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Abstract

Context: Coming face to face with a trainee who needs to be failed is a stern test

for many supervisors. In response, supervisors have been encouraged to report

evidence of failure through numerous assessment redesigns. And yet, there are lin-

gering signs that some remain reluctant to engage in assessment processes that

could alter a trainee's progression in the programme. Failure is highly consequential

for all involved and, although rare, requires explicit study. Recent work identified a

phase of disbelief that preceded identification of underperformance. What

remains unknown is how supervisors come to recognise that a trainee needs to

be failed.

Methods: Following constructivist grounded theory methodology, 42 physicians and

surgeons in British Columbia, Canada shared their experiences supervising trainees

who profoundly underperformed, required extensive remediation or were dismissed

from the programme. We identified recurring themes using an iterative, constant

comparative process.

Results: The shift from disbelieving underperformance to recognising failure involves

three patterns: accumulation of significant incidents, discovery of an egregious error

after negligible deficits or illumination of an overlooked deficit when pointed out by

someone else. Recognising failure was accompanied by anger, certainty and a sense

of duty to prevent harm.

Conclusion: Coming to the point of recognising that a trainee needs to fail is akin to

the psychological process of a tipping point where people first realise that noise is

signal and cross a threshold where the pattern is no longer an anomaly. The co-

occurrence of anger raises the possibility for emotions to be a driver of, and not only

a barrier to, recognising failure. This warrants caution because tipping points, and

anger, can impede detection of improvement. Our findings point towards possibilities

for supporting earlier identification of underperformance and overcoming reluctance

to report failure along with countermeasures to compensate for difficulties in

detecting improvement once failure has been verified.
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1 | INTRODUCTION

Coming face to face with a trainee who needs to be failed is a stern

test for many supervisors. How supervisors respond to the test is

highly consequential, and potentially catastrophic, for the trainee. It

can also be consequential for the supervisor, many of whom report

workload and emotional repercussions that interfere with assessment

demands.1–6 When negative repercussions are prioritised, not

reporting a trainee's failing performance becomes framed as

reluctance1,6–19 (or even unwillingness)20,21 to engage in the

assessment process. In response, countermeasures to reluctance have

been incorporated into assessment designs with changes that range

from revised forms through to reconfigured systems. Countermea-

sures on assessment forms include having supervisors record the

close supervision they provided for a trainee during a task to avoid

the more daunting task of recording negative evaluative judge-

ments.22 For example, supervisors may be less reluctant to select the

‘talk them through’ rating on an O-SCORE (Ottawa Surgical

Competency Operating Room Evaluation) scale23 than to assign an

‘unsatisfactory’ rating on a Mini-CEX (Mini Clinical Evaluation

eXercise) scale.24 Countermeasures in assessment systems include

the programmatic assessment approach of separating assessment

moments from decision moments to relieve the pressure of simulta-

neously functioning as the assessment data provider and the progres-

sion decision maker.25 For example, supervisors may be less reluctant

to note domains requiring further improvement on a low stakes

assessment that is combined with many other assessments and used

by other stakeholders to make progress decisions,26 than to stop a

trainee's progression by submitting a single ‘unsatisfactory’ in-training
evaluation report.27 However, these countermeasures still rely on

individual supervisors to provide critical comments as assessment data

and committees composed of similar individuals to make high stakes

decisions to mandate remediation, alter progression, or remove a

trainee from a programme. Although early evidence from the imple-

mentation of various countermeasures is promising,28–30 findings of

bureaucratic tick-boxing and token comments suggest that important

assessment information may not always be provided.28,30–32

Previous work exploring supervisors' reluctance to fail trainees

helpfully invites solutions for gleaning assessment information with-

held by supervisors.1,2,16,19,20,33,34 Less attention has been directed to

earlier phases of process—those critical moments where failure is

noticed, characterised and confirmed. In recent work, we sought to

better understand how supervisors recognise trainees who are under-

performing and we identified a phase of disbelief as supervisors

encountered unexpected signs of underperformance.35 This disbelief

was related to surprise or bewilderment at encountering an under-

performing trainee and was strikingly similar to the unsettling and

uncomfortable gut feelings experienced by nursing instructors while

interacting with underperforming nursing students.36 Although super-

visors tended to give the trainee the benefit of the doubt, as is

common,6,8,12,16,37,38 they were also inclined to gather additional

observations to make sense of what they were seeing.35,36 The shift

from disbelieving to recognising underperformance hinged on

perceiving how responsive the trainees (and the deficits) were to

teaching and coincided with a realisation that continued, intensified

supervisory efforts would likely be futile.35 However, the shift from

disbelieving underperformance to recognising failure has been

underexplored.

Although this shift is a specific aspect within the larger process

that eventually results in decisions about reporting evidence of failure,

it is a critical aspect to understand in order to improve engagement in

assessment processes. While failure is admittedly rare, it is so conse-

quential when it does occur—and perhaps even more so when it

should have occurred but does not—that it demands careful study.

Therefore, in this study we ask the question: How do supervisors

recognise failure? In particular, we invited supervisors to describe

their experiences working with the least competent trainees to

examine the shift from disbelieving early signs of underperformance

to recognising failure.

