouraged to be not a

confrontational process. It is a formative process, not

a summative assessment. They’re aware of that.’’

(SoT 11)

There was acknowledgement by some participants that

there were different understandings of this aspect of the

mini-CEX among both trainees and supervisors.

‘‘You know they misunderstand that it’s formative,

and they see it as a bit of a test, and they get

anxious.’’ (SoT 13)

A complementary view expressed by other SOT and

trainee participants was that the mini-CEX was actually a

summative assessment and that confusion arose from

mislabelling it as formative.

‘‘There’s too much mud in the water talking about

them being formative which they’re not.’’ (SoT 2)

Value

Both SoT and trainee participants reported benefits that the

mini-CEX brings to trainees’ learning. The compulsory

nature of the mini-CEX, along with the core skills assessed,

was said to make it easier for the trainees to identify their

own weaknesses and develop learning goals.

‘‘If you do a mini-CEX it may expose significant

deficiencies in knowledge or other professional

attributes, … it is good because it’s better to

expose those weaknesses than to cover them up and

never to improve.’’ (Trainee 4)

The SoT participants valued the different domains on

the mini-CEX, reporting that they facilitated the provision

of more structured and in-depth feedback. They reported

personal benefits, such as having a record of their teaching

and feedback and being obliged to ‘‘step back and watch’’

(SoT 2) or ‘‘critically observe’’ (SoT 3). They also reported

applying the structure of the mini-CEX to cases that were

not being assessed.

The different aspects of the mini-CEX form were reported

to prompt supervisors to broaden the scope of areas being

assessed to include non-technical skills and other aspects of

trainee performance previously not examined.

‘‘We are forced into looking at those various different

non-technical skills and other aspects of their

performance that we maybe didn’t look at before.’’

(SoT 19)

Trainees confirmed this broadening of the scope of

feedback and, in addition, reported actively seeking

feedback from supervisors in specific practice areas.

Participants particularly valued the comments that

supervisors recorded in the free-text fields.

‘‘The number scales are useful generally. But a lot

more useful is the individual information you write in

the free field boxes about what they did well, what

they didn’t do well.’’ (SoT 11)

Most participants reported that the quality of supervision

was improved more generally as supervisors were more

often critically observing trainees’ performance against

explicit criteria.

‘‘It is an opportunity for the consultant (supervisor)

and the trainee to discuss each other’s practice

standards and to make sure that what they are doing

is the best that they can do.’’ (SoT 3)

The overall impression was that the mini-CEX fostered

positive interactions between supervisors and trainees, with

a resultant greater engagement in teaching and an increase

in the dialogue between trainees and supervisors.

Time

In their responses regarding the use of the mini-CEX,

participants emphasized three key aspects of time: timing

of case selection, making time for feedback (including

Perceptions of mini-CEX 1349
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duration and scheduling), and timeliness of providing

feedback. These three aspects of time often overlapped in

participant accounts, with a background of time pressure

and lack of time.

The SoTs and trainees held different views regarding the

timing of case selection. The SoT participants suggested

that the mini-CEX assessments held greater potential for

learning when trainees planned them in advance, and many

SoTs were frustrated when trainees requested a mini-CEX

without warning. Trainees reported that some supervisors

were willing to retrospectively complete assessments on

past cases but that most were not. The SoT participants

reported refusing to do mini-CEXs on past cases, as it was

difficult to provide specific feedback if they had not

prioritized observing the trainee during the case.

‘‘I think most of the time on most lists we’re so time

precious that whilst we’re aware that the trainee is

with us … we’re not intentionally watching what

they’re doing.’’ (SoT 1)

Trainees reported reluctance to request a mini-CEX in a

busy list; however, both SoT and trainee participants noted

that, regardless of workplace constraints, curriculum

requirements meant that they were obliged to make the time.

The SoT participants reported that feedback was most

easily timed immediately following the period of formal

observation.

