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Abstract

Background Formal evaluations are an integral part of a student’s learning and encourage students to learn

and help instructors identify students'weaknesses. Over the past few decades there have been growing concerns
that instructors and evaluators are passing students who do not meet expectations. This phenomenon, in which
instructors pass students who do not meet expectations, has been referred to as “failure-to-fail”. In this study, we used
Q-methodology to identify instructors'justifications for failure-to-fail.

Methods A Q-methodology study was conducted to identify the major viewpoints of instructors at a Canadian
university. A by-person factor analysis with principal component factor extraction and Varimax rotation was used.
The analysis was conducted using the QFACTOR program in Stata. A Cohen’s effect size of 0.80 was used to identify
distinguishing statements.

Results Fifty seven instructors participated in this study. Through a by-person factor analysis, three factors represent-
ing three viewpoints emerged: Intrinsically Motivated, Extrinsically Motivated, and Administratively & Emotionally
Deterred. The Intrinsically Motivated group perceived mental barriers that prevented them from failing students.

They strongly disagreed that they experienced pressure from either students or their schools to pass students. The
Extrinsically Motivated believed that their higher-ups and the university encouraged them to pass all students. They
perceived discomfort associated with defending their reasons for failing students and were concerned that failing stu-
dents would damage their own career advancements. The Administratively & Emotionally Deterred group believed
that the process of failing a student was stressful and exhausting. They disagreed that a failed student is a result

of the instructor’s own inadequate guidance or mentorship.

Conclusions This study identified three distinctive viewpoints that outline areas of consideration for address-

ing the failure-to-fail mechanism. More transparent discussions within schools, as well as identifying solutions, are
required to create systems that ensure educational and professional standards are maintained. Further replication

of this study in various disciplines may be used to determine whether these findings are consistent in different fields.
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Introduction

Formal evaluations are an integral part of a student’s
learning. They encourage students to learn and help
instructors identify students’ weaknesses so that learning
can be tailored to address these concerns [1]. However,
there have been growing concerns over the past decades
that instructors and evaluators are passing students who
do not meet expectations—both in the academic and
clinical course context [2—6]. The phenomenon in which
instructors pass students who do not meet all expecta-
tions of clinical performance has been referred to in the
literature as “failure-to-fail” 3, 6].

The term “failure-to-fail” (FTF) was first used by Lank-
shear [7] to describe the phenomenon that English nurs-
ing tutors were passing nursing students who did not
demonstrate all required competencies. Since then, FTF
has been observed and studied in other health disci-
plines such as medicine, physiotherapy, midwifery, and
social work [5, 8—11]. Within these studied disciplines,
FTF appears to be widespread among instructors. In one
study, Hauge et al. [12] reported that up to 58.2% of nurs-
ing instructors had passed an underperforming second-
year nursing student. FTF is also a global phenomenon
and has been observed in healthcare educational pro-
grams based in Canada, Australia, Indonesia, the United
Kingdom, and the United States [11, 13-16].

Additional evidence for FTF comes from the growing
concern of grade inflation observed across educational
institutions. In 2004, Scanlan & Care [17] identified in a
Canadian school of nursing that up to 80% of the class
received a grade of A or A +in a theoretical course, while
only 3% of the class received a grade of B or lower. In
2008, Docherty & Dieckmann [18] surveyed full-time
and part-time nursing faculty based in the United States
and showed that 43% of respondents had given nursing
students a higher grade than they deserved at least once.
In addition, the recent global COVID-19 pandemic intro-
duced unprecedented changes to all fields of education,
which led to reports of further grade inflation in under-
graduate courses [19, 20].

Both personal and institutional factors contribute to
FTE On a personal level, delivering bad news to others
can be distressing [21, 22]. This tendency to avoid deliv-
ering bad news is known as the “MUM Effect,” which, in
an educational context, manifests as a reluctance to fail
students [11, 21]. The MUM Effect describes the hesita-
tion to communicate negative information, driven by
the discomfort of delivering bad news and a desire to
maintain a positive relationship with others [22, 23]. At
an institutional level, instructors may pass an underper-
forming student to avoid negative evaluations or further
escalation. Negative evaluations from students can cause
distress for instructors [24]. Additionally, university
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administrators often use student feedback to assess an
instructor’s performance. To prevent receiving a nega-
tive evaluation, instructors might inflate grades and pass
underperforming students [25].