2 | METHODS

2.1 | Overview

This study is situated within a programme of research investigating

how supervisors assess trainees who demonstrate incompetence. Our

earlier study was not focused specifically on recognising failure; how-

ever, we identified some themes related to recognising profound

underperformance during prolonged remediation and dismissals from

programmes. We subsequently investigated these underexplored

themes with additional recruitment of physician supervisors using

purposive and theoretical sampling. As such, this study combines data

collected previously to explore how supervisors recognised

underperformance with new data collected to better explore how

they recognised that an underperforming trainee should not be

allowed to progress and needed to be failed. Our focus on the shift

from disbelieving signs of underperformance to recognising failure

involves studying how supervisors think while interacting with others.

We used constructivist grounded theory39 methodology (CGT) to

guide data collection and analysis to focus on the experiences of

individual supervisors as they interact with others according to the

rules and expectations of social contexts. This project received

approval (E2018.0613.065) through the University of Northern British

Columbia's research ethics review board.

2.2 | Participants and recruitment

In 2018–2019, we interviewed 22 physicians from non-surgical

specialties in British Columbia, Canada, and characterised

underperformance as stalled progression due to the inability to engage

in learning or precarious progression due to unwillingness to engage in

learning.35 As noted previously, we decided to deepen our

understanding of how supervisors experience working with markedly

underperforming trainees and how they come to recognise when a
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trainee's performance merits failure, by engaging in additional data

collection. Since the majority of the original participants were female

and all were from non-surgical specialties, we concentrated new

recruitment efforts on male participants and those from surgical and

procedurally dominant specialties. We used key informants and

snowball sampling to identify and invite physicians with experience

failing or remediating trainees in the clinical setting, in either the

4-year medical school programme or in one of the postgraduate

residency programmes. We sought participants with varying levels of

experience with supervision from diverse specialties, clinical settings

and numerous University of British Columbia (UBC) Faculty of

Medicine sites distributed across the province to maximise variation

in perspectives. Between May 2019 and January 2020, we recruited

and interviewed an additional 20 physicians (7 male) of whom 13 were

from surgical or procedure-dominant specialties. The final participant

sample thus consisted of 42 participants (11 male) representing

17 specialities/subspecialties. A total of 28 participants were from

medical specialities (e.g. family medicine, internal medicine, psychiatry,

medical oncology), and 14 participants were from surgical or

procedure-dominant specialties (e.g. orthopaedics, obstetrics and

gynaecology and emergency medicine). Participants practised in rural,

northern and/or remote communities (20); or in large metropolitan

cities (22) in the province of British Columbia, Canada. All shared

experiences from a clinical supervisor role; 17 participants also shared

experiences from a leadership role that involved contributing to high

stakes progression decisions. The majority named their leadership role

‘programme director’, and to protect their identity, we use this term

to refer to all of the leadership roles.

2.3 | Data collection

Following CGT methodology, we took an iterative approach to the

interview process. We began by inviting experiences with supervising

underperforming trainees in the clinical workplace in the first 22 -

interviews. Due to negative reactions to our use of the terms

‘incompetent’ and ‘incompetence’,35 we tried various terms and

prompts to elicit conversation on underperforming trainees. As we

had sufficient data describing struggling and underperforming

trainees, the latter 20 interviews focused on the more extreme cases

of underperformance that had the most potential to be indicative of

situations where failure should be considered. Interview questions

invited participants to share their experiences supervising medical

students and residents who profoundly underperformed, required

extensive remediation, invoked disciplinary actions or were asked

(or should have been asked) to leave the programme. Analysis

informed data collection through iterative cycles. As depicted in

Appendix 1, the four iterations of the semi-structured interview guide

evolved from a focus on eliciting rich descriptions of profoundly

underperforming trainees, to emphasising conversation about the

substantial impacts on the supervisor, to encouraging supervisors to

put their experiences with failing trainees into words and through to

inviting descriptions of failing, or not failing, underperforming trainees.

Interviews averaged 51 min in duration (ranging from 37–68 min)

were conducted by telephone or in-person, audio-recorded,

transcribed by a professional transcriptionist and de-identified prior to

analysis.

2.4 | Data analysis

The preliminary codes identified in the first 22 interviews that

pertained to failing trainees were used to inform data collection for

the subsequent interviews. Analysis of the subsequent 20 interviews

continued iteratively with each cycle of 3–6 interviews analysed to

identify focused codes that labelled the major themes and concepts.

The full research team met after each cycle to discuss the interview

data, identify themes and modify the evolving codes that labelled

supervisors' recognition of failure and responses to recognised failure.