‘‘I … pretty much do it in theatre at the time that the

period of observation has been completed.’’ (SoT 3)

Supervisors noted that, when feedback was not provided

immediately, they found it difficult to recall the details of

the exercise and this increased the likelihood that the mini-

CEX could be trivialized. They found that the formal

feedback after the mini-CEX could take ‘‘a long time’’ and

that ‘‘fitting’’ it into their busy schedules was a

considerable time burden and extra work.

Scoring

During the interviews with participants, a focus of

discussion was how scores were awarded on the mini-

CEX, particularly participants’ interpretation or

understanding of the scoring scale, variability in scoring,

and issues of leniency. The SoTs reported that the

independence scale reflected ‘‘how close to being a

consultant they are’’, and hence, it was ‘‘appropriate for

all levels of experience’’. (SoT 19)

‘‘It would be quite appropriate for a more junior

trainee to require considerable consultant

(supervisor) input to a more complex case, which

would normally mean that the assessor would tick

boxes one, two or three.’’ (SoT 3)

Some trainee participants also expressed this view that

the score reflected ‘‘progression to independent practice’’.

(Trainee 5)

‘‘You might do very well in your case, but it scored

quite low because you don’t have much experience,

or it was a very complex case.’’ (Trainee 7)

Nevertheless, participating SoTs understood that

communicating this message to supervisors and trainees

was important but difficult, as trainees were accustomed to

‘‘succeeding’’ and gaining high grades.

‘‘As long as you feel comfortable in your head

explaining to your registrars about why … some of

those scores might be low, but it’s completely

appropriate for them to score low at their

particular level of training, then I think the form’s

designed to work at all levels. It’s just whether you

are prepared to use it in that way, and the registrars

prepared to accept it like that. Registrars never want

to be marked low under any circumstances.’’ (SoT 19)

Some trainees agreed that there was potential for

difficulty in adapting to the scoring system.

‘‘Trainees are very used to pass/fail systems, so it

actually takes a little bit of getting used to if you get a

score that’s not between seven and ten.’’ (Trainee 8)

While participating SoTs and trainees generally

understood how the scale should work, their experience

was that supervisors’ understanding was variable and that

there was an ongoing confusion about how they should be

assessing trainees.

‘‘Constant debate about (whether) we’re assessing

the trainee in comparison with where we think they

should be at for the level of training or we’re

assessing the trainee in comparison to where they

should be at when they finally complete training. So

you get a wide disparity in terms of the numbers.’’

(SoT 2)

Trainees consequently reported marked variability in

their supervisors’ scoring.

‘‘If you’re a brand new beginner you’re supposed to

score a one or a two but that doesn’t seem to be

generally how people score it. People score it as sort

of a percentage….’’ (Trainee 9)

Both groups agreed that, when the independence scale

was understood, it facilitated giving low scores to a trainee
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when they required close but appropriate supervision with

a case.

‘‘It’s easier to say that a candidate needs supervision

rather than say they’re performing at a lower level.’’

(SoT 6)

Case and assessor selection

Participants described several factors as informing their

decision-making and practices concerning case and assessor

selection, including the perceived opportunity that the case

would offer to demonstrate competence or maximize

learning. A number of both SoTs and trainees reported

that they aimed to complete an assessment when they

thought the trainee had reached a level of competence that

would be reflected in a good mark using the mini-CEX,

rather than to seek feedback to facilitate improvement.

‘‘They want to do them when they feel they’re ready

and are going to do well on them.’’ (SoT 9)

Nevertheless, to increase the value of the mini-CEX to

facilitate learning, some SoTs reported that the case

complexity should extend trainees to the limits of their

capabilities.

‘‘I look at my list and the ASA status and the type of

surgery the patient’s having and then decide which

surgery and patient would put the trainee on the

learning edge… So we’ll stretch them to the point

where they’re actually being challenged.’’ (SoT 1)

Trainee participants also reported targeting their cases

for mini-CEX to enhance their learning.