A 2016 systematic review on FTF in medicine, nursing,
and dentistry identified common barriers and enablers
that instructors experience when assessing a student [6].
The authors identified six broad barriers: (1) assessor’s
professional considerations (i.e., increased workload,
lower instructor evaluations), (2) assessor’s considera-
tions, (3) trainee-related considerations, (4) unsatisfac-
tory evaluator development and evaluation tools, (5)
institutional culture, and (6) consideration of available
remediation for the trainee. The current literature out-
lines the various barriers instructors face when decid-
ing whether to fail a student. However, instructors may
be more influenced by specific barriers depending on
their unique contexts, backgrounds, and experiences. For
instance, one instructor might be more affected by insti-
tutional culture, while another might find the adminis-
trative process of failing a student more challenging. The
literature lacks detailed profiles of different instructors
and their unique reasons for failing to fail. To address
this gap, research should better describe and categorize
instructors’ mindsets regarding FTF, while consider-
ing their diverse experiences and motivations. By cat-
egorizing instructors into different FTF profiles based on
which barriers are most relevant to them, the literature
can more accurately identify the unique barriers most
pertinent to each instructor. A more descriptive profile
for instructor mindsets would also allow institutions to
implement more precise changes to better address FTF.

To date, most studies investigating FTF have used
either a Likert scale or qualitative approaches such as
interviews [2, 15, 26, 27]. While these approaches provide
evidence to support the prevalence of FTF and identify a
thematic consensus among instructors, they have limita-
tions. First, a qualitative approach provides an overview
of all factors that contribute to FTF but does not provide
insight into which factor is most pertinent to instructors.
Second, qualitative assessments such as interviews can
be prone to biases. For example, during interviews, the
interviewee may alter some of his or her response or omit
some perspectives due to social desirability tendencies,
particularly when answering sensitive questions [28]. The
interviewees provide open-ended responses that may
not fully address the questions, and their responses can
vary between individuals, making it difficult to identify
any general themes or trends [29]. The use of Likert scale
assessments also has limitations. The mean and median
are typically used to interpret results from Likert data,
and although the mean and median are intuitive, they do
not reflect the entire breadth and diversity of responses



Liu et al. BMC Medlical Education (2024) 24:1135

[30, 31]. To overcome the aforementioned limitations,
Q-methodology may be an approach that could be used
to study the phenomenon of FTF [32].

Q-methodology combines qualitative and quantita-
tive approaches to study subjectivity [33]. Previously,
Q-methodology has been successfully applied to investi-
gate the barriers to technology uptake and course evalu-
ation [32, 34, 35]. However, there is no current published
work that uses Q-methodology to study FTF. When stud-
ying sensitive topics like FTF, where participants may fear
judgment or embarrassment, this research approach can
be particularly valuable. Using Q-methodology, Instruc-
tors’ responses can be categorized using a framework,
and Q-study results offer a systematic method for under-
standing instructors’ thought patterns and concerns
related to FTF. The current study employed Q-methodol-
ogy to identify patterns, themes, and potential rationales
among nursing and rehabilitation sciences instructors
regarding FTF.

Materials and methods

In this section, we first provide a brief review of Q-meth-
odology and then describe the different steps of our study
based on a Q-methodology framework.

An overview of Q-methodology

As a combination of qualitative and quantitative meth-
ods, Q-methodology was introduced in 1935 by Wil-
liam Stephenson [36]. Usually, the main objective in a
Q-methodology study is to identify patterns of thought
among study participants, not to estimate their numerical
distributions. The methodology is used to explore human
perceptions and interpersonal relationships by identify-
ing similarities and differences in perceptions between
groups [37]. The different stages of a Q-methodology
study include identifying all possible statements related

Least Agree/ Most Disagree

-5 -4 -3 -2 -1
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to the topic of the study (concourse), selecting a repre-
sentative list of statements from the concourse (known as
a Q-sample), designing a grid (Q-sort table) for data col-
lection, and analysis and interpretation [33].

The concourse can be assembled from the literature,
previous Q-studies, or by collecting statements from
potential study participants. A representative sample of
the concourse, known as the Q-sample, is then selected,
and a grid (Q-sort table) with quasi-normal distributions
is developed for data collection (see Fig. 1 for an exam-
ple). The number of cells in the Q-sort table equals to the
number of statements in the Q-sample. The Q-sort table
includes a rating scale across the top that depending on
the number of the statements in the Q-sample can vary,
for example, from -3 to+3 to —6 to+6. The range and
distribution of the Q-sort table are quite arbitrary, have
a negligible effect on the results of the study, and can be
altered for the convenience of the participants [38]. The
Q-sort table is used for data collection and each com-
pleted Q-sort table is known as a Q-sort. The statements
and the Q-sort table are provided to participants, and
they are asked to rank order (sort) each statement rela-
tive to the other statements. Using the Q-sort table, par-
ticipants rank statements from those they most agree
with to those they most disagree with.