As per CGT, we used the codes to define what was happening in the

data by labelling our understanding of the participants' perspectives

that was developed by attending to the content that they shared, the

language they used and how they shared that information.40 Although

we did not complete a detailed linguistic analysis, we did code for

salient linguistic features41 in the transcripts and listened to the

recordings to code for volume, hesitation and emotion in the spoken

words. We used constant comparison across the entire set of

42 transcripts to revisit, expand and refine the codes. The coding

framework sufficiently summarised the data after 38 interviews with

the last 4 interviews reinforcing, elaborating and clarifying the

identified concepts. We then discussed the links and patterns

represented by the focused codes to identify theoretical codes. The

theoretical codes represent an interpretation that extends beyond,

and yet is still grounded in, the data.40

In CGT, meaning is constructed through the differing perspectives

of the researchers and through their interaction with the participants

and the data.40 As such, our team engaged with analysis drawing on

their expertise with studying supervision and clinical learning contexts

(AG, CW, LL), assessment and raters (AG, SS-S), social cognition (AG),

linguistics (LL) and lived experience supervising trainees and oversee-

ing supervisors as postgraduate dean (CW). Discussions included

reflexivity on how each researcher's perspective contributed to

interpretation of the data. For example, one member of team has

experienced medical training first as a learner, then as a supervisor

and then as a leader. While he did not experience failure or remedia-

tion as a learner, he did as a supervisor and even more so as a leader

with responsibility for oversight of training programmes. He shared

his experiences with the research team, and we reflected regularly on

the tension between the educational responsibility to support learners

and the social responsibility to ensure that learners only progress if it

is safe for them to do so. The non-clinicians on the team reflected on

their expectations as patients and as family members of patients, as

well as on their experiences as educators, to further contextualise this

tension. Reflexivity also included scrutiny of the enacted research

methods. For example, we reviewed transcripts to verify that the

spoken interview questions did not lead participants to use particular
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language or elicit specific reactions. We used notes to record

decisions regarding data collection and to serve as an audit trail. We

used memos to record our evolving understanding of the data during

the analytic process. We used NVivo software version 11 (QSR

International Pty Ltd, Chadstone, Victoria, Australia) for data

management and coding.

Participants are referred to by a letter to indicate their specialty

as ‘M’ for medical or ‘S’ for surgical or procedure-dominant followed

by a number to indicate their interview sequence.

3 | RESULTS

According to supervisors' experiences, recognising failure involves

overcoming the ‘benefit of the doubt’ by detecting patterns of failing

performance in the workplace that are ‘beyond a doubt’ indicative of

failure. We present the findings for three interrelated aspects of our

inquiry: First, we present what is recognised as failure by describing

the patterns of trainee performance indicative of failure. Then, we

present how supervisors express emotion while recounting their

experiences of working with underperforming trainees and

recognising failure. Finally, we present how recognition of failure

extends beyond the supervisor and supervisor-trainee relationship to

involve verifying and building consensus with colleagues.

3.1 | Identifying patterns

Supervisors across medical and surgical specialties described a phase

of disbelief when first encountering underperforming trainees: ‘it's
just baffling to me’ when upper year residents cannot do ‘some bare

minimum things’ that are ‘basic’ skills (S35). Programme directors

shared that supervisors called them “on day two of the rotation and

they will say ‘I just can't believe this’” (M26) when they discovered,

for example, that a trainee who was considered to be intelligent and

dedicated to the residency programme was underperforming: ‘I sat
down and listened to her explanation to the patients. I was surprised

with the inaccuracy of information. I was surprised with the way the

information was delivered’ (S30). They gave the trainee the benefit of

doubt during this phase and resisted documenting observations as

they were trying to make sense of what they were seeing:

‘There were some times early on where I kind of put it up to, as I

say, him going through that transition phase and kind of settling in, if

you will, because I just felt like it didn't quite meet the bar that I

needed to trigger a formal assessment. We always talked about things

afterwards but not to necessarily write it down on paper with those

interactions.’ (S42).
The shift from disbelieving signs of underperformance to

recognising failure necessarily includes the need for supervisors to

identify underperformance that is representative of failure. They

characterised failure by quantifying its frequency, consistency and

magnitude across incidents: ‘repeatedly not doing something the way

that I tried to show them numerous times how to do it’ (S35).

Programme directors similarly characterised failure by quantifying it

through reports from multiple supervisors, often in different con-

texts, describing different incidents, over time, despite receiving

feedback: ‘repeated rotations having difficulty with him’ (S28) and

‘I compiled all the verbal complaints that people had [reported to

me as program director] and wrote him this 10 page letter’ (M29).

Therefore, recognising failure hinged on finding ‘a pattern, it didn't

just happen once’ (S25) along with a determination that the

trainee is ‘for some reason unteachable’ (S30), ‘unsupervisable’
(M36) and ‘completely unfixable’ (M6) because ‘they just couldn't

do it’ (S34) and ‘just couldn't learn’ (M10) ‘so they're not going to

learn it’ (M13).

We identified three patterns within the descriptions of how

failure was recognised: overwhelming evidence, egregious error and

outsider's insight. The overwhelming evidence pattern features

‘persistent difficulty’ and ‘repeated demonstration of inadequate’
skills (S24) that the trainee ‘should've learned by then as a bread and

butter item’ (M10). The pattern could be restricted to particular

domains or be global: ‘it's the whole picture, it's not being prepared,

it's not being engaged, it's not having any technical skills’ (S35). This
was a pattern of overwhelming evidence compelling action from the

supervisor and the programme: ‘there was a multifaceted failure on

his part to really do the job to the point where I and everyone was

very concerned about him and his abilities [… he was] the one we

failed.’ (S34).
In the egregious error pattern, recognising failure was triggered

by the discovery of a disconcerting error or omission. A lone incident

of great magnitude that involved a core skill could be sufficient in

indicating failure, even for a trainee who had not been previously

classified as underperforming: ‘surgically, they were actually not a bad

operator, and they were actually a very nice person, but missing

something so obvious and egregious to me was a huge red flag and

came out of nowhere’ (S37). Similarly, a single egregious blunder that

followed several smaller and excusable mistakes signalled a failure,

because it too revealed a substantial gap in their knowledge, skills or

understanding that risked patient safety. Specific examples cannot be

included here because the ‘career damaging’ details (S37) could

identify the trainees, but this supervisor went on to explain that

‘essentially it's the same as building an airplane without wings’
without realising that it does not have wings when your speciality is

