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Abstract
Purpose: Clinical supervisors hesitate to report learner weaknesses, a widely doc-
umented phenomenon referred to as “failure to fail.” They also struggle to discuss 
weaknesses with learners themselves. Their reluctance to report and discuss learner 
weaknesses threatens the validity of assessment-of-learning decisions and the effec-
tiveness of assessment for learning. Personal and interpersonal factors have been 
found to act as barriers to reporting learners’ difficulties, but the precise role of the 
resident–supervisor relationship remains underexplored, specifically in the emer-
gency setting. This study aims to better understand if and how factors related to the 
resident–supervisor relationship are involved in assessment of and for learning in the 
emergency setting.
Methods: We conducted a qualitative study, using semistructured interviews of 15 
clinical supervisors in emergency medicine departments affiliated with our institu-
tion. Transcripts were independently coded by three members of the team using an 
iterative mixed deductive–inductive thematic analysis approach. The team then syn-
thesized the coding and discussed analysis following guidelines for thematic analysis.
Results: Participating emergency medicine supervisors valued resident–supervisor 
relationships built on collaboration and trust and believed that such relationships 
support learning. They described how these relationships influenced assessment of 
and for learning and how in turn assessment influenced the relationship. Almost all 
profiles of resident–supervisor relationships in our study could hinder the disclosing 
of resident weaknesses, through a variety of mechanisms. To protect residents and 
themselves from the discomfort of disclosing weaknesses and to avoid deteriorat-
ing the resident–supervisor relationship, many downplayed or even masked residents’ 
difficulties. Supervisors who described themselves as able to provide negative assess-
ment of and for learning often adopted a more distant or professional stance.

https://doi.org/10.1002/aet2.10976
www.wileyonlinelibrary.com/journal/aet2
mailto:
https://orcid.org/0000-0002-6592-4920
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:suzanne.laurin@umontreal.ca
http://crossmark.crossref.org/dialog/?doi=10.1002%2Faet2.10976&domain=pdf&date_stamp=2024-03-25


2 of 8  |    
HOW THE RESIDENT-SUPERVISOR RELATIONSHIPS INFLUENCE RESIDENT ASSESSMENT IN THE 

EMERGENCY SETTING

INTRODUC TION

Assessment of and for learning plays a key role in health profes-
sions education (HPE).1,2 Assessment of learning ensures grad-
uates have developed minimal competency requirements and 
steers learning,1–3 while assessment for learning provides learn-
ers with information about how close (or far) they are to reach-
ing these requirements and how they can go about taking further 
steps toward them.1,2,4 Workplace-based assessment, a critical 
component of assessment in HPE, typically involves clinical su-
pervisors in providing regular feedback and documenting their in-
terpretations of learner performance in the clinical setting using 
assessment forms.5

Despite its pivotal role in HPE, workplace-based assessment 
has proved challenging.6–8 Among these challenges, failure to fail 
learners who perform poorly in the clinical setting has been widely 
documented in a variety of HPE contexts.9–13 More broadly, su-
pervisors avoid documenting even moderate learner weaknesses 
in workplace-based assessment forms, by inflating scores14,15 and 
using coded language in comments.16 Supervisors may also be re-
luctant to verbally discuss weaknesses with trainees, a phenomenon 
some refer to as “minimizing unpleasant messages” (MUM),17,18 thus 
depriving learners of useful feedback.18–21 Overall, supervisors hes-
itate to report or even discuss learner weaknesses, threatening the 
validity of assessment-of-learning decisions and the effectiveness of 
assessment for learning.

