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ABSTRACT
Objectives Traditionally, evaluation is considered 
a measurement process that can be performed 
independently of the cultural context. However, more 
recently the importance of considering raters’ sense- 
making, that is, the process by which raters assign 
meaning to their collective experiences, is being 
recognised. Thus far, the majority of the discussion on 
this topic has originated from Western perspectives. 
Little is known about the potential influence of an Asian 
culture on raters’ sense- making. This study explored 
residents’ sense- making associated with evaluating 
their clinical teachers within an Asian setting to better 
understand contextual dependency of validity.
Design A qualitative study using constructivist grounded 
theory.
Setting The Japanese Ministry of Health, Labour 
and Welfare has implemented a system to monitor 
the quality of clinical teaching within its 2- year 
postgraduate training programme. An evaluation 
instrument was developed specifically for the Japanese 
setting through which residents can evaluate their 
clinical teachers.
Participants 30 residents from 10 Japanese teaching 
hospitals with experience in evaluating their clinical 
teachers were sampled purposively and theoretically.
Methods We conducted in- depth semistructured 
individual interviews. Sensitising concepts derived from 
Confucianism and principles of response process informed 
open, axial and selective coding.
Results Two themes and four subthemes were 
constructed. Japanese residents emphasised the 
awareness of their relationship with their clinical 
teachers (1). This awareness was fuelled by their 
sense of hierarchy (1a) and being part of the collective 
society (1b). Residents described how the meaning of 
evaluation (2) was coloured by their perceived role as 
senior (2a) and their experienced responsibility for future 
generations (2b).
Conclusions Japanese residents’ sense- making while 
evaluating their clinical teachers appears to be situated 
and affected by Japanese cultural values. These findings 
contribute to a better understanding of a culture’s 
influence on residents’ sense- making of evaluation 
instruments and the validity argument of evaluation.

INTRODUCTION
‘Evaluation’ refers to the process of deter-
mining the amount, number or value of 
something.1 It is a core component of medical 
education and is used in quality assurance, 
care for patients and improving educational 
programmes.2–5 The significance of an evalu-
ation depends on the validity of the measure-
ment as well as the validity of the outcome 
of measurement, which has been widely 
discussed by educators and educational 
researchers.6 ‘Validity refers to the degree to 
which evidence and theory support the inter-
pretations of test scores entailed by proposed 
uses of tests’7(p9) and several frameworks exist 
that explain which types of validity evidence 
need to be gathered for an instrument to be 
valid8 9 (see online supplemental tables 1 and 
2). Traditionally, psychometric models stem-
ming from a more (post) positivistic perspec-
tive, like Messick’s framework for validity,8 
have played a major role in the validation 
process within evaluation.8–11 These (post) 
positivistic models consider validity mainly 
as residing within the instrument, without 
taking into account interactions between 
participants, cultures and physical environ-
ments.7 12–16 A growing acceptance of cultural 
diversity within psychometric models like 

Strengths and limitations of this study

 ► Through qualitative methodology, this study enables 
a deeper understanding of residents’ response pro-
cess when evaluating their clinical teachers.

 ► The qualitative methodology enabled a more nu-
anced understanding of the role of culture in resi-
dents’ response process.

 ► Social desirability bias in residents’ answer during 
interviews cannot be fully ruled out.

 ► Japan has a very distinct culture which may limit 
the transferability of these results to other contexts.
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that of Kane9 has led to several cross- validation studies in 
many academic fields (eg, health, social and educational 
sciences) since the last two decades.17–23 However, these 
studies have thus far focused on the differences between 
different cultures and not why these differences exist and 
to what extent they reside in the raters’ interpretation of 
the evaluation.