all about rebuilding airplanes. The necessity to document failure was

increased when the trainee seemed not to recognise the significance

of their actions: “‘remember when you got into [iatrogenic] bleeding

when you were trying to do the operations' and he would be like ‘oh
ya, but that's normal’” (S39). Similarly, supervisors described being

more inclined to engage in the process of failing a trainee when they

did not show appropriate regret or remorse for the mistake: “it was

this flippant nature to getting the feedback [on a never-event] so it

wasn't like ‘oh my goodness I can't believe I did that, I'm so sorry’”
(S25). However, lack of recognition and lack of remorse were both

described as rare and unexpected.

The third pattern involved recognition sparked by having an

outsider, like a colleague from another department or a trainee,
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divulge a troublesome experience to the supervisor that illuminated a

deficit that they had been ‘a little bit blind to’ (S42). The outsider's

insight drew attention to a particular difficulty the resident was

grappling with: ‘[the omission] was so concerning to the attendings—it

wasn't me [an obstetrics attending] specifically—it was a family doctor

that said ‘you know what—this guy is unsafe’ because of his

behaviour’ (S38). The off-the-cuff comment from someone with first-

hand experience seemed to cause the previously overlooked pattern

to click into place and to confirm that action needed to be taken: ‘it
really helped show us a little bit of the spectrum and recognise that

we really did have an area that he needed increased feedback and

support’ (S42).

3.2 | Expressing emotion

When we pressed supervisors to go back to the moment when they

first realised that what they were noticing was failure, they could not

pinpoint it and could not put it into words: ‘I can't totally remember.

One moment … but, you know, I can't totally remember one moment,

ummm … and, you know, I mean …’ (M36). There were examples that

contained hints of a shift towards thinking that something that they

were noticing now may become problematic and need to be dealt

with in the future:

‘… with her I would worry that it's going to be something

ongoing because it seemed more of a personality source of the prob-

lem than just an off-day or a sporadic one-time kind of thing. So, I

don't know. She might be able to compensate and learn from these

type of things as they come up and adjust in her way through. Or she

might, you know, for lack of a better term basically piss people off all

the way through and eventually gets enough negative feedback and

comments that something—some bigger measure—is taken by the

program.’(M13)

The expletive in the above quote was not an isolated usage. Mild

swearing accentuated the descriptions of profoundly underperforming

trainees: ‘an example of somebody who has screwed up because of

this’ (M15) as in ‘really screwing up left and right’ (S30). It was also

used in expressing their reaction to supervising a failing trainee

including: ‘wondering why the hell am I doing this anymore’ (M27)

because of ‘how much that pissed me off’ (M41). Some abruptly

stopped midsentence to apologise for their tone and choice of words:

‘… he had this very loquacious diarrhoea that would just—sorry, I'm

sounding really awful, aren't I—but, he would just like not shut up …’
(M29). In addition, participants raised their voices while describing

their experiences with failing trainees. For example, while sharing how

they determined that a trainee was being dishonest: ‘most of the time

they just keep lying—and this is the hard thing—and I find this so hard

myself because I'm like I'M RIGHT HERE, DO YOU THINK I DON'T

KNOW?’ (S39). They raised their voices when describing deception

and manipulation: ‘I can think of 2, maybe 3 trainees, where they're—I

don't know, pathological, like they're just poison—the personality is

just like ‘OH MY GOD, HOW DID YOU GET INTO MEDICINE’ kind
of thing’ (M14). They also used vivid imagery including allusions of

being ‘persecuted’ (M41) to convey the impact that profoundly

underperforming trainees could have on them:

‘I'll tell you what I'm sentenced to—a six month period of time

where in my workplace I'm watching someone, cringing the whole

time, feeling as though someone is bullying my patients and if I talk to

them they get angry with me—this is my worst fear […] and I would've

probably opened a vein if I had to teach him for six months.’ (M36)

The emotion that was most commonly named while sharing

specific experiences of recognising failure was frustration: ‘I don't

begrudge the trainee for making the wrong decision—I think clinical

judgement, that comes with time—I think I was frustrated that they

didn't have the ability to see the error in their ways and to call for help

for a sick patient’ (M7). When we asked directly what it was like to

supervise trainees who were failing, frustration again appeared as a

common response: ‘it's frustrating, it's kind of eye-opening’ (M18).

Our interpretation was that the combination of mild swearing and

raised voices used while recalling those experiences was indicative of

anger.

Another aspect of how participants shared their experiences was

a distinct change in the language that they used. Supervisors tended

to describe failing trainees from a current state of certainty using

harsh, unequivocal language: ‘It was a disaster’ (M2) ‘he's a disaster’
(M26) ‘he was dangerous’ (S28) and ‘entirely inappropriate’ (S30).