Several factors play a role in failure to fail,9,10,13 and some have 
been addressed with the roll-out of competency-based education 
and the associated articulation of clear learning outcomes; devel-
opment of assessment tools; and faculty development in direct 
observation, assessment, and feedback.22,23 However, clinical su-
pervisors continue to experience discomfort in providing negative 
assessment of and for learning.18,24 Personal and interpersonal 
factors have previously been identified as barriers to reporting 
learners’ difficulties,9–11,20,21,25 but the specific role of the rela-
tionship between supervisors and learners in supervisors’ unwill-
ingness to disclose learners’ weaknesses remains underexplored 
and unaddressed. In a recent study in family medicine, Laurin 
et al.24 reported that supervisors were aware that their relation-
ship with residents could influence assessment of and for learning 
and felt that, in turn, assessment of and for learning could influ-
ence the relationship. Supervisors emphasized the importance of 
the resident–supervisor relationship for learning and sought to 
preserve it at all costs.24 Anticipating potential negative effects of 
discussing or reporting resident weaknesses on the relationship, 

they circumvented this threat by providing lenient assessments 
and minimizing negative feedback.24 Contextual factors appeared 
to be at play, including the duration of resident–supervisor rela-
tionships, which typically last several months in family medicine, 
and the caring culture of the discipline.24

To our knowledge, the influence of the resident–supervisor 
relationship on assessment of and for learning has yet to be ex-
plored in the emergency medicine context. The emergency setting 
presents specific features, not only in terms of the type of clinical 
care provided (i.e., mainly acute and one-off) but also in terms of 
the supervisory context. First, physicians and residents work dif-
ferent shifts (day/evening/night) and residents are supervised by 
different physicians. Resident–supervisor relationships therefore 
occur in the context of a series of disconnected contacts over a 
given period. Second, emergency medicine hosts different catego-
ries of residents: residents who are enrolled in a 5-year emergency 
medicine program, family medicine residents enrolled in an addi-
tional year of emergency medicine, and residents from many other 
programs who must complete a rotation in emergency medicine as 
part of their program.

The aim of the study was to explore how, if at all, the resident–
supervisor relationship influences assessment of and for learning 
in the emergency setting. Understanding this influence could open 
avenues for innovative interventions to correct or mitigate the re-
luctance of supervisors to discuss and report learner weaknesses.

METHODS

We conducted a descriptive qualitative study couched in a post-
positivist paradigm. Between August 2021 and August 2022, we 
performed semistructured interviews of clinical supervisors in emer-
gency medicine departments affiliated with Université de Montréal 
(Québec, Canada). At the time of the study, Université de Montréal 
had 20 affiliated emergency medicine departments located in urban 
and suburban areas.

The research team was comprised of four clinician educators 
involved in supervision in family medicine (SL, LCo, LCu) and emer-
gency medicine (VC), a medical education researcher with exper-
tise in assessment (VD), and two research assistants (MD, AJ). All 
researchers, except the research assistants, had experience as fac-
ulty developers on the topics of supervision, feedback, and assess-
ment in various health professional training programs. Université de 
Montréal's research ethics committee approved the study (CERCES 
2021-1235).

Conclusions: This study contributes to a growing literature on failure to fail by 
confirming the critical impact that the resident–supervisor relationship has on the 
willingness and ability of emergency medicine supervisors to play their part as 
assessors.
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Participant recruitment

Recruitment proceeded in two steps. First, we drew a list of 36 
potential participants (key informants) with the help of the emer-
gency medicine rotation Coordinator at Université de Montréal. 
Potential participants were certified emergency physicians in-
volved in supervising residents. In Canada, two residency tracks 
lead to certification in emergency medicine, i.e., a 5-year emer-
gency medicine specialist residency program, and a 1-year added 
competence training program for family physicians, completed 
after a 2-year family medicine residency. As part of their educa-
tional responsibilities, supervisors are expected to provide verbal 
feedback and complete assessment forms (field notes26) at the 
end of each shift. These field notes are intended to be low-stakes 
assessments serving the dual purpose of providing feedback to 
learners and information to the site director who completes end-
of-rotation summative assessments. The list purposefully aimed 
for diversity in terms of gender, geographic location, experience in 
supervision, and assessment.