Furthermore, increasing evidence exists to support the 
notion that the use of a valid instrument—particularly 
if it is based on observation and interpretation—is not 
sufficient per se. The ability/expertise of the raters (staff 
members and students) is equally important to ensure 
that the evaluation yields meaningful outcomes.24 25 This 
perspective must be broadened by moving beyond the 
interrogation of validity using psychometric models to 
generate more meaningful evaluations.26 27 A theoretical 
lens that supports the broadening of the validity discussion 
is the situativity theory,28–30 which is a theoretical frame-
work which poses that human’s sense- making is situated in 
experiences; and experiences comprise the participants, 
the culture and the physical environment. This notion of 
situativity distinguishes between affordances—what the 
instrument will allow the rater to do—and effectivities—
what the rater is able to do with the instrument.24 Both 
need to be optimal and aligned with each other; a poorly 
equipped rater cannot handle a perfect instrument and 
an imperfect instrument does not allow an expert rater 
to perform well.24 Evaluation of clinical teachers in post-
graduate education is often based on questionnaires by 
residents.3 Results from teaching evaluation instruments 
must be supported by a variety of validity evidence to truly 
improve clinical teaching. Many instruments for evalu-
ating clinical teaching have been developed and validated 
but almost all in Western countries.31 Therefore, in a 
previous study, we developed an instrument with content 
validity in Japanese clinical setting to improve clinical 
teaching of clinical teachers in Japan.32 The purpose 
of the instrument was to provide feedback to clinical 
teachers on their teaching skills in order to help them 
improve. The instrument was not intended for promo-
tion or accreditation purposes. Although the medical 
education field is gradually embracing the importance of 
acknowledging raters’ sense- making as part of the validity 
discussion, most validity arguments on evaluation in this 
field have so far originated from a Western perspective.33 
Therefore, little is known in medical education regarding 
non- Western cultural influences on evaluation, particu-
larly concerning the raters’ sense- making.

Therefore, in this study, we explore the influence of 
culture on residents’ process of ‘sense- making’8 9 asso-
ciated with the evaluation activities where residents are 
asked to evaluate their clinical teachers. Sense- making is 
described as the process by which raters assign meaning 
to their collective experiences, which is considered as 
response process or scoring on validity framework.8 9 In 
other words, we explore theories that support a better 
understanding of the sociocultural context that frames 
residents’ responses to questions in clinical teaching 

evaluations for validation. We use the case of an Asian 
culture, more specifically of Japan, to study the influence 
of culture on the process of sense- making. Japan has been 
described as having a strong value of respect for seniors, 
which makes it inappropriate for students to evaluate 
teachers.34 Considering this background, our research 
question is the following: To what extent do Japanese 
cultural values influence residents’ sense- making of an 
evaluation instrument?

METHODS
Overview
This is a qualitative study that was designed to employ 
a constructivist grounded theory (CGT) methodology. 
A constructivist epistemology considers knowledge as 
actively constructed and co- created as a product of human 
interactions and relationships.35 36 Within the construc-
tivist view, the goal of the research is to develop better 
understanding and adequate models for specifically situ-
ated purposes.37 The CGT allows for an open approach 
to better understand the psychological processes that 
underlie phenomena of interest.35 In our study, we 
explore theories that support a better understanding of 
the sociocultural context that frames residents’ responses 
to questions in clinical teaching evaluations.

Setting of the study
Japanese postgraduate medical education starts with a 
2- year initial postgraduate clinical training and comprises 
several rotations of varying length in the following disci-
plines: mandatory rotations in internal medicine (more 
than 6 months), emergency medicine (more than 3 
months), community medicine (more than 1 month), and 
at least two rotations in the following specialties: surgery, 
anaesthesiology, paediatrics, obstetrics and gynaecology, 
and psychiatry. During this process, residents are super-
vised by their clinical teachers, and residents’ perfor-
mance and competence are assessed by their clinical 
teachers through work- based assessments; that is, direct 
observation and case- based discussion. After the training, 
residents can apply for a specialised training programme. 
Under Japanese official postgraduate training programme 
regulations, physicians should have more than 7 years 
of clinical experience and take a Faculty Development 
Workshop certified by the Ministry of Health, Labour and 
Welfare to become clinical teachers.