As mentioned, in a Q-methodology study, the main
objective is to identify the range of opinions, not their
numerical distributions. Therefore, sample size is not a
determining factor and low response rates do not bias the
study results [39]. Usually, a sample size of 40—60 partici-
pants is sufficient for meeting the statistical requirements
of Q-methodology [38]. The quantitative component of a
Q-methodology study includes a by-person factor analy-
sis of the Q-sorts to classify (factorize) participants into
different groups, so that each factor includes participants
with similar views or perceptions regarding the topic of

Most Agree
1 2 3 4 5

Fig. 1 Q-sort table with 40 cells used for data collection
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the study. Furthermore, each factor is typically described
based on its distinguishing statements. A statement for
each factor is identified as a distinguishing statement if
its score for the factor is significantly different from its
scores from the other factors [33].

Face validity of a test or scale indicates how appropriate
it is to assess the concept that it desires to measure [40,
41]. The face validity of statements used in a Q-method-
ology study is assessed by using the exact wording of the
statements from participants and the literature. How-
ever, the statements are slightly edited for grammar and
readability [42]. The content validity of statements is
assessed by domain experts [42]. The Q-sorting process
provides an opportunity for participants to express their
inner subjective views, and there is no external criterion
to evaluate or judge an individual’s response or feeling
to a statement [39]. Therefore, a participant’s completed
Q-sort is regarded as a valid expression of his or her view.
In addition, several studies reported high test—retest reli-
ability (>0.80) for the Q-sorting process [38, 43].

Stages of Q-methodology in the current study

Concourse and Q-sample development

The first step of Q-methodology is to develop a series
of statements that reflect viewpoints on a topic [33]. To
survey the understanding of FTF, a comprehensive lit-
erature review was conducted, including previously pub-
lished case studies, surveys, and reviews [6, 9, 13, 15, 26,
27, 44-46]. After reviewing the existing literature, a list
of 82 statements, known as the concourse, was collected.
These statements were reviewed by the research team
to identify similarities and differences, including repeat-
ing themes or unclear statements [33]. Through contin-
ual discussion between the authors, the initial list was
decreased to a final sample of 40 statements. The final set
of statements is referred to as the Q-sample and can be
found in Additional file 1. These statements represented
various broad viewpoints on the topic of FTE. A five-
question demographic questionnaire investigating age,
gender, school, years of experience and class size was also
developed to better understand the potential influence of
these variables on attitudes toward FTF.

Participants

Participants were recruited by email from the School of
Nursing (SON) and the School of Rehabilitation Science
(SRS) at a Canadian university in 2022. Potential partici-
pants, including full-time and part-time faculty mem-
bers, and clinical instructors from both schools were
recruited through email. The respondents were required
to have performed classroom and/or clinical instruction
activities at any point in the curriculum, with no mini-
mum number of hours or previous teaching experience.
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The email contained a secure link with the consent form,
Q-sample, Q-sort table, instructions, and a short demo-
graphic questionnaire. Participation in the study was
voluntary and confidential. Participants were offered an
opportunity to enter a draw for one of two $50 gift cards
as compensation for their participation.

The Q-sort table and data collection

In this study, we developed a Q-sort table with 40 cells for
data collection (Fig. 1). The Q-sample, Q-sort table and
instruction page were presented to the participants. Par-
ticipants were first asked to separate the statements into
three sections: statements they agreed with, disagreed
with, and a section for the rest (neutral). Any number of
statements could be placed in these three sections. Par-
ticipants were then instructed to sort the statements from
the three sections into the Q-sort table (Fig. 1), ranking
Q-sample statements relative to each other (based on
degree of agreement/disagreement). A statement placed
in a negative number cell suggested that the participant
disagreed (or agreed less) with the statement; and a state-
ment placed in a positive cell suggested agreement. Each
of the 40 statements had to be assigned to a single cell.
Participants were also asked to provide optional qualita-
tive feedback to justify their most extreme rankings (e.g.,
-5 and +5) (Additional file 2).

Data analysis/interpretation

After the data collection, a by-person factor analysis
was performed on the Q-sorts using the “qfactor” com-
mand in Stata [47]. Unlike ordinary factor analysis, which
is based on the correlation between variables, traits,
or statements, a by-person factor analysis is based on
the correlations between participants, represented by
Q-sorts in Q-methodology [42]. Q-sorts that correlate
significantly with each other form a group, known as a
"factor”, resulting in several factors of similar Q-sorts.
Therefore, each factor represents a group of individuals
with similar views, feelings, or experiences in relation
to the theme of the study. We used a principal compo-
nent factor extraction with Varimax rotation to identify
the factors. The factor scores, as z-scores, for each fac-
tor were calculated using a regression method to deter-
mine the score for each statement. These scores were
then converted back to the original Q-sort format from
-5 to+5. For example, the two statements with the high-
est scores were assigned +5, the next three highest were
assigned +4, and so forth. Factors are interpreted based
upon their distinguishing statements and consensus
statements (statements with similar scores between fac-
tors) as well as qualitative and demographic data. A
Cohen’s effect size of 0.80 was used for identifying the
distinguishing statements [48].
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Table 1 Summary of Participant Demographics (n=57)