Second, the principal investigator (SL) sent everyone on the 
list a personalized email with information about the study and a 
consent form. The interview guide (Appendix  S1) was sent with 
the invitation email, to enable participants to reflect on our ques-
tions in advance of the interview. Fifteen physicians from our list 
agreed to take part. We anticipated, based on a review of the liter-
ature27 and a previous study we had conducted on a similar topic 
in a different setting,24 that we would reach data saturation with 
this number of interviews. This was confirmed once we analyzed 
the data from these participants. Therefore, we did not recruit fur-
ther participants. The characteristics of our 15 participants are 
reported in Table 1.

Data collection

One research assistant (MD) conducted all the individual semistruc-
tured interviews and recorded them on an iPhone recorder. She had 

experience performing qualitative interviews and was briefed on 
the problem statement and the context of supervision in the emer-
gency department. The interview guide, which remained the same 
throughout the study, was adapted from one used in a study of fam-
ily medicine supervisors by Laurin et al.24 Interviews lasted between 
16 and 34 min (mean 30 min). She transcribed the interviews ver-
batim using the transcribing software Amberscript, deidentified the 
transcripts, and then deleted the recordings.

Data coding and analysis

Transcripts were independently coded by three members of the re-
search team to ensure researcher triangulation.28,29 The principal 
investigator (SL) and one member of the research team (VC) inde-
pendently coded all transcripts, with other members of the team 
each coding a random subset of transcripts. We coded the data using 
a mixed deductive–inductive thematic analysis.30 We developed an 
initial coding scheme based on two publications, i.e., literature re-
view of “failure to fail” by Yepes-Rios et al.9 and the study by Laurin 
et al.24 of the interpersonal factors involved in assessment in family 
medicine. We also developed additional codes inductively, when we 
identified new ideas in the data. No data coding software was used.

The team then iteratively synthesized the coding and discussed 
analysis over the course of several meetings, following published 
guidelines for thematic analysis.31,32 Thematic analysis involves 
systematically identifying, grouping, and analyzing themes (and 
subthemes) within the data until saturation is reached. “Themes are 
actively constructed patterns (or meanings) derived from a data set 
that answer a research question, as opposed to mere summaries or 
categorizations of codes. Themes can be generated inductively or 
deductively.”32

RESULTS

All participants discussed situations where the resident–supervisor 
relationship factors had or could have influenced assessment. Some 
had not experienced these situations themselves but could never-
theless describe in detail situations they had observed where they 
perceived that their colleagues’ assessment and/or feedback had 
been influenced by the type of relationship these colleagues had 
with their residents. A few participants acknowledged the potential 
for the resident–supervisor relationship to influence assessment of 
and for learning but felt that their own assessments had never in fact 
been influenced.

Although it was not the focus of interviews, participants sponta-
neously brought up several contextual issues that contribute to the 
challenge of providing assessment of and for learning. Feeling tired at 
the end of a busy shift, especially evening or night shifts; having little 
protected time for feedback due to the clinical workload; and lacking a 
quiet space to have a private discussion with residents all chipped away 
at the supervisors’ motivation to discuss residents’ difficulties.

TA B L E  1 Participants.

Gender

Male 8

Female 7

Specialty

Emergency medicine 8

Family medicine 7

Experience as clinical supervisor

0–10 years 8

>10 years 7

Geographic location

Urban 7

Suburban 8
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How the resident–supervisor relationship influences 
assessment of and for learning

A positive relationship usually leads to supervisors 
avoiding disclosing difficulties

Emergency medicine supervisors felt that the supervisory re-
lationship was positive when the resident was motivated, 
friendly, and open to learning and held shared values or had a 
personality compatible with theirs. Supervisors avoided disclos-
ing weaknesses with or about residents who were a good fit  
with them personality-wise or were interested in emergency 
medicine.