Many teaching hospitals introduced the evaluation 
of clinical teachers since a 2- year postgraduate training 
programme was launched in 2004, the use of the results 
depended on each hospital. Although it was officially 
introduced in 2020 by the Ministry of Health, Labour 
and Welfare to monitor the quality of clinical teaching, 
it is not always mandatory that results are given to clin-
ical teachers currently and the instrument has not been 
validated.

The Japanese cultural context of this study
Definitions of what culture entails vary. Japanese culture 
has been discussed from a variety of perspectives,38 
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however, Confucianism has been most influential in 
shaping the behavioural patterns and structures of 
communities within Japan.39 Confucianism—estab-
lished by Confucius and his disciples—is a philosophy 
that considers proper human relationships as the basis 
of society. There are five virtues that have to be aimed 
for, namely, Ren (benevolence, humanism), Yi (integ-
rity, uprightness), Li (rite, propriety and decorum), 
Chi (moral understanding, wisdom), and Shin (trust). 
Fostered by Confucian values are the five principal rela-
tionships through which each person defines identity, 
duty and responsibility.40 41 The five basic relationships 
are as follows: loyalty between the ruler and subject 
(government and citizen), closeness between father and 
son, distinction in duty between husband and wife, obedi-
ence toward others (between elders and youngsters), and 
mutual faith between friends.42

Confucianism influences Japanese orientations toward 
high power distance and collectivism significantly.43 In a 
culture influenced by Confucianism, high power distance 
is accentuated via communication behaviours that 
support hierarchical relationships. In the education field, 
teachers are expected to endeavour to pursue an ideal. 
In addition, youngsters should treat their elders with due 
respect. Power distance relates to the degree of inequality 
in power between a less powerful Individual (I) and a 
more powerful Other (O), in which I and O belong to the 
same social system.44 Individualism, a value more highly 
upheld in Western countries,43 emphasises the particular 
self and its uniqueness, while collectivism, conversely, is 
the opposite where members of a collectivistic society play 
a role in group interests, conformity and cohesion. There-
fore, Japanese culture has been characterised by the roles 
that hierarchy and collectivity play within day- to- day life.43

Patient and public involvement
Patients or the public were not involved in the design, 
conduct, reporting or dissemination plans of this study.

Data collection
The present study undertook a purposive sampling of 
Japanese residents engaged in 2- year initial postgraduate 
clinical training who had had experience with using an 
evaluation instrument to evaluate their clinical teachers 
on at least three occasions (see online supplemental 
appendix 1).32 The content validity of this Japanese instru-
ment was established in a previous study.32 The instrument 
was sent to participating hospitals with a written explana-
tion asking residents to anonymously fill out the question-
naire on paper for their clinical teachers. At this point in 
the validation of the instrument, results of the evaluation 
were not yet communicated to clinical teachers as full 
validity of the instrument was yet to be established. Ques-
tionnaires were returned to the researchers by mail. We 
asked key informants from teaching hospitals to recruit 
residents. Prospective participants received either a letter 
or an email from the researchers, in which the purpose 
of the study was explained, and a request to participate 

in the interview was affixed. MK visited their hospitals 
and conducted face- to- face, in- depth and semistructured 
interviews in accordance with an interview guide with 
all individual residents in Japanese (see online supple-
mental appendix 2). All residents gave written informed 
consent after their own review of the study details. They 
were also informed that they could, at any time, freely 
withdraw from the study. We further explained that all 
content of interviews would be treated anonymously. 
The residents received a small financial incentive (2000 
yen≈€16; exchange rate as of 28 September 2020). All 
interviews were audio- recorded and transcribed verbatim. 
The anonymity of transcripts and discussions was exclu-
sive within the research team, and strict confidentiality 
was maintained. No member of the research team was 
involved in the residency programmes to which the 
participating residents belonged. MK used the interview 
guide as a starting point and pursued interesting new 
information that emerged in the process. This new infor-
mation was included in the subsequent interviews. Anal-
yses from open coding to selective coding were informed 
by sensitising concepts of the Japanese cultural perspec-
tive (Confucianism), and response process as explained 
above.