Variable n (%)
Age

<30 years 6(11.8)
30-39 years 15(29.4)
40 -49 years 17 (33.3)
>50 years 13(22.8)
Unreported 6(10.5)
Years of experience

<10 years 28 (49.1)
>10 years 23 (404)
Unreported 6(10.5)
Class size

<10 18 (31.6)
11-50 13(22.8)
51-100 12(21.0)
>100 6(10.5)
Unreported 8(14.0)

57 participants responded to the demographic questions

Ethical considerations

Ethical approval was obtained from the Hamilton Inte-
grated Research Ethics Board (HiREB# 15,784). We
confirm that all methods were carried out in accord-
ance with relevant guidelines and regulations. The par-
ticipants provided informed consent to participate in
this study. Participation in the study was optional, con-
fidential, and anonymous. At the end of the survey, the
participants were offered an opportunity to enter a draw
for one of two $50 gift cards as compensation for their
participation.

Results

In total, 57 instructors from the School of Nursing and
the School of Rehabilitation Sciences responded to the
survey. Participant’s age ranged from less than 30 years
old (n=6) to older than 50 years old (n=13). Twenty-
eight participants had more than 10 years of teaching
experience, and 23 participants had 10 or less years of
experience. The class sizes of the participants ranged
from small (less. than or equal to ten) to large (more
than 100 students). Eighteen participants reported that
they taught small classes with fewer than or equal to 10
students, while 6 participants reported that they taught
large classes with more than 100 students. For a more
thorough breakdown of demographic information, see
Table 1.

Factors
Using a by-person factor analysis, three factors, or 'salient
viewpoints, emerged. This analysis loaded participants

Page 5 of 12

into individual factors by associating their responses with
the themes most strongly represented by a single fac-
tor. The three factors encompassed 51 participants, and
6 participants did not load significantly on any of these
three factors and were excluded from further analysis.
The three factors were named by the research team based
on their distinguishing statements: (1) Intrinsically Moti-
vated, (2) Extrinsically Motivated, (3) Administratively
& Emotionally Deterred. There was no statistically sig-
nificant association between the factors and the demo-
graphic variables (e.g., age, years of experience, class
size). Although we collected the name of the school to
which each participant belonged to, to ensure respondent
anonymity, we chose not to report this information for
each factor, as in many cases, the frequency of the par-
ticipants from each school was less than six.

Factor 1:intrinsically motivated

Seventeen participants loaded on Factor 1, the Intrinsi-
cally Motivated group of which nine participants were
from the SON and eight were from the SRS. The dis-
tinguishing statements for this factor are presented in
Table 2. Instructors who loaded onto this factor reported
that they perceived mental barriers that prevented them
from failing a student. In general, these instructors
believe that they should not fail a student because an
inept student is a result of their own inadequacy (State-
ment #8: +5). They felt guilty for failing a student because
they understood that no student was perfect (Statement
#7:+4). They were concerned that failing a student would
damage the student’s future (Statement #14:+3) and felt
that failing a student would contribute to the instructor’s
sense of self-doubt (Statement #23:+2).

Instructors in the Intrinsically Motivated group
strongly disagreed that they experienced pressure from
either students or the school to either pass or fail a stu-
dent (Statements #1 and #17: -5, -4, respectively). They
also strongly disagreed with the idea that their own uni-
versity would not support them in their decision to fail
a student (Statement #38: -5). They were not concerned
with students appealing to their decision or feedback
(Statements #13: -3).

Factor 2: extrinsically motivated

Twenty participants loaded on Factor 2, the Extrinsi-
cally Motivated group; 12 from the SON and 6 from
the SRS (for two participants the school is not known).
Their distinguishing statements are presented in
Table 3. The Extrinsically Motivated group felt external
influences from “higher-ups” and the university encour-
aging them to pass all students (Statement#1:+5), and
that the university does not normally support their
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Table 2 Distinguishing statements for the Intrinsically Motivated group (Factor 1)

Statement Factor 1 Factor 2 Factor 3
8 If I fail a student, | failed myself because I did not provide enough guidance/mentorship 5 0 -5

7 | feel guilty for failing students, because | know no one is perfect 4 -1 0

14 I worry that my feedback for the student will jeopardize their future 3 -5 0

23 Failing students gives me a sense of self doubt 2 -1 -3

19 I believe passing an incompetent student is a disservice to the broader society 2 5 5

24 Failing students goes against the “caring” nature of my profession 1 -3 -2

20 | feel that there is inadequate academic/emotional support for students when they fail a course 1 -2 4

