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PERSPECTIVES OF FIRST-YEAR INTERNAL MEDICINE RESIDENTS ON
EVALUATING MEDICAL STUDENTS

ABSTRACT
As physicians-in-training transition from medical school to residency, they must quickly adapt to
new environments, systems, and roles in the clinical education setting. Many are tasked with
teaching and evaluating their near-peer medical students as early as the first day of residency
training, yet they are often uninformed on teaching practices and assessment strategies. This
basic qualitative study explored first-year medical resident perceptions of the influence of
evaluating medical students on their transition from medical student to first-year resident. Nine
first-year internal medicine residents participated in this study through semi-structured individual
interviews. Four themes emerged from the data: 1) feeling responsible for the growth of third-
year medical students, 2) concerns about the impact of subjective grades and evaluations, 3)
unpreparedness to evaluate medical students, and 4) preparedness for the first year of residency.
Through data analysis, the themes informed the following findings: first-year residents are
uncertain if they should evaluate medical students, first-year residents prefer the role of near-peer
mentor over evaluator, first-year residents are unprepared to evaluate medical students, first-year
residents learn how to evaluate through social constructivism (Vygotsky, 1978), a supportive
environment eases the transition to residency, and the first year of residency requires on-the-job
learning. The results of this study suggest changes can be made in medical education to better

support the learning environment and experiences for first-year medical residents.

Keywords: transition to residency, graduate medical education, evaluations, first-year resident,

third-year medical student
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CHAPTER 1: INTRODUCTION

The transition from medical student to resident is a period of uncertainty in medical
education where newly graduated physicians transition from assisting physicians in patient care
to making decisions that directly impact patient outcomes, a shift that to many seems quite
sudden (Boileau et al., 2019; Chang et al., 2020; Chen et al., 2015; Thompson et al., 2016; Wolf
et al., 2018). Patient care expectations are only one of the changes for medical student trainees
during this time. Many trainees move to new cities for residency, which requires them to
navigate their new surroundings and medical systems and create new social communities (Chang
et al., 2020). Additionally, first-year residents (also known as interns) experience a new role
within the medical education hierarchy; they now hold a dual role of learner and
supervisor/educator of medical students, often without training in learning theories or guidance
on how to teach medical students (Anderson et al., 2020; Chang et al., 2020; Chokshi et al.,
2017; Nishikura et al., 2021; Ofshteyn et al., 2021; Saucier et al., 2021; Sobbing et al., 2020).

The new roles and responsibilities first-year residents experience can lead to high levels
of burnout (Busireddy et al., 2017; Levy et al., 2019; Yaghmour et al., 2017). Residents
experience higher rates of burnout than their peers in non-medical careers, and first-year
residents suffer one of the highest levels of burnout during medical training (Levy et al., 2019;
Yaghmour et al., 2017). First-year residents also exhibit higher rates of depression and suicidal
thoughts than other medical trainees (Yaghmour et al., 2017). Long work hours, self-doubt, low
pay, and the emotional cost of gaps in clinical knowledge and skills all play a role in burnout,
depression, and suicidal ideations in the first year of medical residency (Busireddy et al., 2017;
Ghaith et al., 2022; Lu et al., 2021; Mata et al., 2015; Ripp et al., 2017; Walsh et al., 2019; West,

2012).



This basic qualitative research study focused on one aspect of the transition to residency
process. Specifically, this study sought to understand the first-year resident perceptions of the
influence of evaluating medical students on their transition to residency. First-year residents
know firsthand how important grades are to students and the ability to match into a student’s
chosen field or practice because they recently completed the process of applying to and matching
into residency programs (Filiberto et al., 2021; Sudan et al., 2014; Thompson et al., 2016). The
researcher of this study was interested in exploring the lived experiences of first-year residents as
they transition from medical students to residents. The researcher was especially interested in the
experiences of moving to the role of an evaluator of medical students and whether they felt
prepared to evaluate, knowing the importance of grades on the career trajectory of medical
students.

As a program administrator with 12 years of experience managing medical education
programs for medical students, residents, and fellowships in two departments, the researcher was
particularly interested in the transition between education levels in medical education. The
researcher has seen firsthand how stressed many graduating medical students seem as they start
residency, how uncertain and anxious new residents seem when they begin their residency
training, and how prevalent burnout appears to be in the first year of residency. The researcher’s
observations — anecdotal as they are — coincided with the conclusions of researchers who pointed
out that many residency programs desire an improved and standardized handoff process so they
know how best to support and train their new residents (see, for example, Beck Dallaghan et al.,
2021; Rojek et al., 2019). The researcher also has experience reading the evaluations of third-
year medical students submitted by first-year residents, more senior residents, and faculty and

incorporating the feedback into the final grade for the medical students. In this researcher’s



experience, there was a discrepancy in the written feedback between the first-year and more
senior residents. These observations and experiences compelled the researcher to conduct this
study. A review of the literature by the researcher found there have been many studies on the
student perspective of being evaluated by residents; however, there is little known about the
resident, particularly the first-year resident, experiences in evaluating medical students (Bullock
etal., 2019; Cohen et al., 2021; Dudas et al., 2012; Frank et al., 2019; Goldstein et al., 2013).
Therefore, it is unclear what first-year residents experience when asked to evaluate third-year
medical students; this basic qualitative research study sought to understand this experience.
Definitions of Key Terms

The following terms are used frequently in conversations regarding medical education in
the United States and are found throughout this study.

Accreditation Council for Graduate Medical Education (ACMGE): the accrediting body
for residency and fellowship programs in the United States (ACGME, n.d.).

Allopathic: a medical philosophy that treats illnesses with medications and relies on
imaging and blood tests for diagnoses; students who graduate from allopathic medical schools
earn Medical Doctorates (MDs) (Peconic Bay Medical Center Northwell Health, 2020).

Attending/Attending Physician. a physician legally responsible for treating patients at a
hospital or other healthcare facility; this person may also oversee the care of patients by medical
students, residents, and fellows (Whitlock, 2021).

Burnout: a condition resulting from enduring workplace stress that has not been
effectively managed. There are three dimensions of burnout: (1) exhaustion or energy depletion,
(2) cynical or negative feelings toward one’s job, and (3) feelings of ineffectiveness and

nonachievement (World Health Organization, 2022).



Evaluator of a medical student: a physician who submits a summative assessment of a
medical student’s performance in a clinical rotation (Dudas et al., 2012; Frank et al., 2019;
Goldstein et al., 2013).

Graduate Medical Education (GME) training: the period of training in a physician’s
education in a specific field (residency) or subfield (fellowship) following medical school
(ACGME, n.d.).

Inpatient service: a setting where patients are admitted to the hospital (St. George’s
University, 2021).

Intern: a physician who is in their first year of post-graduate medical training, also
known as a first-year medical resident or a “PGY1” (Whitlock, 2021).

Internal Medicine: branch of medicine that deals with diseases (diagnosis and non-
surgical treatment) in adults (Merriam-Webster, 2022.).

Liaison Committee on Medical Education (LCME): the accrediting organization of
medical schools in the United States and Canada (LCME, n.d.).

Medical student: a professional student enrolled in a medical school (Collins English
Dictionary, 2023).

National Residency Matching Program (NRMP)/“The Match’/Residency Match: “a
private, non-profit organization established in 1952 at the request of medical students to provide
an orderly and fair mechanism for matching the preference of applicants for U.S. residency
positions with the preferences of residency Program Directors” (NRMP, n.d., para. 4).

Near-peer learning/teaching: when a student learns from a peer who is one to two years

ahead in the educational process (Marton et al., 2014).



Osteopathic: a medical philosophy that emphasizes a patient’s overall wellness, including
their environment and diet when treating illnesses and making diagnoses; medical students who
graduate from osteopathic medical schools earn Doctorates of Osteopathic Medicine (DOs)
(Peconic Bay Medical Center Northwell Health, 2020).

PGY: Post Graduate Year. This indicates how many years a resident or fellow has been in
training (“PGY,” 2022).

Program Director: a physician faculty member who has “authority and accountability for
the overall program, including compliance with all applicable program requirements” (ACGME,
2021, p. 7).

Resident: a physician who is in post-graduate medical training in a general specialty.
Note: an intern is a resident in the first year of training; not all residents are interns (Whitlock,
2021).

Transition to Residency: the transition between medical student to resident, beginning in
the pre-clinical years of medical school when students research specialty options for residency,
ending in the first year of residency training; by the end of the transition, learners experience a
major life transition, new support systems, and the assumption of higher levels of patient care
responsibilities (Coalition for Physician Accountability, 2021).

Ward: an area of a hospital where patients requiring similar treatments are roomed
(Merriam-Webster, 2023).

Statement of the Problem

First-year medical residents experience unique challenges as they begin residency

training (Chang et al., 2020; Chen et al., 2015; Thompson et al., 2016; Wolf et al., 2018). Not

only do they often find themselves in new and unfamiliar cities, but they also adapt to new



clinical environments and new people who will supervise their training. Their transition from
medical student to resident also brings a new professional identity to navigate (Chang et al.,
2020). Their new environments allow for graduated autonomy in the clinical setting and new
roles of supervisor and educator of the medical students on their teams who are their near peers
(Chang et al., 2020; Cohen et al., 2021; Karasik & Dickman, 2020). Not surprisingly, these
residents also experience high levels of depression and burnout early in training, a result of the
high-stakes transition to residency and the overwhelming doubt and uncertainty their new
position brings (Chang et al., 2020; Levy et al., 2019; Yaghmour et al., 2017).

Due to the near-peer experiences, first-year residents often feel like they have “a special
connection with the medical students” (Cohen et al., 2021, p. 731) and therefore have realistic
expectations of what student performance should be on clinical rotations (Cohen et al., 2021).
First-year residents work more closely with third-year medical students on inpatient rotations
than faculty at many medical schools, yet they are often unprepared to contribute to summative
evaluations of medical students (Cohen et al., 2020; Geary et al., 2021; Khaled, 2021). With the
uncertainty and doubts first-year residents experience as they transition from medical student to
resident, it is unclear whether they should participate in the formal evaluation process of medical
students (Boileau et al., 2019; Chang et al., 2020; Cohen et al., 2021). Additionally, most first-
year residents are unaware of teaching theories and best practices, as residency programs often
administer “Resident as Teacher” workshops for senior residents (Anderson et al., 2020; Chokshi
et al., 2017; Nishikura et al., 2021). “Student as Teacher” workshops are becoming more
common experiences in medical schools with the idea that these workshops will better prepare
medical trainees for teaching responsibilities in residency (Bandeali et al., 2017; Erlich &

Shaughnessy, 2014). Unfortunately, these workshops are often elective opportunities for medical



students, and the majority of first-year residents matriculate without teaching experiences or
training (Bandeali et al., 2017; Erlich & Shaughnessy, 2014; Marton et al., 2015; Onorato et al.,
2021; Song et al., 2015).