I think when you “land” a resident whose personality 
is very, very, very similar, and who you get along with, 
well, um, it might be a little harder, at that point, to tell 
the resident “Well, you're really not good” or some-
thing like that. (P14)

… there were very good, very amicable, relationships, 
“Ah, this person is quite ‘chill,’” they fit in with our 
emergency personality, or the model of Emergency 
care. It's likely that that person received more posi-
tive comments. (P7)

When residents were in the 5-year emergency medicine program 
or the added competence program (third optional year of the family 
medicine program), they knew them better and felt more attached to 
them, which also led them to provide more lenient assessment of and 
for learning.

These residents, we interact with them a lot, so we 
develop bonds of friendship with them, um, they 
are residents that we see as future colleagues, so of 
course, that taints our assessments. (P3)

When supervisors deemed the relationship as positive, they often 
sought to protect not only the resident's self-esteem and motivation, 
but also their self-image as a considerate teacher.

I'm a people-pleaser, I want everyone to like me, so 
being the big bad wolf or being hard on my students 
when I give feedback or assess them, is not something 
I particularly want to do. (P2)

Some supervisors who chose to entertain friendly rather than hier-
archical relationship with residents and, similarly, supervisors who 
interacted with residents outside of work, for instance because they 
used to be residents together, said that this relational proximity con-
tributed to their unease in providing negative assessment of and for 
learning.

This resident, you know, I saw her outside of like the 
routine, so she was like a friend, so that relational 
issue, and she's also the wife of one of my colleagues, 
that made it difficult to assess her. (P1)

However, some participants felt that a positive resident–supervisor 
relationship, that some compared to the relationship between athlete 
and coach, made it easier to provide negative feedback, because it was 
done in a climate of trust.

… I don't always butter them up, precisely because 
the residents I know well, they're honest with me and 
I think they expect me to be honest with them too. So, 
if they did something that wasn't right or (…) if they 
have things they need to improve (…), I think they ac-
tually expect me to mention it to them … (P2)

That's why the interpersonal relationship, I think (…) 
it's a bit special, (…) kind of like an athlete and their 
coach who develop a bond of trust, who have shared 
goals, and who will say it like it is, and give the right 
feedback to be able to improve their performance. 
(P10)

A negative relationship can either 
encourage or discourage supervisors to disclose 
resident weaknesses

Supervisors felt that the supervisory relationship was negative when 
the resident was not motivated, questioned supervisors’ clinical de-
cisions, was not open to feedback, or was overconfident, especially if 
the supervisor was concerned that the resident was not forthcoming 
in case discussions.

… some residents who won't be completely honest in 
what they mention, to try and hide things they hav-
en't done. Because I'd much rather a resident say “I 
didn't do that” than invent something and try and pull 
the wool over my eyes. (P2)

The impact of a negative resident–supervisor relationship varied: 
some supervisors felt that it facilitated the disclosing of weaknesses 
whereas other felt it hindered it, either because they worried that 
their assessment may be tainted by their negative feelings toward 
the resident or because they feared a hostile reaction from the 
resident.

… there are some residents who also generate emo-
tions, in us, that aren't always positive, there are 
residents we don't like as much. (…) For sure if the 
personal relationship with a resident isn't super good, 
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then the threshold to write a negative comment can 
sometimes be lower. (P3)

So that means do I limit myself a little and stop my-
self from telling them “Look, this aspect, I think you 
don't do as well on this, or you have work to do on 
this?” Do I limit myself, when I really have a strong 
countertransference and it doesn't click at all with the 
person? It's possible. (P2)

A weak relationship usually leads to minimal effort in 
assessment of and for learning

Supervisors described having not developed a meaningful relationship 
with residents who spent only a short amount of time in the rotation:

If I take the example of (surgical specialty) residents 
who stay with us for a month, and then we never see 
them again … I might work with them for 2 or 3 shifts 
during that time. So, with them, it's super easy to be 
detached (…) I don't have time to get to know them, 
develop a relationship. (P4)

When the resident–supervisor relationship was weak, supervisors 
often said that they lowered their expectations, decreased their edu-
cational commitment, and provided minimal feedback.