27 | feel uncomfortable defending my reasons for failing a student 0 2 -4

1 I do not have adequate time/energy to properly evaluate student performance -1 -4 2

13 I'worry that students will appeal my decision/feedback -3 3 1

17 My students pressure me to pass them -4 0 0

1 My higher-ups/the university encourage me to find reasons to pass all students -5 5 -2

38 I do not feel that the University of my faculty supports my decision to fail a student -5 4 -1
Table 3 Distinguishing statements for the Extrinsically Motivated group (Factor 2)

Statement Factor 1 Factor 2 Factor 3
1 My higher-ups/the university encourage me to find reasons to pass all students -5 5 -2

38 I do not feel that the University of my faculty supports my decision to fail a student -5 4 -1

26 The appeal process regrading student work puts my credibility on the line -3 3 -1

27 | feel uncomfortable defending my reasons for failing a student 0 2 -4
30 I worry that failing students would negatively impact my reappointment or tenure aspirations -4 2 -3

8 If I fail a student, | failed myself because | did not provide enough guidance/mentorship 5 0 -5

20 | feel that there is inadequate academic/emotional support for students when they fail a course 1 -2 4

31 I worry that failing students will create an uncomfortable learning environment for other students 1 -3 1

11 | do not have adequate time/energy to properly evaluate student performance -1 -4 2

34 Due to the current shortages of health professionals, | find it difficult to fail students 0 -5 1

14 I worry that my feedback for the student will jeopardize their future 3 -5 0

decision to fail a student (Statement#38: +4). They felt
that when students appeal against their decision, their
credibility will be damaged (Statements #26:+ 3). They
felt uncomfortable defending their reason for failing
a student (Statements #27:+2) and were concerned
that failing a student would damage their own career
advancements (Statements #30:+2). The Extrinsically
Motivated group did not believe that failing a student
would jeopardize the student’s future (Statements #14:
-5), nor did they believe that failing a healthcare stu-
dent is wrong amidst a healthcare professional short-
age (Statements #34: -5). They did not feel that limited
time or energy affected their evaluation of the students
(Statements #11: -4), and they did not believe that fail-
ing a student would create an uncomfortable learning
environment (Statements #31: -3). Finally, instructors
in this group did not believe that inadequate academic
and emotional support for students affects their evalua-
tion process (Statements #20: -2).

Factor 3: administratively & emotionally deterred
Fourteen participants loaded on Factor 3, the “Admin-
istratively & Emotionally Deterred” group; 11 partici-
pants from the SON and two from the SRS. For one
participant the school is not known. They strongly
agreed that they wanted to avoid dealing with the addi-
tional workload and increased time commitment of
failing a student (Statement #29: +5). They felt that the
process of failing a student is.

stressful and exhausting (Statement #9:44). They
strongly disagreed that a failed student is a result of the
instructor’s own inadequate guidance or mentorship
(Statement #8: -5) and that they avoid failing a student
because they do not know what type of information to
document to support their decision to fail a student
(Statement #25: -5). The distinguishing statements for
this group are presented in Table 4.
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Table 4 Distinguishing statements for the Administratively & Emotionally Deterred group (Factor 3)

Statement Factor 1 Factor 2 Factor 3
29 Failing a student involves extra amounts of work and time which leads to a reluctance to fail students -1 1 5

9 Having to evaluate student performance is stressful and exhausting for me 0 -2 4

20 | feel that there is inadequate academic/emotional support for students when they fail a course 1 -2 4

28 | fear being threatened with legal action when failing students -4 -1 3

21 | feel that there is inadequate emotional support in place for me when | give a student a failing grade -2 0 3

11 I do not have adequate time/energy to properly evaluate student performance -1 -4 2

35 I worry that | may appear being biased if | my assessments if | disliked an underperforming student -2 -4 2

1 My higher-ups/the university encourage me to find reasons to pass all students -5 5 -2

33 I'am reluctant to fail an upper-year student, as they've already come so far in their education. 3 1 -2

5 I worry that my colleagues will view me negatively if | fail students 0 1 -3

39 I do not fail students as | often lack enough supporting evidence for this judgment 1 1 -4
27 | feel uncomfortable defending my reasons for failing a student 0 2 -4

25 I do not know what type of information should be documented to support my impression that a stu- 2 1 -5

dent is performing poorly
8 If I fail a student, | failed myself because | did not provide enough guidance/mentorship 5 0 -5

Consensus statements

There were seven statements that all participants agreed
or disagreed with each of these statements to a simi-
lar extent (Table 5). The statement that all participants
agreed strongly with was: “I need to feel 100% confident
when failing a student in case I need to justify my deci-
sion. When I am not 100% sure, I rather be cautious and
pass them” The statements all participants felt neutral
about are: (a) “I worry that students will view me nega-
tively if I give critical feedback”; (b) “I worry that failing
students gives my program a bad reputation” The state-
ment that participants disagreed with the most was: “I
feel like I do not have the adequate communication skills
to properly communicate my constructive feedback for
students”.