Our analysis identified that their choice of phrasing frequently

included the use of boosters. According to Hyland, boosters are a

communicative strategy used to express conviction, confidence and

commitment to a statement and may be used to persuasively solicit

support for particular assumptions or conclusions.41 We have

underlined examples of the boosters used within the quotes

presented in this paragraph. Supervisors grappled with ‘fearing that

I'm going to get sued because of this [omission by the resident …] was

a really big miss and I was really upset by it’ (M20). In rare cases, the

actions of a trainee ‘prompted a huge lawsuit’ (M29) that involved the

supervisor in legal proceedings. However, they emphasised that deter-

mining a trainee was ‘not meeting a standard of patient safety—it's

actually causing harm’ (S25) necessitated documentation of failure: ‘I
can't pass someone if they're downright dangerous to the patient’
(M14). It then became their obligation to report failure to prevent

harm to patients and the profession: ‘that is my duty. That is, I have

to. That's—otherwise I am letting down the student and I am letting

down the public’ (M16) because ‘it's obviously our responsibility in

terms of the safety of our patients’ (M41). After making the shift, the

only appropriate option was ‘this one had to be flagged’ (M31), even

though it was a rare and difficult option: ‘in my career I think I've

failed one person and they really needed to be failed’ (M36). Such

conviction may have been needed because reporting failure, and even

underperformance, could come at a cost, such as having the trainee file

‘a complaint’ (M17) against them. In contrast to the benefit of the

doubt that filled their descriptions of first discovering that a trainee

might be underperforming, the descriptions of having recognised that a

trainee should not progress in the programme were filled with certainty,

firm language, intense emotion and a sense of duty to prevent harm

that held the potential to mobilise action despite foreseeable costs.
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4 | BUILDING CONSENSUS

Up until this point we have focused on the supervisor and presented

recognition of failure as something that occurs mostly in the minds of

individuals but recognising failure also included social interactions

with colleagues. In particular, recognising failure involved supervisors

discussing what they were seeing with others to make sense of it and

to verify their interpretations. After that, having failure become

recognised, so that a trainee's progression to the next phase was

altered, required consensus across multiple people within a group of

supervisors, department or committee. We now turn our focus to the

collective experience of recognising failure. Programme directors

described departments and committees reaching a point where they

had decided ‘we're not going to tolerate it—period—full stop’ (S34)

because when it is ‘pathological enough it's going to be a serious

issue then it usually is actually better served for everybody,

including the trainee, to remove them than to graduate them’ (S37).
However, it required agreement and documentation from multiple

supervisors:

‘For the truly treacherous trainee that I think would provide

dangerous patient care, we all have that responsibility to stand

forward and we often do that united. Meaning we look for consensus

among our physician group so it's not just one preceptor saying ‘this
one did this.’ It's a ‘did you have something like that in your week?’
‘Yes, I had something too and so did one of my other colleagues',

okay, so the three of us if we put it all down together, it's a strength

in numbers, we can't really be questioned. If it's just a one-off of

something, then it could be really hard to pin down.’ (S40)
This collective recognition of failure was helpful in bringing

attention to a trainee who needed closer observation. However, when

it was the case that ‘everybody was noticing’ (M41), it was

acknowledged that the trainee's reputation could affect how they

were supervised and assessed. Underperforming trainees were dis-

cussed among supervisors in order to provide increased supervision.

This was done informally when a colleague initiated ‘discussing with

the preceptors and making sure the other preceptors know this isn't

just a one-off or that this person is potentially dangerous’ (M12). It

also happened formally within the programme in response to a serious

incident: ‘had someone not picked up that error and stopped it,

something bad could've happened to the patient and so it became a

big discussion within our training committee and with the attendings’
(M5). Supervisors discussed times when the extra attention was

deserved: ‘once you have a microscope on you it's very hard to shake

the microscope—I think sometimes it's justified’ (M14). There were

examples where it had become clear that the trainee perceived the

extra attention as ‘being mistreated’ (S22), but the supervisors and

programme interpreted it as necessary supervision and appropriate

feedback. This difference of opinion commonly involved the percep-

tion that the trainee was being resistant to feedback. For example,

when in a discussion with the programme director, a medical student

would ‘explain why actually what he had done was the right thing to

do and that [preceptors] had misinterpreted or they didn't understand

or that they were wrong and he was right’ (S22). This behaviour

tended to be attributed to ‘lack of insight [… with thinking] everybody

is out to get me […] instead of actually recognising, no, there are some

actual competency issues’ (S25).
The collective attention could also create situations where the

trainee could not readily demonstrate improvement. Supervisors

acknowledged that ‘once you've made a mistake, you're under a

microscope and suddenly everything you do is examined that much

closer’ (M19), and this extra attention caused stress for the trainee

and interfered with their learning. They shared examples where they

felt the extra attention was not justified, such as when there was a

‘personality conflict between the preceptor and the resident and that

poor resident can't do anything right—and everything's documented—

but this person can't emerge from the sinkhole that they've gotten

into’ (M2). Residency programme directors discussed how difficult it

was to manage residents with reputations for being involved with

‘very scary events’ (S39) within their small learning communities. It

could require strategies like sending them ‘out of province to get a fair

assessment of their operative skills from people that didn't know their

history’ (S39).
Despite widespread recognition of profound underperformance

warranting failure, it was reported that some of the trainees did not

fail the rotation or were not dismissed from the programme. When

insufficient documentation or impotent assessment processes allowed

such trainees to graduate, programme directors would experience

‘moral distress over [… this resident] passing and being released to

the public’ (M29). But it happened because ‘even when there's irre-

futable evidence that a resident is a serious, serious problem, getting

them out of the program entirely is very, very difficult to do’ (S37).
Experiences with failing trainees profoundly impacted programmes

through targeted and substantial changes to policies, curricula or

assessment.

