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ABSTRACT

Background: High-quality trainee evaluations of faculty are essential for meaningful
faculty development and for improving the clinical learning environment. However,
concerns about anonymity can limit usefulness of trainee evaluations, particularly in
smaller programs, such as subspecialty fellowships.

Objective: To develop and implement a fellow-driven group evaluation process to
enhance trainee confidentiality and generate high-quality feedback for pulmonary and
critical care medicine faculty.

Methods: A novel process was developed for faculty evaluation and feedback
consisting of quarterly, structured, fellow-led group evaluation sessions focused on col-
lecting confidential, behaviorally oriented, actionable feedback for faculty. Upper-year
fellow moderators utilized a standard format to structure discussion, generating
strengths and areas for growth for each faculty member while explicitly asking for input
from fellows with divergent perspectives. Moderators compiled anonymized session
notes for the program director, who delivered feedback to individual faculty. After the
first six sessions, an electronic survey was distributed to assess fellow perceptions of the
group evaluation model.
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Results: Thirty-seven faculty members were evaluated in 11 group sessions over
42months. Fellows rated group-generated feedback as more confidential, more specific,
more accurate, more efficient, more actionable, and less biased when compared with
individual written evaluations (P, 0.01 for all categories).

Conclusion: The authors successfully developed and implemented a process for fellow-
led group evaluation of faculty, designed to facilitate fellow confidentiality and enrich the
quality of feedback. Fellows preferred the group evaluation process and perceived group-
generated feedback more favorably compared with individual written evaluations.
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Trainee evaluations of teaching faculty are
an important tool for maintaining a safe
and effective learning environment (1–3).
The Accreditation Council for Graduate
Medical Education requires that programs
ensure that trainees receive high-quality
teaching and provide opportunities to
evaluate faculty teaching, skills, supervi-
sion, and professionalism (4). Faculty rely
on trainee evaluations to develop their
teaching skills, and medical schools use
faculty evaluations to inform decisions
about faculty promotion and awards
(1, 5). However, concerns about validity
and usefulness limit the value of faculty
evaluations for professional development
and program improvement (6, 7). Trainees
tend to rate teaching effectiveness very
highly, leading to a ceiling effect that can
inhibit faculty growth (8). With limited
utility in numerical ratings, programs
place increased emphasis on narrative eva-
luations, although these have been noted
to lack specificity (9).

Barriers limiting the accuracy and
usefulness of trainee evaluations include
evaluation fatigue, lack of time, and
reluctance to provide constructive
feedback because of hierarchy constraints,
fear of retribution, desire to preserve
ongoing relationships, and institutional
culture (10, 11). Anonymous evaluations

are associated with lower ratings,
supporting the impact of confidentiality
concerns and potential retribution on
accuracy of evaluations (12). Ensuring
confidentiality is especially challenging for
smaller programs, including subspecialty
fellowships, where faculty work with a
small number of trainees.

In the Pulmonary and Critical Care
Medicine fellowship at the Hospital of the
University of Pennsylvania, our trainees
noted concerns about the confidentiality of
their evaluations of faculty on the
Accreditation Council for Graduate
Medical Education Resident/Fellow Sur-
vey and expressed reluctance to provide
constructive criticism in written evaluations
to program leadership. To address these
concerns and improve the overall quality of
fellow evaluations of faculty, we developed
and implemented a group-based evaluation
and feedback model, focused on providing
anonymous, behaviorally oriented, action-
able feedback to faculty. Some of the results
of this study have been previously reported
in the form of an abstract (13).

METHODS

Beginning in March 2019, our fellowship
program implemented a process for
fellow-led group evaluation of faculty.
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Hour-long group evaluation sessions were
scheduled approximately quarterly during
protected didactic time, and fellows from all
training years were invited to attend. Ses-
sions were held either in a private conference
room with videoconferencing capabilities to
include remote participants or completely
remotely when required by coronavirus dis-
ease (COVID-19) gathering restrictions.

A junior faculty member facilitated the
pilot session and subsequently trained two
upper-year fellows as moderators for fur-
ther sessions. This training included a
review of techniques to elicit behaviorally
based examples and strategies to mitigate
bias, such as purposely eliciting divergent
opinions and asking for clarification and
context when initial comments contained
gendered or otherwise stereotyped lan-
guage (see Appendix E1 in the data supple-
ment). Before a new moderator led a
session on their own, an experienced mod-
erator observed as the new moderator led
a session and gave feedback to the new
moderator after the session.