First-year residents go through the process of applying to residency programs shortly
before beginning their residency training (most “matched” into their program approximately
three months before they began their first year of residency), so they have a heightened
awareness of importance residency programs place on clinical grades to determine which
applicants to interview (Filiberto et al., 2021; Hartman et al., 2019; Stephenson-Famy et al.,
2015; Sudan et al., 2014; Thompson et al., 2016). It is possible that their recent experience in
applying to residency programs may influence their ability to objectively assess medical
students, especially if they do not have adequate training on how to evaluate students (Cohen et
al., 2021). The additional workload of teaching and assessing medical students may be yet
another burden placed on first-year residents who are already navigating many new roles within
their personal and professional lives (Anderson et al., 2020; Chang et al., 2020; Chokshi et al.,
2017; Nishikura et al., 2021; Ofshteyn et al., 2021; Saucier et al., 2021; Sobbing et al., 2020).

Purpose of the Study

The purpose of this basic qualitative study was to explore the lived experiences of first-
year medical residents evaluating third-year medical students in an inpatient clinical
environment. The inpatient clinical environment was defined as the hospital inpatient setting
where first-year medical residents act as near-peer evaluators of third-year medical students. In
the inpatient setting, residents work with medical students in a team environment, and medical
students are often paired with first-year residents as they are the closest near-peers in the team

(Boileau et al., 2019, Cherney et al., 2018; Eilat-Tsanani, 2020; Khaled, 2021; Minter et al.,



2015). First-year residents can be placed in this environment as early as their first rotation in
residency (Bandeali et al., 2017; Marton et al., 2015; Onorato et al., 2021). Because of their close
relationship on the team, first-year residents are often required to submit evaluations of the
medical students they worked with, which are part of medical student clinical grades (Bandeali et
al., 2017; Cohen et al., 2021; Marton et al., 2015; Onorato et al., 2021). The intended
contribution of this study was to explore the lived experiences and perceptions of internal
medicine first-year residents’ teaching and evaluating third-year medical students in the inpatient
clinical setting and how these perceptions and experiences contributed to their overall transition
to residency.
Research Questions and Design
Qualitative research poses broad questions that are exploratory in nature, with the

intention to understand the meanings groups or individuals attribute to experiences or
phenomena. (Bloomberg & Volpe, 2019; Creswell & Creswell, 2018). The intended aim of this
basic qualitative research study was to gain an understanding of first-year resident perceptions of
the influence of evaluating medical students on their transition to residency. The methodology of
the research study was to conduct individual interviews to explore the following research
questions:

Research Question 1: How do first-year medical residents perceive their role as an evaluator

of third-year medical students?

Research Question 2: What is the experience of first-year medical residents regarding the

preparation to evaluate third-year medical students?

Research Question 3: How do first-year medical residents describe their lived experiences

related to the transition to residency?



Conceptual and Theoretical Framework

According to Ravitch and Riggan (2017), a conceptual framework has three components:
the researcher’s personal interests and goals, the topical literature review that shapes the study's
framing, and the theoretical framework. The researcher’s identity and positionality in
relationship to the study play a key role in shaping the research (Ravitch & Riggan, 2017). This
researcher worked with residents in a professional manner but was a non-physician and,
therefore, only observed the transition to residency from an outside perspective. The
observations of trainees as they progress through the various stages of the transition to residency
led the researcher to reflect on whether residents were prepared to evaluate medical students on
day one of residency, as they simultaneously had many other new roles to learn. These questions
informed the literature review of the research study.

From the literature review, the researcher found that while there are many studies on the
transition to residency, the focus of these studies is primarily on medical knowledge, procedural
skills, and first-year resident wellness (Boileau et al., 2019; Chang et al., 2020; Chaou et al.,
2021; Chen et al., 2015; Minter et al., 2015). Based on the literature review, it is still unknown
how the experience as an evaluator of medical students, a new role for first-year residents, may
connect to the larger transition to residency experience. The literature review also informed the
researcher of a gap in the research relative to the first-year residents’ experiences of evaluating
medical students. While the literature indicated that resident evaluations of medical students
typically align with faculty evaluations, residents are often left out of conversations around the
grading process, and many residents, particularly first-years, are untrained in grading rubrics and
in how to write summative feedback (Cohen et al., 2021; Dudas et al., 2012; Frank et al., 2019;

Goldstein et al., 2013). The researcher only found one study (Cohen et al., 2021) that explored
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the first-year resident experience in evaluating medical students. In that study, Cohen et al.
(2021) found that while first-year residents believed they had a deeper understanding and
connection to medical students due to their recent graduation from medical school, they also felt
they had to balance their own learning (as well as other competing interests) while working with
medical students, and they felt uncomfortable evaluating medical students because they neither
had guidance in the evaluation rubric nor did they have protected time to complete assessment
forms.

A modified version of the Dreyfus Model of Skill Acquisition (Carraccio et al., 2008)
contributed to the theoretical framework of this research study. The Dreyfus Model of Skill
Acquisition describes the process of learning through five stages: novice, advanced beginner,
competent, proficient, and expert (Dreyfus, 2004). The modified version by Carraccio et al.
(2008), created specifically to adapt the model to the clinical learning environment in medical
education, adds a sixth stage: master. This framework provided insight as to how learners
progress through each stage of graduated autonomy within the social context of medical
education, with near-peer teaching playing an important role in each learning stage (Boateng et
al., 2009; Carraccio et al., 2008; Green, 2016; Pefia, 2010). The modified Dreyfus Model of Skill
Acquisition parallels the design of the competency-based scales associated with evaluations of
medical students and residents (Association of American Medical Colleges, 2017; Holmboe &
Iobst, 2020). The competency-based scales for evaluations of medical students and residents
have four stages to indicate progression from novice to independent practice, which closely align
with the first four stages of Carracio et al.’s (2008) adaptation of the Dreyfus Model of Skill

Acquisition (AAMC, 2017; Homboe & lobst, 2020).
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Social constructivism theory (Vygotsky, 1978), a variation of constructivism, also
contributed to the theoretical framework of this research study. Constructivism suggests learning
happens when one builds upon previously learned skills, which allows learners to be actively
involved in their own learning process (Dennick, 2016). Social constructivism adds that learning
occurs in a community where new knowledge and skills are built on what the learner already
knows through engagement with their peers and instructors (Kay & Kibble, 2015; Sommers-
Flanagan & Sommers-Flanagan, 2018; Thomas et al., 2014). In constructivism and social
constructivism, teachers play a crucial role in knowledge and skill development (Baydal &
Singh, 2017; Sadideen et al., 2018; Suwannaphisit et al., 2021). In medical education, learners
experience increased responsibility based on their level of training with decreased supervision by
more skilled physicians as they progress through the learning stages (Chang et al., 2020;
Ofshteyn et al., 2021; Saucier et al., 2021; Sobbing et al., 2020). As medical students and
residents advance through their education, they take on the role of a near-peer teacher within
their learning environment (Chang et al., 2020; Eilat-Tsanani, 2020; Minter et al., 2015; Sobbing
et al., 2020).

Assumptions, Limitations, and Scope

It is important to acknowledge the assumptions of a research study as they may impact
the research process or study (Bloomberg & Volpe, 2019). Assumptions, which include beliefs
and biases, are ideas the researcher has that may or not be true (Bloomberg & Volpe, 2019). This
research study had three main assumptions. First, it assumed first-year residents would be willing
to honestly share their experiences of evaluating medical students. The study used semi-
structured interviews to gather data on the lived experiences of the participants; the researcher,

therefore, assumed that participants were willing to take part in the interviews and were honest in
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sharing their experiences (Bloomberg & Volpe, 2019). The second assumption was that
evaluating medical students is an added stress for first-year medical students. Finally, the third
assumption was that medical schools and residency programs do not sufficiently prepare first-
year residents to evaluate medical students. While the study by Cohen et al. (2021) confirmed
both the second and third assumptions, it is the only study of its kind. There was unfortunately
not enough data to support these assumptions as fact.

A potential hurdle to collecting data was the relationship the researcher had with the
study participants. As a member of the residency program staff who was employed by the study
site, residents may have perceived power in the researcher’s position and may not have been as
honest in their answers as they would if the researcher had no affiliation with the residency
program. The researcher reassured all participants that their privacy would be protected and
informed participants that any identifying information would be removed, that the researcher
would use pseudonyms, and that their status in the residency program would not be affected by
their choice to participate in this study. Should they choose to participate in the study, what they
said in the interviews would also not affect their status in the residency program. A limitation of
this research study was the focus on a single specialty within a large institution. Not all first-year
residents evaluate medical students in their own specialty, even within the research site, although
first-year residents in Psychiatry, Anesthesiology, Physical Medicine and Rehabilitation, and
Emergency Medicine at the research site evaluate medical students while rotating on internal
medicine rotations. The Liaison Committee on Medical Education (LCME) requires medical
students to work with residents in an accredited graduate medical education program in “one or
more required clinical experiences” during medical school; however, there is no requirement that

medical students are evaluated by the residents (LCME, 2020, p. 2020).
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The scope of this basic qualitative study was first-year residents in internal medicine
residency training at a single institution. Study participants began their internal medicine
residency training on June 24, 2022. Participants were chosen through purposeful sampling,
which is commonly used in qualitative studies (Creswell & Guetterman, 2019, Ravitch & Carl,
2021). The researcher purposefully selected participants who were in their first year of residency
and who had evaluated third-year medical students on inpatient wards.

Rationale and Significance

Many graduating medical students profess to feeling overwhelmed by the increased
responsibility of residency compared to medical school, not only in medical knowledge and
clinical skills but also in navigating the challenging new relationships and their new work/life
balance (Chang et al., 2020). While first-year residents are expected to become near-peer
teachers and mentors of the medical students on their teams, many lack knowledge of relevant
teaching theories and practices as teaching workshops (primarily known as “Resident as
Teacher” workshops) are mostly provided for more senior residents (Anderson et al., 2020;
Chokshi et al., 2017; Nishikura et al., 2021). Although “Student as Teacher” workshops, which
aim to prepare medical students to teach when they become residents, are gaining in popularity,
these experiences are primarily offered as elective opportunities to medical students, thus still
leaving many first-year residents ill-prepared to teach and evaluate medical students (Bandeali et
al., 2017; Erlich & Shaughnessy, 2014; Marton et al., 2015; Onorato et al., 2021; Song et al.,
2015).

The resident role as a teacher includes completing student evaluations, which are part of
medical students’ clinical grades (Bandeali et al., 2017; Cohen et al., 2021; Marton et al., 2015;

Onorato et al., 2021). Unfortunately, many residents do not receive training on grading rubrics or
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on providing written feedback (Cohen et al., 2021). First-year residents experienced firsthand
how important grades are to the career trajectory of physicians as most residency programs
“screen” students based on grades (Filiberto et al., 2021; Hartman et al., 2019; Stephenson-Famy
et al., 2015; Sudan et al., 2014; Thompson et al., 2016). Knowing the high stakes of clinical
grades, the evaluation process of medical students may add to the stress and anxiety first-year
residents experience, particularly early in the year (Cohen et al., 2021).