Consistent with CGT, the process of data collection 
and analysis was iterative, with analysis occurring along-
side and informing data collection: themes that were 
identified in the examination of initial transcripts were 
explored in more depth in subsequent interviews. This 
process included adding questions to elaborate on 
emerging areas and theoretically sampling missing voices 
of residents.

Data analysis
MK and TM independently used open coding and 
constant comparative techniques to develop a prelimi-
nary coding structure.36 After coding three interviews, MK 
and TM compared the findings and discussed differences 
until a consensus was reached, after which MK continued 
the analysis and could identify recurring themes. Regular 
discussion of coding and interpretation of the data via 
Skype were done with MK and TM, after which coding 
was discussed with MO, an expert qualitative researcher. 
Codes were established in an iterative fashion, in accor-
dance with the principles of Confucianism. Coding 
informed subsequent discussions with the Japanese 
research team members.

Through constant comparison of codes and themes, 
the data were organised into aggregate themes. Explana-
tory memos were iteratively developed and tested by MK, 
TM and MO to link memos to the axial coding model 
and original data. Interviews and data analyses were 
conducted until theoretical saturation was met. MK, TM 
and MO inductively examined the interpretation from 
the themes to the data to deductively confirm the inter-
preted data.

These interviews were conducted in 10 teaching hospi-
tals between March 2014 and March 2015. Analysis of 
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interviews attained saturation after 25 interviews. The 
saturation was confirmed after performing additional 
five other interviews, which did not result in the construc-
tion of new themes. Thus, 30 interviews in total were 
performed.

Finally, five of the participating residents were asked 
to read and comment on the results of the analysis 
to determine whether the data and conclusions accu-
rately reflected the content of the interviews, member 
checking.45 All residents agreed with the interpretations.

After the analysis, MK translated the results and the 
illustrative quotes into English with an expert bilingual 
translator. MK explained his interpretation of the results 
to RS, AJJAS and LWTS, who are non- Asian coauthors, 
via email and/or Skype. MK discussed with them how the 
themes appeared to be associated with the Asian perspec-
tive. Through discussion between Asian and non- Asian 
authors, we attempted to understand how Confucianist 
values impacted the process of residents’ sense- making. 
Finally, all authors discussed and agreed with the results 
and the interpretations.

RESULTS
There were 18 male and 13 female residents aged 25–35 
years (mean: 26 years). They had 9–24 months (mean: 
22 months) of experience in training and 3–20 sessions 
(mean: 4 sessions) of evaluation before our interviews.

We identified two themes and four subthemes: (A) 
awareness of relationship which was subdivided in (A1) 
hierarchy and (A2) collectivity, and (B) meaning of eval-
uation, subdivided in (B1) responsibility as a senior and 
(B2) resignation (see online supplemental figure 1).

During the interviews, residents provided descriptions 
of their sense- making while evaluating their clinical 
teacher. Most interestingly, residents spent the majority of 
their time talking about how they were continuously (A) 
aware of their relationship with their clinical teachers and 
(B) how they saw the meaning of evaluation as related to 
their setting. The awareness seemed to be fuelled by their 
sense of the hierarchy of the resident–clinical teacher 
relationship and being a part of the collective from a soci-
etal perspective.

Awareness of relationship
Residents were very much aware of their relationship with 
clinical teachers during the process of evaluation. This 
awareness was fuelled by a drive to build and maintain a 
connection with their clinical teachers.