5 | DISCUSSION

Failing a trainee is not easy. While the literature on the ‘failure to fail’
phenomenon tends to emphasise supervisors' reluctance to fulfil the

expectations of their roles, our work adds considerable depth of

understanding to a collective process that is complex and often

arduous. We found that the shift from disbelieving underperformance

to recognising failure involves a process of verifying failure by

quantifying its magnitude or pervasiveness through patterns of

persistent or notorious and non-rectifiable underperformance. The

identified patterns include discovering that a trainee had committed

an ‘egregious’ blunder that reveals a substantial learning gap,

receiving a report from an impartial colleague that verifies a trainee's

behaviour is inappropriate and can no longer be ignored and

repeatedly seeing that a trainee cannot do what was expected of

them and/or continues to do what was not expected of them. All pat-

terns signalled that the trainee was at risk of providing dangerous

patient care, even with supervision. At that point, supervisors and

programme directors felt compelled to engage in the process to fail a

trainee to uphold their duty to prevent harm to patients and the
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profession.5,6,9,10,12,16,33 Additional insights can be gained by

further elaborating the shift from not believing early signs of

underperformance to recognising that the trainee should be failed.

5.1 | A tipping point model of recognising failure

A key contribution of our work is examining how patterns of failure

are recognised as credible signal rather than anomalous noise. The

shift from disbelieving underperformance to recognising failure seems

akin to a threshold being crossed and is reminiscent of the psychologi-

cal process of a tipping point.42,43 Research on tipping points focuses

on how small changes from new social information compound into

impression updating that shifts the corresponding person from one

category into another.43 Tipping points can mark the shift from

attributing someone's behaviour to situational factors to attributing it

to their preferences, personality, morality and other characteristics of

the person.44 It is an active process where people diagnose when a

change has been made rather than just note that a change has

occurred.43 By conceptualising the process of recognising a failing

trainee as a tipping point, we can draw on that literature to further

explore the process.

Tipping points imply a shift towards becoming more likely to act

in response to identifying change.42,43 The action inducing aspects of

a tipping point resonate with our participants' recollections that

recognising failure can mobilise the programme to put an

underperforming trainee under a much needed microscope. However,

participants were also concerned, once the microscope was focused

on a trainee, that they could have difficulty shaking it, even when it

was no longer deserved. The asymmetry of tipping points helps to

explain this. Tipping point research shows that people more quickly

diagnose a trend as declining than the same rate of change as

improving and have a tendency to dismiss possible signs of improve-

ment as lucky flukes.42,43 Furthermore, tipping points happen faster

and with less evidence than people estimate,45 which implies that

those involved with assessing trainees may overestimate how diligent

they are in determining that failure is warranted. A similar asymmetry

in moral tipping points shows that moral decline (i.e. committing

bad behaviours) is more willingly punished than identical moral

improvement is rewarded (i.e. committing good behaviours).44

Although efforts to address the failure to fail phenomenon have

focused on alleviating reluctance to document underperformance,

tipping point research highlights how the process can go awry with a

disinclination to see improvement after underperformance has been

verified. We may want to reframe supervisors' initial disbelief and

time spent searching for patterns of behaviour as helpful in fending

off premature labelling of a trainee as failing. Our findings open a new

conversation on helping supervisors to appropriately fail under-

performing trainees.

Research into tipping points has tended to focus on its cognitive

aspects, without much attention given to the influence of emotions.

Our work identifies anger as co-occurring with the shift towards

recognising failure. Emotions and emotional repercussions for

supervisors have been identified as fuelling reluctance to fail

trainees.3,7,8,11,13,16,46 We suggest that it may also play another role.

Anger may be functioning as a catalyst in, or perhaps is a by-product

of, recognising failure. Our methodology does not allow its precise

role to be determined, but it did allow anger to be expressed and

described in interviews. It struck us as remarkable, since angry

reactions (including profanity) have rarely been reported in failure to

fail research.4 But it is consistent with psychology research where

demonstrations of incompetence have elicited contempt.47 When

people are angry, they have been found to be more likely to perform

an evaluative task that is expected to involve a negative evaluation.48

Anger is a moral emotion49 that involves appraising another person's

responsibility for wrongdoing with the goal to correct the resulting

perceived wrong.50 It is an emotion that people experience when their

values and moral convictions have been threatened.50,51 It is experi-

enced when social norms regarding hierarchical and communal obliga-

tions have been violated52 through the breaking of social rules that

guide interactions like reciprocity, honesty, fairness and concern for

others.50,53 Although anger tends to be seen as a negative emotion

that needs to be controlled, ‘justifiable anger can help mobilise people

to defend their interests and values’.54 It may be that the action

tendencies of anger help to prompt supervisors to overcome disbelief

in order to recognise failure.

