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Purpose: 
Systems for assessing the clinical performance of medical trainees are essential for promoting their professional development and motivation to learn.1-3 One of the most common methods used to assess and provide feedback to medical trainees about their performance is through more advanced learners such as residents or faculty observing and documenting trainees’ performance.4-5 The written feedback students and residents receive after being observed in a clinical setting are referred to by different names including written comments or narrative feedback; for clarity of terminology we will refer to these written feedback messages as assessment messages (distinct from verbal feedback). Trainees have previously expressed appreciation for the ability of assessment messages to increase their awareness of relative strengths and weaknesses6-7 and promote deeper understanding and learning.7-8 However, many shortcomings in the quality and utility of assessment messages have also been previously described. Not only are assessment messages often inferred from oral presentations rather than based on direct observation,3,9 there is generally poor agreement between clinical performance assessments and other assessments such as multiple-choice examinations.10-12

The quality of observational data and assessment messages depends primarily on four distinct factors:13 (1) the correlation between the observations and the behavior being observed, (2) the consistency of ratings between assessors and between assessments, (3) the generalizability of the observations to a broader range of professional performance scenarios and (4) the utility of the observations. The first three of these criteria are dependent upon the rating collection tools,14-15 the individual experiences and opinions of the assessors,14-16 and the number of assessments obtained17-19 amongst many other factors. The utility of the observations, however, is a unique criterion in that it depends not only on the ability to predict future metrics such as residency supervisor evaluations,20 but also on how the learners perceive and engage with the assessment messages. How trainees perceive the feedback they receive has a direct impact on the efficacy of the feedback in creating useful learning.21-22

Many studies have examined residents’ perceptions of the assessment messages they receive throughout their training, with a recent systematic review by Scarff et al summarizing these findings.23 Many trainees felt that assessment messages were “box-checking exercises” that lacked explanation or specificity.24-26 Additionally, trainees’ perceptions of the utility of the assessment messages were largely dependent on whether the trainees were learning goal-oriented or performance goal-oriented.25-27 Studies examining medical student perceptions of assessment messages are comparatively scarce. When medical students were asked to categorize assessment messages based on how helpful they were, messages with constructive criticism were categorized as helpful, whereas non-specific messages were categorized as unhelpful.28 More broadly for other types of feedback medical students receive during clinical rotations, they tend to view the feedback they receive as poor29 especially if the feedback is perceived as being targeted toward the learner as opposed to task-specific.22 

A deeper understanding not only of how medical students perceive assessment messages, but also how they utilize these messages to further their own learning, is needed. Given that physicians and trainees are known to be fairly poor at self-assessment,30-31 it is essential to understand how learners engage with assessment messages toward optimizing their utility as a learning tool. Toward this end, we seek to answer the following research questions: (1) How do students perceive the assessment messages that they receive during clinical rotations? and (2) How do those perceptions influence the way in which students use the assessment messages for their own learning?

Methods: 
We will use a constructivist grounded theory approach32-33 to balance our perspectives with the experiences of our participants34 in executing this qualitative study. 

Sampling strategy: We will use a convenience sampling strategy of all M3 and M4 medical students at the University of Michigan Medical School. All 340 students will be sent an email during June 2019 with the aim of recruiting a total of 40 total participants. Students will be offered an incentive of $50 for participation in a one-hour focus group.

Students will be separated into ten groups of four students each. During the first phase of the study, four of the ten groups will be invited to participate in focus groups led by the author (JK) and one of his classmates. Participants will be asked eight open-ended questions focusing on their perception of assessment messages and how they use those messages (see Appendix 1). Specific probes will be used to elicit elaboration when necessary. The focus groups will be recorded and subsequently transcribed. The focus group transcripts will be reviewed in an open-coding process. Through constant comparison, coding categories will be refined and updated iteratively with authors challenging each others’ categories until consensus is reached upon common categories.

Based on the themes generated from the first set of focus groups, the open-ended questions will be adjusted accordingly and the next three groups of students will be invited to participate in another one-hour focus group and will be transcribed and coded as above. Toward achieving thematic saturation, the above process will be repeated for the remaining three groups of students.

Budget: 
The funds requested for the above proposal will be used for two primary purposes. First, in order to incentivize student participation in the focus groups, a financial incentive of $50.00/student (x 40 students) will be offered. The significant and highly variable time demands on students’ schedules during the Branches and core clinical clerkships necessitates an incentive that acknowledges and compensates students for the relative scarcity of this resource. Additionally, this study necessitates rapid analysis of the results to facilitate a true grounded theory approach - ie. iterative data collection and analysis to ensure thematic saturation. As such, an additional $1500 is being requested for transcription of 10 hours of focus group data, which would otherwise pose a significant time burden, preventing timely advancement of the next phases of the study.
	Item
	Cost per unit
	Number of units
	Total Cost

	Focus group transcription
	$150 per hour
	10 hours
	$1,500

	Financial incentive
	$50 per student
	40 students
	$2,000

	Total
	
	
	$3,500
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