Summary

This basic qualitative study examined the perceptions of first-year internal medicine
residents evaluating third-year medical students on inpatient rotations at a single institution.
Topics related to the subject of the study included the transition to residency, the validity of
resident assessments of medical students, and near-peer teaching in medical education. The
review of the literature in Chapter 2 discusses an overview of medical education in the United
States, describes relevant details about the transition from medical student to resident, discusses
physician burnout, provides an overview of how medical students are evaluated in this stage of
their training, describes the medical team structure in a teaching hospital setting, including near-
peer teaching in medical education, and discusses medical trainee teaching workshops.

This chapter presented an overview of the transition to residency and the unique
challenges and changes first-year residents face as they progress from medical student to resident
(Boileau et al., 2019; Chang et al., 2020; Chen et al., 2015; Thompson et al., 2016; Wolf et al.,
2018). The aim of the research study was to understand first-year residents’ perceptions of
evaluating medical students and how evaluating medical students may impact the transition to
residency. This chapter discussed the assumptions, limitations, and scope of the basic qualitative

research study. Finally, the chapter offered the following rationale and significance for the
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research study based on a review of relevant literature: first-year residents express feeling
overwhelmed as they navigate new systems, cities, and roles in their medical training, while
first-year residents are expected to evaluate medical students as early as day one of training, they
feel unprepared to do so; their knowledge of the importance of medical student grades may
increase their stress and anxiety levels (Bandeali et al., 2017; Chang et al., 2020; Cohen et al.,
2021; Erlich & Shaughnessy, 2014; Marton et al., 2015; Onorato et al., 2021; Song et al., 2015).
Chapter 2 delves further into the modified version of the Dreyfus Model of Skill
Acquisition (Carraccio et al., 2008) and social constructivism theory (Vygotsky, 1978). The
chapter then explores existing literature through seven thematic buckets: (a) medical education in
the United States, (b) the transition from medical student to resident, (¢) physician burnout, (d)
evaluations of medical students, (e) the medical team structure in a teaching hospital setting, (f)
near-peer teaching in medical education, and (g) medical trainee teaching workshops. Chapter 3
discusses the methodology of the research study. Chapter 4 presents the study results, and
Chapter 5 provides conclusions and recommendations based on the interpretation of the data

collected.
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CHAPTER 2: LITERATURE REVIEW

The transition between medical school and residency training is crucial in the
development of a physician, yet the transition period is often considered abrupt and associated
with high levels of anxiety, uncertainty, and cognitive overload (Boileau et al., 2019; Chang et
al., 2020; Chen et al., 2015; Thompson et al., 2016; Wolf et al., 2018). First-year residents, also
known as interns or post-graduate year ones (PGY 1s), experience high levels of burnout and
suicidal thoughts early in the year, a result of the overwhelming doubt and uncertainty the
transition may bring (Chang et al., 2020; Levy et al., 2019; Yaghmour et al., 2017). The
literature reviewed indicated that students feel unready to begin residency and residency
programs do not know how to best support incoming first-year residents (Boileau et al., 2019;
Chang et al., 2020; Chaou et al., 2021; Chen et al., 2015; Minter et al., 2015). Medical schools
and residency programs have a responsibility to reduce the stressors that first-year residents face
to ease the transition to residency for their new first-year residents (Chang et al., 2020).

First-year residents are often required to work side-by-side with medical students in the
clinical environment, where they act as near-peer teachers and contribute to their education and
the evaluations, which are part of medical student’s clinical grades (Bandeali et al., 2017; Cohen
et al., 2021; Marton et al., 2015; Onorato et al., 2021). Because first-year residents recently went
through “the Match” process of connecting medical students to residency programs, they have
recent awareness of the high importance residency programs place on clinical grades, with many
programs using clinical grades as a top filtering tool for determining which applicants to
interview (Filiberto et al., 2021; Hartman et al., 2019; Stephenson-Famy et al., 2015; Sudan et

al., 2014; Thompson et al., 2016). Knowing the high stakes of clinical grades, the evaluation
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process of medical students may add to the stress and anxiety first-year residents experience,
particularly early in the year (Cohen et al., 2021).

Research literature around curriculum on how and when medical trainees (medical
students and residents) should be prepared for teaching responsibilities is split into two
categories: the residency program should be responsible for this curriculum, and medical schools
should provide this curriculum in the final year of training (Anderson et al., 2020; Chokshi et al.,
2017; Erlich & Shaughnessy, 2014; Nishikura et al., 2021). To improve resident teaching
methods, some residency programs now provide required “Resident as Teacher” workshops for
second-year or later residents (Anderson et al., 2020; Chokshi et al., 2017; Nishikura et al.,
2021). To a lesser extent, “Student as Teacher” workshops are becoming popular in medical
education, albeit mostly as elective experiences (Bandeali et al., 2017; Erlich & Shaughnessy,
2014; Marton et al., 2015; Onorato et al., 2021; Song et al., 2015). While these workshops
educate medical trainees in teaching theories and skills for providing feedback, it remains
unclear how, if at all, residents are prepared to evaluate medical students (Cohen et al., 2021;
Farfan, 2020; Karasik & Dickman, 2020; Owolabi et al., 2014; Onorato et al., 2021; Wolcott et
al., 2021).

Due to the near-peer experiences in the medical education environment, first-year
residents often feel like they have “a special connection with the medical students” and therefore
have realistic expectations of what student performance should be on clinical rotations (Cohen et
al., 2021, p. 731). First-year residents also work more closely with third-year medical students on
inpatient rotations than faculty at many medical schools, yet they are often unprepared for the
evaluation process (Cohen et al., 2021). With the known anxiety first-year residents experience

as they transition from medical student to resident, it is unclear if they should participate in the
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formal evaluation process of medical students (Boileau et al., 2019; Chang et al., 2020; Chen et
al., 2015; Cohen et al., 2021).

This chapter introduces the conceptual and theoretical frameworks of this study. Then,
the chapter delves into a review of existing literature. This literature review examines the
research from the past ten years to identify gaps in the understanding of how teaching and
evaluating medical students may relate to the transition from medical student to resident. Both
qualitative and quantitative studies will be presented in a topical format.

Conceptual and Theoretical Framework

Conceptual frameworks are compared to lighthouses, magnifying glasses, and rainbows —
they illuminate parts of the study and can bridge variables together in a study (Bordage, 2009;
Creswell & Creswell, 2018). There are three components of a conceptual framework: the
researcher’s personal interests and goals, the literature review that provides the framing of the
study, and the theoretical framework (Ravitch & Riggan, 2017). This section will discuss all
three components of the conceptual framework.

Personal Interest

This researcher worked in medical education for 12 years and observed the transition to
residency from an outside perspective when they worked with medical students and residents.
The observations of physicians-in-training as they progressed through the various stages of the
transition to residency led the researcher to question whether first-year residents are prepared to
add the role of evaluator of medical students in addition to the many other new roles they gain on
the first day of residency. The researcher also had experience in reviewing evaluations of third-
year medical students submitted by faculty and residents. In this researcher’s experience, the

written feedback in evaluations submitted by first-year residents differed from those submitted
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by more senior residents. This difference led the researcher to wonder how first-year residents
are prepared to evaluate third-year medical students.
Topical Research

The literature review begins with a discussion of the current state of medical education in
the United States, from undergraduate medical education to graduate medical education. The
transition from medical student to resident is explored from both perspectives of medical
students and programs. The review then discusses physician burnout with a special focus on
resident burnout and the burnout related to the COVID-19 pandemic. Next, the chapter discusses
evaluations of medical students. A review of the structure of medical education teams in the
inpatient clinical setting, followed by a larger examination of near-peer teaching in the clinical
environment of medical education, is also addressed. Finally, the literature review presents
literature regarding whether training on teaching and feedback methods should be the
responsibility of the residency program or medical school.
Theoretical Framework

Two learning theories contributed to the theoretical framework of this study: a version of
the Dreyfus Model of Skill Acquisition developed by Carraccio et al. (2008) that adapts the
model to medical education, and social constructivism theory (Vygotsky, 1978). According to
these theories, learning happens through social interactions within the learning environment as
well as by extending previously learned skills and knowledge (Carraccio et al., 2008; Vygotsky,
1978). Teachers also play an important role in the knowledge and skill development of learners
in these theories (Baydal & Singh, 2017; Carraccio et al., 2008; Sadideen et al., 2018;

Suwannaphisit et al., 2021).



20

Dreyfus Model of Skill Acquisition

The Dreyfus Model of Skill Acquisition is a five-stage model used to describe how adults
acquire new skills (Dreyfus, 2004). The adult learner moves through the following stages as they
learn: novice; advanced beginner; competent; proficient; and expert (Dreyfus, 2004). The novice
stage begins with the learner adhering to set rules given to them by their instructor under close
supervision. The learner moves through subsequent stages with decreased supervision until they
no longer need to rely on rules and can make their own decisions around the task without
supervision, thus becoming experts in the specific skill acquisition. G. Lee et al. (2021) argued
that the Dreyfus Model of Skill Acquisition highlights the significance of altering interventions
to allow students with different experiences to expand their skills.

A modified version of the Dreyfus Model of Skill Acquisition developed by Carraccio et
al. (2008) is a common framework in medical education to describe how trainees learn new
clinical skills and is applied to clinical evaluations for medical students and residents (Green,
2016; Pena, 2010; Boateng et al., 2009). In this framework, near-peer teachers were ideal
coaches for novice to competent-level learners. The modified version applies the Dreyfus Model
stages to a physician’s competency development and includes a sixth stage of “master. ” As
shown in Figure 1, in the modified version, learning through social contexts is built into each

step.
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Figure 1

Modified Dreyfus Model of Skill Acquisition by Carraccio et al. (2008)

MASTER
-
Reasons through wisdom;

effortless teacher
EXPERT
Analytical approach and adaptable to
unknown problems; need for exposure to
complex cases to avoid complacency

L ——

PROFICIENT

®———— Uses intuition in problem solving;
mentored by experts

COMPETENT

o Recognizes patterns and big picture; seeks
guidance as needed; may begin
independent practice

ADVANCED BEGINNER
L ——

Applies rules to skill through past
experiences; constant supervision

NOVICE
@ Abides by rules; reliance

on teacher

The review of the relevant literature section in this chapter delves into the first four stages
of the Dreyfus Model of Skill Acquisition as they pertain to evaluations in medical education.
The fifth and sixth stages of expert and master are rarely achieved by medical trainees (Carraccio
et al., 2008; Green, 2016). The expert stage is marked by an ability to work intuitively and
without the guidance of principles needed in earlier levels of learning (Pefa, 2010). The sixth
stage of master in the modified model by Carraccio et al. (2008) is differentiated by the
individual’s ability to naturally convey knowledge and tips to learners; the master is often the
individual whom learners seek for second opinions and guidance (Carraccio et al., 2008; Field,
2014). Masters are emotionally engaged in their work and are committed to lifelong learning and
continued reflection and improvement (Carraccio et al., 2008). In the model adapted to medical

education by Carraccio et al. (2008), near-peer teachers are instrumental in the adult learner’s
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progression; as near-peer teachers, first-year residents would be one step above the medical
students on this scale.
Social Constructivism

Social constructivism theory (Vygotsky, 1878) also contributes to the theoretical
framework of this study. Constructivism is a learning theory that postulates learning is
constructed through building knowledge upon previous learning (Dennick, 2016).
Constructivism learning theory suggests people play an active role in their own learning; while
one may be able to receive information, understanding cannot happen without building and
connecting new concepts to existing knowledge (Dennick, 2016; Sadideen et al., 2018).
According to Kay and Kibble (2015), constructivism allows learners to build knowledge by
actively engaging in their social environments, which allows educators to apply creative methods
of instruction. In constructivism learning theories, teachers are facilitators that guide their
students through learning (Badyal & Singh, 2017).