Discussion

This study highlighted broad reasons why instructors
in nursing and rehabilitation sciences may fail to fail
underperforming students. Using Q-methodology, we

Table 5 List of consensus statements

categorized instructors’ experiences with FTF into three
factors: Intrinsically Motivated, Extrinsically Motivated,
and Administratively & Emotionally Deterred groups.
These factors represent three main perspectives on FTF
from an instructor perspective, and instructors in the
same factor have similar considerations and barriers in
terms of student evaluation.

Our results demonstrated that all the instructors felt
confident in identifying underperforming students. The
three groups of instructors reported little challenges with
objectively evaluating a student’s performance (State-
ment #36). This finding is inconsistent with some previ-
ous observations that instructors fail to fail because it is
difficult to objectively evaluate students [6, 14, 49]. This
may be because of the types of instructors who partici-
pated in this study. For example, when instructors evalu-
ate nursing students, they evaluate the student against a
list of competencies outlined by the nursing governing
body [50]. However, the language used to describe the
competencies may not be well defined or written with

Statement

Factor 1 Factor2 Factor3

40 | need to feel 100% confident when failing a student in case | need to justify my decision. When I am not 100% 3 4 4

sure, | rather be cautious and pass them

4 Iworry that students will view me negatively if | give critical feedback 0 0 1
37 Due to fear of breaching student confidentiality, | find it difficult to seek the help of resources, when | fail students -3 -1 0
18 | feel like the student should have been failed earlier, and | do not want to be the bad person 1 2 0
22 l'worry that failing students gives my program a bad reputation -2 -2 -1
36 | find it difficult to objectively evaluate a student’s performance -1 -1 -2
16 Ifeel like I do not have the adequate communication skills to properly communicate my constructive feedback -2 -2 -4

for students
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academic jargon, hence allowing room for subjective
interpretation by the instructor [50]. The inconsistency
between our results and those of previous studies may
be attributed to differences in the evaluation guidelines,
rubrics, and training levels of the instructors across dif-
ferent universities.

The findings of our study support the hypothesis that
there are broad internal, external, or systematic factors
that may contribute to FTF. First, instructors across all
factors agreed that they needed to be certain a student
they are failing deserves to fail. When they were uncer-
tain, the tendency was to pass the student who was
potentially an underperforming student (Statement
#40:4+3,+4,+4), giving students “the benefit of the
doubt” [6, 51]. Our results show that “the benefit of the
doubt” affects all factors, suggesting that it is a pertinent
contributor to FTF for all instructors.

Student’s perception of the instructor often contrib-
utes to FTF. Previous research has shown that instructors
avoid failing students because they do not want students
to view them negatively [6, 44]. Instructors value stu-
dents’ perceptions of them for two proposed reasons:
professional relationships and ranking. Students and
instructors often form a friendly bond that can prevent
instructors from failing a student [51, 52]. Students may
also leave critical reviews for their instructors — an action
that may impact their instructor’s future ability to secure
promotions and a tenure in their institutions [6, 15, 53].
As a result, instructors avoid awarding failing grades to
students to avoid poor reviews [25, 53]. In the current
research, we show that most instructors felt indifferent
toward the role of the student-instructor dynamic in FTF
(Statement #4: 0, 0, 1). The difference between our find-
ings and past literature may also be attributed to different
university policies related to how teaching evaluations
are used in consideration of instructor career progress.
Historically, students’ evaluations of faculty have been
collected by institutions to assess the appropriateness
of faculty to receive promotions [54]. However, there is
growing recognition that students’ evaluations of faculty
do not fully indicate their ability to teach [54]. Conse-
quently, more universities are placing less emphasis on
students’ evaluations of faculty and finding other ways
to evaluate the competency of the faculty, such as peer
reviews [55].

Black et al. [13] reported that some instructors experi-
ence “moral stress” when they fail a student. Instructors
who experience moral stress attribute the student’s fail-
ure to their own inadequacy and may question whether
they have done enough to support the student, or if they
have been too harsh [13]. In our research, the Intrinsi-
cally Motivated group reported experiencing similar
feelings of moral stress. They avoided failing a student
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because they perceived that failing a student was the
result of their own lack of support and guidance (+5).
This sentiment was supported by qualitative comments
left by the instructors:

“I must teach the content and if a student is not get-
ting the content, I can feel like I have failed them.
Especially in a clinical placement setting”

“I pride myself in providing clinical instruction that
is understandable and catered to the student’s learn-
ing needs, and not performing to the level that they
are expected to may reflect instruction that does not
resonate with their learning needs.”