Hierarchy
During the interviews, residents talked about ratings of 
clinical teachers being strongly influenced by the aware-
ness of being part of a ‘relationship between a supe-
rior and a subordinate.’ Residents were aware of the 
‘vertical nature’ of this relationship and the inequality it 
created. Being part of a hierarchical relationship based 
on seniority in Japanese society, residents mentioned the 

reciprocity of that relationship—they were expected to be 
polite and respectful to clinical teachers (superiors) and 
clinical teachers owed residents’ (subordinates) protec-
tion and consideration under these same social norms. 
This is best understood from the residents’ conviction 
that there are social responsibilities based on five prin-
ciples of Confucianism and that the relationship is main-
tained by actively shouldering each responsibility. The 
responsibilities encompass teaching for clinical teachers 
as superiors and respect and obedience for residents as 
subordinates. Residents respected clinical teachers’ atti-
tudes toward shouldering their own responsibility based 
on seniority. Residents particularly paid respect to clinical 
teachers who treated them with consideration and felt 
remorse that they would not fulfil their duty as dictated by 
their position in the hierarchy if they did not show polite-
ness and respect.

If I rate my clinical teachers with a low grade, I feel I 
disdain them and would feel very guilty. (P10)

Propriety as subordinates
Through their descriptions of the evaluation process, resi-
dents demonstrated Li (propriety, decorum) as a strong 
value. Within the Japanese culture, propriety is a social 
norm that maintains social order and keeps harmony 
among people. Residents (subordinates in this context) 
considered that it would be rude to rate their clinical 
teachers (superiors in this context) low. Therefore, resi-
dents felt bad about evaluating teachers while receiving 
their guidance.

I feel bad…there must be a case where I rate them 
low while simultaneously considering that they were 
so kind to teach us, but still, I feel it would be im-
pudent, so I evaluate them wondering if it would be 
okay [because I am a resident]. (P9)

Residents talked about how even the mere process of 
evaluation of clinical teachers in itself was disrespectful. 
Residents were reluctant to judge the values of teaching 
by clinical teachers, because the judgement itself is 
contrary to Confucian preaching, it is improper and it 
lacks decorum.

Evaluating clinical teachers is impertinent…, how 
dare we, the extreme beginners, evaluate clinical 
teachers, I’d say. (P1)

A fear to deny the clinical teachers’ competence
Residents felt that if they, as subordinates, would provide 
a low rating of their superiors, they may infer a denial 
of the clinical teachers’ expertise or role as a teacher 
(superior). Residents realised this action was against the 
‘proper’ hierarchical relationship. Taking an attitude that 
does not respect clinical teachers meant that residents 
would destroy delicate relationships that had been estab-
lished by mutual effort. Therefore, residents tended to 
avoid rating behaviour critically.

https://dx.doi.org/10.1136/bmjopen-2020-047602
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I believe that my clinical teacher did his/her best in 
teaching. I feel sorry if my clinical teacher under-
stands that I deny him/her by my low evaluation. (P5)

Collectivity
Japanese people tend to value their role in groups rather 
than their role as individuals. Consequently, residents did 
not consider filling out an evaluation as the individual 
activity of either a resident or a clinical teacher but as a 
result of the interaction between residents and their clin-
ical teachers. During the evaluation process, residents 
put themselves in the other person’s (clinical teacher’s) 
shoes. This was fuelled by a feeling of collective responsi-
bility for the results of the evaluation and consideration 
for the feelings of clinical teachers.

Collective responsibility for the results of the evaluation
Residents acknowledged that the results of the eval-
uation would not only be an indication of clinical 
teachers’ behaviours but also of their (the residents’) 
own behaviours. From a collectivist perspective, learning 
is predominantly the result of an interaction between 
the members of a collective rather than a combination 
of individual performances. Therefore, clinical teachers 
and residents are interactively related to one another. 
Because of this, residents felt that rating clinical teachers 
was not distinguishable from rating the residents’ own 
performances.