Social constructivism adds another layer to constructivism in that learners build
knowledge through social interactions within their learning environment (Andersen & Watkins,
2018; Sommers-Flanagan & Sommers-Flanagan, 2018; Suwannaphisit et al., 2021). Learning is
an active process that is collaborative and social by nature; knowledge acquisition occurs first on
a social level and then on an individual level when the learner connects new information with
previously learned skills (Andersen & Watkins, 2018; Suwannaphisit et al., 2021). Social
constructivism originated with Vygotsky’s (1978) idea of the zone of proximal development in
child development, “the distance between the actual development level as determined by
independent problem solving and the level of potential development as determined through

problem-solving under adult guidance or in collaboration with more capable peers” (p. 86).
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Suwannaphisit et al. (2021) argued that there are six characteristics in a social constructivism
learning environment: relevance, introspective thinking, instructor support, peer interaction, and
understanding. Within the social constructivism context, data will never reach saturation because
perspectives are constantly evolving (Martens, 2010, as cited in Boileau et al., 2019).

The aim of this basic qualitative study was to understand how evaluating medical
students may relate to the transition to residency for first-year medical residents. Social
constructivism theory (Vygotsky, 1978) provides reasoning as to how first-year residents gain
knowledge and comfort throughout the year. This framework is explained as wanting to
understand the complex perspectives of people who live the experiences with the goal of
developing “transferable knowledge” (Boileau et al., 2019, p. 305). It was unknown to this
researcher how first-year medical residents learn how to evaluate medical students; social
constructivism may explain this as well.

Overview of Medical Education in the United States

Medical education in the United States lasts at least six years, from medical school to
independent practice (DeZee et al., 2012; Zavlin et al., 2017). Most medical schools span four
years and have structured foundational (i.e., non-clinical basic sciences) and clinical curricula to
ensure students are well-versed in essential skills required for training in any medical specialty
(Chen et al., 2015; DeZee et al., 2012). Residency training lengths range from three years (family
medicine, internal medicine, pediatrics) to seven years (neurosurgery), with optional fellowship
training with lengths varying from one to four or more years to gain additional training in a
narrowed specialty (e.g., cardiology, sports medicine, reproductive endocrinology, infertility,
surgical oncology, etc.) (DeZee et al., 2012). While it is not the only factor in choosing a

specialty, many students note that student debt influences their specialty choice (Fritz et al.,
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2019). According to the most recent report by the Association of American Medical Colleges
(AAMC), the average amount of debt of a U.S. medical school graduate is $200,000, with 73%
of U.S. medical school graduates reporting having education debt (Youngclaus & Fresne, 2020).
Other factors that contribute to career specialty choices include personality, role models,
perceived work-life balance of specialties, family planning, length of specialty, and specialty
competitiveness (Fritz et al., 2019; Ladha et al., 2022; Youngclaus & Fresne, 2020).
Undergraduate Medical Education

Chen et al. (2015) suggested that medical school is a bridge connecting college and
residency training that prepares learners to perform in their joint role of physician and learner.
Undergraduate medical education is often divided into two sections: pre-clinical years, where
students spend much of their time in direct instruction, and clinical years, where students spend
time immersed in specialty-specific rotations, or “clerkships” (DeZee et al., 2012; Zavlin et al.,
2017). The Liaison Committee on Medical Education (LCME) requires core clerkship training in
emergency medicine, family medicine, internal medicine, neurology, obstetrics and gynecology,
pediatrics, psychiatry, and surgery (DeZee et al., 2012; LCME, 2021; Zavlin et al., 2017).
Although there are some exceptions, such as three-year accelerated programs, medical school is
four years in length, and students typically apply to residency programs at the start of their fourth
or final year of medical school (DeZee et al., 2012; Schwartz et al., 2018; Zavlin et al., 2017).
Process for Medical Students to Match into Residency

Most medical students participate in the National Resident Matching Program (NRMP) to
be “matched” into a residency program spot (Dooley et al., 2021; Weissbart, 2015; Zavlin et al.,
2017). There are multiple phases of “the Match” process: (1) the application phase, where

students submit their applications to the residency programs at which they are interested in
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training; (2) application reviews, when programs “screen” all applications they received to select
who they wish to interview; (3) interview offer and acceptance, when programs send selected
students invitations to interview with them; students are able to accept or decline the invitation;
(4) interviews; (5) ranking, when programs and students submit their rank lists (programs of
students and students of programs) to the NRMP; (6) Supplemental Offer Acceptance Program
(SOAP)— on Monday of “Match Week” students and programs will know whether they filled or
matched; SOAP offers three stages for unmatched students to apply to programs with unfilled
positions; and (7) Match Day, when students who did not go through SOAP find out where they
matched and programs can officially communicate with their matched students (Dooley et al.,
2021). The process can be incredibly competitive, depending on the medical specialty in which
students wish to complete residency (Dooley et al., 2021; Weissbart, 2015). Medical students can
apply to as many programs as they want in as many medical specialties as they want (Weissbart,
2015; Zavlin et al., 2017). "Unmatched” students are often forced to add another year in medical
school to become more competitive applicants in the following year’s match cycle (Dooley et al.,
2021; Weissbart, 2015; Zavlin et al., 2017).

It is extremely expensive for medical students to apply and interview with multiple
programs across the country. Studies estimate that prior to the COVID-19 pandemic, applicants
spent over $5000 to interview at programs, or approximately $587 per interview (Bamba et al.,
2021; Taparra et al., 2021; Weissbart et al., 2015). Students often take additional loans (on top of
their medical student loans which average $182,590) to pay for the cost of applying to programs
and travel to interviews (Fritz et al., 2019; Zavlin et al., 2017). The COVID-19 pandemic
brought change to this process, as all residency interviews moved to the virtual format in 2020

(Dooley et al., 2021; D. C. Lee et al., 2021; Taparra et al., 2021). It is uncertain at this time
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whether residency programs will continue to offer completely virtual interviews, although
medical specialty organizations such as the Academic Alliance for Internal Medicine are
advocating for interviews to remain virtual long-term (Luther et al., 2022). Due to the high
competition and pressure medical students feel when applying to residency programs, the
average number of programs students apply to increases yearly (Weissbart et al., 2015; Whipple
et al., 2019). Studies indicated, however, that increasing the number of applications submitted by
individual students may not increase a student’s ability to match into a residency position, as
residency programs are unable to perform holistic reviews of all applications due to the large
number of applicants they receive (Weissbart et al., 2015; Whipple et al., 2019). A potential
problem on the horizon is that the United States Medical Licensing Examination (USMLE)
moved to a pass/fail scoring method in January 2022 for the Step 1 exam, an exam taken before
medical students can begin their clinical rotations (Dooley et al., 2021). Score reports for exams
taken prior to January 25, 2022, provided a three-digit numeric score and a pass/fail outcome
(USMLE, 2021). Residency programs often use USMLE Step 1 exam scores to help “screen”
applicants (Dooley et al., 2021; Hartman et al., 2019). It is unclear at this time how this change
will impact the residency matching process.
Graduate Medical Education

Graduate Medical Education (GME) consists of post-medical school training (residency
and fellowship) before physicians can practice independently (DeZee et al., 2012). The
Accreditation Council for Graduate Medical Education (ACGME) provides oversight and
accreditation to all residency and fellowship programs and institutions in the United States
(DeZee et al., 2012; Nasca et al., 2021). The first year of residency can be a preliminary or

transitional year before residents begin their actual residency, as some specialties require a year



27

of general medicine or surgery before they begin their more-specialized training (e.g.,
anesthesiology, dermatology, neurology, ophthalmology, radiation oncology, etc.) (DeZee et al.,
2012; Khaled, 2021).

Transition from Medical School to Residency Training

Residents in their first year of residency training, sometimes referred to as interns or
PGY s, experience a difficult transition from medical student to junior physician that often
causes them to question their professionalism, clinical skills, and ability to navigate a work-life
balance (Boileau et al., 2019; Chang et al., 2020; DeZee et al., 2012; Schuster, 2020). First-year
residents work with medical students in a team environment, sharing faculty supervisors
(Boileau et al., 2019, Cherney et al., 2018; Eilat-Tsanani, 2020; Khaled, 2021; Minter et al.,
2015). Residents are often placed on teams with and are expected to teach medical students as
early as in their first year of residency (Bandeali et al., 2017; Marton et al., 2015; Onorato et al.,
2021). Residents working with medical students are expected to contribute to medical student
education in the clinical healthcare setting by the Liaison Committee of Medical Education
(LCME), the accrediting body for medical school education in the United States and Canada
(LCME, 2020).

Residents act as near-peer teachers for students; studies show that near-peer teaching
benefits student learning environments and psychological safety (Alkhail, 2015; Karasik &
Dickman, 2020; McKenna & Williams, 2017; Nishikura et al., 2021; Rees et al.; 2016; Saucier et
al., 2021; Sobbing et al., 2015; Wolcott et al., 2021). Unless first-year residents participated in
“Student as Teacher” workshops during medical school, they might be ill-prepared for teaching
as the majority of residency teaching training occurs at the senior levels of residency in the

United States (Anderson et al., 2020; Chokshi et al., 2017; Erlich & Shaughnessy, 2014;
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Nishikura et al., 2021). Additionally, resident assessments are included in medical student
grades, although few residents have knowledge of how to appropriately evaluate medical
students (Dudas et al., 2012; Frank et al., 2019; Goldstein et al., 2013).

During the past decade, the transition from medical student to resident has emerged as a
popular topic in medical education research, with most studies found on the topic published
within the last seven years. A review ef recent studies indicated learners do not feel prepared for
residency, and residency programs do not feel prepared to support their new first-year residents
(Boileau et al., 2019; Chang et al., 2020; Chaou et al., 2021; Chen et al., 2015; Minter et al.,
2015). However, there were very few studies that pose solutions to help ease the transition for
both groups (Perez et al., 2022; Sozener et al., 2016; Wancata et al., 2017).

Impact on First-Year Residents

The transition that new physicians experience as they move from medical student to
resident is stressful and causes them to question their professional identity, judgment, and
preparedness about moving into a more independent role when treating patients (Boileau et al.,
2019; Chang et al., 2020; Chaou et al., 2021; Chen et al., 2015; Minter et al., 2015; Perez et al.,
2022). Qualitative studies on the trainee’s perspective of the transition found that first-year
residents reported feeling lost and particularly struggled with the increased responsibility that
happens overnight as they start their new role (Boileau et al., 2019; Chang et al., 2020;
Demiroren et al., 2021; Perez et al., 2022). The transition period also impacts new residents’
personal lives; as many residents recently moved to a new city to start training, they struggle
with building and engaging with new social communities (Chang et al., 2020).