Anger, however, may sometimes be a dangerous catalyst for

action. Anger can reduce perspective-taking, such as recognising dif-

ferences and making inferences about someone else's point of view.55

It can impede consideration of new information that might prompt a

reconsideration of currently held views.54 It can fuel a biassed search

for information to attack the violator56 along with confirming

evidence to bolsters one's views while downplaying opposing evi-

dence and arguments.54 Anger is an other condemning emotion49 asso-

ciated with feelings of being antagonistic and punitive.57,58 It lessens

chances for reconciliation.47 Importantly, it can be antecedent to

harassment, bullying or mobbing in the clinical workplace.59,60 The

mobilising aspects of anger may help supervisors to overcome

reluctance in failing a trainee, but there is the possibility for those

aspects to distort subsequent information seeking and decision mak-

ing. Our assessment systems may be able to benefit from strategically

capitalising on supervisors' emotional responses to underperformance,

but they must ensure that countermeasures are incorporated to offset

any associated distortions.

In summary, we outline a tipping point model for recognising

failure. Upon being confronted by signs of underperformance,

supervisors may experience disbelief and give the trainee the ‘benefit
of the doubt’ as they seek additional evidence through increased

supervision to make sense of what they are observing. When the

trainee's progression remains stalled and unresponsive to intensified

supervision, underperformance is identified. If an egregious error is

discovered, or an outsider's insight substantiates overlooked signs, or

a pattern of overwhelming evidence of continued underperformance

follows, failure becomes recognisable. Together with anger and a

sense of duty to prevent the trainee from causing harm, the threshold

of the tipping point is crossed with recognition ‘beyond a doubt’ that

GINGERICH ET AL. 7



the trainee should fail. Having tipped into the certainty of recognition,

reporting of failure through engagement in assessment processes may

be mobilised but discerning signs of restored progression and

improvement may be obscured.

5.2 | Implications for assessment

Although our study did not investigate potential impacts on assess-

ment designs, we will use the tipping point model and our improved

understanding of how supervisors recognise failure to pose questions

for further reflection. A tipping point model offers a pre- and

post-tipping point phase. In the pre-tipping point phase, there may be

disbelief and uncertainty in what is being observed and therefore

reluctance to document those incomplete understandings. Are our

workplace-based assessments based on a sufficient period of time

working with trainees to allow supervisors to move through any

disbelief and report substantiated information? If this is not

possible, do our assessments support supervisors in documenting

incompletely understood observations and experiences in ways that

the system can effectively use as assessment information?

Assessment processes could encourage supervisors to record their

doubts along with their observations and feedback if programme

directors and competence committees could appropriately situate the

assessments within the longitudinal and multifaceted array of

assessment data that they have access to but the supervisor does not.

Competency committees could then focus on the early identification

of patterns of underperformance that individual supervisors with

limited interaction time cannot.

In the post-tipping point phase, there may be anger, certainty and

a sense of duty that mobilises recognition of failure. If supervisors

were encouraged to use feelings of frustration as a signal to document

low stakes assessments of trainee performance, could documentation

of constructive assessment comments be increased? On the other

hand, do our systems have countermeasures in place to combat the

possibility that information provided after failure has been recognised

may be overly focussed on decline and to ensure that evidence of

improvement is accessible to decision-makers? Supervisors could be

informed that it is more difficult to see signs of improvement once

they have recognised a trainee is failing and be encouraged to note

aspects that the trainee is doing well (or better) along with the aspects

that they continue to struggle with. Similarly, programme directors

and competency committees could prioritise specifying expected

patterns of improvement in advance61 with their noted absence

indicative of failure.

5.3 | Limitations and future research

Since our methodology relied on participants recalling past supervi-

sory experiences, we cannot verify that the trainees they described

were underperforming nor determine the appropriateness of wanting

to stop their progression in the programme. Although our methods

included coding linguistic elements, expressions of speech and

changes in spoken volume along with discussing our interpretations

within the research team, our interpretation of emotions remains

subjective. We also infer that the anger expressed and reported while

recalling experiences during interviews is indicative of anger

experienced while recognising failure. We needed to use various

questioning techniques during interviews to encourage discussion on

this sensitive topic. Our lead-in questions using prompts like ‘least
competent trainees' or ‘trainees who caused the most worry’ may

have generated discussion on extreme cases at the expense of less

obvious cases of failure. We did invite contrasting examples to be

shared and allowed time for participants to discuss additional exam-

ples as ways to address this limitation. Our analysis focused on the

shift from disbelieving early signs of underperformance to recognising

that a trainee should be failed. By closely examining this link in the

process, we were able to draw connections to tipping point research

and use it to gain understanding of the process. However, the tipping

point concept was not a sensitising concept that directed our analysis,

as it was introduced during analysis that followed the completion of

data collection. Its use as a sensitising concept in future studies could

shape the content and format of interviews to centre the concept of

the tipping point. In addition, we did not focus our analysis on the

steps following recognition of failure. Further research is needed to

continue examining how supervisors engage with subsequent steps in

the process such as documenting failure, removing a trainee from a

programme and responding to appeals within competency-based

education and programmatic assessment systems. We encourage

investigation into how our assessment systems can be refined to

support earlier identification of underperformance and increased

reporting of failure while also correcting for decreased recognition of

improvement and other imperfect assessment evidence.

6 | CONCLUSION

We have shown that recognising failure is no easy feat, and deciding

how to respond to patterns of failure is equally complex. Our model

of the shift from disbelieved to recognised failure as a tipping point

and our identification that anger co-occurs with the tipping point

raises the possibility for emotions to be a driver of, and not only a bar-

rier to, recognising failure. The tipping point model offers a reframing

to support supervisors in reporting suspected underperformance

before the tipping point has been reached so that early support for

the trainee, and the supervisor, can be initiated by decision-makers.