As the Intrinsically Motivated group feel they are to
blame for an underperforming student, they also expe-
rience a sense of guilt (+4) and self doubt (+2) when
evaluating an underperforming student. The combina-
tion of responsibility, guilt, and self-doubt creates a sense
of moral distress among instructors [13]. The experience
of moral distress evokes stress, anxiety, and discomfort
among instructors [2—4, 9, 13]. Consequently, instruc-
tors avoid failing students to minimize their experience
of moral stress. Our results showed that among the
three factors, instructors in the Intrinsically Motivated
group were most influenced by this sense of moral stress,
responsibility, and guilt. They also avoid failing a student
because they believe that no student is perfect (+4). Past
research has shown that many instructors understand
that students are at the beginning of their education jour-
ney, and that they will have more time in the future to
improve their skills [13]. Consistent with the notion that
instructors avoid failing early-stage trainees is the fact
that first-year students fail less often than do more senior
students [12].

Instructors in the Intrinsically Motivated group also
avoided failing underperforming students since they
worried that a failing grade would jeopardize the stu-
dent’s academic and professional future. The concern
for students’ futures aligns with previous findings [9, 56]
and may stem from the rapport that develops between
instructors and students over time. The concern for stu-
dents may also be attributed to the lack of information an
instructor has regarding the process to failing and sup-
porting student remediation:

“I am not sure what would really happen if I were
to fail a student. Would it mean that they are never
able to practice? Would they have another chance in
a future placement?”

When instructors are uncertain about the conse-
quences of failing, they are more likely to pass underper-
forming students by giving them the benefit of the doubt.
Our findings suggest that to help instructors evaluate
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students more accurately, universities and programs
should offer additional education to instructors about the
learning resources available to students who may be fall-
ing behind.

In many aspects, instructors in the Extrinsically Moti-
vated group held opposing beliefs to the instructors in
the Intrinsically Motivated group. Specifically, compared
to the Intrinsically Motivated group, the Extrinsically
Motivated group were much less concerned that fail-
ing a student may jeopardize their future (-5) and they
strongly agreed that pressures from the university or stu-
dents influenced their ability to fail a student (+5). Our
results indicated that the Extrinsically Motivated group
generally avoided failing students because they felt pres-
sured by the university or the students. For example, they
strongly felt that the university encouraged them to find
reasons to pass students (+5); they worried the university
would not support them in their decision to fail a student
(+4); and they were concerned with students appealing
their decision (+3). This concern was captured in the
written comment provided by an instructor:

“[There is] zero support to have students out of
sequence and any appeals seem to automatically be
granted’.

“I was in a situation where I didn’t believe the stu-
dent had the skills to pass the final placement. The
University discouraged me from failing the student”

The Intrinsically Motivated and Extrinsically Motivated
groups also differed in their perspectives on the uni-
versity’s role in evaluation. The Extrinsically Motivated
group were concerned that the university would not sup-
port their decision to fail a student (+4). In contrast,
the Intrinsically Motivated group did not report feeling
pressured by the university (-5). The contrasting senti-
ments between these two groups further illustrated that
the rationale of FTF for one instructor may be completely
different from the rationale of another instructor. Our
findings on how external pressure fosters FTF are con-
sistent with previous research suggesting that instructors
worry about the school overturning their decision to fail
a student [15, 57].

The barriers faced by the Extrinsically Motivated group
highlight the importance of instructors receiving support
from their program and the broader university. When an
underperforming student is identified, they perceive that
the university should support the decision made by the
instructor [6, 14, 44, 58]. However, it may not be clear to
the university how well the instructor managed the fail-
ure and supported the student with a plan for success.

Factor 3 were identified as the Administratively & Emo-
tionally Deterred group. Many studies across different
institutions have shown that failing a student translates
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to more administrative work for the instructors [15, 45,
57, 59-62]. As instructors become overwhelmed with
work, they may be discouraged by the perceived addi-
tional work associated with failing a student. This senti-
ment was echoed by participants in the current study:

“Failing a student means supporting them in reme-
diation which is a lot of extra time/work/stress
above and beyond an already over-full schedule. The
pressure when managing a student’s remediation
is intense because you don’t want them to perform
poorly on placement (and impact the relationship
with community clinicians) or have to leave the pro-
gram.”

Our results indicate that the Administratively & Emo-
tionally Deterred group avoided failing students because
they perceived that failing a student would result in addi-
tional work for them (+5). The process of evaluating, and
the possibility of re-evaluating failed students are also
stressful for instructors in this group (+4). The perceived
stress associated with evaluation may stem from issues
with the current evaluation process. This concern aligns
with the concerns of instructors at other institutions
who also reported evaluation tools and rubrics can be
vague and inadequate for determining whether a student
has demonstrated the appropriate knowledge or skills
[50, 51], while some instructors feel that they have not
received adequate training to properly assess students
[61, 63, 64]. When instructors have unclear assessment
rubrics and inadequate training, they may find student
evaluation to be stressful or anxiety-inducing, which may
contribute to the stressful experience of failing a student.