First-year residents also experience an abrupt change in patient care responsibilities, for

which they may feel ill-prepared (Boileau et al., 2019; Chang et al., 2020; Chen et al., 2015;
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Minter et al., 2015). According to Boileau et al. (2019), first-year residents may experience fear
when making decisions where a misstep could harm their patients. One substantial change in
responsibilities is the ability to prescribe and increase dosages of medications (Boileau et al.,
2019). In addition to the increased responsibilities, many first-year residents are also adapting to
a new work environment and navigating new clinics, hospitals, and medical records systems
(Boileau et al., 2019; Chang et al., 2020). The added responsibilities in their new role as resident
physicians often lead to difficulties in navigating work/life balance (Boileau et al., 2019; Chang
et al., 2020; Chen et al., 2015). One participant in a study conducted by Chang et al. (2020)
commented, “Once I get home from work, I’m kind of just drained...I’m constantly deciding, do
I stay up for an extra half an hour to be a normal person or do I just pass out immediately and go
to sleep?” (p. 1425). First-year residents who experience difficulties in their work/life balance
might be at a greater risk of burnout and suicidal thoughts, which will be explored later in this
chapter (Busireddy et al., 2017; Ghaith et al., 2022; Ripp et al., 2017).
The Handoff Process

While residency programs often select students to interview with their program based on
exam scores, grades on clinical rotations, and class rank, it is difficult for the program director to
accurately assess the medical knowledge and clinical skills of each incoming first-year resident
(Filiberto et al., 2021; Hartman et al., 2019; Stephenson-Famy et al., 2015; Sudan et al., 2014;
Thompson et al., 2016). Additionally, high exam scores, particularly on the United States
Medical Licensing Examination (USMLE) Step 1 exam, correlate with high performance on
residency in-training and board examinations; however, high exam scores do not correlate to
high interpersonal skills or resident performance (Dooley et al., 2021). Inflation of grades and

the unwillingness of medical schools to accurately describe their students’ deficits create a lack
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of trust in the handoff process (Beck Dallaghan et al., 2021; Rojek et al., 2019). Moreover,
residency directors are unable to depend on self-assessments from their incoming first-year
residents because self-assessments are often unreliable, and graduating medical students have
difficulty assessing their own clinical skills (Chen et al., 2015; Minter et al., 2015; Wancata et
al., 2017). Residency bootcamps at the end of medical school increase graduating students’
feelings of preparedness to start residency; however, there is no standard assessment form
provided to residency programs to finish the handoff process (Minter et al., 2015; Wancata et al.,
2017). Studies by Sozener et al. (2016) and Wancata et al. (2017) found when medical schools
provided an assessment of their graduating students’ competency levels based on the
Accreditation Council for Graduate Medical Education milestones of the field they matched in,
residency program directors can identify areas of weakness earlier and adopt a plan to address
deficits. A standardized handoff process remains a novel idea, with Sozener et al. (2016) and
Wancata et al. (2017) remaining the only studies of their kind for the past six years.

Once students become residents, they immediately transition to a new role in their
learning environment (Boileau et al., 2019; Chang et al., 2020; Demiroren et al., 2021). The
clinical learning environment is the same between medical school and residency training, as most
clinical learning is completed in a team-based setting (Chang et al., 2020; Eilat-Tsanani, 2020;
Minter et al., 2015; Sobbing et al., 2020). However, the requirements of first-year residents are
no longer simply to learn; residents must now also contribute to the education of lower-level
trainees in the clinical environment (Chang et al., 2020; Ofshteyn et al., 2021; Saucier et al.,

2021; Sobbing et al., 2020).
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Physician Burnout

Burnout is a known problem in healthcare professions; it is suggested more than half of
physicians are experiencing burnout at any given time, higher than any other profession in the
United States (Mata et al., 2015; Rodrigues et al.,2018; Rothenberger, 2017; Shanafelt et al.,
2015; Shopen et al., 2022; Somville et al., 2021). Physician burnout has far-reaching negative
consequences: suicidal thoughts, decreased productivity, increased needle sticks, patient harm
due to errors from deteriorating performance, colleagues subjected to increased unprofessional
actions such as verbal abuse, and quality ratings of healthcare facilities and their providers drop
(Rothenberger, 2017; Walsh et al., 2019; West et al., 2012). Physician turnover rates also
increase with burnout levels, a large problem for healthcare facilities as it costs two to three
times a physician’s salary to replace them (Rodrigues et al., 2018; Rothenberger, 2017; Willard-
Grace et al., 2019). Medical trainees, particularly residents and fellows, experience a greater risk
for burnout (Busireddy et al., 2017; Levy et al., 2019; Yaghmour et al., 2017). The risk of
burnout, particularly among physicians who worked the front lines, greatly increased due to the
COVID-19 pandemic, an ongoing problem with increasing variants of the virus (Baptisa et al.,
2021; Sasangohar et al., 2020; Shanafelt et al., 2020; Shopen et al., 2022).
Resident Burnout

According to Busireddy et al. (2017), up to 80% of residents experienced burnout at some
point during training. Resident burnout stems from a variety of factors, including the learning
environment, malpractice lawsuits, the snowballing emotional toll of the deficit in knowledge
and skills, patient deaths, and doubt in their abilities (Busireddy et al., 2017; Ghaith et al., 2022;
Ripp et al., 2017). Studies reported that resident burnout led to an increased risk of car accidents,

depression, substance abuse, thoughts of suicide, and alcohol use (Lu et al., 2021; Mata et al.,



32

2015; Walsh et al., 2019; West, 2012). According to Ripp et al. (2017), well-being habits may
imprint during residency, leading to long-lasting impacts on wellness throughout careers in
medicine. Additionally, burnout during residency affects learning motivation and curiosity, as
well as residents’ ability to teach lower-level residents and medical students (Lu et al., 2021).

Residents in their first year of training experience higher rates of burnout, depression, and
suicidal thoughts than residents in other years of training, as well as higher rates than their peers
in non-medical professions (Levy et al., 2019; Yaghmour et al., 2017). According to a study by
Yaghmour et al. (2017), suicide was the second-highest reason for resident deaths, and the
suicide rate of first-year residents was much higher than in other years of training. However, it is
important to note that in a more recent study by Levy et al. (2019), suicidal thoughts were most
prevalent in the third year of residency, followed closely by the first year. Unfortunately, there
were not any studies identified that focus on burnout prevention in residents, only on burnout
reduction (Lu et al., 2021; Walsh et al., 2019).
COVID-19 Pandemic Burnout

The COVID-19 pandemic brought a new toll on healthcare workers across the world
(Baptista et al., 2021; Lai et al., 2020; Sasangohar et al., 2020; Somville et al., 2021). The
pandemic caused an increase in stress on healthcare facilities, leading to inadequate equipment,
space, and personnel (Baptista et al., 2021). The pandemic also increased the toll on physicians’
personal lives, experiencing an increase in work hours, sleep deprivation, childcare issues, and
fear of exposing family and friends to the virus (Baptista et al., 2021; Lai et al., 2020;
Sasangohar et al., 2020). Emergency medicine physicians experienced a perceived risk of
exposure of 88% in the first year of the pandemic (Somville et al., 2021). While physicians and

other healthcare workers experienced an increase in burnout levels due to the pandemic, it is
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interesting to note that residents did not (Blanchard et al., 2021; Chang et al., 2022). This may be
because residents have already experienced a greater risk for burnout than physicians (Busireddy
et al., 2017; Levy et al., 2019; Yaghmour et al., 2017).

Evaluations of Medical Students

The evaluation of medical students is a developing topic of interest in medical education
(Bullock et al., 2019; Cohen et al., 2021). In 2013, the Accreditation Council for Graduate
Medical Education (ACGME) and the American Board of Medical Specialties developed six
core competency-based milestones for each accredited specialty to frame evaluations in graduate
medical education, creating standardized evaluations for board accreditation (Carraccio et al.,
2017; Torralba et al., 2020). While the Association of American Medical Colleges (AAMC)
created similar frameworks for undergraduate medical education in the form of 13 core
entrustable professional activities (EPAs) for entering residency in 2014, the Liaison Committee
on Medical Education (LCME) did not require medical schools to adapt evaluations to these
activities and undergraduate medical education does not have a standardized way to assess
medical students (Amiel et al., 2021; Carraccio et al., 2017). Since the publication of the EPAs,
residency program directors have pushed for medical schools to send individual students’ EPA
levels to the residency program to in which the student matched so the program director has an
idea of the strengths and weaknesses of their new residents (Amiel et al., 2021).

The EPAs of undergraduate medical education and milestones of GME are designed on a
competency-based scale, like the Dreyfus Model of Skill Acquisition (AAMC, 2017; Holmboe &
Iobst, 2020). Adult learners progress from a novice level to independent practice (AAMC, 2017;
Carraccio et al., 2008; Holmboe & Iobst, 2020). Both EPAs and milestones use four stages to

show the progression from novice through independent practice (AAMC, 2017; Holmboe &
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Iobst, 2020). Although not a true match, the ideas of each level pair nicely with the first four
levels of the Dreyfus Model of Skill Acquisition (Dreyfus, 2004).
Level 1: Novice

The novice relies on the instructor and must actively think through every step of what
they are doing (Carraccio et al., 2008; Field, 2014). The novice is unable to multitask as they
require complete attention on each step (Field, 2014). In terms of curricula, the novice should
have structured didactics to begin building knowledge (G. Lee et al., 2021). The novice learner
should focus on learning rules and methods for the skill they are building (Carraccio et al., 2008;
Dreyfus, 2004; G. Lee et al., 2021). According to the ACGME, this level can demonstrate
knowledge of a skill through multiple-choice questions but may not necessarily know how best
to demonstrate the skill itself (Holmboe & lobst, 2020). The AAMC (2017) indicated that if the
instructor does the skill by themselves, the learner is at the novice level.
Level 2: The Advanced Beginner

The advanced beginner can expand on the rules they learned as a novice and apply them
to the skill they are learning (Carraccio et al., 2008; G. Lee et al., 2021). The learner likely relies
on a template of how to perform the skill (AAMC, 2017). The advanced beginner is the stage at
which coaching and mentorship become applicable in the learning environment (Carraccio et al.,
2008; G. Lee et al., 2021). Even though they are building relevant skills, the advanced beginner
continues to learn through a “detached analytic frame of mind,” and due to the required
supervision, they do not have responsibility for the skills they are performing (Pefia, 2010, p. 4).
Level 3: The Competent

The competent learner can see the larger picture and forms an emotional attachment to

the skill they are learning (Carraccio et al., 2008; Pefia, 2010). The competent learner begins to
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recognize patterns in their tasks and will start to apply logical reasoning skills (Carraccio et al.,
2008; Field, 2014). However, the competent learner will still approach the skill with the
systematic approach they learned as a novice, careful not to overlook anything (Field, 2014). The
AAMC (2017) noted that at this level, the learner can prioritize their questions, which are no
longer excessive. Teachers of competent learners should balance supervision with independence
and hold students accountable for their decisions and mistakes (Carraccio et al., 2008).
Level 4: The Proficient

The proficient learner begins to use intuition to solve problems, subconsciously calling
on their previous experiences to notice patterns over analyzing rules (Carraccio et al., 2008).
Proficient learners can correct actions midway through the task and are able to deal with
ambiguity in their environments (Carraccio et al., 2008; Field, 2014). Proficient learners are
aware of their limitations, seek additional learning opportunities to attend to knowledge gaps,
and are open to second opinions when needed (AAMC, 2017; Carraccio et al., 2008; Field, 2014;
Holmboe & Iobst, 2020; G. Lee et al., 2021).