It's a sort of letting go, to say “Well, I give up, this stu-
dent isn't interested so I'm going to give basic feed-
back,” but maybe I won't go into the more difficult 
conversation. (P7)

A more distant or professional relationship can 
facilitate the disclosing of weaknesses

Supervisors who described themselves as able to provide negative 
assessment of and for learning, despite it being unpleasant, often 
adopted a more distant—professional—stance. They focused on their 
responsibility as assessors and relied on facts and the program's 
benchmarks to hold frank conversations with residents.

If we do it, it's not because we enjoy it. It's super un-
pleasant. We understand the impacts (…) but also, 
being very frank, I think it helps, even with people it 
was hard to say to … (P13)

You shouldn't be the student's friend, the friend who 
goes for a drink in the evening, and goes skiing on the 
weekend (…) I think that's the most useful tool, even 
with people who are very resistant (to feedback) or 

people who weren't always aware of how bad things 
were going. (P13)

How assessment can in turn influence the 
relationship: Supervisors fear that providing 
negative assessment of and for learning feedback 
may deteriorate the resident–supervisor 
relationship

Supervisors often struggled to provide negative assessment of and 
for learning, because they feared it would damage the resident–su-
pervisor relationship and thus undermine residents’ learning. They 
also feared residents’ reaction to an unfavorable assessment and 
with it a deterioration of the work climate or an impact on their per-
sonal and social interactions with residents. Some felt guilty or be-
lieved they were breaking residents’ trust in them.

They might not, but they'll become less open to the 
content (of the feedback). That's why for me, chang-
ing the score a little … um, maybe, yeah. (P13)

Similarly, when they did decide to broach the subject with a struggling 
resident, supervisors often chose to provide the negative feedback 
verbally and not write anything explicitly negative on field notes (end-
of-shift assessment forms), in the hopes of maintaining a good relation-
ship. They would write comments that were less glowing than usual, 
confident that the site director would pick up that the resident was 
struggling.

They were really really nice, but just not very good. I 
used several tricks to write their assessment, that yes, 
they were interested in emergency medicine, that 
they'd made progress … they were positive comments 
but I'm sure the people who read that assessment 
saw they weren't the same comments that I write for 
those who I think have aptitudes. (P11)

DISCUSSION

Our study confirms previous findings on the role of the learner–
supervisor relationship in supervisors’ reluctance to disclose 
learner weaknesses and the discomfort it generates.9–11,20,21,25,33 
Almost all profiles of supervisory relationships in our study could 
hinder the disclosing of resident weaknesses, through a variety of 
mechanisms. Weak relationships could lead to supervisors disen-
gaging and lowering their expectations, thus decreasing the qual-
ity of their critique of resident performance in general. Negative 
relationships typically led to cautious restraint, except when it 
opened a breach in the supervisor's habitual benevolence, fa-
cilitating a blunt disclosing of weaknesses. Positive relationships, 
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especially friendly ones, often led to excessive benevolence and 
lenient feedback.

Some supervisors described feeling protective of residents, 
suggesting an overly caring relationship others have previously de-
scribed,10,11,20,25 where the residents’ well-being was the driver of 
their behaviors. Negative assessment of and for learning was seen 
as high risk to residents and to the resident–supervisor relationship. 
The metaphorical talk of some participants about providing negative 
feedback, such as “being the big bad wolf,” highlights the perceived 
relational risks involved in assessment and supervisors’ difficulties in 
managing these risks.25

Some supervisors placed such value on the relationship that 
their behaviors sought to preserve the relationship at all costs. In 
some cases, this was because the relationship had previously been 
or had become of a personal nature, in others it was because super-
visors saw the relationship as pivotal in resident learning. In latter 
cases, preserving this relationship led to a paradox: to maintain a 
relationship for the sake of its role in resident learning, supervisors 
unintentionally denied residents who needed it the honest feedback 
that could potentially help them progress.