Instructors in the Administratively & Emotionally
Deterred group expressed significant concerns about
students appealing their failing grades, a fear well-docu-
mented in the literature [6, 15, 60, 62, 64]. Several rea-
sons may explain why instructors may be reluctant to
engage in the appeal process. They might feel uncomfort-
able defending their decision to fail a student before the
university and fearing that doing so could damage their
credibility [45, 64]. There is also a prevalent fear that dur-
ing the appeal process, the university might side with the
student rather than the instructor. This lack of trust in
the appeal system leads many instructors to pass under-
performing students to avoid the potential complications
and stress of a grade appeal [6, 9].

Finally, it is important to recognize that the responsi-
bilities of nursing and rehabilitation science faculty are
constantly evolving. For example, the recent COVID-19
pandemic imposed mandatory changes on nursing and
rehabilitation practitioners, and these changes may have
contributed to FTE. Due to social distancing guidelines
during the COVID-19 pandemic, many instructors were
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forced to teach virtually. The shift to online learning
translated to nursing and rehabilitation sciences instruc-
tors relying on online and simulation-based educational
experiences [65, 66]. For many instructors, there were
increases in faculty workload, decreases in support mech-
anisms, and changes to grading metrics [66]. In addition
to these teaching challenges, the COVID-19 pandemic
also introduced more clinical work and responsibilities
for nursing faculty [67]. It is possible that the increase
in clinical work and virtual teaching models both con-
tributed to the growing prevalence of fatigue or burnout
among faculty members. As a result, it may be that fac-
ulty members are more likely to pass an underperforming
student to avoid the extra administrative tasks.

Findings of the current study have significant implica-
tions for healthcare educational practices and policies.
Identifying intrinsic, extrinsic, and administrative deter-
rents highlights the different mindsets of instructors and
emphasizes the need for a diverse approach to alleviating
FTF. To address FTF, all stakeholders including students,
instructors, and the educational institution need to work
together. For instance, instructors and the institution can
work together to identify unnecessary administrative
work when failing a student and work together to stream-
line the process. Educational institutions can further
support instructors by developing clear and well-defined
evaluation rubrics, as well as providing comprehensive
training for instructors to enhance their confidence in
student assessments. Institutions are also encouraged to
build an academic support system for both students and
instructors. For students, there should be a system to
help them overcome learning challenges and provide the
possibility for remediation. For instructors, the system
should ensure they are aware of additional academic sup-
port resources and remedial opportunities for students.

Although the current literature mostly describes the
instructor’s role in FTF, it is important to remember
that universities and other regulatory bodies influence
student evaluation. In Canada, universities oversee the
evaluation of learners and determine whether students
have met competency expectations. The university pro-
gram is accountable to various agencies, such as the Col-
lege of Nurses and Accreditation Agencies, to ensure that
all students are fulfilling the core competencies. Addi-
tionally, instructors are also regulated and held account-
able by their professional college (e.g., College of Nurses
of Ontario, College of Physiotherapists of Ontario) to
ensure that all licensed healthcare professionals are ful-
filling their professional obligations. Ultimately, it is a
complex system of setting professional competencies
and determining whether a student has met the degree
requirements from the university’s perspective. All share-
holders within the system, including the instructors, the
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university, and the government bodies, have a role in
reducing FTF and developing a fair evaluation system.

Limitations

The current study did not distinguish between academic-
based and clinical teaching faculty. In this study, aca-
demic faculty refers to individuals who are responsible
for teaching specific courses in the university setting and
may have larger class sizes. On the other hand, clinical
faculty are involved in supervising and instructing stu-
dents in clinical settings and are focused on clinical skills
and decision making—often in small groups or in a one-
to-one ratio at a clinical site. To better protect the privacy
of our respondents, we did not collect additional infor-
mation on the classes that the instructors taught.

Conclusions

This study explored the perceptions of instructors at a
Canadian university as to why they are hesitant to fail
students. The results of this work identified three dis-
tinctive viewpoints: Intrinsically Motivated, Extrinsi-
cally Motivated, and Administratively & Emotionally
Deterred, which were named based on their distinguish-
ing statements. This research outlines areas of considera-
tion for addressing the failure-to-fail mechanism. More
transparent discussions within schools and identifying
solutions are recommended to create systems that main-
tain educational and professional standards. Further rep-
lications of this study in various disciplines may be used
to determine whether these findings are consistent across
different fields.
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