Medical Team Structure in a Teaching Hospital Setting

Medical students and residents must be supervised by attending physicians in the clinical
setting (ACGME, 2021; LCME, 2020). In hospitals and clinics that provide clinical education
experiences for medical trainees, medical students and residents work in teams that may consist
of medical students, residents, attending physicians, nurses, pharmacists, and other medical
profession trainees such as nursing, physician assistant, and pharmacy students (Boileau et al.,
2019, Cherney et al., 2018; Eilat-Tsanani, 2020; Khaled, 2021; Minter et al., 2015). These teams
work closely together, often for long hours, while treating multiple patients per day (Chang et al.,

2020). Teams provide structure for the supervision of patient care, as there are many eyes on
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patients throughout the day (Chang et al., 2020; Eilat-Tsanani, 2020; Minter et al., 2015;
Sobbing et al., 2020).

Medical teams are often structured with tiered supervision responsibilities: students
report to residents, and residents report to attending physicians; this structure creates additional
support for learners (Chang et al., 2020; Ofshteyn et al., 2021; Saucier et al., 2021; Sobbing et
al., 2020). Participants in a study by Chang et al. (2020) noted that supportive teams increase
first-year resident confidence. Additionally, Sobbing et al. (2015) suggested that students feel
better supported by residents than by attending physicians and that residents improve the student
learning environment through daily interactions with their students. The tiered educational team
structure may also help ease faculty responsibility. Eilat-Tsanani (2020) and English (2018)
indicated that residents ease the stress of often overworked faculty. Eilat-Tsanani (2020)
furthered that in clinical environments with medical students and no residents, faculty often have
increased teaching responsibilities because students will require additional supervision. Boileau
et al. (2019) noted that a detriment to the team structure is receiving feedback in front of peers
and near-peers often causes anxiety for the learners.

Near-Peer Teaching in Medical Education

Near-peer teaching provides the opportunity for a student to learn from a peer who is one
to two years ahead in the educational process (Marton et al., 2014). Medical education often
relies on near-peer teaching to increase learning opportunities for medical students and junior
residents within the medical team structure (Alkhail, 2015; Bandeali et al., 2017; Cherney et al.,
2018; Marton et al., 2015; Melvin et al., 2014; Nishikura et al., 2021; Onorato et al., 2021;
Owolabi et al., 2014; Rutz et al., 2019; Sobbing et al., 2015; Sternszus et al., 2012). The

accrediting bodies of undergraduate and graduate medical education require residents to
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participate in the teaching of medical students (ACGME, 2021; LCME, 2021). Many studies
showed that both residents and students benefit from near-peer teaching experiences; however,
the near-peer teaching experiences suffer when residents do not understand teaching theories and
practices (Bandeali et al., 2017; English, 2018; Erlich & Shaughnessy, 2014; Karasik &
Dickman, 2020).
Near-Peer Teacher Benefits and Disadvantages

Multiple studies on near-peer teaching in medical education found that there are many
benefits for peer teachers in the near-peer teaching process (Erlich & Shaughnessy, 2014; Gibson
et al., 2014; Irvine et al., 2018; Lydon et al., 2017; Onorato et al., 2021). Near-peer teaching
benefits the peer teacher by increasing their self-perceived teaching credibility and confidence in
teaching (Bandeali et al., 2017; English, 2018; Gibson et al., 2014; Irvine et al., 2018; Lydon et
al., 2017). Near-peer teaching in the clinical environment prepares physicians-in-training
opportunities to develop and practice teaching and leadership skills, which are crucial for their
careers as educators to their patients and peers (Bandeali et al., 2017; Onorato et al., 2021).
Teaching near-peers also increases learning for medical trainees as they reinforce their clinical
and procedural skills by teaching skills to near-peers (Gibson et al., 2014; Irvine et al., 2018;
Karasik & Dickman, 2020; Onorato et al., 2021). Karasik and Dickman (2020) noted that by re-
learning skills, near-peer teachers become active learners and are therefore more engaged with
the subject matter they are teaching. Near-peer teaching can be a rewarding experience for
medical trainees; a study by Lydon et al. (2017) found that when teachers see improvement in
their students, they experience gratitude and a sense of reward. A study by Andersen and
Watkins (2018) added that near-peer teachers can recognize their own growth by seeing where

they once were as a student.
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A known detriment to near-peer teaching in medical education is that medical trainees are
often neither trained to teach nor aware of their leadership and teaching skills until they are
teaching their near peers (Bandeali et al., 2017; English, 2018; Karasik & Dickman, 2020). Near-
peer teachers who understand educational theories feel better prepared to teach and have higher
confidence in their teaching skills (Bandeali et al., 2017; Erlich & Shaughnessy, 2014).
According to a study by Bandeali et al. (2017), compared to residents with little or no training,
residents who have knowledge and prior training in how to teach are more effective teachers,
have better communication skills, and are more enthusiastic teachers. Additionally, even if
medical trainees are provided education and training on how to teach, they often are not provided
with opportunities to receive feedback on their teaching skills before they become near-peer
teachers (Bandeali et al., 2017; Erlich & Shaughnessy, 2014; Gibson et al., 2014; Onorato et al.,
2021).

Near-Peer Learner Benefits

Studies showed that near-peer teaching has many benefits to learners in the clinical
environment (Alkhail, 2015; Karasik & Dickman, 2020; McKenna & Williams, 2017; Nishikura
et al., 2021; Rees et al; 2016; Sobbing et al., 2015; Wolcott et al., 2021). Students may learn
better from their near peers because they have similar knowledge levels, social context, and
language styles (Alkhail, 2015; Nishikura et al., 2021). Near-peer teaching in the clinical
environment allows students to build better relationships with their teams, which lowers their
perceived barriers to communicating with their supervisors (Nishikura et al., 2021). Additionally,
near-peer teaching provides a psychologically safe environment where learners feel they can ask
questions without repercussions from their supervisors (Karasik & Dickman, 2020; Nishikura et

al., 2021; Saucier et al., 2021; Wolcott et al., 2021). According to Lydon et al. (2017), learners
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believe near-peer teaching creates a culture of shared learning and teaching that boosts their
preparedness for clinical practice. Students feel they can ask their near-peer teachers questions
outside of clinical relevance and seek advice on personal development and career choice
(Sobbing et al., 2015).

Residents as Near-Peer Teachers in Clinical Environment

Residents are required to participate in the education of medical students and other health
professionals by the ACGME (2020) and the LCME (2021). Upon graduation, the ACGME
(2020) requires all residents to be competent in teaching various stakeholders, from patients and
families to health professionals (students, residents, and other health providers). The LCME
(2021) requires all medical students to participate in at least one required clinical experience in a
setting where they work directly with residents in an accredited graduate medical education
program. Multiple studies state that residents spend approximately 25% of their time in residency
teaching their near peers (Nishikura et al., 2021; Sobbing et al., 2015; Sternszus et al., 2012).
Resident teaching responsibilities often begin early in residency, with some first-year residents
responsible for teaching medical students during their first rotation (Bandeali et al., 2017;
Marton et al., 2015; Onorato et al., 2021).

Due to the hierarchal structure of medical education and clinical teams, learners are often
taught by their next-level senior near-peer: students are taught by residents, and residents act as
both learner and teacher (Khaled, 2021; Geary et al., 2021; Schuster, 2020). Because residents
often spend the most time with medical students in teams, students rely on residents to provide
quality teaching (Cohen et al., 2021; Geary et al., 2021; Khaled, 2021). According to a study by
Saucier et al. (2021), residents self-identified as teachers in the clinical environment when

considering their interactions and teaching approaches with medical students. When asked about
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their approach to teaching medical students in the clinical setting, residents spoke of their role of
providing safe learning environments, collaboration, and being role models (Saucier et al., 2021).
Student Perceptions of Resident Teachers

Medical students perceive residents to be effective teachers in the clinical setting
(Alkhail, 2015; Cherney et al., 2018; Geary et al., 2021; Melvin et al., 2014; Owolabi et al.,
2014; Rutz et al., 2019; Sobbing et al., 2015). A review of relevant research indicated that there
is no difference in medical student learning outcomes from resident teaching than from faculty
teaching (Alkhail, 2015; Rees et al., 2016; Sobbing et al., 2015). While medical students
typically rate all residents highly in teaching skills, there may be some specific characteristics
that indicate some residents are better suited to teach (Alkhail, 2015; Melvin et al., 2014; Rutz et
al., 2019). In a study aimed to identify objective characteristics of effective resident teachers in
emergency medicine, Rutz et al. (2017) found that medical students perceive residents who can
manage workflow and show compassion, integrity, and respect to be the best teachers. A similar
study by Melvin et al. (2014) suggested that students strongly prefer to be taught by residents
with strong knowledge bases and an ability to tailor learning to the individual learner. Traits
from both studies (Melvin et al., 2014; Rutz et al., 2017) indirectly aligned with many of the ten
non-clinical characteristics residents should have to succeed in residency, as found by Wolf et al.
(2018): communication skills, critical thinking, emotional intelligence, ethical behavior,
intellectual curiosity, organizational skills, resilience, self-improvement, teamwork, and
vocational commitment. While the research studies differed in the characteristics that make
residents highly effective teachers, it was clear that both clinical and non-clinical attributes were
desired by medical students of their resident teachers (Alkhail, 2015; Melvin et al., 2014; Rutz et

al., 2019).
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Resident Assessments of Medical Students

Due to the team structure of medical student education and the time residents spend
directly working with medical students, residents can provide accurate assessments of medical
students during their clinical rotations (Dudas et al., 2012; Frank et al., 2019; Goldstein et al.,
2013). Resident and faculty assessments of medical students are often in agreement; however,
while resident evaluations are often considered when calculating final clinical grades for medical
students, residents are rarely invited to contribute to clerkship grading committees (Dudas et al.,
2012; Frank et al., 2019; Goldstein et al., 2013). According to a study by Frank et al. (2019),
resident evaluations of medical students are often more accurate than faculty evaluations.
Additionally, medical students feel that residents provide more accurate and fair evaluations than
faculty (Bullock et al., 2019; Cohen et al., 2021). That said, a major barrier that residents,
especially first-year residents, experience when assessing medical students is the lack of training
on the grading rubric and how to write summative feedback (Cohen et al., 2021).