Moderators selected three to four faculty
members to evaluate per session, identified
through a review of recent rotation
schedules and by means of fellow
suggestions, which moderators solicited via
e-mail 1 week before the evaluation ses-
sion. Early career faculty and faculty with
a need for additional or updated evalua-
tions (e.g., for promotion or award consid-
eration) were prioritized on the basis of
input from the program director. Initial
sessions focused on the evaluation of fac-
ulty from inpatient rotations, and later ses-
sions expanded to include fellow clinic
preceptors. Outpatient faculty tended to
work with a higher number of fellows, but
in a less concentrated manner.

At the beginning of each session,
moderators announced the purpose of
group evaluation sessions and reminded

participating fellows that all feedback was
anonymous. Moderators also reminded
fellows of additional options for feedback,
including contacting the moderator after
the session.

During the sessions, moderators used a
standard structure to guide discussion and
elicit strengths and areas for growth for
each faculty member. Moderators
prompted fellows to provide specific
examples and focus on behaviors rather
than qualities. They also used strategies to
counteract groupthink, defined as
premature consensus seeking and closure
in highly cohesive groups (14), including
explicit solicitation of diverging opinions.
Examples of these discussions are included
in the data supplement (see Appendix E2).
When conflicting feedback arose,
moderators asked follow-up questions to
clarify faculty behaviors and context. For
example, disparate feedback between
upper-year fellows and first-year fellows
could represent faculty growth over time.

Moderators took contemporaneous notes
during sessions, excluding identifying
information about fellows. After each
session, moderators compiled written
summaries of session notes, identifying
themes discussed for both strengths and
areas for growth. When fellow feedback
was conflicting, moderators included
specific examples to help the faculty
understand where their behaviors may
differ in certain situations (Appendix E2).
Moderators sent evaluation summaries to
the program director, who distributed the
feedback to individual faculty via e-mail.
Additionally, the program director offered
opportunities for follow-up through one-
on-one meetings and/or clarification with
the moderators.

The group feedback process did not take
the place of already established
individual numerical ratings and written
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narrative evaluations, as we felt it to be
complementary to traditional methods of
evaluation.

After the first six sessions, we distributed
a seven-question electronic survey (Qual-
trics) to all pulmonary and critical care
medicine fellows to assess perceptions of
accuracy, quality, and anonymity of feed-
back, with comparisons with the individual
written evaluation process (see Appendix
E3). We evaluated the survey responses

using paired t tests to compare mean
Likert-scale ratings.

The institutional review board of the
University of Pennsylvania determined this
study to be exempt.

RESULTS

Over 42months, we evaluated 37 unique
faculty members in 11 group evaluation
sessions. Nineteen of 28 fellows responded

Figure 1. Direct comparison of group feedback versus written feedback.

Table 1. Comparisons of fellow ratings of group feedback versus written feedback

Feedback

Mean (95% CI)*

P Value
Group Feedback

Rating
Written Feedback

Rating

Confidential 4.4 (4.1–4.8) 3.0 (2.4–3.6) 0.002

Efficient 4.1 (3.6–4.5) 2.6 (1.9–3.3) 0.003

Higher quality 4.8 (4.6–5.0) 3.1 (2.6–3.6) ,0.001

Specific, behavioral based 4.5 (4.2–4.9) 2.1 (1.7–2.6) ,0.001

Should be continued 4.8 (4.6–5.0) 2.1 (1.6–2.5) ,0.001

Definition of abbreviation: CI = confidence interval.
*Questions were asked on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree).
Numeric means are reported.
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to the survey (response rate, 68%),
including 4 first-year fellows, 5 second-
year fellows, 7 third-year fellows, and
3 fourth-year fellows. The majority of
fellows (n=18; 95%) reported participat-
ing in at least one group evaluation
session. Most fellows (n=17; 94%) rated
group feedback as “much better” than
written feedback.

When asked to compare methods, fellows
rated feedback generated by the group
evaluation as more confidential (n=14;
78%), more specific (n=18; 100%), more
accurate (n=15; 83%), more efficient
(n=10; 56%), more actionable (n=18;
100%), and less biased (n=9; 50%)
(Figure 1). Mean Likert scale ratings were
significantly higher for group feedback
compared with written feedback along
multiple domains, including confidentiality
(4.4 vs. 3.0; P, 0.01), efficiency (4.1 vs.
2.6; P, 0.01), quality (4.8 vs. 3.1;
P, 0.01), and inclusion of specific,
behaviorally based feedback (4.5 vs. 2.1;
P, 0.01). Fellow ratings of agreement
that group evaluation sessions should
continue were significantly higher
compared with written evaluations
(4.8 vs. 2.1; P, 0.01) (Table 1).
Examples of feedback generated from
group evaluation sessions are included in
the data supplement (Appendix E2).