But it also warns that crossing the threshold of the tipping point, with

accompanied anger and a sense of duty to prevent harm, risks

ossifying the sense of certainty that a trainee needs to fail. Thus, it

offers the impetus to ensure countermeasures within our assessment

systems compensate for difficulties in detecting improvement once

failure has been verified. Failure is a rare event and likely to remain

distressing for many involved but enhanced understanding of how it

is recognised, documented and monitored can inform continued

improvements to assessment systems.
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Goal of question Questions and prompts that elicited answers for analysis

Opening question: Obtain demographic information and start to build

rapport

Please tell us a little bit about yourself? Such as where you are located,

the type of work you do and your experience working with trainees?

First iteration:

Invite memories of trainees who are most likely to be those with the

potential to fail or to be failed. Use prompts to elicit descriptions of

specific experiences. Try to find any descriptors that are used in reference

to the trainees.

We'd like you to think back and reflect on the least competent trainees
you have ever worked with. How many trainees come to mind?

How many of them did you fail or flag in some way?

Please tell us about one you failed and one you did not fail.

Were they demonstrating incompetence?

Please tell us a little bit more about realising that this trainee did not
have [knowledge/insight/confidence/trustworthiness/ability].

How did it become apparent to you?

How problematic was this? Did it create issues for patients?

How did you change your supervision?

How were they at implementing your feedback?

What information did you include in your assessment of them?

Did you alert anyone about this? Formally or informally?

Did they receive remediation? Did they overcome it?

What words did you use to describe this trainee? How did others

describe this trainee? What words come to mind to describe this

trainee?

Second iteration:

Invite stories of how working with these trainees impacts the supervisor and

their supervision. Prompt for descriptions of what is noticed and

recognised.

We'd like you to think back and reflect on the least competent trainees
you have ever worked with. Please tell us about a trainee who
required much more supervision than you had expected.

What happened? Why did you increase supervision? How did you

increase supervision? What would it take for you to then decrease

supervision?

Tell me more about that? [overconfidence, lack of confidence, poor

insight, poor communication, lack of knowledge]

How did it impact you?

What feedback did you give to the trainee?

What information did you include in your assessment of them (e.g. Did

you fail or flag them in some way)?

Thinking back on all of the least competent trainees you have supervised,

which one caused you the most worry? Please tell us about them.
Describe a typical encounter with them

What was problematic about their performance?

What was your response? (e.g. How did you react? Feel? What did you

do?)

Please tell us about any other trainees you flagged (or considered
flagging or should have flagged). Or please tell us about any trainees
you supervised who should not have graduated from your program
but did.

Third iteration:

Use more encouraging language to acknowledge difficulty in describing their

experiences. Prompt for contrasting examples (e.g. if they start with

professionalism example then ask for technical skills/medical expertise

example).

We know some of the questions are challenging to answer so please
take your time. We'd like you to describe what it's like as you are

discovering that a trainee is not learning and progressing as they
should, even if it feels awkward and difficult to put into words.

Please tell me about a trainee who could not do what you expected
them to do—when it was problematic enough that you had to deal
with it in some way.

We'd really like to understand what it's like to be supervising a trainee like

that.

When you are supervising them, what are some of the earliest things you

noticed?

How did you become aware that the trainee was in difficulty? (What

captured your attention? What was going through your mind?)

Tell me more about the [identified issue]

(Continues)

APPENDIX A: Key questions from four iterations of semi-structured interview guides
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Goal of question Questions and prompts that elicited answers for analysis

Could you give us some concrete examples of what that behaviour looked

like?

At what point would it be/was it a concern?

How does a trainee like that impact you?

How did you handle it?

How fixable do you think this is?

How did the conversation go when you were discussing [feedback] with

the trainee?

Okay, and then did you end up flagging this resident?

Why did you (not) flag this trainee or how did you go about assessing/

flagging them?

What about difficulty with the [ask about a contrasting example]? It may
be difficult to put it into words but I want you to pick an example of
[this contrasting example] and kind of go back in time and walk us
through when you begin to realise that this trainee lacks [example].
Go through the steps.

Okay, up until that point in [contrasting example], were you getting any

hints, anything drawing your attention about this trainee?

So when you intervened in [that example], how did the trainee react?

How typical is that for your specialty?

And did you work with that resident again? What was that like?

And then how do you describe a situation like that in their assessment?

Fourth iteration:

Add more emphasis on eliciting examples relevant to failing a trainee or

failing to fail a trainee. Prompt for details on flagging along with

descriptions of experience.

Please tell us about any trainees you supervised who should not have
graduated from your program but did.

Why should not they have graduated? Why did they?

What was it like supervising them?

How do you describe a trainee like that to your colleagues?

How did other people describe this trainee?

How did you assess that trainee?

Please tell us about any other trainees you flagged (or considered
flagging or should have flagged).

Please describe the trainee and the situation in as much detail as possible.

What was it like supervising them?

How did you give feedback on this? How did the feedback conversation

go with them?

Did you fail or flag them? Why or why not?

Closing questions:

Bring closure to the interview. Allow time for missed concepts or examples

to be brought forward. Pick the question that has not been touched on

yet.

What are your thoughts on the words ‘competent’ and ‘incompetent’?
What has been most difficult put into words?

What are your thoughts on Failure-to-Fail?

12 GINGERICH ET AL.
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