I think if we’d rather have to have such a thing [eval-
uation], it’s not our clinical teachers’ fault but mine. 
(P12)

Consideration for the feelings of clinical teachers
Residents did not seem to want to or be able to completely 
separate their own feelings from those of their clinical 
teachers. They thought that clinical teachers surely 
had the same feeling. Residents recognised that they 
do not want to do to other people what they naturally 
hate having done (rated a low scale in this case) to 
them. Through considerations for the feelings of clin-
ical teachers, residents thought that confrontations and 
conflicts should be avoided in relationships with clinical 
teachers.

I mean…if I am a clinical teacher and have been giv-
ing my best, but despite that effort, residents say the 
teacher is not really proper, or something like that, it 
would make me upset, honestly. (P5)

Meanings of evaluation
Residents understood the meaning of evaluation in 
several different ways, which was influenced by their 
awareness of relationship. It seemed that the meaning 
that residents ascribed to this evaluation depended on 
what they were aware of more: a superior’s or a subordi-
nate’s stance.

Responsibility as a senior
Evaluating their clinical teachers to improve teaching for 
their future subordinates was also seen as a duty. Improve-
ment of teaching through this evaluation was a responsi-
bility (including providing a critical evaluation) toward 
themselves as future seniors of future subordinates. The 
responsibility meant that superiors owed subordinates 
protection and consideration, coming from Confu-
cianism philosophy.

I do not want my junior residents to pass through the 
same difficulties I passed through. So I evaluated ear-
nestly. (P27)

Resignation
Conversely, if some residents did not see the significance 
or benefit of this evaluation; therefore, motivation tended 
to stay low.

Well, after all, I guess so. If asked whether things 
would change after filling this questionnaire, uh, 
well, honestly, I don’t think in our generation, so, 
that is one point that lowers motivation. (P12)

This resignation seemed to come from the notion of 
hierarchy that superiors would not accept subordinates’ 
opinions because clinical teachers make an effort to 
pursue an ideal by themselves.

If a certain young resident evaluates this one clinical 
teacher…I think, honestly, that the clinical teacher’s 
basic teaching style would not change. (P5)

These subthemes illustrate the following paradox: on 
the one hand, evaluation with a view of improving educa-
tion for the whole group and the group of future residents 
made the activity acceptable within the value frame-
work. However, evaluation with a focus to just improve 
the teaching of a superior was not only seen as probably 
futile (someone in power might not change) but also as 
misaligned with cultural values (disrespect for seniority).

DISCUSSION
This study aimed to better understand the extent to 
which Japanese culture factors into residents’ sense- 
making of an evaluation instrument and, thus, to 
validate the evaluation of clinical teachers, and conse-
quently to improve clinical teaching. Our findings paint 
a picture of how cultural values appeared to be inter-
woven in residents’ sense- making of evaluating clinical 
teachers.

The fact that the relationship between the resident 
and the supervisor could influence residents’ rating 
has been previously reported in a Dutch setting by Fluit 
et al.46 However, the exact nature of the relationship’s 
influence on residents’ ratings was not further explored 
in the Fluit et al’s study. In our study, we further 
explored the influence of the relationship and found 
that residents’ awareness of relationship appeared to be 



6 Kikukawa M, et al. BMJ Open 2021;11:e047602. doi:10.1136/bmjopen-2020-047602

Open access 

based on Confucian philosophy that emphasises proper 
human relationships as a basis for society. Moreover, 
our results indicate that it was not just the relationship 
with their supervisor that influenced residents’ sense- 
making but also the residents’ relationship with society 
at large and more specifically those residents that would 
follow in their footsteps.

It might also suggest that if the raters of an instru-
ment have different cultural perspectives, sense- making 
of the evaluation process and its items might differ from 
one country to the next, even if the scores are the same. 
For a deeper understanding of the exact nature of the 
influence of cultural contexts on the use of evaluation 
instruments, raters’ sense- making should be explored 
in a variety of cultural settings.