DISCUSSION

We successfully designed and
implemented a fellow-led, group evalua-
tion process that preserved fellow confi-
dentiality and improved feedback for
faculty. Fellows preferred these sessions to
the written evaluation process and felt that
feedback generated from group sessions
was more confidential, more accurate, and
more actionable. Additionally, fellows felt
that the feedback they gave was stronger,
more specific, and more behaviorally

oriented compared with written feedback.
There was more equipoise over whether
group feedback was less biased and/or
more efficient when compared directly
with individual feedback. This suggests
that participants recognized the potential
for bias in this method of gathering
feedback.

Prior qualitative assessments of written
evaluations of pulmonary and critical care
faculty at our institution, including all
learner levels, demonstrated that only a
small subset (8%) contained a constructive
comment, and written evaluations
occasionally included inappropriate
references to personal characteristics
(e.g., appearance or humor) (15). With this
fellow-led feedback innovation, every fac-
ulty member evaluated received a narra-
tive evaluation with constructive feedback
that did not include inappropriate feed-
back. Although we have not yet conducted
an analysis of faculty feedback and recep-
tion to this process, multiple faculty mem-
bers responded with appreciation for
detailed feedback that was not present in
written evaluations. Faculty have not
relayed negative reactions through pro-
gram leadership, and fellows have not
reported any negative repercussions.

Although there are several published
curricula on how faculty can provide
effective feedback to medical trainees
(1, 10, 16–21), there is a dearth of
evidence on methods to improve trainee
feedback of faculty. Pelsang and Smith
have previously described group
evaluation of faculty at the residency
level (22). The authors of that study
compared the numerical feedback score of
faculty by residents individually and as a
group, whereas our innovation evaluated
trainee perceptions of the process and the
quality of feedback. To our knowledge,
this is the first assessment of group

INNOVATIONS

358 Innovations |



evaluation of faculty in the fellowship
setting.

Limitations

There are several limitations to this
innovation. First, we performed this
innovation in a single, large fellowship
program, and it is unclear whether our
experience and findings are generalizable
to fellowships at other institutions.
Although fellows felt that the feedback
generated was more anonymous than
written feedback, this may be harder to
accomplish in smaller fellowship
programs. We scheduled the feedback
sessions during a daily protected
educational time, which helped to ensure
high participation. Smaller fellowships, or
those with less built-in educational time,
may struggle to achieve a quorum suffi-
cient for a rich, unbiased discussion. We
only held the sessions quarterly, which
limited the total number of faculty mem-
bers discussed over the academic year.
Although our intervention depended on
the interest and leadership of upper-year
fellows to moderate the sessions, we were
able to train multiple moderators over the
course of the program thus far. Even so,
this fellow-driven intervention may be
harder to sustain in a smaller or less-
resourced fellowship.

We note several limitations of the group
evaluation process itself. This study
reports on fellow perceptions of feedback
quality, and it does not capture the
perceptions of other important
stakeholders in the evaluation and
feedback process (e.g., teaching faculty,
program directors). Although we trained
moderators to probe for dissenting
opinions to minimize groupthink bias, the
group format carries an inherent risk of

bias, as participants may have adjusted
their feedback to adhere to group norms.
There were a few occasions when an
individual fellow reached out to the
moderators separately to provide feedback
that they did not share in the group
setting. Additionally, because we invited
fellows from all 4 years of fellowship to
participate, feedback provided by upper-
year fellows may have been outdated.
Moderators were attuned to this possibil-
ity, and they framed the range of feedback
as either evidence of faculty growth or as
potential to work toward. They also
sought out fellows with recent experiences
working with the faculty member being
evaluated to complement older feedback.

Future plans include assessment of faculty
perceptions of the group feedback model
and qualitative assessment of the written
feedback submitted during this time; there
may be a spillover benefit to written
individual feedback, as fellows participated
in and observed their peers give specific,
behaviorally oriented feedback.
Identification of bias and further ways to
mitigate it may improve the quality of the
feedback.

Conclusions

Implementation of a fellow-led group fac-
ulty evaluation process created opportu-
nity for fellows to provide confidential
feedback, which fellows perceived as more
accurate and robust compared with indi-
vidual written feedback. This innovation
can be adapted by other fellowship pro-
grams as long as they have a peer moder-
ator and a protected time in which to
hold the sessions.

Author disclosures are available with the
text of this article at www.atsjournals.org.
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