Medical Trainee Teaching Workshops

Although they are expected to teach their near peers, residents often lack training on how
to be effective peer teachers and need a formal curriculum on teaching strategies and
philosophies (Farfan, 2020; Karasik & Dickman, 2020; Ofshteyn et al., 2021; Onorato et al.,
2021; Owolabi et al., 2014; Wolcott et al., 2021). A study by Onorato et al. (2021) suggested that
learning teaching skills requires a knowledge of educational theory paired with focused practice
in teaching with individual feedback. A review of related research showed that a formal teaching
curriculum increased teaching attitudes for medical trainees (Anderson et al., 2020; Bandeali et
al., 2017; Chokshi et al., 2017; Lydon et al., 2017; Song et al., 2015). Understanding how to

teach may increase individual motivation to teach (Nishikura et al., 2021). Finally, learning and
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applying teaching methods may increase a medical trainee’s desire to become a future clinician-
educator (Chokshi et al., 2017; Lydon et al., 2017; Song et al., 2015).
“Resident as Teacher” Workshops

According to Anderson et al. (2020), only 15% of residents received training in how to
teach before their teaching responsibilities began. A trend that emerged around 2017 to remedy
this lack of training was to conduct “Resident as Teacher” workshops sometime during residency
training (Anderson et al., 2020; Chokshi et al., 2017; Farfan, 2020; Geary et al., 2021; Nishikura
et al., 2021; Ofshteyn et al., 2021; Wolcott et al., 2021). Residents who attended teaching
workshops perceived themselves to be more effective leaders and mentors (Anderson et al.,
2020; Chokshi et al., 2017; Farfan, 2020; Geary et al., 2021; Ofshteyn et al., 2021; Wolcott et al.,
2021). A study by Ofshteyn et al. (2021) found that residents’ self-assessment of teaching skills
increased after attending the workshop. According to Anderson et al. (2020), teaching workshops
can improve resident confidence in providing quality feedback to their near-peer learners. Other
noted benefits of “Resident as Teacher” workshops include patient care, as residents who are
strong teachers may positively impact medical decisions around patient safety (Farfan, 2020).

One detriment to these teaching workshops is that they may be implemented too late.
While residents are often expected to teach in their first year of residency, “Resident as Teacher”
training often occurs in senior residency years (Anderson et al., 2020; Chokshi et al., 2017;
Nishikura et al., 2021). In fact, only two studies (Geary et al., 2021; Wolcott et al., 2021) were
found on first-year residents attending a “Resident as Teacher” workshop. Geary et al.’s (2021)
study required all residents in a five-year surgery residency program to attend teaching

workshops yearly yet did not provide results for individual levels of training. While much of the
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study by Wolcott et al. (2021) can be applied to medical residents, it is important to note that
their study focused on dental residents.
“Student as Teacher” Workshops

Most teaching skill workshops in medical education exist in residency programs;
however, some medical schools offer teaching electives and workshops for medical students
(Bandeali et al., 2017; Erlich & Shaughnessy, 2014; Marton et al., 2015; Onorato et al., 2021;
Song et al., 2015). Conclusions from Bandeali et al. (2017) and Erlich and Shaughnessy (2014)
argued that teaching trainees how to teach is the responsibility of medical schools and that by
teaching students how to teach, schools are better preparing them for residency, particularly
because teaching can be expected within the first months of residency. Song et al. (2015) found
“Student as Teacher” training can benefit medical schools because students who learn how to be
educators are more likely to contribute to curriculum changes. A large downside to “Student as
Teacher” programs is that they are often not required experiences within schools and are merely
elective opportunities (Bandeali et al., 2017; Erlich & Shaughnessy, 2014; Marton et al., 2015;
Onorato et al., 2021; Song et al., 2015).

Summary

The literature presented in this review provides important background related to the
research study. This review first looked at the overview of medical education in the United States
with an emphasis on the transition to residency and the known problems associated with the
transition. Physician burnout was discussed with attention to resident burnout and the impact of
COVID-19-related burnout on physician burnout. The literature then delved into the evaluations
of medical students and residents, linking the competency levels to the Dreyfus Model of Skill

Acquisition (Carraccio et al., 2008, Dreyfus, 2004). Next, the literature examined the hierarchal
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team structure in clinical medicine, which relies on near-peer teaching. Finally, the review
explored the topic of teaching workshops and preparation for teaching, with arguments for which
level is responsible for this training — medical schools or residency programs.

There are many strengths in the existing research on these topics. First, the literature
presented multiple studies on the perceived learning curve between medical school and residency
and how the transition to residency is a time of uncertainty for both new first-year residents and
residency programs (Boileau et al., 2019; Chang et al., 2020; Chaou et al., 2021; Chen et al.,
2015; Minter et al., 2015). Second, the research discussed the higher risk of burnout residents
face compared to their peers in other professions as well as compared to physicians of higher
levels, with greater levels of suicidal thoughts in the first year of residency (Busireddy et al.,
2017; Levy et al., 2019; Yaghmour et al., 2017). Third, the research presented strong arguments
for the necessity of hierarchal medical team structures in the clinical training environment and
how hierarchies enhance learning for medical students and residents, particularly through the
near-peer teaching experiences between residents and medical students (Alkhail, 2015; Bandeali
et al., 2017; Chang et al., 2020; Marton et al., 2014; Nishikura et al., 2021; Saucier et al., 2021;
Sobbing et al., 2020). Fourth, the research clearly indicated that residents are perceived as
successful teachers in the clinical learning environment and that their assessments of medical
students are as accurate as those from faculty (Alkhail, 2015; Cherney et al., 2018; Dudas et al.,
2012; Frank et al., 2019; Goldstein et al., 2013; Melvin et al., 2014; Owolabi et al., 2014; Rutz et
al., 2019; Sobbing et al., 2015). Lastly, the literature examining teaching workshops for medical
trainees (both students and residents) suggested they can enhance teaching skills and increase the
desire to become future educators (Chokshi et al., 2017; Lydon et al., 2017; Ofshteyn et al.,

2021; Onorato et al., 2021; Song et al., 2015).
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The weakness in the conducted literature review is that it does not focus on the role of
first-year residents as teachers and evaluators of medical students. Research studies conducted on
the transition to residency centers on medical knowledge, procedural skills, and mental health of
first-year residents (Boileau et al., 2019; Busireddy et al., 2017; Chang et al., 2020; Chaou et al.,
2021; Chen et al., 2015; Levy et al., 2019; Minter et al., 2015, Yaghmour et al., 2017). Yet, little
is known how, if at all, first-year residents are prepared to teach, evaluate, or even work with
medical students in the clinical setting (Anderson et al., 2020; Cohen et al., 2021). Additionally,
most of the research on resident teaching was from the student, not the resident, perspective
(Saucier et al., 2021). What is missing is not whether residents can be effective teachers or
evaluators of medical students, but the residents’ experiences in teaching and evaluating
students. A particularly large gap in this research is on the first-year resident perspective (Cohen
et al., 2021). If research addressed resident experiences or training in teaching and evaluating
medical students, it is in the later years of residency (Anderson et al., 2020; Chokshi et al., 2017;
Cohen et al., 2021; Dudas et al., 2012; Frank et al., 2019, Geary et al., 2021; Goldstein et al.,
2013, Nishikura et al., 2021; Wolcott et al., 2021). It also remains unclear how resident
evaluations of medical students are incorporated into the clinical grades (Dudas et al., 2012;
Frank et al., 2019; Goldstein et al., 2013).

The next step for this study was to explore the following: how first-year medical residents
perceive their role as an evaluator of third-year medical students; what the experience of first-
year medicine residents is regarding the preparation to evaluate third-year medical students; and
how first-year medical residents describe their lived experiences related to the transition to
residency. The study allowed first-year residents to tell their experiences in working with and

evaluating medical students in their current year of training. The next chapter presents the
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methodology and research design that this study used to answer the research questions. Chapter 4
presents the results of the research study, and Chapter 5 discusses recommendations and

conclusions drawn from the interpretation of the collected data.
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CHAPTER 3: METHODOLOGY

This basic qualitative study aimed to explore how first-year residents’, also known as
interns or post graduate year ones (PGY 1s), perceive the impact of evaluating third-year medical
student in the inpatient clinical setting on their transition to residency. Evaluations and grades of
medical students are known to be one of the top screening methods residency programs use when
selecting candidates to interview each year (Filiberto et al., 2021; Hartman et al., 2019;
Stephenson-Famy et al., 2015 Sudan et al., 2014; Thompson et al., 2016). First-year residents
work on hierarchal teams in the inpatient medical setting, which allows them to provide near-
peer teaching to medical students while receiving guidance and supervision from higher-level
trainees (senior residents and/or fellows) as well as attending physicians (Alkhail, 2015;
Bandeali et al., 2017; Cherney et al., 2018; Cohen et al., 2021; Marton et al., 2015; Nishikura et
al., 2021; Onorato et al., 2021).

Although first-year residents have a near-peer teaching relationship with medical
students, a known problem in medical education is their lack of preparation in participating in the
evaluation process of medical students (Cohen et al., 2021). Additionally, when medical students
transition to the role of resident, they face an array of challenges related to their new professional
identity and the anxiety and uncertainty the new role and identity bring (Chang et al., 2020). The
problem that this study examined was a gap in the literature regarding the first-year resident
experience in evaluating medical students and how it may relate to the pressures associated with
the transition to residency. The research study explored the perceptions of first-year residents
using the following research questions:

Research Question 1: How do first-year medical residents perceive their role as an

evaluator of third-year medical students?
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Research Question 2: What is the experience of first-year medical residents regarding

the preparation to evaluate third-year medical students?

Research Question 3: How do first-year medical residents describe their lived

experiences related to the transition to residency?

Social constructivism theory (Vygotsky, 1978) and a modified version of the Dreyfus
Model of Skill Acquisition (Carraccio et al., 2008) contributed to the theoretical framework of
this research study. Social constructivism theory postulates that learning happens collaboratively
while learners build on previously learned skills (Kay & Kibble, 2015; Sommers-Flanagan &
Sommers-Flanagan, 2018; Thomas et al., 2014). The modified version of the Dreyfus Model of
Skill Acquisition (Carraccio et al., 2008) was specifically adapted to the clinical learning
environment in medical education and describes how learners progress through stages of
graduated autonomy within the social context of medical education.

The chosen methodology for this study was to conduct a basic qualitative study due to
social constructivism underlying this form of study as participants construct meaning to their
experiences through their social environment (Merriam & Tisdell, 2016). The study collected
data through semi-structured individual interviews, which were held virtually via Zoom with all
sessions’ video and audio recorded using the software’s secure recording features (Zoom Video
Communications, 2016). The researcher used a semi-structured interview guide (see Appendix
E), which consisted of open-ended questions to allow for flexibility for the researcher to respond
to and explore new information emerging on specific topics (Merriam & Tisdell, 2016; Patten &

Newhart, 2018).
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Site Information and Demographics

The chosen site for this study was an allopathic medical school within a large public
university located in Washington State. The medical school aims to increase primary care
physicians in rural areas in the states of Washington, Wyoming, Alaska, Montana, and Idaho, a
training program known as “WWAMI” (WWAMI Regional Medical Education Program, 2021).
The site had approximately 250-300 undergraduate medical students per class and approximately
1,350 graduate medical trainees in over 120 Accreditation Council of Graduate Medical
Education (ACGME)-accredited residency and fellowship programs. The undergraduate and
graduate medical trainees rotated at five primary hospitals within a ten mile radius of the
university as well as at over 300 community training sites in six states and two countries (UW
Medicine, n.d.-d).