‘‘The trainee needs to select an appropriately complex

case that they don’t feel confident managing and where

they are genuinely interested to know about a better

way of doing things.’’ (Trainee 2)

In addition to case selection, assessor selection was

influenced by desirable assessor characteristics, including

familiarity with the trainee, good teacher, willing or

engaged with the mini-CEX process, leniency, or

provider of quality feedback.

Discussion

Our exploration of experiences with the mini-CEX in the

ANZCA training scheme revealed key findings – i.e., the

purpose of the assessments is variously perceived, and this

confusion affects the perceived value of the assessments

and their feasibility. We have chosen to concentrate on

these most significant aspects of our results in considering

their broader implications.

Purpose: summative or formative

The differing perceptions of the purpose for the mini-CEX

underscore participants’ diverse range of experiences with

the exercise. On the one hand, where participants’

perceptions align with the underlying ‘‘assessment for

learning’’ philosophy, it is more likely that difficulties are

seen as surmountable, and case selection and scoring is

guided by educational value, with the opportunity to

provide feedback and promote trainee learning.33 On the

other hand, where this purpose is not understood or

acknowledged, the mini-CEX is seen as an administrative

burden, leading to the strategic selection of case or assessor

with the risk of meaningless ‘‘tick box’’ assessments.11

Others have documented this deleterious effect of the

perception of individual WBAs as summative.10,11,33-35

There is the opportunity to establish a virtuous cycle,

where supervisors and trainees experience meaningful

assessments that motivate them to overcome the obstacles

and realize the potential of the mini-CEX to facilitate

trainee learning. Conversely, there is the risk of

establishing a vicious cycle of meaningless assessments

where doubt or scepticism is reinforced and where the

potential benefits for trainees are not realized and result in

significant opportunity costs in terms of learning and

practice. These contrasting cycles are represented

graphically in Fig. 1.

Participants’ views on whether the mini-CEX is a

formative or summative assessment were disparate and

often strongly held. These terms have been prevalent in

assessment discussions in the past, yet their meaning is still

the subject of academic debate.36 Our participants saw

summative and formative in terms of the intended purpose

of the assessment. While summative implies that the

purpose of the mini-CEX is to contribute to decisions

regarding trainee progression, formative implies that the

purpose is trainee learning. This is consistent with the

historical use of these terms in the health professions

education community.37

Taras36 suggests that all assessment is summative as it

requires a judgement to be made, and that it becomes

formative only if the learner uses the information generated

to improve subsequent performance. In contrast, our

participants generally interpreted summative and

formative as mutually exclusive characteristics of

assessments. This absolute dichotomy has been disputed

for some time in the education literature.38 For example, in

2003, Ramsden wrote that ‘‘the two separate worlds of
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assessment called ‘formative’ and ‘summative’ do not exist

in reality.’’39 Similarly, Boud’s words from 2000 seem

prophetic: ‘‘Every act of assessment we devise or have a

role in implementing has more than one purpose. If we do

not pay attention to these multiple purposes we are in

danger of inadvertently sabotaging one or more of them.’’40

As discussed above, the intention in adopting

programmatic assessment is for individual evaluations to

inform teachers and learners and to facilitate learning. In

contrast, aggregate data from multiple assessments should

be used only in high-stakes decisions by appropriately

qualified personnel.9,41 The distinction between the roles of

supervisor and supervisor of training is crucial. Our results

suggest there is a lack of clarity in differentiating the role

of the SoT in making decisions on trainee progress using

aggregate data and the role of supervisors and trainees in

using individual assessments to maximize information for

trainee learning. Furthermore, conflating these roles has

contributed to the disparate views of the purpose of the

assessments. Importantly, the Royal College of Physicians

and Surgeons of Canada, in their Competence by Design

framework, specifies that a competence committee should

be established to perform the summative function rather

than having an individual residency coordinator or program

director assume this role.42 If the ANZCA were to adopt

such a solution, it might result in a clearer delineation of

these separate functions, i.e., it would create a greater

separation between those completing the individual mini-

CEXs and those using the aggregated data for summative

purposes. A diagrammatic representation of the different

but connected uses of the mini-CEX for these purposes is

represented in Fig. 2.