Our findings point to potential strategies that could contribute to 
reducing the risk of “failure to fail” and “keeping MUM.” Supervisors 
who managed to disclose resident weaknesses either held a specific 
view of the ideal resident–supervisor relationship that encouraged 
open feedback or kept some distance in the relationship. They either 
described their role as that of coach, pushing their athlete to peak 
performance, or accepted that, however unpleasant and regardless 
of the emotional valence of their relationship with residents, disclos-
ing weaknesses was part of their educational responsibility. Either 
way, they believed that a productive resident–supervisor relation-
ship required honesty.

The productive resident–supervisor relationship described by 
these supervisors essentially aligns with the concept of the educational 
alliance, recommended by several authors as key to effective supervi-
sion.34–36 The educational alliance comprises three essential compo-
nents: a trusting relationship between supervisor and supervisee, a 
shared understanding of the goals of supervision, and an agreement 
about how to reach these goals.34 A strong educational alliance lays 
the foundation for accurate and effective assessment of and for learn-
ing. In an educational alliance, learners feel safe enough to perform 
realistically in front of their supervisor, disclose their difficulties, offer 
their perspective, and accept criticism.35,36 Having clarity on the ed-
ucational goals of supervision enables supervisors to discuss weak-
nesses because they focus on the benefits to residents—rather than 
the harms—in doing so.36 Faculty development on how to develop and 
maintain an educational alliance could be a fruitful avenue in address-
ing failure to fail. While many of our participants were aware of the 
importance of the resident–supervisor relationship, they often focused 
on the bond of trust required, overlooking the two other components 
of the educational alliance, i.e. a shared understanding of the goals of 
supervision and the means to attain them.

Another way of managing the relational complexities of su-
pervision discussed by a few participants in our study as well as 

in other studies24,37 was to maintain a somewhat distant, “pro-
fessional,”37 relationship and avoiding “getting too close to or 
overly familiar with learners in the context of assessment.”37 We 
suggest that just as physicians are oriented about what consti-
tutes an appropriate physician–patient relationship, e.g., through 
codes of conduct, and trained on how to develop and maintain 
appropriate physician–patient relationships, so too should super-
visors be oriented to and trained on developing and maintain-
ing an appropriate resident–supervisor relationship, balancing 
warmth and clear boundaries,38,39 and focusing on residents’ 
learning needs.

STRENGTHS AND LIMITATIONS

This qualitative study focused on an underresearched topic 
in the assessment of residents. It was designed and performed 
according to criteria for robust qualitative research in a post-
positivist paradigm, i.e., purposefully diverse participants, data 
saturation, researcher triangulation in data coding and analysis.40 
Nevertheless, it has limitations. We recruited participants from a 
single specialty in a single institution in Québec, Canada. Although 
we cannot ascertain the transferability of our findings to different 
educational settings, our experience and the literature on failure 
to fail suggest that the resident–supervisor relationship is also at 
play in other specialties and other institutions. Further studies 
should seek to confirm this. Finally, studies should be conducted 
on residents’ views of the resident–supervisor relationship and its 
potential role on assessment of and for learning. Two studies have 
already confirmed the importance of the educational alliance in 
residents’ judgment of feedback credibility,35,41 but more studies 
are needed.

CONCLUSION

The validity of interpretations and decisions made on the basis of 
workplace-based assessment hinges on the observations and judg-
ments of clinical supervisors. This study contributes to a growing 
literature on failure to fail and the critical impact of the resident–su-
pervisor relationship on the willingness and ability of supervisors to 
play their part as assessors. The emergency setting, with its intensity 
and hours, also plays a role in supervisors’ discomfort in disclosing 
residents’ difficulties.

We suggest that faculty development should focus on helping 
supervisors’ change their conceptions of an effective resident–su-
pervisor relationship to align with the concept of the educational 
alliance, on developing supervisors’ skills in developing, and main-
taining a strong educational alliance while maintaining appropriate 
boundaries, including in challenging circumstances.
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