Ninety-six percent of all medical students at the site were from the WWAMI region; it
was unclear which states and/or countries were represented by the accepted out-of-region
students (UW Medicine, n.d.-a). Of the students who matriculated in 2022, 61% identified as
White, 23% lived in rural counties, and 17% identified as Underrepresented in Medicine
(“URiM,” which included people who identified as African American/African/Black,
Hispanic/Latinx, Pacific Islander/Hawaiian Native, American Indian/Alaska Native, Bhutanese,
Burmese, Cham, Hmong, Khmer, Lao, Mien, Thai, and Vietnamese) (UW Medicine, n.d.-a). The
institution’s Graduate Medical Education (GME) office does not release demographic reports for
residency and fellows; however, they acknowledged an increase in BIPOC and URiM candidates
who matched at the institution in 2022 based on self-reported data from clinical departments

within the School of Medicine (UW Medicine, 2022). Of the first-year resident positions
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available at the site, 86% were filled by applicants from outside institutions (NRMP, 2022;
University of Washington School of Medicine, 2022).

At the time of the study, 170 residents worked in the training program (internal medicine
residency program) from which the interview participants were recruited, including 66 first-year
residents, 52 second-year residents, and 52 third-year residents. Within the first-year class, 13
were preliminary track residents that spent one year in the internal medicine residency program
before finishing their training in neurology or ophthalmology. Twenty-seven percent of the
program’s residents identified as URiM, 41% identified as White, 20% identified as non-URiM
minority, and 12% chose not to self-identify their race when they applied to the program. These
residents graduated from 87 different medical schools across 36 states and seven countries,
including five osteopathic medical schools and six international medical schools. At the time of
this study, residents from this program were healthy adults ranging from 25 to 44 years old. The
variability in the background of the program’s residents may impact both the individual’s
transition to residency as well as their preparation to evaluate medical students.

First-year residents in the internal medicine training program work with third-year
medical students on inpatient medicine wards at three hospitals that serve different patient
populations and have different team structures. The first is an academic hospital that offers
“exceptional, multidisciplinary care to a vast array of patients who come to us from across the
globe” (UW Medicine, n.d.-c, para. 2). The inpatient medicine wards teams at this site have one
to three third-year medical students, one first-year resident, a third-year resident, and an
attending physician (University of Washington Internal Medicine Residency, 2021). The second
is a county-owned hospital that prioritizes underserved patients, including, but not limited to,

immigrants, under- and uninsured, domestic and sexual assault victims, incarcerated persons in
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the county’s jails, people with substance abuse problems, or mental illness (UW Medicine, n.d-
b). The team structure at this site is zero to three third- or fourth-year medical students, one to
two first-year residents, a second- or third-year resident, an attending physician, and allied health
professionals (University of Washington Internal Medicine Residency, 2022). The third is a
Veteran’s Affairs hospital, which treats the area’s veteran population. Teams on this hospital’s
medicine wards consist of two third-year medical students, two first-year residents, one second-
year resident, an attending physician, and a medical team assistant (University of Washington
Department of Medicine: Medicine Student Programs, n.d.). The first-year residents rotating in
the county and veteran’s affairs hospitals consist of residents in internal medicine, psychiatry,
rehab medicine, psychiatry, family medicine, and anesthesiology, which adds further variations
among the inpatient teams (Amion, n.d.). These variations may influence first-year resident
perceptions of evaluating medical students on inpatient wards.
Participants and Sampling Method

The target population for this basic qualitative study was first-year residents in the
internal medicine residency program at the site. This site was chosen due to the three-hospital
system, which allows for unique experiences on inpatient medicine wards teams. The researcher
contacted the site’s Institutional Review Board, which informed the researcher that they did not
need to go through the site’s IRB in addition to the IRB at the University of New England (see
Appendix A). The researcher also contacted the site’s Office of Labor Relations because the
residents are represented by a union; the office did not have any concerns if residents were
informed that the study was voluntary (see Appendix B).

The sampling method of this study was purposeful sampling, which is a standard

sampling method used in qualitative research studies (Creswell & Guetterman, 2019, Ravitch &
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Carl, 2021). In purposeful sampling, participants are chosen intentionally to allow the researcher
to obtain the information needed to answer their research questions (Ravitch & Carl, 2021). To
understand the perceptions of first-year residents evaluating third-year medical students on
inpatient wards, the researcher purposefully selected a sample of residents who were in their first
year of residency who had experienced evaluating third-year medical students on inpatient
wards.

In qualitative research, sample size determination relies on the data analysis process that
occurs simultaneously with data collection (Patten & Newhart, 2018). Saturation, the point
where data collection no longer yields additional themes or new information, often informs the
sample size (Merriam & Tisdale, 2016; Patten & Newhart, 2018). While there is no standard for
the minimum number of participants needed in a qualitative study, Patten and Newhart (2018)
suggested that qualitative studies typically have between 10 and 26 participants. The researcher,
therefore, planned to recruit 10 participants for the study and acknowledged saturation would
likely occur with this number of participants. This researcher recruited nine participants for this
study.

Instrumentation and Data Collection

A central feature of all qualitative research is that individuals interact with the social
world to construct their reality (Merriam & Tisdell, 2016). The researcher plays an important
role in constructing the meaning of experiences by engaging with study participants (Merriam &
Tisdell, 2016). The research questions of the study asked about the lived experiences of first-year
medical residents; obtaining their first-hand accounts via interviews was an appropriate method

to obtain the information needed to answer the research questions. The researcher conducted
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semi-structured interviews and constructed the meaning of their experiences through data
interpretation.

After obtaining IRB approval, the researcher sent a study recruitment email to the site’s
Program Director and Associate Director asking for assistance in forwarding the email to all
first-year residents in the program (see Appendix C). The researcher attached the Participant
Information Sheet (see Appendix D) to the recruitment email. The researcher believed that
having the Program Director or Associate Director forward the recruitment email to residents
would increase the likelihood of residents reading the email, especially because the researcher
used their University of New England email account for recruitment, which could be filtered into
the residents’ junk mail folder. Additionally, the Program Director and Associate Director have a
high amount of “pull” with the residents, and having one of them forward the email may result in
a greater number of participants. The researcher asked these individuals if they would forward
this email to the residents at the appropriate time, both of whom verbally consented (K. Corning,
personal communication, February 22, 2023; K. Steinberg, personal communication, January 25,
2023). The recruitment email asked for volunteers to participate in this study and requested they
email the researcher directly within two weeks of the email date if interested in participating in
the research study.

The researcher developed an interview protocol (see Appendix E) that had open-ended
questions to create conversation and allow for new topics to be explored in the moment during
the interview (Merriam & Tisdell, 2016). The interview protocol was shared with participants
before the interview, as it was included in the confirmation email to participants when their
interview was scheduled. The interview protocol consisted of eight questions that asked about

their experiences on inpatient wards in medical school and residency. Interviews were conducted
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virtually and recorded via Zoom. Interviews were transcribed following each session. Member
checks were used to receive feedback from participants on the collected data (Bloomberg &
Volpe, 2019). To conduct the member checks, the researcher sent individual participants their
interview transcription for review to ensure accuracy. Interview data was then coded, which
allowed for the data to be organized into patterns and themes (Bloomberg & Volpe, 2019).
Data Analysis

After each interview was conducted, the researcher used the transcription option in Zoom
to transcribe the interview. The researcher then reviewed the transcription while playing back the
recording to ensure the accuracy of the transcript and revised the document as necessary. The
researcher particularly took time to remove any identifying information (e.g., using pseudonyms
instead of the participant names as well as using gender-neutral pronouns). A master list was
used to connect participants’ identifying information with their assigned pseudonyms. The
master list was stored as a file on the researcher’s personal computer, which was secured by a
password. The researcher sent each participant their transcribed interview for review. For
security purposes, the recorded files and transcriptions were saved on the researcher’s personal
OneDrive account through the University of New England; no other person had access to these
files. The researcher destroyed the interview recordings immediately upon participant approval
of the interview transcripts or after one week if the participant did not reply to the email
requesting transcription approval.

After the interviews were transcribed and reviewed by the participants, the researcher
began the coding process. Coding provides meaning to the data collected by assigning words or
phrases with chunks of data (Ravitch & Carl, 2021; Saldafia, 2021). The researcher used

inductive coding, an approach that “spontaneously creates original codes the first time data are
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reviewed” (Saldafia, 2021, p. 41). The coding process consisted of two cycles. While the first
cycle of coding allowed for data analysis, the purpose of the second cycle was to synthesize the
data, allowing the researcher to focus on aspects of the research questions (Ravitch & Carl, 2021;
Saldafia, 2021). The researcher used pattern coding in the second round of the coding, which
allowed for the grouping of codes “into a smaller number of condensed categories, themes, or
concepts” (Saldafia, 2021, p. 322). The researcher used QDA Miner, a software program that
assists in qualitative data analysis, to code, manage, and organize the data.

Concurrent with the coding process, the researcher wrote analytic memos to reflect on
what was learned, what was still uncaptured, and how the codes related to one another
(Bloomberg & Volpe, 2019; Ravitch & Carl, 2021; Saldania, 2021). These memos were entered
into QDA Miner and linked to any corresponding data that provoked the thought. As Saldafia
(2021) recommended, the memos were titled with a short description so they could be easily
retrieved when needed. The transcriptions and memos will be retained on record for three years
after the completion of the study and then destroyed. The study data may be accessed upon
request by representatives of the University of New England (e.g., faculty advisors, Office of
Research Integrity, etc.) when necessary.

Limitations, Delimitations, and Ethical Issues

It is important for the researcher to acknowledge limitations, delimitations, and ethical
issues that may exist in the study. Every study has inherent limitations and characteristics that
may influence the interpretations of findings regardless of how well it is designed (Bloomberg &
Volpe, 2019). This section outlines the limitations, delimitations, and ethical issues that provide

the scope and the context for the study.
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Limitations

A concern of this research study was the existing relationship the researcher had with the
study participants. The researcher chose the institution as the study site due to the multiple
hospitals and team structures on inpatient wards that the first-year residents experience. While
not in a supervisory role, the researcher worked in the administrative office of the residency
program and participants may not have been as honest in their answers as they would in a study
by someone not affiliated with the program. That said, a limitation of interviews as a data
collection source was a bias that may have resulted in responses due to the researcher’s presence
regardless of their connection to the researcher (Creswell & Creswell, 2018). According to
Creswell and Poth (2018), interviews create an inherent power imbalance and hierarchy between
the interviewer and the interviewee. While the researcher’s relationship with the study
participants may have caused additional bias in participant responses, this limitation could exist
regardless of said relationship. Another limitation of interviews was the differences in participant
articulation and perception levels (Creswell & Creswell, 2018). Individuals are not equally
articulate