Value for trainee learning

Despite the participants’ diverse understanding of the

purpose of the mini-CEX, there are nevertheless

indications in our data that use of the mini-CEX can help

make a valuable contribution to trainee learning. We have

provided further evidence that use of the mini-CEX does

WBA 
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CEXMini-
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&

Trainee 

Feedback 
&

Learning 

Mini-CEX 

Trainee 
Progression  

Decisions 
WBAs 

Competence 
Commi�ee 

Fig. 2 Assessment for learning.

On the left, the supervisor and

trainee use the individual mini-

Clinical Evaluation Exercise

(mini-CEX) to maximize trainee

learning, while on the right,

each mini-CEX contributes with

other workplace-based

assessments (WBAs) to the

aggregate data used by the

Competence Committee to

inform judgements on the

trainee’s progression through

training

Fig. 1 Virtuous vs vicious

cycle. In a virtuous cycle, a

focus on trainee learning

motivates participants to

overcome barriers, select

challenging cases, and generate

useful feedback to maximize

trainee learning. In contrast, a

focus on completion of

assessments leads to

trivialization, with a vicious

cycle of lenient scoring of easy

cases and little feedback or

learning which discourages

future engagement
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lead to increased observation and feedback from

supervisors, thus providing the expert guidance that

facilitates learning from practice.43 We have examples of

trainees and supervisors selecting challenging cases at the

boundaries of their capabilities, consistent with Vygotsky’s

concept of the zone of proximal development.44,45

Some participants valued narrative feedback more

highly than scores, as others have reported.46 Scores act

as summaries and may conceal the details behind assessor

judgements. With the understanding that different assessor

judgements may indicate legitimate unique perspectives

rather than error,47 narrative data become important in

capturing disparate views on performance to guide both

learning and assessment. Recognition of the importance of

narrative feedback is consistent with the emerging

understanding that competence is highly contextual and

more likely to be captured by descriptions of assessments

that are rich in information.48

The challenge of the feasibility of the mini-CEX and the

multiple tasks asked of supervisors performing the

assessments suggest that further exploration of the

relative contributions of scoring and narrative feedback in

the mini-CEX would be useful.49

Value for decisions regarding trainee progression

The reports of supervisors and trainees strategically

selecting cases, together with assessor leniency and

variability in scoring, make it unsurprising that few

participants thought the mini-CEX contributed

meaningfully to decisions regarding trainee progression.

Others have reported challenges in using WBAs for this

purpose,12 even when dedicated assessment panels are

used. The ability of SoTs to make these judgements has

been assumed, but we would contend that the complexity

of this task is not currently recognized50 and requires

further investigation.

Programmatic assessment relies on accumulating

evidence of competence to support robust decisions on

trainee progression and attainment of fellowship.9,51

Hence, if the mini-CEX and other WBAs are to

contribute to these decisions, they cannot be purely

formative in nature. The dilemma is that our participants

are not alone in reporting that perceptions of a summative

use impair engagement and encourage trivialization,

compromising the validity of the assessments and their

value in contributing to decisions on trainee

progression.10-12,33,34,46 Our findings support what van

der Vleuten et al. predicted, that ‘‘without formative value

the summative function would be ineffective’’.35 If we are

to make use of the mini-CEX and other WBAs in aggregate

to inform summative decisions, we must first maximize

their formative value as individual assessments.

Recommendations for implementation of the mini-CEX

and other WBAs are summarized in Table 2.