An evaluation activity in which a resident is requested 
to evaluate their clinical teacher has the potential to 
generate a paradoxical situation for residents. Resi-
dents wanted to evaluate their clinical teachers with an 
outlook to improve education for future generations 
and their own future role as supervisors. This represents 
the Confucianism virtue of Shin (trust) toward their 
(future) subordinates. However, the act of evaluating 
was an act of being critical toward their supervisors. This 
is directly at odds with Li (rite, propriety and decorum). 
Therefore, residents’ sense- making was neither linear 
nor simple. Instead, it appeared to be a complex inter-
action between the residents, clinical teachers, the 
instrument and culture, which is better explained from 
a situativity theory perspective24 rather than a tradi-
tional psychometric model, which requires a numerical 
and reductionist approach.9 Judging from our find-
ings, a reductionist approach might have limitations in 
presenting the complexity of a rating as a single number 
at least in Japan. Our findings support the notion of 
affordances of the instrument: what the instrument will 
allow the rater to do and the effectivities of the rater; 
and what the rater is able to do with the instrument 
are equally as important as the utility that resides in the 
interaction of affordances and effectivities.

Although both of Messick’s five validity framework 
and Kane’s validity inferences are comprehensive 
conceptualisation of validity, Kane’s validity framework 
is often favoured47 because his framework does not 
rely heavily on psychometric and numerical data and 
is more coherent when it comes to rational interpre-
tation by raters who are situated in their own cultural 
contexts.9 Therefore, Kane’s framework opens the door 
to the inclusion of more complex and situated views 
on validity.9 Kane’s four inferences that bridge the 
gap between observation and construct can actually be 
interpreted from a situativity perspective, as each of the 
connections between affordances of the situation and 
effectivities of the actors in the process is essential in 
underpinning the clarity, coherence and plausibility of 
the underlying rationale for the inference.9 Therefore, 
it is not only essential to discuss the validity of evalu-
ating clinical teachers with researchers and medical 

educators who have a variety of cultural backgrounds, 
but also discuss the appropriateness of such an instru-
ment within a certain context and what can be done to 
stimulate its meaningful implementation.

There are several limitations to this study. First, because 
of cultural aspects, residents might have given the inter-
viewer socially desirable answers during the interviews. 
To mitigate this issue, we explained and promised that 
we would never disclose their answers. Additionally, the 
interviewer was not involved in residency training of any 
of the participating residents. However, although we 
might have taken all possible precautions against this 
bias, we cannot be sure that it did not occur. Second, 
Japan is only one of many countries that are identi-
fied as Asian countries. Other Asian countries have, of 
course, different cultural perspectives. Although our 
study was not set up to uncover the ultimate answer to 
all the possible influences different cultures may have 
on the phenomenon of questionnaire- based evalua-
tion, we still cannot rule out the fact that the Japanese 
context is the single outlier and that all other cultural 
contexts would be aligned with each other. We there-
fore think that this study should be replicated in various 
contexts to investigate the possible culture- related 
impacts on evaluation practices in a variety of cultural 
settings. Third, our perspectives are primarily from 
the Confucian perspective. It is argued that Japanese 
culture is influenced by several religions. Investigations 
from different lenses would also be needed for better 
understandings of raters’ sense- making.

CONCLUSION
We investigated how cultural contexts could influence 
raters’ sense- making of evaluation instruments from 
an Asian perspective. Japanese residents’ sense- making 
seemed to be influenced by their own culture and 
appeared to be situated in the experiences of interac-
tion with their clinical teachers, the instrument and 
their cultural understanding of the relationship with 
their teacher. We have constructed a more detailed 
picture of the influence of relationship and the culture 
they are situated in on residents’ sense- making. Their 
sense- making was not linear but complex. Our find-
ings contribute to a better understanding of culture’s 
influence not only on residents’ sense- making of evalu-
ation instruments but also on the validity argument of 
evaluation.
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