Feasibility

Consistent with the findings of Fokkema et al., the

participants described the difficulty of fitting the mini-

CEX into a busy clinical workload as significant. 52 Those

who are most engaged in the innovation did not see this as

a problem, and while others saw it as a problem that could

be overcome, the least-engaged participants saw this as

justification for trivializing the assessment. The difficulty

could be overcome by either increasing the available time

or increasing the motivation of supervisors and trainees to

Table 2 Recommendations for mini-CEX implementation

Key recommendations for trainees:

Scores reflect your supervisor’s estimate of your degree of

independence for the case observed- low scores may be

appropriate for complex cases

Focus on creating learning opportunities by selecting challenging

cases at the cusp of your ability

Encourage supervisors to provide specific detailed performance-

focused feedback

Use your own self-assessment and the feedback you receive to plan

future learning experiences

Trust that the supervisor of training will take case complexity and

your experience and approach to learning into account when

using individual assessments as part of the evidence for decision-

making on your progress through training

Key recommendations for supervisors:

Scores reflect your estimate of the trainee’s degree of independence

for the case observed - low scores may be appropriate for

complex cases

Your assessment and feedback are based on what you observe, not

on a comparison with a standard or expectation, so there is no

pass/fail decision

Focus on creating learning opportunities by encouraging trainees to

select challenging cases at the cusp of their ability

Provide specific detailed performance-focused feedback and help

trainees plan future learning experiences

Trust that the supervisor of training will consider the case

complexity and the trainee’s experience and approach to learning

when using individual assessments as part of the evidence for

decision-making on trainee progress through training

Key recommendations for supervisors of training:

Assessment decisions are based on all available information, and the

more important the decision the more evidence required to

support it.

Interpreting individual mini-CEX when aggregating assessment data

requires knowledge of the context of the assessment – i.e., the

experience and stage of training of the trainee and the complexity

of the case.

Encourage engagement in learning by rewarding trainees who select

challenging cases and enact plans to improve in subsequent cases.

mini-CEX = mini-Clinical Evaluation Exercise
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circumvent it. Faculty development experience highlights

that participants and non-participants perceive the same

barriers to participation, yet one group can overcome

them.53 This implies that there is the potential for increased

engagement to motivate more trainees and supervisors to

overcome the existing barriers to performing the mini-CEX

and other WBAs.

Clinical teachers12,34,54,55 and trainees46 have previously

identified lack of time as a barrier to educational

engagement. While improved engagement may partly

address this issue, we would argue that the greatest

barrier to improving the quality of training is the

environment in which training takes place. The quality of

postgraduate training can have a persistent effect on

subsequent health outcomes.56,57 While current patient

care is of paramount importance, ensuring that reflection

and feedback are encouraged and trainee learning and

assessment are maximized would better serve the health of

future patients. Achieving a high-quality training system

requires re-defining our working conditions to embed

learning and assessment in our work practices and create

time and intellectual space for training.

Limitations

Although we purposively sampled for maximum variation

amongst participants and continued interviewing until new

ideas did not emerge, the number of participants is a small

proportion of trainees and supervisors of training. As an

exploratory interview study, our aim was to capture the

variation in participants’ experiences using the mini-CEX;

however, this methodology does not allow us to define the

proportion of trainees and supervisors who share the various

views described. This would be an avenue for further

research. Our study is confined to Australia and New

Zealand; however, developments in curriculum design and

challenges in supervisory practices in anesthesia training are

widespread. The insights gained in exploring the

implementation of the mini-CEX likely have relevance in

other settings.

Conclusion

An attitudinal shift away from the dichotomous view of

assessment as summative or formative to a clear focus on

individual assessments designed for improving trainee

performance and hence future patient care will require

explanation and education. It will be challenging to

optimize the potential for enhanced learning while still

satisfying the requirement to make sound decisions on

trainee progression using aggregate data. Nevertheless, our

results suggest that focusing only on the summative

purpose of the mini-CEX and other WBAs carries a

substantial risk of trivialization.

Our results have implications that extend beyond the

implementation of the mini-CEX within ANZCA. The

introduction of assessment for learning in a competency-

based curriculum requires increasing engagement by

trainees and supervisors in education and perhaps a

greater sophistication in their understanding of current

educational practice and intended outcomes of assessments

such as the mini-CEX. This calls for an examination of our

work practices and a rebalancing of the priorities of service

and training.
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